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Abstract:

Objective: To examine the prediction of severity of iliness, health promoting behaviors, cardiac self-efficacy, and acceptance
of illness on health-related quality of life (HRQOL) among Thai people with coronary heart disease (CHD) in Thailand.
Material and Methods: A cross-sectional design was used. A quota sampling was used to recruit 110 people with CHD,
who met the inclusion criteria, from 20 selected hospitals across Thailand. Five self-reporting questionnaires were used:
a demographic data questionnaire, Thai version of MacNew HRQOL, Thai version of Health-Promoting Lifestyle Profile-
Il, Thai version of Cardiac Self-Efficacy Scale Questionnaire, and the Thai version of Acceptance of lliness Scale. Data
were analyzed using descriptive statistics, a point-biserial correlation or a bivariate Pearson’s correlation and multiple
stepwise regression analyses.

Results: One hundred and ten people were included. Most of the participants were men (64.5%) with an average age of
62.07+9.98 years. Most of them (76.4%) were best categorized as class | under the Canadian Cardiovascular Society (CCS)
classification system. The findings showed that 46 percent of the variance (adjusted R°=0.46) for HRQOL was explained
by being CCS class | (3=0.22, p-value<0.010), cardiac self-efficacy ($=0.41, p-value<0.010) and acceptance of illness
(B=0.35, p-value<0.010). Health promoting behavior was a non-significant predictor of HRQOL (8=0.10, p-value=0.260).
Conclusion: The results support the severity of iliness, cardiac self-efficacy, and acceptance of illness in explaining
HRQOL among people with CHD. Therefore, nursing interventions that are suitable for the severity of the disease, and

aimed at boosting cardiac self-efficacy and acceptance of illness should be considered to enhance HRQOL.

Keywords: coronary heart disease, health-related quality of life, predictors factors, preliminary study

Contact: Assoc. Prof. Kittikorn Nilmanat, Ph.D. J Health Sci Med Res 2022;40(4):367-378
Faculty of Nursing, Prince of Songkla University, Hat Yai, Songkla 90112, Thailand. doi: 10.31584/jhsmr.2021845
E-mail: kittikorn.n@psu.ac.th www.jhsmr.org

© 2021 JHSMR. Hosting by Prince of Songkla University. All rights reserved.
This is an open access article under the CC BY-NC-ND license
(http://www.jhsmr.org/index.php/jhsmr/about/editorialPolicies#openAccessPolicy).

367



Quality of Life among Coronary Heart Disease

Introduction

Coronary heart disease (CHD) is a major health
concern, because it accounts for a significant part of
mortality and affects the quality of life of people. Globally,
CHD accounted for 16.0% of deaths in 2019, causing about
8.8 million deaths.' In Thailand, the CHD mortality rate
increased by 11 cases per 100,000 population, from 2007
to 2018.2 CHD affected approximately 1,396 per 100,000
Thai patients in 2018.°

Health-related Quality of Life (HRQOL) is viewed
as an individual’s perception of the effects of health on
his/her life over time.* It is considered as a significant
health outcome and has been used to assess the burden
of disease, injuries, and disabilities.* Previous studies
have found that HRQOL in people with CHD could predict
all-cause mortality and cardiac re-hospitalization.>® Prior
studies have shown considerable variability in the level
and patterns of HRQOL around the world. One fourth of
Canadian people with CHD had a significant reduction in
HRQOL, when comparing the first week and five years
after their first catheterization.” In contrast, Iranian people
with CHD reported significantly decreased physical health,
while mental health had increased at two-year follow up after
percutaneous coronary angiography or coronary artery
bypass grafts.? Overall, HRQOL in people with CHD who
received medications was at a low level in Thailand.® This
variability of life quality across countries may be explained
by several factors; therefore, it is necessary to determine
the factors that explain the HRQOL of people with CHD in
Thailand.

The conceptual framework of this study was guided
by the Health Promotion Model"® and an explanatory model
of health promotion and quality of life."" When health
promoting behaviors (HPBs) are integrated into lifestyle, it
results in improving health, functional ability, and quality of
life.”® An explanatory model of health promotion and quality

of life revealed that quality of life is influenced by contextual,
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attitudinal and behavioral factors." Several factors, both
non-modifiable and modifiable factors, have been reported
to affect HRQOL in people with CHD. Non-modifiable
factors; including, age, educational level, occupation,
income, and duration of disease were significantly correlated
with HRQOL. In contrast, gender, residency, social status,
or the number of chronic diseases were not correlated with
HRQOL."™

The selected variables were considered from
empirical studies, which provided evidence of strong
correlation with HRQOL (B>0.50, r>0.70). Previous
studies revealed that a severity of illness had a significant
association with HRQOL in people with CHD as well as
other chronic illnesses. People with stable angina revealed
that when they faced usual chest pain they experienced
more anxiety, fear of death, and uncertainty about the
like—hood of future heart attacks.” A study in people with
CHD after percutaneous coronary intervention reported that
severe symptom experiences had significantly decreased
their HRQOL." Empirical studies have shown a significant
positive association between HPBs and HRQOL in people
with hypertension in both Chinese and Thai populations
with breast cancer and those receiving chemotherapy.™"
Perceived self-efficacy is defined as the judgment of a
person’s ability to achieve a particular course of action.”
Empirical studies have found that cardiac self-efficacy was
a predictor of HRQOL in people with heart failure and CHD

after percutaneous coronary intervention.”"®

Acceptance
of iliness is defined as the non-appearance of feelings of
rejection or resentment, which is always the first attribute
of positive living. When people have accepted their iliness,
they are ready to cope and do self-management, and
consequently they can move on to a new positive form of
living with their disease.” Previous studies explored the
correlation between acceptance of illness and HRQOL in

people with CHD* and lung cancer.”
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In Thailand, although several studies examined the
relationships between several factors and HRQOL in people
with CHD*™®, few studies have investigated the predictors
of HRQOL in people with different types of CHD, and those
in more than one hospital. Previous studies were conducted
in only one university hospital, or with one type of people
with CHD, including people who underwent coronary artery
bypass graft and percutaneous coronary intervention.”>
Therefore, the results may not be representative of the
concerns of people with CHD in Thailand. The aim of this
study was to examine the factors of the severity of illness,
HPBs, cardiac self-efficacy, and acceptance of illness in
explaining HRQOL among people with CHD in Thailand. The
conceptual framework of this study is presented in Figure
1. It was hypothesized that the severity of iliness, HPBs,
cardiac self-efficacy, and acceptance of illness influence
HRQOL in Thai people with CHD.

Material and Methods
This study used a cross-sectional design. A
quota sampling technique was used. This study aimed

to be conducted at the cardiac outpatient clinic of all

Severity of illness

Health promoting behaviors

Cardiac self-efficacy

Acceptance of illness

I
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general hospitals across Thailand as per the Royal Thai

928

Ministry of Health’s list of ‘basic information of hospitals
Nevertheless, from a total of 24 hospitals, one general
hospital was excluded because it was selected to test
the reliability for all instruments in the study. From the
remaining twenty-three hospitals, two hospitals were
excluded, because of an absence of institutional approval for
participation, and a further one was excluded because of the
COVID 19 situation, social distancing rules, and nationwide
lockdown measures. Therefore, a final of twenty general
hospitals were included in this study. These comprised of
four hospitals in the Northern Region, nine hospitals in the
Central Region, six hospitals in the Northeastern Region,
and one hospital in the Southern Region. This study was
conducted from November 2019 to March 2020.

Patients were purposively recruited at the cardiac
out-patient clinic of each selected hospital if they were
diagnosed with CHD for more than three months, were
18 years of age or older, could understand spoken Thai
language, were willing to participate in the study procedures,
and were able to answer the questions. Patients with

cognitive impairment were excluded. The sample size

Health-related quality of life

Figure 1 Conceptual frame of the study
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was estimated according to the Tabachnick and Fidell’s
recommendation of sample size =250+8 m; where, m is
the number of independent variables.”® There were four
independent variables; therefore, the required sample
size was =82 cases. Furthermore, 13 participants were
added after considering a 10 percent attrition rate®, and
five percent of missing data.”® The estimated total number
of participants was rounded up to 110. The number of
participants was proportionate with the number of CHD
cases who followed up at the cardio outpatient clinic in

each selected hospital.

Research instruments

This study used a set of questionnaires to measure
each variable and permissions were obtained from the
developers. One questionnaire, the Acceptance of lliness
Scale, was translated into Thai, using the back-translation
approach.® The details of the instruments used in this study

are described as follows.

Demographic data questionnaire

The demographic data questionnaire used to
measure socio-demographic and clinical characteristics
was developed by the researchers. The socio-demographic
characteristics included: age, gender, ethnicity, religion,
marital status, educational level, occupation, income, and
type of healthcare treatment payment. The clinical charac-
teristics included: diagnosis, years of being diagnosed with
CHD, number of vessel occlusion and severity of occlusion,
severity of CHD, treatment, medication, underlying conditions,
weight, and height. The severity of illness was assessed by
using the Canadian Cardiovascular Society (CCS). The CCS
determines the level of activity that causes the symptoms.
Class | refers to angina on heavy exertion, but not with
ordinary physical activity. Class Il refers to angina that slightly
limits ordinary activity. Class Il refers to the limitation of

ordinary physical activity. Class IV refers to angina at rest.*
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Thai version of MacNew HRQOL

Thai version of MacNew HRQOL used to measure
HRQOL was developed by Hofer and colleagues.®® It
consists of three sub-scales, and a total of 27 items:
MacNew Physical (5 items), MacNew Emotional (11 items)
and MacNew Social (11 items). In each item, a seven-
point Likert scale, ranging from 1 to 7, is labeled. Twenty
items, with seven response options (1=all the time, 7=not
at all) were used to determine the frequency of negative
emotion, limitation of social and sexual activities, chest
pain or dizzy symptoms during the past two weeks. One
item asked as to the level of satisfaction in life; scored
from 1 (very dissatisfied) to 7 (cannot be more satisfied).
One item asked about the severity of shortness of breath
(1=severe shortness of breath, 7=no of shortness of
breath). Three items asked about the level of limitation
caused from CHD (1=most of limited, 7=not limited at all).
Possible scores ranged from 27 to 189. A global HRQOL
score was computed from the sum of all items, with higher
values indicating a higher HRQOL level. A previous study
reported a Cronbach’s alpha value ranging from 0.75-
0.95, test-retest correlation ranging from 0.61-0.87, and
intraclass correlation coefficients ranging from 0.73-0.95.%*
The face and content validity, construct-related validity, and
criterion-related validity were recommended for international
use.” The current study demonstrated a Cronbach’s alpha

coefficient of 0.92.

Thai version of the Health-Promoting Lifestyle
Profile-Il (HLPL-I1)

The Thai version of the HLPL-II used to measure
HPBs was first developed by Walker and colleagues.*
The criterion-related validity ranged from 0.27 to 0.49.
The Cronbach’s alpha coefficient value of the overall was
0.94, and its test-retest correlations was 0.89.*" Evidence
has been reported for a satisfactory Cronbach’s alpha

coefficient among people with CHD." It was translated into
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the Thai version by Suwonnaroop.*® Two items had the
same meaning after being translated into the Thai version,
the frequency that patients inquire with health professionals
about their health, and one item was deleted as a result.
The Thai version consists of six domains and 51 items:
health responsibilities (9 items), physical activity (7 items),
nutrition (8 items), spiritual growth (9 items), interpersonal
relationships (9 items), and stress management (9 items). All
items ask about the frequency that each activity is practiced.
A four-point Likert scale was used, and responses from
1 (never) to 4 (routinely) were rated for all items. A total
HPBs score was calculated from the sum of all items,
with higher values indicating a higher HPBs level: possible
scores ranged from 51 to 204. The current study revealed

a Cronbach’s alpha of 0.90.

Thai version of the Cardiac Self-Efficacy Scale
Questionnaire (CSEQ-T)

The CSEQ-T used to measure cardiac self-efficacy
was developed by Sullivan and colleagues.® It was
translated into Thai by Saengsiri and colleagues.” It consists
of two dimensions and 14 items—control of symptoms (SE-
CS; 8items) and maintenance of function (SE-MF; 6 items).
In each item, a five—point Likert scale ranging from 0 to 4 is
labeled. All items ask about the level of confidence (0O=not
at all confident, 4=completely confident). A total cardiac
self-efficacy score is calculated from the sum of all items,
with higher values indicating a higher cardiac self-efficacy
level. Possible scores range from 0 to 56. Cronbach's alpha
coefficients for each dimension were tested for internal
consistency reliability of the two dimensions, which were
0.90 for SE-CS and 0.87 for SE-MF. It also showed good
discriminant and convergent validity when associations
with dissimilar and similar scales were examined.® This
instrument has indicated acceptable validity and reliability
in Thai people with CHD.*” The Cronbach’s alpha coefficient

value was 0.82 in this present study.
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Thai version of the Acceptance of lliness Scale
(AIS)

The Thai version of the AIS was used to measure
acceptance of illness. It was developed by Felton and
colleagues.® It was translated into its Thai version through a
back-translation procedure.31 It consists of four dimensions,
and a total of 8 items: difficulties and limitations imposed
by the illness (1 item), lack of independence; due to the
illness (2 items), feeling of being dependent on others (3
items), and reduced self-esteem (2 items). In each item,
a five-point Likert scale ranging from 1 to 5 is labeled. All
items ask about the level of agreement with the statements
about health and illness (1=strongly agree, 5=strongly
disagree). A total acceptance of iliness score was calculated
from the sum of all items, with higher values indicating a
higher acceptance of illness. Possible scores range from
8 to 40. This instrument indicated acceptable reliability
and constructed validity.®® The present study features a
Cronbach’s alpha coefficient of 0.79 for the Thai version of

the Acceptance of lliness Scale.

Procedures

This project was approved by the institutional review
board (IRB)No. 2018-NSt 048, and the Health Research
Ethics Board of the selected hospitals. All participants
were assured of the confidentiality and anonymity of their
data at all times. The purposes, process of study, the
speculated benefits, potential risks, and the right to refuse
or withdraw from participation were also explained to
potential participants. Lastly, all participants provided written
informed consent. All information that related to participants
was coded, saved, reported, published, and presented by
the whole data without participants’ name or reference to
participants.

After the IRB of each hospital granted approval, the
principal investigator clearly explained to the nursing director

and head nurse of each cardiac outpatient clinic what the
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purpose of the study is, the participants screening criteria,
the number of participants, the data collection timeframe
and gave information about the appointment of a research
assistant. Before the research assistants (RAs) collected
data, they completed required training on human related
research and received ethical certification. RAs were further
trained by the principal investigator to ensure a mutual
understanding of the research project and the accuracy of
the obtained data. A data collection manual, toolkits and
demonstration video were used as training resources. RAs
reviewed the medical records and recruited participants who
met the inclusion criteria. Potential participants were given
an explanation of the study protocol and the necessary
permission to be interviewed was sought. All who agreed
to participate completed a written informed consent form.
Subsequently, the RA handed a set of questionnaires
to participants. For some older participants, who had
difficulties in reading, the RA read each item verbatim.
It took approximately 40-60 minutes to complete the

questionnaires.

Data analysis
Data analysis was conducted using SPSS program
version 26. Data were checked and no missing data were

found. All assumptions that were required for multiple

Meesoonthorn K, et al.

regression were met. Descriptive statistics were used to
describe the sociodemographic and clinical information
of the study sample. A point-biserial correlation or a
bivariate Pearson’s correlation was used. Multiple stepwise
regression analysis was performed to examine how much
any HRQOL variance could be explained by each of the
variables. The significance level of statistical testing was

set at p-value being less than 0.050.

Results

The sample consisted of 110 people with CHD.
The majority were Buddhist (98.2%) and married (76.4%).
Most of the participants were men (64.5%). Mean age was
62.07+9.98 years. The proportion of those who did not get a
basic education was 5.5%. The prevalence of comorbidities
was 77.3%. The average time of illness since diagnosis
of CHD was 3.18+3.90 years. Most participants (76.4%)
were categorized into Class | by CCS. More than half
(55.4%) received a combination of percutaneous coronary
intervention and medication (Table 1).

The mean scores of studied variables are presented
in Table 2. CCS class |, HPBs, cardiac self-efficacy, and
acceptance of illness were positively associated with
HRQOL (r=0.26, r=0.42, r=0.55, r=0.52, p-value<0.010,
respectively) (Table 3).

Table 1 Socio-demographic and clinical characteristics (n=110)

Characteristics Number %
Age (years); mean 62.07+9.98, min=40, max=85
31-45 8 7.3
46-60 36 32.7
61-75 55 50.0
76-90 1 10.0
Gender
Male 71 64.5
Female 39 35.5
Religion
Buddhism 108 98.2
Islam 2 1.8
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Table 1 (Continued)

Characteristics Number %

Marital status

Married 84 76.4
Single 5 4.5
Widowed 17 15.5
Separated 2 1.8
Divorced 2 1.8
Educational level
No formal education 6 5.5
Primary school 67 60.9
Secondary school 22 20.0
Vocational school/certificate/high school diploma 4 3.6
Bachelor’s degree 10 9.1
Higher than Bachelor’s 1 0.9
Employment status
Unemployed 28 25.4
Merchant 11 10.0
Wage worker 20 18.2
Farmer 33 30.0
Self-employed 1 0.9
Government employee 9 8.2
Other occupation 8 7.3
Income (baht)
<5,000 38 34.5
5,000-10,000 32 2941
10,001-20,000 19 17.3
20,001-30,000 7 6.4
>30,000 baht 14 12.7
Type of healthcare treatment payment
Universal health coverage (Thirty Baht Scheme) 74 67.3
Social security 9 8.2
Government/state enterprise employee 27 24.5
Year of being diagnosed with CHD; mean 3.18+3.90, min=3 months, max=23 months
<1 47 42.7
1-5 45 40.9
=5 18 16.4
Canadian Cardiovascular Society (CCS)
CCS class 1 84 76.4
CCS class 2 25 22.7
CCS class 3 1 0.9
Treatment
Medication 31 28.2
Percutaneous coronary intervention and medication 61 55.4
Coronary artery bypass graft and medication 18 16.4
Underlying disease
Yes 85 77.3
No 25 22.7
BMI (kg/m?); mean 25.01+3.85, min=18, max=35
Underweight 5 4.5
Normal 51 46.4
Overweight 54 49.1

CHD=coronary heart disease, BMI=body mass index
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Table 2 Descriptive statistics of study variables (n=110)

Variables Possible scores Actual scores Mean S.D.
Health-related quality of life 27-189 85-185 142.57 20.51
Severity of illness 1-4 1-3 1.25 0.46
Health promoting behaviors 51-204 86-194 143.32 19.95
Cardiac self-efficacy 0-56 11-56 36.34 9.52
Acceptance of illness 8-40 14-40 27.55 6.24

S.D.=standard deviation

Table 3 Correlation between predictors and HRQOL (n=110)

Variable 1 2 3 4 5

1. Health-related quality of life 1.00

2. Severity of illness (Class |/other) 0.26** 1.00

3. Health promoting behaviors 0.42** 0.12 1.00

4. Cardiac self-efficacy 0.55** 0.04 0.58** 1.00

5. Acceptance of illness 0.52** 0.09 0.24* 0.35** 1.00

*p-value<0.050, **p-value<0.010, CCS=Canadian Cardiovascular Society

Table 4 Predicting factors of HRQOL among people with coronary heart disease (n=110)

95% Cl for B

Predictive variables B SE Beta t p-value Lower Upper
Bound Bound
Constant 69.75 7.67 9.09 <0.001 54.54 84.95
Severity of illness (Ref=CSS Class |)
CSS Class 1NNV 10.21 3.35 0.22 3.05 0.003 3.56 16.86
Cardiac self-efficacy 0.91 0.16 0.42 5.61 <0.001 0.59 1.23
Acceptance of illness 117 0.25 0.36 4.7 <0.001 0.68 1.66

Adjusted R?=0.46, F3106=31.91, p-value<0.001, B=unstandardized regression coefficient

SE=standard error, t=t-test, Cl=confidence interval, CCS=Canadian Ca

The results of the multiple stepwise regression
analysis findings were that HRQOL can be significantly
predicted by CCS class | ($=0.22, p-value<0.010),
cardiac self-efficacy ($=0.41, p-value<0.001) and the
acceptance of illness ($=0.35, p-value<0.001). However,
HPBs was a non-significant predictor of HRQOL (B=0.10,

p-value=0.260). Furthermore, CCS class |, cardiac self-

Journal of Health Science and Medical Research 374

rdiovascular Society

efficacy, and acceptance of illness explained 46.0% of the
variance of HRQOL in people with CHD (adjusted R°=0.46,
F31106=31 .91, p-value<0.001) (Table 4). Participants with CCS
class | had a 10.21 times higher HRQOL score than CCS
class 2 and 3 when adjusting for cardiac self-efficacy and
acceptance of illness (B=10.21, 95% confidence interval (Cl)

3.56-16.86, p-value=0.003). The HRQOL increased 0.91
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times for each unit score increase of cardiac self-efficacy,
when adjusting for severity of illness and acceptance of
ilness (B=0.91, 95% CIl 0.59-1.23, p-value<0.001). The
HRQOL increased 1.17 times for each unit score increase
of acceptance of illness, when adjusting for severity of
ilness and cardiac self-efficacy (B=1.17, 95% CI| 0.68-1.66,
p-value<0.001) (Table 4).

Discussion

In the present study, multiple stepwise regression
analysis showed that severity of iliness, cardiac self-efficacy
and acceptance of iliness are significant and independent
contributing factors for HRQOL among people with CHD.
Our findings revealed that cardiac self-efficacy was the
best predictor of HRQOL among Thai people with CHD.
An overall multiple regression model could explain 46.0%
of the variance of HRQOL.

Findings from this study revealed that cardiac self-
efficacy played a key role in explaining HRQOL in people
with CHD. These findings are in line with the previous
studies reporting that cardiac self-efficacy was a significant
predictor of HRQOL.""® According to our findings, higher
cardiac self-efficacy levels were accompanied by higher
HRQOL in all domains; including, physical, emotional,
and social domains. One explanation for our findings
might be that people who reported high self-efficacy were
confident that they could control their symptoms, maintain
their function, and consequently lead to improving their
HRQOL. Another explanation might be that many of these
people did not have severe levels of CHD; most (76.4%)
participants were classified into CCS 1. It showed that they
could do daily self-care activities without chest discomfort;
they might not need effort to control their symptoms and
maintain their function. When people with CHD believe that
they can engage in doing something to promote health, this
belief motivates them to do it successfully. The achievement
brings about the sense of control over the situation, and

consequently enhances life quality.
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The second explaining factor associated with HRQOL
was acceptance of illness. The influence of the illness
acceptance on the level of HRQOL described in our study
was also reported by Kocjan et al.”® They note an important
role of acceptance of illness on HRQOL. The higher level
of a patient’s acceptance of illness is accompanied by
better HRQOL. It is indicated that higher acceptance of
illness leads to better emotional functioning, which
corresponds with the study findings from Janowski et al.*
The result of our study revealed that higher acceptance
of iliness levels was significantly associated with higher
scores in the physical, emotional, and social domains
of HRQOL. A possible explanation might be that people
with CHD who had high acceptance of illness could
live with their illness with low effects of difficulties and
limitations, such as: lack of independence, dependence
on others and reduced self-esteem due to illness.

Our study found that the severity of illness was a
significant predictor of HRQOL (B=0.22, p-value<0.010) and
that people with CHD, who were CCS class |, had high
HRQOL.These results are similar to a study by Kim et al
which found that HRQOL is decreased in regards to people
who reported experiencing severe symptoms. ™ The possible
reason for these results might be that angina symptoms are
common for people with CHD. People with stable angina
revealed that being faced with common chest pain did not
only make them more anxious and fearful of death, but
also contained the uncertainty of future heart attacks. In
addition, there are some limitations to the activities affecting
their lifestyles.”

Surprisingly, the final model showed that HPBs
did not significantly elucidate on HRQOL. In our study, a
bivariate correlation between HPBs and HRQOL was found
to be significant. However, HPBs were a non-significant
predictor of HRQOL in multiple regressions. This finding is
in contrast to previous studies, reporting the impact of HPBs
on HRQOL, in regards to Chinese people with hypertension'

and Thai people with breast cancer who are receiving
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chemotherapy.’® This result can be explained by a potent
influence of the severity of iliness, cardiac self-efficacy and
acceptance of illness on HRQOL. A possible explanation
may be that most participants were found to have CHD with
low severity of disease, and only a few HPBs were needed.
An additional explanation for the insignificant finding could
be that there was insufficient confounder adjustment in the
regression model.

We acknowledge that our study had limitations.
We employed a cross-sectional research design and
all participants were asked to self-report their individual
perceptions at a single point in time; but this may not reflect
their perceptions and their changes over time. Furthermore,
self-reported measures can be subject to bias and there
is a large number of items that participants must complete,
and this could cause more fatigue, potentially impairing the
accuracy of the answers. In addition, only general hospitals
with a cardiac outpatient clinic and on-site cardiologists
participated in this study; potentially making our study’s
findings less applicable to the general population. In this
study, the participants were mostly healthy, CCS levels 1,
so there are ceiling effects regarding the self-efficacy and
acceptance of illness categories. Therefore, the relevance
of the research findings may be limited only to people with

low levels of CHD.

Conclusion

The results of this study confirm the powerful effect
of clinical and psychological factors in the enhancement of
HRQOL among Thai people with CHD. It was found that
illness severity, cardiac self-efficacy and illness acceptance
play important roles in improving patient HRQOL. Therefore,
nurses need to assess these areas and develop nursing
interventions to increase HRQOL. Future research is
recommended in regards to confounder adjusting in

regression modeling.
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