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Background: Myocardial Infarction (M.I) is a Heart disease that considered as one of the most serious problems 

of the modern world and is one of Israel's leading causes of death. Patients who survived the heart attack are likely 

to face a new challenge of recovery and to adapt to chronic illness. The perception of the disease may affect the way of 

the patients' way of coping with chronic illness and their quality of life.  

Aim: Examing the relationship between the Illness Perception of patients after acute  
Myocardial Infarction (M.I) and their Quality of Life 
Methods: The sample included 110 respondents, post M.I The data was collected by questionnaires: The illness 
perception and the Multi-dimensional quality of life.  
Results: Findings indicate that the more sense of negative disease perception in the eyes of M.I patients, there is lower 
quality of life. Furthermore, there are significant positive correlations between some of the illness perception components 
and quality of life of M.I patients. 
Conclusion: It seems that the way that patients perceive and conceptualize their heart disease, is one of the factors that 
affect their quality of life. The identification of adaptive illness perceptions and accordingly, the treatment plans, may 
make it easier to M.I patients to cooperate throughout all stages of their recovery, and to adapt themselves to chronic 
illness. 
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BACKGROUND
Heart disease is considered as one of the most serious problems of the modern world and is one of Israel's leading causes 
of death, for both men and women, and for Jews and non-Jews. 
Myocardial infarction (M.I) is the irreversible damage caused by acute and severe ischemia to the heart cells. The process 
of atherosclerosis cause the Myocardial infarction that often occurs when a clot block the coronary arteries. The heart's 
damage ends in 4-6 hours and a few days after the attack, the healing process of the heart muscle begins [Cafri et al., 2003; 
Boner et al., 2014]. 
The event of the M.I suddenly occurs in the individual life, creating a crisis and is accompanied by emotional responses
such as anger, stress, anxiety and depression. These reactions threaten his physical, mental and social existence, and he 
have to cope with the new situation [Sahoo et al., 2014 [Patients who survived the heart attack are likely to face a new 
challenge of recovery and to adapt to chronic illness. They need to continue to control the risk factors in a new way of 
selfcare, like, changing lifestyle habits and negative health behaviors that sometimes include: new dietary habits, physical 
activity, medications and relief of stress [Deirdre et al., 2001]. 
A situation like this can affect the patient's quality of life. Studies have found that the patient's quality of life after heart 
attack was low and many patients complained about difficulties in adapting to the new situation and in addition, their 
compliance for the treatment was low. 
However, we did not find studies about the relationship between the perception of the disease and the patient's quality of 
life. The literature suggests that the perception of the disease may affect the way of the patients' coping with chronic illness 
and their quality of life [BenyaM.Ini et al., 2013].
The concept of disease' perception is defined as the understanding and assessment of the disease by the individual and it 
is based on an organized entity of knowledge and beliefs related to the disease [Leventhal et al., 1980; Maeland & Havik, 
1989]. In the recent years, a special research attention is given to the issue of the disease perception from the perspective 
of the patient, and its effect on the reactions and behavior in context of the disease and way how to deal with it [Keith et 
al., 2002].
The disease perception model that was developed by Weinman et al., [1996] allows evaluation of the disease's cognitive 
representation and perception of disease from the perspective of the patient. The model is based on the theory of self-
regulation [Leventhal et al., 1980; Leventhal et al, 1984; Leventhal et al., 1992]. This model will be used in this study as 
a theoretical framework in order to explain the relationship between the M.I patients' disease perception and their quality 
of life. 
The model suggests that the individual builds an actively representation of the disease that later regulates the reactions 
and behaviors related to his illness. Perception of the disease plays an important role in its results by the ways of decisions 
acceptance, choosing choices and actions, coping and evaluation [Leventhal et al, 2003]. According to this model, when 
the individual meets with a health threat, it produces dimensional representation of two parallel processes: The first is an 
evaluation or objective representation – cognitive to a threat relates to the individual's beliefs about the disease and 
accompanied by a process of confronting and evaluating the outcomes. The second dimension is a subjective 
representation of the emotions associated with health or the disease threats, such as (Fear and Stress), and adapting coping 
processes aimed at controlling emotions. This process is the interpretation of the situation, which is the first step toward
obtaining assistance, or adopting coping strategies, for getting the care that needed. 
The disease perception model consists of five components that constitute the foundation of the model, and have significant 
implications for coping and recovery processes in the situation of health conditions: A. The disease Identity, B. Timeline 
perception (acute or chronic), C. The disease causes D. Controllability (personal control and treatment control), E. 
Emotions and consequences of the disease. Each one of these components may affect the quality of life of patients [Bishop 
et al., 1986; Leventhal et al., 1992; Cameron et al., 2005]. 

Therefore, the purpose of the study is to determine the effect of illness perception (IP) on the perceived quality of life) 
QOL (of M.I patient. 
The study hypothesizes are: 
1. We will find correlation between disease perception components: identity, timeline, causes, controllability, emotions, 

coherence and quality of life. 
2. We will find a positive correlation between the disease (M.I) perceptions, to the individual quality of life.  

Methods
The study is a cross sectional one, and was conducted in patients who had a myocardial infarction in the past two years. 
The study examines the relationship between the variables of perception of the disease (independent variables) on the
quality of life of M.I patients (the dependent variable). The sample included 110 respondents from one hospital in northern 
Israel. They were sampled from six months to a year after M.I within the framework of surveillance clinic at the hospital 
(77% men and 23% women), average age was 52.3 years. 

Research Tools
The data collected by followed three questionnaires: A sociodemographic 
Questionnaire, the illness perception questionnaire revised (IPQ-R) [Moss- Morris et al et al., 2002] and the Multi-
dimensional quality of life questionnaire [Kreitler & Kreitler, 2006].  
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Sociodemographic questionnaire: Sociodemographic questionnaire included data such as age, sex, education, marital 
status, number of children, smoking (yes / no), making regular exercise (yes / no), background diseases or comorbidities 
and medications use. 
The Revised Illness Perception Questionnaire: The Revised Illness Perception Questionnaire (IPQ-R) [Moss-Morris et al., 
2002] was used to tap the identity, timelineacute/chronic, serious consequences, personal control, treatment control, illness 
coherence, emotional representation, and causal attribution dimensions from selfregulation theory. The items for the 
timeline-acute/chronic, serious consequences, personal control, treatment control, illness coherence, and emotional 
representations scales were presented in a mixed order and were rated on five point scales ranging from (1) ‘disagree very 
strongly’ to (5) ‘agree very strongly’. Internal reliability range of 0.69 to 0.83 for the total score. 
Multidimensional quality of life questionnaire: This self-report questionnaire was chosen for the study because of its 
simplicity, good coverage of a broad set of domains relevant for QOL, its good psychometric qualities and suitability for 
M.I patients. It includes 60 items, each followed by four response alternatives, presented in a row as a discontinuous scale 
and labeled verbally in a manner specific to each item (e.g. your economic state? Very good / Quite good- / Medium, 
some difficulties / Very hard, many difficulties). The items refer to a great variety of themes, such as mobility, functioning 
at work (or studies), eating and appetite, sleep, functioning in the family}as a partner, as a parent, as a sibling, and as 
son/daughter, entertainment, sense of being successful, independent functioning in daily life, memory, concentration, 
loneliness, anger, despair, depression, unhappiness, hope, joy, fear, self-esteem, sense of coherence, strength and ability 
to cope with the tasks of everyday life, and worries about health. Each item is presented separately and refers to one 
specific theme. The items are simple, easy to respond to and require no complex comparisons or evaluations. The 
respondent’s task is to read each item and put a check mark near one of the four presented response alternatives. Usual 
time of administration is 10 Min. internal reliability in terms of Cronbach’s alpha coefficients is in the range of 0.76 to 
0.90 for the total score, and 0.72 to 0.86 for the scales. There are 16 scales, defined on the basis of factor analyses (in the 
following list, ‘low’ indicates the expectation when QOL is high) and cluster analyses: functioning in the family, sexuality,
negative feelings (low), cognitive functioning, positive feelings, physical state, disorientation and bewilderment (low), 
activity, health, pain (low), friends, body image, self-image, sense of control, sense of coping, meaningfulness. The scales 
with the highest percent's of accounted for variance are functioning in the family, physical functioning and social 
functioning. 

Procedure
After approval of the institutional ethics committee and the approval of the director of the intensive care unit and the 
clinics participants completed questionnaires. The researcher explained to patients that the study is anonymous and data 
collected for the purpose of research only. Patients signed an informed consent form to participate in the study. Filling 
questionnaires were in the presence of the investor in order to clarify and explain for details which were not clear. All 
subjects were asked to answer the questionnaires independently in order to avoid bias or outside influence. Multi tested 
expressed great appreciation for the research, and found great willingness to participate in it. Data were collected from 
May 2013 to December 2013 and coded in Microsoft SPSS 19 version. 

Results
The study included 110 patients who had a myocardial infarction (n = 110) ages ranged from 40-65 years (M = 52.3, SD 
= 7.33). Most were men (77%) than women (23%) and most of them were Jews (64%) compared with non-Jews (26%). 
Over half of them did not work (57%). About 60% were smokers and only 30% of them were engaged in 
Regular physical activity. 

The study hypothesizes were: 
Hypothesis no 1: We will find correlation between disease perception components: identity, timeline, causes, 
controllability, emotions, coherence and quality of life.  The hypothesis was confirmed. We found correlation between 
some of the illness perception components and quality of life of patients with acute myocardial infarction (see Table 1). 
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Table no 1: Pearson correlation criteria for exaM.Ining relationships between the components of illness perception 
and quality of life variable

Pearson 
correlation 

1 2 3 4 5 6 7 8 

1-Quality of 
life 
2-
Timelineacute 

7.4.7** 

-Timeline3 
chronic

7.337**
-

7.84**
3 

4-Identity 
(Symptoms)

7.745 7.3.**
6 

7..8**
8 

7.7.4

5-
Consequenc
es

7.688**
-

-7..76 -7..77 

6- Personal 
control

-7.747 7.4. **. 7.43**
5 

7.4.**
6 

7..70 

7-
Treatment 
control

7.747 7.40**
7 

7.47**. 7..30* 7.033 7.64**
3 

8- Coherence 7.37.** 7...5* 7..80* 7.7.0 7.406**
-

7.040 7.37**. 

9- Feelings 7.507**
-

-7.7.0 -7.760 7.005 7.77.** 7.30**
0 

7..77 7..37*
-

* P<0.05   **P<0.01 A multi stage regression test done to check which variables of the IP are predicting the quality of life 
of M.I patients. We found that the most criteria affecting quality of life are the consequences of the disease and emotional 
representation. It was also found that illness coherence and timeline (acute and chronic) also affect the quality of life, as 
a better coherence of disease relates to a better quality of life and also, As long as the patient perceives his disease as a
chronic problem, his quality of life is diM.Inished (see Table 2). 

Table 2: Multi-stage regression model predicting quality of life of M.I patients

***P<0.001   ** P<0.01   *P < 0.05   N=307     
Table 2 present a quality of life predicting model of patients after M.I, while the percentage of variance explained by this 

model is 60.1%. There are four significant factors that help to improve the perception of quality of life of those patients, 
while the dominant variable is the total score of the M.I patient's illness perception of their disease. 

Predictors β t 

Illness 
perception 
total score

-053.0 -354.4***

Identity -05300 -45..3** 

Consequences 0520. 25230* 

Reasons -052... -2503.* 

Control 050.0 05..2 

Feelings 050.0 05.03 

Timeline -05.22 -.5233 

R² .05. %

Adj. R² .353% 

F .0533*** 

7.7.4   
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Hypothesis no 2 was: We will find a positive correlation between the disease (M.I) perceptions, to the individual 
quality of life. The hypothesis was confirmed. The findings indicates a significant positive correlation between the 
total score of the overall illness perception of the disease 

60 70 80 90 100110120130140150160170180190200210220
QOL

Discussion
This study examined the relationship between the perception of the disease of patients with myocardial infarction and their 
quality of life. The findings suggest a correlation between some components of illness perception and quality of life of 
these patients. It seems that the negative perception of illness associated with lower quality of life and vice versa. As the 
disease is seen as acute and chronic, and there are more symptoms that indicate the identity of the disease, a lower quality 
of life. Patients after M.I suffer crisis, they are forced to adapt to a new lifestyle and the adaptation process demand them 
high compliance, adherence and long term behavioral changes. This new situation accompanied with psychological and 
cognitive representations and while they are negative, it may influence their daily coping and their quality of life. 
The cognitive representations and illness perception may have a major impact on coping with the disease and quality of 
life of patients [Hagger & Orbell, 2003]. Furthermore, as the patient perceives his illness as detrimental to him, and the 
disease involves substantial negative emotions such as anger, guilt, depression and lower coherence of his disease, there 
is a decline in his quality of life. The findings of these studies are consistent with findings of other studies that have 
examined the relationship between the perception of different diseases such as atopic dermatitis [Benyamin et al., 2012], 
Cushing syndrome [Tiemensma et al., 2011], and Multiple sclerosis [Spain et al., 2007] and patient's quality of life. Those 
studies found similar findings while a negative illness perception correlates with poor quality of life. 
We also found that the variables: Identity, reasons and consequences predicts M.I patient's quality of life. The identity is 
based on symptoms such as: Chest tightness, abdominal pain, nausea, headache, etc., and when the patient has more 
symptoms like these, the lower his quality of life will be. In addition, negative perceptions of consequences were found 
to be related with quality of life. Benyamini et al. [2004; 2013] also found that as long as the disease has more negative 
consequences, which reflected in all areas of human life, such as physical implications, economic, emotional and social, 
there is a negative impact on quality of life. We also found that there is a correlation between internal and external reasons 
that may affect the patient's perception such as: environmental, genetics, stress, personal attitudes, burden feeling at work
etc', and their quality of life. Our findings are consistent with Nicola& Moss- Morris [2003], who found that as long as 
there is a psychological and social reason which causes the disease, from the patient's view, his perception about his illness 
will be more negative and may affect his quality of life. 
In summary, the present study found that, most of the illness perception components correlate with the quality of life of 
M.I patients. These findings are in line with the theoretical literature, which assumed that, the way that a person perceives 
his illness / problem, may be correlate with a significant correlation with his quality of life [Keith, J., et al, 2007]. 

Marking the quality of life, so that when there is negative disease perception, his  

Quality of life is lower (r = 0.418, p = 0.027) (Figure 1). 

  

Figure 1:    The relationship between the total score of the perception of 

the disease (IPQ), and the quality of life of M.I patients 

(QOL). 
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Conclusions
It seems that the way that patients perceive and conceptualize their heart disease is one of the factors that affect the quality 
of life. There is quite differences between the ways that each patient perceives his illness and there is a wide range of 
emotional and behavioral responses to this problem, with different effect on his quality of life. 
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