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ABSTRACT

TITLE: Coronary Heart Disease and Cardiac Arrest Survival: Sense

of Coherence as a Predictor of Quality of Life

AUTHOR: Sandra L. Underhill

APPROVED:

Barbara J. Stewart, PhD, Professor, Department of Family

Nursing, School of Nursing, Research Advisor

This nonexperimental, correlational study assessed the influence of the
sense of coherence, a variable that previously has not been studied in
relationship to chronic illness, in exploring quality of life in persons with
coronary heart disease who survived a cardiac arrest. The primary hypothesis
to be tested was: After controlling for social status variables related to poor
health vulnerability (age, gender, race, socioeconomic status, marital status),
perceived social support, self esteem, chronic illness trajectory shape variables
(coronary heart disease symptoms prior to first cardiac arrest; number of
cardiac arrests; time since last cardiac arrest), and chronic illness trajectory
work variables (reported other medical problems; reported medical treatment;
physical and emotional comfort; functional capacity), the addition of sense of
coherence will significantly improve estimation of quality of life.

The entire population of survivors of cardiac arrest from two medical
facilities was given the opportunity to participate. Of 162 persons who

responded to the mailed survey, 149 met analysis requirements. The sample
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was largely male (73%) and predominantly Caucasian (95%). Ages ranged
from 30 1o 85 years (M = 63, SD = 11.1). Most were married or living with
significant others (82%) and had greater than a high school education (55%).

The dependent variable was measured using the Modified Flanagan
Quality of Life Scale. Stepwise, hierarchical multiple regression was used to
test the primary hypothesis. Variables were entered in the following steps: 1.
Social status variables— A2 change =.05 (p =.53); 2. Perceived social support
(Modified Burckhardt Perceived Support Score)—RZ change =.05 (p =.01); 3.
Self esteem (Duke Health Profile [DHP] Self Esteem)— A< change =.23;

(p <.01) 4. Chronic illness trajectory shape—R2 change =.02 (p =.36); 5.
Trajectory work (Modified DHP Physical and Mental), functional capacity
(reported NYHA Functional Class; Modified DHP Social)—R2 change =.17
(p <.01); 6. Sense of coherence (Sense of Coherence Questionnaire, Short
Form)—R2change =.14 (p <.01). Total explained quality of life variance was
67% (adjusted RZ =.59), compared to only 46% with similar quality of life
models without sense of coherence. Thus, the primary hypothesis was
supported.

These new findings suggest a strong sense of coherence may empower
cardiac arrest survivors to have high life quality. 1t may be that specific nursing
strategies could be developed to enhance one or more sense of coherence

components, thus improving patients’ quality of life.
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CHAPTER 1
Introduction

This study focused on understanding the quality of life in persons who
have had a cardiac arrest, a manifestation of chronic coronary heart disease.
Specifically, it assessed the influence of the sense of coherence, a variable
that previously has not been studied in relationship to heart disease, in
exploring quality of life.

Corbin and Strauss (1988) posited that the work of managing a chronic
illness is accomplished primarily by the ill person and his or her spouse or
family within the home. They believed that there are extensive human costs
involved in continuously accommodating to the demands of the illness and its
management. They viewed accommodation as “the day-to-day struggle...to
keep some sense of balance and give meaning to their respective lives” (p. 6).
Juggling time, space, energy, money, jobs, activities, and identities constituted
what they considered the day-to-day struggle.

These areas of life involved in chronic illness accommodation are
congruent with the quality of life domains identified by Flanagan (1982) and
modified by Burckhardt and her colleagues (Burckhardt, Woods, Schultz, &
Ziebarth, 1989): physical and material well-being; relations with other people;
social, community, and civic activities; personal development and fulfillment:
recreation; and independence. Therefore, it seems apparent that
accommodation to the demands of chronic illness would affect one’s quality of
life. Yet, based on this investigator’s clinical experience, it is evident that
some persons with coronary heart disease who have survived cardiac arrest

continue to have exceptional life quality in spite of the required



accommodation to their chronic iliness and its acute phases.

Antonovsky (1987) proposed the salutogenic theory to explain why
persons during times of extremely stressful conditions remain healthy. The
key construct within his theory is the sense of coherence, comprised of
comprehensibility, manageability, and meaningfulness. Could a strong sense
of coherence be a personality orientation that empowers cardiac arrest
survivors to have the strength and endurance to maintain or attain a high
quality of life?

Statement of the Problem and Significance to Nursing

Coronary heart disease, a type of chronic cardiovascular disease,
currently affects over 5 million Americans (American Heart Association, 1989).
It is characterized by episodes of acute exacerbation, such as acute
myocardial infarction, heart failure, and cardiac arrest or sudden cardiac
death. The terms cardiac arrest and sudden cardiac death are synonymous:
they are defined as any death occurring within 1 hour of symptom onset and,
as suggested by the medical history, without any other probable cause of
death (Cupples, Gagnon, & Kannel, 1992). Annually, between 300,000 and
400,000 Americans have an episode of cardiac arrest related to underlying
coronary heart disease (Cupples et al., 1992; Hurwitz & Josephson, 1992;
Myerberg, Kessler, & Castellanos, 1992). Cardiac arrest accounts for 50% of
all cardiovascular deaths (Myerberg et al., 1992). For 13% to 20% of these
persons, the cardiac arrest is the first manifestation of the coronary heart
disease process (Hurwitz & Josephson, 1992). Resuscitation rates are
variable, determined in part by the quality of community emergency medical

services. The most optimistic survival rates for out-of-hospital cardiac arrest



are 25-30% (Myerberg et al., 1992). The recurrence rate of cardiac arrest
within the first 2 years is approximately 40% (Hurwitz & Josephson, 1992).

Cardiac arrest survivor’s are likely to be affected by the underlying
chronicity of the coronary heart disease process and its ramifications, by the
acute event itself, and by the uncertainty of cardiac arrest recurrence—that is,
by the stability of the chronic iliness trajectory and by the work involved in
shaping the trajectory. However, the dimensions of quality of life experienced
by persons with coronary heart disease who have survived a cardiac arrest
are not yet described in the literature.

Antonovsky (1987) posited that the salutogenic theory may explain in
part how some people manage to stay well in spite of seemingly
insurmountable odds. As his focus has been primarily on physical health,
Sagy and colleagues (Sagy, Antonovsky, & Adler, 1990) contended
Antonovsky downplays the relationship between sense of coherence and life
satisfaction. However, the results of their own path analysis indicated that
sense of coherence contributes directly to life satisfaction in older persons
(B =.49, p<.001).

It the sense of coherence provided additional information about quality
of life in persons with a chronic iliness, then nursing strategies could be
designed specifically to enhance comprehensibility, manageability, and/or
meaningfulness, thereby resulting in improved life quality. For example, the
cardiac arrest survivor with a strong sense of coherence might more
successfuily (a) understand the unpredictability of chronic coronary heart
disease; (b) accomplish trajectory-shaping work; and (¢) minimize the impact

of coronary heart disease on his or her family. Further investigation of quality



of life incorporating sense of coherence into the statistical model seems
warranted. Thus, the purpose of this study was to evaluate the contribution of
the sense of coherence to explained variance in quality of life in persons with

chronic heart disease who have survived a cardiac arrest.



CHAPTER 2
Theoretical Framework
A chronic illness theory (Corbin & Strauss, 1988; Strauss, Corbin,
Fagerhaugh, Glaser, Maines, Suczek, et al., 1984), a theory of quality of life
(Burckhardt et al., 1989; Flanagan, 1982), and the salutogenic theory
(Antonovsky, 1979, 1987) comprise the framework for this proposal. An
explanation of their interrelationships, the theoretical model used in this study,
and a comparison to Burckhardt's theoretical framework follow.
Chronic lliness
The physical and emotional consequences of chronic illness in
general, and of coronary heart disease and cardiac arrest survival in
particular, may influence quality of life. Strauss and his colleagues (1984)
conceptualized any chronic illness as potentially causing multiple problems of
daily living for the person with the disease. They suggested that chronic
iliness is characterized by the following problems in daily life:
1. The prevention of medical crises and their management once they
occur
2. The control of symptoms
3. The carrying out of prescribed regimens and the management of
problems attendant on carrying out the regimens
4. The prevention of, or living with, social isolation caused by lessened
contact with others
5. The adjustment to changes in the course of the disease, whether it
moves downward or has remissions

6. The attempts at normalizing both interaction with others and style of



life

7. Funding—finding the necessary money—to pay for treatments and

to survive despite partial or complete loss of employment

8. Confronting attendant psychological, marital, and familial problems.

(p. 16)
They posited that in order to handle these key problems, basic coping
strategies, considered as work, must be developed by the patient and his or
her support system.

Within this chronic illness framework, Strauss and his colleagues
(1984) coined the term iliness trajectory “that refers not only to the
physiological unfolding of a sick person’s disease but also to the tfotal
organization ot work done over that course, plus the impact on those involved
with that work and its organization” ( p. 64). They posited that the term
management, so often used within the hospital setting, does not capture the
work’s full complexity, its medical outcomes, or its consequences for all those
involved. Rather, they proposed shaping as a term useful for describing
handling of problematic trajectories since full control of all phases of the
trajectory is not possible.

Corbin and Strauss (1988) viewed iliness trajectory as the key concept
within their theory of chronic iliness. They considered variability and phase as
the two components of a trajectory’s shape. Therefore, trajectories can be
acute, stable, unstable, or deteriorating (progressive disablement or death).
Additionally, periods of physical and emotional recovery, called comeback
phases, might be involved. Figure 2-1 illustrates the conceptualization by

Corbin and Strauss of four iliness trajectories. The X-axis was time, but the



Figure 2-1. Examples of Chronic lliness Trajectories. A. Sinusitis;
B. Cardiac Disease; C. Stroke: and D. Cancer.

Note. From Unending Work and Care (pp. 43-44) by J. M. Corbin and
A. Strauss, 1988, San Francisco: Jossey-Bass.



units were not specified. The Y-axis was not labeled.

Corbin and Strauss (1988) posited that people with severe, chronic
illness cannot be regarded simply as in need of medical care. That is, they
believed that at some phase during the illness trajectory, persons with chronic
illness and their spouses are likely to need counsel on deeply personal
matters. Thus, it seems that well-timed and appropriate interventions might
assist the chronically ill in shaping their illness trajectory in a more efficient
and positive way, thereby improving life quality

Quality of Life

Quality of life is becoming increasingly important as an outcome
measure in health care research. According to the Agency for Heaith Care
Policy and Research (1990), quality of life through the eyes of the client rather
than the provider is the important issue. For the person with acute iliness,
improved quality of life often means having immediate symptomatic relief
followed by being cured. For the person with chronic iliness, interventions
need to be directed toward the entire iliness trajectory. Often these caring
interventions are used in an attempt to improve or maintain life quality
However, the scientific base for quality of life interventions is limited, as only
within the past 7 years has consideration of quality of life as a measured
variable in health care research been emphasized (Fletcher, Hunt, & Bulpitt,
1987, Greer, 1987; Levine, 1987; Miettinen, 1987; O’Young & McPeek, 1987;
Spitzer, 1987, Troidl, Kusche, Vestweber, Eypasch, Koeppen, & Bouillon,
1987, Wenger, Mattson, Furberg, & Elinson, 1984a, 1984b; Wiklund, Lindvall,
& Swedberg, 1986).

All health care interventions are being scrutinized in terms of their cost-



benefit ratio. From a medical economics perspective, this scrutiny is
particularly important when interventions involve high technology, and
therefore, high costs. Continuing to channel scarce financial resources into
development of high technology treatments that may or may not improve
quality of life, while rationing health care to the disadvantaged, goes against
the ethical principle of utilitarianism—providing the greatest good for the
greatest number of people (Munson, 1988). Thus, interventions are being
sought that are comparably less expensive but still are efficacious in
maintaining or improving quality of life.

Nurses are in a unique position to assess and counsel persons with
chronic ilinesses and their families about strategies that might enhance life
quality. These strategies could be used in conjunction with other interventions
to enhance life satisfaction. However, many conceptual and measurement
lissues about quality of life as an outcome variable remain unresolved
(Stewart, 1992). They are summarized below.

Defining Quality of Life

There is little consensus about the definition of quality of life and thus,
the indicators with which to measure it. Wenger and her colleagues (1984a)
included three domains within their quality of life framework: functional
capacity (daily routine, social, intellectual, emotional, economic), perceptions
(health status, well being), and symptoms (disease under study, other
ilinesses). Wenger (1986) defined quality of life as: “...a wide range of
capabilities, limitations, symptoms, and psychosocial characteristics that
describe a person’s ability to perform a variety of roles and to derive

satisfaction or enjoyment from these roles” ( p. 122). Wiklund and colleagues
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(1986) also incorporated other dimensions within their quality of life definition:
“the individual's capacity to function within the context of work, social role, and
family; his physical, emotional, mental, and intellectual capacity; his
perception of and satisfaction with the way in which he functions” (p. 1).

Flanagan's (1982) approach to defining quality of life also was holistic.

He developed the Quality of Life Scale domains inductively by asking two
critical-incident questions of 3000 subjects (500 men and 500 women in each
of three age groups: 30, 50, and 70 years old). Small groups of individuals
representing a wide range of socioeconomic levels were asked such
questions as the following:

1. Think of the last time you did something very important to you or had
an experience that was especially satisfying to you. What did you
do or what happened that was so satisfying to you?

2. Think of a recent time that you could not do something you very
much wanted to do or could not have something you very much
wanted to have. What did you want to do or have that you could not
do or have? ( p. 57)

About 6500 critical incidents were collected. These incidents were clustered
according to similarities, and their classification was evaluated by several
independent judges. Fifteen categories of critical incidents emerged and
could be placed within five domains:

1. Physical and material well-being
A. Material comforts—desirable home, food, conveniences, security
B. Health and personal safety

2. Relations with other people



11

A. Relationships with relatives
B. Having and rearing children
C. Close relationship with spouse or member of opposite sex
D. Close friends—sharing views, interests, activities
3. Social, community, and civic activities
A. Helping and encouraging others
B. Participating in governmental and local affairs
4. Personal development and fulfillment
A. Learning, attending school, improving understanding
B. Understanding yourself and knowing your assets and limitations
C. Work that is interesting, rewarding, worthwhile
D. Expressing yourself in a creative manner
5. Recreation
A. Socializing with others
B. Reading, listening to music, or watching sports, other
entertainment
C. Participation in active recreation. (Flanagan, 1982, p. 57)
Although health status of the participants was not specified, Flanagan
considered the Quality of Life Scale valid for people in general. He
recommended studying quality of life in the disabled by focusing on problems
specifically created by their disabilities.
Few researchers have assessed quality of life domains specifically in
persons who are disabled or chronically ill. Bostick (1977) and Crewe (1980)
found no evidence that persons disabled from spinal cord injury identified

different quality of life domains from non disabled persons. Friedman and co-
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investigators (1985) proposed a two-domain, quality of life taxonomy
consisting of functions (social, physical, emotional, and intellectual) and
perceptions (life satisfaction and health status). Peariman and Uhimann
(1988) studied the chronically ill elderly using the taxonomy of Friedman and
his colleagues, and found that these two quality of life dimensions (functions
and 