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Abstract
Introduction: The process of chronic disease acceptance is long-lasting and varies depending on the type of disease, 
and it is conditioned by factors that have their cause both in the course of the disease and in the socio-demographic 
situation.
Aim of the study: To identify the determinants of chronic disease acceptance.
Material and methods: A diagnostic survey was conducted through the Helpful Hand Foundation and in the John 
Paul II Specialist Hospital in Cracow at the Department of Cardiovascular Diseases with Cardiac Intensive Care 
Unit, among 150 patients aged 32-60 years, with diagnosed multiple sclerosis, heart failure, and chronic obstructive 
pulmonary disease. The study used standardized tools: the Beck Depression Inventory, Acceptance of Illness Scale 
(AIS), and the author’s survey questionnaire. The IBM SPSS 26.0 package was used for statistical analysis, and a sig-
nificance level of p < 0.05 was assumed for all statistical calculations.
Results: The average degree of the acceptance of illness according to the AIS scale among all 150 respondents was 
27.31 points, which indicates an average degree of acceptance of illness by the respondents. Higher scores in the 
AIS scale were obtained by subjects who were in remission (p = 0.007) and who lived in small towns (p = 0.044).
Conclusions: The results confirm a relationship between the acceptance level of disease and selected elements of 
the course of disease and demographic variables. Patients’ acceptance of the disease should be taken into account 
in therapeutic interventions due to the possibility of undertaking measures aimed at eliminating some of the unfa-
vourable factors conditioning the acceptance of disease.
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Introduction
Chronic disease is characterized by a  long-term 

course, and the presence of dysfunction or disability, 
which requires targeted observation of the condition 
as well as care and rehabilitation interventions for 
patients. Chronic diseases include multiple sclerosis, 
and chronic respiratory and cardiovascular diseases, 
among others [1]. Specialist interventions are aimed at 
reducing the risk of life-threatening conditions, reduc-
ing the symptoms of the disease [2], and facilitating 
adaptation to the changed life situation. The full un-
derstanding of the patient’s situation is possible with 
its wider, also non-medical assessment. The fact of dif-
ferent adaptation activities in the course of a particu-
lar disease should be emphasized [3]. The condition of 
adaptation to the disease is its acceptance, which is in-
fluenced by social support [4], especially from the clos-
est family and therapeutic team supporting the dignity 
of each patient [5], as well as knowledge about the 
disease, its course and prognosis, the patient’s mental 

state, general health status, and socio-demographic 
factors [4]. Acceptance of changes in functioning as 
a  result of illness is sometimes challenging [3], and 
how the patient perceives the disease is important in 
the coping process [6]. Acceptance is considered an 
indicator of overall adaptation to chronic disease [7] 
and contributes to maintaining independence [8]. As-
sessment of the degree of acceptance of one’s own ill-
ness is extremely important both in medical and non-
medical care. This degree of acceptance determines 
the patients’ ability to function and the evaluation of 
their quality of life with the disease. The higher it is, 
the lower the intensity of negative emotions felt by 
the patient [9]. The assessment of the degree of ac-
ceptance of illness can be carried out by the physician 
or nurse as part of their cooperation in the therapeu-
tic team. Thus, by maintaining authenticity with the 
patient, they make necessary interventions and show 
empathy and acceptance towards the patient. In this 
way, they can provide patients with sources of support 
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in dealing with their illness, and change their self-per-
ception and their perception of the illness itself.

Aim of the study
The aim of this study was to identify the deter-

minants of chronic disease acceptance, taking heart 
failure, chronic obstructive pulmonary disease, and 
multiple sclerosis as examples.

Material and methods
The study was conducted from January to May 

2021, through the Helpful Hand Foundation and at 
the John Paul II Specialist Hospital in Cracow, Poland, 
at the Department of Cardiovascular Diseases with 
Cardiac Intensive Care Unit. The inclusion criteria 
were as follows: diagnosis of multiple sclerosis (MS), 
heart failure (HF), or chronic obstructive pulmonary 
disease (COPD), in patients aged 30-60 years, and 
a  minimum of 2 years of disease duration. The pa-
tients gave verbal, informed, and voluntary consent 
to participate in the study, being informed about the 
anonymity and purpose of this study, the way of fill-
ing out the research tools, the planned use of data, 
and the possibility of resignation from participation 
in the study at any stage without giving a reason.

The study covered a  total of 150 patients, who 
were divided into 3 equal-sized groups of 50 patients 
each, depending on the diagnosis. Women consti-
tuted 56.0% of the study subjects, and men 44.0%. 
The mean age was 51 years, with the highest number 
of patients between 51 and 60 years of age – 65.3%. 
The youngest person in the MS group was 35 years 
old and the oldest 60 years old, in the heart failure 
group the youngest person was 32 years old and the 
oldest was 60 years old, while in the COPD group the 
age range was 47-60 years old. Among the respon-
dents, the largest number of patients had higher edu-
cation – 47.3%, lived in an urban area – 81.3%, were 
married – 57.3%, and were parents – 68.7%.

Patients suffered from the disease for 3 to more 
than 20 years (average 9 years). In the majority of 
respondents – 70%, the disease was in remission, 
in 77.3% of people there were no complications of 
chronic disease, and 60.7% of patients knew the 
prognosis of their disease. More than half of the re-
spondents – 53.3%, rated their knowledge of disease 
as “good” with the comment: “but I don’t know ev-
erything about it”. Respondents had comorbidities: 
51.3% mentioned cardiovascular diseases, 27.3% thy-
roid and parathyroid diseases, and 30.7% indicated 
“other” problems, i.e. vision and hearing disorders, 
skin lesions, endocrinopathy, migraines, spondylosis, 
anaemia, or cancer.

The research method was a diagnostic survey, and 
the technique was a questionnaire. The research tools 
included: the author’s survey questionnaire contain-
ing questions about sociodemographic data, fam-
ily situation, health, knowledge on the disease, and 
received support; and the Beck Depression Inventory 
assessing the severity of depressive disorders, con-
sisting of 21 questions with answers scored on a scale 
from 0-3. The result obtained was compared with the 
test scale [10]. The Acceptance of Illness Scale (AIS) by 
Felton, Revenson, Hinrichsen, in Juczyński’s adapta-
tion, consisting of 8 statements, measuring the ac-
ceptance level of disease, based on the assessment 
of responses on a scale from 1 to 5 points. A low score 
is interpreted as a lack of disease acceptance, while 
a high score as its acceptance. The scale has no stan-
dards, and the obtained score is compared with the 
results of studies by other authors [11].

Analyses were conducted in the IBM SPSS 26.0 
package with the Exact Tests module. The statistical 
methods used were χ2 test, Mann-Whitney U test, 
Kruskal-Wallis test, and coefficients based on Phi 
and V Kramer tests to determine the strength of as-
sociation. 

All tests were 2-sided, and the statistical signifi-
cance was adopted as p < 0.05.

Results
Acceptance level of disease by the subjects

The mean acceptance level of disease was 27.31; 
SD = 5.53. No statistically significant relationship be-
tween type of disease and acceptance level of dis-
ease was confirmed (Table 1).

Analysis of the relationship between  
the degree of acceptance of illness  
and selected variables

The relationship between the acceptance level of 
disease and the severity of depressive disorders, vari-
ables characterizing chronic disease, and sociodemo-
graphic variables were statistically analysed.

Table 1. Acceptance level of disease by the subjects

Chronic 
disease

Acceptance of Illness Scale

N Mean SD Me Min Max

HF 50 27.76 4.003 28.00 16 35

COPD 50 28.56 3.609 30.00 18 34

MS 50 25.60 7.688 25.50 8 39

Total 150 27.31 5.528 28.00 8 39

H Kruskal-
Wallis

5.176

p 0.075

HF – heart failure, COPD – chronic obstructive pulmonary disease,  
MS – multiple sclerosis, N – number of observations, SD – standard  
deviation, Me – median; Min – minimum; Max – maximum; p –significance 
level p < 0.05
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parison, in the study by Robaszkiewicz-Bouakaz et al. 
the mean level of disease acceptance in the group 
of MS patients was 29.82 [15], and in the study by 
Rosińczuk et al. the acceptance index was 24.83 [16]. 
Similar values were obtained by Dymecka et al., i.e. 
24.20 [17]; in the study of Kołtuniuk et al. the mean 
level of disease acceptance was 28.3 [18]. Piasecka 
et  al. obtained a  value of 27.15 [19], and for Pejas-
Grzybek et al. it was 25.08 [20]. The study conducted 
by Furmańska et  al. confirmed the disease accep-
tance (M = 30.73) by MS patients [21]. In the group 
of patients with heart failure, Uchmanowicz et al. ob-
tained a score of 20.06 [22].

Due to the presence of 3 groups of patients with 
different diagnoses in the study, the analysis of re-
lationships between the acceptance level of chronic 
disease and selected sociodemographic variables and 
those related to the course of disease will be present-
ed according to the scheme: our results and then the 
results of other authors concerning specific diseases.

The study results showed that the acceptance 
level of disease was related to the severity of de-
pressive disorders – the higher the severity of these 
disorders in the subjects, the lower the acceptance 
level of disease. Moreover, a  significant statistical 
relationship between a higher acceptance level and 
remission period and living in a small urban area was 
confirmed. On the other hand, lower values in the AIS 
scale were obtained by the subjects who did not re-
port symptoms of disease, compared to individuals 

Acceptance level of disease and severity 
of depressive disorders
The greater the severity of depressive disorders 

among the subjects, the lower the acceptance level of 
disease (Table 2).

Acceptance level of disease vs. duration 
of disease
The duration of the disease was not related to the 

acceptance level of disease (Table 3).
Subjects in remission obtained higher scores on 

the AIS scale compared to subjects with exacerbation 
of symptoms (p = 0.007). Subjects who did not report 
symptoms of disease had a  lower acceptance level 
compared to individuals confirming their presence 
(p = 0.040).

The subjects’ level of knowledge about the dis-
ease, presence of comorbidities, and knowledge of 
prognosis were not associated with acceptance of ill-
ness (p > 0.05).

Acceptance level of disease  
and sociodemographic variables
The acceptance level of chronic disease was not 

statistically significantly differentiated by the sub-
jects’ age (p  =  0.216), gender (p  =  0.554), marital 
status (p = 0.689), education (p = 0.690), or support 
from a  loved one (p = 0.068). People living in small 
towns had higher levels of disease acceptance com-
pared to other respondents (p = 0.044).

Discussion
Chronic diseases are diagnosed in middle adult-

hood, i.e. between the ages of 35 and 65 years [3], 
and although they are usually attributed to older peo-
ple, some are diagnosed at a young age [2]. The study 
also confirms this; the youngest person participating 
in the study was 32 and the oldest was 60 years old.

The patients’ acceptance level of disease varied 
in the study, with a mean score of 27.31, indicating 
a  medium acceptance level, and the diagnosis was 
not significantly related to disease acceptance. For 
comparison, in Andruszkiewicz’s study, the patients 
also presented an average acceptance level of dis-
ease M = 27.63 [5]. The mean scores of the AIS scale 
in the study among patients with multiple sclerosis, 
chronic obstructive pulmonary disease, and heart 
failure were 25.60 vs. 28.56 vs. 27.76, respectively. 
The acceptance level of disease in the studies of 
other authors also varied. The mean obtained by pa-
tients with COPD in Kupcewicz’s study was 19.00 [12], 
in Majda’s study it was 20.6 [13], and the median 
in Uchmanowicz’s results was 24.0 [4]. The studies 
conducted by Gościcka showed that the acceptance 
among patients was at a medium level [14]. For com-

Table 2. Severity of depressive disorders and acceptance level of 
disease 

Chronic disease Acceptance  
of Illness Scale

Beck Depression
Inventory

p 0.000 0.000

Correlation coefficient –0.520** 1.000

** Correlation significant at the 0.01 level (bilateral), p-significance level 
p < 0.05

Table 3. Duration of disease and acceptance level of chronic 
disease

Duration 
of illness 
(years)

Acceptance of Illness Scale

N Mean SD Me Min Max

3 to 5 63 28.65 4.017 30.00 17 36

6 to 10 51 27.27 4.468 28.00 14 35

11 to 20 24 25.71 7.838 27.00 9 39

Over 20 12 23.58 8.533 24.50 8 37

Total 150 27.31 5.528 28.00 8 39

H Kruskal-
Wallis

7.644

p 0.054

N – number of observations, SD – standard deviation, Me – median;  
Min – minimum; Max – maximum; p – significance level p < 0.05
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patients without COPD [26]. Mood assessment and 
implementation of antidepressant treatment are ex-
tremely important and may be related to improved 
disease acceptance [22].

The study undertaken by Uchmanowicz et al. in 
subjects with heart failure showed that comorbidi-
ties were not related to disease acceptance, nor was 
the place of residence of the subjects. However, in-
dividuals who were inactive had a lower acceptance 
level. Respondents who evaluated positively the sup-
port from loved ones obtained a significantly higher 
acceptance level of disease [4]. The study results by 
Kulig et  al. showed that there were no statistically 
significant differences between the gender of the 
subjects with heart failure and acceptance of disease 
[27], while the acceptance level decreased with the 
subjects’ age. Disease acceptance among patients 
with heart failure was also studied by Obiegło et al. 
Individuals with lower levels of disease acceptance 
were more likely to show negative emotions [7]. Simi-
larly, in the study conducted by Dekker et al., depres-
sive symptoms were confirmed in patients with heart 
failure, but based on the patients’ description, these 
symptoms did not have a somatic dimension [28].

The study by Robaszkiewicz-Bouakaz et al. showed 
that the highest acceptance of disease was found 
among MS patients with higher education, studying 
and professionally active, and diagnosed at a young 
age. However, there were no statistically significant 
correlations between acceptance of disease and gen-
der, place of residence, and marital status. The analy-
sis also showed no statistically significant relation-
ships between support and acceptance of disease [15].

In a  study conducted by Król et  al. among MS 
patients, sociodemographic variables had no sig-
nificant relationship with disease acceptance, while 
a negative relationship was found between duration 
of illness and acceptance [29]. Studies in a group of 
people with MS confirmed the presence of varying se-
verity of depressive disorders [30].

The authors’ study did not confirm a significant 
relationship between acceptance of chronic disease 
and the knowledge of respondents regarding the 
disease. However, it is worth noting that patients as-
sessed the knowledge as good but considered it in-
complete. In comparison, a study by Gutknecht et al. 
showed that patients with COPD had difficulty read-
ing the abbreviation “COPD” but had knowledge of 
the nature of this disease [31].

Patient education is an important part of pro-
fessional care and is undertaken by physicians, as 
demonstrated by Hernandez, but this is not always 
acknowledged by patients [32]. The importance of 
education and relevance of information provided by 
physicians, nurses, and physiotherapists on the dis-
ease was also recognized by patients with COPD in 
a study conducted by Sigurgeirsdottir et al. Some pa-

who confirmed their presence. The acceptance level 
of chronic disease was not statistically significantly 
differentiated according to the age of respondents, 
gender, marital status, education level, and support 
from loved ones. The level of knowledge on the dis-
ease, coexisting diseases, and prognosis were not as-
sociated with disease acceptance.

Andruszkiewicz’s study among chronically ill pa-
tients showed that gender did not differentiate the 
acceptance level, whereas subjects with a low level of 
disease acceptance reported significantly more com-
plaints about their somatic condition, anxiety, and 
depression [5].

The results of study conducted by Gościcka among 
patients with COPD confirmed that the disease ac-
ceptance level was not significantly related to gender, 
age, education, or marital status. Persons living in the 
city obtained higher values in the AIS scale, whereas 
coexisting diseases decreased the disease acceptance 
level [14].

The study by Majda et  al. showed that women 
and city residents had significantly higher AIS scores. 
Moreover, the higher the acceptance level, the fewer 
the exacerbations of COPD per year [13]. According 
to the results obtained by Jankowska-Polańska et al. 
among patients with such a diagnosis, the higher the 
education and the shorter the duration of disease, 
the higher the acceptance level, whereas the older 
the age, the more severe the disease, and the greater 
the severity of symptoms and hospitalizations due to 
exacerbations, the lower the acceptance level. Gender 
did not differentiate the acceptance level of disease 
among patients [23]. The acceptance level among 
patients with COPD in the study conducted by Kup-
cewicz et  al. was significantly higher among wom-
en, employed individuals, and those less frequently 
hospitalized and it increased with the subjects’ age. 
However, the duration of illness, comorbidities, edu-
cation, and place of residence were not related to the 
disease acceptance level [12]. In the study undertaken 
by Marx et al., patients with COPD had difficulty in ac-
cepting the situation with regard to the disease, hav-
ing a vague sense of it [24]. Difficulties in accepting 
the disease and the resulting limitations were also 
present in patients with COPD in a study conducted 
by Pierobon et al., and additionally, depressive symp-
toms were confirmed among these patients [25]. 
Uchmanowicz et al. confirmed the presence of nega-
tive emotions and depression among the patients 
in their study, and a  statistically significant correla-
tion was found between the acceptance of disease 
and the severity of depressive symptoms. Moreover, 
no coexisting diseases had a  positive effect on the 
acceptance of disease [22]. The analysis of available 
studies shows that depression is the most frequently 
diagnosed comorbidity in the course of COPD, and the 
risk of its development is several times higher than in 
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area of research, the authors had in mind the prog-
ress in medicine and innovative treatment methods 
for chronic diseases. Very often, this progress can pro-
long the life of chronically ill patients, but it does not 
always improve their quality of life or lead to a high 
level of acceptance of illness.

The patient’s degree of acceptance of their illness 
should be taken into account by professionals who 
provide health care services, thus reflecting a holis-
tic approach to care. Emphasizing the importance 
of the patients’ own judgment as they struggle with 
a chronic disease prevents generalizing opinions on 
disease acceptance and perceiving it through the 
prism of therapeutic team’s own feelings. The re-
search results presented here have the potential to 
sensitize the presence of this phenomenon, which 
can actually be related to the patient’s functioning 
and quality of life.

Conclusions
A higher degree of the acceptance of illness was 

reported among subjects in remission and among ur-
ban residents, while a lower degree of the acceptance 
of illness was related to the severity of depressive dis-
orders and not reporting/experiencing symptoms of 
illness.

There is a need for further research to assess the 
degree of acceptance of chronic diseases and the 
search for factors determining it.
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