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ABSTRACT

Congruence o f Illness Representation Between Older Adult Heart Failure Patients

And Their Spouses or Partners and Its Relationship to Adherence Behavior

Intentional nonadherence to prescribed treatment has been documented as a 

leading contributor to the deleterious outcomes observed for many heart failure patients. 

Investigation o f adherence from the perspective o f  the patient and spouse/partner offers a 

different approach to the complexities o f intentional nonadherence. The purpose o f  this 

study was to examine the relationship between patients’ and spouse/partners’ illness 

representations or perceptions of the symptoms, cause, time-line, consequences, and 

control o f heart failure and the patients’ adherence behavior. Congruence between 

patients and spouse/partners in perceptions was investigated to determine if congruence 

or lack o f congruence affected patients’ adherence behavior. The Self-Regulatory Model 

o f  Illness, which specifically incorporates personal perspectives o f an illness, provided 

the theoretical framework for the study.

The study design was a descriptive correlational survey. The Illness Perception 

Questionnaire and Adherence Estimation Questionnaire were used to determine illness 

representations and adherence estimation in a sample o f  60 older adult heart failure 

patients and their spouse/partners. Descriptive statistics, Pearson’s moment correlational 

coefficients, hierarchical multiple regression analysis, paired-samples, and independent- 

samples t tests were used to analyze the data.

Patients’ and spouse/partners’ perceptions o f  symptoms and spouse/partners’ 

perceptions o f the time-line for heart failure were significantly related to patients’

iv
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adherence behavior. The addition o f  the spouse/partners’ illness representations to the 

patients’ illness representations explained 52% o f  the variance in patients’ adherence 

behavior. A significant linear relationship was not found between the amount of 

congruence between patients and spouse/partners and patients’ adherence behavior. 

However, patient adherence increased when patients and spouse/partners were congruent 

in perceptions o f  control o f  heart failure.

The findings suggest that further research in illness representation and adherence 

with consideration o f  the spouse/partner is warranted. Further study is needed with a 

more representative sample and in other chronic illnesses to refine the study instruments 

and see if different attributes o f the illness representation come forth as significantly 

related to patients’ adherence behavior.

v
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1

CHAPTER I 

INTRODUCTION

Heart failure is an enormous and growing health problem in the United States. 

Approximately 10% o f  the American population older than 80 years o f  age have heart 

failure and its incidence doubles with each decade o f  life beyond age 50 years (Ho, Pinsky, 

Kannel, & Levy, 1993). The over 65 age group is expected to comprise 20% o f the 

population by the year 2030 (Day, 1993). Together, the current incidence o f  heart failure 

among the elderly and the projected prevalence o f  heart failure in an aging population 

make the study o f  this group important.

Older heart failure patients must make decisions daily about recommendations 

from health care providers. Adaptation to chronic illness takes time and may be especially 

difficult for the older patient given the advice to change life-long habits. Often maintaining 

what the patient considers a quality lifestyle takes precedence over adherence to a 

prescribed regimen (Thome, 1993). Consequently, intentional nonadherence is a serious 

and widespread problem among heart failure patients (Ghali, Kadakia, Cooper, & Ferlinz, 

1988; Monane, Bohn, Gurwitz, Glynn, & Avom, 1994; Vinson, Rich, Sperry, Shah, & 

McNamara, 1990).

Previous research has documented nonadherence to prescribed treatment as a 

leading contributor to the deleterious clinical outcomes observed for many heart failure 

patients (Ghali et al., 1988). However, little is known about the components o f  the choice 

processes which direct the decisions heart failure patients make to be adherent or
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nonadherent to recommended self-management behaviors. Intentional nonadherence may 

be a "common sense" response to a perceived lack o f  coherence between the patient's 

illness representation and the health care provider's recommendations for self-management 

behavior (Home, 1997).

The study o f illness representations might provide insight into the complexities o f 

intentional nonadherence in older adults chronically ill with heart failure. Furthermore, it 

might provide valuable information for negotiating self-management goals and 

interventions that make sense from the perspective o f the patient's personal understanding 

o f heart failure. The Self-Regulatory Model provides an appropriate conceptual 

framework for the study o f  intentional nonadherence. It is a model that specifically 

incorporates the patient's unique perspective o f  a particular health threat (Keller, Ward, & 

Baumann, 1989).

The Self-Regulatory Model suggests that individuals attempt to regulate health 

threats in ways that are consistent with their representation o f the health threat (Leventhal, 

Diefenbach, & LeventhaL, 1992; Leventhal, Zimmerman, & Gutmann, 1984). It is a model 

appropriate to address day-to-day self-management decisions. The building o f an illness 

representation is the first step in the Self-Regulatory Model. Composed of the attributes o f 

illness identity (symptoms and label), cause, anticipated time-line, consequences, and 

control or cure, illness representations are personal understandings o f the salient features 

o f an illness (Diefenbach & Leventhal, 1996; Lau & Hartman, 1983; Leventhal et al.,

1997).

Previous research using various illness groups and methodologies has
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consistently identified illness identity (symptoms), cause, anticipated time-line, 

consequences, and control/cure as attributes of an illness representation (Lau, Bernard, & 

Hartman, 1989; Lau & Hartman, 1983; Meyer, Leventhal, & Gutman, 1985; Prohaska, 

Leventhal, Leventhal, & Keller, 1985). Illness representations are based on prior 

experiences with illness and include, but are not limited to, information from health care 

providers (Meyer et al., 1985). Consequently, the patient's illness representation may differ 

significantly from the traditional medical model o f the illness. Viewed from the perspective 

o f the patient's illness representation, intentional nonadherence may seem logical and 

reasonable when there is a perceived lack of coherence between the patient's illness 

representation and the health care provider's self-management recommendations 

(Leventhal et al., 1997).

The Self-Regulatory Model acknowledges the social and cultural context in which 

the individual lives. LeventhaL Leventhal, Schaefer, and Easterling (1993) reported 

significant age and gender differences in illness representations and willingness to delay 

seeking care. Significant others and the social and cultural context in which the individual 

lives may play an important role in self-management o f a chronic illness by encouraging a 

particular representation o f illness and specific procedures for self-management o f the 

illness (Diefenbach & LeventhaL 1996). The Self-Regulatory Model provides a framework 

that is capable o f identifying the attributes underlying the processes responsible for group 

differences in beliefs about illness and appropriate treatment (Diefenbach & Leventhal, 

1996).

Since self-management in chronic illness often requires cooperation

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



4

from the patient's spouse/partner, the extent to which patients and their spouse or partner 

share similar illness representations may have important implications for adherence 

behavior. Clinicians have observed a relationship between informed and supportive 

families and improved adherence (Dracup et al., 1994). Health care professionals are 

encouraged to involve spouses and families in educational sessions (Dracup et al., 1994; 

Uretsky et al., 1998). Therefore, it may be valuable to assess illness representations in both 

patient and spouse/partner. This study will examine the illness representations that may 

underlie the decisions heart failure patients make to be adherent or non-adherent to self

management recommendations.

Purpose

The purpose o f this study is to examine the relationship between patients' and 

spouse/partners’ perceptions o f the symptoms, cause, time-line, consequences, and control 

o f heart failure, and the patients’ adherence behavior. In addition, congruence between 

patients and spouse/partners in perceptions o f the symptoms, cause, time-line, 

consequences, and control of heart failure was investigated to determine if congruence or 

lack o f  congruence would affect patients’ adherence behavior. How much patients' illness 

representations o f  heart failure added to the prediction o f their adherence behavior over 

that which demographic and medical history variables contributed was investigated.

Research Questions and Hypotheses 

The research questions and hypotheses that guide this study are:

1. What is the relationship between the patients’ perceptions o f the symptoms, 

cause, time-line, consequences, and control of heart failure and the patients’
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adherence behavior?

Hi There is a significant relationship between the patients’ perceptions of

the symptoms, cause, time-line, consequences, and control o f heart failure and the 

patients’ adherence behavior.

2. What is the relationship between the spouse/partners’ perceptions of the 

symptoms, cause, time-line, consequences, and control o f heart failure and the patients’ 

adherence behavior?

H-> There is a significant relationship between the spouse/partners’ perceptions 

o f the symptoms, cause, time-line, consequences, and control o f heart failure and the 

patients’ adherence behavior.

3. What is the relationship between congruence o f patient and spouse/partner 

in perceptions o f the symptoms, cause, time-line, consequences, and control o f  heart 

failure and the patient's adherence behavior?

H3 There is a significant relationship between congruence o f  patient and 

spouse/partner in perceptions o f the symptoms, cause, time-line, consequences, and 

control o f heart failure and the patient's adherence behavior.

4. How much do patients’ illness representations o f heart failure add to the 

prediction of their adherence behavior over that which demographic and medical history 

variables contribute?

H» Patients’ illness representations o f heart failure will add significantly to the 

prediction o f their adherence behavior over that which demographic and medical history 

variables contributed.
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Definition o f  Terms

Illness Representation

Personal understandings o f the salient features of an illness (Diefenbach & 

Leventhal, 1996; Lau & Hartman, 1983; Leventhal et al., 1997). Illness representation will 

be assessed in terms o f  the following five attributes or nature o f an illness representation: 

Illness identity (Symptoms)

Theoretical: The name or label and the concrete signs and symptoms perceived as 

being part o f  an illness (Leventhal et al., 1980).

Operational: The number o f symptoms rated as experienced at a frequency of 

“occasionally” or more on the Illness Identity (symptoms) scale o f the Illness Perception 

Questionnaire or IPQ (Weinman, Petrie, Moss-Murray, & Home, 1996).

Cause

Theoretical: Personal ideas about how one gets an illness or what likely brought on 

an illness (Leventhal et al., 1980).

Operational: Specific causal beliefs about an illness as indicated on the Cause scale 

o f the IPQ (Weinman et al., 1996).

Time-line

Theoretical: Expectations o f the likely duration o f an illness and its treatment 

(Leventhal, 1980).

Operational: The score on the Time-Line scale o f the IPQ (Weinman et al., 1996).
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Consequences

Theoretical: Expected illness severity and its short and long term effects on 

physical, psychological, and social functioning (Leventhal et al., 1980).

Operational: The score on the Consequences scale o f  the IPQ (Weinman et al.,

1996).

Control

Theoretical: Ideas about what the individual or health care providers can do to 

bring about control or recovery from an illness (Lau & Hartman, 1983).

Operational: The score on the Control/Cure scale o f  the IPQ (Weinman et al..

1996).

Adherence Behavior

Theoretical: The extent to which a person reports self-management behavior as 

coinciding with recommendations from their health care provider (Haynes, 1979a;

Haynes, 1979b; Hilbert, 1985b; Kaplan & Simon, 1990). The term is meant to be neutral 

and refers to compliance within the context of acceptance rather than subordination.

Operational: The rating o f  extent o f  adherence to prescribed therapeutic 

recommendations from “none o f  the time” to “all of the time” on the Adherence 

Estimation Questionnaire (Higgins, 1995).

Congruence

Theoretical: Patient and spouse/partner agreement on individual ideas or 

expectations about a particular attribute o f illness representation of heart failure.
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Operational: Any pair o f  patient and spouse/partner IPQ scale scores within one 

point o f each other.

Spouse/partner

A spouse or any person the older adult heart failure patient identifies as a partner 

playing an important role in assisting with their self-management o f heart failure. 

Demographic Variables

Theoretical: Age, gender, racial/ethnic background, living arrangement, education, 

and household income.

Operational: Information about date o f birth, gender, racial/ethnic background, 

living arrangements, and household income collected from patient interview responses to 

the Background Information Questionnaire.

Medical History

Theoretical: Length o f  time the patient has been diagnosed with heart failure, New 

York Heart Association (NYHA) functional classification status (see Appendix A for a 

description o f the NYHA functional classifications), number of concurrent chronic 

illnesses, and the number o f medications the patient is currently taking.

Operational: Questions on medical history ascertained information about length 

o f  time patient had a diagnosed heart problem, number o f  concurrent chronic illnesses, 

and number o f medications currently taking. Each patient's functional classification for 

heart failure as recorded in the medical record was transferred to the Background 

Information Questionnaire.
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Assumptions

This study is based on the assumptions that:

1. Individuals process information they receive about an illness in combination 

with prior experiences o f illness to form an illness representation.

2. Attributes o f  illness representations serve as guides for behavior.

3. Individuals are able and willing to report attributes o f  illness 

representations.

4. Individuals are able and willing to report a wide range o f 

experiences, including a  considerable degree o f nonadherence, if approached appropriately 

(Hilbert, 1985a).

Limitations

1. The study used a convenience sample from one setting thus limiting 

generalization o f findings to others.

2 . Subjects may have responded to the questionnaires in ways that do not 

reflect their true feelings, but in ways they believed the data collector would like them to 

respond. This limits findings to the honesty and memory o f the subjects.

3. The study is cross-sectional with data collected on subjects during 

one period in time. This limits generalization o f  findings to only a portion o f  the total 

process o f  illness representations and adherence behavior.

Significance o f the Study

Increasing prevalence, hospitalizations, economic costs, and mortality has made 

heart failure a major chronic illness in the United States. It is the most common diagnosis
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in hospital patients age 65 and older (U. S. Department o f Human Services, 1994). As 

increasing numbers o f  cardiac patients survive initial cardiac events and live longer, their 

opportunity for developing heart failure increases (Gillum, 1993). Future growth in the 

older population will likely result in even greater numbers o f older Americans with heart 

failure (Ho et al., 1993).

Improved heart failure management can reduce hospitalizations for recurrent 

exacerbations o f the condition (Uretsky et al., 1998). As comprehensive care evolves the 

classic image o f the heart failure patient with intractable dyspnea is becoming increasingly 

rare (Stevenson, Massie, & Francis, 1998). However, intentional nonadherence with 

prescribed medications and diet is a leading cause o f decompensation, recurrent hospital 

admissions, and increased morbidity and mortality (Ghali et al., 1988; Monane et al., 1994; 

Vinson et al., 1990).

Given the proportion o f the older population making daily decisions about 

recommendations from health care providers concerning self-management for heart failure, 

there is a need to study factors that might influence the outcome of therapy for this 

chronic condition. Nurses are important providers o f the information heart failure patients 

and their caregivers need to improve their functional status and quality of life (Dracup, 

Walden, Stevenson, & Brecht, 1992). Consideration o f  the illness representations that 

contribute to adherence behavior will provide nurses additional 

insight into the problem o f intentional nonadherence to effective therapeutic regimens.

As in most chronic illnesses, the patient has primary responsibility for the 

day to day management o f  heart failure on an outpatient basis. In spite o f extensive

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



11

education, the adjustments for successful self-management o f heart failure are not 

achieved by a significant number o f heart failure patients (U.S. Department of Health and 

Human Services, 1994). In addition to providing education, nurses should examine the 

factors that underlie the procedures patients choose for self-management o f heart failure.

This study contributes to the growing body o f  knowledge regarding the 

psychosocial factors involved in self-management o f chronic illness. Greater knowledge o f 

factors that may influence self-management decisions in chronic illness might improve the 

clinical outcomes o f chronic illnesses (Leventhal et al., 1992). Individuals and health care 

providers can work together to minimize complications and disability, thus assuring the 

best level o f  functioning within the confines of chronic illness.

Clinicians have observed a relationship between informed and supportive families 

and improved adherence (Dracup et al., 1994). Since self-management in chronic illness 

often requires assistance from spouse/partners, the amount o f congruence between 

patients and spouse/partners in their illness representations may have important 

implications for the patient's adherence behavior. This study examines the relationship 

between the spouse/partner's illness representation and the patient's adherence behavior.

This study has further significance for nursing because it provides a theoretically 

based means for nurses to assess patient education needs as reported by heart failure 

patients. Attributes of the illness representation that are amenable to intervention can be 

identified. This knowledge can then be used to design and evaluate self-management 

strategies aimed at improving the clinical outcome o f a group at risk for considerable 

morbidity and mortality. In addition a greater understanding o f the relationship between
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representations o f  illness and adherence to treatment recommendations might contribute to 

further development o f the Self-Regulatory Model (Diefenbach & Leventhal, 1996; 

Leventhal and Cameron, 1987).

Conceptual Framework 

The Self-Regulatory Model (Leventhal et al., 1984) provided the conceptual 

approach for the study o f illness representations and adherence behavior in older adult 

heart failure patients. The model originated in Leventhal's work involving the impact o f  

fear messages on the decision to take preventive action against lung cancer and tetanus 

(Leventhal, 1970; Leventhal et al., 1980; Meyer et al., 1985). The process o f fear control 

developed into a program of nursing research focusing on preparing patients for healthcare 

events by giving them specific preparatory information about the healthcare event 

(Johnson, Fieler, Jones, Wlasowicz, & Mitchell, 1997; Leventhal & Johnson, 1983).

The Self-Regulatory Model is an information-processing model in which 

individuals are seen as motivated to construct illness representations in order to engage in 

self-regulating behavior (see Figure 1). A central premise o f  the Self-Regulatory Model is 

that illness representations guide the procedures patients choose to reduce health threats 

(Leventhal et al., 1980). This premise makes the model an appropriate framework for a 

study o f  attributes that may influence adherence behavior.

The Self-Regulatory Model integrates environmental factors with individual beliefs 

about health and illness (Leventhal et al., 1992). The individual is acknowledged as an 

active problem solver, processing information along two parallel, yet, interacting 

pathways. One pathway is cognitive and creates an objective representation o f the illness
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The Self-Regulatory Model for Adherence Behavior

Cognitive
Representation of Coping Appraisal of
Health Threat with the coping
Illness identity (symptoms; label) — » objective — ► effectiveness
Cause features
Time-Line of the
Consequences illness
Control/Cure

Integration of
Situational ^ ____________
Stimuli with 
Past Experience

*  v

Emotional
Representation of Coping Appraisal of
Health Threat
Illness identity (symptoms; label. W with the 

emotional
change in 

emotionalw — ►
Cause response tc1 response
Time-Line the illness
Consequences
Control/Cure

Figure 1. Hie Self-Regulatory Model. The formulation o f an illness representation 

is the first step in the model. Illness representations lead to coping procedures and 

appraisal o f the outcome o f coping procedures. From "Illness Cognition: Using 

Common Sense to Understand Treatment Adherence and Affect Cognition 

Interactions," by H. Leventhal, M. Diefenbach, and E. Leventhal, 1992, Cognitive 

Therapy and Research. 16. 2. p. 147.
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with its coping procedures and appraisal processes. The second pathway is emotional, 

creating an emotional representation o f  the illness and the coping procedures and appraisal 

rules for dealing with the emotional response to the illness. Interaction of the two 

pathways occurs as the patient adapts to a specific illness (Leventhal et al., 1980). This 

interaction o f the pathways has important implications for the processing of symptoms 

since emotions exert a variety o f  influences on symptoms. For example, anxiety and fear o f 

suffocation can aggravate the breathlessness o f congestive heart failure.

The use o f  symptoms as ongoing guides to self-regulative actions contrasts the 

emphasis of the Self-Regulatory Model with other cognitive decision models which predict 

that adherence to treatment is an outcome o f  perceived vulnerability to the serious 

consequences o f  a health threat or perceived self-efficacy in performing treatment 

recommendations (Bandura, 1986; Rosenstock, 1974). Feelings o f  vulnerability and self- 

efficacy might not be necessary in a self-regulative system initiated and terminated by a 

symptom-oriented appraisal process (Leventhal et al, 1992). Self-regulative actions would 

be initiated and terminated according to how symptoms were appraised.

In developing the Self-Regulatory Model, Leventhal had interviewed chronically ill 

individuals and proposed that individuals based their illness representations on the 

four attributes o f  illness: illness identity (symptoms), cause, time-line, and consequences 

(Leventhal et al., 1980; Leventhal & Diefenbach, 1991). In their research with acute 

illnesses, Lau and Hartman (1983) added a fifth attribute, control/cure, to address 

recovery or control o f  an illness.

Three central assumptions underlie the Self- Regulatory Model: (1) the patient
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patient is an active problem solver motivated to test hypotheses about the meaning o f 

symptoms and physical condition, (2) the illness representation is the central cognitive 

construct that guides the procedures chosen to cope with a health threat and appraisal o f 

the outcomes o f coping procedures, (3) illness representations are highly individualized 

and may differ significantly from the health care provider's representation of a health threat 

(Diefenbach & Leventhal, 1996). Intentional nonadherence may arise when health care 

professionals fail to realize that patients come to the health care setting with 

past experiences and memories o f  illness that may influence their present behavior.

In summary, past researchers have investigated illness representations in 

acute and chronic illness (Lau et al., 1989; Leventhal & Diefenbach, 1991) and adherence 

behavior in older adults diagnosed with heart failure (Ghali et al, 1988; Vinson et al.,

1990). There is still a need for research to examine the illness representations o f heart 

failure held by older adult heart failure patients and their spouse/partners and determine 

the relationship between illness representations and adherence behavior. The next section 

will review literature pertinent to the relationship between illness representations, 

congruence between patient and spouse/partner, and adherence behavior in older adult 

heart failure patients.
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CHAPTER II

REVIEW OF LITERATURE 

This chapter reviews literature pertinent to the relationship between illness 

representations and adherence behavior in older adult heart failure patients. The chapter 

begins with background information on the prevalence and significance o f  heart failure in 

older adults. This is followed by studies o f  adherence behavior in older heart failure 

patients. Subsequently, each of the attributes o f  an illness representation is presented. 

Following the conceptualization o f  each attribute o f an illness representation, studies 

addressing the relationship between adherence and the attribute are discussed. This is 

followed by studies o f the implications o f  congruence between patients and significant 

others in their representations o f illness.

Prevalence and Significance o f Heart Failure in Older Adults 

Heart failure is a clinical syndrome related to the inability o f  the heart to pump an 

adequate blood volume relative to the metabolic needs o f the body. Its primary cause is 

an inability to fill or empty the ventricles properly. The prevalence o f  heart failure 

doubles with each decade o f life past age 50 years (Ho et al., 1993).

Furthermore, heart failure is the most common reason for hospitalization and 

rehospitalization in Medicare patients, with nearly 50% of patients older than age 70 

rehospitalized within three to six months following initial hospitalization for heart failure 

(Vinson et al., 1990). At an estimated annual cost o f 10 to 30 billion dollars, heart failure 

is one of the disorders contributing to functional limitations in older adults. New York 

Heart Association (NYHA) class IV heart failure has been associated with a 50%
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mortality rate in older adult heart failure patients (Tresch, 1997: see Appendix A for the 

NYHA functional classifications for cardiac failure).

With early diagnosis and proper treatment heart failure patients can maintain 

function, improve their quality o f life, and prolong their survival (Dracup et al., 1994). 

Most treatment for heart failure is on an outpatient basis; therefore, effective daily 

management o f  heart failure depends on the patient carrying out recommended health 

behaviors. Previous research has established that nonadherence is a leading cause of 

progression of heart failure and early readmission to the hospital (Ghali et al., 1988; 

Vinson etal., 1990)

Adherence in Older Heart Failure Patients 

Successful management o f heart failure often requires dramatic changes in 

lifestyle for the patient. Often multiple medications along with modification o f diet and 

activity are prescribed which may conflict with the patient's desires and traditions. Both 

patient and spouse/partner must adjust to living with a potentially life-threatening illness 

and the psychological impact of knowing that life may be shortened (Dracup, et al.,

1994). Intentional nonadherence to prescribed treatment is a major cause o f  

decompensated heart failure requiring emergency room visits and hospitalization (U. S. 

Department o f  Health and Human Services, 1994).

Ghali et al. (1988) examined factors precipitating decompensated heart failure in a 

sample o f 101 predominantly African American, working class subjects, 55 men, 46 

women, mean age 59 years (SD= 14); 97% African Americans. On admission, 50% of 

the subjects were NYHA class IV heart failure, 46% class III, and 4% class II. Special
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care was taken to establish that the study participants had a basic understanding o f heart 

failure and their self-management regimen.

Data was collected through a detailed personal interview, physical exam, and 

medical chart review. Subjects who stopped taking all their medications or took them at 

variable intervals were defined as nonadherent. Subjects demonstrating dietary sodium 

excess before worsening o f  their heart failure and subsequent hospitalization were also 

included in the nonadherent group. Nonadherence with the entire medical regimen was 

noted in 64% of the cases. Nonadherence with diet alone was noted in 22% o f the cases 

and medications alone in 6% of patients. A combination o f lack o f adherence to both 

medications and diet was noted in 37% of the cases. Males were more noncomp liant than 

females in all the subgroups. The researchers concluded that the essential preventive 

measure necessary in at least 64% o f the sample centered on improving adherence to 

medications and diet (Ghali et al., 1988).

Although the method used to measure adherence in this study was self-report, 

Hilbert (1985a) demonstrated that under the right circumstances patients will admit to a 

considerable amount o f nonadherence . Maintaining confidentiality o f  the data and 

promoting a cooperative relationship between patients and data collectors maximize the 

accuracy of self-reported adherence (Hays & DiMatteo, 1987).

Vinson et al. (1990) prospectively evaluated 161 patients 70 years o f age 

and older to identify factors associated with early readmission. The study participants 

were 67% European American, 57% female, and mean age was 80.5 years (SD=6.5). On 

admission, 12% o f the participants were New York Heart Association class IV heart
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failure, 49% class III, 14% class II, and 23% class I heart failure.

Within 90 days o f  hospital discharge, 47% o f  the sample was rehospitalized at 

least once. Recurrent congestive heart failure was the most common reason for 

readmission, occurring in 57% o f the sample. While the investigators did not specifically 

define nonadherence, nonadherence to diet and medications was identified as a remedial 

factor that might have been avoided by improved patient education. Factors contributing 

to preventable readmissions included medication nonadherence (15%), dietary 

nonadherence (18%), and failure to seek medical care (20%), inadequate discharge 

p lann ing  (15%), inadequate follow-up (20%), and inadequate social support (21%). The 

researchers concluded that up to 50% of readmissions were possibly preventable through 

improved patient education, comprehensive discharge planning, and improved follow-up 

(Vinson et al. 1990).

Monane et al. (1994), conducted a retrospective follow-up o f 7,247 outpatients 

mean age o f 77 years old (SD=7.7) to measure rates o f  adherence with newly prescribed 

digoxin therapy. The sample was predominantly female and European American 

(62.9%). Using the complete prescription claims file o f  the New Jersey Medicaid 

program, adherence for the years 1981 through 1991 was based on the number o f days a 

patient had congestive heart failure medication available during the 12 months after an 

initial digoxin prescription. Patients who stopped digoxin but took an angiotensin 

converting enzyme inhibitor (ACE inhibitor) were considered adherent.

On the basis o f  quantities prescribed and physicians’ directions for use, only 10% 

of patients had sufficient medication for the entire 12-month follow-up period. Those
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patients age 85 years and older were most adherent, and the researchers attributed this to 

possible assistance with medications from caregivers Out o f system medications would 

have been costly for this indigent population and was unlikely to explain the high 

percentage o f  unfilled prescriptions (Monane et al., 1994).

Documenting nonadherence as the leading factor for recurrent heart failure and 

costly hospital readmission stimulated researchers to determine the feasibility and 

potential impact o f multidisciplinary interventions to reduce hospital admissions. Rich, 

Gray, Beckham, Wittenberg, & Luther (1996) prospectively assessed medication 

adherence rates in 156 older patients with CHF and a mean NYHA class o f  2.4 SD=1.1). 

The mean age of the sample was 79.4 years (SD=6), 67% were females, and 65% were 

nonwhite. The objectives o f the study were to identify factors associated with poor 

adherence, and to evaluate the effects o f a multidisciplinary treatment approach on 

medication adherence.

The study intervention consisted o f four components: (1) intensive 

education about congestive heart failure and its treatment by a geriatric cardiac nurse,

(2) a detailed review o f  medications by a geriatric cardiologist with specific 

recommendations to improve adherence and reduce side effects, (3) diet teaching by a 

hospital dietician, and (4) early discharge planning by social services.

Before discharge, the 80 subjects randomized to the study intervention received 

comprehensive teaching about CHF and its management and the importance o f adherence 

to medications and diet. Patients were seen by a study nurse, dietician, social worker, and 

a geriatric cardiologist. Patients randomized to the control group received standard
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hospital services, including dietary and medication teaching. The hospital's home care 

unit and the study team followed all patient discharges.

Twenty-eight to thirty-two days after discharge a clinical pharmacist or pharmacy 

assistant made a home visit, performed a pill count, and calculated a medication 

adherence rate. The principal findings of the study was that the overall adherence rate 

was 85% (assessed by pill counts). Caucasian race and not living alone were independent 

predictors o f adherence. The multidisciplinary intervention strategy improved medication 

adherence to 87.9% (SD=12%; Rich et al., 1996).

In summary, previous research has documented nonadherence as a leading 

precipitating factor for decompensated heart failure and frequent readmission to inpatient 

care for older heart failure patients. It has also been documented that a multidisciplinary 

intervention, intensive home care follow-up, and presence of a spouse or other caregiver 

significantly increased adherence (Rich et al., 1996). One thing that is missing from the 

research is knowledge o f the illness representations underlying the decisions older heart 

failure patients made to adhere or not adhere to the self-management recommendations.

Attributes o f  an Illness Representation 

Illness representations identify those variables that patients themselves believe to 

be important to their experience of illness and its management. Studies using various 

methodologies and illness groups have consistently identified the same five attributes of 

illness representation: identity, cause, time-line, consequences, and control/cure (Lau & 

Hartman, 1983; Leventhal et al., 1997). Each o f  these illness representation attributes will 

be elaborated on separately.
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Illness Identity (Symptoms)

The identity attribute consists o f the concrete sensations or symptoms and the 

abstract label, or name, attached to a health problem (Leventhal & Nerenz, 1985). A 

symmetry has been noted between symptoms and illness label. Symptoms prompt a 

tendency to search for an abstract label to explain the symptoms. Conversely, an illness 

label prompts a search for symptoms that are consistent with the disease label (Bauman. 

Cameron, Zimmerman, & Leventhal, 1989).

Meyer et al. (1985) in a descriptive study addressed the issue o f symptoms and 

adherence to antihypertensive medications. A sample o f 230 subjects was randomly 

selected from patients presenting for screening and/or treatment at primary care, renal, 

and hypertension clinics serving a predominantly inner city population. The mean age of 

the subjects was 47 years. Sixty percent (60%) were African American and 55% were 

female. Subjects were classified as normotensive, newly treated, continuous treatment, or 

re-entry to treatment after dropping out o f  treatment. The mean blood pressure o f  the 

hypertensive groups was 150/103.

Each subject participated in a structured interview consisting o f open- 

ended questions followed by structured probes designed to elicit the subject’s personal 

understanding of hypertension. Forty-six percent (46%) o f  the normotensive controls,

71% o f  the newly treated group, 92% of the continuous treatment group, and 94% o f the 

re-entry group identified hypertension as a symptomatic condition. The highly significant 

group differences suggest that a longer history o f  hypertension was associated with a 

stronger symptomatic identification of hypertension (y} (3, n = 176) = 44.65, g < .01).
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Eighty percent (80%) o f  the continuous treatment group agreed that hypertension 

was asymptomatic but perceived themselves as an exception since they could tell when 

their own blood pressure was elevated. Their abstract view o f  hypertension reflected the 

medically accepted view o f hypertension as an asymptomatic condition. However, their 

concrete, personal view was that their own hypertension was a symptomatic health 

problem.

Adherence to prescribed medications was examined in the continuous treatment 

group for its relationship to perceived symptoms (Meyer et al., 1985). To make it 

acceptable to report noncompliance with the prescribed therapy, the four questions 

assessing self-reported adherence opened with the statement that there were many 

reasons why patients missed taking their medications. The first question asked the 

patients why they had missed taking their medications on specific occasions. The second 

question probed specific reasons for missing medications. The third question asked the 

patient to estimate the number o f  pills missed per week, and the fourth question assessed 

experimentation with the medication by asking the patients if they had ever tried to take 

less medication. The patient responses were coded as taking medication as prescribed, 

missing randomly and infrequently, and systematically departing from prescribed 

treatment.

O f the 46 patients in the continuous treatment group, 17 believed that treatment 

affected their symptoms and 12 o f  them (70%) were taking medications as prescribed. 

Five o f the seventeen took medication only when they perceived symptoms o f high blood 

pressure. In contrast, only nine o f  the twenty-nine patients who did not believe treatment
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affected their symptoms, took medication as prescribed. Adherence was significantly 

related to blood pressure control.

Higgins (1995) used in-person interviews to conduct a cross-sectional 

survey of 142 ambulatory hypertensive subjects (58% African-American; 66% 

female) mean age 59.8 years (SD—13.7 ), receiving health care at two academic medical 

center hypertension clinics and the private group practice of four internists. Higgins 

found that 92% o f the sample endorsed hypertension as a symptomatic condition.

First, symptom perception was assessed with a series o f opened-ended questions 

eliciting the patients' beliefs about symptoms o f  hypertension and being able to tell when 

their blood pressure was elevated. Next, the subjects were asked to indicate on a checklist 

o f twelve physical symptoms associated with high blood pressure whether they never (0), 

rarely (1), occasionally (2), or frequently (3) experienced each symptom. Scores ranged 

from zero (no symptoms ever experienced) to 36 (all twelve symptoms frequently 

experienced). Higher scores indicated greater symptom perception.

Higgins used a self-reported measure o f  adherence to address the possible 

association o f symptom perception with adherence behavior. The Adherence Estimation 

Questionnaire (Higgins, 1995), modified with permission from Hilbert's (1985b) 

investigation o f adherence in post-myocardial infarction patients, was used to assess self- 

reported adherence to recommendations for lifestyle changes and medications. No 

association was found between symptom perception and adherence behavior for the total 

sample or any o f  the race/gender subgroups (r = -.14; p = .09). An unexpected finding 

was that as levels o f  symptom perception increased, adherence behavior increased when
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the number of therapeutic recommendations increased.

This finding suggests that patients with more symptoms may believe more 

therapeutic measures are necessary to adequately address their illness. In contrast, a more 

involved regimen may seem like a bother and not worth the effort to those patients who 

endorse few symptoms (Higgins, 1995). Simplicity o f  the self-management regimen in 

order to improve adherence may not be the best approach for every patient.

Research in samples with chronic conditions other than hypertension has 

demonstrated that symptoms are powerful determinants o f adherence behavior. For 

example, type II diabetics use beliefs about symptoms related to their blood glucose level 

to guide decisions about diet and exercise. O’Connell et al. (1984) tested a model of self

regulation in a sample o f 38 type II diabetics. Thirty-two o f the 38 patients interviewed 

reported using symptoms as indicators of high, low, and normal blood glucose. Twenty- 

two o f the 30 subjects who used symptoms as indicators o f high blood glucose reported 

that they normally took actions to lower blood glucose when the symptoms o f  high blood 

glucose were present. The researchers concluded that a model o f self-regulation based on 

the work o f Leventhal and control theory (Carver & Scheier, 1981) had the potential to 

explain adherent and nonadherent behaviors in type II diabetics.

Similar results about symptoms were reported by Hampson, Glasgow, and 

Toobert (1990). In an investigation o f  the personal models o f diabetes held by 46 non- 

insulin-dependent-diabetes mellitus females (mean age 64 years; range =46-79 years), 

80% o f subjects believed that they could tell when their diabetes was in poor control by 

the symptoms they experienced. The self-regulation framework of the Self-Regulatory
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Model provided a useful perspective on diabetes because o f  the key role o f symptom 

monitoring in the management o f  the disorder.

Cause

Personal ideas about what brought on a health problem comprise the cause 

component o f  the illness representation (Leventhal et al., 1980). Lau and Hartman (1983) 

considered the illness representations o f  common illnesses experienced over the previous 

thirty days in two separate samples o f  63 and 270 undergraduate college students. 

Subjects varied in age from 16 to 35 with a mean age o f  18.5 years. The sample was 68% 

Caucasian race, 26% Asian, 16% African American, Hispanic, and other ethnic 

minorities. Students responded to open-ended questions pertaining to their perceptions of 

why they had gotten sick and why they recovered. Following their open-ended responses 

students were asked to rate all reasons along the internal-external, stable-variable, and 

controllable-uncontrollable dimensions from attribution theory (Weiner, 1982). The 

researchers found that the internal-external dimension best characterized how the students 

perceived the cause o f their illness. Internal causes involved the self and “my fault” as the 

causal agent. External causes involved reasons outside the self and “not my fault” as the 

causal attribution. The researchers also uncovered a one-to-one link between reasons for 

getting sick and reasons for getting better (getting sick because of faulty eating habits: 

getting better because o f  healthier eating habits).

Affeck, Tennen, Croog, and Levine (1987) studied the causal attributions 345 

men gave for their myocardial infarctions. A follow-up interview was conducted with 

205 o f  the men in the original study eight years later. The process for obtaining data
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about the subjects’ causal attributions was to have them to rate to what extent 13 causes 

o f myocardial infarction, common in lay and professional literature, was a factor in their 

myocardial infarction. Those subjects who initially blamed others for their myocardial 

infarction were significantly more likely to have had another myocardial infarction eight 

years later (p=.05). Those subjects who blamed their initial myocardial infarction to stress 

also had significantly poorer health outcomes eight years later (g =.001). Thus, external 

causes for myocardial infarctions has been associated with negative health outcomes.

Petrie and Weinman (1997) asked a sample o f 143 first time myocardial infarction 

patients aged 65 years and under (mean age 53.2 years (SD= 8.4 years; 124 males) and 

their spouses to rate a list o f  24 possible causes o f myocardial infarction based on a five- 

point scale for how likely each one was to have caused the patients' myocardial 

infarction. The list o f  causes was generated from studies o f attributions following 

myocardial infarction (Affleck et al., 1987). Most patients identified stress and stress- 

related items such as type o f  work and overwork as causes for their myocardial 

infarction. Other common causal attributes identified by patients were related to 

unhealthy lifestyle habits and heredity.

In the Meyer et al. study (1985), those patients who had been in treatment the 

longest were most likely to perceive heredity as a cause for their hypertension, whereas 

newly diagnosed patients or patients reentering treatment perceived diet, their home life, 

or work as causes for their hypertension. This research suggests that as an illness persists, 

the causal attribute shifts from a  psychological nature, such as stress, to a physiological 

nature, such as heredity. Thus, the cause o f the hypertension shifted from a cause that was
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potentially under the patient's control to a cause that was out o f the patient's control.

No association was detected between perceived cause o f hypertension and 

adherence. The researchers noted that situational variables such as life stress as a cause o f 

hypertension may be constant or periodic; thus, the patient's adherence may be constant 

or periodic. Overall, the perceived cause o f illness seems to influence adherence to a 

lesser degree than other attributes of an illness representation (Meyer et al., 1985).

In a later study o f  451 community-dwelling adults, age 20 to 90 years, a factor 

analysis o f the classification o f 20 illnesses as aging-caused or non-aging caused revealed 

that respondents o f  all ages associated age as a cause of illness with increased 

susceptibility to disease and less potential for control or cure o f  illness (Keller, Leventhal. 

Prohaska, & Leventhal, 1989). Such beliefs might be associated with a tendency to 

believe that treatment will have no impact on the outcome o f a health problem and less 

adherence behavior.

Time-Line

Perceived time-line refers to perceptions about how long an illness will last 

(Leventhal et al. (1980). Based on factor analysis, Leventhal, Nerenz, and Steele (1984) 

proposed that the identity and time-line attributes could be combined to produce three 

separate models o f  illness: (a) acute, (b) cyclic, and (c) chronic. The acute model, largely 

based on memories o f  childhood health problems followed by a complete cure, is the 

most familiar and the initial model identified by most patients. In the cyclical model 

symptoms o f a health problem subside for a period of time and then recur. In the chronic 

model, the health problem needs continuing or long-term care (Leventhal et al., 1984).
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In two studies on hypertensive patients (Bauman & Leventhal, 1985; Meyer et al., 1985). 

most of the subjects perceived an acute model for hypertension. Newly diagnosed 

patients were likely to hold an acute model for their condition, while re-entry and 

continuous treatment patients were likely to hold a chronic model for their condition. 

Those patients, who had a cyclical perception o f  hypertension and viewed medications as 

being effective for their hypertension, took their medications only when they perceived 

symptoms o f hypertension were present. Thus, anticipated time-line has been associated 

with decisions to remain in treatment and adherence to hypertension medications (Meyer 

et al., 1985). In chronic conditions characterized by exacerbations and remission of 

symptoms, a cyclical representation might influence the realization o f  the chronicity of 

the condition and the need for long-term adherence to self-management 

recommendations.

Consequences

The perceived consequences o f an illness are the expected illness severity and its 

effects on physical, psychological, and social functioning (Leventhal et al., 1980). Petrie, 

Weinman, Sharpe, & Buckley (1996) used the IPQ to measure patient representation o f 

myocardial infarction on admission and at follow-up three and six months later in the 

same sample of 143 patients who completed the causal attribution checklist. First 

myocardial infarction patients who perceived their condition as less serious tended not to 

attend cardiac rehabilitation. Those patients who perceived their myocardial infarction as 

having major consequences on their lives were slower to return to work and resume their 

social and household duties.
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Keller et al. (1989) in a study o f  451 community-dwelling adults (age range 20 to 

90 years) found that subjects o f all ages perceived any illness that occurred at age 70-75 

as more serious than the same illness occurring in middle age. The sample was stratified 

into three age groups (age 20-34 (M=26.6, SD=4.8): 35-59 (M=46.4, SD=7.7); and 60+ 

(M=65.4, SD—5) and completed seven questionnaires exploring their perceptions about 

aging and 20 illnesses varying in onset, contagiousness, and chronicity. The first 

questionnaire asked respondents to check the age at which each illness was likely to 

occur for them on a scale divided into 5 year intervals from 20 to 90 years. The second 

questionnaire asked respondents to rate the likelihood that aging caused each illness on a 

4-point Likert scale ranging from (1) aging not a cause, to (4) aging definitely a cause.

The five rem ain in g  questionnaires focused on one attribute o f  illness perception: 

seriousness, controllability, curability, preventability, or caused by bad health habits.

The correlation between aging and illness was r=.87. Results o f  multivariate 

analysis o f  variance (MANOVA) suggested that aging caused illnesses were considered 

significantly more serious, F(l,56)=46.1, g < .001, than non-aging caused illnesses. 

Illnesses with an onset at age 70-75 were considered significantly more serious, 

F(l,56)=9.1, g < .01., than illnesses with an onset at age 40 to 45.

Control/Cure

Control or cure refers to beliefs about curability and controllability and is closely 

related to the cause and consequence attributes o f illness representation (Lau & Hartman, 

1983). Keller et al. (1989) in their study o f  beliefs about aging and illness, found that 

respondents o f all ages considered aging-caused illnesses significantly less controllable,
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F (1,60)=80.5, g < .001. Illnesses perceived as having an onset at age 70-75 were 

considered significantly less controllable, F (1,57)=48.5, g < .001.

In their study with undergraduate students, Lau and Hartman (1983) asked 257 

college students to describe in their own words why they had gotten sick and why they 

had recovered. A factor analysis o f the reasons the subjects gave for recovering from an 

illness resulted in the three dimensions o f locus, stability, and controllability from 

attribution research (Weiner, 1986). A more severe illness was seen as less controllable 

and less likely to be cured than an illness perceived as less severe.

Hampson, Glasgow, & Foster (1995) used hierarchical, multiple regression 

analyses to assess relations between the attributes o f  illness representations among older 

diabetic patients and their self-management activities. In a sample o f  78 non-insulin 

dependent diabetics, age 60 years and older, treatment effectiveness was the factor most 

strongly and consistently related to self-management activities. Treatment effectiveness 

assessed beliefs about the efficacy o f the self-management methods and was similar in 

some respects to the concept o f control over one’s health ( Hampson et al., 1995). 

Treatment effectiveness was predictive o f dietary intake and physical activity but not 

blood glucose testing.

Congruence Between Patients and Spouse/Partners 

The lack o f  information from spouse/partners in most studies o f  adherence in 

older adult heart failure patients is a particular problem in that adherence is enhanced 

when significant others support required changes in diet and lifestyle (Dracup et al., 

(1994). Mabry (1964) studied congruence between 136 urban and rural spouses on
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perceptions o f  etiology for chest colds, tachycardia, severe stomach aches, headaches, 

and fee lin g  unhappy or depressed. Although there were variations between specific 

symptoms, congruence in explanations for etiology o f symptoms occurred in slightly 

more than one-third o f the spouse pairs. Mabry speculated that since treatment regimens 

often require cooperation from the patient’s spouse, lack o f congruence on the etiology o f 

symtoms might complicate the patient’s prognosis.

The work o f  Corbin and Strauss (1984) suggests that congruence is a necessary 

prerequisite for collaboration between couples in managing the effects o f chrome illness. 

Data from in depth, structured interviews with couples were analyzed using the grounded 

theory method developed by Glaser and Strauss (1967). Corbin and Strauss found that 

each partner formulated a “trajectory projection,” or an idea o f the possible course the 

illness and its management might take. If  partners differed in their trajectory projections, 

then in all probability their behaviors and goals for managing the illness differed. Thus, 

they fail to make the role adjustments necessary for successfully managing the illness.

Lacroix et al. (1990) in two separate samples of 50 workers’ compensation 

patients mean age 38.4 and 36.2 years old examined congruence between patients’ and 

healthcare providers representations o f low back pain. Detailed information was obtained 

from patients about their assessed schemata o f  low back pain on the Schema Assessment 

Instrument (SAI) symptoms. Then the patients’ symptomatic complaints were 

reorganized into expected schemata by medical and psychological specialists. Two 

subsequent scales o f  the SAI then compared the assessed and expected schema with 

respect to congruence. One-way analyses o f  variance (ANOVA) and Pearson product-
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SAI scores as the predictor. Lacroix et al. found that the higher the congruence between 

assessed schema and expected schema the more likely the patient was to return to work. 

The researchers speculated that congruence might have influenced patients’ adherence 

behavior, which then resulted in the positive outcome of the patient returning to work.

O f particular interest to the present study o f congruence o f illness representation 

o f  heart failure between patient and spouse/partner is a  study by Petrie and Weinman 

(1997). They asked a sample o f 143 first time myocardial infarction patients aged 65 

years and under (M=53.2 , SD=8.4) and their spouses to rate a list o f  24 possible causes 

o f myocardial infarction on a five-point scale for how likely each one was to have caused 

the myocardial infarction. Although the researchers did not report the variability in the 

scores, they reported that the data suggested that causal attributions were very common 

following a myocardial infarction and showed a great deal o f agreement between 

spouses. Patient and spouse perceptions that myocardial infarction was caused by an 

unhealthy lifestyle was a precursor to changes in diet and participation in regular 

exercise.

Summary o f  Literature Review

In summary, the prevalence o f  heart failure doubles with each decade of life past 

age 50 years (Ho et al., 1993). Heart failure has been documented as a leading cause o f 

hospitalization for individuals older than age 65 years (Vinson et al., 1990). Furthermore, 

lack of adherence to recommendations for self-management has been documented as the 

leading factor for exacerbation o f symptoms o f heart failure readmission to the hospital.
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(Vinson et al., 1990). Multidisciplinary intervention programs and the presence o f a 

spouse or other caregiver significantly increased adherence behavior (Rich et al., 1996).

Previous research has documented that an individual’s perceptions o f some o f the 

attributes o f  illness representation are related to adherence behavior (Hampson et al.,

1995; Hampson et al., 1990; Meyer et al., 1985; Petrie et al., 1996). Congruence between 

spouses has been associated with positive health outcomes (Corbin & Strauss, 1984; 

Lacroix et al., 1990; Mabry, 1964; Petrie & Weinman, 1997). Further research is needed 

to clarify patients’ and spouse/partners’ perceptions of each o f  the attributes of illness 

representation o f  heart failure and the relationship between those perceptions and the 

patient's adherence behavior. Furthermore, it is unknown if congruence, or lack o f 

congruence, between patients’ and spouse/partners’ illness representation of heart failure 

is related to the patient's adherence behavior. The next section describes the procedures 

for collecting and analyzing the data to answer the research questions o f this study.
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CHAPTER III 

METHOD

The purpose o f  this descriptive correlational study was to examine the 

relationship between patient and spouse/partner's perceptions o f the symptoms, cause, 

time-line, consequences, and control of heart failure and patient's adherence behavior. In 

addition, congruence between patients and spouse/partner’s perceptions in perceptions o f 

the symptoms, cause, time-line, consequences, and control o f heart failure was 

investigated to determine if congruence or lack o f congruence would affect patients' 

adherence behavior. How much patients’ illness representations o f heart failure added to 

the prediction o f their adherence behavior over that which demographic and medical 

history variables contributed was investigated. This section describes the procedures for 

collecting and analyzing the data. The components discussed are the sample and setting, 

protection o f human rights, instruments, procedure, and data analysis.

Sample and Setting

The participants in this study included 60 non-hospitalized heart failure patients 

age 60 years and older and their spouse/partners. Additional inclusion criteria were: (a) 

ability to comprehend and respond to verbal instructions and questions in English in an 

interview situation and (b) both patient and spouse/partner must agree to participate in 

the study and give written informed consent. The criteria for exclusion from the study 

were: (a) lack o f a  spouse/partner or lack o f a spouse/partner who also agreed to 

participate, (b) dementia or psychiatric illnesses, (c) residence in a long-term care facility; 

and (d) anticipated survival less than three months.
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Potential participants were identified from a computer listing o f  all patients 

(N=160) referred by a large cardiology practice to an ambulatory heart failure 

management unit. Selection criteria included the following: (a) age 60 years or older, (b) 

left ventricular ejection fraction of 40% or less, and (c) primary nurse verified that the 

patient did not have a history o f dementia or psychiatric illness. Power analysis software 

was used to determine that a target sample size o f  60 patients and 60 spouse/partners 

would allow an 80% chance o f correlations greater than .27 to be detected as statistically 

significant at the .05 level for a multiple regression model with five predictor variables 

(Number Cruncher Statistical System (NCSS), PASS 6.0, 1996).

One hundred and fifty patients were mailed an invitation letter inviting them and 

their spouse/partner to participate in the study (see Appendix B). However, only those 

patients who consented to participate in the study had their medical records reviewed for 

inclusion in the study sample. Selecting 150 potential patient participants exceeded the 

desired sample size and provided alternative patients for those patients who declined to 

participate in the study or did not meet the study inclusion criteria.

Participants in this study were enrolled in a multidisciplinary ambulatory heart 

failure management program located in a large metropolitan hospital in the Southeastern 

United States. This 350-bed acute care hospital serves patients from a large metropolitan 

area and surrounding rural counties. The multidisciplinary ambulatory heart failure 

management unit provides outpatient inotropic infusion therapy, education, and support 

group activities to heart failure patients and their significant others. Approximately 70-80 

patients come into the unit every two to three weeks for outpatient inotropic infusion
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therapy. Patients too ill to come to the unit are seen by cardiac home care nurses. An 

additional 58 patients had progressed from outpatient inotropic infusion therapy and were 

enrolled in the outpatient telephone-management o f  heart failure program. These patients 

received a weekly telephone call from the telephone-management registered nurse 

monitoring their condition.

Protection o f Human Participants

Data collection began after the study had been approved by the Louisiana State 

University Medical Center Institutional Review Board and the Research Council of the 

large metropolitan hospital. Each patient and spouse/partner who chose to participate in 

the study was provided a consent form to sign which included assurance o f anonymity, 

confidentiality, and rest periods for fatigue, shortness o f breath, or discomfort (see 

Appendix C). The consent form also had a telephone number to contact the researcher. 

Each patient and spouse/partner were given a copy o f the signed consent form.

All instruments were labeled with a code number. Forms for the patients were 

labeled with an odd number and spouses' or partners' forms was labeled with the next 

consecutive even number. The number code was the only way to identify participants' 

responses during data analysis and interpretation. Names, code numbers, as well as 

consent forms were stored separately from questionnaires in locked places. At the 

conclusion o f the study, the list linking names and code numbers was destroyed.

Instruments

Three self-report questionnaires were used in this study. Permission to use the 

Illness Perception Questionnaire (Weinman et al., 1996) was granted from its originator
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(see Appendix D). Both patient and spouse/partner versions o f the instrument were used 

in this study (see Appendix E). Permission to adapt and use the Adherence Estimation 

Questionnaire (Higgins, 1995) was granted by its originator (see Appendix F). A patient 

and spouse/partner version o f  the Adherence Estimation Questionnaire was used in this 

study (see Appendix G). Demographic information o f  both patient and spouse/partner and 

medical history information about the patient was collected with the Background 

Information Questionnaire (see Appendix H).

The Illness Perception Questionnaire (IPO)

The IPQ was used to operationalize the variables of patients’ perception of illness 

identity (symptoms), cause, time-line, consequences, and control/cure o f heart failure, 

spouse/partners’ perceptions o f illness identity (symptoms), cause, time-line, 

consequences, and control/cure o f heart failure, and congruence o f patients and 

spouse/partners in perceptions of illness identity (symptoms), cause, time-line, 

consequences, and control/cure of heart failure. The IPQ is a 43 item theoretically 

derived measure with five separate subscales to assess the five attributes o f illness 

representation. Since all five attributes were assessed in this study, information pertaining 

to scoring the IPQ scales and what the scores mean is presented in Chapter IV to 

immediately proceed the findings for each attribute.

The first part o f  the IPQ assesses illness identity (symptoms), or the number of 

symptoms experienced as “occasionally” or more frequently as part o f  an illness 

(Weinman et al., 1996). The original Identity scale consisted of twelve core symptoms 

the authors adapted from other checklists. Weinman et al. (1996) suggested that
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researchers add to the core list o f twelve symptoms and adapt the Illness Identity scale to 

the specific illness studied. For this investigation, five additional symptoms identified in 

the literature as relevant to the presentation and clinical manifestation o f heart failure in 

older adults were added to the Illness Identity scale ((Tresch, 1997). These five 

symptoms were difficulty breathing when lying flat in bed, dry hacking cough when lying 

down, confusion, difficulty concentrating, swollen feet, ankles, and legs, and weight gain 

o f several pounds in one week.

The Cause scale o f  the IPQ consists o f ten items for assessing personal ideas 

about how one gets an illness or what likely brought on an illness (Petrie & Weinman, 

1997; Weinman et al., 1996). The Cause scale items can be scored as individual causes. 

For this study, based on the work o f Lau and Hartman (1983), the causal attributions of a 

germ or virus, pollution o f  the environment, heredity, stress, chance, other people, and 

poor medical care in the past were combined to form an external, “not my fault score.” 

Diet, own behavior, and state o f mind were combined to form an internal, “my fault 

score.” Cause will be reported in terms of external, “not my fault causes and internal.

“my fault causes.” An example o f an item from the Cause scale is “A germ or virus 

caused my illness.”

The Time-Line scale consists of three items, for measuring the respondent’s 

perceptions o f the likely duration o f  an illness and its treatment (Weinman et al., 1996). 

The first item, “My illness will last a short time,” is reversed scored. With a chronic 

illness, the respondent would be expected to disagree that the illness would last a short 

time.
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The Consequences scale consists o f seven items assessing the respondent’s 

perception o f  the expected illness severity and its short and long term effects on physical, 

psychological, and social functioning (Weinman et al., 1996). Two items, ‘‘My illness has 

become easier to live with,” and “My illness has not had much effect on my life,” are 

reversed scored. Responses for these two items receive a higher rating if  the respondent 

disagrees with the item.

The Control scale consists o f  six items for assessing the respondent’s perception 

o f what they or health care provider can do to bring about control or recovery from an 

illness (Weinman et al., 1996). Two items, “There is very little that can be done to 

improve my illness” and “Recovery from my illness is largely dependent on chance or 

fate,” are reversed scored. Responses for these two items receive a higher rating if the 

respondent disagrees with the item.

The spouse/partner version o f  the IPQ is designed to assess the significant other's 

perceptions o f  the patient's illness. In this version, the words "my partner's illness" 

replaced the word "my illness." Administration and scoring is identical to that used for 

the patient IPQ. Weinman et al. (1996) reported that the spouse/partner version o f the 

IPQ was tested on a group o f 50 myocardial infarction patients and their spouses. 

Intercorrelations between the IPQ scales administered to patients and spouses were found 

for the Time-Line scale (r =. 31, p < .05), Consequences scale (r = .27, p < .05), and 

Control scales (r_= .30, p < .05). The Identity scales were not significantly intercorrelated.

The reliability o f the IPQ scales has been reported in terms o f internal consistency 

and test-retest reliability. In a myocardial infarction sample (N=104) mean age 53.8
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(SD=8.2), Cronbach alpha coefficient for the Identity scale was .82; .73 for the Time- 

Line; scale; .82 for the Consequences scale; and .73 for the Control scale. Three month 

test-retest reliability (p < .001) for the myocardial infarction sample was .34 for the 

Identity scale; .51 for the Time-Line scale; .55 for the Consequences scale; and .54 for 

the Control scale. The authors concluded that since self-regulatory theory proposes that 

illness representations may change over time, one might expect progressively lower test- 

retest correlation coefficients as the profile o f  an illness changes from acute and 

symptomatic to chronic and asymptomatic or intermittently symptomatic (Weinman et 

al., 1996). According to Nunnally and Bernstein (1994), an alpha coefficient o f  .70 is 

acceptable for an instrument in the early stage o f development.

The authors evaluated the IPQ's validity in a sample o f  104 three months post-MI 

patients (Weinman et al., 1996). The Identity scale was positively related to total 

disability score as measured by the Sickness Impact Profile (SIP, Berger, Bobbitt, Carver, 

& Gibson, 1981), (r=.54, p<.001). A Time-Line score indicating a belief that an illness 

would last a long time was positively related to the likelihood o f a future MI in the next 

twelve months, rated on a seven point scale from very low to very high (r=. 42, p< 001). 

Time-Line scores were negatively correlated with perceived control over heart problems, 

rated on a seven point scale from absolutely no control to extreme amount o f  

control (r=-.38, p<.001).

Scores on the Consequences scale were positively related to health distress (r=.53, 

P<. 001) and total disability as measured by the Sickness Impact Profile (r=. 34, p=. 001). 

Furthermore, the Consequences scale scores were negatively related to perceived control
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over heart problems (r=~. 39, p<. 001) and self-rated health rated on a seven point scale 

from terrible to excellent (r=-. 52, p=<. 01). The Control scale was positively related to 

scores on the Recovery Self-Efficacy Scale (Partridge & Johnson, 1989), (r=. 38, p<.001) 

and perceived control over heart problems (r=. 42, g=. 001).

Additional support for validity o f the IPQ was obtained in a comparison of the 

questionnaire items with a semi-structured interview designed to elicit illness 

representations (Weinman et al., 1996). The study sample consisted o f  52 insulin- 

dependent diabetic patients. Half the patients were interviewed prior to administration of 

the IPQ and the other half were interviewed after administration o f the IPQ. All the 

themes mentioned in the interview were also evident in the questionnaire data. The 

pattern o f  IPQ responses were the same for participants who were interviewed prior to 

administration o f the IPQ and participants who were interviewed after administration of 

the IPQ. Unfortunately, the authors did not report any specific percentage o f  agreement.

Weinman et al. (1996) obtained data from a severe asthma sample, (N=193; age 

M=37.5, SD=13.3), and compared their Control scores on the IPQ with scores on an 

asthma specific version o f the Multidimensional Health Locus o f Control Scale (MHLC- 

Wallston, Wallston, & DeVellis, 1978). There was a positive correlation with the MHLC- 

Intemal scale (r=. 44, p<. 001), a negative correlation with the MHLC-Chance scale 

(r=-. 37, p<. 001), and no correlation with the MHLC- Powerful Others scale. The pattern 

o f correlations provides support for concurrent validity of the IPQ Control scale.

The Adherence Estimation Questionnaire

This study used self-report o f adherence as estimated by the Adherence
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Estimation Questionnaire (Higgins, 1995). Higgins modified the instrument from the 

Compliance Questionnaire used by Hilbert (1985b) in a study o f spouse support and 

adherence in post-myocardial infarction patients. Higgins did not report psychometric 

data for the Adherence Estimation Questionnaire.

The Adherence Estimation Questionnaire was chosen for this study because the 

therapeutic recommendations included in the Adherence Estimation Questionnaire for 

hypertension control and/or overall cardiovascular risk reduction are reflective of the 

medication and lifestyle recommendations included in the U.S. Department o f Health and 

Human Services (1994) guidelines for management o f  heart failure. For the purposes of 

this study, a parallel form o f the Adherence Estimation questionnaire was developed to 

assess the spouse/partner's estimation of the patient's adherence behavior. In this form the 

words “Take my medications”, “Follow my diet,’’and "Limit my work" were changed to 

“Take his/her medication,” “Follow his/her diet,” and “Limit his/her work.” 

Administration and scoring are identical to that used for the patient Adherence Estimation 

Questionnaire.

Participants were first asked if a particular therapeutic recommendation had been 

made by a health care provider. If the answer was yes, the subject was then asked to rate 

the completeness o f  adherence to that recommendation for the previous week, on a five- 

point scale ranging from (0) none of the time to (4) all o f the time. Each recommendation 

had a possible score o f (0) none of the time to (4) all o f  the time. The Adherence 

Estimation Questionnaire allowed adherence to be treated as a continuous variable rather 

than a categorical variable.
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The reference time o f one week was used to minimize memory problems (Hilbert, 

1985b). Participants were first asked if the previous week was what they considered a 

typical week for adherence to the therapeutic recommendations. I f  the previous week was 

not what the participant considered a typical week, he or she was asked to respond in 

terms of the last week they considered a typical week.

A judged adherence score can be determined if the investigator detects 

discrepancies within the self-report. For example, if a subject indicated a (4) all-of-the- 

time rating for following recommendations for diet but made statements about eating 

high sodium foods not allowed on a low sodium diet, some o f the time, the judged score 

would be a (1) for some o f the time. Similarly, If  a subject indicated a (1) some o f the 

time rating for following the recommendation to not exceed a one ounce per day limit for 

alcoholic beverages but made statements indicating that this recommendation was 

followed much o f  the time, the judged score would be a (3) for much o f  the time.

Self-reports o f  adherence carry a substantial degree o f subjectivity because o f a 

natural tendency to minimize nonadherent behavior (Sherboume, Hays, Ordway, 

DiMatteo, & Kravitz, 1992). However, researchers have reported that patients will report 

a  range of behaviors, including a significant degree o f nonadherence, if approached in the 

appropriate manner (Hilbert, 1985a; Hilbert, 1985b, Sackett, 1976; Sherboume et al., 

1992).

Hilbert (1985a) recommended the optimal conditions that should allow 

researchers to place greater confidence in the validity of self-reported data: (a) gather the 

data in a face-to-face personal interview with the subject, (b) establish rapport with the
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subject or communicate concern about the subject, (c) make an introductory comment 

acknowledging an understanding o f the difficulty of complete and consistent adherence, 

and (d) assure participants that their self-reports are confidential and will not be reported 

to family members or health care providers. In the present study, Hilbert's (1985a) 

recommendations were followed as closely as possible.

Self-report is the most commonly used indirect measure o f adherence, 

mainly because o f  its simplicity (Hilbert, 1985b). Sackett (1976) used the following 

wording to assess medication adherence in hypertensive patients: “Most people have 

trouble remembering to take their medications”. “Do you have trouble remembering to 

take yours?" Results indicated that patients who admitted to having a problem with 

adherence were generally telling the truth. Furthermore, the group o f patients who 

admitted to low adherence demonstrated the greatest response to adherence enhancing 

interventions. It was concluded that at least 50% o f patients who would benefit most from 

adherence enhancing interventions could be identified with a simple, straightforward, and 

non-threatening interview strategy.

Haynes et al. (1980) in a comparison o f different adherence measures in 

hypertensive patients, found that patient self-report obtained through a structured 

interview correlated best with pill-counts, followed by urinary drug levels, and reductions 

in blood pressure. Furthermore, combinations o f self-report, biochemical markers, and 

urinary drug levels demonstrated no improvement over self-report alone. Self-report 

offers the flexibility necessary to address the range of behaviors included in successful 

self-management o f  chronic heart failure.
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Background Information Questionnaire

The Background Information Questionnaire was designed to determine the 

demographics o f  age, gender, race, living arrangement, education, and household income, 

approximate number o f  years diagnosed with a heart problem, NYHA Functional 

Classification o f  heart failure, concurrent chronic illnesses, and current prescription and 

non-prescription medications. This information was collected to describe the sample and 

to use as additional independent variables in analyzing the influence o f  demographic and 

medical history variables on patients’ adherence behavior.

Procedure

Approval o f the study was obtained from the Louisiana State University Medical 

Center Institutional Review Board and the Research Council o f the large metropolitan 

hospital. Potential participants were identified from a population of all patients o f a large 

cardiology practice enrolled in the hospital’s outpatient heart failure management 

program. A convenience sample of 150 patients were invited to participate in the study.

Potential participants were mailed a letter from the researcher with a brief 

explanation o f  the study and an invitation for both patient and spouse/partner to 

participate in the study. In addition, information was included regarding a follow-up 

telephone call from the investigator within 48 hours. At the time of the follow- 

up telephone call, the investigator introduced herself as a doctoral student in nursing 

completing requirements for the doctoral degree in nursing at Louisiana State University 

Medical Center in New Orleans. If the subject consented to an interview, a mutually 

agreeable time and place was set for data collection.
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The invitation letter explained the purpose o f the study, the nature o f potential 

participation, and that participation was strictly voluntarily. Forty-eight to seventy-two 

hours after mailing the invitation letter, a scripted telephone call to summarize 

information about the study was made to each potential participant. A scripted telephone 

call was used to maintain consistency and minimize the chance o f  introducing sampling 

bias (Polit & Hungler, 1995). Potential participants were given the opportunity to ask 

questions about the study and the nature o f their participation.

Face-to-face scripted structured interviews were used to gather the data. The 

investigator or a research assistant who was also a graduate nursing student collected all 

data. The investigator provided the research assistant with detailed instructions on the 

background and purpose o f the study, study procedure, and question-by-question 

specifications o f  the data collection instruments. Finally, the research assistant 

participated in five interviews with the investigator and no variation was noted 

between the research assistant and the researcher in interview procedure and recording of 

the participants responses to the questionnaires. The investigator closely monitored the 

data collection for consistency to the study procedure. The first five interviews also 

provided pilot information that the interview questions were generally easy for the 

participants to understand and did not cause the participants undue anxiety or fatigue.

An introductory statement, including information about anonymity and confidentiality 

was made prior to the participants reading and signing the statement o f informed consent. 

Participants signed two copies o f  the consent form. A signed copy of the consent form 

was given to each patient and spouse/partner pair and the investigator kept the other
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signed copy.

The majority o f patients and spouse/partners (95%) were interviewed prior to the 

patient’s regular clinic appointment in an area outside the heart failure clinic. Two 

couples requested a home visit to be interviewed since both patient and spouse/partner 

had given up driving an automobile. Home visits were made in accordance with 

Louisiana State University Medical Center guidelines for home visits. The researcher was 

accompanied during these visits by an adult known to the researcher and aware o f the 

confidential nature o f the interview. One couple who commuted a great distance to the 

heart failure clinic, signed the consent forms and discussed the questionnaires with the 

researcher at the hospital but requested to complete the questionnaires privately and 

separately in their home and returned them by mail.

Patients and spouse/partners were interviewed privately and separately. The 

patient was interviewed first. Each participant was given a copy o f the questionnaire for 

reference as the investigator slowly and clearly read each question and recorded the 

participant's response. First, the Background Information Questionnaire was 

administered, then the Adherence Estimation Questionnaire, and finally the IPQ.

Anticipating the possibility o f some participants experiencing psychological 

discomfort with being asked to report nonadherence, a  statement acknowledging the 

difficulty o f consistent adherence was made to both patient and spouse/partner prior to 

the administration o f  the Adherence Estimation Questionnaire (Hilbert, 1985a). 

Participants were also informed that the Adherence Estimation Questionnaire in no way 

implied what they should or should not be doing. It was made clear that their health care
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provider had determined the specific recommendations for their self-management.

Hilbert (1985a) also suggested establishing rapport with participants 

prior to the interview in order to place greater confidence in the validity o f the self- 

reported data. The follow-up telephone call to the mailed letters describing the research 

study and inviting potential participants to participate in the study allowed the 

investigator to establish some rapport with participants prior to actual data collection. 

Inform in g  the participants that their health care provider approved o f the study and 

allowing the patient’s nurse to introduce the researcher and research assistant also 

contributed to an environment of trust.

Data Analysis

Data obtained from the Background Information Questionnaire, the Adherence 

Estimation Questionnaire, and the IPQ were analyzed using the Statistical Package for 

the Social Sciences for Windows (SPSS for Windows; SPSS Inc., 1999). The research 

questions and hypotheses guided the data analysis. All hypotheses were nondirectional. 

The level o f  significance for acceptance o f the stated hypothesis was .05 for statistical 

procedures used in the study. All statistical tests were two-tailed tests.

Question 1: What is the relationship between the patients’ perceptions of 

the symptoms, cause, time-line, consequences, and control o f  heart failure and the 

patients’ adherence behavior? Hi predicted a significant relationship between the 

patients’ perceptions of the symptoms, cause, time-line, consequences, and control o f 

heart failure and the patients’ adherence behavior. Pearson product-moment correlation 

coefficients were computed for each relationship and tested for significance.
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Question 2: What is the relationship between the spouse/partners’ perceptions o f 

the symptoms, cause, time-line, consequences, and control of heart failure and the 

patients’ adherence behavior? H2 predicted a significant relationship between the 

spouse/partners’ perceptions o f the symptoms, cause, time-line, consequences, and 

control o f heart failure and the patients’ adherence behavior. Pearson product-moment 

correlation coefficients were computed for each relationship and tested for significance.

A hierarchical regression analysis was conducted to consider how well the 

spouse/partners’ perceptions o f the symptoms, cause, time-line, consequences, and 

control o f heart failure predicted the patient's adherence behavior over and above the 

patients’ perceptions. Patients’ perceptions o f  the symptoms, cause, time-line, 

consequences, and control of heart failure were entered together at Step one, followed by 

the spouse/partners’ perceptions entered together at Step two. In this way, the variance in 

adherence behavior explained by the spouse/partners’ perceptions o f the symptoms, 

cause, time-line, consequences, and control o f  heart failure over and above that attributed 

to the patients’ perceptions could be examined.

Question 3: What is the relationship between congruence o f  patient and 

spouse/partner in perceptions of the symptoms, cause, time-line, consequences, and 

control of heart failure and the patient's adherence behavior? H3 predicted that a 

significant relationship existed between congruence o f  patient and spouse/partner in 

perceptions o f  the symptoms, cause, time-line, consequences, and control o f heart failure 

and the patient's adherence behavior. Pearson product-moment correlation coefficients 

were computed for each relationship and tested for significance. Percentage
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agreement and independent-samples t tests were computed for the congruent and 

noncongruent patient and spouse/partner groups.

Congruence was operationally defined as patient and spouse/partner agreement on 

individual ideas or expectations about a particular attribute o f illness representation o f 

heart failure as measured by any pair of patient and spouse/partner IPQ subscale scores 

within one point o f each other. First, a measure o f  the amount of congruence between 

patient and spouse/partner pairs for each attribute o f  illness representation o f  heart failure 

was calculated by subtracting the spouse/partner’s IPQ subscale score for each attribute 

from the patient’s IPQ subscale score for the same attribute. Patient and spouse/partner 

pairs with a difference within the range of minus one to one for a particular IPQ subscale 

were considered congruent. All others were considered noncongruent.

Next, the overall percentage of agreement between congruent patient and 

spouse/partner pairs in perceptions o f illness identity (symptoms), cause, time-line, 

consequences, and control o f heart failure was calculated by dividing the total number o f 

patient and spouse/partner pairs considered congruent by the sum o f the total number o f 

patient and spouse/partner pairs considered congruent plus the total number considered 

noncongruent for each IPQ subscale (grand total = 60 pairs). The percentage o f 

agreement (0% to 100%) was then used as a measure o f  congruence between patients and 

spouse/partners. An acceptable standard for percentage agreement is greater than or equal 

to 80% (Waltz, Strickland, & Lenz, 1991).

Next, the sample was categorized into a congruent group and noncongruent group 

based on the difference between the patient and spouse/partner pairs in IPQ subscale
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scores. A grouping variable was created for each IPQ subscale by recoding all patient and 

spouse/partner pairs with a congruence difference in the range o f minus one to one into 

group one (congruent). All others were recoded into group two (noncongruent). Then, an 

independent-samples t test was used to test for differences in the adherence estimation 

scores between congruent and noncongruent patient and spouse/partner groups for illness 

identity (symptoms), cause, time-line, consequences, and control o f heart failure.

Question 4: How much do patients’ illness representations o f heart failure add to 

the prediction o f  their adherence behavior over that which demographic and medical 

history variables contribute? H4 predicted that patients’ illness representations o f  heart 

failure would significantly add to the prediction o f  their adherence behavior over that 

which demographic and medical history variables contributed. Pearson product-moment 

correlation coefficients were computed to quantify the magnitude and direction o f each 

relationship. A hierarchical multiple regression was performed to evaluate if  patients’ 

illness representations predicted their adherence behavior over that which demographic 

and medical history variables contributed.

Patients’ demographic variables were entered together at step one and followed 

by medical history variables entered together at step two. Finally, patients’ illness 

representations or perceptions o f  the symptoms, cause, time-line, consequences, and 

control o f  heart failure were entered together at step three. In this way, the variance in 

patients’ adherence behavior explained by their illness representation over that which 

demographic and medical history variables contributed could be investigated.

The IPQ and the Adherence Estimation Questionnaire are Likert scales, thus, the
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value o f a scale item is technically ordinal (Bums & Grove, 1997). For this research, the 

pragmatist position o f an underlying interval continuum for each scale’s summed score is 

taken to justify the use of parametric statistics (Knapp, 1990). Both instruments had 

numerical values assigned to the different levels o f  response options. A respondent’s total 

score for a variable was calculated by summing all the response options the respondent 

indicated for the variable. Means were calculated by summing all the scores respondents 

indicated for a variable and dividing that total by the number o f  scores summed. The 

standard deviation, or the square root o f  the sum o f all the deviations from the mean 

squared and then divided by the sample size minus one, was calculated to indicate the 

average variation from the mean for all the scores for a particular variable.

In summary, this section has described the methods used to answer the research 

questions presented in this study. The sample, setting, protection o f human subjects, 

instruments, procedures to collect the data, and data analysis were described.
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CHAPTER IV 

RESULTS

This chapter presents the results o f  analysis o f  the data. The findings reported 

include (a) final sample composition and characteristics, (b) results o f  reliability testing 

of the scales used in the study, (c) responses to the questionnaires, and (d) findings in 

regard to the research questions and hypotheses. For all statistical analyses alpha was set 

at .05.

Sample

A total o f  150 patients were invited to participate in the study. Forty percent o f 

patients and spouse/partners to whom the study was described agreed to participate, 

resulting in a total sample size o f 60 heart failure patients and their spouse/partners. O f 

the patients who declined participation in the study, five did not meet the age criteria, ten 

could not obtain agreement from their spouse/partners to participate, and eight were 

managing their heart failure without assistance from a spouse/partner. Sixty-seven 

patients (45%) were simply not interested in the idea o f  participating in a research study.

Sixty percent of the patient group identified a spouse as the partner playing an 

important role in assisting with their self-management o f  heart failure. Twenty-five 

percent o f the patient group identified an adult child as their partner and fifteen percent 

identified a friend or niece as the partner playing an important role in assisting with their 

self-management o f heart failure. Patients who identified a friend or niece as the partner 

playing an important role in their self-management o f  heart failure also reported that they 

lived alone. Table 1 displays data about the sample by demographic characteristics.
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Table 1

Comparison o f  the Patient and Spouse/Partner Groups by Demographic Characteristics■ ■ — t ----------- -------------------------—  ---------------*  r  • r  ■ —

Patient Group (N=60) 
N %

Spouse/Partner Group N=60) 
N %

Age

20-39 - - 5 8.3

40-49 - - 8 13.4

50-59 - - 11 18.3

60-69 21 35 14 23.3

70-79 29 48.3 21 35

80-89 10 16.7 1 1.7

Gender

Male 43 71.7 15 25

Female 17 28.3 45 75

Race

Caucasian 47 78.3 47 78.3

African American 13 21.7 13 21.7

Living Arrangements

Spouse 36 60 36 60

Child 15 25

Alone 9 15

(table continues)
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Table 1 (continued)

Comparison o f  the Patient and Spouse/Partner Groups by Demographic Characteristics

Patient Group Spouse/Partner Group
N % N %

Education

Less than 7th grade 9 15 4 6.7

7th & 8th grade 6 10 3 5

9th & 10th grade 9 15 9 15

High School 15 25 22 36.7

Partial college or trade 9 15 9 15

College graduate 7 11.7 7 11.7

Graduate degree 

Household Income

5 8.3 6 10

Less than $ 10,000 20 33.3 14 23.3

$10,000-520,999 16 26.7 19 31.7

$21,000-530,999 12 20 11 18.3

$31,000-$40,999 5 8.3 2 3.3

$41,000-550,999 3 5 7 11.7

$51,000-( $71,000 4 6.7 7 11.7
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The age o f  participants varied from 60 to 88 years for the patient group and 24 to 

82 years for the spouse/partner group. The mean age o f the patient group was 72.2 years 

(SD=6.5). The spouse/partner group was younger in age with a mean age o f 60.7 years 

(SD=14.2). Seventy-two percent (72%) o f  the patient group were males and 75% of the 

spouse/partner group were females. The racial composition o f the patient and 

spouse/partner groups were 78.3% Caucasians and 21.7% African Americans.

There was a wide range o f formal education in the two groups. Spouse/partners 

had slightly more years o f education than patients. Fifteen percent o f  the patients and 

6.7% of the spouse/partners reported less than a seventh grade education. Fifteen (25%) 

of the patients were high school graduates and twenty-two (36.7%) o f  spouse/partners 

were high school graduates. An equal number o f patients (15%) and spouse/partners 

(15%) reported at least one year o f college or some type o f specialized training beyond 

high school. Seven patients (11.7%) and seven spouse/partners (11.7%) had bachelor’s 

degrees. Five patients (8.3%) and six spouse/partners (10%) had graduate degrees.

Participants reported household incomes that varied from less than $10,000 to 

$71,000 or greater. A greater number o f  spouse/partners were still employed, therefore 

the spouse/partner group reported a significantly higher level o f income than the patient 

group, t(59)=-2.38, p_= .02. One-third o f  the patient group (33.3%) and almost one-fourth 

(23.3%) o f the spouse/partner group reported incomes o f less than $10,000 annually.

Table 2 presents the medical history characteristics o f the patient group. The 

number of years patients had a diagnosed heart problem varied from one to fifty years 

(M=T0.8. SD=9-6). More than half o f the patients (56.7%) had lived with a diagnosed
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Table 2

Medical History Characteristics o f  the Patient Group by Frequency and Percent

N %

Number o f Years Diagnosed With Heart Condition 

1-5 

6-10 

11-15 

16-20 

21-50

Functional Classification o f Heart Failure 

Class I 

Class II 

Class III 

Class IV 

Concurrent Chronic Illnesses 

Hypertension 

Diabetes Mellitus 

Depression 

Arthritis/Gout

21

13

13

8

5

23

33

35

21.7 

21.6 

13.4

8.3

1.7

38.3 

55

5

27 45

22 36.7

18 30

15 25

(table continues)
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Table 2 (table continued)

Medical History Characteristics o f the Patient Group by Frequency and Percent

N %

Thyroid Disease 10 16.7

Prescription/Nonprescription Medication

0 9 15

1-5 8 13

6-10 27 45

11-15 11 18.3

16-20 4 6.7

21 or greater 1 1.7

Note. N=60.

heart problem for at least 10 years. The number o f  concurrent chronic illnesses reported 

by patients varied from zero to six. Sixty percent (60%) of patients reported two or more 

concurrent chronic illnesses.

The most frequently reported chronic illnesses were hypertension (45%), diabetes 

mellitus (36.7%), depression (30%), and arthritis or gout (25%). More than a third o f the 

patient group reported hypothyroidism (16.7%), coronary artery disease (15%), and renal
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disease (5%). The number o f prescription and nonprescription medications patients were 

taking ranged from none to twenty-one or more medications. Almost half (45%) of the 

patients were taking 6-10 medications per day. More than one quarter o f the patients 

(26.7%) were taking 11-21 or more medications per day.

The majority o f  patients were classified in their medical records as Class II 

(38.3%) or Class III (55%) NYHA functional classification for heart failure. Class II 

functional status meant the patient experienced symptoms with normal daily activities but 

symptoms subsided with rest (slight limitation). Class III functional status meant the 

patient experienced symptoms with minimal activity but was usually without symptoms 

when at rest (marked limitation). Spouse/partners perceived their partner’s functional 

status as more limited than the actual classification in the medical record. When asked 

how much heart failure limited their partner’s physical activity, 21.7% o f spouse/partners 

indicated a “slight limitation” on physical activity and 68.3% indicated a “marked 

limitation” on their partner’s physical activity.

Psychometric Characteristics o f Study Instruments 

The reliability o f  the patient and spouse/partner IPQs was addressed by 

computing Cronbach’s alpha coefficients for the current sample. As shown in Table 3, 

the total scale score for the patient IPQ ((=.76) and spouse/partner IPQ ((=.75) met the 

criterion for acceptable reliability (Nunnally & Bernstein, 1994). Table 3 also shows the 

reliability previously reported in the literature for four of the IPQ subscales. For this 

sample o f chronically ill older adult heart failure patients and their spouse/partners, the 

three subscales o f the IPQ that had an alpha above .70 were the symptoms, cause, and
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Internal Consistency o f  the Illness Perception Questionnaire

61

Scale Patient Spouse
Partner

Literature
Alpha

Illness Perception Questionnaire .76 .75

Symptoms .83 .80 .82
(17 items)

Cause .71 .50
(10 items)

Time-Line .73 .72 .73
(3 items)

Consequences .34 .51 .82
(7 items)

Control/Cure .51 .46 .73
(6 items)

Note. Literature alpha coefficients are from a sample o f 143 hospitalized acute 

myocardial infarction patients, mean age 53 years (SD=8.5) . From “The Illness 

Perception Questionnaire: A New Method for Assessing the Cognitive Representation o f 

Illness,” by J. Weinman, K.J. Petrie, R. Ross-Morris, and R. Home, 1996, Psychology 

and Health. 11. p. 431.

time-line subscales. Only two of the spouse/partner subscales (symptoms and time-line) 

were above .70. The remaining subscales in both groups ranged from .34 to .51.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



62

Reliability was not calculated for the Adherence Estimation Questionnaire due to the 

variation in the number and types o f therapeutic recommendations made for each patient.

For this sample o f  elderly chronically ill heart failure patients, it was important to 

have a standardized set o f  questions to quantify the prevalence of specific perceptions 

about heart failure without tiring or taxing the patient’s limited energy reserves. The 

brevity o f the IPQ and Adherence Estimation achieved this goal. Before administering 

the questionnaires to the study participants, they were administered to five patients and 

spouse/partners who met all the study criteria. Pilot data were obtained that verified the 

study instruments were: (a) clear and easy for respondents to understand, (b) did not 

cause respondents test anxiety or undue frustration, (c) did not tire or tax respondents, 

and (d) were not insensitive to the respondent’s educational or ethnic background.

Each interview took less than 20 minutes for each patient and spouse/partner. The 

data from those five patients and their spouse/partners were included in the study. 

Attention to conserving the patients’ energy was also addressed by the researcher and 

research assistant completing the first five interviews together rather than subjecting the 

respondents to two separate interviews for inter-rater reliability. No variation was noted 

between researcher and research assistant in the study procedure or recording o f  patients’ 

responses to the questionnaires.

Responses to the Questionnaires 

The variables and relationships o f  interest in this study were: (a) the relationship 

between patients’ perceptions o f the symptoms, cause, time-line, consequences, and 

control o f heart failure and the patients’ adherence behavior, (b) the relationship
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between the spouse/partners perceptions of the symptoms, cause, time-line, 

consequences, and control o f heart failure and the patients’ adherence behavior, (c) the 

relationship between congruence o f patients and spouse/partners in perceptions o f the 

symptoms, cause, time-line, consequences, and control o f  heart failure and the patients’ 

adherence behavior, and (d) the relationship between patients’ adherence behavior, 

demographic variables, and medical history.

First, findings in regard to each of the attributes o f  illness representation o f  heart 

failure are presented. Then, findings concerning congruence o f patient and spouse/partner 

perceptions o f each o f  the attributes are presented. Next, findings in regard to adherence 

behavior are presented, and finally results o f testing the research hypotheses are 

presented.

Illness Identity ('Symptoms')

Illness identity (symptoms) was operationally defined as the name or label and 

concrete signs and symptoms perceived as being part o f  an illness as measured by the 

number o f symptoms rated as “occasionally” or greater on the Illness Identity 

(symptoms) scale o f the IPQ (Leventhal et al., 1980; Weinman et al., 1996). Higher 

scores for symptoms mean that the respondent had perceptions of more symptoms 

experienced as part o f  an illness at a frequency o f occasionally or more often. All patients 

were previously diagnosed with heart failure, and currently undergoing treatment for 

heart failure, so the name or label part of symptoms was already in place.

Table 4 presents, in column one, a description o f  how the score for symptoms was 

calculated and the range o f  values for symptoms. Table 4, columns two and three,
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Table 4

Description o f  Calculation o f  IPO Subscales Scores and Patient and Spouse/Partner Means and Standard Deviations

Illness Representation Attribute How Scale Score Calculated Patient Scores Spouse/Partner Scores
and Range on Scale Range Mean SD Range Mean SD

Illness Identity (Symptoms) Simple count o f  how many o f  0-14 7.8 3.9 0-14 8.7 3.5

17 symptoms are perceived at a 

frequency o f  (1) occasionally 

to (3) all the time as part o f 

heart failure. (0) never is 

not used. Scores range from 0-17.

Cause

External “Not my fault” Rated on five-point scale from

Internal “My fault” (1) strongly disagree to

(5) strongly agree.

10-25 17.5 3.9 10-24 17.2 3.3

3-14 7.9 2.6 3-14 7.6 2.6

(table continues)
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Table 4 (continued)

Description o f  Calculation o f  IPO Subscales Scores and Patient and Spouse/Partner Means and Standard Deviations

Illness Representation Attribute How Scale Score Calculated Patient Scores Spouse/Partner Scores
and Range on Scale Range M ean SD Range Mean SD

Scores range from 7-35 for 

7 external causes and 3-15 for 

3 internal causes

Time-Line Sum o f 3 items rated on five-point 4-15 12 2.5 6-15 12.6 2.2

scale from (1) strongly disagree to 

(5) strongly agree. Scores range 

from 3 to 15.

Consequences Sum o f 7 items rated on five-point 18-34 25 3.3 15-33 24.6 3.8

scale from (1) strongly disagree to 

(5) strongly agree. Scores range

from 7 to 35. (table continues)
ON
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Table 4 (continued)

Description o f  Calculation o f  IPO Subscales Scores and Patient and Spouse/Partner Means and Standard Deviations

Illness Representation Attribute How Scale Score Calculated 
and Range on Scale

Patient Scores 
Range Mean SD

Spouse/Partner Scores 
Range Mean SD

Control/Cure Sum o f  6 items rated on five-point 

scale from (1) strongly disagree to 

(5) strongly agree. Scores range 

from 6 to 30.

10-29 20 4.1 10-26 19 3.7
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presents the range, means, and standard deviations obtained in this study for perceptions 

o f  the number o f  symptoms patients experienced occasionally or all the time as part of 

heart failure. Spouse/partners had perceptions o f  patients experiencing a significantly 

greater number o f symptoms than patients reported experienced as part o f  heart failure 

(t (59)= -2.62, g=.01). Spouse/partners reported more symptoms such as loss o f strength, 

problems with breathing, nausea, swollen feet, ankles, and legs.

Cause

Cause was operationally defined as personal ideas about how one gets an illness 

or what likely brought on an illness as measured by specific causal beliefs about heart 

failure indicated on the Cause scale o f the IPQ (Leventhal et al., 1980; Weinman et al.. 

1996). Table 4 presents, in column one, a description o f how the score for causal 

attribution was calculated and the range o f values for casual attribution. For this study, 

causal attributions are in terms of external “not my fault” causes and internal “my fault” 

causes. Higher external or internal cause scores mean the individual attributes the cause 

o f  an illness to either causes originating outside the individual (external cause) or the self 

as the casual agent (internal cause). Table 4 presents, in columns two and three, the 

range, means, and standard deviations obtained in this study for cause o f heart failure

Table 5 presents a summary o f  patients’ and spouse/partners’ causal attributions 

for heart failure put in rank order by number and percentage. The greatest percentage of 

patients and spouse/partners attributed heart failure to external, “not my fault” causal 

attributions such as heredity and stress. Next, in order o f frequency o f patient response 

were internal, “my fault” causal attributions such as own behavior and diet. Poor
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Table 5

Causal Attributions for Heart Failure Ranked Ordered by Number and Percentage

Causal Attribution

Patient Group 

N %

Spouse/Partner Group 

N %

External, “Not my fault”

Heredity 34 56.7 41 68

Stress 32 53.3 26 43.3

Chance 15 25 12 20

Germ or Virus 12 20 11 18.3

Pollution 10 16.7 10 16.7

Other People 8 13.3 6 10

Poor Medical Care in the Past 7 11.7 6 10

Internal, “My fault”

Own Behavior 28 46.7 21 35

Diet 25 41.7 18 30

State o f Mind 8 13.3 6 10

Note. n=60 for both groups. Table shows percentage who agreed attribution was a cause 

o f heart failure.
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medical care in the past and other people were least chosen by patients and 

spouse/partners as external causal attributions. State o f mind was least chosen by patients 

and spouse/partners as an internal causal attribution.

Time-Line

Time-Line was operationally defined as expectations o f the likely duration o f an 

illness and its treatment as measured by the score on the Time-Line scale o f  the IPQ 

(Leventhal et al., 1980; Weinman et al., 1996). Higher time-line scores indicate stronger 

perceptions o f  a chronic time-line for an illness and its treatment. Table 4 presents, in 

column one, a description o f how the time-line score was calculated and the range of 

values for the time-line score. Table 4 presents, in columns two and three, the range, 

means, and standard deviations obtained in this study for time-line o f heart failure. The 

time-line scores for patients and spouse/partners were similar and indicated perceptions 

o f a chronic time-line for heart failure and its treatment by 92% of patients and 93% of 

spouse/partners.

Consequences

Consequences were defined as the expected severity of an illness and its short and 

long term effects on physical, psychological, and social functioning as measured by the 

score on the Consequences scale o f the IPQ (Leventhal et al., 1980; Weinman et al.,

1996). Higher consequences scores indicate stronger perceptions of serious consequences 

for an illness. Table 4 presents, in column one, a description of how the consequences 

score was calculated and the range o f values for the consequence score. Table 4 presents, 

in columns two and three, the range, means, and standard deviations obtained in this
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study for consequences o f heart failure. The consequences scores for patients and 

spouse/partners were similar and indicated perceptions o f heart failure as a serious illness 

with major consequences by 93% of patients and 87% o f  spouse/partners..

Control/Cure

Control/Cure was defined as ideas about what the individual or health care 

providers could do to bring about control or recovery from an illness as measured by the 

score on the Control/Cure scale o f the IPQ (Lau & Hartman, 1983; Weinman et al.,

1996). Higher scores on the Control/Cure scale indicate the perception that an illness can 

be controlled or cured. Table 4 presents, in column one, a description of how the 

Control/Cure score was calculated and the range o f  values for the Control/Cure score. 

Table 4 presents, in columns two and three the range, means, and standard deviations 

obtained in this study for control/cure o f heart failure.

The control/cure scores for patients and spouse/partners indicated perceptions of 

heart failure as a controllable but not curable disorder by 78% of patients and 72% of 

spouse/partners. A greater number of spouse/partners (75%) than patients (65%) 

disagreed with the IPQ statement that treatment would be effective in curing heart failure. 

More patients (75%) than spouse/partners (73%) agreed with the IPQ statement that what 

the patient does can determine whether heart failure gets better or worse.

Congruence Between Patients’ and Spouse/Partners’ Illness Representation o f Heart 

Failure

Congruence was operationally defined as patient and spouse/partner agreement on 

individual ideas or expectations about a particular attribute o f illness representation of
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heart failure as measured by any pair of spouse/partner IPQ scale scores within the range 

of-1 .00  through 0.00 to + 1.00. The congruence score for patient’s and spouse/partner’s 

perceptions o f an attribute o f  illness representation was calculated by subtracting the 

spouse/partner’s score for the attribute from the patient’s score for the attribute.

For each attribute o f illness representation, a  negative congruence score indicated 

that the patient’s score for perception of the attribute was less than the spouse/partner’s 

score. A congruence score o f 0.00 indicated perfect congruence between patient and 

spouse/partner, or no difference in the scores for patient’s and spouse/partner’s 

perceptions. A positive congruence score indicated that the patient’s score was greater 

than the spouse/partner’s score. The smaller the difference in patient’s and 

spouse/partner’s scores, the greater the degree o f congruence between patient and 

spouse/partner.

Table 6 presents, in column one, the mean congruence scores obtained in this 

study for patients’ and spouse/partners’ perceptions o f  the five attributes o f illness 

representation of heart failure. The results indicate congruence between patients and 

spouse/partners in perceptions o f  the symptoms, cause, time-line, consequences, and 

control o f  heart failure. The average congruence scores ranged from — 0.9 for perceptions 

o f the number of symptoms patients experienced as part o f heart failure to + 1.00 for 

control o f  heart failure. O f the 60 patient and spouse/partner pairs, the percentage o f 

pairs that were congruent or agreed on perceptions o f  an attribute o f  illness 

representation, ranged from 57% to 95% (see Table 6 , column two).

Table 6 presents, in column three, the paired-samples t test values obtained in
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Table 6

Indicators o f  Congruence Between Patients’ and Spouse/Partners’ Perceptions of

Attributes o f  Illness Representation

Illness
Representation
Attribute

Difference in 
Patient and 
Spouse/Partner 
Illness Perception 
(Congruence Score)

%
Pairs
Agree

Paired
t_Test
Value

Symptoms -0.9 57 -2.62*

External cause 0.3 92 .50

Internal cause 0.3 70 .68

Time-Line -0.6 78 -1.09

Consequences 0.4 95 1.66

Control/Cure 1.0 80 1.64

* P  < .05.

this study for patients’ and spouse/partners’ mean scores for each attribute of the illness 

representation o f heart failure. The results indicate that the spouse/partners’ mean score 

for the number o f symptoms patients experienced as part o f  heart failure was significantly 

greater than the patients’ mean score for the number o f  symptoms experienced as part o f  

heart failure. The lack o f statistical significance in the paired-samples t tests for external 

and internal cause, time-line, consequences, and control o f heart failure indicated no
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systematic difference in the mean scores for patients and spouse/partners.

Pearson’s product-moment correlation coefficients (r ) were calculated to quantify 

the nature (positive or negative) and magnitude (strength) o f  the linear relationship 

between patients’ and spouse/partners’ perceptions o f each o f  the attributes o f illness 

representation o f  heart failure. Table 7 presents the correlations obtained in this study. 

The attribute o f  cause has two components (internal and external) resulting in a total o f 

six correlations. The results o f the correlational analyses indicate that all correlations 

between patients’ and spouse/partners’ perceptions o f the attributes were statistically 

significant and positive. Other significant intercorrelations between patients’ and 

spouse/partners’ perceptions are presented in Table 7.

The positive linear relationships meant patients’ and spouse/partners’ scores 

varied together in the same direction (when patients scored high the spouse/partners 

scored high and when patients scored low the spouse/partners scored low. A significant, 

strong, positive relationship was found between patients and spouse/partners in 

perceptions o f symptoms o f heart failure (r=.75, p =.001). The relationships between 

patients’ and spouse/partners’ perceptions o f cause, time-line, and control/cure o f heart 

failure were moderate. The relationship between patients’ and spouse/partners’ 

perceptions o f  consequences was weak. In interpreting modest and weak correlation 

coefficients, it is important to consider whether the correlations may be attenuated due to 

a restricted range o f values. Attenuation occurs when measurement error and/or 

restriction o f range reduces the magnitude o f a correlation coefficients (Polit, 1996).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



74

Table 7

Pearson r Correlations Coefficients Between Patients’ and Spouse/Partners’ Illness 

Representation o f  Heart Failure

Illness
Representation Attribute 1

Patient Perceptions 
2 3 4 5 6

Spouse/Partner Perceptions

Symptoms (1) .75**

External cause (2) .42** .35**

Internal cause (3) .32*

Time-line (4) .33**

Consequences (5) .51* .35* .27* -.21**

Control/Cure (6) .36*

Note. Number enclosed in parentheses represents same perception in column spanner. 

*P < .05 **p < .01.

Adherence Behavior

Adherence behavior was operationally defined as the extent to which a person 

reports self-management behavior as coinciding with recommendations from their health 

care provider as measured by the rating o f  completeness o f adherence to prescribed 

therapeutic recommendations on the Adherence Estimation Questionnaire (Higgins,
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1995). The adherence estimation score was calculated as the ratio o f  the adherence score 

achieved to the total possible score for the number o f therapeutic recommendations made 

for the patient, expressed as a percentage. The mean adherence estimation score made by 

the patient group was 80.7 (SD=16.2). The mean adherence estimation score made by 

the spouse/partner group was 80.2 (SD=15.5). These findings are higher than what has 

been reported in the literature for older adult heart failure patients but they are in line 

with what has been reported for patients involved in a multidisciplinary heart failure 

management program (Rich et al., 1996).

The results o f the paired-samples t test evaluating patient and spouse/partner 

perceptions o f  the patients’ adherence behavior did not find a significant difference in 

patients’ and spouse/partners’ estimation o f the patients’ adherence behavior over the 

previous week (t(59)=.27, p=79). The majority o f  patients (96.7%) and spouse/partners 

(86.7%) perceived the last week as typical for the patients’ adherence behavior. The most 

frequent reason given for a week not being typical was a special social event involving 

food and drink.

Hypotheses Testing

This section presents the results o f analysis o f the data for hypotheses testing.

Each hypothesis is listed under its research question with the results o f  the data analysis 

described.

Question 1: What is the relationship between the patients’ perceptions o f the

symptoms, cause, time-line, consequences, and control of heart failure and the patients’ 

adherence behavior?

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



76

Hi predicted a significant relationship between patients’ perceptions o f  the 

symptoms, causes, time-line, consequences, and control of heart failure and adherence 

behavior. Pearson product-moment correlation coefficient, r, was the statistical 

procedure used to determine whether a relationship existed and test the hypothesis about 

the relationship. Table 8 presents the outcome o f  data analysis. The results were mixed. A 

significant, moderate inverse relationship was found between patients’ perceptions of 

symptoms and their adherence behavior. Those patients who reported the greatest amount 

o f adherence over the previous week reported fewer symptoms experienced as part of 

heart failure. A significant relationship was not found between patients’ adherence 

behavior and their perceptions of cause, time-line, consequences, and control o f heart 

failure.

Significant intercorrelations among the patient IPQ scales are shown in Table 8. 

Patients with more symptoms were more likely to perceive their heart failure as having an 

external cause, lasting a long time, and having more serious consequences. Patients with 

high external cause scores and patients with high internal cause scores were more likely 

to perceive their heart failure as having more serious consequences. However, external 

cause explained more o f  the variability in consequence scores than internal cause 

explained (r2 = .882or 77% for external cause versus r2 =.732 or 53% for internal cause).

Question 2: What is the relationship between the spouse/partner’s perceptions

o f the symptoms, cause, time-line, consequences, and control/cure o f heart failure and the 

patient’s adherence behavior?
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Table 8

Pearson Product-Moment Correlation Coefficients for Patients’ Adherence Behavior and 

Perceptions o f Symptoms. Cause. Time-Line. Consequences, and Control o f  Heart 

Failure fN=60i

Perception 1 2 3 4 5 6

Adherence Behavior (1)

Symptoms (2) -.35**

External cause (3) -.10 .26*

Internal cause (4) -.15 .16 .32*

Time-line (5) -.12 .29* -.28* -.01

Consequences (6) -.14 .27* .88** 73**

Control (7) -.03 -.06 .06 .14

Note. Number enclosed in parentheses represents same perception in column spanner at 

top o f table.

*p < .05 **g<.01.

H? predicted a significant relationship between the spouse/partner’s perceptions of 

the symptoms, cause, time-line, consequences, and control/cure of heart failure and the 

patient’s adherence behavior. As depicted in Table 9, mixed results were obtained for this

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



78

Table 9

Pearson Product-Moment Correlation Coefficients for Patients’ Adherence Behavior and

Spouse/Partners’ PerceDtions o f Illness Representation o f  Heart Failure

Perception
I 2 3 4 5 6

Adherence Behavior (1)

Symptoms (2) _ 2J**

External cause (3) -.12 .09

Internal cause (4) -.05 .13 .31*

Time-line (5) -.40** .38** .07 .06

Consequences (6) -.24 .46* .15 .08 34**

Control (7) .14 •-.24 .07 -.08 -.27*

Note. Number enclosed in parentheses represents same perception in column spanner at 

top o f table.

*g < .05 **p < .01

hypothesis. A significant, moderate, and negative relationship was found between the 

spouse/partners’ perceptions o f symptoms o f heart failure and the patients’ adherence 

behavior. High patient adherence behavior scores tended to be associated with 

spouse/partners who perceived their partners as experiencing fewer symptoms and low
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patient adherence behavior scores tended to be associated with spouse/partners who 

perceived their partners as experiencing a greater number o f symptoms. A significant, 

moderate, and negative relationship was found between the spouse/partners’ perceptions 

o f the time-line for heart failure and the patients’ adherence behavior. Spouse/partner 

perceptions o f  a shorter time-line for heart failure tended to be associated with greater 

patient adherence behavior. Other significant intercorrelations among the 

spouse/partners’ perceptions o f the five attributes o f illness representation o f  heart failure 

are shown in Table 9.

A hierarchical multiple regression analysis was conducted to evaluate how well 

the patient’s adherence behavior was predicted by the spouse/partners’ perceptions o f 

the illness representation o f heart failure over and above the patients’ perceptions o f the 

illness representation o f  heart failure. The patients’ perceptions were entered together at 

step one, followed by the spouse/partners’ perceptions at step two. For the hierarchical 

regression analysis each o f  the cause scale items were entered as a separate item to 

evaluate the relative importance of each external or internal cause (see Table 10).

The regression equation with the patients’ perceptions was not significant, R2 

= 19, adjusted R2 =-.06, F(14, 45)=.78, p=.69. However, the regression equation with the 

spouse/partners’ perceptions was significant, R2change = 52, F(14, 31)=3.98, p=.001. 

Based on these results, the spouse/partners’ perceptions o f the illness representation of 

heart failure significantly predicted the patients’ adherence behavior accounting for 52% 

o f explained variance over and above the patient’s perceptions.

The external causes o f stress, chance, germ or virus, and pollution were
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Table 10

Results o f Hierarchical Multiple Regression to Predict Patients’ Adherence Behavior 

From Spouse/Partners’ Perceptions o f  the Attributes o f  Illness Representation o f  Heart 

Failure

Step Predictor P R2 R2 A Significance
o f  change

I Patients’ Illness Representation .19 .69

Symptoms -.37

Cause, External, “Not my fault”

Heredity -.02 ns

Stress .16 ns

Chance .03 ns

Germ or virus -.10 ns

Pollution .19 ns

Other people -.14 ns

Poor medical care in past .09 ns

Cause, Internal, “My fault”

Own behavior -.08 ns

Diet -.02 ns

State o f mind -.19 ns

(table continues)
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Table 10 (continued)

Results o f  Hierarchical Multiple Regression to Predict Patients’ Adherence Behavior 

From Spouse/Partners’ Perceptions o f  the Attributes o f Illness Representation o f Heart 

Failure

Step Predictor (3 R R  A Significance 
of change

Time-line

Consequences

Control

-.07

<.01

-.08

ns

Spouse/Partners’ Illness Representation .71

Symptoms . 19

Cause, External, “Not my fault”

Heredity .07

Stress -.66

Chance -.51

Germ or virus -.64

Pollution -.54

Other people .31

Poor medical care in past .22

Cause, Internal, “My fault”

.52 .001

ns

ns

.002

.02

<.001

.001

ns

ns

(table continues)
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Table 10 (continued)

From Spouse/Partners’ PerceDtions o f  the Attributes o f  Illness Representation o f  Heart

Failure

Step Predictor (3 R2 R2 A Significance 
o f  change

Own behavior .03 ns

Diet -.19 ns

State o f mind .28 ns

Note. (^Standardized multiple regression coefficient; R2 = % o f criterion variance 

accounted for by its linear relationship with the predictor variables; R2 A = Increment in 

% o f criterion variance accounted for by including second set o f predictors .

Dependent Variable: Patient Adherence Estimation Score

significant in predicting patients’ adherence behavior. Inspection o f the standardized 

regression coefficients (Betas) gave an indication o f  which o f the spouse/partner illness 

representation attributions contributed most to the prediction o f  the patients’ adherence 

behavior. Spouse/partners’ perceptions that their partners’ heart failure was caused by 

stress were most strongly related to patients’ adherence behavior. These findings need to 

be viewed cautiously due to the low subject to variable ratio.
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Question 3: What is the relationship between congruence of patient and

spouse/partner in perception o f  the symptoms, causes, time-line, consequences, and 

control o f  heart failure and the patient’s adherence behavior?

H3 predicted a significant relationship between congruence of patients and 

spouse/partners in perceptions o f  the symptoms, cause, time-line, consequences, and 

control o f  heart failure and the patient’s adherence behavior. A congruence score for 

patient and spouse/partner in perceptions o f each attribute o f  illness representation was 

calculated by subtracting the spouse/partner’s score for the attribute from the patient’s 

score for the attribute. A negative congruence score indicated that the scores for patients' 

perceptions o f  the attribute was less than the spouse/partners’ score. A congruence score 

o f 0.00 indicated perfect congruence or no difference in the scores for patients’ and 

spouse/partners’ perceptions. A positive congruence score indicated that the score for 

patients’ perceptions was greater than the spouse/partners’ score. Thus, a smaller 

difference in patients’ and spouse/partners’ scores indicated greater congruence. Analysis 

o f the data indicated patient and spouse/partner congruence on all five attributes o f  illness 

representation of heart failure (see Table 6 , column one).

Using the congruence scores from Table 6, column one, and the mean patient 

adherence score, Pearson product-moment correlation coefficients were calculated to test 

the hypothesis o f a significant relationship between congruence o f patients and 

spouse/partners in perceptions o f  the symptoms, cause, time-line, consequences, and 

control o f  heart failure and the patients’ adherence behavior. Table 11 presents in column 

one, the Pearson product-moment correlation coefficients obtained in this study
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Table 11

Pearson Product-Moment Correlation Coefficients Between Congruence of Patients and

Spouse/Partners in Perceptions o f  the Illness Representation o f Heart Failure and 

Patients’ Adherence Behavior fN=60i

Perception I 2 3 4 5 6

Adherence Behavior (1)

Symptoms (2) -.02

External cause (3) .004 .10

Internal cause (4) -.08 .25 .32*

Time-line (5) .21 .30* .18 -.02

Consequences (6) .02 .05 .42** .40 .07

Control (7) -.14 -.01 .05 .03 -36* .02

Note. Number enclosed in parentheses represents same perception in column spanner. 

* P < .0 5  **g< .01 .

for congruence and patients’ adherence behavior. A significant linear relationship was not 

found between congruence o f patients and spouse/partners in perceptions of the 

symptoms, cause, time-line, consequences, and control o f  heart failure and patients’ 

adherence behavior.
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All pairs o f  patient and spouse/partner differences between — 1.00 and + LOO 

were considered congruent and transformed into group one. All others were considered 

noncongruent and transformed into group two. Independent-samples t tests were 

computed to evaluate whether the mean o f  the patients’ adherence estimation scores 

when patients and spouse/partners were congruent in perceptions o f an attribute was 

significantly different than the mean adherence estimation score when patient and 

spouse/partner were noncongruent in perceptions o f  an attribute. Mixed results were 

obtained for H3. As shown in Table 12, the mean adherence score o f 83 when patients 

and spouse/partners were congruent in their perceptions of control o f heart failure, was 

significantly greater than the mean adherence score o f 71.7 when patients and 

spouse/partners were noncongruent. No significant difference in the mean adherence 

estimation scores could be found when patients and spouse/partners were congruent in 

perceptions o f  symptoms, cause, time-line, and consequences o f heart failure.

Question 4: How much do patients’ illness representations add to the prediction

of their adherence behavior over that which demographic and medical history variables 

contribute?

H4 predicted that patients’ illness representations would add significantly to the 

prediction o f their adherence behavior over that which their demographic and medical 

history variables contributed.

Pearson product-moment correlation coefficients were computed to quantify the 

direction and magnitude o f the relationship between demographic variables, medical 

history variables, patients’ perceptions o f  the illness representation o f heart failure, and
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Table 12

Results o f  Independent- Samples t-Tests Comparing Patients’ and Spouse/Partners'

Means for Adherence Behavior by Congruent and Noncongruent Group

Congruent (1) Non-Congruent (2)
Adherence Adherence
Score Score

Attribute M SD M SD t E

Symptoms 81.1 17.7 80.2 14.2 .22 .83

External cause 80.9 16.3 81.2 16.3 .26 .79

Internal cause 81.8 15.5 78.2 18 .76 .43

Time-line 82 16.4 76.1 15.2 1.16 .25

Consequences 80.3 16.4 89.1 9.7 -1.47 .25

Control 83 15.4 71.7 16.8 2.22 .03*

*2 < .05.

patients’ adherence behavior. The correlations between the demographic variables, 

medical history variables, and adherence behavior are presented in Appendices I and J. 

The correlations between patients’ adherence behavior and attributes o f illness 

representation o f  heart failure were presented in Table 8. A significant relationship was 

not found between any o f the demographic variables, medical history variables, 

perceptions o f  the attributes o f illness representation o f heart failure, and patients’ 

adherence behavior. The correlations between patients’ demographic variables and 

attributes o f illness representation are displayed in Appendix K for information only.
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The results o f  a  hierarchical multiple regression to evaluate if patients' illness 

representations o f  heart failure would add significantly to the prediction o f their 

adherence behavior over that which demographic and medical history variables 

contributed are presented in Appendix L. The demographic and medical history variables 

were entered at step one and two, respectively, because o f their preexisting nature. 

Patients’ perceptions o f the attributes o f  illness representation o f heart failure were 

entered at step three.

Demographic variables accounted for 10% o f the variance in adherence behavior 

and were not found to significantly predict patients’ adherence behavior. Medical history 

variables accounted for 7% of the variance in patients’ adherence behavior and were not 

found to contribute significantly to the prediction o f patients’ adherence behavior. 

Patients’ illness representations o f heart failure were not found to contribute significantly 

to the prediction o f  adherence behavior. An additional 15% o f the variance in patients' 

adherence behavior explained were explained by their illness representations. Only 

patients perceptions o f  symptoms made a significant contribution to the regression 

equation (r = -.35, p = .03).

Summary o f  Findings 

In this sample o f  older adult heart failure patients and their spouse/partners, 

spouse/partners perceived patients as experiencing significantly more symptoms than 

patients reported they experienced as part o f  their heart failure (t (59)= -2.62, p  = .01). 

Patients and spouse/partners most frequently selected an external, “not my fault” cause 

for the patient’s heart failure. Heredity as a cause o f heart failure was selected by 57% of
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patients and 68% o f spouse/partners. Stress as a cause o f heart failure was selected by 

53% o f patients and 43% o f spouse/partners. Poor medical care in the past was the least 

chosen external causal attribution made by patients ( 12%) and spouse/partners (10%).

Almost half o f  the patients (47%) and over a third o f spouse/partners (35%) 

selected the internal, “my fault” cause “own behavior” as the cause o f heart failure.

Diet as a causal attribution was selected by 42% o f  patients and 30% o f spouse/partners. 

State o f mind was the least chosen internal causal attribution selected by patients (13%) 

and spouse/partners (10%). The majority o f patients (92%) and spouse/partners (93%) 

perceived heart failure as a chronic disorder. More patients (93%) than spouse/partners 

(87%) perceived heart failure as a serious illness with major consequences. Both patients 

(78%) and spouse/partners (72%) had perceptions o f heart failure as a serious disorder 

that could be controlled but not cured.

A significant, strong, positive relationship was found between patients' and 

spouse/partners’ perceptions o f symptoms o f  heart failure (r =.75, p = .01). Significant, 

moderate, positive relationships were found between patients’ and spouse/partners’ 

perceptions o f external cause (r = .42, p = .01), internal cause (r = .32, p = .05), time-line 

(r = 33, p = .01), and control o f heart failure (r = .36, p = 05). A significant but weak, 

positive relationship was found between patients’ and spouse/partners’ perceptions of 

consequences of heart failure (r = .27, p =.05). Mean differences in patients’ and 

spouse/partners’ scores for each o f the attributes o f illness representation o f heart failure 

ranged from — 0.9 to 1.0. The mean difference o f  - 0.9 in patients’ and spouse/partners’ 

perceptions o f  symptoms was statistically significance (t (59)= -2.62, p = .01).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



89

The mean self-reported adherence estimation score made by the patient group was 

80.7%. Spouse/partners rated their partners’ adherence as 80.2%. A significant, 

moderate, inverse relationship was found between patients’ perceptions o f the number o f 

symptoms experienced as part o f heart failure and their adherence behavior over the 

previous week (r = -.35, p  < .01). Patients who reported their adherence behavior as high 

tended to report a lesser number o f symptoms experienced as part o f  heart failure. A 

significant relationship was not found between patients’ adherence behavior and their 

perceptions o f cause, time-line, consequences, and control o f heart failure.

A significant, moderate, inverse relationship was found between spouse/partners’ 

perceptions o f the number o f  symptoms their partners experienced as part o f  heart failure 

and patients’ adherence behavior (r =-.37, p < .01). Spouse/partners who reported their 

partners as experiencing fewer symptoms as part o f  heart failure tended to be associated 

with patients with higher adherence behavior scores. Spouse/partners who reported a 

shorter time-line for their partners’ heart failure tended to be associated with patients who 

reported greater adherence behavior (r= -.40, p < .01). A significant relationship was not 

found between patients’ adherence behavior and spouse/partners’ perceptions o f  cause, 

consequences, and control o f heart failure. In a hierarchical regression analysis with 

patients’ perceptions o f  the illness representation o f  heart failure controlled, the inclusion 

o f  spouse/partners’ perceptions o f the illness representation of heart failure in the 

regression equation explained 52% of the variance in patients’ adherence behavior.

A significant linear relationship was not found between patients’ adherence 

behavior and congruence o f  patients and spouse/partners in perceptions o f the symptoms,
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cause, time-line, consequences, and control o f heart failure. An independent sample t test 

was conducted to evaluate if  there was a significant difference in mean adherence when 

patients and spouse/partners were divided between those that were congruent and those 

that were not congruent. The results of the independent samples t tests indicated that 

patients’ mean adherence behavior was higher (83% versus 71.7%) when patients and 

spouse/partners were congruent in perceptions o f control o f  heart failure (t (48) = 2.22,

P =.03). No significant difference in the mean adherence behavior score was found when 

patients and spouse/partners were congruent in perceptions o f symptoms, cause, time

line, and consequences o f  heart failure.

A significant linear relationship was not found between patients’ adherence behavior, 

demographic variables, medical history variables, and perceptions o f the attributes o f 

illness representation o f  heart failure. In a three-step hierarchical multiple regression 

analysis the patients’ perceptions o f the attributes o f  the illness representation o f heart 

failure did not contribute significantly to the prediction o f  adherence behavior after the 

effects o f demographic variables and medical history variables were controlled. Only 

patients perceptions o f  symptoms made a significant contribution to the prediction of 

adherence behavior (r = -.35, p = .03).

This chapter has presented the findings o f analysis o f  the data. The conclusions 

and recommendations which can be drawn from these findings, along with research and 

practice implications are discussed in the final chapter.
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CHAPTER V

CONCLUSIONS AND RECOMMENDATIONS 

This descriptive correlational study was conducted to examine the relationship 

between patients’ and spouse/partners’ perceptions o f  the symptoms, cause, time-line, 

consequences, and control o f  heart failure and patients’ adherence behavior. In addition, 

congruence between patients and spouse/partners in perceptions of the symptoms, cause, 

time-line, consequences, and control o f heart failure was investigated to determine if 

congruence or lack o f congruence would affect patients’ adherence behavior. How much 

patients’ illness representations o f  heart failure added to the prediction o f their adherence 

behavior over that which demographic and medical history variables contributed was 

investigated. The findings as summarized at the end o f  Chapter IV are discussed in this 

chapter in relation to existing literature. Although limitations o f the study weaken 

generalization o f the findings to others, implications for nursing practice, education, and 

recommendations for further research are presented in the final section o f this chapter.

Discussion

Day-to-day management o f a chronic illness such as heart failure requires an 

ongoing commitment by both patient and spouse/partner and ongoing lifestyle 

modifications as the illness progresses. All patients and spouse/partners involved in this 

study were currently associated with a multidisciplinary outpatient heart failure 

management program, which might influence their knowledge of heart failure and its 

treatment regimen. Therefore, care was taken in drawing conclusions that the results of
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this study reflect the illness representations and adherence behaviors of all older adults 

with heart failure and their spouse/partners.

Findings from the current study suggest that spouse/partners’ illness 

representations of patients’ heart failure may be better predictors o f patients’ adherence 

behavior than patients’ perceptions o f the disorder. A substantial amount of variance 

(52%) in patients’ adherence behavior was accounted for by the spouse/partners’ illness 

representation of heart failure. This finding supports the importance of looking at the 

patient-spouse/partner dyad as a unit when attempting to understand patients’ adherence 

behavior. The findings are interpreted with consideration o f  the fact that a small subject to 

variable ratio may have led to an over-fitting o f the equation to the sample.

The counseling strategies used for health education might be less effective when 

nurses do not recognize a lack o f  congruence between the health education message and 

the illness representation o f the spouse/partner. This statement is consistent with the 

contention of Corbin and Strauss (1984) that problems in managing a chronic illness may 

arise when illness-related perceptions differ between spouses. A lack of information in the 

literature regarding spouse/partners’ illness representations resulted in a lack o f  studies to 

compare this study’s findings regarding spouse/partners’ illness representations.

There have been a number o f  studies looking at different attributes o f patients’ 

illness representation and adherence behavior. In this study, a significant inverse 

relationship was found between patients’ perceptions o f  the number o f symptoms 

experienced as part o f heart failure and their adherence behavior. Those patients who had 

fewer symptoms reported more adherence for the previous week. This finding is consistent
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with previous research concerning perceptions of symptoms and adherence behavior 

(Hampson et al., 1990; Hampson et al., 1995; Meyer et al., 1985; Petrie e ta L  1997).

In chronic illnesses, symptoms serve as a source o f continual information for 

monitoring the illness and assessing the effectiveness o f  actions taken to alleviate the 

symptoms associated with the illness (O’Connell et al., 1984). Meyer et al. (1985) found 

that hypertension patients who monitored symptoms as evidence o f high blood pressure, 

continued treatment when they perceived treatment as positively affecting their symptoms. 

Patients discontinued treatment when they perceived treatment as having no effect on their 

symptoms, or symptoms did not reappear when they discontinued treatment. Those 

patients who continued treatment had better blood pressure control.

The findings regarding symptom appraisal are also consistent with research with 

diabetic patients acting to normalize their blood glucose. Non-insulin dependent diabetes 

mellitus patients used symptoms to monitor the state o f their diabetes and acted to 

normalize their blood sugar based on their perceptions o f symptoms. The tendency to take 

such action was related to blood glucose control (Hampson et al., 1990; Hampson et al., 

1995; O’Connell et al., 1984).

The strong positive correlation between patients’ and spouse/partners’ in their 

perceptions o f  symptoms is consistent with previous research which established that 

significant others around the patient also process information about a disease and use 

symptom appraisal in much the same way as patients for assessing the efficacy o f actions 

taken to alleviate symptoms (Diefenbach & Leventhal, 1996). Significant others are a 

readily available resource for patients to share and validate opinions about symptoms.
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In this study, spouse/partners reported significantly more symptoms than patients 

reported. One possible explanation for the spouse/partner group reporting a significantly 

greater number o f symptoms than patients might be the gender difference in the 

willingness to admit to discomfort (Wool & Barsky, 1994). The patient group in this study 

was 72% males and the spouse/partner group was 75% female. The male patients may 

have been more reluctant to report symptoms as contrasted with the female 

spouse/partners. The predominant cultural ethos in the United States has impressed upon 

males, more so than females, the importance o f not acknowledging feelings of illness 

(Wool & Barsky, 1994).

The findings that patients and spouse/partners most frequently attributed heart 

failure to heredity and stress is consistent with what has been reported in the literature 

regarding causal attributions and myocardial infarctions (Affleck et al., 1987; Petrie & 

Weinman, 1997). The findings o f this study o f no significant relationship between 

adherence behavior and patients’ perceptions of the cause o f  heart failure are consistent 

with the findings o f Meyer et al. (1985) in that patients’ perceptions o f the cause o f high 

blood pressure were not related to adherence behavior. On the other hand, Petrie and 

Weinman (1996) found that patients’ and spouses’ perceptions that myocardial infarction 

was caused by an unhealthy lifestyle were precursors to changes in diet and participation 

in regular exercise. Affleck et al. (1987) found that patients’ external causal attributions 

for myocardial infarctions were related to negative outcomes for patients. Thus, the 

influence o f  causal attributions on adherence behavior may be embedded in perceptions 

of personal responsibility and sense o f  control of an illness (Meyer et al., 1985).
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Patients and spouse/partners in this study had perceptions o f  a chronic time-line for 

heart failure. Neither patients nor spouse/partners’ perceptions o f  a chronic time-line 

o f heart failure were significantly related to patients’ adherence behavior. The finding 

regarding patients’ perceptions o f time-line for heart failure and adherence behavior is 

inconsistent with the findings of Meyer et al. (1985) that high blood pressure patients with 

a chronic time-line for high blood pressure seldom missed taking their medications. 

Patients’ and spouse/partners’ perceptions o f a chronic time-line for heart failure reflect an 

accurate understanding of the chronicity o f heart failure. It is possible that a significant 

linear relationship was not found in this study due to the effect o f  a restricted range 

reducing the magnitude of the correlation coefficient for the relationship between the 

patients’ adherence behavior and the time-line score.

Patients and spouse/partners had perceptions of heart failure as a serious disorder 

with major consequences for the patients’ lives. Neither patients’ nor spouse/partners’ 

perceptions o f  consequences for heart failure were significantly related to patients’ 

adherence behavior. The findings o f  this study regarding patients’ perceptions of 

consequences o f  heart failure are consistent with the findings o f Meyer et al. (1985) that 

adherence with medications and remaining in treatment was not predicted by patients’ 

perceptions o f consequences o f high blood pressure.

It is possible that the finding o f patients’ perceptions o f consequences o f 

heart failure were not related to adherence may reflect a typical transition in learning to 

live with heart failure. The mean number o f years patients had lived with a diagnosed 

heart problem was 10 years; consequences may have been less important in determining
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their adherence behavior because they had lived so long with a heart problem. Any 

findings regarding consequences must be interpreted with caution since the consequence 

scale had a low reliability for this sample o f  older adult heart failure patients and their 

spouse/partners.

Patients and spouse/partners had perceptions of treatment as being effective in 

controlling but not curing heart failure. Patients’ and spouse/partners’ perceptions o f 

control o f heart failure were not significantly related to patients’ adherence behavior. The 

finding regarding patients perceptions o f control is inconsistent with the findings o f  Petrie 

et al. (1996) that myocardial infarction patients were adherent attending cardiac 

rehabilitation programs when they had expectations that their cardiovascular condition 

could be controlled.

When patients and spouse/partners were congruent in their perceptions o f  control 

o f heart failure, the mean adherence score was significantly greater than the mean 

adherence score when patients and spouse/partners lacked congruence in their perceptions 

o f control o f heart failure. This finding is consistent with Corbin’s and Strauss’ (1984) 

suggestion that congruence is a necessary prerequisite for collaboration between couples 

and successful management of a chronic illness. When partners were congruent in their 

ideas o f the management o f an illness they made the role adjustments necessary for 

successfully managing the illness.

A significant linear relationship was not found between patients’ adherence 

behavior and patient and spouse/partner congruence in perceptions o f symptoms, cause, 

time-line, consequences, and control o f heart failure. These findings are inconsistent with
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Lacroix et al.’s (1990) speculation that congruence between patients’ and caregivers’ 

representations o f low back pain may have had a  positive influence on patients’ 

adherence to treatment. It is possible that a significant linear relationship was not found in 

this study due to the effect o f  a restricted range reducing the magnitude o f the correlation 

coefficient for the relationship between the patients’ adherence behavior and the 

congruence score.

The formula for the Pearson product-moment correlation coefficient involves 

deviations from the means o f  the two variables being correlated. The findings o f  this study 

included homogenous scores for a small sample o f  patients and spouse/partners. Linear 

relationships in a population will not show up as clearly in a sample when the study scores 

are homogenous and the sample is small (Bums & Grove, 1997).

Patients’ perceptions o f the illness representation of heart failure did not contribute 

significantly to the prediction o f patients’ adherence behavior over that which 

demographic and medical history variables contributed. The finding that demographic 

variables did not predict patients’ adherence behavior are consistent with findings 

published in the literature (Haynes, 1979; Hilbert, 1985a; Kaplan & Simon, 1990; Sackett, 

1976; Sherboume et al., 1992). The great majority o f  studies failed to find 

a relationship between adherence, age, gender, race, living arrangements, education, and 

income.

The medical history variables did not significantly add to the prediction o f 

patients’ adherence behavior. This finding is consistent with those o f  Hilbert (1985b) 

who found no significant relationship between adherence, length o f  time since subjects had
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experienced a myocardial infarction, and number o f myocardial infarctions. It might be 

that patients who are sicker are less able to manage treatment regimens or, as suggested 

by Keller et al. (1989), they believe certain conditions are part o f aging and must be 

accepted as part of life. The mean age of patients in this study was 72.2 years old. Keller 

et al. (1989) found that illnesses occurring at age 70-75 were perceived as more serious, 

less preventable, less curable, and less controllable. As suggested by Keller et al. (1989) 

some patients may adapt the attitude that they have nothing to iose and 

experiment with inappropriate coping responses.

Patients and spouse/partners in this study were enrolled in a multidisciplinary 

outpatient heart failure treatment program and reported a high level o f adherence. In 

considering the consequences o f  the heart failure, many o f  the patients and 

spouse/partners credited the support provided by the heart failure treatment program with 

making heart failure easier to live with. Many o f them responded that heart failure was 

somewhat easier to live with since treatment was effective in controlling the symptoms of 

heart failure.

The self-reported mean adherence estimation scores for patients in the study are 

somewhat higher than scores reported in the literature for older adult heart failure (Ghali 

et al., 1988; Monane et al., 1994). However, the scores are consistent with scores 

reported in the literature for older adult heart failure patients who enrolled in a 

multidisciplinary heart failure treatment program (Rich et al., 1995). Interventions in 

such programs consist of comprehensive education o f  the patient and family regarding 

the treatment regimen, diet, social service consultation, review of medications, intravenous
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inotropic therapy, and frequent telephone contact. Patients are assigned to one nurse to

oversee their care each time they come in for treatment. Adherence has

been shown to be greatest when patients feel that their expectations of respect for their

concerns and responsive information about their condition have been met (Sherboume et

al., 1992). The multidisciplinary treatment program may have indeed met their

expectations.

Limitations

A major limitation o f the study was the homogeneity o f the sample. The sample 

consisted o f older volunteers from one cardiology practice enrolled at one health care site 

thus limiting generalization o f findings to others. Only those patients and spouse/partners 

who agreed to participate in the study were enrolled in the study so there may be selection 

bias in the sample. The patients were by definition committed to the health care system in 

varying degrees since they were recruited from a population enrolled in an outpatient 

multidisciplinary heart failure management program.

The study is cross-sectional with data collected on individuals at one period in 

time. The results pertaining to each illness representation attribute may be biased by the 

time in which they were assessed. Research has shown that the attributes o f an illness 

representation take on different degrees of influence at different phases of an illness 

(Leventhal et al., 1980).

The IPQ is a developing instrument for which a great deal o f data has not yet been 

collected. In this study the scales for measuring patients’ and spouse/partners’ 

perceptions o f consequences and control o f heart failure and spouse/partners’ perceptions
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of cause o f heart failure produced reliability ranging from .34 to .51. Since this study 

began the authors have increased the number o f items for the instrument and are 

presently collecting data to evaluate revisions in the tool for further development o f the 

instrument (J. Weinman, personal communication, May 10, 1999).

The use o f  a  self-report adherence measure o f unknown validity and reliability 

makes this measurement open to criticism. The therapeutic recommendations included in 

the adherence estimation measure are reflective o f the medication and lifestyle 

recommendations included in the U. S. Department o f  Health and Human Services 1994 

guidelines for management o f heart failure. Self-report offered the flexibility necessary to 

address the range o f behaviors included in successful self-management o f heart failure in a 

manner that was least taxing to the limited energy reserves o f  older adult heart failure 

patients. Also, social desirability was not controlled for in this study. It is possible that 

social desirability and other factors may have influenced responses even though 

participants were assured o f anonymity.

Conclusions

The following conclusions were reached based on the literature and findings from 

this study:

1. The Self-Regulatory Model o f illness behavior and the attributes o f illness 

representation offers a useful framework for continuing research in adherence behavior 

with this model despite conflicting findings in the research to date and the lack of 

adequate measures o f adherence. Consistent with the focus o f  nursing, the focal point o f 

the Self-Regulatory Model is the individual. Nursing seeks to understand individuals and
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the procedures individuals use to cope with health and illness.

2. Despite its early phase o f  development, the IPQ has promise for identifying 

important elements o f people’s illness representations that may contribute to adherence. 

Research to date has mainly relied on semi-structured interviews using open-

ended questions to assess and measure people’s illness representation.

3. Symptoms provide a readily available source o f  information for patients 

and spouse/partners to assess the efficacy o f treatment. As shown in the literature, 

patients’ and spouse/partners’ perceptions o f  the number o f symptoms experienced in this 

study as part o f  heart failure, were negatively related to patients’ adherence behavior for 

the previous week. In the management o f  chronic illness where patients are required to 

monitor their health status on a daily basis, symptoms are readily available cues that may 

be used to monitor the progress o f  an illness in some illnesses.

4. The elements o f illness representation that seemed most relevant to 

adherence in this study were (a) patients’ perceptions of symptoms, (b) spouse/partners’ 

perceptions o f symptoms, and (c) spouse/partners perceptions o f  time-line. Research to 

date suggest that some attributes o f  illness representation may be related to adherence 

while others are not.

5. Spouse/partners perceptions o f  the five attributes o f illness representation 

combined accounted for 52% o f the explained variance in patients’ adherence behavior 

after controlling for the effects o f patients’ perceptions. In attempting to understand the 

effects o f chronic illness on patients’ actions to cope with a chronic illness on a daily 

basis, it is important to assess the patient-spouse/partner dyad as a unit. Data suggests that
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the spouse/partner’s perceptions matter to the patient’s adherence.

6 . Mean adherence scores were significantly greater when patients and 

spouse/partners were congruent in their perceptions of control o f  heart failure. This 

finding supports a need to consider the patient and spouse/partner dyad as a unit when 

planning health teaching strategies. This type o f congruence should be included in 

adherence research with illness representations. A significant linear relationship was not 

found between congruence of patients and spouse/partners in perceptions o f  the attributes 

o f illness representation o f heart failure and patients’ adherence behavior. This finding 

most likely represents a lack of variability in the measure of congruence and the small 

sample size.

7. Perceptions of a long duration for heart failure and its treatment reflect an 

accurate understanding o f the chronicity o f  the condition. While research suggests that 

adherence behavior is more prevalent among patients who view chronic conditions

as chronic, the results o f this study do not support that position. No significant 

relationship was found between patents’ adherence behavior and their perceptions o f time

line for heart failure. Spouse/partners perceptions of the time-line for heart failure, 

however, had a significant, moderate, negative relationship with patients’ adherence 

behavior.

Implications for Nursing

This study has implications for nursing in the realms o f nursing practice, theory 

development, and education. In nursing practice, nurses observe and provide care to older 

adult patients with chronic illnesses. Often, subjective and objective data suggests that
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patients are not following prescribed self-management recommendations. Intentional 

nonadherence to prescribed treatment is a serious and widespread problem in chronic 

conditions.

Nursing Practice

Traditional nursing interventions include teaching or re-teaching the techniques for 

self-management. This teaching is usually done without an adequate assessment of the 

components o f the choice processes which direct the decisions patients make to be 

adherent or nonadherent to the health care provider’s self-management recommendations. 

Many factors other than lack o f resources and normal responses to aging affect patients’ 

adherence behavior. Presently, nurses do not assess patients’ adherence behavior within a 

framework that takes account o f the patient’s and spouse/partner’s own perceptions of 

various factors that might affect adherence. Important issues that are o f  concern to 

patients and spouse/partners are sometimes not addressed.

The Self-Regulatory Model o f illness behavior can provide nurses a framework for 

developing an assessment tool specifically incorporating patients’ unique perspective o f a 

particular health threat. The model acknowledges the social and cultural context in which 

the individual lives. An assessment instrument based on the Self-Regulatory framework of 

symptoms, cause, time-line, consequences, and control would elicit a particular 

representation o f an illness. Illness representations supporting adherence 

behavior could be encouraged and misrepresentations contributing to nonadherence 

could be addressed with education.

Theory Development
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Results o f  this study and others support particularly the symptoms, time-line, and 

control elements o f  the illness representation component o f  the Self-Regulatory Model. 

Continued research is needed to investigate the other elements o f  the model and to refine 

the illness representation elements.

Nursing Education

A Self-Regulatory perspective enables nursing education to continue its move 

away from a biomedical model that ignores the patients’ cognitive and emotional 

processes in adaptation to chronic illness. For example, many patients use symptoms as 

valid indicators o f illness. Many health education efforts minimize the importance of 

symptoms as reliable sources o f information for the patient in for monitoring the progress 

of an illness and efficacy o f  treatment in some but not all illnesses.

As the population continues to age, the need exists for nursing education to focus 

on strategies for maintaining health and independence in older adults. Nursing education is 

challenged to provide support for older adults and their spouse/partners to manage chronic 

illness in diverse and nontraditional settings. The assessment o f illness representations 

provides a framework for nursing students to view the patient in a more holistic manner.

Viewing chronic illness from the perspective o f the patient and spouse/partner 

may uncover different targets for self-regulation. The findings o f  this study support the 

notion that patients and spouse/partners enter treatment with certain expectations in the 

form o f illness representations. Nursing students should be taught to probe these illness 

representations and support the patient and spouse/partner in m aking  them known so that 

education about the illness and its recommended treatment can be more focused.
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Recommendations for Further Research

The following are recommendations for further research specifically related to 

this study.

1. The study should be replicated with larger and more heterogeneous 

samples o f older adults with heart failure. Culturally diverse, females, and people more 

reflective o f the general heart failure population are examples o f subjects future studies 

should include. This would allow more in depth investigation o f the effects o f culture and 

social context on illness representations and their effects on adherence behavior.

2. Development of the IPQ for research should be continued to improve 

validity and reliability o f  the instrument in people with heart failure and with other chronic 

illnesses. The IPQ is a developing instrument for assessing illness representations that has 

demonstrated promising reliability and validity. Repeatedly using it for the assessment of 

illness representations assists in establishing the psychometric status o f  the instrument. 

Indices for different populations allows for easier comparison between research reports in 

the same area o f practice.

3. Studies o f  change o f illness representations and adherence across the 

chronic illness trajectory is warranted for various chronic illness populations. Little is 

known about the changes in illness representation affecting adherence behavior as the 

illness experience changes across the chronic illness trajectory.

4. Replication o f the study with multiple measures o f adherence should be 

used in future research o f  this topic to increase the validity and reliability o f  measurement 

o f adherence. Social desirability should be assessed and controlled.
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5. An investigation of the relationships between patients’ adherence behavior 

and each individual causal attribution is needed for the development o f  interventions to 

enhance adherence specific to each causal attribution. Variations in perceived causal 

attributions provide different targets for regulation, influence the selection o f coping 

procedures, and the appraisal o f the outcomes o f coping procedures. We lose sight of the 

specific factors affecting adherence behavior when we assign vastly different causal 

attributions to a common “external” or “internal” category.
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APPENDIX A

FUNCTIONAL CLASSIFICATION FOR CARDIAC FAILURE

Class I: Normal daily activities does not initiate symptoms.

Class II: Normal daily activities initiate symptoms, but symptoms

subside with rest.

Class III: Minimal activity initiate symptoms. Patient is usually

symptom free at rest.

Class IV: Any type o f  activity initiates symptoms, and symptoms are

usually present at rest.

Note. The classifications are adapted from The Criteria Committee o f the New 

York Heart Association, 1964. Diseases o f the heart and blood vessels: 

Nomeclature and criteria for diagnosis (6th Ed.). Boston: Little Brown.
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APPENDIX B

INVITATION LETTER

Dear Patient:

I am a doctoral student in nursing at Louisiana State University Medical Center School o f 
Nursing in New Orleans, Louisiana. To complete work for the degree o f Doctor of 
Nursing Science, I am conducting a study o f  how patients with a diagnosis o f heart failure 
and their spouses or designated significant others view heart failure. I have interest in how 
patient and spouse or partner view heart failure in terms o f its symptoms, cause, how long 
it will last, consequences, and control or cure. The purpose o f the study is to determine if 
personal views about heart failure are associated with the decisions patients make to 
follow or not follow recommendations for treatment. You and your spouse or significant 
other are invited to participate in the study.

If you and your spouse or significant other agree to participate in the study, I will ask each 
o f you questions about your personal views o f  how you see heart failure and how 
completely the partner with heart failure has followed treatment recommendations during 
the previous week. 1 will also ask questions to collect background information to help me 
describe the people who participated in the study. It should take approximately 45 minutes 
to answer the questions. I will schedule the interview at a time and place convenient for 
you and your spouse or significant other.

Your participation in the study is strictly voluntary and all information is strictly 
confidential. A benefit to you and your spouse or significant other for participating in the 
study is knowing that your participation will provide valuable information that will help 
doctors and nurses in planning care for heart failure patients.

I look forward to speaking with you in the future.

Sincerely,

Ola H. Fox, MSN, RN, C.
Doctoral Candidate
Louisiana State University Medical Center 
School o f  Nursing, Graduate Program 
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APPENDIX C

LOUISIANA STATE UNIVERSITY MEDICAL CENTER IN NEW ORLEANS
CONSENT FORM

1. STUDY TITLE:
Congruence O f Illness Representation Betw een Older Adult Heart Failure 
Patients And Their Spouses Or Partners And Its Relationship To Adherence 
Behavior

2. PERFORM ANCE SITES:
Providence H ospital Outpatient H eart Failure Unit, Mobile, Alabama

3. NAMES AND TELEPHONE NUM BERS OF INVESTIGATORS:
Dr. Jacqueline A. McNally, R .N ., EdD Ola H. Fox, R .N .,C .,

MSN M ajor Professor D octoral Student
Principal Investigator LSUMC School o f
LSUMC School o f  Nursing School & Allied H ealth
& Allied Health, Room  4C-6 

 
 24-H our Number)

4. PURPOSE OF THE STUDY:
The purpose o f  th is research study is to  look at patients' and their spouse or 
partner's ideas about heart failure and w hat patients do to take care o f  
them selves. Some o f  these ideas are: how  often certain symptoms are 
experienced as part o f  heart failure; w hat caused the patient to have heart 
failure; how long the patient's heart failure will last; how will or how has the 
patient's heart failure affected the patien t and spouse or partner; and can the 
patient's heart failure be controlled o r cured?

5. DESCRIPTION OF THE STUDY:
There will be approxim ately 60 patien ts and their spouses or partners in this 
study. Names o f  patients will be selected by chance from a list o f  Cardiology 
Associates patients enrolled in ou tpatien t heart failure management program s.

Patients will be asked to take part in the study if they are age 60 years or 
older, have no signs o f  mental illness o r confusion, and can understand and 
answer the study questions. Patients will not be included in the study if  they 
live in a long-term  care facility or the spouse or partner does not agree to take 
part in the study.
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The spouse or partner must agree to  tak e  part in the study, have no signs o f 
m ental illness or confusion, be able to understand and answ er the study 
questions, and do not live in a long-term  care facility.

Separately, patients and spouses o r partners agreeing to take part in the study 
will be asked three sets o f  questions: w hat are their ideas about heart failure, 
what patients do to take care o f  them selves, and background inform ation such 
as age, sex, and income.

C om pletion o f  all questions should tak e  about 45 minutes. T here are no right 
o r w rong answers.

The patient's clinic record will be looked at for inform ation on  how much 
heart failure affects their activity, o th e r health  problems, and m edications.

6. BENEFITS TO SUBJECTS:
Subjects will receive no direct benefits from  the study.

7. RISK S TO SUBJECTS:
No physical, psychological, social risks o r discom fort will occu r to subjects as 
a result o f  participation  in this study. I f  a participant experiences fatigue or 
shortness o f  breath a rest period will be provided. Partic ipation  in the study 
may involve unforeseen risks.

8. ALTERNATIVES TO PARTICIPATIO N IN THE STUDY:
There is no alternative to participation  in this study except to not participate 
in the study.

9. SUBJECT REM OVAL:
Subjects will be rem oved from the study  if  the spouse or partner does not
agree to participate or if  one or the o th er becomes unable or unwilling to 
answ er the questions.

10. SU BJEC T’S RIGHT TO REFUSE TO PARTICIPATE OR W ITHDRAW :
Study subjects may refuse to partic ipa te  or w ithdraw  from the study at any 
tim e w ithout jeopardizing , in any way, the ir medical treatm ent at this 
institu tion  in the present or future. Should significant new findings develop 
during the course o f  the research w hich may relate to the subject's willingness 
to continue participation , that inform ation  will be provided to the subject.

11. SU B JE C T ’S RIGHT TO PRIVACY:
The resu lts o f  the study may be published. The privacy o f  the subjects 
will be pro tected  and their names w ill not be used in any m anner.
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12. RELEASE OF INFORM ATION:
R ecords will not be re leased  to anyone excep t to members o f  the  d issertation  
com m ittee and when required  by law.

13. FINANCIAL INFO RM ATION:
A. Participation in th is study will not result in any extra charges above and 

beyond those rou tine ly  incurred by patients with sim ilar illnesses.
B. The costs o f  all d rugs, visits, p rocedures and study re la ted  and 

unforeseen com plications must be m et by subjects.
C. Subject paym ent: Subjects will no t be paid for participating  in the 

study.

14. SIGNATURES:
The study has been d iscussed  with me and all my questions have been 
answ ered. I understand tha t additional questions regarding the study  should be 
directed  to investigators listed on page 1 o f  this consent form. I understand 
tha t if  I have questions about subjects' righ ts , or other concerns, I can  contact 
the Chancellor o f  LSU M edical Center, a t (  I ag ree  w ith the 
term s above and acknow ledge I have been given a copy o f  the consen t form.

Signature o f  Patient D ate

Signature o f  Spouse o r Partner D ate

Signature o f  W itness D ate

The study subject has indicated  to me th a t the subject is unable to read. I 
certify  that I have read this consent form  to the subject and explained that by 
com pleting the signature line above the subject has agreed to partic ipa te .

Signature o f  Reader D ate

Signature o f  Person A dm inistering C onsent Date

Signature o f  Principal Investiga to r Date
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APPENDIX D

PERMISSION TO USE THE ILLNESS PERCEPTION QUESTIONNAIRE
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APPENDIX E

FOR A COPY OF THE ILLNESS PERCEPTION QUESTIONNAIRE (IPQ)

PLEASE CONTACT

Professor John Weinman 
Unit o f  Psychology 

United Medical and Dental Schools 
o f  Guys’ and St. Thomas’ Hospitals 

London Bridge , London SEI 9RT, United Kingdom
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APPENDIX F

PERMISSION TO USE THE ADHERENCE ESTIMATION QUESTIONNAIRE

W B  ELMO NT 
7 UNIVERSITY

July 2. 1996

Ms. Ola Fox, MSN 
 

Dear Ms. Fox:

I enjoyed meeting you at the Council of Nurse Researchers meeting in Washington 
and appreciate your interest in my research. You have my permission to adapt, modify, 
and/or use any o f my research instruments in your study. I do ask that you acknowledge 
my authorship in the tools as you discuss them in your work. I have not published 
anything from my research yet, but the dissertation abstract should be available through 
Dissertation Abstracts International (DAI).

All four of my instruments are adapted from other sources. Since you specifically 
mentioned your interest in body awareness and adherence, I will list those original citations 
here.

Body awareness: Miller, L. C., Murphy, R., &. Buss, A. H. (1981). 
Consciousness o f  body: Private and public. Journal of Personality and Social 
Psychology. 41. 397-406.

Adherence: Hilbert, G. A. (1985). Spouse support and myocardial 
infarction patient compliance. Nursing Research. 34. 217-220.

If you need further information, please do not hesitate to contact me. I wish you 
luck as you move ahead with your research.

Sincerely,

Assistant Professor 
Graduate Program

/000 Btlmont B*uUv*rd Phpnt 6l 5~460~5548

7 /V 37212-3757 Fxx ClS~460*3G44 V7prLi X̂fide U“7tb hitp:/lwwut.belmO”! rd*f
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APPENDIX G

FOR A COPY OF THE ADHERENCE ESTIMATION QUESTIONNAIRE

PLEASE CONTACT

Dr. Leslie Higgins, PhD, RN 
Assistant Professor Graduate Program 
Belmont University School o f Nursing 

1900 Belmont Boulevard 
Nashville, TN 37212-3757
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APPENDIX H

BACKGROUND INFORMATION QUESTIONNAIRE

1. Date o f  Birth:

2. Gender:

1. Male
2. Female

3. Racial/Ethnic Background:

1. White
2 . Black
3. Hispanic
4. Asian

- 5. Native American
- 6 . Other; Specify

4. W ith W hom Do You Live?

1. Spouse
2. Child
3. B rother/Sister
4. Friend
5. No One
6 . Other; Specify

5. Education:

1. Less than 7th Grade
2. 7th Grade
3 Eighth Grade
4. Junior High School (9th Grade)
5. Partial High School (10th or 1 1th Grade)
6 . High School Graduate
7. Partial College (at least one year) or specialized training
8 . College or university graduate
9. Graduate degree
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6 . Household Income:

1. Less than $ 10,000
? $ 10,000  - $20,999
3. $21 ,000  - $30,999
4. $31,000 - $40,999
5. $41,000 - $50,999
6 . $51,000 - $60,999
7. $61,000 - $70,999

- 8. $71,000 or Greater

7.   In what year (approxim ately) were you diagnosed w ith
your heart problem ?

8 . N ew  York Heart A ssociation Functional C lassification:

  I. I No lim itation on physical activity
  2. II Slight lim itation on physical activ ity
  3. I ll M arked lim itation on physical activ ity
  4. IV Unable to engage in any physical activ ity

9. Identify  any other health  problems you currently  have:

10. Identify  any m edications you are currently  taking:

11. W as last week a typical week for how com pletely you follow ed your
doctor's or nurse's recom m endations for health  care? I f  not. answ er the 
questions about following the recom m endations som etim es suggested for 
treatm ent o f  heart failure in terms o f  w hat you consider a typical week?
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APPENDIX I

CORRELATIONS BETWEEN PATIENTS’ DEMOGRAPHIC VARIABLES AND

ADHERENCE BEHAVIOR

Adherence
Behavior

Age Gender Race Living Education 
Arrange
ment

Adherence Behavior

Age .12

Gender -.04 .07

Race .12 -.24 .21

Living Arrangements .14 .30* .18 .21

Education .14 .07 .31* -.33* -.12

Household Income -.13 -.08 .26* -.19 -.27* .34**

*2 < -05 <.01.
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APPENDIX J

CORRELATIONS BETWEEN PATIENTS’ MEDICAL HISTORY VARIABLES

AND ADHERENCE BEHAVIOR

Adherence
Behavior

Years
Diagnosed

NYHA
Class

Number
Illnesses

Adherence Behavior

Years Diagnosed Heart Condition -.18

NYHA Classification -.14 .32*

Number Concurrent Illnesses -.17 .12 .07

Number Medications Taking -.04 -.06 -.08 44**

*2 < -05 **£ < .01
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APPENDIX K

CORRELATIONS BETWEEN PATIENTS’ DEMOGRAPHIC VARIABLES AND

ATTRIBUTES OF ILLNESS REPRESENTATION OF HEART FAILURE

Age Gender Race Living
Arrange
ments

Education Income

Symptoms -.11 .05 .002 -.07 -.02 .03

External Cause -.37* .003 .22 -.05 -.09 -.05

Internal Cause -.14 -.07 .20 -.14 .24

Time-Line .04 -.24 -.16 -.02 .19 .15

Consequences -.33** -.03 .26* -.10 .05 .16

Control -.03 .18 .21 -.18 -.04 .11

Note. N=60.

*2 < -05 **g<.01
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APPENDIX L

HIERARCHICAL MULTIPLE REGRESSION OF PATIENTS’ DEMOGRAPHIC

VARIABLES, MEDICAL HISTORY VARIABLES, ATTRIBUTES OF ILLNESS

REPRESENTATION OF HEART FAILURE, AND ADHERENCE BEHAVIOR

Step Predictor B SEB P R2 A

1 Demographic variables entered

Age .30 .36 .12 .10

Gender -2.64 5.00 -.07

Race 7.80 5.78 .20

Living arrangements .39 1.05 .05

Education 1.56 .97 .24

Household income -1.60 1.36 -.17

2 Medical history added to demographics variables .07

Age .47 .37 .19

Gender -3.70 5.45 -.10

Race 6.54 5.94 .17

Living arrangements .36 1.13 .05

Education 1.09 1.02 .17

Household income -1.99 1.43 -.21

(appendix continues)
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APPENDIX L (continued)

HIERARCHICAL MULTIPLE REGRESSION OF PATIENTS’ DEMOGRAPHIC

VARIABLES, MEDICAL HISTORY VARIABLES, ATTRIBUTES OF ILLNESS

REPRESENTATION OF HEART FAILURE, AND ADHERENCE BEHAVIOR

Step Predictor B SE B (3 R2 A

Years diagnosed with heart problem -.18 .24 -.11

NYHA functional classification -2.87 4.06 -.11

Number o f concurrent illnesses - 1.20 1.85 -.10

Number o f medications 1.40 2.27 .10

llness representations added to demographics and medical history

Age .44 .43 .17

Gender -1.23 6.03 -.03

Race 9.58 6.62 .25

Living arrangements .40 1.23 .06

Education 1.71 1.13 .26

Household income -1.07 1.71 -.11

Years diagnosed with heart problem .007 .27 -.05

NYHA functional classification -1.41 4.45 -.05

Number of concurrent illnesses .47 2.13 .04

(appendix continues)
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APPENDIX L (continued)

HIERARCHICAL MULTIPLE REGRESSION OF PATIENTS’ DEMOGRAPHIC 

VARIABLES, MEDICAL HISTORY VARIABLES, ATTRIBUTES OF ILLNESS

REPRESENTATION OF HEART FAILURE, AND ADHERENCE BEHAVIOR

Step Predictor B SE B P R2 A

Number o f medications -.37 2.49 -.03

Illness identity (symptoms) -1.74 .76 -.42*

External cause 1.11 1.53 .26

Internal cause -.15 1.06 -.02

Time-line -.33 3.39 -.05

Consequences -.98 1.12 -.32

Control -.31 .64 -.08

Note. B=Unstandardized beta; SE B=Standard error beta; f3=Standardized multiple

regression coefficient; R2 A = Multiple correlation squared change.

Dependent Variable: Patient Adherence Estimation Score 

*p < .05.
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VITA

Name:
Mailing Address:

Education: Date

1971

1986
1988

Professional Experience: 
Date

Ola Houston Fox
 

Institution Degree

Mobile Infirmary School o f Nursing RN Diploma

University o f South Alabama 
University o f South Alabama

Agency/Institution

1/89-Present University o f South Alabama 
College o f  Nursing 

1/87-1/89 University o f South Alabama
Medical Center

3/86-1/87 University o f South Alabama
Medical Center

8/85-3/86 Quality Care Homecare Service
1/83-8/85 Charter Pines (Part-Time)
8/81-8/82 Providence Hospital (Part-Time)

9/79-8/81 Mobile Infirmary Medical Center
Mobile, Alabama 

9/74-9/79 Mobile Infirmary Medical Center
9/72-9/74 Mobile Infirmary Medical Center
9/71-9/72 Mobile Infirmary Medical Center

BSN
MSN

Position

Clinical Assistant 
Professor
Registered Teaching 
Nurse III, Medical- 
Surgical Units 
Charge Nurse 
Clinical Research Unit 
Registered Teaching 
Nurse I, Bum Center

RN Pediatrics 
Team Coordinator 
Operating Room

Head Nurse 
Cardiac Catherization 
Charge Nurse, CCU 
Charge Nurse, ICU 
Staff Nurse, ICU

Professional Organizations:
American Nurses Association
Sigma Theta Tau, Zeta Gamma Heritage Committee Chair 
American Heart Association
Alabama State and Mobile County Nurses Association

Publications:
Fox, O. (1998). Automatic Implantable Cardioverter Defibrillator Management. In 

J. Smith-Temple & J. Young Johnson (Eds.), Nurses’ guide to clinical procedures (4th ed., 
pp. 677-680). Philadelphia: Lippincott.
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