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Abstract T

Objective: A demographic transformation in favor of older people and the incidence of cardiovascular diseases requires considering the concepts
of comfort and quality of life in older cardiac patients in all care settings. Thus, these concepts, closely related to the definition of health, conduce
determination of the health care needs of older cardiac patients and the development of supportive approaches. The aims of the study were to
determine the comfort and quality of life, examine the relationship between them, and to identify factors that affect the comfort and quality of
life in older cardiac patients.

Materials and Methods: The cross-sectional study was conducted in the inpatient cardiology clinic of a university hospital in Bolu. Overall, 209
patients, who met the inclusion criteria, consisted of the sample. The general comfort questionnaire and quality of life index cardiac version-IV were
used to collect data. Further analyzes were carried out with multivariate analysis of variance.

Results: Comfort and quality of life scores were 16.18+0.82 and 2.97+0.39, respectively. Physical, psycho-spiritual, environmental, and socio-
cultural comfort closely correlated with quality of life (p<0.05). Multivariate analysis of variance showed that living place, perception of income
status, frequency of hospitalization, dietary adherence, routine health checkup, and dizziness were common covariates of comfort and quality of
life (p<0.05).

Conclusion: There was a correlation between all dimensions of comfort and quality of life. By improving the variables that affect comfort and
quality of life together, patients' comfort can be provided and their quality of life can be increased.
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related physiological changes poses a grave challenge for
healthy aging.

Introduction

The average age of the global human population is increasing.

The number of older people worldwide has risen to over one
billion (13.5% of the global population) in 2021. Moreover, by
2030, one out of every six people is expected to be 60 and over
(1). Turkey is among the aging countries because the
proportion of the older population in the country rose by
22.5% in the last five years, and its ratio to the country's total
population to 9.5%. This rapid demographic transformation
has increased the expectation of healthy aging (2). However,
an increase in the incidence of chronic diseases due to age-

Cardiovascular diseases (CVDs) most significantly affect the
mortality and morbidity rates in older people (3). Previous studies
have demonstrated that an aging population is associated with
the increasing prevalence of CVDs (4). As part of the normal aging
process, the cardiovascular system undergoes non-pathological
functional and structural changes, such as hypertrophy, a
decrease in cardiac output, and an increase in peripheral
vascular resistance (4,5). In addition, the cardiovascular system
might also be affected by several non-modifiable (age, gender,
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and genetics) and modifiable (smoking, diabetes, obesity, etc.)
factors. Thus, the emergence of life-threatening CVDs, such
as hypertension, coronary artery disease (CAD), heart failure
(HF), valvular diseases, and arrhythmias, which constitute
approximately 39.6% of age-related diseases, is inevitable
in older people (3,6,7). In addition, geriatric syndromes that
develop with age, such as deterioration in neurological and
cognitive functions, muscle wasting, functional limitation,
polypharmacy, and comorbidities, may adversely affect
cardiovascular recovery (8).

Although CVD-specific medical developments increase life
expectancy, adding life to years rather than years to life has
become the philosophy of healthy aging. Therefore, with
the increasing life expectancy in older people, the care and
treatment approaches are now more focused on providing
comfort and improving the quality of life (Qol) (9). Comfort
and Qol are not only indicators of health care quality but also
the goals and expected results of holistic nursing care (10).
Although they seem to be independent concepts, both offer
a mutual structure for measuring physical, mental, social,
and spiritual health (11). These two concepts, related closely
to the World Health Organization definition of health, can
provide an opportunity to determine the health care needs
of older people and develop approaches that support them.

Previous studies that focused on the comfort needs
or comfort care of older people, used commonly as a
guideline Kolcaba's Comfort Theory (10,12-16). Kolcaba
(17) examined in depth and explained comfort theory with
a holistic view. She combined the levels of relief, ease, and
transcendence aspects of the comfort concept with the
physical, psychospiritual, environmental, and socio-cultural
dimensions of health (17). Kolcaba et al. (18) stated that
comfort theory is compatible with the values and domains
of nursing, such as care, symptom management, interaction,
holism, healing environment, identification of needs, and
homeostasis. Therefore, comfort requirements are universal
needs that must be met for individuals of all ages. In addition,
meeting comfort needs is seen as one of the efficient ways of
improving the QoL of older people (10). A thematic synthesis
comprising 48 qualitative studies on older people showed
that one of the core sub-dimensions of QoL perceived by
individuals was emotional comfort (19). A limited number
of studies on older people with CVDs have also shown an
association between comfort level and QoL (20,21). Huiskes et
al. (20) found that age, functional capacity, symptom burden,
and decreased comfort levels were significant predictors of
Qol in older people with HF. Taskin Duman et al. (21) reported
that comfort-based attempts in an older individual with
atrial fibrillation were associated with relaxation at a level
that could improve the QoL.

A few studies on cardiac patients focused on the comfort
levels associated with intensive care treatment, interventional
cardiology, and cardiac surgery (22-25). Some experimental
studies have also demonstrated a relationship between
anxiety and relaxation through therapeutic touch and music
therapy in older people (10,12). A case study of an older person
with atrial fibrillation showed positive effects of comfort
interventions (21). To date, to the best of our knowledge, no
studies have focused on the comfort needs and QoL of older
patients with CVDs in a synchronized manner. Therefore, this
study aimed to determine the comfort requirements and QoL
of older people with CVDs. Through this study, we sought
answers to the following questions:

e What are the comfort and QoL levels of older people with
CVDs?

e What is the relationship between comfort and QoL?

e Which factors affect the comfort and QoL of older people
with CVDs?

Materials and Methods
Study Population

The study followed a cross-sectional design and was conducted
in accordance with the Strengthening the Reporting of
Observational Studies in Epidemiology Statement guidelines
for cross-sectional studies. The study was conducted between
August 2018 and August 2019. We recruited patients from
two inpatient cardiology clinics of a university hospital in
Bolu, Turkey. The sample size was estimated using the G*Power
v3.0.10 software. The parameters settings were as follows:
alpha =0.05, power =0.80, effect size [cohen d] =0.6. These
settings were similar to those used in a previous study focused
on the assessment of comfort levels by gender as the primary
endpoint in the Turkish population (22). Using these settings,
the adequate sample size was estimated as 90 participants.
Inclusion criteria were as follows: (a) Aged 65 and over, (b)
having diagnosed with CVDs, (c) speaking and understanding
Turkish, (d) ability to communicate verbally. Participants with
hearing impairments and cognitive limitations were excluded.

Study approval was obtained from the Institutional Ethics
Review Board (Bolu Abant izzet Baysal University Clinical
Researches Ethics Review, registered number 2018/96). The study
was based on volunteerism and beforehand, the participants
were informed about the procedure and their written consent
was obtained. This study was conducted in adherence to the
principles of the Declaration of Helsinki.

Data Collection and Tools

Data were collected with a 24-item questionnaire (including
socio-demographic characteristics, history of CVDs, and the
daily activities of life), comfort and QoL measurement tools.
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The data were obtained through a face-to-face interview and
recorded in a statistical program via a computer.

Comfort

The comfort level was measured using the Turkish-general
comfort questionnaire (GCQ) (26). Kolcaba (27) developed the
original scale to measure the comfort levels of an individual
holistically with the guidance of the taxonomic framework
of comfort theory. The GCQ comprises 48 items and a 4-point
Likert structure that evaluates comfort dimensions and levels.
Dimensions of comfort include physical (12 items), psycho-
spiritual (13 items), environmental (13 items), and socio-
cultural dimensions (10 items). The comfort levels include
relief (16 items), ease (17 items), and transcendence (15
items). On the scale, 24 items were reversed because they had
negative expressions. The score of the scale is obtained by the
weighted sum of the responses to the items. Thus, the scores
of the participants ranged from 48 to 192. The mean value is
determined by dividing the total score obtained from the number
of scale items. Comfort points range from 1-low comfort to
4-high comfort. The Cronbach'’s a value of the Turkish version
of the scale was determined as 0.85 (26). In the current study,
Cronbach's a value was evaluated as 0.91.

QoL

The QoL was measured using the Turkish-quality of life index
(QLI) cardiac version-IV (28). The scale, originally developed by
Ferrans and Powers (29), comprises two fundamental sections,
each with 35 questions, and a 6-point Likert scale. The first
section measures satisfaction with various aspects of life
(ranging from 1-very dissatisfied to 6-very satisfied), and the
second section measures the importance of aspects related
to the person (ranging from 1-very unimportant to 6-very
important). The scale evaluates four main dimensions (health
and function, socio-economic, psychosocial/spiritual, and
family) and the overall QoL (29). Each subsection was scored
separately. The number 3.5 was subtracted from the response
received for each item in satisfaction and importance sections.
The responses given for both sections were multiplied by each
other. Then, all the results from both sections were added. The
overall score obtained after this process ranged between -15
and +15. To remove the negativity, 15 was added to the score
obtained for each participant. For QLI cardiac version-1V, the
total score for a participant ranged from 0 to 30. Higher scores
indicated better QoL. The internal consistency reliability of QLI
cardiac version-1V was supported by Cronbach'’s a values, which
ranged from 0.73 to 0.99 (30). In the current study, we obtained
Cronbach's a value of 0.92 for the overall scale, with the value
ranging from 0.68 to 0.92 for the sub-dimensions.

Statistics

The data were analyzed using IBM SPSS Statistics 26.0 (SPSS
Inc., 2019) package program. Descriptive statistics were
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represented as numbers, percentages, and mean and standard
deviation. The normality of the numerical variables was
assessed using the Kolmogorov-Smirnov test with skewness
and kurtosis values of +2. The mutual correlation of the
dependent variables (comfort and Qol) with each other was
determined by Pearson's correlation coefficient. Multivariate
analysis of variance (MANOVA) was conducted to compare the
mutual effect of independent variables (demographic, history
of CVDs, and symptom-based characteristics) on dependent
variables. MANOVA assumptions, multivariate normality and
outliers, multicollinearity, were met. When the p-value of
homogeneity of covariance matrices was >0.05 and Wilks'
Lambda was <0.05, the Pillai trace criterion was used. In the
study, the significance level was accepted as <0.05.

Results

Finally, 209 participants were recruited. The mean age was
72.9+7.6 years. Most of them were male (61.7%), more than
half had a history of angina or myocardial infarction (59.8%),
and most of them did not have routine exercise habits (87.1%)
but routinely took care of their health (56.9%). Meeting
friends/relatives (53.3%) and outdoor activities such as
walking in the park (28.7%) were among the most common
activities. The most common sleep problems experienced
were difficulty falling asleep (15.2%) and frequent nighttime
awakenings (24.5%) (Table 1). The most common symptoms
were chest pain (85.6%) and dyspnea (68.4%); the severity of
these perceived symptoms was low to moderate (chest pain
78%, dyspnea 60.8%) (Table 2).

Relationship Between Comfort Level and QoL

Overall, for all participants, mean GCQ and QLI cardiac version-
IV scores were 16.18+0.82 and 2.97+0.39, respectively. Overall,
GCQ and QLI cardiac version-1V scores had a positive medium-
high correlation (r=0.76, p<0.001). Physical comfort positively
and moderately correlated with the health and function
sub-dimension of QLI cardiac version-IV (r=0.51, p<0.001).
Psycho-spiritual, environmental, and socio-cultural comfort
strongly correlated with the psycho-spiritual and the family
sub-dimensions of QLI cardiac version-IV (p<0.001) (Table 3).

Multivariate Analysis

Among the assessed descriptive characteristics, residence,
perceived income status, frequency of hospitalization,
dietary adherence, routine health control, and dizziness were
independently associated with GCQ and QLI cardiac version-
IV scores (p<0.05). Village/county living (p<0.001, n?=0.07)
and higher-income perception (p<0.001, n?=0.06) were found
to be associated with better QLI cardiac version-1IV and GCQ
scores. Dietary adherence and routine health control were
associated with high QLI cardiac version-IV and GCQ scores,
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accounting for 11% and 26% of the variance, respectively. On
the other hand, increased hospitalizations (p<0.001, n?=0.05)
and dizziness (p<0.017, n?=0.04) were associated with poor
QLI cardiac version-IV and GCQ scores (Table 4). No significant
difference was found between other descriptive characteristics
and comfort and QolL.

Discussion

To our knowledge, this was the first study in which both
the comfort level and QoL of older people with CVDs were
examined in a synchronized manner. Our findings showed
that the study population exhibited high scores in terms of
both sub-dimensions of and overall comfort. It is noteworthy

Table 1. Participant's characteristics (n=209)

Variables Variables
Diagnosis
4 72.9247.60 Ml/angina 125 59.8
Age (year) (min-max: 63-95) Pace maker/ICD 33 15.8
’ HF 45 21.5
Valve diseases 6 29
Frequency of hospitalization
Gender No 80 383
Female 80 383 Once 87 41.6
Male 129 61.7 Twice 29 13.9
At least three times 13 6.2
Comorbid diseases (n=175)"
Education level Diabetes mellitus 60 343
Primary school 160 76.6 Hypertension 88 50.3
Secondary school 42 20.1 Chronic renal failure 8 4.6
At least university 7 33 Chronic respiratory diseases 15 8.6
Thyroid diseases 4 2.2
Marital status Smoking
. User 28 13.4
Married 170 81.3 . .
Single 39 18.7 Smoking cessation 81 38.8
' Lifelong non-smoker 100 47.8
People living with Alcohol use
Alone 18 8.6 User 8 18
Wife 123 58.9 . )
. Alcohol cessation 53 254
Spouse and children 37 17.7 Rechabite 148 70.8
Children/grandchildren 31 14.8 :
L|_vmg place Regular exercise status
Village 78 37.3
. Yes 27 12.9
Township 90 43.1 No 182 871
Town 41 19.6 ’
Social security Dietary compliance
Yes 197 94.3 Yes 108 51.7
No 12 5.7 No 101 48.3
Access to health facility Regular health check up
Yes 180 86.1 Yes 119 56.9
No 29 13.9 No 90 43.1
Perception of income status Eligibility for health expenditures
Income less than expenses 36 17.2 Sufficient
Income equals expense 144 68.9 Insufficient 167 79.9
Income more than expenses 29 13.9 42 20.1
= ¥
Participation in social activities (n=317)" ﬁlgep problems (n=237) 99 418
Tal!<mg to friends/neighbors 169 53.3 Difficulty falling asleep 36 15.2
Going to the coffee shop . .
o 53 16.7 Frequent waking night 58 24.5
Park/beach activities ; .
Artistic events 91 28.7 Wake-up early in the morning n 4.6
4 1.3 Napping during the day 33 13.9

*Mean + standard deviation,
fMultiple responses,
MI: Myocardial infarction, HF: Heart failure, ICD: Implantable cardioverter defibrillator
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that there is limited evidence regarding the comfort levels of
cardiac patients or older people with CVDs. A previous study on
cardiac patients with an average age of 60 years and admitted
to the coronary care unit reported that the comfort level was
above average and that the comfort scores were significantly
associated with age (24). In our study, the comfort level was
lower than that of patients with an average age of 60 years in
the Nural and Alkan's (24) study, however, we did not observe
any significant difference in comfort levels on the basis of
age. Our findings indicated that patient empowerment was
needed to further increase their comfort levels. In a previous
study, Krinsky et al. (31) handled patient discomfort owing
to cardiac symptoms and reported that Kolcaba's Comfort

Theory could be easily applied to cardiac patients. Sun et al.
(32) reported that comfort nursing based on the collaborative
care model improved the physical, mental, social, and emotional
comfort levels of coronary heart disease patients. Healthcare
professionals, especially in clinical settings, might need to tend
to the physical comfort needs of the patients. It is noteworthy
that the absence of physical discomfort may not always be
associated with comfort. However, comfort care includes more
holistic and multidimensional interventions, and it is related to
aspects such as dignity, empathy, kindness, and compassion (33).
It can be assumed that such an approach can positively affect
the QoL of the patients, which has been reported to be closely
related to the concept of comfort (11,34).

Table 2. Descriptive statistics of participants’ symptom frequency and severity (n=209)

Symptoms Symptom severity

Low Moderate Severe

n (%) n (%) n (%)
Chest pain 179 (85.6) 64 (30.6) 99 (47.4) 16 (7.6)
Dyspnea 143 (68.4) 57 (27.3) 70 (33.5) 16 (7.6)
Palpitation 117 (56) 40 (19.1) 66 (31.6) 11 (5.3)
Tiredness 110 (52.6) 46 (22) 52 (24.9) 12 (5.7)
Edema 28 (13.4) 9 (4.3) 18 (8.6) 1(0.5)
Cyanosis 22 (10.5) 13 (6.2) 8 (3.8) 1(0.5)
Nausea/vomiting 29 (13.9) 25(12) 4(1.9) -
Dizziness 24 (11.5) 19 (9.1) 4(1.9) 1(0.5)
Sweating 40 (19.1) 20 (9.6) 15(7.2) 5(2.3)
Syncope 2 (1) (1) - -

Table 3. General comfort questionnaire and Ferrans and Powers quality of life index cardiac version-IV means and correlations (n=209)

Mean + SD Min-max GCQ GCQ-1 GCQ-2 GCQ-3 GCQ-4 QLI QLl-1  QLl-2 QLl-3 QLl-4
fGCQ 2.97+0.39 2.02-3.81 0.657 0.927 0.85" 0.83" 0.76" 0.517 0.62" 0.74" 0.66"
(1) Physical 2.72+0.46 1.33-3.75 0.56" 0.27" 0.27" 0.48" 0.51" 0.34" 0.36" 0.21"
(2) Psycho-spiritual 3.13+0.52 2-4 0.70" 0.70" 0.75" 0.50" 0.61" 0.73" 0.67"
(3) Environmental 2.99+0.49 1.92-3.77 0.78" 0.59" 0.30" 0.49" 0.66" 0.60"
(4) Socio-cultural 3.06+0.45 1.90-3.90 0.65" 0.34"7 0.56" 0.66" 0.69”
QLI 16.18+0.82 14.41- 0.78" 0.83" 0.87" 0.77"

17.93
(1) Health and 11.42- - . .
function 16.33+1.75 20.85 0.45 0.48 0.28
(2) Socio-economic | 17.1041.78 | 1378~ 070" | 0.70"
e 20.47 ’ ’
(3) Psychosocial/ 12.32- "
spiritual 18.63£2.52 19,75 0.79
. 13.25-

(4) Family 19.16+2.51 9195
“Correlation is significant at the 0.01 level (2-way),
Scale total score,
GCQ: General comfort questionnaire, QLI: Ferrans and Powers quality of life index cardiac version-1V, Mean + SD: Mean + standard deviation
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Table 4. Multivariate analysis of participants' characteristics with the general comfort questionnaire and the Ferrans and Powers
quality of life scale cardiac version-IV
General comfort questionnaire Quality of life index
Independent variable! x (SD) B p x (SD) B p pManova n?
Where (s)he lives'
Village 3.03 (0.41) 0.72 <0.001 1632(0.78) 033 <0.001 <0.001* | 0.07
Township 3.04 (0.37) 0.73 <0.001 16.32 (0.82) 0.34 <0.001
Town 2.70 (0.26) ) ’ 15.60 (0.60) : )
Perception of income status’
Income less than expenses 2.88 (0.39) 028 0.005 15.91 (0.78) -0.94 <0.00] <0.001 0.06
Income equals expense 2.96 (0.39) 020 0.012 16.11 (0.78) -0.74 <0.00]
Income more than expenses 3.16 (0.33) : ) 16.85 (0.69) ’
Frequency of hospitalization®
No 3.00 (0.38) 16.20 (0.76)
Once 3.06 (0.38) 0.29 0.012 16.40 (0.82) 0.65 0.006 <0.001 0.06
. 0.34 0.003 0.86 <0.001
Twice 2.74 (0.34) 0.03 0.823 15.78 (0.76) 0.24 0.361
At least three times 2.72 (0.36) ’ ’ 15.55 (0.71) ’ ’
Dietary compliance
Yes 3.09 (0.40) 0.24 <0.001 16.43 (0.80) 0.50 <0.001 <0.001 0.1
No 2.85 (0.35) ’ 15.92 (0.76) '
Regular health check up
Yes 3.14 (0.37) 0.39 <0.001 16.52 (0.76) 0.77 <0.001 <0.001 0.26
No 2.75 (0.30) ’ 15.75 (0.68) '
Dizziness
Yes 2.78 (0.39) 15.75 (0.84) 0.017 0.04
No 3.00 (0.39) -022 - joom 16.24 (0.80) ~049 1 0.005
Statistically significant variables
*Bonferroni (post-hoc test)
*Pillai's Trace, SD: Standard deviation

In the current study, the QoL of the study population was
determined to be moderate. In addition, the comfort levels of
the older people with CVDs were found to be closely associated
with their QoL. The increased physical comfort also elevated
their satisfaction level with respect to health and function.
Improvement in the psycho-spiritual, environmental, and
socio-cultural comfort levels increased the satisfaction levels
with respect to their psychosocial/spiritual aspects and family-
related life. Moreover, both correlation and multivariate analyses
revealed that the same set of factors affected both comfort
and Qol. Rural life, high-income perception, dietary adherence,
and routine health control were associated with good QoL and
comfort. On the contrary, increased hospitalization and dizziness
reduced the QoL and comfort level. Socio-economic status
and lifestyle preferences were the differentiating variables for
comfort and Qol, as well as the variables associated with the
disease.

In contrast to our findings on the factors affecting comfort,
Nural and Alkan (24) identified that sufficient communication
by physicians, education level, and having a companion were
related to the comfort level. On the other hand, in agreement
with our findings, Durmaz et al. (35) reported that marital and
financial status, history of myocardial infarction, and difficulty
in daily life activities were the main factors affecting the QoL

of CAD patients. In a systematic review focusing on the QoL of
cardiac patients, gender, age, educational status, marital status,
number of hospitalizations, and duration of disease diagnosis
were found to affect their QoL (36).

Several factors might affect the comfort level and QoL of older
people with CVDs. Lifelong health habits, cardiac risk factors,
comorbidities, psychosocial structure, and the interaction of
culture are found to be responsible for the physiological changes
in an individual with advancing age (37). The previous studies
reported that the health care needs of elderly patients became
more complicated with age-related biopsychosocial changes
(38,39). CVDs increase also usually morbidity and mortality
in older people. Among CVD cases, the patients with acute
conditions usually warrant hospitalization, regardless of the
presence of a chronic illness (37). It suggests that the need for
hospitalization arises from the deterioration in physical health
associated with the exacerbation of symptoms in acute cases.
In addition, hospitalization is often an unpleasant experience
and can increase vulnerability in the elderly, making them more
susceptible to painand discomfort (40). Moreover, conditions that
require urgent invasive intervention, such as acute myocardial
infarction, pose more danger to older people than young adults.
Even with new and advanced treatment options, the potential
non-cardiac health-related problems in older people with CVDs
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might limit the treatment options or increase the risk of adverse
effects associated with treatment (37). Furthermore, dizziness,
which is considered a geriatric syndrome, introduces additional
problems such as falls, obstacles in activities of daily living, and
poor QoL (41). Even after discharge from the hospital, the living
standards and health-related life choices of cardiac patients can
affect their comfort levels.

Thus, when considering the heterogeneous nature of aging,
comfort requirements that are often neglected and not properly
met must be taken into account (40). This study can offer an
opportunity to fill in the gaps in the care delivery of older
people with CVDs. It is important for the nurses to more closely
monitor the unmet needs related to care, as they represent the
largest group among health professionals (42). Therefore, more
studies focusing on the QoL and comfort levels of older people
with CVDs are warranted as they might provide support to the
nurses and help them implement evidence-based practices in
patient care.

Study Limitations

The study had several limitations. First, data were obtained
from a single center and cannot be generalized to all older
people with CVDs. In addition, the indiscriminate inclusion of
all cardiac conditions may have prevented the achievement of
standardized measurement results. This disappointment could
have been remedied by comparative analyzes of results for
different CVDs. Second, all data used here are self-reported
and may therefore be biased. We are faced with the fact that
each individual's QoL and comfort needs and perceptions are
different. More clinical research, including thematic analyzes,
is needed to better explain and understand these parameters.

Conclusion

Our findings showed that older people with CVDs scored well
in terms of both overall as well as sub-dimensions of comfort.
However, the QoL was moderate for all sub-dimensions. Physical,
psycho-spiritual, environmental, and socio-cultural comfort
was found to be associated with QoL. The location of residence,
perception of income status, frequency of hospitalization,
dietary adherence, routine health control, and dizziness were
independently associated with the general comfort and QolL. It
is important to determine the comfort levels and QoL of older
people with CVDs by using valid and reliable measurement
tools. In addition, the factors affecting both comfort levels
and Qol should be identified, and evidence-based initiatives
should be implemented to further improve these aspects.
Thus, more quantitative and qualitative studies are required to
determine the cardiovascular comfort and QoL and to devise
patient empowerment programs with the active participation
of patients and their relatives in cardiovascular rehabilitation
programs.

122

Ethics

Ethics Committee Approval: Study approval was obtained
from the Institutional Ethics Review Board (Bolu Abant izzet
Baysal University Clinical Researches Ethics Review, registered
number 2018/96). This study was conducted in adherence to the
principles of the Declaration of Helsinki.

Informed Consent: The study was based on volunteerism and
beforehand, the participants were informed about the procedure
and their written consent was obtained.

Peer-review: Externally peer-reviewed.

Authorship Contributions

Concept: S.D.E., AAAY., Design: S.D.E., AAAY., Data Collection
or Processing: $.D.E., EG.S., Analysis or Interpretation: S.D.E,
Literature Search: S.D.E, AAY. EGS. Writing: S.D.E., AAY.,
EG.S.

Conflict of Interest: No conflict of interest was declared by
the authors.

Financial Disclosure: The authors declared that this study
received no financial support.

References

1. World Health Organization. World health statistics 2021: monitoring health
for the SDGS, sustainable development goals [Internet]. Available from:
https://apps.who.int/iris/handle/10665/342703 [cited March 16, 2022].

2. World Health Organization 2017. Global strategy and action plan on
ageing and health [Internet]. Available from: https://apps.who.int/iris/
handle/10665/329960 [cited March 16, 2022].

3. Kaptan G. Geriatriye Cok Yonlii Bakis. istanbul, Turkey, Nobel Tip Kitapevleri,
2016.

4. Steenman M, Lande G. Cardiac aging and heart disease in humans. Biophys
Rev 2017;9:131-137.

5. Fajemiroye JO, da Cunha LC, Saavedra-Rodriguez R, Rodrigues KL, Naves
LM, Mourédo AA, da Silva EF, Williams NEE, Martins JLR, Sousa RB, Rebelo
ACS, Reis AADS, Santos RDS, Ferreira-Neto ML, Pedrino GR. Aging-
Induced Biological Changes and Cardiovascular Diseases. Biomed Res Int
2018;2018:7156435.

6. Rodgers JL, Jones J, Bolleddu SI, Vanthenapalli S, Rodgers LE, Shah K, Karia
K, Panguluri SK. Cardiovascular Risks Associated with Gender and Aging. J
Cardiovasc Dev Dis 2019;6:19.

7. Sahin M, Kutlu M. Comorbidities in the elderly patient with cardiovascular
disease. Turk Kardiyol Dern Ars 2017;45(Suppl 5):13-16.

8. Malavolta M, Caraceni D, Olivieri F, Antonicelli R. New challenges of
geriatric cardiology: from clinical to preclinical research. J Geriatr Cardiol
2017;14:223-232.

9. Cinar Yiicel S, Ergin E. Comfort in Old Age. STED 2020;29:69-73.

10. Alp FY, Yucel SC. The Effect of Therapeutic Touch on the Comfort and
Anxiety of Nursing Home Residents. J Relig Health 2021;60:2037-2050.

11. Pinto S, Fumincelli L, Mazzo A, Caldeira S, Martins JC. Comfort, well-being
and quality of life: Discussion of the differences and similarities among the
concepts. Porto Biomed J 2017;2:6-12.

12. Ergin E, Cinar Yiicel S. The Effect of Music on the Comfort and Anxiety
of Older Adults Living in a Nursing Home in Turkey. J Relig Health
2019;58:1401-1414.



Eur J Geriatr Gerontol 2023;5(2):116-123

Demir Erbas et al. Aging: Comfort and Quality of Life

20.

21.

22.

23.

24.

25.

26.

27.

. Ho MH, Chu FH, Lin YF, Montayre J, Chuang YH, Liu MF, Chang CC. Factors

associated with comfort as perceived by older people living in long-term
care facilities. Collegian 2022;29:9-15.

. Kolcaba K, Dowd T, Steiner R, Mitzel A. Efficacy of hand massage for

enhancing the comfort of hospice patients. J Hosp Palliat Nurs 2004;6:91-
102.

. Kolcaba K, Schirm V, Steiner R. Effects of hand massage on comfort of

nursing home residents. Geriatr Nurs 2006;27:85-91.

. Oliveira SM, Costa KNFM, Santos KFOD, Oliveira JDS, Pereira MA, Fernandes

MDGM. Comfort needs as perceived by hospitalized elders: an analysis under
the light of Kolcaba's theory. Rev Bras Enferm 2020;73(Suppl 3):¢20190501.

. Kolcaba KY. A theory of holistic comfort for nursing. J Adv Nurs

1994;19:1178-1184.

. Kolcaba K, Tilton C, Drouin C. Comfort Theory: a unifying framework to

enhance the practice environment. J Nurs Adm 2006;36:538-544.

. van Leeuwen KM, van Loon MS, van Nes FA, Bosmans JE, de Vet HCW, Ket

JCF, Widdershoven GAM, Ostelo RWJG. What does quality of life mean to
older adults? A thematic synthesis. PLoS One 2019;14:€0213263.

Huiskes BL, Heywood JT, Dracup K. Comfort and symptom burden associated
with health-related quality of life in older women with advanced heart
failure and preserved systolic function. J Card Fail 2011;17:S5.

Taskin Duman H, Yildinm Y, Fadiloglu C, Senuzun Aykar F. A case of atrial
fibrillation according to Kolcaba's comfort theory. J Cardiovasc Nurs
2020;11:37-42.

Ciract B. Radial ve femoral girisli anjiografilerde hastalarin konfor
diizeylerinin belirlenmesi, Master's Thesis, Istanbul Medipol University,
Istanbul, Turkey, 2019. Available from: https://acikerisim.medipol.edu.tr/
xmlui/handle/20.500.12511/7570 [cited March 21, 2022].

Akansel N, Karayel EH. Kardiyak cerrahisi sonrasi femoral kateter cekilmesi
nedeni ile kum torbasi uygulanan hastalarin yasadiklar rahatsizlik ve
rahatsizhiga dayanma giicti arasindaki iliski, Master's Thesis, Bursa Uludag
University, Bursa, Turkey, 2021. http://193.140.245.211/handle/11452/18704
[cited March 21, 2022].

Nural N, Alkan S. Identifying the Factors Affecting Comfort and the
Comfort Levels of Patients Hospitalized in the Coronary Care Unit. Holist
Nurs Pract 2018;32:35-42.

Pazar B, lyigun E. The effects of preoperative education of cardiac patients
on haemodynamic parameters, comfort, anxiety and patient-ventilator
synchrony: A randomised, controlled trial. Intensive Crit Care Nurs
2020;58:102799.

Kuguoglu S, Karabacak U. Turkish Version of the General Comfort
Questionaire. FNJN 2008;16:16-23.

Kolcaba KY. Holistic comfort: operationalizing the construct as a nurse-
sensitive outcome. ANS Adv Nurs Sci 1992;15:1-10.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

Canli Ozer Z, Akdemir N. The validity and reliability study of the ‘Ferrans and
Powers Quality of Life Scale' in individuals with myocardial infarction. MN
Cardiology 2003;10:111-120.

Ferrans CE, Powers MJ. Quality of life index: development and psychometric
properties. ANS Adv Nurs Sci 1985;8:15-24.

Quality of Life Index-Ferrans & Power. Quality of life index-Ferrans & Power.
http://qli.org.uic.edu/reliability/reliabilityhome.htm. Accessed 11 November,
2021.

Krinsky R, Murillo I, Johnson J. A practical application of Katharine Kolcaba's
comfort theory to cardiac patients. Appl Nurs Res 2014;27:147-150.

Sun C, Jia M, Wu H, Yang Q, Wang Q, Wang L, Xu H. The effect of comfort
care based on the collaborative care model on the compliance and self-
care ability of patients with coronary heart disease. Ann Palliat Med
2021;10:501-508.

Wensley C, Botti M, McKillop A, Merry AF. Maximising comfort: how do
patients describe the care that matters? A two-stage qualitative descriptive
study to develop a quality improvement framework for comfort-related
care in inpatient settings. BMJ Open 2020;10:¢033336.

Kim KS, Kwon SH. Comfort and quality of life of cancer patients. Asian Nurs
Res (Korean Soc Nurs Sci) 2007;1:125-135.

Durmaz T, Ozdemir O, Akyunak Ozdemir B, Keles T, Akar Bayram N, Bozkurt
E. Factors affecting quality of life in patients with coronary heart disease.
Turk J Med Sci 2009;39:343-351.

Yaghoubi A, Tabrizi JS, Mirinazhad MM, Azami S, Naghavi-Behzad M,
Ghojazadeh M. Quality of life in cardiovascular patients in iran and factors
affecting it: a systematic review. J Cardiovasc Thorac Res 2012;4:95-101.

Forman DE, Rich MW, Alexander KP, Zieman S, Maurer MS, Najjar SS,
Cleveland JC Jr, Krumholz HM, Wenger NK. Cardiac care for older adults.
Time for a new paradigm. J Am Coll Cardiol 2011;57:1801-1810.

Blakey EP, Durante A, Malfait S, Panayiota K, Thilo FJS, O'Connor S.
Involving older people in gerontological nursing research: A discussion of
five European perspectives. Int J Older People Nurs 2020;15:e12311.

Silveira T, Pereira R, Colaco C, Marques R, Pontifice-Sousa P. Comfort of the
hospitalized elderly. J Nurs Educ Pract 2018;8:86-95.

Cardoso RB, Souza PA, Caldas CP, Bitencourt GR. Nursing diagnoses in
hospitalized elderly in the light of Kolcaba's theory of comfort. Rev Lat Am
Enfermagem 2020;5:€20066.

Stam H, van Vugt VA, Twisk JWR, Finne-Soveri H, Garms-Homolova V,
Declercq A, Jonsson PV, Onder G, van der Roest HG, van Hout H, Maarsingh
OR. The Prevalence and Persistence of Dizziness in Older European
Home Care Recipients: A Prospective Cohort Study. J Am Med Dir Assoc
2020;21:338-343.

Kalankova D, Stolt M, Scott PA, Papastavrou E, Suhonen R; RANCARE COST
Action CA15208. Unmet care needs of older people: A scoping review. Nurs
Ethics 2021;28:149-178.

123



