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 ABSTRACT 

Behaviors and Cognitions as Mediators of Psychosocial Variables and Re-

hospitalizations in Patients with Heart Failure: A Structural Equation Modeling Approach 

 

Felicia Keith, Ph.D., 2017 

 

Thesis directed by: Dr. David Krantz, Professor, Department of Medical and Clinical 

Psychology 

Background. Heart failure is a major financial burden to the United States healthcare 

system, with much of the cost attributable to frequent re-hospitalizations.  . Research has 

shown that psychosocial variables (e.g., depression, anger, social support) are associated 

with increased risk of re-hospitalizations in patients with heart failure. In a majority 

African American population, this study used structural equation modeling to determine 

the structure of Self-Care and Negative Affect, Attitudes, and Social Support, and their 

relationship to hospitalizations and death in HF patients. Methods. This was a secondary 

analysis of a dataset consisting 150 heart failure patients recruited from the University of 

Maryland Medical Center. Participants were administered measures of psychosocial 

measures (depression, anxiety, stress, anger, hostility, social support, optimism and self-

efficacy), as measures of self-care (e.g., dietary and medication adherence and physical 

activity) and a measure of perceived symptom cognitions. Participants were then 

followed for up to additional 39 months and data on re-hospitalizations and death were 

collected. Results. This study determined that: (1) a construct of Negative Affect was 

comprised of hostility, state and trait anxiety, total stress, total depression, and state and 
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trait anger; (2) a construct of Attitudes was comprised of LOT Pessimism, LOT 

Optimism, KCCQ Self-efficacy subscale, and an ad-hoc measure of self-efficacy; (3) a 

Social Support construct was comprised of structural (number of people in social 

network, number of high contact roles, and number of embedded networks) and 

functional (ISEL total score) support; and (4) the latent construct of Self-Care was 

comprised of measures of medication and diet adherence, BMI, and smoking status. 

Results further indicated that Self-Care predicted mortality and perceived symptoms 

predicted all-cause hospitalizations. However, analyses also revealed that Self-Care and 

perceived symptoms did not predict any other readmissions. Additionally, none of the 

psychosocial variables predicted Self-Care or perceived symptoms. Therefore, the 

construct of Self-Care behaviors and the observed variable of perceived symptoms did 

not mediate the relationship between these psychosocial variables (e.g., negative affect, 

positive attitudes, and social support) and hospital readmissions. Exploratory analyses 

determined that the construct of Hostility and the subcomponents of anger (Trait Anger, 

and Anger Expression Out) were associated with all cause hospitalizations, but this 

relationship was not mediated by the construct of Self-Care and perceived symptoms. 

Conclusion.  These findings indicate that Self-Care, Negative Affect, Attitudes, and 

Social Support are useful constructs in the study of heart failure outcomes. However, 

further research is needed in order to establish the mechanisms linking these constructs to 

hospitalizations in HF patients. 
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CHAPTER 1: Introduction  
 

Heart failure (HF) affects over 5.8 million individuals in the United States, with 

African Americans disproportionately affected by HF (165; 235).  HF places a 

considerable burden on the United States health care system, with an estimated cost of 

over $39.2 billion dollars in health care, medications, re-hospitalizations, and lost 

productivity annually (83; 192). As a result of this large expenditure and onus on the U.S. 

health care system, reducing hospital re-admissions for patients with HF has been an 

important goal of physicians and researchers. Previous research suggests that many of the 

hospitalizations in HF patients result from potentially preventable causes such as 

medication non-compliance, poor self-care behaviors, and perceived symptoms. Recently 

data indicate psychosocial constructs such as anger and hostility are related to 

hospitalizations and negative outcomes in patients with HF (131; 136). Furthermore, the 

current literature suggests that additional psychosocial factors such as social support and 

optimism, serve as buffers to re-hospitalizations and negative outcomes in patients with 

HF (32; 141). Other psychosocial variables, such as depression, stress, and to a lesser 

extent, anxiety, serve as predictors of re-admissions and negative cardiac outcomes (79; 

94; 148; 201). This burgeoning research underscores the importance of understanding the 

impact and role of psychosocial variables on modifiable risk factors such as self-care, and 

perceived symptoms. 

The purpose of this dissertation was to examine the role of self-care (behaviors) 

and perceived symptoms (cognitions) in mediating the relationship between psychosocial 

variables and hospitalizations. This will be examined with a predominately African 

American sample due to the lack of research within this health disparity (278). This 
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proposal will begin with a brief overview of HF, followed by a discussion of the current 

literature surrounding predictors of readmissions, emphasizing the role of psychosocial 

variables. A discussion of how both self-care and perceived symptoms are influenced by 

these same psychosocial variables, and their subsequent impact on re-admissions will be 

presented. Finally, a theoretical model will be proposed to examine study hypotheses. 

THE EPIDEMIOLOGY OF HEART FAILURE 

Prevalence and Incidence  

Each year 670,000 Americans are diagnosed with HF, with an incidence of 2-5 

per 1,000 Caucasian individuals each year (161; 192), and 9.1 per 1,000 African 

American individuals (100). HF risk typically increases with age and incidence 

approaches 10 per 1000 individuals after the age of 65 (220). However, African 

Americans are at particular risk for the early development of HF (82). The Framingham 

Heart Study, conducted by the National Heart, Lung and Blood Institute, found that the 

risk of developing HF for both men and women is 1 in 5 (220). The National Health and 

Nutrition Examination Study reported that as of 2006, the prevalence of HF within 

Caucasian Americans was 2.6% (165). Projections indicate that prevalence of HF will 

increase approximately 40% from 2012-2030 (115). Approximately, 80% of men and 

70% of women under the age of 65 will die within 8 years of diagnosis (220). African 

Americans are at even greater risk of mortality due to HF (1.8 for men, and 2.4 for 

women) (99). The incidence, growing prevalence of HF and mortality, underscores the 

need for a deeper understanding of risk factors, both biological and psychological. 

Cost of Re-hospitalizations 
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HF is one of the largest contributors to re-hospitalization, with rates that near 30% 

from 60-90 days post discharge (130). Research has found that between 1980-2006, re-

hospitalization rates have been on the rise, with an annual increase of 1.20% re-

admissions by men and 1.55% by women (164). African Americans have been found to 

be hospitalized at higher rates than Caucasian Americans, and have worse outcomes than 

their counterparts (82). Indeed, the United States spends almost 40 billion dollars on HF 

related costs each year, and re-hospitalizations account for 64% of that total cost (6; 83; 

192).  

 PATHOPHYSIOLOGY OF HEART FAILURE 

 HF is a chronic disorder in which the heart is unable to pump sufficient blood to 

supply the body’s needs (174). HF is differentiated between ischemic and non-ischemic. 

Ischemic HF occurs when an individual develops HF due to coronary heart disease, non-

ischemic HF is due to other factors (e.g., substance abuse, kidney disorder, hypertension).  

Non-ischemic HF predominates in African American individuals, compared to Caucasian 

individuals who are more likely to be diagnosed with ischemic HF (235).  The medical 

literature also differentiates HF by changes in the heart’s capacity to pump blood 

throughout the body, namely: systolic HF and diastolic HF.  

Systolic HF  

Systolic HF occurs when the left ventricle, the primary pumping chamber of the 

heart, loses its ability to contract normally and eject adequate blood into the body. A 

majority of systolic HF cases are a result of coronary artery disease, in which cholesterol, 

calcium, and fat form hardened plaque deposits, which build up and line coronary 

arteries, causing fluid buildup within the chambers of the heart and backing up the fluid 
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coming in from the lungs (142; 178). The heart loses its ability to contract due to 

myocardial cell death, dysfunction in myocardial cells, and the dysregulation of 

neurohormones and inflammatory processes (e.g., catecholamines, interleukin 1, TNF-

alpha), which function to hasten the process of cell death and reduce cardiac function 

(198). 

Diastolic HF 

Diastolic HF occurs when the left ventricle is unable to relax and refill due to the 

thickening of the chamber walls, also known as left ventricular hypertrophy (14). When 

the left ventricle is unable to fill, the result is reduced blood output (97). The main cause 

of diastolic HF is hypertension (104). Hypertension increases the overall workload of the 

myocardial muscle, stimulating the local renin-angiotensin system. When the renin-

angiotensin system is activated, it increases the release of angiotensin II and aldosterone, 

which promotes cell growth and collagen production (170).   

African Americans experience severe hypertension at a rate at least 3 to 7 times 

higher than Caucasian Americans, and they also experience left ventricular hypertrophy 

at 3 times the rate of their white counterparts (227; 278). This higher rate of severe 

hypertension causes more damage to the heart, cerebral structures, and kidneys and 

therefore results in a higher mortality rate for African Americans. When treating 

hypertension in African Americans, studies have found a blunted effect of beta-blockers 

and angiotensin-converting-enzyme (ACE) inhibitors compared to Caucasian Americans 

(52; 253). This necessitates the need for a diuretic, which in turn can then lower the 

efficacy of both the beta-blocker and the ACE inhibitor (46; 52; 253). 

Co-morbidities Associated with Hospitalizations in HF Patients 
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The major causes of HF are coronary artery disease and hypertension. However, 

HF may also result from alcoholism, obesity, genetic factors, and other chronic diseases 

(69; 142; 159; 189). There are numerous comorbidities associated with HF, including 

other disorders that increase risk (e.g., pneumonia, renal disorders, chronic pulmonary 

disease, diabetes, and complications of coronary artery disease). A significant number of 

hospitalizations are a direct result of these comorbidities, and not necessarily a direct 

result of HF complications (4). Minority populations, such as African Americans, are at 

greater risk for these health conditions (e.g., obesity and diabetes) and therefore may be 

at greater risk for hospitalizations due to comorbidities of HF (71). Due to the high rate of 

comorbidities associated with HF, a large number of hospital readmissions in HF patients 

result both from HF-related and non-HF related causes (4).  

A recent review of Medicare patients reported that 37% of those with HF were re-

hospitalized for HF related causes within the first 30 days after their initial visit (130). 

However, patients with HF were also re-hospitalized for non-HF related causes 63% of 

the time (70). The remaining non-HF related re-hospitalizations were due to conditions 

such as: pneumonia, renal failure, nutrition-related or metabolic issues, acute myocardial 

infarction, chronic obstructive pulmonary disease, arrhythmias, circulatory disorders, 

gastrointestinal bleeding, and gastrointestinal problems (130; 151). HF also accounts for 

approximately 4.2% of all inpatient stays (248).  In a poll of caregivers, patients, 

cardiologists, and HF nurses, researchers found that 37-48% of hospital readmissions 

were due to other medical health problems (e.g., arrhythmia, ischemia, pulmonary 

disorders, renal insufficiency, and anemia)(8). In a of study of individuals with HF, 

Forman et al (92) found that 27% of re-hospitalizations were due to complications of 
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worsening renal function. For this reason, in studying re-hospitalization in HF patients, it 

is important to examine not only at HF and cardiac hospitalizations, but also at all-cause 

and non-cardiac reasons comorbidities as well.  

Predictors of Re-hospitalizations in HF 

 Chronic HF accounts for $20 billion dollars (1.5%) of the total health care 

expenditure in the United States (34). Additionally, approximately half of all individuals 

with HF are re-hospitalized within six months (154), rendering this time frame as critical 

for research and reform efforts. Given this cost and utilization of resources, re-

hospitalizations have been the focus of much scrutiny and research. 

 Zaya et al (280) identified four major categories of predictors of re-

hospitalizations: clinical indicators, biomarkers, hemodynamic parameters, and 

psychosocial factors. Clinical indicators included conditions such as angina, extensive 

edema, high jugular venous pressure, prior pacemaker implementation, previous 

hospitalization and length of hospital stay (9; 153; 154; 191). Since biomarkers have been 

found to be independent predictors of re-hospitalizations, some additional useful 

biomarkers include: decreased glomerular filtration rate (due the activation of the renin-

angiotensin-aldosterone system), and cardiac troponin (which, when elevated, indicates 

cardiomyocyte injury) (143; 171).  

Hemodynamic parameters include determining volume status and pressures 

within the heart; as a result researchers and physicians have relied on B-type natriuretic 

peptide (BNP), a biomarker secreted from the heart in response to a change in blood 

pressure, which is a strong independent predictor of re-hospitalizations (81).  
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In addition to these physiological and biological correlates, behavioral, cognitive 

and psychosocial factors also contribute to HF re-admissions, mortality, and negative 

outcomes. Behaviors that impact these outcomes include poor adherence to medication 

and diet regimens (181; 262).  Cognitions, such as perceived symptoms, have also been 

found to predict re-hospitalizations and mortality (116).  Contributing psychological 

factors include: negative affect, optimism, and social support (141; 149; 173; 204). The 

current state of the literature suggests that all of these factors (psychosocial, behavioral, 

and cognitive) play a role in re-hospitalizations in HF patients. This dissertation will 

propose and test a conceptual model that seeks to determine the relationship between 

psychosocial factors, behaviors, and cognitions, as they relate to re-hospitalizations in 

patients with HF. 

PSYCHOSOCIAL PREDICTORS OF ADVERSE OUTCOMES IN CORONARY HEART DISEASE 
AND HEART FAILURE 

Psychosocial factors have been found to contribute to re-hospitalizations in both 

patients with HF and those with coronary heart disease, independently from other risk 

factors. This section will review the literature for both coronary heart disease and HF, as 

coronary heart disease is a main contributor to HF and research has focused primarily on 

the risk factors of coronary heart disease.  

Negative Affect 

Early work on the link between psychological states and HF, revealed that 

“emotional factors” (defined as any event or circumstances that represented trauma or 

elicited a strong emotional reaction) precipitated hospitalizations in 49% of cases (204). 

Negative affective states, such as depression, stress, anger, and hostility have all been 

found to predict adverse outcomes in patients with HF and coronary heart disease (79; 94; 
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131; 136; 148). Negative affect is typically conceptualized as subjective distress and 

unpleasurable psychological states that includes dimensions such as: distressed, upset, 

hostile, irritable, scared, afraid, ashamed, and nervous (265). Specifically, depression is 

an independent risk factor for coronary artery disease, similar to smoking, cholesterol, 

and hypertension (93). In a meta-analysis Rutledge et al (224) concluded that patients 

with clinical levels of depression were twice as likely to be re-hospitalized than patients 

without depression; patients with clinical depression were also at twice the risk for an 

adverse cardiac event and cardiac death. In one study to be described in more detail in a 

following section, depression not only predicted re-hospitalizations (132), but also greater 

length of stay; HF patients with clinical depression were less likely to receive education 

on the components of HF, referrals to outpatient management programs, and cardiac 

procedures (3). African Americans have a more chronic course of depression, and are less 

likely to receive psychotherapy than Caucasian Americans, placing them at higher risk 

for HF complications (270). 

Similar to depression, other negative affect states, such as anger, and hostility 

have been found to predict all-cause and non-cardiac related hospitalizations in patients 

with HF (131; 136). In one representative study, Williams et al (271) followed 12,986 

men and woman for approximately 53 months and found that those who exhibited “high” 

trait anger at baseline were 2.20 times more likely to experience negative cardiac events 

and 1.54 times more likely to develop coronary heart disease than those who exhibited 

“low” trait anger. Anger proneness (assessed via trait anger) has also been found to 

predict the development of coronary heart disease and HF. Similarly, Kucharska-Newton 

et al (156) followed 13,171 individuals over approximately 18.5 years, and found that 
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individuals with “high” trait anger were 1.44 more likely to develop HF than those who 

exhibited “low” trait anger at baseline.  Anger and hostility may manifest differently in 

African Americans as compared to Caucasian Americans, and therefore have a different 

impact on the course and treatment of HF. Research has linked increased anger to 

increased diastolic blood pressure that persists after exposure to racist stimuli (90). This 

research suggests that African Americans, due to their minority status, are exposed to 

culturally unique situations which otherwise may not impact Caucasian Americans, that 

cause additional strain on the cardiovascular system and thereby possibly increasing their 

risk for a negative HF outcome. 

Negative affect is similar to the construct of neuroticism that has consistently 

been demonstrated to be a personality component in factor analytic studies (68; 89). 

Similarly, research in patients with coronary artery disease also indicates that there exists 

a higher order construct of “negative affect” that encompasses state and trait measures of 

anxiety, depression, general distress, and panic (201). In 565 HF patients, a factor 

analysis of components of anxiety, depression, distress, and panic determined that these 

characteristics were not wholly distinct from one another and often loaded on the same 

factor (201). The following section will provide a literature review of individual 

components of negative affect, data documenting the overlap between the constructs and 

the need for a higher order variable to examine negative psychological states. 

Perceived Stress 

Perceived stress is inherently intertwined with other negative affective states, such 

as anxiety, anger and depression, because it can be both the antecedent to these 

conditions, and the outcome (58). As such, the definition of stress refers to the process 
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that occurs when an individual perceives that their environmental demands exceed their 

ability to cope or adapt (60). Individual responses to stress can vary based on genetic 

factors; however, it is largely due to how an individual perceives a situation and by their 

current physical health, the latter being a is a result of physiological predispositions and 

behavioral and lifestyle choices (160; 177). Stress is thought to impact both HF and 

coronary heart disease through several pathways: it’s etiological role in anger, anxiety 

and depression, and the negative health behaviors that are results of these emotional 

states (e.g., increased smoking and drinking, reduction in exercise and healthy eating 

behaviors) (58). Stress also may operate to increase disease risk, through biological 

channels (e.g., activation of the hypothalamic-pituitary-adrenocortical (HPA) axis, and 

the activation of the sympathetic-adrenal medullary system, (SAM system)) (58). This 

direct connection between stress and the activation of the SAM system is evidenced in 

research that has linked stereotype threat (the fear of confirming stereotypes of a minority 

social group) in African Americans to increases in mean arterial blood pressure (36). 

As noted previously, stress is thought to impact HF and coronary artery disease 

because it activates both the HPA axis and the SAM system. When an individual is under 

chronic stress and glucocorticoid hormones are being constantly produced, it can 

negatively impact an individual’s immune response, making them more susceptible to 

diseases such as coronary heart disease and HF (58; 60; 140). When the SAM system is 

activated it releases epinephrine and norepinephrine from the adrenal medulla, which 

then activates the heart and muscles for the “fight or flight” response (which increases 

heart rate, cardiac output, and blood pressure) (42; 150). Elevated blood pressure is 

important in HF since it makes the already damaged heart pump harder in order to 
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provide blood to the body. Catecholamines are important for HF, because they are 

elevated in HF patients and can lead to further damage to the myocardium.  

Anxiety 

Anxiety has been described as an adaptive emotional state that includes feelings 

of worry, apprehension, nervousness, and tension, coupled with physiological arousal that 

is essential in responding appropriately to stressful situations (244). Anxiety can improve 

performance and help motivate needed action, however anxiety can also hinder 

performance if it becomes overwhelming (254).  

Several studies have found that the presence of anxiety is associated with 

increased risk of myocardial infarction and the development of coronary heart disease 

(66; 67; 110; 129; 135; 155; 267). As an example, the Normative Aging Study followed 

2,280 men for 32 years, and found that those who reported 2 or more symptoms of 

anxiety had an elevated risk of sudden cardiac death (OR= 5.73) and fatal coronary heart 

disease (OR=3.20), compared to men who reported no anxiety symptoms (135). 

Examining this same cohort, Kubzansky et al (155) selected 1,759 men who had no 

history of coronary heart disease and administered a scale designed to capture “worry” 

(subscales included: social conditions, health, financial, self-definition, and aging). The 

authors found that those with the highest amount of reported worry had increased risk for 

nonfatal myocardial infarctions (OR=2.41), and for coronary heart disease (both fatal and 

nonfatal, OR=1.48), compared to those with the lowest amount of reported worry. 

Furthermore, Weissman et al (267) found that those with a diagnosis of a panic disorder 

were at twice the risk for stroke than those with any another psychiatric disorder or no 

psychiatric disorder. While these studies suggest a link between anxiety and broad 
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cardiovascular outcomes, the literature on anxiety and its impact on outcomes in HF 

patients is scarce. The high comorbidity with depression, construct overlap with stress, 

and dearth of literature concerning impacts within a HF population, renders anxiety a 

necessary component to examine. 

There is a paucity of research on anxiety disorders and anxiety in African 

Americans. However, a large epidemiological study found that compared to whites, 

Caribbean blacks and African Americans were more likely to meet criteria for PTSD 

during adulthood, but whites were at higher risk for panic disorder, generalized anxiety 

disorder, social anxiety, and PTSD during childhood. However, when African American 

and Caribbean blacks met criteria for an anxiety disorder, they reported higher levels of 

symptomatology, distress, and functional impairment compared to Caucasians (121).  

This greater level of distress and functional impairment, when an anxiety disorder is 

present, among African Americans and Caribbean blacks may cause elevated risk for 

cardiovascular disease and subsequently HF. There is currently little known research on 

the impact of anxiety on HF within African Americans and this dissertation will seek to 

fill that void. 

Depression 

In addition to anxiety, research has similarly found a strong link between 

depression and cardiovascular disease.  The prevalence of depression in individuals with 

HF ranges from 13-77%, depending on method of diagnosis and treatment setting. HF 

patients with depression are more likely to be younger and women (103; 256). In a meta-

analysis of 36 studies of patients with HF and depression, Rutledge et al (224) found that 

patients with clinical levels of depression were at twice the risk for any adverse cardiac 
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event and cardiac death as compared to patients without depression. Furthermore, 

patients with clinical levels of depression had higher rates of hospitalization and 

emergency department visits than those without depression.  

The relationship between depression and HF is a multifaceted one, as depression 

and HF share underlying biological mechanisms, meaning that the presence of one can 

increase the risk of the other (78). Possible mechanisms linking depression and heart 

failure include reduced parasympathetic activity, increased inflammatory responses, and 

increased platelet activity.  

Particularly relevant for the present study, depression has also been shown to 

exacerbate HF because of its impact on behavioral variables such as medication and diet 

non-adherence, decreased participation in physical activity, and decreased smoking 

cessation (98; 258). Interestingly, in one study, African Americans were less likely to 

report depressive symptoms than Caucasians, however in patients who did report 

depression they were significantly less likely to be receiving beta-blockers (103). These 

behavioral variables, on the part of the patient and the provider, are the subject of 

considerable recent research (217) and variables play a large role in this proposal.  

Therefore, their link to depression will be discussed in more detail within the self-care 

section. 

Anger and hostility 

Considerable research documents the role of anger and hostility as risk factors for 

the development and onset of coronary heart disease (180; 271). However, specific links 

between anger, hostility and HF has not been well studied. Only two studies have 

investigated the effect of anger on adverse outcomes in patients currently experiencing 
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HF. Jenner et al (131) found that anger significantly predicted length of stay in the 

hospital but not readmissions. However, in a study utilizing the same study population as 

the present study, Keith (136) found that hostility predicted all-cause hospitalizations, 

and subcomponents of anger (e.g., Anger Expression Out and Trait Anger) predicted non-

cardiac and all-cause related re-admissions.  

 The most recent meta-analysis on anger, hostility and coronary heart disease was 

conducted by Chida and Steptoe (47). Overall, the review concluded that there is a 

positive association between hostility and anger and coronary heart disease. The authors 

noted that studies with longer follow-up periods found higher risks in both the healthy 

and diseased populations. However, they also found that when studies fully controlled for 

behavioral covariates, such as smoking, body mass index, physical activity and 

socioeconomic status, the negative effect of anger and hostility on CHD was no longer 

significant. The authors contend that other unmeasured factors may have confounded 

these associations. Overall, this meta-analysis also concluded that the effects of hostility 

and anger are slightly greater in patients with CHD than healthy populations, indicating 

that anger and hostility may play a role in accelerating the effects of CHD.  

Together, these studies suggest that both anger and hostility play a role in the 

development of coronary heart disease and subsequent negative outcomes in those with 

HF. However, the mechanisms through which anger and hostility impact HF are not well 

understood. Additionally, little known research has been conducted in regards to the 

expression of anger and hostility in African American patients with HF. This study will 

aim to inform the literature on the expression of anger and hostility in African American 
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patients with HF and examine whether hostility and anger may broadly impact and 

increase negative health behaviors (136). 

Overlap of Among Stress, Depression, Anxiety, and Anger 

As stated previously, negative affect appears to be a higher order construct in 

healthy individuals and in cardiac patients. This appears to be a result of the overlap and 

comorbidity among conditions, for example several systematic reviews of the literature 

indicate a strong association between stressful life events and the onset of major 

depressive episodes (111; 138; 175; 199; 255). Additionally, researchers have also found 

that perceived stress is also highly correlated with trait anger, and expression of anger 

(257).  

The construct of anxiety shares many characteristics with depression and, are 

viewed by some as different points along the same continuum and as a result are often 

comorbid conditions (51). For example, the Netherlands Study of Depression and 

Anxiety found that of individuals diagnosed with depression 67% had a current anxiety 

diagnosis, and 75% had a history of an anxiety disorder; furthermore, those who were 

diagnosed with a current anxiety disorder, 63% also had a current depressive disorder and 

81% had a history of a depressive disorder (157). Research has also shown that the 

constructs of anger and depression overlap significantly (251). Baeg et al (15) found 

individuals who report severe depression symptoms also report higher anger experience 

and anger expression. Stewart et al (247) found that both hostility and anger may precede 

and subsequently predict depressive symptoms. 

Taken together, stress, anxiety, depression, and anger/hostility are inexorably 

linked and these constructs have clear associations with re-hospitalizations or negative 
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cardiovascular outcomes. These complex relationships and correlates of negative 

outcomes in cardiac patients warrant a higher order variable, comprised of stress, anxiety, 

depression, and anger/hostility, within one model.  

PSYCHOSOCIAL BUFFERS AGAINST NEGATIVE OUTCOMES IN HF AND HEART DISEASE 

In addition to the psychosocial risk factors associated with poor HF outcomes, 

there are psychosocial factors linked to more favorable (or that attenuate poor) outcomes. 

Concepts such as social support, and optimism have both been associated with improved 

outcomes in individuals with HF and reduced hospitalizations (32). In light of the 

evidence indicating the relationship between these psychosocial variables and re-

hospitalizations, the present study will examine these constructs and their ability to 

predict re-admissions. The following section will explore these constructs in further 

depth. 

Social Support 

Social support is an umbrella term that is defined as “the social resources that 

persons perceive to be available or that are actually provided to them by nonprofessionals 

in the context of both formal supports groups and informal helping relationships” (56). 

This definition captures a multifaceted construct that is composed of different categories 

of support, such as: social embeddedness, perceived social support, and enacted support 

(21). Researchers have focused primarily on perceived social support, as it is has been 

shown to provide much of the buffering effects associated with social support (61; 62). 

Functional support refers to the resources gained through social network ties (e.g., 

favors), and structural support refers to the number of direct and indirect social ties that 

surround the individual, and the amount of integration amongst those social ties (102). 
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Additionally, the construct of social support is further differentiated into types of support 

(e.g., emotional, instrumental, informational, companionate, and esteem support). Among 

patients, evidence indicates that emotional support seems to be a more powerful predictor 

of outcomes than other types of support, such as tangible/instrumental support (102; 118). 

A growing body of literature suggests that social support and its aforementioned 

subcomponents may play a role in reducing risk for re-hospitalizations and death (48; 

168; 261). 

Impact of Social Support in HF 

Research has found that social support has an impact on HF even prior to 

diagnosis, as individuals who reported to have sufficient social support were twice as 

likely to undergo testing for traditional risk factors (e.g., blood pressure and cholesterol), 

than those who reported insufficient social support (206). With regard to subcomponents 

of social support, in a study of 75 patients with HF, individuals who reported more 

emotional support had significantly reduced perceived symptoms and depression, and 

improved quality of life, compared to individuals who reported more instrumental 

support (119). Emotional support is conceptualized as relationships that provide intimate 

expressions of support such as listening and affection (102). Further research has found 

that emotional support is associated with reduced cardiovascular events in women (152). 

However, prior research in the present sample failed to find a relationship between 

functional and structural social support and re-hospitalizations (266).   

While research has shown that social support may buffer negative health 

outcomes, research has also focused heavily on the impact of lack of social support. In a 

review of the literature, Luttik et al (169) identified seven studies on social support and 
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readmission and four studies that evaluated social support and mortality in patients with 

HF. Of the studies that investigated social support and readmission, three found that a 

lack of social support was correlated with an increased risk for readmission (48; 152; 

234). Three of the remaining studies, found indirect evidence that social support 

influenced hospital re-admissions (112; 262; 276). While the remaining study did not find 

evidence that social support predicted HF hospitalizations. Studies of African Americans 

and social support have found that African American men reported higher levels of self-

esteem, appraisal, belonging, and total support than African American women and 

Caucasian men (200). Another study found that African Americans who reported 

financial and emotional support were at decreased risk for hypertension (29). This 

difference in reported social support and the subsequent impact (decreased risk for 

hypertension and possible buffer effects), suggests that social support may play a 

heightened role in HF for African Americans compared to Caucasians. In fact, in this 

same dataset, Weiss (266) found that race moderated the effect of social support on HF 

outcomes such as the Kansas City Cardiomyopathy Questionnaire (a measure of HF 

symptoms) and the Six-Minute Walk Test (a measure of HF functional status). 

Mechanisms Linking Social Support to Cardiovascular Outcomes 

While the association of social support to outcomes in patients with HF has 

largely been supported, the mechanism by which social support impacts HF is not well 

understood (210). One hypothesis offered by Cohen and Wills (62) is the stress buffering 

hypothesis, which posits that psychosocial stress will have adverse effects on health for 

individuals with little or no social support, while these impacts will diminish, if not be 

completely eliminated, for those with stronger support systems. One of the possible 
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mechanisms linking social support with cardiovascular outcomes social support’s impact 

on health behaviors (210).  

In general, evidence indicates that increased social support is linked to improved 

medication adherence, and reduced re-admission rates (239; 277). The relationship 

between social support and self-care health behaviors will be examined further in depth, 

later in this proposal. 

Attitudes  

Attitudes differ from our previous constructs as they are conceptualized as 

cognitions that have a conceptual reference and are evaluations of said reference, versus 

emotional states as captured by negative affect, and tangible and emotional support as 

captured by social support (5; 207). Attitudes offer an important contribution to a model, 

as research has found that attitudes can drive behavior (2). 

Optimism 

Optimism is defined as the overall belief that good things will happen, and can 

generalize to an overall confidence about life (44; 229). Therefore, it is believed, that 

people who are optimistic will persevere toward an obtainable goal, even under 

challenging circumstances or when progress is slow (229). This type of attitude and 

determination is associated with positive health behaviors, such as: not smoking, brisk 

walking, moderate alcohol use, and vigorous physical activities (in women), after 

controlling for clinical condition and demographic variables within a community sample 

(246). Optimism is also associated with improved overall physical health, thereby 

possibly reducing risk factors for HF (e.g., reduced inflammation, improved blood 

pressure, heighten endothelial and endocrine function)(85; 126; 209).  
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Additionally, optimism has also been found to protect against negative mood, 

brought about by psychological stressors and physical stressors, which may also bolster 

an individual’s capacity to engage in positive health behaviors (38). Optimism, or lack 

thereof, has been described as one of main difficulties when engaging HF patients in 

hospice care as it may influence treatment buy-in and social relationships; these 

associations, among others, may explain the growing literature showing an association 

between optimism and re-admissions in individuals with HF and coronary heart disease 

(167).   

Recently, Kim et al (141) found that higher levels of optimism are associated with 

a lower risk of incident HF. Whittaker (269), using this sample of primarily African 

Americans, also found that dispositional optimism was related to reduced HF symptoms, 

better functional status, and fewer hospitalizations within a sample of HF patients. 

Furthermore, optimism has been linked to additional negative outcomes, such as 

myocardial infarction, stroke, cardiac death, and coronary heart disease (221; 222). This 

proposal will further explore the mediating effect of self-care variables and perceived 

symptoms on the relationship between optimism and re-hospitalizations in patients with 

HF. 

Self-efficacy 

As part of his Social Cognitive Theory, Bandura (17) conceptualized self-

efficacy, as the main motivator behind behavior change, and as such, he separates the 

construct into two components: outcome expectations and efficacy expectations. 

Outcome expectancy is an individual’s estimate that their behavior will lead to a 

particular outcome. Efficacy expectancy is the belief or conviction that an individual can 
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successfully engage in the necessary behaviors to produce a desired outcome. Bandura 

differentiated between outcome and efficacy expectancy, because he noted that an 

individual can believe that a behavior will lead to a particular outcome, while entertaining 

doubts about their ability to complete that necessary behavior. This conceptualization 

allows individuals to cope if they find themselves unable to complete a particular 

behavior, and it also allows them to re-evaluate and engage in a different behavior if 

necessary.  

Researchers have explored the extent to which self-efficacy may impact health 

behaviors, and found have found that higher levels of self-efficacy are related to higher 

levels of self-care maintenance and management (39). More specifically, a higher sense 

of self-efficacy is associated with an increased ability to quit smoking, better dietary 

adherence, and increased physical activity (40; 273). Research has primarily investigated 

self-efficacy’s impact on self-care as an indirect factor that contributes to re-

hospitalizations and negative cardiac outcomes (39; 43; 80; 194). Although, a few studies 

have found self-efficacy is directly associated with mortality and readmissions. One study 

found that in a survey of 191 patients and their spouses, both patient and spouse level of 

self-efficacy predicted survival, when levels of self-efficacy were examined 

independently. However, when entered into the same regression model, only spouse self-

efficacy predicted patient survival (219). Furthermore, Sarkar et al (226) found that lower 

levels of reported self-efficacy predicted re-hospitalizations and all-cause mortality. In a 

study of hypertensive African Americans, researchers found that self-efficacy was 

negatively associated with medication adherence and it mediated the relationship between 

depressive symptoms and medication adherence (231). Taken together, research suggests 
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that self-efficacy may be a powerful motivator for behavior change and therefore it will 

be important to investigate its relationship on possible mediating variables, to better 

understand its mechanism of action. 

Self Care as a Possible Mechanism of Action  

Modifiable behaviors, such as medication and diet adherence, contribute to the 

concept of “self-care.” Self-care and lack thereof, has been found to heavily contribute to 

re-hospitalizations and negative outcomes in HF patients (13; 88; 225; 260). Because of 

the behavioral nature of self-care, psychological processes influence it; this dissertation 

will examine the extent to which it may be affected by psychosocial variables. The 

literature suggests that  

Definition of Self-Care 

Riegel et al (213) define self-care as a: “naturalistic decision making process 

involving the choice of behaviors that maintain physiologic stability (self-care 

maintenance) and the response to symptoms when they occur (self-care management)” 

(pg. 1). Self-care maintenance encompasses the implementation of health behaviors, such 

as dietary and medication adherence, physical activity, daily weighing, and monitoring 

oneself for additional signs and symptoms. Self-care management refers to actively 

making decisions to engage in health enhancing behavior when confronted with signs and 

symptoms of worsening conditions. In HF, this requires patients to be recognize change, 

such as recognizing changes in fluid levels (i.e., increasing edema), evaluate the 

seriousness of that change, decide to take action, implement that action (e.g., take an 

additional dose of their diuretic), and then evaluate the result of that action.  
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Self-care within African Americans has been described as including systems such 

as the family structure and the church, and individual components such as spirituality, 

social support, and traditional, non-biomedical health and healing practices (25). Within 

the African American community, 70% reported that their families utilized home 

remedies and 35% reported that they utilized home remedies themselves (37). However, 

despite the higher prevalence of African Americans with HF, self-care measures do not 

include these aspects of self-care, instead they are focused on Western ideals that the 

individual is the main decision maker (25).  

Researchers have used the Revised Heart Failure Self-Care Behavioral Scale 

(213) to compare self-care behaviors between African Americans and Caucasians. 

Artinian et al (13) found that when compared to Caucasian Americans, African 

Americans were more likely to seek medical attention when having difficulty breathing, 

if they experienced increased fluid retention, or experienced a reduction in appetite. The 

following sections will describe the differences between African Americans and 

Caucasian Americans with respect to the main domains of self-care.  

Individual Components of Self-Care Maintenance 

Dietary Adherence 

Reduced dietary sodium intake is one of the most frequent recommendations 

made to HF patients and is endorsed by multiple HF guidelines (109; 179; 218). The 

regulation of dietary sodium intake is essential because sodium intake is associated with 

fluid retention, which puts additional stress on the heart and can increase blood pressure 

(109). The average American will ingest in excess of 3500 mg of sodium daily, which is 

above current guidelines of 2,300 mg daily suggested by the Dietary Guidelines for 
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Americans, 2010 (33; 259). The Heart Failure Society of America recommends less than 

2000mg of sodium daily for patients with moderate to severe HF (114). Research has 

found that lack of knowledge about dietary sodium intake increases the risk for HF 

hospital re-admissions, however the Institute of Medicine found that there was 

“insufficient and inconsistent” evidence linking reduced sodium intake (below 2,300mg 

daily) to improved cardiovascular outcomes, including cardiovascular disease and 

mortality (127; 145; 166). The data are not clear as to the specific mg of sodium 

recommended, however the research clearly supports a reduced sodium intake for 

individuals with HF and as a result, these aspects of dietary adherence are essential to 

include as a part of the overall construct of self-care. 

Research has found that older, southern African American females struggle with 

restricting their sodium intake as they enjoy eating “Southern Cooking” that is high in 

salt and fat, and deeply entrenched in their culture and an aspect of comfort (237). Within 

a qualitative study of six focus groups comprised of solely African Americans, 

researchers found that the general reaction to “eating healthfully” is reluctance because it 

means giving up their cultural heritage and acquiescing to the dominant culture (128). In 

addition to this cultural resistance to curb sodium intake, research suggests that sodium is 

processed differently by African Americans than by Caucasian Americans leading to a 

salt sensitivity, which ultimately increases risk for hypertension, and other inflammatory 

and cardiovascular diseases in African Americans (211). Researchers believe that the 

inadequate suppression of aldosterone within African Americans may be the reason for 

this salt sensitivity and the subsequent development of chronic diseases (e.g., 

hypertension) (95). Taken together, the cultural resistance to sodium restriction and the 
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increased risk of a high sodium diet within African Americans necessitates additional 

research into psychosocial factors that may impact this crucial aspect of self-care. 

Medication Adherence 

Medication adherence is an integral component of self-care. Medication 

adherence is often assessed as the percentage of prescribed medication doses that are 

taken or taken on time (217). Medication regimens for patients with HF are complex and 

may include one or more drugs from the following classes: diuretics, angiotensin-

converting enzyme (ACE) inhibitors, angiotensin II receptor blockers, and β-blockers 

(16; 101). A recent review of the literature found that there is a wide range of medication 

adherence rates (2-90%) (277). In one study, researchers found that of 756 HF patients, 

81.2% refilled their ACE-inhibitors prescription 30 days after discharge, and only 66.3% 

continued to fill their prescriptions 365 days after discharge (41). In another study, 

researchers found that only 34% of participants (n = 202) took all medications as 

prescribed (186). Reasons given for medication non-adherence included: not 

understanding discharge instructions (57%), confusion regarding conflicting instructions 

between discharging physician and primary care physician (22%), inability to afford 

prescription (18%), skepticism regarding efficacy of medication (9%), and anxiety about 

side effects (7%) (186).  

As a whole, research has found that medication non-adherence predicts re-

hospitalization and mortality in patients with HF. In a study of 42 HF patients, Chui et al 

(49) found that individuals who had poor medication scheduling (taking their medication 

at the designated time) had higher incidences of cardiovascular and HF related 

hospitalizations. When developing a detailed profile of patients who were admitted to the 
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emergency department for HF treatment, Welsh et al (268) found that 25% of individuals 

experienced barriers to their medication adherence, such as confusion regarding self-

administration and memory difficulties. Within a sample of African Americans with 

hypertension Ogedegbe et al (196) found that individuals experienced patient-specific, 

medication-specific, logistic, and disease-specific barriers to medication and using 

reminders, having a routine, disease knowledge (e.g., treatment and complications), 

social support, and doctor-patient communication all facilitated medication adherence. 

The Candesartan in Heart Failure: Assessment of Reduction in Mortality and Morbidity 

(CHARM) program found that individuals who had “good” medication adherence 

(defined as those who took their medication 80% of the time or more) was at 35% lower 

risk for mortality than those with “poor” adherence (defined as those who took their 

medication less than 80% of the time) (105). Taken together, medication adherence plays 

a large role in re-hospitalizations and mortality in patients with HF, making it integral to 

the construct of self-care. 

Physical Activity 

While chronic HF will reduce exercise capacity, research has found that exercise 

can improve HF symptoms, both physiologically and psychologically (50). Evidence 

based guidelines for HF patients report that exercise can: improve aerobic metabolism, 

autonomic regulation, peripheral perfusion, and ventilatory control, while decreasing 

local inflammation, all physiological results of exercise (1). The psychological impacts of 

exercise include: improving quality of life, and reducing depression (1; 217).  

These improved physiological and psychological symptoms as a result of 

exercise, translate into less hospitalization and reduced mortality risk. When comparing a 
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group of HF patients who underwent an exercise regime for 8 weeks to a group that did 

not exercise, Belardinelli et al (28) found that the former group was associated with lower 

mortality risk and fewer hospital readmissions for heart failure than the latter. A recent 

meta-analysis and a literature review supported these findings that an exercise routine 

significantly reduces mortality and hospital readmissions (75; 240).  

In summary, the literature has overwhelmingly supported the overall construct 

and individual components of self-care (including dietary adherence, medication 

adherence, and physical activity) and their contributions to re-hospitalizations in patients 

with HF. For this reason, self-care is an important mediating variable when exploring the 

association between psychosocial variables and re-admissions in patients with HF. 

Psychosocial Variables that Impact Self-Care 

Social Support and Self-Care 

This section will review the literature that has found a strong association between 

social support and self-care. In an integrative review of the literature, Graven and Grant 

(106) found 13 studies that examined the influence of social support on self-care 

management and self-care maintenance behaviors. Overall, the authors found that social 

support positively influences self-care management and maintenance behaviors in 

patients with HF. They also found that all four types of social support, emotional, 

tangible/instrumental, informational, and appraisal, were associated with an individual 

maintaining self-care behaviors. Additionally, an individual’s nuclear family appears to 

be the most influential in assisting with self-care maintenance. One critique of this review 

was that most of the studies were correlational and no causation could be inferred.  
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To address this gap in the literature, Khaledi et al (139) examined perceived social 

support on self-care behaviors in a randomized controlled trial. A group of 64 heart 

failure patients were randomly sorted into two groups. The treatment group received an 

educational intervention (which included education on HF, the importance of self-care 

behaviors, and perceived social support and its significance in regards to HF and self-

care) once a week for four weeks, while the control group received treatment as normal. 

Results indicated that the treatment group’s perceived social support was significantly 

improved, and this increased perceived social support significantly increased self-care 

behaviors compared to the control group. In sum this literature suggests that the 

relationship between social support and re-hospitalizations may be explained, at least in 

part, by self care behaviors. 

Social support has been found to be integral for the implementation of self-care 

among African Americans with chronic diseases (25; 123). In response to 

institutionalized racism, structural inequalities, and income inequalities, African 

American communities have looked inward for mutual aid, which shaped self-care 

behaviors for individuals with chronic illnesses (26). Unfortunately, there still remains a 

lack of research in regards to the structure and impact of self-care behaviors on HF 

outcomes in African Americans.  

Attitudes and Self Care 

Taken together, the data show an association between attitudes (e.g., self efficacy) 

and HF readmissions, and an association between self-care and HF re-hospitalizations 

and cardiac outcomes. The literature also suggests that there is an association between 

these attitudes, and self-care behaviors. In a cross-sectional study of 150 HF patients, 
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Cene et al (45) found that social support was associated with better self-care, but a sense 

of self-efficacy mediated that relationship. Furthermore, in a sample of 113 patients 

surveyed, those with a lower sense of self-efficacy displayed poor adherence to self-care 

behaviors and less education regarding appropriate self-care behaviors (194). Carlson et 

al (43) found that in their sample of 139 patients, only 45.7% of the sample felt very or 

highly confident in their ability to relieve their symptoms via self-care behaviors, and 

20% expressed no confidence to alleviate their symptoms. More than half of their sample 

(59%) reported little to no confidence in their ability to evaluate the effectiveness of their 

self-care behaviors. The authors explained that this low sense self-efficacy about self-care 

behaviors might be a function of the patient’s many comorbidities, age-related changes, 

low income, lack of education, and complexity of treatment regimens. Thus far, to our 

knowledge, no research has looked at the direct link between self-care and optimism 

within a HF population; therefore this proposal will be a needed addition to the literature. 

Negative Affect and Self Care 

Only recently has research into the impact of negative affective states and health 

care emerged. In a qualitative study, Riegel et al (215) interviewed individuals with HF 

about their mood and how it may impact their self-care behaviors. The researchers found 

that women reported symptoms of depression more often than men, and this interfered 

with their ability to differentiate their depressive symptoms from their HF symptoms 

(e.g., fatigue), which in turn delayed any action in response of those symptoms. Men, 

reported more feelings of anxiety and fear than women, however this anxiety was 

protective as it motivated individuals to be hypervigilant and proactive about any possible 

HF symptom. Young men (age ranged from 35 to 94 years) within the sample reported 
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feelings of anger, which delayed them from acting in a timely matter to address their 

symptoms and caused them to struggle with their self-care maintenance (e.g., alcohol use, 

medication and dietary non-adherence). Additional research has found an association 

between difficulties in medication adherence, daily weight monitoring, physical activity, 

and dietary adherence and depressive symptoms in both men and women (77; 183; 214). 

Furthermore, Williams et al (271) also found anger to be associated with increased 

alcohol use and smoking. 

Research on the effect of anxiety on self-care is lacking, however it is believed 

that anxiety may impair self-care by impacting cognition, energy and motivation (217). 

Yet, in a meta-analysis DiMatteo et al (77) did not find a relationship between anxiety 

and medication adherence. Overall, research on the effect of negative affect on self-care 

behaviors is limited and, at times, inconsistent, this proposal will seek to provide 

additional information on the effect of negative affect on self-care and how this may 

impact re-hospitalizations. 

Perceived Symptoms 

In an attempt to produce a disease specific, examination of self-reported 

symptoms in HF, Green et al (107) identified the following domains of HF symptoms: 

physical limitations, symptoms (including frequency, severity and change over time), 

self-efficacy (to include self-care knowledge), social interference, and quality of life. 

Heart failure physical symptoms include: shortness of breath with exertion, difficulty 

breathing when lying flat, waking up from sleep out of breath, swelling in the feet or 

ankles, fatigue, weight gain, overall weakness, dry cough, poor appetite, nausea, 

palpitations, dizziness, and chest pain (272). While psychological symptoms include, but 
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are not limited to depression and anxiety. Both psychological symptoms and physical 

symptoms are apart of a larger conceptual domain known as a patient’s perceived health 

status, which has been found to be a powerful predictor of re-hospitalizations in patients 

with HF (87). 

There is little known research on the differences of perceived physical symptoms 

between African Americans and Caucasian Americans with HF. However, research on 

perceived symptoms in patients with osteoarthritis, found that there was no significant 

difference of amount or type of perceived symptoms between African Americans and 

Caucasian Americans (7). This is surprising, given that African Americans must contend 

with systematic racism and discrimination that has been consistently found to be 

associated with negative mental and physical health symptoms and negative health 

behaviors (e.g., smoking) (158). This study will aim to better inform the literature 

regarding symptom perception of African Americans with HF.  

Components of Perceived Symptoms 

Psychological Symptoms 

While psychological symptoms as a result of HF can vary from person to person, 

the literature suggests that depression and anxiety are two common psychological 

symptoms that are present in HF patients, but that depression is also an effect of living 

with HF (78; 93). 

Anxiety as an outcome of HF has received less attention in the literature 

compared to depression. However, some evidence suggests that the prevalence of anxiety 

within HF patients may be as high as 63% (72; 146). Other studies have found that 

anxiety levels are higher in patients with HF than healthy elders and approximately 40% 
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of HF patients may suffer from major anxiety (74; 188). Anxiety has also found to impact 

outcomes in HF patients. In a study of 91 post myocardial infarction patients, researchers 

found that anxiety was associated with increased negative cardiac events (73). 

Furthermore, additional studies have found an association between anxiety and morality 

and subsequent ischemic events (120; 187).  

Psychosocial Variables that Impact Perceived Symptoms 

The Psychology of Physical Symptoms, Pennebaker describes how patients often 

equate their internal sensations as a one-to-one correspondence with physiological change 

(202). However, he argues that an individual’s awareness of their physiological state and 

their subsequent symptom reports are subject to a number of perceptual biases and 

cognitive distortions. In other words, symptom report is dependent on a myriad of 

psychological processes; it is not merely a reflection of a physiological state.  

Relationships between Perceived Symptoms and Social Support, Attitudes, and Negative 
Affect in HF 

Overall, the literature regarding social support’s impact on perceived symptoms 

within individuals with HF is focused primarily on quality of life, and there is relatively 

little research on social support and physical symptoms. Yet, when examining the broader 

population, the National Center for Health Statistics found that those who have never 

been married report more health related symptoms and perceive their health status to be 

worse, compared to individuals who are married.  Additionally, those living with between 

one and three individuals report fewer symptoms and perceive themselves to be in better 

health than individuals who live alone or with four or more people (193; 264). In a 

previous study of this cohort, Weiss (266) found that better social support (e.g., tangible 
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social support and participation in religious networks) was associated with a reduction of 

total HF symptoms (as captured by the Kansas City Cardiomyopathy Questionnaire) in 

African Americans. Additionally, Conaway et al (63) found that when HF symptoms 

improved, so did a patients sense of self-efficacy. However, there is a need for further 

research investigating social support and self-efficacy’s impact on physical 

symptoms/physical limitations (10; 22; 30; 117). 

Research has found a strong association between negative psychological states 

and perceived symptoms. For example, the Heart and Soul Study found that in HF 

patients who reported depressive symptoms were more likely to report: at least mild 

symptom burden, mild physical limitation, mildly diminished quality of life, and either 

fair or poor overall health, compared to those who did not report depressive symptoms 

(223). Bekelman et al (27) found that more severe depressive symptoms were associated 

with a greater number of symptoms. Additionally, Strine et al (249) found that 

individuals who reported frequent anxiety symptoms were more likely to report fair or 

poor health, physical distress, sleep inefficiency, physical activity limitations, mental 

distress, and more pain, than those who reported less anxiety symptoms, even when 

controlling for depression. Furthermore, in a study of 273 patients Eisenberg et al (84) 

found that anxiety was associated with poorer physical functioning. Little research has 

been done on stress and anger’s direct effect on perceived symptoms, therefore this 

proposal will seek to fill this gap within the existing literature. 

SUMMARY AND RATIONALE 

In summary, the literature has suggested that there are individual associations 

between psychosocial variables (e.g., negative affect, social support, and attitudes) and 
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behaviors (self-care), and cognitions symptoms that may play a role in hospitalizations in 

patients with chronic diseases. Research also supports the relationship between most of 

these variables (e.g., negative affect, social support, attitudes, and self-care) and re-

hospitalizations in patients with HF. This proposal’s main goal will be to examine these 

individual aspects as a part of a larger model to better understand relationships among 

psychosocial variables self-care behaviors, symptom cognitions, and re-hospitalizations 

in patients with HF (see Figure 1 and Figure 2). Since many of these variables are 

clustered together and since many of these clusters act together to affect re-

hospitalization outcomes, it is important to develop a broader perspective that takes into 

account these relationships.  This proposal will also seek to inform the literature on: the 

effect of emotional symptoms on HF outcomes and self-care, the mechanism through 

which anger/hostility works to impact HF re-hospitalizations, the effect of anger/hostility 

and perceived stress on perceived symptoms, and the relationship of perceived symptoms 

to HF outcomes. Finally, from an applied or clinical perspective, by comparing two 

models, this proposal will help to identify which mediating variables have the largest 

impact on re-hospitalizations, and may therefore be better to target in attempts to reduce 

HF re-admissions.  

The present aims and hypotheses will first test four measurement models: 

“Negative Affect” will be comprised of depression, anxiety, stress, anger, and hostility, 

“Attitudes” will contain optimism, and self-efficacy, “Social Support” will involve 

number of individuals within a social network and level of interpersonal support, and 

“Self-Care” will include measures of dietary and medication adherence and physical 

activity level. By utilizing measurement models, instead of regressions, this allows for 
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the construction of higher order variables, instead of being confined by individual scale 

scores. It also provides the ability to ensure convergent validity of the selected measures. 

Next, relationships among psychosocial variables, Self-Care, and attitudes and re-

hospitalizations in HF patients will be established. Then it will be determined whether 

Self-Care and Attitudes (i.e., optimism and self-efficacy) mediate the relationships 

between psychosocial variables and hospital readmissions. Finally, this study will 

compare and contrast the proposed mediating models to determine which better predicts 

re-hospitalizations.  
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CHAPTER 2: Aims and Hypothesis 
 

The specific aims and hypotheses of this proposal are:  

AIM ONE:  

To determine the extent to which the constructs of Negative Affect, Attitudes 

(self-efficacy, optimism), Social Support, and Self-Care are higher order constructs 

within patients with HF. Specifically, this study will a) determine if Negative Affect is a 

higher order construct comprised of: depression, stress, anxiety, and anger/hostility; b) 

examine whether Attitudes is a higher order variable comprised of: optimism and self-

efficacy, within a HF population; c) examine whether Social Support is comprised of 

social network size, and interpersonal support; d) examine whether Self-Care is 

comprised of dietary and medication adherence and physical activity. 

Hypothesis 1a:  

Negative affect is a higher order variable within the HF population that is 

comprised of depression, stress, anxiety, and anger/hostility.  

Hypothesis 1b:  

Attitudes is a higher order construct within the HF population and is comprised of 

optimism and self-efficacy. 

Hypothesis 1c: 

Social support is a higher order construct within the HF population and is 

comprised of interpersonal support and social network size.  

Hypothesis 1d: 
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Self-care is a higher order variable within patients with HF and is comprised of 

medication adherence, dietary adherence, and physical activity. 

AIM TWO:  

Aim two has two parts. The first is to determine if there is a relationship between 

psychosocial variables (e.g., Negative Affect, Positive Attitudes, and Social Support), and 

outcome variables (re-hospitalizations).  

The second is to determine whether cognitions (perceived symptoms) and Self-

Care behaviors mediate this relationship between psychosocial variables (Negative 

Affect, Social Support and Positive Attitudes) and re-hospitalizations in patients with HF. 

Hypothesis 2a:  

There will be a relationship between psychosocial variables (Negative Affect, 

Positive Attitudes, and Social Support) and re-hospitalizations. 

Hypothesis 2b: 

Levels of perceived symptoms will mediate the relationship between psychosocial 

variables and re-hospitalizations. 

Hypothesis 2c: 

Self-Care behaviors will mediate the relationship between psychosocial variables 

and re-hospitalizations. 

AIM THREE:  

To determine which mediating model (perceived symptom cognitions or self-care 

behaviors) is better predictor of re-hospitalizations. 
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Hypothesis 3:  

Symptoms and self-care behaviors will be comparable predictors of re-

hospitalizations. 
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CHAPTER 3: Methods 

STUDY DESIGN 

This study is a secondary data analysis of a larger study called BETRHEART. 

BETRHEART is a longitudinal study examining the impact of psychosocial variables on 

adverse HF outcomes over a period of 36 months.  

STUDY PARTICIPANTS 

As part of the longitudinal BETRHEART study, which examines psychological 

predictors of hospitalizations and death in patients with HF, 150 study participants were 

recruited in the Heart Failure Clinic at the University of Maryland Hospital in Baltimore, 

MD. Patients were tested at an initial baseline assessment visit and, again, at a 3-month 

follow-up session as well as a 36 month follow-up after the 3 month session. For 

purposes of this study, data from the 36-month follow-up was analyzed.  Inclusion 

criteria were left ventricular ejection fraction (LVEF) 40% as assessed by 

echocardiography, age >18 years, and symptomatic HF (NYHA class II-IV) for 3 

months. Exclusion criteria were: myocarditis in the last six months, clinically significant 

mitral valve disease, thyroid dysfunction as primary HF etiology, alcohol abuse either 

current within the last six months, left ventricular assist device, prior heart 

transplantation, or active cancer treatment, nursing home residence, and/or severe 

cognitive impairment (see Table 1).  

PROCEDURES 

Patients were screened at the UMMC Heart Failure Clinic based on the exclusion 

and inclusion criteria and, if eligible, were invited to participate in the study. Informed 

consent was obtained and the participants completed a packet of psychosocial 
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questionnaires including the measures of anger, hostility, depression, perceived stress, 

anxiety and a detailed medical history was taken along with measures of heart rate, blood 

pressure. The patient’s contact information was then obtained and a follow-up interview 

(via phone) was scheduled. A telephone interview was conducted every two weeks 

between the baseline and the 3-month clinic visit. During the telephone follow-up 

interviews additional psychosocial factors were assessed, including measures of 

optimism, self-efficacy, and social support. At the 3-month clinic visit, participants 

repeated the same measures administered at baseline, including psychosocial and health 

questionnaires, to include self-care behaviors and perceived symptoms. Hospitalizations 

and death were also recorded and then independently verified. If the participant had died, 

their next of kin or spouse was interviewed for cause of death and date of death. 

Participants were then contacted every six months for 36 months following baseline and 

the 3-month study period, for continued psychosocial measures and hospitalization/death 

updates. The Institutional Review Boards at both the Uniformed Services University and 

University of Maryland Medical Center approved this study.  

STUDY MEASURES 

The following section outlines the measures chosen to be included in the overall 

models. When available, validated scales were used to capture some domains. However, 

in other cases we were interested in choosing items that were most relevant to our 

hypotheses, rather than using the entire scale. In some cases, we were limited to questions 

and instruments used in the primary study that this secondary data analyses is based on.  

Self-care 
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Since this study is a secondary analysis of data collected from a larger study, our 

construct of self-care contained components of the Riegel model, but it utilized existing 

questions and instruments from the BETRHEART study to that are similar to those used 

in the Riegel et al (213) Self-Care of Heart Failure Index. The Riegel model is frequently 

used within the literature to measure aspects of self-care and is comprised of three 

domains, self-care maintenance, self-care management, and self-care confidence (216). 

The present study focused on these self-care maintenance activities (which includes 

questions about daily weighing, low sodium diet, regular physical activity, and weight 

management), and will not include Riegel et al (213) self-care management dimension. 

The self-care management dimension (that consists of symptom recognition, evaluation, 

and self-confidence) will be explored in other aspects of our model (e.g., perceived 

symptoms observed variable, and positive attitudes construct). The utilization of 

questions derived from several sources in the present study has both advantages and 

disadvantages. On the one hand, using non-validated items and questions is a 

shortcoming. However, using the Structural Equation Modeling approach we can 

improve the parsimony of the project by only including the questions that directly address 

our aims, rather than an entire measure. Furthermore, Structural Equation Modeling 

assures that the chosen measures have appropriate convergent validity by ensuring that 

they represent an aspect of the same construct. All self-care variables were collected at 

the 3-month follow-up, when available. 

While the Self-Care of Heart Failure Index (213) has not been directly examined 

for it’s reliability and validity among African Americans, it has been used in previous 

studies to examine self-care in African Americans with HF (13; 96). 
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Diet 

In this study, dietary consumption of sodium was assessed through an adaptation 

of the Dietary Compliance Survey (242) and includes series of questions such as: “How 

often in the past week did you avoid salty foods?” and “How often in the past week did 

you read food labels for sodium content when buying or eating food?” Both of these 

variables were entered into our measurement model of Self-Care. This provided validity 

data, as there is not any currently in the literature.  

Exercise 

Exercise was captured through a question that asks: “Have you been physically 

active within the last 30 days?” This question is similar to Riegel et al (213) question 

capturing exercise adherence: “Did you take part in regular physical activity?” Therefore 

these questions should be adequate at measuring an individual’s physical activity levels. 

There is no validity or reliability estimates regarding this question within the literature, 

however it was entered into a measurement model, with other self-care behaviors (e.g., 

diet and medication adherence), to ensure that it captures an aspect of the self-care 

construct.  

Medication Compliance 

The total score of the 8-item Morisky Adherence Scale (185) was used to capture 

the medication compliance domain within self-care behaviors (see Figure 3).The 8-item 

Morisky Medication Adherence Scale has been found to have an acceptable internal 

reliability (Cronbach’s 𝛼𝛼=.697), good test-re-test reliability, and good convergent validity 

with blood pressure (182). Within a sample of predominately African American, low-
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income patients with hypertension, the Morisky Adherence Scale was found to be reliable 

and have good concurrent and predictive validity (184). 

Body Mass Index 

Body mass index was used as a proxy for a question on daily weighing. While this 

is not ideal, it is an attempt to capture the participant’s attention and maintenance of their 

weight. All participants reported their weight at baseline, however approximately half of 

the participants reported their weight at 3-months. Therefore, a paired samples t-test was 

run to determine if there were significant differences between time points. There were no 

significant differences between BMI at each time point; therefore BMI at baseline was 

included in the model. 

Smoking 

The question “Are you currently a smoker?” was used to assess for smoking 

status at baseline, as there are no assessments for smoking at 3-months. A baseline 

measure of smoking was adequate to address this risk factor due to the long-term effects 

of smoking (147). 

Perceived symptoms 

Kansas City Cardiomyopathy Questionnaire (KCCQ) 

The KCCQ is a 23-item self-report measure that is designed to capture the 

perceived symptoms of HF and overall functional status (107). The KCCQ includes 

questions such as: “Compared to two weeks ago my heart failure symptoms have 

become…” and “how much has your heart failure symptoms limited your ability to dress 

yourself?” (see Figure 4). Overall, the KCCQ has been found to have high internal 
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consistency (Cronbach’s alpha of .92) and has demonstrated criterion validity (70). The 

total score of the KCCQ includes subscales such as: physical limitations, symptoms 

(including frequency, severity and change over time), self-efficacy/knowledge, social 

interference, and quality of life. Given that we are primarily interested in symptoms, we 

only utilized the Total Symptom subscale of the KCCQ symptoms in our analyses. This 

subscale has demonstrated high test-retest reliability (≥0.81)(70). The Total Symptoms 

score was entered into our Structural Equation Model as an observed variable, which 

allows for a single scale to be used. In a sample that consisted of 32.6% African 

Americans, Flynn et al (91) found that the KCCQ was predictive of functional status (the 

Six-Minute Walk test) in patients with HF. No known study has examined the reliability 

and validity of the KCCQ for African Americans. This measure was also collected at the 

3-month follow up. 

Negative Affect 

All Negative Affect observed variables were collected at baseline. 

State Trait Anger Expression Inventory, Second Edition (STAXI-2) 

The STAXI-II is a 57-item instrument measuring anger and its subcomponents 

(see Figure 5). It consists of 5 anger scales: State Anger, Trait Anger, Anger Expression 

In, Anger Expression Out, Anger Control Out, and Anger Control In (243).  Items that 

are coded on a 4-point Likert scale (ranging from “almost never”, “sometimes”, “often”, 

and “almost always”). The STAXI has been found to be both internally reliable 

(Cronbach’s alpha ranging from .79 to .88), and valid (86). The STAXI-II has been found 

to be reliable and valid in samples of African Americans and is widely used in the 

literature (243). 
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Cook-Medley Hostility Scale.  

The Cook-Medley Hostility Scale is a 50 item instrument designed to measure 

hostility (64). Factor analyses indicate that it is composed of six subscales: Cynical 

Hostility, Hostile Attributions, Hostile Affect, Social Avoidance, Aggressive Responding 

and Other (19).  Each question requires a dichotomous true or false answer. Examples of 

questions included on each scale are as follows: Cynical Hostility Scale: “I have often 

had to take orders from someone who did not know as much as I did”; Hostile 

Attribution: “someone has it in for me”, Hostile Affect “some of my family have habits 

that bother me and annoy me very much”, Aggressive Responding: “I don’t blame 

anyone for trying to grab everything he can get in this world”, Social Avoidance: “I am 

likely not to speak to people until they speak to me”, and Other: “I am against giving 

money to beggars” (see Figure 6). The measure has shown to have both convergent and 

discriminant validity and reliability (241). The Cook-Medley has been found to 

demonstrate internal consistency, and concurrent and construct validity within a sample 

of black, African American, and Hispanic individuals (163). 

Beck Depression Inventory-II (BDI)  

The Beck Depression Inventory-II (24) contains 21 items, each listing a symptom 

of depression and four statements increasing in depression severity (see Figure 7). Higher 

scores indicate more severe depression symptomology, mild depression scores are in the 

14-19 range, moderate depression is captured with a 20-28, and severe is 29 and above 

(24). Beck et al (23) reported an alpha of .91 in a sample of 140 psychiatric outpatients. 

The Beck Depression Inventory-II been found to be one of the most commonly used 

instruments in research and practice to measure the severity and presence of depression 
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and has been extensively validated (212). Grothe et al (108) found that the BDI-II 

demonstrated high internal consistency (Cronbach’s alpha=.90), good item-total 

intercorrelations, and criterion related validity in a sample of African Americans.  

Perceived Stress Scale (PSS) 

The Perceived Stress Scale (PSS; see Figure 8) contains 10 items and was 

designed to measure the degree to which individuals perceive their daily situations and 

life events as stressful (59). The measure ranges from 0-40 with a higher score indicating 

more perceived stress. The Perceived Stress Scale has good convergent and divergent 

validity. It has also been found to be associated with: the inability to quit smoking, the 

inability to control blood sugar among diabetics, increased colds, and a greater 

vulnerability to depressive symptoms (53). Additionally, the PSS demonstrates good 

internal reliability (Cronbach’s 𝛼𝛼= .86) and good test-retest reliability (59). Within a 

sample of African Americans with low literacy levels and a chronic disease, researchers 

have found that the PSS demonstrates acceptable psychometric properties (236). 

State-Trait Anxiety Inventory (STAI) 

The State-Trait Anxiety Inventory (244) is composed of 40 items, and was 

designed to measure the extent to which an individual manifests anxiety as a personality 

trait, compared to those who only manifest anxiety during specific events (see Figure 9). 

In a factor analysis, Bieling et al (35) found that items appeared to assess anxiety, worry, 

as well as sadness and self-deprecation. Barnes et al (20) observed that the average 

internal consistency of the state domain was good (Cronbach’s 𝛼𝛼=.91), as was the trait 

domain (Cronbach’s 𝛼𝛼=.89). The test-retest reliability for State Anxiety was acceptable, 

and good for the trait domain. The State-Trait Anxiety Inventory also has good predictive 
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validity (197). In a study of black and Latino men and women, researchers found that the 

STAI demonstrated internal consistency, and discriminate and convergent validity (195). 

Positive Attitudes 

All Positive Attitude variables were collected at baseline. 

Life Orientation Test (LOT) 

The Life Orientation Test (LOT) (228) is a 16 item measure that was developed to 

assess whether an individual is more optimistic or more pessimistic (see Figure 10). The 

LOT has been found to have acceptable internal validity (Cronbach’s 𝛼𝛼= .76) and good 

test-retest reliability (228). The LOT has also has demonstrates acceptable convergent 

validity (e.g., positively correlated with self-mastery, active coping, and self-esteem) and 

divergent validity (e.g., significantly negatively correlated with depression, trait anxiety, 

and neuroticism) (230). The LOT was found to have acceptable internal consistency 

(Cronbach’s 𝛼𝛼=.69), good test-retest, and criterion validity within a multiethnic sample 

(122). 

Self-efficacy 

The self-efficacy/self-knowledge subscale that is a part of the KCCQ was used to 

measure level of self-efficacy within this study. The self-efficacy domain within the 

KCCQ was designed to measure the extent to which a HF patient feels confident about 

their abilities and knowledge to manage their disease (11). The internal reliability for the 

self-efficacy subscale was found to be acceptable (Cronbach’s 𝛼𝛼= .63) (172). The 

questions include: “How sure are you that you know what to do, or whom to call, if your 

HF gets worse?” and “How well do you understand what things you are able to do to 
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keep your HF from getting worse?” Furthermore, this subcomponent was shown to have 

good predictive utility, as those with lower self-efficacy scores were more likely to be re-

admitted to the hospital, compared to individuals with higher scores (107). 

To supplement the self-efficacy scale from the KCCQ, we constructed an ad hoc 

self-efficacy scale using several self-efficacy items that were separately administered to 

participants in the study (e.g., How certain are you that you will be able to communicate 

effectively with your clinician? (see Figure 11). The items were be chosen based on their 

face validity and in correspondence with items from another existing validated disease-

specific self-efficacy scale (the Cardiac Self-Efficacy Scale) (250). We tested the internal 

reliability and it demonstrated good internal reliability (Cronbach’s 𝛼𝛼=.90). 

Social Support 

All Social Support variables were collected at baseline. 

Social Network Index (SNI) 

The Social Network Index (see Figure 12) (54) was used to assess the social 

support component of breadth of social network. This scale was designed to assess all 

elements on an individual’s social sphere, including relationships across domains such as 

family, friends, work, and community supports. The SNI also includes number of 

network members, and consistency of contact within traditional support groups. This 

measure has demonstrated good predictive utility, including health outcomes and 

vulnerability (54; 55). This index has been used previous studies to study African 

Americans (279), however there is no known research that has examined the applicability 

of this tool to an African American sample.  
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Interpersonal Support Evaluation List (ISEL) 

The Interpersonal Support Evaluation List (ISEL, see Figure 13) is a 14 item 

measure that was used to measure perceived social support (57). The ISEL captures 

domains such as tangible support, sense of belonging, self-esteem, and appraisal (61). 

The ISEL provides an in-depth look at perceived social support, and depth of social 

relationships, above and beyond that of the SNI (which primarily reports on social 

network size). Each subcomponent of the ISEL has been found to have acceptable 

internal reliability (Tangible: Cronbach’s 𝛼𝛼= .71; Belonging: Cronbach’s 𝛼𝛼=.75;Self-

esteem: Cronbach’s 𝛼𝛼=.60; Appraisal: Cronbach’s 𝛼𝛼=.77), as well as the total scale 

(Cronbach’s 𝛼𝛼=.77)(57). The ISEL has also demonstrated good convergent and divergent 

validity with the Socially Supportive Behaviors (ISSB) scale and its subcomponents (it 

was divergent with a scale of social anxiety and was found to moderate the relationship 

between stress from negative life events and depressive symptomatology (57).  The ISEL 

has been found to be a valid measure of interpersonal support within African American 

samples (65; 200). 

Hospitalizations 

 Hospitalizations were recorded during the 3-month initial study period and at 

subsequent six-month follow-up telephone interviews for up to 36-months follow-up. 

Hospitalizations were self-reported by participants and then verified with hospital record 

review. Hospitalizations were also categorized into four categories: HF related 

hospitalizations, cardiac related hospitalizations, hospitalizations for non-cardiac reasons 

(e.g., non-cardiac surgeries, acute illness, injuries), and all-cause hospitalizations. HF 

hospitalizations were characterized by pump failure or fluid overload. Cardiovascular 
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related hospitalizations consisted of a diagnosis of myocardial infarction, angina, 

myocardial ischemia, and for cardiac revascularization procedures including coronary 

angioplasty or bypass. Cardiac hospitalizations were a composite variable, subsuming HF 

related hospitalizations. Non-cardiac hospitalizations included any other hospitalizations 

for any non-cardiac reason. All-cause hospitalization was a composite variable containing 

all three types of hospitalizations (HF, cardiac, and non-cardiac). A clinical research 

specialist at the UMMC Heart Failure Clinic adjudicated the category for each 

hospitalization. We did not create a composite variable of hospitalization and death. 

DATA ANALYTIC PLAN 

We used Structural Equation Modeling to address our aims in this study. 

Structural Equation Modeling provided an advantage over regressions and other more 

traditional analyses because it allowed for the examination of latent constructs. Latent 

constructs are representations of phenomena that cannot be directly measured; instead 

researchers select indicators that they believe are representative of the underlying 

construct, based on theory or prior literature.  The Structural Equation Modeling process 

begins with measurement models. Measurement models ensure that the observed 

variables chosen by the researcher capture the underlying construct. Once the 

measurement model is fit (through a process of modifications), these latent constructs can 

then be used in further analyses as a unitary variable, rather than a compilation of 

multiple scales. This provided us a particular advantage in this study as it allowed for the 

use of specific questions, rather than full scales where they were not available. It also 

allowed for more sophisticated analyses of psychological phenomena, as it captured the 
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multidimensionality of psychosocial variables, above and beyond the capability of 

traditional statistical methods. 

MPlus Version 7.3 was used to address our aims. More specifically, MPlus was 

used to fit four measurement models, was used to determine best fit for two structural 

equation mediation models, and then compared the best fit models to one another, and 

determined whether: 1) perceived symptom cognitions and Self-Care behaviors mediated 

the relationship between psychosocial variables and re-hospitalizations in patients with 

HF and 2) determined which mediating model best predicts re-hospitalizations, after 

accounting for the contribution of age, race, sex, and time in the study. For a complete list 

of each latent variable (including variable composition), observed variable, and 

dependent variables please see Table 2.  

To investigate Aim 1, we fit four measurement models. The first measurement 

model determined the appropriate fit for our latent variable of “Negative Affect.” 

Specifically we entered the total scores for depression, anger, hostility, anxiety, and stress 

measures and determined model fit based on a comparative fit index (CFI) of >.90 (31), a 

Tucker-Lewis index (TLI, or otherwise known as the Non-Normed Fit Index) of >.09 

(125), and a root-mean square error of approximation (RMSEA) of <.08 (245). We then 

modified the model based on modification indexes supplied by MPlus. This process was 

then repeated for the following three measurement models: “Attitudes”, “Social Support”, 

and “Self-Care.” The second measurement model of “Attitudes” initially contained: total 

score optimism, total score pessimism and total score self-efficacy (KCCQ and ad-hoc 

measure). The third model of “Social Support” initially contained: the subscale scores of 

the SNI to include total network size, number of embedded networks, and number of 
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people in the church/temple, friends, neighbors, and family embedded networks) and 

ISEL total score and subscales to include overall support, appraisal support, belonging, 

and tangible support. The fourth model of “Self-Care” was initially composed of: number 

of times of dietary adherence, total score of medication adherence, yes/no physical 

activity, Body Mass Index (BMI), and yes/no current smoker. 

To investigate Aim 2 (hypothesis 2a), we entered our fit measurement models of 

“Negative Affect”, “Social Support”, and “Attitudes” into a mediation structural equation 

model with our observed mediating variable of perceived symptoms (the total score of 

the KCCQ) and re-hospitalizations  (cardiac, non-cardiac, and all-cause hospitalizations) 

and death as our dependent variables. To investigate hypothesis 2b, we entered our fit 

measurement models of “Negative Affect”, “Social Support”, and “Attitudes” into a 

mediation structural equation model with our other fit measurement model of “Self-Care” 

(serving as the mediating variable) and our re-hospitalizations (cardiac, non-cardiac, and 

all-cause hospitalizations) and death as our dependent variables. Covariates were entered 

into both of these models based on prior literature. These covariates included sex, age, 

race, and time in the study.  

To investigate Aim 3, attempted to compare the two mediating models based on 

their Chi-Square statistic and p value, to determine which model was better at predicting 

re-hospitalizations and death in patients with HF. 

Missing Data 

There are several missing data points within the current data set due to participant 

death, and individuals being lost to follow-up. Inherently, MPlus corrects for missing 

data by using maximum likelihood (FIML).  Maximum likelihood method assumes that 



 

66 

the missing data is missing at random and uses all other available data to estimate 

missing values (190). 

Variable Reduction Strategy  

Fitting measurement models are the first step to any structural equation model, 

and inherent in fitting a measurement model is ensuring every variable used captures an 

aspect of the latent construct. If a variable does not converge with other variables in the 

measurement model, the researcher is provided a modification indice, indicating that their 

model may fit the construct better if that variable is removed. Once the variable is 

removed, the process is repeated until the measurement model fits the specifications 

listed above.  

Power Analysis 

Within the literature there is no consensus on how to run a power analysis for a 

structural equation model (144; 232). Some researchers suggest using the Monte Carlo 

method that requires a series of simulations, with varied model properties, including 

number of indicators, factors, and amount of missing data. However, these simulations 

are limited in their usefulness, as they estimate a large sample size range (e.g., from 30 to 

over 400 cases) (274). While others suggest running an autoregressive model, followed 

by a series of simulations by generating data from existing participants, this method 

recommended anywhere between 20 and 1,000 participants (238). However, there 

appears to be a general consensus that approximately 10 participants are needed for each 

observed variable (144; 232). Within our model there are 14 observed variables (for a list 

of all exact observed variables used, see Table 3) and we have 146 participants within our 

study, which therefore should provide adequate power.  
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CHAPTER 4: Results 
 

Of the 150 participants originally recruited for this study, 146 participants 

completed their packet of baseline demographic information, and were therefore retained 

in the final sample. The participants were mostly male (n=113, 75%) and n=37 were 

female (25%).  The mean age for the sample was 56.82 years (SD=11.43) and a majority 

was African American (70%). Forty-three participants identified as Caucasian (29%), and 

1 individual identified as American Indian/Alaskan Native (1%). Approximately one 

third of the participants reported a household income of less than $15,000 a year (n=51, 

35%), n=39 individuals made $15-30,000 a year (26%), n=43 individuals reported a 

household income of $30-70,000 a year (30%), and n=13 individuals reported a 

household income of $70,000 a year (9%) (see Table 4 for additional demographics). 

Notable within this sample is the severity of HF. As seen in Table 4, this sample reported 

a mean ejection fraction (EF) of 23.14%, a mean creatinine of 1.38mg, and a mean blood 

urea nitrogen (BUN) of 23.72. An EF of less than 35% can cause sudden cardiac death 

(124). A serum creatinine of larger than 1.5mg is considered elevated and places 

individuals at risk of complications in HF (263). A normal BUN ranges from 7-20mg and 

an elevated BUN places patients with HF at elevated risk of mortality (12). The 

percentage of patients with ICDs (49%) may have kept the death rate down to 

approximately 7% yearly. 

FOLLOW-UP 

Participants were followed for up to 3 years; the mean length of follow-up was 

24.76 months (SD= 13.40). Nineteen participants were either unable to be contacted  
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(n=3), withdrew (n=13), or died (n=4) before the 3-month follow-up. Fifteen participants 

were unable to be contacted, and subsequently dropped from the follow-up, between the 

3 and 6-month follow-up period (n=9 died, n=5 were unable to be contacted, and n=1 

withdrew). Twelve participants were unable to be contacted in between the 6-12 month 

follow-up (n=7 died, n=4 were lost to phone follow-up [defined as unable to contact the 

participant after 1 year, but hospitalization data was still collected], and n=1 withdrew). 

Fourteen participants were unable to be contacted between the 12-18 month follow up 

(n=6 died, and n=8 were lost to phone follow-up). Fourteen participants were unable to 

be contacted between the 18-24 month follow up (n=5 died, n=8 were lost to follow-up, 

and n=1 withdrew). Four participants were unable to be contacted between the 24-30 

months, and n=13 were lost between the 30-36 month for the follow up (n=2 died, n=11 

were lost to phone follow-up). Overall, 16 participants who were lost to follow-up had no 

recorded hospitalizations, 28 participants who were lost to follow-up had hospitalization 

data collected, and 11 who withdrew had no recorded hospitalizations.  

Thirty-two of the original 150 (21.3%) participants died during the duration of the 

study. Death was included as a separate dependent variable within the analyses. The 

death rate found in this study is consistent and on the lower end (Levy et al., reports the 

death rate at approximately 5% yearly when on standard of care, and this study found a 

7% mortality rate) of the death rates reported within the larger literature (162). This low 

mortality rate is also consistent with the high standard of care that the participants in this 

sample are receiving; the high standard of care is evidenced by the high percentage of 

medication recommended by the American Heart Association that the participants 

reported being prescribed (e.g., 92% of the sample reported being prescribed beta-
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blockers, 83% of the sample reported being prescribed a diuretic, see Table 4 for more 

medications). This high level of care provides confidence that the findings of this study 

are not the result of substandard care.  

NUMBER AND CAUSES OF HOSPITALIZATIONS 

Table 5 presents a breakdown of number and cause of hospitalizations. During the 

course of this study, 10 participants had only cardiac-related hospitalizations (e.g., 

angina, ICD related, and/or cardiac-related shortness of breath), 10 patients had only HF 

related hospitalizations, and 15 patients had only non-cardiac hospitalizations. 

Approximately one third of participants (n= 51) had hospitalizations for both cardiac and 

non-cardiac reasons, and overall, 92 participants (~63%) had been hospitalized at least 

once for any reason. Among those 92 participants hospitalized during the study, there 

were 291 cardiac related hospitalizations (183 of these were HF related hospitalizations 

and 108 non-HF cardiovascular-related hospitalizations), and 284 hospitalizations for 

non-cardiac causes (e.g., non-cardiac surgeries, acute illness, and injuries). For this entire 

sample, the mean number of HF hospitalization was 1.95 (SD=2.93), the mean of cardiac 

related hospitalizations was 3.10 (SD=3.66), the mean non-cardiac hospitalization was 

3.02 (SD=9.19), and the mean all-cause hospitalization was 3.83 (SD=9.40).  Among the 

patients who were hospitalized, the mean hospitalization for HF was 3.11 (SD=2.19), the 

mean hospitalization for cardiac hospitalizations was 3.31 (SD= 2.57), the mean 

hospitalization for non-cardiac hospitalization was 3.16 (SD= 3.26), and the mean 

hospitalization for all-causes was 4.87 (SD=4.3). In sum, approximately half of all-cause 

hospitalizations were attributable to cardiac causes (n=291) and half were attributable to 

non-cardiac causes (n= 284).  
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AIM ONE 

The first study aim was to determine the extent to which the constructs of 

Negative Affect, Attitudes (self-efficacy and optimism), Social Support, and Self-Care 

represent coherent higher order variables within our participants with HF. Hypothesis 1 

posited that Negative Affect would be a higher order variable within this sample, and that 

it would be comprised of depression, stress, and anxiety/hostility. A confirmatory factor 

analysis (CFA) fully supported this hypothesis (𝜒𝜒2 = 557.65,𝑑𝑑𝑑𝑑 = 21,𝑝𝑝 < .001). The 

CFA consisted of total hostility (from the Cook-Medley), state and trait anxiety (from the 

STAI), total stress (from the PSS), total depression (from the BDI), and state and trait 

anger (from the STAXI-II), and required minimal modifications (see Table 6 for means 

and standard deviations, and Table 7 for the correlation matrix). Within this model, all 

paths were significant at a 𝑝𝑝 < .001 level. The necessary modifications for improved 

model fit were covariances between the following variables: state anger and state anxiety 

(Est=15.5, 𝑝𝑝 < .001) and state anger and trait anger (Est=10.2, 𝑝𝑝 < .001). This model 

demonstrated good fit based on multiple indices. It demonstrated excellent fit with a 

comparative fit index (CFI) of .98 (31), based on the Tucker-Lewis Index (also known as 

the non-normed fit index, TLI=.97) (125), and based on the root mean square error of 

approximation (RMSEA=.07)(245). See Figure 14 for factor loadings and structure. 

Hypothesis 2 proposed that Attitudes would be a higher order construct within our 

sample, and that it would be comprised of traits of optimism and self-efficacy. Overall, 

the CFA was comprised of the LOT pessimism subscale, the LOT optimism subscale, the 

KCCQ self-efficacy subscale, and our ad hoc measure of self-efficacy (see Table 8 for 

means and standard deviations, and Table 9 for zero-order correlations of these 
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subscales). A CFA supported this hypothesis (𝜒𝜒2 = 75.18 ,𝑑𝑑𝑑𝑑 = 6,𝑝𝑝 < .001). This 

model demonstrated good fit based on three fit indices with few necessary modifications 

(CFI=1.0, TLI=1.04, and RMSEA=0.0).  Within this model, all paths were significant at 

a p< .01 level, except for the path between the construct and KCCQ self-efficacy (p=.64). 

The only modification for improved model fit was a covariance between KCCQ self-

efficacy and our ad-hoc self-efficacy scale (Est= 41.4, p= .001). See Figure 15 for factor 

loadings and structure.  

Hypothesis 3 proposed that Social Support would be a higher order construct 

within our sample and would be comprised of measures of functional and structural 

support. A CFA supported this hypothesis with no necessary modifications (𝜒𝜒2 =

375.39 , 𝑑𝑑𝑑𝑑 = 6,𝑝𝑝 < .001). Measures of structural social support (to include number of 

people within a social network, number of high contact roles within a social network, and 

number of embedded networks) and functional social support (ISEL total score) were 

used for the CFA (see Table 10 for means and standard deviations and Table 11 for zero 

order correlations among observed variables). This model demonstrated good overall fit 

based on three fit indices (CFI=.99, TLI=.99, and RMSEA=.03). See Figure 16 for factor 

loadings and structure. 

Hypothesis 4 proposed that Self Care would be a higher order construct composed 

of measures of medication adherence, dietary adherence, physical activity, BMI, and 

current smoking status. A CFA partially supported this hypothesis. The question that 

addressed physical activity was removed from the analyses because it did not correlate 

with the other measures of Self Care (see Table 12 for means and standard deviations of 

all observed variables and see Table 13 for zero-order correlations between all observed 
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variables). Once physical activity was removed, this model demonstrated good fit based 

on three fit indices (CFI=.97, TLI=.92, RMSEA=.03, 𝜒𝜒2 = 24.41 ,𝑑𝑑𝑑𝑑 = 10,𝑝𝑝 = .006). 

In this final model, all paths were significant at p< .001. 

BMI at baseline was used in the model, this was done because more data were 

available at baseline than at 3-month follow-up and based on a paired t-test there were no 

significant differences between the data at these two time points.  Therefore, the resulting 

model was comprised of: current smoking status (yes/no), BMI (collected at baseline), 

two questions regarding salt intake (“how many times in the last week have you avoided 

salty foods?” and “how many times in the last week have you read food labels for sodium 

content?”), and the total score for the 8-item Morisky Medication Adherence scale. Even 

though this model fit, no paths were significant at p<.05. The only needed modification 

for improved model fit was a covariance between avoid salty foods and reading the 

nutritional label (Est= .97, p=.004). See Figure 17 for factor loadings and structure.  

History of diabetes was added as an exploratory analysis within the correlation 

matrix; however, due to lack of correlation with multiple other measures of Self Care (see 

Table 13), it was not included in the CFA. There were no physiological markers of 

diabetes available within the existing dataset. 

AIM TWO 

The purpose of the second aim was to determine if self-care behaviors or 

perceived symptoms mediated the relationship between psychosocial variables (Negative 

Affect, Social Support, and Attitudes) and negative outcomes (HF, cardiac, non-cardiac, 

all-cause hospitalizations, and death). Due to data skew in re-hospitalizations, we 

truncated any hospitalizations that were more than 2 standard deviations above the mean 



 

73 

and the models included the following covariates: age, gender, time enrolled in the study, 

and race. Specific covariates were removed from the analyses as necessary for model fit 

(please see Figures 19-44 for presence of covariates). Factor loadings from the observed 

variables to the constructs changed as a result of being re-estimated when a new outcome 

variable was entered into the model. This does not change the coherence of the constructs 

because it still had to meet criteria based on the three fit indices (TLI, CFI, and RMSEA) 

in order to warrant interpretation. 

The first model run examined perceived symptoms as a potential mediator of the 

relationship between psychosocial variables and negative outcomes (HF, cardiac, non-

cardiac, all-cause hospitalizations and death). Analyses revealed that perceived symptoms 

did not significantly predict HF hospitalizations (see Figure 19), cardiac hospitalizations 

(see Figure 20), non-cardiac hospitalizations (see Figure 21), or death (see Figure 22). 

 We found that perceived symptoms significantly predicted all-cause 

hospitalizations (𝜒𝜒2 = 1414.28 , 𝑑𝑑𝑑𝑑 = 204,𝑝𝑝 < .001, RMSEA=.07, CFI=.91, TLI=.90, 

B=-.04, p=.03, see Figure 18). In this model, the only significant covariate was time 

enrolled in the study (B=.07, p=.006), not surprisingly indicating that individuals 

followed for a longer time in the study were more likely to be re-hospitalized. However, 

there were no significant paths between the latent psychosocial variables and perceived 

symptoms (see Table 14 for Est. and S.E.), or between the latent variables and all-cause 

hospitalizations (see Table 15 for Est. and S.E.). This indicates that perceived symptoms 

did not mediate the relationship between the psychosocial variables and all-cause 

hospitalizations. All necessary modifications to this model needed to improve fit were 

covariances between error terms associated with the following variables: LOT Pessimism 
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Subscale with Cook-Medley Hostility Total State Anxiety, Trait Anger with State Anger, 

Self-Efficacy Score (ad-hoc scale) with LOT Optimism Subscale, and Beck Depression 

Inventory Scale Score with Cook-Medley Hostility Total Score.  

The second model run tested whether our latent Self-Care variable successfully 

mediated the relationship between psychosocial variables and outcomes (HF, cardiac, 

non-cardiac, all-cause hospitalizations, and death). Analyses revealed that Self-Care did 

not significantly predict HF hospitalizations (see Figure 24), cardiac hospitalizations (see 

Figure 25), non-cardiac hospitalizations (see Figure 26), or all-cause hospitalizations (see 

Figure 27).  

We found that Self-Care successfully predicted death (𝜒𝜒2 = 175.97,𝑑𝑑𝑑𝑑 =

29,𝑝𝑝 < .001, RMSEA=.06, CFI=.91, TLI=.93, Estimate=.17, Est. S.E.=1.39, see Figure 

23). The only significant covariate within this model was age (Estimate=.01, Est. 

S.E.=2.38), suggesting that older individuals were more likely to be hospitalized. There 

were no significant paths between our latent psychosocial variables and Self-Care (see 

Table 16), or any significant paths between our latent psychosocial variables and death 

(see Table 17). This indicated that while the latent construct of Self-Care successfully 

predicted death, it did not mediate the relationship between our psychosocial variables 

and death. All necessary modifications to this model needed to improve fit were 

covariances between error terms associated with the following variables: LOT Optimism 

Subscale with KCCQ Self-efficacy score, LOT Optimism with State Anger, Efficacy (ad 

hoc scale) with Cook-Medley Hostility, High Contact Roles with Number of Embedded 

Networks, LOT Pessimism subscale with KCCQ Self-Efficacy, Avoid Salty Foods with 
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LOT Pessimism and Read Food Labels, and LOT Pessimism with Cook-Medley 

Hostility.  

AIM THREE 

The purpose of our third aim was to determine which mediating model is the best 

predictor of negative outcomes. However since neither perceived symptoms nor Self-

Care mediated the relationship between our latent psychosocial predictors and our 

outcomes, this aim cannot be tested since the conditions needed to establish mediation are 

not fulfilled.  

EXPLORATORY ANALYSES 

To further examine whether the relationship between hostility, anger, and 

hospitalizations were mediated by Self-Care and perceived symptoms, we examined 

these constructs separately from the other psychosocial variables. We first fit a 

measurement model of hostility based on the model in Keith (136), which included 

Cynicism, Hostile Attribution, Hostile Affect, and Aggressive Responding. This model 

demonstrated an excellent fit (RMSEA=.02, CFI=.99, TLI=.99, see Figure 28 and Table 

18 for zero order correlations). We then ran a structural model examining if perceived 

symptoms mediated the relationship between Hostility and outcomes. We found that 

perceived symptoms did not predict non-cardiac (see Figure 31) or all-cause 

hospitalizations (see Figure 32). Analyses revealed that perceived symptoms significantly 

predicted: HF hospitalizations (RMSEA=.005, CFI=.99, TLI=.99, see Figure 29), and 

Cardiac hospitalizations (RMSEA=.03, CFI=.98, TLI=.97, see Figure 30).  However, 

Hostility did not significantly predict HF hospitalizations (Est= -.002, p=.87) or Cardiac 

Hospitalizations (Est= .003, p=.60), indicating that perceived symptoms did not mediate 
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this relationship. However, as reported previously Keith (136), Hostility did predict All-

Cause Hospitalizations (Est= -3.3, p≤.001).  

We then ran a structural model to investigate the relationship between Hostility, 

Self-Care, and outcomes. None of these models were significant (see Figures 33-36), 

indicating that Self-Care did not mediate the relationship between Hostility and re-

hospitalizations. 

Next we ran a path model between Anger Expression Out, Trait Anger, perceived 

symptoms and outcomes. Our analyses revealed that perceived symptoms significantly 

predicted HF hospitalizations, cardiac hospitalizations (see Figures 37 and 38, 

respectively). These analyses also indicated that there was a trend toward demonstrating a 

relationship between Trait Anger and perceived symptoms (p=.06), when predicting HF 

hospitalizations. As observed previously in this data set, both Trait Anger and Anger 

Expression Out did not significantly predict HF hospitalizations (Est= .002, p=.78 and 

Est=.006, p=.39, respectively) or cardiac hospitalizations (Est= -.001, p=.71 and Est= 

.002, p=.50, respectively). Results indicate that there is a relationship between perceived 

symptoms and HF and Cardiac hospitalizations, and a trending relationship between Trait 

Anger and Perceived Symptoms. However, perceived symptoms do not appear to mediate 

the relationship between Trait Anger and hospitalizations, because there was no 

relationship between Trait Anger and HF and cardiac hospitalizations. Additionally, in 

models there was no relationship between perceived symptoms and non-cardiac 

hospitalizations (see Figures 39). 

When examining all-cause hospitalizations, analyses revealed that there was a 

trend toward demonstrating a relationship between Trait Anger and perceived symptoms 
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(p=.06), when predicting all-cause hospitalizations. Within this same model there was a 

trend toward demonstrating a significant relationship between perceived symptoms and 

all-cause hospitalizations (p=.07). However, Trait Anger did not significantly predict all-

cause hospitalizations, indicating that there is no significant mediation. 

Finally, we ran additional path models to investigate the relationship between 

Trait Anger, Anger Expression Out, Self-Care, and the hospitalization outcomes. None of 

these models were significant (see Figures 41-44), indicating that Self-Care did not 

mediate the relationship between anger variables and hospitalizations. 
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CHAPTER 5: Discussion 

SUMMARY OF RESULTS 

Results of the present study indicated that the latent construct of Negative Affect 

was comprised of hostility, state and trait anxiety, total stress, total depression, and state 

and trait anger. The latent construct of Attitudes was comprised of LOT Pessimism, LOT 

Optimism, KCCQ Self-efficacy subscale, and an ad-hoc measure of self-efficacy. Social 

Support was comprised of structural (number of people in social network, number of high 

contact roles, and number of embedded networks) and functional (ISEL total score) 

support. Finally, the latent construct of Self-Care was comprised of measures of 

medication and diet adherence, BMI, and smoking status (physical activity had to be 

removed from this confirmatory factor analysis in order to improve model fit). 

Although the construct of Self-Care predicted death, and perceived symptoms 

predicted all-cause hospitalizations, neither Self-Care nor perceived symptoms mediated 

the relationship between psychosocial variables and re-hospitalizations and death. There 

was no mediating relationship because none of the psychosocial variables predicted 

perceived symptoms, Self-Care or re-hospitalizations and death.  

Within the exploratory analyses, perceived symptoms predicted both HF and 

cardiac hospitalizations. However, perceived symptoms and Self-Care did not mediate 

the relationship between the construct of Hostility, and individual subcomponents of 

Anger Expression Out, or Trait Anger. In one model Trait Anger demonstrated trending 

significance toward perceived symptoms, in the same model in which perceived 

symptoms demonstrated trending significance of all-cause hospitalizations. However, 

Trait Anger did not predict all-cause hospitalizations. Additionally, in the model where 

perceived symptoms significantly predicted HF hospitalizations, there was a trend toward 
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a significant relationship between Trait Anger and perceived symptoms. Similar to 

analyses conducted by Keith (136), Anger Expression Out significantly predicted all-

cause hospitalizations and non-cardiac hospitalizations. 

 The purpose of the current study was to examine whether Self-Care and 

perceived symptoms mediate the relationship between psychosocial variables and re-

hospitalizations and death in patients with HF. In a prior study using this sample, Keith 

(136) found that Hostility (as a construct) and subcomponents of Anger (Anger 

Expression Out and Trait Anger) predicted all-cause and non-cardiac hospitalizations.. 

These findings prompted the in-depth look at the relationship between psychosocial 

variables and re-hospitalizations and death. Therefore, the current study expanded on the 

original study to examine the role of several psychosocial variables  (Negative Affect, 

Social Support, and Attitudes) and their relationship with the behavioral variables 

involved in self-care and the cognitions of perceived symptoms. The results of each study 

aim will be discussed, along with broader implications of these findings. Study 

limitations and strengths, clinical significance and future directions will also be addressed 

within this discussion. 

AIM 1 

Aim 1 sought to determine the structure of the following higher order variables: 

Negative Affect, Social Support, Attitudes, and Self-Care, within a HF population. 

Consistent with prior literature conceptualizing Negative Affect being composed of 

variables representing variables related to subjective distress, the higher order variable of 

Negative Affect in this study was comprised of measures of state and trait anger, 

hostility, state and trait anxiety, depression, and perceived stress (265). This finding is 
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supported not only by the results obtained from confirmatory factor analysis, but also by 

significant correlations among the individual components of the higher order construct. 

The use of previously validated scales within this higher order variable provides 

additional confidence of the construct validity of this higher order variable. Since most 

research in this area has utilized predominantly Caucasian samples, results of this study 

confirm the structural consistency and validity of Negative Affect in a majority African 

American HF population.  

Similar to Negative Affect, the higher order variable of Social Support is 

consistent with literature that describes Social Support as a multifaceted construct, 

comprised of both structural and functional components (21; 102; 118). This finding was 

supported by the confirmatory factor analysis, and significant Pearson correlations among 

the individual components of Social Support (total network size, number of embedded 

networks, number of people in embedded networks, and ISEL total score). The use of 

previously validated scales to construct this higher order variable increases the 

confidence for construct validity of Social Support within a HF population. 

While this study captured the higher order variable of Attitude in a novel manner, 

it is consistent with Social Cognitive Theory (17). There are two aspects of the Social 

Cognitive Theory, outcome expectations and efficacy expectations, which is 

hypothesized to drive the motivation for behavior change. Outcome expectancy is an 

individual’s belief or estimate that their behavior will lead to a particular outcome. This is 

theoretically similar to optimism (or inversely, pessimism) which is defined as the overall 

belief that good things (or bad things) will happen and can generalize to an overall 

confidence about life (44; 229). Efficacy expectation is the conviction or belief that an 
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individual can successfully engage in the necessary behaviors to produce a desired 

outcome, which is the basis of self-efficacy that is widely used within the literature.  In 

sum, outcome expectancy can be conceptualized as optimism or pessimism regarding 

one’s behavior, while efficacy expectation is an individual’s sense of self-efficacy. The 

similarity between Social Cognitive Theory and the construct of Attitudes in this study 

indicates that the construct of Attitudes has a theoretical grounding. 

While the convergent validity of our construct was confirmed by the confirmatory 

factor analysis, the content validity of our ad-hoc self-efficacy scale (Figure 11) is a 

limitation to our construct. However, measures of internal consistency (Cronbach’s 

𝛼𝛼=.90), and convergent validity (significant Pearson’s correlations seen in Table 9 and 

contributing to good model fit as seen in Figure 15) suggest that the ad-hoc self-efficacy 

scale is consistent with well validated measures of self-efficacy and theoretically 

grounded within the Social Cognitive Theory. Future research with this ad-hoc measure 

should include more formalized procedures to test its validity and reliability for use in HF 

research.  

The construct of Self-Care was validated as a construct by the confirmatory factor 

analysis, however physical activity was not related to any of the measures in the zero-

order analyses. Therefore, it was dropped to improve model fit. This finding indicates 

that the measurement of physical activity (“Have you been physically active within the 

last 30 days?”) may not have been adequate to capture this component of self-care.  

Theoretically, physical activity should have remained within the model because its 

inclusion was grounded within Riegel et al (213) Self-Care of Heart Failure Index, which 

has been used widely within the literature and shown strong psychometric properties. 
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However, the question used to capture physical activity (“Have you been physically 

active within the last 30 days?”) did differ from the question used in Riegel et al (“Did 

you take part in regular physical activity?”), which may explain why it did not remain in 

the model. A previously validated measure of physical activity may have more 

adequately captured this domain and remained within the confirmatory factor analysis, as 

such the absence of physical activity within our construct of Self-Care is a limitation.  

In addition to physical activity, the use of BMI was a limitation in the attempt to 

capture the Self-Care construct in a group of patients with HF. BMI was included in our 

analyses as a proxy for a question on daily weighing, which is included in Riegel et al 

(213). The intent of including BMI was to capture whether or not patients are cognizant 

of their weight, as excess weight can cause complications in HF and ultimately is an 

important aspect of self-care (217). However it fails to capture whether patients engage in 

routine weight monitoring, as rapid fluctuations in weight are indicative of exacerbations 

in HF. Overall, BMI appears to be a poor proxy for daily weighing, which is supported 

by limited Pearson’s correlations with additional measures of Self-Care (see Table 13). In 

sum, measures of physical activity and BMI appear to be inadequate measures of aspects 

of Self-Care within this model and have seemingly impacted the findings in our next aim. 

Future research should examine the construct of Self-Care with previously well-

established scales.    

One caveat of this conclusion is the cultural impact on self-care. Previous 

literature has noted that minority populations, more specifically African-American 

populations, are notoriously poor at self-care as measured by Riegel et al (213) Self-Care 

of Heart Failure Index (13; 76). However the concept of self-care within African 
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Americans may warrant a different conceptualization as HF has a unique progression in 

African Americans compared to Caucasian Americans (278). While the tenants of self-

care may remain the same (e.g., low salt diet, physical activity, medication adherence), 

these tenants may not capture the construct of self-care as a whole and may need to 

include additional aspects such as the role of spirituality (76). 

Despite these limitations, establishing higher order variables of Negative Affect, 

Attitudes, Social Support, and Self-Care within a sample that is mainly African 

Americans contributes significantly to a literature that is largely devoted to Caucasian 

samples. It also confirms that we have both reliable and valid measures with which to test 

the mediation models in our next aim. 

AIM 2 

The validation of the constructs in Aim 1 allowed us to test mediation models in 

Aim 2 knowing that these constructs are largely conceptually and empirically consistent. 

The results of these analyses did not support any mediation, because the assumptions 

needed to test mediation were not met. That is, there was no significant relationship 

between the psychosocial variables (Negative Affect, Social Support, and Attitudes) and 

the outcome variables (death, and re-hospitalizations). This lack of a relationship between 

psychosocial variables and outcomes not consistent with literature that has found a 

relationship between depression, anxiety, anger, functional and structural social support, 

optimism, and self-efficacy and negative cardiovascular outcomes such as death and re-

hospitalizations (131; 135; 136; 224; 226; 234; 269). The present finding is especially 

surprising because previous research, using the same sample, found an association 

between dispositional optimism, anger, hostility, and fewer hospitalizations (136; 269). 
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However, this discrepancy could be explained by the use of the latent constructs of 

Attitudes and Negative Affect in this study, rather than the individual components (e.g., 

optimism, anger) and construct (e.g., Hostility) used in the previous studies. 

Additionally, there was not a significant relationship between the psychosocial 

variables and the mediating variables of perceived symptoms and Self-Care. This finding 

is also inconsistent with the broader literature, as previous studies have found an 

association between social support, depression, and anger with Self-Care (106; 194; 215). 

This finding may be attributable to limitations in the measurement of the Self-Care 

construct in this study, as it was found that BMI was a poor proxy for daily weighing, and 

physical activity failed to load in the construct. Lack of consideration of appropriate 

cultural factors (e.g., religion) may also play a role in the lack of association between 

psychosocial variables and Self-Care. Previous literature had not examined the 

relationship between some psychosocial variables (e.g., anxiety, optimism) and Self-

Care, and one of the goals of this study was to fill this gap in the literature. However, due 

to the aforementioned limitations of our Self-Care construct, this study does not allow us 

to address this issue. It is notable that the Self-Care construct did predict death, as this is 

contrary to literature that has found global Self-Care to not be predictive of mortality 

(134; 176). However, the literature included in these reviews mainly consisted of 

Caucasian rather than African American samples. This may indicate that Self-Care is not 

only constructed but also works to impact mortality for African Americans, unlike 

Caucasians.  

Additionally, we found that perceived symptoms predicted all-cause 

hospitalizations. This is consistent with prior research that found that non-cardiac death 
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shared similar risk factors to cardiac mortality in individuals with HF (203). The number 

of perceived symptoms reported by African Americans did not significantly differ from 

symptoms reported by Caucasians (M=72.58 SD=23.83 and M=72.74 SD=23.74, 

respectively). This may indicate that, in a population with multiple comorbidities, 

perceived symptoms are a better indicator of overall health rather than cardiovascular 

health alone for both African Americans and Caucasians.  

The lack of association between psychosocial variables and perceived symptoms 

is also inconsistent with previous literature that has found a relationship between 

depressive and anxious symptoms and perceived symptoms (27; 84; 223; 249). However, 

many prior studies have largely focused on either quality of life measures (which is an 

aspect of perceived symptoms) (27; 249) or other measures of symptoms such as the 

Seattle Angina Questionnaire (that focuses on coronary artery disease) (223), which may 

explain the discrepancy in findings.  Eisenberg et al (84) used the Minnesota Living with 

HF Questionnaire, which may be more accurate at capturing a wider range and a greater 

impact of symptoms than the KCCQ (which was used in this study) because it prompts 

participants to think about their symptoms over the last month compared to the KCCQ 

which only asks about symptoms over the last 2 weeks. Another possibility is that the 

disease process is so advanced in these patients and symptoms measured by the KCCQ 

are less susceptible to psychological influences. 

Within our mediation analyses we did find that perceived symptoms predicted all-

cause hospitalizations. There is little or no research examining the relationship between 

the KCCQ Total Symptoms score (as opposed to the Summary Score) and 

hospitalizations or death specifically. Therefore one goal of this study was to fill this gap 
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in the literature. The finding that perceived symptoms significantly predicts all-cause 

hospitalizations fills that gap, as it follows that individuals who perceive more physical 

symptoms are more likely to not only return, but be readmitted to the hospital, compared 

to individuals who perceive fewer physical symptoms. It is interesting that perceived 

symptoms only predicted all-cause hospitalizations, and not cardiac or HF related 

hospitalizations. This could indicate that the symptoms captured by the KCCQ are related 

to HF but are also largely represent the multiple co-morbidities that often accompany HF 

(130; 151). In sum, these symptoms appear to be capturing general health status, rather 

than HF symptoms alone.  

Analyses also revealed that the Self-Care construct predicted death. This is 

consistent with the larger literature that has found a strong association between individual 

Self-Care components and death (e.g., sodium restriction, medication adherence) (105; 

137). However, this finding is inconsistent with a study that found that a global score of 

self-care did not predict mortality (137). While this finding and the literature conflict, it 

may suggest that individual components of Self-Care, such as sodium restriction and 

medication adherence, may be conceptually distinct from other components, making 

them more powerful predictors of adverse outcomes when studied individually rather 

than as a construct. This is supported by the lack of individual Pearson correlations 

among the individual variables within our Self-Care construct and the inability of our 

construct to predict the readmission variables.  

The overall finding of Aim 2 is that perceived symptoms and Self-Care did not 

mediate the relationship between psychosocial variables and negative outcomes. 

Although Self-Care has been shown to be directly associated with outcomes, this study is 
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the first to examine whether or not perceived symptoms and Self-Care are mechanisms of 

action (i.e., mediators) capable of explaining the relationship between psychosocial 

variables and negative outcomes in a sample of HF patients. Our construct of Self-Care 

used different measures than have been used in previous research. Therefore this study 

was unable to replicate findings in the literature that suggest relationships among 

psychosocial variables, the proposed mediating variables, and re-hospitalizations and 

death.  

As aforementioned, HF is a major health disparity within the United States, with 

African Americans displaying higher incidence, worse prognosis, and early development 

compared to Caucasian Americans (82; 99; 100). Despite the presence of this health 

disparity, there remains a shortage of research committed to examining psychosocial and 

biological risk factors of African Americans with HF. This study, despite its limitations, 

has provided an in-depth look at the interplay of psychosocial risk factors in African 

Americans with HF.  This study has also raised questions about the applicability of 

previously established constructs to an African American sample. 

EXPLORATORY ANALYSES 

This study also sought to replicate the findings reported by Keith (120), and 

determine if Self-Care and perceived symptom mediated these relationships.  

Specifically, using the present data set, Keith (136) found that Anger Expression Out 

significantly predicted all-cause and cardiac hospitalizations, that Trait Anger 

significantly predicted non-cardiac hospitalizations, and that the construct of Hostility 

significantly predicted all-cause hospitalizations. The present study was successful at 

replicating the Keith (136) findings indicating relationships between the construct of 
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Hostility, Trait Anger, Anger Expression Out, and hospitalizations. However, the 

findings did not support the notion that Self Care and perceived symptoms mediated 

these relationships because the assumptions needed to test mediation were not met. 

Specifically, there was no association between Hostility, the subcomponents of anger 

(Anger Expression Out, and Trait Anger), and both Self-Care and perceived symptoms.  

While the finding that Hostility and anger subcomponents were not related to 

Self-Care is inconsistent with the existing literature indicating that individuals who report 

higher anger scores display less self-care behaviors, there has been relatively little 

research done in this area. In one previous study, Riegel et al (215) found that young men 

(aged 35-94 years) who reported high anger scores, also reported a delay in addressing 

their HF symptoms and difficulties with self-care maintenance (e.g., alcohol use, 

medication and dietary non-adherence). The lack of relationship between the 

subcomponents of anger and the construct of Hostility and Self-Care may be attributable 

to the limitations of the Self-Care construct as measured in the present study. 

Specifically, the limitations include the lack of physical activity within the construct and 

the use of BMI as a proxy for daily weighing. However, research has only begun to 

explore the extent to which negative affective states, such as anger and hostility, impacts 

Self-Care, and future research should continue to explore this relationship using the 

validated and reliable measure of the Self-Care construct (216). 

The relationships between the subcomponents of anger, the construct of Hostility, 

and perceived symptoms have largely been unexamined within the literature. Instead 

research has primarily focused on the robust relationship between depression and 

perceived symptoms (27; 223).  Evidence indicates that depression and HF (78), and 
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thereby perceived HF symptoms, share biological, psychological, and behavioral 

mechanisms (e.g., self-care, social support, cytokines, sleep disruption). The lack of 

relationship between anger, hostility, and perceived symptoms in the present study may 

be explained by the fact that anger, hostility, and HF may have a different relationship.  

Furthermore, the sample used in this study may have been too ill to have their symptom 

reports significantly impacted by reports of anger or hostility. Future research should 

continue to explore this relationship in a sample that is in the beginning stages of HF, 

rather than the end stages.  

The relationship between individual anger components and hospitalizations, is 

consistent with studies that found a relationship between Anger Expression Out, Trait 

Anger, and high blood pressure levels, which is a known risk factor for HF (233; 252). 

Additionally, these findings are also consistent with research reporting that African 

American individuals who are of lower socioeconomic status (as in the present sample) 

may display above average anger are at higher risk of negative health outcomes (133). 

Surprisingly, our sample displayed higher mean scores for Trait Anger and lower mean 

scores for Anger Expression Out than have been found previously within the normative 

sample and additional literature (205; 243). For example, Peters (205) found in sample of 

82 African Americans older than 40 with a history of hypertension, that the mean score 

for Spielberger (243) Trait Anger was 15.1 and the mean score for Anger Expression out 

was 25.6, compared to this sample which found a mean score of 16.34 for Trait Anger 

and a mean score of 14.22 for Anger Expression Out. The sample in the Peters (205) 

study was significantly healthier (the participants only had a history of hypertension, 

rather than a history of HF) than the sample in this study, and as a result the participants 
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in our sample may have been contending with more salient feelings of depression rather 

than anger. Additionally, the severity of illness experienced by the participants in our 

sample may take precedent as a determinate of symptoms, as opposed to psychological 

state.  

One interesting aspect of the present findings is the fact that none of the anger or 

hostility variables were predictive of cardiac related hospitalizations. Instead, these 

variables predicted either all-cause or non-cardiac hospitalizations. These findings are 

consistent with studies that indicate that hostility is predictive of total mortality and all 

hospitalizations, and not just cardiovascular related events (18; 19; 208; 275). This 

suggests that these associations involve mechanisms common to a variety of health 

problems, not only cardiovascular disease.  Although this study examined Self-Care and 

perceived symptoms as this possible mechanism, other mechanisms may be involved. 

These include the impact of negative affect on social support and provider relationships, 

risky behavior, and pathophysiological markers (e.g., cytokines). 

LIMITATIONS 

The findings of this study should be interpreted in light of some limitations. The 

largest limitation of this study is the ad-hoc nature of the Attitude and Self-Care 

constructs. The BETRHEART protocol was not originally designed to measure the 

constructs of Attitudes, or Self-Care, therefore this study made use of specific measures 

that were then combined using confirmatory factor analyses. For example, following the 

theoretical outline provided by Riegel et al (216) we included measures such as BMI, and 

physical activity into our original confirmatory factor analyses of Self-Care. However, 

modification indices indicated that physical activity did not fit with the additional 
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variables of Self-Care (e.g., smoking, dietary and medication adherence) and Pearson’s 

correlations indicated that BMI was a poor proxy for daily weighing, both of which were 

included in the Self-Care Heart Failure Index (216).  The lack of physical activity within 

our Self-Care construct and the lack of correlation of BMI with the other Self-Care 

measures, indicates that our Self-Care construct may have been measuring a different 

construct than Riegel’s Self-Care Heart Failure Index. These findings calls into question 

our findings or lack thereof. Overall, the confirmatory factor analyses do provide some 

level of convergent validity and were largely grounded in theory, however they are 

limited to the pre-existing study variables, rather than previously validated and normed 

variables available in tools designed to measure constructs such as Attitudes, and Self-

Care.  

An additional limitation of this study was the advanced stage and severity of HF 

in this sample. The severity of this sample is evidenced by the elevated levels of BUN, 

creatinine, and ejection fraction, which increase HF complications and risk for mortality 

(12; 124; 263). Ideally research into risk factors would take place longitudinally, 

beginning when individuals are first diagnosed with HF, rather than during its later 

stages. By not examining the participants beginning at the initial diagnosis, our findings 

may have obscured any nuanced impact of psychological variables due to the 

participant’s level of decompensation and disease severity. The constructs of Negative 

Affect, Social Support, Attitudes, and Self-Care may have shown a stronger relation to 

hospitalizations had the sample’s physical symptoms and comorbidities not have been as 

severe. In other words, our sample may have been so physically decompensated that no 

psychosocial variable could have altered or impacted hospitalizations or death. 
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Another limitation of this study is the underrepresentation of females within our 

sample. While HF is more prevalent in men, women continue to be understudied even 

though their prevalence rates are increasing. Due to the lack of females within this 

sample, it would be inappropriate to generalize these findings to female HF patients. In 

addition to gender, the prevalence of African Americans also limits the generalizability of 

this study.  

While this study represents an important step forward in helping reduce health 

disparities in African Americans in HF, it cannot be generalized to most other HF studies 

that have primarily Caucasian samples. Inherently, due to the lack of previous research 

into African Americans with HF, the constructs used in this study were based on models 

largely used with Caucasian samples, particularly the Self-Care construct. As a result, 

this Self-Care construct lacked appropriate cultural considerations (e.g., the role of 

religion in Self-Care) and cultural equivalence that may have improved not only the fit of 

the construct, but also revealed more relationships between Self-Care and 

hospitalizations. Cultural equivalence is a prerequisite for a cross-cultural comparison 

and acts to reduce bias inherent in psychometric tools (113). While our SEM criteria 

indicated good model fit in our constructs, it does not indicate best model fit, which may 

have been achieved with culturally equivalent measures.  

Research has shown that generally, African Americans report less symptoms than 

Caucasians, this presents an issue when measures are used that have not been determined 

to be culturally equivalent (103). As a result of the underreporting of psychological 

symptoms and lack of cultural equivalence, measures with built in validity indicators are 

needed. However, there is a lack of psychological screeners that include validity 
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indicators designed to capture response biases. Future research should include measures 

with built in validity indicators (e.g., PAI, MMPI) in order to control for response bias. 

Furthermore, the overall lack of cultural norms for the measures used within this study, 

limits generalizability and the ability to draw conclusions from the results. While every 

study measure demonstrated good reliability and validity within a multiethnic sample, 

few of these studies have been replicated. 

Additionally, the low socio-economic status and education level of this sample 

may have impacted the extent to which this sample knew what Self-Care behaviors to 

engage in, or had access to the appropriate Self-Care mechanisms and behaviors (e.g., 

access to a nearby grocery store, a safe neighborhood to exercise in, easy transportation 

and/or access to a pharmacy).   

Lack of power is another limitation that must be taken into consideration. While 

there is no consensus within the literature in regards to completing a power analysis for 

SEM, experts do agree that there should be approximately 10 participants for every 

observed variable (144). Unfortunately, in some of the analyzed models (e.g., the models 

with Self-Care) the ratio of observed variables to participants is too large for adequate 

power. 

Furthermore, due to the limitations of study resources, study staff did not verify 

any hospitalizations that occurred at hospitals other than the Baltimore Veterans 

Association Hospital and the University of Maryland Medical Center. The 

hospitalizations and their causes were self-reported by participants, and not adjudicated 

by a trained medical researcher. This may have impacted the correct cause of the 

hospitalization and resulted in less hospitalizations recorded. However, study personnel 
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made every attempt to verify hospitalizations with outside providers by faxing signed 

release of information forms to hospitals and providing pre-paid envelopes for 

transmission of hospital records.  As a result, the impact of these hospitalizations on the 

overall results of the study should not be significant.  

CLINICAL APPLICATIONS 

This study reproduced the results in Keith (136) which found that the construct of 

Hostility, and the subcomponents Trait Anger, and Anger Expression Out were all 

predictive of either all-cause or non-cardiac re-hospitalizations. This suggests that these 

psychological variables may have broader health consequences, rather than impacting 

just cardiovascular events. Instead, anger and hostility may work by negatively 

influencing health care provider attitudes, biomarkers, or risky health behavior, driving 

broad negative patient care outcomes. By identifying and addressing both anger and 

hostility, health care providers may be able to identify those individuals at greatest risk 

for re-hospitalizations and apply appropriate interventions in order to reduce 

readmissions. These results suggest that health care providers should focus on the patient 

as a whole, rather than the specific diagnosis of HF.  

In addition to the findings related to Hostility, Trait Anger, and Anger Expression 

Out, this study also found that the construct of Self-Care predicted death and the 

observed variable of perceived symptoms predicted all-cause hospitalizations. The 

finding that Self-Care predicts mortality, is inconsistent with previous meta-analytic and 

systematic reviews that found no relation between Self-Care behaviors and mortality 

(134; 176). However, these reviews primarily used studies with Caucasian samples, 

rather than African American samples. This may indicate that Self-Care works differently 
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for African Americans than Caucasian Americans and may be an area of emphasis for 

health providers to focus on in order to reduce mortality. More research on the make-up 

of the construct of Self-Care and its impact on both hospitalizations and death is needed, 

with an emphasis on cultural distinctions. In regards to our finding that perceived 

symptoms predicted all-cause hospitalizations, it may be that within such a severely ill 

population, perceived symptoms are a better predictor of overall health, rather than 

cardiovascular health alone. 

In this population with severe HF symptoms, there were no relationships among 

psychosocial variables, outcomes, and perceived symptoms. This suggests that 

psychosocial variables might only play a predictive role in outcomes when physical 

symptoms are of lesser severity. This might suggest that in order for physicians and 

behavioral health providers to lessen the negative impact of psychosocial variables, they 

must intervene at earlier stages of the HF process (e.g., at the time of diagnosis of 

hypertension or coronary heart disease).  

FUTURE RESEARCH  

Because of the ad hoc nature of our Self-Care measure, before reaching a firm 

conclusion about the role of self-care, research using a pre-established and better 

validated measure of Self-Care (216) is warranted. The fact that perceived symptoms and 

Self-Care were not mediators of outcomes in this study suggests that future research 

should explore other possible mechanisms of action that explain the relationship between 

psychosocial variables (e.g., Hostility, Anger Expression Out, Trait Anger) and 

hospitalizations. A possible alternative mechanism of action includes the role of 

physiological markers that adversely impact HF outcomes (e.g., pro-inflammatory 



 

96 

cytokines such as IL-6, IL-10, TNF-alpha) that are related to psychosocial variables.  An 

additional alternative mechanism of action might include the behaviors and/or attitudes of 

health care providers, which may be impacted by patients’ negative affect and 

subsequently impact HF outcomes. Additionally, to fully understand the role of 

psychosocial factors and their mechanisms of action, it is important for researchers to 

identify a population earlier in the HF process (i.e., when they are at risk or when they are 

initially diagnosed) and follow them longitudinally through the progression of the 

disease.  

Future research should also examine other casual paths that may better support the 

data. For example, it may be that social support affects HF outcomes through decreasing 

negative affect and increasing positive attitudes, suggesting a model of double mediation. 

This study only examined the possibility of two causal models, however many 

combinations of these constructs were left unexamined. 

 In summary, the present study confirmed the structure of the constructs of 

Negative Affect, Social Support, Attitudes, and Self-Care within a primarily African 

American HF sample. Subject to the limitations noted above, the study also revealed that 

Self-Care and perceived symptoms do not appear to mediate the relationship between 

psychosocial variables and hospitalizations and death. Furthermore, it also found that 

perceived symptoms and Self-Care were not significant mediators of the previously 

established relationships between Hostility, Anger Expression Out, Trait Anger, and re-

hospitalizations in this sample.  This study’s strength was the multi-racial population 

containing a large percentage of African Americans. This study also provided an in-depth 
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look at the complex psychosocial landscape of HF patients, and examines issues not 

widely studied in the broader literature.  
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Figure 1. Proposed Model with Behaviors (Self-Care) as Mediator. All structural 

equation models depict latent variables with circles and observed variables with 
squares.  
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Figure 2. Proposed Model with Cognitions (perceived symptoms) as Mediator. All 

structural equation models depict latent variables with circles and observed 
variables with squares. 
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Figure 3. Appendix 1: Morisky Adherence Scale/BMQ (modified from Svarstad)  
 
Did you sometimes forget to take your pills?    Yes No 
 
People sometimes miss taking their medications for reasons other than forgetting. 
Thinking over the past two weeks, were there any days when you did not take your 
medication?         Yes No 
 
Have you ever cut back or stopped taking your medication without telling your doctor, 
because you felt worse when you took it?     Yes No 
 
When you travel or leave home, do you sometimes forget to bring along your 
medication?         Yes No 
 
Did you take all of your medications yesterday?    Yes No 
 
When you feel like your problem is under control, do you sometimes stop taking your 
medication?         Yes  No 
 
Taking medication everyday is a real inconvenience for some people. Do you ever feel 
hassled about sticking to your treatment plan?    Yes  No 
 
How often do you have difficulty remembering to take your medications? Rarely/never 
 Once in awhile  Sometimes            Usually            Always 
 
Do you find your medication regimen confusing?    Yes No 
 
Do you find it difficult to remember to take your medicines?  Yes No 
 
How much problem or concern are you having in the following areas? 
My medication causes side effects.     None  A little    A lot 
It is hard to remember all the doses.     None  A little    A lot 
It is hard to pay for the medication.     None  A little    A lot 
It is hard to open the container.     None  A little    A lot 
It is hard to get my refill on time.     None  A little    A lot 
It is hard to read the print on the container.    None  A little    A lot 
The dosage times are inconvenient.     None  A little    A lot 
My medication causes other problems or concern.   None  A little    A lot 
 
Do any of your medications bother you in any way?   Yes No 
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Figure 4. Appendix 2: Kansas City Cardiomyopathy Questionnaire (KCCQ) 
 
Heart failure affects different people in different ways. Some feel shortness of breath 
while others feel fatigue. Please indicate how much you are limited by heart failure 
(shortness of breath or fatigue) in you ability to do the following activities over the past 2 
weeks.            
 
Dressing yourself: 
Extremely  Quite a bit Moderately Slightly  Not at all Limited for 
Limited Limited Limited Limited Limited other reasons 
 
Showering/Bathing: 
 Extremely  Quite a bit Moderately Slightly  Not at all Limited for 
Limited Limited Limited Limited Limited other reasons 
 
Walking 1 block on level ground: 
Extremely  Quite a bit Moderately Slightly  Not at all Limited for 
Limited Limited Limited Limited Limited other reasons 
 
Doing yardwork, housework, or carrying groceries: 
Extremely  Quite a bit Moderately Slightly  Not at all Limited for 
Limited Limited Limited Limited Limited other reasons 
 
Climbing a flight of stairs without stopping: 
Extremely  Quite a bit Moderately Slightly  Not at all Limited for 
Limited Limited Limited Limited Limited other reasons 
 
Hurrying or jogging (as if to catch a bus): 
Extremely  Quite a bit Moderately Slightly  Not at all Limited for 
Limited Limited Limited Limited Limited other reasons 
 
Compared with 2 weeks ago, have your symptoms of heart failure (shortness of breath, 
fatigue, or ankle swelling) changed? My symptoms of heart failure have become:  
 
Much Worse   Slightly Worse   Not Changed   Slightly Better   Much Better   No   
               Symptoms  
 
Over the past 2 weeks, how many times did you have swelling in your feet, ankles or legs 
when you woke up in the morning? 
 
Every Morning 3 or more times 1-2 times  Less than  Never over  
   a week, but not a week  once a   the past 2 
   every day    week  weeks   
 
Over the past 2 weeks, how much has swelling in your feet, ankles or legs bothered you? 
It has been… 
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Extremely  Quite a bit Moderately Slightly  Not at all I’ve had 
bothersome bothersome bothersome bothersome bothersome no swelling 
 
Over the past 2 weeks, on average, how many times has fatigue limited your ability to do 
what you want? 
 
All of the   Several times    At least        3 or more   1-2 times    Less than    Never over 
time        per day              once a day   times per    per week     once a     the past 2 
          week but                    week    weeks 
          not every  
          day        
 
Over the past 2 weeks, how much has your fatigue bothered you? It has been.. 
 
Extremely  Quite a bit Moderately Slightly  Not at all I’ve had 
bothersome bothersome bothersome bothersome bothersome no swelling 
 
Over the past 2 weeks, on average, how many times has shortness of breath limited your 
ability to do what you wanted? 
 
All of the   Several times    At least        3 or more   1-2 times    Less than    Never over 
time        per day              once a day   times per    per week     once a     the past 2 
          week but                    week    weeks 
          not every  
          day        
 
Over the past 2 weeks, how much has your shortness of breath bothered you? It has 
been… 
 
Extremely  Quite a bit Moderately Slightly  Not at all I’ve had 
bothersome bothersome bothersome bothersome bothersome no swelling  
 
Over the past 2 weeks, on average, how many times have you been forced to sleep sitting 
up in a chair or with at least 3 pillows to prop you up because of shortness of breath? 
 
Every night    3 or more times 1-2 times  Less than  Never over  
   a week, but not a week  once a   the past 2 
   every day    week  weeks   
 
Heart failure symptoms can worsen for a number of reasons. How sure are you that you 
know what to do, or whom to call, if your heart failure gets worse? 
 
Not at all      Not very       Somewhat             Mostly           Completely 
sure       sure                    sure   sure  sure    
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How well do you understand what things you are able to do to keep your heart failure 
symptoms from getting worse? (for example, weighing yourself, eating a low salt diet, 
etc.) 
 
Do not        Do not    Somewhat   Mostly Completely 
understand       understand  understand  understand understand 
at all        very well          
 
Over the past 2 weeks, how much has your heart failure limited your enjoyment of life? 
 
 It has extremely     It has limited      It has moderately It has slightly      It has not 
limited my           my enjoyment    limited my  limited my      limited my  
enjoyment           of life quite  enjoyment of life enjoyment of      enjoyment 
of life            a bit     life       of life at all 
 
If you had to spend the rest of your life with your heart failure the way it is right now, 
how would you feel about this? 
 
Not at all  Mostly     Somewhat  Mostly  Completely 
satisfied  dissatisfied   satisfied  satisfied satisfied  
 
Over the past 2 weeks, how often have you felt discouraged or down in the dumps 
because of your heart failure? 
 
I felt that           I felt that        I occasionally        I rarely          I never 
way all of           way most of      felt that way        felt that         felt that 
time           the time                 way         way  
 
How much does your heart failure affect your lifestyle? Please indicate how your heart 
failure may have limited your participation in the following activities over the past 2 
weeks:            
 
Hobbies, recreational activities 
Severely       Limited          Moderately       Slightly       Did not limit       Does not apply 
limited          quite a bit     limited                limited        at all         did not do for  
                 other reasons 
Working or doing household chores 
 Severely       Limited          Moderately       Slightly       Did not limit       Does not apply 
limited          quite a bit     limited                limited        at all         did not do for  
                 other reasons 
 
Visiting family or friends out of your home 
Severely       Limited          Moderately       Slightly       Did not limit       Does not apply 
limited          quite a bit     limited                limited        at all         did not do for  
                 other reasons 
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Intimate relationships with loved ones 
Severely       Limited          Moderately       Slightly       Did not limit       Does not apply 
limited          quite a bit     limited                limited        at all         did not do for  
                 other reasons 
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Figure 5. Appendix 3: State-Trait Anger Inventory-II 
 
A number of statements which people have used to describe themselves are given below. 
Read each statement and then circle the appropriate value to the right of the statement to 
indicate how you feel right now. There are no right or wrong angers. Do not spend too 
much time on any one statement but give the answer which seems to describe your 
present feelings best. 
 

 Almost Never Sometimes Often Almost Always 
I am furious 1 2 3 4 
I feel irritated 1 2 3 4 
I feel angry 1 2 3 4 
I feel like yelling 
at somebody 1 2 3 4 

I feel like breaking 
things 1 2 3 4 

I am mad 1 2 3 4 
I feel like banging 
on the table 1 2 3 4 

I feel like hitting 
someone 1 2 3 4 

I feel like 
swearing 1 2 3 4 

I feel annoyed 1 2 3 4 
I feel like kicking 
somebody 1 2 3 4 

I feel like cursing 
out loud 1 2 3 4 

I feel like 
screaming 1 2 3 4 

I feel like 
pounding 
somebody 

1 2 3 4 

I feel like shouting 
out loud 1 2 3 4 

 
A number of statement which people have used to describe themselves are given below. 
Read each statement and then circle the appropriate value to the right of the statement to 
indicate how you generally feel. There are no right or wrong answers. Do no spend too 
much time on any one statement but give the answer which seems to describe your 
present feelings best. 
 
 Almost Never Sometimes Often Almost Always 
 I am quick 
tempered 1 2 3 4 
I have a fiery 
temper 1 2 3 4 
I am a hotheaded 
person 1 2 3 4 
I get angry when 
slowed down by 
others’ mistakes 

1 2 3 4 
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I feel annoyed 
when not given 
recognition for 
doing good work 

1 2 3 4 

I fly off the handle 1 2 3 4 
I say nasty things 
when mad 1 2 3 4 
I feel furious when 
criticized in front 
of others 

1 2 3 4 

I feel like hitting 
someone when 
frustrated 

1 2 3 4 

I feel infuriated 
when I do a good 
job and get a poor 
evaluation 

1 2 3 4 

 
A number of statement which people have used to describe themselves are given below. 
Read each statement and then circle the appropriate value to the right of the statement to 
indicate how you generally react when angry or furious. There are no right or wrong 
answers. Do no spend too much time on any one statement but give the answer which 
seems to describe your present feelings best. 
 
 Almost Never Sometimes Often Almost Always 
I control my 
temper 1 2 3 4 
I express my anger 1 2 3 4 
I take a deep 
breath and relax 1 2 3 4 
I keep things in 1 2 3 4 
I am patient with 
others 1 2 3 4 
If someone is 
annoying, I am apt 
to tell him or her 

1 2 3 4 

I try to calm down 
as soon as possible 1 2 3 4 
I pout or sulk 1 2 3 4 
I control my urge 
to express angry 
feelings 

1 2 3 4 

I lose my temper 1 2 3 4 
I try to simmer 
down 1 2 3 4 
I withdraw from 
people 1 2 3 4 
I keep cool 1 2 3 4 
I make sarcastic 
remarks to others 1 2 3 4 
I try to sooth 
angry feelings 1 2 3 4 
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I boil inside, but 
don’t show it 1 2 3 4 
I control my 
behavior 1 2 3 4 
I do things like 
slam doors 1 2 3 4 
I endeavor to 
become calm 
again 

1 2 3 4 

I tend to harbor 
grudges that I 
don’t tell anyone 
about 

1 2 3 4 

I can stop from 
losing my temper 1 2 3 4 
I argue with others 1 2 3 4 
I reduce anger as 
soon as possible 1 2 3 4 
I am secretly quite 
critical of others 1 2 3 4 
I try to be tolerant 
and understanding 1 2 3 4 
I strike out at 
whatever is 
infuriating 

1 2 3 4 

I do something 
relaxing to calm 
down 

1 2 3 4 

I am angrier than I 
am willing to 
admit 

1 2 3 4 

I control my angry 
feelings 1 2 3 4 
I say nasty things 1 2 3 4 
I try to relax 1 2 3 4 
I am irritated a 
great deal more 
than people are 
aware of 

1 2 3 4 
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Figure 6. Appendix 4: Cook-Medley Hostility Scale 
 
Reach each statement and decide whether each is true as applied to you or false as 
applied to you. If a statement is true or mostly true, as applied to you, circle the T 
following the statement. If a statement is false or not usually true, as applied to you, 
circle the F following the statement. If a statement does not apply to you, or if it is 
something you do not know about, make no mark.  
 
Remember to give your own opinion of yourself. Do not leave any spaces blank if you 
can avoid it. 
 
When someone does me wrong I feel I should pay 
him back if I can, just for the principle of the thing.   T F 
 
I prefer to pass by school friends, or people I know  
but have not seen for a long time, unless they speak  
to me first.         T F 
 
I have often had to take orders from someone who 
did not know as much as I did.     T F 
 
I think a great many people exaggerate their 
misfortune in order to gain the sympathy and 
help from others.       T F 
 
It takes a lot of argument to convince most people 
of the truth.        T F 
 
I think most people would lie to get ahead.    T F 
 
Someone has it in for me.      T F 
 
Most people are honest chiefly through fear 
of being caught.       T F 
 
Most people will use somewhat unfair means to gain  
profit or an advantage rather than to lose it.    T F 
 
I commonly wonder what hidden reason another person 
may have for doing something nice for me.    T F 
 
It makes me impatient to have people ask for my advice 
or otherwise interrupt me when I am working on 
something important.       T F 
 
I feel that I have often been punished without cause.   T F 
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I am against giving money to beggars.    T F 
 
Some of my family have habits that bother and 
annoy me very much.       T F 
 
No one cares much what happens to you.    T F 
 
My relatives are nearly all in sympathy with me.   T F 
 
My way of doing things is apt to be misunderstood 
by others.        T F 
 
I don’t blame anyone for trying to grab everything 
he can get in this world.      T F 
 
Most people make friends because friends are likely   
to be useful to them.       T F 
 
I am sure I am being talked about.     T F 
 
I am likely not to speak to people until they speak 
to me.         T F 
 
Most people inwardly dislike putting themselves  
out to help other people.      T F 
 
I tend to be on my guard with people who are somewhat 
more friendly than I had expected.     T F 
 
I have sometimes stayed away from another person 
because I feared doing or saying something that I  
might regret afterwards.       T F 
 
People often disappoint me.      T F 
 
I like to keep people guessing what I’m going to do next.  T F 
 
I frequently ask people for advice.     T F 
 
I am not easily angered.      T F 
 
I have often met people who were supposed to be 
experts who were no better than I .     T F 
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I would certainly enjoy beating a crook at his own game.  T F 
 
It makes me feel like a failure when I hear of the success 
of someone I know well.       T F 
 
I have at times had to be rough with people who were 
rude or annoying.       T F 
 
People generally demand more respect for their own 
Rights than they are willing to allow for others.   T F 
 
There are certain people whom I dislike so much that 
I am inwardly pleased when they are catching it for  
something they have done.      T F 
 
I am often inclined to go out of my way to win a point 
with someone who has opposed me.     T F 
 
I am quite often not in on the gossip and talk of the group 
I belong to.        T F 
 
The man who had the most to do with me when I was a  
child (such as my father, stepfather, etc.) was very  
strict with me.        T F 
 
I have often found people jealous of my good ideas, just 
because they had not thought of them first.    T F 
 
When a man is with a woman he is usually thinking about 
things related to her sex.      T F 
 
I do not try to cover up my poor opinion or pity of a  
person so that he won’t know how I feel.    T F 
 
I have frequently worked under people who seem to have 
things arranged so that they get credit for good work but 
are able to pass off mistakes onto those under them.    T F 
 
I strongly defend my own opinions as a rule.    T F 
 
People can pretty easily change me even though I  
thought that my mind was already made up on a subject.  T F 
 
Sometimes I am sure that other people can tell me what  
I am thinking.         T F 
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A large number of people are guilty of bad sexual conduct.  T F 
 
When I take a new job, I like to be tipped off on who  
should be gotten next to.      T F 
 
I have often felt that strangers were looking critically at me.  T F 
 
I can be friendly with people who do things which  
I consider wrong.       T F 
 
It is safer to trust nobody.      T F 
 
I do not blame a person for taking advantage of 
someone who lays himself open to it.     T F 
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Figure 7. Appendix 5: Beck-Depression Inventory (II) 
 
This questionnaire consists of 21 groups of statements. Please read each group of 
statements carefully, and then pick out the one statement in each group that best 
describes the way you have been feeling during the past two weeks, including today. 
Circle the number beside the statement you have picked. IF several statements in the 
group seem to apply equally well, circle the highest number for that group. Be sure that 
you do not choose more than one statement for any group, including Item 16 (Changes in 
Sleeping Pattern) or Item 18 (Changes in Appetite). 
 
Sadness 
 0 I do not feel sad. 
 1 I feel sad much of the time. 
 2 I am sad all of the time. 
 3 I am so sad or unhappy that I can’t stand it. 
 
Pessimism 
 0 I am not discouraged about my future. 
 1 I feel more discouraged about my future than I used to be. 
 2 I do not expect things to work out for me. 
 3 I feel my future is hopeless and will only get worse. 
 
Past Failure 

0 I do not feel like a failure. 
1 I have failed more than I should have. 
2 As I look back, I see a lot of failures. 
3 I feel I am a total failure as a person. 
 

Guilty Feelings 
0 I don’t feel particularly guilty. 
1 I feel guilty over many things I have done or should have done. 
2 I feel quite guilty most of the time. 
3 I feel guilty all of the time. 
 

Punishment Feelings 
0 I don’t feel I am being punished. 
1 I feel I may be punished. 
2 I expect to be punished. 
3 I feel I am being punished. 
 

Self-Dislike 
0 I feel the same about myself as ever. 
1 I have lost confidence in myself. 
2 I am disappointed in myself. 
3 I dislike myself. 
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Self-Criticalness 
0 I don’t criticize or blame myself more than usual. 
1 I am more critical of myself than I used to be. 
2 I criticize myself for all of my faults. 
3 I blame myself for everything bad that happens. 
 

Suicidal Thoughts or Wishes 
0 I don’t have any thoughts of killing myself. 
1 I have thoughts of killing myself, but I would not carry them out. 
2 I would like to kill myself. 
3 I would kill myself if I had the chance. 

 
Crying 

0 I don’t cry any more than I used to. 
1 I cry more than I used to. 
2 I cry over every little thing. 
3 I feel like crying, but I can’t. 

 
Agitation 

0 I am no more restless or wound up than usual. 
1 I feel more restless or wound up than usual. 
2 I am so restless or agitated that it’s hard to stay still. 
3 I am so restless or agitated that I have to keep moving or doing something. 

 
Loss of Interest 

0 I have not lost interest in other people or activities. 
1 I am less interested in other people or things than before. 
2 I have lost most of my interest in other people or things. 
3 It’s hard to get interested in anything.  
 

Indecisiveness 
0 I make decisions about as well as ever. 
1 I find it more difficult to make decisions than usual. 
2 I have much greater difficulty in making decisions than I used to. 
3 I have trouble making any decisions. 

 
Worthlessness 

0 I do not feel I am worthless. 
1 I don’t consider myself as worthwhile and useful as I used to. 
2 I feel more worthless as compared to other people. 
3 I feel utterly worthless. 
 

Loss of Energy 
0 I have as much energy as ever. 
1 I have less energy than I used to have. 
2 I don’t have enough energy to do very much. 
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3 I don’t have enough energy to do anything. 
 
Changes in Sleeping Pattern 
 0 I have not experienced any change in my sleeping pattern. 
 1a I sleep somewhat more than usual. 
 1b. I sleep somewhat less than usual. 
 2a. I sleep a lot more than usual. 
 2b. I sleep a lot less than usual.  
 3a. I sleep most of the day. 
 3b. I wake up 1-2 hours early and can’t get back to sleep. 
 
Irritability 

0 I am no more irritable than usual. 
1 I am more irritable than usual. 
2 I am much more irritable than usual. 
3 I am irritable all the time. 

 
Changes in Appetite 
 0 I have not experienced any change in my appetite. 
 1a. My appetite is somewhat less than usual. 
 1b. My appetite is somewhat greater than usual. 
 2a. My appetite is much less than before. 
 2b. My appetite is much greater than usual. 
 3a. I have no appetite at all. 
 3b. I crave food all the time. 
 
Concentration Difficulty 

0 I can concentrate as well as ever. 
1 I can’t concentrate as well as usual. 
2 It’s hard to keep my mind on anything for very long. 
3 I find I can’t concentrate on anything. 
 

Tiredness or Fatigue 
0 I am no more tired or fatigued than usual. 
1 I get more tired or fatigued more easily than usual. 
2 I am too tired or fatigued to do a lot of things I used to do. 
3 I am too tired or fatigued to do most of the things I used to do. 

 
Loss of Interest in Sex 

0 I have not noticed any recent change in my interest in sex. 
1 I am less interested in sex than I used to be. 
2 I am much less interested in sex now. 
3 I have lost interest in sex completely. 
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Figure 8. Appendix 6: Perceived Stress Scale 
 
The questions in this scale ask you about your feelings and thoughts during the last 
month. In each case, you will be asked to indicate by circling how often you felt or 
thought a certain way. 
 
0 = Never    1 = Almost never    2 = Sometimes     3= Fairly Often     4 = Very Often  
 
In the last month, how often have you been upset 
because of something that happened unexpectedly?..................................0    1     2    3    4 
 
In the last month, how often have you felt that you were unable 
to control the important things in your life? ..............................................0    1     2    3    4 
 
In the last month, how often have you felt nervous and “stressed”?.........0    1     2    3     4 
 
In the last month, how often have you felt confident about your ability 
to handle your personal problems? ............................................................0    1     2    3    4 
 
In the last month, how often have you felt that things 
were going your way? ................................................................................0    1     2    3    4 
 
In the last month, how often have you found that you could not cope 
with all the things that you had to do?........................................................0    1     2    3    4 
 
In the last month, how often have you been able 
to control irritations in your life? ...............................................................0    1     2    3    4 
 
In the last month, how often have you felt that you were on top  
of things? ....................................................................................................0    1     2    3    4 
 
In the last month, how often have you been angered 
because of things that were outside of your control? .................................0    1     2    3    4 
 
In the last month, how often have you felt difficulties 
were piling up so high that you could not overcome them? ......................0    1     2    3    4 
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Figure 9. Appendix 7: State Trait Anxiety Inventory 
 
A number of statement which people have used to describe themselves are given below. 
Read each statement and then circle the appropriate value to the right of the statement to 
indicate how you feel right now, that is, at this moment. There are no right or wrong 
answers. Do no spend too much time on any one statement but give the answer which 
seems to describe your present feelings best. 
 
 Not at all Somewhat Moderately So Very Much So 
I feel calm 1 2 3 4 
I feel secure 1 2 3 4 
I am tense 1 2 3 4 
I feel strained 1 2 3 4 
I feel at ease 1 2 3 4 
I feel upset 1 2 3 4 
I am presently 
worrying over 
possible 
misfortunes 

1 2 3 4 

I feel satisfied 1 2 3 4 
I feel frightened 1 2 3 4 
I feel comfortable 1 2 3 4 
I feel self-
confident 1 2 3 4 
I feel nervous 1 2 3 4 
I am jittery 1 2 3 4 
I feel indecisive 1 2 3 4 
I am relaxed 1 2 3 4 
I feel content 1 2 3 4 
I am worried 1 2 3 4 
I feel confused 1 2 3 4 
I feel steady 1 2 3 4 
I feel pleasant 1 2 3 4 

 
A number of statement which people have used to describe themselves are given below. 
Read each statement and then circle the appropriate value to the right of the statement to 
indicate how you generally feel. There are no right or wrong answers. Do no spend too 
much time on any one statement but give the answer which seems to describe your 
present feelings best. 
 
 Not at all Somewhat Moderately So Very Much So 
I feel pleasant 1 2 3 4 
I feel nervous and 
restless 1 2 3 4 
I feel satisfied with 
myself 1 2 3 4 
I wish I could be 
as happy as others 
seem to be 

1 2 3 4 

I feel like a failure 1 2 3 4 



 

117 

I am “calm, cool, 
and collected” 1 2 3 4 
I feel that 
difficulties are 
piling up so that I 
cannot overcome 
them 

1 2 3 4 

I worry too much 
over something 
that really doesn’t 
matter 

1 2 3 4 

I am happy 1 2 3 4 
I have disturbing 
thoughts 1 2 3 4 
I lack self-
confidence 1 2 3 4 
I feel secure 1 2 3 4 
I make decisions 
early 1 2 3 4 
I feel inadequate 1 2 3 4 
I am content 1 2 3 4 
Some unimportant 
thoughts runs 
through my mind 
and bothers me 

1 2 3 4 

I take 
disappointments so 
keenly that I can’t 
put them out of my 
mind 

1 2 3 4 

I am a steady 
person 1 2 3 4 
I get in a state of 
tension or turmoil 
as I think over my 
recent concerns 
and interests 

1 2 3 4 
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Figure 10. Appendix 8: Life Orientation Test (LOT) 
 
Please rate each of the following items on the following scale:  
 
 0 = strongly disagree 
 1 = disagree 
 2 = neutral 
 3 = agree 
 4 = strongly agree 
 
Circle one number for each item: 
 
In uncertain times, I usually expect the best.      0  1  2  3  4   
 
It’s easy for me to relax.       0  1  2  3  4   
 
If something can go wrong for me, it will.     0  1  2  3  4   
 
I always look on the bright side of things.     0  1  2  3  4   
 
I’m always optimistic about my future.     0  1  2  3  4   
 
I enjoy my friends a lot.       0  1  2  3  4   
 
It’s important for me to keep busy.      0  1  2  3  4   
 
I hardly ever expect things to go my way.     0  1  2  3  4   
 
Things never work out the way I want them to.    0  1  2  3  4   
 
I don’t get upset too easily.       0  1  2  3  4   
 
I’m a believer in the idea that “every cloud has a silver lining.”  0  1  2  3  4   
 
I rarely count on good things happening to me.    0  1  2  3  4   
 
I can learn to live with my heart problems.     0  1  2  3  4   
 
Problems with my heart will ease in due course.    0  1  2  3  4   
 
My state of health is gradually getting better.     0  1  2  3  4   
 
My heart problems will always limit me whatever I do.   0  1  2  3  4  
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Figure 11. Appendix 9: Self-efficacy Scale 
 
The following questions ask about whether you believe you can control different areas in 
your life. Use the following scale for each question: 1= Not at all; 5= Completely, you 
can circle any of the 5 numbers; please choose what best applies to you. 
 
How certain are you that you will be able to: 
 
1. Perform physical activities necessary for your job or housework 
 
1          2                3               4            5 
Not at all         Completely 
 
2. Control the practical consequences of your disease. 
 
1          2                3               4            5 
Not at all         Completely  
 
3. Stop yourself from thinking about your disease. 
 
1          2                3               4            5 
Not at all         Completely  
 
4. Control your emotions when reminded of your disease. 
 
1          2                3               4            5 
Not at all         Completely  
 
5. Communicate efficiently with your physician. 
 
1          2                3               4            5 
Not at all         Completely  
 
6. Understand your illness. 
 
1          2                3               4            5 
Not at all         Completely  
 
7. Avoid negative emotions about your illness. 
 
1          2                3               4            5 
Not at all         Completely  
 
8. Comply with the dietary advice to reduce risk of disease. 
 
1          2                3               4            5 
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Not at all         Completely  
 
9. Take medications at the right times. 
 
1          2                3               4            5 
Not at all         Completely  
 
10. Exercise regularly. 
 
1          2                3               4            5 
Not at all         Completely  
 
11. Positively influence the course of your disease. 
 
1          2                3               4            5 
Not at all         Completely  
 
12. Maintain a healthy life-style. 
 
1          2                3               4            5 
Not at all         Completely  
 
13. Avoid thinking about possible recurrences of your health problems. 
 
1          2                3               4            5 
Not at all         Completely  
 
14. Take time to relax. 
 
1          2                3               4            5 
Not at all         Completely   
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Figure 12. Appendix 10: Social Network Index  
 
This questionnaire is concerned with how many people you see or talk to on a regular 
basis including family, friends, workmates, neighbors, etc. Please read and answer each 
question carefully. Answer follow-up questions where appropriate. 
 
1. Which of the following best describes your martial status? 

1) currently married and living together, or living with someone in martial-like 
relationship 

2) never married and never lived with someone in a martial-like relationship 
3) separated 
4) divorced or formerly lived with someone in a martial-like relationship 
5) widowed 

2. How many children do you have? (If you don’t have any children, check ‘0’ and skip 
to question 3) 
0     1         2              3         4      5         6  7or more 
 
2a. How many of your children do you see or talk to on the phone at least once every 2 
weeks? 
 0     1         2              3         4      5         6  7or more 
 
3. Are either of your parents living? (If neither is living, check ‘0’ and skip to question 4) 
 0) neither 1) mother only 2) father only  3) both 
 
3a. Do you see or talk on the phone to either of your parents at least once every 2 weeks? 
 0) neither 1) mother only 2) father only  3) both  
 
4. Are either of your in-laws (or partner’s parents) living? (If you have non, check the 
appropriate space and skip to question 5) 
 0) neither 1) mother only 2) father only  3) both 4)N/A 
 
4a. Do you see or talk on the phone to either of your partner’s parents at least once every 
2 weeks? 
 0) neither 1) mother only 2) father only  3) both 
 
5. How many other relatives (other than your spouse, parents and children) do you feel 
close to? (If ‘0’, check that space and skip to question 6) 
0     1         2              3         4      5         6  7or more 
 
5a. How many of these relatives do you see or talk to on the phone at least once every 2 
weeks? 
0     1         2              3         4      5         6  7or more 
6. How many close friends do you have? (meaning people that you feel at ease with, can 
talk to about private matters, and can call on for help) 
0     1         2              3         4      5         6  7or more 
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6a. How many of these friends do you see or talk to at least once every 2 weeks? 
0     1         2              3         4      5         6  7or more 
 
7. Do you belong to a church, temple, or other religious group? (If not, check ‘no’ and 
skip to question 8) 
 No Yes 
 
7a. How many members of your church or religious group do you talk to at least once 
every 2 weeks? (This includes at group meetings and services.) 
0     1         2              3         4      5         6  7or more 
 
8. Do you attend any classes (school, university, technical training, or adult education) on 
a regular basis? (If not, check ‘no’ and skip to question 9.) 
 No Yes 
 
8a. How many fellow students or teachers do you talk to at least once every 2 weeks? 
(This includes at class meetings.) 
0     1         2              3         4      5         6  7or more 
 
9. Are you currently employed either full or part-time? (if not, check ‘no’ and skip to 
question 10.) 
 No  Yes, self-employed  Yes, employed by others 
 
9a. How many people do you supervise? 
0     1         2              3         4      5         6  7or more 
 
9b. How many people at work (other than those you supervise) do you talk to at lest once 
every 2 weeks? 
0     1         2              3         4      5         6  7or more 
 
10. How many of your neighbors do you visit or talk to at least once every 2 weeks? 
0     1         2              3         4      5         6  7or more 
 
11. Are you currently involved in regular volunteer work? (If not, check ‘no’ and skip to 
question 12.) 
 No Yes 
 
11a. How many people involved in this volunteer work do you talk to about volunteering-
related issues at least once every 2 weeks? 
0     1         2              3         4      5         6  7or more 
 
12. Do you belong to any groups in which you talk to one or more members of the group 
about group-related issues at least once every 2 weeks? Examples include social clubs, 
recreational groups, trade unions, commercial groups, professional organizations, groups 
concerned with children like the PTA or Boy Scouts, groups concerned with community 
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service, etc. (If you don’t belong to any such groups, check ‘no’ and skip the section 
below.) 
 No  Yes 
 
Consider those groups in which you talk to a fellow group member at least once every 2 
weeks. Please provide the following information for each such group: the name or type of 
group and the total number of members in that group that you talk to at least once every 2 
weeks. 
1. 
 
2. 
 
3. 
 
4. 
 
5. 
 
6. 
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Figure 13. Appendix 11: Interpersonal Support Evaluation List (ISEL) 
 
This scale is made up of a list of statement each of which may or may not be true about 
you. For each statement circle “definitely true” if you are sure it is true about you and 
“probably true” if you think it is true but are not absolutely certain. Similarly, you should 
circle “definitely false” if you are sure the statement is false and “probably false” if you 
think it is false but are not absolutely certain. 
 
If I wanted to go on a trip for a day (for example, to the country or mountains), I would 
have a hard time finding someone to go with me. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
I feel that there is no one I can share my most private worries and fears with. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
If I were sick, I could easily find someone to help me with my daily chores. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
There is someone I can turn to for advice about handling problems with my family. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
If I decide one afternoon that I would like to go to a movie that evening, I could easily 
find someone to go with me.  
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
When I need suggestions on how to deal with a personal problem, I know someone I can 
turn to. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
I don’t often get invited to do things with others. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
If I had to go out of town for a few weeks, it would be difficult to find someone who 
would look after my house or apartment (the plants, pets, garden, etc.). 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
If I wanted to have lunch with someone, I could easily find someone to join me. 
 1   2   3   4  
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Definitely False     Probably False    Probably True    Definitely True 
 
If I was stranded 10 miles from home, there is someone I could call who could come and 
get me. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
If a family crisis arose, it would be difficult to find someone who could give me good 
advice about how to handle it. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
 
 
If I needed some help in moving to a new house or apartment, I would have a hard time 
finding someone to help me. 
 1   2   3   4  
Definitely False     Probably False    Probably True    Definitely True 
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Figure 14. Confirmatory Factor Analysis of Negative Affect.  
Negative Affect is the latent variable and the observed variables are represented with 
boxes. The path loadings presented above are estimates and all paths above are 
significant to p<.05 level. 
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Figure 15. Confirmatory Factor Analysis of Attitude.  
Attitude is the latent variables and the boxes represent all of the observed variables. The 
path loadings presented above are estimates and the solid lines represent significant paths 
at p<.05. The dashed line represents a non-significant path.  
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Figure 16. Confirmatory Factor Analysis of Social Support.  
Social Support is the latent variable and boxes represent all of the observed variables. 
The path loadings presented above are estimates and the solid lines represent significant 
paths at p<.05. 
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Figure 17. Confirmatory Factor Analysis of Self-Care.  
Self-Care is the latent variable and boxes represent all of the observed variables. The path 
loadings presented above are estimates and the solid lines represent significant paths at 
p<.05. 
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Figure 18. Structural Model: Perceived Symptoms predicting All-Cause hospitalizations   
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. All-cause hospitalization n=484 (data winsorized). 
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Figure 19. Structural Model: Perceived Symptoms predicting HF hospitalizations  
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. HF hospitalization n=165 (data winsorized). 
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Figure 20. Structural Model: Perceived Symptoms predicting Cardiac hospitalizations  
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. Cardiac hospitalization n=248 (data winsorized). 
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Figure 21. Structural Model: Perceived Symptoms predicting Non-cardiac hospitalizations   
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. Non-cardiac hospitalization n=215 (data winsorized). 
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Figure 22. Structural Model: Perceived Symptoms predicting Death   
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. Death n=32. 
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Figure 23. Structural Model: Self-Care predicting Death   
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. Death n=32. 
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Figure 24. Structural Model: Self-Care predicting HF hospitalizations   
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. HF hospitalization n=165 (data winsorized).  
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Figure 25. Structural Model: Self-Care predicting Cardiac hospitalizations   
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. Cardiac hospitalization n=248 (data winsorized). 
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Figure 26. Structural Model: Self-Care predicting Non-cardiac hospitalizations   
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed lines 
represent all non-significant paths. Non-cardiac hospitalization n=215 (data winsorized). 
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Figure 27. Structural Model: Self-Care predicting All-cause hospitalizations   
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the 
dashed lines represent all non-significant paths. All-cause hospitalizations n=448 (data winsorized). 
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The path loadings presented above are estimates, all paths are significant at p<.05. 
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Figure 29. Structural Model: Hostility and Perceived Symptoms with HF hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. HF hospitalizations n=165 (data winsorized). 
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Figure 30. Structural Model: Hostility and Perceived Symptoms with Cardiac hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. Cardiac hospitalizations n=248 (data winsorized). 
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Figure 31. Structural Model: Hostility and Perceived Symptoms with Non-cardiac hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. Non-cardiac hospitalizations n=215 (data winsorized).  
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Figure 32. Structural Model: Hostility and Perceived Symptoms with All-cause hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. All-cause hospitalizations n=448 (data winsorized). 
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Figure 33. Structural Model: Hostility and Self-Care with HF hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. HF hospitalizations n=165 (data winsorized). 
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Figure 34. Structural Model: Hostility and Self-Care with Cardiac hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. Cardiac hospitalizations n=248 (data winsorized). 
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Figure 35. Structural Model: Hostility and Self-Care with Non-cardiac hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. Non-cardiac hospitalizations n=215 (data winsorized). 
 
 



 

148 

  

Hostility 

Cynicism 

Hostile 
Attribution 
Hostile  Affect 

Aggressive 
Responding 

1.0 

.58 

3.45 

.71 

-.02 
Self-Care 

Avoid 
Salty 

Read 
Label
 

BMI 

1.
 

Smoke Med 
Adhere 

-7.8 -10.1 -8.8 -20.3 

All-Cause 
Hospitalizations 

-1.3 

-.95 

Figure 36. Structural Model: Hostility and Self-Care with All-cause hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. All-cause hospitalizations n=448 (data winsorized). 
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Figure 37. Path Model: Anger Expression Out and Trait Anger and Perceived Symptoms with HF hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. The smaller dashed lines represent a trending significance p=.06. HF 
hospitalizations n=165 (data winsorized). 
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The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. The smaller dashed lines represent a trending significance p=.06. Cardiac 
hospitalizations n=248 (data winsorized).  
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Figure 39. Path Model: Anger Expression Out and Trait Anger and Perceived Symptoms with Non-Cardiac 
hospitalizations 

The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. The smaller dashed lines represent a trending significance p=.06. Non-cardiac 
hospitalizations n=215 (data winsorized). 
 



 

152 

  

Trait Anger 

Anger Expression Out 

Perceived Symptoms All-Cause 
Hospitalizations 

Age 

Race 

Gender 

-.21 

-1.8 

-1.2 

-126.26 

.01 

.00 

Figure 40. Path Model: Anger Expression Out and Trait Anger and Perceived Symptoms with All-Cause 
hospitalizations 

The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. The smaller dashed lines represent a trending significance p=.06. All-cause 
hospitalizations n=448 (data winsorized). 
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Figure 41. Structural Model: Anger Expression Out and Trait Anger and Self-Care with HF hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. HF hospitalizations n=165 (data winsorized). 
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Figure 42. Structural Model: Anger Expression Out and Trait Anger and Self-Care with Cardiac hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. Cardiac hospitalizations n=248 (data winsorized). 
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Figure 43. Structural Model: Anger Expression Out and Trait Anger and Self-Care with Non-cardiac hospitalizations 
The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 and the dashed 
lines represent all non-significant paths. Non-cardiac hospitalizations n=215 (data winsorized). 
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Figure 44. Structural Model: Anger Expression Out and Trait Anger and Self-Care with All-cause 
hospitalizations 

The path loadings presented above are estimates. The solid lines represent significant paths at p<.05 
and the dashed lines represent all non-significant paths. All-cause hospitalizations n=448 (data 
winsorized.  
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Table 1. Inclusion and Exclusion Criteria  
 
Inclusion Criteria 

   

 Left ventricular ejection fraction ≤ 40% 
 Age of ≥ 18 
 Symptomatic HF (New York Heart Association level of II-IV) 

<3 months 
 

 
Exclusion Criteria 

   

 Myocarditis in last 6 months 
 Significant mitral valve disease 
 Thyroid dysfunction as HF etiology 
 Alcohol abuse current or last 6 months 
 Presence of Left ventricular assist device 
 Prior heart transplant 
 Active cancer treatment 
 Nursing home residence 
 Severe cognitive impairment 
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Table 2. Latent Construct Composition, Observed Variables, and Dependent Variables 
 

Latent Construct Composition – IVs 

 

Measures 
 

Negative Affect 

 

 
Depression 

 
Beck Depression Inventory-II (BDI-II) 

 
Anxiety 

 
State-Trait Anxiety Inventory (STAI) 

 
Anger 

 
State-Trait Anger Expression Inventory 
(STAXI-II) 

 
Hostility  

 
Cook-Medley Hostility Scale 

 
Stress 

 
Perceived Stress Scale (PSS) 

 

Attitudes 

 

Optimism Life Orientation Test (LOT) 
 
Self-efficacy 

 
Self-Efficacy Subscale of KCCQ 

 

Social Support 

 

Interpersonal  Interpersonal Support Evaluation List (ISEL) 
 
Social Network  

 
Social Network Index (SNI) 

 
Self-Care 

 

Diet Have you avoided salty foods? (ect.) 
 
Exercise 

 
Have you exercised within the past 24 hours? 

Medication Adherence 
 
Brief Medication Questionnaire/Morisky 
Adherence Scale 

 
Observed Variables 

 

Perceived Symptoms Kansas City Cardiomyopathy Questionnaire 
(KCCQ) 

 
DVs 

 

 Cardiac Hospitalizations 
 Non-cardiac Hospitalizations 
 All-cause Hospitalizations 
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Table 3. Observed Variables Used 

Latent Construct 
 

Observed Variables 
 

 
Negative Affect 

 

 Beck Depression Total Score 
 Trait Anger 
 Hostility Total Score 
 Stress Total Score 
 Trait Anxiety  

 
 
Positive Attitudes 

 

 Optimism Total Score 
 Self-efficacy Total Score 

 
 
Social Support 

 

 Number of people in social network 
 Number of high contact social 

supports 
 Interpersonal Support Total Score 

 
 
Self Care 

 

 Do you avoid salty food? 
 BMQ/Morisky Total Score 
 Do you exercise? 

 
 
Perceived Symptoms 

 

 KCCQ Total Symptom Score 
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Table 4.  
Sample Characteristics 
 Full Sample 

N=150 
Gender Male 113 (75.3%) 
 
Age (years) 56.82 ±11.43 (SD) 

 
Race 

  

 African American 103 (70.5%) 
 Caucasian 42 (28.8%) 
 Other (.7%) 
 
Household Income   

 <$15,000 51 (35.2%) 
 $15-30,000 39 (26.9%) 
 $30-70,000 43 (29.7%) 
 >$70,000 12 (8.3%) 
 
History of 
Hypertension 

116 (77%) 

 
Creatinine (mg/dl) 1.38 ± .71 (SD) 

 
Ejection fraction (%) 23.14 ± 7.48 (SD) 

  
Mean time in the 
Study (months) 24.76 ± 13.40 (SD) 

 
Body Mass Index 
(BMI) 

31.65±7.92(SD) 

 
BUN 23.72±17.98 

 
Presence of 
Defibrillator 

n=74 (49%) 

 
Beta-blocker n=138 (92%) 

 
Ace Inhibitor n=113 (75%) 

 
Angiotensin Blocker n=22 (15%) 

 
Diuretic n= 124 (83%) 
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Table 5. 
Hospitalizations 

 
 
 Type of admitting diagnosis n  
Cardiac    
 

Heart Failure 183  
 

Angina 

 

  35 

 

 
ICD related 32 

 
 

Hypo/hypertension 9 
 

 
Myocardial Infarction 7 

 
 

Shortness of breath 6 
 

 
Stroke 5 

 
 

Other (e.g., renal related, ischemia, 
revascularization, cardiomyopathy) 14 

 

 
Total: 291  

Non-cardiac 
   

 Non-cardiac chest pain 58  
 Psychiatric/Psychology 10  
 

Injury (e.g., broken arm) 14 
 

 Acute Illness (e.g., pneumonia, 
bronchitis) 56  

 Chronic Illness (e.g., cancer, COPD) 54  
 Surgery (e.g., back surgery, knee 

replacement) 13  
 

Undifferentiated Symptoms 40 
 

 Other (e.g., supratherapeutic INR, sleep 
study) 39  

 
Total:  284  

All-Cause Total: 575  

 Number of Participants with 0            
All-Cause Hospitalizations 

56 
 

 Number of Participants with 1            
All-Cause Hospitalization 

23 
 

 Number of Participants with 2            
All-Cause Hospitalizations 

18 
 

 Number of Participants with 3            
All-Cause Hospitalizations 

9 
 

 Number of Participants with 4            
All-Cause Hospitalizations 

5 
 

 Number of Participants with 5 or more 
All-Cause Hospitalizations 

39 
 

*hospitalizations are not corrected for skew 
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Table 6. 

Mean, Standard Deviations, and Range of Observed Negative Affect Variables 
 
 Mean SD Range 

 
Hostility 19.81 7.72 0-36 

 
State Anxiety 30.29 10.26 19-65 

 
Trait Anxiety 35.95 11.88 20-70 

 
Stress  13.23 8.32 0-32 

 
Depression  12.47 10.05 0-47 

 
State Anger 16.78 5.39 15-57 

 
Trait Anger 16.35 6.15 10-37 
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Table 7.  
Zero-order correlations between Observed Variables in Negative Affect 

 
 
Hostility 
 

State 
Anxiety 

Trait 
Anxiety Stress Depression State 

Anger 
Trait 
Anger 

Hostility 
 1.00 .30*** .43*** .40*** .49*** .27** .34*** 

State Anxiety 
 -- 1.00 .66*** .54*** .56*** .48*** .26** 

Trait Anxiety 
 -- -- 1.00 .79*** .80*** .35*** .54*** 

Stress 
 -- -- -- 1.00 .72*** .33*** .51*** 

Depression 
 -- -- -- -- 1.00 .38*** .53*** 

State Anger 
 -- -- -- -- -- 1.00 .47*** 

Trait Anger 
 -- -- -- -- -- -- 1.00 

* p ≤.05, ** p ≤.01, *** p≤.001 
 

 
Table 8  
Mean, Standard Deviation and Range of Observed Attitude Variables 
 

Mean SD 
 

Range 
 

 
LOT Optimism 
 

11.81 3.19 2-16 

 
LOT Pessimism 
 

6.04 3.77 0-16 

 
KCCQ Self-efficacy 
 

91.77 14.24 50-100 

 
Ad hoc Self-efficacy 
 

53.19 10.71 0-70 
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Table 9.  
Zero-order Correlations between Observed Variables in Attitudes 
  

KCCQ Self-
efficacy 

 
Ad-hoc Self-
efficacy 

 
LOT Optimism 

 
LOT Pessimism 
 
 

 
KCCQ Self-
efficacy 
 

1.00 .25** -.04 .07 

 
Ad-hoc Self-
efficacy 
 

-- 1.00 .55*** -.19* 

 
LOT Optimism 
 

-- -- 1.00 -.34*** 

 
LOT Pessimism 
 

-- -- -- 1.00 

* p ≤.05, ** p ≤.01, *** p≤.001 
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Table 10. 
Means, Standard Deviation, and Range of Observed Social Support Variables 
  

Mean 
 

 
Standard Deviation 

 

 
Range 

 
 
People in Social 
Network 
 

16.56 9.79 1-48 

 
High Contact Roles 
 

5.24 1.88 1-11 

 
Embedded Networks 
 

2.13 1.43 0-6 

 
ISEL Total 
 

38.08 6.76 15-48 
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Table 11. 
Zero-order Correlations between Observed Variables in Social Support 
  

People in Social 
Network 

 
High Contact 
Roles 

 
Embedded 
Networks 
 

 
ISEL Total 
 

 
People in Social 
Network 
 

1.00 .76*** .93*** .35*** 

 
High Contact 
Roles 
 

-- 1.00 .70*** .35*** 

 
Embedded 
Networks 
 

-- -- 1.00 .31*** 

 
ISEL Total 
 

-- -- -- 1.00 

* p ≤.05, ** p ≤.01, *** p≤.001 
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Table 12. 
Mean, Standard Deviation, and Range of Observed Variables in Self-Care 
  

Mean 
 

 
Standard Deviation 

 

 
Range 

 
 
BMI 
 

31.65 7.92 17-53 

 
Avoid Salty Foods 
 

2.13 1.18 1-5 

 
Read Labels 
 

2.69 1.70 1-5 

 
Morisky Adherence 
Scale 
 

1.08 1.64 0-8 

Diabetes I/II/IDDM  n=67 (44%)  

Physically active within 
last 30 days (Yes/No) 

 n=93 (62% said yes)  

Smoking  n=104 (70% said yes)  
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Table 13. 
Zero-order Correlations between Observed Variables in Self-Care 
  

Smoking 
 
BMI 

 
Avoid 
Salty 
Foods 

 
Read 
Food 
Labels 

 
Morisky 
Adherence 
Scale 

 
Diabetes 
II/IDDM1 

 
Diabetes 
1/IDDM1 

 
Diabetes 
II/NIDDM1 

 

 

 
Smoking 
 

1.00 -.24** -.09 .05 -.18* .15 -.07 .08 

 
BMI 
 

-- 1.00 .04 -.09 .11 -.08 -.04 -.01 

 
Avoid 
Salty 
Foods 
 

-- -- 1.00 .48*** .09 -.07 .15 .14 

 
Read Food 
Labels 
 

-- -- -- 1.00 .14 .01 .08 .10 

 
Morisky 
Adherence 
Scale 
 

-- -- -- -- 1.00 -.19* -.03 -.30*** 

 
Diabetes 
II/IDDM1 

 

-- -- -- -- -- 1.00 -.19* .24** 

 
Diabetes 
1/IDDM1 

 

-- -- -- -- -- -- 1.00 .03 

 
Diabetes 
II/NIDDM1 

 

-- -- -- -- -- -- -- 1.00 

* p ≤.05, ** p ≤.01, *** p≤.001 

1 indicates diabetes (which was added as an exploratory analysis) was not included in the overall model 
of Self-Care due to lack of correlation with most other Self-Care variables  
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Table 14. Estimates and Standard Errors of Paths between Latent Psychosocial Variables and Perceived 
Symptoms when Predicting All-Cause Hospitalizations 

 
Estimates 

 
S.E. 

 
 
Negative Affect 
 

1.50 .13 

 
Social Support 
 

-.66 -.60 

 
Attitudes 
 

10.0 .38 

 
Table 15. Estimates and Standard Errors of Paths between Latent Psychosocial Variables and All-Cause 

Hospitalizations 
 

Estimates 
 

S.E. 
 

 
Negative Affect 
 

-.25 .38 

 
Social Support 
 

.05 .27 

 
Attitudes 
 

-.59 .29 
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Table 16. Estimates and Standard Errors of Paths between Latent Psychosocial Variables and Self-Care 
when Predicting Death 

 
Estimates 

 
S.E. 

 
 
Negative Affect 
 

.01 .22 

 
Social Support 
 

-.35 -1.18 

 
Attitudes 
 

-.06 -.49 

 
 

Table 17. Estimates and Standard Errors of Paths between Latent Psychosocial Variables and Death 
  

Estimates 
 

S.E. 

  
 .02 1.05 

 
Social Support 
 

-.004 -.94 

 
Attitudes 
 

.01 .32 
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Table 18.  
Zero-order correlations Among Subscales of the Latent Construct of Hostility 
  

Cynicism 
 
Hostile 
Attribution 

 
Hostile Affect 

 
Agg Responding 
 

 
Cynicism 
 

-- .61*** .45*** .50*** 

 
Hostile Attribution 
 

-- -- .48*** .42*** 

 
Hostile Affect 
 

-- -- -- .49*** 

 
Agg Responding 
 

-- -- -- -- 

* denotes p ≤.05, ** denotes p ≤.01, *** denotes p≤.001 
  



 

172 

 
REFERENCES 

1. Adsett J, Mullins R. 2010. Evidence based guidelines for exercise and chronic 
heart failure. ed. HF Service. Queensland, Australia: Queensland Government 

2. Ajzen I, Fishbein M. 1977. Attitude-behavior relations: A theoretical analysis and 
review of empirical research. Psychological bulletin 84:888-918 

3. Albert NM, Fonarow GC, Abraham WT, Gheorghiade M, Greenberg BH, et al. 
2009. Depression and clinical outcomes in heart failure: An OPTIMIZE-HF 
analysis. American Journal of Medicine 122:366-73 

4. Alharethi R, Rasmusson K, Budge D, Benuzillo JG, Kfoury AG. 2013. Impact of 
chronic comorbidities on heart failure 30 days readmission. Journal of cardiac 
failure 19:35 

5. Allport GW. 1935. Attitudes. In A Handbook of Social Psychology:798-844. 
Worcester, MA: Clark University Press. Number of 798-844 pp. 

6. American Heart Association. 2000. Heart and stroke statistical update. Dallas, 
TX: American Heart Association 

7. Ang DC, Ibrahim SA, Burant CJ, Kwoh CK. 2003. Is there a difference in the 
perception of symptoms between African Americans and whites with 
osteoarthritis? The Journal of Rheumatology 30:1305-10 

8. Annema C, Luttik ML, Jaarsma T. 2009. Reasons for readmission in heart failure: 
Perscpectives of patients, caregivers, cardiologists, and heart failure nurses. Heart 
and Lung: The Journal of Acute and Critical Care 38:427-34 

9. Aranda JM, Johnson JW, Conti JB. 2009. Current trends in heart failure 
readmission rates: Analysis of Medicare data. Clinical Cardiology 32:47-52 

10. Arestedt K, Saveman B, Johansson P, Blomqvist K. 2013. Social support and its 
association with health-related quality of life among older patients with chronic 
heart failure. European Journal of Cardiovascular Nursing 12:69-77 

11. Arnold SV, Spertus JA, Lei Y, Allen KB, Chhatriwalla AK, et al. 2013. Use of 
the Kansas City Cardiomyopathy Questionnaire for monitoring health status in 
patients with arotic stenosis. Circulation: Heart Failure 6:61-7 

12. Aronson D, Mittleman MA, Burger AJ. 2004. Elevated blood urea nitrogen level 
as a predictor of mortality in patients admitted for decompensated heart failure. 
The American journal of medicine 116:466-73 

13. Artinian NT, Magnan M, Sloan M, Lange MP. 2002. Self-care behaviors among 
patients with heart failure. Heart and Lung: The Journal of Acute and Critical 
Care 31:161-72 

14. Aurigemma GP, Gaasch WH. 2004. Diastolic heart failure. The New England 
journal of medicine 351:1097-105 

15. Baeg S, Wang SK, Chee IS, Kim SY, Kim JL. 2011. Anger in elderly patients 
with depressive disorders. Psychiatry investigation 8:186-93 

16. Bagchi AD, Esposito D, Kim M, Verdier J, Bencio D. 2007. Utilizatino of and 
adherence to, drug therapy among Medicaid beneficiaries with congestive heart 
failure. Clinical Therapeutics 29:1771-83 

17. Bandura A. 1977. Self-efficacy: Toward a unifying theory of behavioral change. 
Psychological review 84:191-215 



 

173 

18. Barefoot JC, Dahlstrom WG, Williams RB, Jr. 1983. Hostility, CHD incidence, 
and total mortality: A 25-year follow-up study of 255 physicians. Psychosomatic 
medicine 45:59-63 

19. Barefoot JC, Dodge KA, Peterson BL, Dahlstrom WG, Williams RB, Jr. 1989. 
The Cook-Medley hostility scale: item content and ability to predict survival. 
Psychosomatic medicine 51:46-57 

20. Barnes LLB, Harp D, Jung WS. 2002. Reliability generalization of score on the 
Spielberger state-trait anxiety inventory. Educational and Psychological 
Measurement 62:603-18 

21. Barrera M. 1986. Distinctions between social support concepts, measures, and 
models. American journal of community psychology 14:413-45 

22. Barutcu CD, Mert H. 2013. The relationship between social support and quality of 
life in patients with heart failure. Journal of Pakistan Medical Association 
63:463-7 

23. Beck AT, Steer RA, Ball R, Ranieri W. 1996. Comparison of Beck Depression 
Inventories -IA and -II in psychiatruc outpatients. Journal of personality 
assessment 67:588-97 

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

25. Becker G, Gates RJG, Newsom E. 2004. Self-care among chronically ill African 
Americans: Culture, health disparities, and health insurance status. American 
journal of public health 94:2066-73 

26. Becker G, Newsom E. 2003. Socioeconomic status and dissatisfaction with health 
care among chronically ill African Americans. American journal of public health 
93:742-8 

27. Bekelman DB, Havranek EP, Becker DM, Kutner JS, Peterson PN, et al. 2007. 
Symptoms, depression, and quality of life in patients with heart failure. Journal of 
cardiac failure 13:643-8 

28. Belardinelli R, Georgiou D, Cianci G, Purcaro A. 1999. Randomized, controlled 
trial of long-term moderate exercise training in chronic heart failure. Circulation 
99:1173-82 

29. Bell CN, Thorpe RJ, LaVeist TA. 2010. Race/ethnicity and hypertension: The 
role of social support. American journal of hypertension 23:534-40 

30. Bennett SJ, Perkins SM, Lane KA, Deer M, Brater DC, Murray MD. 2001. Social 
support and health-related quality of life in chronic heart failure patients. Quality 
of Life Research 10:671-82 

31. Bentler PM. 1990. Comparative fit indexes in structural models. Psychological 
bulletin 107:238-46 

32. Berkman B, Dumas S, Gastfriend J, Poplawski J, Southworthe M. 1987. 
Predicting hospital readmission of elderly cardiac patients. Health and Social 
Work 12:221-8 

33. Bernstein AM, Willett WC. 2010. Trends in 24-h urinary sodium excretion in the 
United States, 1957-2003: A systematic review. American Society for Nutrition 
92:1172-80 

34. Berry C, Murdoch DR, McMurray JJ. 2000. Economics of chronic heart failure. 
European journal of heart failure 3:283-91 



 

174 

35. Bieling PJ, Antony MM, Swinson RP. 1998. The state-trait anxiety inventory, 
trait version: structure and content re-examined. Behaviour research and therapy 
36:777-88 

36. Blascovich J, Spencer SJ, Quinn D, Steele CM. 2001. African Americans and 
high blood pressure: The role of stereotype threat. The Journal of the Association 
for Psychological Science 12:225-9 

37. Boyd EL, Taylor SD, Shimp LA, Semler  CR. 2000. An assessment of home 
remedy use by African Americans. Journal of the National Medical Association 
92:341-53 

38. Brydon L, Walker C, Wawrzyniak A, Whitehead D, Steptoe A. 2008. Optimism is 
associated with attenuated stressor-induced increases in inflammatory cytokines 
and negative mood states. Brain, behavior, and immunity 22:23-4 

39. Buck HG, Dickson VV, Fida R, Riegel B, D'Agostino F, et al. 2015. Predictors of 
hospitalization and quality of life in heart failure: A model of comorbidity, self-
efficacy, and self-care. International journal of nursing studies  

40. Burns RJ, Rothman AJ, Lindgren B, Vock DM, Joseph AM. 2015. Longitudinal 
care improves cessation in smokers who do not initially respond to treatment by 
increasing cessation self-efficacy, satisfaction, and readiness to quit: A mediated 
moderation analysis. Annals of behavioral medicine : a publication of the Society 
of Behavioral Medicine epub ahead of print 

41. Butler J, Arbogast PG, Daugherty J, Jain MK, Ray WA, Griffin MR. 2004. 
Outpatient utilization of angiotensin-converting enzyme inhibitors among heart 
failure patients after hospital discharge. Journal of the American College of 
Cardiology 43:2036-43 

42. Cannon W. 1929. Organization of physiological homeostasis. Physiological 
Reviews 9:3900-431 

43. Carlson B, Riegel B, Moser DK. 2001. Self-care abilities of patients with heart 
failure. Heart & Lung: The Journal of Acute and Critical Care 30:351-9 

44. Carver CS, Scheier MF, Segerstrom SC. 2010. Optimism. Clinical psychology 
review 30:879-89 

45. Cene CW, Haymore LB, Dolan-Soto D, Lin FC, Pignone M, et al. 2013. Self-care 
confidence medicates the relationship between percieved social support and self-
care maintenance in adults with heart failure. Journal of cardiac failure 19:202-10 

46. Cheng TO. 2006. Beta blockers versus diuretics for congestive heart failure in 
African-American patients. The American journal of cardiology 98:568 

47. Chida Y, Steptoe A. 2009. The association of anger and hostility with future 
coronary heart disease. Journal of the American College of Cardiology 53:936-46 

48. Chin MH, Goldman L. 1997. Correlates of early hospital readmission or death in 
patients with congestive heart failure. American Journal of Cardiology 79:1640-4 

49. Chui MA, Deer M, Bennett SJ, Tu WZ, Oury S, et al. 2003. Association between 
adherence to diuretic therapy and health care utilization in patients with heart 
failure. Pharmacotherapy 23:326-32 

50. Clark AL. 2006. Exercise and heart failure: Assessment and treatment. Heart 
(British Cardiac Society) 92:699-703 



 

175 

51. Clark LA, Watson D. 1991. Tripartite model of anxiety and depression: 
Psychometric evidence and taxonomic implications. Journal of abnormal 
psychology 100:316-36 

52. Clark LT. 1991. Improving compliance and increasing control of hypertension: 
Needs of special hypertensive populations. American heart journal 121:664-9 

53. Cohen S. 1988. Perceived stress in probability sample of the United States. In The 
Social Psychology of Health. The Claremont Symposium on Applied Social 
Psychology., ed. S Spacapan, S Oskamp:31-67. Thousand Oaks, CA: Sage 
Publications, Inc. Number of 31-67 pp. 

54. Cohen S, Doyle WJ, Skoner DP, Rabin BS, Gwaltney JM. 1997. Social ties and 
susceptibility to the common cold. JAMA : the journal of the American Medical 
Association 277:1940-4 

55. Cohen S, Doyle WJ, Turner R, Alper CM, Skoner DP. 2003. Sociability and 
susceptibility to the common cold. Psychological science 14:389-95 

56. Cohen S, Gottlieb D, Underwood L. 2000. Social relationships and health: 
Challenges for measurement and intervention. New York: Oxford University 
Press 

57. Cohen S, Hoberman HM. 1983. Positive events and social supports as buffers of 
life change stress. Journal of Applied Social Psychology 13:99-125 

58. Cohen S, Janicki-Deverts D, Miller GE. 2007. Psychological stress and disease. 
JAMA : the journal of the American Medical Association 298:1685-7 

59. Cohen S, Kamarck TW, Mermelstein R. 1983. A global measure of perceived 
stress. Journal of health and social behavior 24:385-96 

60. Cohen S, Kessler RC, Gordon UL. 1995. Strategies for measuring stress in studies 
of psychiatric and physical disorder. In Measuring stress: A guide for health and 
social scientists, ed. S Cohn, RC Kessler, UL Gordon:3-26. New York, NY: 
Oxford University Press. Number of 3-26 pp. 

61. Cohen S, McKay G. 1984. Social support, stress and the buffering hypothesis: A 
theoretical analysis. In Handbook of Psychology and Health, ed. A Baum, SE 
Taylor, JE Singer. Hillsdale, NJ: Psychology Press. Number of. 

62. Cohen S, Wills TA. 1985. Stress, social support, and the buffering hypothesis. 
Psychological bulletin 98:310-57 

63. Conaway DG, Sullivan R, McCullough PA. 2004. Improved symptoms, physical 
limitation, and self-efficacy after resynchronization in a patient with heart failure 
and a prolonged QRS duration. Reviews in Cardiovascular Medicine 5:53-7 

64. Cook WW, Medley DM. 1954. Proposed hostility and pharisaic-virtue scales for 
the MMPI. The Journal of applied psychology 38:414-8 

65. Cooper DC, Ziegler MG, Nelesen RZ, Dimsdale JE. 2009. Racial differences in 
the impact of social support on nocturnal blood pressure. Psychosomatic medicine 
71:524-31 

66. Coryell WH, Noyes R, Clancy J. 1982. Excess mortality in panic disorder: A 
comparison with primary unipolar depression. American Journal of Psychiatry 
143:508-10 

67. Coryell WH, Noyes R, House JD. 1986. Mortality among outpatients with anxiety 
disorders. American Journal of Psychiatry 143:508-10 



 

176 

68. Costa PT, McCrae RR. 1980. Influence of extraversion and neuroticism on 
subjective well-being: Happy and unhappy people. Journal of personality and 
social psychology 38:668-78 

69. Cowie MR, Mosterd A, Wood DA, Deckers JW, Poole-Wilson PA, et al. 1997. 
The epidemiology of heart failure. European Heart Journal 18:208-25 

70. Creber RM, Polomano R, Farrar J, Riegel B. 2012. Psychometric properties of the 
Kansas City Cardiomyopathy Questionnaire (KCCQ). European journal of 
cardiovascular nursing : journal of the Working Group on Cardiovascular 
Nursing of the European Society of Cardiology 11:197-206 

71. Crossrow N, Falkner B. 2004. Race/ethnic issues of obesity and obesity-related 
comorbidities. the Journal of Clinical Enocrinology and Metabolism 89:2590-4 

72. De Jong MJ, Moser DK, An K, Chung ML. 2004. Anxiety is not manifested by 
elevated heart rate and blood pressure in acutely ill cardiac patients. European 
Journal of Cardiovascular Nursing 3:247-53 

73. Denollet J, Brutsaert D. 1998. Personality, disease severity, and the risk of long-
term cardiac events in patients with a decreased ejection fraction after myocardial 
infarction. Circulation 97:167-73 

74. Denollet J, Brutsaert DL. 1998. Personality, disease severity, and the risk of long-
term cardiac events in patients with a decreased ejection fraction after myocardial 
infarction. Circulation 97:167-73 

75. Department of Clinical Cardiology Imperial College of Science T, and Medicine,. 
2004. Exercise training meta-analysis of trials in patients with chronic heart 
failure (ExTraMATCH). British medical journal 328:189-96 

76. Dickson VV, McCarthy MM, Howe A, Schipper J, Katz SM. 2013. Sociocultural 
influences on heart failure self-care among an ethnic minority black population. 
Journal of Cardiovascular Nursing 28:111-8 

77. DiMatteo MR, Lepper HS, Croghan TW. 2000. Depression is a risk factor for 
noncompliance with medical treatment: Meta-analysis of the effects of anxiety 
and depression on patient adherence. JAMA : the journal of the American Medical 
Association 160:2101-7 

78. Dimos AK, Stougiannos PN, Kakkavas AT, Trikas AG. 2009. Depression and 
heart failure. Hellenic Journal of Cardiology 50:410-7 

79. Dimsdale JE. 2008. Psychological stress and cardiovascular disease. Journal of 
American College of Cardiology 51:1237-346 

80. Do V, Young L, Barnason S, Tran H. 2015. Relationships between activation 
level, knowledge, self-efficacy, and self-managment behavior in heart failure 
patients discharged from rural hospitals. F1000Research 11:150 

81. Dokainish H, Zoghbi WA, Lakkis NM, Ambriz E, Patel R, et al. 2005. 
Incremental predictive power of B-type natriuretic peptide and tissue Doppler 
echocardiography in the prognosis of patients with congestive heart failure. 
Journal of American College of Cardiology 45:1223-6 

82. Dries DL, Exner DV, Gersh BJ, Cooper HA, Carson PE, Domanski MJ. 1999. 
Racial differences in the outcome of left ventricular dysfunction. New England 
Journal of Medicine 340:609-16 



 

177 

83. Dunlay SM, Shah ND, Shi Q, Morlan B, VanHouten H, et al. 2011. Lifetime costs 
of medical care after heart failure diagnosis. Circulation: Cardiovascular Quality 
and Outcomes 4:68-75 

84. Eisenberg SA, Shen BJ, Schwarz ER, Mallon S. 2011. Avoidant coping 
moderates the association between anxiety and patient-rated physical functioning 
in heart failure patients. Journal of behavioral medicine 35:253-61 

85. Endrighi R, Hamer M, Steptoe A. 2011. Associations of trait optimism with 
dirunal neuroendocrine activity, cortisol responses to mental stress, and subjective 
stress measures in healthy men and women. Psychosomatic medicine 73:672-8 

86. Etzler SL, Rohrmann S, Brandt H. 2014. Validation of the STAXI-2: A study 
with prison inmates. Psychological Test and Assessment Modeling 56:178-94 

87. Eurich DT, Johnson JA, Reid KJ, Spertus JA. 2006. Assessing responsiveness of 
generic and specific health related quality of life measures in heart failure. Health 
and quality of life outcomes 7:89-102 

88. Evangelista LS, Shinnick MA. 2008. What do we know about adherence and self-
care? Journal of Cardiovascular Nursing 23:250-7 

89. Eysenck HJ, Eysenck M. 1985. Personality and individual differences: A natural 
science approach. New York: Plenum Press 

90. Fang CY, Myers HF. 2001. The effects of racial stressors and hostility on 
cardiovascular reactivity in African American and Caucasian men. health 
Psychology 20:64-70 

91. Flynn KE, Lin L, Ellis SJ, Russell SD, Spertus JA, et al. 2009. Outcomes, health 
policy, and managed care: Relationships between patient-reported outcome 
measures and clinical measures in outpatients with heart failure. American heart 
journal 158:S64-S71 

92. Forman DE, Butler J, Wang Y, Abraham WT, O'Connor CM, et al. 2004. 
Incidence, predictors at admission, and impact of worsening renal functioning 
among patients hospitalized with heart failure. Journal of the American College of 
Cardiology 43:61-7 

93. Frasure-Smith N, Lesperance F, Talajic M. 1993. Depression following 
myocardial infarction: Impact on 6-month survival. Journal of the American 
Medical Association 270:1819-25 

94. Friedmann E, Thomas SA, Liu F, Morton PG, Chapa D, Gottlieb SS. 2006. 
Relationship of depression, anxiety, and social isolation to chronic heart failure 
outpatient mortality. American heart journal 152:940-8 

95. Funder JW, Reincke M. 2010. Aldosterone: A cardiovascular risk factor? 
Biochimica et biophysica acta 1802:1188-92 

96. Gary R. 2006. Self-care practices in women with diastolic heart failure. Heart & 
Lung: The Journal of Acute and Critical Care 35:9-19 

97. Gary R, Davis L. 2007. Diastolic heart failure. Heart and Lung: The Journal of 
Acute and Critical Care 37:405-16 

98. Gehi A, Haas D, Pipkin S, Whooley MA. 2005. Depression and medication 
adherence in outpatients with coronary heart disease: Findings from the Heart and 
Soul study. JAMA : the journal of the American Medical Association 165:2508-13 

99. Gillum RF. 1996. The epidemiology of cardiovascular disease in black 
Americans. New England Journal of Medicine 335:1597-9 



 

178 

100. Go AS, Mozaffarian D, Roger VL, Benjamin EJ, Berry JD, et al. 2013. Heart 
disease and stroke statistics- 2013 update. A report from the American Heart 
Association. Circulation 127:6-245 

101. Gomberg-Maitland M, Baran DA, Fuster V. 2001. Treatment of congestive heart 
failure: Guidelines for the primary care physician and the heart failure specialist. 
JAMA: Internal Medicine 161:342-52 

102. Gottlieb BH, Bergen AE. 2010. Social support concepts and measures. Journal of 
psychosomatic research 69:511-20 

103. Gottlieb SS, Khatta M, Friedmann E, Einbinder L, Katzen S, et al. 2004. The 
influence of age, gender, and race on the prevelence of depression in heart failure 
patients. Journal of the American College of Cardiology 43:1542-9 

104. Gradman AH, Wilson JT. 2009. Hypertension and diastolic heart failure. Current 
Cardiology Reports 11:422-9 

105. Granger BB, Swedberg K, Ekman I, Granger CB, Olofsson B, et al. 2005. 
Adherence to candesartan and placebo and outcomes in chronic heart failure in 
the CHARM programme: Double-blind, randomised, controlled clinical trial. The 
Lancet 366:2005-11 

106. Graven LJ, Grant JS. 2014. Social support and self-care behaviors in individuals 
with heart failure: An integrative review. International journal of nursing studies 
51:320-33 

107. Green CP, Porter CB, Bresnahan DR, Spertus JA. 2000. Development and 
evaluation of the KCCQ: A new health status measure for heart failure. Journal of 
the American College of Cardiology 35:1245-55 

108. Grothe KB, Dutton GR, Jones GN, Bodenlos J, Ancona M, Brantley PJ. 2005. 
Validation of the Beck Depression Inventory-II in a low-income African 
American sample of medical outpatients. Psychological assessment 17:110-4 

109. Gupta D, Georgiopoulou V, Kalogeropoulos A, Dunbar SB, Reilly CM, et al. 
2012. Dietary sodium intake in heart failure. Circulation 126:479-85 

110. Haines AP, Imeson JD, Meade TW. 1987. Phobic anxiety and ischemic heart 
disease. British Medical Journal (Clinical Research Edition) 295:297-9 

111. Hammen C. 2005. Stress and depression. Annual review of clinical psychology 
1:293-319 

112. Happ MB, Naylor MD, Roe-Prior P. 1997. Factors contributing to 
rehospitalization of elderly patients with heart failure. Journal of Cardiovascular 
Nursing 11:75-84 

113. He J, van de Vijver F. 2012. Bias and equivalence in cross-cultural research. 
Online Readings in Psychology and Culture 2 

114. Heart Failure Society of America. 2006. Executive summary: HFSA 2006 
comprehensive heart failure practice guideline. Journal of cardiac failure 12:10-
38 

115. Heidenreich PA, Albert NM, Allen LA, Bluemke DA, Butler J, et al. 2013. 
Forecasting the impact of heart failure in the United States: A policy statement 
from the American Heart Association. Circulation Heart Failure 6:606-19 

116. Heidenreich PA, Spertus JA, Jones PG, Weintraub WS, Rumsfeld JS, et al. 2006. 
Health status identifies heart failure outpatients at risk for hospitalization or death. 
Journal of the American College of Cardiology 47:752-6 



 

179 

117. Heo S, Lennie TA, Moser DK, Kennedy RL. 2014. Types of social support and 
their relationships to physical and depressive symptoms and health-related quality 
of life in patients with heart failure. Heart & Lung 43:299-305 

118. Heo S, Moser DK, Lennie TA. 2011. What type of social support do heart failure 
patients need? Journal of cardiac failure 17:102 

119. Heo S, Moser DK, Pressler SJ, Dubar SB, Dekker RL, Lennie TA. 2014. 
Depressive symptoms and the relationship of inflammation to physical signs and 
symptoms in heart failure patients. American Journal of Critical Care 23:404-13 

120. Herrmann HC, Brand-Driehorst S, Kaminsky B, Leibing E, Staats H, Ruger U. 
1998. Diagnostic groups and depressed mood as predictors of 22-month morality 
in medical inpatients. Psychosomatic medicine 60:570-7 

121. Himle JA, Baser RE, Taylor RJ, Campbell RD, Jackson JS. 2009. Anxiety 
disorders among African Americans, blacks of Caribbean descent, and non-
Hispanic whites in the United States. Journal of anxiety disorders 23:578-90 

122. Hirsch JK, Britton PC, Conner KR. 2009. Psychometric evaluation of the Life 
Orientation Test- Revised in treated opiate dependent individuals. International 
Journal of Mental Health Addiction 8:423-31 

123. Holder B. 1997. Family support and survival among African-American end-stage 
renal disease patients. Advances in Renal Replacement Therapy 4:13 

124. Hsich E, Wilkoff B. 2016. Ejection fraction. 
http://my.clevelandclinic.org/services/heart/disorders/heart-failure-what-
is/ejectionfraction 

125. Hu L, Bentler PM. 1999. Cutoff criteria for fit indexes in covariance structure 
analysis: Conventional criteria versus new alternatives. Structural Equation 
Modeling 6:1-55 

126. Ikeda A, Schwartz C, Peters JL, Fang S, Spiro A, 3rd, et al. 2011. Optimism in 
relation to inflammation and endothelial dysfunction in older men: the VA 
normative aging study. Psychosom Medicine 73:664-78 

127. Institute of Medicine. 2013. Sodium intake in populations: Assessment of 
evidence. ed. IoMotN Academies. Washington, D.C.: National Academy of 
Sciences 

128. James D. 2004. Factors influencing food choices, dietary intake, and nutrition-
related attitudes among African Americans: Application of a culturally sensitive 
model. Ethnicity & health 9:349-67 

129. Januzzi JL, Stern TA, Pasternak RC, DeSanctis RW. 2000. The influence of 
anxiety and depression on outcomes of patients with coronary artery disease. 
JAMA : the journal of the American Medical Association 160:1913-21 

130. Jencks SF, Williams MV, Coleman EA. 2009. Rehospitalizations among patients 
in the medicare fee-for-service program. The New England journal of medicine 
360:1418-28 

131. Jenner RC, Strodl ES, Schweitzer RD. 2009. Anger and depression predict 
hospital use among chronic heart failure patients. Australian health review : a 
publication of the Australian Hospital Association 33:541-8 

132. Jiang W, Alexander J, Christopher E, Kuchibhatla M, Gaulden LH, et al. 2001. 
Relationship of depression to increased risk of mortality and rehospitalization in 
patients with congestive heart failure. Archives of internal medicine 161:1849-56 

http://my.clevelandclinic.org/services/heart/disorders/heart-failure-what-is/ejectionfraction
http://my.clevelandclinic.org/services/heart/disorders/heart-failure-what-is/ejectionfraction


 

180 

133. Johnson EH, Broman CL. 1987. The relationship of anger expression to health 
problems among black americans in a national survey. Journal of behavioral 
medicine 10:103-16 

134. Jovicic A, Holroyd-Leduc JM, Straus SE. 2006. Effects of self-management 
intervention on health outcomes of patients with heart failure: A systematic 
review of randomized controlled trials. BMC Cardiovascular Disorders 6 

135. Kawachi I, Sparrow D, Vokonas PS, Weiss ST. 1994. Symptoms of anxiety and 
risk of coronary heart disease. The Normative Aging Study. Circulation 90:2225-
9 

136. Keith F. 2016. Anger, hostility and re-hospitalizations in patients with heart 
failure. In 37th Annual Meeting of the Society of Behavioral Medicine. 
Washington, D.C.: Society of Behavioral Medicine 

137. Kessing D, Denollet J, Widdershoven J, Kupper N. 2016. Self-care and all-cause 
mortality in patients with chronic heart failure. JACC Heart Failure 4:176-83 

138. Kessler RC. 1997. The effects of stressful life events on depression. Annual 
Review of Psychology 48:191-214 

139. Khaledi GH, Mostafavi F, Eslami AA, Rooh Afza H, Mostafavi F, Akbar H. 
2015. Evaluation of the effect of percieved social support on promoting self-care 
behaviors of heart failure patients referred to The Cardiovascular Research Center 
of Isfahan. Iran Red Crescent Medical Journal 17:1-7 

140. Kiecolt-Glaser JK, McGuire L, Robles T, Glaser R. 2002. Emotions, morbidity, 
and mortality: New perspectives from psychoneuroimmunology. Annual Review 
of Psychology 53:83-107 

141. Kim ES, Smith J, Kubzansky LD. 2014. Prospective study of the association 
between dispositional optimism and incident heart failure. Circulation: Heart 
Failure 7:394-400 

142. Kim SD, Banasik JL. 2010. Heart failure and dysrhythmias: Common sequelae of 
cardiac diseases. In Pathophysiology, ed. LE Copstead, J Banasik. St. Louis, 
Missouri: Elsevier Saunders. Number of. 

143. Klein L, Massie BM, Leimberger JD, O'Connor CM, Pina IL, et al. 2008. 
Admission or changes in renal function during hospitalization for worsening heart 
failure predict postdischarge survival: results from the Outcomes of Prospective 
Trial of Intravenous Milrinone for Exacerbations of Chronic Heart Failure 
(OPTIME-CHF). Circulation: Heart Failure 1:25-33 

144. Kline RB. 2011. Principles and Practice of Structual Equation Modeling. New 
York, NY: The Guilford Press 

145. Kollipara UK, Amin A, Toto KH, Nelson LL, Schneider RA, et al. 2006. Lack of 
knowledge about dietary sodium is a risk factor for hospital readmission in 
patients with heart failure in an urban public hospital. Journal of cardiac failure 
12:119 

146. Konstam V, Moser DK, De Jong MJ. 2006. Depression and anxiety in heart 
failure. Journal of cardiac failure 11:455-63 

147. Kool M, Hoeks A, Boudier H, Reneman R, Van Bortel L. 1993. Short and long-
term effects of smoking on arterial wall properties in habitual smokers. Journal of 
American College of Cardiology 22:1881-6 



 

181 

148. Kop WJ, Synowski SJ, Gottlieb SS. 2011. Depression in heart failure: 
biobehavioral mechanisms. Heart failure clinics 7:23-38 

149. Kop WJ, Synowski SJ, Gottlieb SS. 2011. Depression in heart failure: 
Biobehavioral mechanisms. Heart failure clinics 7:23-8 

150. Krantz DS, Manuck SB. 1984. Acute psychophysiologic reactivity and risk of 
cardiovascular disease: A review and methodological critique. Psychological 
bulletin 96:435-64 

151. Krumholz HM. 2013. Post-hospital syndrome- An acquired, transient condition of 
generalized risk. New England Journal of Medicine 368:100-2 

152. Krumholz HM, Butler J, Miller J, Vaccarino V, Williams CS, et al. 1998. 
Prognostic importance of emotional support for elderly patients hospitalized with 
heart failure. Circulation 97:958-64 

153. Krumholz HM, Chen YT, Wang Y, Vaccarino V, Radford MJ, Horwitz RI. 2000. 
Predictors of readmission among elderly survivors of admission with heart failure. 
American heart journal 139:72-7 

154. Krumholz HM, Parent EM, Tu N, Vaccarino V, Wang Y, et al. 1997. 
Readmission after hospitalization for congestive heart failure among medicare 
beneficiaries. Archives of internal medicine 157:98-104 

155. Kubzansky LD, Kawachi I, Spiro A, 3rd, Weiss ST, Vokonas PS, Sparrow D. 
1997. Is worrying bad for your heart? A prospective study of worry and coronary 
heart disease in the Normative Aging Study. Circulation 95:818-24 

156. Kucharska-Newton AM, Williams JE, Chang PP, Stearns SC, Sueta CA, et al. 
2014. Anger proness, gender, and the risk of heart-failure. Journal of cardiac 
failure 20:1020-6 

157. Lamers F, van Oppen P, Comijs HC, Smit JH, Spinhoven P, et al. 2011. 
Comorbidity patterns of anxiety and depressive disorders in a large cohort study: 
the Netherlands Study of Depression and Anxiety (NESDA). Journal of Clinical 
Psychiatry 72:341-8 

158. Landrine H, Klonoff EA. 1996. The schedule of racist events: A measure of racial 
discrimination and a study of its negative physical and mental health 
consequences. Journal of Black Psychology 22:144-68 

159. Laonigro I, Correale M, Di Biase M, Altomare E. 2009. Alcohol abuse and heart 
failure. European journal of heart failure 11:453-62 

160. Lazarus RS, Folkman S. 1984. Stress, appraisal and coping. New York: Springer-
Verlag 

161. Levy D, Kenchaiah S, Larson MG, Benjamin EJ, Kupka MJ, et al. 2002. Long-
term trends in the incidence of and survival with heart failure. New England 
Journal of Medicine 347:1397-402 

162. Levy WC, Mozaffarian D, Linker DT, Sutradhar SC, Anker SD, et al. 2006. The 
Seattle Heart Failure Model: Prediction of survival in heart failure. Circulation 
113:1424-33 

163. Liehr P, Meininger JC, Mueller WH, Chan W, Frazier L, Reyes LR. 2009. 
Psychometric testing of the adolescent version of the Cook-Medley Hostility 
Scale. Issues of Comprehensive Pediatric Nursing 23:103-6 



 

182 

164. Liu L. 2011. Changes in cardiovascular hospitalization and comorbidity of heart 
failure in the United States: Findings from the National Hospital Discharge 
Surveys 1980-2006. International journal of cardiology 149:39-45 

165. Lloyd-Jones D, Adams RJ, Brown TM, Carnethon M, Dai S, et al. 2010. Heart 
disease and stroke statistics--2010 update: a report from the American Heart 
Association. Circulation 121:46-215 

166. Lopez-Jaramillo P, Lopez-Lopez J, Lopez-Lopez C. 2015. Sodium intake 
recommendations: A subject that needs to be reconsidered. Current Hypertension 
Review 11:8-13 

167. Lum HD, Jones J, Lahoff D, Allen LA, Bekelman DB, et al. 2015. Unique 
challenges of hospice for patients with heart failure: A qualitative study of 
hospice clinicians. American heart journal 170:524-30 

168. Luttik ML, Jaarsma T, Moser DK, Sanderman R, van Veldhuisen DJ. 2005. The 
importance and impact of social support on outcomes in patients with heart 
failure: An overview of the literature. The Journal of cardiovascular nursing 
20:162-9 

169. Luttik ML, Jaarsma T, Moser DK, Sanderman R, van Veldhuisen DJ. 2005. The 
importance and impact of social support on outcomes in patients with heart 
failure: An overview of the literature. Journal of Cardiovascular Nursing 20:162-
9 

170. Mandinov L, Eberli FR, Seiler C, Hess OM. 2000. Diastolic heart failure. 
Cardiovascular research 45:813-25 

171. Manzano-Fernandez S, Boronat-Garcia M, Albaladejo-Oton MD, Pastor P, 
Garrido IP, et al. 2009. Complementary prognositc value of cystatin C, N-
terminal pro-B-type natriuretic Peptide and cardiac troponin T in patiens with 
acute heart failure. American Journal of Cardiology 103:1753-9 

172. Masterson CR, Polomano R, Farrar J, Riegel B. 2012. Psychometric properties of 
the Kansas City Cardiomypathy Questionnaire (KCCQ). European Journal of 
Cardiovascular Nursing 11:197-206 

173. Maunder RG, Nolan RP, Park JS, James R, Newton G. 2015. Social support and 
the consequences of heart failure compared to other cardiac diseases: The 
contribution of support received within an attachment relationship. Archives of 
Cardiovascular Disease  

174. Mayo Clinic. 2011. Heart Failure: Defintion. 
http://www.mayoclinic.com/health/heart-failure/DS00061 

175. Mazure CM. 1998. Life stressors as risk factors in depression. Clinical 
Psychology: Science and Practice 5:291-313 

176. McAlister FA, Stewart S, Ferrua S, McMurray JJ. 2004. Multidisciplinary 
strategies for the management of heart failure patients at high risk for admission: 
A systematic review of randomized trials. Journal of American College of 
Cardiology 44:810-9 

177. McEwen BS. 1998. Protective and damaging effects of stress mediators. The New 
England journal of medicine 338:171-9 

178. McMurray JJ. 2010. Systolic heart failure. The New England journal of medicine 
362:228-38 

http://www.mayoclinic.com/health/heart-failure/DS00061


 

183 

179. Michl K, Oates JA, Rahko PS, Silver MA, Stevenson LW, Yancy CW. 2009. 
2009 Focused update incorporated into the ACC/AHA 2005 guidelines for the 
diagnosis and management of heart failure in adults: A report of the American 
College of Cardiology Foundation/American Heart Association Task Force on 
practice guidelines: Developed in collaboration with the International Society for 
Heart and Lung Transplantation. Circulation 119:391-479 

180. Mittleman MA, Maclure M, Sherwood JB, Mulry RP, Tofler GH, et al. 1995. 
Triggering of acute myocardial infarction onset by episodes of anger. Circulation 
92:1720-5 

181. Miura T, Kojima R, Mizutani M, Shiga Y, Takatsu F, Suzuki Y. 2001. Effect of 
digoxin noncompliance on hospitalization and mortality in patients with heart 
failure in long-term therapy: a prospective cohort study. European Journal of 
Clinical Pharmacology 57:77-83 

182. Moharamzad Y, Saadat H, Nakhjavan SB, Saadat Z, Aerab-Sheibani H, et al. 
2015. Validation of the Persian Version of the 8-Item Morisky Medication 
Adherence Scale (MMAS-8) in Iranian hypertensive patients. Global Journal of 
the Health Sciences 7:173-83 

183. Morgan AL, Masoudi FA, Havranek EP, Jones PG, Peterson PN, et al. 2006. 
Difficulty taking medications, depression, and health status in heart failure 
patients. Journal of cardiac failure 12:54-60 

184. Morisky DE, Ang A, Krousel-Wood M, Ward HJ. 2008. Predictive validity of a 
medication adherence measure in an outpatient setting. The Journal of Clinical 
Hypertension 10:348-54 

185. Morisky DE, Green LW, Levine DM. 1986. Concurrent and predictive validity of 
a self-reported measure of medication adherence. Medical Care 24:67-74 

186. Moser DK, Doering LV, Chung ML. 2005. Vulnerabilities of patients recovering 
from an exacerbation of chronic heart failure. American heart journal 150:984-97 

187. Moser DK, Dracup K. 1996. Is anxiety early after myocardial infarction 
associated with subsequent ischemic and arrhythmic events? Psychosomatic 
medicine 58:395-401 

188. Moser DK, Dracup K, Evangelista LS, Zambroski CH, Lennie TA, et al. 2010. 
Comparison of prevalence of symptoms of depression, anxiety, and hostility in 
elderly patients with heart failure, myocardial infarction, and a coronary artery 
bypass graft. Heart & lung : the journal of critical care 39:378-85 

189. Mosterd A, Hoes AW. 2007. Clinical epidemiology of heart failure. Heart 
(British Cardiac Society) 93:1137-46 

190. Muthen LK, Muthen BO. 1998-2010. Mplus User's Guide. Los Angeles, CA: 
Muthen & Muthen 

191. Muzzarelli S, Leibundgut G, Maeder MT, Rickli H, Handschin R, et al. 2010. 
Predictors of early readmission or death in elderly patients with heart failure. 
American heart journal 160:308-14 

192. National Center for Chronic Disease Prevention and Health Promotion DfHDaSP. 
2010. Heart Failure Death Rates Among Adults Aged 65 years and Older by 
State, 2006. ed. CfD Control. Washington, D.C.: Center for Disease Control 



 

184 

193. National Center for Health Statistics. 1977. Acute conditions: Incidence and 
associated disability. ed. NCfH Statistics. Washington, D.C.: U.S. Government 
Printing Office 

194. Ni H, Nauman D, Burgess D, Wise K, Crispell K, Hershberger RE. 1999. Factors 
influencing knowledge of and aherence to self-care among patients with heart 
failure. CLinical Observation 159:1613-9 

195. Novy D, Nelson DV, Goodwin J, Rowzee RD. 1993. Psychometric comparability 
of the State-Trait Anxiety Inventory for different ethnic subpopulations. 
Psychological assessment 5:343-9 

196. Ogedegbe G, Harrison M, Robbins L, Mancuso CA, Allegrante JP. 2004. Barriers 
and facilitators of medication adherence in hypertensive African Americans: A 
qualitative study. Ethnicity & Disease 14:3-12 

197. Okun A, Stein RE, Bauman LJ, Silver EJ. 1996. Content validity of the 
Psychiatric Symptom Index, CES-depression scale, and State-Trait Anxiety 
Inventory from the perspective of the DSM-IV. Psychological reports 79:1059-69 

198. Opie LH, Hasenfuss G. 2012. Mechanisms of cardiac contraction and relaxation. 
In Braunwald's heart disease: A textbook of cardiovascular medicine, ed. RO 
Bonow, D Mann, D Zipes, P Libby:459-83. Philadelphia: Elsevier. Number of 
459-83 pp. 

199. Paykel ES. 2003. Life events and affective disorders. Acta psychiatrica 
Scandinavica 108:61-6 

200. Payne TJ, Andrew M, Butler KR, Wyatt SB, Dubbert PM, Mosley TH. 2012. 
Psychometric evaluation of the interpersonal support evaluation list-Short form in 
the ARIC study cohort. SAGE Open 2:1-8 

201. Pelle AJ, Denollet J, Zwisler A, Pedersen SS. 2009. Overlap and distinctiveness 
of psychological risk factors in patients with ischemic heart disease and chronic 
heart failure: Are we there yet? Journal of affective disorders 113:150-6 

202. Pennebaker J. 1982. The psychology of physical symptoms. New York: Springer-
Verlag 

203. Perkiomaki JS, Ruwald AC, Kutyifa V, Ruwald MH, Mcnitt S, et al. 2015. Risk 
factors and the effect of cardiac resynchronization therapy on cardiac and non-
cardiac mortality in MADIT-CRT. Europace : European pacing, arrhythmias, 
and cardiac electrophysiology : journal of the working groups on cardiac pacing, 
arrhythmias, and cardiac cellular electrophysiology of the European Society of 
Cardiology 17:1816-22 

204. Perlman LV, Ferguson S, Bergum K, Isenberg EL, Hammarsten JF. 1971. 
Precipitation of congestive heart failure: Social and emotional factors. Annals of 
Internal Medicine 75:1-7 

205. Peters RM. 2004. Racism and hypertension among African Americans. Western 
Journal of Nursing Research 26:612-31 

206. Petrova D, Garcia-Retamero R, Catena A. 2015. Lonely hearts don't get checked: 
On the role of social support in screenign for cardiovascular risk. Preventive 
Medicine  

207. Petty RE, Wegener DT, Fabrigar LR. 1997. Attitudes and attitude change. Annual 
Review of Psychology 48:609-47 



 

185 

208. Rafanelli C, Gostoli S, Tully PJ, Roncuzzi R. 2016. Hostility and the clinical 
course of outpatients with congestive heart failure. Psychological Health 31:228-
38 

209. Raikkonen K, Matthews KA, Flory JD, Owens JF, Gump BB. 1999. Effects of 
optimism, pessimism, and trait anxiety on ambulatory blood pressure and mood 
during everyday life. Journal of personality and social psychology 76:104-13 

210. Reblin M, Uchino BN. 2008. Social and emotional support and its implication for 
health. Current opinion in psychiatry 21:201-5 

211. Richardson SI, Freedman BI, Ellison DH, Rodriguez CJ. 2013. Salt sensitivity: A 
review with a focus on non-Hispanic blacks and Hispanics. Journal of the 
American Society of Hypertension 7:170-9 

212. Richter P, Werner J, Heerlein A, Kraus A, Sauer H. 1998. On the validity of the 
Beck Depression Inventory. A review. Psychopathology 31:160-8 

213. Riegel B, Carlson B, Moser DK, Sebern M, Hicks FD. 2004. Psychometric testing 
of the self-care of heart failure index. Journal of cardiac failure 10:350-60 

214. Riegel B, Dickson VV, Goldberg LR, Deatrick JA. 2007. Factors associated with 
the development of expertise in heart failure self-care. Nursing research 56:235-
43 

215. Riegel B, Dickson VV, Kuhn L, Page K, Worrall-Carter L. 2010. Gender-specific 
barriers and facilitators to heart failure self-care: A mixed methods study. 
International journal of nursing studies 47:888-95 

216. Riegel B, Lee SC, Dickson VV, Carlson B. 2009. An update on the self-care of 
heart failure index. Journal of Cardiovascular Nursing 24:485-97 

217. Riegel B, Moser DK, Anker SD, Appel LJ, Dunbar SB, et al. 2009. State of 
science: Promoting self-care in persons with heart failure a scientific statement 
from the American Heart Association. Circulation 120:1141-63 

218. Riegel B, Moser DK, Powell M, Rector TS, Havranek EP. 2006. 
Nonpharmacologic care by heart failure experts. Journal of cardiac failure 
12:149-53 

219. Rohrbaugh MJ, Shoham V, Coyne JC, Cranford JA, Nicklas JM, Sonnega JS. 
2004. Beyond the "self" in self-efficacy: spouse confidence predicts survival 
following heart failure. Journal of Family Psychology 18:184-93 

220. Rosamond W, Flegal K, Friday G, Furie K, Go A, et al. 2007. Heart disease and 
stroke statistics--2007 update: a report from the American Heart Association 
Statistics Committee and Stroke Statistics Subcommittee. Circulation 115:e69-
171 

221. Rozanski A. 2014. Behavioral and psychological risk factors in coronary heart 
disease. Journal of American College of Cardiology in press 

222. Rozanski A. 2014. Optimism and other sources of psychological well-being: a 
new target for cardiac disease prevention. Circulation: Heart Failure 7:385-7 

223. Ruo B, Rumsfeld JS, Hlatky MA, Liu H, Browner WS, Whooley MA. 2003. 
Depressive symptoms and health-related quality of life: The Heart and Soul study. 
JAMA : the journal of the American Medical Association 290:215-21 

224. Rutledge T, Reis V, Linke S, Greenberg BH, Millis PJ. 2006. Depression in heart 
failure: A meta-analytic review of prevalence, intervention effects, and 



 

186 

associations with clinical outcomes. Journal of the American College of 
Cardiology 48:1527-37 

225. Sahebi A, Mohammad-Aliha J, Ansari-Ramandi M, Naderi N. 2015. Investigation 
the relationship between self-care and readmission in patients with chronic heart 
failure. Research in Cardiovascular Medicine 4:254-72 

226. Sarkar U, Ali S, Whooley MA. 2009. Self-efficacy as a marker of cardiac 
function and predictor of heart failure hospitalization and mortality in patients 
with stable coronary heart disease: Findings from the Heart and Soul study. 
Health Psychology 28:166-73 

227. Saunders E. 1995. Hypertension in minorities: Blacks. American journal of 
hypertension 8:115S-9S 

228. Scheier MF, Carver CS. 1985. Optimism, coping, and health: Assessment and 
implications of generalized outcome expectancies. Health Psychology 4:219-47 

229. Scheier MF, Carver CS. 1992. Effects of optimism on psychological and physical 
well-being: Theoretical overview and empirical update. Cognitive Therapy and 
Research 16:201-28 

230. Scheier MF, Carver CS, Bridges MW. 1994. Distinguishing optimism from 
neuroticism (and trait anxiety, self-mastery, and self-esteem): A reevaluation of 
the life orientation test. Journal of personality and social psychology 67:1063-78 

231. Schoenthaler A, Ogedegbe G, Allegrante JP. 2007. Self-efficacy mediates the 
relationship between depressive symptoms and medication adherence among 
hypertensive African Americans. Health Education Behavior 36:127-37 

232. Schreiber JB, Nora A, Stage FK, Barlow EA, King J. 2006. Reporting structural 
equation modeling and confirmatory factor analysis resutls: A review. The 
Journal of Educational Research 99:323-38 

233. Schum JL, Jorgensen RS, Verhaeghen P, Sauro M, Thibodeau R. 2003. Trait 
anger, anger expression, and ambulatory blood pressure: A meta-analytic review. 
Journal of behavioral medicine 26:395-415 

234. Schwarz KA, Elman CS. 2003. Identification of factors predictive of hospital 
readmissions for patients with heart failure. Heart and Lung 32:88-99 

235. Sharma A, Colvin-Adams M, Yancy CW. 2014. Heart failure in African 
Americans: Disparities can be overcome. Cleveland Clinic Journal of Medicine 
81:301-11 

236. Sharp LK, Kimmel LG, Kee R, Saltoun C, Chang CH. 2009. Assessing the 
perceived stress scale for African American adults with asthma and low literacy. 
Journal of Asthma 44:311-6 

237. Sheahan SL, Fields B. 2008. Sodium dietary restriction, knowledge, beliefs, and 
decision-making behavior of older females. Journal of the American Academy of 
Nurse Pracitioners 20:217-24 

238. Sideridis G, Simos P, Papanicolaou A, Fletcher J. 2014. Using structural equation 
modeling to assess functional connectivity in the brain: Power and sample size 
considerations. Educational and Psychological Measurement 74:733-58 

239. Simpson SH, Farris KB, Johnson JA, Tsuyuki RT. 2000. Using focus groups to 
identify barriers to drug use in patients with congestive heart failure. 
Pharmacotherapy 20:823-9 



 

187 

240. Smart N, Marwick TH. 2003. Exercise training for patients with heart failure: A 
systematic review of factors that improve mortality and morbidity. The American 
journal of medicine 116:693-706 

241. Smith TW, Frohm KD. 1985. What's so unhealthy about hostility? Construct 
validity and psychosocial correlates of the Cook and Medley Ho scale. Health 
psychology : official journal of the Division of Health Psychology, American 
Psychological Association 4:503-20 

242. Sneed NV, Paul SC. 2003. Readiness for behavioral changes in patients with heart 
failure. American Journal of Critical Care 12:444-53 

243. Spielberger. 1999. State-trait anger expression inventory-2. Odessa, FL: 
Psychological Assessment Resources, Inc. 

244. Spielberger CD. 2010. State-trait anxiety inventory. In The Corsini Encyclopedia 
of Psychology, ed. IB Weiner, WE Craighead, 1. Hoboken, NJ: John Wiley & 
Sons, Inc. Number of. 

245. Steiger JH. 2007. Understanding the limitations of global fit assessment in 
structural equation modeling. Personality and individual differences 42:893-8 

246. Steptoe A, Wright C, Kunz-Ebrecht SR, Iliffe S. 2010. Dispositional optimism 
and health behavior in community-dwelling older people: Associations with 
healthy aging. British Journal of Health Psychology 11:71-84 

247. Stewart JC, Fitzgerald GJ, Kamarck TW. 2010. Hostility now, depression later? 
Longitudinal associations among emotional risk factors for coronary artery 
disease. Annals of behavioral medicine : a publication of the Society of 
Behavioral Medicine 39:258-66 

248. Stewart S, MacIntyre K, MacLeod MMC, Bailey AEM, Capewell S, McMurray 
JJ. 2001. Trends in hospitalization for heart failure in Scotland, 1990-1996. An 
epidemic that has reached its peak? European Heart Journal 22:209-17 

249. Strine TW, Chapman DP, Kobau R, Balluz L. 2005. Associations of self-reported 
anxiety symptoms with health-related quality of life and health behaviors. Social 
psychiatry and psychiatric epidemiology 40:432-8 

250. Sullivan M, LaCroix A, Russo J, Katon WJ. 1998. Self-efficacy and self-reported 
functional status in coronary heart disease: A six-month prospective study. 
Psychosomatic medicine 60:473-8 

251. Suls J, Bunde J. 2005. Anger, anxiety, and depression as risk factors for 
cardiovascular disease: the problems and implications of overlapping affective 
dispositions. Psychological bulletin 131:260-300 

252. Suls J, Wan CK, Costa PT. 1995. Relationship of trait anger to resting blood 
pressure: A meta-analysis. Health Psychology 14:444-56 

253. Taylor JS, Ellis GR. 2002. Racial differences in responses to drug treatment: 
Implications for pharmacotherapy of heart failure. American Journal of 
Cardiovascular Drugs 2:389-99 

254. Teigen KH. 1994. Yerkes-Dodson: A law for all seasons. Theory & Psychology 
4:525-47 

255. Tennant C. 2002. Life events, stress and depression: A review of recent findings. 
Australian and New Zealand Journal of Psychiatry 36:173-82 

256. Thomas SA, Friedmann E, Khatta M, Cook L, Lann AL. 2003. Depression in 
patients with heart failure: Physiologic effects, incidence, and relation to 



 

188 

mortality. AACN Clinical Issues: Advanced Practice in Acute and Critical Care 
14:3-12 

257. Thomas SP, Williams RL. 1991. Percieved stress, trait anger, modes of anger 
expression, and health status of college men and women. Nursing research 
40:303-7 

258. Thorndike AN, Regan S, McKool K, Pasternak RC, Swartz S, et al. 2008. 
Depressive symptoms and smoking cessation after hospitalization for 
cardiovascular disease. Archives of internal medicine 168:186-91 

259. U.S. Department of Agriculture, U.S. Department of Health and Human Services. 
2010. Dietary Guidelines for Americans, 2010. ed. U.S. Department of 
Agriculture, U.S. Department of Health and Human Services. Washington, D.C.: 
U.S. Government Printing Office 

260. van der Wal MH, Jaarsma T, Moser DK, van Gilst WH, van Veldhuisen DJ. 2010. 
Qualitative examination of compliance in heart failure patients in the Netherlands. 
Heart and Lung: The Journal of Acute and Critical Care 39:121-30 

261. Vinson JM, Rich MW, Sperry JC, Shah AS, McNamara T. 1990. Early 
readmission of elderly patients with congestive heart failure. Journal of American 
Geriatric Society 38:1290-5 

262. Vinson JM, Sperry JC, McNamara T. 1990. Early readmission of elderly patients 
with congestive heart failure. Journal of the American Geriatrics Society 
38:1290-5 

263. Walsh CR, O'Donnell CJ, Camargo CA, Jr.,, Giugliano RP, Lloyd-Jones DM. 
2002. Elevated serum creatinine is assoicated with 1-year mortality after acute 
myocardial infarction. American heart journal 144:1003-11 

264. Wan T. 1976. Predicting self-assessed health status: A multivariate approach. 
Health Services Research 11:464-77 

265. Watson D, Clark AL, Tellegen A. 1988. Development and validation of brief 
measures of positive and negative affect: The PANAS scales. Journal of 
personality and social psychology 54:1063-70 

266. Weiss A. 2015. Title. Volume:In press 
267. Weissman MM, Markowitz JS, Ouellette R, Greenwald S, Kahn JS. 1990. Panic 

disorders and cardiovascular/cerebrovascular problems: Results from a 
community survey. American Journal of Psychiatry 147:1504-8 

268. Welsh JD, Heiser RM, Schooler MP, Brockopp DY, Parshall MB, et al. 2002. 
Characteristics and treatment of patients with heart failure in the emergency 
department. Journal of Emergency Nursing 28:126-31 

269. Whittaker KS. 2013. Title. Volume:In press 
270. Williams DR, Gonzalez HM, Neighbors HW, Nesse R, Abelson JM, et al. 2007. 

Prevalence and distribution of major depressive disorder in African Americans, 
Caribbean blacks, and non-hispanic whites: Results from the National Survey of 
American Life. JAMA Psychiatry 64:305-15 

271. Williams JE, Paton CC, Siegler IC, Eigenbrodt ML, Nieto FJ, Tyroler HA. 2000. 
Anger proneness predicts coronary heart disease risk: prospective analysis from 
the atherosclerosis risk in communities (ARIC) study. Circulation 101:2034-9 

272. Williams JF, Bristow MR, Fowler MB. 1995. ACC/AHA guidelines for the 
evaluation and management of heart failure. Report of the American College of 



 

189 

Cardiology/American Heart Association Task Force on Practice Guidelines 
(Committee on Evaluation and Managment of Heart Failure). Journal of 
American College of Cardiology 26:1376-98 

273. Williams KE, Bond MJ. 2010. The roles of self-efficacy, outcome expectancies 
and social support in the self-care behaviors of diabetics. Psychology Health & 
Medicine 7:127-41 

274. Wolf EJ, Harrington KM, Clark SL. 2013. Sample size requirements for structural 
equation models: An evaluation of power, bias, and solution propriety. 
Educational and Psychological Measurement 73:913-34 

275. Wong JM, Sin NL, Whooley MA. 2014. A comparison of cook-medley hostility 
subscales and mortality in patients with coronary heart disease: Data from the 
heart and soul study. Psychosomatic medicine 76:311-7 

276. Wright SP, Verouhis D, Gamble G, Swedberg K, Sharpe N, Doughty RN. 2003. 
Factors influencing the length of hospital stay of patients with heart failure. 
European journal of heart failure 5:201-9 

277. Wu JR, Moser DK, Lennie TA, Burkhart PV. 2008. Medication adherence in 
patients who have heart failure: A review of the literature. Nursing Clinics of 
North America 43:133-53 

278. Yancy CW. 2005. Heart failure in African Americans. The American journal of 
cardiology 96:3-12 

279. Yang YC, Li T, Frenk SM. 2014. Social network ties and inflammation in U.S. 
adults with cancer. Biodemography and Social Biology 60:21-37 

280. Zaya M, Phan A, Schwarz ER. 2012. Predictors of re-hospitalization in patients 
with chronic heart failure. World Journal of Cardiology 4:23-30 

 


	approval
	Copyright
	Keith Diss 6_20
	Procedures
	Negative Affect
	Hospitalizations
	Data Analytic Plan




