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Abstract

Aim. To assess the quality of life of patients fol-
lowing cardiac surgery and to analyze differences in
quality of life based on gender, age, diagnosis, and
the associated comorbidities.

Methods. A cross-sectional study was conducted at
the Clinical Hospital Center Osijek, Clinic for Surgery,
Department of Cardiac and Thoracic Surgery, during
March, April, and May of 2024. The study included
a total of 41 respondents who underwent a cardiac
surgery more than six months prior. The SF-36 health
questionnaire was used.

Results. The study included 41 respondents, 27
(66%) males and 14 (34%) females. The examina-
tion of disease characteristics showed that 59% of
respondents took medication for hypertension, while
34% of respondents took medication for diabetes.
There were no significant differences in the quality
of life of between respondents with hypertension
and diabetes. The respondents who underwent com-
bined surgery had significantly poorer physical and
social functioning, and experienced more pain com-
pared to those who had mitral valve surgery.

Conclusion. The quality of life of respondents fol-
lowing cardiac surgery is the lowest in the subscale
of physical limitations, with no significant difference
based on gender. The respondents in the older age
group had lower physical functioning, vitality, and
energy, and they reported a higher level of pain com-
pared to younger participants.
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Introduction

World Health Organization defines health as physical,
mental, and social well-being. Quality of life refers to
people’s ability to function normally in daily life and
feel satisfied with their participation in everyday ac-
tivities (1). After undergoing cardiac surgery, patients
often report pain, discomfort, feelings of depression,
impatience, and a loss of overall well-being. Such
feelings can significantly impair a patient’s quality of
life. In recent decades, the proportion of older adults
in the European Union has increased, leading to arise
in the number of cardiac surgeries performed on el-
derly patients. With advancements and the introduc-
tion of new surgical techniques, lower mortality and
morbidity rates have been observed in older patients
(2). The results of some studies conducted in Croatia
showed that a year after undergoing cardiac surgery,
patients’ health significantly improved compared to
their condition before surgery (3).

Cardiovascular diseases

Cardiovascular diseases are one of the leading caus-
es of illness and death worldwide. According to the
World Health Organization, approximately 17.9 mil-
lion people die from cardiovascular diseases each
year globally. Moreover, it is estimated that by the
year 2030, this number will have risen to 23 mil-
lion per year (4). Within the cardiovascular system,
a wide range of diseases and health conditions may
occur. Cardiovascular disease of the heart refers to
four entities: coronary artery disease (ischemic heart
disease), cerebrovascular disease, peripheral arterial
disease, and aortic atherosclerosis (5). Coronary ar-
tery disease is one of the leading causes of reduced
quality of life, disability and death worldwide. It is
the most common cardiovascular disease, develop-
ing as a result of an atherosclerotic plaque in the
lumen of a blood vessel, and it represents a condi-
tion in which the coronary arteries are narrowed or
blocked (6, 7). Coronary artery disease is classified
into two main groups: stable ischemic heart disease
and acute coronary syndrome. Acute coronary syn-
drome encompasses conditions such as acute myo-
cardial infarction with ST-elevation (STEMI), acute
myocardial infarction without ST-elevation (NSTEMI),
and unstable angina pectoris (7).

Risk factors

Risk factors of developing cardiac diseases are di-
verse and include both modifiable and non-modifi-
able factors. Non-modifiable factors include gender,
age, family history and genetics. Modifiable factors
include smoking, obesity, lipid levels, and environ-
mental factor. Unhealthy diet, physical inactivity and
smoking are major risk factors for heart disease. Ac-
celerated pace of life, the characteristic of modern
world, has led to frequent consumption of fast and
unhealthy food, which, combined with a sedentary
lifestyle, has contributed to the increased incidence
of ischemic heart disease in the population. A higher
risk of developing heart disease is associated with
male gender, diabetes, hypertension, hypercholes-
terolemia, and dyslipidemia (8, 9).

Diagnosis and treatment

Diagnosis is based on collecting medical history and
conducting a detailed physical examination. Depend-
ing on the assessment, further diagnostic tests may
be performed. The diagnostic process includes an
electrocardiogram (ECG), echocardiography, radio-
graphic imaging, stress testing, cardiac catheteriza-
tion, and blood laboratory tests (7).

Treatment depends on the characteristics and se-
verity of the disease itself. While treatment varies
based on the clinical situation, it is important to em-
phasize that patients diagnosed with cardiovascular
disease should be educated about secondary preven-
tion measures and the importance of modifying risk
factors (5). Stable angina pectoris typically presents
with substernal chest pain or pressure that worsens
with exertion or emotional stress and improves with
rest or nitroglycerin, usually persisting for about
two months. Pharmacological interventions include
cardioprotective and anti-anginal medications. Per-
cutaneous coronary intervention (PCl) is a minimally
invasive procedure performed via radial or femoral
artery access under X-ray guidance, classified as a
mechanical revascularization technique. Coronary
artery bypass graft surgery (CABG) is an important
surgical procedure for patients with coronary artery
disease (10). Acute coronary syndrome presents as
a sudden onset of substernal chest pain or pressure,
typically radiating to the neck and left arm. It may
be accompanied by dyspnea, palpitations, dizziness,
syncope, cardiac arrest, or new-onset congestive
heart failure. In STEMI, the primary treatment is per-
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cutaneous coronary intervention (PCl). Only if PCl is
not available within two hours, thrombolytic therapy
is indicated (11). According to the 2020 European
Society of Cardiology guidelines, in high-risk NSTEMI
patients, an early invasive strategy is recommended
within 24 hours of hospital admission. However, in
patients with very high risk (e.g., hemodynamic in-
stability, cardiogenic shock, refractory or recurrent
symptoms despite medication therapy, malighant
arrhythmias, mechanical complications of acute myo-
cardial infarction, acute heart failure, or significant
€CG changes), an urgent invasive strategy is advised
within two hours of admission. According to guide-
lines, NSTEMI patients are managed similarly to STE-
MI patients. Before performing invasive therapeutic
procedures, it is necessary to assess indications and
contraindications. In valvular heart disease, stenotic
lesions and regurgitation can be distinguished, with
diagnosis and disease severity determined through
cardiac catheterization. Severe forms of valvular dis-
ease require surgical intervention, and depending on
the affected valve, aortic or mitral valve surgery may
be performed (replacement or reconstruction) (13,
14). All therapeutic approaches are characterized
by specific side effects and complications that sig-
nificantly impact the quality of life of patients. The
negative effects of treating coronary artery disease
can be mitigated by the timely recognition of early
signs and symptoms, as well as patient education.
The aim of cardiac surgical intervention is to improve
patients’ quality of life, with the level of improve-
ment depending on the patient’s preoperative condi-
tion and overall treatment outcomes (15-18).

Quality of life of cardiac patients

Quality of life as a concept encompasses an indi-
vidual's well-being in relation to both positive and
negative factors within the system of values and
cultural context in which they live. It is assessed at
a specific moment and can be described as the indi-
vidual's level of satisfaction with the opportunities
available in their own life. Common factors of quality
of life include personal health (physical, mental, and
spiritual), relationships, educational status, work en-
vironment, social status, economic well-being, sense
of security, freedom, autonomy in decision-making,
social belonging, and physical environment (18). The
aim of cardiac surgery for patients with heart disease
is to improve their quality of life in all the mentioned
aspects. However, the level of post-surgical improve-

ment is not the same in each patient (4, 19). Improve-
ment in quality of life can be achieved by reducing
difficulties and symptoms associated with heart dis-
ease (20, 21). Assessing patients’ quality of life after
heart surgery provides valuable information on the
benefits and impact of cardiac surgical procedures in
enhancing patients’ functionality, quality of life, and
level of independence.

A review of the available foreign literature identi-
fied numerous studies on this topic. However, only a
small number of similar studies have been carried out
in Croatia so far, which is why we decided to contrib-
ute to increasing that number.

Aim

The objective of this study was to examine the qual-
ity of life of patients following cardiac surgery and to
analyze differences based on gender, age, diagnosis,
and associated comorbidities.

Methods

Participants

A cross-sectional study was conducted at the Clinical
Hospital Center Osijek, Clinic for Surgery, Department
of Cardiac and Thoracic Surgery. The study included a
total of 41 respondents who had undergone cardiac
surgery, had been discharged to home care and had
come for follow-up examination during March, April,
or May of 2024.

The time elapsed since the cardiac surgery was more
than six months.

The inclusion criteria were: cardiac surgery at least
six months prior; signed informed consent from; legal
age of majority: understanding and spoken knowl-
edge of Croatian language.
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Data protection

Personal data were collected and processed in com-
pliance with General Data Protection Regulation (EU
Regulation 2016/679). Adequate physical, technical
and security protection measures were also applied.
The respondents had the right to request a revision,
supplementation, or removal of private information,
as well as the right to restrict processing and with-
draw consent at any time.

Ethics

The study was conducted in accordance with all ap-
plicable guidelines aimed at ensuring proper imple-
mentation and the safety of respondents, including
the principles of Good Clinical Practice, the Declara-
tion of Helsinki, the Croatian Health Care Act, and the
Croatian Patient Rights Protection Act. Ethical ap-
provals for the study were obtained from the Ethics
Committee of the Clinical Hospital Center Osijek and
the Ethics Committee of the Faculty of Dental Medi-
cine and Health Osijek.

Instrument and study description

Prior to voluntarily signing the informed consent
form, the respondents received a detailed explana-
tion of the study. The respondents completed the
questionnaire independently. They were also in-
formed that questionnaire materials containing data
from medical records would be used in the study. Fur-
thermore, they received information on the general
and specific benefits of the study, its duration and
type of procedure, the confidentiality of the obtained
data, and privacy protection. Additionally, the re-
spondents were informed about their voluntary par-
ticipation and their right to withdraw from the study
at any time, with a note that refusal to participate
would not affect the medical care provided.

A two-part questionnaire was used as the instrument
to assess the quality of life of patients following car-
diac surgery. The first part of the questionnaire con-
sisted of the questions related to socio-demographic
characteristics of respondents (age, gender, place
of residence, education, marital status) and risk fac-
tors related to heart diseases (hypertension, diabe-
tes, cholesterolemia, smoking). The second part of
the questionnaire was a license-free SF-36 Health
Questionnaire (22), validated Croatian version (23,
24). The questionnaire consisted of 36 items which

assess patients’ quality of life in the areas of physi-
cal functioning, limitations due to physical and emo-
tional difficulties, vitality and energy, social function-
ing, bodily pain, general health, role emotional, and
mental health. The subscales of vitality and energy,
social and emotional functioning, and mental health
provide an assessment of mental status, while the
remaining subscales evaluate the physical health of
the respondents. The total score of the SF-36 ques-
tionnaire is presented across eight subscales, with
a minimum score of 0 and a maximum of 100. In all
subscales, a higher score indicates better subjective
health.

Statistics

Categorical data were presented as absolute and
relative frequencies. Numerical data were described
using the arithmetic mean and standard deviation, as
well as the median and interquartile range. The nor-
mality of the distribution of numerical variables was
tested using the Kolmogorov-Smirnov test. Due to
deviations from normal distribution, numerical vari-
ables between two independent groups were tested
using the Mann-Whitney U test. In cases involving
three or more independent groups, numerical vari-
ables were tested using the Kruskal-Wallis test due
to deviations from normal distribution. All p-values
are two-sided. The significance level was set at a =
0,05. Computer software used for statistical analysis
was SPSS (version 22.0, SPSS Inc., Chicago, IL, USA).
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Results

The sample included 41 respondents. Most respond-
ents, 28 (68%) of them, had elevated cholesterol lev-
els (Table 1).

After undergoing cardiac surgery, the respondents
were least limited by emotional difficulties, making

their quality of life in this subscale the highest, while
their quality of life was the lowest in the subscale of
physical limitations (Table 2).

There was no significant difference in quality of life
in respondents following cardiac surgery in relation
to gender. It was evident that women were less lim-
ited due to physical difficulties than men (Table 3).

Respondents in the 65 - 79 age group had signifi-
cantly lower physical functioning in relation to the

Table 1. General information

Gender

Age

Place of residence

Education

Marital status

Comorbidities

Do you have elevated cholesterol level?

Do you smoke?

Medical diagnosis for your surgery

How much time has passed since the
surgery?

Total

Yes, up to 10 cigarettes a day
Yes, more than 10 cigarettes a day

N (%)
Male 27 (66)
Female 14 (34)
45-54 9(22)
55-64 11 (27)
65-79 21 (51)
Urban 19 (46)
Rural 22 (54)
Primary 8 (20)
Secondary 22 (54)
Higher 11 (26)
Married 26 (63)
Divorced 3(7)
Single 2 (5)
Cohabiting 4 (10)
Widowed 6 (15)
Diabetes 11 (27)
Hypertension 18 (44)
Obesity 1(2)
Other 11 (27
Yes 28 (68
No (
(
(
(

| do not smoke
Combined surgery
Aortic valve surgery
Mitral valve surgery
Coronary artery bypass surgery
6 months to a year
1-2years
More than 2 years
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Table 2. Quality of life of respondents according to SF-36 subscales

Subscale Arithmetic mean SD Median Interquartile range Min - max
PF 64.87 2511 65 47.5-85 0-95
RP 56.09 37.40 50 25-100 0-100
RE 73.98 36.90 100 33-100 0-100
VT 59.14 18.19 60 50-70 10-85
SF 61.89 23.54 62.5 50-75 0-100
BP 72.98 18.83 77.5 65-90 22.5-100
GH 54.09 16.34 52 47.5-65 10-85
MH 65.95 18.50 68 54-82 8-92

*PF - physical functioning, RP - role physical, RE - role emotional, VT - vitality, SF - social functioning, BP - bodily pain, GH - general health, MH - mental health

Table 3. Quality of life of respondents according to SF-36 subscales in relation to gender
Median (interquartile range)

Subscale p*
Male Female
PF 65 (55-85) 67.5 (41.25-86.25) 0.92
RP 50 (25-75) 100 (25-100) 0.09
RE 100 (33-100) 100 (58-100) 042
VT 65 (55-75) 60 (43.75-70) 0.44
SF 62.5 (50-75) 50 (37.5-81.25) 0.56
BP 77.5(67.5-77.5) 67.5(55-93.5) 0.97
GH 55 (50-65) 51 (38.75-62.75) 0.45
MH 68 (60-84) 60 (52-77) 042

*Mann - Whitney U test; PF - physical functioning, RP -role physical, RE -role emotional, VT - vitality, SF - social functioning, BP - bodily pain, GH - general health, MH -
mental health

Table 4. Quality of life of respondents according to SF-36 subscales in relation to age
Median (interquartile range)

Subscale 45-54 55-64 65-79 y2-test p*
(N=9) (N=11) (N=21)

PF 85 (32.5-92.5) 85 (80 - 90) 55 (45 - 65) 12.344 0.002°
RP 75 (25-100) 75 (25-100) 50 (25- 87.5) 1.187 0.55
RE 100 (16.7-100) 100(100-100) 100 (33.3-100) 2.496 0.29
VT 70 (45-77.5) 70 (60 - 80) 60 (50-62.5) 6.230 0.042
SF 759(35.3';5 : 62.5(50-100) 50 (37.5-68.75) 4.453 0.11
BP 77.5(50-88.75) 90(77.5-100)  67.5(55-77.5) 7.505 0.022
GH 52 (50 - 70) 55 (50 - 70) 52 (37.5-61) 6.665 0.47
MH 72 (60-86) 76 (56 - 84) 60 (52 - 76) 2.731 0.25

*Kruskal-Wallis test; 2at p<0.05 significant difference between the 65 - 79 age group and the 55 - 64 age group; PF - physical functioning, RP - role physical, RE - role
emotional, VT - vitality, SF - social functioning, BP - bodily pain, GH - general health, MH - mental health
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55 -64 age group (Kruskal-Wallis, post hoc p=0.002).
They also had significantly lower vitality and energy
(post hoc p=0.04). Respondents in the 65 - 79 age
group experienced pain significantly more (post hoc
p=0.02) in relation to the 55 - 64 age group (Table 4).

Respondents who had undergone combined surgery
had significantly lower physical functioning (post
hoc p=0.02), social functioning (post hoc p=0.02).
Also, they experienced pain significantly higher (post
hoc p=0.04) in relation to respondents who had had
mitral valve surgery (Table 5).

There was no significant difference in the quality of
life of respondents with hypertension and diabetes
(Table 6).

Discussion

This study examined the quality of life of patients fol-
lowing cardiac surgery. Among the 41 respondents, 66
% were males, 63 % were married, and 54 % lived in
rural areas, with the same percentage having complet-
ed secondary education. The demographic structure of
the respondents in this study aligns with previous
studies (20, 25), which also involved a higher propor-
tion of male respondents (21, 26), who were married
and had completed secondary education (21). The av-
erage age of the respondents was 61.1 years (25). The

Table 5. Quality of life of respondents according to SF-36 subscales in relation to diagnhosed disease
Median (interquartile range)

Coronary artery

Subscale combined surgery Aortic valve Mitral valve bypass surgery (N x2-test  p*
(N=9) surgery (N = 9) surgery (N =7) = 16)
PF 60 (37.5-72.5) 55 (35-98.5) 90 (80 - 95) 65(475-85 10092 0.02°
RP 50 (12,5-87,5) 50 (12,5-100) 100 (50 - 100) 50 (25-75) 4933 018
RE 100 (33.3-100) 100 (50-100) 100 (100-100) 100 (33.3-100) 2.008 0.57
VT 55 (50-62.5) 60 (35-72.5) 75 (70-80) 62.5(51.25-70) 6588  0.09
SF 50 (37.5-50) 50(4375-75)  75(625-100)  625(50-84.73) 9415  0.02°
BP 67.5(45-83.75)  675(55-77.5)  90(77.5-100) 775(675-85) 8154  0.04°
GH 50 (30-54.5) 52 (50-62.5) 65 (50 - 80) 55(425-6425 7259 013
MH 60 (50-68) 68 (60 - 76) 84 (72 -88) 60 (53-83) 6775  0.08

*Kruskal-Wallis test; 2at p<0.05 significant difference between combined surgery and mitral valve surgery; PF - physical functioning, RP - role physical, RE - role
emotional, VT - vitality, SF - social functioning, BP - bodily pain, GH - general health, MH - mental health

Table 6. Quality of life of respondents according to SF-36 subscales in relation to comorbidities
Median (interquartile range)

Subscale Diabetes Hypertension x2-test p*
(N=11) (N = 18)
PF 65 (45 - 85) 65 (51.25-81.25) 0.018 0.89
RP 50 (0-100) 50 (25-75) 0118 073
RE 100 (33.3-100) 100(33.3-100) 1.798 0.18
VT 60 (50-70) 60 (43.75-66.25) 0.592 0.44
SF 50(37.5-75) 50(37.5-65.62) 0.193 0.66
BP 67.5(45-77.5) 72.5 (66.87-80.62) 2.344 0.13
GH 50(30-52) 52 (39.25-60.5) 0.341 0.56
MH 60 (52-72) 60 (50-77) 0.100 0.75

*Kruskal-Wallis test; PF - physical functioning, RP - role physical, RE - role emotional, VT - vitality, SF - social functioning, BP -bodily pain, GH - general health, MH -
mental health
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results of this study indicated that 68% of respond-
ents had elevated cholesterol levels, 44% were non-
smokers, and 29% smoked more than 10 cigarettes per
day. Given the average age of 61.9 years in the study,
the high prevalence of hypertension can be considered
expected. A study by Ostchega et al. also highlighted a
high prevalence of hypertension in individuals over 60
years old (26), and studies conducted in Ghana (27)
and Germany (28) similarly indicated an association
between increasing age and the prevalence of hyper-
tension. The State of Health in the EU: Croatia 2023
report showed that smoking is the second most sig-
nificant risk factor contributing to increased mortality
rates and that tobacco use in Croatia is among the
highest in Europe. According to that report, approxi-
mately 22% of Croatian citizens reported being smok-
ers, which is 3% higher than the European average
(29). In this study, most respondents underwent coro-
nary artery bypass surgery, and the most common time
interval between the surgery and participation in the
study was between six months and one year. Differ-
ences in quality of life after this period indicated that
respondents experienced the least limitations due to
emotional difficulties, making this subscale the high-
est-rated in terms of quality of life. Conversely, the
lowest quality of life was reported in the subscale of
physical limitations. A study by Peric et al. from 2017
suggested that respondents experienced an overall
improvement in quality of life across all assessed areas
following cardiac surgery. However, a slightly lower
quality of life was observed in the subscale of physical
limitations during the first six months following sur-
gery (2). A study by Perotti et al. from 2019 showed
that ten years after undergoing cardiac surgery, the
respondents reported the highest quality of life in the
subscale of psychological and physical functioning
(21). The differences in levels of the quality of life
across the examined subscales may depend on the pa-
tient's condition before surgery, their expectations,
and the presence of risk factors. When analyzing dif-
ferences in quality of life based on demographic varia-
bles, no significant differences were found between
genders; however, women experienced fewer physical
limitations than men. In a study conducted in Serbia,
men assessed their quality of life higher than women,
but both genders showed significant improvement af-
ter cardiac surgery (2). Respondents aged 65 and older
reported significantly poorer physical functioning, low-
er vitality and energy levels, and higher levels of pain
compared to younger respondents. A study conducted
in New York also indicated that older age is a predictor

of poorer quality of life after cardiac surgery, as par-
ticipants over 75 years old reported significantly worse
quality of life compared to those aged 74 and younger
(30). The lower quality of life among older respondents
can be explained by the fact that ageing negatively
affects health according to self-assessments, particu-
larly in the subscales of mental and physical health
(31). The respondents who had undergone mitral valve
surgery reported significantly better physical and so-
cial functioning, as well as significantly lower pain lev-
els compared to those who had had a combined sur-
gery. However, the comparison by diagnosis was based
on a very small sample size, and despite the significant
differences found, these results should be interpreted
with caution, requiring further validation. A study by
Kulik A. from 2017 indicated that one month after per-
cutaneous coronary intervention, the respondents
achieved significantly better quality of life in terms of
physical limitations, pain, and overall health compared
to those who underwent coronary artery bypass graft
surgery (32). The same study showed that six months
post-procedure, these differences leveled out, with
coronary artery bypass graft patients experiencing
fewer physical limitations compared to those who had
undergone percutaneous coronary intervention (32).
Findings from a study by Cohen et al., conducted on
1800 patients after cardiac surgery, suggested that
the quality of life was better in the first six months
following percutaneous coronary intervention. How-
ever, after six months, the quality-of-life outcomes be-
came similar, and after one year, they were better in
patients who underwent coronary artery bypass graft-
ing (33). A study conducted in the Netherlands showed
the same results (34). Studies by other authors indi-
cated that patients a year after undergoing coronary
artery bypass graft surgery demonstrated better qual-
ity of life outcomes compared to those who underwent
percutaneous coronary intervention (35, 36). Diabetes
and hypertension were among the most common co-
morbidities in respondents, and no significant differ-
ences were found in the quality of life between those
with hypertension and diabetes. However, studies con-
ducted in Serbia (2) and France (21) suggested that
respondents with diabetes had a lower quality of life
following cardiac surgery. In contrast, a study in Colo-
rado found that hypertension and smoking were the
most strongly associated with lower quality of life fol-
lowing cardiac surgery (37). A study by Pacaric et al.
indicated poor quality of life among patients following
cardiac surgery, regardless of risk factors (20). This
study, like other studies in the literature (2, 21, 37),
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provides valuable insights into the impact of disease
risk factors on quality of life following cardiac surgery,
highlighting the importance of primary prevention at
an early age. Adhering to healthy lifestyle recommen-
dations in youth can significantly influence the devel-
opment of heart disease, while reducing risk factors in
patients with an existing diagnosis can contribute to
achieving positive treatment outcomes and improving
the quality of life. The quality of life is becoming an
increasingly important research topic in medicine, as it
reflects both the objective clinical or physiological sta-
tus and the patient’s subjective perception of how
their health condition or diagnostic and therapeutic
procedures affect their life and well-being. Assessing
the quality of life of patients after undergoing cardiac
surgery is essential for a comprehensive understand-
ing of their physical, emotional, and social needs. Al-
though cardiac surgeries often save lives, they can
have a significant impact on patients’ physical func-
tionality, psychological well-being, and social interac-
tions. The quality of life following cardiac surgery var-
ies across different parts of the world. An interesting
difference in the domain of pain was observed in a
study conducted in Iran (38), where pain was rated the
lowest compared to this and other studies (2, 20, 21).
This was attributed to non-adherence to prescribed
medications and medical advice. Such findings high-
light the need for different intervention strategies in
different countries to improve the quality of life of pa-
tients. Through systematic monitoring and assess-
ment of the quality of life, healthcare professionals can
identify specific challenges patients face in the post-
operative period and develop personalized interven-
tions to enhance their overall well-being. This approach
not only leads to better medical outcomes but also
contributes to the improvement of rehabilitation pro-
grams, the reduction of psychological distress, and the
facilitation of patients’ reintegration into everyday life.
In conclusion, it can be stated that assessing quality of
life following cardiac surgery is not only of medical im-
portance but also of social and emotional significance,
as it directly contributes to the overall health and well-
being of patients.

The limitations of this study include the fact that it
was conducted in a single institution, with a small
and convenience-based sample. Additionally, some
important variables were assessed in a less sensi-
tive manner, such as the time elapsed since surgery.
Since the study was conducted in a single geograph-
ic area, the results cannot be generalized. However,

they can serve as a basis for designing interventions
aimed at improving the quality of life of patients.

Conclusion

The results of this study indicated that, after under-
going cardiac surgery, patients experience the least
limitations due to emotional difficulties, making their
quality of life in this subscale the highest, while their
quality of life is the lowest in the subscale of physical
limitations. There was no significant difference in the
quality of life of patients following cardiac surgery
based on gender. Patients aged 65 and older had
significantly lower quality of life in the subscales of
physical functioning, vitality and energy, and pain
compared to younger patients. Patients who under-
went mitral valve surgery had significantly better
quality of life in the subscales of physical and social
functioning, as well as pain, compared to those who
underwent combined surgery. There was no signifi-
cant difference in the quality of life between patients
with hypertension and diabetes.
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