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Introduction

The social significance of diseases is related to
their incidence. The more frequently a disease is
seen in society, the more important it becomes as a
health problem(1). Coronary heart disease (CHD) is
the most common cardiovascular disease, causing
more than 50% of adult deaths in industrial soci-
eties. High morbidity and mortality, frequent onset
in the productive years of life, high treatment costs
and serious complications, among other factors,
make it into a very important social health prob-
lem(2-6). 

The World Health Organization (WHO)
reports that 17.3 million people lost their life in
2008 because of CHD, and another 23 millions are
predicted to follow them until the year 2030(7).

Coronary arterial disease (CAD) manifests
itself as angina pectoris, myocardial infarction (MI)
or sudden death(8,9).

Severe manifestations experienced by MI
patients may leave serious sequelae in the chronic
phase. Patients are negatively affected not only by
the fear of experiencing a relapse of the disease
symptoms but also by a suspicion of symptoms due
to other diseases, panic attacks and the fear of
death. This all may impair the patients’ physical,
emotional and social functioning and limit their sat-
isfaction with life (SWL)(10-13).

SWL is defined as a positive evaluation by an
individual of the person’s own life as a whole,
according to criteria set by the same individual.
SWL is a subjective belief of well-being; it involves
a comparison by the subject between one’s own cri-
teria and the perception of one’s living conditions,
and consequently one’s life. SWL relative to one’s
entire life is an important index, showing the quali-
ty of the subject’s mental health. Different hurdles,
stresses, conflicts or sudden negative changes (for
example disease or accidents) may lead to a fall in
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ABSTRACT

Objective: To research behaviours relative to satisfaction with life (SWL) and health-promoting lifestyle in patients having
experienced myocardial infarction.

Material and methods: The study was performed on 149 eligible patients coming for follow-up at the Cardiology Department
Outpatient Clinics. A personal data questionnaire, the Health Promotion Lifestyle Profile-II (HPLP II) form and the Satisfaction with
Life Scale (SWLS) questionnaires were used. 

Results: Patients aged 30-45 represented 25.5% of the total, as also did those aged over 81; 81.9% of patients were male,
56.4% were literate with no schooling, and 87.2% were married. SWLS mean scores were significantly different according to the dif-
ferent categories of professional and income status (p<0.05). HPLP II mean scores differed according to age, sex, educational status,
marital status, number of offspring, family type, income, level of myocardial infarction (MI) education and compliance with different
recommendations (p<0.05).  The SWLS was significantly correlated to the different subdimensions and the total score of HPLP II. 

Conclusion: Both demographic and disease-related characteristics of patients were found to affect the levels of SWL and
health promotion lifestyle. These two elements were positively correlated each other.

Key words: Myocardial infarction, health-promotion lifestyle behaviour, satisfaction with life.

Received November 01, 2013; Accepted December 31, 2013



the level of SWL(14). 
MI, which causes changes in life style, directly

affects SWL and health-promoting behaviour(15).
Health-promoting behaviour has been defined

as the control by the individual of all one’s own
behaviours that may affect health and the subject’s
selecting behaviours, in daily activity, that are con-
sonant with one’s healthy status(16). The WHO indi-
cates that 60% of people’s individual quality of
health is a result of their behaviour and lifestyle(17).

Different studies have shown that applying
health-promoting behaviours reduce disease inci-
dence and mortality. So, they are essential in dis-
ease prevention, early diagnosis and maintenance of
a healthy state(9,18,19). 

The aim of nursing, at this point, is to play a
supportive role to the patient, ensuring that the sub-
ject may take care of one’s self in the shortest time
possible, and to develop health-promoting behav-
iours by modifying the life style in order to increase
SWL(5,20).

This study was designed to study SWL and
HPLP in patients who had previously experienced
an MI.

Material and methods 

The study population consisted of patients
coming to the Erzurum Regional Teaching and
Research Hospital Cardiology Department outpa-
tient clinics for routine follow-up visits one month
or longer after MI. The Atatürk University Health
Sciences School Ethical Committee had approved
the study. The study objectives were explained to
the participants and their oral consent obtained.
They were informed that their personal data would
be used for scientific purposes only. A random sam-
pling method was used to select the study patients.
The study sample was made of 149 patients who
came to the outpatient clinics between April and
July 2012, had no cognitive defect and consented to
participate.

A nine-question form prepared by the investi-
gator was used to define the patients’ demographic
characteristics and the disease.

Satisfaction with Life Scale (SWLS) 
The SWLS, composed of five questions to

evaluate SWL, was developed in 1985 by Diener,
Emmons, Larsen and Griffin (21). A seven-answer
Likert-type response is used for each question (“do
not agree at all”, “do not agree”, “do not agree in

part”, “uncertain”, “agree in part”, “agree” and
“agree fully”). 

The score for each question may vary from
one to seven and the total score from five to thirty-
five. The higher the score, the higher is the level of
SWL. The validation and reliability study was per-
formed by Köker (1991) and Yetim (1993) for the
scale in Turkish(22,23).

Health-promoting Lifestyle Profile II (HPLP II) 
HPLP was first developed by Walker, Sechrist

ve Pender in 1987(24). It was revised in 1996 and
named HPLP II, the validity and reliability of
which was studied by Bahar et al in 2008(25).

This scale comprises 52 items and six subfac-
tors; assessment follows a four-choice Likert-type
scale as follows: never [1], sometimes [2], often
[3], regularly [4]. The lowest total score is 52 and
the highest 208. The higher the score, the higher is
the level of HPLP II(25).

Statistical Evaluation
Statistical analyses were performed using the

Statistical Package for Social Sciences (SPSS), ver-
sion 11.5 for Windows. The percentages, means and
standard deviations of the data were determined. In
this study, the variables exhibiting a normal distrib-
ution were analyzed using parametric tests, and the
variables not exhibiting a normal distribution were
analyzed using non-parametric tests. When compar-
ing data of demographic and disease characteristics
and SWLS’ and HPLP II’ means according to the
demographic and disease characteristics, as para-
metric tests, Student’s t-test and the analysis of
variance (ANOVA) were used. Non parametric
evaluations of the data were performed with Mann-
Whitney U test and Kruskall-Wallis test.
Correlations between SWLS and HPLP II scores
were analysed using Pearson correlation test. The
measure for statistical significance was established
as P < 0.05. 

Results

A look at the patient characteristics shows that
25.5% were aged 30-45 and another 25.5% were 81
and over; 81.9% were male, 56.4% were literate but
not educated, 87.2% were married, 64.4% lived in a
nuclear family and 34.2% were not occupied.

Table 1 shows the distribution of SWLS scores
according to different patient characteristics. No
significant differences could be established accord-
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ing to age, sex, educational status, marital status or
family type (p>0.05).

SWLS mean scores were significantly differ-
ent according to the categories of professional sta-
tus (p=0.001); the lowest SWLS was scored by the
unemployed, whereas the highest by the retired
patients.

No significant differences in SWLS could be
found according to the presence or absence of fami-
ly history of heart disease or the CAD duration.

Table 2 details the mean HPLP II scores by the
patients’ age groups and sex. No significant correla-
tion could be found between age and any of the
health responsibility, nutritional habits, interperson-
al relationships and stress management subdimen-
sion scores (p>0.05).

Age did, however, significantly correlate with
the physical activity and spiritual growth subdimen-
sion scores (p=0.002 and 0.032, respectively).
While physical activity was highest in the 30-45
and lowest in the 81 and above age group, the peak

for spiritual growth was in the 46-64 age group,
while lowest in patients over 81.

Age significantly correlated also with total
HPLP II score (p=0.009). The lowest scores were in
the 81 and over age group.

No significant correlation could be established
between patient sex and health responsibility or
interpersonal relationships subdimension scores
(p>0.05). 

Patient sex was correlated to the nutrition,
spiritual growth and stress management subdimen-
sion scores (p=0.037, 0.001 and 0.001, respective-
ly). The physical activity, spiritual growth and
stress management subscores were higher in males
whereas the nutrition one was higher in the female.

Patient sex also significantly correlated with
total HPLP II score (p=0.028); being lower in the
female patients.

Table 3 shows the mean HPLP II subdimen-
sion scores by educational and marital status.
Educational status was correlated to the health
responsibility, physical activity, spiritual growth
and stress management subdimension scores
(p=0.006, p<0.001, p<0.000, p<0.000 and p=0.049,
respectively). Subdimension scores for spiritual
growth, interpersonal relationships and stress man-
agement were highest in the middle school gradu-
ates and lowest in the illiterate patients. 

The highest score in the physical activity sub-
dimension was in the elementary school graduates
and the lowest in the illiterate patients (p<0.001).

No significant correlation was found between
the educational status and nutrition subdimension
scores (p>0.05).

Educational Status significantly correlated
with total HPLP II score (p<0.001). The lowest
total score was in the illiterate patients.

A comparison of HPLP II subdimension scores
disclosed no relationships with health responsibility
or nutrition (p>0.05).

There were, however, statistically significant
correlations of marital status with the spiritual
growth and stress management subscores (respec-
tively p<0.001 and p=0.001, 0.008 and 0.001). The
results showed higher physical activity, spiritual
growth, interpersonal relationships and stress man-
agement subscores than in the widowed patients.

Marital status significantly correlated with
total HPLP II score (p=0.001). The lowest score
was found in widowed patients.

Table 4 shows the distribution of HPLP II
scores by the patients’ occupation and family type. 
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Table 1: Comparison of SWLS means scores according
to patient characteristics and disease characteristics.



A significant correlation was not shown
between the patients’ occupation on one hand and
health responsibility or nutrition subdimension
scores on the other (p>0.05).

The difference was significant, though,
between occupation and the physical activity sub-
score (p<0.001); lowest was physical activity in the
unemployed subjects and highest among the retired.

Occupation was significantly correlated with
spiritual growth and stress management subscores
(p<0.001 for both). The spiritual growth, interper-
sonal relationships and stress management sub-

scores were lowest in the unemployed and highest
in the employees.

Occupation significantly correlated with total
HPLP II score (p<0.001). The lowest total score
was in the unemployed patients.

When examining HPLP II subdimension totals
according to family type, no significant differences
could be evidenced between that and health respon-
sibility, nutrition, spiritual growth, interpersonal
relationships or stress management (p>0.05). 

A significant difference according to physical
activity subscore was found among family types
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Table 2: Distribution of patients’ HPLP II scores by age and sex.

Table 3: Distribution of HPLP II mean scores according to patients’ educational and marital status.



(p=0.001); it was highest in patients living in
nuclear families.

Family type significantly correlated with total
HPLP II score (p<0.021). The lowest score was
found in patients who lived in extended families.

Table 5 compares HPLP II mean scores
according to the presence or absence of family his-
tory of heart disease or the disease duration. Family
history of heart disease did not seem to correlate
with either HPLP II subdimension or HPLP II total
scores (p>0.05). The result was similar for disease
duration.

Table 6 presents data showing a significant,
parallel correlation between SWLS and either the
subdimension or total scores for HPLP II (p<0.05).

Discussion

Data Relative to Satisfaction with Life Scale
(SWLS)

Even though no significant correlation had
been shown to exist between age and SWLS, the
highest mean scores were in the 46-64 age group
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Table 4: Distribution of HPLP II mean scores according to patients’ occupation and family type.

Table 5: Distribution of HPLP II scores according to the presence or absence of a family history of heart disease and
patients’ disease duration.

Table 6: Correlations between SWLS and HPLP II scores.



and the lowest in patients aged 81 or older one
(Table 1). Among the possible causes of the fall in
the SWL level with age are problems specific to the
advanced age group, such as cognitive and physical
regression, the abandonment of a productive func-
tion, changes in the social environment, weakening
of interpersonal support and the loss of health(26,27).

In the absence of a significant difference in
SWLS relative to the patients’ sex, mean scores
appeared higher in males (Table 1), a finding con-
sistent with the results of earlier reports(28,29).

SWLS scores seemed to be highest in middle
school graduates even though no significant differ-
ences relative to educational status had been evi-
denced (Table 1). While studies on different aspects
report an increase of SWL with increasing patient
education level(30,31), the fact that a large majority
(81%) of our subjects were illiterate or barely liter-
ate may have caused this finding.

Similarly, marital status was not found to be
correlating significantly with SWLS, while the
mean scores appeared to be higher in married
patients (Table 1). This impression was also consis-
tent with earlier studies. Spouses and children may
be considered the psychological and social support
of married patients and causing a better out-
come(29,30).

Likewise no significant difference could be
evidenced in SWLS according to family type while
mean scores seemed higher in patients living in an
extended family. 

SWLS score means were significantly differ-
ent according to occupation (p=0.001); the highest
scores being among the retired patients (Table 1).
This finding is similar to the result obtained by
Erdem et al. in a study performed in haemodialysis
patients. Retirement, along with the accompanying
aging, may be thought to cause such a result as the
individual considers having reached most of one’s
goals in life.

Discussion of Health-Promoting Lifestyle
Profile II (HPLP II) Data

Age group was significantly correlated with
the HPLP II physical activity and spiritual growth
subdimension scores and the total HPLP II score
(p=0.002, 0.032 and 0.009 respectively) (Table 2).
While physical activity fell with advancing age,
spiritual growth was at its highest in the 46-64 age
group and lowest in patients’ aged 81 and over one.
These findings were consistent with earlier stud-
ies(31-34). The inverse relationship between age and

physical activity may be ascribed to a worsening of
bodily condition. As for the increase, parallel with
age, of the spiritual growth level, it may be inter-
preted as a result of the already established charac-
ter of many facets of life and the perception of self
and to the larger portion of time dedicated to the
subject’s own person.

Patient sex was correlated to the HPLP II
physical activity, nutrition, spiritual growth and
stress management subdimension scores, as well as
the total HPLP II score (p<0.001 and p=0.037,
0.001 0.001 and 0.028, respectively) (Table 2). The
physical activity, spiritual growth and stress man-
agement subscores were higher in the males while
the nutrition subscore was higher in the female
patients. These findings in our study were consis-
tent with earlier reports(28, 31, 33-36).

A possible explanation for the higher level of
physical activity in the men might be the use of
such activity by the latter as a means for socializing
and getting rid of stress, while women may be
unable to reserve much time for it because of their
responsibilities regarding the care of children, fami-
ly and household, or their not attributing impor-
tance to exercise. The better and more correct nutri-
tion of women may be a result of their being at
home more often, which may entail a more regular
feeding pattern.

Educational status was correlated to health
responsibility, physical activity, spiritual growth,
interpersonal relationships and stress management
subdimension scores of HPLP II and to the total
HPLP II score (p=0.006, p<0.001, p<0.001, p<0.001,
p=0.049 and p<0.001, respectively) (Table 3).

HPLP II mean scores were highest in middle
school graduates and lowest in illiterate patients.
Reports from earlier studies, however, find that
HPLP II mean scores increase in parallel to the edu-
cational level(31,32,35).

Educational status was correlated to health
responsibility, physical activity, spiritual growth,
interpersonal relationships and stress management
subdimension scores of HPLP II and to the total
HPLP II score (p=0.006, p<0.001, p<0.001,
p<0.001, p=0.049 and p<0.001, respectively) (Table
3). HPLP mean scores were found to be higher in
married patients. These findings in our study were
similar to results of earlier studies(31,33,34).

It may be that the higher level of physical
activity, spiritual growth, interpersonal relationships
and stress management are a result of the support,
the order and the feeling of responsibility which

266 Merve Çayir, Rahşan Çevik Akyil



should go with the married status of these patients.
The patients’ occupation, on the other hand,

correlated with physical activity, spiritual growth,
interpersonal relationships and stress management
subdimension scores of HPLP II and the total HPLP
II score (p<0.001 all) (Table 4). While the physical
activity subscore was higher in the retired persons,
those measuring spiritual growth, interpersonal
relationships and stress management were elevated
among employees compared to other employment
status groups. The higher physical activity level of
retired patients might be traced back to their having
more time to dedicate to it. As for the better perfor-
mance in spiritual growth, interpersonal relation-
ships and stress management among employees, it
may be attributed to a supply of sources of support
in their professional environment, which could also
be providing a feeling of being useful to one’s self
and social environment, as well as more occupa-
tional self-reliance. 

The physical activity subscore and the total
score of HPLP II significantly depended on the
types of family in which the patient lived (p=0.001
and 0.021, respectively) (Table 4). The highest
physical activity subdimension score was among
patients living in nuclear families, a result that
might be theorized to result from the larger amount
of time the patient can reserve for one’s self. 

Family history of heart disease did not seem to
correlate with an HPLP II subdimension or the
HPLP II total score (p>0.05). A study by Thanavaro
et al.(35) of women with CHD found low mean
HPLP scores in subjects with family history of
heart disease.

We could not establish a significant correlation
between disease duration and HPLP II mean scores
(p>0.05) (Table 5). One could here risk the hypoth-
esis that individual health-promoting efforts (such
as obtaining the necessary education) affect the out-
come rather than disease duration.

A statistically significant relationship between
HPLP II and SWLS scores was also found (Table
6); this parallel relationship with SWLS also was
established for HPLP II subdimensions.  One may
think that the health-promoting behaviour of the
subjects would promote their wellness.

References

1) Karadakovan A. Kardiyovasküler hastalıkların toplum-
sal önemi (Social significance of cardiovascular dis-
ease). Ege Üniversitesi Hemşirelik Yüksek Okulu
Dergisi (Aegean University Nursing School Journal)
1998; 4: 53-56.

2) Öngen Z. Akut miyokard infarktüsünde tıpsal tedavi:
güncel yaklaşım (Medical treatment of acute myocar-
dial infarction: current approach). İstanbul Üniversite-
si Cerrahpaşa Tıp Fakültesi Sürekli Tıp Eğitimi
Etkinlikleri, Sempozyum dizisi (University of Istanbul
Cerrahpasa Medical School Continuing Education
Activities, Symposia Series) 2002; 29: 69-89.

3) Badır A, Demir Korkmaz F. Koroner Arter Hastalıkları
(Coronary artery diseases). In: Karadakovan A, Eti
Aslan F, eds. Dahili ve Cerrahi Hastalıklarda Bakım
(Care in internal medicine and surgical disease), 2nd
Edition. Adana (Turkey), Nobel Kitabevi. 2011: 473.

4) Abbaszadeh A, Borhani F, Asadi N. Effects of health
belief model-based video training about risk factors on
knowledge and attitude of myocardial infarction
patients after discharge. Journal of Research in
Medical Sciences 2011; 16: 195-199.

5) Irmak Z, Fesli H. Akut miyokard infarktüsünde sekon-
der koruma (Secondary prophylaxis in acute myocar-
dial infarction). Hacettepe Üniversitesi Hemşirelik
Yüksekokulu Dergisi (Journal of the Hacettepe
University Nursing School) 2005; 1: 84-96.

6) Özen A, Çelik S. Koroner anjiyoplasti ve intra koroner
stent uygulanan hastaların bakımı (Care of patients
with coronary angioplasty and coronary stent implan-
tation). Anadolu Hemşirelik ve Sağlık Bilimleri Dergisi
(Anatolian Journal of Nursing and Health Sciences)
2010; 13: 60-67.

7) World Healt Organization (WHO). Cardiovascular dis-
eases http://www.who.int/mediacentre/factsheets/
fs317/en/. Accessed: August 12, 2012.

8) Çavuşoğlu H. Medical Physiology. Istanbul (Turkey):
Nobel Kitabevi. 2001.

9) Da Luz P, Nishiyama M, Chagas ACP. Drugs and
lifestyle for the treatment and prevention of coronary
artery disease: comparative analysis of the scientific
basis. Brazilian Journal of Medical and Biological
Research 2011; 44: 973-991.

10) Fernandez R, Davidson P, Griffiths R, Juergens C,
Salamonson Y. Development of a health-related
lifestyle self-management intervention for patients with
coronary heart disease. Heart and Lung 2009; 38: 491-
498.

11) De Jong M, Chung ML, Roser LP, Jensen LA, Kelso
LA, Dracup K, McKinley S,Yamasaki K, Kim CJ,
Riegel B, Ball C, Doering LV, An K, Barnett M, Moser
DK. A five-country comparison of anxiety early after
acute myocardial infarction. European Journal of
Cardiovascular Nursing 2004; 3: 129-134.

12) Fennessy M, Fink AM, Eckhardt AL, Jones J, Kruse
DK, VanderZwan KJ, Ryan CJ, Zerwic JJ. Gender dif-
ferences in fatigue associated with acute myocardial
infarction. Journal of Cardiopulmoner Rehabilitation
and Prevention 2010; 30: 224-230.

13) McSweeney J, Cleves MA, Zhao W, Lefler LL, Yang S.
Cluster analysis of women‟s prodromal and acut
myocardial infarction symptoms by race and other

A study of satisfaction with life and health-promoting lifestyle Behaviours in patients after myocardial infarction 267



characteristics. Journal of Cardiovascular Nursing
2011; 25: 311-322.

14) Çeçen AR. Üniversite öğrencilerinde yaşam doyumunu
yordamada bireysel bütünlük duygusu, aile bütünlük
duygusu ve benlik saygısı (Individual and familial
integrity feeling and self-respect in the regression of
satisfaction with life among university students).
Eğitimde Kuram ve Uygulama (Journal of Theory and
Practice in Education) 2008; 4: 19-30.

15) Eski S, Fesci H. Miyokard infarktüsü geçiren bireylerin
yaşam kalitelerinin belirlenmesi (Characterizing quali-
ty of life of persons who experienced myocardial
infarction). Hemşirelik Araştırma Dergisi (Journal of
Nursing Research) 2002; 4: 22-35.

16) Pender NJ. Health promoting in nursing practice. 2.ed.
California: Norwalk. 1987.

17) The WHO cross-national study of health behavior in
school-aged children from 35 countries: Findings from
2001-2002. J Sch Health 2004; 74: 204-206.

18) Sanci LA, Coffey CM, Veit FC, Carr-Gregg M, Patton
GC, Day N, et al. Evaluation of the effectiveness of an
educational intervention for general practitioners in
adolescent health care: randomized controlled trial.
BMJ 2000; 320: 224-230. 

19) Wainwright P, Thomas J, Jones M. Health promotion
and the role of the school nurse: a systematic review. J
Adv Nurs 2000; 32: 1083-1091.

20) Birol L. Hemşirelik Süreci (The nursing process), 7th
Edition. Izmir (Turkey): Etki Matbaacılık. 2005.

21) Diener E, Emmons RA, Larsen RJ, Griffin S. The
Satisfaction With Life Scale. Journal of Personality
Assessment 1985; 49: 71-75.

22) Köker S. Normal ve Sorunlu Ergenlerde Yaşam
Doyumu Düzeyinin Karşılaştırılması (Comparing the
levels of satisfaction with life levels in normal and
responsible adults). Sosyal Bilimler Enstitüsü (Institute
for Social Sciences). Unpublished Master’s thesis,
Ankara: University of Ankara. 1991.

23) Yetim U. Life satisfaction: A study based on the organi-
zation of personal projects. Social Indicators Research
1993; 29: 277-289.

24) Walker SN, Sechrist KR, Pender NJ. The health pro-
moting lifestyle profile development and psychometric
characteristics. Nursing Research 1987; 36: 76-80.

25) Bahar Z, Beşer A, Gördes N, Ersin F, Kıssal A. Sağlıklı
yaşam biçimi davranışları ölçeği II‟nin geçerlilik ve
güvenirlilik çalışması (Validity and reliability study of
the Health-Promoting Lifestyle Profile II). Cumhuriyet
Üniversitesi Hemşirelik Yüksekokulu Dergisi (Journal
of the Cumhuriyet University Nursing School) 2008;
12: 1-13.

26) Şener A. Yaşlılık, Yaşam Doyumu ve Boş Zaman
Faaliyetleri (Aging, satisfaction with life and leisure
activities). http://www.sdergi.hacettepe.edu.tr/yasam-
doyumu.pdf. Accessed: August 20, 2012.

27) Altay B, Aydın Avcı İ. Huzurevinde yaşayan yaşlılarda
öz bakım gücü ve yaşam doyumu arasındaki ilişki
(Relationship between self-care capability and satisfac-
tion with life in elderly people living in a retirement
home). Dicle Tıp Dergisi (Tigris Medical Journal)
2009; 36: 275-282.

28) McDonnell LA, Riley DL, Blanchard CM, Reid RD,
Pipe AL, Morrin LI, Beaton LT, Papadakis S, Slovinec
D’Angelo ME. Gender differences in satisfaction with

life in patients with coronary heart disease: physical
activity as a possible mediating factor. Journal of
Behavioral Medicine 2011; 34: 192-200.

29) Erdem N, Karabulutlu E, Okanlı A, Tan M (2004)
Hemodiyaliz hastalarında umutsuzluk ve yaşam doyu-
mu (Despair and satisfaction with life among
hemodialysis patients). International Journal of Human
Sciences, 2004; 1: 1-14.

30) Altıparmak S. Huzurevinde Yaşayan Yaşlı Bireylerin
Yaşam Doyumu, Sosyal Destek Düzeyleri ve Etkileyen
Faktörler (Satisfaction with life, social support level
and factors influencing both). Fırat Üniversitesi Sağlık
Bilimleri Tıp Dergisi (Euphrates Journal of Health
Sciences and Medicine) 2009; 23: 159-164.

31) Küçükberber N, Özdilli K, Yorulmaz H. Kalp hasta-
larında sağlıklı yaşam biçimi davranışları ve yaşam
kalitesine etki eden faktörlerin değerlendirilmesi
(Evaluation of factors influencing health-promoting
lifestyle behaviors and quality of life in heart disease
patients). Anadolu Kardiyoloji Dergisi (Anatolian
Journal of Cardiology) 2011; 11: 619-626.

32) Kang Y, Yang IS, Kim N. Correlates of health behav-
iors in patients with coronary artery disease. Asian
Nursing Research 2010; 4: 45-55. 

33) Leung YW, Ceccato N, Stewart DE, Grace SL. A
prospective examination of patterns and correlates of
exercise maintenance in coronary artery disease
patients. Journal of Behavioral Medicine 2007; 30:
411-421.

34) Barkley GS. Factors influencing health behaviors in
the national health and nutritional examination survey,
III (NHANES III). Social Work in Health Care 2008;
46: 57-79.

35) Thanavaro JL, Moore SM, Anthony M, Narsavage G,
Delicath T. Predictors of health promotion behavior in
women without prior history of coronary heart disease.
Applied Nursing Research 2006; 19: 149-155.

36) Dua J, Cooper AR, Fox KR, Stuart AG. Exercise train-
ing in adults with congenital heart disease: Feasibility
and benefits. International Journal of Cardiology 2010;
138: 196-205.

_________
Request reprints from:
Assistant Prof. Dr.Rahşan ÇEVİK AKYIL,
Adnan Menderes, University, Söke Health High School
Department of Internal Medicine Nursing, Aydın
(Turkey) 

268 Merve Çayir, Rahşan Çevik Akyil



A study of satisfaction with life and health-promoting lifestyle Behaviours in patients after myocardial infarction 269


