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Background: Although acute coronary syndrome impacts patients’ health-related quality of
life, a dearth of studies explore this issue in Indonesia. Thus, understanding factors associated
with health-related quality of life among patients with acute coronary syndrome is a necessity.
Objective: This study aimed to examine the relationships between age, pain, dyspnea,
functional status, self-efficacy, social support, and health-related quality of life in patients with
acute coronary syndrome in West Java, Indonesia.
Methods: This study employed a descriptive correlational study involving 186 patients with
acute coronary syndrome purposively selected in the outpatient clinics of the top referral public
hospital. Data were collected in 2020 using validated instruments: Rose Questionnaire for
Angina (RQA), Rose Dyspnea Scale (RDS), Seattle Angina Questionnaire (SAQ), General
Self-efficacy Scale (GSE), ENRICHD Social Support Instrument (ESSI), and MacNew HealthRelated Quality of Life. Data were analyzed using descriptive statistics and Spearman-rank
correlation.
Results: Overall, the health-related quality of life in patients with acute coronary syndrome
was high (Mean = 4.97, SD = 0.92), including in its subscales: emotional (Mean = 4.94, SD =
0.88), physical (Mean = 5.07, SD = 1.12), and social (Mean = 5.05, SD = 1.55) subscales.
Significant factors related to health-related quality of life were pain (r = 0.296, p <0.001),
functional status (r = 0.601, p <0.001), dyspnea (r = -0.438, p <0.001), and self-efficacy (r =
0.299, p <0.001). Meanwhile, age and social support had no significant relationships with
health-related quality of life (p = 0.270, p = 0.059). Interestingly, social support was significantly
correlated with the emotional subscale of health-related quality of life (r = 0.156, p = 0.034).
Conclusion: Functional status, pain, and self-efficacy were positively correlated with healthrelated quality of life, while dyspnea had a negative association. This finding serves as basic
information for nurses and other healthcare professionals to consider the related factors
identified in this study to improve nursing interventions in order to increase health-related
quality of life among patients with acute coronary syndrome.
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Background

(RISKESDAS), the prevalence of Coronary Heart Disease
(CHD) based on doctor diagnosis was approximately 0.5%
(883,447 persons), while based on medical doctor-diagnosis
or symptoms, it was around 1.5% (2,650,340 persons)
(Indonesian Ministry of Health, 2013). Regarding doctor
diagnosis, West Java was the highest among all provinces in
Indonesia, at 0.5% (160,812 patients) of the total CHD
patients. Still, East Java had the highest data based on the
symptoms at 1.5% (144,279 patients), and 95% were more
than 25 years old (Indonesian Ministry of Health, 2013).
The terms Acute Coronary Syndrome (ACS) (OGara et al.,
2013), Acute Myocardial Infarction (AMI), CardioVascular

The Indonesian Heart Association (IHA) reports that coronary
artery disease is the most common cause of mortality
worldwide at 36% in 2020, as well as in Indonesia at 26.4%
(Indonesian Heart Association, 2019). It has been supported
by a previous report by World Health Organization (WHO) that
ischemic heart disease has been growing in number and ranks
second after stroke (WHO, 2015). Also, the ischemic disease
is considered the second cause of the largest mortality
(Usman et al., 2019). In addition, according to the Basic Health
Research of Indonesia or called Riset Kesehatan Dasar
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Diseases (CVD), and even coronary heart disease are often
used interchangeable, although there are some distinctions
among those (Sanchis-Gomar et al., 2016). For example,
American Heart Association (AHA) explains that ACS refers to
a wide range of conditions by acute myocardial ischemia and
infarction due to a sudden reduction in coronary blood flow
(Amsterdam et al. (2014). But, then, another study explains
that unstable angina (UA), non-ST-elevation myocardial
infarction (NSTEMI), and ST-elevation myocardial infarction
(STEMI) are also ACS. In contrast, NSTEMI and STEMI are
included in Myocardial Infarction (MI) (Singh et al., 2022).
Thus, it may create confusion.
However, despite the terms related-CHD, CAD or ACS
affects the patients’ mortality (Nuraeni et al., 2021). Major
events related to myocardial infarction and angina in coronary
heart disease were around 60% (Sanchis-Gomar et al., 2016).
Mostly, patients with ACS, especially MI, could survive
approximately 80% after coronary events; the youngest
survivors are a high-risk group that needs crucial prevention
programs for long-term care of AMI (Radisauskas et al., 2019).
Nevertheless, in the Indonesian population, the amount of
information on survival myocardial infarction is limited, but the
number of CAD patients that encompass ACS has been
shown to represent the AMI population.
The acute coronary syndrome has an impact on many
aspects of patients’ lives, including physical, psychological,
emotional, and social elements (Aljabery et al., 2017; Krethong
et al., 2008). Many patients in developing countries have a low
Health-Related Quality of Life (HRQOL). For example,
Aljabery et al. (2017) revealed that patients' quality of life was
low in Jordan. The physical domain was the most affected,
followed by the emotional and social domains. However, a low
score of HRQOL can affect the recovery process, decrease
compliance with treatments, reduce the capacity to perform
activities of daily living, increase the rate of hospital
readmission, and put the patient at risk for complications and
death (Rodriguez & Mahaffey, 2016).
In Indonesia, to our knowledge, several local studies have
been published on patients with ACS and Quality of Life
(QOL). For instance, Santoso et al. (2017) reported that more
than half of the patients with ACS have low QOL in Semarang,
Indonesia. In addition, two research in Yogyakarta, Indonesia,
revealed that almost half of the respondents had a poor quality
of life in psychological and sexual aspects (Deiwi & Widaryati,
2015; Fitrari et al., 2015). Furthermore, Nuraeni et al. (2016)
explored factors related to QOL in patients with ACS in Hasan
Sadikin Hospital, Bandung, Indonesia. They found that
revascularization, rehabilitation, anxiety, depression, and
spiritual wellbeing had strong associations with QOL.
However, these factors may not explain all factors related to
QOL and not specifically focus on HRQOL. Thus, our study
aimed to determine the level of HRQOL and its related factors
in patients with ACS in West Java, Indonesia.
According to Wilson and Cleary Model (Wilson & Cleary,
1995), some factors are related to HRQOL, such as biological
and physical factors, symptoms, functioning, and social
support factors. But our study only focuses on individual
characteristics (age and self-efficacy), symptom status (pain,
dyspnea), functional status, and characteristic environment
(social support). The rationales for each variable in our study
are explained in the following.

Age. Age is the duration or a measure of time of the
existence of an individual with ACS. Aging mechanism
combined with inflammatory process and progression of
atheroma with the formation and expansion of necrotic core,
fibrous cap, matrix accumulation, and various degrees of
plaque instability yields atherosclerotic. This process leads to
STEMI and NSTE-ACS, in which this patient characteristic is
having an imbalance between oxygen demand and supply
(Dai et al., 2016). Thus, older adults have more classifications
with more multivessel and main diseases. In other words, an
increasing age decreases the physical health of HRQOL
(Hawkes et al., 2013). Also, Jankowska-Polanska et al. (2016)
also stated that older age could predict lower HRQOL in
patients with ACS. Interestingly, another research showed no
significant difference between age and quality of life
(Thiruvisaakachelvy et al., 2019). Hence, it needs more
exploration of whole HRQOL aspects among patients with
ACS.
Self-efficacy. Self-efficacy is confidence in self-care ability
(Bandura, 1977) and patient’s belief regarding HRQOL,
including illness management and rehabilitation (Banik et al.,
2018). Healthcare professionals should focus on not only the
physical aspect of the patients but also the quality of life in
terms of physical, psychological, mental, and social life
(Nuraeni et al., 2021). Motivating patients to involve in their
health and disease management and assisting them is one of
the best alternative ways. When the patients can deal with it,
they will accept to live with this and reduce adverse effects on
their life (Barham et al., 2019). Brink et al. (2012) reported that
self-efficacy is positively associated with HRQOL.
Pain. Pain, or chest pain in this study, is typically described
as pressure, burning, or squeezing sensation across the
precordium, next, shoulder, jaw, arm, and abdomen (Coven et
al., 2016). Physiologically, the pain will come upon a patient
with ACS as the primary manifestation clinic and worsen if the
ACS has dire prognoses (Amsterdam et al., 2014; Coven et
al., 2016). In addition, there is an association between chest
pain and HRQOL (Rieckmann et al., 2020).
Dyspnea. Dyspnea is shortness of breath or sensation of
difficult and uncomfortable breathing that is common among
those with ACS and is strongly associated with quality of life.
Increasing oxygen demand leads to exertional chest and
dyspnea (Coven et al., 2016). Thus, the higher dyspnea, the
worse the quality of life (Arnold et al., 2009).
Functional Status. It is the capability to do daily activities
(functional capacity, performance, reserve, and utilization).
The functional status is often used interchangeably, such as
health status, quality of life, physical functioning, physical
activities, and activities of daily living (Bakas et al., 2012;
Saiwutthikul et al., 2021). There is limited evidence to use this
term on patients with ACS. According to Wu et al. (2016), the
patients with better functional status had a better quality of life.
Social Support. Social support is indicated as a related
factor to CHD (Khayyam-Nekouei et al., 2013). It is also
supported by Wang et al. (2014) revealed that perceived social
support significantly affected HRQOL. The social support can
be from family, spouse, and community.
Health-related quality of life. It refers to health status and
is viewed as a continuum of increasingly complex patient
outcomes: biological/physiological factors, symptoms,
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functioning, and overall wellbeing or quality of life in patients
with ACS (Wilson & Cleary, 1995).
On the other hand, in regard to the nursing significance of
the study, HRQOL is one of the most important aspects of
nursing outcomes (King, 2006). Nurses and advanced practice
nurses have taken on key roles in caring for patients with ACS,
CHD, or other cardiac diseases, particularly in evaluating
lifestyle and managing single and multiple risk factors,
including hypertension, smoking, lipids, diabetes, and other
factors, through specialized clinics and programs in primary
care, worksites, cardiac rehabilitation, and discharge planning.
Thus, the results of this study help nurses understand the
factors related to HRQOL, especially to improve nursing
interventions in patients with ACS.

period, was used to assess patients' level of dyspnea with
ordinary activities. For each patient, the highest limitation
associated with dyspnea is the RDS score designated with a
range from 0 to 4, which indicates no dyspnea for 0 and 4,
indicating dyspnea with ordinary washing and dressing (similar
to the New York Heart Association class scoring for heart
failure). The RDS has been validated in patients with CAD and
has shown to be associated with quality of life,
rehospitalization, and long-term survival in patients with CAD
(Arnold et al., 2009). In our study, the instrument was
translated into Bahasa Indonesia and had a CVI score of 0.82.
Fourth, Seattle Angina Questionnaire (SAQ) to monitor
disease-specific functional status. The instrument consists of
19-item consisting of physical limitation (question 1) caused by
coronary artery disease, anginal stability (question 2) over the
preceding month, frequency of angina symptoms (questions
3-4), satisfaction with treatment (questions 5-8), and patients'
perceptions (questions 9-11) of how their coronary disease
limits the quality of their lives. Scores range from 0 to 100, with
higher scores indicating better health status. A clinically
significant change is between 5 and 8 points (Chan et al.,
2014; Spertus et al., 2000; Spertus et al., 1995). This
instrument is available in the Bahasa Indonesia version from
previous research (Nuraeni et al., 2016).
Fifth, General Self-Efficacy Scale (GSE) (Schwarzer &
Jerusalem, 1995) was used to measure self-efficacy. It is a 10item questionnaire concerning self-confidence, e.g., dealing
efficiently with unexpected events, handling unforeseen
situations, and finding solutions to problems. Each question
was answered using a 4-point scale with scores from not at all
true =1 to exactly true = 4 (range 10-40). The Cronbach's alpha
coefficient in the present sample from 23 countries ranged
from 0.76 to 0.90, with the majority in the high 0.80s. The
Indonesian version of this scale is available (Schwarzer &
Jerusalem, 1995).
Sixth, the ENRICHD Social Support Inventory (ESSI)
(Vaglio et al., 2004) was used, and it is suitable for a cardiac
population that has been validated and reliably tested by many
studies (Bucholz et al., 2014; Vaglio et al., 2004). The ESSI
full version contains a 7-item self-report survey that assesses
four social support domains: emotional, instrumental,
informational, and appraisal. The remaining five items (1, 2, 3,
5, and 6) were summed to create a total score ranging from 5
to 25, with higher scores indicating greater perceived social
support. This 5-item scale has been validated and highly
correlated with the full-length 7-item scale. It has also been
used in a previous study of patients with coronary artery
disease (CAD) (Bucholz et al., 2014). In our research, this
instrument was translated into Bahasa Indonesia, with a CVI
of 1.0 and Cronbach’s alpha of 0.67.
Seventh, MacNew heart disease health-related quality of
life (MacNew) (Höfer et al., 2016) to measure HRQOL. This
instrument consists of 27 items divided into three major
domains (physical, emotional, and social) with a Likert scale
from 1 to 7 for each item. The global score for the instrument
ranges from 7 to 189. After that, the global score's mean was
calculated, ending with a minimum score of one, indicating low
QoL, and a maximum score of seven interpreted as high QoL.
The score was calculated for the physical and social domain
by the mean score of the 13 items representing the domain. In
contrast, the emotional subscale was calculated by the mean

Methods
Study Design
A descriptive correlational design was used. This study was
conducted at a top referral public hospital in Bandung, West
Java, Indonesia.
Samples/Participants
A total of 186 patients in the outpatient department were
included in this study. Purposive sampling was used in
selecting the samples according to inclusion criteria: (i) age
between 25 and 60 years old, (ii) CAD patient with a history of
angina, NSTEMI, and STEMI, (iii) be able to speak, read, and
write in Bahasa Indonesia, (iv) at least one month after
discharge from hospital, (v) treated by medication and
revascularization, (vi) having good hemodynamic and
consciousness, and (vii) willing to be a participant in this study.
The exclusion criteria were those with rheumatic heart
disease, arrhythmia, and other unstable hemodynamic
conditions.
Instruments
There are six parts of the instruments in this study: First, the
socio-demographic characteristics section, which consists of
close-open inquiries about age, gender, weight, height, marital
status, smoking activity, diabetes mellitus history, education,
occupation, and disease duration.
Second, Rose Questionnaire for Angina (RQA) to assess
pain or chest pain. Initially, this instrument contained seven
questions to define angina pectoris and indicated possible
myocardial infarction by responding to a single question
(Rose, 1962). If yes to questions 1 and 2, 3 or 4, 'stops or slow
down' for question 5, 'relieved' for question 6, '10 min or less'
for question 7, 'sternum' or 'left anterior chest and left arm' for
question 8 diagnosed as 'incident case of angina pectoris'
(Rahman et al., 2013). RQA has been translated into many
languages, such as Hindi, Punjabi, Urdu, and Bengali
(Fischbacher et al., 2001). To use in our study, this instrument
has been translated into Bahasa Indonesia and obtained a
Content-Validity Index (CVI) score of 0.95. As a result, we
used one question about their chest pain history for having
angina. This questionnaire is used for the diagnosis of angina.
Hence, the patients have been diagnosed with ACS by
physicians.
Third, the Rose Dyspnea Scale (RDS) (Rose et al., 1982),
consisting of a 4-item questionnaire with a 1-month recall
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score of the 14 items representing the domain. The scale has
been translated to Bahasa Indonesia, with a CVI of 1.0 and
Cronbach’s alpha of 0.91.
In this study, the Back-Translation technique was used for
the translation process of the instruments of RQA, RDS, SAQ,
ESSI, and MAcNew. The instruments were translated from the
English version to Bahasa Indonesia by two bilingual
translators who were good both in English and Bahasa
Indonesia. During the translation process, the focus of the
experts was on cross-cultural and conceptual, rather than on
linguistic/literal equivalence. For the validity testing of the
Indonesian version, five experts in adult nursing, especially
internal disease-specific cardiovascular, both academicians
and practitioners in Indonesia, were included. The original
authors granted permission to use all instruments, except for
RQA, RDS, and ESSI, as they are open access licensed by
WHO (Rose, 1962; Rose et al., 1982) and Vaglio et al. (2004).

characteristics of smoking activity and diabetes
disease history, most participants were not smokers
no diabetes mellitus (79%). For disease
characteristics, 33.3% of the participants had ACS
months (Table 1).

mellitus
and had
duration
for 7-12

Table 1 Demographic characteristics of participants (N = 186)
Demographic Characteristics
Age (years)
25-44
45-59
60-74
75-90
Mean, SD (55.69, 10.15)
Min-Max (28-85)
Gender
Male
Female
Marital status
Single
Married
Divorced/Widowed
Body Mass Index (BMI)
Underweight
Normal Weight
Overweight
Obesity Class 1
Obesity Class 2
Extreme Obesity
Educational level
Non-education
Primary school
Secondary school
High school
Diploma
College/University
Occupation
Employee
Government Officer
Entrepreneur/Own Businessmen
Student
Worker
Labor
Farmer
Housewife
Unemployed
Others
Income (million Rupiahs/month)
Low Income
Middle Income
High Income
Very High Income
Active Smoking
Smoking
No Smoking
Diabetes mellitus
Yes
No
Duration of disease (ACS)
1-3
4-6
7-12
13-36
37-72
>72

Data Collection
Data were collected in 2020 by the researchers and a research
assistant (a nurse). The first researcher coordinated with the
nurse at the cardiovascular outpatient clinic department about
the procedure of data collection. The nurse helped collect data
by spreading questionnaires and recollected them from the
participants. During the data collection, the researchers and
the research assistant explained to patients the contents of the
measurements and ensured that the instruments were fully
understood comprehensively.
Data Analysis
Descriptive statistics and Spearmen rank correlation were
used for statistical analysis in this study. The relationship
magnitude and strength were determined by the following
criteria: r = 0.10 - 0.29 (small or low relationship), 0.30 – 0.49
= medium relationship, and 0.50 – 1.0 = strong or high
relationship (Cohen, 1988; Kyoungrim et al., 2019). The value
of significance (2-tailed) is less than 0.05 significant at a
95% confidence interval. The Statistical Package for the
Social Sciences, version 22.0 (SPSS 22.0), was used for
analysis.
Ethical Consideration
This study was approved by the Institutional Review Board
Ethical Committees of Hasan Sadikin General Hospital
(approval no. LB.02.01/X.6.5/185/2020) and Health School
Science of Bhakti Kencana. Informed consent was assured
prior to data collection. This article was derived from a master
thesis of the first author (Imam & Jitpanya, 2020).

Results
Characteristics of the Participants
Of the total participants, males were dominant (65.6%). Almost
half of them had normal weight (44.6 %), while few patients
had obesity class 1 (10.8%), obesity class 2 (2.2%), and
underweight (3.2%).
Less than half of them (32.8%)
graduated from high school. Regarding occupation, almost a
fourth of them were housewives (22%), followed by
government officers and entrepreneurs (16.7%), employees
(14.5%), laborers (9.1%), and others (8.6%). In addition, a
fourth of them had a lower income (39.2%). For the
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n

%

22
105
50
9

11.8
56.5
26.9
4.8

122
64

65.6
34.4

6
162
18

3.2
87.1
9.7

6
83
72
20
4
1

3.2
44.6
38.7
10.8
2.2
0.5

6
42
21
61
18
38

3.2
22.6
11.3
32.8
9.7
20.4

27
31
31
4
3
17
2
41
14
16

14.5
16.7
16.7
2.2
1.6
9.1
1.1
22.0
7.5
8.6

73
20
30
63

39.2
10.8
16.1
33.9

39
147

21
79

39
147

21
79

22
21
62
42
12
27

11.8
11.3
33.3
22.6
6.5
14.5
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Health-Related Quality of Life (HRQOL)
Overall, the health-related quality of life in patients with acute
coronary syndrome was high (Mean = 4.97, SD = 0.92),
including in its subscales: emotional (Mean = 4.94, SD = 0.88),
physical (Mean = 5.07, SD = 1.12), and social subscale (Mean
= 5.05, SD = 1.55) (Table 2).

correlation between age and total global score of HRQOL (r =
0.081, p = 0.270) including with all subscales: emotional (r =
0.123, p = 0.095), physical (r = 0.058, p = 0.438), and social
subscales (r = 0.093, p = 0.205). Similarly, there was no
significant relationship between social support and the total
score of HRQOL (r = 0.139, p = 0.059) but significantly
correlated with the emotional subscale (r = 0.156, p = 0.034).
Regarding strength association among variables, only
functional status had a strong relationship with total score of
HRQOL (r = 0.601) and in almost all subscales, such as for
physical (r = 0.605) and social (r = 0.586) subscales, except
for emotional dimension (r = 0.488). Dyspnea had a negative
and medium correlation with total global score (r = -0.438) and
its all dimensions – emotional (r = -0.367), physical (r = 0.445), and social (r = -0.455) dimensions.
In contrast, chest pain and self-efficacy had positive and
low correlations with the total global score. As seen from the
subscales, self-efficacy had a moderate relationship with the
emotional subscale (r = 0.349), and pain had a medium
correlation with the physical subscale (r = 0.314). For the
social support variable, a weak correlation was found with the
emotional subscale of HRQOL (r = 0.156).

Table 2 Distribution of mean and standard deviation of HRQOL and
its subscales (N = 186)
HRQOL
Global score (Total score)
Emotional subscale score
Physical subscale score
Social subscale score

Mean

SD

4.97
4.94
5.07
5.05

0.92
0.88
1.12
1.55

Factors Related to Health-Related Quality of Life
Table 3 shows that pain (r = 0.296, p <0.001), functional status
(r = 0.601, p <0.001), self-efficacy (r = 0.299, p <0.001) had
positive significant relationships with HRQOL and its domains.
While dyspnea was negatively correlated (r = -0.438, p <0.001)
with HRQOL and its subscales. Surprisingly, no significant

Table 3 Correlations between independent variables and HRQOL
Variables
Age
Chest pain
Dyspnea
Functional status
Self-efficacy
Social support

HRQOL (Total score)
r
p-value
0.081
0.296
-0.438
0.601
0.299
0.139

0.270
<0.001*
<0.001*
<0.001*
<0.001*
0.059

Emotional Subscale
r
p-value
0.123
0.237
-0.367
0.488
0.349
0.156

0.095
<0.001*
<0.001*
<0.001*
<0.001*
0.034*

Physical Subscale
r
p-value
0.058
0.314
-0.445
0.605
0.287
0.080

0.438
<0.010*
<0.001*
<0.001*
<0.001*
0.276

Social Subscale
r
p-value
0.093
0.265
-0.455
0.586
0.286
0.096

0.205
<0.001*
<0.01*
<0.001*
<0.001*
0.194

*Correlation is significant at p-value <0.05 (2-tailed)

Discussion

al., 2019). Indeed, self-efficacy assessment is a standard
approach to measuring the potential of self-management (Tan,
2016). Moreover, HRQOL is a recognition concern as the
outcome (Ali et al., 2020). So, the enhancing effect of chronic
care is associated with self-efficacy improvement (Peters et
al., 2019). However, the study results were in line with Barham
et al. (2019) and Brink et al. (2012) reported that self-efficacy
is positively associated with HRQOL.
Additionally, our study revealed that pain had a low positive
significant correlation with HRQOL. However, this aligns with
Rieckmann et al. (2020) found an association between chest
pain and HRQOL. Rationally, ischemic will decrease blood
flow in the coronary artery, leading to chest pain. Handrinos et
al. (2014) stated that chest pain is the most complaint
correlated to a concordant diagnosis of ACS. Consequently,
the patients will limit their activities and decrease their physical
quality of life (Rieckmann et al., 2020).
Dyspnea has a moderate negative correlation with
HRQOL. This, however, makes sense that if dyspnea occurs,
the patients feel uncomfortable breathing and limit their
movement. In other words, the more dyspnea, the more
suffering the life of the patients. This is in line with Barnett et
al. (2017) and Arnold et al. (2009) that dyspnea was most
common in patients with ACS and was negatively related to
the quality of life.
Interestingly, there was no correlation between age and
HRQOL in our study. As seen from the data, the age variable
had an SD score of 10.15, which describes the spreading of

This study aimed to determine the level of HRQOL and its
related factors among patients with ACS in West Java,
Indonesia. Surprisingly, the average of the HRQOL (total score
and all subscales) was high compared to the level of HRQOL
among these kinds of patients from previous studies (Aljabery
et al., 2017; Kahyaoglu Sut & Unsar, 2011; Santoso et al.,
2017).
In addition, our study revealed that functional status, selfefficacy, pain, and dyspnea had significant relationships with
HRQOL and its subscales. Of all variables, only functional
status had a strong positive relationship with HRQOL. This is
in line with Wu et al. (2016) indicated that functional status was
positively associated with quality of life. Further, the additional
knowledge from our study that the functional status had a
strong correlation in physical and social subscales of HRQOL,
except in the emotional subscale, only a medium association.
A significant correlation between self-efficacy and HRQOL
was also determined, but with a low positive correlation.
However, this indicated that the patients have a belief about
their abilities to complete their tasks in daily routines that could
enhance to master patients' sense of living with the disease
(Bandura, 1977), which increases the overall quality of life
(Loo et al., 2016). In other words, when these patients have
good confidence to preserve functioning in daily life, it could
be seen that they have improved their quality of life (Peters et
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remind the patients’ families, alternatives, and friends that their
roles are important to the patients.
Last, it is recommended for the Government of Indonesia,
the Ministry of Health, Policymakers, and hospital and
healthcare center managers to provide an integrated system
to prevent any advanced problems regarding the cardiac event
and to promote healthy living to avoid any risk factors, such as
an expansion of free smoking area and physical activity area,
providing more green area, and routine medical checkup.

data from the smallest number to the most prominent data.
Thus, according to our study, all age groups could have ACS,
not only older people but also younger patients (68%),
especially the age group 25 – 44 who had a low emotional
dimension of HRQOL. However, this finding was in line with
Hawkes et al. (2013) said that younger people had lower
mental or emotional health, but it is not in line with the
decreased physical health of HRQOL among older adults
(Hawkes et al., 2013). Additionally, from the study findings,
getting old with ACS does not mean the patients will have low
or high HRQOL. Age does not do anything with life quality.
Further, this research has one similar result showing no
significant difference between age and quality of life and its
subscale (Thiruvisaakachelvy et al., 2019).
In addition, social support had no correlation with HRQOL.
This is not in line with Wang et al. (2014) and KhayyamNekouei et al. (2013) revealed that perceived social support
had a significant relationship with HRQOL. However, it is also
interesting to note that although social support, in terms of the
total score, had no significant association with HRQOL, it was
statistically significant with the emotional subscale of HRQOL.
This is the additional knowledge to understand how social
support affects HRQOL in patients with ACS.

Limitations and Recommendations for Future Studies
This study's findings might not represent West Java and
Indonesia because data were gathered only in the central city.
Therefore, further research is needed with a larger, multiethnic
sample to understand HRQOL in patients with ACS in
Indonesia. In addition, the study findings did not present cause
effects; thus, a causal model to confirm the factors and predict
HRQOL is needed for future studies. Also, an intervention
study to improve HRQOL is necessary.

Conclusion
Pain, functional status, social support, and self-efficacy were
positively correlated with HRQOL, while dyspnea was
negatively associated. In addition, age had no relationship with
HRQOL. The study results serve as inputs for nurses and
other healthcare professionals to understand the factors
influencing HRQOL. The study results can also be used to
develop interventions to control and manage symptoms and
physical activity, improve self-efficacy, enhance social
support, and increase the quality of life among patients with
ACS.

Implications for Nursing Practice
The study revealed that self-efficacy, pain, dyspnea, functional
status, and social support were significantly associated with
HRQOL. Therefore, this study has several implications for
nursing practice: First, enhancing self-efficacy by nurses
among patients with ACS is necessary. It can be done through
consultation, health education programs, and life goals
workshops.
Second, it is related to chest pain. Nurses need to assess
or educate the patients on how to manage the pain, such as
using distraction, deep breathing, guided imagery, and other
methods. Additionally, it may be related to healthcare-seeking
behavior, drug adherence, and knowledge. Nurses need to
identify more about pain management, which can be an issue
to explore for future studies.
Third, regarding dyspnea. Nurses need to teach the
patients how to manage dyspnea or at least know how to
identify the triggers, know physical activities limitation, and
understand the possibility of side effects from the medicine.
Also, providing an intolerance assessment form when patients
complain of dyspnea may be necessary. During control, the
patients could be trained to increase tolerance in their activities
or self-detection-related strenuous activity.
Fourth, it is related to functional status. Indeed, being
physically active is a major step for patients with ACS.
However, there is no fastest process. Nurses need to keep
reminding the patients to keep weight under control, no high
cholesterol, no high blood sugar, and no high blood pressure,
which requires strict and discipline behavior.
Fifth, for the social support variable, our study tells that it is
essential and contributes to the emotional dimension of the
patients. However, it also indicates that nurses and other
healthcare professionals need to improve social support in
order to have an impact on all dimensions of HRQOL,
especially physical and social dimensions. Social support is
basically one of the sources of motivation for the patients to
move on and enhance their quality of life. Nurses need to
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