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The Effect of Outpatient Exercise Training on Quality
Adjusted Life Year after Coronary Artery Bypass Grafting

Su-Ying Hung* Ying-Tai Wu* Jau-Yih Tsauo® Chen-Liang Chou?
Ming-Chin Yang® Shoei-Shen Wang*

Background and purpose: The outpatient exercise training is commonly prescribed for
patients after coronary artery bypass grafting (CABG). The purpose of this study was to
examine the effect of the outpatient exercise training patients after CABG on quality
adjusted life year (QALY). Methods: During the period of January 1994 to October 2001,
65 patients participated in an outpatient exercise training and 70 controls without training
after CABG were recruited from three hospitals. The data were collected on their demo-
graphic characteristics and quality of life by the WHOQOL (World Health Organization
Quality of Life) questionnaire. The QALY was calculated by Monte Carlo-quality adjusted
survival estimation. Results: Patients in the exercise group demonstrated significantly
higher scores in the environment domain of the WHOQOL and the QALY gained from
exercise training was 0.069 year for the environment domain in the 7-year survival period.
Conclusion: The outpatient exercise training is beneficial on the QALY of patients after
CABG. (FJPT 2004;29(5):374-383)
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lifeyear

1 School of Physical Therapy, College of Medicine, National Taiwan University, Taipel, Taiwan.

2 Department of Physical Medicine and Rehabilitation, Taipel Veterans General Hospital, Taipei, Taiwan.

8 Graduate Institute of Health Care Organization Administration, College of Public Health, National Taiwan University, Taipei, Taiwan.

4 Department of Surgery, National Taiwan University Hospital, Taipel, Taiwan.
Correspondence to: Ying-Tai Wu, School and Graduate Institute of Physical Therapy, College of Medicine, National Taiwan University,
No. 1, Section 1, Jen Ai Road, Taipei 100, Taiwan. Tel: (02)23123456-7556 E-mail: ytw@ccms.ntu.edu.tw
Received: May 19, 2004 Accepted: Jul 20, 2004

383



