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The aim of this study was to explore the role of SOC in CHD patients. It provides evidence on the 

potential utility of SOC in cardiovascular research, prevention and rehabilitation. Additionally, it 

examines whether SOC and other psychological factors are part of the pathways explaining ethnic 

differences in the recurrence of CHD. Possible explanatory factors and confounding variables, such as 

sex, age, SES and the severity of disease, were taken into account.  

In this chapter the main findings of this study are summarized (8.1) and discussed (8.2). Next, the 

strengths and limitations of this study are addressed (8.3). Finally, we discuss its general implications for 

practice, as well as for future research (8.4).  

 

8.1 Main findings 

The main findings are summarized per research question, as defined in Chapter 1; the number of the 

chapter that reports the study concerned is provided in parentheses.  

 

Research question 1 (Chapter 3) 

Is SOC prospectively associated with health-related behaviours among patients with CHD? 

We found that SOC was a predictor of non-smoking and quitting smoking 12-28 months after CHD 

treatment, both crude and adjusted for sociodemographic and clinical characteristics. Furthermore, SOC 

was a predictor of healthier nutrition behaviour among patients treated with PCI, but not with CABG or 

pharmacotherapy. We also found an association between SOC and alcohol consumption among patients 

treated with CABG. However, we did not find an association between SOC and physical activity.  

 

Research question 2 (Chapter 4) 

Is SOC prospectively associated with mental and physical HRQoL among patients with coronary heart 

disease? 

Baseline SOC was a strong predictor of both mental and physical HRQoL measured at 12-28 months 

follow-up after CAG, both crude and after adjustment for sociodemographic characteristics. SOC also 

remained a predictor of mental HRQoL after adjustment for medical characteristics. Furthermore, the 

pattern of the associations between SOC and mental and physical HRQoL was similar, independent of the 

time when SOC was measured (the day preceding CAG or 12-28 months after CAG). 
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Research question 3 (Chapter 5) 

Does SOC affect the association between hostility and mental and physical HRQoL among patients with 

coronary heart disease? 

High levels of hostility were strongly associated with a worse mental HRQoL and a low SOC in CHD 

patients, crude and when adjusted for age and sex. In turn, a low SOC was associated with a worse mental 

HRQoL when adjusted for age and sex. In our study, approximately 60% of the effect of hostility on 

mental HRQoL was explained via SOC. This may be interpreted as meaning that most of the adverse 

effect of hostility on low mental HRQoL runs via SOC. High levels of hostility and low levels of SOC 

were not significantly associated with poor physical HRQoL. Thus, the mediator role of SOC between 

hostility and physical HRQoL was not further tested.  

 

Research question 4 (Chapter 6) 

Is there an association between Roma ethnicity and mental and physical HRQoL among patients with 

CHD? Does hostility affect this association? 

We found that Roma ethnicity was associated with worse mental and physical HRQoL, crude and 

also after adjustment for sociodemographic characteristics. Moreover, Roma were more likely to have 

increased levels of hostility than non-Roma CHD patients, crude and also after adjustment for 

sociodemographic characteristics. In turn, hostility was a predictor only of worse MCS in Roma and non-

Roma patients. Next, our study confirmed that hostility mediated the relationship between Roma ethnicity 

and mental HRQoL. Last, higher levels of hostility were not a significant predictor of worse PCS in Roma 

and non-Roma CHD patients; thus, the association of Roma ethnicity with PCS is not mediated by 

hostility.  

 

Research question 5 (Chapter 7) 

Is Roma ethnicity associated with lower SOC and higher levels of anxiety among patients with CHD? 

Roma cardiac patients had more anxiety symptoms than non-Roma CHD patients. The association of 

Roma ethnicity with more anxiety symptoms was present even after adjustment for potential confounding 

factors, including SES. Roma ethnicity was associated with lower SOC when adjusted for age, sex and 

functional status among CHD patients. However, in our study, SES explained 19% of the variance in 

SOC and partly explained the association between Roma ethnicity and SOC. 
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8.2 Discussion of main findings 

The main findings will be discussed within the framework of the general aims, as outlined in Chapter 1. 

We will focus on various characteristics, such as health-related behaviours, HRQoL and hostility, 

associated with SOC in patients with CHD. Furthermore, we will focus on the role of Roma ethnicity in 

the recurrence of CHD and the specific role of psychosocial factors (SOC, hostility and anxiety) in this 

association. Next, the role of other factors, such as SES and the severity of disease influencing the 

examined associations, will be discussed (Figure 8. 1). 

 

Sense of coherence and health-related behaviours among coronary heart disease patients 

Our finding that SOC was a predictor of non-smoking, quitting smoking, healthier nutrition behaviour 

and lower alcohol consumption is consistent with previous studies (Bergman et al., 2009; Lindmark et al., 

2009; Schane et al., 2009). It confirms Antonovsky‘s theory (1987) that CHD patients with a higher SOC 

are more likely to make choices regarding behaviour that explicitly promotes health, as was also found in 

the aforementioned other studies (Bergman et al., 2009; Lindmark et al., 2009; Schane et al., 2009). 

According to Antonovsky (1987) people with a high SOC have a lower tendency to turn to inappropriate 

coping strategies than people with a low SOC, since the former have various alternatives and can thus 

select the most appropriate coping behaviour for the problem. 

Our finding that SOC could contribute to healthier behaviours among CHD patients is supported by 

evidence coming from those at high risk of developing CHD (Botha et al., 2002; Nabi et al., 2008) and 

from various healthy populations (Midanik et al., 1992; Myrin & Lagerstrom, 2006; Sagy et al., 2009). 

SOC thus deserves attention within the evidence-based framework for the planning of promotion or 

improvement of health-related behaviours. To be more specific, evidence clearly indicates that those who 

adhere to a healthier lifestyle after a CHD event are at lower risk of recurrent events (O’Donnell et al., 

2010). People in general are aware of the risks and harmful effects of unhealthy behaviours (Carroll et al, 

2006). However, there is still a huge discrepancy between patient knowledge of healthy behaviours and 

their adherence to healthy behaviours (Chow et al., 2010; Koon et al., 2013). It seems that a change in 

health-endangering behaviours is challenging and determined by many factors (e.g. emotions, 

psychological beliefs, information needs, support from family and friends, Murray et al., 2012), and 

indeed SOC may be one of these factors which need to be continually explored and taken into account 

when designing successful interventions. 

The lack of an association between SOC and frequency of physical activity that we found contradicts 

the results of the study by Bergman et al. (2009), who did find such an association. In their longitudinal  
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study they showed that persons with a first myocardial infarction and with high SOC scores were more 

physically active compared with those with medium or low SOC. A possible explanation for the 

inconsistency in the results could be that the strength of the association between SOC and health-related 

behaviours is limited by the presence of many factors which influence the adherence to lifestyle 

prescriptions, such as the sociodemographic (e.g. gender, age, SES and marital status) and clinical 

characteristics (e.g. functional status, severity of the disease, length of the disease) of the studied 

population. 

 

Sense of coherence and health-related quality of life in coronary heart disease patients  

Our longitudinal finding that SOC was a strong predictor of HRQoL confirms the evidence from earlier 

longitudinal studies on specific subgroups of CHD patients (Karlsson et al., 2000; Dantas et al. 2002; 

Drory et al., 2002; Kattainen et al., 2006; Norekval et al., 2010; Bergman et al. 2012; Pragodpol & Ryan, 

2013). This evidence shows that SOC seems to be an important predictor of HRQoL in patients with 

different cardiac conditions. In addition to the aforementioned studies, high levels of SOC positively 

predicted the perceived health among adolescents with congenital heart disease (Apers et al., 2013a). 

Berg et al. (2013) also found this among adults with a complex heart condition (single-ventricle 

physiology). Based on the longitudinal findings among various samples of patients with a chronic disease, 

it seems that SOC is a universal predictor of QoL among patients with chronic disease conditions 

(Eriksson & Lindstrom, 2007).  

Next, we found that the influence of SOC on mental HRQoL was stronger than on physical HRQoL. 

The strength of the associations between SOC and HRQoL varied from medium (0.12) for the mental 

component to trivial (0.04) for the physical component, if measured as Cohen’s effect sizes (Cohen, 

1977). This confirms the systematic review by Eriksson and Lindstrom (2006), who reported that the 

relation between SOC and physical HRQoL is much weaker than between SOC and mental HRQoL. On 

the other hand, a two-year cross-lagged study (Veenstra et al., 2005) in patients with chronic illnesses, 

such as diabetes, CHD or chronic obstructive pulmonary disease, concluded that high SOC was a 

prospective predictor of high levels of physical HRQoL. One possible explanation for the inconsistency in 

the above studies could be that the strength of the associations between SOC and physical HRQoL 

manifests over time. This explanation seems possible, as in this study SOC was a predictor of physical 

HRQoL at 12-28 months follow up but not when measured at baseline. Another possible explanation is 

that factors other than SOC may be important predictors of physical HRQoL, including physical 

symptoms, physical function and fatigue (for a review see Pragodpol & Ryan, 2013).  
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Hostility and coronary heart disease: the role of sense of coherence 

We found that high levels of hostility were strongly associated with a worse mental HRQoL. This 

confirms a recent critical review by Pragodpol and Ryan (2013) which reported that hostility was a 

negative predictor of HRQoL in newly diagnosed patients with CHD. In addition, intervention studies 

have shown that a decrease in levels of hostility leads to lower mortality and morbidity and to an increase 

in HRQoL among individuals after an acute heart attack and after cardiac surgery (Linden et al., 1996; 

Ormish et al., 1998; Lavie & Milani, 2005; Shen et al., 2006).  

Interestingly, in our study hostility was not a predictor of worse physical HRQoL. Other 

psychological variables, such as depression, anxiety, and stress (Smith et al., 2000), should be taken into 

account as possible determinants of physical HRQoL in CHD patients. However, it is also possible that 

physical conditions (such as functional status in this study) are more important predictors of physical 

HRQoL than psychological factors. This study thus clearly indicates that it is important to distinguish 

between mental and physical HRQoL, as it seems that the same variable may play different role in these 

two components of HRQoL. This may have consequences not only for further research but also for 

developing successful interventions.  

Moreover, we found that higher levels of hostility were strongly associated with a low SOC in CHD 

patients, which is in line with previous studies (Kivimaki et al., 2002; Julkunen & Ahlstrom, 2006). 

Julkunen and Ahlstrom (2006) have shed light on the relationship between SOC and hostility. Their 

results showed that high SOC was associated with the ability to control the expression of anger and with 

low levels of suppressed or openly expressed anger. In addition, high SOC scores were predicted by low 

levels of cynicism (a cognitive component of hostility). The results of this study indicate that SOC may 

have an important relationship to other psychological predictors of CHD, such as hostility. This 

relationship deserves not only further attention in research, but it also provides an opportunity for 

planning successful interventions.   

In our study, hostility was inversely associated with SOC, which in turn was associated with poor 

mental HRQoL. This study shows that most of the adverse effect of hostility on poor mental HRQoL is 

mediated via SOC (approximately 60%). Evidence indicates that possible mechanisms regarding how 

hostility may influence CHD outcomes include the activation of stress response systems (autonomic 

dysfunction, inflammation, immunosenescence, thrombogenesis), the continuation of unhealthy 

behaviours (e.g. smoking, alcohol consumption) (for a review, see Ormish et al., 1998) or psychological 

factors, such as lower social support, more use of maladaptive coping and more severe depressive 

symptoms (Shen et al., 2006). Thus, our finding that most of the adverse effect of hostility on poor mental  
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HRQoL was mediated via SOC provides another possible mechanism regarding the impact of hostility on 

HRQoL. Longitudinal studies have found similar results; in particular a study by Kivimaki et al. (2002) 

confirmed the mediating role of SOC in the association between hostility and health and a study by 

Julkunen & Ahlstrom (2006) the mediation role of SOC between hostility and HRQoL. Despite the cross-

sectional character, the present study complements these findings in several important ways. Firstly, in 

this study we included the whole spectrum (regarding gender, age and severity of disease) of patients with 

developed CHD, while a study by Kivimaki et al. (2002) included full-time female municipal workers, 

and a study by Julkunen and Ahlstrom (2006) included a high-risk sample of people with elevated blood 

pressure. In addition, in our study both HRQoL and hostility were measured using the questionnaires 

which are used by the majority of researchers.  

 

Roma ethnicity and coronary heart disease: health-related quality of life, hostility, anxiety and sense of 

coherence 

Our finding that Roma ethnicity was associated with worse HRQoL is in line with previous studies 

(Skodova et al., 2010) and indicates that Roma CHD patients are at higher risk of poor HRQoL. 

Additionally, the results of the present study indicate that only a part of the ethnic differences in HRQoL 

can be explained by SES. To be more specific, when we added SES measured by family income into our 

models, Roma ethnicity remained a significant predictor of both mental and physical HRQoL. Leow et al. 

(2013) pointed out that evidence on the relationship between ethnicity and HRQoL is still limited and 

somehow contradictory. However, compared with non-Roma, Roma have been shown to have worse 

outcomes regarding clinical risk factors (Sudzinova et al., 2013), biochemical markers (Babinska et al., 

2013) and health behaviours (Kosa et al., 2007; Babinska et al., 2013; Sudzinova et al., 2013), which may 

explain the identified differences in  HRQoL between Roma and non-Roma.  

Our finding that Roma are at higher risk of having higher levels of hostility is in line with previous 

research (Skodova et al., 2010) and may reflect their marginal position in society. Brondolo et al. (2005) 

showed that individuals exposed to ethnicity-based social exclusion expressed their feelings aggressively 

more often during interpersonal interactions. Our study shows that mean levels of hostility are indeed 

higher among Roma. Given the fact that adult levels of hostility are partly shaped by childhood 

environmental circumstances (Nabi et al., 2010), this may easily be due to experiences of discrimination 

over the life course (Brondolo et al., 2011).  

In this study hostility mediated the relationship between Roma ethnicity and mental HRQoL, even 

when including SES. This confirms the finding of studies by Williams (1998) and Kawachi et al. (1997)  
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that hostility may be linked to health inequalities as a mediator. The possible mechanism explaining the 

mediation role of hostility between Roma ethnicity and mental HRQoL may be the experience of racism 

and discrimination. As reported in EU-MIDIS (2009), Roma (in the Czech Republic) indeed experience 

the worst discrimination in general out of 45 specific groups surveyed. This explanatory mechanism is 

also supported by studies conducted among other ethnic or minority groups. To be more specific, high 

levels of discrimination in the last 12 months were reported, e.g., by African immigrants in Malta, Sub-

Saharan Africans in Ireland and North Africans in Italy (EU-MIDIS, 2009). The higher levels of hostility 

when compared with the majority population were reported in African-American women (Tindle et al., 

2009) and Blacks and Latinos (Broudy et al., 2007) in the United States. Thus, it seems that the mediating 

role of hostility (seen as a response to the experience of discrimination) between ethnicity and health 

outcomes may be applicable to other minority or ethnic groups.  

Our finding that Roma cardiac patients have more anxiety symptoms than non-Roma CHD patients 

complements previous findings on ethnic differences (Parry et al., 2007; Peters et al., 2009; Carrasco-

Garrido et al., 2010; Vorvolakos et al., 2012), but now with a particular focus on CHD patients. The 

association of Roma ethnicity with more anxiety symptoms was still present after adjustment for potential 

confounding factors, including SES. Other factors that may contribute are the experiencing of higher 

levels of stress due to poor living conditions, unemployment, discrimination and exclusion, as well as the 

cultural distance that Roma experience towards the society they live in (UNDP 2005; Kouivula et al., 

2010). 

A novel finding of this study is that Roma CHD patients have a lower SOC when adjusted for age, 

sex and functional status than non-Roma CHD patients. Some previous studies (Bayard-Burfield et al., 

2001; Glanz et al., 2005) also found that the levels of SOC were lower among ethnic minorities, but none 

were focused on Roma. As SOC represents the basis for successful coping with stressors, our study 

indicates that ethnic differences in coping styles may be understood using a conceptual model, such as 

SOC. To be more specific, as advocated by Antonovsky (1987), individuals with high SOC should have 

more adaptive and appropriate reactions to situations, more successful coping efforts and should 

experience less affective impairment of their coping behaviour. As SOC is rooted in the sociocultural and 

historic context of one’s life, one of the options for how to promote more successful coping behaviour in 

ethnic groups is to use structures such as social support, environmental conditions and family 

relationships (Antonovsky, 1996).  
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Socioeconomic status and the severity of coronary heart disease as potential confounders 

In our study a lower SES was a predictor of poorer physical HRQoL and weakened the effect of SOC on 

physical HRQoL, but not on mental HRQoL. This confirms the findings of Failde and Ramos (2000), 

Lindsay et al. (2000) and Pragodpol and Ryan (2013), who reported that worse SES was associated with 

lower HRQoL. On the other hand, the effect of SES on physical and mental HRQoL was small among 

patients with angina pectoris (Guldvog, 1999). These inconsistent findings thus require further 

exploration among other populations of patients with CHD. Such studies should be aware of the possible 

role of SES in CHD outcomes.  In addition, future studies should pay special attention to SES when 

exploring ethnic differences in health. In our study, SES explained 19% of the variance in SOC and partly 

explained the association between Roma ethnicity and SOC. Thus, the association of income with SOC 

may explain a part of the SES inequalities in CHD prognosis (Skodova et al., 2008).  

In this study, functional status was an important predictor of poor physical HRQoL. Furthermore, 

after adjustment for the severity of CHD, the prospective association between SOC and physical HRQoL 

disappeared. This is in line with a recent review conducted by Pragodpol and Ryan (2013) which reported 

that clinical variables, such as angina, physical functioning and fatigue, negatively affected HRQoL in 

patients newly diagnosed with CHD. Thus, it is important that clinicians focus on symptoms management 

in order to improve HRQoL among patients with CHD (Pragodpol & Ryan, 2013). 
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8.3 Strengths and limitations 

The strengths of our study are that it was based on a sample covering a wide range of patients 

regarding sex (both men and women), age range (32-75), type of intervention following CAG (PCI, 

CABG or pharmaceutical treatment) and that it included a significant share of Roma (15.4% of our 

sample) and had a high response rate at baseline (96.0%). Additionally, we used a longitudinal design, 

which allowed us to measure whether SOC was a predictor of health-related behaviours and health-

related quality of life at 12-28 months follow-up after CAG. Lastly, we used valid and reliable 

measures of the relevant variables. 

However, in interpreting our results one has to consider certain limitations. First, selection bias 

may have occurred because of the relatively low response rate at follow-up (61.2%). However, there 

were no statistically significant differences in terms of age, functional status, type of intervention and 

SOC between those who participated in the follow-up and those who declined, though there were 

differences by gender (Cramer´s V=0.15, p=0.01). More men than women (63.4% vs. 46.5%) were 

willing to participate at follow-up, but these differences were trivial. In addition, women in our 

sample were underrepresented from baseline on. 

Next, our data collection period was long and the time to follow-up varied between subjects. This 

was caused by the limited research and clinical capacity. As a result, patients were included at random 

when research and clinical capacity was available, i.e., independent of the clinical or mental status of 

patients, making this bias less likely. Next, the associations identified in this study may be due to 

other factors not measured in this study. Such possible factors may be, e.g., a clinical diagnosis of 

depression and anxiety. Evidence has shown that depression or anxiety can interfere with adherence to 

treatment, can affect coping responses in the face of stressors and have been associated with 

biological responses (e.g. autonomic nervous system, inflammatory markers) (Wells, & Miranda, 

2013). However, in our study those with a diagnosis of any psychiatric disease were excluded from 

the baseline sample, making this bias rather unlikely.  

  



 

Chapter 8 

 

134 

 

8.4 Implications 

Our study has several important implications for practice and for further research.  

 

8.4.1 Implications for practice 

Our finding that CHD patients with a low SOC fare worse implies that clinicians should pay special 

attention to those with a low SOC. At present knowledge about the role of SOC in CHD is increasing, 

especially in the field of cardiological nursing, which further supports this extra attention. The 3-item 

SOC instrument may be a good measure for use in daily practice to get information on patients’ SOC 

(Eriksson & Lindstrom, 2005). This may help to identify low-SOC patients.  

Clinicians may also directly improve the SOC of their patients. Firstly, since it seems that 

comprehension (knowledge about health) is the most important component of SOC change (Bergman 

et al., 2012a), health care professionals should ensure that patients receive sufficient and 

comprehensible information about their disease, including its prevention and treatment. The better the 

patients understand the causes of their disease, the prognosis and what they can do about their 

conditions, the more they feel to be in control over their own lives, which in turn increase 

meaningfulness (Bergman & Bertero, 2001). Thus, interventions regarding, e.g., health-related 

behaviours should also be designed and delivered in an accessible and understandable way. The focus 

on an increase of comprehension is especially important in Roma CHD patients who are often 

characterized by low health literacy. Thus, improvement in understanding instructions given by their 

cardiologist in Roma may increase the adherence to recommendations regarding, e.g., health related 

behaviours. Clinicians may use education materials adapted to the language, culture and literacy of 

the Roma CHD patients (Jones et al., 2013).  

Moreover, clinicians can advise on routes for patients to increase their SOC and their ability to 

manage (the consequences of) their disease to a certain degree. This may regard, for example, 

patients’ clubs, social support from family or friends, regular meetings with the cardiologist or other 

professional and in case of Roma CHD patients also Roma community workers. The above mentioned 

examples represent potential resources for how to support patients’ ability to manage their disease and 

increase their SOC.  

In addition, clinicians can advise their patients to participate in psychological interventions, such 

as talk-therapy groups, mindfulness-based stress reduction programmes (Wiessbecker et al., 2002), 

social exchanges (Forsberg et al., 2010) and individualised psychoeducational programmes based on 

dialogue (Lee & Garvin, 2003). These interventions have been shown to be promising methods for 

increasing the levels of SOC of patients (Wiessbecker et al., 2002; Lee & Garvin, 2003; Forsberg et 

al., 2010). 

 



 

General discussion, implications and conclusions 

 

135 

 

8.4.2 Implications for research 

More research is still needed to answer important unresolved questions regarding SOC not only 

among CHD patients but also among other groups of cardiac patients (e.g. congenital heart disease) 

(Moons & Norekval, 2006; Apers et al., 2013b). Future research should focus on the underlying 

mechanisms and the effectiveness of the interventions mentioned regarding SOC. In addition, as our 

study indicates, the role of SES and the severity of the disease should be taken into account in the 

associations between SOC and cardiac outcomes in future research designs.  

First, most of our findings should be replicated, as studies assessing the specific role of SOC in 

CHD outcomes among patients with different treatment of CHD are scarce. Such studies should 

preferably include cross-lagged analyses to identify the predominant direction of the effects over time 

and should include a larger sample from different hospital settings.  

As a next step, underlying mechanisms could be identified regarding the pathways between SOC 

and cardiac outcomes. Possible explanatory pathways should include, for example, biological 

pathways (hypothalamic-pituitary-adrenal axis, autonomous nervous system and inflammatory 

system), as the level of SOC determines the activation of different complex reactions (Kohut et al., 

2006). Other possible explanatory pathway may include other well-established psychosocial factors, 

such as treatment beliefs (Horne, 1997), illness perception and coping strategies (Hagger & Orbell, 

2003), depression, stress and vital exhaustion (Skodova et al., 2008). A proper understanding of the 

effect of SOC on cardiac outcomes will potentiate the designing, testing and implementing of tailored 

interventions to strengthen patient’s SOC. 

Regarding Roma, our study is the first to show that Roma CHD patients have higher levels of 

hostility and anxiety symptoms and lower levels in SOC when compared with other groups of CHD 

patients. Thus, our findings should be confirmed by future research, including on other ethnic groups 

of CHD patients, and longitudinal data should be used to identify causal relationships. Such causal 

relationships may be racism, discrimination, poor SES and limited employment opportunities 

(Anderson & Armstead, 1995). More light on the topic of the disadvantaged position of the Roma 

population regarding CHD and the possible pathways may be also shed by community-based 

participatory research (CBRP) (Thomas et al., 2011; Wells & Miranda, 2013). CBPR considers the 

actions that communities can take to promote health and target barriers specific to a minority group to 

reduce disparities in care and outcomes (Thomas et al., 2011; De Las Nueces et al., 2012). The 

involvement of Roma communities in the research process may be one promising approach to 

improve, e.g., their HRQoL and reduce mortality due to CHD, especially for those with lower SES 

and those experiencing psychological distress. 

Researchers who will design a study regarding the role of SOC in CHD should be aware of 

several methodological concerns regarding the concept of SOC. The first concern is the potential 
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overlap of SOC with other concepts developed within the context of stress research (Bengel et al., 

1999). Antonovsky (1996, 1977) acknowledged the similarities between SOC and other theories of 

stress and coping. Among the most well-known personal or internal protective factors are resilience 

(Rotter, 1975), hardiness (Kobasa, 1979), purpose in life (Frankl, 1966), self-transcedence (Frankl, 

1963) and self-efficacy (Bandura, 1977). In addition, one may argue that there might be a content 

overlap between SOC and mental-health, as well as with other constructs of negative affectivity. 

Lastly, content similarities might exist between comprehensibility (the knowledge about disease) and 

health literacy (Kwan et al., 2006). Despite the fact that these constructs are close to SOC, the 

theoretical basis of these constructs can be clearly distinguished (Bengel et al., 1999; Eriksson & 

Lindstrom, 2007). However, the use of several variables with similar content in one modelling may 

cause multicollinearity issues and lead to inaccurate parameter estimates. 

In this study, SOC was used as a global, unitary construct in line with recommendations by 

Antonovsky (1987, 1993). However, recent evidence indicates that it may be reasonable to use the 

different SOC components separately (Bergman et al., 2012). The construct validity of SOC still 

remains unclear (Eriksson & Lindstrom, 2007). Studies have supported a first order, three-correlated 

factor model and a second-order model consisting of a general SOC factor and three first-order factors 

(Feldt & Rasku, 1998; Gana & Garnier, 2001). On the other hand, Hittner (2007) indicated in his 

study based on confirmatory factor analysis a single factor model. In the study by Sandell et al. (1998) 

neither the one-factor nor the three-factor solutions of SOCS were confirmed. Thus, SOC seems to be 

rather multidimensional than unidimensional, but further testing of the SOC scale in different groups 

is required.  

 In this study, the SOC summary score was treated as a continuous variable, in line with previous 

studies exploring the topic of SOC in the field of CHD. Despite the fact that several previous studies 

have divided SOC into categories (weak, moderate, strong), there is no agreement on the preferred 

cut-off points (Eriksson & Lindstrom, 2005). We agree with Norekval et al. (2010, p.829), who stated 

that “researchers should use an agreed cut-off point” to increase the possibility of comparing studies, 

and thus the best cut-off points deserve additional study.  

 

8.5 Conclusion 

We found that SOC was a predictor of health-related behaviours, HRQoL and explained the major 

part of adverse effect of hostility on low mental HRQoL. Additionally, we found that Roma ethnicity 

was associated with higher hostility, more anxiety symptoms, lower SOC and lower HRQoL when 

compared with non-Roma CHD patients. SOC may thus play an important role in CHD outcomes and 

in decreasing ethnic inequalities in health. 
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