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Abstract

:

Cardiac rehabilitation is cost-effective and should be considered a part of the care system provided to patients who have suffered a myocardial infarction or another heart disease. The main variable to study was the scoring, prior to and after the intervention in the General Scale of Self-Efficacy by Baessler & Schwarzer. A clinical community trial that was open controlled and randomised was used. All adult subjects of both sexes who had completed a cardiac rehabilitation program for 12 months at the reference hospital were selected and offered to participate. The psychometric variables registered were the Salamanca screening questionnaire, the Hamilton Anxiety Rating Scale, and the Beck Depression Inventory. Eighty-nine subjects accepted to participate in the study (93.89% response rate), with an average age of 63.01 years (SD 8.75). Once the study was concluded, the main outcome was a difference in means of 6.09 points in the General Scale of Self-Efficacy (p < 0.0053, 96% confidence interval—4.1950–10.29), showing that the group exposed to the intervention reached a higher score in the above-mentioned scale. However, there were no significant differences (t-student 0.1211; p = 0.943) after the estimation and contrast of population means for score differences between the groups regarding the Hamilton scale. Similarly, there were no significant differences between the groups regarding the means obtained in the variable score difference in the Beck Depression Inventory (t-student −0.1281; p = 0.8987). The results showed an increase in those scores related to general self-efficacy among the population that completed the intervention program, as compared to the control group.
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1. Introduction


Cardiovascular diseases are the leading cause of death in Spain. There are independent cardiovascular risk factors (hypertension, dyslipidaemia, sedentary lifestyle, smoking, and stress), and some of them are modifiable. Their incidence can be reduced by facilitating reinsertion into daily life through secondary prevention, lifestyle modification, and physical and psychological rehabilitation [1].



The World Health Organization (WHO) defined Cardiac Rehabilitation (CR) as the sum of all the necessary measures to give the post-myocardial infarction (post-MI) patient the best physical, psychological, and social conditions to recover a normal position in society and a life that is as productive and active as possible (WHO, 1993). CR is cost-effective and should be considered a part of the care system provided to patients who have suffered a myocardial infarction or another heart disease [1,2,3,4,5,6]. It has been proven to reduce mortality in people with a coronary disease or, at least, to improve their quality of life [7,8,9,10,11,12].



For many years, primary care (PC) has devoted time and effort to patients’ training on primary prevention. Currently, more dedication is required for secondary prevention due to the volume of patients diagnosed with coronary diseases that attend health centres, something derived from the increased longevity and survival rate after acute myocardial infarctions and other cardiovascular events.



CR is classified in three stages. The first one (phase I) starts at the bedside of the hospitalised patient after suffering a cardiac event. It encompasses basic information and activity planning. The so-called phase II [13,14] takes place after hospital discharge, but the patient remains under direct supervision of the cardiology service through nursing and rehabilitation actions, in addition to the strictly cardiology ones. The role of nursing is essential and has been evidenced from experience, both in primary prevention education and in the development of self-care theories through nursing processes for patients with cardiovascular risk factors.



The maintenance of cardiac rehabilitation activities for these patients throughout their lives is called phase III, and is also known as a prolonged or long-term cardiac rehabilitation. At this moment, the continuity of the care process, the recommendations, and the activities planned for the future must be ensured. The role is mainly developed at the PC level and is an adequate way to control and detect cardiovascular risk factors, reducing the morbidity these diseases originate. In Spain, outpatient CR implementation is just anecdotal [15,16].



Despite the existing evidence, there is little development of hospital CR units in primary care environments (phase II of CR). [13,14,15,16,17,18,19]. For this reason, most patients are sent back home without a start-up program that advises them on their illnesses and the changes in habits that are fundamental for their recovery. This phase has the peculiarity that the person may have already returned to his/her routine activities and/or to the workplace, and this phase extends in time for the rest of the patient’s life cycle. [19,20].



An intervention aimed at the patient’s physical condition may not be enough, as the MI significantly affects the patients’ living conditions in practically all areas of their daily activities. Psychological factors play a greater role in the course and treatment of CR. Patients actively develop models that are based on their disease, treatment, and recovery, thus having an influence on their behaviour and emotions [21,22,23,24,25].



On the other hand, ‘perceived self-efficacy’ refers to people’s beliefs about their own abilities to achieve certain outcomes [4]. The ‘self-efficacy’ term has been applied to various behaviours that affect different health domains (chronic diseases, drug use, sexual activity, smoking, physical exercise, weight loss, and also the ability to recover from health problems or to avoid potential health risks). The main measurement tool referenced is the General Self-Efficacy Scale by Baeesler and Schwarzer [26]. Several investigations have revealed that high levels of perceived self-efficacy have beneficial consequences for the individual’s functioning and general well-being [27].



Therefore, in order to achieve an effective CR and a lasting effect on the patient, it would be useful to introduce psychotherapeutic assistance and interventions that increase the perception of self-efficacy, in addition to the physical therapeutic intervention. This, combined with adequate adherence to healthy behaviours that may decrease the risk of subsequent cardiac events, will be beneficial in the rehabilitation process.



In our country, therapeutic objectives have been proposed for the reduction of the emotional impact caused by myocardial infarction, as well as for the reduction of the probability of subsequent myocardial events [28,29].



Consequently, the objective of this study is to identify the self-efficacy level regarding perceived health among patients who have suffered a cardiac event and have been through a hospital cardiac rehabilitation phase. In addition, we aim at verifying whether the patients’ inclusion in a primary health care cardiac rehabilitation program allows an increase in the level of perceived self-efficacy.




2. Materials and Methods


2.1. Design


Community clinical trial; open; controlled and randomised study.




2.2. Field of Study


Urban Centre of Primary Care. All the subjects who compose the study cohort attend this centre, although these subjects are related to ten different health centres that belong to the hospital area of reference.




2.3. Participants and Study Duration


All participants (adults of both sexes) who concluded phase II in the CR unit of the reference hospital were offered to participate over 12 months, so it was not necessary to establish a sample size.




2.4. Sample Size, Sampling, and Randomisation Procedure


The study population is composed of the total number of discharged patients from the cardiac rehabilitation unit of the Puerta del Mar Hospital during a calendar year (June 2013 to June 2014), which is a total of 95 people.



To determine the sample size, the research team used the General Self-Efficacy Scale by Baessler and Schwarzer [26].



The specific formula for calculating a sample size in the case of a comparison of two means in a bilateral test was applied. As outcomes, the mean’s standard deviation of the main dependent variable was 12% (perceived general self-efficacy), and the means difference between the groups, which is considered of clinical relevance, was of at least 6 points in the aforementioned General Scale of Self-Efficacy.



A precision of 95% and a test power of 80% are accepted. The result proposes a sample of 44 subjects in each group. As the study population is made up of the total number of patients discharged from the cardiac rehabilitation unit of the Puerta del Mar Hospital, 104 people participated during a calendar year, and all the subjects who met the feasibility criteria were offered to participate in the study. Thus, for 12 months, all subjects of legal age, both sexes, and who had concluded phase II in the CR unit of the university hospital Puerta del Mar (Cádiz) were offered to participate in the study. When discharged from phase II of the CR in the cardiac rehabilitation unit, the patients were immediately informed of the study, asked for their participation, and offered an informed written consent. Randomly and blindly (a closed envelope given to the researcher), the subjects were assigned either to the intervention or the control group, using a pre-established 2:1 ratio. A non-response or refusal registration to participate in the study was performed for the non-response analysis.




2.5. Exclusion Criteria


Severe mental illness, difficulty in understanding or using the Spanish language, not belonging to the health area where the study is developed, or impossibility to travel to the health centre were the exclusion criteria.



The research was carried out in accordance with the 1975 Declaration of Helsinki (revised in 2008). According to point 23 of the Declaration, an approval by an ethics committee was obtained. The research project protocol has been approved by the ‘Comité de Ética e Investigación del Hospital Universitario Puerta del Mar y Distrito Bahía de Cádiz La Janda’, with approval number ‘13/13′ (26 March 2013).



All participants gave their informed consent for the research, and were ensured that their anonymity was preserved.




2.6. Variables


Dependent primary efficacy variable: Prior to intervention and post-intervention scores in the Baessler & Schwarzer’s General Self-Efficacy Scale [26] (Figure 1).



Universal and sociodemographic variables were determined: Age, sex, body mass index (BMI), stratification of cardiac risk at discharge from the hospital CR phase, and reference health centre by town.



Psychometric variables: Salamanca screening questionnaire [30], Hamilton Anxiety Rating Scale [31,32], and Beck Depression Inventory [33].



All these scales, questionnaire or inventory, have been validated in the Spanish population and language [26,29,30,34,35,36].




2.7. Intervention


The intervention was performed by a succession of family physician visits on a scheduled basis.




2.8. Intervention Group


Visit 0. (Hospital rehabilitation unit, research physician, individual visit). Delivery and reading of information sheet. Signing of an informed consent. Registering telephone number and electronic address. Determination of baseline variables.



Visit 1. (Health centre, family physician, individual visit). Prior to 30 days after discharge from hospital CR unit. Individually-adapted planning (recommendations on medical treatment and adherence, adaptation of physical and nutritional activity plan, as well as recommendations to optimise the control of present risk factors and of healthy lifestyles).



Visit 2. (Health centre, family physician, individual visit). Three months following the start of phase III. Brief cognitive intervention in a clinical setting mediated by a motivational interview, detecting possible cognitive distortions in relation to the disease and the working environment, relationships, partner, and sexual, physical, and nutritional activities.



Visit 3. (Health centre, family physician, group visit, 6–8 subjects). Six months following the start of phase III. Reminder session on the physical activity plan learnt during the hospital rehabilitation phase. It is attended in sports clothes.



Visit 4. (Health centre, family physician, group visit, 6–8 subjects). Nine months following the start of phase III. Content related to the concepts of rehabilitation, self-care, and resilience. Qualitative and participatory methodology:




	
Strategies to recognise and work against resistance to change (arguing, interrupting, denying, ignoring).



	
Encourage patients to evaluate their own behaviour and accept new challenges.



	
Encourage patients to be able to control their diseases’ progression.








Visit 5. (Health centre, research physician, individual visit). Determination of variables.




2.9. Control Group


Visit 0 (Hospital Rehabilitation Unit, research physician, individual visit). Delivery and reading of information sheet. Signing of informed consent. Determination of baseline variables.



Patients are placed under the standard care of their area family physician, community nursing, and cardiology service.



Visit 1 and conclusion of visits. 12 months following the discharge from the hospital Cardiac Rehabilitation Unit. Determination of variables.




2.10. Statistical Analysis


Descriptive statistics are performed: distribution of absolute and relative frequencies for categorical variables, and measuring of central tendency and dispersion for quantitative variables. Homogeneity is determined for the variables between the intervention and control groups at the baseline visit. Determination of bivariate analysis for the variables between the groups, as well as hypothesis contrast estimation through the student’s t-test determination, seeking means differences between groups. Statistical analysis licensed for SPSS version 15.0 for Windows (Copyright © SPSS Inc., Redmond, WA, USA, 1989–2006).





3. Results


Ninety-five subjects out of a total of 104 selected patients agreed to participate, of which 89 completed the study period (Figure 2) and were included in the analysis (93.68% response rate), with a mean age of 63.01 years (SD 8.75). Regarding their sex, out of the total, 80.23% were male and 19.77% were female. After the randomisation following a 2:1 ratio, 58 subjects were assigned to the intervention group (61.05%) and 37 to the control group (38.95%).



The data collected during the baseline visit allowed us to determine the homogeneity between the intervention and control groups for the variables: age, diagnosis, risk stratification, anxiety scores, depression, and perceived self-efficacy, once the random assignment to the groups was made (Table 1).



The perceived self-efficacy was inversely correlated with the scores obtained in the Hamilton Anxiety Questionnaire (Pearson r = −0.04009, p = 0.0018) and in the Beck Depression Inventory (r = −0.4152, p = 0.0012). Similarly, the perceived self-efficacy score was inversely correlated with the scores obtained for dependent (Pearson r = −0.3175, p = 0.0152), impulsive, unstable, antisocial, or schizotypal personality traits. The correlations were not relevant for other personality traits (Table 2).



The intervention group participants who attended all the program sessions [5], and those from both groups who completed the Self-Efficacy Scale at the beginning and at the end of the study (n = 50), were included in the outcomes analysis related to the main dependent variable. To obtain the difference of mean scores between groups, regarding the ‘perceived general self-efficacy’ variable, as well as for the variables related to anxiety and depression scores, new variables are coded, called the ‘score difference in perceived general self-efficacy’, ‘difference in Hamilton Anxiety Rating Scale score’, and ‘score difference in Beck Depression Inventory’. This is the result from the subtraction of the scores obtained from each participant upon completion of the General Self-Efficacy Scale at the beginning and at the end of the study. This scale offers a range of punctuation between 0 and 40, depending on the individual’s response to each of the 10 items that compose it. Thus, in each question, it can be answered by choosing between options “incorrect” (punctuation 1), “barely certain” (2), “rather true” (3), or “true” (4). The maximum score, therefore, is 40 points.



Following the end of the study, and as its main outcome, a difference of 6.0972 points (p 0.0053, 95% CI 4.1950 to 10.29) was detected after estimation and contrast of hypotheses for population means between groups, with the intervention group being the one that showed a higher score improvement (Table 3).



However, in the final visit, there were no significant differences (t-student 0.1211; p = 0.943) after the estimation and contrast of population means for score differences between the groups regarding the Hamilton scale. Similarly, there were no significant differences between the groups regarding the means obtained in the variable ‘score difference in Beck Depression Inventory’ t-student −0.1281; p = 0.8987).




4. Discussion


Cardiac rehabilitation has proven to be efficient in terms of patients’ morbidity and mortality [1]. Likewise, an increase in perceived self-efficacy improves the functioning and well-being of the patients. In spite of this evidence, there are few cardiac rehabilitation programs in primary care, especially in Spain [17,20].



When interpreting the results of this study, there is a tendency towards the improvement of the feeling of perceived general self-efficacy regarding their health in those patients who perform systematised intervention programs in the primary care setting. In addition, the results are consistent with the bibliographic evidence. In fact, in cardiac rehabilitation programs, an emphasis on motivational factors affects the patient’s adherence. It is suggested that in cardiac rehabilitation programs more attention should be paid to the role of group-based rehabilitation. Psychoeducation resulted in improved mental health in patients with coronary heart disease [6]. There is evidence about benefits in this approach when performed as a complementary, effective, non-invasive nursing intervention to reduce psychological problems in these patients [1]. There are results that also suggest that cardiac rehabilitation programs that were successful on proximal targets (systolic blood pressure, smoking behaviour, physical exercise, and emotional distress) were more effective on distal targets (cardiac mortality and MI recurrences) than programs without the success of proximal targets [23].



However, there are studies that investigated the effectiveness of an exercise programme in patients discharged home following a critical illness by measuring the quality of life test (SF-36), and the improvements in the primary outcome did not differ significantly between studied groups [37].



The results of this study are not consistent with data about women’s participation or dropout from cardiac rehabilitation programs [4].



Considering the results, there is a trend towards the inverse association between perceived self-efficacy and mood among the population who suffer a cardiac event, as well as in relation with certain personality traits. This suggests that personality traits may play a role in the detrimental effect of emotional distress in MI patients [23]. However, there is no improvement after participating in the intervention program of cardiac rehabilitation phase III in the score regarding symptoms of anxiety or depression. This apparent contradiction, in the opinion of the research team, could be explained, or at least subjected to debate, by the concept of ‘resilience’, recently incorporated into the psychology of health. Suniya Luthar, between 2000 and 2006, defined ‘resilience’ as a positive adaptation despite adversity, emphasising the two elements that constitute the term: adversity and adaptation.



The present study has met the recommendations for improving the quality of reporting of randomised controlled trials contained in the CONSORT Statement [38].



Limitations


As a limitation, the sample size is considered to be too close to the precise calculation. Even though statistical significance that meets the clinical relevance existing in the difference of means regarding the main variable has been found, the inclusion of a larger population size is seen as an opportunity.



Another limitation is the lack of determination of correlations between the attainment of objectives related to the control of cardiovascular risk factors and the overall self-efficacy score. Despite this, it is worth highlighting the prominence and the opportunity to measure the perceived general self-efficacy of an individual who has suffered a cardiac event as an objectification of the feeling of the patient’s ability to improve their own state of health beyond the specific results that can be obtained from physiological variables.



A patient’s resilient attitude may find plausibility and coherence with a feeling of perceived self-efficacy for one’s own health care, even though there is no improvement in the scores related to anxiety symptoms or sadness. The person’s coping and adaptation ability may integrate symptoms which are not related to joyful, euphoric, or happy moods. This fact could explain the results of a lack of improvement in scores regarding the scales that represent the affective state despite obtaining benefits for the feeling of self-efficacy.





5. Conclusions


The results of the present study show significant improvements in the scores related to the feeling of perceived general self-efficacy for the population that concluded the intervention program in primary health, as compared to the control group.



Perceived self-efficacy is inversely correlated with the scale scores that measure anxiety or depression symptoms. The improvement in the scores regarding the feeling of self-efficacy perceived for one’s own health is accompanied by an improvement in those scores related to the patient’s state of mind.



Further studies on the field are considered pertinent, including using a larger sample size and performing the study in different health areas. We should be able to test the effectiveness of systematised interventions adapted to feasibility criteria within the health system. The interventions should be aimed at increasing perceived self-efficacy among similar populations to the studied one.







Author Contributions


All authors of the present study have contributed to the conception and design, analysis, drafting, and/or revision of the manuscript. Investigation, M.L.M.-F., M.P.-L., M.M.-A. and L.S.-G.; Supervision, J.G.-S.; Writing—review and editing, A.J.M.-C. In addition, all authors have approved the submitted version.




Funding


The present study has not received any funding.




Conflicts of Interest


The authors declare no conflict of interests. The corresponding author, on behalf of the rest of authors, guarantees the accuracy, transparency, and honesty of the data contained in this study. In addition, no relevant information has been omitted. The present manuscript has not been sent for publication to any other journal.




References


	



Galve, E.; Castro, A.; Cordero, A.; Fácila, L.; de Bobadilla, J.F.; Mazóng, P.; Lluís-Ganella, C.; González-Juanatey, J.R.; García, A.A. Temas de actualidad en cardiología: Riesgo vascular y rehabilitación cardíaca. Rev. Esp. Cardiol. 2013, 66, 124–130. [Google Scholar] [CrossRef] [PubMed]

	



World Health Organisation. Needs and Priorities in Cardiac Rehabilitation and Secondary Prevention in Patients with Coronary Heart Disease; WHO Technical Report Series 831; World Health Organisation: Geneva, Switzerland, 1993. [Google Scholar]

	



Bennet, P. Psychological Care of Cardiac Patients. In Cardiac Rehabilitation Manual; Niebauer, J., Ed.; Springer: London, UK, 2011. [Google Scholar]

	



Thomas, R.J.; King, M.; Lui, K.; Oldridge, N.; Piña, I.L.; Spertus, J.; Grady, K.; Oldridge, N.; Piña, I.L.; Spertus, J.; et al. AACVPR/ACCF/AHA 2010 update: Performance measures on cardiac rehabilitation for referral to cardiac rehabilitation/secondary prevention services endorsed by the American College of Chest Physicians, the American College of Sports Medicine, the American Physical Therapy Association, the Canadian Association of Cardiac Rehabilitation, the Clinical Exercise Physiology Association, the European Association for Cardiovascular Prevention and Rehabilitation, the Inter-American Heart Foundation, the National Association of Clinical Nurse Specialists, the Preventive Cardiovascular Nurses Association, and the Society of Thoracic Surgeons. J. Am. Coll. Cardiol. 2010, 56, 1159–1167. [Google Scholar] [PubMed]

	



Bjarnason-Wehrens; Halle, M. Exercise training in Cardiac Rehabilitation. In Cardiac Rehabilitation Manual; Niebauer, J., Ed.; Springer: Berlin/Heidelberg, Germany, 2011; pp. 89–119. [Google Scholar]

	



Berkhuysen, M.A.; Nieuwland, W.; Buunk, B.; Sanderman, R.; Rispens, P. Change in self-efficacy during cardiac rehabilitation and the role of perceived over protectiveness. Patients Educ. Couns. 1999, 38, 21–32. [Google Scholar] [CrossRef]

	



Beauchamp, A.; Worcester, M.; Ng AMurphy, B.; Tatoulis, J.; Grigg, L.; Goble, A. Attendance at cardiac rehabilitation is associated with lower all-cause mortality after 14 years of follow-up. Heart 2013, 99, 620–625. [Google Scholar] [CrossRef] [PubMed]

	



Sandercock, G.R.; Cardoso, F.; Almodhy, M. Cardiorespiratory fitness changes in patients receiving comprehensive outpatient cardiac rehabilitation in the UK: A multicentre study. Heart 2019, 99, 785–790. [Google Scholar]

	



Petrie, K.J.; Cameron, I.D.; Ellis, I.J.; Buick, D.; Weinman, J. Changing illness perceptions after myocardial infarctation: An early randomiced controlled trial. Psychosom. Med. 2002, 64, 580–586. [Google Scholar] [CrossRef] [PubMed]

	



Suaya, J.A.; Shepard, D.S.; Normand, S.L.; Ades, P.A.; Prottas, J.; Stason, W.B. Use of cardiac rehabilitation by medicare beneficiaries after myocardial infarction or coronary bypass surgery. Circulation 2007, 116, 1653–1662. [Google Scholar] [CrossRef] [PubMed]

	



Balady, G.J.; Ades, P.A.; Bittner, V.A.; Franklin, B.A.; Gordon, N.F.; Thomas, R.J. Referral, enrollment, and delivery of cardiac rehabilitation/secondary prevention programs at clinical centres and beyond: A presidential advisory from the American Heart Association. Circulation 2011, 124, 2951–2960. [Google Scholar] [CrossRef]

	



Galve, E.; Alegria, E.; Cordero, A.; Fácila, L.; de Bobadilla, J.F.; Lluís-Ganella, C.; González-Juanateyg, J.R.; Mazón, P.; García, A.A. Temas de actualidad en cardiología: Riesgo vascular y rehabilitación cardíaca. Rev. Esp. Cardiol. 2013, 67, 203–210. [Google Scholar] [CrossRef]

	



Cano de la Cuerda, R.; Alguacil Diego, I.M.; Alonso Martin, J.J.; Sánchez, A.M.; Page, J.C.M. Programas de rehabilitación cardiaca y calidad de vida relacionada con la salud. Situación actual. Rev. Esp. Cardiol. 2012, 65, 72–79. [Google Scholar] [CrossRef]

	



Espinosa Caliani, S.; Bravo Navas, J.C.; Gómez-Doblas, J.J.; Collantes Rivera, R.; González Jiménez, B.; Martínez Lao, M.; de Teresa Galván, E. Rehabilitación cardiaca postinfarto de miocardio en enfermos de bajo riesgo. Resultados de un programa de coordinación entre cardiología y atención primaria. Rev. Esp. Cardiol. 2004, 57, 53–59. [Google Scholar] [CrossRef]

	



Maroto Montero, J.M.; Artigao Ramírez, R.; Morales Durán, M.D.; de Pablo Zarzosa, C.; Abraira, V. Rehabilitación cardiaca en pacientes con infarto de miocardio. Resultados tras 10 años de seguimiento. Rev. Esp. Cardiol. 2005, 58, 1181–1187. [Google Scholar] [CrossRef] [PubMed]

	



León-Latre, M.; Mazón-Ramos, P.; Marcos, E.; García-Porrero, E. Temas de actualidad en prevención cardiovascular y rehabilitación cardiaca. Rev. Esp. Cardiol. 2009, 62 (Suppl. 1), 4–13. [Google Scholar] [CrossRef]

	



Pesah, E.; Supervia, M.; Turk-Adawi, K.; Grace, S.L. A Review of Cardiac Rehabilitation Delivery around the World. Prog. Cardiovasc. Dis. 2017, 60, 267–280. [Google Scholar] [CrossRef] [PubMed]

	



Ruano-Ravina, A.; Pena-Gil, C.; Abu-Assi, E.; Raposeiras, S.; van’t Hof, A.; Meindersma, E.; González-Juanatey, J.R. Participation and adherence to cardiac rehabilitation programs: A systematic review. Int. J. Cardiol. 2016, 223, 436–444. [Google Scholar] [CrossRef] [PubMed]

	



Resurreccion, D.M.; Motrico, E.; Rigabert, A.; Rubio-Valera, M.; Conejo-Ceron, S.; Pastor, L.; Moreno-Peral, P. Barriers for Nonparticipation and Dropout of Women in Cardiac Rehabilitation Programs: A Systematic Review. J. Womens Health 2017, 26, 849–859. [Google Scholar] [CrossRef] [PubMed]

	



Márquez-Calderón, S.; Portero, R.V.; de la Blanca, E.B.P.; González-Nieto, V.S.; Sánchez, M.R.; Hidalgo, I.S.; Soriano, F.R. Implantación y características de los programas de rehabilitación cardiaca en el Sistema Nacional de Salud español. Rev. Esp. Cardiol. 2003, 56, 775–782. [Google Scholar] [CrossRef]

	



De Pablo-Zarzosa, C.; Maroto-Montero, J.M.; Arribas, J.M. Prevención y rehabilitación de la enfermedad cardiovascular: Papel de la asistencia primaria. Rev. Esp. Cardiol. 2011, 11 (Suppl. E), 23–29. [Google Scholar] [CrossRef]

	



Jolly, K.; Taylor, R.; Lip, G.Y.; Greenfield, S.; Raftery, J.; Mant, J.; Stevens, A. Birmingham Rehabilitation Uptake. Maximisation Study (BRUM). Homebased compared with hospital-based cardiac rehabilitation in a multi-ethnic population: Cost-effectiveness and patient adherence. Health Technol. Assess. 2007, 11, 35. [Google Scholar] [CrossRef]

	



Denollet, J.; Stanislas, U.; Brutsaert, D.L. Personality and Mortality after Myocardial Infarction. Psychosom. Med. 1995, 57, 582–591. [Google Scholar] [CrossRef]

	



Cossette, S.; Frasure-Smith, N.; Lesperance, F. Clinical implications of a reduction in psychological distress on cardiac prognosis in patients participating in a pshycological intervention program. Psychosom. Med. 2001, 63, 257–266. [Google Scholar] [CrossRef] [PubMed]

	



Dusseldorp, E.; van Elderen, T.; Maes, S.; Meulman, J.; Kraaij, V. A meta-analysis of psychoeducacional programs for coronary heart disease patients. Health Psychol. 1999, 18, 506–519. [Google Scholar] [CrossRef] [PubMed]

	



Baessler, J.; Schwarcer, R. Evaluación de la autoeficacia: Adaptación española de la escala de Autoeficacia General. Ansiedad Estrés 1996, 2, 1–8. [Google Scholar]

	



Bandura, A. Self-Efficacy: The Exercise of Control; Freeman: New York, NY, USA, 1997. [Google Scholar]

	



Buceta, J.M.; Bueno, A.M. Intervención Psicológica y Salud: Control del Estrés y Conductas de Riesgo; Dykinson: Madrid, Spain, 2001. [Google Scholar]

	



Sanjuán Suárez, P.; Pérez García, A.M.; Bermúdez Moreno, J. Escala de autoeficacia general: Datos psicométricos de la adaptación para población Española; Universidad Nacional de Educación a Distancia, Psicothema: Madrid, Spain, 2000; Volume 12, pp. 509–513. [Google Scholar]

	



Pérez Urdániz, A.; Rubio, A.; Gómez, M. Cuestionario Salamanca de Trastornos de Personalidad; IV Congreso de Psiquiatria de Castilla y León: Salamanca, Spain, 2011. [Google Scholar]

	



Hamilton, M. The assessment of anxiety states by rating. Br. J. Med. Psychol. 1959, 32, 50–55. [Google Scholar] [CrossRef] [PubMed]

	



Hamilton, M.C. Diagnosis and rating of anxiety. Br. J Psychiatry 1969, 3, 76–77. [Google Scholar]

	



Beck, A.T.; Steer, R.A.; Brown, G.K. Beck Depression Inventory: Manual, 2nd ed.; The Psychological Corporation: San Antonio, TX, USA, 1996. [Google Scholar]

	



Sanjuán-Suárez, P.; Pérez-García, A.; Bermúdez, J. The general self-efficacy scale: Psychometric data from the Spanish adaptation. Psicothema 2000, 12, 509–513. [Google Scholar]

	



Lobo, A.; Chamorro, L.; Luque, A.; Dal-Re, R.; Badia, X.; Baro, E. Validación de las versiones en español de la Montgomery-Asberg Depression Rating Scale y la Hamilton Anxiety Rating Scale para la evaluacion de la depression y de la ansiedad. Med. Clin. 2002, 118, 493–499. [Google Scholar] [CrossRef]

	



Sanz, J.; Perdigón, A.L.; Vazquez, C. Adaptación española del Inventario para la Depresión de Beck-II (BDI-II): 2. Propiedades Psicométricas en Población General. Clínica y Salud 2003, 14, 249–280. [Google Scholar]

	



McDowell, K.; O’Neill, B.; Blackwood, B.; Clarke, C.; Gardner, E.; Johnston, P.; Kelly, M.; McCaffrey, J.; Mullan, B.; Murphy, S.; et al. Effectiveness of an exercise programme on physical function in patients discharged from hospital following critical illness: A randomised controlled trial. Thorax 2017, 72, 594–595. [Google Scholar] [CrossRef]

	



Begg, C.; Cho, M.; Eastwood, S.; Horton, R.; Moher, D.; Olkin, I.; Stroup, D.F. Mejora de la calidad de los informes de los ensayos clínicos aleatorios controlados. Recomendaciones del grupo de trabajo Consort. Rev. Esp. Salud Públ. 1998, 72, 5–11. [Google Scholar]








[image: Jfmk 04 00032 g001 550]





Figure 1. General Self-Efficacy Scale by Baessler and Schwarzer. 
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Figure 2. Eligibility, randomisation, and follow-up. 
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Table 1. Baseline data for the variables. No significant differences between groups.
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Variable

	
Control Group %

	
Intervention Group %

	
Differences






	
Age

	
63.34 (DE 9.2)

	
62.94 (DE 8.52)

	
(p 0.83)




	
Diagnosis

	

	
(p 0.5741)




	
Monovascular disease

	
11.24

	
11.24

	




	
Polyvascular disease

	
5.62

	
12.36

	




	
Non-ST elevation Coronary Syndrome

	
5.62

	
14.61

	




	
Acute myocardial infarction

	
7.87

	
14.61

	




	
Risk stratification

	

	
(p 0.3075)




	
Low

	
20.45

	
35.23

	




	
Moderate

	
10.23

	
20.45

	




	
Severe

	
7.95

	
5.68

	




	
Anxiety score (average)

	
15.52 (DE 11.2)

	
13.32 (DE 11.56)

	
(p 0.4482)




	
Depression score (average)

	
9.68 (DE 7.07)

	
9.52 (DE 9.4)

	
(p 0.9369)




	
Perceived self-efficacy (average)

	
27.77 (DE 7.03)

	
27.34 (DE 5.8)

	
(p 0.7761)
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Table 2. Pearson correlations between perceived self-efficacy, personality traits, and affective state at baseline visit.
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	Self-Efficacy





	Personality trait
	Dependent
	r = −0.3175 p = 0.0152



	
	Impulsive Unstable
	r = −0.4243 p = 0.0009



	
	Borderline
	r = −0.2841 p = 0.0307



	
	Antisocial
	r = −0.2829 p = 0.0314



	
	Schizotypal
	r = −0.2831 p = 0.0313



	
	Paranoid
	r = −0.1321 p = 0.3185



	Affective state score
	Anxiety Severity (Hamilton)
	r = −0.4009 p = 0.0018



	
	Depression Inventory (Beck)
	r = −0.4152 p = 0.0012
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Table 3. Hypothesis test for means difference between groups.
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Group

	
Intervention

	
Control






	
Sample

	
54

	
35




	
General Self-Efficacy Scale means differences between Baseline to final visit punctuations

	
3.3750

	
−2.7222




	
Standard deviation

	
7.0196

	
7.1932




	
Means punctuation difference

	
6.0972 IC (4.1950 to 10.29); p 0.0053
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