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This study examines the effects of personal resources of both heart patients and their close social partners on
patients’ coping and quality of life. Generalized personal resources (self-efficacy beliefs, dispositional optimism,
self-regulation competence) and outcomes were assessed by questionnaire 1-3 days before surgery (n = 122) and
again six months later (n = 50). Outcome variables were coping styles. social resources (social support and social
integration), emotional states, and further measures of quality of life. Patients™ personal resources were dominant
in the prediction of most of the outcomes. Partners’ resources were uniquely related to social support, social integ-
ration, and quality of life as perceived by the patients. Further, partners” personality resources predicted changes
in patients’ loneliness and energy levels during the six-month interval.
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Research on coping with chronic disease has widely focused on personal and social resources
and their impact on recovery, adaptation, and overall quality of life. Usually, the patient’s
own stress resistance resources, such as optimism, self-efficacy, or internal control beliefs,
are considered as the main sources and predictors of coping success. Compared to the numer-
ous studies examining patients’ personality in coping with chronic illness, personal resources
provided by close social partners have received little attention. Although there is evidence
that intimate social relationships and coping styles of social partners affect coping and
well-being of patients, the impact of partners’ personality on patients’ coping and adaptation
has not yet been sufficiently explored.

The present study on coping with severe heart disease extends previous research with
regard to three aspects. First, the impact of partners’ personality resources on patients’
well-being and adaptation was analyzed, thus filling a gap in current coping research.
Second, the combined effects of different personal resource factors on coping with chronic
disease were investigated in contrast to the usual single-trait approach. Third, in addition to
well-known expectancy-based personality variables (general self-efficacy beliefs, disposi-
tional optimism), a newly developed personality resource called “self-regulation compet-
ence” was included. Theoretically, this variable integrates positive self-beliefs, emotional
stability, and will-power as sources of general self-management abilities. It complements
generalized positive belief measures usually employed as predictors of coping and coping
outcomes.
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Individual Resources in Coping with Chronic Disease

Research on stress and coping has almost exclusively focused on an individual perspective.
Numerous studies examined the impact of personal resources on coping with chronic disease,
most of them focusing on expectancy-based personality factors such as dispositional
optimism, internal control beliefs, and self-efficacy beliefs. According to Lazarus and
Folkman’s theory of stress and coping (1984, 1987), positive beliefs influence the primary
and secondary appraisal of potentially stressful situations, decreasing perceived threat and
promoting an optimistic evaluation of coping resources and coping options. Dispositional
optimism is one of the most often used and best proven predictors of overall coping success
among chronically ill people (Carver et al., 1993; Desharnais, Godin, Jobin and Valois,
1990; Fitzgerald, Tennen, Affleck and Pranksy, 1993; Friedman et al., 1992; Scheier and
Carver, 1987, 1992; Scheier ef al., 1989; Stanton and Snider, 1993). Similarly, many studies
report beneficial effects of patients’ generalized internal control beliefs on adjustment and
well-being (Lefcourt and Davidson-Katz, 1991; Peterson and Seligman, 1987; Taylor and
Armor, 1996; Taylor, Lichtman and Wood, 1984; Terry, 1992; Thompson, Sobolew-Shubin,
Galbraith, Schwankowski and Cruzen, 1993). Further, generalized self-efficacy beliefs have
been found to predict patients’ coping and adaptation (Cunningham, Lockwood and Cun-
ningham, 1991; Hobfoll and Walfisch, 1984; Schrider, Schwarzer and Konertz, 1998;
Schwarzer and Schroder, 1997). In sum, these studies provide strong evidence that general
positive beliefs are connected with a multitude of positive outcomes such as physical and
emotional well-being, recovery from surgery, compliance with medical advice, proactive
and effective coping behaviors, adaptation to chronic disease, quality of social relationships,
social support, and overall quality of life.

However, the predominance of an individual perspective in coping research has left
many questions open for further research. Little is known about the impact of significant
others’ resources on coping and adaptation of chronically ill people. When used as predictors
in stress and coping research, partners’ personality resources have been related to their own
psychological adjustment as, for example, in research on caregivers’ burden (Bookwala
and Schulz, 1998; Clark and Hartman, 1996; Coyne and Fiske, 1992; Hooker, Monahan,
Bowman, Frazier and Shifren, 1998; Markiewicz, Reis and Gold, 1997; Pagel, Erdly and
Becker, 1987: Park and Folkman, 1997; Welleford, Harkins and Taylor, 1995).

The Meaning of Close Social Partners in Coping with Chronic Disease

Close social relationships are likely to affect well-being and adaptation of chronically ill
people in several ways. First, spouses and other close social partners can be regarded as the
most important source of social support and social integration. The impact of partnerships
and social support on psychological well-being, physical health, recovery, and adaptation
is well-documented. Emotional support and the quality of social relationships seem to be
the most important factors in coping with chronic disease (Aymanns, Filipp and Klauer,
1995; Coyne and Delongis, 1986; Coyne and Fiske, 1992; DeLongis and O’Brian, 1990;
Kulik and Mahler, 1993; Manne and Zautra, 1989; Rook, 1984, 1990; Schrider, 1997).
Social support is expected to unfold its beneficial effects in part by protecting or enhancing
patients’ self-efficacy or internal control beliefs (Antonucci and Jackson, 1987; Coyne and
Fiske, 1992). Hobfoll, Freedy, Lane and Geller (1990), for example, have pointed out that
social support does not only fulfill instrumental functions, but also has self-defining and
identity-stabilizing effects in coping with stress.
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Partners’ ability to provide support or “coping assistance™ (Thoits, 1986) and to establish
and keep high-quality, low-conflict social relationship with chronically ill patients might
depend on partners’ personality resources. Partners’ personality might influence patients’
well-being and functioning through appraisal processes and attitudes affecting patients’
stress levels, self-efficacy beliefs, self-esteem, feelings of acceptance, and satisfaction with
social and marital life. Personality resources of partners are likely to be related to both
personal as well as social resources of the patients. This connection between resources of
patients and their partners suggests that relationships between partners’ personality and
patients’ well-being are not unique but may be explained on account of patients’ own
personal resources instead. However, the role of close social partners includes much more
than protecting and supporting patients’ positive self-evaluations. Partners’ way of coping
can add social stress or relieve from stress and demands. Coyne and Fiske (1992) also point
to the meaning of a caregiver’s ability and initiative in directly assisting the patient to adjust
to the demands of changing life-styles, daily routines, and habits. Further, close partners
play a key role in the establishment and maintenance of a supportive social network. Thus,
partners’ personality can be expected to contribute to patients’ well-being and quality of
life above the influence of their own dispositions. Close social partners suffering from
burn-out, depression, hopelessness, and helplessness, and who have difficulty adapting to
the demands of role- and life-style changes, are likely to add to the stress imposed by the
illness instead of buffering against distress.

The impact of partners’ resources on patients’ coping success should depend on the specific
outcome of interest. Personal resources of close social partners can be expected to add mainly
to the prediction of social resources and social outcomes of coping. They will be of little signi-
ficance in the prediction of outcomes strongly related to self-evaluations (e.g., self-esteem,
self-satisfaction), which should be mainly accounted for by patients” own personal resources.

Self-Regulation Competence: A Global Personal Resource Factor

Given that psychological adjustment to chronic disease involves the whole personality of
patients and their partners, a single trait approach seems arbitrary and largely determined
by researchers’ specific interests. Questions regarding the relative impact of patients’ and
partners’ resources require a broader, more encompassing approach. In addition to the gen-
eralized positive beliefs discussed above, personality factors such as volitional strength or
commitment (Kobasa, 1979, 1990) and emotional stability (Clark and Watson, 1991
Eysenck, 1981) can be expected to affect stress levels and adaptation. However, apart from
expectancy-based personality factors, more encompassing multidimensional stress resist-
ance resources such as hardiness (Kobasa, 1990), sense of coherence (Antonovsky, 1990),
or action orientation (Kuhl, 1994) have rarely been used as predictors of coping and
adaptation among chronically ill people (Schroder, 1997).

The present study used multiple personality measures for the prediction of patients’ coping
success with both patients’ and partners’ overall personality resources. A personality variable
called self-regulation competence was included in addition to typical expectancy-based
resources (generalized self-efficacy beliefs, dispositional optimism). Self-regulation
competence comprises three kinds of self-management abilities. Coping competence is
defined as a general stress resistance factor in the face of failure and negative life events
and is expected to affect mental and physical health by buffering against stress, feelings of
helplessness, and the arousal of negative emotions. People high in coping competence trust
in their abilities. They are not easily discouraged by failures but keep their self-confidence
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and focus on alternative ways and means to achieve their goals. They are good problem
solvers and tend to make flexible use of a multitude of different coping techniques in order
to adapt emotionally and/or behaviorally to a difficult situation. Volitional competence
refers to an autonomous personality that is best described by a combination of strong
commitments, a prime orientation by internal guidelines and goals, and self-involvement in
freely chosen activities (Deci and Ryan, 1991; Kuhl, 1992, 1994). Autonomy and commit-
ment are regarded as important determinants of mental and physical health (Antonovsky,
1990; Deci and Ryan, 1991; Grossarth-Maticek and Eysenck, 1996; Kobasa, 1990). Volitional
competence refers to higher-order or “upper-level” volitional functions and abilities such
as autonomous decision making based on one’s personal values, goals, and interests, the
ability to resist social pressure, and the ability to assert oneself and to stand up for ideas and
personal convictions. Habitual self-control is the ability to control the enactment of diffi-
cult intentions that are threatened by conflicting impulses, fatigue, discouragement, or
temptation. In contrast to volitional competence, habitual self-control is regarded as a
“lower-level” volition factor because the ability to control one’s behavior does not neces-
sarily imply autonomous goal setting. Habitual self-control can also be activated as a response
to external demands and recommendations. Habitual self-control includes specific but
important cognitive functions in realizing one’s intentions. People high in habitual self-
control are more likely to succeed in controlling unpleasant but goal-relevant behaviors
such as keeping a healthy diet or exercise on a regular basis if this is necessary for their
health. They easily establish new habits and employ a variety of cognitive and behavioral
techniques in order to support motivation and to resist temptation, and they are less likely
to experience relapse.

A measure of self-regulation competence was used in a study on coping with coronary
heart disease and was shown to predict a multitude of coping outcomes (Schrider, 1997).
In the present study, self-regulation competence is used as a complement (o typical
expectancy-based personality resources (self-efficacy beliefs, optimism). Instead of the
usual single-trait approach, a combined measure of five variables was used in order to
analyze coping and adaptation as a function of the entire resourceful personality.

Hypotheses of the Present Study

The goal of the present study is to determine the influence of personal resources of both
patients and close social partners on patients’ coping with severe heart disease. As an indicator
of both patient’s and partner’s resourceful personality, measures of general self-efficacy
belicfs, dispositional optimism, and self-regulation competence were combined. Multiple
criteria of coping were used, including emotional states, coping styles, multiple indicators
of quality of life, and social support. The analyses focused on the following hypotheses.

1. Both patients’ and caregivers’ personal resources should be positively related to
patients’ psychological adjustment as measured by coping styles, social support, quality
of life, and physical well-being. Since we expected patients high in personal resources
to be involved with more resourceful partners, a certain overlap in the prediction of
these outcomes could be expected.

2. We expected that unique contributions of partner’s personality would depend on the
type of outcome. We assumed that personal resources of patients dominate in the predic-
tion of outcomes involving self-evaluations and self-efficacy beliefs such as perceived
energy, satisfaction with self, and emotional well-being. Compared to these outcomes,
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unique contributions of partners’ resources were more likely in the prediction of out-
comes referring to the social relationships of the patients such as satisfaction with social
support and social life.

3. Both patients” and partners’ personality resources should contribute to recovery after
surgery and should promote the return to an active, everyday social life. Thus, it was
expected that personal resources assessed before surgery would predict changes in
emotional well-being, energy levels, and social support over an extended period of time
following surgery.

4. Again, partner’s personality was expected to add mainly to the prediction of changes in
outcomes referring to their social relationships (e.g., perceived social support).

METHOD

Design and Procedure

A longitudinal study was conducted using a sample of patients scheduled for heart surgery.
Resources and outcomes were assessed by questionnaire at two times, once one to three
days before surgery, and a second time six months later. The six-months interval was
chosen in accordance with similar studies investigating recovery from open-heart surgery
(e.g., Scheier et al., 1989) and following recommendations of the surgeons. Symptoms and
side-effects caused by the surgical treatment can be expected to last several months but
usually disappear within six months, thus marking the point of physical recovery from
surgery. Patients were contacted after admission in the cardiac surgery center of the Char-
ité- Hospital Berlin and asked to participate in the study. They were informed about the
purpose of the study, which was explained as an investigation of the effects of severe heart
disease and heart surgery on well-being and quality of life. They were assured that data
would be treated anonymously, that participation was voluntary, and that it would not
affect medical treatment. The content of the questionnaire was briefly explained. Patients
were informed that they would be contacted several times after surgery to collect further
data and that they were free to withdraw from further participation at any time. Those
willing to participate received the questionnaire, which they were asked to return as soon as
possible in a box available at the ward of the heart surgery hospital for this purpose (Time 1).

Further, patients were asked whether they would receive visits from persons close
to them (many of the patients came from remote towns in Germany) and whether they
were willing to give another questionnaire to their partner. Patients willing to involve their
partners were instructed to return the partner questionnaire in a separate sealed envelope
in the box at the ward as well.

Six months after surgery, patients willing to continue participation in the study were
mailed a follow-up questionnaire, containing most of the scales used at Time 1 as well as
additional measures of quality of life. Those patients whose partners had taken part at Time
1 were asked to give a second questionnaire to their partner at Time 2.

Participanis

Participants of the present research were 122 patients scheduled for heart surgery at the
Charité Hospital of Berlin, who were selected from a larger sample of 381 patients particip-
ating in a study on coping with chronic heart disease. Participants included in the study
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were those patients who received visits from close relatives before surgery, who were will-
ing to involve their partners, and whose partners responded to the questionnaire. No inquir-
ies were made regarding the reasons for non-participation in the partner study. Thus, it is
unknown how many patients failed to provide partner data (a) because they did not receive
visits from close social partners before surgery, (b) because they refused or forgot to ask
their visitors, or (¢) because their partners refused to take part. The mean age of the present
patient sample was 57.9 years (SD =9.77), ranging from 30 to 76 years. There were 103 male
patients (84.4%) with a mean age of 58.57 years (SD=9.19) and 19 female patients (15.6%)
with a mean age of 54.57 (SD = 12.10). Age differences between the sexes were not signific-
ant (1=1.65, df=120, p=.10). The majority of the patients was scheduled for bypass-
surgery (n=87, 71.3%). The remaining participants received heart valve substitution
(n=26. 21.3%) or both treatments (n =35, 4.1%), and four received other kinds of surgery
(e.g., aneurysm resection). Nearly half of the patients (n =59, 48.4%) were employed at
Time 1, 45 (36.9%) were retired, and 15 (12.3%) were unemployed. The partner sample
consisted of 103 female relatives (95 spouses and 6 daughters) and 18 male relatives (13
spouses, 4 sons) with a mean age of 51.42 (SD=12.09) who did not differ in age
(Mpes=51.05, SD=12.48, M, =53.39, SD=9.78, r=0.75, df = 112, p=0.45).

The patient sample at the six-month follow-up (Time 2) included 67 patients who had
responded to the questionnaire at Time 1 and Time 2 and whose partner had joined the
study at least at Time 1. The attrition rate was 45.08%, due to the following reasons: Five
patients (4.1%) were released before surgery after filling out the questionnaire; 19 patients
(15.6%) were unwilling to continue the study at the follow-up; 18 patients (14.7%) did not
complete or return the second questionnaire despite agreement to continue participation; 5
patients (4.1%) could not be reached by mail or phone; and 8 patients were deceased. There
were 54 men (80.6%) and 13 women (19.4%) with a mean age of 57.36 (SD=10.59) at
Time 1. Most of these patients received bypass surgery (n=49, 73.1%), 14 (20.9%) under-
went heart valve substitution, and 2 (3%) received both treatments. Thus, the composition
of the follow-up sample with regard to age, gender, and surgical treatment reflects closely
the characteristics of the sample at Time 1.

Of the 67 patients taking part at Time 2, 50 patients also provided partner data at the
follow-up. There were 41 male and 9 female patients with a mean age of 58.57 (SD=10.78).
No significant differences in the distribution of type of surgery and demographic variables
were found between the follow-up participants and nonparticipants.

Measures

Personal Resources. Personal resources were measured in both the patient and the partner
sample before surgery (T1) and again at the six-month follow-up (T2). Three question-
naires were used to assess five different dispositional resource factors. First, a German
version of the Generalized Self-Efficacy Scale developed by Schwarzer and Jerusalem
(1995) was used, assessing generalized self-efficacy beliefs as a global and relatively stable
personality dimension (Schwarzer, 1993). Sample items are: “I can always manage to solve
difficult problems if I try hard enough.” Second, dispositional optimism was assessed by a
German version of the Life Orientation Test (LOT) of Scheier and Carver (1985). LOT
items focus on generalized outcome beliefs that are not necessarily a reflection of one’s
personal coping abilities but a general positive outlook on life and one’s future. Four items
of the LOT are positively phrased (e.g., “In uncertain times, I usually expect the best”). and
four are negatively phrased (e.g., “If something can go wrong for me, it will"). Third,
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a subset of items of the Self-Regulation Competence Questionnaire (SRC; Schroder, 1997)
was used. The SRC scales assess three kinds of self-management abilities, namely voli-
tional competence, coping competence, and habitual self-control. Volitional competence
was assessed by 16 items indicating the ability of autonomous self-regulation in decision-
making and goal-striving behavior. A sample item is “Compared to other people I would
call myself a particularly strong-willed person.” Coping competence was assessed by 12
items focusing on the degree of stress resistance (versus helplessness, resignation, and
mood disturbance) in the face of failure or negative life events. All items are phrased negat-
ively, the degree to which they are rejected indicates stress resistance or coping compet-
ence. An example is “When I can’t manage something easily, I soon begin to question my
abilities.” Habitual self-control was assessed by a ten-item scale measuring the ability to
persist in the enactment of difficult intentions and to resist temptation. A sample item is “If
something important to me turns out to be difficult, I just persist in my efforts.” All person-
ality scales were presented using the same four-point response format ranging from 1 (not
at all true) to 4 (exactly true). Means, standard deviations, internal consistencies, and inter-
correlations of the scales are shown in Table 1.

Since the influence of patients’ and partners’ global personality resources on patients’
quality of life was the focus of this study, an aggregate measure was computed, using the
sum of the standardized scale scores as indicators of general personal resourcefulness. The
test-retest reliabilities of the generalized personal resource scores were r,=.79 for the
patients (n=61) and r,=.79 for their partners (n=49) within the six-month interval, indic-
ating a high stability of this aggregate.

Coping Style. AtTime 1, the Trier Coping Scales by Klauer and Filipp (1993) were used to
assess coping styles as indicators of patients’ behavioral adaptation to their illness. The
scales focus on populations suffering from severe chronic diseases, and they are widely
used in German studies on coping with stress of illness. Based on previous analyses relat-
ing coping styles to criteria of adaptation and well-being (Schréder, 1997), two subscales
of this instrument were chosen to represent positive and negative coping tendencies.
“Seeking social integration” (9 items, a=.69) was taken to assess prosocial and adaptive
coping tendencies, and “rumination” (9 items, o=.80) was chosen as an indicator of a
maladaptive cognitive coping style. Sample items are “I have visited people or invited others
to visit me” (seeking social integration) and I have thought about better times in the past”
(rumination). Responses were made on six-point Likert scales from 1 (never) to 6 (very often).

Mood States. Emotional States were measured at Time 1 and 2 using a 35-item version of
the Profile of Mood States (POMS) by McNair, Lorr and Droppleman (1971) adapted to
German by Bullinger, Heinisch, Ludwig and Geier (1990). The POMS is a widely used
instrument with excellent psychometric properties (Bullinger et al., 1990) containing an
adjective checklist to assess depression, vigor, fatigue, and anger. The items were present-
ed with five-point response scales from 1 (not at all) to 5 (very much). Only the vigor and
depression scales were used in the following analyses. The seven items of the vigor scale
(e.g., “lively,” “active™; a,,, = .90, o, =.90) measure well-being and energetic mood, the 14 items
of the depression scale (e.g., “unhappy.” “hopeless™; «,, = .91, a,,=.92) assess dysphoric
mood during the past week.

Social resources. Two scales were used to assess social resources of the patients at Time |
and 2. Social Support was assessed with the German version of Donald and Ware’s (1984)
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Social Support Scale (Kirchberger, 1991; Westhoff, 1993). The scale contains 19 items
assessing perceived availability of emotional, instrumental, informational, and material
support, with a primary focus on emotional support. It is tailored to patient populations.
Responses were made on five-point Likert scales from 1 (never) to five (always). Examples
of items are: “Is there anyone. .. who takes you to your physician if necessary”, *...who
embraces you”, ... whose advice is really important to you?” a was .94 at Time 1 and .96
at Time 2. Further, loneliness was assessed by ten items of the UCLA loneliness scale
(Russel, Peplau, and Cutrona, 1980) selected from the German version developed by
Stephen and Fith (1989). The items with the highest corrected item-test-correlation as
reported by Stephan and Fith were chosen (o, =0.82, a,=.87 in the present study). The
loneliness scale aims at deficits in social integration and intimate social relationships (e.g.,
“There are people who are quite close to me”; “l know people I can rely on.” Responses
were made on four-point Likert scales ranging from 1 (not at all true) to 4 (exactly true).
Items indicating social integration were reversed and a sum score for loneliness was

computed.

Indicators of quality of life. Two scales served as measures of quality of life. First, phys-
ical and psychosomatic symptoms were assessed by 22 items, which were selected from the
Munich Symptom Checklist for Hypertension Patients (Steinbiichel and Hikel, 1991) by the
surgeons of the Charité hospital as most relevant in a population of heart patients. The items
refer in part to typical illness-related symptoms such as “loud heart beat,” “angina pain,”
“breathing difficulty,” but also include physical and psychosomatic symptoms unrelated to
heart disease (e.g., “headache,” “sleeping problems,” “low appetite™). Patients were asked to
rate the extent of these symptoms during the past week on five-point scales ranging from not
at all to very strong. Symptoms were assessed at Time 1 (a=.77) and Time 2 («=.81) as
indicators of health related quality of life. Life satisfaction was assessed by the Munich List
of Quality of Life Dimensions (Heinisch, Ludwig and Bullinger, 1991) only at the six-month
follow-up. This instrument comprises 17 items asking respondents to rate their satisfaction
with different life domains during the past week on five-point Likert scales from not ar all
satisfied (1) to very satisfied (5). Factor analytical results on this scale (Schmitz, 1996)
indicated three factors interpretable as “satisfaction with health and overall life,” “satisfac-
tion with social life,” and “satisfaction with self”. Based on these results three subscales
were computed. Five items were allocated to “satisfaction with self” («=.81) measuring
satisfaction with one’s mental functioning, autonomy in everyday life, competencies, self-
esteem, and one’s personality in general. Four items were taken as indicators of quality of
social life (a=80), assessing satisfaction with patients’ partnership, family life, social con-
tacts to friends, and social relationships in general. Seven items were allocated to “satisfac-
tion with health and overall life” (a=.85), referring to physical condition, energy, overall
health, task fulfillment, leisure time activities, coping with disease, and everyday life in
general. Life satisfaction was assessed at Time 2 only because many items were not applic-
able at Time 1 for a majority of patients who spent the week(s) before surgery in a hospital
setting. Finally, a single item used at Time 2 assessed the overall evaluation of quality of
life during the past week on a five point Likert scale from 1 (miserable) to 5 (excellent).

Physical state of the patients. A number of disease-related indicators of health state were
derived from the medical records, including the number and degree of vessels occluded,
number of bypasses performed, number of infarcts, NYHA-index for the bypass patients,
and heart valve insufficiency and stenoses for the patients scheduled for heart valve substi-
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tutions. Since none of these variables were associated with the outcomes, we did not use
them as controls in our analyses.

RESULTS

Psychometric properties and intercorrelations between the five personality variables
assessed in both the patient and the partner sample are presented in Table 1. Cross-
sectional correlations in the patient sample varied between .35 and .71 at Time 1 and .37 to
.75 at Time 2, thus justifying the computation of an aggregate measure indicating overall
personal resourcefulness. Similar correlations were found in the partner sample, ranging
from .39 to .67 at Time 1 and .47 to .75 at Time 2. Personal resource measures were fairly
stable over the six-month interval, with retest-correlations between .62 and .79 in the patient
sample and retest reliabilities from .54 to .75 in the partner sample. Further, no significant
mean differences emerged between Time 1 and Time 2 measures of the personality factors.

Paired sample s-tests comparing means of Time 1 and Time 2 measures of dependent vari-
ables revealed a significant decline in depression (M., = 19.67, SD,, = 5.53; M, = 18.27,
SD,, = 5.65; df = 62; 1 = 1.84, p<.05 one-sided) and symptoms (M., = 37.78, SD,, = 7.57;
M,,=34.99,SD,,="7.38; df= 65;1=2.87, p<.01). Energetic mood, in contrast, increased during
the six-month interval (M, = 17.20, SD,, =5.52; M;,=19.13,5D,,=4.74; df = 62; 1 =—3.22,
p<.001, one-sided).

Correlations Between Personal Resources of the Patients and Coping Criteria

Table 2 shows the cross-sectional and time-lagged zero-order correlations between the five
personality resources and the criterion variables. Correlation coefficients of the five predic-
tors varied widely among several of the outcomes, thus pointing to the utility of an aggregate
measure, which might provide more reliable and probably less error-prone estimates of the
relationship between patients’ personal resourcefulness and adaptation criteria.

Table 1 Psychometric properties and intercorrelations of the personality scales in the patient sample and the
partner sample

GSE  LOT  SRC-V  SRC-C  SRC-H Ti:M(SD) T2: M (SD) Tl T2ra

Patient Sample

GSE 3 51 A 51 .65 29.98 (4.42) 29.27 (4.11) 82 K0
LOT 52 .62 37 39 35 24.28 (3.59) 24.63 (3.37) 67 T2
SRC-V 66 .38 .76 54 76 48.60 (7.19) 48.83 (7.30) .89 90
SRC-C 45 A8 .66 9 47 36.95 (6.16) 37.53(6.58) 91 93
SRC-H 50 A% 75 .63 68 30.02 (4.44) 29.67 (4.31) 81 78
Partner Sample

GSE “15 53 64 40 54 30.35 (4.26) 30.90 (4.20) .82 84
LOT .65 54 39 46 37 24.96 (3.47) 25.12 (4.04) 66 78
SRC-V 3 63 a3 .58 67 49.68 (7.39) 49.82 (6.50) .88 86
SRC-C 47 As .59 .67 49 36.00 (7.62) 37.17 (6.83) 93 92
SRC-H .63 54 73 .56 73 300.55 (4.45) 3046 (4.27) 76 22
Note: Upper diagonals display correlations at Time 1; Patient sample at T1: n > = 115; Partner sample T1: n>=115;

Lower diagonals display correlations at Time 2: Patient sample at T2: n > = 64; Partner sample T2: n = 50,

In diagonal: Retest-reliabilities; All correlations are highly significant (p <.001). GSE = General Self-Efficacy Scale;
LOT = Life Orientation Test; SRC-V = Volitional Competence Scale; SRC-C = Coping Competence Scale; SRC-H = Habitual
Self-Control.
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Briefly, general self-efficacy emerged as the best predictor of energy levels at Time 1
and Time 2. Coping competence was found to be most strongly (negatively) related to
ruminative coping and depressive mood before as well as six months after surgery. Among
the three self-regulation competence variables, habitual self-control assessed at Time 1
was the best predictor of social resources (social support, loneliness), but it failed to predict
social resources in the cross-sectional analyses at Time 2. All three self-regulation compet-
ence variables assessed at Time 2 were only weakly related to social resources, which were
better predicted by optimism and self-efficacy beliefs. In contrast, self-regulation compet-
encies and, in particular, coping competence were most strongly related to self-satisfaction
in both the longitudinal analyses and the cross-sectional analyses at Time 2. Dispositional
optimism was found to be the dominant predictor of overall quality of life.

The Effects of Patients” and Partners’ Overall Personal Resources on Coping Criteria

Within the following analyses, aggregate scores of the five personality measures were used
as predictors. The zero-order correlations between patients’ and partners’ general personal
resources and the outcomes are shown in the first two columns of Table 3. Patients’ personal
resources assessed at Times 1 and 2 were strongly related to all outcomes in the predicted
direction, with the exception of physical symptoms. A significant negative correlation
between patients’ overall personal resources and symptoms was found only in the cross-
sectional analysis at Time 2. The effects of partners’ resources on patients’ well-being and
adaptation are in line with the hypotheses. Compared to patients” own personal resources,
partners’ personality was a weaker predictor of individual criteria of coping such as coping
behavior, emotional states, and self-satisfaction of the patients. In contrast, the effects of
partners’ personal resources on social support, and satisfaction with social life and life in
general were comparable to the effects of the patients’ personality. The strongest effects
of partners’ resources were found in the longitudinal analyses and in the cross-sectional
analyses at the six-month follow up.

Since patients’ and partners’ overall (aggregated) personal resources were significantly
correlated (r=.38 at Time 1, p<.001, r=.32, p<.05), a certain overlap in the prediction
of coping criteria could be expected. In order to determine the unique effects of partners’
resources beyond the effects of patients’ own personality resources, a series of multiple
hierarchical regressions were performed. To control for the effects of age and sex, these
variables were entered first, followed by patients’ combined personal resources in Step 2
and partners’ personal resources in Step 3. The results are shown in Columns 3 to 10 of
Table 3. Three sets of analyses were performed, two cross-sectional and one longitudinal
using personal resources at Time 1 to predict coping criteria at Time 2. Age and sex
explained up to 8.1% of the variance in outcomes at Time 1, and up to 24.4% of the vari-
ance in outcomes at the six-month follow-up. Age was significantly related to ruminative
coping at Time 1, but older age was also connected with significantly lower degrees of
depression and more self-satisfaction at Time 2. Gender was significantly related to social
support in all three analyses with male patients reporting more support then female patients.

In the cross-sectional analyses at Time I, patients’ resources explained an additional 6%
to 28.5% of the variance in the outcomes after controlling for the effects of age and gender.
Partners’ resources did not explain additional variance in Time | outcomes, with the excep-
tion of a small contribution to the prediction of social support (AR*=1.5%). In the longit-
udinal analyses, patients’ resources were found to be a sufficient predictor of energy levels
and self-satisfaction in combination with age and sex. Patients’ resources were uniquely
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related to loneliness (AR =35.8%), satisfaction with social life (AR*=5.8%), as well as
general life satisfaction (AR*=4.9% and AR*=7.1%) after partialling out the effects of
age, gender, and patients’ own resources. Both patients’ and partners’ resources lost their
predictive power on social support after entering age and sex in the first step of the multiple
regression. Similar results emerged in the cross-sectional analyses at Time 2. Patients’ per-
sonal resources accounted for the greatest portion of the variance in emotional states and
self-satisfaction. Partners’ resources were most strongly uniquely related to social resource
indicators (support, loneliness) and satisfaction with social life, explaining an additional
6.6 to 12.3% of the variance in these outcomes. Partners’ resources did not contribute to the
prediction of depression and self-satisfaction, but explained an additional 4% in the variance
of energetic mood. Further, partners’ resources were found to be uniquely related to general
life satisfaction, explaining an additional 3.4% to 9.7% of the variance in these outcomes.

Effects of Patients’ and Partners’ Personal Resources on Changes in Emotional and
Psychosocial Outcomes

A series of multiple regressions were performed to examine the effects of patients’ and
partners’ resources on changes in those psychosocial outcomes, which were assessed at
both Time 1 and 2 (emotional states, social support, and loneliness). In each analysis, the
criterion variable at Time 2 was regressed on its premeasure (assessed before surgery) in
Step 1. Patients’ and partners’ personal resources were entered in Steps 2 and 3, respectively.
Both patients’ and partners’ resources did not add to the prediction of depression and social
support at Time 2 after the premeasures were partialled out. In contrast, changes in energy-
levels and loneliness were significantly related to either patients’ or partners’ personal
resources. Both patients’ and partners’ resources at Times 1 and 2 were positively related
to increases in energy (see Table 4). Patients’ resources at Time 1 explained an additional
4.5% (p < .03, one-sided), and patients’ resources at Time 2 explained an additional 16% of
the variance in Time 2 energy levels (p<.001). In the second analysis (using Time-2
resources of partners and patients), partners’ resources accounted for additional 4.9% of
the variance in energy, but partners’ resources assessed at Time 1 failed to contribute to the
prediction of energy at Time 2. Changes in loneliness were predicted by partners’ personal
resources only. Loneliness scores were highly stable over time (r,=.85/.83, see Table 4),
explaining 72 and 69 percent of the variance in loneliness at the six-month follow-up.
Patients’ resources assessed at Times | and 2 failed to explain residual variance after control-
ling for Time-1 loneliness. Partners’ resources assessed at Time 1 explained an additional
2.2% of the variance (p < .05), and partners’ resources assessed at Time 2 accounted for an
additional 8.1% of the variance in Time 2 loneliness (p <.001) after controlling for the effects
of Time 1 loneliness and patients’ resources. In sum, these results provide support for our
hypotheses on the differential effects of patients’ and partners’ resources on changes in
emotional and social outcomes. Patients’ resources’ were related to changes in their energy
levels, and partners’ resources accounted for changes in patients’ loneliness scores.

One last set of regressions was performed to examine effects of partners’ resources on
changes in patients’ resources and the other way round. Since both patients’ and partners’
resources were fairly stable over time, no significant effects on changes in the personal
resources of both patients and partners were found. However, difference scores (subtracting
Time 2 resources from Time | resources) of patients and partners were significantly related
(r=.37, p< .01 one-tailed), indicating mutual developments in personal resourcefulness.
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DISCUSSION

The results of this study support the conclusion that personality resources of close social
partners are uniquely related to social resources, emotional well-being, and quality of life
among patients suffering from severe heart disease. The study adds to the knowledge in
coping research in several respects. First, most research on coping with chronic disease
relies on patients’ personal and social resources as predictors of adaptation and quality of
life and has neglected the impact of partners’ personality. In previous research, personality
resources of close partners have been used as predictors of their own stress responses only,
as evidenced in the literature on coping with caregiver’s burden (e.g., Hooker et al., 1998).
Thus, this study adds to our knowledge of whether and how partner’s resources display
additional effects on patients’ well-being and quality of life. Partner’s personality resources
added most strongly to the patient’s social resources, as well as to social aspects of quality
of life. Further, there is evidence that partners’ personal resources affected changes in patients’
perceived energy levels over time, leading to a higher increase in vigor over a six-month
period following surgery among patients with resourceful partners.

Second, complementing the usual single-trait approach, a set of diverse personal
resource variables was used. Well-known expectancy-based resource factors (general self-
efficacy and dispositional optimism) were combined with measures of general self-
regulation competencies of the participants. Treated individually, each of the patients’ personal
resources were strongly related to their psychological and social well-being, with effect
sizes comparable to those reported in earlier studies (e.g., Carver et al., 1992; Scheier and
Carver, 1987, 1992). The resource factors show moderate to strong intercorrelations, justi-
fying their aggregation into an indicator of general personal resourcefulness. However, the
average overlap of the different trait factors was only moderate, suggesting that one ran-
domly chosen variable would not suffice to represent the general resourceful personality.
Further, the traits showed considerable differences in their predictive power. In sum, these
results support a multi-trait approach to analyzing partners’ overall personal resources on
patients” well-being and quality of life. The multi-trait approach has two methodological
advantages. First, using a single resource factor might lead to biased results as it represents
only a part of the personal resources that might play a role in coping with a chronic disease.
Second, using multiple indicators for personal resources can be expected to outweigh
measurement errors affecting the correlations with the outcomes, thus leading to more
reliable results. Using the multi-trait approach we found strong support for the differential
effects of patients’ and partners’ resources on diverse criteria of coping and adaptation.
Patients’ personal resources were dominant predictors of genuine psychological states such
as depression, rumination and self-satisfaction, and they were less strongly related to psy-
chosocial outcomes. Partners’ resources, in contrast, accounted primarily for social out-
comes such as social support and social integration. This makes sense, since close social
partners can be expected to be the main source of support, social integration, and quality of
social relationships.

Finally, the study used a set of three newly developed, volition-based trait variables as a
complement to the widely-used expectancy-based predictors of coping. One might argue
that the high number of studies on the effects of generalized expectancy factors such as
self-efficacy beliefs, locus of control, and optimism, should provide sufficient evidence of
the importance of personality in coping with chronic disease. However, the results of this
study contradict this conclusion, as there is evidence that volition-based self-regulation
competencies might add to the prediction of some of the outcomes. Coping competence,
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for example, was dominant in the prediction of depression and a passive-ruminative coping
style, as could be expected based on the conception of coping competence as a stress
buffer. This result also suggests that positive expectancies (as represented in optimism and
self-efficacy beliefs) offer an incomplete explanation for these outcomes. Features of cop-
ing competence deficits such as a negative attribution style, an inclination towards learned
helplessness, and low frustration tolerance offer an additional or superior explanation.
Further, habitual self-control at Time 1 was most strongly related to patients’ social coping
style and their social resources, but habitual self-control measured at Time 2 was not
related to social outcomes. The meaning of this pattern is not quite clear, but it suggests
that different personal resources might have a different impact on psychosocial outcomes
depending on the particular stage of an illness. Patients’ self-control shown in a crisis situ-
ation might be of particular importance for their current and future social relationships with
their partners, promoting and preserving positive reciprocal interactions. Patients’ self-
control might reduce stress and perceived demands of close social partners and strengthen
future supportive relationships. Patients high in self-control might be more satisfied with
the social support they receive in a crisis-situation. Communication of this satisfaction, in
turn, might be perceived as highly rewarding by close social partners, encouraging future
social interactions with the patient. This interpretation fits nicely with previous results
supporting the view that people high in personal resources are more likely to elicit social
support, thus adding to their overall resourcefulness (Hobfoll et al., 1990). Self-control
might be one of the most important personal resources in preserving and strengthening
supportive social relationships in a crisis situation. In sum, the results suggest that an
exclusive focus on expectancy-based resource factors might offer an incomplete picture of
the effects of overall personality resources on well-being and adaptation. They also suggest
that a systematic inclusion and comparison of different personality factors in the coping
process might produce valuable insights into the specific dispositions and competencies
that are most effective in specific stages of a disease with specific coping demands.

Several limitations of the present study have to be addressed. First, the generalization of
the results is limited by the fact that only a part of the patients’ close social partners were
approached and/or willing to enter and continue their participation in this study. The
sample size was considerably reduced at Time 2 due to the fact that both patients’ and part-
ners’ continued participation was required, and the involvement of the partners was left to
the patients” own decision and efforts. Also, the partner sample was not homogeneous in
that the patients involved not only spouses but also grown-up children as their most signi-
ficant others. Further research is needed to clarify the impact of partners’ personality on
patients’ well-being and quality of life, including different patient samples, significant
others, illnesses, and stages of disease.

Further, the present study does not provide sufficient information to clarify the meaning
of the relationship between partners’ resources and patients’ outcomes. Previous research
suggested that spouses’ personal resources buffer against their feelings of helplessness,
stress, burnout and depression, and reduce caregiver stress (Bookwala and Schulz, 1998;
Clark and Hartman, 1996; Hooker et al., 1992, 1998; Markiewicz er al., 1997; Pagel et al.,
1987; Park and Folkman, 1997; Welleford er al., 1995). Further, there is evidence that
coping patterns of the spouse and the quality of the patient-spouse interaction play crucial
roles in patients’ psychological adaptation. Spouses’ ability to engage in empathic and
relationship-focused coping was found to display beneficial effects on patients’ well-being
(Coyne and Fiske, 1992; Coyne and Smith, 1991; DeLl.ongis and O’Brian, 1990). Criticism
and negative social interactions, on the other hand, can aggravate the task of coping with
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a disease for both patient and partner, adding social distress instead of buffering against
illness-related stress (Coyne and Fiske, 1992; Rook, 1984, 1990). These results point to the
impact of partners’ adaptive coping on patients’ well-being and adjustment. Partners’ per-
sonalities can be expected to affect their ability to adjust to the demands of the caregivers’
role, to provide emotional support, or to keep positive social interactions with the patient.
Further research should address the question of how both patients’ and partners’ personal
resources affect their mutual coping and interaction patterns, and how these processes, in
turn, affect personal and perceived social resources of both patient and partner and add
to their adaptation, emotional well-being, and overall quality of life. In addressing these
questions, both the investigation of the specific role of single personal resource factors as
well as an integrative approach might be useful and necessary.
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