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Objectives: The aim of the study was to compare the health-related quality of life
(HRQoL) of patients undergoing coronary artery bypass grafting (CABG) or percutaneous
transluminal coronary angioplasty (PTCA) before the interventions and 6 and 12 months
afterward, and to compare their HRQoL also with that of the general population.
Methods: The sample (n = 615) consisted of consecutive coronary artery disease
patients treated with elective CABG (n = 432) or PTCA (n = 183). The baseline data
before the treatments were collected by structured interview, the follow-up data mainly
by mailed self-administered questionnaires. HRQoL was measured by the 15D.
For comparisons, the groups were standardized for differences in socioeconomic and
clinical characteristics with a regression analysis.
Results: At baseline, the average 15D scores of the patient groups were 0.752
(95 percent confidence interval [CI], 0.743–0.761) in CABG and 0.730 (95 percent CI,
0.716–0.744) in PTCA. After standardization, the difference between the groups was
statistically significant but not clinically important. These scores were significantly worse
(statistically and clinically) than the score of 0.883 (95 percent CI, 0.871–0.879) in the
general population sample matched with the gender and age distribution of the patients.
By 6 months, the CABG and PTCA patients had experienced a statistically significant
and clinically important improvement to 0.858 (95 percent CI, 0.844–0.872) and 0.824
(95 percent CI, 0.806–0.842), respectively. No significant change took place in either
group from 6 to 12 months.
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Conclusions: Both CABG and PTCA produces an approximately similar, clinically
important improvement in HRQoL in 1-year follow-up.
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In Finland, coronary artery disease (CAD) is a common cause
of death, accounting for approximately 6,500 annual deaths
in a population of 5 million. The mortality of men has de-
creased but that of women has increased in the recent years
(33). CAD also constitutes a considerable financial burden
on the society (9;17).

Coronary artery bypass grafting (CABG) and percuta-
neous transluminal coronary angioplasty (PTCA) are stan-
dard treatments of symptomatic CAD. In Finland, the number
of CABGs has decreased and that of PTCAs has increased in
the 1990s. In 2001, approximately 4,500 PTCAs and 3,500
CABGs were performed (8).

In addition to the effect on mortality, the interest in
measuring health-related quality of life (HRQoL) has grown
considerably in recent years (31). Over the past 20 years, it
has become almost mandatory to describe health outcomes
also in terms of HRQoL. Measures of HRQoL are now in
common use in clinical studies (12;15).

This trend applies also to the treatment of CAD. The pa-
tient’s subjective assessment of the treatment has become an
important aspect after CAD interventions (20;36). The qual-
ity of life of CABG patients has been studied from different
viewpoints, and angina and pain relief have been important
aspects together with return to work and improvement of
functional and psychosocial status (4–6;34).

The HRQoL is a multifactorial construct, whose com-
ponents remain consistent but whose individual signifi-
cance within the overall model may vary over time (26). In
most of the studies of CABG or PTCA patients, basically
profile-type instruments such as the Nottingham Health
Profile (NHP; 3;7;10;21), the Sickness Impact Profile (SIP;
2;16;19;22), and the SF-36 (11;14;24;27) have been used to
measure quality of life. Profile instruments can show where
problems with health status exist and where the possible
changes take place. However, if changes in the different
domains/dimensions of health go to different directions, it
is impossible to say whether there has been an improvement
or deterioration in the overall HRQoL and the quantity of it.
Similarly, in a cross-sectional situation, it may be difficult to
say how the pre- and postoperational HRQoL of the patients
compare with that of the general population, if the patients
are worse off on some dimensions and better off on others.
Consequently, using a single index score alone might result
erroneously “no difference” in these situations. Instruments
possessing both the profile and single index number proper-
ties can provide a clear answer on both occasions. The aim of
this study was to evaluate and compare the HRQoL of CAD
patients undergoing CABG or PTCA before the interventions
and 6 and 12 months afterward and to compare their HRQoL

also with that of the general population with the same age
and gender distribution.

MATERIALS AND METHODS

Between April 19, 1999, and September 30, 2000, from
all consecutive CAD patients who were admitted to the
Kuopio University Hospital to be treated with elective CABG
(n = 1,037) or PTCA (n = 498), 463 consecutive CABG and
201 PTCA patients were invited to this study. A total of 31
CABG patients (7 percent) and 18 PTCA patients (9 percent)
refused to participate due to tiredness, tension, or unwilling-
ness to participate in any kind of study. The overall refusal
rate was 7.4 percent. Thus, 615 patients, 432 (42 percent)
CABG patients, and 183 (37 percent) PTCA patients, gave
written consent to the study (Table 1). The patients in the
original CABG group were a year older than in the research
group (63.1 years in the original group, 62.2 in the research
group). The proportion of women was similar in both groups
(26 percent in the original group, 27 percent in the research
group). Similar statistics are not available from the PTCA pa-
tient group. The treatment was authorized 1 to 3 months ear-
lier on the basis of clinical data and angiography. The Ethical
Committee of the hospital granted permission for the study.
The patients were informed about the nature of the study
and the follow-up data collection. Participation was com-
pletely voluntary in every phase of the study. The ethical
principles for medical research involving human subjects
were followed (35).

The patients were interviewed with a structured ques-
tionnaire a day before the procedure. These baseline inter-
views lasted from 40 minutes to 1.5 hours. In addition to
HRQoL, the patients were asked about their demographic
and socioeconomic characteristics, CAD-related symptoms,
and comorbidities. The current CAD-related medication, left
ventricular ejection fraction, the number of vessels affected
by CAD, and New York Heart Association (NYHA) classifi-
cation were obtained from the medical records. The follow-
up questionnaires were mailed 6 months and 12 months
after the treatment. The follow-up data were collected by
phone interviews from 51 (12 percent) CABG patients and 18
(10 percent) PTCA patients, owing to their request. The same
person (E.K.) carried out all phone interviews in a standard-
ized manner with questionnaires, which were exactly similar
to the mailed ones. The data collection came to an end on
September 30, 2001.

HRQoL was measured by the 15D. It is a generic, mul-
tidimensional, standardized, self-administered instrument,
which has both a profile and single index score property.
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Table 1. Demographic, Socioeconomic, and Clinical Charac-
teristics of the Samples at Baseline

CABG PTCA p
Variables (n = 432) % (n = 183) % value

Women 116 27 60 33
Men 316 73 123 67
Age (yr)

Mean 62.2 60.3
Range 32–82 39–88 .05

Marital status
Married 310 72 137 75 ns
Single 33 8 14 8
Divorced 31 7 18 9
Widow 58 13 14 8

Work situation
Working 116 27 49 27 ns
Old-age pension 168 39 57 31
Sickness pension 40 9 22 12
Else 108 25 55 30

Education
Elementary school 353 82 141 77 ns
Middle/comprehensive 55 13 35 19

school
Secondary school 24 5 7 4

Vessels affected
1 vessel disease 19 4 54 34 .000
2 vessel disease 67 16 50 31
3 vessel disease 326 79 55 35

NYHA classification
1 15 4 5 3 ns
2 121 30 50 32
3 200 49 72 47
4 71 17 28 18

Ejection fraction
<50% 43 10 13 7 ns
>50% 324 75 117 64

Frequency of chest pain
Daily 74 17 37 20 ns
Fairly often 131 30 67 37
Sometimes 147 34 57 31
Fairly rarely 50 12 13 7
Not at all 29 7 9 5

Number of CAD
medicines taken daily

Mean 3.83 4.08 .013
Mean time elapsed from 58.3 29.7 .000

angiography (days)
Other chronic conditions

Yes 395 92 168 92 ns
No 37 8 15 8

CABG, coronary artery bypass grafting; PTCA, percutaneous transluminal
coronary angioplasty; CAD, coronary artery disease; ns, not significant;
NYHA, New York Heart Association.

Conceptually, the 15D subscribes to the definition of health
by World Health Organization (WHO) as being composed
of physical, mental, and social well-being. The dimensions
of the 15D are (in parentheses are the abbreviations found
in Figure 1): mobility (move), seeing (see), hearing (hear),
breathing (breath), sleeping (sleep), eating (eat), speech

(speech), elimination (elim), usual activities (uact), vitality
(vital), mental function (mental), discomfort and symptoms
(disco), depression (depr), distress (distr), and sexual activity
(sex). Each dimension is divided into five levels, by which
more or less of the attribute is distinguished (31).

The valuation system of the 15D is based on an appli-
cation of the multiattribute utility theory. A set of preference
weights, elicited from the representative samples of general
population through a three-stage valuation procedure with
a combined rating scale and magnitude estimation method,
is used in an additive aggregation formula to generate the
15D score (single index number) over all the dimensions.
The maximum score is 1 (no problems on any dimension)
and the minimum score is 0 (being dead; 31). A change
of approximately ±0.03 in the score is clinically important
(28). No clear guidance can be given on the clinically impor-
tant change in dimension scores (level values). A natural unit
would be a change from one level to another, but the distances
between levels vary both within and across dimensions.

HRQoL of patients at baseline was compared with that of
the general population measured by the 15D in the Finnish
National Health Survey in 1995–96 (n = 2,943 in the age
range of patients; 1). To allow comparison, the population
sample was matched with the patients by weights reflecting
the age and gender distribution of the patients.

When comparing the patient groups and the popula-
tion sample cross-sectionally, independent samples t-test or
95 percent confidence interval (CI) was used for contin-
uous variables, and Chi squared test for categorical vari-
ables. In addition to this strategy, stepwise linear regression
analysis was used to explore whether there is a difference
in the 15D score between the groups at baseline. When
possible, differences in their socioeconomic and clinical
characteristics were standardized. When comparing patients,
who self-administered the follow-up questionnaire and who
were interviewed by phone, Mann–Whitney U-test was used.
Marginal homogeneity test was used to analyze whether the
samples at 6 and 12 months after dropouts were similar to
the original final samples. When comparing the HRQoL
of the patient groups over time, paired samples t-test was
used. Stepwise linear regression analysis was used to ex-
plore whether there is a difference in the 15D score between
the groups at 6 and 12 months. When possible, differences
in their socioeconomic and clinical characteristics and 15D
scores at baseline were standardized. The follow-up results
are presented with and without the patients, who died during
the follow-up. When included, their 15D score is 0. A p value
� .05 was regarded as statistically significant.

RESULTS

Table 1 shows the characteristics of the patients in both
treatment groups at baseline. Apart from the average age
(CABG 62.2 years, PTCA 60.3 years; p = .05), there was no
statistically significant difference between the groups in the
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Figure 1. The mean 15D scores and profiles (mean scores on the dimensions) of the coronary artery bypass grafting (CABG)
and percutaneous transluminal coronary angioplasty (PTCA) patients at baseline (CABG0 and PTCA0) and at 6 months after
treatment (CABG6 and PTCA6), and of general population matched with the age and gender distribution of the patients
(POPUL).

demographic and socioeconomic characteristics. The pa-
tients were mainly men (67–73 percent), married (72–75
percent), pensioners (43–48 percent), and with a low level of
education (77–82 percent elementary school or less).

In terms of clinical characteristics, there was a statisti-
cally significant difference between the groups in the aver-
age number of vessels affected by CAD (CABG 2.75, PTCA
2.01; p < .0005), number of CAD medicines taken (CABG
3.83, PTCA 4.08; p = .013), and time elapsed from an-
giography (CABG 58.3 days, PTCA 29.7 days; p < .0005).
There was no significant difference in the distribution of
NYHA classification, frequency of chest pain, circumstances
of its occurrence, use of nitro, the average cardiac ejec-
tion fraction, and whether or not the patients reported other
chronic illnesses. In the CABG patients’ group (PTCA pa-
tients), the most common comorbidities were high blood
cholesterol 68 percent (68 percent), hypertension 45 percent
(53 percent), diabetes mellitus 20 percent (24 percent), back
pain 12 percent (20 percent), and ache in the joints 19 percent
(12 percent).

At 6 months, 393 CABG patients (response rate 95 per-
cent) participated in the study. The reasons for dropout were
five had died (1.16 percent), six had moved (address un-
known), twenty did not respond, and eight were rejected
due to inadequate data. At 12 months, 343 CABG patients
responded (response rate 89 percent). The reasons for fur-
ther dropout were another three had died, forty did not re-
spond, and seven were rejected. Thus, the total dropout rate
was 20.6 percent. According to the marginal homogeneity
test, the groups at 6 and 12 months did not differ from

the original CABG group in the socioeconomic or clinical
characteristics.

At 6 months, 153 PTCA patients participated in the study
(response rate 92 percent). The reasons for dropout were
one had died (0.55 percent), five had moved, two were not
treated with PTCA (medical treatment), seven were treated
with CABG, thirteen did not respond, and two were rejected.
At 12 months, 141 PTCA patients responded (response rate
93 percent). The reasons for further dropout were another ten
did not respond and two were rejected. The total dropout rate,
thus, was 23 percent. According to the marginal homogene-
ity test, the groups at 6 and 12 months did not differ from
the original PTCA group in the socioeconomic or clinical
characteristics.

There was no difference in the 12-month mortality be-
tween the CABG and PTCA patients (two-sided Fischer’s
Exact Chi-squared test, p = .293). At 6 months, the CABG
patients interviewed by phone were older than those who
self-administered the questionnaire (66.8 versus 62.3 years;
p = .004). The PTCA patients interviewed by phone had
less occupational training than those who self-administered
the questionnaire (67 percent; n = 12 with no occupational
training versus 33 percent; n = 44; p = .035). There were no
other differences between the phone interview patients and
self-administered patients.

At baseline before the procedures, the average single
index 15D score among the CABG and PTCA patients was
0.752 (95 percent CI, 0.743–0.761) and 0.730 (95 percent
CI, 0.716–0.744), respectively. A comparison of the 15D
profiles (mean scores on the dimensions) showed that there
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Table 2. Results of Stepwise Regression Analysis Explaining
the Variance in the 15D Score at Baseline

Regression
Model coefficient t-value Significance

Constant .892 36.35 .000
Procedure (0 = CABG, −.016 −2.11 .035

1 = PTCA)
Chest pain (0 = not at −.011 −2.26 .024

all, . . . , 4 = continuously)
Occurrence of chest pain −.013 −3.78 .000

(1 = in hard work/
activity, . . . , 4 = when
resting)

Use of nitro (1 = every .007 2.43 .015
day, . . . , 5 = not at all)

Other chronic conditions −.045 −3.55 .000
(1 = yes, 0 = otherwise)

NYHA classification (1 = no −.025 −4.74 .000
symptoms and activity
limitations, . . . , 4 = confined
to bed, symptoms at rest)

High education (1 = yes, .023 2.61 .009
0 = otherwise)

Working (1 = yes, .020 2.49 .013
0 = otherwise)

Adjusted R2 = .285, F = 27.2,
p < .0005

CABG, coronary artery bypass grafting; PTCA, percutaneous transluminal
coronary angioplasty.

was a statistically significant difference between the groups
only on the dimension of vitality, the PTCA patients being
worse off. The average 15D scores of the patient groups were
significantly (both statistically and clinically) worse than
the average score of the general population sample (0.883,
95 percent CI, 0.879–0.887) matched with the gender and
age distribution of the patient groups. A comparison of their
15D profiles showed that both CABG and the PTCA patients
were at a statistically significantly lower level on all dimen-
sions (except eating and hearing) than the general population,
but both patient groups were better off on the dimensions of
seeing and speech (Figure 1).

After controlling for the most relevant socioeconomic
and clinical characteristics of the patients with a linear step-
wise regression model, the difference in the 15D score be-
tween the groups (procedure) at baseline was statistically
significant but not clinically important (Table 2). The group
variable was not forced into the model. In addition to the
variables in the model, the full pool of independent variables
included age, gender, income, time from angiography, num-
ber of CAD-related medicines, number of vessels affected
by CAD and experience of myocardial infarction.

The model suggests that, other things being equal, the
more frequently and in lighter activity chest pain occurs,
the lower the 15D score. Also more frequent use of nitro,
comorbidities, and higher NYHA scores are associated with
a lower 15D score. However, patients who are working and

have higher education tend to have a higher 15D score, other
things being equal.

At 6 months after the treatment, the CABG patients
had experienced a statistically significant and clinically im-
portant improvement in the average 15D score to 0.858
(95 percent CI, 0.844–0.872). Approximately 82 percent of
the patients experienced a clinically important improvement,
and 6 percent a corresponding deterioration. When exclud-
ing the five patients who died before 6 months, the aver-
age 15D score was 0.869 (95 percent CI, 0.859–0.878). Re-
gardless of whether the deceased patients were considered
or not, there was a statistically significant improvement at
6 months on the dimensions of mobility, breathing, sleep-
ing, usual activities, discomfort and symptoms, vitality, and
sexual activity (Figure 1, the profiles at 6 months include
the deceased patients). No significant change took place in
the average 15D score or in the profile from 6 to 12 months
(the average 15D score at 12 months was 0.853; 95 percent
CI, 0.836–0.870). However, 26 percent of the CABG patients
experienced a clinically important improvement in HRQoL,
whereas another 26 percent a corresponding deterioration.
When excluding the 8 deceased patients before 12 months,
the mean 15D score was 0.873 (95 percent CI, 0.863–0.883).

At 6 months after the treatment, the PTCA patients had
experienced a statistically significant and clinically important
improvement in the average 15D score to 0.824 (95 percent
CI, 0.806–0.842). A total of 78 percent of the patients ex-
perienced a clinically important improvement, and 7 percent
a corresponding deterioration. When excluding the patient
who died before 6 months, the average 15D score was 0.830
(95 percent CI, 0.815–0.844). Regardless of whether the de-
ceased patient was included or not, there was a statistically
significant improvement at 6 months on the dimensions of
mobility, breathing, sleeping, usual activities, mental func-
tion, discomfort and symptoms, vitality, and sexual activity
(Figure 1, the profiles at 6 months include the deceased pa-
tients). No significant change took place in the average 15D
score or in the profile from 6 to 12 months (the average
15D score at 12 months was 0.822; 95 percent CI, 0.801–
0.844). However, 36 percent of patients experienced a clin-
ically important improvement in HRQoL (in comparison to
the CABG patients, this is statistically significantly higher),
and 29 percent a corresponding deterioration. When exclud-
ing the patient who died before 12 months, the mean 15D
score was 0.828 (95 percent CI, 0.810–0.846). There was
no statistically significant difference between the CABG and
PTCA patients, whose HRQoL improved or deteriorated to
the extent that was clinically important.

Table 3 shows the results of stepwise regression analyses
explaining the variance in the 15D score at 6 and 12 months
among survivors. The full pool of independent variables was
the same as in the baseline regression and the group variable
(procedure) was not forced into the models. After controlling
the baseline 15D score and the most relevant socioeconomic
and clinical characteristics of the patients, PTCA seems to
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Table 3. Results of Stepwise Regression Analyses Explain-
ing the Variance in the 15D Score at 6 and 12 Months among
Survivors

Regression
Model at 6 months coefficient t-value Significance

Constant .542 14.84 .000
Procedure (0 = CABG, −.023 −2.57 .010

1 = PTCA)
15D score at baseline .501 11.93 .000
Number of CAD-related −.011 −2.80 .005

medicines before procedure
Experienced myocardial −.017 −2.23 .026

infarction before procedure
(0 = no, 1 = yes)

Adjusted R2 = .283, F = 46.44,
p < .001

Model at 12 months
Constant .627 14.68 .000
Procedure (0 = CABG, −.032 −3.13 .002

1 = PTCA)
15D score at baseline .349 7.01 .000
Number of CAD-related −.012 −2.62 .009

medicines before procedure
Income .007 2.30 .022
Adjusted R2 = .179, F = 23.3,

p < .001

CABG, coronary artery bypass grafting; PTCA, percutaneous transluminal
coronary angioplasty; CAD, coronary artery disease.

bring about a smaller change in the 15D score at 6 and
12 month than CABG. At both points of time, the difference
is statistically significant, and at 12 months also clinically
important. The 15D score at baseline seems to be the single
most powerful predictor of the score at 6 and 12 months. A
difference of 0.1 in the baseline score is associated with
a difference of 0.0501 and 0.0349 at 6 and 12 months,
respectively. The increasing number of CAD-related
medicines before the procedure seems to predict a succes-
sively worse HRQoL at both points of follow-up. The expe-
rience of myocardial infarction before the procedure seems
to predict a worse HRQoL at 6 months but not to the extent
that is clinically important (Table 3).

DISCUSSION

A compelling feature of our study is the longitudinal data,
because the majority of publications on the measurement
properties of HRQoL instruments have been based on cross-
sectional studies. The baseline data were collected mainly
by personal face-to-face interviews, partly from medical
records. The follow-up HRQoL data were collected by
mailed self-administered questionnaires, but a small minor-
ity was interviewed by phone due to personal request. This
minority did not differ from the rest in any essential respect.
The same person carried out all interviews, so there is no
interinterviewer variability.

HRQoL was measured by the 15D because of its capa-
bility of being used as a profile and single index measure.
Another reason was the possibility to compare the HRQoL
of the patient groups with that of the general population mea-
sured also by the 15D in the Finnish National Health Survey.

The instrument is easy to use in self-administered sur-
veys, the response rates have been high, and missing value
rates low, and these findings proved to be the case also in this
study. In terms of discriminatory power and responsiveness
to change, the 15D has been shown to be superior to other
generic HRQoL instruments available in Finnish (29;30).
The comparisons between the patient groups and the general
population, the follow-up of patients over time indicated that
these properties were evident also in this study. A compar-
ison in this respect with a disease-specific instrument such
as, for example, Seattle Angina Questionnaire (SAQ; 32)
would have been interesting, but the SAQ was not available
in Finnish when designing this study.

In this study, the treatment modality, CABG or PTCA,
was not chosen at random, but the decision on the treatment
was made on the basis of clinical findings in angiography.
There was a statistically significant difference between the
groups at baseline in age and in some clinical characteristics
such as average number of vessels affected, number of CAD
medicines taken, and time elapsed from angiography. How-
ever, these variables did not turn out to be significant explana-
tory factors for the variance in HRQoL at baseline measured
by the 15D. After adjusting for socioeconomic and clinical
characteristics of the patients, there was a statistically sig-
nificant but not clinically important difference between the
groups in the baseline 15D score. In the 15D profile, there
was a significant difference only on the dimension of vitality
(cf. 36).

The CABG and PTCA patients were at baseline consid-
erably worse off in HRQoL than the general population sam-
ple matched with the gender and age distribution of the pa-
tient groups (the average 15D scores 0.752, 0.730, and 0.912,
respectively). A comparison of the 15D profiles showed that
both CABG and PTCA patients were at a statistically sig-
nificantly lower level on all dimensions (except eating and
hearing) than the general population, but both patient groups
were better off on the dimensions of seeing and speech. It
is hard to find any other logical explanation why the patient
groups were better off on these dimensions, other that by a
statistical chance, unless the patients overestimate their status
on the dimensions, which are not at least directly connected
with their CAD-related health problems.

In the 12-month follow-up, the dropout rate was
20.6 percent and 23 percent in the CABG and PTCA groups,
respectively. However, marginal homogeneity tests indicated
that the groups at 6 and 12 months did not differ from
the original CABG group in the socioeconomic or clinical
characteristics. Thus, the missing data are sufficiently at
random, and the analyses based on observations available at
6 and 12 months are not biased due to dropout.
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On average, a statistically significant and clinically im-
portant improvement in HRQoL took place in both patient
groups from baseline to 6 months. Even after controlling the
baseline 15D score and the most relevant socioeconomic and
clinical characteristics of the patients, there was no clinically
important difference in the improvement between the groups,
the change for better being approximately 0.1. To reflect
this change on the 0–1 scale of the 15D in perspective,
newly diagnosed asthma patients experienced an average
improvement of 0.04 in a 1-year follow-up (13), hip and
knee replacement patients an improvement of 0.055–0.07 in a
6-month follow-up (23), and gastrointestinal surgery patients
an improvement of 0.02 in a 1-year follow-up (25).

In both treatment groups, the improvement took place
on the dimensions of mobility, breathing, sleeping, usual
activities, discomfort and symptoms, vitality, and sexual ac-
tivity, and in the PTCA group, also in mental function. In
the CABRI trials, the improvement concerning family life
and social and sexual life was not significant in either group
(CABG or PTCA; 36).

Observing the groups separately, no further significant
change took place in the average 15D score by 12 months, but
yet 26–36 percent of the patients experienced either a clini-
cally important improvement or deterioration. In the CABRI
trials, the deterioration figures were 3–12 percent measured
by the NHP Part 2 (36). However, after controlling the base-
line 15D score and the most relevant socioeconomic and
clinical characteristics of the patients, the results suggest
that, in the PTCA group, the improvement from baseline to
12 months is smaller than the extent that is clinically impor-
tant. Papadantonaki et al. (20) found a significantly greater
improvement in quality of life among PTCA patients, but the
study samples were small (44 CABG and 32 PTCA patients)
and the follow-up time of 3 weeks is not comparable to this
study.

The findings of this study confirm the results of previous
studies that both interventions improve HRQoL in a 1-year
follow-up, and in this respect, there are no great differences
between the interventions (18;21;36), at least in the short run.
There was no statistically significant difference between the
patient groups in 1-year mortality. The findings of CABRI
trials were similar (36). No conclusions can be drawn on
the basis of this study on the longer-term relative benefits of
these treatments in terms of HRQoL or mortality—a longer
follow-up is required.

CONCLUSIONS

There was no clinically important difference in the HRQoL
between CABG and PTCA patients before the procedures,
but the patients were considerably worse off than the
age- and gender-matched general population. By 6 months
after the procedure, both patient groups experienced on aver-
age a similar, clinically important improvement of approxi-

mately 0.1, but no further significant change took place from
6 to 12 months.

Policy Implications

The present findings suggest that, in terms of HRQoL, it
remains for the doctors and patients to choose which mode
of revascularization will be adopted. Furthermore, the long-
term HRQoL results of the both types of procedures will be
seen within 6 months, which facilitates a prompt decision
making on ability to work and on the need for rehabilitation.
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