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ABSTRACT 
BACKGROUND AND OBJECTIVE: Cardiovascular disease is the leading cause of a large percentage of deaths 

worldwide. With the improvement in the survival of coronary artery disease patients in recent decades, continuous self-

care programs (based on education and prevention) are increasingly recommended. The aim of this study was to evaluate 

the effect of continuous care model on quality of life, self-efficacy and adherence to the treatment regimen of patients 

undergoing coronary artery bypass graft. 

METHODS: This quasi-experimental study was performed with a single group before and after the intervention among 

85 patients undergoing coronary artery bypass grafting in Tehran Social Security hospitals in 2016. Data were collected 

based on demographic questionnaires, McNew quality of life (lowest score 27 and highest score 189), general self-

efficacy (lowest score 10 and highest score 40), and researcher-made regimen questionnaire (3 areas of diet, medication, 

and physical activity), (score of each domain 0-100%, undesirable adherence: less than 50% of the total score, desirable 

adherence: more than 75% of the total score). The intervention was based on the continuous care model (orientation, 

sensitization, control, evaluation). Training sessions were held for 4 weeks (stages 1 and 2) while control and evaluation 

were performed during 8 weeks after that. Questionnaires were completed and analyzed by patients before and 3 months 

after the intervention. 

FINDINGS: The results showed that the scores of quality of life, self-efficacy and treatment regimen of patients before 

the intervention were 72.08±3.55, 25.08±2.48 and 180.18±9.61, respectively, and after the intervention were 85.13±0.63, 

38.76±1.11, and 287.94±2.36, respectively. There was a statistically significant difference between the mean score of 

self-efficacy, quality of life and treatment regimen before and after the intervention (p<0.001). 

CONCLUSION: According to the results of this study, the continuous care model has a positive effect on increasing the 

quality of life, self-efficacy and treatment regimen of patients. 

KEY WORDS: Continuous Care Model, Quality of Life, Self-Efficacy, Treatment Regimen, Coronary Artery Bypass 

Graft. 
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Introduction 

Coronary heart disease is a serious and growing 

disease. In 2013, the disease was recognized as the 

leading cause of death in the world, which was 

accountable for the death of more than 17.3 million 

patients, and it is predicted that with the rapid growth of 

this disease by 2030, the mortality rate will reach 23.6 

million people (1). In Iran, according to the World 

Health Organization, the first cause of death is 

cardiovascular disease, which includes more than 45% 

of all deaths due to coronary artery disease (2). 

Many patients need non-pharmacological methods 

such as coronary artery bypass graft (CABG) to treat the 

problems caused by this disease (3). With the increasing 

number of this surgery in the community, the 

importance of postoperative complications and quality 

of life in these patients has been considered more than 

before (4). Quality of life is the result of feeling 

comfortable or good perceptions (5). A study by 

Pournaghas showed low quality of life in patients after 

coronary artery bypass graft (6). On the other hand, self-

efficacy is also a factor affecting the quality of life (7). 

Improving self-efficacy leads to better self-management 

outcomes and adherence to treatment regimens and 

achieving therapeutic goals (8). 

Research has confirmed a significant relationship 

between quality of life and self-efficacy of patients 

undergoing coronary artery bypass graft (9). In addition, 

one of the key goals in patient care is to increase 

adherence to the treatment regimen after heart surgery 

(10). According to studies, a healthy lifestyle and diet 

can prevent cardiovascular disease by up to 80%. 

Among lifestyle patterns, nutrition plays an important 

role in reducing cardiovascular disease (11). 

Nowadays, the length of hospitalization of patients 

after heart surgery is shortened and their recovery 

period is spent more at home (12). Self-care education 

and continuous follow-up of chronic patients leads to 

independent management of affairs and accelerates their 

recovery process (4, 13). That’s because most patients 

have little information about the disease, the treatment 

process and the consequences associated with their 

disease, while people with chronic disorders need self-

care. Self-care training will prevent frequent 

hospitalizations, reduce frustration, and increase 

patients’ self-confidence. Training may also improve 

patients’ health and quality of life. In addition to 

education, follow-up with the aim of establishing a 

continuous care relationship is essential (14). The 

relatively low quality of life and attention to the 

chronicity of the disease and the need to continue to  

pay attention to their problems, make it necessary to  

use a model appropriate to the situation of these patients 

(4). Based on evaluations, there has been no study with 

a continuous program to improve the quality of life, 

self-efficacy and treatment regimen of these patients 

(15). 

In Iran, a model called continuous care was designed 

by Ahmadi for chronic coronary heart disease (16), 

which includes four stages of orientation, sensitization, 

control and evaluation (17). The use of this model has 

had positive effects on indicators such as hospitalization 

frequency, physician visit, diet modification and quality 

of life of cardiovascular patients. In this model, the 

client (influential factor) acts in continuous care and the 

nurse (provider of care services) identifies the needs and 

problems and sensitizes the patient to accept the trained 

health behaviors. One of the features of this model is 

considering dynamic and continuous care 

communication according to the characteristics of 

patients undergoing coronary artery bypass graft. One 

of the most important needs after discharge of these 

patients is timely control and training to improve the 

quality of life and also to prevent postoperative 

complications, which indicates the need for a 

continuous care model (4). 

The main purpose of this model is to design and 

formulate programs that can lead to the acceptance and 

increase of insight and appropriate practice for effective 

individual care that is effective in controlling problems, 

complications of disease and quality of life. According 

to research, the application of this model has been 

effective in emotional health and social communication 

(18), improving the quality of life of diabetic patients, 

chemical casualties with obstructive bronchiolitis, 

patients undergoing dialysis (19), and kidney 

transplantation (20) as well as self-care of heart failure 

patients, infertile women, maternal and child anxiety in 

pediatric surgery division (18). It has also reduced risk 

factors and improved the lifestyle of patients with 

myocardial infarction (19). Considering the emphasis 

on home care and education in the health system 

transformation plan (20) and the fact that in this area, 

the simultaneous effect of continuous care model on 

self-efficacy, quality of life and treatment regimen has 

not been addressed, the present study was conducted to 

determine the effect of continuous care model on quality 

of life, self-efficacy and adherence to the treatment 

regimen of patients undergoing coronary artery bypass 

graft in social security hospitals of Tehran province. 
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Methods 

This quasi-experimental intervention study was 

approved by the Ethics Committee of Islamic Azad 

University, Tehran Medical Branch with registration 

number IR.IAU.TMU.REC.1394.22 using a single 

group based on before-after design among patients 

undergoing coronary artery bypass grafting in Tehran 

Social Security hospitals (Milad and Shahid Lavasani 

Hospitals) in 2016. In order to determine the sample size 

with 95% confidence and 80% test power, the sample 

size was considered 85 people.  

Random sampling was used here. Among the files 

of coronary artery bypass grafting candidates who 

referred to social security hospitals, after obtaining 

informed consent and ensuring the confidentiality of 

information of participants, the desired number of 

patients who met the research criteria were operated in 

the two hospitals by different surgeons. Then the 

questionnaires were completed by the patients before 

the intervention. Intervention was performed in the form 

of educational sessions with the presentation of an 

educational booklet to patients for 4 weeks and then 

follow-up care consultations (control and assessment) 

with referral to Sadr Center (a free center for 

rehabilitation, control and follow-up of patients of 

cardiac surgery in Social Security hospitals) within 8 

weeks. Patients referred to this center 4 to 8 weeks after 

the surgery and at the same time as performing other 

therapeutic-clinical measures (echo, exercise test, visit 

to a cardiologist and nutritionist), the continuous care 

intervention continued in this center and finally 3 

months after the intervention, the questionnaires  

were completed by the patient again and they were 

analyzed. 

In cases of undergoing non-emergency coronary 

artery bypass graft for the first time, age under 65, 

having routine surgery without unexpected events in the 

operating room, using saphenous vein for 

transplantation, having the ability to understand Persian, 

ability to take care of oneself, educability, lack of 

addiction to drugs and alcohol, no history of known 

mental illness, living in areas where it is possible to 

make a phone call, the samples entered the study and in 

cases of instability in the medical condition, inability to 

continue cooperation and withdrawal, samples were 

excluded. 

The instruments used in this study: were 

demographic characteristics questionnaire, MacNew 

Heart Disease Quality of Life Questionnaire (MNHD-

Q), General Self-Efficacy (GSE) and a researcher-made 

questionnaire for treatment regimen.  

Demographic information included: age, gender, 

marital status, occupation, level of education, income 

level, duration of illness, history of cardiac medication 

use, and frequency of hospitalization. The MacNew 

Heart Disease Quality of Life Questionnaire was 

developed specifically to assess the quality of life of 

cardiac patients and the validity and reliability of the 

Persian version for these patients were standardized and 

measured by Rajati et al. (21). Its reliability in the 

present study was calculated by Cronbach's alpha 

method to be 0.84. The questionnaire has 27 items in 3 

subscales: performance (emotional, physical and 

social). Each question has 7-point criteria from "7" 

(always) to "1" (never); the highest score was 189 and 

the lowest score was 27. The validity and reliability of 

the General Self-Efficacy Questionnaire were measured 

by Rajabi in Iran (22). Its reliability in the present study 

was 0.75 by Cronbach's alpha method. The 

questionnaire consists of 10 questions with a Likert 

scale of 4; "strongly disagree" with a score of 1 and 

"strongly agree" with a score of 4. The highest score is 

40 (most desirable score) and the lowest score is 10 

(least desirable score). The researcher-made 

questionnaire of adherence to the treatment regimen 

also includes food, exercise, and medicine. To 

determine the face validity and content validity, the 

questionnaire was provided to a number of expert 

professors and their corrective opinions were applied. 

To determine the internal consistency, it was performed 

on a sample of 20 people and Cronbach's alpha was 

0.75. In order to evaluate each part of the treatment 

regimen, scores (0 to 100) were assigned to each of the 

options: less than 50% of the total score showed 

undesirable adherence to the treatment regimen, 50 – 

70% of the total score showed relatively desirable 

adherence, and higher than 75% of the total score 

showed desirable adherence.   

 

Steps of implementing Continuous Care Model 

(CCM) 

Orientation: A 30-40 minute session was held with the 

aim of familiarizing, motivating, feeling the need and 

how to communicate in person and by phone and 

emphasizing not to break the contact. The 

questionnaires were then completed by the patient (this 

session was conducted individually with the presence of 

the patient and the family). 

Sensitization: The aim of this step was to involve the 

patient and family in the implementation of continuous 

care. Meetings were held in the form of lectures, group 

discussions and questions and answers. Then, individual  [
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counseling was performed after the sessions with the 

presence of the patient and family. Objective: 

Recognizing the nature and complications of the disease 

and involve the client and family with the problem 

according to the needs. 

* Steps 1 and 2 were held in the first 4 weeks of the 

model in 4 sessions of 30 to 45 minutes according to the 

level of tolerance and patient admission. The researcher 

used referral to a specialist for problems that were 

beyond his or her job description. 

Control: Objective: To continue and institutionalize 

health behaviors to promote health. Measures include 

indirectly reviewing and evaluating acquired skills, 

assessing new needs with respect to new problems, and 

reinforcing health behaviors. Provided weekly training 

and counseling by telephone and in person. 

Evaluation: Objective: To examine the process of care 

and the effectiveness of the implementation of the 

model steps. The measures taken include evaluating the 

desired indicators, completing questionnaires and 

clinical and paraclinical findings, trying to 

institutionalize and perpetuate behaviors and control. 

Finally, the data of this study were analyzed using SPSS 

21 software and descriptive (frequency, mean 

percentage and standard deviation) and inferential 

(paired t-test) statistical tests were performed, while 

p<0.05 was considered significant. 

 

  

Results 

The results of data analysis showed that the 

participants had a mean age of 57.8±8.12 years, a mean 

weight of 75.84±9.03 kg, mean height of 169.38±5.01 

cm, a BMI of 27.51±2.98, and mean heart rate of 

70.38±8.4. The mean scores of quality of life 

(emotional-physical-social) in general three months 

after the intervention (85.13±0.631), significantly 

improved compared to before the intervention 

(72.08±3.55) (p<0.001) (Table 1). 

The mean scores of self-efficacy three months after 

the intervention (38.76±1.11) were significantly higher 

than before the intervention (25.08±2.48) (p<0.001). 

The treatment regimen generally improved significantly 

three months after the intervention (287.94±2.36) 

compared to before the intervention (180.18±9.61) 

(p<0.001) (Table 2).

 

Table 1. Comparison of mean scores of quality of life of patients undergoing coronary artery bypass grafting 

before and 3 months after continuous care model 

Paired t-test Satistical test  Posttest   Pretest  Variable 

P-value  Max Min Mean±SD Max Min Mean±SD  

0.0001 32.9 86 82 85.13±0.631 77 49 72.08±3.55 
Quality of 

Life 

0.0001 22.72 38 36 37.79±0.433 36 21 31.88±2.31 
Emotional 

dimension 

0.0001 27.32 32 30 31.52±0.376 30 19 26.81±1.57 
Physical 

dimension 

0.0001 20.89 16 15 15.81±0.223 15 9 13.4±1.03 
Social 

dimension 

 

Table 2. Comparison of mean scores of patients' treatment regimens before and 3 months after the 

implementation of the continuous care model 

Paired t-test Satistical test  Posttest   Pretest  Variable 

P-value  Max Min Mean±SD Max Min Mean±SD  

0.0001 91.89 172 164 168.59±1.39 124 95 107.61±5.98 
Diet 

dimension 

0.0001 59.12 75 71 73.14±0.94 58 37 45.6±4.16 
Motor 

dimension 

0.0001 49.79 48 44 46.21±0.939 38 20 26.97±3.52 
Medicine 

dimension 

0.0001 107.75 294 282 287.94±2.36 219 158 180.18±9.61 
Treatment 

regimen 
 

 [
 D

O
I:

 1
0.

22
08

8/
jb

um
s.

22
.1

.2
68

 ]
 

 [
 D

O
R

: 2
0.

10
01

.1
.1

56
14

10
7.

13
99

.2
2.

1.
37

.9
 ]

 

                               4 / 7

http://dx.doi.org/10.22088/jbums.22.1.268
https://dor.isc.ac/dor/20.1001.1.15614107.1399.22.1.37.9


272                                                                              The Effect of Continuous Care Model on Self-Efficacy, Quality …; M. Roshan Ghias, et al 

Discussion 

The results of this study showed that the 

implementation of a continuous care model on patients 

with coronary artery bypass grafting improves the mean 

scores of quality of life, self-efficacy and treatment 

regimen. The implementation of the continuous care 

model improves the quality of life in general and in 

three emotional, physical and social dimensions,  

which was consistent with the findings of Yalphani  

et al., according to which the patients' quality of life  

has improved in all three dimensions after the 

intervention (23). 

In the study of Sahebalzamani et al., although the 

implementation of the continuous care model had no 

effect on the two quality of life indices of physical pain 

and social functioning, but could have a positive effect 

on knowledge and 6 quality of life indices of patients 

(14). The reason for the difference between this study 

and the present study may be the difference in the nature 

of the diseases.  

In their study, Baghaie et al. concluded that the 

implementation of effective care models and education 

and follow-up in patients with heart failure improves the 

quality of life of patients (17), which was consistent 

with the present study. Studies have shown that there is 

a significant positive relationship between quality of life 

and self-efficacy, in a way that self-efficacy improves 

the quality of life in patients with coronary artery bypass 

grafting and also promotes self-management and 

treatment regimen in these patients (8, 24, 25). In this 

regard, the findings of this study showed that the mean 

scores of self-efficacy after the implementation of the 

continuous care model in patients significantly 

improved compared to before the intervention. 

Naderipor et al. also concluded in their study that the 

mean self-efficacy scores of patients with coronary 

artery bypass grafting followed by self-management did 

not increase after the program (26), which could be due 

solely to educating patients and the lack of continuity in 

the program; this may be the reason for the difference 

with the present study. In a study of quality of life and 

self-efficacy in rehabilitation of patients over 70 years 

of age following myocardial infarction and coronary 

artery bypass graft surgery in the United States, 

McConnell et al. found that cardiac rehabilitation 

improved the self-efficacy of patients undergoing 

coronary artery bypass graft surgery (27). In a study 

comparing self-efficacy and resistance between diabetic 

and non-diabetic patients following coronary artery 

surgery in China, Lien et al. concluded that improving 

self-efficacy increases the positive outcome of 

rehabilitation, including greater depth of activity in 

patients after long-term coronary artery bypass graft 

surgery, and also increases acceptance of surgery in 

high-risk patients, such as patients with diabetes (28). 

Contrary to what was reported, the results of Parent et 

al.'s study showed that there was no statistically 

significant relationship between self-efficacy in the 

fourth week between the two intervention and control 

groups (29), which could be due to lack of continuity of 

training program, smaller sample size and only using 

male samples; this may be the reason for the difference 

with the present study. 

The results of this study show that the 

implementation of the continuous care model improves 

the scores of the treatment regimen in patients 

undergoing coronary artery bypass grafting. This 

finding is consistent with the results of a study by 

Turpin et al., according to which providing education 

based on changing the patient's attitude toward the 

disease improves adherence to the treatment regimen in 

these patients (30). One of the strengths of the present 

study is the large sample size, the use of a specific 

questionnaire of quality of life of heart patients and 

simultaneous study of both sexes. 

Limitations of the study included insufficient time 

as well as individual, social, cultural and economic 

differences that could affect patients' education, as well 

as mental and psychological states of the samples when 

answering the questionnaire. The results of this study 

showed that the implementation of a continuous care 

model in patients undergoing coronary artery bypass 

grafting improves self-efficacy, treatment regimen and 

quality of life. Using this model as a non-invasive and 

low-cost method can bring positive results. That’s 

because patients learned during the intervention that 

although coronary artery disease and consequent 

coronary artery bypass grafting could not be controlled, 

we can prevent other complications by recognizing the 

nature, side effects, and proper treatment and principles 

of self-care. As a result, self-efficacy and adherence to 

the treatment regimen and quality of life of these people 

were improved. 

 

 

Acknowledgment 

We would like to thank the Deputy of Research and 

Technology of Islamic Azad University, Tehran 

Medical Branch for supporting this research as well as 

the efforts of the managers and staff of these hospitals 

and patients undergoing coronary artery bypass graft 

who participated in this study and cooperated with us.   [
 D

O
I:

 1
0.

22
08

8/
jb

um
s.

22
.1

.2
68

 ]
 

 [
 D

O
R

: 2
0.

10
01

.1
.1

56
14

10
7.

13
99

.2
2.

1.
37

.9
 ]

 

                               5 / 7

http://dx.doi.org/10.22088/jbums.22.1.268
https://dor.isc.ac/dor/20.1001.1.15614107.1399.22.1.37.9


J Babol Univ Med Sci; 22; 2020                                                                                                                                                                                  273 

 

References 

1.Behzad C, Zakeri S, Vafaey HR. An Evaluation of the Risk Factors of Coronary Artery Disease in Patients Undergoing 

Coronary Artery ByPass Graft Surgery in Babol. J Babol Univ Med Sci. 2019;21(1):6-10. [In Persian] 

2.Nematian Jelodar H, Jannati Y, Ghafari R, Yazdani Charati J, Gholami Gorzini M, Esmaeili R. The Impact of Peer 

Education on Stress Level in Patients Undergoing Coronary Artery Bypass Grafting. J Babol Univ Med Sci. 

2015;17(11):45-51. [In Persian] 

3.Esteki Ghashghaei F, Sadeghi M, Yazdekhasti S. A Review Of Cardiac Rehabilitation Benefits On Physiological 

Aspects In Patients With Cardiovascular Disease. J Res Rehabil Sci. 2011;7(5):706-15 

4.Haghdoost Z, Nourozi K, Hosseini MA. Effect of application of continuous care model on quality of life and prevention 

of complications in coronary artery bypass graft surgery patients. Iranian J Rehabil Res. 2015;1(2):1-9. [In Persian] 

5.Salehi Omran MT, Sadeghpour M, Yaghoubi AA, Shamsi R. A Comparison of Coping Styles and Quality of Life in 

Patients with Coronary Heart Disease and Healthy People. J Babol Univ Med Sci. 2017;19(3):7-14. [In Persian] 

6.Pournaghash Tehrani S, Etemadi S, Dehdari T, Gholamali Lavasani M, Sadeghian S. Assessment of the relationship 

between psychological factors and impotency with quality of life of male patients following CABG. Razi J Med Sci 

2013;19(104):34-42. [In Persian] 

7.Zareinejad S, Norouzi K, Saajedi F, Rahgooy A, Norouzi M, Hemmati A. Evaluation of the Relationship Between Self-

efficacy and Quality of Life in Mothers With Preterm Infants in Kamali Hospital of Karaj, Iran, 2015. Iranian J Rehabil 

Res. 2018;4(3):54-61. [In Persian]  

8.Baljani E, Rahimi Jh, Amanpoor E, Salimi S, Parkhashjoo M. Effects of a Nursing Intervention on Improving 

SelfEfficacy and Reducing Cardiovascular Risk Factors in Patients with Cardiovascular Diseases. J Hayat. 

2011;17(1):45-54. [In Persian] 

9.Thomson P, Howie CA, Chung ML. The Effects of Self Efficacy and Social Support on Quality of Life of Patients and 

Family Caregivers After Coronary Artery Bypass Grafting. Circulation. 2015;132(Suppl 3):A19199. 

10.Sanai N, Bahramnezhad S, Zolfaghari M, Alhani F, Kazemnezhad A. The Effects of Family-based Empowerment on 

Family Cooperation in Following Patient Treatment Regime after Coroner Arteries Bypass Surgery. Modern Care 

Journal. 2014;11(1):19-27. [In Persian] 

11.Karkhah A, Karkhah MR, Ghadimi R. An Overview on the Role of Nutrition and Food Groups in the Prevention of 

Cardiovascular Diseases. J Babol Univ Med Sci. 2017;19(3):66-73. [In Persian] 

12.Seyam Sh, Heidarnia AR, Tavafian SS. Quality of life and factors related to it in cardiovascular patients after heart 

surgery. J Birjand Univ Med Sci. 2013;19(6):33-41. [In Persian] 

13.Sahebalzamani M, Alilou L, Shakibi A. The efficacy of self-care education on rehabilitation of stroke patients. Saudi 

Med J. 2009;30(4):550-4. 

14.Sahebazamani M, Farahani H, Jamarani MT, Faezi ST, Moradi K, Paragomi P. Effects of a Continuous Care Model 

on Patients' Knowledge and Health-Related Quality of Life in Systemic Lupus Erythematosus. Rehabil Nurs. 

2017;42(6):E9-E18. 

15.Ahmadi F. Design and evaluation of a continuous care model in the management of patients with chronic coronary 

artery disease [Ph.D Thesis]. Tehran, Iran: Tarbiat Modares university; 2002. [In Persian] 

16.Ahmadi F, Ghofranipour F, Abedi HA, Arefi SH, Faghih-zadeh S. The effect of continuous consultation care model 

on rehospitalization and chest pain in patients with coronary artery disease. J Qazvin Univ Med Sci. 2005;9(2):99-103. 

[In Persian] 

17.Bagaei R, Mashalahi A, Khalkhali HR. The effect of applying continuous care model on the quality of life in heart 

failure patients. Nurs Midwifery J. 2015;13(8):666-675. [In Persian]  

18.Jalal Marvi F, Kordi M, Mazloom SR. Assessing the Impact of Continuous Care Model on the Treatment of Chronic 

Diseases. Paramed Sci Milit Health. 2018,13(2):35-43. [In Persian] 

19.Heydari A, Mohsenizadeh SM. Critical appraisal of the applicability of continuous care model in the care of choronic 

patients. Nurs Midwifery J. 2018;15(10):788-794. [In Persian] 

 [
 D

O
I:

 1
0.

22
08

8/
jb

um
s.

22
.1

.2
68

 ]
 

 [
 D

O
R

: 2
0.

10
01

.1
.1

56
14

10
7.

13
99

.2
2.

1.
37

.9
 ]

 

                               6 / 7

http://dx.doi.org/10.22088/jbums.22.1.268
https://dor.isc.ac/dor/20.1001.1.15614107.1399.22.1.37.9


274                                                                              The Effect of Continuous Care Model on Self-Efficacy, Quality …; M. Roshan Ghias, et al 

20.Kermansaravi F, Navidian A, Ghaderi S. Impact of Continuous Care Model on self-care behaviors of patients with 

Myocardial Infarction: A randomized clinical trial study. J Birjand Univ Med Sci. 2019;26(2):106-17. [In Persian] 

21.Rajati F, Mostafavi F, Sharifirad Gh, Feizi A, Sadeghi M, Reisi M. Comparison of three quality of life questionnaires 

in heart failure patients participating in cardiac rehabilitation. J Health Syst Res. 2014;10(1):85-97. [In Persian] 

22.Rajabi GR. Reliability and Validity of the General Self-Efficacy Beliefs Scale (Gse-10) Comparing the Psychology 

Students of Shahid Chamrin University and Azad University of Marvdasht. New Thoughts on Education. 

2006;2(1,2):111-122. [In Persian] 

23.Yalfani A, Nazem F, Safiarian R, Jorgeh M. The Effects of Exercise Cardiac Rehabilitation on Anxiety, Depression 

and Quality of Life in Coronary Artery Bypass Grafting Patients. Avicenna J Clin Med. 2012;19(1):39-44. [In Persian] 

24.Kohno Y, Maruyama M, Matsuoka Y, Matsushita T, Koeda M, Matsushima E. Relationship of psychological 

characteristics and self-efficacy in gastrointestinal cancer survivors. Psychooncology. 2010;19(1):71-6.  

25.Woods SL, Sivarajan Froelicher ES, Motzer SU, Bridges EJ. Cardiac nursing, 6th ed. Philadelphia: Lippincott 

Williams & Wilkins; 2009. 

26.Naderipour A, Ashtarian H, Miri J, Hashemian AH, Heydarpour B, Saeidi M, et al. The effectiveness of chronic 

disease self-management program on self-efficacy in patients undergoing CABG surgery. J Clin Res Paramed Sci. 

2015;3(4):271-8. [In Persian] 

27.McConnell TR, Laubach CA, Memon M, Gardner JK, Klinger TA, Palm RJ. Quality of Life and Self Efficacy in 

Cardiac Rehabilitation Patients Over 70 Years of Age Following Acute Myocardial Infarction and Bypass 

Revascularization Surgery. Am J Geriatr Cardiol. 2000;9(4):210-8. 

28.Lien R-Y, Wei J, Li J-Y, Tung H-H, Chen C-Y. Difference in predictors of self efficacy and compliance between 

diabetic and non diabetic patients who underwent coronary artery bypass surgery. Hu Li Za Zhi. 2012;59(3):40-50. 

29.Parent N, fortin F. A randomized, controlled trial of vicarious experience through peer support for male first-time 

cardiac surgery patients: impact on anxiety, self-efficacy expectation, and self-reported activity. Heart Lung. 

2000;29(6):389-400. 

30.Turpin RS, Simmons JB, Lew JF, Alexander CM, Dupee MA, Kavanagh P, et al. Improving treatment regimen 

adherence in coronary heart disease by targeting patient types. Dis Manag Health Out. 2004;12(6):377-83. 

 

 

 

 [
 D

O
I:

 1
0.

22
08

8/
jb

um
s.

22
.1

.2
68

 ]
 

 [
 D

O
R

: 2
0.

10
01

.1
.1

56
14

10
7.

13
99

.2
2.

1.
37

.9
 ]

 

Powered by TCPDF (www.tcpdf.org)

                               7 / 7

http://dx.doi.org/10.22088/jbums.22.1.268
https://dor.isc.ac/dor/20.1001.1.15614107.1399.22.1.37.9
http://www.tcpdf.org

