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ABSTRACT: The aim o f  m edical intervention in patients suffering from  chron
ic diseases is to maintain a life o f  quality. Patients who have undergone coro
na<ry artery bypass surgery provide a good example o f  an intervention that will 
not necessarily result in the prolongation o f  life but the im proved quality o f  life.
Rehabilitation outcome should focus on the im proved quality o f  life and the 
issue o f  who should be responsible fo r  maintaining im proved quality o f  life. In order to determine if  self-responsibil
ity was an aspect o f  im proved quality o f  life 73 subjects and their spouses were fo llow ed  up over a period  o f  one 
year. Self-responsibility was identified as a significant variable (p = 0.003) in patients with im proved quality o f  life. 
Based on the evidence provided by this study it was concluded that unless patients accepted responsibility fo r  their 
rehabilitation they would not have an im proved quality o f  life.
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INTRODUCTION
The accepted definition of rehabilita

tion is that it is the reduction o f disabili
ty and handicap with or w ithout changes 
in the underlying im pairm ent. These 
changes are not unrelated to the individ
uals in whom  they occur although not 
much attention has been given to the 
reaction o f patients to them. The effects 
o f the disease process can never be sep
arated between body and m ind (W HO, 
1980).

Hum an life is the result o f hum an val
ues (Cohen, 1982). W hatever we strive 
for in life can only be achieved when liv
ing. A human life is lived according to a 
hum an plan. The aim of m edical inter
vention is to m aintain life and it is w ide
ly accepted that it is not life itself that is 
so important but the quality o f life. M ost 
diseases are not dram atically fatal but 
they affect the patients com fort and hap
piness and as a result the patient can no 
longer lead life according to plan 
(Mosteller, 1983).

In chronic disease where the goal o f 
medical intervention cannot be com plete 
cure, the health care provider should 
strive to achieve im provem ent in func
tion by decreasing the sym ptom s and the 
severity o f the disease progression and in 
this way improve the quality of patients’ 
lives.

Quality o f life m ay be defined in terms 
o f three m ajor components:

1) Functional capacity
2) Perceptions held by the patient
3) Sym ptom s and their consequences 

(W enger et al, 1984)
In patients with cardiac disease the 

reduction of disability and handicap is
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considered a m ore appropriate determ i
nant o f outcom e than a reduction in m or
tality or morbidity. There is also consen
sus that criteria such as function in daily 
life, productivity, em otional stability and 
life satisfaction  can be considered  
indicative of the im proved quality o f life 
o f patients (W enger et al, 1984).

In coronary artery disease the im pair
m ent is coronary atherosclerosis, the dis
ability is the presence o f angina and the 
handicap is the inability to function nor
m ally in the com m unity and this leads to 
poor quality o f life (Oldridge, 1986). A 
com m on interpretation of rehabilitation 
for patients with cardiac disease is that 
they should be “restored and m aintained 
” at optimal clinical, social , vocational 
and psychological status. This implies 
that all this would be done for the patient, 
possibly by a health professional, and 
that their role would be passive. The def
inition of the W HO is slightly different 
and implies that patients should assume 
some responsibility for their rehabilita
tion in the process o f regaining an as nor
mal as possible place in the com m unity 
(W HO, 1984).

Rehabilitation outcom es have to focus 
on the improved quality o f life and issues 
such as the p a tie n t’s ow n personal 
beliefs, perceptions and motivation i.e. 
the sense o f self-responsib ility . This 
sense o f self-responsibility in chronic 
disease is probably the best predictor of 
reduction  o f d isab ility  and handicap 
(Oldridge, 1986).

Rehabilitation, as stated above means 
restoring, or creating a life o f acceptable 
quality  for patients who suffer from  
chronic diseases. Rehabilitation should 
not be done for people but with them.

Perhaps we as physiotherapists need to 
look at our perspectives on rehabilitation 
and should consider five im portant con
ceptual changes that Sartorius suggests; 
(Sartorius, 1992).

• The im provem ent o f overall quality 
o f life as perceived by the patient as well 
as the patient’s family.

• If  the quality o f life is going to 
becom e a criteria for assessing improved 
rehabilitation, the opinion o f those whose 
life is being changed must becom e a ' 
decisive factor, rather than an interesting 
point o f observation.

• People are d ifferent and so are 
im paired people and rehabilitation w ork
ers should be tolerant o f these differ
ences. The outcom e o f rehabilitation  
should not be judged by the patient’s 
ability to abide by rigid, predeterm ined 
rules o f “norm al” behaviour. Being able 
to find a job  is still considered confirm a
tion o f a patient’s worth and activities 
such as help and support o f others, the 
bringing up o f children and creative art, 
are given much less attention and respect 
than the ability to function in a tradition
al job.

• People and impairm ents change over 
a period o f time. These changes as well 
as the changes in the w orld that they live 
in should be respected. It has to be appre
ciated that rehabilitation is a long-lasting 
process and people m ust be accom m o
dated  as they m ove forw ard in this 
process. As people are m oving forw ards 
towards change the rules and our opin
ions will have to keep changing too.

• Rehabilitation is an intervention to 
im prove the quality o f life so it becom es 
important to appreciate that there is not a 
strict distinction between services deal
ing with rehabilitation and those that aim 
to help people in other ways. This con
nection does not only imply the differ
ences betw een health and rehabilitation 
services but also between these services 
and other com m unity services. This will 
result in unity of purpose and aim  and 
will give rehabilitation a higher priority.

Im proving patients’ quality o f life will 
include certain factors that are important
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to all health care workers and certain fac
tors that are specifically im portant to the 
patient (Cohen, 1982).

The m easurem ent of outcome of treat
m ent, specifically  in term s o f the 
patients’ perception of changes in their 
health, has become a very important fac
tor particularly when costly, invasive 
treatm ents are concerned (Caine et al , 
1991). The em phasis has m oved towards 
assessing outcom e in term s o f the 
patient’s perception of changes in health 
over a period of time. There is growing 
consensus that patients themselves are 
the only proper judge o f their quality of 
life (Ferrans CE, 1993). Until recently 
the prevalent m ethods o f judging out
com e have been clinical judgem ent, 
return to work and survival rates. It does 
seem that both approaches have merit 
and should com plem ent each other.

R esponsib ility  is defined  as being 
m orally accountable for actions (Oxford 
D ictionary, 1991). S elf-responsib ility  
m eans that an individual can be held 
m orally accountable for his or her actions 
regarding the self. This can be in a phys
ical sense, a psychological (attitudinal) 
sense or an educational sense.

M ost people are not concerned about 
their health until they loose it. In many 
cases preventing disease means that the 
individual m ust give up certain habits, 
for exam ple smoking, or do things which 
require an effort, such as exercising reg
ularly. The freedom  of individuals to 
m ake the ir ow n decisions regarding 
health puts tremendous pressure on gov
ernm ental resources for health  care. 
Eventually this becomes a national and 
not an individual responsibility. More 
doctors and m ore expensive hospitals 
will not improve health. J.H. Knowles 
(1977) argues that the “right” to health 
should be replaced by a moral obligation 
to preserve one’s health. The individual 
then would have the “right” to:

1. Better and m ore information
2. Accessible services o f good quality
3. M inimal financial barriers to these 

services
Individuals who are willing to take 

responsibility for themselves and follow 
reasonable rules for healthy living possi
bly can extend their productive working 
life by avoiding disease and disability. If 
this is the case for healthy individuals 
then those who have had costly interven
tion because of disease processes should 
be responsible for following prescribed 
life style changes to m aintain their health 
(Ginzberg, 1977).

This sense of self-responsibility  in 
chronic disease could probably be the 
best predictor o f reduction of disability 
and handicap.

A  hypothesis can be m ade that for suc
cessful rehabilitation of patients with 
chronic disease an im proved quality of 
life and acceptance of responsibility for 
their rehabilitation are prerequisites.

Extensive research has been conducted 
to determ ine the quality  o f life o f 
patients’ who have undergone bypass 
surgery. In the Coronary Artery Surgery 
S tudy (CASS, 1984) the life o f the 
patient was considered improved when :

1. There is im proved functional status
2. A m elioration  o f cardiac related  

sym ptom s has occurred
3. There is return to gainful em ploy

m ent and recreational activity
This model was used in this study to 

identify  im proved quality  o f life in 
patients one year after bypass surgery. 
H aving identified  patients w ith an 
im proved quality o f life the hypothesis 
that self-responsibility was an aspect o f 
improved quality o f life, was tested.

M easuring the acceptance of self
responsib ility  is how ever not a well 
researched area and very little inform a
tion exists in the literature to guide this 
process. The m odel below for testing 
self-responsib ility  was suggested  by 
Eales and Stewart (1994).

A cceptance o f self-responsibility was 
established by:

1. The patient’s and the spouse/care
g iver’s know ledge of the chronic 
nature of the disease.

2. The patient’s know ledge of risk 
factor modification

3. The spouse/care-giver’s judgem ent 
o f the p a tie n t’s acceptance of 
responsibility for risk factor m odifi
cation

4. P a tien ts’ ab ility  to m odify  and 
control their stress.

MATERIALS AND METHODS 

Subjects
Seventy three subjects who had under

gone coronary artery bypass surgery 
were selected from  three cardio-thoracic 
units in Johannesburg. Two of the units 
were from  the private sector and one 
from the public sector. Inform ed consent 
was obtained from  all patients for both 
the interviews and to collect information 
from  their m edical records. This study 
was sanctioned by the com m ittee for 
research  on hum an subjects o f  the 
U niversity  o f the W itw atersrand. 
(Clearance no. 36/9/92)
Procedure:

The 73 subjects w ere interview ed 
between days 4 -6 after surgery, six 
months later and again one year after 
surgery. W here possible the subjects’

spouses or caregivers were also inter
view ed at 6 months and one year.

A t the first interview basic dem ograph
ic data, risk factors present and medical 
history were established. At the subse
quent interviews the subject’s knowledge 
o f his or her m edical condition, operative 
procedure, risk factor modification and 
m edication  w as established. The six 
m onths’ interview provided information 
on the developm ent o f self-responsibility 
and is not considered in the results and 
discussion of this paper. The spouse or 
ca reg iv er’s know ledge o f risk  factor 
m odification and medication was also 
established.

The subject’s know ledge o f his or her 
m edical condition, operative procedure, 
risk factor modification and medication 
was assigned a score. Sim ilarly, the 
knowledge of the spouse o f risk factor 
m odification  and m edication , was 
assigned a score. The total score for 
patients was calculated out o f a possible 
score o f 35 and the spouse out o f 20.

Statistical analysis: Having identified 
two groups (im proved quality o f life; no 
im proved quality o f life) a statistical 
analysis was done to determ ine which 
factors were significantly different in the 
two groups at days 4-6 post-operatively, 
six months and twelve months. W hen 
two variables are categorical (improved 
quality o f life; no im proved quality o f 
life), the Chi-squared test is com m only 
used to exam ine the null hypothesis 
which is that the distributions of the vari
ables are independent o f each other. If  the 
calculated Chi-squared value is greater 
than the tabulated value, the null hypoth
esis should be rejected at the 5% level of 
significance.The M ann -W hitney U  test 
was used to com pare the ordinal data 
obtained from  each group to see if they 
differed significantly.
RESULTS: 

Demographic Information
O f the 73 patients interview ed on 

adm ission 58 rem ained in the study at 12 
m onths. Fifty spouses were also inter
viewed at 12 months.

On adm ission there w ere 63 m ales and 
10 fem ales, by twelve months there were 
48 males and 10 fem ales. The dropouts 
from  the study were thus all males. O f 
these five had died and the others could 
not be traced.

Seventy five percent o f the sam ple was 
m arried. On admission 70% of the sam 
ple was em ployed, the average annual 
incom e was >R50,000 and the average 
educational level was >grade 12. One 
year later only 37% of the sample was 
em ployed.
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TABLE 1:
The medical factors indicating the severity of the disease

LVEF No. vessels 
bypassed

Previous Ml Previous
CABG

mean value 51% 2.8 58% 7%
LVEF (Left Ventricular Ejection Fraction); Ml (Myocardial Infarct); 
CABG  (Coronary Artery Bypass Grafting).

Im proved quality o f life was evaluated in the sam ple at 12 
months by assessing im proved functional capacity, absence of 
angina and return to work or recreational activities. Com plete 
data was available on 56 o f the 58 subjects rem aining in the 
study.

Seventeen patients, all males, had an im proved quality o f life 
and 39 subjects did not.

Having established two groups (Group 1 with an improved 
quality o f life and G roup 2 with no im proved quality o f life) all 
the independent variables could be com pared and those that 
were significantly different are shown in Table 2 and Table 3.

TABLE 2:
Significant variables in subjects with an improved quality 
of life on admission

Chi-square

Improved quality of life if: 

(Categorical data)

df x2-value p-value

Male 1 5.307 0.012

Married 1 5.439 0.020

Income > R50 000 p/a 1 4.736 0.030

Normal sex life 1 5.094 0.036

Patients with improved quality of life were married men, earning 
an income greater then R50,000 per year and who regarded 
their sex life as normal.

TABLE 3:
Significant variables in subjects with an improved quality 
of life at twelve months

One year after the operation patients w ith improved quality of 
life reported their sexual perform ance to be normal or better than 
before the operation, they were not depressed, and they had no 
m edical symptoms. Their spouses considered them m ore active 
than before the operation and also regarded them  as com pletely 
cured by the operation.

Identification o f self-responsibility as a factor in improved 
quality o f life

Having established two groups of patients, w ith and without 
im proved quality o f life, acceptance o f self-responsibility as a 
factor in improved quality o f life could be determ ined. The sta
tistical analysis is shown in Table 4.

TABLE 4:
Determining self-responsibility in patients with improved 
quality of life

Self-
responsible

Not self- 
responsible

Total

Improved quality 

of life

17 0 17

No improved 

quality of life

24 15 39

Total 41 15 56

All 17 patients w ith im proved quality o f life w ere responsi
ble.(Chi-square = 8.931, 

p= 0.003).
The following statem ent can therefore be made: self-respon- 

sibility is a significant factor in patients w ith an im proved qual
ity o f life.

A ll the patients rem aining in the sam ple at one year were 
judged as responsible or not responsible according to the crite
ria suggested by Eales and Stewart (1994).These included 
patients’ and spouses’ know ledge o f the chronic nature o f the 
disease, com pliance w ith risk factor m odifications and the abil
ity to control stress. A ll 58 subjects had sufficient data to allow 
for this analysis as shown in Table 5 and Table 6.

Chi-square

Improved quality of life if: 

(Categorical data)

df x2-value p-value

Absence of breathlessness 1 6.898 0.009
Knowledge that smoking 

had an effect on CVS

1 8.662 0.003

Sexual performance 

normal or better than before

1 9.873 0.002

No symptoms post-operatively 1 5.298 0.021

Not depressed 1 6.842 0.009

Spouse knew diet 

patients had to follow

1 4.325 0.038

Spouses considered 

operation a cure

1 6.105 0.013

Spouse considered patient's 

activity levels > pre-operative 

level

2 8.850 0.012
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TABLE 5:
Significant variables evaluated on admission in patients who 
were self-responsible

Chi-square

Patients had accepted 

self-responsibility if: 

(Categorical data)

df x2-value p-value

Married 1 7.739 0.005

Education >grade 12 1 6.371 0.012

Diabetes Mellitus 1 4.417 0.036

Income > 50 000,00 1 3.863 0.049

Self-responsible subjects w ere m arried, had a level o f 
education beyond grade 12, and an incom e that was greater than 
R50,000 per annum. All the diabetic patients, who are patients 
who have learnt to deal with a chronic disease, were in 
this sample.
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TABLE 6:
Significant variables evaluated at 12 months in patients who 
were self-responsible

Spouses of the patients who accepted self-responsibility 
thought they were cured by the operation. The self-responsible 
patients were depressed. The patients in the group who had 
accepted self-responsibility were satisfied with the outcome of 
the operation.

Knowledge scores for subjects were scored out o f 35 and 
consisted of their knowledge of the m edical condition, the sur
gical procedure, and risk factor m odification. The spouses were 
scored out o f 20 and evaluated on their know ledge of the chron
ic nature of the disease and risk factor m odification. The statis
tical analysis of these scores is shown in Table 7.

TABLE 7:
Knowledge scores of subjects and spouses.

Over a period o f six months spouses of patients who had 
becom e self-responsib le w ere the only group w ho had 
improved their know ledge scores. A ll other groups had less 
knowledge at 12 months than at six months.
DISCUSSION:

Patients w ith improved quality o f life were m ales, married 
and with an income exceeding R50,000 p.a. The acceptance of 
self-responsibility is a significant factor for the improved qual
ity o f life in patients suffering from  chronic disease.

The outcome of rehabilitation cannot be judged as being suc
cessful if patients do not have an improved quality o f life as 
well as accepting self-responsibility for their rehabilitation.

A ll 17 patients w ith an im proved quality o f life had accepted 
self-responsibility. The opposite how ever is not true because all

patients who were self-responsible did not have an improved 
quality o f life.

M edical factors were not predictive for acceptance o f self
responsibility.

The psychosocial factors were m ore important. That patients 
had knowledge, had a certain incom e, were educated, were sup
ported by their spouses and w ere satisfied with the outcom e of 
the operation were the most im portant determ inants o f accep
tance o f self-responsibility.
CONCLUSION

Self-responsibility is an im portant factor in the successful 
outcom e o f coronary artery bypass surgery, which in this study 
was used as an exam ple o f chronic disease. The outcom e of 
rehabilitation can be influenced by assisting patients to become 
responsib le for their rehabilitation . Self-responsib ility  is 
dependent on the know ledge o f the patient, as well as the 
spouse, on the chronic nature o f the disease as well as risk fac
tor m odification. Apart from  having the know ledge the patient 
also has to com ply to risk factor modification. Patients should 
have realistic expectations o f the outcom e of rehabilitation. 
Such expectations w ould assist them  to be satisfied with the 
outcome. Satisfaction w ith the outcom e w ould lead to accep
tance o f self-responsibility.
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Chi-square
Patients accepted 
self-responsibility if:

(Categorical data)

df x2-value p-value

Satisfied with outcome 
of operation

1 4.526 0.003

Depressed 1 4.462 0.035

Knew effect of smoking 
on the CVS

1 5.546 0.019

Spouses judged patient to be:

Cured by the operation 1 6.105 0.013

More active than 
before the operation

1 7.860 0.005

Patients Mean Score 
(Total = 35)

Mann Whitney test 
(p-value)

Group 1 17.8 0.0177

Group 2 14.5

Spouse/ 
care-giver of:

Mean Score 
(Total = 20)

Group 1 10.9 0.0033

Group 2 6.4
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