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Abstract

Background—Patients with chronic heart failure (HF) and their partners face many challenges

associated with heart disease. High social support in a close relationship has been found to

improve survival in patients with HF. However, caring for a patient with HF may have negative

effects on the health-related quality of life (HRQOL) of the partner responsible for the care. The

main focus in health care is still on improving patients’ HRQOL, but the awareness of partners’

and families’ role and situation is increasing. Therefore, further studies are needed to clarify these

issues and the importance of partners in relation to HRQOL of patients with HF.

Objectives—To describe and compare HRQOL, quality-adjusted life-year (QALY) weights,

symptoms of depression, and perceived control and knowledge in patients with chronic HF and

their partners and to compare HRQOL and QALY weights in the partners with an age- and sex-

matched group.

Methods—Data were collected from 135 patient-partner dyads at 2 Swedish hospitals. Data on

the reference group were collected from the same region.
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Results—Patients had lower HRQOL in all dimensions (P <.001) except in the mental health

domain and lower QALY weights compared with their partners (P <.001). Mental health scores

were lower in partners compared with the age- and sex-matched references (P <.001). All other

HRQOL scores and the QALY weights were comparable between partners and reference group.

Patients had more depressive symptoms than did their partners (P <.001). There was no difference

in the level of perceived control or knowledge about chronic HF between patients and partners.

Conclusions—Our findings confirm that partners of patients with chronic HF have markedly

diminished mental health. Interventions focusing on education and psychosocial support may

potentially promote mental health in partners and enhance their ability to support the patient.
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Patients with heart failure (HF) constitute a large group within the health care, and the mean

age is older than 70 years.1 The prevalence of HF is estimated to 2% to 3% of the

population. In Sweden, a country with 9 million inhabitants, up to 250 000 people have

symptomatic HF. In the extended Europe, which consists of 51 countries with more than 900

million inhabitants involved in the European Society of Cardiology (ESC), up to 26 million

patients have HF.1 In the United States, the estimated prevalence of HF is 5.7 million (3 200

000 males, 2 500 000 females); HF incidence approaches 10 per 1000 people after the age of

65 years.2 The prognosis of chronic HF is gloomy, and half of the patients die within 4 years

after the diagnosis.1

Background and Significance

Patients with high social support in a close relation have better outcomes of cardiovascular

disease. A partner’s role is therefore very important in influencing the well-being of the

patient.3 Living alone increases the risk of decreased health-related quality of life (HRQOL)

and recurrent hospitalizations,4,5 whereas high marital quality has been found to

significantly improve 8-year survival in patients with chronic HF.6 Patients with chronic HF

and their partners face many challenges associated with this condition.

The literature is replete with studies that show the significant impact of HF on patients’

mental and physical well-being.7-10 Patients with HF have significantly lower HRQOL and

more depressive symptoms compared with age- and sex-matched controls.7 Although the

main focus in health care is still on improving the HRQOL of patients with HF, awareness

of partners’ and families’ role and situation is increasing. Earlier studies by Luttik and

colleagues (2005)8 indicate that partners have worse HRQOL than patients with HF.

However, in a more recent study, Luttik and colleagues,9 data showed that patients with HF

had lower HRQOL compared with their partners. This contradicting data support the need to

measure stress and its impact of HRQOL in partners of patients with HF.10 Likewise, studies

that explore the relationship between HRQOL, symptoms of depression, and perceived

control in patients with HF and their partners are also warranted. Therefore, the research

objectives of this study were to (1) describe and compare HRQOL, quality-adjusted life-year

(QALY) weights, symptoms of depression, perceived control, and self-estimated knowledge
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of disease in patients with chronic HF and their partners (patient-partner dyads); and (2)

compare HRQOL and QALY weights in the partners with an age- and sex-matched

reference group.

Methods

Design, Setting, and Subjects

The study was a descriptive cross-sectional study with 135 patient-partner dyads recruited

from 2 sites in southeastern Sweden: a university hospital (n = 73) and a county hospital (n

= 62). The study inclusion criteria for the dyads were (1) age 18 years or older; (2) a

diagnosis of chronic HF, New York Heart Association (NYHA) class II-IV based on the

ESC guidelines1 in 1 member of the dyad; (3) cohabitating; and (4) recent discharge (ie, 2–3

weeks) of the patient from the hospital after an admission due to HF. The study exclusion

criteria for the dyads were unwillingness to participate in the study, insufficient knowledge

of the Swedish language, psychologically incapable of filling out the study forms (eg,

dementia or other psychiatric disorder, drug abuse (most commonly alcohol abuse), or

patients needing cardiac surgery or a heart transplant.

The dyads were recruited between January 2005 and September 2008 through weekly

medical record review. Possible dyads were recruited among patients with chronic HF

hospitalized at the departments of emergency medicine and cardiology at a university

hospital and hospitalized patients visiting a nurse-led chronic HF clinic at a county hospital

and their partners. The patient-partner dyads were initially informed verbally of the study

through a telephone call or during a visit to the HF clinic. Potential dyads who were

interested in taking part in the study and consented were given additional written

information. A questionnaire packet was sent out to the dyads who agreed to participate in

the study 2 to 3 weeks after discharge from the hospital.

The partners were compared with an age- and sex-matched reference group selected from

another survey conducted in the same region during the same period. The purpose of this

other survey was to describe the health situation of the population living in the southeastern

part of Sweden, and participants were selected from the national tax population registers and

stratified with respect to municipality, age, and sex. Data on 13 440 individuals aged 18 to

84 years were collected by Folkhälsovetenskapligt Centrum (SF-36 data, living habits and

socio-economic data) during the spring of 2006.11 Of the 2291 individuals in the same age

span as the partners of patients with HF who participated in the study, 135 were selected by

an independent researcher not involved in the project. Data on HRQOL and QALY weights

measured by 36-item Short Form (SF-36) were the only data available for the reference

group.

Data Collection

Instruments

Demographic Data and Health History With Co-morbidities (Patients, Partners,
Reference Group): A self-administered and self-reported questionnaire to collect data on

age, sex, education, smoking, physical activity, and comorbidities was used.
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Short Form 36 (Patients, Partners, Reference Group): The SF-36 is a 36-item survey that

measures HRQOL in 8 dimensions: physical functioning (10 items), physical role

functioning (4 items), bodily pain (2 items), general health (5 items), vitality (4 items),

social functioning (2 items), emotional role functioning (3 items), and mental health (5

items). One item asks about the individual’s health changes during the last year. For each of

the 8 dimensions, scores were coded, summed, and transformed to a scale from 0 (worst

possible health) to 100 (best possible health).12 Higher scores reflected better HRQOL. The

SF-36 is a well-established and frequently used instrument and has been found to have good

reliability and validity. Most reliability estimates have exceeded the 0.80 level.13

The SF-36 was used to elicit QALY weights for the patients, partners, and the matched

reference group. Quality-adjusted life-year is a commonly used outcome measurement in

health economics, representing individuals’ utility from health states, and is necessary when

cost-utility analyses are to be done. Quality-adjusted life-years are created by multiplying

the value of a health state (the QALY weight) with the length of that health state. The

QALY weights are distributed on a scale between 0, representing death, and 1, representing

full health. A previously developed algorithm was used to create QALY weights from the 8

mean SF-36 dimension scores, converted into a mean EQ-5D preference-based score.14

Quality-adjusted life-year weights estimated from the EQ-5D instrument has been

commonly used during the last decade and enable comparisons with several other studies.15

Beck Depression Inventory (BDI) II (Patients and Partners): A 21-question multiple-

choice self-report inventory that measures depressive symptoms. Each of the 21 items is

scored on a scale value of 0 to 3. The overall score is obtained by adding the scores on each

item. Higher scores reflect more symptoms of depression. Severity of depressive symptoms

was determined using the following cutoff values: 0 to 13: no depressive symptoms; 14 to

19: mild depressive symptoms; 20 to 28: moderate depressive symptoms; and 29 to 63:

severe depressive symptoms.16,17 The BDI-II has been found to have good validity and high

internal consistency (α = .91).17 The instrument has been validated in Swedish. The

reliability coefficient α showed greater than .86.18

Control Attitude Scale (CAS) (Patients and Partners): A 4-item tool designed to measure

the degree of perceived control that the patient feels, related to his/her heart disease. The

CAS can also be used in partners (family version). Response statements were scored on a

scale from 1 (none) to 7 (very much). The total score range was 4 to 28, with higher scores

reflecting higher perceived control.19,20 Reliability testing across studies revealed Cronbach

α values for CAS ranging from .77 to .89.19 A psychometric testing for the Swedish

translation has shown good validity and a reliability coefficient α of greater than .80 for the

patient version and between .60 and .70.for the partner version.21

Knowledge Questionnaire (RAND) (Patients and Partners): This 21-item questionnaire

was used to assess knowledge of chronic HF including chronic HF symptoms and

management among patients and partners. We reported 3 questions from the instrument

separately. Patients and partners ranked their understanding of chronic HF, the

pharmacological treatment, and prevention of chronic HF deterioration. Responses for these

questions were ranked from 1 (poor), 2 (fairly good), 3 (good), 4 (very good), to 5
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(excellent). There was 1 item with an open-ended answer regarding weight that was not

reported in this study. The first 3 questions were related to the person’s understanding of HF

and were reported and analyzed separately. The rest of the items were dichotomized (0 =

incorrect response, 1 = correct response) and summed to obtain a total knowledge score. The

Knowledge Questionnaire was developed in the REACT study for acute myocardial

patients.22 It was later adapted to HF patients, and internal consistency reliability was found

to be .83.23 Homogeneity has not been accepted in the Swedish translation of the items in

RAND.

Ethical Considerations

Throughout the study, the principles outlined in the Declaration of Helsinki have been

followed. Permission to carry out the study was granted from the Regional Ethical Review

Board in Linköping (Dnr 03-568, Dnr M178-04). All patients and partners signed an

informed consent prior to study participation.

Data Analyses

Missing data were low (0.7%–8.1%) in all instruments. Missing data on SF-36 were imputed

by the mean of the subscale if only 1 item in a subscale was missing; otherwise, missing

items were not replaced. Missing data of other instruments were not replaced.

For the analyses of sociodemographic and clinical characteristics, χ2 test and analysis of

variance (ANOVA) statistics between patient, partner, and reference group were used.

Student t test and χ2 test were used for group comparisons, depending on the data level.

Parametric tests were used to analyze continuous variables. It is usually not a problem to use

parametric test because, for example, Student t test is such a robust test if the sample size is

sufficient and the data come from a Gaussian population.24 One-way ANOVA models with

post hoc analysis (Tukey) were used when comparing HRQOL and QALY weights in

patients, partners, and the reference group. Factorial ANOVA was used to determine the

interaction effect for group (patient, partner, and reference group) and sex in HRQOL,

QALY weights.

Cronbach α coefficients were calculated for all scales to evaluate internal consistency

reliability in this study. Cronbach α was greater than .7 for all scales except the Knowledge

Questionnaire RAND and CAS family version in Swedish translation.

The level for statistical significance was set to overall P <.05. Statistical analyses were

performed using SPSS version 15.0 (SPSS Inc, Chicago, Illinois).

Results

The screening and inclusion process is shown in Figure. The dyads who were unwilling to

participate did not always disclose a reason for declining. When stating a reason, the most

common was that the patient was too fatigued. Sometimes, the partner did not want to

participate because of deteriorating health, burden of care, and fatigue.
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The sociodemographic and clinical characteristics of the 135 dyads and the reference group

are presented in Table 1. There were no socioeconomic differences between the dyads from

the university and the county hospital. A total of 70 patients (52%) were of NYHA class III,

46 (34%) were of NYHA class II, and 19 patients (14%) were of NYHA IV. Patients had

significantly more morbidities compared with their partners when compared by disease

groups (P < .001) except with regard to lung disease. The partners and reference group did

not differ significantly in terms of morbidity when compared by disease groups.

Health-Related Quality of Life

As shown in Table 2, patients experienced significantly lower HRQOL in all dimensions (P

< .000) except in mental health, where no difference between patients and partners was

found. Partners had a similar HRQOL as the age- and sex-matched references except in the

mental dimension, where partners scored significantly worse (P < .001).

Quality-Adjusted Life-Year Weights

The QALY weights, estimated from the responses in SF-36, also indicated that patients’

HRQOL was worse than that of the partners (P < .001). There was no difference between

the QALY weights of the partner compared with that of the matched reference (P = .8)

(Table 2).

Depressive Symptoms

There was a significant difference in depressive symptoms between patients and partners (P

< .001). Patients had a mean score of 11.90 ± 9.30 compared with partners who had 7.00 ±

6.00. The distribution of the categorization of BDI-II also showed a significantly higher

number of patients with depressive symptoms, as shown in Table 3. The BDI-II data were

available for both the patient and partner in 107 dyads. Overall, 62 of the dyads (58%)

reported no symptoms of depression in either the patient or the partner; 32 dyads (30%)

demonstrated depressive symptoms only in the patient; 9 dyads (8%) showed depressive

symptoms only in the partner; and 4 dyads (2%) reported depressive symptoms in both the

patient and the partner. The individual items in BDI-II where the patients had most

symptoms were loss of energy, changes in sleep patterns, fatigue or exhaustion, and loss of

sexual interest. Partners reported increased symptoms with changes in sleep patterns,

changes in appetite, and loss of sexual interest.

Perceived Control

There was no difference in perceived control scores of partners and patients (P = .78).

Patients had a mean score of 16.10 ± 5.43, and partners, 15.90 ± 4.65.

Self-estimated Understanding and Level of Knowledge

Patients showed better self-estimated levels of understanding compared with their partners

on 3 questions in the Knowledge Questionnaire (RAND): (1) understanding of chronic HF

(2.44 ± 1.07 vs 2.23 ± 1.00, P <.05); (2) understanding of pharmacological treatment (2.52 ±

1.04 vs 2.29 ± 0.99, P <.05); and (3) understanding prevention of chronic HF deterioration

(2.47 ± 1.06 vs 2.19 ± 1.07, P <.01). When comparing the actual level of knowledge on HF-
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specific issues, there was no significant difference between patients and partners (13.56 ±

2.10 and 13.21 ± 2.30, respectively).

Group and Sex Effects

The aim of the study was to compare HF patients with partners and partners with an age-

and sex-matched reference group, not specifically to look at sex differences. However,

because there are known sex differences in variables such as HRQOL, symptoms of

depression, and perceived control and also recently reported findings regarding HF patients

and their partners,9 we did take this issue into account in the analyses. Results from analysis

of interaction effects for group and sex showed that in the dimensions of SF-36, there were

significant sex interaction effects between the groups only in the social function dimension

(P < .05). There were no sex interaction effects between the groups in QALY weights and

knowledge. There was a trend toward sex interaction effects between the groups in

perceived control (P = .06) and symptoms of depression (P = .05). Simple effect analysis

revealed that female patients had lower perceived control and more depressive symptoms

and poorer social function compared with male patients. This sex difference was not seen

among partners.

Discussion

To our knowledge, this is the first study where HRQOL and QALY weights of partners of

patients with chronic HF were compared with both the patients and an age- and sex-matched

reference group. The main findings of the present study were, first, that patients with chronic

HF had a lower level on all dimensions of HRQOL in SF-36 except mental health, lower

QALY weights, and higher levels of depressive symptoms compared with their partners.

Furthermore, our data showed lower scores in mental health but were equivalent in the

remaining dimensions and in the QALY weights, compared with their age- and sex-matched

reference group. We also noted that there was no difference in the level of perceived control

or knowledge about chronic HF between patients and partners. However, patients with

chronic HF estimated their knowledge about chronic HF, medications, and preventing

deterioration higher than did their partners.

Lower HRQOL and higher levels of depressive symptoms in patients compared with

partners have been confirmed in previous studies conducted by our research team, both in

Sweden25 and in the United States,26 as well as a study conducted in the Netherlands.9 This

underlines that these findings seem to be consistent in different populations representing

different cultures and health care systems in the western world.

Investigators comparing HRQOL of partners and patients with other chronic illness reported

that patients with vasculitis had lower HRQOL in all dimensions compared with their

partners.27 Similar to our findings, it was found that stroke patients had lower HRQOL in all

dimension except the mental-emotional compared with their partners.28 Our findings are not

consistent with all studies examining patients with chronic HF and their partners. Luttik et

al8 showed that the quality of life (QOL) of partners was worse during the patients’

hospitalization, but higher 1 month prior to hospitalization compared with the patients with

chronic HF, even after correcting for age and sex. The subjects for the current study as well
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as for the study conducted by Luttik et al showed that more than half of the patients were of

NYHA class III, an indication that they were highly symptomatic and had a poor prognosis.

The reason for the different findings might be that Luttik et al used an instrument to measure

global well-being, and we used the SF-36 to measure HRQOL. Furthermore, a difference

was that we measured HRQOL 2 to 3 weeks after hospitalization, and Luttik et al measured

QOL during hospital admission and at this time also asked patients and partners to rate their

QOL 1 month prior to hospital admission. However, the SF-36 measures HRQOL during the

last 4 weeks, and the patients in the dyads were hospitalized during this time frame. Our

measurement is a combination of the measures presented in the study by Luttik et al.8

Lamura et al29 compared experiences of care between spouses and children in various

European populations. Daughters experienced a higher burden and lower QOL compared

with spouses and sons. Siblings represented only 10% of carers, and data of burden and

QOL were therefore limited.

Our data also showed that patients had lower QALY weights than did their partners.

Patients’ and partners’ QALY weights could affect each other, and improving patient’s

QALY weight may improve the partner’s QALY weight.30 However, QALY weights in

patients can be attributed to other factors such as decreased functional status. Previous

studies confirm the impact of functional status on QALY weights. For patients of NYHA

classes II and III in Sweden, an earlier study has estimated the QALY weights to be 0.71 and

0.56, respectively.31 These weights were found by the time trade-off method directly elicited

from the patients and are similar to the weights found for the patients in our study. A visual

analog scale has also been used in a previous study to elicit QALY weights for patients with

chronic HF, indicating a weight of 0.47.32 The different methods used to measure QALY

weights may be the main reason for this discrepancy.

Our finding that partners had equivalent QALY weights compared with their age- and sex-

matched reference group is similar to a study comparing caregivers of patients with

rheumatoid arthritis with age- and sex-specific norm scores. This study also did not report

any significant difference in QALY weights.33 These similarities could be attributed to

similar physical and mental health of partners between our study and the comparative study

in partners of patients with rheumatoid arthritis. However, 1 study involving partners of

older patients showed differences in the QALY weights (elicited from the EQ-5D

instrument) between the partners and a matched reference group.34 A possible reason for the

conflicting findings is that partners from this study saw themselves as family caregivers,

which may connote increased perceptions of caregiver burden.

Previous studies in cardiac patients and partners19,20,25 showed that dyads had higher levels

of perceived control and emotional well-being and were less anxious, less depressed, and

less negative. Conversely, research shows that young partners who had lower levels of

perceived control also had lower levels of emotional well-being.35 These studies also

showed that partners perceived higher control than patients with chronic HF.19,20,25

However, our data showed equal levels of perceived control between patients and partners,

which could be attributed to patients’ use of strategies for coping when their life changed

and subsequently recovering the balance by confronting the disease.36 Previous research has

shown that women with chronic HF report lower levels of perceived control and higher need
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for support than men.37,38 We saw this sex difference among patients, but not among

partners.

We found that, in our dyads of patients with chronic HF and their partners, knowledge

scores were similar. However, partners estimated their chronic HF knowledge to be lower

compared with patients. Previous research has shown that partners’ clinical knowledge of

chronic HF and its management was limited, but their knowledge of how the patient is

affected in daily life was extensive. This gives them a better opportunity to promote self-

care management and facilitate a normal life for the patient in comparison with the health

care professionals whose knowledge is based on clinical evidence.39

Study Limitations

This study is limited by the fact that a cross-sectional study design does not permit causal

conclusions. Furthermore, the sample size is quite small, although this is one of the major

studies published to date on HF dyads. The data collection spanned over almost 4 years

because patients with chronic HF either lacked a partner who could participate in the study

or were too sick and tired to participate in the study, which suggests the potential for bias in

the study subjects. However, there were no big changes in diagnostic methods or treatment

or other social reforms including chronic HF patients and their partners during the period of

data collection. The patient-partner dyads were asked to complete the questionnaires

separately; the fact that they were completed in the homes provided no guarantee that this

recommendation was adhered to. All instruments except the knowledge scale were valid and

reliable. The result on knowledge should therefore be interpreted with caution. There is a

lack of well-validated knowledge scales, but 2 scales are available with limited testing of

reliability and validity, and these might have been a better option to use.40

Because there was a difference in the mental dimension of SF-36 between the partners and

the reference group, it would have been interesting to also have data on symptoms of

depression in the reference group. However, BDI data were not available from this group.

Finally, there was an unequal sex distribution between men and women among patients and

partners. However, this distribution mirrors the high number of females with HF who live

without a partner, and the same distribution has been found in other studies.9,24 Sex

differences were not included in our aim, but to make a correct interpretation of our

findings, we used a sex-matched reference group and controlled for sex differences between

groups.

Conclusions

Our findings show that patients with HF and their partners had low mental health scores. All

other HRQOL scores, as well as the QALY weights, were comparable between the partners

and the reference group, and the partners experienced better HRQOL and less depressive

symptoms than the patients. There was no difference in the level of perceived control or

knowledge about chronic HF between patients and partners.
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Research and Clinical Implications

More research on the impact of HF in patients and their partners in relation to HRQOL,

symptoms of depression, and perceived control on a wider and more global level is needed.

Interventions focusing on education and psychosocial support to partners may potentially

promote mental health in partners and enhance their ability to support the patient. The

European Union’s new guidelines29 are designed to optimize support to partners by

extending health care resources to care for dependent older people, especially by delivering

financial, service, and targeted support for the most burdened partners with practical and

flexible respite, day care, and information services to strengthen their relationships. The

guidelines from the ESC for HF care also highlight the importance of providing partners of

patients with chronic HF with the same educational and psychosocial interventions as the

patients.1 In the United States, the American Heart Association has produced a guide in their

Web site to support partners of patients with HF. This guide includes information on the

understanding of the partner role, plans for the future, financial concerns, additional

resources, and how to care for oneself.41 A similar Web page called “heart failure matters”

has been produced by the ESC.42 It is positive to note that there are several ongoing

initiatives and interventions to support partners. There is a need for further research to

evaluate the effects on HRQOL of these types of intervention in patient-partner dyads.

Acknowledgments

This work was supported by Linköping University, the Swedish Institute for Health Sciences, the Swedish Research
Council, The Heart and Lung Foundation, and the Vårdal Foundation.

References

1. Dickstein K, Cohen-Solal A, Filippatos G, et al. ESC guidelines for the diagnosis and treatment of
acute and chronic heart failure. Eur J Heart Fail. 2008; 10:933–989. [PubMed: 18826876]

2. Lloyd-Jones D, Adams R, Carnethon M, et al. AHA Heart Disease and Stroke Statistics 2009.
Circulation. 2005; 119:e21–e181. [PubMed: 19075105]

3. Molloy GJ, Johnston DW, Witham MD. Family caregiving and congestive heart failure. Review and
analysis. Eur J Heart Fail. 2005; 7:592–603. [PubMed: 15921800]

4. Luttik ML, Jaarsma T, Veeger N, Sanderman R, van Veldhuisen DJ. The importance and impact of
social support on outcomes in patients with heart failure: an overview of the literature. Eur J
Cardiovasc Nurs. 2005; 20:162–169.

5. Luttik ML, Jaarsma T, Veeger N, van Veldhuisen DJ. Marital status, quality of life and clinical
outcome in patients with heart failure. Heart Lung. 2006; 35:3–8. [PubMed: 16426930]

6. Rohrbaugh MJ, Shoham V, Coyne JC. Prognostic importance of marital quality for survival of
congestive heart failure. Am J Cardiol. 2006; 98:1069–1072. [PubMed: 17027573]

7. Lesman-Leegte I, Jaarsma T, Coyne JC, Hillege HL, van Veldhuisen DJ, Sandeman R. Quality of
life and depressive symptoms in the elderly: a comparison between patients with heart failure and
age- and gender-matched community controls. J Card Fail. 2009; 15:17–23. [PubMed: 19181289]

8. Luttik ML, Jaarsma T, Veeger N, van Veldhuisen DJ. For better and for worse: quality of life
impaired in HF patients as well as in their partners. Eur J Cardiovasc Nurs. 2005; 4:11–14.
[PubMed: 15718187]

9. Luttik ML, Lesman-Leegte I, Jaarsma T. Quality of life and depressive symptoms in heart failure
patients and their partners: the impact of role and gender. J Card Fail. 2009; 15:580–585. [PubMed:
19700134]

10. Ågren S, Evangelista L, Strömberg A. Do partners of patients with heart failure experience
caregiver burden? Eur J Cardiovasc Nurs. 2010 Epub ahead of print.

Ågren et al. Page 10

J Cardiovasc Nurs. Author manuscript; available in PMC 2012 June 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



11. Folkhälsovetenskapligt centrum. Östgötens hälsa. Linköping Sweden: 2006. Methodology Report
1-Methodology Description

12. Ware, JE. Conceptualization and Measurement of Health-Related Quality of Life: Comments on an
Evolving Field. SF-36 Health Survey Manual and Interpretation Guide. Boston, MA: The New
Health Institute, New England Medical Center; 1993.

13. Sullivan M, Karlsson J, Ware JE Jr. The Swedish SF-36 Health Survey—I. Evaluation of data
quality, scaling assumptions, reliability and construct validity across general populations in
Sweden. Soc Sci Med. 1995; 41:349–358.

14. Ara R, Brazier J. Deriving an algorithm to convert the eight mean SF-36 dimension scores into a
mean EQ-5D preference-based score from published studies (where patient level data are not
available). Value Health. 2008; 11:1131–1143. [PubMed: 18489495]

15. Dolan P. Modeling valuations for EuroQol health states. Med Care. 1997; 35:1095–1108.
[PubMed: 9366889]

16. Beck AT, Ward CH, Mendelson M, Mock J, Erbaurgh J. An inventory for measuring depression.
Arch Gen Psychiatry. 1961; 4:561–571. [PubMed: 13688369]

17. Beck, AT.; Steer, RA.; Brown, GK. Manual for the Beck Depression Inventory-II. San Antonio,
TX: Psychological Corporation; 1996.

18. Beck, AT.; Steer, RA.; Brown, GK. Manual for the Beck depression Inventory-II (Svensk version).
Sandviken, Sweden: Psykologiförlaget; 2005.

19. Moser DK, Dracup K. Psychosocial recovery from a cardiac event: the influence of perceived
control. Heart Lung. 1995; 24:273–280. [PubMed: 7591794]

20. Moser DK, Dracup K. Impact of cardiopulmonary resuscitation training on perceived control in
spouses of recovering cardiac patients. Res Nurs Health. 2000; 23:270–278. [PubMed: 10940952]

21. Franzén Årestedt K, Ågren S, Flemme I, Moser D, Strömberg A. Psychometric properties of the
Swedish version of the Control Attitude Scale for patients with heart disease and their family
members. Eur J Cardiovasc Nurs. 2010; 9(suppl 1):125.

22. Simons-Morton DG, Goff DC, Osganian S, et al. Rapid early action for coronary treatment:
rationale, design, and baseline characteristics. REACT Research Group. Acad Emerg Med. 1998;
5:726–738. [PubMed: 9678398]

23. Caldwell MA, Peters KJ, Dracup KA. A simplified education program improves knowledge, self-
care behavior, and disease severity in heart failure patients in rural settings. Am Heart J. 2005;
150:983. [PubMed: 16290977]

24. Motulsky, HJ. Intuitive Biostatistics. New York: Oxford University Press; 2010.

25. Pihl E, Jacobsson A, Fridlund B, Strömberg A, Mårtensson J. Depression and health-related quality
of life in elderly patients suffering from heart failure and their spouses: a comparative study. Eur J
Heart Fail. 2005; 7:583–589. [PubMed: 15921798]

26. Evangelista LS, Dracup K, Doering L, Tullman D, Moser DK, Hamilton M. Emotional well-being
of heart failure patients and their caregivers. J Card Fail. 2002; 8:300–305. [PubMed: 12411980]

27. Carpenter DM, Thorpe CT, Lewis M, Devellis RF, Hogan SL. Health-related quality of life for
patients with vasculitis and their spouses. Arthritis Rheum. 2009; 61:259–265. [PubMed:
19177525]

28. Jönsson AC, Lindgren I, Hallström B, Norrving B, Lindgren A. Determinants of quality of life in
stroke survivors and their informal caregivers. Stroke. 2005; 36:803–808. [PubMed: 15761203]

29. Lamura, G.; Döhner, H.; Kofahl, C. Family Carers of Older People in Europe. A Six-Country
Comparative Study. Berlin, Germany: Lit Verlag; 2008.

30. Dixon S, Walker M, Salek S. Incorporating carer effects into economic evaluation.
Pharmacoeconomics. 2006; 24:43–53. [PubMed: 16445302]

31. Alehagen U, Rahmqvist M, Paulsson T, Levin LA. Quality-adjusted life year weights among
elderly patients with heart failure. Eur J Heart Fail. 2008; 10:1033–1039. [PubMed: 18760669]

32. Havranek EP, McGovern KM, Weinberger J, Brocato A, Lowes BD, Abraham WT. Patient
preferences for heart failure treatment: utilities are valid measures of health-related quality of life
in heart failure. J Card Fail. 1999; 5:85–91. [PubMed: 10404347]

Ågren et al. Page 11

J Cardiovasc Nurs. Author manuscript; available in PMC 2012 June 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



33. Brouwer WB, van Exel NJ, van de Berg B, Dinant HJ, Koopmanschap MA, van den Bos GA.
Burden of caregiving: evidence of objective burden, subjective burden, and quality of life impacts
on informal caregivers of patients with rheumatoid arthritis. Arthritis Rheum. 2004; 51:570–577.
[PubMed: 15334429]

34. Davidson T, Krevers B, Levin LA. In pursuit of QALY weights for relatives—empirical estimates
in relatives caring for older people. Eur J Health Econ. 2008; 9:285–292. [PubMed: 17849155]

35. Dracup K, Evangelista LS, Doering L, Tullman D, Moser DK, Hamilton M. Emotional well-being
in spouses of patients with advanced heart failure. Heart Lung. 2004; 33:354–361. [PubMed:
15597288]

36. Luttik ML, Blaauwbroek A, Dijker A, Jaarsma T. Living with heart failure: partner perspectives.
Eur J Cardiovasc Nurs. 2007; 22:131–137.

37. Rohrbaugh MJ, Cranford JA, Shoham V, Nicklas JM, Sonnega JS, Coyne JC. Couples coping with
congestive heart failure: role and gender differences in psychological distress. J Fam Psychol.
2002; 16:3–13. [PubMed: 11915408]

38. Luttik ML, Jaarsma T, Veeger N, Tijssen J, Sanderman R, van Veldhuisen DJ. Caregiver burden in
partners of heart failure patients; limited influence of disease severity. Eur J Heart Fail. 2007;
9:695–701. [PubMed: 17347035]

39. Clark AM, Reid ME, Morrison CE, Capewell S, Murdoch DL, McMurray JJ. The complex nature
of informal care in home-based heart failure management. J Adv Nurs. 2008; 61:373–383.
[PubMed: 18234035]

40. Strömberg A. Measuring patients’ knowledge about heart failure. Eur J Cardiovasc Nurs. 2005;
4:267–268. [PubMed: 16278095]

41. American Heart Association. [April 15, 2010] Learn and Live. Heart failure patients, caregivers
have unmet care needs Heart Failure Caregiver’s Guide. http://www.americanheart.org/
presenter.jhtml?identifier=3039829

42. Heart Failure Matters. [April 15, 2010] Educational Web site for patients and families produced by
the Heart Failure Association of the European Society of Cardiology. http://
www.heartfailurematters.org

Ågren et al. Page 12

J Cardiovasc Nurs. Author manuscript; available in PMC 2012 June 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

http://www.americanheart.org/presenter.jhtml?identifier=3039829
http://www.americanheart.org/presenter.jhtml?identifier=3039829
http://www.heartfailurematters.org
http://www.heartfailurematters.org


What’s New and Important

■ There is a risk of impaired emotional well-being in partners of patients with

chronic heart failure.

■ There was no difference in the level of perceived control or knowledge about

chronic heart failure between patients and partners.

■ Quality-adjusted life-year weights and depressive symptoms were more

influenced in patients than in partners.
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Figure.
Flowchart illustrating the sample process.
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TABLE 1

Characteristics of the Dyads (n = 135) Consisting of Patients With Chronic Heart Failure and Their Partners

and the Partners’ Age- and Sex-Matched Reference Group (n = 135)

Patienta Partnera Reference Groupa P

Mean age, y 71 (SD, 12) 69 (SD, 12) 68 (SD, 11) NS

Male sex 101 (74.8) 34 (25.2) 34 (25.2) <.001b

Comorbidity

 Hypertension 53 (39.3) 42 (31.1) 46 (35.1) <.001b

 Stroke 16 (11.9) 7 (5.2) 3 (2.3) <.001b

 Lung disease 20 (15.6) 16 (12.8) 20 (15) NS

 Diabetes 28 (20.7) 13 (9.6) 8 (7.6) <.001b

 Cardiovascular disease 135 (100) 27 (20) 23 (18.8) <.001b

Education level NS

 Elementary school or equivalent 76 (56.3) 77 (57) 63 (46.7)

 Upper secondary school 38 (28.1) 39 (28.9) 49 (36.2)

 University 12 (8.9) 13 (9.6) 21 (15.6)

 Missing 9 (6.7) 6 (4.4) 2 (1.5)

Smoking history NS

 Never smoked 58 (43) 70 (51.9) 75 (55.6)

 Previous history of smoking 61 (45.1) 41 (30.3) 46 (34.1)

 Current smokers 6 (4.4) 14 (10.4) 14 (10.3)

 Missing 10 (7.4) 10 (7.4) 0

Performed physical activity, min/wk <.001b

 <60 48 (35.6) 24 (17.8) 18 (13.3)

 >60 78 (57.8) 101 (74.8) 106 (78.6)

 Missing 9 (6.7) 10 (7.4) 11 (8.1)

Abbreviation: NS, not statistically significant.

a
Values are presented as n (%) unless specified otherwise.

b
Patients compared with partners.
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TABLE 2

ANOVA of the QALY Weights and SF-36 Dimensions for Patients With Chronic Heart Failure, Their

Partners, and the Partners’ Age- And Sex-Matched Reference Group (df = 2)

Patienta Partnera Referencea P

QALY weight 0.63 (0.21), n = 127 0.79 (0.16), n = 132 0.77 (0.21), n = 124 .001,b NSc

PF4 47 (27), n = 133 74 (22), n = 134 71 (29), n = 133 .000,b NSc

RP6 18 (33), n = 132 73 (35), n = 133 66 (42), n = 129 .000,b NSc

BP1 61 (28), n = 135 71 (26), n = 134 65 (30), n = 133 .000,b NSc

GH2 46 (20), n = 134 65 (22), n = 133 64 (23), n = 129 .000,b NSc

VT8 40 (25), n = 133 61 (21), n = 133 62 (23), n = 130 .000,b NSc

SF7 64 (29), n = 135 84 (21), n = 133 81 (26), n = 133 .000,b NSc

RE5 40 (44), n = 130 77 (36), n = 132 78 (35), n = 126 .000,b NSc

MH3 69 (22), n = 133 71 (20), n = 133 79 (18), n = 130 .000,b .004c

Abbreviations: ANOVA, analysis of variance; BP, bodily pain; GH, general health; MH, mental health; NS, not statistically significant; PF,
physical functioning; QALY, quality-adjusted life-year; RE, emotional role functioning; RP, physical role functioning; SF, social functioning; VT,
vitality.

a
Values are presented as mean (SD).

b
Patients compared with partners.

c
Partners compared with reference group.
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TABLE 3

Distribution of the Categorization of Beck Depression Inventory II for Patients With Chronic Heart Failure

and Their Partnersa

Patients (n = 111), n (%) Partners (n = 118), n (%)

No depressive symptom (score 0–13) 72 (65) 103 (87)

Minor depressive symptom (score 14–19) 18 (16) 12 (10)

Moderate depressive symptom (score 20–28) 15 (14) 2 (2)

Major depressive symptom (score 29–63) 6 (5) 1 (1)

a
There was a significant difference between the groups analysed by χ23 test (P < .001).
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