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Abstract: Background Daytime sleepiness can be assessed by the Epworth Sleepiness Scale (ESS),
which is widely used in the field of sleep medicine as a subjective measure of a patient’s sleepiness.
Also, health utility assessed by the mean Short-Form Six-Dimension (SF-6D) score, one of several
preference-based utility measures, is an important measure in health care. We aimed to examine
age-related differences in daytime sleepiness and health utility and their relationship in patients
5 months after cardiac surgery. Methods; This cross-sectional study assessed 51 consecutive cardiac
surgery patients who were divided into a middle-aged (<65 years, n = 29) and older-age group
(≥65 years, n = 22). The mean ESS and SF-6D utility scores were measured at 5 months after cardiac
surgery and compared. In addition, the relationship between ESS and SF-6D utility scores were
assessed. Results; There were no significant differences between the middle-aged and older-aged
groups in either the mean ESS (5.14 ± 2.96 vs. 4.05 ± 3.23, p = 0.22) or SF-6D utility (0.72 ± 0.14
vs. 0.71 ± 0.10, p = 0.76) scores. However, there was a negative correlation between both values
in all of the patients after cardiac surgery (r = −0.41, p = 0.003). Conclusions; Although there
were no age-related differences in the ESS and SF-6D utility values between the two groups,
there was a negative correlation between these values in all patients at 5 months after cardiac
surgery. This suggested that sleepiness is associated with decreased utility scores in patients at
5 months after cardiac surgery.
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1. Introduction

Poor sleep quality, sleeplessness, and sleep disorder are common among patients recovering from
cardiac surgery such as coronary artery bypass grafting (CABG) [1,2]. Previous studies have suggested
that they may have important effects on morbidity and mortality [1–4]. Moreover, patients with cardiac
surgery often report sleeping difficulties (e.g., initiating, maintaining sleep, and daytime sleepiness)
that are associated with decreased quality of life (QOL) [1,3]. In addition, several studies reported that
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sleep is disturbed in the early period after surgery [3–5]. However, there is little reported evidence
on sleep disturbance in the chronic phase after cardiac surgery. Sleep disorder in cardiac patients
can be diagnosed using polysomnography, heart rate variability, and questionnaires [6], which have
recently been effective in the screening of sleep apnea. Because of the limited accessibility and cost
of polysomnography, questionnaires have been advocated to identify patients who are likely to have
a sleep disorder. These questionnaires can help to assess the extent of sleepiness or wakefulness.
Other tools with which to assess sleep disorder include subjective measures such as the Epworth
Sleepiness Scale (ESS) [7] in addition to an objective measure such as polysomnography [6,8]. Excessive
sleepiness may have effects on education, employment, and interpersonal relations, and it can directly
degrade a person’s QOL, especially relative to health, functional capacity, and sense of well-being [9,10].
We previously suggested that sleep disorder in cardiac patients such as those with chronic heart failure
may cause sleepiness that presumably can lead to a reduction in QOL [11].

Cardiac rehabilitation (CR) in cardiac patients helps to reduce risk factors, improve exercise
capacity and health-related QOL, lower the number of subsequent cardiac events, and reduce all-cause
mortality and hospitalization costs [12–16]. In terms of these costs, several previous studies suggested
that health utility, which is assessable by several preference-based utility measures, is an important
measure when analyzing cost effectiveness in health care [17–20]. The Short-Form Six-Dimension
(SF-6D), an instrument that provides a summary score based on the Short Form-36 (SF-36), was recently
developed [17–20] to enlarge the bases for economic evaluations while retaining the descriptive richness
and sensitivity to change of the SF-36 [17–20]. Previously, we tried to identify and compare age-related
differences in health utility assessed by mean SF-6D utility score in 62 cardiac surgery patients at
1 and 3 months after cardiac surgery [21]. However, we could find no evidence of a relation between
age-related differences and health utility assessed by the SF-6D in the chronic phase following cardiac
surgery. Furthermore, there is very little evidence on the effects of age-related differences on sleep
quality and health utility in patients in the chronic phase after cardiac surgery.

Therefore, we hypothesized that there might be age-related differences in daytime sleepiness and
health utility, and daytime sleepiness might be related to health utility as evaluated by self-reported
questionnaire. The purpose of the present study was to determine both age-related differences in
daytime sleepiness and health utility and the relationship between daytime sleepiness and health
utility in patients at 5 months after cardiac surgery as assessed by self-reported questionnaires.

2. Materials and Methods

This cross-sectional study comprised 67 consecutive cardiac patients with coronary artery bypass
grafting or valve replacement and valvuloplasty who visited hospital as outpatients 5 months after
cardiac surgery and were referred to the department of rehabilitation medicine for the evaluation of
daytime sleepiness and health utility. The patients were initially divided into a middle-aged group
(<65 years, n = 36) and older-age group (≥65 years, n = 31). We reviewed the patients’ medical
records to evaluate the following patient characteristics of age, sex, body mass index (BMI), etiology,
left ventricular ejection fraction (LVEF), and medications. These characteristics and daytime sleepiness
and health utility were assessed at 5 months after cardiac surgery and compared between the two
groups. Exclusion criteria included patients with neurological, peripheral vascular, orthopedic,
pulmonary, and advanced renal disease and those on dialysis. The present study complied with
the principles of the Declaration of Helsinki regarding human investigations and was approved by the
local institutional review board. All patients provided their informed consent.

2.1. ESS as an Index of Daytime Sleepiness

We evaluated self-reported daytime sleepiness via questionnaire by using the Japanese version of
the ESS [22,23]. The ESS, which is widely used in many countries to investigate daytime sleepiness,
measures the tendency to sleep or doze during active and passive situations commonly encountered
while awake. The ESS comprises eight questions. By summing the scores (ranging from 0–3) for each
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question, total scores of 0–24 are calculated. A higher total score indicates increased severity of daytime
sleepiness, with ESS scores of 11 or higher signifying excessive daytime sleepiness. After evaluating
the sleepiness of the study patients, we calculated their average ESS scores.

2.2. SF-6D as an Index of Health Utility

Health utility was measured using mean SF-6D utility scores. The SF-6D was developed as
a practical tool to obtain a preference-based index from SF-36 data [24,25]. First, we assessed the
patients with the SF-36. The SF-6D questionnaire was developed to obtain health utility from the
SF-36 questionnaire for use in health economic evaluations and links between psychometric and
preference/utility-based measures [24,25]. If there are no limitations in any of the dimensions, no value
is subtracted from the baseline value of 1.0, which indicates perfect health [24,25]. The higher the
limitation in each domain, the higher the subtraction from the baseline. After we assessed the patients
with the SF-36, the scores were converted to mean SF-6D utility scores by iHope International Co. Ltd.
(Kyoto, Japan) based on techniques used in previous reports [17,19–21].

2.3. Statistical Analysis

Results are expressed as the mean ± standard deviation (SD). We used the unpaired t-test and
χ2 test to test for differences between the middle-age and older-age groups in clinical characteristics
and ESS and mean SF-6D utility scores. We also analyzed the relationship between the ESS and SF-6D
utility scores using the Pearson correlation coefficient. A p value of < 0.05 was considered to indicate
statistical significance. Statistical analyses were performed with IBM SPSS 23.0 J statistical software
(IBM SPSS Japan, Inc., Tokyo, Japan).

3. Results

3.1. Clinical Characteristics of the Patients

Of the 67 patients, 16 were excluded from the study because of lack of data on clinical
characteristics, the ESS, and the SF-6D utility score at 5 months after cardiac surgery. Thus, of the
remaining 51 patients, 29 comprised the middle-aged group, and 22 comprised the older-age group.
Also, it appeared that both groups experienced practically no decompensations during the initial
5 months post discharge. Except for age, the clinical characteristics were not significantly different
between the two groups (Table 1).

Table 1. Clinical characteristics of the patients.

Clinical Characteristics Middle-Aged Group Older-Aged Group t or χ2 Value * p Value

No. of patients 29 22
Age (yrs) 56.3 ± 7.1 70.9 ± 3.6 −8.61 <0.001
Sex (male) 23 18 0.02 * 0.58

BMI (kg/m2) 23.4 ± 2.4 22.7 ± 3.0 0.88 0.38
LVEF (%) 52.8 ± 11.0 57.3 ± 12.1 −1.04 0.31

Etiology (%)
CABG 62.1 71.4 0.47 * 0.35
VR/VP 37.9 28.6 - -

Medications (%)
Beta-blockers 43.7 45.5 0.00 * 0.61
ACEI/ARB 31.2 54.5 1.46 * 0.20

Diuretic 62.5 81.8 2.73 * 0.11

BMI body mass index, LVEF left ventricular ejection fraction, CABG coronary artery bypass grafting, VR valve
replacement, VP valvuloplasty, ACEI, angiotensin converting enzyme inhibitor; ARB, angiotensin receptor blocker.
* χ2 value.
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3.2. Sleep Quality and Health Utility at 5 Months after Cardiac Surgery

The mean ESS and SF-6D utility scores collected from the two groups are presented in Table 2.
There were no significant differences in these scores between the middle-aged group and older-aged
group at 5 months after cardiac surgery. However, as shown in Figure 1, there was a statistically
significant negative correlation between the mean ESS and SF-6D utility scores for all of the patients at
5 months after cardiac surgery (r = −4.10, p = 0.003).

Table 2. Differences in ESS and SF-6D scores at 5 months after cardiac surgery.

Middle-Aged Group Older-Aged Group t Value p Value

ESS 5.14 ± 2.96 4.05 ± 3.23 1.24 0.22
SF-6D 0.72 ± 0.14 0.71 ± 0.10 0.31 0.76

ESS Epworth Sleepiness Scale, SF-6D Short-Form Six-Dimension.
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4. Discussion

To our knowledge, this is first time that the mean ESS as an index of daytime sleepiness and the
mean SF-6D utility score as an index of health utility have been evaluated in relation to age in cardiac
surgery patients at 5 month after surgery. Moreover, the relationship between these two values was
also evaluated. The main finding of this study was that there were no significant differences in the
mean ESS and SF-6D utility score values at 5 months after cardiac surgery between the middle-aged
and the older-aged groups. However, there was a negative correlation between two these values in
all patients.

With the exception of age, all other clinical characteristics of the patients were almost identical
between the middle- and older-aged groups. Therefore, clinical characteristics of the patients other
than age likely had little effect on any differences in the mean ESS and SF-6D utility scores found in
the two groups. We evaluated daytime sleepiness status with the ESS because it is well validated,
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and scores from several subject groups have been published [7,8,23,24]. Because the ESS scores in
our study were not significantly different between the two groups, we thus thought that the ESS
as an indicator of the degree of daytime sleepiness reflected the status of the middle aged cardiac
patients equally as well as that of the older-age patients. Previous reports have focused on an age bias
in the approach to treating elderly cardiac patients [26–28]. However, a recent study reported that
although their results did not differ significantly based on age, sex, emergent status, or history of heart
failure or arrhythmias, participation in CR was of more benefit to the patients who underwent cardiac
surgery [29]. In addition, we previously reported that no age-related differences in health utility were
found between middle-aged and older patients upon entrance into a phase II CR program at 1 month
and at 3 months after cardiac surgery [21]. This indicates that aging might not reflect differences in the
average SF-6D utility scores of patients at 5 months after cardiac surgery, and these findings might
support those of the previous study [21].

In a cost-utility analysis carried out in tandem with a randomized controlled trial using the SF-6D
in learning and coping strategies in CR that comprised 825 patients over 18 years of age admitted
with ischemic heart disease or heart failure, Dehbarez et al. reported mean SF-6D scores of 0.739 at
baseline, 0.798 at 2 months after intervention, and 0.794 after 5 months of follow-up [30]. Although
there were differences between etiologies and CR programs between the Dehbarez et al. study [30]
and the present study, the respective mean SF-6D utility scores in the middle and older-aged groups at
5 months in the present study were 0.72 and 0.71, which were lower than those of the cardiac patients
studied by Dehbarez et al. Therefore, we need to evaluate whether health utility continues to change
over the long term following a phase II CR outpatient program. The negative correlation between the
mean ESS and SF-6D utility scores at 5 months after cardiac surgery in the present study was moderate
(r = 0.41, with r < 0.4 indicating a weak, r ≥ 0.4 but <0.6 indicating a moderate, and r ≥ 0.6 but <0.8 a
strong correlation [31]). Lopes et al. [10] showed that excessive sleepiness and lack of physical activity
affect the QOL of apneic patients, which was worse among their sleepy non-physically active subjects
and increasingly worse in their patients with severe apnea. In the present study, the mean ESS scores
in the middle and older-aged groups at 5 months were 5.14 and 4.05, respectively (Table 2).

ESS scores of 11 or higher indicate excessive daytime sleepiness. In some reports, cardiac patients
such as those who underwent CABG complained of sleeplessness [32], and sleep disturbance persisted
for weeks, months, or nearly 1 year after heart surgery [33–35]. One study suggested that sleep
improved at 6 months [36]. The mean ESS scores at 5 months of our middle (5.14) and older-aged (4.05)
patients were less than 11, indicating that sleepiness may have improved at 5 months after cardiac
surgery. However, we did not investigate whether the ESS scores improved from early after discharge
from hospital to 5 months later. Moreover, shallow sleep or poor sleep quality may cause sleepiness,
and presumably, increased sleepiness may be related to a reduction in health utility. Therefore,
there is a need for further studies to confirm our findings in a larger number of patients to determine
longitudinally whether daytime sleepiness improves after cardiac surgery and to ascertain a causal
relationship between daytime sleepiness and health utility.

There are several limitations in the present study. The sample size is very small and is comprised
almost entirely of male cardiac surgery patients. Additional analysis of sex-related differences in
daytime sleepiness and health utility in female cardiac patients is also required. We did not evaluate the
effects of postoperative complications or the start day of an earlier in-hospital rehabilitation program
on selection bias, or of longer hospital stays. We also did not examine the presence or absence of drugs
and patient age in relation to daytime sleepiness.

In addition, the analyses reported in Tables 1 and 2 reveal that patients’ normal weight, and/or
BMI reinforces the data found in relation to ESS, as the low and/or high specificity may be related to
the younger and/or older age of the patients. This may be suggestive of a biased sample population.
Moreover, in the inclusion criteria, we did not differentiate between the type of CABG the patients
underwent, and this may reinforce differences in the quality of health and sleep in accordance with the
complexity of the different types of surgery undergone. There was no analysis and no correlation of
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benefit between those who did or did not participate in the CR program after cardiac surgery. In our
future research, we need to increase both the number of patients studied and the follow-up time
analyzed as the types of complications occurring in the postoperative period following cardiac surgery
take place over the long term.

A recent study reported that cardiac surgery is correlated with obstructive sleep apnea (OSA) in
cardiovascular outcomes after a period of 4.5 years, where it was shown that OSA is independently
associated with a higher rate of long-term cardiovascular events after CABG and may have prognostic
and economic significance in CABG surgery [37]. We did not examine OSA in relation to daytime
sleepiness in the present study. In addition, there are no data on sleep problems experienced before
cardiac surgery. The lack of socioeconomic data [38] may have also affected study results. Thus, we need
to address these deficiencies in future longitudinal studies.

5. Conclusions

This study attempted to identify both age-related differences in sleep quality and health utility
and the relationship between these values in patients in the chronic phase at 5 months after cardiac
surgery. We found no significant age-related differences between sleep quality and health utility
at 5 months after cardiac surgery. However, there was a significant negative correlation between
these values in all patients. Because this study lacks long-term follow-up data on sleep quality and
health utility, additional study will be required to evaluate outcomes over longer periods of time in
these patients.

Author Contributions: K.P.I. and S.W. designed the study, collected, analyzed, and interpreted the data,
and secured funding for the study. K.H., Y.K., Y.H., and K.O. helped to draft and critically revise the manuscript
for important intellectual content. All authors approved the manuscript for submission.

Funding: This work was supported by a grant from JSPS KAKENHI (No. JP17K01500). Koichiro Oka is also
supported by the MEXT-Supported Program for the Strategic Research Foundation at Private Universities,
2015–2019 the Japan Ministry of Education, Culture, Sports, Science and Technology (S1511017).

Conflicts of Interest: The authors declare that there are no conflicts of interest.

References

1. Yilmaz, H.; Iskesen, I. Follow-up with objective and subjective tests of the sleep characteristics of patients
after cardiac surgery. Circ. J. 2007, 71, 1506–1510. [CrossRef] [PubMed]

2. Iskesen, I.; Kurdal, A.T.; Yilmaz, H.; Cerrahoglu, M.; Sirin, B.H. Sleep disturbances after cardiac surgery with
or without elevated S100B levels. Acta Cardiol. 2009, 64, 741–746. [CrossRef] [PubMed]

3. Yilmaz, H.; Iskesen, I. Objective and subjective characteristics of sleep after coronary artery bypass graft
surgery in the early period: A prospective study with healthy subjects. Heart Surg. Forum 2007, 10, E16–E20.
[CrossRef] [PubMed]

4. Aksu, N.T.; Erdogan, A.; Ozgur, N. Effects of progressive muscle relaxation training on sleep and quality of
life in patients with pulmonary resection. Sleep Breath 2017. [CrossRef] [PubMed]

5. Redeker, N.S.; Hedges, C. Sleep during hospitalization and recovery after cardiac surgery. J. Cardiovasc. Nurs.
2002, 17, 56–68. [CrossRef] [PubMed]

6. Ng, A.C.; Freedman, S.B. Sleep disordered breathing in chronic heart failure. Heart Fail. Rev. 2009, 14, 89–99.
[CrossRef] [PubMed]

7. Johns, M.W. A new method for measuring daytime sleepiness: The Epworth sleepiness scale. Sleep 1991, 14,
540–545. [CrossRef]

8. American Academy of Sleep Medicine Task Force. Sleep-related breathing disorders in adults:
Recommendations for syndrome definition and measurement techniques in clinical research. Sleep 1999, 22,
667–689. [CrossRef]

9. Jean-Louis, G.; Kripke, D.F.; Ancoli-Israel, S. Sleep and quality of well-being. Sleep 2000, 23, 1115–1121.
10. Lopes, C.; Esteves, A.M.; Bittencourt, L.R.; Tufik, S.; Mello, M.T. Relationship between the quality of life and

the severity of obstructive sleep apnea syndrome. Braz. J. Med. Biol. Res. 2008, 41, 908–913. [CrossRef]

http://dx.doi.org/10.1253/circj.71.1506
http://www.ncbi.nlm.nih.gov/pubmed/17895541
http://dx.doi.org/10.2143/AC.64.6.2044737
http://www.ncbi.nlm.nih.gov/pubmed/20128149
http://dx.doi.org/10.1532/HSF98.20061128
http://www.ncbi.nlm.nih.gov/pubmed/17162394
http://dx.doi.org/10.1007/s11325-017-1614-2
http://www.ncbi.nlm.nih.gov/pubmed/29290053
http://dx.doi.org/10.1097/00005082-200210000-00006
http://www.ncbi.nlm.nih.gov/pubmed/12358093
http://dx.doi.org/10.1007/s10741-008-9096-8
http://www.ncbi.nlm.nih.gov/pubmed/18548345
http://dx.doi.org/10.1093/sleep/14.6.540
http://dx.doi.org/10.1093/sleep/22.5.667
http://dx.doi.org/10.1590/S0100-879X2008005000036


Int. J. Environ. Res. Public Health 2018, 15, 2716 7 of 8

11. Izawa, K.P.; Watanabe, S.; Oka, K.; Hiraki, K.; Morio, Y.; Kasahara, Y.; Takeichi, N.; Tsukamoto, T.; Osada, N.;
Omiya, K.; et al. Relation between sleep quality and physical activity in chronic heart failure patients.
Recent Pat. Cardiovasc. Drug Discov. 2011, 6, 161–167. [CrossRef] [PubMed]

12. Hirano, Y.; Izawa, K.; Watanabe, S.; Yamada, S.; Oka, K.; Kasahara, Y.; Omiya, K. Physiological and
health-related quality of life outcomes following cardiac rehabilitation after cardiac surgery. J. Jpn. Phys.
Ther. Assoc. 2005, 8, 21–28. [CrossRef] [PubMed]

13. Hirschhorn, A.D.; Richards, D.A.; Mungovan, S.F.; Morris, N.R.; Adams, L. Does the mode of exercise
influence recovery of functional capacity in the early postoperative period after coronary artery bypass graft
surgery? A randomized controlled trial. Interact. Cardiovasc. Thorac. Surg. 2012, 15, 995–1003. [CrossRef]
[PubMed]

14. Anderson, L.; Thompson, D.R.; Oldridge, N.; Zwisler, A.D.; Rees, K.; Martin, N.; Taylor, R.S. Exercise-based
cardiac rehabilitation for coronary heart disease. Cochrane Database Syst. Rev. 2016, D001800. [CrossRef]

15. Izawa, K.; Hirano, Y.; Yamada, S.; Oka, K.; Omiya, K.; Iijima, S. Improvement in physiological outcomes and
health-related quality of life following cardiac rehabilitation in patients with acute myocardial infarction.
Circ. J. 2004, 68, 315–320. [CrossRef] [PubMed]

16. Hautala, A.J.; Kiviniemi, A.M.; Mäkikallio, T.; Koistinen, P.; Ryynänen, O.P.; Martikainen, J.A.; Seppänen, T.;
Huikuri, H.V.; Tulppo, M.P. Economic evaluation of exercise-based cardiac rehabilitation in patients with a
recent acute coronary syndrome. Scand. J. Med. Sci. Sports 2016. [CrossRef] [PubMed]

17. Brazier, J.; Usherwood, T.; Harper, R.; Thomas, K. Deriving a preference-based single index from the UK
SF-36 Health Survey. J. Clin. Epidemiol. 1998, 51, 1115–1128. [CrossRef]

18. van Stel, H.F.; Buskens, E. Comparison of the SF-6D and the EQ-5D in patients with coronary heart disease.
Health Qual. Life Outcomes 2006, 4, 20. [CrossRef]

19. Brazier, J.; Roberts, J.; Deverill, M. The estimation of a preference-based measure of health from the SF-36.
J. Health Econ. 2002, 21, 271–292. [CrossRef]

20. Brazier, J.E.; Fukuhara, S.; Roberts, J.; Kharroubi, S.; Yamamoto, Y.; Ikeda, S.; Doherty, J.; Kurokawa, K.
Estimating a preference-based index from the Japanese SF-36. J. Clin. Epidemiol. 2009, 62, 1323–1331.
[CrossRef]

21. Izawa, K.P.; Kasahara, Y.; Hiraki, K.; Hirano, Y.; Watanabe, S. Changes in health utility of patients after
cardiac surgery. J. Yoga Phys. Ther. 2017, 7, 4.

22. Takegami, M.; Sokejima, S.; Yamazaki, S.; Nakayama, T.; Fukuhara, S. An estimation of the prevalence
of excessive daytime sleepiness based on age and sex distribution of epworth sleepiness scale scores:
A population based survey. Nippon Koshu Eisei Zasshi 2005, 52, 137–145. (In Japanese) [PubMed]

23. Takegami, M.; Suzukamo, Y.; Wakita, T.; Noguchi, H.; Chin, K.; Kadotani, H.; Inoue, Y.; Oka, Y.; Nakamura, T.;
Green, J.; et al. Development of a Japanese version of the Epworth Sleepiness Scale (JESS) based on item
response theory. Sleep Med. 2009, 10, 556–565. [CrossRef] [PubMed]

24. Neumann, A.; Schoffer, O.; Norström, F.; Norberg, M.; Klug, S.J.; Lindholm, L. Health-related quality of
life for pre-diabetic states and type 2 diabetes mellitus: A cross-sectional study in Västerbotten Sweden.
Health Qual. Life Outcomes 2014, 12, 150. [CrossRef] [PubMed]

25. Quercioli, C.; Messina, G.; Barbini, E.; Carriero, G.; Fanì, M.; Nante, N. Importance of sociodemographic and
morbidity aspects in measuring health-related quality of life: Performances of three tools: Comparison of
three questionnaire scores. Eur. J. Health Econ. 2009, 10, 389–397. [CrossRef] [PubMed]

26. Pressler, A.; Christle, J.W.; Lechner, B.; Grabs, V.; Haller, B.; Hettich, I.; Jochheim, D.; Mehilli, J.; Lange, R.;
Bleiziffer, S.; et al. Exercise training improves exercise capacity and quality of life after transcatheter aortic
valve implantation: A randomized pilot trial. Am. Heart J. 2016, 182, 44–53. [CrossRef] [PubMed]

27. Lavie, C.J.; Milani, R.V. Effects of cardiac rehabilitation programs on exercise capacity, coronary risk factors,
behavioral characteristics, and quality of life in a large elderly cohort. Am. J. Cardiol. 1995, 76, 177–179.
[CrossRef]

28. Pollmann, A.G.E.; Frederiksen, M.; Prescott, E. Cardiac Rehabilitation after Heart Valve Surgery:
Improvement in Exercise Capacity and Morbidity. J. Cardiopulm. Rehabil. Prev. 2017, 37, 191–198. [CrossRef]

29. Goel, K.; Pack, Q.R.; Lahr, B.; Greason, K.L.; Lopez-Jimenez, F.; Squires, R.W.; Zhang, Z.; Thomas, R.J. Cardiac
rehabilitation is associated with reduced long-term mortality in patients undergoing combined heart valve
and CABG surgery. Eur. J. Prev. Cardiol. 2015, 22, 159–168. [CrossRef]

http://dx.doi.org/10.2174/157489011797377004
http://www.ncbi.nlm.nih.gov/pubmed/21834771
http://dx.doi.org/10.1298/jjpta.8.21
http://www.ncbi.nlm.nih.gov/pubmed/25792940
http://dx.doi.org/10.1093/icvts/ivs403
http://www.ncbi.nlm.nih.gov/pubmed/22976996
http://dx.doi.org/10.1002/14651858.CD001800.pub2
http://dx.doi.org/10.1253/circj.68.315
http://www.ncbi.nlm.nih.gov/pubmed/15056827
http://dx.doi.org/10.1111/sms.12738
http://www.ncbi.nlm.nih.gov/pubmed/27541076
http://dx.doi.org/10.1016/S0895-4356(98)00103-6
http://dx.doi.org/10.1186/1477-7525-4-20
http://dx.doi.org/10.1016/S0167-6296(01)00130-8
http://dx.doi.org/10.1016/j.jclinepi.2009.01.022
http://www.ncbi.nlm.nih.gov/pubmed/15791900
http://dx.doi.org/10.1016/j.sleep.2008.04.015
http://www.ncbi.nlm.nih.gov/pubmed/18824408
http://dx.doi.org/10.1186/s12955-014-0150-z
http://www.ncbi.nlm.nih.gov/pubmed/25342083
http://dx.doi.org/10.1007/s10198-008-0139-9
http://www.ncbi.nlm.nih.gov/pubmed/19067006
http://dx.doi.org/10.1016/j.ahj.2016.08.007
http://www.ncbi.nlm.nih.gov/pubmed/27914499
http://dx.doi.org/10.1016/S0002-9149(99)80054-X
http://dx.doi.org/10.1097/HCR.0000000000000208
http://dx.doi.org/10.1177/2047487313512219


Int. J. Environ. Res. Public Health 2018, 15, 2716 8 of 8

30. Dehbarez, N.T.; Lynggaard, V.; May, O.; Søgaard, R. Learning and coping strategies versus standard education
in cardiac rehabilitation: A cost-utility analysis alongside a randomised controlled trial. BMC Health Serv. Res.
2015, 15, 422. [CrossRef]

31. Campbell, M.J. Statistics at Square Two, 2nd ed.; BMJ Books: London, UK, 2006.
32. Schaefer, K.M.; Swavely, D.; Rothenberger, C.; Hess, S.; Williston, D. Sleep disturbances post coronary artery

bypass surgery. Prog. Cardiovasc. Nurs. 1996, 11, 5–14. [PubMed]
33. Tack, B.B.; Gilliss, C.L. Nurse-monitored cardiac recovery: A description of the first 8 weeks. Heart Lung

1990, 19 Pt 1, 491–499.
34. King, K.B.; Parrinello, K.A. Patient perceptions of recovery from coronary artery bypass grafting after

discharge from the hospital. Heart Lung 1988, 17 Pt 1, 708–715.
35. Magni, G.; Unger, H.P.; Valfrè, C.; Polesel, E.; Cesari, F.; Rizzardo, R.; Paruzzolo, P.; Gallucci, V. Psychosocial

outcome one year after heart surgery. A prospective study. Arch. Intern. Med. 1987, 147, 473–477. [CrossRef]
[PubMed]

36. Lukkarinen, H. Quality of life in coronary artery disease. Nurs. Res. 1998, 47, 337–343. [CrossRef] [PubMed]
37. Uchôa, C.H.G.; Danzi-Soares, N.J.; Nunes, F.S.; de Souza, A.A.L.; Nerbass, F.B.; Pedrosa, R.P.; César, L.A.M.;

Lorenzi-Filho, G.; Drager, L.F. Impact of OSA on cardiovascular events after coronary artery bypass surgery.
Chest 2015, 147, 1352–1360. [CrossRef]

38. Darchia, N.; Oniani, N.; Sakhelashvili, I.; Supatashvili, M.; Basishvili, T.; Eliozishvili, M.; Maisuradze, L.;
Cervena, K. Relationship between Sleep Disorders and Health Related Quality of Life-Results from the
Georgia SOMNUS Study. Int. J. Environ. Res. Public Health 2018, 15, 1588. [CrossRef]

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1186/s12913-015-1072-0
http://www.ncbi.nlm.nih.gov/pubmed/8657713
http://dx.doi.org/10.1001/archinte.1987.00370030077015
http://www.ncbi.nlm.nih.gov/pubmed/3493743
http://dx.doi.org/10.1097/00006199-199811000-00007
http://www.ncbi.nlm.nih.gov/pubmed/9835489
http://dx.doi.org/10.1378/chest.14-2152
http://dx.doi.org/10.3390/ijerph15081588
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	ESS as an Index of Daytime Sleepiness 
	SF-6D as an Index of Health Utility 
	Statistical Analysis 

	Results 
	Clinical Characteristics of the Patients 
	Sleep Quality and Health Utility at 5 Months after Cardiac Surgery 

	Discussion 
	Conclusions 
	References

