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Abstract

Introduction: Cardiovascular diseases are a major cause of health and social problems worldwide. Poor acceptance of illness
is considered a prognostic factor for worse satisfaction with life.

Aim of the research: To determine the influence of selected factors on the degree of disease acceptance and the level of life
satisfaction in patients treated in cardiac wards, as well as to assess whether the level of disease acceptance affects the feeling
of life satisfaction and vice versa.

Material and methods: The study was conducted in a group of 104 patients hospitalised in cardiac units. To evaluate the
acceptance of illness and satisfaction with life the standardised Acceptance of Illness Scale (AIS) and Satisfaction with Life
Scale (SWLS) were used.

Results: The mean value of overall illness acceptance was 22.88 +2.86, which indicated an average level of illness acceptance
among the patients. Average satisfaction with life was reported by as many as 50.96% (n = 53) of the patients. The level of
acceptance of illness depended on age (p < 0.001), marital status (p = 0.002), living with family (p = 0.001), educational back-
ground (p = 0.021), and frequency of hospital treatment (p = 0.04). The variables marital status (p < 0.001) and living with
family (p < 0.001) had a statistically significant effect on the degree of satisfaction with life. The acceptance of illness was
significantly positively correlated with SWLS (p < 0.001). Patients declared an average degree of acceptance of illness and
satisfaction with life.

Conclusions: The relationship between acceptance of illness and satisfaction with life should be further investigated.

Streszczenie

Wprowadzenie: Choroby sercowo-naczyniowe sa gtéwna przyczyna probleméw zdrowotnych i spotecznych na $wiecie.
Niska akceptacja choroby jest uznawana za czynnik prognostyczny gorszej satysfakcji z zycia.

Cel pracy: Okreslenie wptywu wybranych czynnikéw na stopierr akceptacji choroby i poziom zadowolenia z zycia pacjen-
téw leczonych na oddziatach kardiologicznych, a takze ocena, czy poziom akceptacji choroby wpltywa na poczucie zadowo-
lenia z zycia i odwrotnie.

Materiat i metody: Badanie przeprowadzono u 104 pacjentéw hospitalizowanych na oddziatach kardiologicznych. Do oce-
ny akceptacji choroby i zadowolenia z zycia zastosowano Skale akceptacji choroby (AIS) i Skale satysfakcji z Zycia (SWLS).
Wyniki: Srednia warto$¢ akceptaciji choroby wynosita 22,88 +2,86 i wskazywata na $redni poziom akceptaciji choroby przez
pacjentéw. Srednie zadowolenie z zycia zglosito az 50,96% (1 = 53) pacjentéw. Poziom akceptacji choroby zalezal od wieku
(p < 0,001), stanu cywilnego (p = 0,002), zamieszkania z rodzing (p = 0,001), wyksztalcenia (p = 0,021) i czestosci leczenia
szpitalnego (p = 0,04 ). Stan cywilny (p < 0,001) i rodzina (p < 0,001) miaty statystycznie istotny wptyw na stopierr zadowo-
lenia z zycia. Akceptacja choroby byta istotnie i dodatnio zwigzana z satysfakcja z zycia (p < 0,001), co oznacza, ze im wyzsza
akceptacja choroby, tym wieksze zadowolenie z Zycia.

Whioski: Zwiazki miedzy akceptacja choroby i zadowoleniem z Zycia powinny by¢ dalej badane.
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Introduction

Cardiovascular diseases are defined as the mod-
ern epidemic of civilisation diseases and are one of
the biggest health and social problems. The causes
of cardiovascular diseases include modified and un-
modified risk factors. The former largely depend on
lifestyle and are usually abnormal diet, smoking,
excessive alcohol consumption, diabetes, obesity, el-
evated cholesterol levels, stress, and lack of physical
activity [1]. The most common cardiovascular disease
is hypertension, which, if not properly diagnosed or
treated, is one of the most important causes of coro-
nary heart disease and heart failure [2].

Among cardiovascular diseases, the cause of the
highest number of deaths is related to ischaemic dis-
ease, including myocardial infarction (ICD-10, 121),
which in 2014 were responsible for 58% and 9%, re-
spectively, of cardiac deaths in Poland. The second
group of causes of cardiovascular death are cerebral
vascular diseases (ICD-10, 160-169), accounting for
18% of deaths [3]. Unfortunately, the percentage of
Poles dying from cardiovascular diseases will con-
tinue to increase, and forecasts indicate that in 2050
it may even reach 51% [4].

The emergence of the disease, especially in chron-
ic form, almost always causes a crisis; therefore, adap-
tation to it requires the activation of a number of vari-
ous defensive mechanisms. It seems that an essential
role in this respect is played by the level of acceptance
of the disease, recognition of the losses associated
with it, dependence on other people, or self-esteem.
Acceptance of the disease is usually the last stage of
adapting to it. Then, the limitations connected with
the occurrence of a given disease are recognised,
which may also improve its course and influence fur-
ther prognosis [5, 6]. It is also important to assess the
level of satisfaction with the patient’s life in order to
effectively and appropriately plan all therapeutic and
rehabilitation activities. The concept of quality of life
has thus gained a great deal of interest in health sci-
ences in recent years, and patient descriptions of how
they feel or function in relation to their health and
well-being are increasingly linked to medical results.

Therefore, the aim of our research was to assess the
degree of disease acceptance and overall life satisfac-
tion of patients treated in cardiovascular wards and
whether or not these features are related to each other.

Aim of the research

The aim of the study was to determine the influ-
ence of selected factors on the degree of disease ac-
ceptance and the level of life satisfaction in patients
treated in cardiac wards, as well as to assess whether
the level of disease acceptance affects the feeling of
life satisfaction and vice versa.
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Material and methods

The study involved 104 patients treated in the
Swietokrzyskie Cardiology Centre in Kielce between
July and October 2019. The study was approved by
the Bioethics Committee and the head of the hospital.
Each patient agreed to participate in the study. More-
over, the patients were informed that they are anony-
mous, and that the data obtained will be generalised
and will be used only for scientific work. In total
112 questionnaires were distributed. Most of the treat-
ed patients filled in the questionnaire on their own,
but some of them needed help in answering. Eight
questionnaires were rejected due to incomplete filling
in. Two people refused to participate in the study.

The data collection was based on an original ques-
tionnaire, which included single-choice questions
about sociometric data such as gender, age, education,
marital status, place and manner of residence, length
of treatment, concomitant diseases, and number of
hospitalisations.

The degree of disease acceptance in the studied
group was determined using the Acceptance of Illness
Scale (AIS) by B.J. Felton, T.A. Revenson, and G.A. Hin-
richsen [6] in the Polish adaptation of Z. Juczynski [7].
The questionnaire contains eight statements describ-
ing the consequences of ill health, which boil down
to accepting the limitations imposed by the disease,
lack of self-sufficiency, sense of dependency, and low-
ered self-esteem. The higher the acceptance of the
disease, the better the adaptation to it and the less
mental discomfort. Responses are grouped accord-
ing to a point value (1-5) where 1 means “I definitely
agree” and 5 means “I definitely do not agree”. The
sum of all points is a general measure of the degree
of acceptance of the disease and its scope ranges from
8 to 40 points. AIS has good psychometric properties
for which the o Cronbach is 0.82 and the stability in-
dex is 0.69.

The Satisfaction with Life Scale (SWLS) by Ed. Die-
ner & Lab., R.A. Emmons, R.J. Larsen, and S. Griffin [8]
in the Polish adaptation of Z. Juczynski [7] was used.
The questionnaire contains five statements to which
the respondent responded on a seven-degree scale:
1 - I completely disagree, 2 — I disagree, 3 — I rather
disagree, 4 — I neither agree nor disagree, 5 — I rath-
er agree, 6 — I agree, 7 — I completely agree. For the
original version, the reliability index (o Cronbach)
was 0.87.

Statistical analysis

Statistical analysis were carried out using the R pro-
gramme, version 3.6.1 [9]. The analysis assumed a sig-
nificance level of 0.05. Therefore, all p-values below
0.05 were interpreted as indicating significant depen-
dencies.
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Results

The study involved 104 patients, including 64 men
and 44 women, aged 24 to 90 years. The mean age + SD
was 68.42 *11.75 years. The majority of respondents
in the study group were married and/or in an in-
formal partnership (n = 76; 73.08%). The most nu-
merous group included patients aged 61-70 years
(n = 38; 36.54%). A high percentage of respondents
earned their living from retirement and/or disability
benefits (n = 80; 76.92%). Most of the treated patients
were people with secondary education (71.15%) and
inhabitants of big cities of up to 50,000 inhabitants.
Only 34 (32.69%) people lived in rural areas. The av-
erage length of treatment was 9.39 £8.35 years and
ranged from 3 days to 50 years. The most numerous
group comprised patients who had been treated from
0 to 10 years (7 = 70; 67.31%). Among them, 29 had
been ill from 11 to 20 years (27.88%), four persons
indicated that they had been ill from 21 to 30 years
(3.85%), and on person from 41 to 50 years.

Patients were hospitalised during the completion
of the questionnaires due to various cardiac diseases,
including heart failure, heart attack, ischaemic heart
disease, atrial fibrillation and flutter, arteriosclerosis,
angina pectoris, atrioventricular block, heart cancer,
pulmonary embolism, or premature depolarisation.
These diseases are categorised into four categories.
The first group included patients with ischaemic
heart disease and other forms of atherosclerosis, i.e.
ischaemic heart disease, heart attack, arteriosclerosis,
and angina pectoris (1.25.1; 1.25.8; 1.25.9; 1.21.1; 1.21.4;
1.21.9;1.25.0; 1.25.1; 1.70.2; 1.20.9). The second category
was defined as arrhythmias in which patients with
atrioventricular block, sinus syndrome, premature
atrial depolarisation, paroxysmal tachycardia, atrial
fibrillation, and flutter were qualified (1.44.1; 1.44.2;
1.49.5; 1.49.1; 1.47.9; 1.4.48). The third category of pa-
tients with heart failure and valvular defects included
patients with heart failure and main artery insuffi-
ciency (1.50.0; 1.35.1). The last category included other
acute conditions with atrial septal defect, cardiogenic
shock, pulmonary embolism, and acute endocardi-
tis (Q.21.1; R.57.0; 1.26.0; 1.33.9). The most numerous
group comprised patients with heart failure (n = 32;
30.77%), myocardial infarction (7 = 23; 22.12%), and
ischaemic heart disease (7 = 10; 9.62%). The diseas-
es associated with the main diagnosis in the treated
patients included diabetes mellitus (22.12%), cancer
(4.81%), depression (2.88%), stroke (2.88%), epilepsy
(3.85%), and chronic obstructive pulmonary disease
(1.92%). The clinical characteristics of the examined
group of patients are presented in Table 1.
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Table 1. Clinical characteristics of the examined group
(main diagnosis, categories of disease groups, and comor-
bidities)

Parameter N %
The main diagnosis:
Heart failure 32 30.77
Myocardial infarction 23 2212
Ischaemic heart disease 10 9.62
Atrial fibrillation 7 6.73
Arteriosclerosis 7 6.73
Angina pectoris 7 6.73
Sinus syndrome 5 4.81
Pulmonary embolism 4 3.85
Atrioventricular block 3 2.88
Atrial septal defect 1 0.96
Cardiogenic shock 1 0.96
Main artery insufficiency 1 0.96
Primary tumour of the heart 1 0.96
Paroxysmal tachycardia 1 0.96
Premature atrial depolarisation 1 0.96
The main diagnosis — categories of disease groups:
Ischaemic heart disease and other 47  45.19
forms of atherosclerosis
Heart failure and valvular defects 33 3173
Arrhythmias 17 16.35
Other acute conditions 7 6.73
Comorbidities:
Diabetes mellitus 23 2212
Cancer 5 4.81
Epilepsy 4 3.85
Depression 3 2.88
Hypothyroidism, Hashimoto’s thyroiditis 3 2.88
Stroke 3 2.88
Chronic obstructive pulmonary disease 2 1.92
Buerger’s disease 1 0.96
Parkinson’s disease 1 0.96

Almost half of the treated patients (n = 44; 42.31%)
were hospitalised 0-2 times a year, and 40 patients
(38.46%) 3-4 times. The average number of hospi-
talisations was 3.08 £1.86 and ranged from 1 to 10.

Table 2. Acceptance of cardiac disease. Descriptive statistics for the results of the AIS scale

Points N
8-40 104

Mean SD
22.88 7.77

2.86

Mean of question

Median Min. Max. Q1 Q3
23 10 38 16.75 29
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Table 3. Acceptance of cardiac disease
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Negative health consequences (AIS)

Sometimes illness makes me feel not needed (1-5)

Illness makes me a burden to my family and friends (1-5)

My health makes me feel defective (1-5)

| have got problems to adjust to the limitations imposed by the disease (1-5)

Because of my health condition, | am not able to do what | like the most (1-5)

Health problems make me more dependent on others than | want (1-5)

| will never be self-sufficient enough to the level | would like to be (1-5)

| think people that spend time with me very often feel embarrassed because of my illness (1-5)

Mean SD
1.97 1.04
2.06 1.05
2.76 1.19
2.72 1.29
3.37 1.25
2.94 1.21
2.71 13
4.36 0.8

Table 4. The results of tests of significance of the influence
of independent factors on the degree of acceptance of the
disease according to AIS obtained using the Spearman
correlation coefficient

Examined Spearman P-value
features correlation coefficient

Age and AIS -0.35 < 0.001
Number of the -0.202 0.04
hospitalisations

and AIS

Most people (n = 50; 48.08%) were hospitalised for
6-10 days, 40 (38.46%) people for 5 days, and 1 person
for 45 days. The average length of hospitalisation was
7.25 £4.78 days and ranged from 2 to 43 days.

In order to recognise the negative consequences of
ill health in patients treated in cardiac wards, the ac-
ceptance of illness scale (AIS) was applied. The ques-
tionnaire contained eight statements to which the
respondent referred on a scale of 1-5. The higher the
degree of disease acceptance, the better the adaptation

and the lower the feeling of mental discomfort. For
the examined persons, the assessments were summed
up and the overall result calculated, which indicates
the degree of acceptance of the disease.

In the studied group the scope of results ranged
from 8 to 40 points. The mean value of the general
disease acceptance index for all 104 patients was 22.88
+2.86. The highest score was 38 points and the lowest
was 10 points. Therefore, the respondents neither ac-
cepted nor unaccepted their disease — they had a neu-
tral attitude towards it. The results obtained in AIS are
presented in Table 2 as mean values (M) and standard
deviations (SD).

The study shows that patients, because of their
condition, have difficulty adapting to the limitations
imposed by the disease (1.97 £1.04), are unable to do
what they like the most (2.06 +1.05), and will never
be self-sufficient to the extent that they would like to
be (2.71 £1.3). This means that in these areas the de-
gree of acceptance of the disease was low. The state-
ment “I think that people staying with me are often
embarrassed because of my illness” had the highest

Table 5. Test results of significance of the influence of independent factors on the degree of acceptance of the disease

according to AIS

AlIS [points] Unmarried (n = 10) — A Married (n = 76) - B Widowed (n = 18) - C  P-value
Mean + SD 21.9 £8.52 24.32 £7.47 17.39 +6.27 0.002
Median 23.5 24.0 16.0
Quartiles 13.5-28 18-30.25 13-19.75 B>C

AIS [points] Employed (n = 24) Retirement/pension (n = 80) P-value
Mean £ SD 25.75 +5.78 22.02 £8.1 0.021
Median 26 20
Quartiles 23-29.25 15-28

AlIS [points] Living with family (n = 79) Living alone or in a nursing home (n = 25) P-value
Mean + SD 24.2 £7.47 18.72 +7.32 0.001
Median 24 16
Quartiles 18-30 13-20
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mean value (4.36 +0.8), which means that in this area
both the sick and the closest persons/family better ac-
cepted the effects of the disease. The above values are
presented in Table 3.

Based on the Mann-Whitney U test analysis, it was
found that variables such as age, marital status, em-
ployment, and number of hospitalisations had a sta-
tistically significant impact on the degree of accep-
tance of the disease in patients treated in cardiac
wards. Acceptance of the disease was higher in the
group of married patients (higher AIS score) and fam-
ily members (p = 0.001) than in the group of widowed
respondents (p = 0.002). Similarly, the acceptance of
the disease was higher in the group of employed per-
sons (p = 0.021). Spearman’s rank correlation analysis
showed a statistically significant correlation between
age and disease acceptance (p < 0.001), which means
that the more advanced the age, the lower the AIS
score (lower disease acceptance) and the number of
hospitalisations (p = 0.04). The greater the number
of hospitalisations, the lower the AIS score (p = 0.04).
The above data are presented in Tables 4 and 5.

Variables such as gender, education, residence,
main diagnosis, coexisting diseases, length of treat-
ment, and length of hospitalisation did not determine
the degree of disease acceptance (p > 0.05).

The SWLS questionnaire allowed the assessment
of the sense of satisfaction with life in the studied
group of patients. Satisfaction with life means satis-
faction with one’s own achievements and living con-
ditions, while its evaluation is the result of comparing
one’s own situation with the norms set by the pa-
tient. The questionnaire used in the study contained
five statements, with responses on a scale of 1-7. The
higher the score, the greater the sense of compliance
with the statement. The result of the questionnaire
was converted into sten scores according to the stan-
dards given in the key to this tool. The results in scores
1-4 mean low, the results in scores 5-6 mean average,
and the results in scores 7-10 mean high satisfaction
with life. Of 104 patients treated, 53 (50.96%) had an
average sense of life satisfaction, 26 (25.00%) had a low
sense of life satisfaction, and 25 (24.04%) had a high
sense of life satisfaction. The above values are present-
ed in Table 6.

In the case of the “I have achieved the most im-
portant things I wanted in my life” statement, the
highest mean score of 4.62 +0.97 was obtained, which
suggests that patients in the study group gave rath-
er positive answers to this statement, i.e. “I rather
agree” and/or “I agree”. A high average was also ob-
tained in the statement “I am satisfied with my life”
(4.36 £1.06). The worst score was “If I could live my
life again, I wouldn’t want to change anything” with
a score of 3.48 £1.05 and “My living conditions are
excellent” with an average of only 3.81 +1.01, which
means that most people indicated that they rather dis-
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Table 6. Satisfaction with life
SWLS [points] Interpretation N %
5-17 Low satisfaction 26 25.00
with life
18-23 Average satisfaction 53  50.96
with life
24-35 High satisfaction 25  24.04
with life
Table 7. Satisfaction with life. ltem analysis
Item of SWLS Mean SD
In most ways my life is close to my ideal (1-7) 3.86 1.04
The conditions of my life are excellent (1-7)  3.81 1.01
| am satisfied with my life (1-7) 436 1.06
So far, | have got the important things | want  4.62 0.97
in my life (1-7)
If I could live my life over, | would change 3.48 1.05
almost nothing (1-7)

agree with the above statements. These data are pre-
sented in detail in Table 7.

In the next part of the paper we analysed the in-
fluence of independent variables, such as: gender, age,
way of living, education, place of residence, duration
of disease, co-morbidities, and frequency of hospital
treatment on the average level of life satisfaction in-
dex according to SWLS. The values of quantitative
variables in two groups were compared using the
Mann-Whitney U test. Comparison of three or more
groups was performed by Kruskal-Wallis test, and in
the case of statistically significant differences, post-
hoc analysis by Dunn test was performed in order
to identify statistically significantly different groups.
Correlations between quantitative variables were ana-
lysed using Spearman’s correlation coefficient.

It was shown that marital status has a significant
influence on the level of satisfaction with life of the
treated patients. Married patients had a higher SWLS
score, i.e. higher satisfaction with life than other
groups (21.28 £3.86). This result was also higher in
the group of patients living with family (21.09 *=4).
Life satisfaction was not affected by gender, age, edu-
cation, employment, housing, number of hospitalisa-
tions, main diagnosis, coexisting diseases, length of
treatment, and length of hospitalisation (p > 0.05).

In order to get to know the whole of the above-
mentioned issue, the analysis of the examined sample
was performed not only from the level of two charac-
teristics, i.e. AIS and SWLS, but it was also ascertained
whether they were related to each other. Pearson’s
correlation coefficient was used for this analysis. The
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359

SWLS [points]

10 15 20 25 30 35 40
AlIS [points]
Examined Spearman P-value
features correlation coefficient
AIS and SWLS 0.636 < 0.001

Figure 1. Correlation between SWLS and AIS

study showed a significant and positive correlation,
which means that the higher the AIS score —i.e. great-
er acceptance of the disease — the higher the SWLS
score, i.e. greater satisfaction with life (p < 0.001). This
result also works the other way around, i.e. the higher
the satisfaction with life, the higher the acceptance of
the disease. The above relationships are presented in
Figure 1.

Discussion

The data obtained prove that the acceptance of
the disease influences its course and prognosis. How-
ever, the disease — especially if chronic - is often dif-
ficult to accept because it usually limits the daily life
of the patient and his/her family. The patient is not al-
ways able to perform all activities, and in many cases
he/she becomes dependent on others. Therefore, the
literature emphasises the positive influence of the
acceptance of the disease and its limitations on the
improvement of mental and physical comfort. This is
important because people with lower acceptance of
the disease declared less strength and motivation to
act, disturbed sleep, and felt stronger pain, as well as
social isolation and limited mobility [10]. The fact that
the acceptance of the disease may have a positive im-
pact on the compliance with therapeutic recommen-
dations, the level of cooperation with medical person-
nel [11] and the general sense of satisfaction with life
is also important.

Katarzyna I. Biatek, Marcin Sadowski

In the study group, the level of disease acceptance
was 22.8 points, which corresponds to the average
level of disease acceptance and/or neutral attitude
towards the disease. A similar result was obtained in
the group of patients with unstable angina pectoris
(21.52 points) [5], with atrial fibrillation and flutter
(22.67 points) [11, 12], with heart failure [13] with
ischaemic heart disease (23.50) [14], after myocardial
infarction (22.14) [after: 5], or among patients treated
in invasive cardiology wards [15]. Slightly different
results were obtained in the study by Mucha et al. [16]
among 92 patients hospitalised for myocardial infarc-
tion. In the studied group, the mean index was at the
level of 28.08, which indicates a high degree of accep-
tance of the disease.

The available literature emphasises that many
factors influence the acceptance of the disease. The
studies showed that the level of disease acceptance
was age dependent. In the study of Luczyk et al. [5],
in patients with angina pectoris it was noted that in
the age group up to 50 years the degree of disease ac-
ceptance was higher in comparison with those aged
51-60 years, 61-70 years, and over 70 years, where the
disease acceptance was at the lowest level. A similar
result was obtained in the study by Kulig and Filano-
wicz in patients hospitalised for heart failure [13].
The lowest level of disease acceptance was found
among respondents over 70 years of age. This is con-
sistent with our research, which has shown that the
older the age, the lower the acceptance of the disease.

It seems that the disease may have a significant
impact on patients’ lives due to its chronic nature. The
research shows that patients treated for angina pec-
toris for up to three years accepted their disease sig-
nificantly more than patients treated for 4-10 years,
11-20 years, or more than 20 years. The worst accep-
tance of the disease was in the group of patients with
more than 20 years of illness [5]. Similarly, in the stud-
ies of Jankowska-Polaniska et al. [17] in patients with
hypertension, it was noted that the longer the treat-
ment time, the lower the acceptance of the disease.
However, taking into account the patients treated in
this study, the length of treatment did not determine
the degree of acceptance of the disease. Therefore, the
data obtained in the literature are inconsistent and
require further verification. However, this may mean
that regardless of the duration of the disease, it is
still a difficult experience and patients are constantly
struggling with its negative consequences.

Studies have shown that marital status affects the
level of acceptance of the disease. Married couples
accepted their illness more than unmarried or wid-
owed couples. Individuals living with their families
also declared a higher degree of acceptance of the
disease. This may be due to better coping with the
consequences of the disease by helping a loved one
to overcome the problems associated with the disease
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and to adapt to certain restrictions associated with it.
The research carried out by other authors also shows
that the married respondents accepted their disease
significantly more than the unmarried respondents
or widowed persons [5].

It seems that employment is another important
factor influencing the degree of acceptance of the dis-
ease. It was noted that working people accepted the
disease more than those who were retired. The lack of
professional activity also translated into a lower level
of acceptance of the disease in other works on the sub-
ject [5, 18]. The reason for such dependence may be
related to greater satisfaction with life related to the
lack of resignation from fulfilling the existing roles,
developing their competences, fulfilling themselves at
work, or simply the feeling of being needed.

Statistical analysis also revealed significant differ-
ences in AIS evaluation between patients who were
hospitalised one to two times a year and those who
were hospitalised five to eight times or more often. As
it was shown, the greater the number of hospitalisa-
tions, the lower the acceptance of the disease. A simi-
lar trend was observed in the work of other authors [5].

Coexisting diseases are another factor that may
affect the level of disease acceptance. In the authors’
studies, the most common coexisting disease in car-
diologically treated patients was diabetes (22.12%),
which was also declared as the most common by
31% of patients with hypertension in the work of
Pokorna-Kalwak et al. [19]. In this analysis, however,
no correlation was observed between diabetes, other
coexisting diseases, and the level of disease accep-
tance. The presence of coexisting diseases had no sig-
nificant influence on the scale of disease acceptance
also in the study of Uchmanowicz [18]. However, in
the Jankowska-Polanska study [17] it was noted that
among patients with hypertension, an independent
factor negatively influencing the level of disease ac-
ceptance was coexistence of ischaemic heart disease,
atherosclerosis, and vascular disease.

Interestingly, gender did not determine the level
of disease acceptance in the study. It is consistent with
the results of Muszalik and Kedziora-Kornatowska
[20], Jankowska-Polanska et al. [17] and Kulig and
Filanowicz [13], in which no such correlation was
observed. It seems that people with higher educa-
tion are more aware of the risks associated with non-
compliance with the recommendations, so they are
more willing to learn how to cope with the disease,
obtain new information about it, and better adapt to
the disease. Such data were obtained by tuczyk et al.
[5] and Szyguta-Jurkiewicz et al. [21] when evaluating
patients treated for cardiovascular diseases. Patients
with higher education accepted the disease more than
those with secondary, vocational, or primary educa-
tion. However, in this study no such dependence was
obtained, which means that education was not a fac-
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tor determining the degree of acceptance of the dis-
ease in the study group. The lack of such a relation-
ship is also confirmed by the report by Kurowska and
Ratajczyk [22] among patients with diagnosed hyper-
tension. Data on this subject are therefore inconsis-
tent and require further verification.

The place of residence is another factor taken into
account. It seems that living in the city creates more
opportunities and significantly facilitates access to
health services, support groups, and educational and
preventive programmes. However, this assumption
was not confirmed in this study, which means that
among patients treated in cardiac wards it did not
determine the degree of acceptance of the disease.
However, this highlights the importance and need for
education in this area and the importance of interdis-
ciplinary cooperation.

Disease can also affect the sense of overall satis-
faction with life. However, the results of our own re-
search concerning the sense of satisfaction with life
of patients treated in cardiac wards were varied. As
much as 50.96% (n = 53) of patients declared a me-
dium score of life satisfaction, the remaining 25%
(n = 26) indicated a low level, and 24% (n = 25) a high
level. Similar results were obtained by Gliniska et al.
[23], Kupcewicz and Abramowicz [24], and Kulig and
Filanowicz [13]. Slightly different data in this respect
were obtained by Reczek et al. [25] in patients with
an implanted cardioverter-defibrillator. In the whole
group, every third patient (34.5%) had a high sense of
satisfaction, and a slightly higher percentage (39.6%)
had an average sense of life satisfaction. On the other
hand, only one in 4 (25.9%) respondents presented
a low sense of satisfaction with life.

Various factors may also influence the level of life
satisfaction, gender being one of them. In our own re-
search, however, no statistical significance was found
between the level of satisfaction with life and gender.
Similar data were obtained by Ogifiska-Bulik [26]
in patients after myocardial infarction or Kulig and
Filanowicz [13] in patients with heart failure.

Age, education, employment, place of residence,
length of illness, or number of hospitalisations are
the next factors. However, in the studies conducted,
none of these factors affected the sense of satisfaction
with life. On the contrary, data obtained in the works
of other authors showed that education and place of
residence were variables that had a significant impact
on the level of satisfaction with life [24]. Other data
were found in the study by Reczek et al. [25], in which
it was noted that people who retired because of dis-
ability had lower satisfaction with life than those who
were professionally active and retired because of age.
The data in this respect are therefore not homoge-
neous and need further verification.

It is worth noting that in our study we found
a highly statistically significant correlation between
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the level of satisfaction with life in the examined
group and marital status and the way of living of the
treated patients. In the group of married and family
members, the SWLS score was higher (satisfaction
with life) than in the other groups. These results are
consistent with the data obtained by Reczek et al.
[25], who determined the level of life satisfaction of
patients with an implanted cardioverter-defibrillator.
Also, Gliniska et al. [23] noted a positive correlation be-
tween social support and life satisfaction in the group
of patients with ischaemic heart disease.

Because the problem of disease acceptance is
a common issue in the literature, especially in the
group of chronically ill patients, it was decided to
look at this phenomenon from a broader perspective,
taking into account not only patients treated in car-
diac wards [26]. A significantly lower level of disease
acceptance in comparison to our patients was shown
in the study by Marzec et al. [27] when assessing the
level of disease acceptance in patients with chronic re-
nal disease, haemodialysed, and diabetic, Kupcewicz
and Abramowicz [24] in patients treated for chronic
obstructive pulmonary disease, as well as Niedzielski
et al. [14] investigating the level of disease acceptance
in chronic diseases such as diabetes, chronic kidney
disease, bronchial asthma, and ischaemic heart dis-
ease. Moreover, in their studies, they emphasise the
statistically significant dependence of the disease ac-
ceptance level on gender (a higher acceptance level is
presented by men), age (a higher acceptance level is
presented by people under 55 years of age), and place
of residence (a higher acceptance level is recorded in
people living in a city). Although these results are
consistent with our age-related research, they differ
in terms of gender and place of residence. However,
values similar to those obtained in this study were
found in patients with colorectal cancer treated with
chemotherapy [28]. A higher level of acceptance was
achieved in patients with type 1 diabetes [29], bron-
chial asthma [30], or psoriasis [31] or in patients hos-
pitalised for lung cancer [32].

According to the literature, the acceptance of the
disease also has a positive effect on compliance with
medical recommendations, and its absence is associ-
ated with a lower level of compliance and adherence
[11]. This is also confirmed by the studies of Kurowska
and Ratajczyk [22] conducted among 77 patients with
type 2 diabetes, which showed that the better the pa-
tient knows and accepts his or her disease, the more
motivated he or she is to solve difficult situations re-
lated to it and the more willing they are to take an
active part in the treatment process. On the basis of
these data it can be concluded that the acceptance
of the disease plays an important role in all chronic
diseases. Moreover, when the quality of life of the af-
fected person deteriorates it may translate into overall
satisfaction with life of the affected person’s closest
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relatives. Thus, the higher the acceptance of the dis-
ease, the greater the satisfaction with life — and vice
versa. Interestingly, the same conclusion was drawn
in the study by KaZmierczak et al. [33] in women
treated for reproductive organ diseases.

A fundamental role in reducing the health, psy-
chological, and social consequences of heart diseases
is played by broadly understood complex preventive
measures, which may significantly improve the degree
of acceptance of the disease, and thus the satisfaction
with life of the patients treated in cardiac wards. It also
seems important to involve psychologists in the work
of the ward. Cooperation between a psychologist and
medical staff would help to strengthen the mental re-
silience of the treated patients, calm the intensity of
negative reactions related to the disease and hospitali-
sation, and, through education, reduce stress and edu-
cate people how to deal constructively with difficult
situations. Psychological assistance aims to make the
patient aware and convince him/her of the possibility
of influencing his/her own health and modifying the
existing health behaviours and lifestyles, at the same
time increasing the sense of acceptance of the disease
and related limitations, thus improving the overall
quality and satisfaction with life.

Limitations of the current study primarily include
the moderate size and rather heterogeneous char-
acter of the study group patients with various main
cardiac diagnoses and with different comorbidities.
The strength of this work is the use of two short stan-
dardised questionnaires, which significantly short-
ened the time for completion.

Despite the limitations, the study showed a sig-
nificant relationship between the level of acceptance
of disease and the level of life satisfaction, which may
bring beneficial information for the improvement of
health care procedures and implementation of pre-
ventive programs.

Conclusions

There is a statistically relevant correlation be-
tween the level of disease acceptance and satisfaction
with life among the patients hospitalised due to car-
diovascular diseases in cardiology departments. Con-
sequently, less acceptance of the disease means less
satisfaction with life. Patients have a neutral attitude
towards the disease. Acceptance of illness is greater
in the group of married people and those living with
their families. More educated and professionally ac-
tive people have greater acceptance of the illness as
well. The level of disease acceptance declines with
age. More hospitalisation means less acceptance of
the disease. Patients declared a medium sense of life
satisfaction. The level of satisfaction with the life of
the patients being hospitalised is affected by marital
status and/or living with the family.
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