
Vol.:(0123456789)

Journal of Religion and Health (2020) 59:2135–2148
https://doi.org/10.1007/s10943-019-00968-7

1 3

ORIGINAL PAPER

Predictors of Quality of Life in Patients with Heart Disease

Mohammad Ali Soleimani1  · Simin Zarabadi‑Pour1  · 
Seyedeh Ameneh Motalebi1  · Kelly‑Ann Allen2 

Published online: 1 January 2020 
© Springer Science+Business Media, LLC, part of Springer Nature 2020

Abstract
Individuals with heart disease have been found to have more negative psychological 
and physical effects that impact their quality of life (QoL) than the general popula-
tion. Spiritual well-being is considered a protective factor associated with QoL  in 
people with heart disease. Therefore, the current research seeks to evaluate whether 
sociodemographic factors and spiritual well-being predict QoL among patients with 
heart disease. A total of 500 patients who were selected through a convenient sam-
pling method from an Iranian hospital participated in this descriptive-correlational 
study. Data were collected using the McGill QoL Questionnaire, the Spiritual Well-
being Scale, and demographic variables. The data analysis included descriptive and 
inferential statistics powered by SPSS (v. 23). Following multivariate analyses, find-
ings revealed that those participants with their main source of income derived from 
family or a government pension and with College or intermediate educational levels 
were more likely to have higher QoL. Those participants with average or poor socio-
economic status reported higher QoL than those who were more affluent. Further-
more, younger patients (− 0.2, 95% CI − 0.3 to − 0.003, p = 0.016) and those with 
higher social support (0.7, 95% CI 0.2 to 1.3, p = 0.006) and spiritual well-being 
(0.2, 95% CI 0.1 to 0.3, p < 0.001) had significantly better QoL. In the current study, 
spiritual well-being and social support led to reduced negative psychological seque-
lae and improved QoL in cardiac patients.
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Introduction

Globally, cardiovascular disease is the leading cause of death (Benjamin et al. 2019). 
It is estimated that 17 million people die from heart disease every year, which signi-
fies approximately one-third of all deaths around the world (Menotti et  al. 2015). 
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By 2030, it is expected that a total of 23.6 million deaths will be the result of heart 
disease worldwide. The burden of this disease is considered to be a serious threat in 
developing countries (Ahmadi et al. 2016). For instance, 35 of every 100 people in 
Iran have heart disease, which imposes a significant economic burden on patients, 
families, and the broader healthcare system (Maracy et al. 2015).

Patients with heart disease often experience co-occurring physical and psycho-
logical effects (Wang et al. 2014). Cardiac patients can suffer from multiple physical 
symptoms, such as limited physical capacity, fatigue, pain, and shortness of breath 
(Nouhi and Jahani 2017). Anxiety, depression, psychological distress, and anger are 
also commonly experienced (Alvarenga and Byrne 2016). These patients are also 
more likely to report financial concerns than the general population (Muhammad 
et  al. 2014). A marked impairment on lifestyle and future aspirations can lead to 
social isolation (Nouhi and Jahani 2017). Research has indicated that negative phys-
ical and psychological factors have a direct association with quality of life (QoL) 
(Hare et al. 2013; Hayes et al. 2015). In addition to these findings, frequent hospi-
talizations and the side effects of treatment reduce the QoL of cardiac patients (Fan 
et al. 2015).

Quality of Life

QoL is a complex, multidimensional concept that describes a person’s perceptions 
about his or her physical, social, functional, and psychological well-being (Soleim-
ani et al. 2016; Sherman et al. 2010). An individual’s QoL serves an important con-
struct as a measure of health. Therefore, it is an important consideration in an indi-
vidual’s health assessment and treatment outcomes (Mielck et  al. 2014). As such, 
low QoL is known to affect the treatment process (Larsson et al. 2014). Cardiovas-
cular disease is a chronic ailment found to impact patients’ QoL over time (Koma-
lasari et  al. 2019). A decrease in QoL is associated with frequent re-admissions 
and hospital stays (Garin et al. 2014). Furthermore, poor health related to QoL is a 
strong predictor of morbidity and mortality in patients with coronary heart disease 
(Schron et al. 2014; Brown and Clark 2013).

Based on the results of previous studies, several factors can affect the QoL in patients 
with heart disease. Perceived social support has been found to be an important deter-
minant of health-related QoL in older people. Social support increases an individual’s 
ability to cope with stress, including stressors associated with chronic heart disease 
(Karatas and Bostanoglu 2017). Patients who receive inadequate social support may 
experience poor QoL (Wang et al. 2014; Leung et al. 2014). A review of the literature 
showed that increased social support was a protective factor in the reduction of physi-
cal and mental illness, as well as the mortality rates of heart disease patients (Huang 
et al. 2010; Dickens et al. 2012). Another study found that the QoL in patients with a 
good socioeconomic status was higher than their lower-income counterparts (Dickens 
et al. 2012). In addition, research has found that the presence of spiritual well-being 
and purpose in life leads to more positive attitudes in patients with heart disease, which 
positively affects their reported QoL (Weber and Pargament 2014). The spiritual and 
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religious dimensions reported during past research have also been found an increase an 
individual’s ability to cope with their complex health needs (Thuné-Boyle et al. 2013).

Wellness and Spiritual Well‑Being

Wellness is defined as the integration of physical, mental, social, and spiritual well-
being (Anye et al. 2013). Generally, spiritual well-being provides a sense of meaning 
and purpose in life. It also provides a sense of connection, both to a higher power and 
other people (Dalmida et al. 2011). Self-transcendence is associated with a life’s pur-
pose and an understanding of an awareness of something or someone other than one-
self (Sharpnack et al. 2011). Through self-transcendence, one can feel meaning in life 
(Wong 2016). Reed (2008) described the theory of self-transcendence as the ability to 
expand one’s relationship to others and his or her environment. For many patients, a 
relationship with a spiritual being or god provides hope, which helps them adapt and 
cope with their illness.

Spiritual well-being is an essential component of QoL (Walker et al. 2017; Bai et al. 
2014) that has been referred to as an individual’s ability to find meaning and purpose in 
life. Spiritual well-being has been reported as being a coping mechanism for people with 
chronic health problems, especially regarding the management of stress, dissatisfaction, 
loneliness, depression, and grief associated with illness (Sun et al. 2016). In particular, 
a patient with heart disease may find that spiritual well-being could promote his or her 
ability to cope with his or her disease and its related complications (Gonzalez et al. 2014; 
Shukla and Rishi 2014). Religious beliefs are associated with, but not always linked to, 
definitions of spiritual well-being. However, having purpose in life is associated with spir-
itual well-being, which can result in positive physical and psychological health benefits 
for heart disease patients (Yaghoobzadeh et al. 2018). Spirituality has also been found to 
be a helpful way to reduce symptoms of depression and distress, and improve the QoL of 
cardiac patients by moderating negative emotions (Spatuzzi et al. 2019).

Aims of this Study

Given the chronic nature of heart disease and its impact on a patient’s QoL, the assess-
ment of QoL becomes essential. Since QoL is viewed as being an important outcome 
of health care, a critical role of healthcare providers involves helping patients maintain 
or improve their QoL. Hence, the present study sought to determine the role of spiritual 
well-being as a predictor of QoL among a sample of Iranian cardiac patients.

Materials and Methods

Participants

A descriptive, cross-sectional correlational design was used to determine the pre-
dictive factors of QoL among a sample of Iranian cardiac patients. A convenience 
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sampling method was used for the main sample of patients who were hospitalized 
in a major tertiary Iranian heart institute over a 4-month period (between May and 
August, 2016). The inclusion criteria were comprised of a diagnosis of cardiovascu-
lar disease by qualified doctors, the ability to orally communicate, the stability of a 
patient’s vital signs, a hospital stay of at least 24 h, and an interest in participating 
in the study. Over a 3-month period, a convenience sample of 650 cardiac patients 
was referred to the study. Of these referred patients, 598 met the inclusion criteria. 
A total of 500 of these patients were approached to participate in the study, and a 
response rate of 83.7% was received. A post hoc power analysis demonstrated that a 
sample size of 500 had a sufficient amount of significance (> 0.90) to detect a mid-
size difference by using a general linear model with an α value of ≤ 0.05.

Measures

The questionnaire consisted of three main parts: (1) basic demographics, (2) a QoL 
assessment through the use of the 17-item McGill QOL (MQOL) Questionnaire, 
and (3) spiritual well-being by using a known Spiritual Well-being Scale (SWBS). 
Questions that elicited demographic information included the patient’s age, sex, 
marital status, education level, socioeconomic status, and primary source of income. 
Next, data related to a participant’s experience of death, social support, and religious 
beliefs were also collected. Perceived social support and religiosity were measured 
by using empirically validated survey scales developed by nursing researchers. 
However, we adapted and simplified the aforementioned scales, in order to prevent 
respondents from experiencing a potential burden caused by their health limitations. 
For each item in the utilized measurement scales, we asked our respondents to rate 
their responses by using a 10-point Likert-type scale. For example, participants 
rated their social support from 1 to 10 (1 = the least, 10 = the most) and the strength 
of their religious belief from 1 to 10 (1 = the weakest, 10 = the strongest).

McGill QOL (MQOL) Questionnaire

The MQOL Questionnaire developed by Cohen et al. (1995) is a 17-item multidi-
mensional measurement that captures the QoL of people with life-threatening ill-
nesses (Cohen et al. 1995). The MQOL has been translated to Persian with docu-
mented validity and reliability, in order to assess the QoL in Iranian patients with 
cancer (Shahidi et al. 2008). The MQOL consists of three subscales, which include 
holistic perspectives of well-being related to QoL (1 question), physical problems (4 
questions), and psychological effects (12 questions). The MQOL items are scored on 
a 0–10 scale—with higher scores reflecting higher levels of QoL (total range 0–170). 
The MQOL is evaluated with both individual subscale scores and an overall com-
posite score. The validity and reliability of the MQOL have been well-established 
(von Gruenigen et  al. 2010; Soleimani et  al. 2016). The value of the Cronbach’s 
alpha was 0.67, which shows that the data used in this study are highly consistent.
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Spiritual Well‑Being Scale

Spirituality was assessed by using an adapted version of the 20-item Spiritual Well-
Being Scale developed by Paloutzian and Ellison (1982). It taps into two related 
constructs: religious well-being (10 items) and existential well-being (10 items). 
Religious well-being assesses the quality of a person’s relationship with a god or 
higher power. Existential well-being reflects a person’s sense of meaning and pur-
pose in life. Each item has a six-point Likert scale, ranging from ‘agree a lot’ (6) to 
‘disagree a lot’ (1). Responses were summed up by yielding a cumulative score that 
ranges from 10 to 60 on each subscale (Paloutzian and Ellison 1982). The validity 
and reliability of this questionnaire were confirmed in the previous studies about 
patients with acute myocardial infarction (Soleimani et al. 2017b) and women with 
breast cancer (Alizadeh et al. 2018). For this study, the internal consistency reliabil-
ity was 0.67 for spiritual well-being, using Cronbach’s alpha.

Ethical Consideration

The study was approved by the ethics committee of Qazvin University of Medical 
Sciences (QUMS.REC.1394.11). In addition, patients were informed of the study’s 
aims, and they were told that participation was voluntary before they were asked to 
sign an informed consent form. All personal data were anonymized by assigning 
generic codes to record the responses of participants.

Statistical Analysis

The Statistical Package for Social Sciences, version 23.0 (SPSS Inc., Chicago, IL, 
USA), was used for data analysis. All demographic variables were summarized 
using frequencies and percentages for categorical variables, as well as mean and 
standard deviation (SD) for quantitative variables. The predictors associated with 
QoL were determined using multivariate regression model when normality assump-
tions were satisfied. Statistical significance was set at p < 0.05.

Results

Table 1 shows personal characteristics of the study participants, including gender, 
marital status, highest level of educational attainment, socioeconomic status, pri-
mary source of income, social support, religious beliefs, and spiritual well-being. 
The results of the study indicated that the means (SD) of the two main variables, 
QoL, and spiritual well-being were 98.86 (12.75) and 86.21 (12.46), respectively. 
The mean age of participants (SD) was 60.68 (10.34). More than half of the sample 
were married (n = 406, 81.2%). Most participants reported having no formal educa-
tion (53.2%) and a midrange income (n = 353, 70.6%).
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Predictors for Quality of Life (QOL)

Following multivariate analyses, significant predictors of QoL were found to be the 
levels of educational attainment, socioeconomic status, primary source of income, 

Table 1  Demographic characteristics of the study participants

Demographic characteristics Number (%)

Gender
 Male 238 (47.6)
 Female 262 (52.4)

Marriage
 Married 406 (81.2)
 Widowed/divorced 94 (18.8)

Level of educational attainment
 No formal education 266 (53.2)
 Primary 19 (21.8)
 Intermediate 58 (11.6)
 High school 55 (11)
 Collegiate 12 (2.4)

Socioeconomic status
 Poor 127 (25.4)
 Average 353 (70.6)
 Good 20 (4)

Primary source of income
 Employment 211(42.2)
 Family 32 (6.4)
 Friends 5 (1)
 Pension from the government 203 (40.6)
 Charitable giving 49 (9.8)

Death experiences
 Yes 17 (3.4)
 No 483 (96.6)

Mean (SD), range

Age of subject 60.68 (10.34), 30–96
Social support of subject 5.92 (2.58), 1–10
Religious belief of subject 9.06 (1.14), 0–10
Spiritual well-being (SWB) of subject
 Total SWB 86.21 (12.46), 40–116

Quality of life (QOL) of subject
 Total QOL 98.86 (12.75), 52–124
 Holistic view 3.28 (1.79), 0–10
 Physical problems 23.25 (3.94), 7–34
 Feeling and thought 72.32 (11.95), 34–95
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age, social support, and total spiritual well-being. QoL had a negative correlation 
with age (− 0.2, 95% CI − 0.3 to − 0.003, p = 0.016), but a positive relationship 
with both social support (0.7, 95% CI 0.2 to 1.3, p = 0.006) and total spiritual well-
being (0.2, 95% CI 0.1 to 0.3, p < 0.001). Participants had better QoL if their main 
source of income came from family members or a government pension, and their 
education level was at least intermediate. Surprisingly, subjects with average or poor 
socioeconomic statuses had better QoL than those who reported being more affluent 
(Table 2). 

Discussion

It is commonly understood that patients with heart disease have a diminished QoL. 
Evidence from past studies suggests that poor QoL is associated with the increased 
deterioration of the disease, a decline in functional mobility, poor emotional coping, 
undesirable treatment, and unwanted health outcomes. Given the increasing preva-
lence of heart disease (even in younger adult age groups), the present study aimed 
at determining the predictors of QoL in a sample of Iranian cardiac patients. The 
results of this study showed that spiritual well-being is a predictor of QoL. Like-
wise, Jafari et al. (2014) found a positive, significant correlation between spiritual 
well-being and QoL among type 2 diabetic patients (Jafari et al. 2014). Furthermore, 
Strada et al. (2013) and Bai et al. (2015) found that QoL could be improved through 
greater spiritual well-being for patients with cancer and cardiopulmonary diseases, 
respectively.

These results may be due to higher spiritual well-being playing an important role 
in a person’s ability to cope with chronic illness. Spirituality is strongly associated 
with well-being (Braam and Koenig 2019; Sodagar and Sobhi 2019). In this regard, 
religiosity and spiritual well-being may be a coping mechanism and buffer psycho-
logical distress and feelings of hopelessness. Furthermore, religious and spiritual 
activities have been associated with improved coping mechanisms for people spe-
cifically managing stress associated with heart disease (Strada et  al. 2013). Simi-
larly, Besharat et al. (2018) showed that spiritual well-being significantly increased 
patients’ ability to accept and manage a diagnosis of heart disease. However, Naba-
tian et  al. (2013) did not observe the same association with veterans who were 
afflicted by a post-war disability. This discrepancy may relate to the source of the 
sample and may point to the varying mechanisms for coping between contexts and 
people.

The current study also found that higher educational levels were associated 
with greater QoL. Similarly, Mandal et al. (2016) showed that patients with coro-
nary heart disease and higher levels of education reported better QoL. People who 
have achieved higher education may have greater access to health-related informa-
tion, which results in better health literacy than individuals with fewer educational 
opportunities (Lim et al. 2016). Specifically, poor health literacy can deter patients 
from learning primary care skills, which can result in adverse outcomes of diseases 
(Macabasco-O’Connell et al. 2011). Furthermore, research has shown that increased 
knowledge about a disease is a determinant of a health-promoting lifestyle and 
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improved QoL (Rashidi and Bahrami 2015). However, the findings of the current 
study are in contrast to Medeiros et al. (2015), who did not find a significant asso-
ciation between level of education and QoL among patients with cancer diagnosis. 
This discrepancy may be related to the nature of the investigated diseases. Cancer 

Table 2  Predictors for QOL among patients with heart diseases

SD Standard deviation, B regression estimate, CI confidence interval

QOL
Mean (SD)

Unadjusted
p value

Adjusted
p value

Sex
 Male 96.76 (12.31) < 0.001 0.111
 Female 100.78 (12.78)

Marriage
 Married 99.09 (13.1) 0.417 0.180
 Widowed/divorced 97.90 (10.94)

Level of educational attainment
 No formal education 99.20 (12.73) 0.057 0.007
 Primary 97.22 (11.26)
 Intermediate 101.68 (13.59)
 High school 96.34 (14.69)
 Collegiate 104.25 (8.83)

Socioeconomic status
 Poor 96.72 (12.13) 0.014 0.020
 Average 99.90 (12.71)
 Good 94.25 (15.15)

Primary source of income
 Personal 97.11 (14.30) 0.019 < 0.001
 Family 102.03 (9.06)
 Friends 89.60 (13.68)
 Pension from the government 100.45 (11.74)
 Charitable giving 98.73 (10.39)

Death experiences
 Yes 97.17 (15.81) 0.579 0.682
 No 98.92 (12.65)

B (95% CI) B (95% CI)

Age 60.68 (10.34) − 0.1 (− 0.2 to − 0.01)
p = 0.040

− 0.2 (− 0.3 to − 0.03)
p = 0.016

Social support 5.92 (2.58) 0.7 (0.3–1.1)
p = 0.001

0.7 (0.2–1.3)
p = 0.006

Religious belief 9.06 (1.14) 1.1 (0.4–1.9)
p = 0.005

0.7 (− 0.1–1.6)
p = 0.082

Spiritual well-being 86.21 (12.46) 0.2 (0.1–0.3)
p < 0.001

0.2 (0.1–0.3)
p < 0.001
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patients can be negatively affected by their illnesses in a way that indicates that level 
of education cannot predict their QoL.

In the current study, socioeconomic status was a predictor of QoL. Surprisingly, 
patients with low and middle socioeconomic status were more likely to report better 
QoL. This finding disagrees with Najafi et al. (2008), who found that high socioeco-
nomic status was significantly associated with increased QoL of patients undergo-
ing coronary artery bypass graft surgery. In addition, Medeiros et al. (2015) could 
not find a significant correlation between socioeconomic status and QoL among 
patients. These discrepancies may be attributed to the sanctions imposed on Iran 
by the international community, including the USA. It is possible that these sanc-
tions have impacted the general population through escalating economic inflation, 
increasing the cost of commodities and energy costs, contributing to a rise in the 
unemployment rate, and contributing to a shortage of necessary supplies, including 
medicine (Kokabisaghi 2018). Therefore, higher socioeconomic status for patients 
may not guarantee increased accessibility to care, treatment, medications, and medi-
cal services. Subsequently, it may not improve their QoL.

In the current study, the primary source of income was found to be another pre-
dictor of QoL in cardiac patients. For instance, patients who received their main 
source of income from family members or a government pension reported more QoL 
than those that received income from elsewhere. Likewise, in a study conducted on 
caregivers of cancer patients, Soleimani et al. (2017a) found the primary source of 
income to be an important factor of QoL. Also, previous studies have indicated simi-
lar results in both cancer survivors (Fenn et al. 2014) and women undergoing joint 
surgery (Ackerman et al. 2005). If patients are financially supported by their family 
or government, they may be less worried about their healthcare and medical costs. 
Therefore, they may experience less anxiety and higher QoL (Lapid et al. 2016).

In the current study, age was a predictor of QoL, so a more advanced age pre-
dicted lower QoL. Likewise, Shafiei et al. (2014) reported that the QoL of patients 
undergoing coronary artery bypass graft surgery decreased as their ages advanced. 
Lim et al. (2016) also found that older Chinese patients with bladder cancer expe-
rienced lower QoL than younger patients, due to increased physical limitations and 
psychological problems associated with older age groups (Weber et  al. 2014). In 
contrast, in a study by Hawkes et al. (2013) among patients with myocardial infarc-
tion (MI) in Australia, younger patients experienced lower QoL than middle-aged 
patients. This discrepancy may be related to the difference in instruments used for 
measuring QoL. In addition, Beck et  al. (2001) documented that treatment differ-
ences among young and old patients with MI may justify the different results, based 
on their relationship between age and QoL.

In the current study, cardiac patients with higher social support had higher QoL. 
This differentiation is consistent with the results of Soleimani et  al. (2017a), who 
reported a significant positive correlation between social support and QoL among 
cancer caregivers. Also, Eslami et  al. (2015) showed that higher QoL for patients 
with congenital heart disease was associated with more social support. In fact, 
when confronted with high-stress situations (such as a diagnosis of heart disease), 
social support may have a stress-buffering effect (Leung et  al. 2014). In addition, 
the social support of patients may reduce the stressful impact of their chronic illness 
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and facilitate greater tolerance of their symptoms (Ng et al. 2015). It has been docu-
mented that social support plays a critical role in well-being and reduces psycholog-
ical distress. Patients with high levels of social support may experience less stress 
and cope more efficiently than patients without strong support networks (Liu et al. 
2017). In addition, a lack of social support may make people more vulnerable to the 
stress associated with disease and illness (Howard et al. 2017).

Limitations of the Study

While this study offers preliminary insights into the importance of spiritual well-
being for QoL, it is not without limitations. One limitation of the present study was 
the adoption of a convenience sampling procedure, which may limit the generaliza-
bility of the research findings. Moreover, the cross-sectional nature of this study lim-
its our ability to determine the causal relationships among the constructs. This study 
was carried out on a completely voluntary basis, and patients were given assurances 
of confidentiality of information. Nevertheless, participants may not have answered 
in a completely non-biased manner, due to the sensitivity of their conditions. This 
limitation is common in self-reported questionnaires.

Recommendation for Future Studies

There is a need to replicate the present study with a larger, randomly selected sample 
from various cultural subpopulations, socioeconomic levels, and broader geographic 
areas. This endeavor will strengthen the generalizability and potential implications 
of the present findings. Further research needs to be undertaken to explore the QoL 
and spiritual well-being in individuals, in a way that is specific to their particular 
stage of heart disease (e.g., early onset to the end stages of the disease). Longitu-
dinal studies are needed to capture the sequence and essence of QoL and spiritual 
well-being across the progression of the disease, which will identify additional vari-
ables that may be relevant. The investigation of QoL and spiritual well-being should 
consider the roles of nurses and other healthcare providers in the enhancement of 
these aspects of their patients. Lastly, future studies are needed to test the validity 
and efficacy of interventions designed to strengthen and maintain QoL and spiritual 
well-being in individuals with heart disease.

Conclusion

In general, findings showed that several factors can affect the QoL of cardiac 
patients. In this regard, social support and spiritual well-being were found as predic-
tive factors of QoL in this group of patients. Therefore, considering demographic 
characteristics and providing a theoretical and practical approach for improving the 
QoL of cardiac patients (such as enhancing spiritual well-being and increasing social 
support from family, friends, and/or the community) are essential ways to improve 
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the QoL of these patients. The implications of this research have merit for health-
care providers working with patients with heart disease. These results contribute 
to empirical evidence that demonstrates the importance of spiritual well-being and 
QoL in healthcare settings, and it elucidates the need to evaluate QoL in patients.

Acknowledgements The authors would like to express their gratitude to the patients who bravely partici-
pated in this study. The project was supported by the social determinants of the health research center at 
Qazvin University of Medical Sciences in Qazvin, Iran.

Compliance with Ethical Standards 

Conflict of interest The author declares that they have no conflict of interest.

References

Ackerman, I. N., Graves, S. E., Wicks, I. P., Bennell, K. L., & Osborne, R. H. (2005). Severely compro-
mised quality of life in women and those of lower socioeconomic status waiting for joint replace-
ment surgery. Arthritis Care and Research, 53, 653–658.

Ahmadi, B., Alimohammadian, M., Yaseri, M., Majidi, A., Boreiri, M., Islami, F., et  al. (2016). Mul-
timorbidity: Epidemiology and risk factors in the Golestan Cohort Study, Iran: A cross-sectional 
analysis. Medicine, 95, e2756.

Alizadeh, S., Khanahmadi, S., Vedadhir, A., & Barjasteh, S. (2018). The relationship between resilience 
with self-compassion, social support and sense of belonging in women with breast cancer. Asian 
Pacific journal of cancer prevention: APJCP, 19, 2469.

Alvarenga, M. E., & Byrne, D. (2016). Anxiety and cardiovascular disease: Epidemiology and proposed 
mechanisms. Handbook of Psychocardiology, 18, 247–263.

Anye, E. T., Gallien, T. L., Bian, H., & Moulton, M. (2013). The relationship between spiritual well-
being and health-related quality of life in college students. Journal of American College Health, 61, 
414–421.

Bai, M., Lazenby, M., Jeon, S., Dixon, J., & Mccorkle, R. (2014). Exploring the relationship between 
spiritual well-being and quality of life among patients newly diagnosed with advanced cancer. Pal-
liative and Supportive Care, 13, 927–935.

Bai, M., Lazenby, M., Jeon, S., Dixon, J., & Mccorkle, R. (2015). Exploring the relationship between 
spiritual well-being and quality of life among patients newly diagnosed with advanced cancer. Pal-
liative and Supportive Care, 13, 927–935.

Beck, C. A., Joseph, L., Bélisle, P., Pilote, L., & Investigators, Q. (2001). Predictors of quality of life 
6 months and 1 year after acute myocardial infarction. American Heart Journal, 142, 271–279.

Benjamin, E. J., Muntner, P., & Bittencourt, M. S. (2019). Heart disease and stroke statistics-2019 update: 
A report from the American Heart Association. Circulation, 139, e56–e528.

Besharat, M. A., Ramesh, S., & Moghimi, E. (2018). Spiritual health mediates the relationship between 
ego-strength and adjustment to heart disease. Health Psychology Open, 5, 2055102918782176.

Braam, A. W., & Koenig, H. G. (2019). Religion, spirituality and depression in prospective studies: A 
systematic review. Journal of Affective Disorders, 257, 428–438.

Brown, R., & Clark, A. L. (2013). Reducing the cost of heart failure while improving quality of life. The 
British Journal of Cardiology, 20, 45–46.

Cohen, S. R., Mount, B. M., Strobel, M. G., & Bui, F. (1995). The McGill Quality of Life Questionnaire: 
A measure of quality of life appropriate for people with advanced disease. A preliminary study of 
validity and acceptability. Palliative Medicine, 9, 207–219.

Dalmida, S. G., Holstad, M. M., Diiorio, C., & Laderman, G. (2011). Spiritual well-being and health-
related quality of life among African-American women with HIV/AIDS. Applied Research in Qual-
ity of Life, 6, 139–157.



2146 Journal of Religion and Health (2020) 59:2135–2148

1 3

Dickens, C., Cherrington, A., & Mcgowan, L. (2012). Depression and health-related quality of life in 
people with coronary heart disease: A systematic review. European Journal of Cardiovascular 
Nursing, 11, 265–275.

Eslami, B., Macassa, G., Sundin, Ö., Khankeh, H. R., & Soares, J. J. (2015). Quality of life and life satis-
faction among adults with and without congenital heart disease in a developing country. European 
Journal of Preventive Cardiology, 22, 169–179.

Fan, A., Zhong, S. Q., Zuo, X. Y., Liang, Y., Mai, W. Y., Chen, C., et al. (2015). Psychometric Proper-
ties of the Coronary Heart Disease Scale of the Quality-of-Life Instruments for Chronic Diseases 
(QLICD-CHD): An application to cantonese patients. Asia Pacific Journal of Public Health, 27, 
100S–109S.

Fenn, K. M., Evans, S. B., Mccorkle, R., Digiovanna, M. P., Pusztai, L., Sanft, T., et al. (2014). Impact of 
financial burden of cancer on survivors’ quality of life. Journal of Oncology Practice, 10, 332–338.

Garin, O., Herdman, M., Vilagut, G., Ferrer, M., Ribera, A., Rajmil, L., et al. (2014). Assessing health-
related quality of life in patients with heart failure: A systematic, standardized comparison of avail-
able measures. Heart Failure Reviews, 19, 359–367.

Gonzalez, P., Castañeda, S. F., Dale, J., Medeiros, E. A., Buelna, C., Nuñez, A., et  al. (2014). Spirit-
ual well-being and depressive symptoms among cancer survivors. Supportive Care in Cancer, 22, 
2393–2400.

Hare, D. L., Toukhsati, S. R., Johansson, P., & Jaarsma, T. (2013). Depression and cardiovascular dis-
ease: A clinical review. European Heart Journal, 35, 1365–1372.

Hawkes, A. L., Patrao, T. A., Ware, R., Atherton, J. J., Taylor, C. B., & Oldenburg, B. F. (2013). Pre-
dictors of physical and mental health-related quality of life outcomes among myocardial infarction 
patients. BMC Cardiovascular Disorders, 13, 69.

Hayes, L., Hawthorne, G., Farhall, J., O’hanlon, B., & Harvey, C. (2015). Quality of life and social iso-
lation among caregivers of adults with schizophrenia: Policy and outcomes. Community Mental 
Health Journal, 51, 591–597.

Howard, S., Creaven, A.-M., Hughes, B. M., O’leary, E. D., & James, J. E. (2017). Perceived social sup-
port predicts lower cardiovascular reactivity to stress in older adults. Biological Psychology, 125, 
70–75.

Huang, C. Y., Hsu, M. C., Hsu, S. P., Cheng, P. C., Lin, S. F., & Chuang, C. H. (2010). Mediating roles of 
social support on poststroke depression and quality of life in patients with ischemic stroke. Journal 
of Clinical Nursing, 19, 2752–2762.

Jafari, N., Farajzadegan, Z., Loghmani, A., Majlesi, M., & Jafari, N. (2014). Spiritual well-being and 
quality of life of Iranian adults with type 2 diabetes. Evidence-Based Complementary and Alterna-
tive Medicine, 2014, 619028.

Karatas, T., & Bostanoglu, H. (2017). Perceived social support and psychosocial adjustment in patients 
with coronary heart disease. The International Journal of Nursing Practice, 23, 4.

Kokabisaghi, F. (2018). Assessment of the effects of economic sanctions on Iranians’ right to health by 
using human rights impact assessment tool: a systematic review. International Journal of Health 
Policy and Management, 7, 374.

Komalasari, R., Nurjanah, N., & Yoche, M. (2019). Quality of life of people with cardiovascular disease: 
A descriptive study. The Asian Pacific Island Nursing Journal, 4, 92–96.

Lapid, M. I., Atherton, P. J., Kung, S., Sloan, J. A., Shahi, V., Clark, M. M., et al. (2016). Cancer car-
egiver quality of life: Need for targeted intervention. Psycho-oncology, 25, 1400–1407.

Larsson, M., Wallin, E., Rubertsson, S., & Kristofferzon, M.-L. (2014). Health-related quality of life 
improves during the first six months after cardiac arrest and hypothermia treatment. Resuscitation, 
85, 215–220.

Leung, J., Pachana, N. A., & Mclaughlin, D. (2014). Social support and health-related quality of life in 
women with breast cancer: A longitudinal study. Psycho-Oncology, 23, 1014–1020.

Lim, M.-Y., Yang, Y.-L., Liu, L., & Wang, L. (2016). Effects of social support, hope and resilience on 
quality of life among Chinese bladder cancer patients: A cross-sectional study. Health and Quality 
of Life Outcomes, 14, 73.

Liu, R. T., Hernandez, E. M., Trout, Z. M., Kleiman, E. M., & Bozzay, M. L. (2017). Depression, social 
support, and long-term risk for coronary heart disease in a 13-year longitudinal epidemiological 
study. Psychiatry Research, 251, 36–40.

Macabasco-O’connell, A., Dewalt, D. A., Broucksou, K. A., Hawk, V., Baker, D. W., Schillinger, D., 
et al. (2011). Relationship between literacy, knowledge, self-care behaviors, and heart failure-related 
quality of life among patients with heart failure. Journal of General Internal Medicine, 26, 979–986.



2147

1 3

Journal of Religion and Health (2020) 59:2135–2148 

Mandal, S., Ghosh, S. K., Rahman, M., Majumder, A., Ranjan, R., Adhikary, D., et al. (2016). Health 
related quality of life among the coronary heart disease patients. Cardiovascular Journal, 9, 43–48.

Maracy, M. R., Isfahani, M. T., Kelishadi, R., Ghasemian, A., Sharifi, F., Shabani, R., et al. (2015). Bur-
den of ischemic heart diseases in Iran, 1990–2010: Findings from the Global Burden of Disease 
study 2010. J Res Med Sci, 20, 1077–1083.

Medeiros, E. A., Castañeda, S. F., Gonzalez, P., Rodríguez, B., Buelna, C., West, D., et al. (2015). Health-
related quality of life among cancer survivors attending support groups. Journal of Cancer Educa-
tion, 30, 421–427.

Menotti, A., Puddu, P. E., Maiani, G., & Catasta, G. (2015). Lifestyle behaviour and lifetime incidence of 
heart diseases. International Journal of Cardiology, 201, 293–299.

Mielck, A., Vogelmann, M., & Leidl, R. (2014). Health-related quality of life and socioeconomic status: 
inequalities among adults with a chronic disease. Health and Quality of Life Outcomes, 12, 58.

Muhammad, I. M. S. O. R., He, H.-G., Koh, K., Thompson, D. R., Kowitlawakul, Y., & Wang, W. (2014). 
Health-related quality of life and its predictors among outpatients with coronary heart disease in 
Singapore. Applied Nursing Research, 27, 175–180.

Nabatian, E., Ghamarani, A., Zakerian, M., & Mahdizadeh, I. (2013). relationship between spiritual 
health with quality of life veterans and disabled Birjand. JMERC, 5, 35–39.

Najafi, M., Sheikhvatan, M., Montazeri, A., & Sheikhfathollahi, M. (2008). Predictors of quality of life 
among patients undergoing coronary artery bypass surgery. Acta Cardiologica, 63, 713–721.

Ng, C. G., Mohamed, S., See, M. H., Harun, F., Dahlui, M., Sulaiman, A. H., et  al. (2015). Anxiety, 
depression, perceived social support and quality of life in Malaysian breast cancer patients: A 1-year 
prospective study. Health and Quality of Life Outcomes, 13, 205.

Nouhi, E., & Jahani, Y. (2017). The study of palliative care and its relationship with quality of life in 
patients with chronic heart failure in 2014–2015. Journal of Clinical Nursing and Midwifery, 5, 
35–46.

Paloutzian, R. F., & Ellison, C. W. (1982). Loneliness, spiritual well-being and the quality of life. In L. A. 
Peplau & D. Perlman (Eds.), Loneliness: A sourcebook of current theory, research and therapy (pp. 
224–237). New York: Wiley.

Rashidi, S., & Bahrami, M. (2015). Factors related to the health promoting life style among geriatric 
patients. The Journal of Urmia Nursing and Midwifery Faculty, 13, 90–98.

Reed, P. G. (2008). Theory of self-transcendence. Middle Range Theory for Nursing, 3, 105–129.
Schron, E., Friedmann, E., & Thomas, S. A. (2014). Does health-related quality of life predict hospitali-

zation or mortality in patients with atrial fibrillation? Journal of Cardiovascular Electrophysiology, 
25, 23–28.

Shafiei, Z., Babaee, S., & Nazari, A. (2014). Relationship between self efficacy and quality of life in 
coronary artery bypass graft surgery in Isfahan Chamran Hospital, 2010–2011. Iranian Journal of 
Surgery, 22, 64–72.

Shahidi, J., Khodabakhshi, R., Gohari, M. R., Yahyazadeh, H., & Shahidi, N. (2008). McGill Quality of 
Life Questionnaire: Reliability and validity of the Persian version in Iranian patients with advanced 
cancer. Journal of Palliative Medicine, 11, 621–626.

Sharpnack, P. A., Quinn Griffin, M. T., Benders, A. M., & Fitzpatrick, J. J. (2011). Self-transcendence 
and spiritual well-being in the amish. Journal of Holistic Nursing, 29, 91–97.

Sherman, D. W., Norman, R., & Mcsherry, C. B. (2010). A comparison of death anxiety and quality of 
life of patients with advanced cancer or AIDS and their family caregivers. Journal of the Associa-
tion of Nurses in AIDS Care, 21, 99–112.

Shukla, P., & RishI, P. (2014). A corelational study of psychosocial and spiritual well being and death 
anxiety among advanced stage cancer patients. American Journal of Applied Psychology, 2, 59–65.

Sodagar, S., & Sobhi, N. (2019). The distinctive role of spirituality and social support in mental health 
and death anxiety in the elderly. Social Psychology Research, 8, 1–22.

Soleimani, M. A., Lehto, R. H., Negarandeh, R., Bahrami, N., & Chan, Y. H. (2017a). Death anxiety and 
quality of life in Iranian caregivers of patients with cancer. Cancer Nursing, 40, 1–10.

Soleimani, M. A., Lehto, R. H., Negarandeh, R., Bahrami, N., & Nia, H. S. (2016). Relationships between 
death anxiety and quality of life in Iranian patients with cancer. Asia-Pacific Journal of Oncology 
Nursing, 3, 183.

Soleimani, M. A., Sharif, S. P., Allen, K. A., Yaghoobzadeh, A., Nia, H. S., & Gorgulu, O. (2017b). 
Psychometric properties of the persian version of Spiritual Well-being Scale in patients with acute 
myocardial infarction. Journal of Religion and Health, 56, 1981–1997.



2148 Journal of Religion and Health (2020) 59:2135–2148

1 3

Spatuzzi, R., Giulietti, M. V., Ricciuti, M., Merico, F., Fabbietti, P., Raucci, L., et al. (2019). Exploring 
the associations between spiritual well-being, burden, and quality of life in family caregivers of can-
cer patients. Palliative and Supportive Care, 17, 294–299.

Strada, E. A., Homel, P., Tennstedt, S., Billings, J. A., & Portenoy, R. K. (2013). Spiritual well-being in 
patients with advanced heart and lung disease. Palliative and Supportive Care, 11, 205–213.

Sun, V., Kim, J. Y., Irish, T. L., Borneman, T., Sidhu, R. K., Klein, L., et al. (2016). Palliative care and 
spiritual well-being in lung cancer patients and family caregivers. Psycho-oncology, 25, 1448–1455.

Thuné-Boyle, I. C., Stygall, J., Keshtgar, M. R., Davidson, T. I., & Newman, S. P. (2013). Religious/spir-
itual coping resources and their relationship with adjustment in patients newly diagnosed with breast 
cancer in the UK. Psycho-Oncology, 22, 646–658.

Von Gruenigen, V. E., Huang, H. Q., Gil, K. M., Gibbons, H. E., Monk, B. J., Rose, P. G., et al. (2010). A 
comparison of quality-of-life domains and clinical factors in ovarian cancer patients: A gynecologic 
oncology group study. Journal of Pain and Symptom Management, 39, 839–846.

Walker, S. J., Chen, Y., Paik, K., Mirly, B., Thomas, C. R., & Hung, A. Y. (2017). The relationships 
between spiritual well-being, quality of life, and psychological factors before radiotherapy for pros-
tate cancer. Journal of Religion and Health, 56, 1846–1855.

Wang, W., Lau, Y., Chow, A., Thompson, D. R., & He, H.-G. (2014). Health-related quality of life and 
social support among Chinese patients with coronary heart disease in mainland China. European 
Journal of Cardiovascular Nursing, 13, 48–54.

Weber, M., Faravardeh, A., Jackson, S., Berglund, D., Spong, R., & Matas, A. (2014). Quality of life in 
elderly kidney transplant recipients. Journal of the American Geriatrics Society, 62, 1877–1882.

Weber, S. R., & Pargament, K. I. (2014). The role of religion and spirituality in mental health. Current 
Opinion in Psychiatry, 27, 358–363.

Wong, P. T. P. (2016). Meaning-seeking, self-transcendence, and well-being. In A. Batthyány (Ed.), Log-
otherapy and existential analysis (pp. 311–321). Cham: Springer.

Yaghoobzadeh, A., Soleimani, M. A., Allen, K. A., Chan, Y. H., & Herth, K. A. (2018). Relationship 
between spiritual well-being and hope in patients with cardiovascular disease. Journal of Religion 
and Health, 57, 938–950.

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published 
maps and institutional affiliations.

Affiliations

Mohammad Ali Soleimani1  · Simin Zarabadi‑Pour1  · 
Seyedeh Ameneh Motalebi1  · Kelly‑Ann Allen2 

 Mohammad Ali Soleimani 
 ma.soleimany@qums.ac.ir

 Simin Zarabadi-Pour 
 s.zarabadipour@qums.ac.ir

 Kelly-Ann Allen 
 Kelly-ann.allen@monash.edu

1 Social Determinants of Health Research Center, Research Institute for Prevention 
of Non-Communicable Diseases, Qazvin University of Medical Sciences, Qazvin, Iran

2 Educational Psychology and Inclusive Education, Faculty of Education, Monash University 
and The Centre for Positive Psychology, The Melbourne Graduate School of Education, The 
University of Melbourne, Parkville, Australia

http://orcid.org/0000-0002-6931-6412
http://orcid.org/0000-0003-3486-3149
http://orcid.org/0000-0001-7168-1139
http://orcid.org/0000-0002-6813-0034

	Predictors of Quality of Life in Patients with Heart Disease
	Abstract
	Introduction
	Quality of Life
	Wellness and Spiritual Well-Being

	Aims of this Study
	Materials and Methods
	Participants
	Measures
	McGill QOL (MQOL) Questionnaire
	Spiritual Well-Being Scale


	Ethical Consideration
	Statistical Analysis

	Results
	Predictors for Quality of Life (QOL)

	Discussion
	Limitations of the Study
	Recommendation for Future Studies
	Conclusion
	Acknowledgements 
	References




