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The existing methods of evaluation of the state of a patient do not account for all
variables in their life. This creates a need to establish a complex approach in assessing
a patient's condition, including the integral criterion of their subjective state, the quality
of life (QL): physical, social and societal well-being. The evaluation is done using
certain surveys. Despite a significant amount of research on the quality of life of
patients with cardiovascular disease, the understanding of the link between the illness
and factors such as age, sex, diagnosis, and its distinctive features remains vague.
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CORRESPONDlNG AUTHQR The objective of the study is to assess the quality of life of hospitalized patients with
e-mail: monas839@gmail.com cardiovascular disease, depending on their age, sex and diagnosis. 115 hospitalized
Monastyrskyy Yu. I. cardiology patients (59 men and 56 women) were surveyed in the cardiology department

of Vinnytsia Regional Clinical Hospital named after Pirogov. The mean age of the
surveyed amounted to 57.71+1.32 years. 78 patients were diagnosed with different
forms of coronary heart disease (ll, Ill, 1V classes of angina, atherosclerotic and
postinfarction cardiosclerosis, cardiac arrhythmia and disturbances of impulse
conduction), mostly in combination with stage II-Ill of essential hypertension (EH).

Stage Il EH without CHD was observed in 17 patients, while 20 patients suffered from
different cardiovascular illnesses (myocarditis, pericarditis, cardiomyopathies, heart
defects). The control group comprised of 30 healthy individuals with no evident cardiac
pathology (17 men and 13 women), the mean age of whom amounted to 43.26+15.01

years. To evaluate the quality of life, the MOS-SF-36 questionnarie has been used,

which consists of eight sections, each scaled on 0-100. The higher the score was, the
better the state of health was. The validity of the results was determined by employing
analysis of variance, namely Student's T-Test. A reliable decrease in the quality of life
in all sections of the SF-36 Survey has been found as well as the difference in gender,

age, diagnosis, and its distinctive features. The figures of the quality of life during a
cardiac disease could be additional informative characteristics that should be used for
a better assessment of the health state of the patients and solutions for the efficacy of
their treatment.

Keywords: cardiovascular disease’s, quality of life, the SF-36 questionnarie.

Introduction

Over the past decades, significant growth of interest
took place among the clinicians in quality of life (QL), as
the current methods of evaluation of patient's condition and
efficiency of therapeutic interventions, as a rule, reflect a
biological model approach and fail to capture the diversity
of human life. This determines the need for wider
implementation of the complex approach in the evaluation
of patients' condition into clinical standards including
integral criteria of their subjective state, namely quality of
life (QL), as a measure of their physical, mental and social
well-being [16, 22]. In public health, the term "Health-related
Quality of life" is more common. When estimating it, both

patient's complaints caused by the disease and
concomitant complaints are taken into consideration which
allows establishing the effect of a disease on the
psychological and emotional states of a patient and their
social status [2, 9, 19].

Some studies have found that the QL indices in patients
with cardiovascular disease (CVD) make it possible to
measure accurately enough the disease effect on the
physical, psychological and social functioning of a patient,
the effectiveness of treatment, forecasting the clinical
course and the outcome of a disease [18, 20, 22]. Thus,
when measuring QL in patients with essential hypertension
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(EH), a reduction and the reasons for this decline have
been identified. It was found that QL is directly related to a
patient's volitional control and negatively correlated with
emotional instability, suspiciousness, anxiety, social control
of behaviour, and stress level [3, 19, 20]. QL in patients with
coronary heart disease (CHD) is 2.0-2.5 times lower than
that of healthy individuals. This occurs due to a pathological
process as well as the intensity of emotional and personal
disorders [1, 4, 13, 14]. The QL reduction in patients with
chronic heart failure (CHF) depends on its severity. In the
early stages of the disease, patients with CHF restrict their
work activities, lower daily life activities; in its late stages,
the pathology continues in a sharp reduction of all QL
parameters [7, 11, 23]. QL assessment can be useful in
clinical research and the choice of an individual treatment
policy for the stratification of risks in patients [18].

The development of contemporary methods for QL
measurement has led to the creation of special
questionnaires, with a sufficient level of safety
(reproducibility), validity, and sensibility. The questionnaires,
currently most widely used in clinical practice for evaluation
of QL of patients - irrespective of tested population disease
and specific characteristics of treatment - are: Sickness
Impact Profile (SIP), Nottingham Health Profile (NHP) and
Medical Outcomes Study 36 - Iltem Short Form heart survey
(SF-36) [6, 12, 16, 17, 22]. However, despite a significant
number of studies devoted to the QL of patients with CVD,
its relation to patients' age and gender, diagnosis, clinical
course peculiarities remain insufficiently explored.

The objective of the research is to assess QL in patients
with CVD who were admitted to the Cardiology Unit
according to their age, gender, and diagnosis, using the
SF-36 Health Status Survey.

Materials and methods

The test group consisted of 115 patients (59 men and
56 women) admitted to Cardiology Unit, Vinnytsia Regional
Clinical Hospital named after Pirogov. Before the beginning
of the assessment, all patients were informed about its goals
and tasks, the privacy of information obtained and they gave
their voluntary consent to survey.

The average age of participants amounted to 57.71+£1.32
years old (men 55.93+1.78, women 59.62+1.95). 78 patients
were diagnosed with different types of CHD (ll, lIl, IV functional
classes of cardiac angina, atherosclerotic and postinfarction
cardiosclerosis, arrhythmia and abnormal heart capacity),
in most cases in combination with stages II-lll EH; in 17
patients with stage Il EH without CHD, in 20 patients with
other diseases of cardiovascular system (myocarditis,
pericarditis, cardiopathy, heart defects). The control group
included 30 healthy people without cardiac pathology
symptoms (17 men and 13 women), whose average age
amounted to 43.26+15.01 years old.

To evaluate the quality of life of the participants, the
questionnaire MOS-SF-36 (Medical Outcomes Study-Short
Form) designed by J.E. Ware was applied [24]. The method

is designed for clinical trials of non-specific, health-related,
regardless of disease, gender, age-related peculiarities and
specific of all treatment options. The questionnaire was
thoroughly validated in patient-reported surveys of QL in
patients of different populations and it is considered as a
"gold" standard of a generic instrument to measure QL in
patients with CVD [16, 17, 19]. Data of MedLine, 2006 show
that SF-36 is nowadays used in 95% scientific studies
devoted to QL analysis in different diseases.

The survey consists of 11 sections, which include 36
questions. Outcomes are presented in scores (from 1 to
100), according to eight scaled scores. The scales are
grouped into two indicators: "Physical health" and "Mental
Health":

I. Physical health (PH)

1. Physical Functioning (PF) is a measure indicating the
degree to which the health limits physical tasks (self-care,
walking, going up the stairs, carrying heavy things, etc.).

2. Role-Physical Functioning (RP) is an impact of
physical status on role functioning (work, daily activities).

3. Bodily Pain (BP) is pain severity and its impact on a
patient's ability to do activities of daily living, including
housework and work.

4. General Health (GH) is an evaluation of the current
health status and prospects of treatment by a patient.

II. Mental Health (MH)

5. Vitality (VT) scale is a measure of vitality, energy level
or, vice-versa, fatigue).

6. Social Functioning (SF) scale is determined by the
degree to which physical or emotional condition limits social
activities (communication).

7. Role-Emotional (RE) is an impact of emotional status
on role-functioning, meaning an evaluation of degree in
which the emotional status includes job-related limitations
and limitations in the performance of other daily activities
(including time-consuming, decrease of work done,
reduction of its quality, etc.).

8. Mental Health (MH) score demonstrates self-
evaluation of psychic health, specifies mood (occurrence of
depression, anxiety, a general index of positive emotions).

The computer processing "SF-36 HEALTH STATUS
SURVEY)", available at http://vch.narod.ru was used in the
research. Graph 8 of basic scales has been constructed on
"raw" scores which are the percent rate from 0 to 100 scores
in reference to the highest possible score in each scale with
zero reference point. The higher score reflects a better health
state.

The validity of research outcomes was evaluated using
a method of variation statistics using Student's T-Criteria.
The reliably meaningful outcome is considered the one with
the difference of indicators p<0.05.

Results

Based on the findings, a reduction of QL in patients
with cardiovascular pathology has been identified in
comparison with healthy people, including all items of the
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Table 1. Indicators of quality of life in scores by scales of patients of the cardiology unit based on sex (Mtm).

Test Indicators of Questionnaire SF-36 (scores)
group PF RP BP GH VT SF RE MH PhC PsC
Men 47.03+ 27.53+ 48.21+ 45.62+ 41.30+ 46.67+ 35.40+ 55.53+ 4210+ 40.98+
(n=59) 2.21* 4.67* 3.10* 2.01* 2.48* 1.80* 5.63* 2.78 1.76 1.26
Women 39.63+ 13.86+ 35.72+ 4297+ 34.74+ 4476+ 25.60+ 4221+ 33.05+ 36.80+
(n=56) 2.99* 3.97* 3.45* 2.20* 247 1.98* 517* 2.85* 1.76 13.73
p'? >0.05 <0.001 <0.01 >0.05 >0.05 >0.05 >0.05 <0.01 <0.01 <0.05

Notes: PF - physical functioning; RP - role physical functioning; BP - bodily pain; GH - general health; VT - vitality; SF - social functioning;
RE - role-emotional; MH - mental health; PhC and PsC are correspondingly physical and psychological components of health; p'?2 -
credibility of differences between men and women; * - credibility of differences of indicators in comparison with control group.

Table 2. Indicators of quality of life of patients of cardiology unit on the basis of age (M+m).

Age of patients Indicators of Questionnaire SF-36 (scores)
PF RP BP GH VT SF RE MH
Under 45 years old (n=16) | 61.636.76 | 26.67+3.56 | 53.3147.72 | 47.95:4.75 | 36.00£3.96 | 40.13£3.93 | 45.90£12.12 | 51.04£5.05
45-59 years old (n=40) |47.93+4.04 | 28.21+5.82 |48.97+7.72 | 45441246 | 41.53+3.70 | 49.58+3.62 | 40.01£7.13 | 54.30+3.33
60-74 years old (n=59) | 37.05:2.66 | 15.74+2.49 | 34.07+3.45 | 42.82+2.20 | 36.31+2.42 | 44.79+1.77 | 21.30£5.07 | 45.83£3.26
75 and rz:]":rfogears 0 129511574 | 10.03£5.02 | 39.4147.30 | 41.16£5.68 | 37.5345.68 | 4522593 | 16.82+10.82 | 42.4718.80
Control group 43.26x15.01 77 5, 44 | 53.8040.73 | 61.30£0.45 | 56.56+0.33 | 55.1540.38 | 69.67:0.41 | 57.23:0.72 | 58.82+0.34
years old (n=30)
pi2 >0.05 >0.1 >0.1 >0.1 >0.05 >0.05 >0.1 >0.1
p? <0.05 >0.05 >0.05 >0.1 >0.05 >0.05 <0.05 >0.05
ps >0.05 >0.05 >0.05 >0.05 >0.05 >0.05 >0.05 >0.05
p* <0.001 <0.05 >0.05 >0.1 >0.1 >0.1 <0.1 >0.1
p's <0.001 <0.001 >0.05 >0.05 <0.001 <0.001 >0.05 >0.05

Notes: p'2 - the credibility of differences in the groups of patients aged under 45 years old and 45-59 years old; p?? - the credibility of
difference in the groups of patients aged 45-59 years old and 60-74 years old; p>* - the credibility of difference in the groups of patients
aged 60-74 years old and more than 75 years old. 4; p' - the credibility of difference in the groups of patients under 45 years old and
more than 75 years old; p'® - the credibility of difference in the groups of patients under 45 years old and control group.

SF-36 survey. The most dramatic reduction rates could be
observed in Physical Functioning (p<0.001) scale, Role-
Physical functioning (p<0.001), and Role functioning
specified by emotional status (p<0.001).

While considering gender difference, QL in women in
all scales of the survey appeared to be lower than that of
men; however, statistically significant differences were
revealed in three of them: impact of physical condition on
role functioning (p<0.001), bodily pain (p<0.01), and self-
evaluation of mental health (p<0.001) (Table 1).

The values of integral indicators of physical and
psychological health components were reliably lower for
women (Table 1). Gender differences are shown in
Figure 1.

The analysis of QL of patients within different age groups
has shown that QL worsened with age increase in most
scales of the survey, the most significant in groups of
patients of elderly and senile age, mostly in scales of
physical and role-physical functioning as well as in scale
related to role emotional status. At the same time, in scale
demonstrating bodily pain, the age-related difference of
indices was less considerable. The decline of indicators

in scales related to vitality, social functioning, and self-
evaluation of mental health was less significant, which is
possibly caused by partial adaptation to an existing long-
term disease (Table 2).

This information can be verified by analyzing physical
and psychological components of the questionnaire. The
indicators of physical component declined steadily with
age, especially in patients of elderly and senile age
(Fig. 2).

In assessing the outcomes of survey depending on
diagnosis, the degradation of QL indicators on almost all
scales (except for bodily pain) could be observed in patients
with EH; moreover, the decline in physical functioning and
role functioning scales could be caused by physical state,
general health and social functioning (Table 3).

The degradation of QL was significantly expressed in
the group of patients with CHD, and, similarly to patients
with EH, it decreased for account of physical functioning
indicators (p<0.001) and role functioning caused by physical
and emotional states (p<0.001), and, unlike the patients
with EH, it was defined by more intensive bodily pain
(p<0.05). At the same time, such indicators as vitality and
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Table 3. Indicators of quality of life of patients of cardiology unit on the basis of diagnosis (M+m).

Indicators of Questionnaire SF-36 (scores)
Test group
PF RP BP GH VT SF RE MH
ESSE”"?LZ‘;‘;‘;”G”S'O” 63.24+5.86 | 34.31:8.99 | 56.46£7.10 | 48.52:2.50 | 47.11+5.45 | 45.80+3.09 | 56.90+1.70 | 53.26+5.63
C°r°”ar{nrf7""8r;d'sease 30.86+2.47 | 19.20£3.70 | 37.112.55 | 43.42£1.91 | 36.862.13 | 45.771.56 | 26.54:4.43 | 48.27+2.67
Other pathology (n=20) [ 23.7615.44 | 16.23£7.73 | 50.1146.25 | 44.28+3.70 | 15.33+3.50 | 45.92£4.06 | 24.78+8.44 | 49.61:3.74
Age 43.26:15.01;
Control group of healthy | 77.02£0.44 | 53.80:0.73 | 53.80+0.73 | 56.56:0.33 | 56.56+0.33 | 56.56+0.33 | 57.23:0.72 | 58.82:0.34
persons (n=30)
p'2 <0.001 <0.001 >0.05 >0.05 >0.05 >0.1 >0.05 >0.1
p'a <0.001 <0.001 >0.1 >0.1 <0.001 >0.1 <0.05 >0.1
p2 <0.01 >0.1 >0.05 >0.1 <0.001 >0.1 >0.1 >0.1
pr <0.01 <0.001 >0.1 <0.001 >0.05 <0.01 >0.1 >0.05

Notes: p'2 - credibility of differences in the groups of patients with EH and CHD, p'3- credibility of differences in the groups of patients
with EH and other pathologies, p?® - credibility of differences in the groups of patients with CHD and other pathologies, p' - credibility of

differences in the groups of patients with EH and control group.

Table 4. Integral indicators of the quality of life of patients of
cardiology unit on the basis of diagnosis (Mtm).

Test group companert | comporan.
Essential hypertension (n=17) 50.62+3.40 50.71+3.49
Coronary heart disease (n=78) 34.94+1.46 39.31+1.52

Other pathology (n=20) 37.95+3.21 39.03+2.79
p'? <0.001 <0.05
p* <0.01 <0.05
p%3 >0.1 >0.1

Notes: p'?2 - the credibility of differences in the groups of patients
with EH and CHD, p'® - the credibility of differences in the groups
of patients with EH and other pathologies, p?® - the credibility of
differences in the groups of patients with CHD and other
pathologies.
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Fig. 1. Gender differences of integral indicators of quality of life of
patients of cardiology unit.

self-evaluation of mental health were less reduced and
social functioning was almost the same as in the previous

group (p>0.1).

The health of the patients whose clinical course of CHD
was accompanied by stable angina compared to that of
patients without pain syndrome, could be characterized by
sharp decline of indicators in scale of pain (p<0.001) as
well as significantly lower numbers in scales of physical
functioning, role physical functioning, and role functioning,
determined by emotional state and vitality and self-
evaluation of their state (p<0.05).

The group which consisted of the patients with
myocarditis, cardiopathy, pericarditis, and heart defects was
different due to very low indicators of the first two scales of
the survey, but, in contrast to previous groups, bodily pain
was less evident. In addition, they had a low level of vitality:
probably, due to severe cardiac pathologies which
occurred suddenly in most cases (Table 3).

Comparative assessment of integral indicators has
helped identify a moderate decline in physical and
psychological components in the group of patients with
essential hypertension and, significantly, particularly
physical component in patients with CHD (p<0.001). In the
third test group, the reduction in both indicators was also
considerable and practically coincided with that of the
second group (Table 4). The dynamics of integral indicators
of QL is presented in Fig. 3.

Essential differences have been determined between
the groups, formed according to the functional classes of
CHF. The highest scores in all scales of the questionnaire
could be observed in patients with no heart failure or its
slight manifestations (FC I), though they were slightly lower
than in the control group. However, the dramatic decline in
most indicators of QL (especially, scales demonstrating
physical functioning) could be seen in patients with FC II.
The indices of pain, vitality, and self-evaluation of mental
health scales deteriorated considerably (p<0.05). The
aforementioned changes surely demonstrate the
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Fig. 2. Age differences of integral indicators of quality of life of
patients of cardiology unit.
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Fig. 3. Disparities in integral indicators of quality of life on the basis
of diagnosis.
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Fig. 4. Disparities in integral indicators of quality of life on the basis
of intensity of chronic heart failure.

aggravation of patients' health: increasing shortness of
breath, weakness, cardiac arrhythmia, and cardialgia.
Special attention should be given to the fact that there were
no substantial changes in the social functioning scale.
Perhaps, it is due to the imprecise evaluation of the concept
"social activity" by patients surveyed. The most negative
dynamics was in the group of patients with CHF FC IlI-IV.
The indicators of QL demonstrating human physical
capacities and their role in daily work activities were the

lowest [8]. The vitality and self-evaluation of mental health
reflecting depression, anxiety, reduction in positive emotions
were equally low [15]. In analyzing generic indicators of
survey, a reliable statistical decline was identified only in
patients with IlI-IV FC CHF, whereas in patients with || FC
CHF, the indicators were slightly reduced and were just the
same as in patients with CHF | FC (Fig. 4).

Discussion

As indicated above, quality of life is an integral criterion,
based on a subjective perception that reflects the physical,
mental, emotional and social human condition. The
analysis of QL is extremely important concerning chronic
cardiovascular diseases, in which an afflicted individual
must take medication regularly or for a long time. Medication,
in spite of the objective improvement of a condition, can
lead to deterioration of QL. Because the assessment of
QL demonstrates the patient's attitude towards their state,
it is strictly individual. However, certain influences on a
patient's self-perception of gender, age and diagnosis
cannot be excluded.

Data on the impact of gender on QL of patients with
cardiovascular diseases are heterogeneous. When
assessing gender differences, it has been found that QL
of women was lower than that of men in all scales of the
survey. The most significant value of differences by scales
was observed in the influence of physical status on role
functioning, bodily pain, and self-evaluation of mental
health. This indicates that women with cardiovascular
diseases are more limited in their daily activities than men
are; moreover, cardiac pain has a bigger influence on their
daily activities. In addition, with regard to the progression
of the basic disease, women have more intense depressive
sensations of anxiety and mental disorders.

The assessment of QL of patients of different age
groups indicates that QL became worse in most scales of
the survey as the age groups increased, the most significant
one in the groups of elderly and senile age. In contrast,
younger patients had reliably higher scores in physical
functioning (PF) and general health (GH) scales, which
indicates better physical health. No reliable differences
were found in people of middle age in comparison with
young people in most scales, except for higher scores of
QL related to the psycho-emotional sphere: role restrictions
caused by personal or emotional problems and emotional
well-being. In comparison with people of elderly and senile
age, their QL scores were significantly higher in all scales.
Higher QL scores in people of middle age with AH can be
due to their better adaptation to the disease than in young
patients and fewer concomitant pathologies than in elderly
age. Nevertheless, even in the group of young patients, QL
scores were more different from the group of healthy people
of the representative age, especially in scales of physical
functioning, role functioning both physical and emotional
as well as in the scale of vitality. Apparently, having become
ill and unable to work fully, young people feel emotional

Ne34, Page 47-54

51



Quality of life in patients of specialised cardiology unit

stress which leads to a decrease in their social activities. If
we compare with patients of young age, certain
improvement of scores of the psychological component in
patients of middle age might be connected to the fact that
the psychological status of patients surveyed rose as a
result of effective treatment and improvement of their
condition.

The assessment of the quality of life in relation to the
diagnosis showed inconsistency of changes of indicators,
demonstrating physical condition in patients with EH and
CHD, with a higher degree of intensity in patients with CHD
and with lowering of scores demonstrating bodily pain
intensity. Apparently, such outcomes could be the result of
the reduction of physical and social activities as well as of
limited possibility to perform routine functions caused by
considerable increase of arterial blood pressure and its
changes or pains in the heart, which patients interpret as
aggravation of generic health. Similar data were obtained
by a number of authors who indicate that the level of QL in
patients with essential hypertension is directly related to
patient's volitional control and negatively correlated with
emotional instability, suspiciousness, anxiety, social control
of behavior and stress levels [3, 10, 21].

Based on our observations, the degree to which QL
can decline was associated with the severity of CHD and
angina syndrome. Similar outcomes, showing that the
violation of QL as a whole and its parameters depend on
myocardial ischemia variants, are presented in the literature
[1,13].

The authors emphasize that QL is slightly reduced in
patients with "latent" myocardial ischemia and reduced
significantly in episodes of severe cardialgia [4, 5]. The
occurrence of pain has a great influence not only on one's
physical capacities but also on one's social activities and
mental health. A dramatic reduction in scores in the first
three scales of the survey is caused by the occurrence of
high arterial hypertension, CHF, arrhythmia, and cardiac
angina in most patients with CHD. Overestimated self-
evaluation of mental health and vitality perhaps correlates
with certain adaptations to chronic disease and relatively
high social functioning due to simplified representation of
society. Most surveyed patients with CHD are disabled
people and pensioners, whose social contacts are limited
to communication with their relatives and neighbors;
perhaps such social functioning, as it is understood by
them, is sufficient enough.

The progression of HF was accompanied by the
degradation of QL. A rapid decrease was observed in most
indicators of QL in patients with FC I, especially in scales
demonstrating physical functioning, which grew as FC CHF
increased. The most negative dynamics was in the group
of patients with CHF FC IlI-IV and the indicators of QL-that
demonstrate human physical capacities and their role in
daily work activities-were the lowest which corresponds to
the outcomes obtained by other authors [8]. The vitality and
self-evaluation of mental health reflecting depression,

anxiety, reduction in positive emotions were equally low
[15]. In analyzing generic indicators of survey, a reliable
statistical decline was identified only in patients with 1lI-IV
FC CHF, whereas in patients with Il FC CHF, the indicators
were slightly reduced and were just the same as in patients
with CHF | FC.

There is a perception that QL of patients who get long-
lasting antihypertensive and anti-ischemic treatment is
lower than that of untreated patients, and even the existence
of necessity to take medication for a long time can reduce
QL level. On the other hand, degradation of QL in patients
surveyed was often associated with a reduction in long-
term adherence to treatment; in this connection, the
measures aimed to raise compliance became of vital
importance.

The indicators of QL in patients afflicted by
cardiovascular disease could be additional informative
characteristics, the use of which is crucial to a better
assessment of the functional condition of patients and
issues of treatment efficacy. It is advisable to consider their
possible application during medical and social expertise
of people of elderly and senile age, including the cases
when it is difficult to do an exercise tolerance test.

Conclusions

1. The study showed reliable evidence of reduction of
QL in patients with cardiovascular pathologies in all scales
of the survey SF-36, the most significant in physical
functioning scale, role physical functioning scale, and role
functioning scale caused by emotional state.

2. Gender and age differences of indicators were
highlighted: the indicators of physical functioning were
reduced to a greater degree in women with CVD than in
men; their daily activities are more strongly influenced by
cardiac pain and depression and anxiety, while
psychological problems are more visible.

3. The indicators of scales which demonstrated the
physical component of QL declined with age increase. The
mental status in middle age was slightly higher than in
young people and dramatically reduced in elderly and
senile age. This could be caused by the adaptation of
patients of the second age group to the disease and the
increase of disease burden and, accordingly, lower
efficiency of treatment in the third and fourth test groups.

4. The QL of patients with EH dropped equally because
of both physical and psychological components. More
negative dynamics in patients with CHD was connected
with the physical component, which indicated low physical
capacity of such patients. The presence of cardiac angina
in patients with CHD has a significant influence not only on
physical capacities but also on social activities and mental
health. A direct correlation between the reduction of most
indicators of QL and the progression of chronic heart failure
has been proven.

5. The reduction of indicators of the psychological
component in all test groups shows that chronic disease
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of the cardiovascular system has a notable impact on a
patient's mental health and neurotic disorders. This proves
the necessity of psychological care, focused on increasing
the level of individual adaptive capacity of a patient. These
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AKICTb XXUTTA NAUIEHTIB CNEUIANISOBAHOIO KAPAIONOINYHOIr O BIAAINEHHA

Cepkoea B. K., MoHacmupcbkuli FO. I., MoHacmupcbka I. A., Kocmenko 51. B., Kanaudeli T. O.

IcHyto4i MemoOu oyiHKU cmaHy nayieHma He 8paxosyromb yce pizHoMaHimms xumms arduHu. Lle ecmaHoenoe HeobxioHicmb
8rposadeHHs1 KOMMNeKCHo20 nidxody 00 OUIHKU cmaHy X80puUX i3 8KITHYEHHSIM iHmezpanbHUX Kpumepiig ix cyb'eKmueHo20 cmaHy:
skocmi xxummsi (F2K) sik cknadoeoi ix hidudHo20, ncuxidyHo20 i coyianibHo2o 006pobymy. OuiHka S)K docsizaembcsi 8UKOPUCMAaHHSM
crieyianbHUx onumyeasnbHUKie. He3gaxato4u Ha 3Ha4yHy Kinbkicmb OocnidxeHb, npucesdeHux SXK xeopux 3 cepuyego-cyOUHHOI
rnamorogieto, ii 38'a30K 3 8iKoM | crmammio naujeHmie, a makox 3 0iaeHo30M ma ocobnusocmsamu repebiey 3axeoprosaHHs 3anuwacmsCcs
HedocmamHbo 8us4eHUM. Mema OocnidxeHHs:: damu OUIHKY SIKOCMI XUummsi 20Cimari3o8aHuX X80PUX 3 3ax80pH8aHHSIMU cepueso-
cyOuUHHOI cucmemu 8 3anexHocmi 8id 8iky, cmami ma diaeHo3y 3axsoprosaHHs. ObcmexeHo 115 kapdionoaiyHux xeopux (59 Yonosikie
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i 56 xiHOK), eocriimanizogaHux 8 KapodionozidHe 8iddineHHs1 BiHHUUBbKOI 06r1acHOI KniHiYHOT nikapHi iM. M.I. Nupoeosa. CepedHil 8ik
obcmexeHux cknas 57,71+1,32 pokie. Y 78 nayieHmie 6yno diaezHocmosaro pisHi gpopmu IXC (11, 11, IV epyHKyioHansbHi knacu cmeHokapOii,
amepocknepomuyHUl i nicrsiHgpapkmHul kapOioCKepos, NopyweHHs pummy i nposidHocmi); y binbwocmi eunadkie y noedHaHHiI 3 X
II-11l cmadii, y 17 nauienmie - X Il cmadii 6e3 IXC, y 20 - iHwi 3axeoprosaHHs cepyeso-cyOUHHOI cucmemu (Miokapoumu, nepukapoumu,
kapdionamii, eadu cepusi). KonmposnbHa epyna cknadanacs i3 30 30oposux ocib (17 yonosikie i 13 XxiHOK) 6e3 o3Hak kapdiosoaiyHoi
namornoeii; cepedHil sik cknae 43,26+15,01 pokie. [ns ouiHku 51XK 6yno eukopucmaHo onumyeansHuk MOS-SF-36. Pesynbmamu
sidrnoeideli ouyiHtosanuck y banax (8id 1 0o 100) no 8 wkanam. binbw sucokuli 6ar gidrnosidas kpaw,omy cmaHy 300po8's. [JocmosipHicmb
pe3ynbmamig 00cnid)eHHS OUjiH8anucb MemodoM eapiayitiHol cmamucmuku i3 uKopucmaHHaM t-kpumepis CmbtodeHma. BusigrieHo
docmosipHe 3HUXeHHs 512K naujieHmie 3a ecima wkanamu onumyearnsHuka SF-36, 2eHOepHi ma gikoai i0MiIHHOCMI, @ Makox 8iOMiHHoCMi
8 3arnexHocmi 8id diazHO3y 3axeoprosaHHs ma ocobriugocmedi tio2o nepebiay. NMokasHuku SXK npu 3axeoprogaHHIX cepueso-CyOUHHOT
cucmemu Moxyms 6ymu 0oBamkosumu iHGhopMamugHUMU Xapakmepucmukamu, siKi ¢rid eukopucmosgygsamu 07151 6inbw Mo8Hoi
OUIHKU ¢hyHKUjOHarbHO20 cmaHy X80puX | 8UpilueHHsT numaHb egheKkmueHOCMI IliKy8aHHS.

KnrouoBi cnoBa: cepuego-cyOuHHI 3ax80pto8aHHSs, SKICMb xummsi, onumysanbHuk SF-36.

KAYECTBO XXU3HU NALIMEHTOB CMNELMAITU3SNPOBAHHOIO KAPOWUOITOMMYECKOIO OTAENIEHUA

Cepkoea B. K., MoHacmsbipckuli 0. N., MoHacmbipckass U. A., KocmeHko 51. B., KanaHdel T. A.

Cyuwecmeytoujue Memoldbl OUEHKU COCMOSIHUSI nayueHma He y4umblearom e8cé MHO2000pa3ue XU3HU Yerioeeka, 4mo ornpedesnsem
Heobxodumocmb 8HEOPEHUST 8 MPaKMuUKy KOMMIEKCHO20 nodxoda K OUeHKe CcOCmOsIHUSI 60sbHbIX C 8KIOYEHUeM UHmeaparbHbIX
Kpumepues ux cybbeKkmueHO20 COCMOsIHUSA - Kadecmea Xu3Hu (KXK) kak Mepbl ux ¢hu3u4yecKozo, rncuxuyecKo2o U coyuarnbHO20
6naeonony4us. OueHka KX docmuzaemcs ucnonb3oeaHueM crieyuarnbHbIX ONPOCHUKO8. HecMompsi Ha 3Ha4umesibHoe YUcCs10
uccnedosarull, nocesauwéHHbix KXK 6onbHbix ¢ cepdeydHo-cocyducmol namonoauel, ocmaémcsi HedoCmamoYyHO U3y4YeHHOU eé c8s3b
C 803pacmoM U osioM nayueHmos, ¢ duazHo30M, ¢ 0CObeHHOCmMsAMU meveHusi 3aboneeaHus. Lenb uccrnedosaHusi: damb OUEHKY
Kayecmey XU3HU 20Cnumarnu3uposaHHbIX 60s1bHbIX ¢ 3abonesaHusaMu cepOeyHo-cocyducmoli cucmeMsl 8 3a8UCUMOCIIU OM 803pacma,
rnona u duazHo3a 3abonesaHusi. ObcredosaHo 115 kapduonoaudeckux 60rbHbIX (59 Myx4YuH u 56 XeHWUH), 2ocrnumanu3upo8aHHbIX
8 kapouosioeu4yeckoe omoeneHue BuHHuUykol obrnacmHol KnuHu4yeckol 6onbHuubl um. H.U.[Mupozoea. CpedHull eo3pacm
obcredosaHHbIx cocmasun 57,71+1,32 nem. Y 78 nayueHmos bbiniu uazHocmuposaHbl pasnudHeie ¢popmbl UBC (I, 111, IV
YHKUUOHaIbHbIE Knacchl CmeHokapOuu, amepocKiepomuyeckull U nocmuHpapkmHbIl kapOUOCKIepo3, HapyweHuUs pumma u
nposodumocmu), 8 bonbwuHcmee crydaes 8 coyemaruu c b II-1ll cmaduu, y 17 nayueHmos - ' Il cmaduu 6e3 UBC, y 20 - dpyaue
3abonesaHusi cepdeyHo-cocyoucmoli cucmembl (MUOKapOumbl, nepukapOumsl, Kapouonamuu, MopoKu cepdya). KoHmpornbHyto epynny
cocmasunu 30 30oposbix nuy 6e3 npusHakos KapOuasnbHol namonoauu (17 myxyuH u 13 xeHwuH), cpedHuli sospacm cocmasursn
43,26+15,01 eoda. [ns oyeHku KXK bbin ucrionb3osaH onpocHuk MOS-SF-36. Pe3ynbmambsi omeemos oueHusanu e bannax (om 1 do
100) no 8 wkanam. bonee sbicokuli bann coomeemcmeosasn fy4ylwemMy coCmosiHUt0 300posbs. [JocmosepHOCMb pe3yrnbmamos
uccrnedosaHusi oyeHusanu MemodoM 8apuayUoOHHOU cmamucmuKku ¢ ucrnonb3ogaHuem t kpumepus CmeiodeHma. BbisgneHo
docmosepHoe cHuxeHue KXK nayueHmos o ecem wkanam onpocHuka SF-36, eeHOepHble u 803pacmHbie pasfuyusi, @ makxe pasudusi
8 3agucumocmu om duazHo3a 3abonesaHusi u ocobeHHocmel e2o meveHus. [Nokazamenu KXK npu 3abonesaHusix cepdeyHo-cocyducmol
cucmembl Mo2ym 6bimb 00NOIHUMENbHbIMU UHGhOPMamueHbIMU Xapakmepucmukamu, Komopble credyem ucrosib3oeams 0ssi 6onee
MOTHOU OUEHKU (hYHKUUOHaTbHO20 COCMOSIHUS BGOMIbHBIX U PeweHUs1 80rpoco8 3¢hdheKmusHOCMU fieHeHUsl.

KnroueBble cnoBa: cepdeyHo-cocyducmsbie 3aborieeaHusi, Ka4ecmeo XU3HuU, ornpocHuk SF-36.
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