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Abstract
The purpose of this study was to iqyestigate the impact of
patient education follow—up by telephoﬁé on the knowledge of the
post-myocardial infarction (M.I.) patiénti The telephone follow-up
calls were carried out by three Cardiac Rehabilitation.Research
Nurses (C.R.R.N.): The effect of tﬁ}s intervention on knowledge -

3

levels and the M.I. patient's ability to care for himself/herself

was assessed according to measuremeht criteria developed by Horn

£y

and Swain (1977) using a framework based on the work of Orem
(1977). The study-was carried out in a large teaching hospital and
| involved 51 subjects drawn from the total population of M.I.
patients ‘admitted fo the Coronary Care Unit (CJC:U.) of the
hospitaf during the allocated time frame of the study. Subjects
were randomly assigned to experimental and conﬁroi,gigugsé‘,lt was
hypothesized thatﬂthe experimental intérventioﬁ would‘increase
patieht knbwledgg in the‘areas of: (a) the health deviation, its
effect and ;eléted gelf-care meas;rés; Kb) medications; (c)
therapeutic diet; (df recommended exeycisés; (e) physical activity
restrictions; and .(f) recommended reét.‘ The gtudy alsq describes
the concerns identified through teieﬁhone follow-up by the patient
" and family members/significant dthers. A description of the

_nursing actions initiated as the result of these identified .

concerns. is also included in the_study.‘

[



-the, teaching areag

»

In the analysis of the data a statistically signgficant ol =
0.05) difference was obtainedhbetween the knowledge level of the
exp;rimental and control groups in the areas of the M.I., its
effects and telated self-care measures and recqmmended exerclises.
Althoughla statistically significant digference was not found in
the teaching areas éf therapeutic diet, medications, physical

f:ivity regtrictions and recommended rest a higher mean was

/

,‘produCQd for the experimental group in all areas except recommended

rest. A statisﬁ&wﬁily«

% h‘;le LR

gnificant differenée was produced when all

caﬁegorized under six general headings.‘ They included 1) concefﬁs
related to effects of the M.I. and recoﬁmended 1ifestyie; 2)
experienced symptoms oth;r than cardiac, 3) concerns related to
foilow—up care; 4) experienced 5bssib1e cardiac symptoms, 5;
concerns related to medicétions,,and é) concerns related to
personai or home problems. A totai df'twenty~nine patients were
telephoned. Twenty-seven patients expressed at least one conc:rn
or question; _Four spouses 41so expressed concerns and questions to
the'C.R.R.N; and six patients in the control group initiated

telephoggﬁéails\to the C.R.R.N. to express concerns and report

symptoms they had been experiencing.

vi
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‘The nursing actions, initiated as the result of the qqestions,
concerns and verbalized symptoms, were categorized into thirteen

categories. The most frequently used nursing action used by the.

C.R.R.N.'s was to teach or give information in relation to a

specific problem (31%2). The:-C.R.R.N.'s were able to deal directly .

" with the questions, concerns qr'reported symptoms 86 percent of the
time. ‘The nurges referred the patient to another"health '
professional in oniy 14‘bercent of the total nursing actions. .
Tﬁe findings of'ghis study indicate that a telephone teaching
program for the M.I. patient six to eight weeks following hospftal
dis;hgrgé‘can be effective in inéreasing pé}ignt knowledge in the
areas of the M.I1., its effects and related self-care measures,
therapeutic diet, medications, physicél activiéy restrictions,
recommended exercise and recommended rest. The findings also
indi?ate that M.I. patients, when telephoned by a cardiac nurse,
will verbalize a number of questions, concerns and symptoms. The
cardiac nurses in the study were able to utilize both medical and
non-medical knowledge/to answer patient's questions and carried out
thirteen general types of nursinglactions in response to the

patient's concerns, questions and reported symptoms.

. 4
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Chapter‘I A\

INTRODUCTION - '

\

Ischemic heart disease (IHD) has been identified'aa'the single
'most’important cause of/morhiditf and mortality;for men over forty
invthe westernﬂworld.‘ In the Lalonde Report (1974) it is noted
that compared to women, men over forty lose three potential years
of life due to IHD. It is also estimated that 45 per cent oﬂﬁ

hospital morbidity measured by the number of hospital days can be o

attributed to four major causes, diseases of cardiovascular system
 being listed as number one. Even when measured by number of
hoapital admissions; diseases of the cardiovascular system ranked

fifth in C&nada (Lalonde, 1974)

.

' Deaths from acute myocardial infarction continue to be

significant with morbidity rates in Canada repOrted to be 268 per

100,000 males, and 122 per 100,000 females (Statistics. Canada,

1982). However a reduction in North America of cardiovascdlal\

L

mortality of more than 30% has been apparent in the last 30 years \T\\\

..

-

(Levy, 1978). More specifically, Stamler (1981) has pointed out

that there hag been a 25% reduction in mortality for those between
S : ‘

the ages of 35 to 74. Deaths in this age range are considered to

. »
be premature coronary mortalities and continue to constitute deaths

a

occurring in the prime of life.

Coronary artery disease ‘is a chronic illness frequently

requiring a change in lifestyle either due to the limitations of

« . g I
}
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‘OA | . )

the disease process or resulting restrictions necessitated by the
. . .«W\ﬁ, ‘yv . .

medical regimme. Patients experiencing a‘mygpardial infarction

begin rehabilitation in hospital and continue into the out—patient

,',

phase. The rehabilitation*of cardiac pat nte can be described as
,occurring in four major phases 1) acute care, 2) recovery in the
hospital, 3) convalescence at hofe and, 4) resumption of normal
activities (Granger,‘1974). Cardiac rehabilitation programs have
_traditionafly focused on phases one; two and four. A lack of
continuity for patient follow—up during phaeevthree, the home
conyaléscence periodvof reconery;‘has been identified (Stevens,
1979; Denvey, 1980; sivarajan, 1983).

bPatient education has - become an accepted component of many
Cardiac Rehabilitation Programs (Bilodeau & Hackett, 1971;
Anderson, }§74; Founet and Carm, 1974; Rahe et al., 1975; Pozen et
al., 1977; Baker and McCoy, 1979; Linde and Janz, 1979; White et

al., 1980; §Ca1zi et al., 1980; Denvey, 1980; Seger and
Schlesinger, 1981; Gregor, 1980; Murdaugh, L982; Sivarajan et al.,
1983) but there are apparent differences amongst programs centered
around such questions as: who ehould teach the patiént,-what

Should be taught to the patient, what is the best mgthbd for T

teaching patients and how can the results of learning bé beét A??iﬁgi'

evaluated? The education component of many rehabilitationwprograms.

< °
continues to be based upon assumptions made regarding the

educational process of the M.I. patient.



Green et al. (1980) describe patient education as “planned

combinations of learning activities designed to agsist people who

are haQing or have had experience with illness or \disease in making
changes in their behavior conducive to health.” Reasons for

nogcbmpliance tb thewmedical regimme are many and the research
methodology u§ed to measure.combliancé is varied in its approaéh
and findings (Sackett and Snow, 1979). Anderson (197%) outlined
criteria that would serye‘to determine attaimment and.maintenance
of outcome for éhe nursing care of patients with Eongestive heart

' failure. The outcoées were viewed in terms of physiologic
‘parametéré, lear;:ng behavior, and att;tudinal Beha;ior. The
iearning and attitudinal criteria wefe seen ;s'directly inflﬁencing.

the physiqlégic outcome, but their p¥£mary\effect was onn
maiﬁtenance of thé outcome\. Positive health indices were
incorporated into the outcome criteria and:wgre viewed as essential
to the maintenance of outcomes. These indices included an inéfease :
in health knowledge; the-ability to apply thé knowlgdge and
maintaln positive health behavior, as well as, the ability to
participate in ﬁealth deci§ion making, and to function in work and

personal roles.

Background of the Research

For approximately one and half years, the investigator had

been involved in initiating follow-up teaching via the telephone

for M.I. patients leaving the institution chosen for the propo§ed



4 .
reséarch. The telephone follow-up calls were originally initiated
baéeduupon the assumption that patients;hightﬂexperience problems
related to théir ianess,>convalescence and rehabilitation
follow}ng‘dischaige from hospital. The te&ephone follow;up;calls
were designed to gain information relatedtto coﬁmon ;roblems»and
concerns éxpetienced by the M.I. patiept_during’the first
twent};éight days post Aischarge from hospital. Based upon this
experiencé and the questions ariéing from the literature review in

4

this area of the rehabilitation-of the M.I. patient, the
investigator becéme interested in this method for teaéhing and
follow-up §f M.I. patients' progress. The rationale for initiating
the program was that a series of nurse—ﬁatient interactions would
serve to reinfbrcg information pre;iously giGéﬁ in.hospital_and
would also allow for the provision éf coun;elling/education in

areas of concern to the patient. The use of a series of 3

.
S

BT .
‘nurée*patient interactions via the telephone as a method to pro&id@g,ammy
and reinforce information for the post M.I. patient had not been

fully explored in terms of its potential outcomes for the M.I.

patient, either positive orvnegative. s

Purpose and Research Objectives

" The objective in this:study was to investigate the use of
_ telephone follow—up as a method for increasing self-care knowledge

of the post myocardial infarction (MI) patient during the "home

convalescent phase” of recovery lasting 6-8 weeks. The specific



¢
. ¢
/
!
in

/ | ‘ 3

research ohﬁectives included the fbllowing:
/e

1)

2}

3)

/

To méasure 1e9els of knowledge in the areas of:

N\

a)/ghe health deviation, its effect and r?iéted self-care
: measures, N N

b) mediéations,

c) ﬁher;peutic diet,

d) recommended exercises,

o

e) physical activity restrictions and, o O

f) recommended rest within both the control and experimental
| groups post dischatge from hospital and eight weeks post
myocardial infarcﬁion.
To describe concerns of both the experimentél and control
groups identified throug? the use of the telephbﬂe follow-up
during the 6—8 week convalescent period following discharge ,

frém hospital by a) the patient, and b) family
members/significant others. .

. . %
To describe nursing actions initiated as a result g}‘concerns

S,

identified by the telephone follow-up calls.

Hypotheses

For this study the following hypotheses were formulated:

.

A nursing invervention using the telephoné to provide

information to MI patients during the home convalescent period will

increase patient knowledge in the following areas:
. )

™~
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hedlth deviation, its effect and related self care

measures as compared with MI patients,who do not receive

v

telephone follow—up; B «

a .

H, medications when compared with MI patients who do not

‘R o
receive the'ltélephone follow-up;

Hy Eherapéutic‘aiet wheh compared with MI patients who do not
 EY ’ .,

receive tﬁil‘elephone follow—up;
T .
) ol

H, recommendedifékercises when compared wkith MI patients who

I

do noﬁ‘recéggk the telephone follow—up;
Sy
Ay

_ 5 K.
He ,~££§§§?ct iﬁ%restrictions when compared.with MI
’.1‘-..' .- :f‘ 3 hf‘%b
il : ' ¥ ;".{:'i y
ph“ienis who ‘Bﬁ_ﬁt receive the telephone follow~up;
He recommended rest when compared with MI patients who do not

- receive the telephone follow-up. .

. ) Definition of Terms

Telephohe F0116nggr— an interaction between the cardiac nurse
specialist and the M.I. patient, fa?ily ﬁember.or significant other
via the telephone for the purpose of.communicating educational
information, from the nurse”to the patieng, and for the patient to ‘

voice concerns ard questions to the nurse.

Myocardial Infarction - an area of ﬁyocardial injury as diagnosed

by electrocardiographic. changes, clinical symptoms, and gerial

cardiac enzymes.

[
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Pretest - a set(of questions designed to measure the patient's
knowledge area,ladministered by structured interview just prior to
the patient's diacharée from hdépih%lw

Post—-test - a repeat adminisgtration of the pretest questions by

structured interview s8ix to %Eghq weeks following hospitaln .
) .

discharge.

Home Convalescent Phage — a period of time immediately followiﬂg

discharge from hospital and prior to the time when the M.I. batient
can safely resume activities of daily living. The 1eﬁgth of this
phase is dependent upon the severity of the illness and is
generally considered to be six to eighﬁ weeks in duration.
Self-care - deliberate actions initiated and performed by an
individual on their own behalf Jto m;intain 1life, health, and
well-being (Orem, 1980).

Therapeutic Self-Care Demand is the calculated and expressed

totality of self-care actions to be performed for some duration in

order to meet known self-care requisites of individuals by using
valid methods and related sets of operations or actions (Orem,

1980).

Self-Care Agency is the power of individuals to engaée in
self-care. This power is a complex, acquifed human characteristic, .
a capability for performing actions to (1) determine the kinds of;

self-care actions that are required, (2) make decisions about

¢
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engaging in the performance of self-care actions,;énd (3) the
perfo?mance of specific gelf-care ;ctioné (Orem, 1980).
Nursing Agency is the complex set of specialized abilities acquired
thrdugh specialized study and experience in nursihg situétions that
enables nurses to diagnose, prescribe and provde care fhat
compensates for or aids in overcoming the health-derivéﬁ or health
related gelf-care or dependgnt#care deficits of others in order to
know and to meet existent therapeuLic gelf-care demands (Orem,

1980).

Self-Care Deficit is that rélationship between the therapeutic

self-care demand and the self-¢are agency of an individual in which

the capabilities for self-care are less than those reqdired for
meeting the therapeutic self-care demand (Orem, 1980).

Ethical Considerations

Introduction of community follow—up via telephone for post

M.I. patients for the purpose of increasing patient knowledge and

for dqsgﬁenting and responding to patient concerns was essentiglly

a new service for pafients‘at theghospital where the study was z

conducted. Prior to commencing the study the M.I. patients

received one or two telephone calls from a Cardiac Rehabilitation

Nurse during the convalescen; period. This service was considered .
to be exploratory in nature and was designed Qith the inﬁent of

monitoring the tegzﬁtlitation progress of the paéient during the

first twenty-eight days post discharge from hospital as well as to:



document the concerns of post M.I. patients. Referrals to other
health personnel were initiated by the Cardiac Reﬁab}litation

Nurse. Prior to the introduction of the program, the M.I. patient

was routinely returned to the care of the general practitioner

e

following discharge from hospital.

Random assignment of study patients to either a control or

0

experimental group allowed for a comparison of outcomes of the two
groups on the stated dimensions. Although this required withdrawal
of a service routinely given to M.I. patients durin§ the time—frame

13

of the study, the sepvice had not been considered aA essential
aspect of the rehabilitafive carekofbthe M.I. 5;tient. In fact
there ;as some question of its viability in the department, as
there was no knowledge of the effectiveﬁéss.of the program. There
has been scant attention in the literature given to this tiﬁe
period Auring the rehabilitative pha;e for an M.I. patient. Iﬁere
' was consensus‘amongst‘membgrs of the Cardi;c Rehabilitation Téam at
the_ﬁéspital where thé\étudy was conducted that further research
was needed on this‘aspect'of éardiac rehabilitation before making
any changes in the e#isting program.

Patients in both groﬁpa continued to be referred back to their
ggneral practitioners for follow-up care and both‘gro#ps received
appointmehis for the eight week post M.I. exercise sg;ess test gnd

appointments to visit their cardiologist at the outpatient clinic.

‘This was arranged'prior to discharge, the practice prior to the
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commencement of the satudy. Patients requesting more information
following administration of the pretest and/or post test were given
brief angwers to their questions by the interviewers and referred
to either the Cardiaé Rehabilitation Nurse or their general
pragtitioders for further information. These sources -of
information continue to be considered the normal routes of enqulry
for patients with questions. Patieﬁts in the experiqgntal group
receiv;d additional‘and reinforcement of information during thé
telephone follow—up.' The xelephoné number of the Cardiac
Outpatient Clinic was given to both groups who ;ére assured thdt
the Cardiac Rehabilitation Nurse could be contacted if questions
and/or concerns arose. Thus all patients had access to the same
resogfcesl

All patients considered eligible t? participate in the study

were approached by the investiga{or approximately two to three days

v predischarge and aéked if they would’'be interested in participating

.

in the study. All patients expressing an interest in the study
were given a copy of the consent form (Appen&ix N) to read and any
questions regarding the study were answered by the investigator.

All those who agreed to participate in the study slgned a consgent
¢ -~

"form and were infq;med that they could withdraw from the study

'anytimé they desired to do so without jeopardizing their -

cardiological follow—up care. All patients not considered eligible

for the study, who dropped out or refused to participate in the

&
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study continued to receive routine follow—up care by the Cardiac
P - ~

~Rehabilitatibn Nurse.- As participation in the study simply

'involved teaching sessions with the Cardiac Rehabilitation Nurses
about their M.I. and recommended lifestyle guidelines, there was 1o .
apparent_risk to patients. - It was thotGght that the "treatment"”
ﬁould'increase knowledge and the patient's abiiity to care for -

himself. » L

Limitations of The Study

It was recognized that knowledge gains may not ne\essarily
gresuitkin behayioral changes -in the oatient. Furtb t, this study
was not designedvto‘meaSure behavioral changes and noggttempt has
:beenimade to determine if a relationship appears to existlbetween

these two variables in this study.-

,Limitations may be imposed by the use of the telephone as a

4

means :of communication; for example, nonverbal cues are often used

to assess patient 1earning and to determinegpatient interest in the
topic being discussed These could be missédvin telephone
interactions. It is ‘also possiblexthat such psychological factors

L

as anxiety, denial and anger,freQuently experienced by.the M.I.

patient may influence the;learning'process in some way. This study

does not attempt to measure these psychological variables, but the
& o

use of random assignment of subjects to groups would account for

such variables by distributing them equally across groups.

e
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A fnrther'limitétion 1s that the pretest may produce a testing

: effect'where patients receiving the testing may be gtimulated to

' seek answers to questions which they are unable to answer. The,
K ¢ 2 . )

A
- ‘

% ¢ research question does not permit random selection of patients for

 the study, but random assignment of all patients eligible and
.If;wiilin@fﬁ§ patticipate in the. study to experim ntal and'control
groups.strengthené internal validity by contrdlling the nain
efgpcts of nistory, maturation, testing, and instrumentation., It

] N : ) o

is possible algo that a Hawthorne effect may have been prbduced by
the attention given to patients by,the“researchere. . .
The sample used in the study consisted of patients experie

encing a myocardial infarction for the first time and not

- undergoing any sungical'intefventions during the’time perina
betweethhe pretest and post test, thus preventing findings being’
generaiized te'patients nith more than one myocardial event and
tecent:poet eLrgical p;ents."Patients nere drawn from one teaching'
hosnital in the greater Edmonton area with no attenpt.;ade to
contrel or menipulate the_in—hospital teachfng prngram or attitudes.

>t0ward patient teaching The findings may not be generalized to

patientafwith different sociodemographic characteristics nor to

other settings. h

!



. Chaptgt II

REVIEW OF THE LITERATURE

Conceptual FrameWofk

This study is based upon ;he self—éare frameworkvas outlined
by Orem (1980). Self-care is described as "the éractice of
activities that in@i?idugls~initiaté and peFform oﬁ_their own
behalf in maintaiﬁing'life, health, an& Well—beingF. ié;f—;are is
seen as deliberate acfion which is: "based upoﬁ informed judgement'”
about fhe outcome(sjmbeing spught-from acting in a particular way".
To perform self-care the individpal‘must bdtﬂ acquire and use the
knowledge necesséry to make appropfiate heélth-nelaﬁéd decisions.
_ﬁbtivaﬁionnand skill are alsd7considered ﬁeéessary requisi;eskto
performing self-care. Orem -£1980) expres;eé cgﬁcern that patients
may adapt &hémselves to chronic 111 health if thérapeutic seif-café
actions are ﬁot engaged in witﬁ the purposebof restoring health.

Nﬁrsing: accordigg to the framework, is indicated when a
deficit is identified between thé in&ibidual's ability to perform
self-care and the therapeutié éelf-c?re demand. ‘Orem (1980)
proposes a_ supportive—educative nursiﬁg;role for patients who are
able tb perform self-care But:cannot do so without assistance.
Valid helping techniques in these situations include combinations
of support, guidance, provision of aidevelopméﬁtélfénvironment, and’,

. teaching.

t
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Levin (1978) makes a distinction between patient education and
self-care education. Hia concern is that patient education is not
directed toward.achieving indcpendence from the health care system
bht rather, for determining the needs, deciding upon acceptable'
outcomes, selecting a method appropriate t@ the condition,
administering the educational ;tfatment, and observing the results.
Self-care education, by contrast on the other hand, allows the
leatﬁer to determine his/her needs, educatioﬁalicontcnt and

treatment, and desired outcomes. This approach to patiént

education does not necessarily modify patient behavior to improve

the health status but it may promote patient decision-making

regarding acceptable lifestyle adjustments. Lev:n cautions that

this may not always meet with professional approval as a:patient

- -may opt for quality of life values in preference to quaiity of

health values.

o

Green (1980) encourages a number of approaches to patient

education which can be used to define quality in patient education-—

He particularly recommends a diagnostic-experimenting approach to

‘quality in patient education. . This approach assumes a scientific

body of knowledge and a theoretical background available to-assess
the aeeded characteristics of the educational content. This body
ofy%nowledge is then used to allow the professional to infer

& '

probable causes of the patient problem. Concepts of education are...

then used to plan the actions related to selection and application

o~



3

15

hof‘specific'methbds of teaching. This experimental, systematic

practice then continues to feed back into the body of theoretical
. ¢ v

knowledge. k o ' : .

‘Although many patient teaching programs are designed to

B

promote a heal;hier,lifestyle for the M.I. patiept post discharge .

: By means of compliance with the medical regimen and modification of

t

coronary risk factors, it would seem that in most cases the cqnteﬁt
of these programs is based more upoﬂ fhe.héalth proféssionai's
judgement about what should be ta&%ht; rgtﬁer_than'upon a
theoretical framework for patient educatién. The M.I. patient has .
-been stpdied for success of hospital teaéhing in the.areasvof
kndwlédge gains ;nd compliance. étqdies-both support (Pozen et a.,

1977; Owens et al., 1978; agnd Scalzi et al., 1980) and refute
, ;

. (Bille, 1977;_and Sivarajan et al., 1983) the position that patient
eduéation increases knowledge ahd/orAcomplianée. Slight variations
in educ;tional program content afe hd;ed in these studies but the
‘major areas of interest were the anatomy and physiology of the
heart, .the ﬁyocardiél infarction~and lifestyle risk modifications
such as weight loss, cigarette(sﬁoking cessat;on.;ﬁd physical
activity. '.‘ : . oo ‘ ' o .
| For fﬁe purpoée of this stu&y it was‘decidednfo use the

self-care\framework as outlined by Orem to study patient education

3

for the M.I. patient. Because patient knowledge about the iilness

and recommended medical régimen may influence decisions about
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self-care activities it zgpld seem that this framework would be

useful in studying these. Further, self-care activi&iés are those

~ which would promote and maintain life, health, and well-being.

Patient Education for the Myocardialwlnfarction Patient

The myocardidl infarction (M.I.) patient has been studied and

described in the literature as having a recognized set.of

- characteristic reactions to the illness condition. The onset of a

L

‘sudden, 1ife—fhreatening illness, such as a M.I. often is

accompanied by one or more‘psychologicaliresponses to this threat.
Denial, anxiety and~depfession have been reported asAa fairly
common resﬁonse (Wiéhnie et al., 1671; Grﬁager, 1974; Stern et al.,
1976, 1977;_Wrzesniewski{ L977; Hackett and Cassem, 1978; Thomas et
al., 1983). The degree and length of £hese responsés reported for
the post M.I. patients varies. Stern et al.“(1976) reported a
sméll‘number of follow—up patients who continued tO‘be’depressed up
to one year folloﬁing the cardiac event. Wrzesniéwski (1977) éound
that tﬁe M.I. patient had a highér level bf anxieéy when compared
with healthy persons and rheumatic patients 15-121 days following
the event. Ster? et al. (1976) founa that patients who were
anxious or depresséd in hospitél continued to be anxicdus or

depressed at the six week follow-up with those reporting .

. moderate-to—severe anxiety at six weeks and at omne year fluctuating

S

between 7% and 50%. Similar findings are reﬁorted'by Wishnie

(1971) during the M.I. patient's first month at home.

>
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These psychological barriers have been identified as possibly
interfering with the patieﬁt's learning process (Murdaugh, 1980).
Murdaugh (1980) has outlined barriers to learning in the éoronary
care unit (C.C.U.). These barriers are related tp a variety of
socioculture, physiologicalk and environmental factors that‘may be

present wﬁen‘the teaching-learning précess is being initiated.v.
They include such things as age,'écbnomic status,'sex, pain;'and
the hospital environment to name onlyia few.’ Barriers to patient
teaching have‘also been identified (Murdaugh,‘1980).  They include
such factors as lack qf time and teaching skills of‘the nurses, and

physician interference.

An interesting study on group education and anxiety by Wallace

and Wallace (1977) was carried out on a group of 83 patients
instructéd in hogpital. Such topics as thelmechanism ;nd
management of myocardial 1nfarction, the psychological aspects. of
the illness, and some of the lay miéconceptions of the)diseasé were
covered. Reassurance (as far as medicallyjuétifi;ble) was gived’
regarding*tﬁe ﬁrognosis. The study showed an increase in aniiety
., for ‘those taking part in the group education. Complian;e with
cigaret;e éessation waé also poor with only 18 of the 45 smokers in
the grﬁup quitting four months following hospitalization for the
coronary event.

Patient compliance coﬁtinues to be of iﬁportance to health_

professionals, particularly those who are attempting to modify



18
behaviors. The 1itefatﬁre oﬂ M;I. patientuknowleége gains and
compliance is varied in its methodological. approach and results
obtained. fgﬁél?i (1980) had limited success in knowledge gains
related to é&ronary artery diseaseaaﬂd r;sk factor modification
following an in-hospital structured patient group as compared to a
control group. Compliance was demonstrated for medication takipg,»
dietary restrictions and welght reduction but not for smoking
cessation. However, no statistically,signifiéént change occurred
err a 24 -month period. Scal;i (i?SO) concluded, following
negligible impfbvement:getween pre and post tegt scéres following‘
the in—h&spital teaching program, that “First, the patients'
réﬁention of information during hospitaii;ation'is limited.

Second, conti;ued insﬁructionmduring the post discharge phase
appears to improve knowledge and "reported” compliance in the

following areas: medication, progression of physiéal activigy,

weight reduction, and. treatment and reporting of chest pain and

o

7

shortness of breath”. She concluded that there was an apparéht

lack of ins%ruction available for. patients and families -immediately

after hospital discharge and that this may be a(period when .

patients are more receptive to instructions due to the unexpected

large number of questions received from patients during a 6 week

post-hospital time period.

Sivarajan (1983) however, was unable to demonstrate compliance

in the areas of cigarette smoking cessatiOn;‘dietary modifications
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or Qeight-l%ss in a group of MI patients who returned for group
. teaching and counselling following discharge froﬁ hospital.
Knowledge gaiﬂs yere not measured and the regearcher -questioned the
. effectiveness of group education and counselling for modifying
ihdividualiied risk factors. This is contrary to a comparable
study by Pozen et al. (1977) which regorted the effectiveness of a
hospital-based Rehabilitation Nurse in inéreasingwreturn to Work,

improving patient knowledge and decreasing smoking. Tﬁere were,

however, no discernible differences between the study and control

b

groups six months post discharge froﬁ hospital. McPhe; et al.
(1983) were also unable to demonstrate differences in the éreas of
knowledge of diagnosis, sxmptom‘status, activity ievel, medication
knowledge an& compliance, appointment keeping and r;tes of
rehospitalization one mogth af;er discharge amoﬁg‘four grohps of
patients who had either had a ﬁhysician who had received a
35;minute tutorial on how to conduct a digcharge interview, had
recelved a 15—miﬁute discharge interview from an 1nvesti§ator, had
feqeived“bothv;nterventions or had received neither 1ntervent1§n.
Other studies have used a variety of instructional methods.to
iqfrease'kno§ledge'of the M.I. pétient. Gregor‘(1981) increased
knowledge scores using an instructional booklet and reported

retention of information two’weeks following discharge. Fournet

(1974) showed increases in knowledge of diuretics following
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individualized teaching with an even greater increasejobtained when
a printed booklet was added to the verbal instruction. Similar
results were shown in a study by Hageman and Ventura (1981) in
increasing medication knowledge in two of five areas being tested.
Structured patient teaching ihcofporating audiovisuql material has
been compared to infbrmal patient teaching (ﬁilozzo, 1980) and to a .
lécture—style educational program (Morley, 1984). Gfeater
khowledge gains were documented iﬁ the group of patientsvreceiviﬁg
the structured education program incorporating the audiovisual
material. Rahe et al. (1975) were unable to demonstrate knowledge

gains of M.I. patients following a planned patient teaching program

but speculate that this may have been due to the lack of
feliability of th; test instrument. ' Kubinec (1982) was alsq_unable.
to demonstrate knowledge gains in a small random sample of cardiac
patients who participated in a structured Cardiac Rehabiiitation.

Course designed for outpatients who were interested in acquiring

more knowledge related to coronary artery disease.

Telephone Follow—Up Use by the Health Care Team

Wishnie, Hackett, and Cassem (1971) identified the transition

from hospital to home as frequently resulting in unsatisfactory

adjustment with many conflicts arising between the patient and
his/her family over interpretation of the physician's‘orders and
the implications of the illness. Bilodeauvand‘ﬂacketf (1971)

desgribe some common concerns raised by MI patients immediately
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following dischafge from hospital as being related to the nature of
the illness, medications, nutrition,amedical care following
discharge, smoking, work and activities, illness and déQFh of other
MI’patients, attitude of the family, and current and fut;;éistgtes
of health. Grangef (1974) suggests the use of ;elephone contact

with the MI patient immediately following discharge from hospital

o

may be one method to reduce anxiety and fea:. This use of

bi-weekly telephone follow-up calls was initiated by Bilodeau and

Hackett (1971) as a way to maintain interest and provide expression'

of concern andvqueStions. Other researchers have used the
, . /
telephone as a method of providing follow—up for the M.I. patient

(Pozen, 1977; Billie, 1977; Hackett and Cassem, 1978; Owen et al.,

1978; Prince et al., 1983) but none researched this mode of

o

communication as a way to increase knowledge levels related to the
1llness and its recommended lifestyle adjustments.
Daltroy (1985) used the telephone as a method to provide

educational counselling to a group of cardiac patients in an effort

to Increase attendance in the first three months of outpatient
caréiac exercide programs. Zimney et al. (1980) used the telephone
foilow—up as a method to provide quality #ssurance in a tertiary
care center in Minneapolis, U.S.A. for all departments except the
area of mental health. The telephone follow—uﬁ calls were

undertaken to evaluate quality in the féllgwing areas of medical

care: access to medical care, services provided, discrepancies

SN
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between the record‘and the patients' perceptions, and patient
complzgﬁte;é%d understanding. The authors noted that after
experimenting with various gsample sizes that 20 patients seen in a
‘single.oepartment during a Speeified time interval brought oot the
same kinds of problems as did phone calls to 250 patients as long
as the sample was relatively homogeneous. Owens et al. (1978) gave
patients the telephone numbers to call 1f questions arose after
discharge but none utiliieo this service even though they had
questions when contacted by the investigator. Questions were
frequently asked about diet, medications, and the sfmptoms they
were experiencing.

‘The management of five»pommon“acute pediatric problems b§
pediatric nurse practitioners, pediatrie house officers, and
pediatricians was evaluatd by taping telephone calls to the three’
groups and scoring them for history taking, disposition and
interviewingvskills. The pediatric nurse practitioners scored
higher in all areas than the other two groups using the telephone
(Perrin and Goodman, 1978). Prince et al. (1983) selected the: )
telephone as the preferred method for monitoring cardiac parients'
stress level on a monthly basis once they had been discharged home
from hospital. The investigators felt that this method had
advantages for their purposes over a face-to—face adginistration of
a questlonnaire because it'would be less costly and @ight interfere

i

to a lesser degree with the patients“ stress levele.\

x J
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- It was also considered to be more desirable than using the
mail because of the reported low rate of returns by mail and the
time delay in receiving the quesgionnaires. Use of'a tape
. recording of the questionnaire over the telephone was also ruled
~ou;: because 1t was considered Lo be too impersohal and the allotted
time for patients to answer each question before the next question
was asked might be too short for some patients or‘too long for
others creating frustration with answering the questions.

The review of the literature indicates that use of the
telephone to provide follow-up éare can be both effective and
efficient. The méjdrity of Canadians have access to a telephone

“and are.familiar and at ease with its use. Although questions
arise as to whether it might be too impersonal, the literature has
not reported this to be-a problem when investigators have used it
to contact patients. It Qould gppegr‘that factors such as the
previous relationship between the patiegt and the caller,
disposition and interviewing skills of the caller, and the purpose
ofi;he call as it is perceived by the patient might Have the
greateét influence on ﬁhe outcome of the telephope call.. In factj
it might be Specuiéted that in some instances batienﬁs aight be

more willing to reveal information that they consider to be'ofva
\

personal nature over the telephone because it is less embarrassing &'~

under these circumstances than eye-to-eye contact with the

interviewer.



Chapter III

METHODS AND PROCEDURES,

Thé study is’descqiptive-comparative in desigﬁ. It was
hypothesized that a telephone follow;up interve?tton by a Cardiac
Rehabilitation Nurse with the purpose of teaching patients during
their first six to eight weeks at home would increase patientﬁ
knowledge in the areds of: (a) the héalth deviation, its effect
and related gself-care measures; (b) medicatians; (¢) therapeutic

diet; (d) recommended exerclses; (e) physical activity restrictions

'

and; (f) recommende& rest. A total of fifty-one subjects completed

the study.
-,

All subjects eligibie‘for the study were randomly assigned to

)

either a control or experimental group. The majority of the

o

pre-test interviews were conducted by the investigator while the

post-test interviews were @onducted by a research asgistant "blind”

a

to the randomization of the group assigmment. A second interviewer
acted as a passive observer during the post—teét interviews. The

second interviewer was permitted to clarify questions asked to the:
5 V

patient or the patient's'answers, but did not directly participate

in the post-test interview. -

Py

‘Instrumentation

The pre and pos;—tests were based upon criterion measures of f
nursing care deve%’ped by Horn and Swain (1977). These criterion
-measures were developed using conceptual framework Outlined by'Orem)

v . . 24



(1980) as their basis. Measures focus on specific aspects of the

1

patient's physical and emotional status, the ‘extent of health
) )

: . Q@ |
knowledge, and ability to perform self-care. The instrument has
been -designed to be administered 'by the interview method.
/ ’ .
Inter-observer reliability for 109 out  of 414 quality measures was

L o
detetrmined by the authors. Criteria established for the‘final
tetermination of reliability were (1) a sample reliability index of
at least .80 (2) confidence interval of 957% and (3) lower bound of

the confidence interval to exclude the reliability index of .60.

Ankadditional 171 measures either met two of the three criteria or
il . . :

-

had no eonfidenee bounds determined due to sbSOlute agreement

(r=1.00). One hundred and eight of the measures need further

testing Because inter—observer reliability was not established for
o these\measures. Content validity was established for all 539

measurements using the technique of Nunally and Durham (1975).

Selection of the Questions

Horn and Swain (1977) outline two components of health status
: measures of nursing care for adult medical-surgical hospitalized
patients. According_to 0rem,(1980), the universal compbnent deals

with those requisites which are common to all human beings to bring
about “the internal and external conditions that maintain:structure
S " and functioningt.. (p. 42) " The second component, <health

+

deviation requisites, exists ‘for all persons who ‘are 111 or

a



26

injured. They representkthosé requisites that ére carried ;;t in
an effort té regtore normalcy.
' As ﬁhe purpose of the research@was to evaluate“the knoﬁledge
" of M.I. patients in relation to their ability to perform self-care
measures once théy were discharged home, it was décided to select
the interview questions frém the health deviation component. Areas:
selected ffom the he;lth deviation component for.inclusion in the
pre and post—tests were medications, diet, physicql éct%vity'
restrictiohs, recommen@ed‘exercises,"rgcommended‘rest anqqthe
i\ealth deviation aﬁd it‘:‘ls reiated ef&tS. 'Q‘ues‘tions from these
areaé wére éq}ected from the Horn:aﬁd Swain instrument for
inclusion in the“pre and post-tests by the investigator (Appendices
N ) e . .

A to F). The-qﬁégtions were then submitted to three Cgrdiaﬁ Nurse

Specialists for evaluation in clarity, Televance to the

patient and completéness of each sectioﬁ to gain the informatioh
necessary to meet‘the‘statéd purpose of eaéh component. A smail
_number of changes fo the wordiﬁg of quesfioné resuléed from the
feedback provided -by thé Cardiac Nurse Specialists.

Scoring of tﬁe Instrument .

-

A total of 72 questions were selectequor inélusion on the
.teaching program. The‘health deviation, its ef%eqt'and rélatéd
self-care méasures (Appendix A) includes‘13 quéstions relatéd to
tﬁe diagndsis, symptoms and causal factofs of thé M.I., and - 9

' self—care.practices'following discharge from hoSpital._ The

¥,

%
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therapeutic diet teaching component (Appendix B) includes 14

!

,queétions related to the patient's knowledge of the diet, the

relatiohship between the therapeutic diet and health and the'

[

patient's knowledge about'meal prepérations and daily adjustments
needed to maintain the therapeutic diet. Appehdix~C outlines the
21 questions selected to ascertain the patient's knowledge of

r

medications. . Patients were tested on one cardio;ogiéal medication

" in the area of name, reason for, dpse, action, side effect,
! .

treatment of side effects, and independent actfbns in preparing and

o

' managing taking of medications. Physical activity restrictions

(Appendix D)'ﬁeré;teéted by‘8 questions seleqﬁéd'to determine the
patient's knbwledge of the type,'necessity for and length ;f time
of ph&siqal'acﬁivity réstrictions.' One question in thié component
was ﬁo detefmine how tﬁe'patient would handle any of physical

activity;restrigtions_that might be considered inconvenient in an

effort to determine the patient's ability to follow the recommended

"physical activity restrictions or to make appropriate adjustments

for them. Recommended exercises (Appendix E).consisted of 9
questions selected to determine the\patient's knowledge of the type

of exercise recommended, benefits and situations when exercises
) ; : .

should or should not be performed. One question‘was included in

thisucémponeht to determine howbpatieﬁts planned to handle .any .
. 5 B . ) ,

qircumstaﬁheéathat made it difficult or inconvenient for them to

3‘peffogp the exercises. Knowledge of recommended rest (Appendix F)
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*

was determined by 7 ﬁuestions which agsessed the patient's

knowledge regarding the type 'of rest recommended, the reason for

v

andicircumstanées which might interfere with obtaining'the
reébmmended amount of rest. |
The questions selected for each component of the interview
were paired with acceptable answers (Appendices G to L) and in some
instances, a specified number of corréct;reéponses were determined
before a qUeétion could be considefed_totélly correct. For:
example, what symptoms might indicétg to you that anothervheart
attack was occurring? Patient was réquired to éive at least three
of a poésible 10 symptoms to be considered correct. Patients who
knew éne or%two correct symptoms were considered.to be partiaily\ i&

correct and those who knew no symptoms or responded incorrectly

were considered to be incorrect: The specific directions for

s

. ’ 3 .
» scoring the patient knowledge scores were based upon those

developed by Horn and S&éin:(Appendix M).

For,purp' of analyzing the data a value was assigned to the

réspogse choices. Resppnées.considered correct were assigned a
value of 1, responses considered partially correct were assigned a
value of .5, and responses which indicated that the patient did not

know or was uncertain about the answer, and those which were judged

to bé incorrect were assignéd a .value of O.
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Selection an@ Training of the Researéh Assistanté
A notice askihg for nurse volunteers to particip;te in the y
regsearch was posted‘on three cardiology medical and surgical- units (
in the hospital where the:study was conducted. Nine nurses ' \\
responded to the notice; All nurées agreed to particpate in the
study on akvoluﬁteer'b;;is. The Reseagch Assisténts were required

to act as interviewers to conduct structured pre and post-test

interviews. All volunteers were registered nurses with a minimum

\

of two years cardiology gxperience. Volunteers were orientated to
the research study and the role that the interviewers wogld play in
.uthé-data collection. Copies of the interview questions and some of
the‘acceptgble answers for each questioﬁ were.distributed ﬁo(each
volunteer. Approximately two weeks later each nurse volunteer
conducted an.interview with khé.investigator role—p1a§ing a
~myocardial infarction patient regdy to be discharged home. Each
‘interview was conducted with only the interviewer and the,"patientf
pfesentuin the intervisw room. The "patient” gave standardized
aﬁswers to each question and did not volunteer ény information that
was not directly asked. The interviewgr's‘scorés were compared
with the pre;determined answers of the investigator. Agreement
rahged from 61.27% tc;//88.572.

Three of the volunteegs dropped out of the study prior to
'coméenqementﬂdf:the data collectioﬁ. One volunteer moved away .from

the area and two others were unable to particiate due to other

3 ' : “
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commitments. The six remaining volunteers participated in at least

one other interview with a myocardial infarction pétient prior to

[

discharge from hospital. These were considered to be practice

sessions and scores were not included in the data analysis.:

-

Sglection of the Sample

All é;tients entering the coronary care unit with a diagnosis
- of ;.I. were considered eligible to particpate in the study except
those falling within the following categories. - Patients excluded-
from the study includéd those uﬁable to commuﬁicaté in the Enéiiéh
language, disoriénted to time, place or person; history of previous
‘M.I., and those not having acééss to a te%ephone. Consideration
was given to those with hearing and/or spééch impafrments on'anJ
individual basis. Patiehts ﬁith a psychiatric history’;f
considered too1iii to coﬁplete the interviews were not included in
the study. A small number of M.I. patients transferred from the

CCU to a general medical floor rather than to the cardiology/

: me@ical floor were not included in the study. Patients who

0

indicated that they could not or would not return to the clinic for

the two month follow—up abpointment were also COnsidéred.

ineligible. ‘Patients readmitted for coroﬁary bypass surgery prior
to completing the post-test and those who could not be reached for
mare than one telephoﬁe teaching session'were aléo dropped from the

study.
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Tﬁe Setting

‘The study was carried out in a Iarge university‘teaching
hospital. Dﬁring the course of this study patients‘suspected of
héving had a myocardial infarction were admitted tb a five—bed
acute co:onéry care unit, progressed to a four—bed step—down unit
and finally to one of two cardiology/medical floors located in the
\hosﬁital; .Each p@tient'was assigned to a staff car&iqlpgist
following transfer to the cardiology/ medical floor. Each-
Carhiology/medical floor had access to fhe services of a-diétician,
.psYChologist,'and'social worker. Patienﬁ teach;ng on these floors
was esgsentially unstructqred although nursing staff are responsible
for teaching certain selected topics related to theAM.I. patient
pfior to discharge and all M.I. patients receivedrﬁhcopy of a
teaching booklet to take‘home. The nursing staff were responsible
for the medication feaching to all patients prior to discharge.

The teaching gilven was dependent upon the individual skill and
interest of the assigned nurse and the amount of/time available for/
_teaching. Filmstri?s, models and bookle' were available t&’tﬁé
staff for the purpose of patient teachingd The Eardiqlogist was
responsiblé for pfoviding information”related to the illness and
its prognostic implications for the patient. Upon discharge from
hdspital the patient was returned to the care.of the géneral

practitioner.
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The Cardiac iehabilitation Unit was located within the

hospital éﬁd continued fgllﬁw—up evaluation of the patient post
discharge. Contact was made with the patieﬁt in hospitfl by the
Cardiac Rehabilitation Nurse and an activity home‘program;is_
outlined. A folloy-up;appointmeht;was made prior to discharge from
hospital. The patient returned(;o the clinic éﬁproximately gix to
eight weeks post infarction to have an exercise stress test and to
see the cardiologist. gompliance Qith the follow-up visit was very

high.

Data Collection

Resgearch éhbjects were interviewed just prior to discharge
from hospital, usually within less than six hours, although a small
number of patients had théir discharge delayed following the

completioh of the pretest interview for medical reasons. The

pretest interview however, was not administered until the nursing

staff on the patient'é unit indicated that all predischarge

‘teaching was completed. A data sheet (Appendix 0) was completed by

the investigator for each research subject enrolled in the study .«

Patients who were unexpedtantly discharged from hospital prior to

the administration-of the pretest were asked to complete the

structured interview in their home within one to four days postﬁ

]

discharge. A total of five subjects missed while in hospital did
not live within a reasonable driving distance from tﬁe.hospitél’and

the pretestlwas completed over the telephone. Three of these five
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subjgcts cogpleted the bost test and were included in the study.
An appointment to return to the ciinic in approximately si} to
eight weeks was'given to each patient prior to discharée.

Patients were randomly assigned to either the experimental or
control gro;; using by a table of’random-numbers.‘ Then a gtarting
nmnber.wasmrandomly selectgd_prior to beginning the study following
which ail‘patients with an e;en\number were assigned to;the
experimental group and those with an odd number to the control
group. Random assignment to groups was determined when the patient
was discharged. Both groups received a card priof to discharge
with the Cardiac Rehabilitation Nurse's name and‘telephone number
at work and ;old they or members of their families might call to
‘report concerns or to ask questions. 1In addition, the-expefimental
group were told that the Cardiac Rehabilitation Nurse would be
telephoning them within a week on a mutually agree_upon day and

=

time. All patients completed the post test upon return to the

outpatient clinic at, the prearranged appointment date (see figure

1). ' o .

Y
;
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0 = pretest and post’test

] . s . .
X = telephone follow—up calls , l
The assignment of X to one group or the other is

assumed to be random and under the experimenter s
control. ,

Figure 1 The Nonequivalent Control Group Design (Adapted from’
Campbell and Stanley (1963), p. 47).

\

A Research Assistant "blind” touthe randomization of the group
assignment cenducted the pest test interview. A second Research
Assistent acted as observer during the post test interview. The
_approximate time for each interview was 35-40 minutes for both the
pre and post test interviews. | |

A fellow:up questionnaire (Appendix P) was filied out by the
investigator following a brief discussion of the questions with the

: ’

pati'ent. The questionnaire was designed to &etermine the patient's
main source of information abeut ﬁis/her M.I. and recemmended\
lifestyle ehanges while at home, and tﬁe number 6f ,times that the

patient used health care personnel and facilities during the

convalescent period; other than regularly scheduled appointments.



The M.I. Telephone Teaching Program

Two Cardiac Rehabilitation Nurses and the.investigator
participated in the telephone teaching program. All three nurses
were accustomed to patient follow-up via the felephone in the
. rehabilitation program at the hospital although a structured
teaching program had not previously been followed. The telephone
follow—up calls initiated by the .Cardiac Rehabilitation Research
Nurses (C.R.R.N.) provided an opportunity to reinforce information
" already provided and to supplemeﬁf information that may not have
béen covered by‘the hospital nursing staff. A nursing assessment |
of the afeas outlined for study was based upon the patient's
pretest prior to discharge from hospital and the patient's ability
to address the topic areas with gccurac;. This was individually
assessed during each telephone conversation by fhe'Cardiac
Rehabilitation Research Nurses. The C.R.R.N. reinforced, clarified
or introduced new information ba;ed upon this nursing assessment.
The teaching was individualized and addressed the following areas:
the M.I.'and its effects, medications, therapeutic diet,
recommended exercises, physical activity restrictions, and
recommended rest.

4

Time allotted to each knowledge area wa¥dependent upon the
patient's difficult or>ease pémembering and/or understanding the

information provided. Time was proVided for.pag}én}g\to discuss

other concerns and each telephone session was terminated only after
[

Cd e

{
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the C.R.R.N. asked tﬂe'patient if there were any questions or
concerns they wished to discuss. Each telephone call was taped and
it was planned that each patient in the experimental group would be
telephoned three times. Additional telephone follow—up was based
up on thé nurse's assessment of the patient's knowledge of the
educational content areas and the patient’'s need for.further

follow~up.

Data Analysis

"The groups were analyzed for heterogenity by meaSuring the
" mean for age and educatiohél levels. Equal numbers of males and
females weré found to be in each group. A Pearson Moment
Correlation was computed to Aetermine 1f relationships existed
means between the observer and interviewer scores on each of the
six teacﬁiég areas was ;arried out to determine if the structured A
interview method interacted with the trgatment to produce the main
effect. An independent t-test was used to analyze difference
scores of ﬁhe interviewers an& observers (across the treatment and
control groups) in each of the six teaching areas to dgtermine if
the effect prodﬁéed by the interviewers themselves had interacted
with the treatment to produce the main effect.

Once the content areas being measured were showﬁ to be,
independent of each other,‘a‘nondirectional t-test<L = 0.05 was

used to determine 1f a change in knowledge levels between the two
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groups had occurred. The independent t-test is appropriate for
sample sizes greater than or equal to thirty. The intra-class
correlation coefficients (I.C.C.) were calculated using tge one.way'
repeated measures analysis of variance (ANOVA) model to eséablish
reliability between the 1ntervieyers and observers. Patienf'and
family concerns and questions, as well as the subsequent nursing
actions resultihg From fhe,questions and concerns were categorized

and described as percentages within categories.

..........



Chapter IV
RESULTS

Tbe purpose of this study was to invegtigate the use of the
gelephone follow-up as a method of increasing self-cere knowledge
of the M.I. patient du;ing.the initial 68 weeks following
d;scherge from hospital. Tﬁe stully focused on knowledge id the
areas of 1) M.I. and its-releted effects, 2) medications, 3)
thefabeutic»diet, 4) physical activity restrictions, 5) recommended
exerclse, and 6) recommended rest. The telephone follow-up calls
were taped and the verbalized questions, concerns and eymptoms
experienced of the Patient were categorized.

A total of 59 subjects (see Table 1) .were entollsd in the.
study. Each subject completed a pretest interview either just
prior to discharge from hogpital or iméeeiately followiné-
Subjects were then randomly assigned to either a control or
experimental group. The experimental groups received Q to four
telephone follow—up calls from a Cardiac Rehabilitation Rggearch
Nurse (C.R.R.N.) while they were convalescing at home. The purpose
of the telephone calls was to provide the‘eatient with that
1nformatioe in the areas‘where a deficit in knowledge was
identified on the pretest.

Telephone follow-up calls were tapedland the content reviewed
by the investigator. Each patient compfeting the study was

administered a post test upon return to the Cardiology Outbatient

38
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Clinic approximately six to eight weeks following discharge from
hospital. The post test was conducted by a Research Assistant .

“blind” to the patient randomization with an observer. present who

1
s .

also scored the post test.

v} . ' e
» | - ‘\\\ 5
Table 1  °

Assignment'of Patients to Groups and Attrition

, ©° Total 111 M.T.

_ Patients .
) /,/“ \ .‘ :
52 M.I. .Patients 59 M.I. Patient
Not Enrolled Enrolled in Study
30 Control 29 Experimental
. Palt ients /Pa% g
wii. & Drop Outs 26 Completed " 4 Drop Outs 25 Completed
. . Study ) . ; ~ Study
o R
(%.@ ' ’ '
e ‘ s
.\ ‘ ‘ - )
9’
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Description of the Sample
»

A totaleof-lllleonfirmEd M.?.'patients were admitted the
hospieal where the stady was being conducted during the time frame
. of the study. Fifty of the/éuﬁjects did not meet the criteEia
outlined in the study for subject participation and two Subjeets
,approached refused to participate in the research. Fifty—-nine
subjects met the scudy s admission criteria and agreed to )
participate. Thirty subjects were assigned to the control group
and twenty—ni;: to the experimensal group (see Table 1). There
were four drop—oufe in each groups (see Table 2). In the control
group two subjects‘became too 111 to return to complete the post
test, one_subjecé refused to demplete the pos;'testﬁand one subject
was not able to returh prior to the completion of the study fo
complete the post test. One subject in the experimentai group
became too 111 to complete the post test, two Qubjects went . for
coronary areery bypass surgery during the six to eight g%nvalescent
period and one subject was reached only once for a telephone
follow—ub_call. A total of fifty-one shbjects\compleéed the:

research study.’ There were 26 subjects in the control group and 25

sﬁbjeéts‘in the experimental group.
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Table 2 : : o
‘ Reagsons for Drop~Out from Study
Experimental Group ‘n © - . Comtrol Group n
Had Coronary Artery Too 111 to complete y
Bypass Surgery 2 ' post test h 2
Too 111 to complete ‘ Refused to complete
post test o 1 ' post test [// 1
Insufficient number _ Too late to complete
of telephone follow— post test , ‘ .1
up calls ' B

Experimentél—Control Group.Béckground Comparisons

Information collected on the sﬁudy group'for comparison was
. L [ E .
age, sex and educational level. . As indicated in Table 3, there was

a prOportionally,larger'number of males than females in both

groups. There was a total of 23 males and 3 females in the

-

experimental group and 21 males and 5 females in the control
(‘:”J. 4%

Table 3

4 Comparison of Groupé by Sex
. . s

i
1

Sex: Experimental Control '

Male 227 21
Female ‘ 3 5
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The average age (Table 4) of the experimental group was 51.6 years

-
-

of age with a median of 52 years of age. The average age of the
. ’ N4
control group was 54.3 years of age with a median of 56.5 years of

a

‘age. .
Table 4
Comparison of .Groups by Sex
- A |
Average Age’ Median Age Range
Experimehtal Group 51.6 years 52.0 years 21-77 years

Control Group 54.3 years '56.5 years 24-83 years

g

The educational level was determined by the number of years of

. . "«i;\ o ; '
schooling each patient had received,%~égcluded were years spent at
a vocational or trade courses from a Fedognized vocational

institution. Table 5 shows the comparisdn in educational level’

between the two groups. . ‘ - | 3

o
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‘Table 5

A% |
‘ ~Comparison of Groups by Educational Level.
Years 6fHSchooling ) Experiﬁgntal Control
< 6 years 4
. -6~8 years
9-10 years

11-12 years
13-16 years
17 years plus

O WU WO
—
NSO NO

]
[N

Eight patients in the experimental group had an”educational level

greater than high school and six patients in the control group had

: : ™ : . o :
an educational level beyond high school. Nine patients' in the

experimental group as compared to. two patients iq the control group
. - ‘ _

had from six to eight years of schooling.

Description of the Knowledge Level Findings'

Pegrson correlation werevcémputed uéing an interviewer and
obsefvervgain scores (post test -Vpretestj to determine if the six
teach}ng afsés were relatéd in contgnt. Table 6 shows thaé véry
small correiations exist amongﬁihé six.teaching areés when the
inter§iewef’§ost test scores were correlated with the pretest
.scores. Similarily there weré no noticeable cbrfelations when the
Aobserver post’ test scores were correlated with 6hé pretest scorés
(Table 7). Therefore the six teaching areas were considered to be

independently different in content.
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Correlation Matrix of Interviewers Gain Scores (Post test -

Pretest) on Each of the Six Teaching Areas '

M.I.. 1.00 Diet

Diet “24 1.00 Med

Med. -.14 : .08 1.00 P.A.R:
P.A.R. .15 .30 .17 1.00
Exer. .12 .23, .22 .27
‘Rest .19 .20  -.05 .31

TOTAL .44 .65 .55 .61

Exer. .

1.00

.20

.58

Rest
1.00 TOTAL
.49 1,00

Key to Abbreviations

Var. - Variable

M.I. Myocardial Infarction

Diet - Therapeutic Diet

Med. Medications .
P.A.R. - Physical Activity Restrictions
" Exer. - Recommended Exercise

Rest - Recommended Rest

on|

#



Table 7
Correlation Matrix of Obsérver Gain Scores (Post test - Pretest)
on Each of the Six Teaching Areas

9
Var. M.I. :
M.I. 1.00 Diet
Diet .15 1.00 Med.
' Med. -.21 .14 1.00 ! P.A.R.
P.AR. .0l 22 28 1.00  Exer.
Exer. - .06 .12 .19 .20 1.00 _, Rest
Resc .29 .13 -.15 .11 .10 1.00 TOTAL
TOTAL .37 .6l .58 .55 .53 .40 1.00
, . ‘ . .
Key to Abbreviations g'e

‘Var. — Variable oo '

M.I. - Myocardial Infarction

Diet -~ Therapeutic Diet

Med. - Mediations

P.A.R. - Physical Activity Restrictions
Exer. — Recommended Exercise

Rest - Recommended Rest

Table 8 shows the correlations of galn scores between interviewers

and obsgrvers scores on each of the six teaching areas. Once agaln
" . there does not appear to'Be'any substantial correlation between the
different coﬁpopepts where teacﬁing waé given. The dlagonal oﬁ the
%gtrix shows a high correlation between observers an§ interviewers
scores on each teaching area indicating a high égreement between

*ne 1interviewers and observers.

v



>

: 46
Table 8 \
Corfelation Matrix of Gain Sc;res Between '

Interviewers agd Observers
Var. M.I. Diet ﬁeds. P.A.R. Exer. Rest TOTAL
M.I. .93 19 0 =200 - .12 .15 .23 .38
Diet .22 .98 .07 32 .2l .19 .63
Meds. -.1l4 .14 .99 .20 .22 -.06 .56
P.A.R. .03 . .26 ’ .93 .18 .17 .49
(Exer. .02 .15 .17 .25 .93 .15 47
R%ft B A VR .26 15 .93 .42

TOTAL .40 .62 .55 .63 .59 .46 .97

Key to Abbreviations

Var. - Variable .

M.I. - Myocardial Infarction

Diet - Recommended Diet

Meds. — Medications

P.A.R. - Physical Activity Restrictions
Exer. - Recommended Exercises

Rest - Recommended -Rest:

‘
A paired t-test for'differences in means between interviewer
and observer scores on each of the six teaching areas was carried
out (Table 9) to determine if the structured interview recording
methods in}eracted with the treatment to produce the main effects.

Only one significant result was obtained in the teaching area

entitled physical activity restrictions.
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Table 9
Paired T-feat for Differences in Means Between Interviewers and
Observer Scores on Each of the Six Teaching Dimensions
Number B 2-tailed
Var. of Cases Mean S.D. T Value D.F. Prob.
Int. M.I. . 7.76 13.61 - . ‘
51 0.31 50 - 0.755
Obs. M.I. 7.54 13.68 : )
Int. Diet 11.57 15.61
49 -1.03 48 0.307 °
Obs. Diet 12.01 15.61 '
b4 1.75 43 0.088
Obs. Meds. 11.01  17.9%
Int. P.A.R. 9.45 16.70 v
B 51 2.36 50 0.022%
Obs. P.A.R. ~ 7!40 16.1‘5
Int. Exer. _ 10.41 19.81 N ,
51 - 0.71 50 0.483
Obs. Exer. 9.69 20.43 ‘
Int. Rest 1.83 18.10 -
- 51 . ~1.04 - 50 0.304
Obs. Rest 2.81 17.69
Int. TOTAL 9.3098 9.498 ~ \
51 : C 1.22 50 0.227
Obs. TOTAL 8.9272 8.835 :
*Significant at <d = 0.05
Key to Abbreviations
Int. —vInterviewer Meds. - Medications
Obs. -~ Observer P.A.R. - Physical Activity Restriction o
M.I. - Myocardial Infarction Exer.. - Recommended Exercises

Rest - Recommended -Rest
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Table 10 compares diff;rencé scores, which were obtained by
obgerver gain scores. The table compares the six téaching areas by
grou? to determine if there was an interaction effe;?-between the
-recorders and the treatment in the two groups. None of the
t-values reached a significance. The final statis£ica1 analysis
was an nondirectional independent t-test between groups for each of
the six teaching areas (Table 11). Using the average gain score of
the oﬁserver and intérviewer this analysis of the data produced
Qignificancg in the teaching areas of the M.I. (t = 2.31, p < .025)
and recommended exercisé (t = 2.87, p < 0.006). Significance was
achieved when all the feaching areas were combined togethér (t =
2.77, p’< 0.008). No significant results were observed for diet,

medications, physical activity restrictions and rest.

t
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Table 10.

Difference Scores Between Interviéwer and Observer
Scores by Groups in Each of the Six Teaching Areas

Number o , 2-tailed
Var. of‘Cases Mean S.D. T. Value D.F. Prob.
M.I. ' ’ ‘
Experimental 25 : 0.22 . 3.75 0.01 ﬁ9 0.995
Control 26 0.21 5.98 -
Diet : i
Experimental 23 0.22 2.91 1.47 47 0.149
Control 26 -1.03 3.01 _ IR
Medications ; .
Experimental 24 0.35 2.10 -1.10 42 0.280
Control 20 1.36 3.93
*P.A.R. .
Experimental 25 » 2.57 7.59 0.58 49 0.566
Control 26 1.56 4.66 '
/’\

; v /
Exercise - (
Experimental 25 1.95 6.57 1.18 49 0.243
Control 26 ~0.46 .58 !
Rest .
Experimental' 25 o =1.47 5.86 -0.50 49 0.618
“Control 26 -0.51 7.57 ‘
EOTAL
Experimental 25 0.58 1.86 0.62 49 0.541
Control 26 0.19 2.57

*P . A.R. - Physical Activity Restrictions
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Table 11

Independent T~tests Between Groups for Each of
the Six Teaching Areas -

Number -‘*’ ) 2-tailed

Var. of Cases Mean  S.D. T-Value D.F. Prob.
M.I. ‘ i

Experimental 25 11.89 ""11.96 2.30 49 0.025%
" Control 26 , 3.58 13.69

Diet ' !

Experimental 23 . 14.48 15.53 1.16 47 0.250
Control 26 9.40 15.01

‘Medications ; '

Experimental 24 14.68 17.33 1.35 42 0.184

Control 20 7.50 17.84 .
*P.A.R. |

Experimental 25 12.00 12.95 1.56 49 0.126

Control ’ 2 4.99 18.56

Exercise

Egperimental 25 17.64 49 0.006%*
,Control 26 2.75

Rest

Experimental 25 1.60 49 - 0.777
~ Control 26 3.01

TOTAL

Experimental - 25 12.50 7.80 2.77 49 0.008%*

Control 26 5.87 9.22

*P.A.R. — Physical Activity Restrictions

* Significance @A = 0.05
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Reliability of Interviews and Observers

ifatra—-Class Correlation (I1.C.C.) was cadculated using the one
By
way repeated measure~Ana1ysis of %ariance (ANOVA) model to
estimate reliability between the interviewers and observers.  The

_ ANOVA results may bé&summarized using the following table.

ANOVA Ill'able

Source of Variation SS DF Mean Square F Prob.
Bétween patients 'oss,  I-l MS,

Between observers SSg J-1 MSy MS /MS,
Errors SSg (J-1)(J-1) MSE

(ar Residuals)
/ B .

Where I = number of patients : "
J = number of observers

"Then ICC may be estimated by:

ICC = (MSA - MSE)/(nsA + (J-1) M8)

Using this formula I.C.C. estimates were obtained as outlined
in Table 12. Tﬁe I.C.C. estimates are consistant with those in

- Table 8 when a Pearson correlation was carried out using the gain

sacores between interviewers and observers. The diagonal of the

jcores  to theljét qwkscores and
B Y
;” ‘Tnter¥i§§ers dnd &bserverswg The

matrix gives identical agrgemenc.
\\ . 7

}calculated ;ggeqperﬂ‘r

A

B
R

g :Al'L\W
kY
%
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Table 12
Intra-Class Correlation (I.C.C.) Scores of Interviewers
and Obgervers for each of the Six Teachlng Areas -

Variable 1.c.c. *™ Peaéson Correlation
M.I. 0.933 - . 0.933
Diet 0.981  olest
Medicétions - 0.985 : 0.985
*P.A.R. | 'J 0.929 0.925
Exercise | 0.933 0%534
Rest ' , 0.929 £0.929

*P.A.R. - Physical Activity Restriction

o

"Description of the Telephone Follow-Up Call Findings
- A total of twenty-nine patients in the experimental group were

telephoned by the Cardiac Rehabilitation Rese h Nurses

&

(C.R.R.N.). Each patient was telephoned one Eur»?ﬁé‘times with an

qXérage of tliree telephone callg made to each patient. All
i »
géfephone calls were taped and then reviewed by the.investigator.
Telephone calls varied from five minutes to thifty minutes in |
length. The first telephoﬁe follow-up‘call‘was initiated
fﬁpngggimgtely one.week following the patient's discha;ge from
hospital, although this varied according to the availability of the

patients. The second telephone call was made approximately oune

"o
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week later and further follow—up calls were made one to two weeks
following the second telephone call. | B
Twenty-seven patients telephoned, veibalized concerns and/or
symptoms they.had been experiencing nhile at home to the C.R.R.N;
Tno patients did not verbalize ‘any particular problems and the
C.R.R.N.. ugsed the telephone calls to conduct the educational

sessions only. ﬂhe C.R.R.N. began each telephone conversation with

a EPestion about the patient s state of health and directly asked .

1f the patient had any questions, concerns or problems that they

15

would like to discuss. Ehis was repeated,at least once more before
. .

the close of the telephone call, thus allowing each patient an
“ . A% -
opportunity to verbalize concerns or'to ask questions.

A total of seventy-nine telephone calls were made and 225
concerns, questions and/or symptoms experienced were verbalized by
the patients. Twenty-four patients verbalized concerns and
symptoms more ‘than once in subsequent telephone calls. A total of
l7i conCerns,:questions and experienced symptoms. were verbalized at

least once by patients. An outline of‘the characteristics related

to the telephone follow—up calls is provide in Table 13 below.

N o
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Table 13

Characteristics of the Telephone FollowFUP Calls

& a
Total mumber of patients telephoned 29
' Total number of patientd who verbalized
‘ concerd and experienced symptoms 27
Total number of telephone calls ’ 79 )
Total number of concerns and experienced
symptoms verbalized at least once by
patients _ . 172
Total number of 'concerns and'eymptoms

verbalized by patients . 225

Description of the Telephone Follow-Up Sample

The - sample included twenty—five males and four females with an age’

range of 21 years to 77 ‘years. As pan be seen in Table 14 almost half

of the sample were over 51 years. The mean age for the sample was 51.9

years. The median‘age was 52 yeansv

-

bl
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Table 14

]

W Age Distribution of the Telephone Follow-Up Group

55

nad

Age

-t

‘N = 29

21-30
3140
£1-50
51-60
61-70
71-80

©

|

The educational level was determined by the number of years of

schooling. Included were vocational or trade courses from a

as indicated on Table 15, had ten years or less of schoxling{
. . S )

(e

Table 15

e

4

Educational Level of the Telephone Follow=Up Group

Years of Schooling

N =29

- 8 years.

- 10 years

- 12 ‘years

- 16 years

years plus
o

%, oW w0

|

i

1

TR
X h £

recognized. volational institution. Sixteen or 55% of the sampie;_'”
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L ' Description of Telephone ﬁbllow—QE Call Findings

Questions, concerns and symptoms experienced were categorized

under one of six general headings (see Table 16).
"
<
Table 16

Concerns .and Symptoms Verbalized by Patients

; N =172
A. Concerns related to effects of M.I. | 27L3%
‘ and recommended lifestyle changes
-’ B. ; Experienced symptoms other than cardiac 24:4%
C. Concerns related to foilow-uP‘care _ 18.0%
D; : Experienced poséible cardiac symptoms C15.1%
" E. "Conce;nsifelated to medications A 12.27%
F. Cénc;rns related to persbnai or home 3.0%

problems

|

The greatest number of conéerns were related to the effects of the
M.I. and the recommended lifestyle changes. Table 17 outlines more +

specifically the expressed concerds{and quest}ons within this

»

category. s : :

Twenty patients were cqnﬁefﬁéd about recommended lifestyle
! g

- ‘changes. Nine of these pgtients weré cohcerned about:dietary
‘._ chgnges“and.four about the lengfh of time that lifestyle

L) ¢ . ; ) .
.. I€qgwictions would be necessary. There were two patients who were
x . g . .

S

o ’ .

@
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. concerned about the recommmended amount of rest necessary and two

.
-y

-~ were concerned about weight‘los§:w The remainder of conceérns were
each vefbalizedronce by a patiént and included concerns about
gaining weiéht,\use of alcohol and cigarette smoking cessation.

Nineteen patients expressed concerns abdut physical activities
while at home. Within thié group, twelve patients had questions
related to the amount of recommended exercisebthét_they should be
berforming. Questions about each of the following situations were
verbalized twice: - working ground the house, resumption of |
automobile driving and atténding functions outsidg thefﬁome. One
patient expressed conéerng related to resuming séxual activity.

Four ﬁatients expressed some concerns related to recognizing
symptoms that might indicate cardiac pain. One of these patiénts‘/~97
had.experieﬁced pericarditis and was coﬁcerned with being able to
differentiate between periéardial pain and angina._ Three patients
had questions relating to the pathOphysiology and caugse of the M.TI.
and one patient had é question regargtng thé regulation of .his

blood pressure.

X
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Table 17

Concerns (Related to Effects of M.I.
and Lifestyle Changes

¢

Expressed concerns and questions related to: e
1. recommended lifestyle changes : %IB,
2. enount ?nd type of activity allowed ;» _ ”ZZ) h
3. inability to diagnose chest pain symptoms .

! 41 pathophysiology and cause of M.I. 3

5. blood pressure ' 1

Kl

The second largest number of concerns are related to- symptoms

experienced by patients that were not considered to be cardiac in

nature. They are outlined in Table 18 and are grouped under three

general headings. Twenty—six patients verbalized a variety of

physicel symptoms excluding those considered by the investigator to

be cardiac in nature. Five patientS”COmplained of dizziness and
there were three complaints each of headache and fatigue. There

were two complaints of each of the following symptoms: upset

stomach, constipation and generally "not feeling well“.‘ The

“ remainder of physical ailments were each verbalized once and

"included hip pain, numbness in hand and arm, blood-taste in mouth,

changes 1in body temperature, arthritis, blurred vision with

headaches, excessive perspiration, having a head cold, and

-

P
k5 3

PN ' o SRR

.



question asked about each of the following: prothrdmbin
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frequency in voiding. Nine patients verbalized changes in their

sleep patterns and seven patients complained of psychalogical °

gyaptoms. There were three complaints of boredom, two.complaints

of depression and one patient complained of experiencing a greater

amount of irritability and anger than was normal for him.

Table 18

Experienced Symptoms Other than Cardiac

v

Symptoms Experienced: , n

1. physical symptoms, such as dizziness, ' 26
upset stomach, arthritic pain and
excessive fatigue

2.  problems with sleep pattern 9

3. psychological symptoms, such as depression, 7
boredom and irritability

S

Eighteen percent of the concerns rélated}to follow—up care.
Table 19 1ndicgtes_that there were thi:teenjconcgrps related to
medical tests results and medical procedures that ﬁédaeither been
performed J& were to.occur at a later date. There were three

M :
concerns regarding each of the medical prdcedureé, coronary

angrogiam and exercise stress testing. Two patients were unsure

where to go to have their blood work taken and there was one _
, ) o
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regulation, lung scan results, g-ray'results, regémission to
‘hos;;i’tal, and the research study.“ There were eight questions about
the follow—up visit to the cardiologist.and two requests for
referrals to the outpatient cardiac rehabilitation program. There
were eight concerns expressed about follow-up visits to the general
practitioner. In this group, four patiénts were unsure abou; when
to make their first appointment with the general practitioner, two
patients expressed a lack of cohfidence in the general practitioner
and two qore‘felt they were having problems communicating with the

general practitioner about their medical problems.

, Table 19 -~ :
Concerns Related to Follow-Up Care <::::::::>1_—'
Expressed concerns and questions related to: n )
1. medical test results and medical procedufes 13

—

2. follow-up visit to cardiologist and
rehabilitation program ! © 10

3. follow—up to general practitioner 8

Table 20 outlines the type of possible cardiac symptoms verbalized
by patients. Sixteen patients reported having had some type of chest
pain or discomfort and the following symptoms'were verballzed each

three times: shortness of breath and indigestion-like symptoms. There

v ~

q
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were two complaints of each of the following: irrégular heart beats

and neck and shoulder pain.

Table 20 b

Experienced Possible Cardiac Symptoms

)
Y]
Symptoms Experienced: . .!m
1. chest pain or chest discomfort 16 .
2. indigestion-like symptoms 3
3. shortnegss of breath 3
) 4, irregular heart beats 2

5. neck and shoulder pain 2

There were twelve concerns related to medications, other than
nitroglycerine tablets. There were four questions about medication
gide effects and there were two voiced concerns about each of the

following: the need for the medication, the interactions of one

4

medication with another and the approprilate time to take a
medication. One patient had concerns about the long term use of

medications and another wanted fuigggﬁ id%ormation regarding the
.. o @
type of medication being taken. There{were eight concerns that

vere gspecifically related to the administration of nitroglycerine

tablets and one patient réported that he had taken a double dose of

,\

his medication. Tagbg 21 provides an overview of the concerns that
“‘%

éiated to ‘their medications.

-




Table 21

Concerns Related to Medications
1

Expressed concerns and questions related to: | n

1. taking of medications (excluding nitro-
glycerine) the need for, side effects,
effects of long term use, type taken,

interactions, time of administration 12
2. taking of nitroglycerine tablets i 8
3. error in medication and administration 1.

. &

A é@all number of personal or home problems reported by patients

n

arelgiven in Table 22. Three patients had concerns related to

N,

their finances while they were convalescing, one patient was

concerned about his spouse's health and another patient ébmplained

that her spouse was being too over—-protective.

Table 22

Concerns Related to Personal or Home Problems

a

Expressed concerns and questions related to: ‘n
1. finances , 3
2. spouse's health ' 1

3. spouse's over—protectiveness ‘ 1

A
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Nursing Actions Based on Verbalized Questions,

Concerns and Reported Symptoms

Each telephone follow-up call was reviewed by the investigator
for the nursing actions which resulted from the verbalized
questions, concerns and/of/é;ported éymptOﬁE. A total of 293
nursing actions were idenklfrdd and they were grouped, as given in
Table 23, according to the frequency with which they were used by
the Cardiac Rehabilitation Research Nurse (C.R.R.N.). In some
ingtances more than one nursing action was used in relation £0«a
reported concern. For example, a patient asked if his wife could
add salt;to his food while it was being prepared. The C.R.R.N.
taught the necessity for salt reétriction and the recommende;
allowance but also gave permission for the spouse to add a small
amount of salt to.food in preparation. i

Even though all patients were told that they would be
telephoned by the C.R.R.N. to provide furtherzinformation related
to the material covered in the pretest, many patients continued to
ask for specifié information related to the M.I. and its related
lifestyle changes, diet, medication, physical activity
restrictions, recommended exercises and the recommended rest. The
C;R.R.N. allowed each patient telephoned an opportunity to
verbalize their questions, concerns and ia\report any problems they

might have experienced. Following this, the C.R.R.N. reviewed the

areas on the pretest that indicated that further information was
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needed by the patient. This structured teaching was not included

{n the total number of nursing actions. Only that teaching which

was done 1in response to a direct question or concern from a patient
1

i{s included in Table 23 and\constitutes 31% of the total number of

nursing actions.

Table 23

Nursing Actions

Percentage of times
Type.,of Action* N = 293 nursing action was
uged

l. Taught or gave information in
relation to a specific problem
(answered questions) . 317,

2. Carried out nursing assessment by
asking relevant questions 17%

3. Suggested patient contact another
health professional ' 10%

4. Provided approval, support or
reassurance 10%:

5. Listened (no follow-up action
suggested) : 6%

6. Gave permission to do an activity - 62

7.  Suggested ways to deal with specific
problem based on medical knowledge 5%

8. Promised to contact another health
professional about patient 47



LN e g

9. Suggested a possiblé qxplanat%on;for =
specific problem . - - .

10. Suggested ways to deal with spepifig‘h‘"
problem based on common sensejbr oy
non-medical knowledge *

. é%w iﬁﬁ» ’%? “”%’%ﬂﬁﬁx}

.y

i : o
-~ , e 2 e

Wy

11. Discusged specific’ problem bue o
offered no solution or action to .
take . ' " o . 2%
12. Suggested postponing further infor-
mation or action until follow-up

tests completed 27
'13. Promised to relay further information _ -
to patient ;o 1% . &

Total 1002

i

* All patients were taught and given
specific information in relation to the
M.I. and its related lifestyle changes,

" 'diet, medications, physical activity
restrictions, recommended exercises and
rest.

. “ .k

Questions and Concerns Verbalized By Spouses by,Telephone :
Four spouses asked to speak to the C.R.R.N. while she was

speaking to the patient during the telephone follow—up calls. The
. _ . o
spouses were female in all cases. One spouse spoke to éhe C.R.R.N.
during:two separate telephone follow—up calls. Prior to the ‘-‘~ L e
patient's discharge froﬁ hospital, the Cardiac,Rehaﬁilitation I “  f"j‘
Research Nurse indicated that they:would be willing(to answer IR
questions or listen to any concerns that they or their family ‘ ' o a:

members might have regarding the patients' M.I. or follow-up care.

They were told that they could either telephone the C.R.R.N. o e

=N
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directly or w%‘ﬁ until the C.R.R.N. telephoned them to ask
questions or vaice concerns. As indicated in Table 24, a total of
13‘.oncerns“were vebalized by the spouses. Five concerns were
’related to activities such as, resumétion of automobile drivihg and

. the prescribed walking program. Four concerns Qere related to the
effects of the M.i. on the patient's physical heglth. One spouse

r
was concerned about hershusband's poor skin colour since the M.I.
and another expressed feelings of anxiety that her husband might
have recurrent_éardiac problems. One spouse was concerned ab0ut—

. the follow—up appointmenEs to the cardiologist and another spouse
was concerned about where the results of her husband's blood work
would be forwarded to and asked for the telephone ﬁumber of her

husband's cardiologist. One spouse felt her husband wds

experiencing chest discomfort.

Table 24 2

Questions and Concerns Verbalized By Spouses

r
Expressed questions and concerns related to: = n.
; Ty
-‘r~. “’ .
1. , activities allowed ' ! -

2. the M.I.'s effect on patients' physical ;

health o ‘ 4
3. folléw-up care | - ¥ 3

4. possible cardiac symptoms ; 1

" - . %




Questions, Concerns and;§ymptoms Experienced by

Control Group Reported by Telephone

Thirty patients were assigned to the control,group. They were

3 givéh the name and work telephone number of one Cardiac

R
Rehabilitation Research Nurse (C.R.R.N% ) and told to telephone if

 they had questions or concerns while ‘at home during the next six to

eight weeks. Six patients telephoned the C.R.R.N. on their own

7

,°initiative;“.The C.R.R.N. completed a telephone follow—up’form

(appendix Q) foklowing each conversation. The telephone

» -~

conversations were approximately ten. to twenty mindtes in duration

‘with a mean of 14 minute35; _ B oy

v 3
- “

,"Four patients reported having'experienced angina-likemsyﬁptpms

since their discharge from hospital. There were two reported

concerns regarding each: of the following taking prescribed
. .

N

medications, follow—up care and physical symptoms,/such as,sa

pounding heart light headedness and swollen . feet and ankles. One

patient complained of claustrophobia akd asked for a referral to o

v[ -

-u'\‘

'_see a psychologist, For further information regardinggthevconcerns

'""practitioner and‘one had gone ta t?e Emergency Room prior to the/

.,

: is in@eresting to note that ofAthe six control patients who .

telephoned the G R. R N., two had notified their general

‘& - MR T

r; e

'3

- ]

s

PRI ?\' N e N 3

— S

-

‘.., K ¢ I . Q
telephonfhg to discuss their concerns and symptoms with the '
.® L4 \ .
Cardiac Rehabilitation Research NurSe.
LI - v .

! 2 — o

B

o ' N

<and reported symptoms of the control group refer to ‘table 25.r It.;"

e -



. - Telephone by the Control Group- ~* -
Concerns and Symptoms Experlenced: : n . S ,
1.  Experienced angina-like symptoms b ’
2.  Expressed concerns about taking REE 2
prescribed medications , Y
| ~ W ( . ~ .
3. . Complained of;’;her’physfﬁal symptoms . T2 .
v o | o ‘
4. Complained of claudirophobia j’ 1
) \ ' :’ : " ".m
5. Asked for referral to psychologist A0 -
R ) . .
Sumary ¢ e ®
Patient's concerns) questions and verbalized symptomns wered
categorized under six general headings. They included 1) concerns
- )
&, related to effects of’the M Ikpand r@commended lifestyle 2)
%” .
o experienced symptoms other than cardiac, 3) concerns related’ to o Qég;:

. g - B t . i . . ) . .1
‘personal or -home problems. A ‘total of twenty-nire pdtients were
B c0 . i . M - - . » V

f - 68

a Table 25

Concerns and Symptoms Experienced Reported by

follow-up care, 4) experienced possible cardiac symptoms, '5) .
k. . & A
‘ cOncerns telated to medications, and 62'concerns related to

:
it -

' ‘te}ephoned,i Twenty—seven patientggexpreesed at leastfone concern .

.

Fe T

w'orﬂqneetion.’dA totaffof 225\c6§cerns and symptoms were.verbaiized -

by the patients:telephoned. ‘A number of eoncerns and symptoms were e
. : ‘ o

o P - ffa,gg
AR o iy
PN ) . . ‘ - :
; o ,
» EEIN 3 %“%a"é‘, 3 7 -
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e

Averbalized by/the same patients more than once, leaving a total of

172 different| concerns and symptoms verbalized at least once by
[ ’ '
patients. |

Four spouses expressed coﬁcerns and questioﬁs to the C.R.R.N.
and six pati;nts inAthé'Eontrol group initiated teleghone calls to
th; C.R.R.N. to engess'concerns and report symptoms tﬁeyﬁhad
Aeiperienced. EThirtegn.categofieé of nursing actions were
established based upon the reported questigns, conéerﬁs and
vérbalized symptoms. The C.R.R.N.'s weré able to deal dire i
with the questions, conéerns and reported'symptghs 86 éercgnt of /
the time. The nurses réferred ﬁhe patient to another. health //

pfoféésional in only 14 percent of the total nursing actions. The

» .
most frequently used nursing action used by’ the C.R.R.N.'s was to

teadh_ﬁ% give information in relation to a specific problem."

-~

Gl ?““‘;



Chapter \Y
3 ¢ L y

DISCUSSION AND RECOMMENDATIONS toY

, Discussion of Findings
. T3

In this study the investigator examined telephone follow—up
calls as a method to increase"knowledge in the areas of the
myocardial'infarction, its effect and related self-care measure,
therapeutic’ diet medications, physical activity restrictions,
recommended exercises and recoumended rest for the post myocardial
infarction patient six to eight weeks post dischar;e from hospital

' Specifically, the patient s knowledge in the above mentioned areas.

was measured following two to four telephone teaching sessions and

compyred with that of a group,of patients who did not.receive this
intervention. The- study also categorized patient's questions,
concerns‘and reported symptoms as verbalized by the patients on the
taped telephone calla; Nursing actions related to the verbalized
concerns and symptoms experienced were also determined byireviewing
the taped télephone folloﬁ—ui calls and they were then categorized

under general headings.

All subjects eligible to participate in the study were A
randomlyoassigned to either the treatment or the control group and ﬂ_»éﬁ\
Werevpreteeted by the structured interview method on the six .
gselected teaching areas. A total of‘fifty—one subjects cogpleted '
the post test structured interviewsapproximately six to eight weeks

post discharge from hogpital.

70



fhe structured 1nterview questions'(Append;ces A to F) were
' adopted from criterion measures of nursing care developed by Horn
and Swain and were based upon the gself-care framework outlined by
Orem. Questions were selected for each teaching area and an V
‘optional level of knowledge was predetermined for each question'_ -
based upon Horn and Swain's correct response list and the
philosophyvof the cardiology department regarding*cardiac
'rehabilitation practices in the selected teaching areas. Subjects | :
“were scored using Horn and Swain guidelidwg (Appendix M) and the
judgemeﬁ of the Research Interviewers in scoring the questions
were based upon the predetermined correct ‘esponse list (Appendices
G to L) and by the discharge orders recorded on the patients data

@

. sheet (Appendix 0). M&f ‘ . ' e
; & . : ' .
A, Knowledge Gains in the Six #reas where Teachingﬁwas Given

(&)

,&(a)AIhe M.1., Its Effects and Reiated Self%Care Measures
o T g " e CE
’ﬁ"' P ) H ’

e 5, &
Study results sﬁﬁyed th%& Hypothgsis 1 was ﬁupported. There. .

v . O G Ly
was a statistically gsignificant difference %h the knowledge level

of the experimental group as compared with épe control group
(t = 2.31, p < 0. 025) following the telephone teiching gessions in .
the area of the M.I., irs effect -and related @Elf—care measures .

Prior to discharge, patients in the hospital whére the study \*y,' o
: . . o M - . ¥ - I
was conducted received instruction from medical and nursing - . o

T

personnel and audiovisual and written matbriais were available to

provide information about the pathophysiology fo the heart. Even
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, make appropriate cholces to bring'about a safe and optimal leve

. .
functioning.

B R . 72

go it appeared that the retention of this information could be
greatly in@;eased through the use of teiephone teaching sessions
during the first two months at home. This agrees with the findings

of Pozen et al. (1977) who fOund té?i the study group knew. more

about the signs and symptoms of an M.I. one month after discharge

e e

than did the control group.'.The stud&igroup,in this case had had

information taught in hOSpital'reinforced over the telephone by the

Al

Cardiac Rehabilitation Nurse while the control group'had had no

?-'4,;-
' telephone foll§w-up g this time period. Scalze er al. (1980)

1 of

- @ . o

o ! ) ‘a ’
Prétest questions relating to the causality of the M.I.

(Appendix A, Questions 3a and 3b) were answered correctly by about

" 51% *he sample. The - remaining patients either: dwnot know what

&%
coronary artery disease was, answered correctly or were ouly

.~

partly correct. It might be speculated that patients who viewad

their M.I. as an isolated incident, and not as a 1ong term iLlness,

’ might not be, as likely to comply with recommended lifestyle changes

L7

over an extended period of time. Scalzi-et al (1980) were unablé

to demonstrate any statisticallyxsignificant differences in the
% . : '

B
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compliance of cessation of cigarette smoking and dietary

restriction over a twenty—four month period following the-inpatient v

| .,,

‘J"f.
teaching program. Hdwever, there was only a negligible improvement

in the pre and post test knowledge scores ‘of the experimental

LN

group.
5 McShane(1979) using the Horn‘and Swain instrument also #Bund

that M.I. patients, six £6: eight weeks following hOSpital ¢
4‘\
discharge, were unable to accurately describe\§heir own health

;\d 4“3

problems, related symptoms, anatomy, rand physlology i@% hnical'orif\

: non—technical terms. Also only 10- 30 percent were able to

s ~"\7. ‘

e
optimalﬂywidentify appropriate measures .to control’ and/or decreésé~~~'»

. Q‘\‘, &
healthi®roblems after digchdrge, identify appropriate modifications

i post*dissharge daily routine necessitated by health’ problem, and

correctly identify gituations related to particular health problems

)

3

in which professionab health care assistance would be needed. "She

regommended that: nur@"follow—up contact be extended after

N

e

discharge. ' o, o

- (b) Therapeutic Diet

Hypothesis II was not“supported in this study There was no

@
statistically significanﬁu difference foun;tn the knowleﬁ

v
of the treatment group as compared with the control ‘group

=

WP(t: =1, 16 P < 0. 252) following the telephone teachinégﬁafsions in

the area of the therapeutic diet. One to one dietary instruction

A by a dietician or in a one hour, group session was available to all
: - R i ) ‘ . o

[}
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M.I. patients and their spouses in the hospital where the study was
a

canducted. The thérapeutic diet taught was based upon Canada Food

80 were not instructgd*about, the- cardiac diet.ﬁ These two p&tientsiw
: e

Guide with a no added §alt restriction. Foods high in cholesterol
were reviewed and patients were encouraged to limit cholesterol
intake b‘f\lgtict adherence to cholesterol high fodds was not
emphasized unless patients had a previous history of°

hypercholestermia. Patients were alsa cautioned to‘rednce their

sugar intake, partiCularly 1f they were overweight, but mainly to

) encourage a more healthy eating lifestyle. Written material was

_-available to take home outlining the dietary guidelines. .

Two patients in the treatment group were on special diets and

were not tes ed on the therapeutic diet compoﬁént of the teaching
program. Six patients in the treatment group. and seven.patients in
the control greup did not tecall having seen the dieticign or
attenning the diet lecture prior:to discharge fron hosPitai.
Aithough there was no statistically significant difference in.the
two gtonps it was observed that there was a difference in the means
netneendthe two groupe with the experimental group having a‘meaniof

14,48 and a S.D. 15.53 and the control group having a mean of 9.40

L
i

and a S.D. 15.01. This would indicate that a greater increase

_OCCur}ed in the knowledge level of the experimental group -asy

S - f
compared with the control_;;oup-

v

o

1

o

e
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Access to dietary information about low cholesterol diets is
commonly found in newstand journals, paperback books, newspapere
and on television and the radio. Eeople are generally aware tnat K
there is a relationship between heart disease and diet and may be
more likely to seek out this information once they are at home .
Patients may also feel that they may have someggzntrol over
modifying this risk factor. Dietary recommendations for the . “?i,
ptevention of heart disease are easily accessible - to the‘public ano
the choice and ;reparation of the recommended foods is generally

easy to understand. Even patlénts who had not seen tnﬁkdietician

-in hogpital generally were able to describe accurately what foods
&

e

high in cholesterol which should belavoided or limi@%d in the diet.
The nature of the therapeutic diet questions (refer’to C -
Appendix B) might also have influenced the mean s@bre of the

control group. Omnly four of the questions dealt directly with

knowledge guestions about the diet. The remainder of the questions : g*e“
dealt with the individual's ability to follon tne diet at work and |

on social occasions and where and from whom they could obtain

further information about the diet. Patients from tne‘control

group were generally aware that the‘dietician-was available for

further" information or_knew of another source, but it is uncertain

if they in fact contacted these reSOurces for further dietary

2

instructions. They also often had a plan for following the diet at ' )

e
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EXN

work or. ,on soclal “occasions but may not have‘necessarily had the
correct information on diefary restrictions.

(c) Medications

Hypothesis III was not subportéd in this‘étudy. There was no
statistically Significaht differegce in the knqwledge level of the
treatment group aé compared with thé{controi'grOup (f = 1.35, |
; < 0.186) following the telephone teaching sessions in the area of
medications. o

Medigation teaéhiqé was carried out in ;he hospital where the
study was ;onducted by thg nursing s;aff. A card with the name of
the medication, comm;n side effects ;nd therapeu?ié aq}ibn of the
drug were included on the card which the patieﬁé is “able g%:tagg
home. Medication teaching wés usually notnca;rﬁgd out until.juﬁf‘
prior to discharge. The medications on thch:fhé patient was to be

i

discharged were usua}ly not known until thit time. Sbecial

attention was given to theﬂé¢migistra€ion of nitrgﬁlycerine tébléts‘
. Q ) ur -

2 Lo% ;
as the majority of patients. were prescribed s medication.

‘l‘x‘

Se?en patients were discharged home without cardiovascular
medications or without a préscriptioﬁ for any medication. These
patients were not tested on fhé-med}cét;on knowledge compopentw
' One patient was in the exSérimenfa} group and six were in the
‘Déontr;i group. Patlents who were diécharged home on more than one
cardiovasculer drug were tested on only oné ﬁf the medications.

- The medication to be used for knowledge testing was selected by the

’
L J

.&g.; i
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{hvestigator. Nitroglycerine was not chosen unless the patlient was
discharged home onvno other cardiovascular drugs.

A fairly streeg diffgrefce in means between the groups
1ndicaled a greater increase in the knowledge level of the
experimental group than the control group. The experimental group
had a mean of 14.68 with a S.D. of 17.33 while the control group
had a mean of 7.50 with alS.D. of 17.84.

There ig some evidence that patientsceo forget informetion
about their medications after hos]'tal discharge even if they have
had structured teaching (Pozen, et al. 1977; Scalzi, et al. 1980;
Curran,h1978;'thhee;‘et al. 1983). Patients often seemed -
dieinterested in their medicatioqe, -They verbalized that they had
trouble"remembering tpe namee and dosages of thei; pills. Patients

o

would freqden call having heard of some side effects to their

medications bu say they had forgotten them or 'would confuse

l

. oy "

s them with the side effects ofvanothei;medicetion they were taking.

Many patients felt that they could_gely gn their memory to remember
[ o By e

to take their pills and were often resistive to suggestions by ‘the
C.R.R.N. that they should have a plan or system to help them
N ,

remember other than relying on their memory.

[

Many patients in the study had problems remembering the names,
dosages and side effects of their medications. Thig might be
explained by the difficulty' hat many’ pa?iencs%felt é%'pronouncing

the names of the medications and patients weé%?motﬁfamiliar with

e > “ Y

1
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the milligram measurement. Phtfed%g;might also feel it unhebeséﬁry(

8"
v

to know more about their medications because they do not feel that-
‘ ’ o
B . ! Coy LN
they have any option but to take -the drugs prescribed and also may
view it as something which should not cause them any harm because
it was prescribéd to imprové'their copdifipn. Unlike dietary
» pﬁ* " ' 1 4
recommendations, information regardinﬁ”ﬁedications is not readily

$
avajilable.

(d) Physical Activitszeétrictionshwﬁ%

Hypqthesis IV was not supported in this study. There was no

statistically significant difference in the knowledge 1ével of the

)

treatment group as compared with the control group (t = 1.57,

p < 0.124) following the telephone teaching sessions in the area of

physical activity restrictions. I L S g

Physical activity restrictions for M.T. patients were taught

N

by the nursing and medical staff in hospital. This information‘ﬁ%s
furthér reinforced by a hospital visit from the Cafdié&mﬂ

~

Rehabilitation Nurse and written material was'pro&ided on the topic

to ﬁg takep‘pomg by the patient. The expérimental gfohp had a m;an

.o e

of 12.00 and ‘a S.Dv of 12.95 while the\controi group had;a mean of

N W Cw :
4.99 and a S.D. of 18.56, Again strong directional differ®&nces.

between the two.groups were “noticed. g _%
s’ .
- > This” compoiient of the ihterview was Besigned to determine if .
- . , . ) . : ’ ~ . : ) -
atients know-.what activities they cannot 'do or cidn only do with

. S _ , | . o :
modifications while at home during the first six to' eight .weeks.

('S .
. .a L gy .,s:,y‘.--.k PO

9.
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o> '

The interview was also designed to detérmine 1f the patientu

b

‘understood the length of time the restrictionb vere recommended

why they were recommended and 41f the. pa;ipnt had a plan to handle

.

situations which might occur but for

ch restrictions were

imposed (refer to Appendix D). g
, ‘J”; R

B3 S

These restrictions were of part - interest to most'

o

patients as they affect their everuf.unctioning.v Patients were
concerned about what they will b-'allowed to @0 when at home, i.e.,-

automobile driving, climbing st!& and returning to work. As .
( -

these daily functions are of interest and importance’ to most”

patients it may be that these patients were more likley to question
. s

medical and nursing personnel about these restrictions prior” to

VA

hospital discharge. After dischérge they may also be more likely

to seek out this information from their general practitioner and

from written material. Patients may also be more 1ike1y to retain

.
this Tnformation after discharge from hospital as it 1is relevant to
the ﬁﬁtient's immediate situation. : -
The physical activity restrictions determine when patients
will be allowed to return to work or to resume doing thedr
housework. ~Patients-were frequently/dependent on»driving their —
. e
cars to perform errands, to go to work and for socializing. As
) driving means mobility and is a 1ink to the community, it isA
understandable that patients would be concerned about this‘
L%
} information because the restrictions may~ bring about ma jor -~ \\\
% ¢ - . . -~
4
e . L_(/
S fﬂn"»\" oo - v‘-’.s‘ N . ~ N ¢ =, JL.; Vo
H ? 'l A ~ i \_‘ ‘p_., ‘x“
¥ k \ |
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/’adjustments within”the family or for the individual immediately

w*eupon discharge from hospital. Scalzi et al. (1980) demonstrated

-
»

that coantinued instruction to' M. 1. patients after hospital improved .

5 -
éi%pwledge_and compliance in physical activity and resumption ‘of

sexual activity, while McPhee et al. (1433) demonstrated that only
45% of medicai patients surveyed one month after hospital discharge

f ¥
remembered being instructed about their activities while in -
5 - .

hospital.. No short term teaching interventions were used»to
teinforce information during the one nonth interval and no
signifieant difference in knonledge level was found(between a
control group and three predischsrge interview intervention groups.
It appears that the struCtd'ld interview reCdtding methods may
have interacted witn theénurse-patient interactions %y telephone to

! v
produce the main effect (f!ble 9) fn the area of physical activity
‘ ~ s
restrictions. Predischarge instruction in this area varied

somewhat with the patient's medical condition and with the ) gﬁk
e

physician s ph11050phy on what type and how soonlactivities ehn*be L

resumed after an M.I. There was flexabilitx in these ™ -
\b. . i
recommendations in the hospital where the study was conductedﬁas

patients areeassessed by-their Cardiolqgist od an individuai basis

"PQ
prior to determining what physical activities must be modified how

s /
7

- .much they must be modified and for‘what length of time. ) /%2:;'

Intetviewers and observers may have had difficulty'me’Quring
. ‘. A
- ) h a »{ .
_patients on this area‘by using-che;interview correqgt answer guide -

’ N g
. Y .
Py L4

J

%]

5



3

as they might not have agreed with the insttuctions giwen to\the

patient bybthe'Cardiologist or the Cardiac Rehabilitation Nurse.
' . . ) : SN
"(e) Recommended Exercises . '

Hypothesia V wag snpported in this study. There was a

statistically significant difference in the knowledge 1evel of the

8
treatment group as compared with the control group (t = 2,87,
p < 0. 008) following the telephone teaching sessions in the area of

the recommended exercises.

The usual recommended exercise for M?I. patients following
) . . " . \‘\\ R aq
‘hospital discharge was a préscribed walking program.. This program
was usually taught by the Cardiac Rehabilitation Nurse in the

\ @ - $w A B !

¥

hospital where the study was condncted. Writfen’materialAwas‘a}so

. ) ~ .
. . \ ¢
» . .

‘provided outlining a home’ walking program,

The recommended exercises, like the physical activity

restrictions, would appear to have relevance to the patient at the

l polnt of hospital discharge, and immediatelwaollowing, until the

fgturnvto the Outpatient Clinic for further medical evaluation.
The recommended exercises‘are the mainntype of‘activity‘that M.T.
patients are encouraged to do during the six to eight week
convalescent period. . The experimental group in this teaching area
"showed a statistically significant increase in knowledge following
the telephone teaching as compared with the control group-
Specific directions related to this ﬁnformation was not easily

~

accesgible to patients once they have left the hospital. =



,pafient's_eardioiogiQC.

L4 ; ‘ “ .
to verify follow-up care instructions. The C.R.R.N. also arfange{'

a number ofiteferrals.to the dieticid&,‘psychologist anq the

T " o ) b, N 1
The C.R.R.N."'s also felt that there were a number Of benefits
E - N ot | Y '

fof"the‘practicing'nurse by-utilizing the telephone as a'mEthod for,

/
followﬁup and for providing information to discharged patients.

Hospital based nurses were ab1e<to liase with the C R. R.N. about

the patient 8 readiness to learn, teaching, areas- missed, or needing

S ~. )
further reinforcement allowing the C.R.R.N. to continue the patient

N
N

N

.education begun injhospital. The C>R<R.N. is able to provide

3

* {ndividualized telephone follow::p‘for a relatively lafge‘group of |

patients. Each telephone teaching sesgion lasted approximatély
twenty minutes. The C. R R.N. was also provided with an opportunity

to follow the patient s\progreséﬂwhile at°home and usually had

- .
o B R

developed a.rapport with thevpatient, an® in sope instances/the '

family, prior to the patient's return to the Cardiac Outpatiest
_ rior ' I "At

Clinic. ' ' - N )

C. Findings Eglated t ngestions, Congenns»and Reported Symptoms
. This study indicat:§ that many M.I. patients have Questions

and concerns,onee they are discharged home from hospital. The most

’

-frequently reported concern was related to the effects of the heart

attack and'recommended lifestyle changes (27;3Z)a Bilodeau and}

. @u
Hackett (1971) found that a commonly raised issue amongst M. Ta,

é'!‘-

patients during group ses§QOns was related to the nature of ‘the

{

>

- .
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: « o .- ' ’

Directfons‘forlwalking programs were available in reading material -
‘ 1 : . ' . .

taken home from hospital but patients not contacted by the C.R.R.N.

by'telephone had few other resources to provide them with sAecific
exercise instructions. Twelve patients telephoned at home during h

the study period veréalized concerns about the amount of

( ) . g 4

recommended exercise they should be doing to the Cardiac

Rehabilitation Research Nurses (C.R.R.N.). s ‘ s

.Another reason for the sfgnifighnt increase onkknowledge

levels in the experimental group could have been due .to the

teaching sessions. All three of the C.R,R.N.’s had extensive

experience as Cardiac Rehabilitation Nurses teaching the M.I.

-

[

" patient abOut their own individualized program while at hoﬁet This
‘teaching area had been a, focal point, of the telephone follow-up

calls previously undertaken in” the Cardiac Rehabilitation Program

N -
at the hospital wbere mhe study was. conducted. The walking program

‘was usually outlined ﬂustrprior to the patient s discharge from

hospital .and decisions about how much each patient could attempt to
walk while at ,home were based largely upon the patient's

A

pérformance at the time of the predischarge low level treadmill
. < e e

test. The Cardiac Rehabilitation ‘Nurses in the program reviewed
™~
thé\walking instructions with the patient at the time of the first

telephone c¢all and then provided adj!'ional information regarding

+

increasing or decreasing the'walking program based upon the.

o



. .
4 ,\ ' ‘e

stabi}ity‘of the'patient's medical conditioh, weather conditions or

reporte& incidents of suspected angina peéto}is..,Theutéped
télephone follow—ﬁp'calls-reflected a continuation of this
information to the”ékperimental gfod% by th; C.R.R.N. evén if this
informatioh was not explicitly sought by thé éatient. ,

(f) Recommended Rest -

‘Hypothesis VI was not supported in this study. There was nbt
. e e
, 2 statistically significant difference in th&‘knowledge level of

the treatmeht group as compared with the control gr&ﬁp:(t = -0.28,

p < 6{777) following théotelephqne teaching sessions in the arqa'of !

N -
3

recommeﬁded'rest;
g Recommended rest ac£ivitie$'forlM.I. patients were paﬁght by
the nursing ;nd medical‘personnel in the hospftal’where thehstudy
‘was conduéted. The-Cardiac Rehabilitat;on Nuése also feviewed‘the'

a

tfpe énd amount of resf*:ecommended during the convalescent period
at home. In this teaching area.the experimental groﬁp'ﬁad a mean
of 1.60 and aS.D. of‘lZ;SS, whéreas the control gféﬁp had a
greater mean of 3.01 and a S.D. of 17.92,

It 1is difficult to de;ermiﬁe why ;he treatment grbup,ﬁad iess
knowledge aBout thé fecommended rest than the control grouﬁ. It
migﬁt bé.speculated that the treatment‘group spent more time
reviewing thsaother five teachiﬁg areas with the C.R.R.Ni because

it was’these areas where patients usually had the greatest deficit

in knowledge. The conérol group, on the other_ﬁand, may have

- . ~

—~w

{
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utilized their written material from' the hospital more frequently
than the experimental group. ’The'written material‘réferred to the

" *need for extra rest for the M.I. patient and why this Q?s important

rforvthe'hchling of the déhaéed heart. A great deaildf'emphasis on
rest also ‘came from the Healthﬁ@hre'Team’during the patient'é~
hospitalization. This contra:ted with the emﬁhésis that the
”C.R.R.N: placéd pn:the'promotion'of an increasingl§';ctive
‘lifestyle during Yte home convalescent‘periodr This may have
influenccd patients in tﬁg.expérihental group to thinh,more abcut

recommended activities than about recommended.rest.
. . - . B : . ) .

B." General Findings of Knowledge Levels for the Control and

Experimental Groups

It chn'hé“cc‘ciude&'from the findings.of thé'stddy that thc
(télephoqc foliow~up callh for the M.I,’phtient durihg the first sir‘
to eight weeks post dischargc frpq’hosbitalyproduch an overall |
significant increase.in.knoﬁledge (t ’.2}77; p < 0.008) in the
areas of the Mll,;%nd its relaté%-effects,'reccmmended diet, . ..
medications, physical activity restrictions, recommended exercise
and'recommended.rest. Although this method for teaching M.I."

- patients following hospital discharge has received scaht attention

in the research literature, a number of researchers havé suggested
- that this method of_follqugp shoyld be'further explcréd (Bilodeau
and Hackett, 1971{ Granger et al, 1974;.6weh et al., 1978). There

also appears to be some agreement amongst patient education

-
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‘researchers that further reinforcement information is necessary for

p

‘f . ' E
most' patients once they leave hospital if they are to be expected

to assimilate and retain 1pfbrmation over timé‘(Pozen et al., 1977;

7

R & .

: McShahe; 1979;_McPhee et al., 1983; Scalzi et al.,-1980; Moynehan,

. ) .
- )

Telephone geaching fias not been adequately explored as an
alternaté‘hethod fog continuation of patient education foilowing
ﬁospital discharée. A number oé'benefifg can be assumedvforoboth
the p;tienés and the staff through th; use of-theoteyéﬁhone as a
method for follow~up And.ﬁeaching. Pgtienfs do not need to reside
in'fhe u;ban.area to coﬁtinue'cq’havéﬁaccess to the expertise ;hét
if«found in iarge Feaching hogpitals and only have to havg accessg
.td a télephone to:continue to utili%e these resources. Many
.batients exbressed relief that a nurse wouid be telephoning fhem at -,
"home and no p#tients approached refuséd to participate in the study
becauée they aid not want to be teiephqped by the nurse. Patients
ai;o did not have to;make arrangements\to travel to' the hoaﬁital

i

for further‘éducation'1ec£ures during thig time period. Ihis is
‘particuiarly impﬁrtan; for the.M:I; patient who 1s‘instructed to
get additional rest at this time and are usually advised not to
drive an automobiie1 .Patients were also able éo'obtain informatigﬁ‘
about their condition and/or - make reférrals to other members of the

Health Catre Team through one individual. The C.R.R.N. was

frequently a95éd to find out the results of tests for patiénts and
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illness.'nThey found that this issﬁe was raised neafly 70 percent
of the time during their first three meetings as patients ;truggled
"to understand and accept the illness and itg implications”. Pozen
et al. (19833 also found that the majority of problems tdentified
in their follow—up study of M.I..patients were gelated tq the
impact of ca;diac disease on the patienp's life;tyle. 'Boéﬁ studie;
demﬁnstrate gimilar fﬁhking of concerns as outlined in this'study
except that':he studies by Bilodeau and Hackett and ‘Pozen et al.
ranked concerns about work high wheﬁ all concerné were analyzed.
This was not reflected in this study. No patients expressed-
concerns abouﬁ returning to work. Patients vérbalifed a greater
number ofgnon—cardiac symptoms to the C.R.R.N. thaﬁ cardiac
'symptoms. It is important to note that 72 percent of the patients
telephonea reportedOangina—like sympto&s. In ail_reported cases of
possible anginal éymptoms the C.R.R.N. probed for further
informaéion about thevsymptOm expetienced. The C.R.R.N. then acted
on the ipformation gathered tb advise the ‘patient fgrther, No |
attempt was made in this study to determ{ne if QQ: nursing
asseasmént of the patient's pain was accurate.

Only four spouses dsked to speak to the C.R.R.N. while she was
speaking to the p;tient even though spouses weré‘invited to
, télephone or speak to the C.R.ﬁ.N..if they 50 degired. The spéuses

who did speak to the C.R.R.N. appeéréd to be anxious regarding

‘ - - /
their husband's condition and said that they wished to speak



\

<

!

directly to the C.R.R.N;, rather than throug¥their spous;s,
because they wanted to hear for themselves whac‘she had to say.
They indicated that they did not trust tﬁeir husbands to relay the
information back to them accurately. The telebhone follow—up
intervention was considered by'spouses of M. I. patients as a wd& to
increaae knowledge about their spouses M.I. and its im;iications

for lifestyle changes. It might also have been beneficial in

reducing anxiety relaggd to the effect of the M.I. for both the
s" '4, , uz"f;

s A ]
Mgfat many concerns,

questions and symptoms while convalescing at home, this study

4ndicates that few will use the telephone follow—up service on

their own initiative, even though they are invited to do so by the
C.R.R.N. Only-23 percent of the patients in the control group

initiated telephone calls to -the C.R.R.N. and four of the six
Fad
patients who telephoned had experienced anginal-like symptoms. Two

!

of these patlents had notified their general practitioner and one:

had gone to the Fmergency Room prior to telephoning the C.R.R.N.

It might be speculated that the patients telephoned the C.R.R.N. to

&

verify the advice given by the general practitioner or the hospital

"W — -

gtaff. The C.R.R.N. might also have been viewed as a vehicle

- _ ' ]
through which they could update their cardiologist about their
condition. There did not appear to be major differences in the

utilization of the Health Care System by the patients when the two
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groups were compared. Information reported on the follow-up :

-

information sheet (Abpendix P) at the time of the post-test showed
that in the experimental group three patients visited‘thé Emergency
department, for cardiac .complaints and oﬁe patient was readmitted

' forlobservatioﬁ. The control grouﬁ had a slightly highef use of
ﬁealth care facilities with threebpatients réturning to the

Emergency department for cardiac complaints. All three patients

were readmitted to the hospital for observation.

©
¢

Patlients did nqt éppear to resent or dislike thé ggfeéhone
fqlloy-up calls. Although only seven patients in the treatment
group’idengified the C.R.R.N. ;s their mainwsaurce of 1nformation{
while at home.they were receptive to the ideq of the telephone
calls and a number of patients expres;ed their relief that the
C.R.R.N. ﬁad kept contgct with them. One patient in the contpq“
~ group st;ﬁed that she: had not slept for two might after the

discharge from hospital and "felt deserted”.

D. Discussion of Findings Related to Nursing Actions

The Cardiac Rehabilitation Research Nufses used a variety of
nursing actions to de;1 with the quesgions and concerns verbalized
by the M.I. éatient over the telepﬁbne. The most frequently used -
nursing action used by the C.R.R.N. was to teach or give specific
information in anéwer to patient's questions and;concerns. 'The
nursesvhowever, déait directly with the questions, concern, or

reported symptom 86 pécent of the time. The nurses referred the
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patient ar promised to refer the patient to'another health
professtonal {n only 14 percent of the total nursing actiqns-
Nurses dealt with the reported questions, concerns and
symptoms using their general nursing gﬁowledge and skills in many
instances. éatients utilized the telephone calls from the C.R.R.N.
to verbalize other than cardiac related concerns and symptoms.
There were nine patients who compiained of cﬁanges in their sleep
pattern. An assessment of the patient;s pregsent sleeping pattern
occasionally showed that the patient was sleeping too often
throughout the day and the C.R.R.N. adyised‘the patient to avoid
daytime naps andf{:nrest only when tired. This particular concern
was then mongf/ ed during the subseqﬁent telephone calls ;nd if the
problem persl ted, the C.R,R.N. suggested that the patient discuss
it further with the general practitioner. )
There were 23 pqtients who complained of_g_zfriety'of other
pﬁfsiblogy symptoms and six patients wh; verhalized psychological
s&mptoms gsuch as depression or boredom. In all instances, the
C.R.R.N. assesgsed the symptom ;nd implemented an action based upon
the assessment. A similar pattern was\follo;ed by the C.R.R.N. >
when éealing_with questions and concergs in the other egories.
Concerqs related to follow—up care wéré generally ééiwéred directly
by answering the question or relayipg information. No attempt was \\\

made in this study to determine if the nursing actions were

appropriate for the issue raised. Perrin and Goodman (1978)
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however, were able to demonatrate that pediatric nurse
practitioners were better at managing common pediatric problems
over the telephone than house officers or practicing’pediacriciansf
The Cardiac Rehabilitation Research Nurses in this study were all
experfénced nurses with 3h extensive cardiology background specific
to cardiac rehabilitation.

Recommendatfons

This study‘has implications for nursing practice,
administration, research and education. Based upon the results of
the study the fbllowing recopmendations are offered for

congsideration: /

Nursing Practice / .

Patients in this study who received %he telepﬁone follow—up
cali; acquired a greater level of kﬁowle#ge in the'teaghing areas
~ than did the control group; Thishfindi#g suggests that patient

) / N
education for the M.I. patient can:be ékfective in the six to eight
week period following hospital discha?&e.

Hospital nuréing.ataff>often beGSme discouraged because
patients do got always appear'fo rémember the 1nformation that' they
have been taught in hospital. The teaching process begins in
hospital but the lack of time to provide information énd the
patient's state of readiness to learn frequgntly provide barriers

to completing the teaching process. It is the investigator's

opinion that it is unrealistic for nurses to expect an M.I. patient
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to leave hospital with the necassary knoeledge to ﬁake tecommended
lifestyie changes and to make appropriaCe self-care decisiong. It
is recommended that hospital nursing ataff and the Cardiac

h

Rehabilltation Nurse collaborate in assegsing, planning; .
{mplementing and evaluatfhgpihe M.I. patients teaching progree- It
is also‘fecommendeq.that the patient's family be 1pcluded in the
teaching‘plan'as they can be an important.influence on the
patient's willingness. to nake recommended_changee and can provide
N
accurate information and support to patients T?o are experiencing
difficulty dealing with the illness and its long term heaieh
implicatiohs- h
The Cardiac Rehabilitation Nurse must have special ;raining

and abilities in an number of nursing areas. This study indicated
that the nurses teaching by telephone were fequired to be.skiIIed

in‘eardiac nursing to be effeeeive in dealing with CQ? questions,
concerne and reported symptoms of the telephoned M.I.Apatients. It
is recommended that nurses with a high degree of cardiovascular
nersing skills and knowledge be utilized to provide the eelephone
follow-up calls. Nu?ses should also be selected based upon thelr
expertise in the teaching process, should possess excellent
communication ‘skills and the ability to make sound decisions based
on both medical and non-medical knowiedge.

It is advocated that the nurse may be the appropriate member

of the health care team to assist the patient to enter the health
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care system. It is recomm;nﬁed that the Cardiac Rehabilitation
Nurse be utilized ih this fashion. The Cardiac Rehabilitation
Nurses in the studylaauesaed the‘patienc'a concern or symptom and
referred the patient when necesasary Qr when the patient requested a
referral. The results of the study appear to indicate that the
nurse was ables to deal with the verbalized concerns and symptoms

effec;ively but further regearch in this areas is recommended.

NdrsigkﬁAdministr;tigg

The results of‘the’study suggest that the telephone may be an
leffective method for promoting dearning for the M.I. patient
following hospital discharge. Financlal cutbacks in nursing have
resulted 'in the Jiithdrawal of patient sefvices and nurse
admin%strators re reluctant to implement programs .which have not
demonstrated e fectiveness‘ln research investigations. The
telephone follow-up allows one or two nurses to teach and provide
support to a large n;mber of patients ;n a- weekly basis. The
, nurses were also able to work with the inhogpital Health Care Team

to reinforce or prévide add}tional infdrmatign to‘the M.1. patiept.
This service may replace the ;eed for a Cardiac Teaching Nurse in
some Iinstitutions.

It 1is “the particular concergmgi nursihg administrators to
provide a high quality of nursing care within the institution where

they are employed. This type of patient education program has been

known to be effective for increasing the M.I. patient's knowledge
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while at'home;gnPatients cOntinue tp receive‘quality_care from the

13

institution opce they are dischargeh from hospital. The shortened‘

hospital stay h 8 raised concerns amngst hospital nurses related

to adequate ‘time to ‘prepare patients td cope once they are at home.
It is recommended that*the<telephone follow-up calls-be used to . |
LY

provide continuatibn of educative and supportive nursiqg care for
v .
&

< the M.I. patient once they. have been discharged from hospital.

— Nursing Educabion'
B 2

Patient education has been recoghized by the nursing

] e i ’ s

- profession as an important nursing function ‘and nurses. are now

ekpected.to carry this out as a part of their routine patient care.

-~
»

“ Nurses, however,'cite many barriers to providing adequate patient

‘. education wiﬁhin the ins?Ttutionsand often become frustrated

w 3

‘because th;y fb%that patien%do not &emember the information

they have .been given or are not yet ready to- listen to and retain -

(xS

,patient education teaching materials. This study indicates that

- “

patients dd}continue to learn with instruction via the telephone

. once théy.leave the hospital. Nurse educators must be able to °’

- /

“assigt the nursing student to understand the M.I. patients learning

. barriers within the phases of recovery -and assist them to acquire

, .the skills to accurately assess the patient 8 readiness to learn

ﬂuring.each of these phases of recovery. The student must have

.knowledge about the concept of educatidn‘and~be able to select the

\ . . : : ’ ST

“appropriate teaching methods for eaah phase of recovery. The
’ B . \“;. " P .

Q-

¥
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student nurse must also be skilled in eval ating ~the patient 3/
/

knowledge level prior to df%charge from hospital so -that a referral

¢ ]

‘to gnrses employed in od}patient septings can be made to continue
‘ /

/
the patient 8 educative proce".

/
/ | | /

Emphasis on patient education should be given'tye same amount
of attention ds those courses which enphasize othefﬁbasic nursing
. .
; .o ’ / . >
gkills needed by the newly practicing nurse. Ngfses cannot expect

to promote lifestyle changes when patients are/not aware of the

. : ) ‘f _ ‘
fmplications of their actions nor what to d¢’ to promote a healthier

lifestyle. Nursé educators who advocate’aﬂholistic apbroaeh to, the

care of the patient include patient ednéationvas ) important

& ,"' N ’ ] )
component in the provision of patient care and must continue to
evaluate studen}'svskills in this area as carefully as they

supervise their other clinical gompetencies. ' 2
. . ‘ / @ N '
. /
Nursing Research /

/ o o .
©. It "is recommended that/this study be'feplitated,using a larger

N /

sample size and using other patient groups, including those

patients who have had/a recurrent M.I. The study suggest that .

- ,

-

patient can continue/to learn about the M.I., its effects and the
recommended medical‘regimme by means of the telephone'followingA
hespital‘diSCharge. It is recommended, however,'that these

patients be reviewed for knowledge gaing over an:extended period of

time. It may be that programs should be lpnger to allow for ~



the M.T. patient be-undertaken by nurse researchers.
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[

.reinforcement of information or to deal with tw questions or . [

problems that arise once the patient returns to work.
The study suggests that patients have many questions and
concerns once they have been discharged from hospital. More

4 . “ .
studies are needed to determine what information is appropriate to

provide patients at various stagés of the convalescence o This *

<
study also indicated that spouses may also have a number of

concerns and it is recommended that descriptive studies which
explore the questions and concerns of ‘the spouse and families of
. R 9

This study also indicated that the nurse who used the
telephone to determine the patient 8 concerns and problems after

discharge ﬁas required:to utilize ‘a number of nursing actions

related to the questions and concerns. Nursing research studies

are needed to determine if the nursing act&ons utilized by the

Cardiac Nurses were appropriate. Studies should also be designed

to determine if‘there is aadifference in the apprOpriateness‘of the

" nursing actions between nurses with varying types of clinical and

educative preparation.
N .
It would also appear to '%;}'ﬁimportant at this time to.determine
the long-term benefits of patient education. Does it increase

compliance with the medical regime and decrease readmissions to the-

“health care system? Further, does it fncrease the ability of

patiedt and family to respond appropriately to ‘the illness or:any :

X
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unexpected reoccurrandes of symptoms or does it only help to
provide a feeling for the patient that good health care has been

recelved, thereby promoting a sense of security for the patient to

z

coﬁg with any future health problems that may octur? .

@

Summary

. This study»wés designéd to measure the'effecti?eness of using

the telephone for increésing self-care knowledge of the post
myocardial infarction patient during the first six tp,eight weeks

a

post hospital discharge. The stddy meaéﬁred'knowledge‘gains in the
areas.of: a) the health &eviation, its effects and reiated

self-care measures; b) medications; c) therapeutic diet; d)

N

¢ . ]
physical aetivity restrictions; e) recommended exé%cises; and f)

recommehded rest. A total of fifty-one patients'wefe‘randomly
aséignéd to either an experimental or a contro; grouﬁ. Thé
.experimental group recgived épéroximatgly;fhree telephone follow—uﬁ
calls from a Cardiac Rehabilitation Reseérch Nurse for the purpose‘s
of teaching the patient information 4gbout the s;x‘selected,yéaghing
areas. Deficits in knowledge wa§>ideﬁtiéied thréugh the pretesf
-administered prior to hopsital discharge. Both groups were given a

4

' post test upon return to the Cardiac Outpatient Clinic.
A statistically significant (J§= 0.05) difference was obtained.
between the knowledge level of the experimental and control groups

(t = 2:77; p < 0.008) when all teaching areas were évefaged‘

- together. A statisticélly sfgnificant difference was produced

4

e
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between the twp groups in the areas of the M.I., its effects and
—~ \

related self-care measures (t = 2.31, p < 0.025) and recommended
exercises (t = 2.87, p < 0.008). Although a statistically
significant difference was not produced in the teaching areas of
cherapeutic diet, mediCations, nhysical activity restric:ions and
recommended rest; a greater nean was prodnced for theeexperimental
group in all areas except recommended rest. o
Patient's concerns, questions and verbalized symptom$, were

*

cetegorized under six general heading. .They included: 1) cancerns
‘felated to the effects of the M.I. and reconnended iifeétyle, 2)
eiperienced symptoms dther than cardiac; 3) concerns felated to
follow-ug\calls,_Q) experienced possible cardiac symptoms, 5) -
concerns related to medications, and 6) concerns related to

personal and home problemsw' The nursing actione-initiated as.the

-
N

result of the questions, concerns and verbalized-sfﬁpgpms were

) _ | . — ,
categorized into thirteen categories. The nurses were able-to deal:

S

withvthe questions, concerns or reported symptoms 86 percent of Eﬁe\\\\\

e

time. ‘ . - ‘ \\\!
Finally,'this study has'raised a nnmber of.questions in the
.areas of nﬁtsingﬂpractice, administration, education and‘researcn
which have been discussed above. Nursesncontinne to be concerned
“about the quality of nnrsing care that their patients recelve.

Much time, money and effort has been spent in an attempt to improVe

this aspect of nursing care, as evidenced by the'appointment of

N
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nurses who are responsible for designin&$€nd implementing patient
( 8

education programs both in hospital.and in utpatient areas.

Written materials and audiovisual aids designed for patient use are

commonplace in most institutipns today, Even go, patient education

programs frequently have notibeen scientifically evaluated for

. ; vy w i ‘ . .
their effectiveness. . Innovative ideas for providing patient

education;need to be deVeloped and expipred for effectiveness, both

in cost, and in increasing patient knonledge.“iMGch more can be

¢

improved patient education.u It 1is the investigatorus hope that .

_nurses will continue to scientificélly explore thie‘aepect of
ngrsiné care and utiliee‘the results of studies tp meke changes .in

patient education programs that will ultimately bring about the

greatest number of benefits both to the patient and to the

caregivers.
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TIME: ' Interviewer ‘ §
Start | . Date
Finish . | Patient

KNOWLEDGE OF HEALTH DEVIATION,

ITS EFFECTS AND RELATED SELF-CARE MEASURES

A

Purpose of Component

l. To determine patient's ability to describe accurately his or her
own health problems, relating symptoms, anatomy, and physiology in
technical or non—technical terms.

2. To.determine patient's ability to identify appropriate measures to
controlﬁgnd/or decrease health problems after discharge.

3. To determine -patient's ability to identify appropriate modifica- ) )
tions in post-discharge daily routine necessitated by health.
problem.

4, To determine patient's aiblity to identify correctly situatiouns
related to particular helath problems in which professional health
care assistance would be needed. ’

~—

Observer judgement:

" Correct ‘

Mixed - correct and incorrect
Don't know or irrelevant
Incorrect

BN -
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HEALTH DEVIATION KNOWLEDGE (M.I.)

INTRODUCTION

"ONE ASPECT OF PATIENT CARE IS TO PREPARE PEOPLE TO CARE FOR THEMSELVES
ONCE THEY GO HOME. TO HELP THEM ANTICIPATE AND HANDLE PROBLEMS WHICH
MIGHT OCCUR THESE NEXT QUESTIONS ARE TO HELP US FIND OUT ABOUT PEOPLE'S
PREPARATION FOR DISCHARGE .* B

q

"First I would like to ask you about your health problems."
What health problem bfought you to the hospital
Correct responses ) Don't know ( )

If patient does not know what brought him/her to hospital, pose the
question "Have you been told that you have any probl%ms with your

heart?"”
Q

w

Follow~up Questions for‘Diaggpsis

1. Now I would like to ask youAaboutfy;;rlhegrtvaétack.
l.a What part(sg) of your Sody was affected by the heart attack?
b How doeg a heart attack affect.thé way your heart works?
¢ What symptoms might indicate to you that another heart attéck was

occurring?
(Must give 3 of possible 10 symptoms to be considered correct.)
‘ SN

fl

Observer judgement: Ya 1 2 3 4
° 1b 1 2 3 4
le 1 273 4
Follow-up Questions for Symptoms
2. Now I'd like to ask you about chest pain. : 7

2.a Can you tell me how a heart attack produces chest paiﬁ?

¥

Observer judgemené: ' , 1 2 3 4
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Follow-up Questions for Casual Factors

3. Now I'd like to ask you about coronary arter disease. by
3.a What parts ofkyour body are affected by coronary artery disease?
b How does coronary artery disease cause a heart attack?

"1
r.

Observer judgement: Ja 2 § 4
'3 b 2 3 4

Questions about Self-Care After Discharge

,

4. How can/should you have modified your daily routine because of the
heart attack?

®

et

Observer judgement:\ 1.2 3 4
5. Whatksituations related to your heart attack would prompt you to
consult your physician, nurse or other health care professionals’

vaserve[ judgement ' 1 2 3 4
. o

6. What, 1f anything, could you do to prev%nt angina?

~ Observer judgement: ) 1 2 3 4

7. If angina occurs, what might you Jo to decrease or control {t?

Observer judgement: \ 1 2 3 4
\
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-

o - THERAPEUTIC DIET

Purpose of Component

1. To'determine patient's knowledge: of therapeutic diet.
2. -To ascertain patient s knowledge of relationship between the
therapeutic diet“and health.
3. To determine patient's knowledge of meal preparations and/or daily
© routineadjustments needed to maintain the therapeutic diet.

/

'Pre-Discharge Interview . ~ Interviewer
i ] & - ] v _ |
Follow Up Intervidw . "~ Date o , ‘
. 7 : '.lp
, . Patien% . \
q o

1. -Have/were changes (been). recommended in your usualM@ating habits

- while you have been/were in hospital?

-

. Yes No " Don't know " N.A. v

CIf yes, proceed™to #2. If no or don't know, probe to find out if
this is- because the recommended changes are the same as they had
previously beeﬁ\doing in their usual eating patterns. If this is,
the case note this on the sheet and mark N.A. - go to next section
of interview.

[

w
5 .

2. How_do these nutritidhdl changes affect your health or relate to

your disease/condition’

1f the answer if "Feel better" ask "How"?

"Observer. Judgement:v _ -1 2 3 4
: ST g S .
3. Will/were there be.foods which you should limit or not eat?
. 4 : .
Yes _ " No Don't know : :
(go to C#4) (go to - #5)

4. What kinds of ﬁﬁ?ds should you limit or not eat?

'.ObserveriJudgement: : 1 2- 3 4

§
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[

will/did following these recommended nutritional changes make any
difference in the way you, or the person who does the shopping,
shop for groceries7

Fa nd Na restriction: Probe for type of foods to buy. .

‘

Yes ' " No Don't know

.(go t o #6) If no, ask “Why not?” Try to determine if the reason

. for this 1s because they have always shopped wisely. If so, this

wou%g %pnstitute a correct answer. If t don't know, go to f#7.

What will/do they or you have to .do differ tly?

'IQbserver Judgement: 1.2 3ﬁv 4

Are there epecia1 things that have/had to be done when cooking in
order to follow this nutritional change?

Na restrictions: Probe for use of salt .
Fat restrictions: Probe for cooking methods

Yes No Don't know

(go to #8) If no, as "Why not?” Try to determine if the family's
cooking methods are already sound for Na and Fat restrictions. If

so, this would constitute a correct answer. If they don't know;

. go to #9.

What do/di@ you or the person doiog the cooking have to do?

Observer Judgement' , 1 2 3 4

How will/did you manage to follow these recommended nutritional

" changes at work?

<

If retired or ‘unemployed - Mark N.A. = .
Observer Judgement: 1 2 3 &4 o ’
-~

How will/did you handle - following these recommended nutritional

‘changes on social occasions’

Observer Judgement: 1 2 3 4 .

-

Do you know 1if there are any 'printed bmaterials about - the
recommended nutritional changes? o

Yes No Don't know
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Do You know where to get wri’ﬁen information about the recommended
nutritional changes? '

Yes ‘ Where? ‘ . No

o ——

Knows of at least one place; _ e

. N
Do -you know if there are classes you can go to to learn more about
these nutritional eating habits? . :

Yes 7 No = N Don't know

If you were to need help planning or following your diet after”you
went home, to what group, agency or professional wou%E;you go “for
help in yOur community’

Doesn't know ' Knows of at least ome place/person



APPENDIX C

Interviewer

. ‘ Déte'

. Patient

MEDICATION KNOWLEDGE

N : ' P ‘
Purpose of the Component « 4}
* | . ' LN
To ascertain patient's knowledge of medications including name,
reasons for, dose, action, side effects, tratment of side effects, and
independent actions in preparing and managing taking of medications.’

N

Observer judgement:

Correct
Mixed ~ correct ‘and incorrect ‘
Don't know or irrelevant s

‘Incorrect ' .
4

SN

T, _What are the names of the medicines you will be taking/took after
discharge? - .

The patient should either be able to state the names of all the
medications or provide the observer with the names in writing. If
using the telephone, he must indicate he has them written down and
be able to read them off. Either the generic or trade name may be
~given. 1If the patient responds with a descritplon of what the
drug does, e.g. "blood thinner"”, “heart pills", the observer
should pursue and ask, "Can you tell me the name of your 'heart
pillr?” ’ ‘ o '

[

Observer degemen: | 1 2 3 4 . .

Able to state names — circle 1
Has them written down and accessible - circle 2 -
Knows 1 or 2 but not all ‘the names =~ circle 2

2. I'm now going to ask you questions about

%ﬁ? ' e (Name of Medicatioén)
"7 Use both trade and generic name.

3. How long have ydu been on this medication?

” . L
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4. What‘is this medicine supposed to do for you? or What are the

expected effects of this medicine? How does this medicine relate

to your disease/condition?

A very general answer is not acceptable, e.g. “feel better” or.

"help my heart”. The patient should know the expected effects of
the medication, e.g. strengthen heart, relieve inflammation, or
improve circulation. ! - |

Observe judgement: 1 2 3 4
L-CN . ,
5. How much of this medicine’are you supposed to takel///’

~

<This,sh0u1d be in'spécific amounts; e.g. 0.1 mgm. If the patienﬂ
responds "ore pill a day”, this is’not acceptable. Attempt tO

find out. the specific dose. .Dosages are on the data sheet.

Observer judgement: 1 2 3 -4

6. At[what time(s) will you take it?

[

The answer should include specific times and frequency, e.g. once
a day in the early morning. "With‘meals” is not gpecific enough;
find out the times of the meals. “Four times a day” is not
specific enough, find out ‘times.

Observer judgement: 1 2 '3 4
7. Are there any gituations when you'should not\take this medicine?
Yes o Don't know

N
(go to ¥8) (go to #9)

8. Tell me about them.

i

These questions are to establish if the patient knows for' which
medications he/she should modify the dose and/or time taken. E.g.

“I take 1/2 a Diuril unless I notice my legs swelling, then I take

1 whole one for two days.” "If my blood pressure is , I take
one of my . ." "If I notice bleeding, I will not take my
Coumadin until I call my doctor.” ‘ :

a
]

Observer’ judgement: 1 2 3 4

9, Are there special instructions about food or fluids becau%s you

are taking this medicine?

Yes No Don't know .

—

(8o to #10) (go to #11)
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11.

12.

13,

14.
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What are they? ’ . ‘ \ .
Obgerver judgement: : 1 2 3 4 , o %

/

Are there activities you should avoid while takigg this medicine?

Don't know

Yes No -
(go to F12) ~ (go to #13) | -t

What are they?

Observer judgemeﬁt: 1 2 3 ,4.

3

Are there other medicines you should avoid while taking this

,,p_medicine? )
Yes ___ No | Don't know
(go to #¥4)' - (go to #15)
What ;re they? o N r{ X
Observer judgement: 12 3 4

15,

16.

17.

18.

19.

Are there any side-effects this medicine might have?

Yes "~ No ~ " Don't know -
(gq to #16) (go to #17)

. What are they?

Obsefver'judgement: : 1 2 3 &4

Before you take this medicine are there things yod are supposed to
‘do=first? . B . . ) ;

.-Yes ° No Don't know
(go to #18) (go to #19)

‘Tell me what you need to do.

Observer judgement: 1 2 3 4

How will you fit taking this medicine into your daily routine?

Observer judgement: ' 1 2 .3 "4



20.

-2l

APPENDIX C

114

Are there things that would make you not take of not want to take
this medication? y 7

Yes No Don't know

(go to #21)

What ways have you thought of to take care of (cope with) that?

Observer judgement: ; 1 -2 3 4
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"

KNOWLEDGE - OF PHYSICAL ACTIVITY RESTRICTIONS

Purpose of Componént o .

To determine the patient's knowledge of recommended physical activity
restrictions;.. . '

2}
. Interviewer

" Date

Patient

1 Were restrictions in any of the following physical activities
f’ recommended for you after you left the hospital?

Check the Activities for which the Patient gives a "yes"” response:
operating a mdtor vehicle | ‘A.____ don't know
11fting” heavy objects A | | ;_____ none

climbing stairs |

éroésing yoﬁr ;egs

returning to work (or housework)

running

V 'Other,(descfibe)

»

-

Observer judgement: = - 1 2 3 4

2. What'will.these activity restrictions do for your heart?

Observer judgement: . 1 2 3 4

115
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o~

How do these activity restrictions accomplish that? (How do they
help your heart?)

Observer judgement: 1 2 3 4

1

What things might happen to your heart if you don t restrict thege

activities?

Observer judgement: 1 2 3 4

How long a time will you need to follow these restrictions on your
activities?

-
Observer judgement: 1 2 3 4

Were there times or circumstances when it was inconvenient for you
to restrict these activities as recommended?

Yeé No Don't knbw

(go to #7) (go to #8) (Mark #7 N.A.)
How did you plah to handlé‘fhese circtmét;nces and still be able to
restrict your activities?

Record Each Situation and the Patient's Solution

Observer judgement: ‘ NA”
Has plan for each situation.

Has no plan or only partial one.

Do you know if there are any printed materials about your activity
restrictions?- '

Yes Nov ' Don't know
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Interviewer

Date

Patient

RECOMMENDED EXERCISES

Purpose of Component

To determine the patient's knowledge of recommepded exercises.

Observer judgement:

Correct ,

Mixed - correct and incorrect
Don't know or irrelevant
Incorrect

What exercises have been recommended for you after you leave the
hospital?

Observer judgement: ‘ 1 2 3 4

What will these exercises do for your body?

Observer judgement: ‘ 1 2 3 4"

How often were/are you supposed to do these exercises?

Observer judgement: 1 2 3 4

At what times of the day were/are you supposed to do these

‘exercises?

" Observer judgement: 1 2 3 4
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Were/are there times when it would be better for you to not do
these exercises or do/ these exercises differently than the way

recommended?

Observer judgement: 1 2 3 4

Tell me about those situations.

Observer‘judgement: ’ 1 2 3 4

Were/are there times or circumstances when it was/would be
difficult or inconvenient for you to do these exercises as
recommended?

Yes No Don't know

(go to #8) (go to #9)

How did/do you plan to handle these circumstances and still be able

2
to do your exercises? )

Record Each Situation and the Patient's Solution

Observer judgement: ) NA
Had plan for each situation.

Had no plan or only partial one.

Do you know if there are any printed materials about your
recommended, exercises?

D ——
p——

Yes No . Don't know .
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C : . Interviewer

Date

Patient

S

KNOWLEDGE OF RECOMMENDED REST

Purpose of Content "

To determine the patient's knowledge of recommended rest activities.

Obsgerver judgement:

1. Correct
2. Mixed - correct and incorrect

3. Don't know or irrelevant . ,
4, TIncorrect , !

1. Were rest activities recommended for you after you leave/left the
hospital’

)

\\) Observer judgement: 1 2 3 4

~

g. What type of rest activities were/are you supposed to do?

Observer judgement: 1 2 3 4 '°\‘

’ S

3. What will/did these restful acgivitiee do for your heart? -

Observer judgement: 1 2 3 4

[l

4. How does the recommended rest‘accomplish that? (How does it help
your heart?) :

Observer judgement: _ 1 2 3 4
5: that things might happen to your heart if you don t/didn t do these
restful activities as recommended?

Observer judgement: ' 1 2 3 4 o
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Are/were there times or circumstances when it would be/was

difficult or inconvenient for you to do these restful activities as
recommended?

Yes i N Don't know

o
(go to #7) (Mark #7 as N.A.) )

)

How did/do you plan to handle these circumstances and still be able

to get your rest?

Record Each Situation and the Patient's Solution.

Observer judgement: NA

Has plan for each situation.

'Has no plan or only partial one.



HEALTH DEVIATION

1l a

l1b

3b

\
Part of body affected
by M.I.

Effect of M.I.

L

M.I. Symptoms

Cause of chest pain

. Parts of body affected

bx CAD

Cause of M.I.
o

Modification of routine

U

APPENDIX G

Correct Responsges

heart muscle - - 7

“The pumping action is 1mpa1red

_ because of muscle damage”:

()
3 symptoms must be given: pain
(chest, arms, neck, jaw, shoulder,
throat or "indiges;ion symptoms),
- sweating or $erspiration
- moist clammy skin
~ dizziness
- shortness of breath &
- weakness -
- fatigue
- nausea or vomiting
- irregular heart beat
- pale or grey skin color

0

“"Pain is felt because a blockage in

the vessels prevénts the heart
muscle from getting enough oxygen."

b=,

the vessels or arteries to the heart

o

#

"When a coronary artery or vessel 1is
blocked the part of the heart muscle
deprived of blood is,damaged.

The intent is to determine the

patient's ability to identify appro-
priate modifications in post-

discharge daily routine necessitated'

by health problem. Examples: %not
gd to work, take an afternoon nap,
be less active, etc.

-
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5

‘ Situations in which
#o call physiclan and

. otler health care;
professionals.

*Three answers are required for a
correct response.
I N . -

- alternateé easy and hard tasks.
Allow time to rest. Stop when
tired. Take a rest period after
meals. Get lots of sleep. Avoid
1ifting, pushing and pulling heavy
" objects, avoid crowds of people or
people who upset you. Won't be
able to’'go to work. Take
medications. Follow diet.

The intent is to determine patient s
ability to identify correctly
situations in which he should obtain
professional help after discharge:
, Symptoms of complications, questions
or problems with therapy at home,
+follow—up and advice rgarding a
chronic-illness are all. appropriate
responses( ‘* Examples: pain,

dyspnea, .no-relief with therapy or
medication, advice on travel,
regular check-ups.

*One "answer is required for a
correct response.

- Heavy pressure or squeezing pain
in chest. Pain in shoulder, arm,
neck, jaw which is not’ relieved by
nitroglycerine, increased S.0.B.,
fainting, very slow or rapid heart

. rate.

- Questions on problems with
medications.

- Questions on problems regarding
activity or diet.

@
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6. Prevention of Angina The intent is to deférming patient's
‘ . ability to identify appropriate
‘preventive self-~care measures
related to a potential health
problem after discharge. Examples:

- ‘ get adequate rest, avoid stress and
@ver—excitement, stop smoking.

*Three ansvers are required for a
correct response. '

~ stop cigarette s;Qking

- follow exercise schedule as
recommended '
- take medications

— get extra rest and sleep
- take a nitro tab prior to vigorous~ -
exercise '

~glow down activities i
ﬁoid activities causing .chest

-

7. Control of Angina : The intent is to determine- patient's
' - ability to identify appropriate
e self-care measures for controlling.
or reducing a potential health
problem which may occur after
o . discharge. Sit down, rest and take
. nitro. ‘

*One answer 1s required for a A
correct response. : B

Take nitro tablets, take
medications, slow down activites,
avoid activities which cause chest
pain. ’



THERAPEUTIC DIET

2

 Affect on heaith or

related to disease/
condition :

Diet

s

Sodium restricted ;

Fat restricted

e

=
If overweight

UShOuld foods be limited

or restricted.
Type of foods to dimit
or'restrict.

N
Sodium restricted

Fat restricted’

Calories restricted
&
,ﬂ\

®

pe

- APPENDIX ‘H

Correct Responses’

The intent is to determine the
patient's ability to state the
health benefits to be gained from
his/her diet. The example given
should be specific. If the response
is vague or nonrspecific, probe for

further information. Examples of

correct regponses follow.

Expected Effect - .

The salt is restriéted so I don t

retain fluid and my heart doesn't

have to work too hard.

To Hecrease the cholesterol or fats
lood so hopefully plaques do mnot

" develop and obstruct my blood

vessels.
attack.

Help prevent a heart

To lose weight so my heart does not
h%ve to work as hard.

The correct answer is "yes”.

*Must give at least three examples
to be considered correct.

Pretzels, potatoe chips, ‘salted
popcorn, packaged luncheon meats,

‘sauerkraut, salt, soy sauce,

boullion cubes, canned, galted or
smoked meats, bacon, bologna,
frankfurters, ham, sausage, canned
vegetables .

Fried foods, fatty meats

Simple sugars - cakes, cookies, soda

.pop, candy, pies, etc. ‘

124 e I
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5-6 Differences in shopping

Sodium restriction

Fat restriction

Sugar restrictioﬁ

7-8 Differences 1in cooking:

9 Manage nutritional
changes at work

e
Pt

APPENDIX H
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The intent of the questions to
determine the patient's knowledge

. about the label-reading, buying

special products, eliminating other -
usually bought products. Examples
of correct responses follow.

Read labels on canned foods and
prepared meats. "*Serve Na restric—
tion (200 mgm or less) would entail
buying low salt bread, unsalted
butter.

Purchase low saturated fat foods.

like corn.and safflower oils, corn
oil margarine, low-fat milk Buy ’ ;Az
only lean meat- ‘ﬁ

Read labels for added sugars.

This is to determine whether the
patient has a.plan, of action when -
altered cooking techniques are wv‘
required.. Response should be ”f%,
spedific’plans, e.g., "T will broil

“more foods”; "I will use all egg
whites and no egg yolks in baking”;.

“I will.let people add salt at the
table rather than add it while
cooking.” Examples of correct
responses follow. =

Don't use salt 1n cooking.
Don't add salt at table.
Don't fry foods.

. - Use less sugar including honey -
- Bake less "sweets”. \

a

- This and the next question are to

determine if potential problem times
for following the diet have been
thought through. Examples are: "I
will bring my lunch”; "I will carry
a list of foods allowed.” '
Unacceptable.answers would be: "I

“won't eat lunch”, "I won't follow

the diet.”
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'Manage nutritional
changes on social
occasions

11-12 Written information

13

14

Diet classes

Informational sources
available

APPENDIX H
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Acceptable responses are: "T'11 .
tell the hostess ahead of time about
my diet”; "I'll ask how the foods
were prepared"ﬁ "1'11 ask what is in
combination dishes™; "I'll eat only
those things I know are allowed”.
"I'11 go off the diet for one meal’
is an unacceptable response unless \\
the patient indjicates he will eat
only moderate amounts of the )

restticted foods.

3

All diets have some printed/written
materials relating to them. The
question is to determine if the

-patient knows at least one source to

obtain material. If the patient has
a diet booklet with him. Mark Yes;
Booklets supplied by dietician are:
“Nutritional Guidelines For A
Healthy Heart” . -
"canada Food Guides” . ‘
"3 - 5 Gm. Sodium Booklet"

Patient does not have to name the
booklets but must indicate he can,
get them from the hospital or the
dietician. .

The correct response is yes. Diet
classes are held every Tuesday and
Wednesday, Station 66 UAH at 1:30
p.m. :

r

-

The acceptable response is yes.
Examples of corredt responses are
MD, dietician, nutritionist, local
hospital, Heart Foundation.
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Medications
COUMADIN " - Correct Response
4 " Why necesary? , To prevent b¥ood clots or another
C heart attach "blood is too thick” or
"to thin the blood”.
5 - Dosage - must check with doctor'weekly or
‘ ~ twice weekly, whichever plan has
been given.
6 = Time taken ' - ghould reflect times that will

maintain constant blood levels.
) |
7-8 When not to take - 1f I was bleeding or getting a lot ’
- v . of bruises I would not take it and
: call the doctor.«

9-10 Special food or fluid . - = must limit quantity of alcoholic
instructions . “beverages.
: - must not eat very large quantities
of green leafy vegetables.
. . L

11-12 Restricted activities - should not play violent contact

» sports.

» 7%= should be careful about using
?vsharp objects.

13-14 Restricted medicines -*ghould not take any medications
' ~without checking first with M.D.
One example: ASA, sleeping pills,
cold medicines would be considered
correct. ’

.

\ | |

15-16 Side effeéts : ' Bleeding, brushing, bloody or tarry

' ’ stools, excessive bleeding from cut,
gumg, OT nose.

17-18 Pre-taking activities No

19 Daily routine adjystment -~ Plan should be practical and
specific "I'll put them in a special
contalner each day” "I'll carry them

wit me when I go out for the day”.

20-21 Not wanting to take - Taste, texture or not wanting to -
medications ' ~ take medications are factors that
' may influence taking the medicationm.
Plan should be practical and
specific. )
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- DIGOXIN, LANOXIN, DIGITALIS Correct Response’

4 Why necesary? Weak heart - CHF (fluid in lungs,
legs) slows heart so it does not .
beat too fast.

5‘ Dos;ge‘ o Check data sheet
6 Time taken Any time of day acceptable -
: y multiple doses equally spaced.

7-8  When mnot to take Yes — 1if pulse is below 60.
9-10 Special food -or fluid‘ Eat foods high K+; bananas,

+ instructions : orange juice.
11-12 Restricted activities No
13-14 Restricted medicines No ‘ _ o~
15-16 Side'effects~ | ' *G.I. (at least one) - anoreiia,

naugea, vomiting, diarrhea,
cardiac-decrease pulse
‘palpitations. ‘
Eye - disturbed vision, photophobia.

17-18 Pre-taking activities . Take pulse . : )
19 Daily routine adjustment Plan should be practical and
: specific.

'11 put them in a special
container each day.” "I'll carry
them with me when I go out.”

20-21 Not wanting to take Tast, texture or not wanting to
medications take medications are factors that
may influence taking the medication.
- plan coping should be practical
and specific.



INDERAL - PROPANOLOL ~

4

7-8
9-10

11-12
13-14

15-16

17-18

19

20

‘Why necessary?

Dosage
Time taken

When not to take

Special food or fluid
restrictions

Restricted activities
Restricted medicines

Side effects

Pre-taking activities

Daily routine adjustment

3

" Not wanting to take

APPENDIX{ I ..
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Correct Resﬁonse

- to'stop irregular, fluttering
heart. !

. = to help or prevent chest pain;

- for my plood pressure.

I8

Check data sheet

-
L

- Ti{mes should be equally spéced..

No -imedication should be gradually
withdrawn.

3

No

No
No

Yes — at least one of the following:
severe weakness, lightheadedness,
insomnia, depression, visual
disturbances, nausea — vomiting,
constipation/diarrhea, rash,
reversible alopecia.

”No

Plan should be practical and
specific.

. "I'11l put them in a special =

container each day.”

"1'11 carry them with me when 1 20

out.”
Taste, texture or not wanting to
take medications are factors that
may influence taking the
medications.

- plan for coping should be
practical and spsgific.



ADALAT - NIFEDIPINE

o

4 Why ﬁecessary?
5 Dosage
6 A Time taken

7-8 When not to take

9-10 Special food or fluid
instructions

11-12 Restrictkd activities

13-14 Restricted medicines

15-16 Side effects

17-18 Pre~taking activities

19 Daily routine adjustment

20 Not wanting to take
medications

APPENDIX I
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Correct Responses

- to prevent chest pain
~ to prevent another heart attack

Check data sheet — usually 10-20 ng

Times should be equally spaced.

L]

No

No

No
No

Eyes ~ at least one of the
following: . dizziness, lightheaded-
ness, headache, general weakness,
shakiness, sleep disturbances,
blurred vision, depression, nausea
and vomiting, G.I. distress, = .
heartburn, diarrhea/constipation, ™
muscle cramps, S$.0.B., body rash
sweating, chills. ~

No

= plan should be practical and
specific. .
"I'1lle put them in a special
container each day.”

"1 11 carry them with me when I go
out.

Taste, &exture or not wanting to
take medications are factors that
may influence taking the
medications.

- plan for coping should be

practical and specific.

\



NITROGLYCERIN
4 Why necessary?
5 Dosage
W%
6 Time taken
!
7-8 When not to take
9-10 Special food of fluid
instructions
‘11-12 Restricted activities
13-14 Restricted medicines
15-16 Side effects
17-18 Pre-taking acti&ities
B
19 Daily routine adjustments
20 Not wanting to take

medication’

APPENDIX I
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Correct Response

- chest pain, angina

* - 1-3 tablets 4s necessary is
considered a corrgct response.
Dosage in mgm not necesary.

Whenever having chest pain or before
activities that may or do produce
chest pain, i.e., sexual
intercourge, walking.

¥

\

- if blood pressure 1is too low,
{.e., feeling faint or dizzy.
- if more than 3 tabs have already-
been taken within the last 5-6 min.

No

'Avold activities of all types until

pain has gone away.

No

Yes, at least one of the following:
headache, dizziness, flushing,
blackouts or fainting, fast heart
rate.

Stop and rest or set down before
taking tablet if having chest pain.

Carry tablets at all times. Keep
covered in dark bottle. Check for
expiry dates on bottle.

May give headaches or make dizzy.

- plan for coping should be
practical and specific, 1.e., take
ASA with tablets, sit or lie down
prior to taking medication or "Will
continue to take them and hope that
the symptoms will eventually go '
away.”



LOPRESSOR-METOPRALOL

4

7-8
9-10

11-12
13-14

15-16

17-18

19

20

Why necessary?

Dosage

Time taken

When not to take
Special food or fluid
instructions
Restricted activities
Regtricted medicines

Side effects

1—”/_

Pre-takiﬁg activities

Daily routine adjustment

Not wanting to take
medications

. Taste,

APPENDIX I d
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"

Correct Response ‘

- becéuse of high blood pressure
~- to help my chest pain or to
prevent chest pain.

Check'data sheet.
50 mg to 100 mgm tabs.

1
Should reflect times that will
maintain constant blood levels -
equally spaced.

No - medication should be gradually

withdrawn.

0

No

No
No

Yes — at least one of the following:
headache, dizziness, insomnia,
mental depression, lightheadedness,
anxiety, weakness, vivid dreams,
dfarrhea, constipatien, heartburn, ,
nausea, vomiting’, dry mouth, S.0.B.,
sweating, skin rashes, non-specific
visual distrubances, itching eyes,
blurred vision, ‘tiredness, and
welight gain.

No
&

Plan should be practical and
specific.

“I'11l put them in a special
container or place each day.”
"I'll ‘carry them with me when I go

out."” K )

texture or not wanting to
take medications are factors that
may influence/£;k§ng the
medications .. v

- plan for caping should be
practical an&“géécific-l
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ISORDIL 7 ’ Correct Response
4 Why necesary?w K - Chest pain, anglna
5 Dosage . Check data sheet.
' ' Usually 5-10 mgm q 2-4 hours.
6 * Time taken Equally spaced - should reflect
’ times that will maintain blood
levels.
7-8  When not to take No ?
9-10 Special, food or fluid No
restrictions .
11-12 Restricted activities ~No
13-14 Restricted medicines No
15-16 Side effects Yes, at least one of the following:
: headache, dizziness, weakness,
fainting, dermititis, nausea and
vomiting.
17-18 Pre—taking activities No
19 Daily routine adjustments Plan should be practical and
specific.
"I'11 put them in a special
container or place each day.”
' "I'11 carry them with me when I go
out.” s
, ’ .
20  Not wanting to take . — may gilve headaches or make dizzy
: medication - plan for coping should be

practical and specific. 1i.e., take
ASA with tablets, "Sit or lie down
if I feel dizzy". or "Will continue
to take them'and hope that the

. symptoms will eventually go away."

N
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PHYSICAL ACTIVITY RESTRICTIONS

1 Activity restrictions

2 Effect on heart

3 How do they help the
heart? ,

/
!

4 Things that might happen
if activities not
restricted

5 Time of restrictions

6-7  Problems carrying 6ut
recommended restrictions

8. Printed materials

APPENDIX J

»

¢

Correct Responses

Yes - restrictions have been
recomended in all of the following
activities.

All items listed cause the heart to
increagse 1ts work. By eliminating
or gradually returning to these
activities the heart can build up

its vessgels and muscle.

The intent of the question is to
determine the patient's knowledge of

the desired effects of the activity
restrictions. The response should

be specific rather than "make me
feel better”. Probe when necessary.

= The harder the heart works, the
more oxygen it needs. Decreasing

. the work of the heart keeps.the need

for oxygen within the limits of what
can be suppiied by the partially
blocked blood vessels.

— Decreasing the work of the heart
give the injured heart muscle time
to heal. .

May prolong healing or could cause
further damage to the heart wall.,

May experience pain.or reinfarction.

6-8 weeks for most of them. Somd
such as heavy lifting may be

restricted indefinitely.

The intent is to determine circum-—
stances which may make it difficult
to carry out activity restrictioms.
Examples: msut go back to work,

must drive a car, has small children
to cafry, must do own housework.

= plan for coping should be specific
and practical

Yes - Heart Attack - What 's Ahead
' Booklet. , .

134
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RECOMMENDED EXERCISES

s

Correct Response

1 Recommended exercises Walking exercises / whole body
exercises

2 Effect of exercise on body The intent of the question 1s to
determine the patient's knowledge of
the desired effects of the

. exercises. The response should be
specific effect rather than "help my
back" or "make me feel better”.
Probe-~when ®ecessary. .

3 |, Frequency of exercises Onck/day for 1-2 weeks, then o

v twice/day. ) ,ff
4 Times to do exercises " Walking - prior to meals and not 'J‘F' 

during extreme times of the day for, ﬁ'”‘
heat or cold. o
- Usually prior to lunch and mid « -
afternoon in winder or late after-—
noon or evening in summer.. .

‘.‘ o

5-6 Avoiding exercises Yes - "If 1 am having chest pain d¢r

® shortness of breath.” "If I have a
temperature or any type of '
infection.” "If I Ho not feel
well.” "If it is too hot or too
col&\gutside 1 may have ta either
‘ wait \for it to cool off if it is too
! ‘ hot or go walk inside if it is tod’ -

cold. outside.

7-8 Problems doing exercises ~ Try to determine potéiiial problems
in carrylng out exercisgs — observer
N judgement will be requiMed to '

o A determine if answers are reasonable
T for that person.

*

9 Printed material' Yes - Heart Attack - What s Ahead
Booklet
. 3
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RECOMMENDED REST
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1-2

Recommend rest activities

-Effect on heart

How does it help heart?

. \‘ ,
. What might happen - —f\\\

restful activiti&s are

not followed? '

' Circumstances making it

difficult to do
recommended rest

'activities

Correct Response

Yes - naps, rest

~ Responses can be general - "just

rest a lot sitting” to.specific "I
must lie down for 30 minutes after
each meal” or "After I do any
walking or climbingestairs I must
git and rest a few minutes”.

Allows heart to héal.~

‘Heart does not have to work so hard

when resting. Resting after meals
may reduce angina by reducing the
amount of oxygen needed in the leg
muscles and allowing it to go to the
stomach to help digest food.

Heart would not heal, may have
angina or a reinfarction. -

The intent is to determine circum-
stances which may make if difficult
to carry out activity restrictions.
Examples: must go back to work,

house very noisy, does not like to

git still or lie down. Observer

judgg;i}t will be required to
indicaté whether or not the patient
has a plan to handle difficulties
with following the ‘recommended rest
activity.
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. (4 item scale)

‘ APPENDIX M

g e

GUIDELINES FOR USt OF KNOWLEDGE SCALES

i

OBSERVER JUDGMENT:

/o
/
/

1. Correct : .

2. - Mixed (both correct and incorrect)
3. Don't know or irrelevant

‘4. Incorrect :

The scales are arranged in order .to evaluate the presence of
/knowledge that would be helpful for successfully managing at home, OT
of knowledge that would be harmful. Knowledge about health problems
that is correct and complete is most helpful. A mixture of correct and
incorrect knowledge, lack of ‘knowledge, or irrelevant knowledge is
placed midway between as to being helpful or harmful to successful
management of health problems after discharge. Incorrect knowledge 1is
judged to be most harmful.

In. using the, questionpaire where these scales appear, the
jobserver/interviewer should record the patient's response as given for
each question of the appropriate series. After the interview, the
interviewer should then review the responses and circle the scale
number. below the response that best describes the response. This
judgment'should be guided by the examples of correct responses in the
manual and by face-sheet information. When séveral responses are being
scored on one scale, the group of responses should %g,evaluated'as a
whole. . '

DEFINITIONS

Correct -— The patient's responses are on the. 1list of corréct'responses

". in the observer manual or the observer judges that the patient's

statements are accurate and show knowledge that will be helpful in
managing the problem at home: The patient's responses are still
considered correct if irrelevant statements are made in addition to
correct responses. To be correct, the patient's response nust include
all the responses on the correct response 1lists for that question. The
patient's response is considered correct if it is accurate and helpful

in‘managing gelf-care.

Mixed =-- The -patient gives both correct and incorrect‘information in.=-
his response to the question: S .
Doesn't know —- The patient makes a statement such as "I don't know",

"The nurse told me but I can't remember”, or "I can't think of
anything”. ., o ’ :
’ 137
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T . N . : B . . "
Irrelevant —- The response does not address the question or the
Tesponse describes an action that differs firom 'recommended therapy and
may be ineffective, but 1is harmless and] does not interfere with
therapy, e.g., "Just hope for the best”. ‘(When irrelevant statements
are made, the observer should probe to obtain a relevant response 1if

> the patient can give ome.)

Incorrect -— The patient's responses are mnot on the 1list of correct
lrespdnses_ggg the observer  judges them to be incorrect i.e., to show .
misinformation that ‘would either harm the patient or -interfere with
‘therapy. The patient's responses are still considered incorrect if
irrelevant statements are made in addition to the incorrect §93ponsesm

i

Evaluating Patient Responses ' .

T The chart below suhmarizes the guidelines for evaluating the
"patient's responses on the 4 item knowledge scales.

&

Point on Defining . May Also = Must Not
Scale ‘Characteristics } Include .. Include
Correct 1) At least one . . Irrelevant Incorrect

correct state—- statements statements .

ment is made. . oo o
2) All items from ’

correct response

‘ 1ist are included.

Mixed 1) At least one _ Irrelevant
‘ correct state-— statements
P ;ﬁent'is made and \1 :

one or more items - H

_from correct

response list -
~_ are omitted. .
2) At least one - . LS
- correct and

incorrect state-

ment is made |

(continued)

N
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Point on " Defining May Also Must Not
Scale Characteristics Include “Inclide
Irrelevant 1) The patient nakes Correct
or a statement such statements.
Don't know as "I don't know” Incorrect
.2) No'relevant statements.
response (correct (Lf correct or
or incorrect) can incorrect
be obtained by statements are
probing. made, they are
- used to
2 . ‘evaluate the-
response
B} ’ instead of the
irrelevant or
"don't know"
: " statements.)
Incorrect At least one Irrelevant Correct
' statements statements

incorrect statement
is made.
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v INFORMED CONSENT FORM
PROJECT TITLE: 'The Effectiveness of. Patient Educatien Follow-Up By
‘ : Telephone on Knowledge of Post-Myocardial Infarction
Patiefits As A Basls For.Long-Term Lifestyle Readjustment.
INVESTIGATOR: ' Barbara E. Stevens, R.N., B.Sc.N., MN Candidate

. }
PROJECT ADIVSOR: Dr. Janet Kerr

The purpose of the research project is to investigate the use of the
telephone follow-up calls as a method for increasing knowledge about care of
post myocardial infarction patients during the first six to eight week post
discharge from hospital.

[y

Participation in this study is voluntary and participants will be

randomly assigned to test or control group. All participants are requested-

to complete an interview relatedy to their cardiac conditign prior to
discharge from hospital upon return to the outpatient clinic approximately

6-8 weeks after hospital discharge. The test group will be required to “be-

available for four weekly telephone calls from the nurse researcher during
this time peried. The interviews and telephone calls will be taped in order

to -ensure accuracy of information collected. All tapes will be erased at the

end of the study.

I UNDERSTAND that all informatien "will be kept confidential and

"~ anonymity will be ensured. Participants. names will not appear on any

documents or reports.

I UNDERSTAND that I will not incur —any costs related to this study and
that all coats of telephone <alls will be the responsibility of the
researcher.- Enterviews and telephone calls will occur during a time and date
that is'mutually agreed upon by mgself and the researcher.

‘I UNDERSTAND- that I am free to withdraw my . consent and terminate -my
participation at any time without penalty

I HAVE BEEN GIVEN THE OPPORTUNITY TO ASK WHATEVER QUESTIONS I DESIRE ABOUT
THIS STUDY AND ALL SUCH QUESTIONS HAVE BEEN ANSWERED TO MY SATISFACTION.

(signature) : . _ : ® {date) ~ -

itnes
(witness) 140
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DATA SHEET
Name - Age (D.0.B.)
Address . Sex
Telephone Physician
Marital Status " . Next of Kin
.Date of M.I. . Diséﬁarge Date
Severity and Type of M.I. ] : | .
Occupation | .
: Ciassificatiop B _ ro
éED Level (see code)
) . ¢
F
. DiSchérge Information
Drugs | Diet

. T Other Pertinent Discharge Information

*

~

GED Levels Approximate Duration of Schooling

17 years plus
"13 to 16 years

11 to 12 years

9 to 10 years

6 to 8 years

less than 6 years

[ dll \C LI o R0 B e )
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Follow Up Information

1. Main source of i?fo. re: M.I. after disharge
C

2. Drug chaﬁges

»

3.‘ Number and types of visits (other than routinely scheduled) to:

G.P. . ' ' "y

. Cardiac Specialist “ 4

Emerg. Dept.

Hospitals

N B
Other Health Personnel

°

4. Other pertinent follow up information

142
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' M.I. Telephone Follow-Up Study

Patient's Name , ‘ - . Call From
Date . Approx. Length of Call
Problem or Concern T , Nursing ‘Action

-

143



