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�
Abstract


Quality of life after surgery can be improved  by optimistic self-beliefs and social support. Patients (N = 248) undergoing heart surgery were surveyed once before and twice after surgery. Study 1 examined whether presurgical personal and social resources would predict quality of life one week after heart surgery. Synergistic effects emerged upon degree of worry and mental activity as quality of life indicators. Study 2 examined resources of social network members. A sample of 114  significant others, most of them spouses, reported about their own resources at Time 1. The patient-spouse dyad was chosen as the unit of analysis. Spouses’ optimistic self-beliefs and social support as measured at Time 1 predicted patients’ quality of life after half a year (Time 3). The results are discussed in light of the “resource transfer” within dyads in times of stress.
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�Summary


The present two studies explore different aspects of resourcefulness within a sample of cardiac patients at three points in time. Patients (N = 248) were surveyed once before and twice after surgery. Presurgery optimistic self-beliefs and social support were seen as predictors of quality of life later on. Patients who felt able to deal with adversity through perceived social and personal resources were expected to be more active and less worried one week after heart surgery. They were also expected to experience better life quality six months later. Having resourceful intimate partners was also assumed to be a prerequisite for quality of life. Study 1 examined whether presurgical personal and social resources would predict quality of life one week after heart surgery. Degree of worry and mental activity were chosen as quality of life indicators. Main and synergistic effects emerged. Resourceful patients worried less and started to read earlier than their less resourceful counterparts. Moreover, one resource was able to compensate for the lack of the other.  Study 2, using also a longitudinal design, took a somewhat different perspective by exploring characteristics of spouses in comparison to patients’ presurgery characteristics to examine whether there was a spousal impact on postsurgical quality of life. A sample of 114 significant others, mostly spouses, reported about their own resources at Time 1. The patient-spouse dyad was chosen as the unit of analysis. Patients’ quality of life after half a year (Time 3) could be predicted by spousal optimistic self-beliefs and social support as measured at Time 1. 


	The resourcefulness of significant others can be seen as a facilitating force for patients’ well-being. This requires a change from the individual to the dyad as the unit of analysis. The basic idea is that the strength and well-being of a loved one is transferred to the patient by means of social interaction processes. A patient who is securely attached to an optimistic and socially well-embedded person may feel confident and able to cope in an adaptive manner with the cardiac rehabilitation tasks and other situational demands. This is the “resource transfer hypothesis,” in which a unidirectional influence from the spouse to the patient is expected to take place. However, spouses could also undermine recovery, for instance by overprotection. Further, spousal resources could be drained due to long-lasting unidirectional support without sufficient positive feedback, which is reflected by the notion of “caregiver burnout.” 


	In the present paper, two resources, namely social support and optimistic self-beliefs, were studied for both patients and their most significant other. Results confirm the common view that patients’ cognitive and perceived social resources expedite their recovery process. Moreover, the emergence of synergistic effects is noteworthy, as well as the positive influence that originates from their resourceful spouses. Negatively worded, if spouses are weak or in trouble themselves and cannot provide competent support, patients’ quality of life might be diminished. 


�
Social and Personal coping resources


as predictors of quality of life in cardiac patients


Coping with severe illness can be impeded if patients do not possess the appropriate coping resources, such as control beliefs or social network mobilization skills. The present two studies explore different aspects of resourcefulness within one sample of cardiac patients at three points in time. Optimistic self-beliefs and social support at Time 1 were assumed to be predictors of quality of life at Times 2 and 3. Patients who perceive social and personal resources for dealing with adversity are expected to be more active and less worried one week after heart surgery. They are also expected to experience better quality of life six months later. Moreover, having resourceful intimate partners might be a good prerequisite for higher life quality.


Optimistic Self-Beliefs in Coping With Illness


	Optimistic beliefs in one’s competence (perceived self-efficacy) facilitate all kinds of difficult behaviors, including rehabilitation. These beliefs pertain to personal action control or agency and reflect the conviction of being able to master challenging demands by means of adaptive action. They predict the degree of therapeutic change in a variety of settings (Bandura, 1992). For example, recovery of cardiovascular function in postcoronary patients is enhanced by beliefs in one’s physical and cardiac efficacy (Ewart, 1992; C. B. Taylor, Bandura, Ewart, Miller, & DeBusk, 1985). Dispositional optimism (Scheier & Carver, 1985), a theoretical construct similar to self-efficacy, has also been found beneficial in heart patients (Fitzgerald, Tennen, Affleck, & Pransky, 1993; Scheier et al., 1989). An optimistic sense of agency promoted later psychosocial adjustment of heart patients (S. E. Taylor, Helgeson, Reed, & Skokan, 1991;  Waltz, & Badura, 1988). (For a general review of the relationship between optimism and health, see Bandura, 1992; Peterson & Bossio, 1991; Scheier & Carver, 1992; Schwarzer, 1994.)


	There appears to be little research on the effects of spouses’ self-efficacy on patients’ readjustment (e.g., Coyne & Smith, 1991). Highly self-efficacious and competent spouses could serve as coping models for patients, which would reflect a positive association between the spouses’ self-efficacy and their partners’ recovery. However, an ill and less competent individual observing a highly self-efficacious spouse could possibly feel depressed due to an unfavorable social comparison (patient versus spouse) which would then reflect a negative relationship between patient and spouse self-efficacy scores.


Social Resources


	Several studies with cardiac patients have found social support to be beneficial for recovery from surgery. Some researchers have focused on the mere existence of social networks, others have examined perceived or actually received social support. Kulik and Mahler (1989), for example, studied men who underwent coronary artery bypass graft surgery (CABG).  Those who received many hospital visits by their spouses were, on average, released earlier from the hospital than those who received few visits.  In a longitudinal study, the same authors also found that emotional support from their spouses had positive effects on patients after surgery (Kulik & Mahler, 1993).  Similar results were obtained by other researchers (Fontana, Kerns, Rosenberg, & Colonese, 1989; King, Reis, Porter, & Norsen, 1993). 


Close network members of cardiac patients make a difference in how patients adjust to their disease, depending on their interaction with each other (Clark & Stephens, 1996; Coyne & Smith, 1991). Marital satisfaction was related to patients’ well-being in a study by Waltz (1986).  Helgeson (1993) found that patients’ perceived availability of information support was a good predictor of recovery. Negative marital interaction predicted poor adjustment, and spousal disclosure predicted patients’ life satisfaction. 


Research Questions


	In Study 1, optimistic self-beliefs and social support, as measured before surgery, are examined with respect to their possible joint effects on quality of life after surgery (Time 2).  The main focus of this analysis is on possible main effects or interactions of these resources. Main effects are expected, that is, both factors should facilitate adjustment after surgery in an additive manner.  Patients with high self-efficacy or high social support should display better mental fitness and less worry, with the latter two serving as indicators of quality of life one week after surgery. In addition, a moderator effect could occur if one resource is able to compensate for the lack of the other.


	Study 2 deals with the possible effects of spouse resources on patients’ quality of life at Time 3. According to the “resource transfer hypothesis,” it is expected that resourceful spouses facilitate the readjustment process of cardiac patients by transferring their resources during supportive encounters. This may count as an addition to the patient’s own resources. Personal and social resources emanating from partners are seen as relatively stable factors that may influence the way patients cope with adversity. The aim is to examine the effects of presurgery patient and spouse characteristics on patients’ quality of life six months later.


Study 1: recovery one week after surgery


Method


Design and Procedure


	The study used a longitudinal design with three trials:  just before surgery (Time 1), about one week afterwards (Time 2), and again half a year later (Time 3). Study 1 relates patient resources to Time 2 quality of life, whereas Study 2 relates patient as well as spouse resources to Time 3 quality of life. 


Patients received the questionnaire upon arrival at the cardiac surgery ward (Time 1). Between 5 and 10 days later they were approached for the interview (Time 2), which took about half an hour.  It included verbal questions about mental well-being (worry) and activities, such as reading for the first time after surgery.  


Participants


	Those who had responded to the presurgery questionnaire represented the initial sample of 381 patients (302 men, 79 women). The attrition rate was 35.5% for the following reasons:  19.4% (n = 74) were transferred to different hospitals early after surgery, 5.8% (n = 22) passed away, 5.5% (n = 21) did not undergo surgery, and 4.5% (n = 17) were unwilling to be interviewed.  Thus, the longitudinal sample consisted of 248 patients (193 men, 55 women). Further attrition occurred during some analyses due to some missing values. 


	Within this longitudinal sample, there were 193 men with a mean age of 59.1 years (SD = 10) and 55 women with a mean age of 57.4 years (SD = 11.7).  Coronary artery bypass surgery was performed on 152 of the 193 men and on 26 of the 55 women.  The others underwent different kinds of heart surgery, with most patients having been scheduled for cardiac valve substitution, heart transplantation, removal of heart tumors, or aneurysm resection. There were no differences in demographic characteristics and empirical results due to the kind of surgery. 


More men (n = 159, 82.46%) than women (n = 19, 34.5%) had an intimate partner.  One myocardial infarct had been experienced by 35% of the patients and two infarcts by 6.4%.  Of the men, 48.1% were retired or jobless, of the women 26.1%.


Measures at Time 1 


	To assess the personal resource factor, a German version of the Generalized Self-Efficacy scale was used (Schwarzer & Jerusalem, 1995).  This ten-item inventory was designed to assess optimistic self-beliefs, a dispositional and general personality dimension (Schwarzer, 1993, 1994)  as opposed to situation-specific perceived self-efficacy.  Sample items are: “I can always manage to solve difficult problems if I try hard enough,” and “I can remain calm when facing difficulties because I can rely on my coping abilities.” Responses were made on a four-point Likert scale, ranging from 1 (not at all true) to 4 (exactly true).  The internal consistency for this inventory was Cronbach’s alpha =  .82  for patients, and also .82 for their relatives.


	To assess the social resource, the social support scale by Donald and Ware (1982) was used in its German adaptation by Bullinger and Kirchberger (Kirchberger, 1991).  This 19-item inventory aims at instrumental, emotional, and informational support, and it is particularly suited for patients.  Sample items are: “When you are ill in bed, is there anyone (a) who helps you,” (instrumental), “(b) who hugs you,” (emotional), and “(c) whose advice is really important?” (informational). Responses were made on a five-point Likert scale ranging from 1 (never) to 5 (always).  The internal consistency for the 19-item scale was Cronbach’s alpha = .96 for the patients and  .95 for their relatives. 


Measures at Time 2 (Approximately One Week After Surgery)


	Postsurgery mental activity levels were measured by interview questions:  Two questions referred to reading, one to its frequency and the other to the point in time when patients resumed reading after surgery (measured in days).  Small numbers of the latter pertain to a shorter time period, indicating a higher activity level that, in turn, indicates better quality of life.  The correlation between reading frequency and time of resumption of reading was �.56, i.e., the sooner patients started reading, the more frequently they read.  


	Worries were assessed by four items asking for (a) rumination after surgery, (b) concern that the symptoms would reoccur, (c) worries about failure to perform as before, and (d) concern about a myocardial infarct. Responses were made on a four-point Likert scale, ranging from 1 (not at all true) to 4 (exactly true).  These four items were summed up to yield a total worry scale.  Its internal consistency was Cronbach’s alpha = .73.


Results of Study 1


Interactions between the resources were found for both worry and frequency of reading as dependent variables. For worry, there was no main effect of social support, but the significant effect of self-beliefs on worry was moderated by support (Figure 1). A medium level of worry was found in the high support group, with no differences between patients high or low in perceived self-efficacy.  However, self-beliefs made a difference in the low support group, with the pessimistic patients scoring high on worry. 


( insert Figure 1 about here )


	Figure 2 displays the results for amount of reading. There were no differences between high and low self-efficacious patients in the low support group. In the high support group, however, the more optimistic patients spent more time reading during the recovery period.


( insert Figure 2 about here )


Study 2: Quality of life at Time 3


Method


Sample of Network Members


The same patients were followed up again:  Half a year later, they received through the mail a questionnaire that was designed to assess self-reported quality of life (Time 3). At Time 1, their spouse or intimate partner had also received a questionnaire. This sample of close social network members (almost exclusively spouses) who volunteered for the study consisted of 114 persons, 18 men with a mean age of 53.39 years (SD = 9.79) and 96 women with a mean age of 51.05 years (SD = 12.48). There were no significant age differences between the male and female network members (F[1,113] = 0.56, p = .45).


Dependent Measures Six Months Later


	Ten items assessing quality of life were examined individually as dependent variables. Three items were designed to assess (a) the possible impairment of daily functioning, (b) good mood, and (c) overall life satisfaction by ill health. Patients rated perceived impairment on a five-point scale ranging from most severely to not at all. Seven items were taken from the Munich Life Quality Dimensions List (Heinisch, Ludwig, & Bullinger, 1991). They refer to satisfaction with the marital or intimate partner, family life, overall health, mental condition, medical treatment, contacts with friends or acquaintances, and self-esteem. Responses were made on a five-point Likert scale ranging from very dissatisfied, rather dissatisfied, neither/nor, rather satisfied, to very satisfied.


Results of Study 2


	Table I summarizes the correlations of the two resources for both patients and spouses with quality of life at Time 3. First, social support as perceived by the patients was positively and significantly related to six quality of life items. The strongest associations were found for satisfaction with intimate relationships (.55) and with family life (.51). Moreover, self-beliefs of patients was associated significantly with seven quality of life indicators, in particular satisfaction with self-esteem (.39), with mental condition (.29), and with family life (.28). These associations were expected. They confirm the common assumption that resources are positively related to well-being. 


----------------------------------


( Insert Table I about here )


----------------------------------


	For the relationships between spousal variables at Time 1 with patient variables at Time 3, it was expected that weaker associations would emerge. According to the “resource transfer hypothesis,” patients should benefit somewhat from the resourcefulness of the significant others, but probably not as much as from their own resourcefulness. It turned out that patient and spouse resources were correlated with patient recovery at Time 3. Six of the ten life quality indicators were significantly related to social support as perceived by the spouse. Again, satisfaction with one’s intimate relationship (.50) and with one’s family life (.49) were the variables most closely related to spouses’ support. Furthermore, patients’ satisfaction with overall health (.43) and daily functioning (.36) could be significantly predicted by the characteristics of the spouses. Spouses’ self-beliefs at Time 1 was related to four quality of life indicators at Time 3, namely satisfaction with mental condition (.32), medical treatment (.35), social contacts (.34), and self-esteem (.34).  


Discussion


	In the present study, social support is understood as a resource factor for both patients and their spouses. Perceiving the availability of help or support in case of need can be a stabilizing factor that may also facilitate social interaction among patients and spouses and, thus, improve quality of life (Schwarzer & Leppin, 1991). Both sets of variables, patients’ and spouses’ support,  may reflect reciprocity within supportive social encounters. High levels of mutual support in both patients and spouses can provide an index of a well-functioning social network, encompassing the couple as well as other supporting social contacts. Thus, it was of interest to find how these two support characteristics of both patients and their spouses are interrelated and to what degree they independently contribute to the prediction of patients’ later readjustment to surgery. 


	The most innovative aspect of Study 2 is that self-report data from  significant others were also collected, and that not the individual but the dyad was chosen as the unit of analysis. It was not only found that patients’ perceived resources at Time 1 predicted their quality of life at Time 3, but also that the spousal self-report data on their own social support and self-beliefs predicted patient outcome variables. Sometimes the spouses’ characteristics were even better predictors of patients’ quality of life than the characteristics of the patients themselves. 


	In studying couples, the subjective perceptions of both sides of a dyad represent valuable indicators of the ongoing transaction between the persons involved, and it may be possible that one of the two perspectives is more veridical or objective than the other. In other words, since everyone falls prey to distorted schemata or self-serving biases, the information from a spouse may be less confounded than the self-report of a patient. Thus, spouse reports about perceived social support, in some cases, might reflect a more accurate picture of the supportive nature of the marital relationship. This could be one reason why spouse variables are better predictors for patient outcomes than patient variables. However, couples might also share the belief that their marriage is supportive, even if they are actually in conflict with one another. There is, obviously, a need to measure more specific perceptions and ongoing transactions to unravel the mysteries inherent in this issue. 


	The assumption that optimistic self-beliefs, as experienced by social network members (partners), might influence patients’ quality of life may not sound obvious at first glance. However, the present data support this assumption. Spouses who believe that they can make a difference and can influence others may be more active and supportive than those who do not. There is a positive correlation between self-efficacy and social support, as often reported in the literature.  Hobfoll , Freedy, Green, and Solomon (1996) suggest that personal resources promote the mobilization and maintenance of social support, but that the causal chain can also lead from social support to self-efficacy expectancies. Since causal conclusions cannot be drawn from these analyses, the data are not suitable to support one of these hypotheses.  However, the results suggest that available resources show the tendency to accumulate.  Moreover, the existence of a self-efficacious spouse may be extremely valuable by indicating that there is indeed a powerful other who can make good things happen. Optimistic spouses who see themselves as active agents of their own life can be resourceful support persons who help to improve a patient’s readjustment after his or her cardiac surgery.  They might not only function as better supporters of the patients, but promote the personal resources (self-efficacy beliefs, optimism, etc.) as well.


�References


Bandura, A. (1992) Self-efficacy mechanism in psychobiologic functioning. In Schwarzer, R. (Ed.) Self-efficacy:  thought control of action. Washington, DC : Hemisphere, pp. 355-394. 


Clark, S. L. and Stephens, A. P. (1996) Stroke patients' well-being as a function of caregiving spouses' helpful and unhelpful actions. Personal Relationships, 3, pp. 171-184.


Coyne, J. C. and Smith, D. A. K. (1991) Couples coping with a myocardial infarction: a contextual perspective on wives’ distress. Journal of Personality and Social Psychology, 61, pp. 404-412.


Donald, C. A. and Ware, J. E. (1982) The quantification of social contacts and resources. Santa Monica, CA : The Rand Corporation.


Ewart, C. K. (1992) The role of physical self-efficacy in recovery from heart attack. In Schwarzer, R. (Ed.) Self-efficacy: thought control of action. Washington, DC : Hemisphere, pp. 287-304. 


Fitzgerald. T. E., Tennen, H., Affleck, G. and Pransky, G. S. (1993) The relative importance of dispositional optimism and control appraisals in quality of life after coronary artery bypass surgery. Journal of Behavioral Medicine, 16, pp. 25-43.


Fontana, A. F., Kerns, R. D., Rosenberg, R. L. and Colonese, K. L. (1989) Support, stress, and recovery from coronary heart disease: a longitudinal model. Health Psychology, 8, pp. 175-193.


Heinisch, M., Ludwig, M. and Bullinger, M. (1991) Psychometrische Testung der "Münchner Lebensqualitäts Dimensionen Liste (MLDL)" [Psychometric testing of the "Munich Life Quality Dimensions List (MLDL)"]. In Bullinger, M., Ludwig, M. and  von Steinbüchel, N.  (Eds.) Lebensqualität bei kardiovaskulären Erkrankungen [Life quality with cardiovascular illness]. Göttingen, Germany : Hogrefe, pp. 73-90.


Helgeson, V. S. (1993) The onset of chronic illness: its effect on the patient-spouse relationship. Journal of Social and Clinical Psychology, 12, pp. 406-428.


Hobfoll, S. E., Freedy, J. R., Green, B. L. and Solomon, S. D. (1996) Coping in reaction to extreme stress: the roles of resource loss and resource availability. In Zeidner, M.  and Endler, N. S.  (Eds.), Handbook of coping: theory, research, applications. New York : Wiley, pp. 322-349.


King, K. B., Reis, H. T., Porter, L. A. and Norsen, L. H. (1993) Social support and long-term recovery form coronary artery surgery:  effects on patients and spouses. Health Psychology, 12, pp. 56-63.


Kirchberger, J. (1991) Lebensqualität von Brustkrebspatientinnen im Verlauf der stationären Rehabilitation [Life quality of breast cancer patients during stationary rehabilitation]. Unpublished diploma thesis, Ludwig-Maximilians Universität, Munich, Germany.


Kulik, J. A. and Mahler, H. I. M. (1989) Social support and recovery from surgery. Health Psychology, 8, pp. 221-238.


Kulik, J. A. and Mahler, H. I. M. (1993) Emotional support as a moderator of adjustment and compliance after coronary bypass surgery: a longitudinal study. Journal of Behavioral Medicine, 16, pp. 45-63.


Peterson, C. and Bossio, L. M. (1991) Health and optimism. New research on the relationship between positive thinking and well-being. New York : The Free Press. 


Scheier, M. F. and Carver, C. S. (1985) Optimism, coping, and health: assessment and implications of generalized outcome expectancies. Health Psychology, 4, pp. 219-247.


Scheier, M. F. and Carver, C. S. (1992) Effects of optimism on psychological and physical well-being: theoretical overview and empirical update. Cognitive Therapy and Research, 16, pp. 201-228.


Scheier, M. F., Matthews, K. A., Owens, J., Magovern, G. J. Sr., Lefebre, R. C., Abbott, R. A. and Carver, C. S. (1989) Dispositional optimism and recovery from coronary artery bypass surgery: the beneficial effects on physical and psychological well-being. Journal of Personality and Social Psychology, 57, pp. 1024-1040.


Schwarzer, R. (1993) Measurement of perceived self-efficacy: psychometric scales for cross-cultural research. Berlin, Germany : Freie Universität Berlin, Institut für Psychologie. 


Schwarzer, R. (1994) Optimism, vulnerability, and self-beliefs as health-related cognitions: a systematic overview. Psychology and Health, 9, pp. 161-180.


Schwarzer, R. and Jerusalem, M. (1995) Generalized self-efficacy scale. In Weinman, J., Wright, S. and Johnston, M. (Eds.),  Measures in health psychology: a user’s portfolio.  Windsor, UK : NFER-Nelson, pp. 35-37.


Schwarzer, R. and Leppin, A. (1991) Social support and health: a theoretical and empirical overview. Journal of Social and Personal Relationships, 8, pp. 99-127.


Taylor, C. B., Bandura, A., Ewart, C. K., Miller, N. H., and DeBusk, R. F. (1985) Exercise testing to enhance wives’ confidence in their husbands’ cardiac capability soon after clinically uncomplicated acute myocardial infarction. American Journal of Cardiology, 55, pp. 635-638.


Taylor, S. E., Helgeson, V. S., Reed, G. M. and Skokan, L. A. (1991) Self-generated feelings of control and adjustment to physical illness. Journal of Social Issues, 47, pp. 91-109.


Waltz, M. (1986) Marital context and postinfarction quality of life: is it social support or something more? Social Science and Medicine, 22, pp. 791-805. 


Waltz, M. and Badura, B. (1988) Subjective health, intimacy, and perceived self-efficacy after heart attack: predicting life quality five years afterwards. Social Indicators Research, 20, pp. 303-332.


�Authors’ Note


	The authors are grateful to Professor Dr. Wolfgang Konertz, who encouraged and supported the study in the Department of Cardiac Surgery, Charité Hospital Berlin.


�Table 1


Correlations of Patients’ or Spouses’ Resources With Later Quality of Life of Patients


�
�
				    Patients		     Spouses


Dependent          Support    Self-     Support    Self-


                              Beliefs              Beliefs�
�
�
�
LifeQual 1          .15*       .13        .36**      .07�
�
LifeQual 2          .19**      .18*       .28*       .14�
�
LifeQual 3          .06        .08        .27*       .06�
�
LifeQual 4          .55**      .18*       .50**      .18�
�
LifeQual 5          .51**      .28**      .49**      .24�
�
LifeQual 6          .11        .19**      .43**      .04�
�
LifeQual 7          .17*       .29**      .09        .32*�
�
LifeQual 8          .07        .23**      .12        .35**�
�
LifeQual 9          .07        .03        .02        .34**�
�
LifeQual 10         .16*       .39**      .05        .34**�
�
�
�
Note. LifeQual 1 = Impairment in daily functioning by ill health; LifeQual 2 = Mood impairment by ill health; LifeQual 3 = Dissatisfaction by ill health; LifeQual 4 = Satisfaction with intimate relationship; LifeQual 5 = Satisfaction with family life; LifeQual 6 = Satisfaction with overall health; LifeQual 7 = Satisfaction with mental condition; LifeQual 8 = Satisfaction with medical treatment; LifeQual 9 = Satisfaction with social contacts; LifeQual 10 = Satisfaction with self-esteem.


* = p < .05, ** = p < .01
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Figure Captions
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Figure 1.  Interaction of coping resources on worry. Worry2.PRS
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Figure 2.  Interaction of coping resources on reading. Reading.PRS
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