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Abstract

Aim: To evaluate the effects of PCC in the form of structured telephone support on
self-reported cardiac self-efficacy in patients with COPD.

Methods: We enrolled 105 patients, aged =50 years, admitted to hospital and di-
agnosed with COPD from January 2015 to November 2016. The patients received
usual care or PCC via telephone added to usual care. The Swedish Cardiac Self-
Efficacy Scale comprising three dimensions (control symptoms, control iliness and
maintain functioning) was used as outcome measure. Data was collected at baseline,
and at 3- and 6-month follow-ups.

Results: At both the 3- and 6-month follow-ups, the intervention group improved
significantly more than the control group in the control illness dimension (p = .012
and p = .032, respectively). No differences were found in the other two dimensions.
Conclusions: PCC in the form of structured telephone support increases patients’
confidence in managing their illness and may be a feasible strategy to support pa-

tients in their homes.
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chronic heart failure, chronic obstructive pulmonary disease, nurse intervention, person-

centred care, randomized controlled trial, self-efficacy, support
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1 | INTRODUCTION

The Global Burden of Disease Study estimates a prevalence of 251
million cases of chronic obstructive pulmonary disease (COPD)
globally (Stanaway et al.,, 2016). COPD is predicted to be the
fourth leading cause of death by 2030 (Mathers & Loncar, 2006).
The World Health Organization (WHO) reports 3.17 million
deaths globally caused by COPD in 2015 (Soriano et al., 2017;
WHO, 2017). People who are diagnosed with COPD are usually
in need of increased healthcare resources, particularly in primary
care, due to the severity of their symptoms (Ahnfeldt-Mollerup
et al., 2016). Although COPD is not curable, the right treatment
and support can relieve symptoms, for example dyspnoea and
fatigue and improve quality of life (McCarthy et al., 2015). The
effectiveness of a therapeutic course of action relies on an agree-
ment between healthcare professionals and patients (Bourbeau &
Bartlett, 2008).

People with COPD have also been found to experience high
levels of worry (Karakurt & Unsal, 2013) and to find strength in
sharing their experiences and knowledge not only with Registered
Nurses (RNs) and physicians but also with others in a similar sit-
uation. In addition, patients often find it difficult to access pro-
fessionals who have genuine knowledge about their disease and
other reliable sources of information, which may result in their
feeling uncertain about how to manage their illness in daily life
(Ali et al., 2017).

Self-efficacy, the belief in one's own ability to achieve a certain
task, is an important concept in developing interventions for pa-
tients diagnosed with severe illness and crucial to their recovery
(Bandura, 1977; Banik et al., 2018). Self-efficacy is also highlighted
in PCC, and both general self-efficacy and disease- or task-specific
instruments have been used to evaluate PCC interventions (Fors,
et al., 2015a, 2016b). The existing disease-specific COPD self-effi-
cacy scale (Wigal et al., 1991) focuses mainly on breathing in specific
situations and not on living with the disease. Therefore, we found
the Cardiac Self-Efficacy Scale (CSES) (Sullivan et al., 1998) better
to measure the effect of a person-centred intervention. The CSES
has been used in populations with chronic conditions such as COPD
and chronic heart failure (Arnold et al., 2005) and patients living with
different long-term illnesses have similar experiences in managing
them.

One way to promote self-management in patients with chronic
conditions is through person-centred care (PCC), which has shown
promising results in patients with acute coronary syndrome and
chronic heart failure (Brannstrém & Boman, 2014; Fors, et al., 2016b).
Patients receiving PCC experience higher quality of care (Edvardsson
et al.,, 2017). The trustful partnership between patient and health
professional is emphasized in PCC and considered the pinnacle of
patients’ engagement in their own care (McCormack et al., 2010).
Several studies have shown that providing PCC for patients with
short- or long-term illness increases their belief in their own capac-
ity to manage their illness (Fors et al., 2015a; Ventura et al., 2016).

Understanding the patient's view of support is a key factor in PCC;

to improve their self-management of illness, patients need to be-
come active partners in their own care (Ekman et al., 2011a, 2011b;
Gardener et al., 2018), but to our knowledge there has been no study
evaluating the effects of PCC via telephone on self-efficacy in pa-
tients with COPD (Wildevuur & Simonse, 2015).

2 | METHOD
2.1 | Aim

This study aimed to evaluate the effects of PCC via telephone on
self-efficacy in patients with COPD.

2.2 | Study design

This is a subgroup analysis of a secondary outcome measure from
the Care4Ourselves study, which was a randomized controlled trial
(RCT) evaluating the effects of PCC in the form of structured tel-
ephone support added to usual care versus usual care alone. The
study methods and procedure have been presented in detail else-

where (Fors et al., 2018), but are briefly described below.

2.3 | Setting and participants

Patients admitted to one site in the Sahlgrenska University Hospital
in Gothenburg, Sweden, were screened consecutively and enrolled
from January 2015 to November 2016. Inclusion criteria for the main
study were age 250 years, having a telephone and current subscrip-
tion to a telephone provider and hospitalization due to worsening
chronic heart failure and/or COPD. In the present analysis, only pa-
tients with a diagnosis of COPD who had responded to at least one
of the dimensions in the Swedish version of the CSES (S-CSES) (Fors
et al., 2015b) were included. Exclusion criteria were severe hearing
and/or cognitive impairment, ongoing alcohol and/or drug abuse, no
registered address in the region, survival expectancy <1 year or par-
ticipation in a conflicting study. Eligible patients were approached by
an RN in the research team, given oral and written information and
asked to participate during their hospital stay once their condition
had been stabilized sufficiently.

Of the 1781 patients screened, 610 met eligibility criteria, but
367 of these declined to participate. The remaining 243 eligible pa-
tients were randomized to either usual care or usual care and PCC in
the form of structured telephone support. Randomization was based
on a computer-generated list, which was stratified for age 275 and
diagnoses. Of the randomized patients, 6 were excluded because
they were later found to not meet inclusion criteria (eg conflicting
illness to participate) and 16 withdrew consent, leaving 118 patients
in the control group and 103 patients in the intervention group. For
this analysis, 105 patients with COPD were included (N = 57 in con-

trol; N = 48 in intervention; see Figure 1).
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[ Enrollment ] Not meeting inclusion criteria (n = 1171)
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v

Randomised (n = 243)

A 4

Intervention group (n = 120)

Allocation

Control group (n = 123)

FIGURE 1 Trial profile

2.4 | Control group

Participants in the control group were managed as outlined in cur-
rent treatment guidelines at study start (McMurray et al., 2012;
Vestbo et al., 2013).

2.5 | Intervention group

In addition to usual care, the participants in the intervention group
received a telephone call one to four weeks after discharge. The
date and time for the call were agreed while the participants were
still in the hospital and the call was made by one of four RNs. The
RNs received extensive training in person-centred communication
and met regularly, every other week, with a group of specialists in
person-centeredness, communication and pedagogics. The aim of

these meetings was to develop the RNs’ skills in person-centred

Excluded (n=17) Excluded (n = 5
Withdrawn (n = 13) xcluded (n = 5)
Conflicting illness to < > Withdrawn l(n =3)
partipate (1 =4 Do worsaning o
v v
n=103 n=118
Excluded (n = 55) ) Excluded (n = 61)
Patients with CHF (n = 53) Subgroup analysis Patients with CHF (n = 59)
No S-CSES data (n = 2) No S-CSES data (n = 2)
v
n =48 n =57

communication (eg listening, asking open-ended questions and re-
flecting), documentation and understanding of the philosophical
underpinnings of PCC and translating those skills to use in tele-
phone-delivered PCC support. To further deepen the RNs’ knowl-
edge about PCC, the RNs reviewed some of each other's calls and
documentation as an internal validation.

During the telephone interaction, the RNs strived to create
a partnership with the patients (Ekman et al., 2011a, 2011b; Fors,
et al., 2015a). Their starting point was to listen to the participants’
narratives and ask questions to identify patients’ resources and po-
tential for self-care. The RNs investigated the participants’ wishes,
opportunities and problem areas such as how to take prescribed
medicines. The participants and the RNs jointly formulated reach-
able goals, which were evaluated during the 6-month study period.
After the calls, a brief summary of the conversation and agreed goals
was documented in a health plan, which was sent via mail to the

patients. The plan also included details about how and when the
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TABLE 1 Baseline characteristics

Control Intervention
(N =57) (N =48) p-Value
Age, years (mean 74.7 (8.3) 75.2(8.6) 796
[sD])
Female (%) 45 (78.9) 28 (58.3) .033
BMI (mean [SD]) 25.1(5.2) 27.4(8.9) 151
Global Cardiac 23.8 (8.8) 23.2(10.2) .730
Self-Efficacy Score
(mean [SD])
Civil status (%)
Living alone 32(56.1) 30(62.5) 554
Married/partner 25(43.9) 18 (37.5)
Medical history (%)
Previous Ml 9 (15.8) 6(12.5) 781
Previous angina 8 (14.0) 6(12.5) 1.000
Atrial fibrillation 11 (19.3) 9(18.8) 1.000
Hypertension 26 (45.6) 26 (54.2) 436
CABG 3(5.3) 3(6.3) 1.000
Stroke 4(7.0) 6(12.8) .342
Diabetes 6(10.5) 12(25.0) .069
Pacemaker 2(3.5) 2(4.2) 1.000
Current or previous 52(91.2) 40(85.1) 369

smoker (%)

Abbreviations: BMI, body mass index; CABG = coronary artery bypass
grafting; MI, myocardial infarction.

patient and the RN would have further contact during the remaining
study period, but patients in the intervention group were also able
to contact the RNs between office hours during weekdays. In the
following telephone conversations between patients and RNs, the

health plan was reviewed and revised if necessary.

2.6 | Data collection

The original CSES contains 13 items, which are divided into two di-
mensions assessing patients’ ability to manage their symptoms and
maintain functioning (Sullivan et al., 1998). In the S-CSES, one item was
removed because it did not conform with the model and the remain-
ing 12 items showed excellent reliability (Cronbach's « = 0.89) (Fors
et al., 2015b). This validation also resulted in adding a third dimension
(control illness). The 12 items are divided into three dimensions as-
sessing patients’ confidence in their ability to control their symptoms
and their illness and to maintain functioning and may also be used
as a total summary score representing a global cardiac self-efficacy
dimension (Fors et al., 2015b). All items are rated on a 5-point Likert
scale (O = not at all, 1 = somewhat confident, 2 = moderately confi-
dent, 3 = very confident and 4 = completely confident). The ratings
in the S-CSES are summed into scores on three dimensions: control
symptoms (4 items), control illness (3 items) and maintain functions (5
items), with higher scores indicating better self-efficacy. The S-CSES
was distributed to the participants while they were admitted to hospi-
tal (baseline) and the follow-up questionnaire was sent to participants’
homes 3 and 6 months after discharge from hospital. Data on medical
history were collected from the patients’ electronic medical records,
and data on baseline characteristics were collected from the patients

on their inclusion in the study.

2.7 | Statistical analysis

Descriptive statistics were used to characterize the study groups.
The categorical variables were analysed using Pearson's chi-square
and Fisher's exact test and described with frequencies and per-
centages. Between-group differences were tested using a t test

with a 95% confidence interval, and half-scale principles were

TABLE 2 Between-group comparisons of the Swedish Cardiac Self-Efficacy Scale (S-CSES). Changes in dimension scores

at 3- and 6-month follow-ups

Usual care group N = 57

PCC group N =48

A baseline to

A baseline to

A baseline to A baseline to

S-CSES Baseline* 3 months 6 months Baseline* 3 months 6 months

Control symptoms 9.0(4.1) -0.35(3.7) (N =56) -0.35 (4.5) (N = 56) 8.1(4.2) (N =46) 0.67 (3.5) (N = 46) 1.41(3.2) (N = 46)
dimension; mean (N=156)
(SD)

Control illness 8.9(2.4) -0.59(1.8)(N=46) -0.38(2.5) (N =46) 6.7 (3.0) (N = 36) 0.75 (2.6) (N = 36) 0.94 (2.5) (N = 36)
dimension; mean (N =46)
(SD)

Maintain function 7.0(4.1) -0.52 (4.1) (N=57) -0.64 (4.3) (N=57) 8.4 (4.9) (N = 46) -0.66 (4.0) (N = 46) -0.70 (4.3) (N = 46)
dimension; mean (N=57)
(SD)

Global cardiac 23.8(8.8) -1.12(7.8)(N=57) -1.03(8.9)(N=57) 23.2(10.2) 0.68 (7.7) (N = 46) 1.71 (8.6) (N = 46)
self-efficacy (N =57) (N =46)

dimension; mean
(SD)

*Adjusted p-value for statistically significant between-group differences in demographic baseline characteristics (sex).
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applied. A linear regression model was used to adjust for base-
line differences in sex. Standardized response means (SRMs) were
analysed to estimate magnitudes of between-group changes in
S-CSES scores. The SRM was calculated as the difference between
the mean change scores divided by the pooled SD change in both
groups. The SRM magnitudes were interpreted in accordance with
the criteria set by Cohen: trivial (0 - <0.2), small (0.2 - <0.5), mod-
erate (0.5 - <0.8) and large (20.8) (Cohen, 1969). Small SRMs corre-
spond to minimum clinically important differences (Cohen, 1969).
Baseline and last observation carried forward were used to handle
missing S-CSES data (28.6% at 3 months and 27.6% at 6 months).
All statistical tests were two-sided with a significance level of
p < .05. Data were analysed using SPSS version 25 ("IBM Corp.
Released, 2017. IBM SPSS Statistics for Windows, Version 25.0.
Armonk, NY: IBM Corp.," 2017).

3 | RESULTS

In total, 105 persons with COPD were included, 57 in the control
group and 48 in the intervention group. The mean age was 74.9 years.
There were significantly more men in the intervention group than in
the control group. There were no statistically significant between-
group differences in medical history (Table 1).

At 3- and 6-month follow-ups, the PCC intervention group
had improved significantly more than the control group in the ill-
ness control dimension (A = 0.75, SD 2.6 versus. A = -0.59, SD 1.8;
p =.008 and A = 0.94, SD 2.5 versus. A = -0.38, SD 2.5; p = .018,
respectively). This effect was corroborated in adjusted analyses
(p = .012 and p = .032, respectively; Table 2). Estimates of effect
size using SRMs for both 3- and 6-month follow-ups were moderate
(SRM =0.61; 95% Cl =0.16 to 1.05 and SRM = 0.53; 95% Cl = 0.08-
0.97, respectively).

N ingO 931
ursingUpen _ _WI LEY

The intervention group also improved significantly in the control
symptoms dimension after 6 months (p = .028), but this effect was
not confirmed in the adjusted model (p = .053) (Table 2). The SRM
was small (SRM = 0.44; 95% CI = 0.0 to 0.83). There were no sta-
tistically significant differences between the groups in the maintain
function dimension or in the global cardiac self-efficacy dimension
(Table 2).

4 | DISCUSSION

We found that confidence in controlling illness, measured by CSES,
in patients who were hospitalized due to worsening COPD improved
significantly more in those who had received PCC via telephone, at
both 3- and 6-month follow-ups, than in those receiving usual care
alone. The absolute mean difference on a 9-point scale in the control
illness dimension was 1.34 at 3 months and 1.32 at 6 months, which
is considered moderate and corresponds to a minimum clinically im-
portant difference (Cohen, 1969). These results show that RNs have
a central role in providing support to patients with COPD, which may
have important implications for patient recovery after hospitaliza-
tion for worsening COPD.

Previous studies have found that lower self-efficacy correlates
with lower self-reported physical functioning in patients with COPD
(Arnold et al., 2005), predicts hospitalization and all-cause mortality
in patients with chronic heart failure (Sarkar et al., 2009) and pre-
dicts physical, social and family function in patients with coronary
artery disease (Sullivan et al., 1998). Moreover, higher CSES has
been associated with improved health-related quality of life in pa-
tients with chronic heart failure (Suresh et al., 2018), while lower
CSES increases the odds of poor health status with greater symptom
burden, more physical limitation and diminished quality of life in pa-

tients with coronary heart disease (Sarkar et al., 2007). In addition,

p-value

Adjusted p-value*

p-value

Adjusted p-value*

Difference between groups
(baseline to 3 months)

162

.008

.865

.244

Difference between groups
(baseline to 3 months)

222

.012

.801

.280

Difference between groups
(baseline to 6 months)

.028

.018

.948

118

Difference between groups
(baseline to 6 months)

.053

.032

.788

198
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previous research has found that lower CSES is connected with liv-
ing alone, lacking social support and psychosocial distress (Lauck
et al., 2009). Patients with COPD constitute an especially vulnera-
ble group because of their severe symptoms, multiple co-morbidi-
ties and lower socio-economic status than the general population
(Grigsby et al., 2016; Yildirim et al., 2013). PCC has been shown to
increase self-efficacy in patients with lower education, who are usu-
ally considered hard to reach (Fors et al., 2016).

Previously reported results from this RCT, evaluating the effects
of a PCC intervention via telephone, showed that more patients in
the control group than in the PCC intervention group deteriorated
in general self-efficacy (Fors et al., 2018). The outcomes from the
present study add that the interventions also were effective for
patients with COPD to improve their task-specific self-efficacy in
how to self-manage their iliness. This is in contrast to Bringsvor and
co-workers (Bringsvor et al., 2018), who found no such difference
after a COPD self-management intervention. The content of inter-
ventions (PCC vs. self-management only) might therefore be a key
factor in designing self-management interventions. In PCC, the focus
is on listening and collaborating with patients rather than only in-
structing and teaching them about their disease.

COPD is well known to be connected with stigma (Ali et al., 2017;
Berger et al., 2011), which makes this group difficult to reach with
traditional health interventions. Partly because of the stigma, pa-
tients tend to be isolated and therefore appreciate being able to
interact and communicate at distance such as by telephone (Ali
et al.,, 2017; Strang et al., 2013). For many years, disease manage-
ment programmes and nurse-led heart failure clinics have been
available to patients who have been hospitalized for chronic heart
failure. However, follow-up care for patients with COPD has not
been organized or structured in the same way. These patients also
report lack of support from healthcare professionals especially on
discharge from the hospital, when they struggle with severe anxi-
ety and worries on their return to daily life (Ali et al., 2017; Strang
et al., 2013). In this follow-up, RNs using PCC can play a vital role in
supporting patients with symptom relief and management of their
illness (Wallstrom & Ekman, 2018).

Support at a distance has been shown to be a potentially suc-
cessful way for RNs to reach out to patients who usually handle
their illness on their own (Gammon et al., 2015). Telephone sup-
port interventions may also help to reduce anxiety and depression
(Bisschop et al., 2004) and to improve self-rated health (Bambauer
et al., 2005). The Internet can also be used to provide support at
a distance, but more personal contact is preferred (Elf et al., 2011),
which highlights the RNs’ role in such interventions. Our study relied
on the expertise of the RNs to create partnerships with participants,
who they had never met face to face, but still managed to support
using their person-centred ethics and PCC communication skills (Ali
etal., 2013, 2017; Elf et al., 2011). The core of person-centred ethics
is to elicit patients’ personal resources and capabilities to support
them in strengthening their confidence in handling their illness on

their own. This may explain the findings in our study, which extend

the results of previous studies showing that PCC can strengthen
self-efficacy in patients with acute coronary syndrome (Fors et al.,
2016a, 2016b, 2015b).

Although this type of healthcare support might be considered
time-consuming, the telephone support in the main study was
only used for 81.6 min per patient during the six-month study pe-
riod (Fors et al., 2018). Moreover, several studies have shown that
providing support through distance is time-efficient and therefore
has the potential to be cost-effective (Goldzweig et al., 2009; Rollo
et al., 2018).

4.1 | Study limitations

Methodological considerations for the main study have been
previously described (Fors et al., 2018), but this study has some
further limitations that should be considered. First, the study
sample was relatively small, which may lead to underestimation
of the differences. Second, there were between-group gender
differences in baseline characteristics. However, when the CSES
was developed cardiac self-efficacy levels were not found to be
gender-related (Sullivan et al., 1998). Third, other potential con-
founding variables than the ones collected at baseline, such as
stage of COPD, which was not regularly documented in the medi-
cal records may have affected the result. Finally, the original CSES
was not designed for patients with COPD. However, it has been
used in patients with COPD (Arnold et al., 2005) and about half
of the included patients in the present study had hypertension
and other cardiac-related conditions and most of the items in the
questionnaire concern living with illness in general and are not
focused on a specific disease.

The questionnaire has been validated in Swedish (Fors
etal., 2015b) and used in previous research (Fors et al., 2016a), which
allows comparisons with other studies and conditions. Moreover,
the proportion of missing data was low at all assessments. The mea-
sured data were self-reported by the participants, which minimizes
bias and increases the likelihood that the results closely reflect the
participants’ actual experience.

5 | CONCLUSION

PCC via telephone, provided by RNs, for patients with a severe
chronic disease as COPD may increase patients’ confidence in their
ability to manage their iliness. This approach may be a feasible strat-
egy to support patients in their rehabilitation outside the healthcare

facilities.

ACKNOWLEDGEMENTS
We gratefully acknowledge the contributors of participants, the RNs
Eva-Lena Andersson, Pernilla Axhorn, Mahboubeh Goudarzi and

Jonna Norman for performing the intervention.



ALI ET AL.

CONFLICT OF INTEREST

This work was supported by the Centre for Person-Centred Care at
the University of Gothenburg (GPCC), Sweden. GPCC is funded by
the Swedish Government's grant for Strategic Research Areas, Care
Sciences (Application to Swedish Research Council No. 2009-1088),
and co-funded by the University of Gothenburg, Sweden. The study
was also financed by grants from the Swedish Research Council
(DNr 521-2013-2723), the Heart & Lung Foundation, the Swedish
state under an agreement between the Swedish Government and
the county councils, the ALF agreement (ALFGBG-444681) and
the Research and Development Unit, Primary Health Care, Region
Vastra Gotaland. The funders had no role in design of the study or
analysis of the data.

The authors have no conflict of interest to declare.

AUTHOR CONTRIBUTIONS

All authors were involved in the design of the study. LA drafted
the manuscript with critical input from SW, IE, KS and AF. LA, SW
and AF performed the analysis. IE is the grant holder and project
leader. All authors refined the manuscript and approved the final

version.

ETHICAL APPROVAL

The study conforms with the CONSORT guidelines for non-phar-
macological treatment (Boutron et al., 2007; Moher et al., 2001). All
participants gave written informed consent to participate. The pro-
cedures conformed with the principles outlined in the Declaration of
Helsinki (World Medical Association, 2004) and were approved by

the Regional Ethical Review Board.

CONSENT FOR PUBLICATION
As we do not provide personal information in our manuscript,

“Consent for publication” is not applicable here.

DATA AVAILABILITY STATEMENT
All relevant data supporting the results are included in the paper.

ORCID
Lilas Ali

Sara Wallstrém

https://orcid.org/0000-0001-7027-4371
https://orcid.org/0000-0001-7579-4974

Andreas Fors https://orcid.org/0000-0001-8980-0538

REFERENCES

Ahnfeldt-Mollerup, P., Lykkegaard, J., Halling, A., Olsen, K. R, &
Kristensen, T. (2016). Resource allocation and the burden of co-mor-
bidities among patients diagnosed with chronic obstructive pul-
monary disease: An observational cohort study from Danish gen-
eral practice. BMC Health Services Research, 16(1), 1. https://doi.
org/10.1186/s12913-016-1371-0

Ali, L., Ahlstrom, B. H., Krevers, B., Sjostrém, N., & Skarsater, I. (2013).
Support for young informal carers of persons with mental illness: A
mixed-method study. Issues in Mental Health Nursing, 34(8), 611-618.
https://doi.org/10.3109/01612840.2013.791736

Ali, L., Fors, A., & Ekman, I. (2017). Need of support in people with chronic
obstructive pulmonary disease. Journal of Clinical Nursing.

N inaO 933
ursingQpen _ _WI LEY:

Arnold, R., Ranchor, A. V., DeJongste, M. J., Kéeter, G. H., Ten Hacken,
N. H., Aalbers, R., & Sanderman, R. (2005). The relationship be-
tween self-efficacy and self-reported physical functioning in
chronic obstructive pulmonary disease and chronic heart failure.
Behavioral Medicine, 31(3), 107-115. https://doi.org/10.3200/
BMED.31.3.107-115

Bambauer, K. Z., Aupont, O., Stone, P. H., Locke, S. E., Mullan, M. G,
Colagiovanni, J., & McLaughlin, T. J. (2005). The effect of a telephone
counseling intervention on self-rated health of cardiac patients.
Psychosomatic Medicine, 67(4), 539-545. https://doi.org/10.1097/01.
psy.0000171810.37958.61

Bandura, A. (1977). Self-efficacy: Toward a unifying theory of be-
havioral change. Psychological Review, 84(2), 191. https://doi.
org/10.1037/0033-295X.84.2.191

Banik, A., Schwarzer, R., Knoll, N., Czekierda, K., & Luszczynska, A.
(2018). Self-efficacy and quality of life among people with cardiovas-
cular diseases: A meta-analysis. Rehabilitation Psychology, 63(2), 295.
https://doi.org/10.1037/rep0000199

Berger, B. E., Kapella, M. C., & Larson, J. L. (2011). The experience of
stigma in chronic obstructive pulmonary disease. Western Journal of
Nursing Research, 33(7), 916-932. https://doi.org/10.1177/01939
45910384602

Bisschop, M. 1., Kriegsman, D. M., Beekman, A. T., & Deeg, D. J. (2004).
Chronic diseases and depression: The modifying role of psychoso-
cial resources. Social Science & Medicine, 59(4), 721-733. https://doi.
org/10.1016/j.socscimed.2003.11.038

Bourbeau, J., & Bartlett, S. J. (2008). Patient adherence in COPD. Thorax,
63(9), 831-838. https://doi.org/10.1136/thx.2007.086041

Boutron, I., Guittet, L., Estellat, C., Moher, D., Hrébjartsson, A., & Ravaud,
P. (2007). Reporting methods of blinding in randomized trials assess-
ing nonpharmacological treatments. PLoS Med, 4(2), e61. https://doi.
org/10.1371/journal.pmed.0040061

Brannstrom, M., & Boman, K. (2014). Effects of person-centred and inte-
grated chronic heart failure and palliative home care. PREFER: A ran-
domized controlled study. European Journal of Heart Failure, 16(10),
1142-1151.

Bringsvor, H. B., Langeland, E., Oftedal, B. F., Skaug, K., Assmus, J., &
Bentsen, S. B. (2018). Effects of a COPD self-management support
intervention: A randomized controlled trial. International Journal of
Chronic Obstructive Pulmonary Disease, 13, 3677.

Cohen, J. (1969). Statistical power analysis for the relational sciences.
Academic.

Edvardsson, D., Watt, E., & Perace, F. (2017). Patient experiences of car-
ing and person-centredness are associated with perceived nursing
care quality. Journal of Advanced Nursing, 73,(1), 217-227.

Ekman, I., Swedberg, K., Taft, C., Lindseth, A., Norberg, A., Brink, E.,
Carlsson, J., Dahlin-lvanoff, S., Johansson, I.-L., Kjellgren, K., Lidén,
E., Ohlén, J., Olsson, L.-E., Rosén, H., Rydmark, M., & Sunnerhagen,
K. S. (2011). Person-centered care—Ready for prime time. European
Journal of Cardiovascular Nursing, 10(4), 248-251. https://doi.
org/10.1016/j.ejcnurse.2011.06.008

Ekman, I., Swedberg, K., Taft, C., Lindseth, A., Norberg, A., Brink, E.,
Carlsson, J., Dahlin-lvanoff, S., Johansson, |.-L., Kjellgren, K., Lidén,
E., Ohlén, J., Olsson, L.-E., Rosén, H., Rydmark, M., & Sunnerhagen,
K. S. (2011). Person-centered care-ready for prime time. Eur J
Cardiovasc Nurs, 10(4), 248-251. https://doi.org/10.1016/j.ejcnu
rse.2011.06.008

Elf, M., Skarsater, 1., & Krevers, B. (2011). 'The web is not enough, it's a
base'-an explorative study of what needs a web-based support sys-
tem for young carers must meet. Informatics for Health and Social Care,
36(4), 206-219. https://doi.org/10.3109/17538157.2011.553298

Fors, A., Blanck, E., Ali, L., Ekberg-Jansson, A., Fu, M., Lindstrom Kjellberg,
., Mikitalo, A., Swedberg, K., Taft, C., & Ekman, I. (2018). Effects of a
person-centred telephone-support in patients with chronic obstruc-
tive pulmonary disease and/or chronic heart failure-A randomized


https://orcid.org/0000-0001-7027-4371
https://orcid.org/0000-0001-7027-4371
https://orcid.org/0000-0001-7579-4974
https://orcid.org/0000-0001-7579-4974
https://orcid.org/0000-0001-8980-0538
https://orcid.org/0000-0001-8980-0538
https://doi.org/10.1186/s12913-016-1371-0
https://doi.org/10.1186/s12913-016-1371-0
https://doi.org/10.3109/01612840.2013.791736
https://doi.org/10.3200/BMED.31.3.107-115
https://doi.org/10.3200/BMED.31.3.107-115
https://doi.org/10.1097/01.psy.0000171810.37958.61
https://doi.org/10.1097/01.psy.0000171810.37958.61
https://doi.org/10.1037/0033-295X.84.2.191
https://doi.org/10.1037/0033-295X.84.2.191
https://doi.org/10.1037/rep0000199
https://doi.org/10.1177/0193945910384602
https://doi.org/10.1177/0193945910384602
https://doi.org/10.1016/j.socscimed.2003.11.038
https://doi.org/10.1016/j.socscimed.2003.11.038
https://doi.org/10.1136/thx.2007.086041
https://doi.org/10.1371/journal.pmed.0040061
https://doi.org/10.1371/journal.pmed.0040061
https://doi.org/10.1016/j.ejcnurse.2011.06.008
https://doi.org/10.1016/j.ejcnurse.2011.06.008
https://doi.org/10.1016/j.ejcnurse.2011.06.008
https://doi.org/10.1016/j.ejcnurse.2011.06.008
https://doi.org/10.3109/17538157.2011.553298

ALl €T AL.

ﬁl—Wl LE Y- \ursingOpen

Open Access,

controlled trial. PLoS One, 13(8), €0203031. https://doi.org/10.1371/
journal.pone.0203031

Fors, A., Ekman, 1., Taft, C., Bjorkelund, C., Frid, K., Larsson, M. E. H.,
Thorn, J., Ulin, K., Wolf, A., & Swedberg, K. (2015). Person-centred
care after acute coronary syndrome, from hospital to primary care—a
randomised controlled trial. International Journal of Cardiology, 187,
693-699. https://doi.org/10.1016/j.ijcard.2015.03.336

Fors, A., Gyllensten, H., Swedberg, K., & Ekman, I. (2016). Effectiveness
of person-centred care after acute coronary syndrome in relation
to educational level: Subgroup analysis of a two-armed randomised
controlled trial. International Journal of Cardiology, 221, 957-962.
https://doi.org/10.1016/].ijcard.2016.07.060

Fors, A., Taft, C.,Ulin, K., & Ekman, |.(2016). Person-centred careimproves
self-efficacy to control symptoms after acute coronary syndrome:
A randomized controlled trial. European Journal of Cardiovascular
Nursing, 15(2), 186-194. https://doi.org/10.1177/1474515115
623437

Fors, A., Ulin, K., Cliffordson, C., Ekman, I., & Brink, E. (2015). The Cardiac
Self-Efficacy Scale, a useful tool with potential to evaluate per-
son-centred care. European Journal of Cardiovascular Nursing, 14(6),
536-543. https://doi.org/10.1177/1474515114548622

Gammon, D., Berntsen, G. K. R., Koricho, A. T., Sygna, K., & Ruland, C.
(2015). The chronic care model and technological research and inno-
vation: A scoping review at the crossroads. Journal of Medical Internet
Research, 17(2), e25. https://doi.org/10.2196/jmir.3547

Gardener, A. C., Ewing, G., Kuhn, I., & Farquhar, M. (2018). Support needs
of patients with COPD: A systematic literature search and narrative
review. International Journal of Chronic Obstructive Pulmonary Disease,
13, 1021-1035. https://doi.org/10.2147/copd.s155622

Goldzweig, C. L., Towfigh, A., Maglione, M., & Shekelle, P. G. (2009).
Costs and benefits of health information technology: New trends
from the literature. Health Affairs, 28(2), w282-w293. https://doi.
org/10.1377/hlthaff.28.2.w282

Grigsby, M., Siddharthan, T., Chowdhury, M. A., Siddiquee, A., Rubinstein,
A., Sobrino, E., & Checkley, W. (2016). socioeconomic status and
COPD among low-and middle-income countries. International Journal
of Chronic Obstructive Pulmonary Disease, 11, 2497.

IBM Corp. Released. 2017. IBM SPSS Statistics for Windows, Version 25.0.
IBM Corp.

Karakurt, P., & Unsal, A. (2013). Fatigue, anxiety and depression levels,
activities of daily living of patients with chronic obstructive pulmo-
nary disease. International Journal of Nursing Practice, 19(2), 221-231.
https://doi.org/10.1111/ijn.12055

Lauck, S., Johnson, J. L., & Ratner, P. A. (2009). Self-care behaviour and
factors associated with patient outcomes following same-day dis-
charge percutaneous coronary intervention. European Journal of
Cardiovascular Nursing, 8(3), 190-199. https://doi.org/10.1016/].
ejcnurse.2008.12.002

Mathers, C. D., & Loncar, D. (2006). Projections of global mortality and
burden of disease from 2002 to 2030. PLoS Med, 3(11), e442. https://
doi.org/10.1371/journal.pmed.0030442

McCarthy, B., Casey, D., Devane, D., Murphy, K., Murphy, E., & Lacasse,
Y. (2015). Pulmonary rehabilitation for chronic obstructive pulmo-
nary disease. Cochrane Database of Systematic Reviews.

McCormack, B., Dewing, J., Breslin, L., Coyne-Nevin, A., Kennedy,
K., Manning, M., Peelo-Kilroe, L., Tobin, C., & Slater, P. (2010).
Developing person-centred practice: Nursing outcomes arising from
changes to the care environment in residential settings for older peo-
ple. International Journal of Older People Nursing, 5(2), 93-107. https://
doi.org/10.1111/j.1748-3743.2010.00216.x

McMurray, J. J., Adamopoulos, S., Anker, S. D., Auricchio, A., Bohm, M.,
Dickstein, K., Falk, V., Filippatos, G., Fonseca, C., Gomez-Sanchez, M.
A., Jaarsma, T., Kober, L., Lip, G. Y. H., Maggioni, A. P., Parkhomenko,
A., Pieske, B. M., Popescu, B. A, Ronnevik, P. K., & Rutten, F. H.
...Guidelines, E. S. C. C. f. P. (2012). ESC Guidelines for the diagnosis

and treatment of acute and chronic heart failure 2012: The Task
Force for the Diagnosis and Treatment of Acute and Chronic Heart
Failure 2012 of the European Society of Cardiology. Developed in
collaboration with the Heart Failure Association (HFA) of the ESC.
European Heart Journal, 33(14), 1787-1847. https://doi.org/10.1093/
eurheartj/ehs104

Moher, D., Schulz, K. F., Altman, D. G. & Group, C. (2001). The CONSORT
statement: revised recommendations for improving the quality of reports
of parallel-group randomised trials. Elsevier.

Rollo, M. E., Burrows, T., Vincze, L. J., Harvey, J., Collins, C. E., &
Hutchesson, M. J. (2018). Cost evaluation of providing evi-
dence-based dietetic services for weight management in adults: In-
person versus eHealth delivery. Nutrition & Dietetics, 75(1), 35-43.

Sarkar, U., Ali, S., & Whooley, M. A. (2007). Self-efficacy and health
status in patients with coronary heart disease: Findings from the
heart and soul study. Psychosomatic Medicine, 69(4), 306. https://doi.
org/10.1097/PSY.0b013e3180514d57

Sarkar, U., Ali, S., & Whooley, M. A. (2009). Self-efficacy as a marker of
cardiac function and predictor of heart failure hospitalization and
mortality in patients with stable coronary heart disease: Findings
from the Heart and Soul Study. Health Psychology, 28(2), 166. https://
doi.org/10.1037/a0013146

Soriano, J. B., Abajobir, A. A., Abate, K. H., Abera, S. F., Agrawal, A.,
Ahmed, M. B., Aichour, A. N., Aichour, |., Aichour, M. T. E., Alam, K.,
Alam, N., Alkaabi, J. M., Al-Maskari, F., Alvis-Guzman, N., Amberbir,
A., Amoako, Y. A., Ansha, M. G., Anté, J. M., Asayesh, H. ... Alam,
K. (2017). Global, regional and national deaths, prevalence, disabili-
ty-adjusted life years and years lived with disability for chronic ob-
structive pulmonary disease and asthma, 1990-2015: A systematic
analysis for the Global Burden of Disease Study 2015. The Lancet
Respiratory Medicine, 5(9), 691-706.

Stanaway, J. D., Flaxman, A. D., Naghavi, M., Fitzmaurice, C., Vos, T.,
Abubakar, I., Abu-Raddad, L. J., Assadi, R., Bhala, N., Cowie, B.,
Forouzanfour, M. H., Groeger, J., Hanafiah, K. M., Jacobsen, K. H.,
James, S. L., MacLachlan, J., Malekzadeh, R., Martin, N. K., Mokdad,
A. A, ...Cooke, G.S. (2016). The global burden of viral hepatitis from
1990 to 2013: Findings from the Global Burden of Disease Study
2013. The Lancet, 388(10049), 1081-1088. https://doi.org/10.1016/
S0140-6736(16)30579-7

Strang, S., Ekberg-Jansson, A., & Henoch, I. (2013). Experience of anxiety
among patients with severe COPD-A qualitative, in-depth interview
study. Palliat Support Care, 6, 1-8.

Sullivan, M. D., Lacroix, A. Z., Russo, J., & Katon, W. J. (1998). Self-efficacy
and self-reported functional status in coronary heart disease: A six-
month prospective study. Psychosomatic Medicine, 60(4), 473-478.

Suresh, R., Wang, W., Koh, K. W. L., Shorey, S., & Lopez, V. (2018).
Self-efficacy and health-related quality of life among heart failure
patients in Singapore: A descriptive correlational study. Journal of
Transcultural Nursing, 29(4), 326-334. https://doi.org/10.1177/10436
59617723437

Ventura, F., Koinberg, 1., Sawatzky, R., Karlsson, P., & Ohlén, J. (2016).
Exploring the Person-centeredness of an innovative E-supportive
system aimed at person-centered care: prototype evaluation of the
care expert. CIN. Computers, Informatics, Nursing, 34(5), 231-239.

Vestbo, J., Hurd, S. S., Agusti, A. G., Jones, P. W., Vogelmeier, C., Anzueto,
A., & Rodriguez-Roisin, R. (2013). Global strategy for the diagnosis,
management and prevention of chronic obstructive pulmonary dis-
ease: GOLD executive summary. American Journal of Respiratory and
Critical Care Medicine, 187(4), 347-365. https://doi.org/10.1164/
rccm.201204-0596PP

Wallstrom, S., & Ekman, I. (2018). Person-centred care in clinical assess-
ment. European Journal of Cardiovascular Nursing, 17(7), 576-579.
https://doi.org/10.1177/1474515118758139

WHO (2017). Chronic obstructive pulmonary disease. Retrieved from
http://www.who.int/mediacentre/factsheets/fs315/en/


https://doi.org/10.1371/journal.pone.0203031
https://doi.org/10.1371/journal.pone.0203031
https://doi.org/10.1016/j.ijcard.2015.03.336
https://doi.org/10.1016/j.ijcard.2016.07.060
https://doi.org/10.1177/1474515115623437
https://doi.org/10.1177/1474515115623437
https://doi.org/10.1177/1474515114548622
https://doi.org/10.2196/jmir.3547
https://doi.org/10.2147/copd.s155622
https://doi.org/10.1377/hlthaff.28.2.w282
https://doi.org/10.1377/hlthaff.28.2.w282
https://doi.org/10.1111/ijn.12055
https://doi.org/10.1016/j.ejcnurse.2008.12.002
https://doi.org/10.1016/j.ejcnurse.2008.12.002
https://doi.org/10.1371/journal.pmed.0030442
https://doi.org/10.1371/journal.pmed.0030442
https://doi.org/10.1111/j.1748-3743.2010.00216.x
https://doi.org/10.1111/j.1748-3743.2010.00216.x
https://doi.org/10.1093/eurheartj/ehs104
https://doi.org/10.1093/eurheartj/ehs104
https://doi.org/10.1097/PSY.0b013e3180514d57
https://doi.org/10.1097/PSY.0b013e3180514d57
https://doi.org/10.1037/a0013146
https://doi.org/10.1037/a0013146
https://doi.org/10.1016/S0140-6736(16)30579-7
https://doi.org/10.1016/S0140-6736(16)30579-7
https://doi.org/10.1177/1043659617723437
https://doi.org/10.1177/1043659617723437
https://doi.org/10.1164/rccm.201204-0596PP
https://doi.org/10.1164/rccm.201204-0596PP
https://doi.org/10.1177/1474515118758139
http://www.who.int/mediacentre/factsheets/fs315/en/

ALI ET AL.

Wigal, J. K., Creer, T. L., & Kotses, H. (1991). The COPD self-efficacy
scale. Chest, 99(5), 1193-1196.

Wildevuur, S. E., & Simonse, L. W. (2015). Information and commu-
nication technology-enabled person-centered care for the “big
five" chronic conditions: Scoping review. Journal of Medical Internet
Research, 17(3), e77.

World Medical Association. (2004). World Medical Association
Declaration of Helsinki: ethical principles for medical research involv-
ing human subjects. Journal International De Bioéthique= International
Journal of Bioethics, 15(1), 124.

Yildirim, A., Asilar, R. H., Bakar, N., & Demir, N. (2013). Effect of anx-
iety and depression on self-care agency and quality of life in hos-
pitalized patients with chronic obstructive pulmonary disease: A

N inaO 935
ursingQpen _WI LEY:

Open Access,

questionnaire survey. International Journal of Nursing Practice, 19(1),
14-22. https://doi.org/10.1111/ijn.12031

How to cite this article: Ali L, Wallstrom S, Ekman I,
Swedberg K, Fors A. Effects of person-centred care via
telephone on self-efficacy in patients with chronic
obstructive pulmonary disease: Subgroup analysis of a
randomized controlled trial. Nurs Open. 2021;8:927-935.
https://doi.org/10.1002/nop2.701



https://doi.org/10.1111/ijn.12031
https://doi.org/10.1002/nop2.701

