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ABSTRACT 

In this Chronic Obstructive Pulmonary Disease (COPD) Quality of Life (QOL) 

study, QOL was measured with the generic Sickness Impact Profiie (SIP) and the disease 

specific St. George's Respiratory Questionnaire (SGRQ). The role of COPD patient 

marital social support as a buffer and the concordance between spouse and patient 

perceptions of COPD patient QOL was also examiued. For spouses, the role of spouse 

gender and patient COPD severity and for patients, patient gender and presence of 

comorbidity were explored. 

Most hypotheses were supported at the multivariate Ievel. Although no support was 

found for marital satisfaction and duration as QOL buffers, SGRQ psychosocial QOL 

spouse-patient score differences were statistically significant. Age and gender played 

appreciable roles in explaining these differences. Female patients rated themselves 

signiticantly lower on psychosocial QOL than male patients on the SIP. Among patients, 

comorbidity was found to have a significant impact on psychosocid QOL using the SIP. 

Female spouses gave significantly higher patient physical QOL ratings than male spouses on 

the SGRQ. Among spouses and patients, COPD severity (FEV-1) was the most powerful 

predictor of their ratings of physical QOL on both scales. Furthemore, COPD severity 

significantly explained psychosocial QOL scores among patients using the SIP. 

Overall, the most important variables for the patient and spouse are gender and 

COPD severity (FEV-1) with respect to COPD patient QOL. The Iack of support for 

marital social support (satisfaction and duration) may be a refiection of sample size or it may 

suggest that poor niarital relations do not last thtough the severity trajectory of COPD. As 

a practitioner, the results of this study indicated that QOL among COPD patients was higher 



than one might expect. This suggests that practitioners must be aware of their own biases 

in working with COPD groups. The significant differences between patients and spouses for 

the psychosocial QOL variable suggest a need for counseling that is focused on promoting 

mutu ai understanding and thereby, reducing friction. Sigaificant independent variables 

(patient COPD severity, patient and spouse gender, patient comorbidity) assist in identifying 

patients who may benefit rnost fiorn QOL domain-specific nursing interventions. 
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Chapter 1 
INTRODUCTION 

This chapter begins with the background for the study foiiowed by the literature 
review. 

Background 

COPD is an acronym for chronic obstructive pulmonary disease (Jones, 1992). Three 

main pathological processes occur with COPD. First, air sacs that permit oxygen exchange 

within the lung break down. Secondly, the lung loses its elasticity. Thirdly, hair-like 

structures in the trachea called cilia responsible for mucous clearance diminish. As a result, 

expiratory efforts and mucous clearance become ineffective and available oxygen for 

tunctionai capacity is greatly diminished. These irreversible changes ofien occur before the 

patient is aware that helshe is iil. Patients also have a great proclivity for infection (Miller & 

Keane, 1987). Symptoms of COPD include shortness of breath, recurrent coughing, mucous 

production, fatigue, and anxiety. As this insidious disease progresses, symptoms worsen and 

may occur suddenly. COPD interferes with al1 activities of daily living, including speech. 

The patient's cardiovascular integrity is aiso disrupted and this can lead to sudden episodes 

of heart failure (Miller and Keane, 1987). Fulfillment of day to day Living needs becomes an 

arduous task. 

COPD is increasing in incidence and prevalence and is the third leading cause of 

mortality in Canada (Health Canada, 1997). Among COPD patients, hospitalization rates 

increase with advancing age. The mean length of stay is approximately two to three weeks 

per annurn (Statistics Canada, 1996). COPD is also an irreversible illness (Miller & Keane, 

1987). 



Farquhar (1995), Bowling (1995), and Docfman (1995) found that in comparison to heart 

disease, arthntis, and musculoskeletal disorders, COPD was more ofien rated as debilitating 

by older adults. Sheckleton (1987) found that COPD patients expenenced stress, 

uncertainty, and distress fiom role toss, chronic functional impairment, and the progressive 

nature of this illness. In this thesis, implications of COPD oa patient quality of life (QOL) 

are the focus. 

For the purpose of this study, the World Health Organization definition of QOL will 

be used. This definition views QOL as "an individual's perception of life in the culture and 

value systems in which they live and in relation to their goals, expectations, standards, and 

concems. It is a broad concept aEected in complex ways by the person's physical health, 

psychological state, IeveI of independence, social relationships, and relationships salient to 

their environment" (WHOQOL Group, 1993, p. 153). The WHO authors view QOL as a 

self-appraisal interacting with personai, physical, and psychological factors as well as the 

social environment. The process of appraisal involves weighting of these factors by the 

chronically il1 older adult. 

This study will address gaps in the COPD literature with respect to QOL. 

Specifically, there are no studies to date that link QOL with the patient's perceived level of 

marital satisfaction or duration of marriage. There are few studies that measure differences 

between patient and spouse perceptions of the COPD patient's QOL. Additionaiiy, since the 

greater majority of studies measuring COPD patient QOL have been concemed with males 

only, gender ciifferences will be addressed. Also, the impact of other chronic iiînesses on 

COPD patient's QOL is rarely addressed and the&re, will be examined. With respect to 

spouse perceptions, the role of COPD sevecity and spouse gender wiii be explored. 



As a nurse, gaining pater insight into the impact that COPD bas on patient QOL is 

relevant to my practice for several reasons. Fust it promotes p a t e r  understanding of the 

eEect that COPD has on a patient's day to day life. Secandly, it facilitates the establishment 

of a therapeutic relationship between the patient and the nurse. 

Literature Review 

In this literature review, five topics are covered: (1) social support and coping with 

chronic illness: marital satisfaction and duration; (2) concordance between spouse and patient 

perceptions of COPD patient QOL; (3) the role of spouse and patient gender with QOL 

ratings of the COPD patient; and (4) issues in QOL research arnong COPD groups. 

Social Support and Coping with Chronic iilnes~: marital satisfaction and 
duration 

The theoretical basis for examining marital satisfaction and duration relates to the 

social support provided by the spouse ta the married COPD patient. The Cohen and Wills 

(1985) stress-buffering hypothesis suggests that social support may intemene between an 

event that invokes stress and the appraisal of that event. in essence, social support is viewed 

as a buffer that reduces the negaiive impact of chronic iliness. For example, a social support 

source provides resoutces that enhance the inâividual's perceived ability to cope with an 

iliness and thereby, reduces the stress posed by that illness. The individual may then bewme 

better equipped to deal with manifestations of an iIhess. Wds (1985) suggests that the 

source of socid support may fbnction as a confidant who provides emotional support and as 

a person with whom the patient cm discuss problems. This in turn codd reduce alienatioa 

and foster confidence and thereby, bolster QOL- Social support sources could also provide 

assistance with activities of daily living, thereûy buffering the physical impact of chronic 



illness. Additionaily, social support sources couid motivate the chronically ill older adult to 

continue to cope and instill a sense of hope. 

Spouses, as maritai partners, have been cited as the most important source of social 

support among older adults (Ebersole & Hess, 1990; Acbat, et al., 1998). W t a l  

relationships have been characterized as unimpeded by exchange concerns (Wills, 1985). 

Positive marital relations have been linked with a sense of belonging and affection (Wills, 

1985). Furthemore, a supportive marital partner has been found to be a psychosocial buffer 

within the context of chronic illness (Burman & Margolin, 1992). For example, quality of 

marital relations between spouse caregiver and patient has been found to be significantly 

related to patient well being (Parson, Cox, & Kirnboko, 1989). Also, Grand, Grand-Filaire 

and Pous (1993) found that elderly couples who had positive and supportive partners voiced 

greater feelings of adjustment to chronic illness in comparÏson to those with low marital 

satisfaction. Presence oPa long term spouse has been linked to better sumival once 

diagnosed with a c h r o ~ c  illness (Goodwin, Hunt, Key & Saymet, 1987). Sherbourne and 

Hays (1990) Found that among older adults with heart disease and mobility disorders, 

married subjects had better physical fùnctioning, less depression, and felt a greater sense of 

control. Additionally, these subjects reported higher perceived levels of support, less stress, 

and less feelings of being overwhelmed, regadess of the number of illnesses and disease 

severity. Ostbye, Tyas, McDowell, and Koval(1997) found that chronically il1 older adult 

patients living with a spouse had significantly higher levels of physical and psychological weli 

being. Indeed, among rend disease patients, marital satishction has been found to be the 

most important determinant of weU-being (Rhenrt, Moshe, & Abraham, 1996). 



Conversely, negative marriages can lead to $train that eliçits negative ~e~appraisals 

or non-constructive responses to h e s s  (Buman & Margolin, 1992). Marital distress has 

been linked to feehgs of depression (Kiecolt-Glaser & Glaser, 1989). Negative 

communication among couples has been associated with increased negative physiological 

arousal (Hatchett, Friend, Symister, & Wadhwa, 1997). in a study by Block and Boyer 

(1984) distressed marital relationships correlated with subjective perceptions of impairment 

and anxiety. Waltz, Badura, P f a ,  and Schott (as cited in Burman & Margolin, 1992) found 

that distressed marital rdationships were associated with cardiac patients seK-reports of 

impairment. Lack of support fiom a spouse has been associated with poor psychological 

adjustment to chronic illness among those with arthritis (Manne & Zautra, as cited in Bunnan 

& Margolin, 1992). Lack of perceived support tiom a spouse has also been linked with low 

QOL among dder adults with chronic pain (Turk & Kerns, 1985). 

There are no published studies to date that examine the roIe of marital satisfaction or 

duration on QOL among COPD patients, despite most patients participating in QOL research 

being married. From the above findings on disease groups other than COPD, however, there 

is reason to believe that COPD patients who have supportive spouses, as reflected in high 

marital satisfaction, wiU have a higher QOL. This study will also examine the impact of 

duration of mamage on QOL. The question to be addressed is w hether COPD patients who 

have been married longer have better QOL than those rnarried for a shorter period of tirne. 

The expectation is that the longer the marnarriage, the higher the QOL for the patient because of 

the security engendered by the long tenn presence of a source of support. in this study, 

marital satisfaction and duration, conceptualized as intervening variables, will be exanined 



for their impact on QOL. Cohen and Wiils (1985) stress-bdering hypothesis suggests that 

these intervening variables wiU have a positive association with QOL (See Figure 1). 

-- - pp - - - - - -- 

Figure 1 
Marital support and COPD patient QOL 

Older Adult -, Chronic illness-, Marital Support (Buffer) + QOL Perceptions 
(Intervening Variable) 

Concordance between spouse and patient perceptions of COPD patient QOL 

As a nurse, it would be important to know both the patient's views of their QOL and 

hislher spouse's views of QOL and the similarity between them in order to develop a 

relevant and effective plan of care. Since the spouse is most often the primary source of 

social support, at least theoretically hdshe should be able to readily and directly observe and 

correctly identiG the degree of illness impact on the patient's QOL but this has not been 

empirically established. Treatment or intervention decisions and implementation often 

require spousal assistance, and hence, agreement of patient need as it relates to the impact of 

chronic illness on QOL. Leidy and Traver (1996) and Hatchett, et ai. (1997) suggest that 

dierences in QOL perception between patients and spouses could cause fnction and patient 

maladjustment to chronic illness. Given these findings, it was thought to be important to 

examine levels of concordance between COPD patients and their spouses perceptions of 

patient QOL. 

With respect to the sidarity of patient and spouse perceptions of need, there are 

four possible outcomes (see Figure 2) and each outcome may lead to diierent behavioral 

andor emotional implications for the patient and the spouse. Fust we will examine 

discordance. In ceU #2, there are differences in that the spouse thinks the patient's QOL is 



discordance. In ce11 #2, there are diierences in that the spouse thinks the patient's QOL is 

lower than the patient does. Here, the spouse could be over-protective and minimize the 

patient's independence with iUness coping. Altemately, this scenario rnay reflect denial on 

behalfof the patient. Either way, this could lead to spousal fnction. For example, the 

patient rnay want to walk for increasingly longer distances, however, the spouse may tell the 

patient to avoid high activity levels as it rnay pose a threat to physical well-being (ie: 

increased shortness of breath). Disregard for advice rnay lead to hstration for the spouse 

and the patient. A third possibility in this scenario is that the patient could be protecting or 

buffering the spouse from excessive worry by not disclosing the tuIl impact of COPD. For 

example, when the patient is aware of increasing ADL limitations that indicate worsening 

a d o r  greater imposition due to COPD, this rnay a l m  the spouse and cause himher to be 

anxious or fearful about any activity that the patient engages in. 

Figure 2: Perceptual matrix for COPD patient QOL 

Higher 

PATIENT 

Lower 

SPOUSE 
Higher Lower 

expectations of patient and 
spouse are similar; most 
optimal as COPD perceived as 
east threatening by patient 
and spouse; positive coping 
?erceptions; positive 
emotioaai state #1 

patient expectations exceed 
those of spouse; 
overprotective tendency 
among spouses; patient 
denial; dyadic fnction; 
spousal buffer 

#2 
,spousal expectations exceed power expectations by patient 



Conversely and as noted in ce1 #3, if the patient rates his/her QOL lower than their 

spouse does, the spouse may feel that the patient is not adapting or coping as well as he/she 

should be. The spouse, in conveying this to the patient, may lead to feelings of inadequacy in 

the patient. For example, the patient may feel that he/she cannot attend his/her out-patient 

exercise program due to the excessive physical demands that it places upon them. The 

patient's spouse may feel that hdshe is trying to avoid beneficial activity due to unwarranted 

fears and threats to well-being. This scenario could also reflect spousai denial of the seventy 

or threat of the illness. 

If perceptions of the patient and spouse are concordant and high (cell#I), 

expectations of the patient's abiiity to cope with COPD are relatively positive, indicating that 

COPD is perceived as non-threatening to day to day QOL. Alternately, concordant and 

iow QOL perceptions of both the patient and spouse (cell#4) may indicate that both feel 

COPD poses a strong negative threat to day to day QOL. This may lead to a chronic 

negative emotionai state for both the patient and the spouse. However, this outcome could 

also represent an adaptation to COPD through the active formulation of lower expectations 

for life quality. 

Seven studies were found that examine proxy-patient similarities and differences on 

the impact of chronic illness. The first study discussed below was conducted among patients 

with a variety of different chronic illnesses wbile the next four looked respectively at patients 

with cancer, stroke, rend disease, and cognitive impairment. The last two studies deait with 

COPD patients. 



Chronic diseases oiher ihan COPD 

In a study of a group of patients with various chronic illnesses, Lawrence (1995) 

found that tùnctional capacity and comorbidity (ie: numbers of other chronic illnesses) 

explained equal amounts of variance in subjective patient global heaith ratings for patients 

and their proxies. This author did not compare degree of concordance in global health 

ratings but suggested that both patients and proxies use physical parameters to appraise 

global health. 

Clipp and George (199 1) found a high degree of agreement for tùnctional capacity 

perceptions and low agreement on perceptions of psychologicai distress between cancer 

patients and their proxies. For example, the patient and proxy agreed on the patient's ability 

to dress independently, but not on the patient's degree of fear over hislher prognosis. 

Proxy's perceptions generally were more negative than those of the patient. These authors 

felt that indicators of subjective well being are not readily observable and therefore, spouses 

may not understand how the patient reaily feels. In a study of cancer patients, Sneeuw, 

Aaronson, Sprangers, et al. (1997) found that proxy's perceptions of both physical and 

psychological QOL were lower than those of the cancer patients. Lower levels of 

concordance were found for psychologicai than for physicai QOL. These authors also found 

a trend for concordance to be lowest among patients with poorest health. In a study 

comparing stroke patient and proxy QOL ratings, Sneeuw, Aaronson, deHaan, and Limburg 

(1997) found similar trends. Specifically, proxy-patient correlations were sigrilficantly higher 

for physical QOL than for psychosocial QOL. Proxy QOL ratings were also consistently 

lower than those of the patient and were positively associated with grades of disability among 

patients, suggestbg that proxies used physicai parameters to fo rda t e  QOL appraisais. In 



a study of rend disease patients and theù spouses, Hatchett, et ai. (1997) found that spousal 

perceptions of coping capacity and level of psychologicd well-being were lower than 

reported by the patient. Finally, Ostbye, et al. (1997) looked at agreement in perceptions 

of UADL (physical) capacity between caregivers and older adults with zero to moderate 

cognitive impairment. These authors found that as severity of impairment increased, spouses 

rated patients ADL capacity lower. ADL tasks showed more concordance than iADL (less 

observable) tasks for patient-proxy pairs. Proxy reports were significantly lower than patient 

reports for even non-dementia cases. Unlike most proxy studies, these findings also suggest 

that proxy physical QOL scores may significantly difler tiom those of the patient. 

COPD Sturlies 

Only two COPD studies have examineci proxy-patient concordance in QOL ratings. 

In the first study, conducted by Prigatano, Wright, E., Wright, M., and Levin (1984), 

COPD patient's psychosocial QOL scores and COPD proy  scores on emotionai firnctioning 

scores were notably lower than those of healthy patient controls and their proxies. 

However, COPD patient's scores were not statistically compared with their proxy's scores. 

In the second study, Leidy and Traver (i996) statistically compared QOL scores and found 

that patient psychosocid QOL scores had very weak correlation's with proxy scores of social 

fùnctioning. However, COPD patient's physical QOL scores correlated highly with proxy 

ratings of activity performance. 

in sum, proxy percepuons of the impact of chrooic illness on physical dependent 

variables examined tend to be in concordance with patient perceptions ie: observable 

behaviors seem to elicit high agreement. Perceptions of psychosocid dependent variables 

(ie: less readily observable behaviors) elicit lower agreement. Proxies consistently rate 



ratings and disease severity may be related. However, only the Sneeuw, Aaronson, deHaan, 

and Limburg (1997) study measured QOL. 

Two questions are raised by the proxy literature. First, would these findings be 

replicated between COPD patients and their spouses for patient QOL ratings? Next, couid 

COPD severity predict spousal ratings of COPD patient QOL? It is hypothesized that scores 

of spouses and patients will be most similar on physical QOL domains. Secoodly, it is 

hypothesized that FEV- 1 (COPD severity) will be significaatly associated with proxy ratings 

of patient QOL. 

It should also be noted that in the proxy iiterature, the majority of proxies were 

fernales. This finding points to a need for tùrther exploration of whether spouse gender 

impacts spousal ratings. Given the proxy findings, this study will explore the following 

question: will female spouses rate patient QOL lower than male spouses? It should be 

noted that only in the Clipp and George (1994), ail proxies were spouses. Spouse proxk 

ranged fiom 33% in the Lawrence (1995) study to 83% in the Leidy and Traver (1996) 

study, Only Ostbye, et ai, (1997) examined the role of proxy type on ADL capacity 

perceptions, however, no signiticant relationship was found between proxy type and patient- 

proxy differences. 

This study will measure and make statistical comparisons of patient QOL scores 

among a sample of COPD patients in which all proxies are spouses. Ail patients in this study 

will have proxies. Also, the association of a patient's COPD severity with spouse proxy 

ratiags wüi be explored. 



The Role of Spousal and Patient Gender with QOL ratings of  the COPD patient 

Caregiving, according to Cohen and Wils (1985), is a fonn of social support. Older 

adult spouses provide a large portion of caregiving support within the illness context 

(Ebersole & Hess, 1990; WiUs, 1985; Bowling, 1995). Care fiom one's spouse promotes a 

sense of belonging, protection, and respect which the presence of chronic iliness otlen 

negates (Aneshensel & Stone, 1982). Spouses increase a sense of mastery among 

chronically il1 older adults (Choi & Wodarski, 1996; Burman & Margolin, 1992). Ross 

(1 99 1 ), however, describes the caregiver role as an "age-related geoder-specific role 

contingent phenomena" (p. 123), which women primarily assume. Finch and Groves (as 

cited in Ross, 199 1) relate tradition with respect to continuity of a nurtunng role as women 

age. Feldman (as cited in Gdvin and Brommel, 1991) describes the socially defined role 

for women as being linked to relationships with and nurturing of sigaificant others. 

According to this author, the older adult female roIe is one of family management and 

emotionai support whereas the male role would be defined in terms of occupational stature 

and resource provision. Archer and MacLean (1993) also suggest that women are more 

likely to assume homemaking roles throughout their Ise-span and are, therefore, more likely 

to do so in later Me as women live longer and tend to marry older men. Ross (199 1) speaks 

of female spousal devotion that is rooted in long term relationships. With 

respect to the current study, gender-role theory literature provides a supportive fiamework 

for gender specific responses to QOL perceptions. It is, therefore, not surprising that the 

overwhelming majority of studies on caregiving have focused on female spouses. However, 

an important trend among al1 studies is that as caregivers, female spouses percehe 

themselves as having low well being, poor life satisfaction, and great distress. Sorne hdings 



also suggest that care-recipient disease sevetity may have a profound impact on spouse well 

being, and their perceptions of burden and QOL. 

In the COPD caregiving literature, Sexton and Munroe (1985) examined the impact 

of caregiving for husbands upon female spouse caregiver lie satisfaction. COPD caregiver 

wives perceived high levels of stress and low lie satisfaction. They slept poorly, were 

sexually inactive, and socially isolated. Furthermore, severity of their husband's COPD 

negatively impacted their lie satisfaction. Cossette and Levesque (1993) found that female 

spouses who cared for severe COPD patients experienced great distress. Emotional support 

tasks and the depth of help they provided increased their distress. Harper, et al. (1997) 

noted increasing depression among female caregivers having to complete more complex tasks 

that the patient could not accomplish as COPD progressed. Wallhagen (1993) and Rhena, et 

al. (1996) found that life satisfaction among aged spouses, of which the rnajority were 

female, correlated negatively with perceptions of being able to manage or control their 

environment. From these studies we see that disease severity rnay be linked with spousal 

well being or adaptation to their roles within the illness context. The main focus of chis 

literature is on caregiving tasks and the caregivers weii being. Some questions remain. 

First, given that male spouse caregivers have generally been found to experience less stress 

than female spouse caregivers, would male spouses rate their COPD wife'dpartner's QOL 

higher (give lower scores)? Secondly, how much of a role does COPD severity (FEV- 1) play 

in spouse QOL ratings of patients? Furthermore, would a severity effect appear among only 

female spouses? 

Similas to the COPD caregiving literature, the chronic disease literature focuses 

mainly on female spouses and shows similar trends. For example, Hatchett, et al. (1997) 



found that female spouses tended to feel guilty and worry more than male spouses over the 

adequacy of the c m  that they provided to their ailing spouses. Jones and Peters (1992) 

found that among caregivers of dementia patients, poor caregiver QOL was independently 

associated with more disabled çare-recipients, caring for a close relative, and being female. 

Rhena, et al. (1996) found that for spouse caregivers of older adult renal patients, 

manageabitity of the illness context was the most important contributor to hisher adjustment. 

Most spouses in the latter study were again, female. Barusch and Spaid (1994) examinai 

male and female caregivers of dementia, non-specific lung, and heart disease patients. These 

authors found that women experienced greater distress with care-giving than men did for 

very dependent spouses. Again, we see a possible link between severity of disease and 

caregiving impact, Female spouses also felt that they did not cope effectively with being a 

caregiver and experienced higher levels of burden. Males had a more positive overall 

outlook on caregiving, Men (1994) found that caregiver wives provided significantly more 

care than husbands and patient wives who were symptomatic with cancer received 

significantly more help from non-spousd sources for household tasks. Unlike husbands, 

caregiver wives tended to increase their efforts wben patient husbands grew more 

symptomatic. 

There are only a srnaIl number of studies on male spouse caregivers. However, most 

are qualitative, sample sizes are very small, and most studies are concemed with patients who 

are cognitively impaired. For example, Archer and MacLean (1 993) found that males who 

provided care for their diabetic or mentdy ill wives experienced few negative feelings as 

their spouses dependency levels increased. Personal and emotionai gratiiïcatïon emerging 

fi-om a sense of duty, Iove, and reciprocity was felt. Kaye and Applegate (1990) found 



similar patterns among male spouse caregivers of wives impacted by Alzheimer's disease. 

Unbke female spouses, solo caregiving seerns to have Little overall negative effect on well- 

being. It is noted that men use more action oriented coping skius than female spouses 

(Lutzky & Knight, 1994; Hatchett, et ai., 1997) 

The chronic disease literature raises similar questions to the COPD caregiving 

literature regarding the role of spouse gender. Gender role expectations may have led to 

exaggerated care provision and negative emotioaal States for these female spouse caregivers. 

For example, the strong evidence for greater female spouse distress may reflect dismay at the 

adoption of yet another normative caregiving role in old age (Ross, 1991). This author uses 

the term "subjective careei' (p. 126) as a conceptual manifestation of this dismay. The 

present study examines the role of this term with respect to female spouse ratings of COPD 

patient QOL. Additionally, the non-COPD caregiving studies point to a potential link 

between disease severity and spousal well being. Given the progressive and unpredictable 

nature of COPD, each severity stage may present an increasing need for care of the patient 

and an increasing stress level for the spouse (Sheckleton, 1987). 

What about patient gender and QOL? First, as noted in the gender role theory and 

caregiving literature, the greater Likelhood of caregiving in later Iife and the intensity of care 

provision by female spouses could lead to better QOL and marital satisfaction among male 

patients as they would have less unmet needs. Anderson, Earle, and Longino (1997) found 

that males benefit more than females regarding the extent of support, not the types of 

support, within the marital context. Allen (1994) found s i d a r  trends among older couples 

coping with cancer. Only one study formally examined the effect of patient gender on QOL 

among a sample of 89 COPD patients (Leidy & Traver, 1995). Although ciifferences were 



not statistically significant, these authors found that femaie patients had lower QOL (scored 

higher). Dorfinan (1985) examined the role of various chronic ilinesses on Sie satisfaction 

d e r  retirernent and found tbat fernales perceived a signüicant and negative impact fiom 

pulmonary disease. There is also evidence that QOL scores among male patients were 

higber tban expected, contrary to the morose portrayal in the literature of QOL for 

individuals with COPD (Herbert & Gregor, 1997; Leidy & Traver, 1995; Prigatano, et al., 

1984). The non-COPD chronic illness literature aIso identifies similar patient gender trends. 

For exanipb, Preston and DelIasega (1996) found that female patients perceived a pater 

emotional and finctional limitation with chronic illness than male patients. Young and 

Kahana ( 1989) also found that females exhibited greater anxiety than males within the 

chronic illness context. Chronicdy ill females are also more likely to report unmet needs for 

assistance with household tasks, even at low levels of morbidity (Men, 1994). Finally, with 

respect to gender role theory, the female COPD patient may also be lirnited in her capacity 

to îülfll her own gender role expectations due to respiratory insufficiency (Ross, 1991). it 

is therefore, hypothesized that male COPD patients will have (1) higher marital satisfaction 

and (2) higher QOL than female COPD patients. 

In sum, this study will make direct cornparisons of spousal ratings of patient QOL by 

gender. SpecifïcaIly and as pointed out in the caregiving literature, it is expected that 

f e d e  spouses wili rate patient QûL lower than male spouses. With respect to the latter, 

spousal QOL ratings are conceptualized as a manifestation of the impact that the caregiving 

role has upon them (Ross, 199 1). Secondly, it is ab hypothesized that d e  patients d l  

have higher perceived QOL t I i i  kmale patients with COPD. A sub-hypothesis regardhg 

marital satisfaction by gender will also be testai to provide additional support for gender role 



theory and the caregiving literature tindings. Speciiically, male COPD patients d l  rate their 

marital satisfaction higher. 

In the next section, issues relevant to QOL research among COPD patients will be 

discussed. Fust, how was QOL dehed in past COPD literature? Next, what are the 

characteristics of COPD patient simples? Finally, how wiii the gaps in the current COPD 

literature be addressed in the present study? 

Issues in QOL Restarch among COPD patient groupa 

Leidy (1995) notes that definitions of QOL among COPD populations are over- 

simplified as they are defined or measured in mainly physical tenns. For example, 

Okubadejo, Jones, and Wedzicha (1996) define QOL by degree ofexercise capacity and 

blood oxygen saturations. Prigatano, et ai. (1984) define QOL by degree of restriction of 

activity. Tsukino, et al. (1996) make reference to vital capacity and lung tùnction. Physical 

capacity or parameters, through the experience of disease, create a QOL composite. QOL 

is, in other words, appraised without attention to contextual factors. 

Work done by Guyatt, Berman, Pugsley, and Chambers (1987) began to challenge 

this type of definition. These authors suessed the need to assess psychological charactenstics 

eg: mood. Graydon and Ross (1995) found that negative emotional States had a direct 

impact on patient QOL. Jones (1995) stressed the importance of socioemotional aspects of 

COPD such as perceived disability and distress. These factors, however, are Limitai to 

patient attributes and although relationships exkt between psychosocid traits and QOL 

among COPD patients, not aii patients are depressed or anxious (Leidy, 1995). This author 

feels that there should be a greater focus on psychosocial resources extemal to the patient 

that may be more positive in nature. The role of social networks ha3 ban  examinai while 



the effect of the COPD patient's marital environment (ie: satisfaction and duration) has yet to 

be explored (Anderson, 1995; Graydon & Ross, 1995; Leidy & Haase, 1996). 

There are also severai consistent trends throughout the QOL literature over the past 

two decades with respect to sampling among COPD groups. Fust, the participants of al1 

but two studies consisted only of patients. These exceptions were conducted by Prigatano, 

et al. (1984) as well as Leidy and Traver (1996). Both measure patient and proxy ratings of 

patient QOL. However, only the latter study made direct statisticai comparisons. 

Secondly, most samples have included only moderate or severe COPD patients (Ketelaars, et 

al., 1997; Okubadejo, et al. 1996; Tsukino, et al., 19%; Graydon & Ross, 1995; Herbert 

& Gregor, 1997; Engerstrom, Persson, Larsson, Ryden & Sullivan, 1996; Anderson, 1995). 

Thirdly, there is a strong gender bias in COPD literature towards male patients (Ketelaars, et 

ai., 1996; Tsukino, et ai., 1996; Okubadejo, et a!., 1996; Graydon & Ross, 1995; Ferrer, et 

al., 1997; Renwick & Connolly, 1996; McBride, 1993; Engerstrom, et ai., 1996; 

Prigatano, et al., 1984; Janssens, et al., 1997). Leidy (1995) States that COPD is increasing 

in prevaience among females yet they are underrepresented in the literature. Given the 

previous findings on gender and chronic illness for the patient and spouse, this variable could 

have an important effect on shaping QOL perceptions. 

Another predominant issue relating to sampling bias is that the great majority of 

studies recruit patients who only d e r  fiom COPD. There is Little attention given towards 

the impact of additional chronic ilinesses on QOL. Only two studies examine the impact of 

comorbidity among COPD patients (Ferrer, et al., 1997; Leidy & Haase, 1996). In the first 

study, persons with additionai chronic illaesses had sigoificantly lower QOL. The second 



study used comorbidity presenm as a sample descriptor and did not control for or explain its 

effect on QOL. 

Also, most studies show no relationship between COPD seventy (FEV- 1) and patient 

QOL for both generic and disease-specific scales (Prigatano, et ai., 1984; Okubadejo, et al., 

1996; Tsukino, et af., 1996; Jmssens, et al., 1997; Harper, et ai., 1997; Anderson, 1995; 

Leidy & Traver, 1995). FinaIly, Janssens, et al. (1997, Harper, et al. (1997), and 

Ketelaars, et al. (1996) do not examine study data beyond the bivariate level. 

In sum, this study wiii address the previously identified gaps in the COPD literature 

through the inclusion of patient context variables in need of fùrther exptoration. First, 

proxy perspectives of patient QOL will be measured and compared with patient self-reports. 

Secondly and with respect to independent variables, the impact of marriage as a fonn of 

social support, patient gender, and the presence of comorbidity will be examined for their 

impact on COPD patient's self-reports of QOL. 

Finaily, the potential associative rotes of these independent variables wiIi be tested at 

the bivariate multivariate level. There will be no hypothesis for COPD patient age as it 

is not a focus in the cucreat study. Age wiü simply be contmlled for at the multivariate level. 



The Present Study 

In this cross-sectional study, QOL is measured using the generic Sickness Impact 

Profile (SIP) and the disease specific St. George's Respiratory Questionnaire (SGRQ). A 

detailed description and rationale for both questionnaires is provided in the rneasurement 

instruments and issues subsection of the metbods section. Next, there are four specific foci 

in the current study, 

First, this study explores the role of social support, operationalized through patient's 

marital satisfaction and marriage duration, as a buffer for COPD patient QOL. Specifically, 

does k i n g  a spouse present for a long term (long duration of marriage) buffer QOL? 

Additionally, does having a supportive spouse (hi& marital satisfaction) buffet. patient QOL? 

According to the Cohen and Wis (1985) buffering hypothesis and the marital relations 

literature findings, these variables address a specific social support function witbin the illness 

context. 

Secondly, the present study examines whether there are differences in perceptions of 

patient QOL between the COPD patient and hisher spouse. Spousal ratings of the COPD 

patient's QOL are compared to COPD patient self-reports. Given the COPD literature bias 

towards the patient only perspective, proxy inclusion is warranted. Furthemore, spouses 

are ofien caregivers and coatidantes and tùis would eaable vafuable interpretations of patient 

QOL. Trends in the literature suggest tbat only physicai QOL domain perceptions will be 

similar while psychosocial domain perceptions will M e r  the most. The presence of 

significant differences could also have siguificaot implications for coping with COPD for the 

patient and spouse. For example, the patient and the spouse may not agree upon levels of 

physical QOL impairment irnposed by COPD and therefore, perceived capacity for 



independence with ADLs. A detailed discussion of possible outcomes of perceptual 

dierences will be provided in the implications section oftbis thesis. Due to the lack of 

direction in the literature, in tbis study, explainhg any dEerences between spouses and 

patients will simply be explored at the multivariate level. 

Thirdly, gaps from the bodies of literature reviewed are addressed through specific 

hypotheses at the bivariate and multivariate level. With respect to gender, the inclusion of 

femaie patients will address the overt gender bias in relation to COPD patient QOL. Lower 

QOL among female patients will test gender role theory, gender and chconic illness coping 

Iiterature, and caregiving literature ûndiigs with respect to the intensity of female spouse 

care provision. Furthemore, assessing the impact of spousal gender on spousal ratings of 

patient QOL will test for the generalizability of findings fiom gender role theory and the 

caregiving literature. Comorbidity is also examined for its impact on patient QûL as it has 

rarely been addressed in the COPD literature. The Ferrer, et ai. (1997) study provides 

preliminary support for the hypothesis that having chronic illnesses in addition to COPD 

leads to lower QOL. COPD severity (measured by FEV- 1), has not been shown to have a 

significant ifluence on patient QOL in the COPD literature. However, disease severity has 

been tinked to proxy reports of patient well being, tùnctional capacity, and life quality. 

FEV-1 scores are, therefore, examined for a potential impact on spouse QOL ratings of the 

COPD patient in the present study. The latter is supported by a finding tbat proxy physical 

QOL scores have been found to be most similar to those of the patient suggests that proxy 

ratings of patient QOL have a physical basis. With respect to FEV-1, mild severity of 

COPD is defined as ">49%, moderate COPD as 35-49%, and severe COPD as -35%" 

(American Thoracic Society, 1987). 



Based on the latter and for the purposes of tbis study, COPD patient independent 

variables include self-reports of marital satisfaction as weU as marital duration, comorbidity, 

and gender. For spouses, independent variables of interest are COPD patient FEV-1 and 

spouse gender for spouse ratings of COPD patient QOL. The inclusion of patient context 

variables in spousal regression models serve to provide fùrther evidence of aay bivariate 

associations that spouse gender and COPD seventy (FEV-1) exhibit with spouse QOL 

ratings. Patient and spouse age is not a focus of this study and is, therefore, simply 

controlled for in any muitivariate modeling. See Appendix F and G for the patient, spouse, 

and spouse-patient difference variable models in the current study. The hypotheses tested in 

the present study, using the SIP and the SGRQ questionnaires, are that: 

1. Marital satisfaction and duration will be positively associated with COPD patient QOL 

(Rationale: supportive spouse or presence of a spouse will buffer patient QOL). 

2. Differences between COPD patients and their spouses will be greater for psychosocial 

domain tban for physical domain scores (Rationale: tests trend in proxy literature). 

3. a) Female spouses will rate their COPD spouse's QOL lower than male spouse proxies 

because of the impact of caregiving (Rationaie: tests gender role theory and caregiving 

literature) . 

b) Male patients will rate their marital satisfaction higher than female patients because 

they reap more benefits fiorn marriage (Rationale: retlects maritaücaregiving 

literature îïndings). 



Females patients will rate their QOL lower than male patients who have the same severity 

of COPD (FEV- 1 rating) due perceiving a greater negative impact fiom chronic illness 

(Rationale: tests gender role theory and gender findings in chronic illness literature). 

QOL scores will be positively associated with COPD severity ( FEV-1) for spouses, not 

for COPD patients (Rationale: spouses appraise QOL fiom a physical perspective; lack 

of support for patient noted in the COPD literature), 

Patients with other chronic illnesses in addition to COPD will have a lower QOL than 

those with COPD alone (Rationaie: gap in COPD literature; tests Ferrer, et al. 1997 

findings). 

Finally, the global goal of the present study is to identi@ findings that can be utilized 

for the development of nursing interventions or tools that will promote quaiity of life arnong 

married persons with COPD. For exampte, who is at nsk for low life quaiity? Specific 

interventions should have appropriate targets. Altemately, what areas of QOL are 

significantly impacted by COPD? Would patients benefit fiom interventions to improve 

marital well being? If significant differences in psychosocial QOL scores exist, an out- 

patient support group may enhance coping and foster understanding. Would nursing 

intervention be optimal at any stage of COPD severity? Would education around the 

physicai or psychological impact of COPD benefit femaie spouses? Extrapolation of findings, 

from both QOL questionnaires, as they apply to the day to day practice of nursing are 

provided in the discussion section of this thesis. 



Chapter 2 
METHODS 

Recruitment 

Subjects were recruited through a convenience sample comprised by 

newspaper/seniorsl center advertisements, fiom general and respiratory physicians' offices, 

through hospital COPD out-patient areas, and a series of seminars at community centers. 

An advertisement about the study was placed in the North Shore News, the Lions 

Gate Hospital's Pulmonary Function Lab, and at local seniors centers in North Vancouver 

(See Appendix A). Persons responding to the advertisement were infonned tùrther about the 

study and asked for their permission to mail them a study packet. The study packet contained 

an information Ietter, a consent form asking for written confirmation of participation and 

permission for release of the most recent FEV-1 results fiom their hospital health records, 

and two envelopes containing the measurement instruments: The Sickness Impact Profile 

(SIP), the St. George's Respiratory Questionnaire (SGRQ), and the Enrich Marital 

Satisfaction scale. Each study packet was assigned a three digit code to ensure anonymity. 

One envelope was labeled for the person with COPD and the other, for the spouse. One 

week after mailing the study packets, the researcher contacted the potential subjects, where 

possible, by telephone to answer any questions and concerns and to determine if they wished 

to participate. Ifso, COPD patients and their spouses were asked to fiii out their 

questionnaires separately and place them in appropriately labeled envelopes sent in theu 

study packet (see Appendix B & E), These pre-addressed and postage paid envelopes were 

then mailed to SFU Gerontology Research Center- 



North Vancouver physicians and respiratory therapists were asked to make their 

married COPD patients age 50+ aware of the study by drawing their attention to a study 

information letter (see Appendix B). The letter described the purpose of the study, inclusion 

criteria, and the telephone number of the investigator. 

Respiratory heaith nurse clicians at the Kelowna Generai Hospital and at St. Mary's 

Hospital in New Westminster also informed COPD outpatients about the study (see 

Appendix B) and distributed study packages directly to those who wanted to participate. 

Additionally, information seminars were conducted by the researcher at four 

community centers and the Lion's Gate Hospital COPD out-patient gymnasium where study 

packages were given out to persons who wanted to participate. Study information was 

shared at continuing care case manager meetings at the West Vancouver Conunuaity Heaith 

Center and the Esplanade Community Health Center after which they distributed study 

advertisements and provided study packages directly to clients who wanted to participate, 

By the end of the recruitment phase (6 months), 120 study packages were distributed. 

Telephone reminders were conducted every two weeks aRer packages were 

distributed to encourage completion. Subjects were informed that they could contact the 

researcher or study advisor by telephone if they had any questions or concerns. In total, 67 

completed packages were returned. Once the package was returned , the researcher gave the 

COPD patient's consent form to the Lion's Gate hospitai health record staffwho then 

released hisher most recent FEV-1 results to the researcher (See Appendix Cl). North 

Shore Health Region residents were required by the medicai health records department to 

sign an additional regional release form (See Appendii C2). Kelowna and New 

Westminster participants gave written permission to their nurse clinicians to release their 



FEV-I results by completing the informed consent form (See Appendix Cl). These nurse 

clinicians then released the COPD patient's FEV-1 resuits ftom hisher COPD out-patient 

department record to this researctier by telephone. 

Sample Characteristics 

Subjects who returned completed study packets consisted of 67 non-institutionalized 

persons with COPD and whom lived with a spouse. COPD patients were age 50 and older, 

able to read and comprehend English, and had a spouse not diagnosed with COPD who 

agreed to participate. Of the 53 remaining subjects fiom the 120 who received packages, 2 

dropped out due to the death of a spouse, 2 died, 3 sent packages back after the recruitment 

phase cut-off date, and 46 simply did not r e t m  their packages. A detailed description of 

study participants is given in tti. :.-:ependent variable subsection of the measusement section 

in this chapter. 

Measurement 

Measurement instruments included in the packages of both the COPD patient and 

their spouse were the Sickness Impact Profile (SIP), the St. George's Respiratory 

Questionnaire (SGRQ). Additionaily, the patient completed the ENRICH Marital 

Satisfaction Scale. The four instruments in total took approximately 40 minutes to complete. 

Patients were asked about their age and gender, numbers of other chronic illnesses, and 

marital duration in the questionnaire packages. Lung fùnction test results or FEPI% were 

obtained fiom the hospital heaith records of COPD patients who provided written consent 

(see Appendices C 1 and C2). 



Dependen t variables 

The Sickness lmpact hofile (SIP) 

The first scale, the Sickness Impact Profile (SIP) by Bergner, Bobitt, Carter, & Gilson 

(198 1) is a generic instrument widely used in QOL studies. The SIP consists of 136 items 

within 12 categories that yield a physical, psychosocial, and total score. The instrument takes 

approximately 15 minutes to complete. Strengh of the SiP include it's focus on 

psychosocial aspects of an illness, it's comparability across disease entities, and it's ability to 

capture broad changes in impairment. Physical QOL domain categories include: ambulation, 

self-care and mobility. Psychosocial QOL domain categories include: social interaction, 

communication, alertness behavior, and emotional behavior. The remainder of categories 

that are also included in the total score are: sleep and rest, nutrition, work, home 

maintenance, and leisure. Subjects check off statements that reflect their present health 

status. 

SIP percentile scores for each domain are derived as follows: al1 items are weighted 

according to the author's specifications. Addition of weight values within each domain is 

bllowed by its division with the total possible domah score. This quotient is then converted 

to a perceûtage. The higher the score, the greater the degree of impairment and the lower 

the overd QOL. 

According to Lareau, Bresliin, Meek and Loma (1 W6), the reliabiiity of the scale is 

.92 while the convergent validity score is -46 with the Katz ADL index and -61 with the 

National InteMew Survey done by the Washington Census Bureau in 1973. As indicated in 

the literature review, al SIP dimensions have not conelated well with FEV-1 scores. The 

SIP psychosocial domain score has correlated w d  with mood state indexes (Prigatano, et al., 



1984). The physical SI .  do& score bas correlated moderately and positivety with other 

COPD specific measures such as the walk test and dyspnea seKratuigs (Jones, 1995). Low 

correlation with provea clinical utility masures in the past has also been Linked to sampling 

bias in disease staging ( Ferrer, et al., 1997). 

The St George's Respiratory Questionnaire (SGRQ, 

Next, Jones' (1992) St. George's Respiratory Questionnaire (SGRQ) is a disease- 

specific COPD scale containhg 53 items that yieId a symptoms, an activity impairment and 

an impact of disease domain score as weU as a total QOL score. Jones (1991) suggests that 

impact of disease has correlated with anxiety and mood state indexes and describes it as a 

measure of "perceived disability" (p. 680) that "covers social and emotionai disturbances 

due to disease" (p. 679). In addition, Ketelaars, et al. (1996) found that impact of disease 

correlated well with coping behaviors of emotional reaction and avoidançe. In this author's 

study, impact of disease score will refl ect psychosocial QOL while symptoms and activity 

impairment will reflect physicai QOL. Completion time is approxiniately 15 minutes. 

Subjects are asked to respond to the questions based on their present state of being. 

Questions are rated on ordinal scales and also include trueIEi1se choices. Examples of items 

include fiequency of shomess of breath or wheezing, perceived importance of COPD, 

activities that bring about shortness ofbreath, the soçioemotional impact of COPD, and the 

perceived impact on daily living. 

In scoring the SGRQ, each item is weighted by degree of d i e s s  félt. Surnmation of 

al1 tnie responses for weighted items are divided by a total possible domain score and then 



1 converted to a percentage. The higher the score, the greater the degree of impairment, and 

the lower the overall QOL. 

The SGRQ reliability coefficient is -92 for COPD patients age 65 and older. 

Concurrent validity scores range fiom .38 with the SIP's physical dimension to -.35 with the 

6 Minute Walk Test (Leidy & Traver, 1995; Jones, 199 1; Ferrer, et al, 1997). Signiâcantly 

higher scores in mild stages of COPD in comparison with age-matched controls have been 

found (Jones, 1995). Finally, Harper, et ai. (1997) found that SGRQ scores reflect disease 

staging and significantly distinguish between subjects with COPD aione and those with 

COPD and other chronic illnesses. 

Reasons For Using Two QOL Insîrumenîs 

In this section, a briefliterature review will be provided for using two QOL scaies. 

The strengtbs and weaknesses of both scales will be discussed. Thereafter, the related 

rationale for dual instrumentation will be presented. Furthemore, the reader should note 

that these concepts will be tùrther explored in relation to this study findings in Chapter 4. 

Jones (1991) defines disability due to disease as "a more subjective measure, 

concerned with the manner in which daily activity is restricted by physiologie impainnent" (p. 

677). Individual perceptions of domains are more important than FEV- 1 measure for 

~aining insight into the impact of COPD as correlation's have been poor. Furthemore, this 

author views disability as a series of events from multiple sources. Generic QOL scales, 

such as the SIP, capture this source variability through application of broad content 

questiaas/dinsions. QOL is comprehensively covered. Additionally, these instniments 



have strength in capturing psychological disability and their standardization allows for 

between group camparisons and within group comparisons. Since we are exploring whether 

differences in psychological QOL domains are greater than the physical domains, this type of 

instrument may better capture tbis trend. 

Another strength is that a generic scale cm be applied to multiple diagnostic groups 

and may, therefore, exempli the effects of cornorbidity amng COPD populations (Albert, 

1997). The role of comorbidity on QOL impairment is a primtuy focus in the present study. 

Categories of a generic scde may include dressing, aiertness behavior, psychological distress, 

leisure and nutrition (Bowling, 1994). These categories are logically applicable to 

chronically il1 petsons with COPD and to those with COPD and other illnesses (Bergner, 

Bobitt, Potlard, Martin, & Gilson, 1976). Physical, mental, and social health domains are 

captured with a generic scale (Bowling, 1994). Essentially, generic instruments measures 

the impact that chronic illnesses have upon these health domains that are refiective of daily 

living quality. 

Generic instruments have aiso demonstrated limited sensitivity for identifjhg QOL 

impairment among those with rnild to moderate disease (Jones, 1991; Tsukino, et al., 1996; 

Ferrer, et al., 1997). Jones (199 1) found that unlike generic scaies, disease specific QOL 

scdes, such as the SGRQ, distinguish between many stages of disease severity. Since COPD 

severity (FEV-1) is being q lo red  and mild to severe groups are incIuded on the present 

study, this type of measure is most appropriate. Alternately, these measures have also been 

cnticized for covering limited areas of disturbance in QûL and for conveying Iittie about the 

patients "total" disease experience. For example, a strength ofa disease specüic scaie is that 

it captures physical QOL more accurately among COPD groups than a generic scde (Lareau, 



et al., 1996; Bowüng, 1994). Additionally, these instruments provide the researcher with a 

finer understanding of specific domains of a particular disease (Albert, 1997). For example, 

one would be alerted to specific symptoms and levels of activity impairment, manifested 

through responses to relevant questions, only seen ammg persons with COPD. 

Using both scales would clearly provide a valuable composite measure of QOL. 

Harper, et al- (1997) recommend duai instrumentation as it "combines the advantages of 

greater responsiveness witb the monitoring of those aspects of health especidy affected by 

COPD, as well as providing a broader picture of a patient group with considerable 

comorbidity" (p. 886). The researcher could accurately capture COPD nuances with 

specificity of domains as well as identifjr patterns among multiple severity groups. The 

generic scale could bighiight the impact of other chronic illnesses more clearly as well as 

holistic domains that the disease specific scaie misses. For example, social interaction 

pattems, nutritional intake or leisure patterns. Although generic scales have limited 

sensitivity, the differing characteristics within this study sample may provide greater insight 

into the applicability of this very scale. Fwthermore, specific domain analysis may provide 

insight into the sensitiity of different aspects of the QOL sale (Allion, Locker, & Feine, 

1997). Greater proportions of the concept will be measuced and this provides greater insight 

into the patient's problems hdshe faces (Jaloweic, 1990). 

The reader should note that a summary of the descriptive data for the genenc SIP and 

the disease-specific SGRQ questionnaire scores for both the COPD patient and the spouse 

are given in the results section of Chapter 3 (see Hrpothesis 2). 



Independen t Variables 

The ENRICH Matrial Saiisfaction Scale 

COPD patient marital satisfaction, as a measure of social support, was measured by 

the ENRICH Marital Satisfaction scale (Fowers & Olson, 1993). The tool contains 15 items, 

of which 10 measure marital satisfaction while the other 5 measure conventional beliefs about 

degree of understanding and relatioaship success, sympathy, unmet needs, and regret. The 

latter domain was included to control for response bias or idealism. The tool takes 

approxirnately 5 minutes to complete. Topics include: communication, confiict resolution, 

tinancial satisfaction, intimacy, leisure, and tamiliai relations. 

Subjects respond to statements on a scale of 1 to 5 (1= strongly agree; 5=strongly 

disagree). Marital quality and conventionai belief items are reverse summed and then 

converted to an overall marital satisfaction percentage score. Reverse summing protects 

against idealistic response bias. With the ENRICH scaie, the higher the score, the higher the 

marital satisfaction. 

The ENCRICH scaie has been strongly correlated with the Locke-Wallace Inventory 

(Locke & Wallace, 1959) and the Dyadic Adjustment scale (Spanier, 1976). The test-retest 

reliability of the scaie is -86 (Fowers & Olson, 1993). 

Sociodernogrophic, ilhess, and Maritaf Characteristics 

The majority of the sample of COPD patients (43 or 64%) were male. The majority 

of spouses (41 or 6 1%) were fernale. As show in Table 1, the mean age of COPD patients 

was 72.14 (sd= 7.79 years; range=50-86). The mean age of spouses was 70.04 (sd= 8.41 

years; rangd8-87). The age clifference between patients and spouses was not statistically 

significant (t=1.083,45 df, as). 



As noted in the introduction, FEV-1 scores indicates the degree of severity of 

respiratory obstruction expressed as a percentage of expected value for gender, age, weight, 

and height. The mean FEV- 1 score for al1 COPD patients was 3 8%, indicating moderate 

COPD. Scores ranged fiom 15 to 94%. Additionally, Table 1 shows a mean number of 

other chronic illnesses of 1.92 (sd=1.73; range=l-7). Examination of the data indicated tbat 

23.1% of the sample had COPD only, 46.2 % had 1-2 other chronic illnesses while 29.7% of 

patients had 3 or more other chronic illnesses. The mean duration of marriage was 4 1.38 

years (sd=l3.86 years), with 42.4% of COPD patients married between 40-49 years and 

29% being married for 50 or more years. The mean quality of marriage rating on a scale of 

1 - 100 was 5 1.3 8, indicating moderate satisfaction (sd=l5.15 years; range=27-99). 

Table 1: COPD patient sociodemographic, illness context and marital characteristics 
(mean scores; n=67) 

N x sd Range 

age r ( e W  57 72.14 7.79 50-86 

I 1 I I 

ther chonic ilInesses 1 65 ( 1.92 ( 1.73 ( 0-7 

b t d  satisfaction rating 1 52 1 5 1-83 1 15.15 1 27-99 
1 1 1 1 

Transformation Of Intewal Level Variabiles 

The foiiowing independent variables have skewed distributions: FEV-1, numbers of 

other chronic iiinesses (comorbidity), duration of marriage, and quality of marriage. 

Dependent variabIes with skewed distributions included al1 SIP scores for COPD patients and 

' OCthe 49 COPD patients who provideci an FEV-1 result, 16.3% had müd COPD, 36.8% had Riodente 
COPD, and 46.9% had severe COPD. 



spouses, COPD patient SGRQ activity impairment and symptoms scores, and spouse-patient 

SGRQ activity impairment and impact of disease scores. Transformations were respectively 

attempted in log formation, square root formation, and cube formation (SPSS, Inc., 1999). 

The Smimov-Kiimorov statistic (SPSS, Inc., 1999) was used to test the nul1 

hypothesis that transformed variables were not nonnaiiy distributed at a 95% contidence 

level. COPD patient FEV-1 scores, al1 COPD patient and spouse SIP scores were log 

transformed. Duration of marriage and COPD patient SGRQ activity impairment scores 

were cubed. Normal distributions were not achieved by transformation of COPD patient 

SGRQ symptoms scores, marital satisfaction, numbers of other chronic illnesses, and spouse- 

patient activity impairment and impact of disease scores. 

Al1 possible variables were tested in their transfonnd state to strengthen statistical 

association testing, however, variable values were presented in raw form within cross- 

tabulation tables for the bivariate analyses. 



In this section, the bivariate aaalyses foiiowed by the muitivariate analyses resuits will 

be presented. In both sections, findings wüi be reported separately for each hypothesis that 

was tested. Each hypothesis will be tested against each QOL subscore on the generic SïP  

and the disease-specitic SGRQ scales. On the SiP, there are total, physicai, and 

psychosocial subscores. For the SGRQ, physical QOL includes a symptoms and activity 

impairment subscore while psychosocial QOL is represented by an impact of disease 

subscore. In the bivariate analyses, a statistical association table showing only statistically 

significant findings (Table a) followed by a mean value or cross-tabular table (Table b) will be 

provided for each hypothesis tested. Multivariate berarchical regression models will present 

significant and non-signiticant relationships in order to visually demonstrate how the addition 

of variable blocks impacted upon explaid variance within each QOL score model. The 

reader should note that other than spouse gender, the independent variables tested reflect the 

evaluation of the impact that COPD patient context variables had on COPD patient QOL 

self-reports and on spousal QOL ratings of these same patients. 

Hypotbcsù 1: As marital kngth and satisfaction increase, COPD patients' QOL 
Uicreuts (scores decrease) 

We will now examine genenc SIP and disease~specüïc SGRQ QOL scores by 

duration of marriage and then, by mamage satisfaction in order to see whether the marital 

environment shapes QOL perceptions among COPD patients. hiration of marriage 

categories were based on tiequency distributions: 1 1-38 years, 40-49 years, 50+ years. For 



the marital satisfaction scaie, scores were divided iato quartiles of 25, 50,75, and 100. 

These quartiles conesponded to poor, fair, good, and excellent marital satisfaction. 

Duran'on of marriage and COPDpaîient QOL scores 

As noted in Table 24 S i P  generic physicai QOL scores were found to be signiticantiy 

associated with duration of marriage among COPD patients but opposite to the hypothesized 

direction (r=.280, p<.05), indicating that the longer a COPD patient was mamed, the 

greater the level of physical impairment and the lower the QOL he/she perceived. For 

example, COPD patients married 40-49 years score lowest on the generic SIP physical QOL 

scores while couples married 50 or more years had the lowest QOL (highest scores) on the 

generic SiP. See Table 2b. However, generic SIP total QOL (F. 126, ns) and 

psychosocial QOL (r-.207, ns) scores were not found to be significantly related to duration 

of marriage 

In summary, Hypothesis 1 was not supported uimg the generic SE scale for marital 

duration. 

Table 2a: Association betwecn COPD patient genenc Sickaess Impact Profde (SIP) 
' marriage 



Table 2b: COPD patient's gencric Sickness Impact Profde (Sm) QOL scores by their 
duration of  maniane (mean scores; n46)  

h 

COPD patient 
duration of 
marnage 
1 1 3  8 years 

40-49 years 

From Table 34 we see that disease-specitic SGRQ total QOL scores (r=.248, pC.05) 

50 or more years 

Total 

and impact of disease and duration of marriage (r=.286, pC.05) were significantly related to 

total SIP 
N x 
% sd 
19 12.65 

28.6% 11.18 
24 10.46 

duration of marriage. These findiigs are, however, opposite to the hypothesized direction in 

29.8% 10.07 
23 15.24 

34% 11.43 
66 12.76 

100% 10.90 

that as marital satisfaction levels increase, the COPD patient's disease-specüic SGRQ overall 

physical SiP 
N x 
% sd 
19 9.48 

26.2% 12.67 
24 7.2 

and psychosocial disease-specific QOL declines (scores increase). For example, the mean 

psychosocial SIP 
N x 
% sd 
19 8.42 

21.7% 8.76 
24 10.71 

25.3% 6.60 
23 14.51 

48.5% 15.76 
66 10.42 

100% 12.41 

disease-specific SGRQ total QOL score among those rnarried 1 1-38 years was 48.64 

34.9% 13.87 
23 13.90 

43.4% 14.33 
66 11.16 

100% 12.46 

(sd=16.6); among those rnarried 40-49 years it was 48.72 (sd=16.23); among those rnanied 

50 or more years it was 57.86 (sd=16.53). See Table 3b. Disease-speci6ic SGRQ physical 

QOL scores: symptoms (tau c=. Ml, ns) and activity impairment (r=-123, ns) were, however, 

not significantly related to duration of marriage. 

In sum, hypothesis 1 was aot supported using the disease-specific SGRQ scale. 

Tlibk 3a: Association betwccn COPD patient discasospecilie St. George's Respiratory 
duration of marriage 

p<O5*, pc.Ol**, p<.OO l*** 



Table 3b: COPD patient's diseasospecific Sti George's Respiratory Questi6Maire 
(SGRQ)QOL scores by their diration of marriak (mean scores; ~ 6 6 )  

)COPD patient 1 total 1 symptoms bctivity i m p a i d  impact of disease 1 
auration O€ 

marriage 

1 1-38 years 

sGRQ 

N x 

40-49 years 

% sd 
18* 48.64 

50 or more years 

1100% 16.77 1100% 24.30 1100% 17.18 llOOOh 22.12 1 
*subjects missing domain specifie and total scores 

sGRQ 
(physid) 

N x 

25.9% 16.60 b6.3% 21.46 
24 48.72 124 54.97 

Total 

Marial satisfaction and COPD patient QOL scores 

% sd 
19 52.05 

34.6% 16.23 
23 57.86 

DEerences in total (tau c c .  158, ns), physical (tau c=-.098, ns), and psychosocial 

SGRQ 
(physid) 

N x 

28.1% 19.58 
24 68.91 

39.4% 16.52 
65* 51.93 

(tau -. 198, ns) generic SIP QOL scores shown in Table 4 were found not to be statisticaily 

sGRQ 
@slchosocial) 

N x 
% sd 
19 68.31 

25.6% 18.42 
24 32.36 

35.0% 28.80 
23 63.42 

Table 4: COPD patient's gentric Sickness Impact Profile (Siî) QOL scores by hisher 

% sd 
8 37.18 

38.7% 20.76 
66 57.07 

marital satisfaction rating (mean scores; n=52) 
total SIP physical SIP psychosocial SIP 

N x N x N x 

35.8% 18.06 
23 72.46 

29.7% 18.72 
23 50.96 

36.1% 14.39 
66 69.97 

Table 5 presents COPD patient disease-specitic SGRQ QOL scores by their marital 

44.8% 24.48 
65* 40.28 

Total 

satisfaction ratings. Marital satisfaction was, however, not significantly related to disease- 

specitic SGRQ total QOL (tau F--139, ns), disease-specific SGRQ physical QOL: 

5 1.9% 8.99 
5 2 12.98 
100% 10.63 

47.4% 7.50 
52 10.71 
100% 12.22 

37% 11.64 
52 11.85 
100% 13.03 



symptoms (tau c=.003, ns) and activity impairment (tau c=-.M9, ns), as well as disease- 

specifsc SGRQ psychosocial QOL impact of disease (tau c=-.158, ns). 

Table 5 : COPD patient's discasespecific St. George's Respiratory Questionnaire 
(SGRQ) QOL scores by hisher marital satisfaction rating 
(mean scores; n=52) 

In summary, for marital ciirration undsafisfac~ion, hypothesis 1 was not supported 

COPD patient 
marital 
satisfaction 

goorIfair 

Total 

using the generic SP and the disease-specific SGRQ QOL scales. 

Hypathcsis 2: Differences betwctn COPD patienîs and their s p s e s  wül be greater for 
psychosocial domain scores than for physical damain d cor es 

With respect to hypothesis 2, within couple differences were explored separately for 

impact ofdisease 
SGRQ 

(psychosocial) 

N x 
% sd 
2 1 45.74 

total 
SGRQ 

N x 
% sd 
21 55-67 

57.7% 15.58 ' 5 9 . ~  26.68 

each of the two QOL domains for the generic SIP aad the disease-specific SGRQ at the 

59.6% 16.19 
52 69.53 52 53.09 

bivliriate level. Thereafkr, a preIiminary investigation of possible predictor variables was 

symptm 
SGRQ 

bh~id) 
N x 
% sd 
21 59.43 

56.5% 21.28 ' 
52 42.45 52 58.55 

conducted at the muhivariate lwel. These latter was intended to provide direction about 

activity impainnent 
SGRQ 

(phYsid) 
N x 
% sd 
21 69.60 

independent variables that warrant fbrther exploration in tiiture research among COPD 

couples. 



Generic QOL Sickm Impact Rufile (Sm Scores 

In the SE, the lower the score, the lower the degree of disease related disability and 

the higher the QOL. Scores are expressed as a percentage. The spouse's score reûects 

his/her perception of the COPD patient's QOL. Positive difrences in the mean score 

indicate higher spousal scores compared to patient scores while negative differences indicate 

that the patients' scores are higher than the spouses' scores. Paired t-tests indicated whether 

spouse-patient differences were statistically significant. 

in Tablé 6a, we see that this diaence did reach statistical significance (ti2.687,66 

df, p<.01). The mean generic SIP physical QOL score for COPD patients was 10.40 (sd= 

12.3 1); the mean spousal score was 12.22 (sd=13.09), yieldimg a mean difference of 1.82 

(sd=5.57). See Table 6b. However, the mean generic SlP total QOL score (t=.962,66 df, 

ns) and the generic SIP psychosocial QOL scores (t=.322,66 df ns) among spouses were 

not significantly dierent from COPD patient scores. See Table 6b. 

Based on the division of scores into quartiles, a mean score of 2S,5O, 75 and 100 

correspond to exceht, good, fair, and poor QOL, the generally low scores on the generic 

SIP suggest that this sample perceived excellent generic QOL. However, COPD patients 

perceived the psychological impact of COPD to be greater than the physicai impact (mean of 

1 1.47 vs- 10.40) wbile spouses gave greater weight to the physical impact (mem of 11.92 vs. 

12-22). See Table 6b. 

Table 6a: Paired Samples t-test for comparing spouse with COPD patient gentric la physicai QOL scores 

mean value 
1.82** .56 66 -687 



Table 6b: Ccneric Sicknws Impact Profde (Sm) QOL scores for COPD patients and 
their spousu (mtsn scores; 047 )  

ZOPD patient total QOL score fiom spouse's perspective 

COPD patient's phgsical QOL score 

~ O P D  patient psychosocial QOL score h m  spowe's (671 1 1.92 1 14.22 1 1 

score damain 
",PD patient's total QûL score 

COPD patient physical QOL score from spousc's 
perspective 
COPD patient's psychosocial QOL score 

berspective i I I 
p<.OS*, pC.Ol**, p<lOO1*** StatistieaUy significant results art in bold type 

N 
67 

67 

67 

Diseuse-speeijic QûL St. George's Respiratory Questionnaire ('GR@ Scores 

In the disease-specific SGRQ, the lower the score, the lower the degree of disease- 

Statistic 
t=-962 

x 
12.86 

67 

67 

related disability and the higher the QOL. Scores are expressed as a percentage. The spouse 

sd 
10.85 

13-58 

10.40 

score reûects hislher perception of the COPD patient's QOL. As in the SIP, positive 

12,22 

11.47 

ditferences in mean scores indicate higher spousal compared to patient scores while negative 

10.47 

12.31 

differences indicate that the patients' scores were higher than the spouses' scores. Paired t- 

t=2.687** 

13.09 

12.62 

tests and Wilcoxon matched pairs signeci-rank tests identitied whether spouse-patient 

t=.322 

dierences were statisticaily si@cant. 

As shown in Table 7b, as in the generic SIP, the mean disease-specific SGRQ total 

QOL score among spouses was not sigdicantly d i n i t  fiom the COPD patient (t=1.283, 

61 df, as). Disease-specific SGRQ physical QOL symptoms score (t=.683, 65 df, ns) and the 

activity impairment score (Z=.099, ns) Werences were alsa not statistically signifiant. 

From Table 74 we see that difièrences in disease-speciîic SGRQ psychosocial QOL 

domain ie: impact of disease scores were, however, f o d  to be statistically sigdicant 



(2=3.110, pC.01). Spouses scored slightly bigher on. The COPD patient mean score was 

41.05 (sd=22.83); among spouses it was 47.29 (sd=23.12), yielding a mean dEerence of 5.6 

(sd=19.57). See Table 7b. 

In contrast to the generic SIP, higher disease-specific SGRQ scores suggest a lower 

perceived COPD patient QOL. Specifically, COPD patients and spouses rated patient QOL 

as fair to good. Both patients and spouses assigneci higher scores to physicai QOL ie: 

symptoms and activity impairment than psychosocial QOL ie: impact of disease, indicathg 

that both the COPD patient and spouse perceived a greater physicai than psychological 

impact from COPD. 

Table 7a: Wilcoxon matched pairs signcd-rank test for comparing spouse with COPD 
patient disease-speeilic St. George's Respiratory Questionnaire (SGRQ) 

Negative tank= spouse score < COPD patient score; Positive rank spouse score > COPD patient 
score; Ties= spouse score = COPD patient score 



With respect to hypothesis 2, support was found using the disease-specific SGRQ but 

Table 7b: Disease-aperific St. George's Respiratory Questionnaire (SGRQ) QOL #cores 
for COPD patienta and tbeir spousw (mean scons; n=67) 

not the generic SP QOL scale. The disease-specific SGRQ questionnaire scores also reflect 

greater impairment in QOL than the generic SIP questionnaire scores. 

~ R Q  score domain 
COPD patient's total QOL score 

COPD patient total QOL score from spouse's 
perspective 
COPD patient's symptoms score 
;physical QOL) 
COPD patient symptorns score from spouse's 
perspective (physical QOL) 
X P D  patient's activity impairment scam 
:physical QOL) 
COPD patient activity impairment score fiom 
spouse's perspective (physical QûL) 
COPD patient's impact af diseast score 
(psychosocial QOL) 
COPD patient impact 01 disease score from 
ppouse's perspective (psychosocial QOL) 

Bypothesis 3s: Female spouses will mte COPD patients' QOL lower than male 
spouses 

p<.05*, p<01**, p<.001*** Statisticdy significmt mults are in bold type 

r 
52.59 

56.38 

57.68 

59.41 

70.42 

70.21 

41.05 

47.29 

N 
66 

63 

67 

66 

67 

66 

66 

65 

Mean scores on the generic SlP scale preseated in Tabb 8 accordiig to spousal 

geader did not sigaificanîiy ciiffer for the generic SIP total (Pl. 1 l8,64 df, IIS), physical 

. sd 
17.47 

18.29 

24.61 

23.05 

17.44 

18.72 

22.83 

23.12 

(t=1.564,53 df, us ), and psychosocid (t=1.545,47 df, ns) QOL scores. However, it is 

Statistic 
~ 1 , 2 8 3 ,  ns 

t=.683, ns 

2=.099, ns 

ZF3.1 lO** 

interesthg to note tbat fernale spouse scores were highest for generic SIP physicd QOL 

while male spouse scores were bighest for generic SIP psycbsocial QOL, indicating that 

mde spouses perceived COPD as having a greater psychological impact than a physical 

impact on the patient. 



From Table 9, we see that diseasa specüic SGRQ QOL scores did not significantly 

Table 8: COPD patient generic Sickness Impact Profile (SW) QOL scores from 

differ by spouse gender for disease-specific SGRQ total QOL (t=.498,45 df, us), physical 

Spouse 
Gender 

Female 

Male 

Total 

QOL symptoms (t=1 .O89, 48 df, ns) and activity impairment (t=l.l56,45 df, ns), and 

psychosocial QOL impact of disease (tz.369, 50 df, ns) scores. Qverall, spousal scores 

spouse's perspective by gendcr of spouse (mean scores; 1147) 

indicate that they perceive COPD patient diseasespecific SGRQ QOL as fair to good. 

total SIP 
N x 
% sd 
41 12.85 

57.9% 10.35 
26 14.75 

42.1% 10.76 
67 13.58 
100% 10.47 

Table 9: COPD patient diseasaspecific St. George's Respiratory Questionnaire 
(SGRQ) QOL scores from spouse's perspective by gender of spouse 

physicaî SIP 
N x 
% sd 
4 1 11.3 1 

56.6% 13 .O0 
26 13.67 

43.4% 13.36 
67 12.22 
100% 13.09 

psychosocial SIP 
N x 
% sd 
4 1 10.56 

54.2% 12.17 
26 14.06 

45.8% 16.99 
67 1 1.92 
100% 14.22 

(mean scores; n=67) 

L 

Male 

1 1 100% 18.29 1 1Oû% 23.05 1 100% 18.72 1 100% 23.12 1 
*subjects missing domain specific and total scores 

S pouse 
Gender 

Total 

symptoms 
SGRQ 

(phpical) 
N x 

total 
SGRQ 

N x 

59.8% 16.26 
26 54.94 

40.2% 21.09 
63* 56.38 

actiMty impairment 
SGRQ 

(physicai) 
N x 

63.2% 21.64 
26 55.46 

impact of disease 
SGRQ 

(psychosocial) 
N x 

36.8% 24.99 
66* 59.41 

62.5% 16-81 
26 66.76 

61.1% 22.46 
26 45.97 

37.5% 21.21 
66* 70.21 

38.9% 24.47 
65* 47.29 



Hypothais 3b: Male patients will rate thcir marital satisfaction bigber 
tban lemale patients 

For the ENRICH Marital Satisfaction scde, higher scores indicate higher perceived 

marital satisfaction. The mem marital satisfaction score among male COPD patients was 

49.39 (sd= 14-75) compared with a mean of 55.43 (sd=15.36) for female patients. Gender 

diierences did not, however, reach statistical significance (2-1 A48, ns). 

In summary, hypothesis 3a was not supported. First, male spouses rated COPD 

patient QOL lower (gave higher scores) on ail of the generic SIP domains. Although female 

spouses rated COPD patient QOL lowest (gave highest scores) on al1 disease-specific SGRQ 

domains, gender differences did not reach statistical significance. Finally, maritai 

satisfaction ratings among COPD patients did not d i e r  significantly by gender, therefore, 

hypothesis 3 b was not supported. 

Eypothesis 4: Female COPD patients will rate their QOL lower than male patients 
who have the same severity of COPD (FEV-1 rating) 

From Table 10% we see that in the mild COPD group, femaies had significantly 

higher scores (lower generic SIP QOL) for: total QOL (tau ~ 5 5 3 7 ,  pC.05); physical QOL 

(tau r-.646, pc.001); psychosocial QOL (tau c=--646, p<.001). As seen in Table lob, 

femaie COPD patient scores exceeded male patient scores on all generic SE domains, 

indicatirtg a lower QOL . However, gender ciifferences were found to be the greatest among 

mild COPD groups (1 5-l7%) for the total, physical, and psychosocial QOL scores. For 

example, for total QOL scores among mild COPD patients, the mean among fernales was 

20.2 (sd=l1.44); among males it was 6.06 (sd=3.88). A similac pattern is seen for generic 

SIP physical and psychosocial QOL. For example, for generic SIP physical QOL, the mean 



score for femaies was 18.30 (sd=8,47); for males it was 4.22 (sd=5.38). On generic SIP 

psychosocial QOL, the mean score for fendes was 2 1.23 (sd= 15.15); for maies it was 3.48 

(sd=4.39). These findings strongiy suggest tbat f e d e  COPD patients have a lower genenc 

QOL and in particuiar, when COPD is at a mild stage. 

No statisticaily significant gender ciifkences were found on generic SiP total QOL 

scores for those with moderate (tau CF-.099, ns) and severe (tau CF-.076, ns) COPD; on 

generic SïP physical QOL scores for those with moderate (tau c--074, us) and severe (tau 

c=-. 121, ns) COPD; on generic SIP psychosocial QOL scores for those with moderate (tau 

c=-.099, ns) and severe (tau c=-.219, ns) COPD. 

Overall, the scores suggest that when we account for disease severity by gender, male 

COPD patients perceive themseives as having excellent generic QOL while females do not. 

Table 1Oa: Association betwetn COPD patient gentric Sickness Impact Profile (SW) 
QOL scores and gender when controlling for hisher COPD severity - - 

(FEV-1 ratinfi) 
~ I P  score domain for 1 Statistic 1 
Mld COPD group 
;otal QOL 

I 

tau c=-.537* 
7hysical QOL tau F-.646**+ 
psychosocial QOL tau c=-.646*** 



Table lob: Geaeric Sickness Impact Profide (Sm) QOL scores among COPD patients 

We will now examine disease-specific SGRQ QOL score ciifferences among mild, 

b gender coatrollin~ for h i s / b e r e ~  sevtriQ or PEV: rating- 

moderate, and then severe COPD groups by gender. Among mild COPD groups, 

Sender & 
FEV- 1 

Male 

mild 

moderate 

severe 

Total 

1 

Total 

mild 

moderate 

severe 

Total 

diierences did not reach statistical signiscance on the disease-specific SGRQ scale: total 

psychosocial SiP 

N x 
% sd 
3 21.23 

13.0% 15.15 
10 11.11 , 

22.6% 12.09 
7 16.50 

23.5% 17.19 
20 14.52 

59.1% 14.19 
N x 
% sd 
5 3.48 

3.5% 4.39 
8 7.43 

12.1% 5.13 
16 7.74 

25.2% 7.45 
29 6.92 

40.9% 6.45 

N x 
% sd 
8 10.14 

16.5% 12.69 
18 9.47 

34.7% 9.58 
23 10.40 

48.7% 1 1.64 
49 10.02 
100% 10.87 

(meaa scores; 1149) 
total SIP 

N x 
% sd 
3 20.20 

10.9% 11.44 
IO 1 1 .O7 

20.0% 8.67 
7 16. IO 

20.4% 16.24 
20 14.20 

5 1.3% 12.03 
N x 
% sd 
5 6.06 

5.5% 3.88 
8 9.40 

1 3.6% 4.40 
16 10.25 

29.6% 6.29 
29 9.29 

48.7% 5.53 
N x 
% sd 
8 11.36 

16.4% 9.98 
18 10.33 

33.6% 6.96 
23 12.03 

50.0% 10.32 
49 11.3 
100% 9.0 1 

physical SIP 

N x 
% sd 
3 18.30 

12.5% 8.47 
1 O 7.74 

17.6% 7 .58 
7 13.81 

22.0% 16.87 
20 1 1.45 

52.2% 1 1.89 
N x 
% sd 
5 4.22 

4.8% 5.38 
8 5.80 

10.6% 3.86 
16 8.W 

32.4% 1 1 .O8 
29 7.24 

47.8% 8.80 
N x 
% sd 
8 9.50 

17.3% 9.49 
18 6.88 

28.2% 6.13 
23 10.4 

54.5% 12.91 
49 8.96 
100% 12.9 1 



QûL (tau cc.438, as), physical QûL symptoms (tau c=.3 13, ns) and activiîy impairment 

(tau m.063, ns), as well as psychosocial QOL impact of disease (tau c=--313, us). 

However, fiom Table 1 la, among moderate COPD groups, we see that gender 

differences reached statistical significance for disease-specific SGRQ total QOL (tau c=,609, 

pc.0 1) and physical QOL symptoms (tau c=.765, pC.00 1) scores. As s h o w  in Table 1 1 b, 

males scored significantly higher on both domains. Among this same COPD severity group, 

disease-specific SGRQ physical QOL activity impainnent (tau c=.432, ns) and psychosocial 

QOL impact of disease (tau c=,332, ns) score ciifferences were not found to be statistically 

signifiant. 

For the swere COf D group, differences were not statistically significant on disease- 

specific SGRQ total QOL (tau c=.06û, us), physical QOL symptoms (tau c=.Oûû, ns) and 

activity impairment (tau c==-.227, as) as weii as psychosocial QOL impact of disease (tau c=- 

-227, ns). 

Overall, SGRQ scores suggest that d e s  with moderate COPD had signiticantly 

lower disease-specific total or overaii QOL and physicd QOL than fernales with respect to 

symptoms. 

Table lla: Association betwten COPD patient diserise-.specilic St. George's 
Respiratory Questionnaire (SGRQ) QOL scoru and gcnder, by 
controiiing for FEV-I rating: 

SGRQ score domain for Moderate COPD group 
total QOL 

Statistic 
tau c=.609** 

symptoms (physical QOL) tau c=.76Se** b 

p-=.o5*, p<.Ol**, p<Ool*** 



Table 1 l b: Diseas~pecific St. George's Respiratory (SGRQ) QOL scores among 
COPD patients by gendcr controlling for COPD scverity or FEV-1 rating 
(mean scons; a 

total 
SGRQ 

I 

m. 

-. 

m. 

-. 

I 

-, 

100% 23.10 
specific and totai scores 

49) 
~m- 

SGRQ 
(physicai) 

N x 
% sd 
3 47.43 

5.1% 36.69 
10 48-73 

17.5% 22.40 
7 53.37 

activity impairment 
SGRQ 

(physicai) 
N x 
% sd 
3 59.80 

5.3% 23.80 
10 65-05 

19.1% 15.45 
7 74.76 

impact of disease 
SGRQ 

(psychosocial) 
N x 
% sd 
3 47.40 

7.8% 29.65 
1 O 33.39 

18.3% 28.40 
7 48.89 

16.2% 26.09 
20 47.24 

42.0% 26-56 

In summaty, hypothesis 4 was only partiaiiy supported using the genenc SIP scaie as 

only fernale patients with mild COPD scored significantly higher than male patients on aii 

domains. Hypothesis 4 was not supported using the disease-specific SGRQ scde as males 



scored significantly higher on total and physicai (syn~ptoms) QOL domains among those with 

moderate COPD. Furthemore, instances in which females scored higher (disease-specific 

SGRQ total QOL for mild COPD groups; disease-specific SGRQ physical QOL activity 

Mpairment among severe COPD groups; disease-specific SGRQ psychosocial QOL impact 

of disease among mild and severe groups) were not statisticaily significant. 

Hypothtsis 5: QOL scores will b t  relattd to COPD severity (FEV-1) for spouses but 
not for COPD patients 

As seen in Table 12, spouses generic SIP QOL impairment score differences between 

COPD severity groups were small and were not statistically significant: totai QOL (r=.O84, 

ns); physicai QOL (r=.O4 1, as); psychosocial QOL (r=.078, ns). 

As seen in Table 13, among COPD patients, severity group differences were also 

small and were not statistically significant on the generic SIP scores: total QOL (r=,028, as); 

physicai QOL @=.O4 1, ns); psychosocial QOL (P. 1 12, ns). 

Table 12: COPD patient generic Sickness Impact Profile (SIP) QOL scores i'rom 
spouse's perspective by patient COPD severity or FEV-1 rating 

(mean scores; n=49) 

mild 

aoderdte 

psychosocial SIP 
N x 

COPD patient 
FEW-1 rating 

severe 

Total 

total SIP 
N x 

% sd 
8 11.0 

17% 15.07 
18 9.43 

% sd 
8 12.63 

17.3% 11.09 
18 1 1 .O6 

34.1% 7.69 
23 12.34 

physicai SP 
N x 
% sd 
8 9.94 

15% 10.06 
18 8.68 

48.6% 9.91 
49 11.91 

100% 9.19 

29.5% 7.23 
23 12.75 

32.7'?/0 9.87 
23 11.36 

55.4% 14.56 
49 10.8 

100% 11.58 

50.3% 16.25 
49 10.59 

1000/0 13.76 



Table 13: COPD patient's gtneric Sicknw Impact Pro& (Sm) QOL scom by bisher 
COPD &cri@ or  FEV-1 rating (mean scores; 1~=49) 

As seen in Table 14, spouses disease-specific SGRQ score differences between 

ZOPD 
?atient 

Total 

severity groups were small and were not statistically significant: total QOL (r-.075, ns); 

physicd QOL symptoms (r=-. 198, ns) and activity impairment (r-.222, ns); psychosocial 

total SIP 
N x 

48~5% 10.32 
49 11.3 

QOL impact of disease (r-.O8 1, ns). 

As seen in Table 15, COPD patients between severity group disease-specific SGRQ 

physicd SIP 
N x 

55.4% 12.91 
49 8.96 

QOL score differences were small and were not statistically significant: total QOL ( ~ 4 7 5 ,  

psychosocial SP 
N x 

50.3% 11.64 
49 10.02 

ns); physical QûL symptoms (tau c-. 13 1, ns) and activity impairment (F-.27 1, ns); 

psychosocid QOL impact of disease (F-08 1, ns). 



Table 15: COPD patient's diseasospecific St. George's Respiratory Questionnaire 
(SGRQ) QOL scores by hidher COPD severitg or FEV-1 rating 

Table 14: COPD patient diseasaspecific Sti George's Respiratory Questionnaire 
(SGRQ) QOL scores from spouse's perspective by patient COPD severitg 

49.6% 17.19 46.8% 23.26 49.5% 17.38 49.5% 23.11 
otal 48* 50.55 49 56.91 49 69.47 48* 38.38 

or FEV-1 rating: (mmn scores; n49) 

(mean scores; n=49) 

1 1100% 15.71 ( 100% 23.10 1 100% 17.00 1 100% 21.82 1 
*subject(s) missing domain spcific score and totd score 

*subject(s) missing domain specific score and total score 

~ O P D  
patient 
FEV- 1 
rating 

miid 

moderate 

evere 

Total 

activity impainnent 
SGRQ 

@ h y i d )  
N x 
% sd 
8 62.98 

15.2% 15.47 
18 67.3 1 

36.4% 19.56 
22* 73.15 
48.4% 16.88 
48* 69.27 
100% 17.79 

COPD 
patient 
FEV-1 rating 

mild 

In summary, hypothesis 5 was supporteci on the two QOL d e s  amoog patients and 

impact of disase 
SGRQ 

(psychosocial) 

N x 
% sd 
8 46.23 

16.4% 16.08 
18 41.15 

32.9% 23.57 
23 49.54 

50.6% 23.38 
49 45.92 
100% 22.36 

not their spouses. 

total 
SGRQ 

r 

N x 
% sd 
7* 58.56 

15.7% 14.06 
18 50.68 

34.9% 19.08 
22* 58.74 
49.4% 17.32 
47* 55.63 
100% 17.69 

total 
SGRQ 

N x 
% sd 
8 47.45 

SymPtOms 
SGRQ 

(PhYsid) 
N x 
% sd 
7* 53-16 
13% 24.84 
18 57.52 

36.1% 26.41 
23 63.49 

50.9% 21.24 
48* 59.74 
100% 23.61 

impact of dissue ' 
SGRQ 

@sychosociai) 

N x 
% sd 
8 36.50 

SymPtOms 
SGRQ 

@hysid) 
N x 
% sd 
8 51.16 

activity impairment 
SGRQ 

@hysi@ 
N x 
% sd 
8 60.79 



Eypotbesis 6: Patients witb otber cbronic finesses in addition to COPD wül rate tbeir 
QOL lower than tbose witb COPD alone 

QOL scores among those with COPD only to those with COPD and other chronic 

illnesses for the generic SIP and the disease-specific SGRQ are presented in Table 16. Mean 

score differences between these two groups did not reach statistical significance for generic 

SIP total QOL (t=1.28, 64 df, ns), generic SIP physical QOL (~1.615,64 df, ns ), and for 

generic SiP psychosocial QOL (t=1.176,64 df, ns). 

Table 16: COPD patient's gentric Sickness Impact Proffifie (SIP) QOL scores by 
presence of comorbidity (mean MO&; n 4 5 )  

COPD only 

Presence of 
comorbidity 

COPD and 

As seen with the SIP, Table 17a reveals that score ditFerences between those with 

COPD and other chronic ilinesses and those with COPD alone were not statistically 

significant for disease-specific SGRQ total QOL (P.95 1,62 df, ns), disease-specific SGRQ 

physical QOL activity impairment (t=.730,63 df, as), or diseme-specific SGRQ psychosocial 

QOL impact of disease (t=.626,62 df, ns). However, from Table 174 dEerences in 

disease-specific SGRQ symptoms scores reached statistical significance (t=2.271,63 df, 

pc.05). Frorn Table 17b, we see that mean scores on disease-specific SGRQ symptoms 

scores were higher for those with COPD and o k  chroaic ilinesses than those with COPD 

only (6 1.68 vs. 44.93). 

physical SIP 
N K 

total S P  
N x 
% sd 
15 10.26 

other illnesses 
Total 

psychosocial SIP 
N x 

19.1% 9.41 
50 13.07 

% sd 
15 8.02 

18.7% 11.67 1 19.5% 12.8 
50 10.46 1 50 1 1.74 

80.9% 10.23 
65 12.43 

% sd 
15 9.45 

81.3% 11.29 1 805% 12.3 1 
65 9.90 1 65 11.21 



Table 17a: Independent t-test for dksc-specific St. George's Respiratory 
Quationnairc (SGRQ) pbyeical QOL (symptoms) scom among COPD 

Presence of bi [mean score Isd Btatistic 1 

~ Q P D  and 150 b1.68 b5.95 b 2 . 3 7 1 t I  

comorbidiiy 
COPD only 15 

Table 17b: COPD patient's dbease-specif~ St. George's Respiratory Questionnaire 
(SGRQ) QOL scom by presctice of comorbidity (mean scores; n=65) 

Presence of 
cornorbidity 

COPD only 

COPD and 

In summary, patients within the sample who had COPD other chronic illnesses 

44.93 

other ilinesses 
Total 

generally had lower QOL. However, hypothesis 6 was only partially supported for the 

23.40 

total 
SGRQ 

N x 
% sd 
15 47.01 

21% 19.85 
49* 54.06 

disease-speciiic SGRQ physical QOL symptoms domain. Al1 generic SiP QOL score 

*subjccts missing domain apcciiic and tatd scores 

79% 16.1 
64* 52.41 
1000h 17.15 

differences did not mch statistical signüïcance. 

symptoms 
SGRQ 

(physicai) 
N x 
% sd 
15 4493 

17.9% 25.95 
50 61.68 

82.1% 23.40 
65 57.81 

100% 24.84 

activity impairnient 
SGRQ 

(physicai) 
N x 
% sd 
15 65.56 

21.5% 17.02 
50 71.74 

impact of disease 
SGRQ 

(psychomial) 
N x 
% sd 
15 36.84 

21.2% 29.06 
49* 41.93 

78.5% 17.01 
65 70.32 

10% 17.08 

78.8% 20.41 
64* 40.74 
1000h 22.58 



Multivariafe Anabis of COPD patient *ratings and spouse QOL ratings 
of the COPD patient 

Al independent variables were tested in a multivariate mode1 with dl QOL scores in 

order to isolate the effects of each on dl domain scores and to detect whether bivariate level 

relationships replicate, change, or disappear. Hierarchical regression entails entering 

independent variabIes into blocks pemitting the detection of additions to explained variance 

and changes in strength andor direction of variable associations (SPSS, Inc., 1998). 

COPD patient scores (self-report), spouse scores (spouses perception of the COPD 

patient's QOL), and differential scores (spouse-patient scores) were tested in separate 

regression mcdels. Differential regression rnodeling was exploratory and incorporated the 

same independent variables in the COPD patient and spousal models. From Table 18, the 

independent variable correlation matrix revealed that collinearity existed between COPD 

patient and spouse gender (F--938). Therefore, separate modeiing was done for the COPD 

patient and spouse. 

For the spousal regression mode4 the variables of interest were spouse gender and 

the severity of a patient's COPD (FEV-1). The remainder of patient context variables as 

well as spousal age were placed within the mode1 to M e r  test the predictive power of these 

two variables. 

The age of both the patient and spouse were placed in regression models to control 

for any &ects on ratings of patient QOL. 



Hierarchical Regression Models of QOL among COPD patients 

COPD patient generic SIPphysical QOL 

Model 1 was statistically significant (F=î,82 1, 30 df, pC.0 1). Independent variables 

included COPD patient age and gender. Model 1 explained 35.8% of the variance in generic 

physical QOL among COPD patients. Age was statisticaiiy significant (b=,553, se=007, 

F-001) and had a moderate and positive association with generic SiP physical QOL scores. 

Gender, however, was not statisticaiiy significant. As patients aged, their physicd QOL 

scores i n c r d  and their QOL was lower, regardless of gender. See Table 19. 

Model 2 was statisticaüy significant (F=7.215,30 pC.001). Independent variables 

added were COPD severity (FEV-1) and comorbidity. Model 2 explained an additional . 

16.8% of the variance in generic SIP physicd QOL scores. W1th the addition of illness 



context variables, the age association strengthened but remained positive (k.569, se=.007, 

p<.001). Gender now became statisticaly significant (b=--309, se=.097, p<.05), indicating 

that female patients had lower generic physical QOL (higher scores). COPD severity (FEV- 

1) was statistically significant and had a moderate and inverse relationship with generic 

physical QOL scores (b=-.457, se=.289, pC.0 1)- Specificaiiy, as COPD severity increased, 

generic SIP physical QOL increased (scores decreased). Comorbidity did not contribute 

statistically to the model. See Table 19. 

The final model was also statistically signrficant (F=5.322,30 df, p<.OOl). Marital 

context variables were added: duration and satisfaction of mariage. Model 3 explained an 

additional 4.5% of the variance in generic SiP physicd QOL scores. When we controlied for 

the marital duration and satisfaction, age findings were again replicated but gender was no 

longer statistically significant. This fin- indicated that patient age, not patient gender, had 

the greatest influence on generic SiP QOL scores, when al1 other variables were controlled 

for. The COPD severity (FEV-1) association strengthened but remained inverse (b=-,506, 

se=.3 16, pC.01). Presence of comorbiity among COPD patients remained not statistically 

significant, indicating that disease severity was still a stronger predictor of generic SIP QOL 

scores when al1 other variables were controlied for. Marital duration and satisfaction did not 

statistically contribute to the model, indicating that it did not strongly influence generic SiP 

physical QOL scores among patients within the sample. The ha1 model provides no 

empirical support for COPD patient hypotheses 1,4, 5, & 6. See Table 19. 

CûPD patiint geneclk ~~psychosociaf  QOL 

Model 1 was statistically significant (P3.755, 33 & ~'05). Independent variables 

included patient age and gender. Model 1 explained 19.5% ofthe variance in generic SE 



psychosocial QOL scores among COPD patients. Gender was statisticaliy significant (b=- 

.380, se=. 142, pC.05) but age was not. Females had lower QOL (higher scores) than males, 

regardless of age. See Table 19. 

Model 2 was also statisticaiiy significant (F=5.l9 1,33 df, p<.01). Additional 

independent variables included COPD severity (FEV-1) and presence of comorbidity. Model 

2 explained an additional 22.2% of the variance in generic SIP psychosociai QOL 

impairment. When we controlled for the COPD patient's illness context, age was still not 

statistically significant. Additionally, the gender association strengthened but its direction 

remained unchanged (b=-.443, se=. 126, pc.0 1), indicating that fernales had lower generic 

SiP psychosociai QOL, regardless of COPD severity or numbers of other chronic illnesses 

patients had. COPD severity (FEV-1) had a sipificantly moderate and inverse relationship 

with generic SiP psychosocial QOL indicating that as COPD severity increased, QOL 

increased (scores decreased): b=-.437, se=.367, pC.0 1. Comorbidity had a significantly 

moderate and positive association with generic SIP psychosocial QOL, indicating that as 

numbers of other chronic illnesses increased among COPD patients, their generic SiP 

psychosocial QOL decreased (scores increased): k.391, se=.040, pC.05. See Table 19. 

The final mode1 was also statistidly significant (F=3 5 3  1,33 df, pC.0 1). Additional 

variables included marital duration and satisfaction. Model 3 explained an additionai 2.2% of 

the variance in generic SIP psychosocial QOL. When we controlled for aii  other variables, 

age remained not statisticaüy signifiaut wMe gender remained unchanged (b=--443, 

SE 132, pC.0 1). When alin other variables were controiied for, female patients still had 

lower generic SIP psychosocial QOL (higher scores). The previous COPD severity (FEV-1) 

association weakened but the direction mmained unchanged (b4.368, se=.409, p<.05). The 



comorbidity association also weakened and remained unchangeci (b=.384, se=.041, pC.05). 

The latter two findings indicate that when al1 other variables are controlied for, as COPD 

severity increases, generic SIP psychosocial QOL increases (scores decrease). Furthemore, 

as the numbers of other chronic illnesses in addition to COPD increase, generic SIP 

psychosocial QOL decreases (scores increase). Duration and satisfaction of marriage were 

found not to be statistically sigaificant. When al1 other variables were statistically controlled 

for, it explained Little of the variance in their generic SiP psychosocial QOL scores. Gender, 

COPD severity (FEV-1) and presence of comorbidity explained the most variance. The final 

model provides empirical support for COPD patient hypotheses 4 and 6. COPD patient 

hypotheses 1 and 5 were not supported. See Table 19. 

COPD patient disease-specific SGRQ physicd QOL (symptoms) 

Model 2 was statisticaliy signifrcant (F=2.730,36 df, pC.05) and explained 25.4% of 

the variance in disease-specific SGRQ symptoms scores. Model 2 variables included age, 

gender, COPD severity (FEV-1) and comorbidity. Only gender (b.354, se=7.376, pc.05) 

and COPD severity (FEV-1) were statisticdy significant (b=-.329, se=2 1-40 1, p<.05). 

Gender had a moderate and positive relationship with symptoms scores while COPD severity 

(FEV-1) had a moderate inverse relationship, indicaturg tbat males had higher symptoms 

scores but as COPD severity (FEV-1) increased, disease-specific SGRQ QOL increased 

(scores decreased). Being a male patient with a d d e r  fom of COPD led to lower disease- 

specific QOL with respect to COPD symptoms. Comorbidity had not significant inûuence on 

symptoms scores among COPD patients in the sample, The 6nai model provides no 

empirical support for COPD patient hypotheses 1,4,5, and 6. See Table 20. 



COPD patient &eme-sped~c SGRQp&sic(iI QOL ((~1tiviQ iroiparme~~î) 

Model 2 was statistically sigoificmt (F=2.690,36 dfj pC.05). Independent variables 

included age, gender, COPD severity (FEV-1), and comorbidity. Model 2 explained 25.2% 

of the variance in activity impairment scores among COPD patients. Only FEV-1 was 

statistically significant (k.465, set2 1-40, pC.05) and had a moderate inverse relationship 

with physical QOL ie: activity impairment. Specifically, as COPD severity or FEV- 1 scores 

increased, QOL increased (scores decreased). The fiaal mode1 provides no empirical 

support for COPD patient hypotheses 1,4,5, and 6. See Table 20. 

Hierarchical regression COPD patient models found not to be statistically significant 

include the SIP total QOL, the disease-specific SGRQ total QOL, and disease-specific SGRQ 

psychosocial QOL impact of disease. 



Table 19: COPD patient gencn'c Sickness Impact prorie (SLP) QOL hierarcbical 

Model 1 ~=7.82  1 ** 

SiP Physicai QOL 
Model 2 F=7.215*** 

SiP Physicai QOL 
Model 3 F=5.322*** 

Age 
Gender 

Age 
Gender 
FEV- 1 

Comorbidity 

Age 
Gender 
FEV- 1 

Comorbidity 
Marital duration 

Maritd 
satisfaction 

SiP Psychosocial QOL -195 
Mode1 1 ~=3.755* 

A8e .SI5 .O10 
ûender -,380* -142 

SiP Psychosociai QOL .417 .222 
Model 2 F=5.191** 

Age 
Gendn 
FEV- 1 

Comorbidity 
SIP Psychosocial QOL 

Model 3 F=3.53 1** 
Age 

Gender 
FEV- 1 

Comorbidity 
Marital duration 

Marital 



Table 20: COPD patient disease-specik St. George's Rupintory Quationnain 

C P ~ Y S ~ ~  WU A&e - .O04  -551 
Mode12 F=2.730* Gender .354* 7.376 

FEV-1 -.329* 21.401 
Comorbidity .O73 2.368 

SGRQ Activity .252 .252 
Impairment 

(physical QOL) 
Mode1 2 F=2.690* Age .128 .464 

Gender .151 5.807 
FEV+I -.465* .177 

Comorbidity .20 1 1.804 
*p<.OS, **p<,Ol, ***p<.OOl 

Eiierarchical Regression Madels of  spousal QOL ratings of the COPD patient 

S p s a l  ratings o f 0  patient generic SlPphysical QOL 

Spousal Model 2 was statistically significant (F=3.734,26 df, pc.05). Independent 

variables included COPD patient and spouse age and spouse gender as well as COPD 

severity (FEV-1) and comorbidity among patients. Model 2 explained 47.1% of the variance 

in spousal genm-c SIP physical QOL scores. Comorbidity (moderate positive) and FEV-1 

(moderate inverse) had a statisticaily significant rebtionsbip with spouses' scores of COPD 

patient generic SiP physical QOL. Spdcai iy ,  as numbers of other chronic illnesses among 

COPD patients increased, the spouses' perception of the COPD patient generic SIP physical 

QOL decreased (spousal scores increased): b=-401,se=.030, pc.05. Secondly, as COPD 

seventy increased among patients, spouse scores of COPD patient generic SIP physicai QOL 

decreased e . 4 6  1, se=.3O 1, pC.05). Spouses were influenceci by theu' COPD partner's 



disease severity and numbers of other cbronic illnesses, not by their own age or gender or 

their COPD partnefs age. See Table 2 1. 

The h a l  model was also statistically si@cant (F=2.999,26 df, pC.05). Additional 

independent variables included COPD patient marital duration and satisfaction. Mode1 3 

explained an additional 5.4% of the variance in generic physical QOL impairment scores that 

spouses assigned to COPD patients. When we controlled for COPD patient marital duration 

and satisfaction, spousal age and gender as well as patient age remained not statistically 

significant. COPD severity or FEV-1 (b=-S08, se=.304, pC.05) and comorbidity (b=.399, 

~ ~ 0 3 0 ,  pC.05) findings ttom mode12 were replicated. COPD patient duration and quality 

of marriage were, however, found not to be statisticaliy significant. Patients with milder 

forms of COPD and other chronic illnesses were rated as having significantly lower physical 

QOL (higher scores) by their spouses. The final spouse model provides empiricai support for 

the second of the two spousai hypotheses (ie: hypothesis 5), however, in a direction opposite 

to what was hypothesized. See Table 2 1. 

Spousal ratings of COPD patient disease-qecijic SGRQ physical QOL (symptoms) 

Model 2 was statisticdy significant (F=3.743,32 df, pC.05). Independent variables 

included COPD patient and spouse age and spouse gender as weii as COPD severity (FEV-1) 

and comorbidity among patients. Model 2 explained 37.7% of the variance in disease- 

specific SGRQ physicai QOL symptoms scores spouses assigned to COPD patients. Spousal 

gender was statistidy sigpiflcant (b4.409, ~ 9 . 4 5 2 ,  p<.OS). Fernale spouses gave 

significantly higher scores and therefore, rated patients physical QOL, with respect to 

symptoms, lower. Spouse and COPD patient age haà no statisticaüy si@caut role in 

iafiuencing these ratings. COPD severiîy (FEV-1) and patient comorbidity had a statisticdy 



significant relationship with spouse scores of disease-specific SGRQ physical QOL with 

respect to symptorns. COPD severity (FEV-1) demonstrated a moderate and inverse 

relationship, indicating that as COPD severity increased among patients, spousal perceptions 

of COPD patient disease-specific SGRQ physical QOL with respect to symptoms decreased 

(spousal scores increased): b=--409, se=-24.1 14, pC.05. The comorbidity association was 

moderate and positive, indicating that as the number of other chronic illnesses increased, 

spousal perceptions of COPD patient disease-specific SGRQ physical QOL with respect to 

symptoms decreased (spousal scores increased): b=.360, ~e=2.52 1, pC.05. See Table 22. 

The final model was also statistically significant (F=2.719,32 df, pC.05). Additionai 

independent variables included COPD patient marital duration and satisfaction. Mode1 3 

explained an additional 5.5% of the variance in spouses' disease-specitic SGRQ physical 

QOL symptoms scores. When we controlled for al1 other variables, spouse gender findings 

were replicated (b=.397, ~ ~ 9 . 4 6 2 ,  pC.05). Specificaily, female spouses gave higher 

disease-specific SGRQ physical QOL symptoms scores to COPD patients. Spouse and 

patient age remained not statistically significant. The association between COPD severity 

(FEV-1) and disease-specific SGRQ physical QOL symptoms scores of spouses weakened 

but the direction stayed the same (bz.396, se=24.06, pC.05). The comorbidity association 

strengthened but remained the same in terms of direction (b=.362, se=2.502, pc.05). Both 

again, indicate that spouses perceived physical QOL (symptoms) to be lower (gave higher 

scores) among patients with milder f o m  COPD and with chronic iünesses in addition to 

COPD. COPD patient duration and satisfaction of marriage did not contriiute statistidy to 

the model. The t ' i d  model provides empiricai support for both spousal hypotheses (ie: 



hypothesis 3a and 5). As was fouad with the fiaai spousal SIP model, the direction of the 

FEV-1 association was opposite to that which was hypothesized. See Table 22. 

Hierarchical regression spouse models found not to be statistically signiîicant iaclude 

the generic SIP total and psychosocial QOL. For the diseasespecific SGRQ scaie, total 

QOL, physical QOL activity impairment, and psychosocial QOL impact of disease were 

found not to lx statistically significant. COPD patient gender did not alter any of the 

previous spousal model findigs. 

Table 21: Spousal ratings of  COPD patient generic Sicknas Impact profile 

SiP Physical QOL 
Mode13 F=2.999* 

Patient Age 
S pousal Age 

S pousal Gender 
FEV- 1 

Comorbidity 

Patient Age 
Spousai Age 

Spousal Gender 
FEV- 1 

Comorbidity 
Marital duration 

Marital 
satisfaction 

*p<.OS, p<.01**, p<.Oo 1 *** 



Table 22: Spousal ntings of COPD patient disease specific St. George's Respiratory 

SGRQ Symptoms 
(ptiysical QOL) 

Model 2 F=3.743 * 

sz;:rao"r 
Model 3 F=3.192* 

Patient Age 
Spouse Age 

Spouse Gender 
FEV-1 

Comorbidity 

Patient Age 
Spouse Age 

Spouse Gender 
FEV- 1 

Comorbidity 
Marital duration 

Marital 
satisfaction 

*p<.05, pC.0 1 **, pC.00 1 *** 

Hierarchical Rqression Models of QOL differencc scora (spouse patient) 

Spouse-patient disease-specific SGRQ psychosocial QOL impact of diseuse score 
differences 

Only model 1 was found to be statistically significant (F=4.649,24 df, pC.05). 

Independent variables included COPD patient and spousal gender and age. Mode1 1 

explained 39.9% of the variance in disease-specific SGRQ psychosocial QOL impact of 

disease score merences. Patient gender was statisticaiiy significant (b=.541, se=. 194, 

p<.O5), indicating that male COPD patients felt signüicautly ciiflietent than their spouse did 

regardhg their disease-specific SGRQ psychosocial QOL. Age of the spouse was also 

statistically significant (b=1 .O43, se=O 16, pC.0 l), indicaihg that merences in QOL 

perceptions between couples were greatest among older spouses . COPD patient age was 

statistidy signifiant (b=--603, se=.019, p<.05), indicating that as differences in perceptions 
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were greatest when the male COPD patient was younger than his spouse. See Table 23. 

When spouse gender was placed in the model, identical beta coefficients and explained 

variance were obtained 

Table 23: Spousepatient differencc scores on diseasaspceific SGRQ psychosocial 

disease 
(psychosocial 

QOL) 
Mode! 1 F=4.649* Spousal Age 1 .043** .O16 

COPD patient -.603 * .O19 
Age 

COPD patient .54 1 * .194 
Gender 

p<.05*, p<.Ol**, P<.OOl*** 

Residual difference models found not to be statistically significant include the generic 

SIP total QOL, physical QOL and psychosocial QOL. Also, disease-speciîïc SGRQ total 

and physical QOL (symptoms and activity impairment) were found not to be statistically 

significant . 

Bierarcbical Regression Models of Marital Satisfaction by COPD patient 
gender 

The regression model testing for marital satisfaction differences by gender arnong 

COPD patients was found not to be statistically signiticant. 

Summa y of support for hypotheses found in the present study 

in sum, the foliowing hypotheses were supported at the bivariate level: support for 

Hypothesis 2 with respect to spouse-patient disease-specific SGRQ psychosocial QOL 

perception differeaces (impact of disease); Hypothesis 4 with respect to fende patients with 
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mild COPD having lower g e k c  SIP QOL than males; Hypothesis 5 with respect to COPD 

patient ratings of QOL having no sigaificant rehtionship with hislber FEV-1 score (COPD 

severity); Hypothesis 6 with respect to patients with other chmnic illnesses in addition to 

COPD having si@cantiy lower disease-specific SGRQ physid QOL (symptoms) than 

those with COPD alone. 

At the multivariate level, Hypothesis 2 was supported in that spouse-patient 

dEerences in disease-specific SGRQ psychosocial QOL (impact of disease) perceptions were 

found to be statistically significaut. With respect to Hypothesis 4, the bivariate hding that 

female COPD patients had tower generic SIP psychosocid QOL than maies was replicated. 

Additional statistically significant associations found ody at the multivariate level included: 

Hypothesis 3a with respect to female spouses rathg COPD patients lower disease-specific 

SGRQ physicai QOL symptoms than male spouses; partial support for Hypothesis 5 with 

respect to COPD severity (FEV-1) being significantly related to spouse ratings of COPD 

patient generic SiP physical QûL as well as diseasaspecific SGRQ physicai QOL 

(symptoms). The FEV-1 association was, however, in a direction opposite to that which 

was hypothesized. A h ,  COPD patient physical QOL scores on the SGRQ and the SIP as 

weii as SIP psychosocial QOL scores were also signiscandy and inversely related to M e r  

stage of COPD severity (FEV-1 score); Hypothesis 6 with respect to COPD patients with 

comorbidity having siflcantiy lower geueric SiP psychosocial QOL. Table 24 and Table 

25 respectively present a schematic summary of d the bivariate and muitiviuiate hdiogs of 

this study. 



Summary of  support for hypotheses at the bivaiiate levei 

Key Variables 

i 
Marital duration and 
satisfaction 
2 
spouse-patient QOL 
score diierences: 
psychosociai>physicai 

3a 
spousal gender 
3b 

Generic SïP scale Disease-specific SGRQ scde 
Total 1 Physical 1 Psychos Total 1 Physical 1 Psychos 

ns ns ns ns as ns 

as impact of disease score 
diierences greater than botb 
physicai QOL score 
differences* * 

Marital satisfaction and COPD patient gender ns 
- -  

4 
COPD patient gender 
controlling for FEV-1 
(COPD seventy) 
5 
spouse scores and 
FEV- 1 
6 
comorbidity 
Psychos = psychosocia 

mild mild mild ns ns ns 
COPD COPD COPD 
* *** *** 

ns ns ns as as as 

ns 11s as ns symptoms* as 

QOL domain; p<.05*, pC.0 1 **, pC.00 1 *** (ns = not supported) 



Key variables 

1 
Marital duration and 
satisfaction 
2 
spouse-patient QOL 
score differences: 
psychosocial~physicaI 

Generic SU? sale 
Total ( Physical 1 Psychos 

Summary of support for hypothrsts at the multivariate ltvcl 

Table 25: Multivariate AnaîysW 

I 

- 

- 

- 

- 

- 

I 

Total ( Physical ( Psychos 

1 I 

impact of disease score 
diaerences greater than both 
physical QOL score differences 
Model 1 * 

3 b 
Marital satisfaction and COPD patient gendw ns 

3 a 
spousal gender 

p<.OS*, p<.01**, pC.00 1 *** (ns = not supported) 
Model l=sociodemographics Model 2=add illness coatext Model 3=add Marital context 

ns 

ns 

ns 

ns 

4 
COPD patient gender 
5 spouse 
FEV- 1 
(COPD severity) 
6 
comorbidity 

ns ns ns symptoms 
Mode1 3* 

ns 

us 

syrnptoms 
Mode1 3* 

ns 

ns 

ns 

ns 

Mode1 3** 

as 

Mode1 3* 

tls 

Mode! 3* 

ns 

us 

ns 

ns 



Chapttr 4 
DISCUSSION 

The first part of this section will summarize issues in the literature. Next, bivariate 

and multivariate tindings for all hypotheses and how they relate to the literature wiii be 

discussed. Additionally, implications and limitations of the hdings will be addressed. 

Finally, suggestions for ttture research will be presented. 

Literaturt issues in relation to the present study 

This thesis attempted to address some gaps and issues within the COPD literature. 

First, does marital social support buflier QOL among COPD patients? Specifically, what role 

does marital satisfaction and duration have? Next, would there be significant diierences 

between COPD patients' perception of QOL and their spouse's perception of the patients' 

QOL? If so, would dserences be greater for psychosocial QOL scores? Which, if any, 

study variables might add to ow understanding of such differences? Additionally, would 

male COPD patients perceive higher life quality than fernales? How do patients with 

comorbidity dEer with respect to QOL among COPD groups? With respect to spouses, 

what is the role of spouse gender in relation to their proxy QOL reports? Secondly, what 

role, if any, does COPD severity 

(FEV-1) have on spouse catings of COPD patient QOL? Finally, what guidance do these 

variables provide for day to day nursing care that could enrich QOL among COPD patients ? 

In this section, results for each hypothesis addressing the above questions wiü be 

discussed. Findings not supportive of these hypotheses will be examineci in relation to the 

eïàsthg litecatwe andior where appropriate, through hypothetical conjectures. 



Results with respect to üterature issue 

Bypothesis 1: As marital duration and quality increases, COPD patient QOL will 
increase (QOL scores will decrease) 

With respect to Hypothesis 1, at the bivariate level, as marital duration increased, 

generic SiP physical QOL significaatly decreased (bigher scores). A similar pattern was 

noted for disease-specific SGRQ total and psychosocial (impact of disease) QOL. These 

findings are opposite to that which was hypothesized as they suggest that long term marriage 

may not be a buffer. Alternately, lower QOL may be reflective of patient negative self, 

perceptions due to role loss or the inability to reciprocate affection due to respiratory 

insufficiency. For example, a male patient may desire to assist his spouse in some way 

because of her long term support but h d s  himself unable to do so. At the muitivariate level, 

marital duration was not statistidy significant. Support was not found in the bivariate and 

the multivariate analyses for marital satisfaction. Collectively, marital social support 

explained only 5% of the variance in patient's views of their QOL. Support for the bu f fe~g  

hypothesis (Cohen & Wills, 1985) and the marital relations literature was not noted for this 

sample of COPD patients, despite appreciable levels of maritai satisfaction and duration. At 

the multivariate level, we can also conclude that COPD severity (FEV-1) and comorbidity 

presence have a far greater role than both marital variables for explainhg patient QOL. 

Muhivariate hdings hdicate that the lack of support for the COPD patient's marital 

relationship may suggest that extemai sources of support play a greater role. For example, 

COPD peer groups may serve a more therapwtic purpose for both physical and psychosocial 

QOL, Additionally, couples whose marital relations were not positive rnay no longer be 

together or self-selection may have occurred. In other words, spousal relations simply do 



not act as a pr imq QOL impairment remedy. Further support for this idea can be noted in 

that both of the marital variables do not even appear in any thal SGRQ models and in that 

mean QOL ratings among COPD patients reflect good to excellent QOL. Examining 

specific types of spousal support may also provide greater insight. For example, ADL 

support or problem solving. Alternately, a qualitative approach may provide greater insight 

into the role of marital relations. 

Finally, the overall lack of statisticaiîy si@cant associations may simply be reflective 

of the present study's small sample size given the presence of preliminary bivariate findings 

and the very weak beta coefficients in the final generic SiP regcession models. 

Hypothesis 2: Differences between COPD patients and their spouses will be greater for 
psychosocial domain scores than for physical domain scores 

For Hypothesis 2, statisticaiîy significant Merences were found at the bivariate level 

between COPD patients and their spouses for generic SiP physical QOL scores and for 

disease-specific SGRQ psychosocial QOL impact of disease scores. The generic finding was 

contrary to the proxy literature which does not find differences between patients and their 

proxies. However, spouse-patient diierences were only found to be statistically signifiant 

at the multivariate level on the disease-specific SGRQ. Upon tiirther exploration of the 

SGRQ tinding at the multivariate level, patient age and gender as well as spousal age and 

gender were strong explanatory factors. Specifically, diierences were greater among the 

oldest couples in the study and among couples where the spouse is female. 

Consistent with the proxy iiterature, spouses gave significantly higher scores (iower 

QOL) to patients on psychosocial QOL (Clipp & George, 1991; Sneeuw, Anderson, 

deHaan, and Limburg, 1997; Sneeuw, Anderson, Sprangers, et al., 1997; Ostbye, et al., 



1997; Leidy & Traver, 1996; Prigatano, et ai., 1984). The lack of diierences on the 

generic SIP physical QOL score model at the multivariate level provides additional support 

for hdings reported in the nobCOPD proxy literature. Scores may be most similar among 

patients and spouses for physical QOL because spouses communkate with one another or 

because of a spouse's observations during intimate caregiving. Additionally, other studies 

(Leidy & Traver, 1995) have shown that male COPD patients seem to exhibit more sharing in 

relation to perceived physicai impairment. 

From the regression model we know that older female spouses give significantly 

higher scores than male spouses for the psychosocial impact of COPD. This finding is 

consistent with the gender role theory and caregiver literature in that female spouses are 

more likely to be caregivers and that they perceive caregiving as more onerous. With 

respect to age and disease-specific SGRQ psychosocial QOL diierences, the fiadiags may 

be due to less discussion of the disease over time. The lack of significant differences on the 

generic SIP may be because the questions are more generic and may be less likely :O capture 

impairments that are COPD related. Additionaiiy, in my opinion, spousal psychosocial QOL 

scores may be contingent upon COPD as a life threatening illness. This supposition is 

supported by responses to a question on the disease specific SGRQ scale rating the 

importance of COPD in relation to weli-being suggested that spouses rated COPD as the 

most important health problem more often than patients did. 

Overali, the model which includes patient gender explained 39.9% of the variance in 

perceptual differences in disease-specific SGRQ psychosocial QOL scores. Although gender 

was a highiy influentid variable, age of the patient and spouse clearly made the most 

important contribution. Spouses and patients did not diier signiticantly by age (see Table 1) 



but it is important to note that perceptual diirences occur arnong couples wbere the spouse 

is older t h  the COPD patient. This finding may be due to spousal increasing reai i ion of 

their owa need for support as they age and become fiailer as their COPD partaer's COPD 

simultaneously worsens over tirne. 

Hypothesis 3a: Female spouses will rate COPD patient QOL lower than male spouses 

With respect to hypothesis 3% in the bivariate analysis, spousal gender was not found to 

significantly influence ratings of COPD patient QOL on any of the QOL scales. However, 

at the multivariate level, femaie spouses gave COPD patients significantiy higher scores on 

disease-specific SGRQ physical QOL (symptoms). Specifically, female spouses perceived 

that patients experience significantiy greater distress fiom their COPD symptorns than did 

male spouses. These results may reflect both patient and spouse factors. First, symptoms 

m y  bave simply been more of an issue with male patients ie: symptoms lead to greater 

disability or distress. Secondly, the findings rnay reflect that male patients lesser ability to 

cope with or to achieve control of their COPD symptoms and this may increase female 

spousal distress. Additionai support can also be found in the gender role theory literature in 

that it suggests that female spouses are more likely to be caregivers. COPD symptoms may 

also be the least predictable element with respect to maintainhg positive QOL, 

In the generic SIP physical QOL model, the patient's COPD severity or presence of 

other cbronic illnesses, not spouse gender, had a significant inûuence on spousal perceptions. 

Speciticaiiy, spouses rated patients with milder f o m  of COPD and additional chronic 

illnesses higher in t e m  ofphysical QOL distress. 

Findy, spousal psychosocial genenc SiP and disease-specific SGRQ models were not 

statisticaliy signüicaat. This 6nding may be due to a lack of salient variable modehg. 



In the caregiving fiterature, female spouses are reponed to appraise caregiving as a 

negative experience, they tend to take on more care tasks as patient needs increased, and are 

les  likely to accepthe offered help with caregMng (Sexton & Munroe, 1985; Cossette & 

Levesque, 1993; Men, 1994). Spaid and Barusch (1994) found that a greater sense of 

spousal burden as a tùnction of caregiver proximity and being female. Given that the sample 

consisted of al1 married couples, the concept of proximity may apply. Gender role theory 

also tells us that female spouses are more likely to be caregivers for their aihg husbands 

(Ross, 199 1 ; Feldman as cited in Galvin and Brommel, 199 1). It was hypothesized that 

femaie spouses would transfer these negative perceptiondstresses to their QOL appraisals of 

their COPD partners depicting the "subjective career" concept (Ross, 1991, p. 126). The 

results only support the literature direction ody for diiease-specific SGRQ physical QOL 

(symptoms). These findings suggest that spousal gender has a COPD specific role. 

Aiternately, spouses of both genders find COPD to be equally physically distressing for the 

patient on the generic SIP scale. 

Overall, spousal gender explained 12.5% of the variance in their disease-specific 

SGRQ physicai QOL symptoms scores for the COPD patient. 

Eiypothnis 3b: Male patients wüi rate their marital satisfaction higher than female 
patienb 

In the chronic disease literature, it was suggested that female spouses who provide 

care tend to put more effort into meeting the care needs of their chronically il1 male spouses 

and feel a sense of guilt when care needs went unmet (Allen, 1994; Hatchett, et al., 1997; 

Anderson, et al., 1997). This envelope of spousal w e  was thought to foster marital 

harmony among male patients. The results, however, did not provide support for this idea. 



These couples may have chosen to stay together because of the presence of a chronic illness 

in one partner ie: COPD that may have strengthened the marital bond. Alternately, bad 

marriages may not last in the face of chronic illness. This finding is also consistent with the 

qualitative male caregiver literature (Kaye & Applegate, 1990; Archer & MacLean, 1993; 

Harris, 1993). 

The results, however, did not support hypothesis 3b in either the bivariate or the 

multivariate analysis. In this sample, this is not surprising as most patients were married 

longer than 40 years and tated their marital quaüty as good to excellent. 

Hypothesis 4: Female COPD patients will rate their QOL lower than male patients 
who have qu i1  FEV-1 scores 

With respect to hypothesis 4, strong support was found at the bivariate level for al1 

generic SIP QOL scores. However, support was found oniy among the mild COPD group 

where females had significantly lower QOL (bighest scores). This is an important finding. 

Most prior COPD studies have involved mostly men with more severe forms of COPD 

(Prigatano, et al., 1984; Tsukino? et al., 1996; Graydon & Ross, 1995). The finding 

suggests that female patients may not cope as weli because they perceive a greater sense of 

impairment in the early COPD stages. Support for this interpretation cornes fiom the 

chronic disease literature in that females with chronic disease perceive a lower QOL than 

males and fiom gender role theory literature in which the female COPD patient faces the l o s  

of a cohort role due to respiratory insufEciency. 

At the multivariate level, the addition of marital duration and quality eradicated the 

finding that females had lower generic SIP physicd QOL than males. Contrary to the generic 

SiP physical QOL findings, fernates bad significantly lower generic SIP psychosocid QOL 



(higher scores), despite perceived marital satisfàction or marital duration. la essence, 

marriage did not act as a buffer for female COPD patients in the sample (Allen, 1994; 

Preston & Dellasega, 1996; Anderson, et al., 1997). As noted in the bivariate findings of 

this hypothesis, this may be a cohort effect due role loss among femaie patients, given that 

marital satisfaction doesn't significantly differ by gender among patients (Feldman, as cited in 

Galvin & Brommel, 1991). Among male patients, the spouse may aiso be the major or only 

source of social support in advanced age and would, therefore, act as his psychologicai QOL 

buffer. 

Among female patients in the sample, comorbidity strengthened the gender effect in 

the generic psychosocial QOL final model but had no significant impact on generic SIP 

physicai QOL. The negative impact of multiple illnesses is gender specific. However, this 

variable may have had more primacy as fernale patients were more likely to have additional 

chronic illnesses. 

Surprisingly, the disease-specitic psychosocial QOL model did not show significant 

gender trends at either level of measurement. Perhaps for female patients, psychological well 

being is not a function of the type of illness andfor the modeiing of COPD specific 

psychosociai well being was not appropriate. 

At the multivariate level only, as COPD severity increased, males had significantly 

lower disease-specific SGRQ physical QOL (higher scores) due to COPD symptoms- 

Marital duration and quality did not buffer symptoms reIated physical QOL. However, as 

COPD progresseci with respect to stage, symptoms-related physicai QOL scores lessened. 

These findhgs highlight the importance of astute symptom management among d e s  in the 

early stages of COPD. 



in the COPD Iiterature, the majonty of patients were male. Furthemore, gender 

differences were formally examined in only one COPD-specific study using a generic measure 

(Leidy & Traver, 1995). Females scored higher on most SIP categories but the difEèrences 

were not statisticaily significant and most patients had severe COPD. In the present study, 

controls for the presence of comorbidity among COPD patients and the inclusion of patients 

at all three COPD severity stages may have led to strong gender effects. 

in sum, gender had a direct and moderate influence on COPD patient physical and 

psychosociai QOL. Overail, the significant contributions patient gender made included: 

9.5% ofthe variance in generic SiP physicai QOL, 19.6% of the variance for generic SIP 

psychosocial QOL, and finaily, 12.5% of the variance in disease-specific SGRQ physical 

QOL (symptoms). 

Bypothesis 5: QOL scores wiU be significantly related to COPD severity (FEV-1) for 
spouses but not COPD patients 

Wikh respect ta hypothesis 5, there were no statistically significant relationships 

between COPD severity (FEV-1 scores) and QOL among spouses of COPD patients. 

Overail, bivariate findings suggest that spouses patients do not rely on a physical 

parameter, ie: COPD severity, to appraise QOL. 

At the multivariate level, we see a vety dinetent pattern emerge. First, COPD 

patient generic SIP physical and disease-specilic SGRQ physical QOL impairment (symptoms 

and activity impairment) are moderately and signüicantly associated 4 t h  COPD severity. 

Specifidy, as FEV-1 increases, COPD patient QOL increases (scores decreases). 

Patients feel that they experience l e s  physical distress as their COPD progresses. 



The M i g s  suggest that among patients, FEV-1 has an important role with physical 

QOL impairment that is contrary to the weak or non-existent 6ndings in the COPD literature 

(Tsukino, et ai., 1997; Prigatano, et ai., 1984). Furthemore, this role is stronger using the 

S P  scale. 

Among spouses, COPD severity also played a large role in generic S P  physical and 

disease-specitic SGRQ physical QOL (symptoms). Surprisingly, FEV-1 had a stronger 

influence on the generic SIP scale. These results suggest that as COPD progresses, spouses 

feel that patients may cope better with their symptoms and theu overail physical impairment. 

Alternately, patients may have had greater medical control of symptoms in the later stages of 

COPD. Patients may have also leamed how 'not to' exacerbate physicai distress over tirne. 

The hypothesized relationship which is supported by the data in the present study is in 

a direction opposite to that noted fiom the proxy literature (Sneeuw, Anderson, deHaan, and 

Limburg, 1997; Ostbye, et ai., 1997). 

Among patients, generic SIP psychosocial QOL was sigdcantly related to FEV-1, 

regardless of marital duration or satisfaction. Increasing disease severity may have led to a 

psychological adaptation through repetitive exposure or cognitive refiaming of QOL 

expectations. The lack of association with FEV-I and spousal psychosocial QOL ratings on 

both scales may indicate a lack of salient variables modeling. Other variables to explore may 

include spousal or patient personality or presence of oxygen. 

The direction of beta coefficients within the regression models raises questions about 

the negative portrayal of QOL among COFD patients taken in the literature (Sheckleton, 

1987; Dorfman, 1995; Bowling, 1995). In this sample, patients with severe disease 6ad 

some meaning in their lives. However, these patients rnay have modified their own 



expectations of how high their Lie quality should be in the midst of severe disease, 

Additionally, in the early COPD severity stages, ie: mild COPD, patients may stniggle to 

l e m  how to cope with a respiratory disease. The inverse relationship suggests that they may 

adapt as COPD progresses. Overall, the results also suggest that QOL impairment may be 

conceptualized on an inverse continuum within COPD severity. Although this 

conceptualization may be stronger for physical QOL, the generic psychosocial QOL mode1 

aiso shows promise. However, &en that the present study was crosesectional, the results 

must be interpreted cautiously. It may be more prudent to conclude that QOL appeared to 

improve when scores of patients in the mild COPD group were compared with those of 

patients in the moderate and the severe COPD group. Aiternately, this researcher could 

examine the role of the duration of a patient's respiratory illness. 

In the present study, FEV- 1 bad moderate predictive power for physical and 

psychosocid QOL perceptions among COPD patients and spouses. FEV-1 explained 

between 16-26% of the variance in spouses ratings of COPD patient physicai QOL. Among 

patients, FEV-1 explained 25.6% of the variance in the generic SIP physical QOL and 

13.5% of the variance in generic S i P  psychosocial QOL. With respect to disease-specific 

SGRQ physical QOL impairment, FEV-1 explained 10.8% of the variance in symptoms 

impairment and 21.6% of the variance in activity impairment. 

Eypothcsis 6: Patients with other chronic üinesses in addition to COPD will rate their 
QOL lower tban those witb COPD alone 

W~th respect to hypothesis 6, in the bivariate aiialysis, those with 0 t h  chronic 

illaesses in addition to COPD had signiticantly lower dis-specific SGRQ physical QOL 



(higher scores) for COPD symptoms. However, at the multivariate level, comorbidity was 

not found to be significant once FEV-1 was controlled for. 

In the COPD literature in the two studies examining comorbidity, one used it as a 

descriptor of the COPD patient profile (Leidy & Haase, 1996); the other related it's impact 

on QOL through bivariate interactionai testing with FEV-1 among COPD males (Ferrer, et 

ai., 1997). Given the nature of COPD, additionai chronic illnesses would add to the burden 

on QOL. Support for this was noted at the bivariate level for disease-specitic SGRQ 

physical QOL (symptoms). The multivariate findings, however, suggest that disease severity 

plays a greater role for diseasespecific SGRQ physical QOL, with respect to symptoms, than 

comorbidity. 

With respect to psychosocial QOL, strong support was found at the multivariate level 

using the generic SIP as the hypothesized relationship remahed statistically sigdcant even 

when marital duration and satisfaction were controlled for. Coping with additional chronic 

illnesses had a significant negative impact on psychological weil-being. Surprisingly, 

comoribidity had no significant impact on disease-specitic SGRQ psychosocial QOL (impact 

of disease). The COPD patient mode1 was found not to be statistically signiticant. 

Furthemore, comorbidity had a greater psychological than physical tùnction in COPD 

patient QOL in the genenc scale models. The psychosocid QOL models support the idea 

that generic QOL scaies had a greater proclivity towards capturing QOL impairment due to 

the presence of multiple chronic illnesses (Albert, 1997). Clearly, given the appreciable size 

of this variable's beta coefficient and a 14.7% conviiution towards explainhg the variance in 

generic SIP psychosocial QOL impaùment, consideration should be given to the presence of 

other chronic illnesses among COPD patient groups. 



Mtasuring QOL using the generic Sickness Impact Profile (SIP) and the diseasa 
spceific St. George's Respiratory (SGRQ) Questionnaires 

As noted in Table 6b and 7b, the QOL scores of both the COPD patient and the 

spouse were remarkably lower for the SIP than the SGRQ. The disease-specific SGRQ 

scaie captured more QOL impairment within the sample. This, however, should not be 

surprishg since the SiP tool has questions that apply to al1 disease entities (Bergner, et al,, 

1976). Severd COPD specitic studies found similar results (Tsukino, et al., 1996; Ferrer, et 

al., 1997; Engerstrom, et ai., 1996). The SGRQ also revealed a gender effect for COPD 

symptoms. The SIP, however, detected significantly greater dierence levels of impairment 

between both gender groups among mild COPD patients. This was clearly a key finding in 

the present study as it suggests that the initial stages of COPD were seen as most distresshg 

by female patients. The genenc SiP also provided great insight into the role of comorbidity 

and COPD patient QOL perceptions. Also, the SIP scale had more ftequent statisticaily 

significant associations with FEV-1 (COPD severity) when compared to the disease-specific 

SGRQ scale. Furthemore, and contrary to criticism about Iiited sensitivity, the SP 

detected QOL impairment within al1 COPD severity stages. The SiP also provided insight 

into psychosocid QOL perceptions among COPD patients. Clearly, the use of both scales 

added greatly to the understanding of QOL among COPD patient groups. 

The absence of high scores on both scales and the COPD severity (FEV-1) beta 

coefficient direction are a substantial and positive finding in relation to patient QOL. It 

appears that even in the presence of severe disease, patients can find meanhg in their i i i s .  

These data depict the hardy persona of many patients aQicted with respiratory disease and 

their abiity to adapt to or to r e h e  chdenging experiences. Cognitive refiaming may also 



tiuiction as a most appropriate defense mechanism among patients üWlg with a t e r d  

respiratory disease. 

Given the finding of significant diierences in QOL perceptions between patients and 

their spouses on both scaies, duai instrumentation would be advantageous with larger sample 

sizes. Furthemore and contrary to the proxy literature, dierences appear in physicai 

QOL. Although this finding was noted at the bivariate level only, the fact that it was not 

detected by the disease-specific SGRQ scale is an important discovery. Similarly, had we 

not utilized the disease-specific SGRQ scale, strong psychosociai QOL ditkences would not 

have been detected. 

Dual instrumentation aiso presents challenges with respect to interpretation of data 

with small sample sizes. For example, with respect to the multivariate tindings in the present 

study, we see many instances in which statistically significant associations are noted for 

either the generic S i P  or the disease-specific SGRQ scale, Fust, female patients were found 

to have a significantly lower psychosocial QOL using the SIP but not the SGRQ scale. 

Secondly, femaie spouses were found to rate COPD patient physical QOL significantiy 

lower using the SGRQ (symptoms) and not with the SP. Next, psychosocial QOL spouse- 

patient perceptuai differences were found to be si@mt using the SGRQ scaie only. 

Fourthly, comorbidity presence significantly impacted QOL among COPD patients for the 

SIP scaie only with respect to psychosocial QOL. See Table 25. 

With respect to the SE, the finding for hypothesis 6 may be explained by an 

inberently stronger sensitivity for this generic questionnaire for comorbidity presence that the 

SGRQ may not have. SP categories are very broad while categories on the SGRQ relate 

to respiratory disease effects that may not be impacted upon by other chronic ilInesses like 



arthritis. The gender specific finding for hypothesis 4 with respect to psychosocid QûL 

using the SïP may be linked with hypothesis 6 findings in that female patients had more 

chronic iilnesses than male patients in the present study sample. It may also simply be that 

femaie patients perceive greater overall psychological burden due to a masnification of 

gender-specüic role loss. With respect to the latter point, it shouid dso be noted that, 

psychosocial SIP scores were higher than physical SIP scores for female COPD patients in 

the sample (See Table lob). 

In hypothesis 3% al1 statistically significant spouse models are physical QOL models. 

Secondly, being a female spouse (gender finding) has a significant impact on the disease- 

specific SGRQ, not the SIP. Also, only the SGRQ symptorns model is statistically 

significant when spouse gender is statisticaily significant (hypotheses 3a and 5). These 

findings depict a possible interactional link between gender and COPD specific content. 

With the SiP spouse physicai QOL model, the patient's illness context, not spouse gender, 

had a significant role in spouse perceptions. Female spouses' mean physical QOL scores on 

the SGRQ were five times as large as the SiP physical QOL score (See Table 8 and 9). The 

COPD literature also tells us that as this chronic respiratory disease progresses, symptoms 

are increasingiy dicul t  to manage or more unpredictable (Miuer & Keane, 1987; 

Sheckteton, 1987). Given femaie spouses are more likely to be an informal caregiver than a 

maie spouse, physical QOL in relation to COPD appears to have greater weight than generic 

phpical QOL. 

Another interesting 6nding d ofthe above findings that are either SIP or SGRQ 

specific appear in regression model 3 (See Table 25). Specificaiiy, these patterns of 



hypoîheticai support remah statistically significant and aii  beta co&cients do not cbange 

with respect to size or direction when ail independent variables are controlied for. 

The statisticaliy significant spoumpatient difference scores found only in the SGRQ 

mode1 may be explained by the inherent desire of the patient to protect or buffer bis spouses 

own QOL or well being by not disclosing the fiill or tme impact that 'COPD' has upon him. 

As noted in the Chapter 3 discussion section for hypothesis 2, COPD is perceived as more 

lifethreatening and important more so by spouses tban patients in the present study sample. 

The COPD patient may, therefore, engage in greater sharing of the generic impact of hisher 

cbronic illaesses as a whole. As a resuit, the focus of sharing with respect to QOL is not 

directiy about COPD. The lack of significant diierences on the SIP may, therefore, be a 

result of thougbtfùl interaction among mamed couples and may indeed be beyond the control 

of the researcher. 

Clearly, M e r  research is warrantecl in order to gain greater understanding about the 

unusual findings using a larger sarnpie size, recniiting subjects with other prirnary illness 

types, or by testing independent variabIe interactions in regrasion models. For example, 

one could utilize a QOL scale that relates specificaily to cancer patients as well as the generic 

SiP sale. The subsequent analysis of domain specific resuits could then be utilized to 

determine whether the results in the present study are COPD specific. Alternately, as noted 

with the spouse-patient psychosocial QOL dierences, are we seeing 6ndings that are simply 

beyond the control of the researcher? Overd, the study results seem to reflect cohort issues 

perceived by two inclhidual groups: fernale COPD patients and fernale non-COPD spouses. 

Alternately, this researcher could utilize a different QOL sa le  such as the WHOQOL group 

(1993) scale to determine whether additional aspects of patient QOL not addressed by the 



current study would provide greater insight. For exarnple, the environment and spirituality 

domains of the WHOQOL Group scale. 

Implications for Nuning Practice 

The major tindings of this thesis provide several important foci for nurses working 

with COPD couples. Fust, among patients in the sample, bivariate ûnd'mgs on maritai 

duration, although opposite to the hypothesized direction, and lower QOL scores arnong 

patients with higher marital quality should invoke interest. The latter finding adds strength 

to the notion of a spouse as a confidant and motivator. With respect to marital duration, it 

rnay be that the COPD patient is unable to reciprocate care or affection towards their long 

term partner due to respiratory insufficiency. Alternately, the COPD patient rnay be 

experiencing distress due to a role loss which rnay be one of caregiver for the female patient 

or resource provider for the male patient. Given the lack of support for a buffering eflect 

fiom marital duration and satisfaction at the multivariate level, social support fiom non- 

spotrse suurces rnay be more important for COPD couples ie: ongoing contact with other 

COPD patients rnay buffer QOL. Severe COPD patient peer support rnay also be beneficial 

as these individuals appear to exhibit patterns of adaptation. Information sharîng h m  a 

COPD education program rnay be another appropriate support source. Nurses can share 

information regarding these resources to COPD patients and their spouses. Furthemore, 

with respect to marital support, sample size also b i t s  practicai applications being drawn 

fiom the study data. Alternately, the nurse may gain greater insight into the role of marital 

relations by conducting an open ended intenriew with the COPD patient. The latter 

intervention would reflect a qualitative approach. 



The results of tbis study also suggest that spouses of COPD patients feel signüicantly 

different about an aspect of QOL that may be the least amenable to intervention: the 

psychosocial impact of chronic disease As show in Figure 2, when patient expectations 

exceed those of the spouse, the spouse may be overprotective of the patient and tnction may 

occur. The nurse should also be aware that diierences could retlect a positive defense 

mechanism. Specifically, diierences could be due to a patient's deniai or a patient's desire 

to buffer or shelter one's spouse fiorn tiill awareness of the impact of COPD. In tuni, 

spouses may feel less distress. The COPD patient could take a proactive role in buffering 

his/her spouse's QOL. Moderate QOL and marital satisfaction mean scores among COPD 

patients provide some indirect support for this idea. 

In the regression rnodels, age and gender of the patient and spouse explain a great 

deal about the variance in perceptual diierences. Other reasons rnay be relate to the 

patient's fear of loss of spousal support. The nurse could act as a patient advocate in 

sharing information with older female spouses about the psychological impact of COPD and 

could hnction as a liaison person for appropriate community support agencies. For 

example, spouses may aiso benefit from contact with other spouse peers to share pertinent 

issues relating to the nature and impact of COPD. However, developing trust through the 

involvement of both partners should be a prerequisite step. Given the similarity of physical 

QOL scores, utiliPng spousal and patient expertise for intervention planning also seems 

appropriate. 

Next, this study pointed to possible patient risk factors for lower QOL. For 

example, being an older-old individual and h a h g  miider forms of COPD was associated 

with Iower levels ofphysical QOL. Fernales with miider forms of COPD and additionai 



chronic ilinesses aiso have significantly lower psychosociai QOL. Both profiles were notd 

using the generic SIP scaie. With respect to the disease-specific SGRQ d e ,  maies with 

milder forrns of COPD were found to have significantly lower physical QOL (higher 

symptoms scores). Activity impairment, however, equaiiy impacted both gender groups and 

was greater in eariy COPD stages. These results support the presence of gender-specific 

impairment that is inversely related to COPD stage of severity. 

These patient-profile data could assist health care professionals to plan for whom a 

QOL enhancement program should target and the program materiai. For example, gender 

associations provide direction for teaching. Specificaily, males would benefit more fiom 

symptoms management whereas females may benefit more fiom programs that focus on 

maaaging multiple illnesses or on enhancing psychologicai well-being. Botb genders, in 

early COPD severity stages, could benefit fiom activity support in COPD out-patient 

progrms such as the Lions Gate Hospital COLD program. Based on the COPD sevecity 

(FEV-1) beta coefficient directions, early disease stages appear to be the most beneficial 

tirne for educational interventions such as energy conservation or shortness of breath 

management. The initial diagnostic period was a salient period for coping with COPD. 

Diagnosis may impose new changes in the patients iüe space for which adaptation is required. 

These findings add insight into nursing intervention timing. Additionaily, patients with 

larger numbers of chronic illaesses appear to have a lower QOL tban patients with COPD 

only. Nurses could focus on assisting patients and their significant others with the issues or 

concem relating to the management of other chronic iilnesses when developing a plan of 

care relating to psychosociai QOL promotion. Ideally, such interventions should be started 

immediately post-diagnosis as a preventive measure. 



The complexity of QOL was also demonstrateci. For example, among patients, 

findings in Hypotheses 5 and 6 suggest îhat COPD severity (FEV-1) and presence of 

comorbidity have an important impact on both physical and psychological QOL. Physical 

factors did not simply have physical consequences. Among spouses, the opposite was noted 

as physical factors significantly shaped physical QOL perceptions, 

Although age was not a focus of the current study, it is interesting to note that it 

played an important role for genenc SIP physical QOL perceptions among patients. In the 

COPD literature, age had been &en no signüicant role in QûL perceptions. It seems 

logical that as patients age, physical impainnent increases. From the results, it is clear that 

older patients may derive great benefit fiom nursing interventions that aileviate physical 

distress. For example, the provision of ADL aides or the demonstration of breathing 

techniques to reduce shortness of breath during periods of activity would be valuable nursing 

interventions. Nurses could also refer older-old COPD patient groups to a physiotherapist. 

Age also had a profound effect on differences in perceptions of QOL regarding the impact of 

respiratory disease for both COPD patients and spouses. Nurses should be aware that 

perceptual dîfîerences in psychosacial QOL would be more marked among couples where 

the spouse is older than the COPD patient, 

Overd, COPD patient QOL scores projected a müd to moderate levels of 

impairment. Nurses cannot, therefore, automaticaliy assume that having COPD equates with 

poor We quality. Patients still find meaning in their lives. Furthemore, this meaningfùlness 

seems most salient in severe COPD stages. COPD patients appear to be hardy individuals. 

Although this stage-related pattern may have indicated lower seiGexpectations, cognitive 

refiaming may be an invaluable cesource tbat fosters coping with an irreversîble and life- 



threatening illness like COPD. Additionally, nurses should be sensitive to changes in 

gender-specific roles that a cohort of older adults with COPD or their non-COPD spouses 

may expecience. 

FUially, in this study, the disease-specific psychosocial QOL model was not 

statistically significant for the patient or the spouse. Given the significant dinerences 

between marital partners, this finding is important. Secondly, the genenc psychosocid 

QOL model made no significant contribution towards understanding spousal perceptions of 

COPD patients. Nurses may gain greater insigbt through conducting an open-ended 

interview with COPD couples as part of an out-patient program, on admission to a healthwe 

facility, or during home care visits. Clearly, fiirther psychosocid QOL research would be an 

asset. 

Limitations of the ruearch 

There are several limitations of this thesis. Fust, the sample size was smdl, resuiting 

in weak statistical power to support potentially weaker associations at both the bivariate and 

multivariate level. 

Secondly, this study was cross-sectional and measures QOL at one point in time. 

Relationships seen within the sample may not be replicated. One can only infer that strength 

and power of associations in such a smaii sample provide promise. With reference to QOL 

and disease severity as beiig on a continuum, a longitudinal study is necessary. 

Thirdly, the QOL measures are a fom of self-report and spouses and patients may 

therefore have shared some answers despite verbal and written prornpting and receiving 

separate study packages. The significant clifferences in diseasespecific SGRQ psychosocial 

QOL Unpairment do, however, suggest that instructions were foliowed. 



FinriUy, the lack of significant models for disease speeific SGRQ psychosocial QOL 

for both patients and spouses raise questioos about statistical modeling. For example, would 

spousal or patient personahy or presence of oxygen be valuable components in the 

psychosocial QOL equation? Could presence of non-spousal social support influence this 

QOL domain? 1s statistical si@cance simply a fiindon of sample sue? Clearly, 

psychosocial QûL is a complex concept that is yet to be captured. 

Furthmore, in the muhivariate d y s i s ,  four associations were found to be 

statisticdy significant for the generic SIP scale and not the disease-specific SGRQ scale. 

Several questions emerge. First, do these patterns relate to sarnple siie or COPD-specific 

traits which are beyond the control of the researcher? Secondly, how can the methodology 

of a QOL research study best address these findings? Clearly, hure research must take 

these questions into account. 

Future Restarch 

Future research should speak to the limitations of this author's study. First, a 

longitudinal study andhr use of a larger sample would provide more veracity to the spousal 

and patient trends. Gains in statistical power could assist in developing a greater 

understanding the role of marital duration and satishction with COPD patient QOL. 

Ifpossible, interviews with COPD spouses Mead of maifed qyestionnaires may 

provide greater assuance regardhg separate responses of patients and spouses. 

Next, despite finding many interesting QOL associations, tiirther research on other 

diagnostic groups would strengthen these findings and establish them as being COPD-specific 

QOL traits. This would be parîiculdy interesthg for patient-spouse perceptual differences. 

For example, do similar différences in spouse-patient disease specific psychosocial QOL 



impairment exist among Crohn's diiase groups in comparison to this sample? Does age 

play an equaiiy important role in physical QOL impairment among spouses of Crohn's 

disease patients? A comparison of single or diiorced older adults with COPD may provide 

insight iato the martial environment ie: would differences be explained by marital status 

rather than duration or quality. Aiternately, a qualitative approach may a o r d  a greater 

understanding of the role of marital relations for the QOL researcher. 

The lack of significant spousal psychosociai QOL and patient disease-specific SGRQ 

psychosocial QOL regression modeb also speaks to the need for exploring other 

psychological variables such as personality or non-spousaî support or presence of oxygen. 

Furtbermore, although spouse and patient age played a significant role in explaining 

psychosocial QOL ciifferences between patients and spouses, the role of age was important 

for patients only in limited QOL domains. A h ,  given the limited role of COPD severity 

(FEV-1) and comorbidity 4 t h  disease-specific SGRQ psychosocial QOL, inclusion of the 

aforementioned psychological variables may provide greater insight into spouse diierence 

and group scores. Additionaüy, given the paramount role of COPD severity (FEV-1) with 

SIP psychosocid QOL, duration of iilness may also make an appreciable contribution to 

psychosociai QOL clifferences- 

The appearance of four statistical associations which were found not to be sigaificm 

for both the SiP and the SGRQ d e s  presents a challenge to the COPD and QOL 

remcher. Use of a larger sample site and the inclusion of an additional disease-specific 

group ie: cancer patients would allow a QOL researcher to determine if any weak but 

significant associations exist and to rule out tme COPD-specific findings. An examiaation 

ofany proposed interactional effects in regression modeis may also provide insight into 



questio~aire-specific hdings. Altemtely, the use of another generic QOL scale, such as 

the WHOQOL Group (1993) questionnaire, may provide added insight into other elements of 

the patients day to day life that the current instruments did not examine. 

Fially, given the lack of aajnity for marital duration and satisfaction, disease specific 

QOL scales may not be appropriate dependent variable measwes for exploring the role of 

QOL buffering. The SIP genecic scale used in this study seems to be a more appropriate 

choice. Given the pceüminary results for physicd QOL, marital duration may be a 

hindrance, not a buffer. Alternately, it rnay be of value to explore the meaning of spousal 

Merences as a form of spouse buffering by the COPD patient. 



Cbapter 5 
SüMMARY AND CONCLUSIONS 

The goals of this thesis were four-fold: to test whether marital duration and 

satisfaction acts as a QOL buffer (Cohen & Wils, 1985) among community-dwellig COPD 

patients, to test for the existence of differences between patient and spouse perceptions with 

respect to COPD patient QOL, to detennine which patient related factors signiticantly 

influence QOL self-repons among patients. Of particular interest was gender and 

comorbidity. Fourth, for spouses, COPD severity and spouse gender were the focus of this 

study. The study took an exploratory perspective for these independent variables. 

In Chapter 1, COPD and QOL were defiaed. The effect of COPD on older adults 

and its relevance to QOL was also discussed. The buff4ng hypothesis (Cohen & Wills, 

1985), as utilized as a theoreticai perspective for marital duratioa and satisfaction, was then 

discussed, Literature findings with an emphasis on the supportive structure of marital 

relations among the chronically il1 was also examined. A review of proxy literature with 

relevance to COPD and other chronic illness groups was also presented. The role of patient 

and spouse gender and its potential influence on ratings of COPD patient QOL was reviewed. 

Next, QOL predictor variables were discussed fiom the perspective of the COPD literature 

within the past decade. Emerging QOL definitions and research issues fiom the COPD 

literature were also discussed. The literature reviewed in Chapter 1 made reference to 

independent variables that appeared to have great potential for increasing Our understanding 

of COPD patient QOL and bac! not heretofore been investigated. These included gender, 

comorbidity, and marital reiations for the COPD patient. There was a h  a paucity ofCOPD 

literature on spouses with respect to gender and COPD severity on their ratings of COPD 



patient QOL. Both COPD patient and spouse gender were aiso l i e d  to gender role theory 

literature. The chapter concluded with an outline of the major hypotheses to be tested in an 

attempt to 6li the identified information gaps. 

Chapter 2 defined the methodology of this QOL study. How it was to focus on 

COPD couples, how questionnaires were distributed, how subjects were recruited, and what 

was included in study p a c k s  of patients and their spouses was discussed. Additiondy, 

descriptions of QOL questionnaires as well as appropriate scoring methods and rationaie for 

duai instrumentation were presented. The study sample was described for the reader. 

Chapter 3 presented results of the bivariate and multivariate analyses. In the 

bivariate andysis, marital duration and satisfaction did not act as significant QOL buffers 

among COPD patients. Furthemore, duration of maniage had a negative impact on some 

generic SIP and disease specific SGRQ QOL domains. Secondly, it was noted that 

significant clifferences existed for generic SP physical QOL as well as disease-specific SGRQ 

psychosocial QOL (impact of disease) perceptions. Thirdly, being femaie was found to 

have a significant influence on patient QOL, Specitically, amoag mild COPD patients, 

femaies had sigdicantly lower generic SIP QOL. With respect to spousai QOL ratings of 

the COPD patient, COPD severity (FEV-1) and spousal gender had no significant 

relationship on any of the QOL scales. As a sub-hypothesis related to caregiving literature 

and gender role theory with respect to spouses, it was also found that patient gender had no 

bearing on marital satisfaction within the sample. Finaliy, comorbidity had a negative 

impact on symptoms scores among patients. 

Replication of bivariate findings was, however, mixed, Specificaily, support for the 

negative impact of dwation of maniage on COPD patient QOL was not found at the 



multivariate level. Also, a patient gender effect on genecic SIP physical QOL (fernales have 

lower QOL) was eradicated by marital duration and satisfaction. However, in similarity to 

the bivariate findings, being a female COPD patient led to perceptions of signiticantly lower 

generic psychosocial QOL in cornparisan with male COPD patients. 

Additionally, at the multivariate level, support was found for several hypotheses not 

supported at the bivariate level. For example, spousal gender (being female) became a 

significant factor in spousal ratings of disease-specific physical QOL (symptoms) among 

patients. A h ,  among patients, comorbidity demonstrated a statisticaily significant 

association with psychosocial generic SP QOL while COPD severity (FEV-1) had a 

significant impact on generic SIP QOL and disease-specific SGRQ physical QOL (symptoms) 

once hislher age and gender were taken into account. COPD severity (FEV-1) had 

predictive power for spouse ratings of generic SIP and disease-specific SGRQ physical QOL 

only. Next, aithough not a focus of this thesis, it was noted that in spousal generic SIP 

physical QOL and disease-specific SGRQ physical QOL (symptoms) models, COPD patient 

comorbidity demonstrated a significant and positive association. 

in sum, the study results also provide modest support for the impact of gender, 

COPD severity (FEV-1), and patient comorbidity on COPD patient and spouse QOL ratings. 

See Table 25 for a schematic representation of all the results found in this QOL study. 

ln Chapter 4, the findings were linked back to the literanire in tems of COf D 

specific issues raised as well as replication and discovery of new findings. Most hypotheses 

were supported, however, only at the multivaciate level. Furthemore, most support was 

related to physicai QOL. The statistical modeling in the m e n t  study also left more 

questions than m e r s  about what influences spousal psychosocial QOL ratings on both 



scales. The disease-spdc SGRQ psychosocial QOL mode1 was also not signifiant among 

the COPD patient group. A bief discussion regardmg the lack of similar significant 

associations at the multivariate level for both the SIP and the SGRQ were presented. 

Practice implications for nurses in relation to identifying those at nsk for lower QOL as well 

as intervention specificity and timing guidance were discussed. The results of this study 

provide a prelirninary guide for nurses working with COPD couples. For example, male 

COPD patients in the early stages of COPD would benefit fiom an educationai program with 

respect to COPD symptom management, The benefits of utilizing a genenc and a disease- 

specific QOL scale in the same study were also summarized for the reader. Additionally, 

limitations of the present study and tUture research needs were briefly discussed. It was 

suggested that a longitudinal study, a study with a larger sample of patients and spouses, or a 

study with an appropriate comparison group would provide additional insight into COPD 

specific QOL traits and would allow some cause-effect conclusions to be stated. With 

respect to diering statistical associations noted at the multivariate level for both the SIP and 

the SGRQ, direction was ptovided with respect to issues of statistical power, COPD 

specific sample traits, and altemate generic instruments. Additionally, other potential 

independent variables, ie: personality or presence of oxygen, were presented in relation to 

psychosocial QOL impairment. These variables may help to elucidate between-group 

perceptual dierences in QOL Unpainnent and within-group QOL impairment ratings. This 

study bas cleariy led ta many more questions about QûL, indicating that capturing the 

dynarnic nature of QOL is both a d B d t  and cornplex process. However, it is the h o p  of 

this researcher that the findings of tbis study will instill a seme of curiosity. 



Appendü A 
Study advertbernent 

Do you have emphysema, asthma or 
bronchitis (COPD)? 

Are you married and age 50 or older? 

1 am a Masters of Gerontology student at the Simon Fraser University. 1 
am conducting a research study on how lung disease impacts peoples' daily 
lives. I want to learn more about tbis by seeking information fmm the 
experts - people who have COPD and their spousea If you would like to 
receive more information and may be interested in participatiag, please 
cal1 Gai1 Low @ 61û-7332 Monday to Fnday 5-8 pm 

The mdy  kas been cylproved by the Simon Fraser University Ethics Cornmirtee 



Appendu B 
Study Information Letttr 

Dear sub j ect, 

I am a graduate student in the Gerontology program at S i o n  Fraser University. As part of 
my degree requirements, I am conducting a study on quaiity of lie among d e d  seniors 
where one spouse has COPD. The study goal is to understand how seniors are affected by 
chronic lung disease in their daily lives. Gaining knowledge of the perspectives of people 
who know the most about the impact of COPD, you and your spouse, will help us to develop 
programs that could improve your quality of Me. Therefore, your honesty and opeaness 
would be an asset to this study. 

Your role would consist of completing the questionnaires in your information packet. They 
ask some questions about your quality of lie, the daily life of you and your spouse and about 
you personally. For example, your age, gender, and number of other illnesses you may have. 
1 wili also need your permission to obtain fiom your hospital health record your most recent 
lung fùnction test results. Each of the first two of the questionnaires will take about 15 
minutes to complete, while the latter two will take 5 minutes each to complete, for a total of 
40 minutes. In the study packet, there are envelopes for you your spouse. Both you and 
your spouse will need to fil1 out your questionnaires fiom your envelopes separately. Do not 
compare answers. The completed questionnaires should be sealed in your specific envelopes 
tiom the study packet. 

The information you provide will be held strictly confidentid and your name will not appear 
on any reports. You will be identifiable only by your age and gender. You may drop out of 
the study at any the .  You are not obligated to participate. You do not have to answer any 
questions you are not cornfortable with. The more people who participate, the better the 
outcome. There are no risks involved for al1 who participate in the study. 

lf you have concems or questions about the study or any items in the questionaaire, you can 
contact me nt 618-7332 or the project advisor, Dr. Gloria Gutrnan at 291-5062 Monday to 
Friday between 9 to 4 pm. if you have any complaints about the study, you may contact Dr. 
John Pierce, the Dean of the faculty of Arts @ 291-44 15 andior Dr. Gloria Gutman, my 
supervisor @ 29 1-5062. 

I will be contacting you only once, within one week aiter you receive the sîudy package, to 
confirm your decision about participating in the study and to amver any questions~concems 
you may have. Your questionnaires can be retumed to Gai1 Low bv mail usina your pre- 
addressed and stam~ed envelo~e in the studv ~acket once thev are com~ieted. The entire 
study wiU take about 8 months to complete. A summary of the results of the study will be 
made available to ail who participate. 

Sincerely, 
G d  Low - Project Manager 
Masters of Gerontology program @ Simon Fraser University 



Apptadu CL 
SIMON I~ASER mmnsxrn 

INFORMED CONSENT FORM - COPD Patient G Spousr 

The university and thoae eonducting tbis project mbseribe to tbe &cal conduct of  mcarch and 
to the protection at illl times of tûe ùiGr#b, tomfort, and sakty of participants. This form and 
the information it contiins uc pivcn to  yau for y w r  own proteetion and full understanding of 
tbis research. Your signature on tbis rotnt wl sipif). that you have rreciwd written 
information tbat descriùes tbe procedures and beiicfita of tbis research project and that y w  have 
had aa adequate opportunity to consider lJUs information and voluntcer to take part in the 
study. 

Baving been askod by Gai1 Law, a Masters stuht in Gerontology st Simon Fraser University 
for myseîi and my spouse to participate in a study of COPD Patient Quality of  Life: 

1) My spouse and 1 understand that what we have been aaked to do in thii project is to each 
c o r n p h  a questionnaire. 

2) WC have becn *en an opportunity to uk questions and our questions bave ken anmered 
to our satisfaction. 

3) We understand that w t  may refuse to answer any specific questions, and may withdraw 
fmm the study nt any time. 

4) We understand that any data o r  answeij ta questions wül m a i n  confidentid with regard to 
our identity. 

5) We may register any cornplaint we might have about the study with Dr. John Pierce, the 
Dean o f  the Faculty of  Arts at Simon Fraser University aaâior wiîh ber supervisor, Dr. 
Ctoria Gutman, Director of  the Cerontology Program at Simon Fraser University. 

61 We may obtain a summary o f  the findings by checkhg the sprce below. 

C iad my spouse agree to: 

A) Cornpiete the study questionmiru m- N o  - 
B) Cive Gail Lon pumission tri obtain my most rmat lune ms- No - 

Cunction test ru& fmm my hospitrl heaith record 
C) If you are a North or  West Vincouver rcsideat md yoa rnswer YES to QQUESTION B, 

please compkte the attached form that wiU proviâe the Lions Gate Hospitai witb your 
permission to rdcase your most m e n t  lung function test idormation to Gd Low. 

Plewe send us a summrry of  fhdmgs: YES No - 
Patients signature Spouse's signature 
Addnss Date 



Apptndix C2 
Additiond infornutioo nkuc tom Norib Shon E d t h  Region 

AUTHORiUflON FOR RELEASE OF 
PERSONAL INFORMATION 

FROM THE NORTH SHORE HEALTH REGION 

Addnu: Phone: 

2 9 fol!owing information (indikate rp.d(* inbnution iudi as X-my Rnr. e&laymerit records. htia~th -i&, 

2 including dates): e 
Q1 

I hsreby rdease the health care laciliîy authwkad lo r&am infomiation a9 namd above, its employees and agenb, 
from any and al1 daims whatsomer which may arirw as a mit of the dease of the above information. 

(addmss of wibwss) 

THIS AUTHORIZAnON IS VAUD FOR SU< MOWHS FOUOWING THE DATE SIGNED. 

1 1 

Refennce: Freedam of Information and PmWhn of PnvaGy Act BC 

8 

Ced- Lodge. 1200 M a r  Waga C h e  Pham (W) W 2 5 1  Fax (804) 9û44WO 
KiwansCatsHomssUd,2555WhiyCaurt pham (804) 924-8323 Fm (804) 924-8300 
Lions Gate mital - Infonnaffin 8 P m  mce, 231 E lSlh Si. Aiane: (801) 9844911 Fax: (804) 984-5718 
Nom Shom Cammunity Mental malth. 2û9-26ï W. Es- Phone: (8011) 660-1273 Fax: (804) 660-3108 
Nonh Share Heaith. Sih fi.. 132W Esptanade Phom 983-8840 F x  (604) 9838839 
Nom Shore R ional Boaa. 270-171 W. Esoianaae Phana: (604) 9ô4-3841 Fax: (604) 984-3840 
R.tE (Rav.otm% satas -mr - 

FIPPARefarence: 

Siqnecî: Date: 
(indude ~s iaQ I )  



SIMON FRASER UNIVERSITY 

BURNMY. B W H  CûLUMBU 
CANADA VSA IS6 
Telrpbonc: (604) 2914370 
FAX: (601) 2" 14860 

Ms. Gaii Low 
Graduak Shident 
Gerontofogy 
S i o n  Fraser University 

A Cross-Secüonal Compatison of Patient Qaaiity of Lifc Perceptions 
Among Olda Addt Patients with COPD and The Spouaes 

RcPi'sion 

in response to your request dated February 18,1999,I am ple& to approve, on behaif 
of the University Research Ethîcs Review Committee the minor revisions in the researdi 
protocol of the aabove referénced Request for Ethicai Approval of Reaearch origindy 
approved on December 22,1998 . 
Best wishes for succes in this research. 

Dr. Adam O. Homath, Chair fi University Research Ethics Review Cornmittee 



Appendiu E 
Spouse information letter 

Instructions for s~ouse's of COPD Datienb re~rirdinn the studv auestionnaires in vour 
envelow. 

Your answers on your two questio~aires should represent your opinion of how well you 
feel your spouse with COPD is doing. Your views about their health, their day to day 
fùnctioning and the way COPD has impacted tbeir lives are a unique and important part of 
this study, Please answer the questions based on your own perceptions. 

Please do not hesitate to cal1 me @ 618-7332 or Dr. Gloria Gutman, the project supervisor 
@ 29 1-5062 if you have any concerns or questions about complethg your two 
questionnaires. 

Please seal your twa completed questionnaires in your envelo~e. Please do not compare 
answers with your spouse. 

Thank-you for your participation, 

Sincerely . 

Gai1 Low 
Project Manager 
Gerontology Masters Program @ Simon Fraser University 



Appendix F 
Quality of Life Study COPD patient variable mode1 

- 

Gender 
Age (controiled for at multivariate level) 

-1 

FEV-1 
Comorbidity 

3. 

r-- - -  

- - - 

Marital Duration 1 
I Maritai Satisfaction 

.1 

Generic (Sickness Impact Profile) 
Disease s p d ~ c  (St. George's Respiratory 

Note: 

For spousal QOL models, the variables of interest were spouse gender and patient COPD 
severity or FEV-1. Spousal age as wdl  as the reminder of the patient context variables 
were placed within the spoust regnssion modd to furthtr test the pmlictive power of the 
two variables of intemt. 



Appendix G 
Quality of Life Study spousopatient difference score variable mode1 

(multivariate exploration) 

Gender of COPD patient and spouse 
Agt of COPD patient and spouse 

J. 

COPD patient FEV-l 
COPD Patient Comorbidity 

3. 

COPD patient Marital Duration 
COPD patient Marital Satisfaction 

I 

~ u a l i ~ ~ o f _ : ~ ~ ~  
Generic (Sickncss Impact Profde) 

Disease sptcific (St. George's Respiratory 
Questionnaire) 
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