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‘?, discharge. Utilizingza«posttest only cgntrol group

“ ABSTRAST o B B

o The purpose of this study was to investigate the impact
of a supportive-educative telephone program on the levels or
"fkpowledge and anxiety of coronary artery bypass graft (CABG).

surgical patients during the first 6 weeks following hospital

,experimental design, the first 74 patients scheduled, betweens-
' September 1986 and February 1987 for CABG surgery in a large,
":festern Canadian, teaching hospftal were randomly assigned to-
either an experimental or control group The effeqf’/; the
intervention, which was implemented by a Cardiac Rehabilitation
~ Nurse Specialist was\assessed utilizing a knowledge test
'1deve1oped by Horn¢and Swain (1977). The S-Anxiety Inventory
.,developed by Spie berger, COrsuch, and Lushene (1983) was
.administéred to meaSure.state anxiety. Utilizing these
instruments, data were collected,by;tbe-principal investigator,
blind to,the participants group~assignment- during posttest
interviews é weeks after hospital discharge It was
hypothesized that by providing supportive counseling and
rehabilitative-education,.participant anxiety would decrease
and Knowledge'would inorease}in the‘areas of : (a) coronary-
artery disease, its effects and related self—care measures, (5)7
th;rapeutic diet; (c¢) prescribed medications, (d) recommended

\

physical actigity restrictions; (e) recommended exercises, and

N

(f)_recommended rest.



Data'analysis witn indepéndent t-tests revealed a.u
,statistically'sfgnificant (p< 05) d;fference‘between the
knowledge level of the experimental group and control group in
the areas of coronary artery disease, its effects and related
self carﬁjmeasures, therapeutic diet, prescribed medications,.
recommended physical activity restrictions,'recommended

e

,exercises, and recomme:ded rest. A statistically 8]

difference between the S-Anxiety level of the expert
the control group was also evident as was a stattstically '
significant inverse relationship between participants

' knowledge and anxiety levéls t‘

The findings of this study. suggest th;t the o .
supportive -educative telephone program effectively incfeases
knowledge and decreases anxiety of selected CABG surgical | '
patients in the home convalescent period Further there
apﬂears to be an inverse relationship between CABG surgical
‘ patients' level_of knowledge and level of anxiety. From these.
tindings, several implications and recommendations for nursing
vpractice, administfation, education and rese?rch have been

Lok
generated.

vl . o o
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"CHAPTER 1

\ o . _ Introductibn <

Backgjpund 'of The Problem

| Coronary artery diseagg (CAD) ranks as. the leading cause )
of death in Canada (Wielgosa, 1985) Despite the decline in h

E CAD mor/;}ity in recent decades, 27,552 males and 19,855 ,y

| females died of CAD in Canada in 1985 (Statistics Canada,

r986) The principle clinical manifestationsfof CAD are sudden '
death myocardial infarction (MI), angina pectoris, and -

chronic congestive heart failure (Braunwald 1985 Cohn

‘ 1985) Coronary artery bypass graft (CABG) surgery,rfir

‘treatment for extensive CAD'(CASS 1983a, 1983b,ﬁ_

Brest & McGoon, 1985; callaghan";886 Cooley, 1987)

_However, the considerable attention devoted to the technical "+

aspects dz\iABG surgery overwhelmingly surpasses the attentloh

he psychological and social ramifications of this .
surgery ‘!‘ o ='ﬁj B - “_c“~ N s ;' vi“
The most important benefit of this surg%pal procedure is .
fvthe reduction in the frequency and severity of anginal pain
'(Bourassa et al., 1985 Campeau, 1986) ain previously-
refractory to medical management is reduced in 80% to 96% of
'surgical patients dBraunwald 1983 Bass, 1984 Collins rCo\n
& Shemin, 1985, Cooley, 1987) "The relief of angina after L

CABG is prompt dramatic, and complete in most patients

' (Callaghan, 1986, p 46) 1n contrast substantial relief of -
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angina with medical‘therapy occurs infonly‘zs% of'patients
(Confior & Bristow, 1985). - ; :

In 1974.in Canada, 2,462 patients underwent‘CABG'surgery~“@~_
(Statisticsfdanuda,"1927); This number had .increased to 7, 175
by 1980-(Statisticé‘Canada 1984) and to 13,218 by 1983
(Statistics Canada, 1987) Thus, CABG surgery presently @
répresents a large nu%ber of the total surgical procedures
_.performed in many hospitals With appropriate selection of
CABG surgical;patients a level of.physical functioning
previously unattainable may now be achieved through surgical

tion.. prever,/jrom the psychosocial viewpoint, it 1%‘ ;

— . |

interve

nolpan ﬁ:a. For many patients afterfsuccessful CABG‘surgery,
the‘quality'of their lives is less than optimal Although.
CABG surgery has been the subject of several qualitysof life
‘studies, most of the published work have céncentrated on
return to work and rélief of symptoms as the primary
determlnants of successful patieﬁ\\rehabilitation (Walter
1985 Oberman, 1984 Carr & Powers, 1986)

8 The variable most often equated with successful
‘rehabilitation after CABG surgery is the return to gainful
bemployment The - ease of measurement and objectivity of thi;S”

.variable are underscored by the. large number of studies that

shave focused-on émployment status. However the-various

‘\reports generally provide data for nonequivalent groups and

~.

for disparate,time intervals. .Comparisons between studies are'w

further complicated by the presence of'uncontrolled>Variab1es N

‘which might'reasonably‘be expected to influence employmentf
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Nonetheless~ the literature clearly‘indicates\that'the\ ‘
‘;‘reintegration of patients into thedr social sphere has not
been accomplishéd to the extent that might be expected after.
CABG surgery. Numerous reports world. yide describe a decrease
-'of from 17% to 95% in the employment of patients who vere
working before CABG surgery (Walter, 1985)A Despite their
vsubstantial symptomatic and’ functional improvement fewer
‘patients return to work after. CABG surgery than following an ‘-.
uncomplicated Mh (Wenger, Mattson, Furberg, & Elinson, 1984)
.Although researchers have explored a number of variables
thought to influence postoperative work status, few have
provided 1nsight 1nto ‘the means for developmeht of effectivd%
psycho- educational interventions aimed at limiting the »
disruptive effect of CABG surgery on the patient's -
psychosocial well-being. | V |
. Researchers have explained the low rates of return toz
. work on the basis of cultural background (Oberman, & Finklea
1982 Oberman et al., 1985), -age (Rimm Barboriak Anderson & ’
fSimon, 1976 Rosenfeldt Lambert, Burrows, & Stirling,.1983 ¥ |
,Rothlin, Sieber & Senning, 1985), education (Westaby,_,v
Sapsford & Bentall 1979 Croog & Levine, 1979), '
: psychological factors (Zyzanski Rouse, Stanton h Jenkins,_e
’1982 Kinchla & Weiss, 1985), and patient/doctor and | |
‘.patient/employer_relationships (Liddle, Jensen, & Clayton
1981). A large proportion of patients also describe
'ﬂconstricted social lives, low self-esteem ~anxiety, andilackh

. of pleasure from ‘close relationships after surgery (Kinchla &

- ' v
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_ Welss, 1955?; Therefore, correcting the impoverished coronarv'
circnlation and decreasing angina does not.necessarily improve
the individual ] sense of well being | | |
Since heart surgery was first performed in tbe early 1‘
'1950s, the incidence of postoperative emotional reactions and
~long—term readjustment problems has been noted t6'be greater
‘and perhaps difrerent in kind from responses to other types of
surgery or illnesses One of the most common emotional
reactions to MI and myocardial revascularization is anxiety
Z(Kappagoda, 1984 Gilliss, 1984; Blumenthal, 1985; Radley &.
.Green;‘1983, Hackett & Cassem, 1984; Wiklnnd,\Sanne, Anders, &
| WilhemsSon, 1985). The Iiterature indicates'thut'high levels
of anxrety commonly occurkbotb before as well as aften surgeryl'
accompanied by cognitive-deficits that'make retention of
'vinformation difficult (Sanderson 1983). fMore.speciTically,;'

4

there is. considerable evidence that the ediate home'”wwwww.

<conva1escent period is particularly anxie’y provoking for many
i CABG surgical patients and their families ( oisvert 1976
Gilliss, 1984; Ramshaw & Stanley, 1981'.Je ins, Stanton, .
Savageau, Denlinger, & Klein, 1983 Gortner Gilliss, ‘Moran,
Sparacino, &/Kenneth, 1985).

CABG surgical patients' aniiety frequently results from -
fear;of death, threat of complications, concern with the
significance of'varions somatic symptoms, and iear of being
abandoned and isolated (Blumenthal 1985). Tbere is agreement
that the effects of anxiety are generally maladaptive and-

debilitating rather than adaptive and facilitating. 'However;



\ perceive particular stimuli or situations as potentially

| ;f g.. .
there is a 1ack"oi‘genera1 consensus on specitic aspects of

the nature of anxiety and on specific aspects of the relation‘
ot anxie ito R’ broad spectru%fof behavioral*indices. |

Spielbergér (1976) distinquisbes between a transitory

emotional state called state anxiety (S-Anxiety) and a -

_-relatively stable anxiety proneness called trait anxiety

(T Anxiety) State anxiety is evoked whenever individuals

=~

' harmful dangerous, or threatening to them. Thus if patients

perceive QABG surgery as threatening, regardless of objective“
danger, they will respond with an elevation 'in state m511ety
Fear of death and perceived threats to financial security

family integrity, and life style are. predictable reactions

- that contribute to €he state anxiety of CABG surgical patients

(Héller & Kornfeld, 1986)% Trait anxiety refers to indiv1dua1
differences'in anxiety proneness as E: personality trait.
Persons high in trait anxiety emh)bit elevations in state

.
"‘,.!

anxiety more frequently than do individuals who are low in

: ,xrait anxiety because they tend to perceive and react to a’

wider range of situations as dangerous or threatening
The complex relationship betweenianxiety and learning in
CABG surgical patients is an important issue to healtﬁ?care

‘providers. Researchers suggest that knowledge retention is

'limited during the acute phase of illness (Curran, 1978;

Finkbeiner 1979' Newby, 1980' Tirrell & Hart, 1980 Harshall
Penckofer, & Llewellyn, 1986) owing fo the inhibitory effects

of state anxiety on learning (Reading,:198l;[Spielberger,
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1972).' The acute in-hospital phase of illness presents.a
,number of factors contributing to the state'anxiety ot the
CABG surgical patient and in. turn hinders the learning
process. First, the unfamiliar environment of the
institutional setting as well as the complexities of

hnology can be overwhelming. Additional tactors thought to
contribute to CABG surgical patients' anxiety and subsequent
inability to learn during recovery in hospital ‘include the
" hospital's daily r0utine, ‘lack of trust and rapport physical
‘coﬁdition, lack of'motiyation and patients concerns‘forl
' surV1val (Wenger 1986"Wise, 1979). The limited knowledge
ret%?tion during the brief hospitalization after CABG surgery
-and the patients inability to anticipate which problems will

. be faced upon return to the-home environment accentuate the

' ‘anxiety experienced in the early home convalescent period

The first weeks after discharge are thought to represent

-

a period when patients are not only anxious but ‘also. have
frequent'questions and concerns (Nicklin, 1986 Murray &
Beller, 1983) Indeed, many concerns become apparent only when'
' CABG surgical patients return "home; their need to know the

| means by which to alter their lives and make the necessary
vchanges becomes more immediate.eScalzi Burke and Greenland
(1980) and Gilliss (1984) advocate ‘the reinforcement of

knowledge during the early home convalescent period when

patients are more receptive to instruction thereby improving

self—care knowledge and compliance. Thus it would seem more

prudent to conCentrate;on the patients’ concerns in the early

0
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home convalescent period than to force teed information in

-

hospital when ‘patients’ overriding concerns relate to

survival.‘ Cardiac rehabilitation experts (Kappagoda, 1984;

L4 .

,Stern, 1984) recommend, both education and supportive

couhseling in the immediate home convalescent period to

‘alleviate anxiety and apprehension in the cardiac patient.

Cardiac rehabilitation is a comprehensive process through
which patients with CAD are restored to and mairitained at
their optimal medical physical emotional vocational and
social levels of performance (Naughtonr 1984; Peterson, 1983).
Patient and family education, progressive ambulation and‘ ’
psychosocial support and counseling are generally incladed in

cardiac rehabilitation programs (Yee & Zorb 1986

Wilson—Barnett 1983) Mayou (1986) and others (Goldman &

oy s

Kimball 1985; Oldridge, 1986) contend that kuowledge about

CAD and its treatment clarification of misconceptions,

preparation for the emotional reactions to CAD and CABG

,surgery, and early planning for resumption of daily activities

‘can reduce anxiety, thus, facilitating coping and promoting a

.favorable recovery.

Cardiac rehabilitation programs vary w1de1y in scope,

intent, and delivery of services due to problems of finding

'qualified personnel cost and lack of research regarding

9

3 effectiveness of existing methods and programs (Yee & Zorb

1986,;Peterson, 1983). The most common ‘'structure for

[

rehabilitation services for CAD patients has been in the form

- of associations with established medical or'academic

3



institutions (Dehn & Mullins, 1984) G::t.rahab\\}tation

programs begin 6 weeks after surgery which leads to a ‘

disruption in the continuity of the instructional proce?s.
During the period between in-hospital and outpatie;t

structured informational programs, patients often formuiﬂte

psychological hurdles in rehabilitation of the;kﬂ
/ } . .
(Wenger, 1986)v Further, each can lead to unwarranted

invalidisnm resulting in anquish for the individual as well as
‘the family members. Doehrman (1977) emphasizes the need for
more attention to the patients'’ manifestations of anxiety in
the’postfhospitai period as the emotional distress gf most
patients reaches a peak after hospital’discharge during )
convalescence at home _ |

Psychological and information factors ought to be
considered in tailoring and evaluating programs designed to )
convey rehabiiitatidn information to the eardiac patient
(Tilly, Gregor, & Thiessen, 1987). There are fow published
controlled trialsuoiicafdiac\rehabilitation-patient education
interventions; as well,'tne results are conflicting (Devine &
Cook,.1986). Researchers evaluating'patient enucation oftern
work witnout unifying concepts and,fail to use experimentzl

y

‘research methodologies or reliable and valid data cOliection

tools. Several researcﬁers found‘that natients gained
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knowledge of their condition and médidal reg%pen 1n‘outpatient}\f
rehabilitation programs (Rosenburg, 19871, Ravﬁhro Holmes, &
-Holmsten, 1984). ﬂowever, other investigators concluded that
selecteq rehnbilitation programs failed to 1nprove the
parﬁicipants' understanding of their illness, activities of
everyday life, or psychological status (Bengtsson. 1983; Stern
& Cleary, 1982 Horlick Cameron, Firor, Bhalerao & Baltzan, -
1984; O'Connor, 1983). Tnus&'the educational benefits of
participation in trad;tional cardi;c.réhabilition nrégrams are
qnestionablef | |

Statement of The Problem

. The current abbreviated hospitnl stay'after CABG surgery
has considerably limited the ability to provide the
information and.support that patients need to prepare for
cpnvalescence and recovery (Wenger, 1986).~ Prior to‘tne CABG- |
surgical patient{s discharge from hoépital,-it is.imposéible
to‘auticipate all the’p;oblems thgy mignt experiénce in the
eariy home convalescent period; probléms ﬁhich frequentLy'
reqnire professional advine (ﬁicklin, 1986). According to
Marshall (1985), the nurse as a member of the
;intérdisciplinary cardiac rehabilitation team, rs best able tn
meet the'edUCational and supportive cbunseling needs of the
- CABG surgical patient and the family Nurses involred in
cardiac rehabilitation programs have become increasingly
sophisricated in using creative teaching/learning Strategies
to help clients attain and maintain nealthgtliqb styles (Hill

& Smith, 1985).
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‘A recent 1nnovative appfqgch to cardiac rehabilitatjion
| petient education has bean-identifteq;\the\procedure of Having
a nurse telepbbne the pntient‘on a fegulur basis in the early
home convalescent period (Hackett & Cassem, 1984; Stevenn.
1985) Tnis approach to patient education is conceivod ‘and
designed to help patients cope wbth their unique, individual
llearning needs. The suppertive-educative telephone,program is
more- likely to improve the couise of chronic CAD than ie a
standard presentation of medical facts and treatment rules
'which all heart diseased patients ought to know. @ltﬁough
nurses consistently act as patient educators, there exists a
need to critically evaluate the effectiveness of this role in
terms of patient outcomes (Syred, 198f).
| According to Friedman, Fnrberg,.and Demets (1985), a
eontrol;ed cIinicel triai is the most definitive method of
determining whether an intervention ‘has theﬁpostulated’effect.
There is a need to scientifically examineutbe effectivenees of
educational and counselﬁhg eardiac rehabilitation prdgrnms
:vthrough controlled clinical observation. " A |
supportive;educative telephonefprogram may be one important
and effective means of identifying learning needs, providing
self care education and supportive: emotional care to CABG
surgical patients. Nunsing research, such as this clinica{4
study, is essential for a sound, empiricaily based’' body of

»

knowledge foundational to nursing practice.



Statement of The Purpose

~ The purpose of this prospective stully was to gain
knowlgdib and understanding of the effectivenéss of a nursing
approach fo'patient'teaching and counaéling which places
primary emphasis on the participant's ability to regain and
maintain health during the first 6 to 7 weeks following CABG
surgery .~ - ‘

. e—

Research Objectives

The specific research objectives were: -
1.. To evaluate the effects of a supportive-educati?%
' teleﬁﬁone prﬁgrim on the CABG surgical patients' levels of
knowledge in the areas of; ‘
a) health deviation (CAD), its effect and related
self-care measures,
by diet,
¢) medications, .
d) physlcal activity restrictiohs,
¢ e) .exerdises, and, |
f) rest. 8
2. To évaluate the effecté of a supportive-educative
telephone program on CABG surgical patients’
levels ofvanxiety; and

3. To determine the relationship bétween CABG surgical

patiehts' levels of knowledge and anxiety.

v



Hypotheses
The following hypotheses were formqlated
When compared with CABG aurgical patientl vho recolve
routine health care,during the home‘convaleocant phase, CABG
surgical patients who are expooed'to'a lnbportive-educative ‘
;elepnone program duringithie same_time period-vili
demonstrate: | | |
H1 ‘greater levels of knogledge'about CAD, its effect
and related self- care measures;
H2 greater levels of knowledge about therapeutic diet'
H3 greater levels of knowledge about prescribed
medications;
H4 greaterblevels of'knowledge about reoommended
physical activity restrictions; -
! H5 greater levels of?knoGledge'about recommended
exercis?s
H6 greater levels of knowledge about recommended rest;
H7 lower levels of state anxiety; and,
H8 CABG surgical patients' levels of anxiety will correlate

-inversely with their levels of knowledge.

Operational Definitions

‘ . . t ‘
Coronary Artery Bypass Graft Surgery. An operative

- procedure whereby an autogenous vein segment (saphenous vein

cephalic vein) or interna mammary artery is ‘anastomosed from.
the ascending aorta to the coronary artery beyond the R
obetruction providing ood- flow to the myocardium (Callaghan, -

1986). ‘ o )

”
)
!
\
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Routine Health Care.’ The informational resources,";.q

and medical care provided to all CABG surgical

[;. . ,>,
patients in hospital as well as the intormation and support
'sought by CABG surgical patients on their own initiative |

c during the first 6 to. 7 weeks of the home convalescent period{t

Home Convalescent Phase.plTh period of time immediately'

f

following CABG surgical patients‘ discharge from hospital

until return:to the cardiovascular surgeon for follow—up

x - o

; assessment 6 \o 7 weeks postoperatively

- Supporti'e-Educative Telephone Program.‘“Afseries'of four'

— : /

to s1x tele_'one calls from a cardiac rehabilitation nurse‘
N .» e z\..)

E ,spec1alist (CRNS) to'CABG surgical patients during the first .6 B
\§ to 7 wee s of the home convalescent period for the purpose of

communicating educat10na1 1nformation and providing supportive
‘A'counseling :t ﬁffJ'lThg;di - |

He&lth Deviation Knowledge ’The CABG surgical patients

level of knowledge about cardiovascular health problems, L

- related symptoms, anatomy and physiology,'meﬁfures to control
or decrease health problems after hospital discharge,p ndf
health problems requiring professional hbalth care assistance

' ®
- as measured by a 7 item questiénnaire (See Appendix A)

Therapeutic Diet Knowledge. The CABG\surgical patient S

S level of knowledge of the how sodium, iow cholesterol low fat R
therapeutic diet the relationship between therapeutic d1et
and health and knowledge °f meal preparation and ‘daily 7

routine adjustments needed to maintain the therapeutic,dietlas }i

-'ﬁ_ measured by a 14 item questionnaire (See Appendix B)



;including name indications dose, aection, side ettects,

‘ preparation and administration of medications as ‘measured by a '

Medicntion Knowledge. ThgnﬂABG surgical patient's level ~}f

: of knowledge of the medications required postoperatively

1
““““ i
o

treatment of side effects, and tndépendeﬁtﬁactions in

21 item questionnaire (See Appendix @ . 3“', - '33"' SR

Recommended Physical Activity Restriction Knowledge. The

fCABG surgical patient s level of knowledge of recommended
',”actiV1ty restrictions during the convalescent period as §‘,

meaSured by an 8 item questionnaire (See Appendix D).

Recomnended Exerc1ses Knowledge The CABG suryics!

’»patient s level of knoWledge of recommended exercises duringvi

s

‘the home convalescent period as measured by a 9 1tem-‘f

¢ : . !“i‘ :

t‘questionnaire«(SeeuAppendix E).

Pl

Recommended Rest Knowledge The CABG surgical’patient's;

level of knowledge of the recommended ‘rest activities during

'bthe home convalescent period as measured by a 7 item”

e questionnaire (See Appendix F).

State Anxiety (S Anxiefy) An unpleasant emotional'state

“ or condition which is\characterized by . subjective feelins -off*

tenSLOn apprehension and worry, .and by activation or arousal
of the autonomic nervous system (Spielberger 1972 - p- 482) as
measured by a 20 item self evaluation questionnaire (See
Appendixz G). | |

-t



7 Conceptual Framework e

The conceptual framework for this study is based on Orem s

self—care framework of nursing practice. First described by
c‘

Orem (1959 1971 1980 1985),‘1t was Iurther deVelbped by the

Nursing Development Confer nce Group (NDCG) (1973 1979) and e

subsequently applied by Ki lein (1977) and many others

(Kearney & Fleischer, 197 ; Hullin; 1980 Clark 1986

\

\ ',Fitzgerald 1980 Facteau,_1980 Herrington & Houston, 1984)

Nurse researchers have demonstrated that the ‘self- care
framework rooted in the work of other nursing theorists

beginnt‘g*with Nightingale is particularly an evolution of

¢ i

'rHenderson s work (NDCG 1979) Concepts from systems theory,

‘],action theory process theory, and organization theory are an-

integral part of the framework Also incdrporated are

F

‘scientific and philosophic conceptualizations of human beings

(NDCG, 1979; Orem 1985). . ¢

As a general conceptual framework potentially applicable

to all nursing situations it is structured around an

*maintaining life, health and w
*Tself initiated ‘and self- dire'

'i7denotes active as’ opposed to passive roles for human beings in

'consideration-in the usehof‘Orem's_fr‘

1ndividua1 s need for self care: action and nursing's
distinctive role in assisting with self care A paramount

ework is the emphasis
placed on “the self—care capabili_.es -of humankind Orem ‘,.
(1985) deiines self—care as "the ractice of activities that
-individuals initiate and perform n their own behalf in
-being" (p. 31). This is

ed deliberate behavior which

-

Iy
-

-

.



relation to their health care.,
The definition and general assumptions of self-care are
wich in philosophical implications about human “nature and

individuals

of self- care cribing self care as the practice of

activities denotes hroad dynamic behaviors. The whole range of

human activities, not merely physical actﬂons, in which people‘

[engage to maintain life and health is included . Thus (a)
‘cognitive activities including learning and knowing, (b) .
social activities. including social interactions and social
‘roles, (c) psychological activ1ti§§ including motivation forb
‘health and maintaining a healthy -self- concept and (d)

physical functioning are all within the . realm of self -care.

Self- care is far reaching and by implication .the range of e

[}
potential nursing interventions to assist with overcoming

”inabilities for self—care (self care deficits) is equally
far reaching

~# - The, essence of nursing is to activate and maximize the
'dfclient self- care agency in a health promoting direction
(Mullen, 1980) Orem (1985) recommends a supportive educative
system when the client requires assisﬁﬁ@ce related to |

acquiring knowledge and skills decision-making, and

: behaviorar control The nurse 8 role is to provide guidance, v

'”ufsupport teaching, and consultation. The variation in .the

nurse s responsibility is directly correlated to the client s\

level of skill knowledge,band other individual factors.

L

" The value of gaining sufficient amounts of the necessary
S ) & . ) .

2

elf-care agents. “The portion of the definition"~

s
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intormation regarding one' 8. health and self—care needs is

' obvious. The demand for such knowledge ‘is a therapeutic

self-care demand within the cognitive domain.' Its presence

provides potential for successful self-care; its absence .is a

\

e guarantee that maximum health and self care will not occur.

Further, learning, B cognitive process, is intimately related

‘to motivation and to attitudes Low or absent motivation

~motivation stimulated gy a ‘high ‘level of anxiety, l‘ N

: self confidence, or pessimistic attitudes will interfere w1th

learning (Van Hoozer et al., 1987, Thorndike, 1982) . The
supportive educative approach by the nurse’ agency flows from
the client S, self care system. This approach evolves

possibilities and promotes growth. The self—care abilities of

'clients are already present however clients may“wish to

' maximize their self care abilities in relation to their own

potentials

Education of clients for self care is an essential

-nursing prescription at the supportive-educative level because'=

B

~clients as well as nurses need to (a) develop a self- care

philosophy and (b) learn the self- care framework. Using the

a'principles of teaching and learning, the client and nurse

.should' (a) explore the client's health and self-care

potential (b) have the client articulate health and self-care
goals; (c) idehtify the client s self-care assets and
deiicits, (d) identify barriers to maximizing self care f

potential, and (e) make decisions regarding self- care

behaviqrs.. Through the provision of ‘guidance and education

Pl

31y . . i ’ ! : : . Lo
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the opportunity for the nursing profession to revitaline"

- individuals and whole communities seems great

" Levin (1978) asserts that self-care education as opposed

to patient education allows learners to determine their needs,
| educational content, treatment, and desired outcome. Self—care,
education is related to patient education but focuses more on
client goals than" provider goals. The self—care approach to
rpatient education may not modify patient behavior to. imprOVe’
the health status; however it may promote patient

decision—making regarding acceptable lffestyle adjustments

';Thus both content and methods in self-care education help

- shift the control on health decision making and health care
' from the professional to. the lay person. Conflicts may arise
when the client's values do not conform to the professional
wvalues, however, what can be enpected from the self-care
‘orientation is a lowering’of dependency and its negative
sequelae (Casey, O'Connelll &‘Price; 1984) | | |

Thus, in the supportive educatfve system the purse
.assists patients to overcome self care limitations ih order to
Vaccomplish self-care Assistance can be in the form of
support guidance, teaching, or provision of a developmental
'environment During the rehabilitation phase following CABG
surgery, whether in the hospitgl prior to discharge or in
follow—up contacts after discharge, nursing assists these
patients by offering support and encouraging verbalization of

feelings. This support can facilitate acceptance of the .

disease process and treatment thereby decreasing the patient's ~

v O
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level of anxiety. | i | |
Nursing also assists the patient in adJusting or adapting
| to anxiety producing changes in life style that have been
'imposed due to CABG surgery. Psychological selt-care is an
‘limportant component of the rehabilitation of the CABG patient.
The areas of psychological hedlth which.can be fostered by the
.nurse thﬁé%yh a self—care perspective include self-esteem,
‘self—knowledge, satisfying interpersonal relationships. L ,
environmental mastery, and anxiety management.‘ Some‘of the
maJor strategies employed by the cardiac reha;ilitation nurse
during the home convalescent period include counseling,

listening, educat;ng; anticipatory guiding, and assisting‘the
patient with behavior modification techniques. | ' ‘
By supplying information and. by offering support nursing'
assists patients in making informed Judgments and increasing '
their problem solving abilities in relation to their treatment
—regimens, The ultimate goal of nursing is to assist the
patient in accomplishingvincreased‘self-care aimed‘a reaching“
a state(ofeoptimal health and well beingr Tnis,goalzaan be
facilitated by helping.the patient attain knowledge which will

influence their self-care behavior.



_Assumptions

anwm%»i,
This _study is based upon ‘the 1ollowing assumptions.

1. A minimum of self- care activities must be plrformed each
day to maintain contihued existence, additional activities are
required for health maintenance and health imgrovement .8till

\ other activities are required in the event of illness, injury,"
or disease. - R o '1'ﬁ5 CL

2. Self—care requires general knowledge of self—care goalf
and practices as well as specific knowledge about self

including health state and the physical and social .. | \'

) env1rodment

-

3. Discharge from hospital and the first 6. to 7 weeks at home
after CABG can be particularly anxiety producing

4. The=§elf-care framework of‘nursing practice is an
appropriate means for conceptualizing'nursing needs of: the
CABG surg1¢a1 patient :

e. During the knowledge;testing period participants
self—reports of self—care behaviors performed, will accuratery

reflect their current level of self-care abilities.

Ethical Considerations

The Canadian Nurses' Association Ethilcal guidelines for
nursing research (1983) as well as the Unive sity of Alberta
Policy (1985) related to ethics in human research were
pfollowed throughout this study. Ethical clearance was
obtained from the University of Alberta%;hculty of Nursing and
.the University of Alberta Hospitals Special Services and

Y

Research Committee prior to the conduct of this study

-
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Further, ongaing ethicafoguidance was provided by the highly |
capable members ot the investigator 8 thesis committee-

* The investigatorzapproached all patients considered
eligible to participate in the study 2 to 3 days prior to

.hospital discharge to determine their interest in
participating in the study. All patients expressing an
interest in the study received a copy of the consent form and
any questions regardingqthe study were answered by the
‘investigator. Participants signed the consent form once they
"had VOluntarily-agreed'to'participate in the study and had .
verbalized an understanding about the nature and objectives of
the research. | |

Participants were informed. of the opportunity to w1thdraw‘
from the study at any time without Jeopardizing their present
or‘future health. All patients who refused or terminated
participation in the study continued to receive routine health p
care by the various health care professionals

-

vConfidentiality of all information received the right to

¥

refuse go participate, and anonymity in reporting of findings
were exp ;ined and recorded on the consent form. In addition,
zparticipants signed the consent form after being informed that
there vas’a 50% chance of not receiving'a'telephone call.

.The possibility that discouragement might occur in.the
participants not receiving the supportive-educative telephone
-program was identified To address this issue. it must be

emphasized that all participants received the telephone number

of’the cardiologist, cardiovascular surgeon, CRNS, family
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'doctor, emergency department eurgical nursing unit, and ‘
dietician. Although providing education to the partioipant
-'posed little if any risk that administering an anxiety
inventory could evoke participant sensitization to an
emotionaiyreaction) was recognized. Following the suggeetion

of Spielberqer Gorsuch and anhene (1983) thezterm anxiety

on the anxiety inventory was replaced with self—evaluation.

?

Limitatione of The Study

¢

,ﬁaraiinguistics (modification'of lnnguage'by sound,
pitch, resonance as well as accessory utterances) and °
nonyerbal visual cues cOntribute to up to 70%$of the meaning
of conversation (Curtis & Talbot, 1981). The absence of \
‘nonverbal modaiities may severeinQetract=from the
‘effectiveness of telephone interactions. ‘Therefore, loss ot
Jgsual input to participants receivingfthe - /
supportive-educative telephone program'is=a_recognized
limitation. o ) |
| Second, it is recognized that knowledge and supportive
counSeling are necessary but insufficient prerequisites for
the performance of self-care behaviors. An interview
administered knowledge qnestionnaire was used to assess the
' participant's level of knowledge about the‘reouired self-care
behaviors. 'As such, no attempt was made to observe the .
expectedibehayior and_contrived situations were used for
assessment.pnrposes:v Contrived evaluative sitnations presume

certain prerequisites, contain‘only a sampling‘of information,

and arevconducted at a particular pointbin tige; hence, they
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are impreciee measurements of the knowledge and behavior being
measured. '

Third, no attempt was made-to ditfeieﬁtiate and isolate
the supportive from the educative'component of the telephohe
program;_thue,‘itlis ungertain which compenent'moet
| effectively influenced the dependent variables. Further, the
supportive eompOnent of the‘telephone program was intimately
.intertwined witﬁ teeaCRNS's.counseling eppertise, clinical
background and personalitf. Né‘gitempt.was made te alter the
counseling skills specific to: this CRNS and given the
diversity of the CRNS's counseling 9kﬁils, no- theory is
proposed on which to base or guide tne?supportive-component of
the program. ‘ ’

' Fourth, the knowledge. questionnaire used_ for tﬁis study
meaqured only six selected are}sdpf knowledge necessary for
the performance of self- care behaviors required in the
recovery period. Obviqus omissions include the topyc of
sexual functioming and strese'maeageﬁent techniques.

Difficulty'in achieving censistency of ratings between
differentfrakers 15 a fifth hajer limitation of any interview
1 administe}ed questionnaire due to the oral component and the
inherent, subjectivity of this method of measurement. A sixth
limitation is that the stress associatedm;itp taking an oral
examination tends to be greater than.with other testing
vtermets.

| Seventh, a Hawthorne effeet may’have Been produced

because of the attention given in hospital to all study
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participanr:~by the principal investigator conlaquently

1imiting g“_ ralizability. Generalizability is further
limited because the'teiéphone ptogrﬁm was delivered by one
CRNS, vijﬁ}exceptiqnal knowledge of the 6ontent area and skill
in telephone communication and coﬁnseling The probability of
replicating the results ot this study, were it implemented. by
another CRNS with different knowledge, skill, and personality.
characteristics is unknown. Finally, findings reported in
this study are on1§ generalizable to the sample of

, par£icipants in the setting described herein. The sample
consistéd of first time, uncomplicated CABG surgical patienté
inuéne Canadian locale, thus, preventing géueralization of
findings to patients with dissimilar biographical .

characteristics undergoing other cardiac surgical

interventions.



CHAPTER II
Review Of The Literature ' R
‘The purpose of this chapter is to provide a review and
critique of the gselected literature on in-hospital
cardiovascular patient education progrsms, outpatient cardiac
rehabilitation education programs, anxiety and CABG surgery,

anxiety and patient education, and teiephone use by the health

care team. The primary sources of literature upon‘wbich this

review was based were drawn from the disciplines of nursing,

medicine, psychelogy, and education. Covering a span of

almost 20 yesrs, 546 articles, reports, dissertations, masters

theses, aud books were reviewed. —The literature review was
largely restrieted to empirical research reports, clinical
case studies, and expert opinions.. The‘review was further
restricted to the English language and tbe target population
wss,(i:§cifica11y, those with cardiovasculsr disease. o

~ﬁo$pitai Cardiovascular Patient Education Programs

-Education of patients recovering rrem CQBG surgery»is'au
important nursing concern as patients are expected to possess
the knowledge, skill; and motivation to‘engage in self-care
activities‘after surgery. The CABG surgicsl patient requires
specific intbrmationvabout medications,'pdstoperative |

' problems, activity progression, snd nutrition (Wenger, 1986).

Unless the patient understands and adheées to prescribed dietﬁ

exercise, and medicsl regimens following surgery, the
operative success of coronary revascularization is limited

(Marshall, 1985). Without antecedent knowledge of the

25
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"a.p‘prOpriltd courses of uctiou nocemry tfor healthy u«nyxo
changes, it is doubttul CABG surgical patients cun produce K
effective seif—ctre to maximize their physical, psychological,
and interpersonal heglth. |
"The in-hospital CABG surgicnl.pntient educational °
programs deeeribed 1& the liternture include strategies:
evaluating the use of 6 slide and sound prasentations ‘
(Barborowicz, Nelsqn, DeBusk, & Haskell, 1980)] individual and
, g?oup'teaching methods (Qwens, McCann, & Huteimyer. 1978, ‘ ‘a
White, Lemon, & Albanese, 1980 Linde & Janz, 1979;
Christopherson & Pfeiffer, 1?80), and structured andv
unstructured teaching formats (Coombs, 1984; Marshall,
Penckofer, & Llewellyn, 1988; ‘Steele & Ruzicki, 1987) with
variable effectiveness for increasing patient knowledge. In ,
addition to the eight studies evaluating educational progréms
'designed,for CABG‘surgical patients, six publications reported
. etudies evaluating knowledge leveie,of MI patients who Hnd
.received infhospital pa@ientredueation.using gimilar
strategies (Milazzo, 1980; Mills, Barnes, Rodell, & Terry,
1985; Pozen et al., 1977; Scalzi et al., 1980; Gregor, 1981;
_Raleigh & Odtohan, 1987). .

-

CABG Surgical Patient Education Barborowicz et al.

(1980) reported teachihg advantages of the slide—tape method
compared to usual hospital tcadhing metbods for changing
knoyledge,~relieving anxiety and'’ inducing health-enhancing
behaviors of uncomplibated CABG surgical patients. Patients

were,randomiy assigned to receive either slide~sound educabign

-



(n - 124) or the usual education offered in ‘the. hospital gn ='f (

IR 106).'Know1edge and anxiety were evaluated before teaching, at

’l_discharge"and"at 1 and 3-months after discharge.’ In the

e

Vhospital increased knowledge scores were eignificant in both

/ I

dflteaching groups but were more than twice as great ih the
.slif;-sound group After discharge, slide-sound group scores f

remained high for 3 mohths (and anxiety, as measured by the

i

’fState-Trait Anxiety Inventory (Spielberger et %1., 1983),
«”udecreased significantly No relationship between anxiety
!levels and knowledge levels was found Because ‘the

‘ 'investigator COnducted all the pretests, ut111z1ng a knowledge
l

xquestionnaire,with unhnown reliability and va11d1ty, one

e

"cannot confidently conclude that the slide tape method was

"’ N . ; 1

s

ff'superior
| Two research‘teams, u81ng single group de51gns to
}tevaluate the efficacy of group education, reported conflicting -
'_results (Oyens et al 1978 White et al:, 1980) Owens and |
vcolleagues (1978) investigated the effectiveness of group

fteaching for 36 hospitalized MI and CABG surgical patients

V?_The five 45—minute discussion sessionsgpeportedly increased

: patients' knowledge fromdﬁretest to posttest Still when the .d
‘lrstudy group was interviewed after hospital discharge th%
wfsubJects had questions about diet,,medications, and the
‘symptoms they were experiencing f - ‘F "it:‘g' Jd'ajf Y
‘ Conversely, White et al. (19 0). assessed the efficacy'of
:f_a ‘group approach for educating 215 hospitalized cardiac |

;surgical patients and recommended that patient educators ;_v.'
B R , , T



"i.increases iw“knowledge resulted from the education program.

M Lo E

"'However, as with many of the . studies reviewed it was probably
‘recall rather than knowledge that had been tested. because the

time between teaching and testing was rather short. Contnary

'28”‘

Y

s

to. those who assert that critically ill patients can be taught

'J(Guzzetta, 19819 ‘White et al. (1980) questioned whether the

)

anxiety associated with hOSpitalization for cardiac surgery

! 5

times of phySical and psychological stress. ' v
| Linde apd Janz (1979) introducedran individualized
postoperative education program for'EABG surgical patients

Knowledge tests administered before teaching, at discharge

2
&

'concluded that knowledge reinforcement at the postoperative
. ;visits had positively effected knowledge retention

' Christopherson and’ Pfeiffer (1980) also evaluated the effect
of individualized teaching but with the addition of a teachingf
ikbooklet Using a non equivalant R} group design, 41 CABG

1surgica1 patients received either a booklet prior to or after

surgery or routine teaching ‘A 20~item knowledge test and a
VS Anxiety inventory administered 7. to 10 days postoperﬂkively

failed to detect group differences. However, the group with

= the highest knowledge score demonstrated the lowest anxiety

/
score.,_ ‘
Ty,

g

‘might render ine\Yective any educational effovts undertaken at

3 to 4 months later) revealed significant knowledge gains that"

h- and at the first and second postoperative visits (1 month and S

. ‘remained stable at the postoperative visits " The investigators, v
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°,content of Coomb s test included physical activity,

'fstatisticar'tests, Steele and Ruz1 (1987) explored the L'

¢

L - I

S

, Coombs (1984) developed ‘A, content valid and reliable

knowledge test to determine the knowledge maétery of 105 CABG
s patients based .on the informal and formally structured o

-teaching program offered in hospital after CABG surgery The

convalescent care medications, diet, risk Iactors heart

disease and heart surgery, and family Only 66 (62 8%)

patients mastered at leaét 75% of the CABG\predischarge T e

Aprogram content

B

. Marshall ét al.’(1986) investigated the efiectivéness‘ofj

a structured teaching~guide'for-educating 64'patients abgut

’ndrmal postoperative repovery from CABG surgery Using a

nonequivalent control group pretest—posttest

‘quaS&“experimental design,; one group was educated by an"
‘unstructured method “the other group received structured

: teaching plus a guide developed by cardiovascular nurses The

¥

investigators administered a knowledge test similar to ‘a test

¢

idevised by Rahe, Scalzi, and Shine (1975), prior to teaching,

on discharge~from hospital and 6 weeks after discharge and

found no group differences Both groups attained higher totalv

) knowledge scores Kiter surgery but the instgument reliability
a8 : oo .
! <and va;idity was not reported ,1&2 L R T ¢

o ' .
Using a pre—experimental design and questionable

: knowledge acquisition of CABGgpatients who had received a

= Fi

‘structured in—hospital cardiac teaching program A 21 item

v knowledge test deveIOped for tﬁb study, was administered the
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‘evening prior to surgery to 38 randomly selected patients and
after surgery to 38 different patients. Because demographic

data were”not collected for any patients, the groups could not

T

be considered equivalent The researchers may have violated

the assumptions of the t-test by failing to assess group '
equivalence Given that the comparison groups were in fact
Zdifferent subjects, tested at different times, conclusions‘
about the effectiveness of the program are dubious. Even after L
=receiv1ng the program patients incorrectly answered qnestions'
about postdischarge activity, activity pacing, diming out ,' ":

R

sexual activity, and stress reduction: =~ °

’ ""."

vaer'all,ba,reviev,of the eight‘studies evaluating the : 35;;
impact of various strategies of in-hospital cardiovascular R
,jeducation programs on the knowledge levels of CABG'surgical
patients leads to "s‘e'v'eral‘ conclusion._ First,\ f!studi‘es
repBrted positive program effects Q&arborowicz e s‘1,, 1980'
Owens et al., 1978 Linde & Janz, 19f§§ Coombs, 1984 Steele d
.Ruzicki 1987) and three reported no. program effects (White et
al., 1980 Christopherson & Pfeiffer, 1980 Marshall et al.,.
‘1986) Second of the five studies reporting knowledge gains,

- one .used a slide—sohnd presentation three used‘structured

group teaching sessions, and one used individualized patient

4

- teaching. ‘Third, two studies reported that patient knowledge

gainwaere maintained 3 months (Barborowicz et al., 1980,
ELinde & Janz, 1979) after hospital discharge. Fourth ' B S
'*conclusions about program effectiveness are tentative because_3

_,______r

all studies failed to use a control group for; comparison. A"

i



' 'Therefore, none ‘of 'the studies revieved had the potential for ~‘-"

N

attributing the obServed results to the educatidnal programs

Cardiac Patient Education.‘ of the six studies

evaluating education programs for MI patients, only Pozen et
al. i977) used a ﬁrue experimental design. Pozen et al. found

thatfl e experimental group patients atter receiving an

'educational program irom the nurse rehabilitator, were,l -

& W R

'higher than the pretest scores.

significantly more knowledgable a; hospital discharge than.the
controlggroup about the causes of MI and their medications
mgen 50, the experimental group forgot most of the newly
gained knowledge 1 ‘month post discharge and: there was no groupﬂ

difference 6-months_1ater. Also, the hypothesis that the nurse

~

Lrehabilitator would reduce-patient anxiety; by'assisting them

' to understand and cope with MI, was not supported

Gregor (1981) reported that 100 patients with CAD using'

a self- instructional booklet increased their knowledge scores

kd

~and retained the information for 2 weeks follow1ng hospital

discharge. Milazzo (1980), comparing the effects of structured“

-patient teachingrincorporating audiovisual material to"

unstructured patient teaching, found that 25 MI patients in

V‘the structured teaching group displayed greater knowledge

lewels than‘the unstructured group. Hills,et:alﬂ (1985) also
evaluatedttheﬁimpact of a structured patient educationAprogram

on 342 patients knowledge of their ill}ess. The posttest

-~

'Ascores -on. the 23" item multiple choice test were significantly

’

Similarily, Raleigh and Odtohan (1987) reported positive‘

»
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4 1

‘effects of.a. structured in—hespital cardiovascular patient

A

education program. A knowledge test, administered before

hospital discharge and 2 months later, indicated that the :

group receiving structured individual instruction gained -
significantly more knowledge than the control group. At

hospital discharge the anxiety ‘level, measured by the’

S~ Anxiety Inventory, of the experimental group had decreased

while-the anxiety 1evel of the control group increased. Two‘

rmbnths after discharge the experimental group 8 anxiety level .

" was lower than the control group and group differences in

knowledge level were ‘no longer: evident

"Scalzi et al. (1980) found that a structured in- hospital
\

‘educational program did not improve the knowledge level of - 19

MI patients.. Knowledge retention was limited during the’ acute

"phase of illness. Patients forgot much of the program. content

x\ -
because . heightened psychological reactions blocked the

permanency of newl& tearned material. Continued instruction
after discharge reportedly improved knowledge about

progression of physical activity and other self-care.

Oactivities. Nonetheless, the in-hospital educational program

cw

‘ allowed patients and families, given their ltmited knowledge

retention, to ask specific questions thereby reducing their

anxiety . Patients and families: asked many questions the first

V' week after discharge; a time when they were more. receptive to

instruction. Similarily, Gerard and Peterson (1984) found that

,when 31 MI patients were asked during a post discharge }3

interview, about their prior experience with in- hospital



_nurses.
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0 ' K3

7Apatient,teaching,.iew‘could recall having been taught by

\

v Oi the six research teams evaluatinixeducational prOgrams

\'for MI patients, five reported significant increases in
| patients knowledge level ‘(Milazzo, 1980; Hills et al.,’ 1985
V‘pozen et al., 1977; Gregor,’ 1981; Raleigh %-0dfohan, ‘1987) and

one researcher reported a sustained knowledge increase 2 weeks

4
‘4

aiter hospital discharge (Gregor, 1981). ‘Only one study

(Pozen et al., 1977) used a control group for comparison

'Last in the 14 studies reviewed descriptions of the

knowledge test development was almost nonexistent and validlty

*

. and reliability reports were. limited researchers evaluating
'patient education often fail to use valid and reliable data

’ ‘collection tools (MacPhail 1983; Pohl 1981)

In-hospital patient education programs have not

consistently enhanced knowledge, perhaps, because researchers

,have no generally accepted standards of success for patient

education (Redman, 1981, 1984). Even where knowledge is
enhanced it is often not sustained in the home convalescent
peri?d This may be: due to the fragmented inconsistent
teaching resulting when educaters fail to use a framework to
guiae the teaching (Miller, 1984) . Others ‘(Murdaugh, 1982;

Huzzuca, 1982 Wilson-Barpett & Osborne, 1983) posit that

nurses with inadequdate teaching skills, educators who fail to

.recognize barriers to knowledge retention iacing patients-in

acute Care\settings, lack of physician suppOrt; and,lack"of;

administrative support may also contribute to variable program T



effectiveness. ' o . | ;

In short, results ‘from recent ‘research on in-hoepital
cardiovascular patient edncation are conflicting. Although
o various modes of presentation have been examined with respect
to the in-hospital setting, few definitive conclusions can be
drawn in regard to the superiority ot a particular approach

)

The current advanced statns of patient education and the .
increased availability of technology should serve as &
gtimulus. for professionals to. develop and ‘evaluate interactive
educational programs and effectively apply existing techniques
(Wenger, Cleeman, Herd, & McIntosh 1986).

Outpatient Cardiac Rehabilitation Education Programs

0f the few studies that have examined outpatient: -‘vﬂ

‘education programs, interpretations are questionable, given

the lack of experime talﬁc ntrol and small sample sizes.
. Py

und that patients gained ‘knowledge of

Several researchers'
.their condition and medical regimen in outpatient

rehabilitation programs (Rahe, Tuffli, Suchor, & Arthur, 1973
Rosenberg,:1971, Scalzi et}al., 1980; Raviaro et al., 1984,
Morley, Ribisl, & Miller, 1984). Other inve.stigators 'found |
that patients in/outpatient rehabilitation programs tailed to*\;
improve their understanding of CAD life style changes, or
psychologic status (Bengtsson, 1983 Stern & Cleary, 1982;

' SivaraJan et al., 1983; Mayou, 1981' Horlick et al., 1984)

Four studies investigating educational strategies in
'outpatient‘rehabilitation programs-were found in the -
“literature. Of these, two used”alsample_including CABG ‘

. .
\ ¢ . T

5
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,surgical patients and two studied ouly MI patients. Raviaro

et al. (1984) examined the psychological and psychosocial
'tunctioning oi 48 cardiac patients who had either experienced
MI or undergone CABG surgery ﬁsing -1 nonequivalent control‘

' group, posttest only design, subjects were assigned, L
nonrandomly to either a treatment condition and participated‘.
in a 3 month'exercisevbased‘cardiac rehabilitation program‘or

| a routine'care condition. Patients in the treatment group
-participated in 3 one ‘hour exercise sessions each week for 3
months. Informal patient education was provided when patients
raised questions with their therapist. v

The treatment group, assessed 3 months and 7 months
‘later, evidenced 1mproved understanding of heart disease
ﬁpositive self-perCeptions, and better psychosoc‘al
functioning: On the other hand, the treatment did not
influence trait or state anxiety or perceived disruption in
daily functloning .The results require cautious o
interpretation because knowledge about CAD was assessed by
asking patients only 5,open—ended questions; it is5uncleangif
the same .individual impleménting the treatment also ’ |
*administered the knowfedge test.-The coding and scoring of
-patient answers were not discussed.

Morley et al (1984) evaluated 2 teaching methods
(slide—tape and programmed instruction) with a control method ~
‘of traditional: lecture for 20 patients enrolled in a cardiac
rehabilitation program. The researchers found greater
“1knon1edge gains in\the‘slide-tape (n = 5) and

- . » . ) , “

—. - 3



'because of the teaching methods employed

‘38

programmed instruction (n = 8)° treatments than the trcditionul

lecture (n =-7) at 1.5 weeks whereas at 68 weeks only the

) slide-tape methodamaintained greater knowledge gains. However,

the superiority of the slide-tape and progranmedeinstruction
trentments may have resulted from the repetition,ot content f
received by these groups; both groups attended the routine
lecture and then received the treatment. Additional
confounding variables ineluded allowing patients to take the
programmed instruction booklet away from tne-test site and

Y

using identical”test versions in the retest. These factors

b

limit confidenCe in concluding that test scores increased

R ¢ . : Va
In a randomized>control group, time series study of 358

MI patients from 7 hospitals, Sivarajan et al (1983) examined

compliant behaviors 3 and 6 months after patients had attended

group3¢eaching/counseling sessions. Patients' knowledge levels

b
}

were not assessed and the teaching and counseling program

demonstrated only limited effectiveness tor facilitating *
compliant behavior Horlick et al (1984) found that a cardiac
rehabilitation education and group discussion program,
a'nistered to a randomly selected group o)‘: 83 MI patients,
failed to produce any differences in a large number ot |
behavioral and psycho%ogical measures including state anxiety.
The'researchers recommegded that cardiac rehabilitation focus
on high. risk- anxious,gand.depressed patients.'

The outpatient cardiac rehabilitation ‘1iterature contains
various descriptions of outpatient cardiac rehabilitation>

o}

an
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progfams by those who eSpousew he beneficial effects of
education on patient recovery. There is 1imited empirical
support for the premise.thut traditional patient educatibq has
beneficial results. The paucity of studies evaluuting
outpatient//Aucational programs for CABG surgical patients
implys that few attempts have been made to deal with
educational and counseling rehabilitation needs after CABG.

surgery; ic cannot be assumed -that same approaches be used as

‘after MI (Lamm, 1988).

Anxiety and éABG Surgery

As evidenced in seQerai of the evaluative studies of both.
inpatient ;nd outpatient cardiovascular éducgtion programs,
reducing patient anxiety along with increasing gﬁeir
kﬂowledge,‘was an impbrtant.program objective (Pozen et al.,
1977{ Barborozicz,at al., 1980; Christopherson & Pfeiffeg,
1980; Raleigh & Odtohan, 1987): Indeed, since the advent of
cardiac surgery, there has been an increasing bOdy'bf
literature concerning the long-term psycholbgical seQuélae-for
| the patient. Researchers have reported that many patients haveb
less than optimal psychological functioning after open-heart
sur;éry (Blagbly & B;qchly, 1968; ‘Kimball, 1969, 1972;‘He11er,
Prank, Kornfeld, Malm, & Bowman, 1974; Frank, Heller, &
Kornfeld, 1972; Blache?, 1978).>lore recéntly, the
psychological adjustments of 'CABG surgical patiénts have peen"
explored (Rabiner & Willner, 1976; Gundle, Reeves, Tate, ﬁaft;
& MclLaurin, 1980 Ramshaw & Stanley, 1981, 1984; Kornfeid,

}Heller, Frank, Wilson & Malm, 1982, Bruce,lBruce; Hossack, &
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Kuéumix 1983- Horgan, Davies. Hunt, iestlake & Mullerworth,
1984 Rudley & Green, 1985 Joenkins et al.,1983; Gilliol.‘
w1984 Iilson-narnett 1981) Seven of these reports 1nclude
either descriptive or empirical evaluntiona :f patients'’
anxiety levels after CABG surgery. .

"Rabinir and Willner 11976) reported that 15% of 46

-

- patients followed for 18 months atter CABG surgery experienced
psychological symptoms. .Most suffered from anxiety and‘
depression ¥ith rare exceptions patients experiencing anxiety
‘after the hospitalization did not experience anxiety while in
hospital. Ramshaw and Stanle? (1981) also 1pvestigated the
psychological sequelae of CABG surgety.fqr,sa patients, 12 to
. é? mqnths affer surgery. The majority of the patienté
described an overall decrease in activity, somatic:égncefns,
and (fgling anxious; they were hnable.to cope, éaQily
irritated, and even, ﬂggressive.

Radley and Green'(1985) infervieyéd 40  CABG surgical
patients 11 months after sufgery regarding théir course og
recovery, activity patterqr and style of adJﬁstment to
surgery. A questionnaire, baéed on the work of others .
(Herzlich, 1973; Kihball, 1§69; Ramshaw & Stanley, 1981), was
designedvté assess patients' adjustment to CABG surgery. Three
‘main styles of adJustment.were detérﬁinéd: 'aécommodation,
active-denial, and resignation. A combination of slow healiﬁg
following" surgery ahd“lack of employment lead these
indi&idugls to focﬁé on theinjlimifatiobéﬂwith consequent

anxiefy. Those patients who made a large dégrée of
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accomodation poltoperativoly displayed decreased gctivity '
dombkrod‘to their preoperative status. These pztients readily
admitted to feeling anxious during recovery; they coped by

closely monitoring and controlling their lives.

Radley and Green euggested that patients might differ in -

the information thefgseek and in hov they respond to setbacks
either in their physical condition or in their social lives.
The investigators found that a digcrepancy in perspective
between patient and phyéiciannon issues of yhysiéai illness
and social adjustﬁeﬁt lead to unéertainty and anxiety in the
patients. The findings sdggested that patients making
accommodations are best able to surmoﬂﬁt potentigl
’difficulties_leadi&g ub to CABG surgery and to face setbaqks
thereafter. This insight is important for nurses‘counseling
patients in the home cbnvhlescent period.

Jenkins et al. (1983) interviewed and tested 318 patients
 before and 6 months after elective CABG at 4 Jgiversity
medical centers.  Although angina was completely relieved for
69% to 85% of patients, the first postoperative month was
pafticulgrly qifficult_for 43% of patients, as measured by*the
S-Aniiety inventory (Spielberger et al., 1983), and 37% of
patients vere unable to carry out usual activities for 25 or
. more days. Similarily, Horgan et al. (1984) assessed anxiety
levels of 77 CABG surgical patients before suﬁ!ﬁyy'and 3
months and 12 months after surgery. After surgery: abnormally
high leVélsipr-anxiety, measﬁred byhthe S-Apxigtyzlnve?tory,

were present in about 50% of patiehts. Anmiety level was not

Ny
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correiated with the surgical result. | |

Two nurse researchers repprted similar problems and
concerns‘expressed by CABG patients in the earlv home ‘
convalescent period. After interviewing Oo.patientl over a 24
month period after CABG surgery, Iilson-Barnett (1981) found
that just over 50% (37/60) of ‘the patients had re-umed full
activities in the postoperative year and 30 activities wvere
described asgbeing difficult for some time post-operatively
including lying flat, driving, bending over making the bed,
and having the courage to go anywhere alone. More importantly.
from the patients' perspective discharge teaching was sadly .

A
lacking. There was immense vari

on in the amount of ady}ce
about recovery and activities edly received by‘patients
from hospital staff. The maj eceived either- "none" AP a:
few blanket phrases such as "take it easy". This omission lead

to considerable anxiety for ‘14 patients.

. Gilliss (1984) conducted an explo atory study to identify
/

the major sources of stress for 71 pa‘ients recovering fron
CABG surgery. After the'firSt veek at home , patients began to-'
physically test themselves, often reshlting in discouragement
_at the physical limitation which became apparent The 6 week
assessment by the cardiac surgeon was viewed ast milestone.
Because so .much emphasis was placed on this appraisal and’
because it was often the first contact with the health.care
system since hoSpital discharge; patientslapproached the visit
' withnmany'questions.»host patients reported great

. ~/ .
dissatisfactién with this contact. Patients were reportedly

5
L3



"apprgpriate referrals might have facilitated problem solv1ng;”’f';

B

g di‘t‘ : _k“ | “;.p '>‘>~',‘ SR ”,V’ig 4l
. . ‘ N 0
unable to ask their;questions and their complaints were

v

miﬂimized as being normal. Gilliss concluded that because of

“the dramatic decrease in contact with the health care system

-

during the first 6 weeks at. home and because most patients had

~

unanswered‘questions and concerns, regular telephone contact
with patients and spouses would have provided the couple an_

]oppqrtunity to seek information, validation ‘or to experience

r

catharsis. Further early detection of psgblems and

-

and thus, decreased patient anxiety GllliSS suggested

-

follow—up care via phone calls and homﬁ:health visits to

Fbinpoint problems soon after discharge thereby preventing

’pliterature supports the premise that many patients after CABG

: of anxiety in CABG‘surgical patients.‘-

’Vfunnecessarily prolonged recovery

- The results of these studies and others (ﬂasser 1979;

| injeck 1984 Yamada, 1984 Cozac, 1985) indicate that CABG

"surgical patients, unaware of what to expect in the home,

>

vconvalescent period vexperience anxiety A review of the
7

surgery appear more disabled by anxiety than by the o :
7, h ] ! e
.physiological consequences Further, the literature indicates

'nﬁthat the patient s anxiety)influences cognitivéﬁfunctioning
“and the subsequent performance of self—égre E‘haviors - 4i"'

s However only within the last 2 decades have there been '.;; ‘.

lefforts to evaluate the frequency, severity and consequences

&

.

r
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Anxiety and Patient Education

|

Anxiety is a commonleoccurring emotion which can

jpreclude the possibility effective patient education

ER

(Whitman Graham Gleit K Boyd 1986 Webb, 1983) Patients"

. level of anxiety can de;ermine ‘their readiness to learn and - T
i‘subsequent ability and willingness to carry out a therapeutic
'f”regimen (Cronbach 1977, Brﬁndage & Mackeracker, 19§63 Health
professional who blindlg\proceed with patient teaching without

l’cons1der1ng patients anxiety levels not only conduct a: futile'
.Texercise but also run the risk of losing rapport and trust
Q:that could’ emhance future efforts (Falvo, 1983). , : .
Wl ; The . relationship ?etween learning and anxiety is complex/F
‘% (Sieber; 1977' Redman £1984) Mild to moderate anx1ety |

rimproves a; person s learning capacities Severe anxiety,

'7howefer results in a reduced perceptual field and the

S

ty to focus attention. Incidental learning is lost and
/

becomes oriented towards avoidance The learner loses

' formulate meanings,iand 1nt@grate and retrieve’ information

(Sieber, 1977) That anxiet? appears to have a detrimental

x:/‘/ 9{

finstructional methods (Lefrancois, 1982 Tobias,=1979)

Although considerable attention has been focusediLn patient

-/
'education as a means of fostering understanding and reducing

'anxiety, the relationship between learning and heightened ./"

"anxiety states in cardiac patients remains unclear piie
/Budan (1983) and others (Meyer, 1964 Langer,,Janié% ‘,ﬂ

e
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' Wolfet, 1075; Sime, 1076; Barborowicz et al., 1980; .
Finesilver, 1980; Toth“ 1980' JohnsOn;'1972).£ound‘that‘ 6o
patient education effectively reduced patient anxiety. ' "". ;

.IOtherslghoweuer, found educational programs inetrective in
reducing patient anxiety (Kubinec .1982; Christopherson &

'ijeiffer, 1980; Pozen et a1., 1977 Raleigh & Odtohan, 1987)

s

" Three of these researchers specifically .examined the

) relationship between.cardiac patientS‘ level of knowledge and

A

level of anxiety (Budan, 1983; Kubt nec, 1982; Barborowicz et

al., 1980)- :
. /

Budan (1983) evaluated the effectiveness of an ¢ . o,

' : /
inrhospital cardiovascular patient education program using a

single group pretest posttest design and explored the

relationship between learning and anxiety. After exposure to
. ] | s _ ’ - ,
“the patient educﬁiion‘program‘uSing a variety of media

1preser tations (writtén material; slid%—tapgmprogrdms,k
: H

individualizen in:trnction), 12 patients demonstrated —

Fa knowledge levels and;decred%ed anxiety

levels (MEasured by the S- Anxiety Inventory) Advancingrage.
. - & Vs
did not hinder patients ability to learn whereas patients

significantly increas

‘ ~\“i¢h a high school level education or less did not demOnstrate
sign;ficant knowledg gains.. The results of this study must ‘
: »
e “4yﬁn ‘thi, 158 t of its limitations. Like
% g

zmanyidlinical stuﬂies on patient education the sample size =/¢yf
was small ()here*vas no control group, and randomization was

‘,not possible. Additionally, the sensitiﬁing effects gf

.7 4

pretesting was not controlled by the design. §§§3.

-
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In- contrast Kubinec (1982) was unable to demonstrate

,'knowledge gaine\esjreduction of anxiety in 24 cardiac patients_.~

v

enrolled in a structured outpatient pardiac rehabilitation.
Nor did Kubinec, like Barborowicz et al. (1980), find a
significant association between knowledge and anxiety Other
‘invesmigators found educational programs ineffective in

decreasing patients,«en}ie

‘anxiety after makingwbef“ “:' . bhanges 2 months (Raleigh &

Otdohan,.1987) and 6 months aftér hOSpital discharge (Pozen et

al., 1977).
Stanton, ‘Jenkinsn Savageau,lﬂarken, and Aucoin (1984)
explored patients perceptions'of the adequacy-bf the

'Jar
insfruction they had received and also identified commonly

revealed that more than half felt they had not been adequately

Meyer ‘and Latz (1979) reported that emotional distress,

t‘particularly anxiety, influenced postoperative cardiac

i.'surgical patients abrlity to learn, and subsequentiy, their

,rehabilitative progress.» o o,
In short _attempts,to clarify the relationship between '
lCABG surgical patients' level of anxiety and level. of

knowledge are meager Given the contradictory findings in

yprevious studies, further research regarding the relationshipV

7

between learning and anxiety in CABG surgical patients is

’warranted. Support isﬁprovided for the inclusion of a*

oo : k ' 0

;'ut;the patiente demonstrated low

\ months/after surgery A standardlzed interview of 249 patients"

_prepared for the emotional rea&tions they encountered at home..
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“k””‘counseling component in a .cardiac rehabilitation education

program designed to promote self-care in CABG gurgical

" patients. . - S S

>

Telephone Use by 'the Health Care Team .

‘ Avxeriety of professionals have explored the use of the '
telephone as a means of assessing and delivering health care,
education and counseling to the public with variable success
(Pederson & Babigian, 1972 France 1975 King, 1977 Bertera

& Bertera, 1981 Horn Manuel, & Olvany, 1982) Further, the

telephone has been used to educate and counsel peOple on an_

individual basis (Altman,. 1985 Pope, Yoshioka, & Greenlick
1971' Heagarty, Robertson, Ko%a, & Alpert 1968* Bartlett &
Meyer, 1976 ; Nicklin, 1981; Stdréﬁalt Linn, Goday, Knopka, &

Linn, 1982 Schreiner, Gresha? & Green, 1979) and in groups-

(Evans & Jaureguy, 1981). Edu&ation and counseling by

telephone has been successful“to varying degrees in affecting

d

e

health-related knowledge and behavior (Wilkinsdh, Mirand &
Graham 1977; Stirewalt et a1., 1982;. Darnell et al., 1985)
‘ Much of the existing research on the use of the telephone
by health ‘care’ professionals has focused on epidemiological
investigations .such as tracking demographic characteristics of

callers, community health needs assessment and infrequently

g on assessing post-call behavior. There are’ few . studiesA

attempting to establish the extent to which callers'

[ 4

‘ knowledge, attitude, or behavior may change following

telephone counseling (Auerbach & Kilmann, 1977) Of the 18

: studies found which described the use of: the telephone for

K
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vcounseling 5nd teaching purposes,.eight involved MI/CABG

(I

' patients .
There is potential for systematic education and support
- of chronic disease patients through: telephone contacts both
received by and initiated by health professionals. A cancer
jtelephone information program that provided pre~recorded
nmessages was evaluated (Wilkinson & Wilson, 1983; Wilkinson et
al., 1977 1976), although this program was different from
most. programs in that no substantive interaction between the
caller and a ‘health professional occurred Altman (1985)
2

investigated the effects of a telephone information service on

the\post—call behavior of people with undiagnosed symptoms of

-cancer:. The findings support'the important role that'telephone,

Vinformation ‘serves in the secondary prevention of cancer and
‘in the delivery of effective health programs. Bertera and
Bertera (1981) found regular telephone counseling of
hypertensive patients to be as effective clinicalIy, and more
cost effective thanrclinie—visits. Telephone counseling of
;pediatric diabetics and alcoholics has also been reported
}'though on the basis of contact being initiated by the caller
uwhen requiring help to’ cope with acute episodes (Hoffman,

0'Neill, Khoury, & Bernstein, 1978; Intagliata, 1978).

_ The management of five common pediatric prohlems by*

g pediatric nurse practitionersir pediatric house officers, and
% /

; pediatricians was evaluated by taping telephone calls to the
three . groups and scoring them for history taking, disposition,

and 1nterviewing skills. The pediatric nurse practitioners

~
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scored ‘higher in all areae than.the other two groups'using the

telephone, (Perrin & Goodman, 1978) More recently, o Ey

[

Helm-Estabrooks and Ramsberger (1986) presented a case sﬁhdy

suggeeting‘that appropriate.aphasia rehabilitation programs o

could be conducted ‘with success over the: telephone. They

found that the patient's ability to produce and understand
grammatical COnstructs improved, supporting the use of
telephone therapy with patients who 'ere unable to attend

.clinic sessions because of geographic inaccessibility or
transportation problems. |
Evans and Iaureguy (1981) conducted an’ experimental study

to evaluate the effectiveness of an outreach telephone ii?gram

for 12 isolated legally blind elderly clients. The ' subje ts

' were assessed before and after the study for 1eve1 of social

activity, affective disorder,'and other variables related to

.personal goal attainment The experimental group was
teleghoned weekly by a counselor at a designated time for 8
weeks ‘and was put into a conference situation in which
participants could talk with each other. The te}ephone program
permitted~expression of psychosocia1~problems, prov131on of
information about resources, group problem-solving, ’
development of. comradery, and buildiné’of confidence among
group members. Moreover, individuals at risk for affective

' disorders were identified The researchers recommended marke"j

changes in- service delivery to the chrenically ill with an_‘

<q

emphasis on outpatient telephone suppog&lve intervention."

Evans, Fox, Pritzl, and Halar (1984) described a

)

|

.



telephone group counseling program for 16 patients with
physically disabling neuromuscular disorders designed to
address: their feelings o! discouragment and loneliness related .
to being too inactive to remain healthy. A majority ot ‘the
participants reported being less anxious and more socially |
involved as a result of the intervention, Ease,with which

‘ groups were conducted'and positive teedback trom participants
suggested that researchers should explore the potential of
treating affective problems and knowledge deiicits of other
'patient populatiobs such as: cardiovascular patients, through
~regular telephone contact. |

. In this vein, researchers'have'used the telephone as a
method of provxding follow—up for MI/CABG patients (Nicklin,
1986; Stevens,.1985, Frasure-Smith & Prince, 1985, 1986;
Bilodeau & hackett l971' Owens et al., 1978; Billie,_1977;
Fletcher et al 1984 Daltrgy. 1985‘ Prowse, 1987). As the
length of hospital stay hES'decreased cardiovascular patients
3have become increasingly responsible tor self-care after |
4_discharget’The prospect of going home is.oftennabdistur g
and frightening one for cardiac patients regardless of the
‘nature of the postoperative course (Hart & Frantz;v1977;

. Yamada, 1984; Cozac, 1985)% In additi—on, Newby (1986) reported
| that, despite individual instruction given to . CABG patients by
,the nursing staff, patients failed to retain this information
-They were reluctant to take ‘up the staff' s time and ask -

questions they perceived might be considered triv . Newby

—concluded from data obtained by home visits to patients after
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.discharge, that CABG surgical patients required continued

education and support in'the home conralescent period' the
telephone has been investigated as a means to this end

Through a telephone callback system a Canadian nurse
researcher (Vicklin 1986) examined the types of problems
encountered at home by 217 patients recovering trom cardiac
surgery. Patients were encouraged to telephone the on duty ‘.,
nursing coordinator at any time Nicklin discovered that many

¥

of the 253 patient ‘concerns were expressed within the first 2
weeks after discharge; concerns largely related to the
cardiopnlmonary system (31.3%) followed by medication problems
(14. 7p) and gastrointestinal problems (13. 4%) Over a 4 month
period 217 calls were received, 40% of which were received
during the first week after the patient returned hom’ﬂ? of
these?calls, 40% were significant enough to:warrant directing
the patient to an emergency department or to contact the .
physician. ] - Lo Co |

'Health professionals cannot‘ before the patient is
discharge from hospital, anticipate all the- problems which
might arise during the home convalescent period Because
problems arise at home for which teaching and counseling are
reqﬁired there is a need for more or different information,
beneficial to the patient and family during.the rahabilitation
phase. The system of telephone callback may. be one'important
strategy to provide patient feedback, to didentify patient |
learning needs and to reinforce predischarge education
(Nicklin, 1986; Moybihan, 11984). |

o
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Using a pretest-posttess."control group, experimental

design, Stevens (1985) investigated the impact of patient

education follow-up by teléphone on'the knowledge level of MI

patients. Stevens fbund that the telephone teaching program,.

.delivered to. patients during the first 8 to 8 ‘weeks following

hospital discharge effectly increased 29 experimental group
patients' knowledge in the areas of the MI " its effects and
related self- care measures and recommended exercise compared

to the control,group. Although group differences were not

‘ found in the teaching areas of diet medications, activity

restrictions and rest the experimental group evidenced a

higher mean kﬁOWIedge score than' the control group in all

{

1 areas except rest. As well, 29 MI patients, ‘when telephoned bv

a cardiac nurse,.verbalized a number of questiOns, concerns,

and symptons related to:recommended lifestyle changes and

personal or home problems | |
Frasure—omith and Prince (1985) selectedwthe telephone as'

the preferred method for monitoring 453 cardiac patients'

stress level on a monthly basis after hospital discharge. ?he

researchers suggeStedgthat telephone monitoring had.advantages
over a;faceeto#face administration of a questionnaire in terms
of cost and potential reduction.in patients' stress levels.
Furthermore, kiven thellownreturn rates and'time delay ina:
receivinv mailed questionnaires, the telephone was deemed more
expedient. Use of a tape recorded telephone questionnaire was

also considered to be too impersonal As well, patients could

become frustrated with answering questions it the allotted

3
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time interval for answering eacu’question was too long or

[
¥

short.

More recently, Frasure Smith and Prince (1986) described
outcomee 6 months after M1 patients participated in a nursing
intervention‘Prograu. The program, designed to reduce stiress
levels and thereby prevent recurrences(oi MI, provided
indiVidualized interventions involving a combination of
teaching,”support and referral strategies. The average high
stress patient required only 6 hours of nursing contact The
. results suggested. that the program-lowered stress scores and
reduced 1 year death.rates by 50% but made no differfence in
hospital readmissions. N ' -
Bilodeau and Hackett (1971) initiated bi-weekly telephone
tollow—up calls to MI patients. Immediately followihg hospital
discharge, MI patients_raised many concerns and questions
about-the natureiof the=illness,_medications, nutrition,
medical care following discharge, smoking, work and
activities, illness and death of other MIi;atients, family
attitudes, and current and future health states. Accordinnlyu_
Granger (1974) suggested that telephone contact with the MI
pa‘iznt immediately following hospital discharge might reduce
their anxiety. | ’ | ' |
" Owens et ar.,(1978)‘gave medical and surgical

cardiovascular patients the telephone numbers to call if

Equestions arose after discharge but none utilized this service

‘ even though they had questions when contacted by the

investigator. When' the study group was interviewed after
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discharge, questions were_trequdnt}j asked about diet,
medications, and the symptoms they were experid®mcing. Fletcher

* 4

et al. (1985) reported the utility of individual = - -
telephonically mqnitoring home exercises for 46 CABG surgLSil

| patiehté for whom travel time, distance, and lack of
acpessibility to structured, medically supefvised'curdigc
rehabilitatyén programs posed significant problems. Fletcher
et al. fognd that(the system of home telepﬁone audio and

electrogandfogram (ECG) qonitoring was practical and feasible

because the transmission system was technically sdund and the

ECG tracing for heart rate and rhythm was clear and easy to
interprét by the consulting‘cardiologists. Daltrdy (1985)
used the telephone, without success however, as a means of
providing educattional counséling to a group of i74 cardiac

patients in an effort to increase attendance in the first 3
' : 4 .

i

_monéﬂs:of outpatiént cardiac exercise ptbgrams.

The poiential advanfége of health teiepbone progrdms
combine some of the positive compénents of masé‘mediaﬁ- high
exposure; conven;ence, cost'effectiweness‘- with a positive
component of face-to—face_intgracgion - personalized
attention. Findiﬂgs from the 1iteiature guggeszﬂtﬂht the
telephone can be etfeétiye for providing follow-up care-for
enhancing knowledge, reducing anxiety and subsqquently.ff

. s
facilitating self-care actions.

In summary, a review of the»literature_leads to a number
_ of conclusions. First, in-hospital and outpatient

‘cardiovascuiar education programs have not consistently

i
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enhanced CABG.Jurgicul putientea knoeledce‘orwreduéed tnfif .
anxiety. Even when knowledge is enhanced, it’ often is not
retained in the early homé convalescent period.’ SQcOnd CABG ’
‘surgical patients, unaware of what to expect in the h
convalescent period, experience anxiety. The first few weeks
of the bomefconvalescent'period are particularly |

anxiety—provoking*forHCABG s&rgical'pdﬁients; sn&sequently,

they have many unanswered questions ang/concerns

{

the conflicting findings in previous résearch b4

Third, given
ther |
empirical research regarding the relationship be wéen anxietf
and knowledge in CABG surgical patients is warranted.

Finally, the literature supports tbe inclusion of, a counseling‘
component in an educational program deli by telephone to

promote self-care in CABG surgical patients.



CHAPTER_TTI ., e
lethoda and Prooeduree |
The purpose of this chapter‘ﬁh-to present the methodology
and proeedngee ueed‘in this‘experimental etudg. The -
discussion tocueesyon the research design, a description of
rontine rn:hgspital teaching and the eupportive-educntive
telephone program, sample,‘eetting, inetrumentetion, gselection
and trainfng.ol reseafch assistants, data collection
procednres; and pilot study procedures: Finally, data
v analySis proceduree are discueeed. |
‘ ‘ . : - Resign
A posttest only, controgggroup experimental design was
.used for this study. M1l patiente eligible for participation
in the study were randomly assigned after hospital discharge,
to either a control or an experimental group. Measures of
state anxiety and knowledge were obtained on both groups G
weeks after surgery. The experimental group participated in

4%

the supportivefedncative telephdne *fogram beginning'within 1
. ; . ¢ bR -

‘:fweek efterﬁhospital discherge and concluding 6 weeks hence

\;Q(See lable 1). ‘ ‘

fﬂf o According to Kerlinger {1986), the posttest only

hfexperimental design has the best'theoretical'control system of
any design, is statistically and structurally elegant and if
Textended to more than one variable, it can test eeveral

. bypotheses*at one time (p. 306). le;eover, it is euperior to
the troublesome aspect of before—after designs, wvhich may ‘

fdecrease the external validity of the experiment through the

~
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sensitizing effect on su%ficts created by a pretest. ‘When a~ ‘

pretegt sensitizes both groups, it .can make the. experimental .

subJects respond to the treatment wholly‘or partially,

) t

: 4
because of the sensitivity,'resulting ina lack of
‘generalizabiL}ty .lt may be possible to generalize to'

'pretested groups but not to unpretested ones. \Ihu//Camphell

'fand Stanley s (1963) suggestlon was heeded Wben:unusual o (:{>;
testing procedures are to be used use designs with no o A o

v’pretests -Bruce et al. C1983) empha51zed that patlents are
_frequently unable to concentratJ and to cOmplete a lengthy .
'-aﬁd complex questionnalre during the acute stage of illness.~
f Aféer a reasonable recovery, thlS becomes fea51b1e Flnally,
‘randomization tends to produce study groups comparable w1th

respect to known as well as unknown factors and removes

investlgator bia§~in the allocation of subJects (Frledman Y
. ‘o i » : . ) »
.FugPerg, & DeMets 1983)."' . o
y) -~ . . . . . '
. Table*1 ' . | R O
'Reseaxrch Design | I i Lo .
S : ﬁospital Dlscharge Treatment e PostteSt s
o . ‘ * * *
,:\_hﬁmperiméntal Group R X A" B
Control Qroup Tl T . R . A B

g . SR . . «

3

R . . § u . £l

Note.1* = S Anxiet;\lnyentory . o "_‘; N ;
XX Knowledge questionnaire ‘ '

"i“‘RM-\Ran%eﬂkassignment G A : o : S B

s . ) B w? )
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' Routine In-Hospital Teaching ' "

. In the study hospital both reoperat“ 'postoperative
5 sratilve

teaching are designed and implem nted by rsing statr‘in'

collaboration with the dietician, the cardiovascular surgeon,
A

i the anesthetist the physiotherapist and the cardiologist,

Filmstrips, models, and booklets are available to the staff ;

t'

for the purpose of patient teaching.. The CABG surgical patient
receives both group and 1ndividualized teaching with an

' emnhasis on family involvement Members of the cardiac

u(

~self- help group, composed of individuals successfully

 ——

recoverinv from CABu surgery, v1s1t the surgical ward each

Wednesday They answer quéstions and discuss concerns of
available preoperative as well as postoperative patients

Prior to hospital discharge the patient and significa;} ,

otne;s review diet, medications, treatment procedures, “”

x

»
aqtivity restrictions .recommended exercises, as well as .

»~

follow-up procedures such as exercise tolerance testing All«\
*ipatients ou the surgical ward are given the telephone number -

\651 of their cardiologist their family doctor the emergency

,; ‘departmenf the CRNS and the surgical nursingfunit along with
two patient teaching booklets (Burrows & Gassert 1984)

’, Information is provided regarding the cardiac self-help group
along w1th the time and dates of their mohthly meetings.
Patients are informed nf(\he available long—term cardiac

.

‘. rehabilitation programs whictheginre weeks after hospital

LI

discharge. Additionally, prior to hospital discharge, each

”=study participant was visited by thé CRNS QO establish rapport
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o with the participants who would receive the';edephone program.

Fidally, the patient returns to the stuﬂy hospital s
cardiology department approximately 8 to 7 weeks after surgery

/
for an exercise tolerance test and a, physical assessment by

the cardiologist The personnel in thé Cardiac Rehabilitation
Unit in the study hospital continue the follow-up evaluation
,”if of the patient after hospital discharge.; For the purpose of '
this study,'specifically, for the duration of the data |
B col}ection period, patient follow—up consisted of the deliveryf
‘. of the supportive-educative telephone program@to the *
experimental group- only The control gr;hp dld not receive
follow—up care from the cardiac rehabilitation personnel until

the 6 week follow—up visit to the cardiologist. ‘ o

Thc Suppcrtive Educative elephone Program

The supportive educative telephone program was an

‘*:"

. interactive program inVOIVing information exchange between the

participant and the CRNS through a series of four to six CRNS
v

initiated telephone ca}is during the firsﬁ%b to 7 week home

T

oonvalescent.periodmﬁ The program was designed to assist
Qr» partdcipants to gain knowledge and improve decision—making and
coping skills thereby decreasing their anxiety The goal of
the telephone program was to reinforce cognitive and affective
information previously provided to the patient during:
hospitalization and to supplement information that the‘/
hospital health care team may not have covered ‘_}Jw»;ﬂfini
: Likewise, the goal of the supportive educative telephone.bo‘
. program was to enabﬁe participants to incorporate the R |

» . ) : L K ? g
: C . . T A o S ¢

S
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finformation Into théir,behavior improving their potential for

4

'positive self -care rather than merely enabling participants to

/

'regurgitate the information back to the principal " +

‘ investigator. The principles and philosophical underpinhings

of this program are clearly outlined by Teo and Kappagoda o

uO

- (1984). Thus, the purpose of. the telephone program was to ‘
‘reinforce postoperative teaching and to address ‘the need for

'new information about specific concerns accompanying the home

. . .

~convalescent period\ concerns CABG, surgical patients often

The supportive educative telephone program was' .

implemented by a CRNS w1th acknowledge expertise in cardiac'

b4

¥

’

rehabilitation, 11 years experience in cardiobascuiar surgical .

nursing,iand excellent communication and analytical skills

,The role of the CRNS was to empower participants to act on

their own behalf by providing information ,assisting with

'i'practical problems of implementing recommendations suggesting

=‘7that ‘was relevant and comprehensible."‘

alternat1ves,=and prov1d1ng support in the acceptance and

__,-——-f

integration of new knowledge. Basedaon principles of adult

— a.
N .

=

The CRNS conducted an initial assessment of. each

‘,'participant's learning needs a Lenaﬁng to the participants

.attitudes, and feelings about their ¢, g?ition and treatment

tone of voice and choice of wovds.;Through the initial verbal
exchange, the CRNS assessedfparticfpants' lite styles, general

b

and their reoept1v1ty to new . information Learning ’

&

®

) teaching and learning, the participant reCeived informatipn ;

e T . ' ‘ : '58 o
- . . PR . . - . .
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"failed to consider while hospitalized.. ‘,;'v ‘ " S ~
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: capabilities were determined by noting the participants'
“language structure and level of communication. The CRNS

%ontinued to assess participants' learning needs during each

éubseguent telephone call The CRNS reinforced clarified or

) in%roduced new information based upon this nursing assessment.’

N
?a ‘The specitic content of the - indiVidualized teaching

o consdsted of ‘the participant s present cardiovascular illness,

-

its effects and related self care measures, diet medications.

g physical activity restrictions, exercises, and rest This“

content is cons ent with the recommendations outlined by the

>

W ' :}.
-American Hcart Association (1986) The CRNS was more than a
' m o :

bearer of information, ‘the . CRNS was also a fa01litator of

alearning and problem solving rather than only a teacher of
: g& .

,facts ‘

i Aﬁ important component of the supportive educative

.‘

_telephone program involved encouraging the participants to

" ventilate their pyoblems and conceras, to obtain information
'about their postoperative feelings and - behaviors, to receive
‘supportﬂto reduce reliance on unhealthy defense mechanisms,

',and to increase coping skills. Thus,.the CRNS,, a competent
source oi advice and info'?amion, also helped participants
clarify%issues and reach gqals compatible with their'

P

es and life stxles 1In consultation with the

lparticipant 8. cardiologist referrals to. outside community
agencies were made ‘as; deemed necessary | |
The participants received thé initial telephone call

during the first week of their home convalescent period

-

e

3. VRIS



“Prior to the termination of this call, the CRNS and the = °

participantfnegotiated 8. convenient date and time'for

subsequent calls In addition, participants were reminded to

‘call the CHNS during working hours should any problems and

concerns"arise ‘between calls. '

The supportive-educative telephone program.was delivered
from a room 'located: in the cardiac rehabilitation department
at the study hospital The CRNS shares the telephone in this
room with a. CRNS who provides iollow—up to MI. patients.y This
room, containing a variety of exercise equipment is also used

for upervised exercise training of’ cardiovascular patients.

v

-x;fEach telephone ca11 was tape recorded and the cassette tapes

were locned in-a- filing cabinet in this room.

Semple

- Criteria for Selection

The population from which this convenience study sample

- was drawn 1ncluded all patients admitted to a large urban

teaching hospital in western Canada and scheduled to undergo

CABG surgery between September 1986 and February 1087. The
A v .

‘samplingkarame was limited to patients undergoing CABG surgery

fbr the first time. Additional criteria for admission into the

study included

- -

1. scheduled for. nonemergency CABG surgery without

additional cardiaq surgical procedures, . aihi
2. over 18 years of age, t
3.yoriented to time, place and person with no history of

acute "or chronic psychiatgﬁpgprobj
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4. able to»read write and speak in the English language '
: and capable of responding in an interview situation,
5. access t@telephone in the home,
. 6. no major‘cardiac complications such ‘as unconmrolled .
lljl . ’nrrh}thmias or congestive heart failure,

7. verbalized intention to return to the cardiovascular

surgeon for a 6 week follow—up appointment

@
' N

Sample Size

. The study sample size- was determined by sample size
_tables (Cohen, 1977) usihg the values for the significance
‘eriterion (3), the effect size (4), and thc desired pOWcr
According to Cohen, when the investigator has little basis for
setting the deSired poger level the value of .80 is
'appropriate.- This arbitrary but reasonable value is offered
for several reasons the: chief among them taking into
“con51deration the implicit convention for a of .05. The
investigator anticipated a medium effect size which by

: convention, is operationally defined as 50 fgr the t- test and
.30 for the Pearson product moment correlation eoeffic1ent
Given the lack of previbus research to estimate power a 80
levgl was chosen Therefore, the investigator Wished to detect
a medium effect (d = 50) with a significance criterion at 05~
(two-tailed) and’ wished power to be .80. - That is,*if the
supportive~educati¢e telepho%Eg?rogram did have a. medium sized'k

tez,

effect the investigator was . prepared to run a risk of 20 of

‘failing to detectta differenge whenu in.fact 8 difference =f
P r*‘ L. SR N "c"

.~ existed in, the popuration,:compared:i the .05‘§isk\of5:fJi
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concluding one group's superiorityfwhen'the means of the

control ‘and experiméntal groups were equal in the population.
Based on the stated specitications. (11:] participants were

required in ‘each group However, ' time and ponetary

'constrainfs\limited the sample to 74 participants, 37 in eacb

group, lon\réng the power level to .47. (However as

"discussed in a later chapten,;the effect size in the

population was probably:largefrather than medium,

'underestimating the propusedr.47 power level.)

Setting

] 'R

The study was conducted in a large urban teaching

hospital in western Canada This hospital is a 1300 bed,

acute care teaching facility, and the major specialty care
referral centre for the province and the Territories.
Patients scheduled for CABG surgery are routinely admitted to

a 25 -bed cardiovascular surgical nursing floor the day -prior

to Surgery The patient and family’ have an opportunity to tour-

"the . intensive care unit the evening before surgery Following

surgery,'the patient is admitted to an 10 bed cardiovascular

intensive care unit. After approximately 48 hours the patient

is transferred back to the surgical nursing ward ‘until

Ahospital discharge approximately 8 days later.

Instrumentation

' The two instruments selected to measure the effectiveness

"of the supportive educative telephone program include a’

.S

| knowledge test based upon criterion measures of nursing care

"v‘;deve10ped by Horn and Swain (1977) and the State Anxiety
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(8- Anxiety) Inventory (Spielberger et al., 1983) ‘A‘
description of each instrument and the available reliability

and validity data are presented in the following discussion.

Knowledge Questionnaire’

Horn»and Swain (1977) developed criterion measures of

' nursing care based on Orem's (1985) conceptual framework

b

Different criterion measures focus on specific aspects of the

’

patients' physical and emotional status, the extent of their

.health knowledge and their abilities to Berform self care.

~

Based upon these measures of nursing care a kpowledge test
with a detailed user manual was developed

Reliability : Pretesting and 1nterrater reliability

testing of the measurement ‘techniques were conducted for 414

of the items Of the 414 quality measures in the instrument

109 attained the stringent criteria se; for reliability. That

: is, for those 109 measures, the pairs of nurse observers

showed a .80 index of agreement which was statistically -

significant at the .05 leve1° further, the confidence'limits

for the coefficient excluded the .60 index at its lowerAbound.

'An additional 31 measures met at least two of the criteria,-

the index of agreement was .BQ or better and was statistically
significant at the .05 leyel. The criterion with respect to

coniidence bounds was not attained ior 140 measures bgcause

agreement was absolute (r = 1.00) and thus, no bou

determinable. One hundred and eight of the. measuregi‘eed

:further testing because interrater. reliability w%s not

established for,these measures.

£



e B e 1)

“To date, reliability. testing of this i(nstrument is
(

lL‘Eted as measures of association are dit erent than measures

.

.ot agreement. QiOVannetti (1981) and more recently Soeken and.

_:Prescott (1986) recommend the use of the statistic Kappa for

interrater reliability assessments. Using Kappa, simple

I

agreement between observers 1s corrected for chance agreement

)

and then compared with the obeerver variabiiity to assess the

|:

final signiﬁiCanEe of the observed agreement (Giovannetti

*

1

8 *i .
1981, p. 158) h o % |

Vvalidity. _ﬁith the assistanee of the National Advisory

‘Panel. and clinical nurse specialists %39 items. were generatei

‘and refined, using 8 universal and 10 health deviatioh

self care demand categories adapted from earkier work by Orem

(1971) Content validity has been established for all 539

items on the basis of two criteria . proposéd by Nunnally and
Durham (1975). These criteria are that the items;in the
instrument and the des1gn of the measures themselves utilize
sensible methods of construction. -Variables identified within
the instrument were chosen because they represented
physiological psychomotor, cognitive, or afiective componénts

of the areas of concern to nursing whether related to .

universal demands ‘or demands arising from a health deviation

‘ Selection of Measurement Items. According to Orem

e

) %

(1985) health deviation self—care requisites exist fbr,persons

who are ill are’injured ‘have specific forms of pathology
including defects and disabilities, and who are under medica1~

diagnosis and treatment (p 97) The purpose of this study was

+
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to evaluete éABG.surzlcal patﬁents';knqwledgerend'tbeir
ability to perform self-care after hospital discharge.
Therefore 1nterview questions were selected rrom'the ‘health
deviation component of the knowledge questionnaire developed
by Horn and Swain (1977)5 Tbevinvestigator selected questions
from the health deviation component Of this instrument in the
.following areas: the health deviation (CAD), its related
effects and self—care measures, medications, diet physical
activity restrictignsl exercises and rest.

Instrument Scoring Procedures. The knowledge

‘dueStionnaire was de51gned to evaluate the presence'of
_knowledge that would be helpful for successfully managlng at,
home or knowledge that would be harmful. Knowledge about
health problems fha&‘is correct and complete is most helpful-
A mixture of correct and inCOrred% knosledge‘ lack of
‘knowledge or 1rrelevant knowledge is placed midway between‘
belng helpful or harmful to successful management of health
~.proplems after discharge. Incorrect knowledge is.Judged to be
"impst harnful (See Appendix H). | o .

‘The barticipants' responses to the questionnaire were
recorded as given~for'each question of the apprOpriate series.
Afterveach knowledge'questionnaire item was?administered, lhe
. response score ehat;best described the'participant's answer |
washcircled._mTois jndgment.was'guided by cllnicel Judgments
and the exemples of correct reSponees in the manual (See |

Appendix 1). When several responses on one scale required

scoring, the group of responses were evaluated as a whole.

L
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Arter consultation with one of the test autnors‘(Barburu
Horn, nprsonal communication, August 1986). for data analysis
purposes, & numerical value was assigned to the response
_choices. Correct responses were assigned a value of 1,
partially correct responses were assigned a value of 0.5, and

incorrect responses were assigned a value of d.

s 9

The State-Trait Anxiety Inventory

N .

The State-Trait Anxiety Inventory (STAT) developed by
‘Spielberger et al » (1983) 1is comprised of two self- report !
scales measuring two distinct anniety concepts. state anxiety
(S-Anxiety) and trait anxietyﬁﬁ;:ﬁnxiety). According to
Sbielberger etval;,.transitory or state'anniety level is high
in circumstances perceived as threatening, such as‘recovering
from CABG surgery, and relativelyflow in situations of little
or no dangerL Howéver, trait anxiety, referring'to relatively
stablevindividualwdifferenoes in dnxiety proneness, should not
‘be influenced by situational stress. Further,{persons‘bigh in .
T -Anxiety apparently do not respond to physical dangers such
as lmminent surgery (Auerbach, 1973; Spielberger, Auerbach,
Wadsworth;-Dunn,n& Taulbee, 1973) different from persons wvith
low T—-Anxiety. v

One of the objectives of this.study was to determine CABd
surglLcal patients' anxiety level in response to recovering
_from surgery. Consistent with the assumptions of trait-state
anxiety theory,_s Anxiety and not T-Anxiety, was measured in
this study. Specificslly, the investigatoéihypothesized that

VCABG'surgicai patients S:ég;iety wasninduced by recovery from
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., CABG surgery,,recommended life etyle changes and fear ot;~ VT*@'”

%

¢ : ! . Ot 3 R
. ' % -~ "NL’“ ﬂn 9
' Y, : v . \

¥ ‘ “‘W h

complications or death The participants indicated (m\rked)

how they felt at a particular moment in time on the 20~ item
%
8- Anxiety scale. _ » : : . [
l N Y
Research with the STAI. The STAl has been used

extensively in reeearch and clinical practice in a variety of
disciplines More than’ 2000 studies using. the STAI have
‘appeared in the reeearch literature since the test was
published (Spielberger et al. 1970) over a decade ago, Smith
and Lay (1974) publisheq an annotated bibliography of research
concerned with, or related ‘to, the State-Trait conception of
anxiety. Approximately 150 references were listed including
‘Journal articles, doctoral dissertations, and techniéal
reports; the STAl was .used to measure anxjety in 108 of the
studies. Over the past decade the STAI has been used more
extensively in psychological research than any other anxiety
measure (Buros, 1978), and, in most applications, STAI scores
have ‘been interpreted'as unidimensional measuresvof state and
trait anxiety (Spielberger et al.’ 1§§§§ |
Although most studtes with the STAI have been conducted
by psychologists or medical researchers, the inventory .has
also beenlvidely used by investigators from .other. disciplines
/ceunseling nd guidance, criminal justice, education, nursing,
physical education and sports psychology, and speech and |
-hearing (Spielberger et al., 1983, p. 20). The STAI;has:been
used. extensiVely to investigate the role of anxiety in -

.patients suffering from asthma (Alexander, 1972), headaches
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i

s

(Hart 1982), insomnia (qPrr-Kaffushnn & Iooltolk 1979). and

hy‘bertension and CAD (mog’n., 1979; ‘Rosdiiman & Chosney, 1980).

Further, the STAI was used to assess anxiaty in seven Oof nine
>

intervention studiqp desisned to modity Type-A behavior .

> (Suinn, 4982).

'patfgnts Devine and Cook (1986) and Hathaway (1988) found the

*

In a meta-analysis of 102 and 68 studies examining the

S~ Anxiety scale frequently used to indicate psychological

well-being. - More recently, Lewis, Gadd, and O'Connor (1987)

examined the E Anxiety level of 90 sophmore nursxng students

at two time intervals " nanpely, before orientwtion and f {i}
YL

,CllniCQI das in megical/surgical nursing There was a

*
significant diffefence between the group having their first

Ly rabon$torx*1 week after orientation (n = 51) anc the group

having tHEir first~1aboratory the day following orientation (n

m
= 39),.the first g{oup was mofe anxious than the latter.

*5

R ':

A K4

) Tne Sﬁkgxie$y scaIe is cons@dered a sensitive indicator
!“.-, w ¥

of cnangés in transitory*unxiety experienced by clients and

4 L3 T
patiqnts in}counseling, gpychotherapy, }nd
benavipr»modification programs (Spielberger et al., 1983).

The scalq has been used extensivelx:to assess S-Anxiety

‘v‘ .5' %

. indqud by stressfuh experimental procedures and by

unaﬂoidable reab life stressors such as imminent surgery,

dental treatment _Job interviews or important school tests.

The sensitivity of the S-Anxiety scale to environmental stress

" was. demonstrated in rese??ch on emotional reactions’to

b

e

.

Al

effects of'psycbo-educationai.interventions with surgical e
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'?isﬁrgery The S~Anxiety scores rose immedierly prior ‘to as R

well as'zfter surgerY (Auerbach 192?) «contrast, R a_
T‘Anxiety scores were the same befgre and after surgery,?

YN

aDparently not. 1n£1uenced\byythe stress ‘of the surgical

Pbocedures Logically the S- Anxiety scale was deemed /Cf‘

'>- aDDIOpriate for examining the CABG surgical patient 8 response

s Ao ‘the home convaLesCent phaSe of illness._

r'

S Reliability The reliabihﬁ%y of the SLAI has been

3

o eXa.mined through the methods of test reteet correlation

' megsures of internal consistency using the Cronbach mOdlfled/\_z
n . K
»*R 20 formuiu, and item remalnder correJations.‘ Test retest
E ) e

CGrrelation coefficlents on the S Anxiety scale were
relativeiy low rangiﬂg from lo to 54 however, on the v

T*Anx1ety~scaﬁjrthe test- retest correlatlon coeff1c1ents Were

rangino from 73.to _86 @

_ﬁ_l Given the tranSitory nature of S—anxiety,,measures of
S N . rd !

internal con51stency suggﬁgs the Alpha coeﬁ;ﬁZ}ent provxde a -
R

melatively hhm{

more meaningful index of the reliability of S Anxiety scales‘

- /
g
L than‘test—reteSt correlations All but one of the SwAnxiety
) ~.

alphaSrreported by Spielogrger Pt al (1983) were above .90
fOr the;samples of WOrking aduitsrfstudents, and military

'_‘recruits with a median coeffjcient of 93. The measures of
: 4

1ntsrna1 consisten6§ yielded re}iability coefficients r:nging a -

e

. B : :
1't'om .83 to % for the T—Anxiety scale. e

\
*
-

Alpha reliability coefficients were typically higher for N

°the s~Anx1ffy scale ;When_ given%under °°“diti°ns of ' fff'?. -

'?ﬁ%chOIOgical stresS. For example,!the alpha reliability of

- R ; .‘
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the S- Anxiety scale 92 when administered to a group of’
‘icollege males immediately after a difficult intelligence test o
and’ 94 mhen given. immediately after a distressing film
'*(Spielberger-et'al., 1983, p. 14). For ‘the same subdects, the )
"alpha reliablitvﬁwas 89 when it was given following R |
f_relaxation training Additional evidence og reliability was

L

9prov1ded through obtaining median item-remainder con'elatﬁﬂnsv !

.w‘

for various norm groups ranging from .55 to_ .63 on ﬁﬂp’ i&w‘

¥ e

" - 8- Anxiety scale and from .52 to .57 o he T~ Anxiety scale.- R

'Spielberger and his co-workers (1983) concluded that
N

N . L} ! f

O ‘Stability, 3 ﬁs ' measured - by test fetest‘

coefficients,‘ is relatively high“for the STAI
ﬁVT—Anxbety scale and low for the S~Anxiety scale,r.

‘asf would ‘be expected for _a measure assessing ,
- )
changes fnneanxiety gdéu*tnng from situational"
: R e
gp ,‘_ - . ..'*
stress The 1nter§a€?‘con51stency f&£ both the e '

s- Anxiety agd the T~ AnxiEty\seaﬁes are quite high,"

o - hsvk' measured ‘ by’" alpha coefficients and
| ’3“”} 1item—remainder correlatioms.“ The overall median,
o alpha - coefficients‘fffor éthe; 8- Anxiety and:;
T= Anxiety ,sdales iér ‘Form Y in the normative

‘samples are 9% and .90 respectively (P 14)

,'[ ,p.'v v ‘)0_.., - o Ko U ¥
. - B N ' (. ! \3‘
RS

T Validity -The concurrent varidity of the T Anxietk.scalee‘
L &,\ = &‘ ’,_‘ ;
;* was examined by comparison with several other anxiety sca

_ g
. The correlatlon coefficients between the T—Anxiekx scalgl

(1) the Institute for Personality and Ability Téstihﬁg(IPAT)a E

BN
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‘Anxiety Scale by Cattell and ScE@ir (1963) were between 75

v M .
A o+

and .77; (2) the Taylor Manifest Anxiety Scale (TMAS) (Taylor,;
11‘9) were between .79 and 83 ‘and (3) The Zuckerman Afﬂect

Adjective Checklist (AACL) (Zuckerman, 1960) were between .52

_and .58. . :?Wi_ o T _~'~_ s -

W F
5

f3p1é1bergé% et al. (1983)»establish%dfcohsxruct validity

»of the 8~ Anxiety Inventory through administering it to 977

undergraduate students using the standardﬁinstructions under

4

fggth normal conditions and examination conditions. Under

:normal conditions the. male students (n = 332)3scored 40.02 and

"under the exam cOndhtlons 54 989; the fémale students (n = 43)

AT

'scored 39 36 and 60,51, respectively.‘ #der these two

significant Sprmrger et al reported correlations between R

+ 1

'conditions;-the critical ratio between'males was 24.14,and the -

‘point biserial correlation between the twq measures Was }gﬁl
8" ' '

The critical ratlo between females was 42. 13 and the

1

int biserial correlation was 73 Both of the critical

-~

ratios and correlation coefficients were statistically

o

the 3= Anxiety and T- Anxiety scales ranging fromf 61 to 75

using various E\J;ps of subjects under a variety of

*

situations w_ir > ,‘; J,T }f i‘ 3 f'~';l"

;Selection and Training of Research Assigtants‘w

-

Because clinical nursing judgments were required only
-

‘.3registered nurses with 8 minimum of 2 years cardiovascular

-

Srum

'nursing experience were chosen as research assistgnts.; This

lezel of experience was chosen to assure satisfactory

finterraterereliability. The research assistants were informedzl

R : . ot o o . . .3."; “q‘:‘%g
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".“°f the purpose .and. plan of the study a8 weli as tbe,purpose

'for establishing interrater reliability. In addi%ion, research

*

'assistants were required to review "the instrument and become ‘.

)

Al

/fadlliar with the correct answers.
‘ Interrater reliability was examined because observer
" influence could potentially contribute to measurement errors ‘
of the interview administered knowledge test. - These errors

could result from transient persOnal factors associated With

'Axthe observer, variations in administration of the. inétrument

;

iack of instrument clarity,*or diiferences in obserVer

n- "'

-knowledge (uiovannetti,

i?Sl, {08) Therefore, to enhancu

the reliabllity of the rrh Q'ted data} interrater reliability

' patien s, as well as during questionnaire administration to 15

: main sthdy parti01pants 5 at-the beginning of the study§§5

1

midway through the study, and 5 at the end of the study,

o~

'same 2 specially trained research assistants silently recorded

Lcored the’ participant responses at the same time as the
'P. ¥ -

principal inVestigator Using the same two research assistants

A

a,n 4

:‘ decreased the within rater variability, maximizing the abilhky
to detect differences be&ween the raters. Wity the exception
of the 5 pilot study participants, the investigator and. the - ”
. research assistants were Ellﬂﬂ to the participants"group S

assignment Interrater reliability estimates were calculated
o P d
using the one-way repeated analysis of variance (ANOVA) mq’el

&

(Polit & Hungler, 1983 Shelley, 4984 Kerlinger, 1986)

. A
'é" '\
R

LR



Because the’ results ot this study could potentially influence
clinical decisions about patient care, reliabilities of at

least .90 were deemed acceptable.. - e ' L

s Data Collection Procedures

The investigator completeéd a biographical data sheet (See
,Appendix J) for each patient agreeing to participate in the . :
1lstudy after the informed consent form was signed (See Appendix

K). Biographica\h gatk ‘was obtained from ’ti participant as '
i well asathe'medical record The nursipg staff were provided

X
on}wh%gh to record data obtained from telephone

calls made by the gartic;qinfs (See Appendix L), and ;the

pa?EiCipant was given a £orm1§n which to record telephone

‘

calls made to the various heali:lfvcare proieﬁionals (See S

vAppendix M). The particip&gi was asked ip reoord their

h questiqn or concern who was called what advi‘ce was :%ered,u .
-and their satisfaction with the adyice. The knowljyge gest and |
the S- Anxiety Inventory were administered 6 to 7 weeks after f%&‘

hosgﬁtal discharge.. This took place*in a guiet, comfortable

4
‘room ad}acent to the cardiovascular sungeons offices, located
across the str'et ;rom the study hospital e .=T;‘N"‘ . .-
. ; L

1l discharge wn& before the initial S
suppostive—educati e telephone call the CRNS randomly | -
assigned particip ts to either aﬂ experimental or a control !
group. The principal investigator provided the CRNS with 74 ) :”'l

,u(sealed envelopes 37 cd‘:aining instructions to pl\ce the, ‘ -

participant in’ ‘the experimental grdup and 37 specisping that i(ﬁ'

participamts oughu to be placed in tpe cdptrol group, and o

PR U
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. * ' | . " ’ 3 . . P ' - ‘ V’ o 74 ]
& o
- thus, not telephoned After thoroughly mixing the 74 enveloPea o
several times. the CRNS placed thef in’ a locked cabinet Each &
time a patient oensented to participate in ‘the study, the &

participant's name was given to the CRNS. who then randomly

vselected an, envelope from th pilé- and inserted the ’ s
participant's name in that envelope. It is re-emphasized that/\

both grOups received the C%ES s name and telephmg ‘4uer ’:at'

work as well as the number-. of_the cardiolo " L | '
cardiovaecular @rgeon»,m the emergency depar urgical
nixrsing floo‘a@d the dieti The parti

. encouraged' to call the "; number should any concernv

.
or questions arise ‘{A rec
. :

. ) iy i . " . o
: ,'tidu.pa'nts to the various heaith proi’essionals for purposef-‘

- of data analysis and_ interpretation. In addition" all

v

participants we’re‘in"formed prior to h&::tl discharge> that

Aif they were assigned to the telephone\gr ram the CRNS would"

,___._n._._

, contact thexn\p,wrtelephone four ‘13): six times foi. 6 weeks,
beginning vithin 1 week tollowiny hospital decharge, on a'
m%al],y%greed upon day and time ¢ . S ’ SR )

Both experimental and control group participants B )’A\\ B

completed t?ﬁe knowledge test as well as the S-Anxiety
.A .
Inventory apon retun;@nﬂn to the cardiovascular surgeons' ofIice
( h R
at th;\prearr‘ang_ -appointme;xt date. The principal Tl

4 .- E
v B ~
g

investigator ' ,;to the participant 8 group assignment
LI . el AR
Ve nducted the posttest interviews apd administe}ed the
’ ‘ \ ‘»:' : -

o

S-Anxiety 'In,ventor..y,,, Two resoarch assistants acted as



L

N | s » . ‘ g L -
.“ ‘ “ . ) . JER £

"posttestainterviews fEach inter?ieW lasfed.apprbxdn “,Y

35- 45 minutes.,nll interviews were tape recorded to minidﬁze

written r;;ording and permit review ence allﬁpoittests were ; '
_ ‘marked and tabulated L faf‘~ e S . iiﬁﬂ v:ﬁg?”‘
,’;fy’ on the récOmmendation ot Spielberge{ et al. (1983), the ':¢w :

N - 8- Anxiety Inventory was presentedy'o $he study participants ag" |
' the Self*Evaluation Questiqnnaire,«du”reasing p0851b1e | '&ll%

f%“ sensitivit& to the word anxiety Tie ' S- Anxietn

!
o 4 i
Y

" de signed to be self-administered was giVQ‘;

Inveptory,

.nddvidually to’

each¢4‘gticipant without a set time limit or completion.

omolete instructions for "the S Anxiety sc%ié are printed on
[ L
the test form The instructionsknere read aloud to mahe sure
. . ‘» e
Ivthe participants understood that they were required to report R

LA %

their feegings abqpt their illness and‘convalescqpce,

-understanding critical to the validity pf S Anxiety

4
2 ; ) -

,ikmeasurement. . ;h' , : L T .
S ' e
Participants were epcouraged‘fo raise questions. WiS .

N

Similarily, to facilitate objgctive responses, participaﬂﬁs S

R

‘-

+

were reassured of the confidentiality of the test rESults.
| o
i Clinical and research findings suggest that'the distorting
“eifects of adverse test-taking attitudes are a minor problem

if sufﬁicient care is taken to obtain participants ‘L@,

'cooperation and trust when the inventory is administered : B
. %ﬁ (Spielberger et al., 1983) ' The participants generally R
.:*::;Q,:‘A . ‘J‘, - "5. . .

.required 6 to 10 minutes to complete the ‘S- Anxieéy scaIe.p

In responding to the S-Anxdety scale paréicipantSal

.‘ ot ’ : P * v-'l' ) ¢

-
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@%* g%%ain‘éﬁor éﬁfor the S- Anxiety scale, the weighted scores for

.\ : o ,; . 3 ‘-il&" _: o ,‘ : - ,76
:blackened e number ou, the standard test form to tne right of
"each itedég;atement hest déscribing the inteneity of their f
feelings (1) not at all, (2) gsomewhat; (3) mod‘rately uo, and
(4) very much eg.‘ On the S-Anxiety scale it & ‘2, 5 10
’jli 15, 16, 19, and. 20 are reversed. This revereed pattern

* was devised by Spielberger et‘ aly (1983) to redyce the

4

) inflf:‘ﬁe of an acquiescence set. Scores for the S~ Anxiety

,,\scale,can vary from afminimum of 20 to a maximum of 80 " To

theﬁzo items of the scale were added recognﬂghng that the
L ¢ [ X
nges for the above’ 1tems are reversedaq;A templa%% key'ﬁﬁ
. P

used for scoring the scale manaﬁlly ?

I
s
s

Once the critiiia for ethical approval were met a pilot

study ww‘!@o{%_:

;ted ‘The pilot study provided an opportunity

for detectino inadequacies and unforseen problems before

implementing the full-scale study. The pilot study involved = -

e

]

'fi%e patients eho met.the main'study samp “Gfiteria The
' pi’ot study addressed the following issues: - ’-
b B The time nyquired by the participant to complete N
| the instruments, . R | S A
2 3 The instructions for the instruments, . :i ) ) i:‘:
3. kTh‘language of the inktruments, - ,
';.V,The ease of: administering tne instruments,

5. 'The.participant recruitm nt procedures,"

6 The participants' per/veption of %_A'i’xtility of the

"supportive—educative telephone program, -

4

Pilot Studi Procedures ' L “ o

»y



7, The participant attrition rate, !

8. The time required for. data collection of 5 participants,
9. The opportunity for researcher experience with the

2 'participants methodology; and research instruments.

Five CABG surgical patients, potential participants, were

}

approached by theﬁinvestigator 2 to 3 days prior to hospit
discharge ag!&asﬁ;d»to participate in the pilot study after
receiving a detwﬁdé’"description of the purpose and
”objeetiyes wﬂﬁﬂﬁﬁl&rdement &o participate an informed consant
ﬂ”@orm‘was nigne%&;*All}fite patients wgre allocated to the =

.experimental gni" 3N Once discharge teaching had been -
.completed by g
oy

‘were provideq :}-’t’g the telephone - numbers of the cardiovascular

r [

‘\

lth care professiQnals, all participants

surgeon, ‘the f’:a‘rdiologist7 the surgical nursing floor, the

i@ ~CRNS '%? tﬁe dﬁetician The participants were eneouraged tcr’//
'4 ’
.;onta&t Mppropriate professional should any questions

e:pe,rge.f‘ *fcn’*ﬁ.&xb&pit‘al discharge, the investigator. made an .

&ub

appointment fog“jhe 6nweek surgical assessment convenient for

-

' both the cardioyascuhqr'surgeon and the participant

' ﬁ’The suppdrtifevedhcative telephone program implemented

¢ -

by the CRNS was delivered to each pilot study participant.‘
. 13

Six to 7 weeks aiter hOSpital discharge, following the
completion of the surgical assessment the S-Anxiety Inventory
,and the knowledge questignnaire were administered by two ' ‘; 7

specially trained research assistants and the principal

1 .
23

.investigator.‘Cgmplete.data were collected £8r 5 participants

" ‘at the end oi'thbiseVEhth week of'the.pilot‘study. ‘

. . . . . : ) — s

2 LN



o T N
. In the'first week of implementation of thecpilot study

b five patients agreed to participate The participants required
between 35 and 60 minutes to complete the data collection

a4 tools. All stugy participants found the language and the

| instr'i?ions,of the ipowledge questionnaire and the S- Anxiety :,
Inventor& easily understandable. All participants perceived |

T fhe supportive-educaﬁ?xe telephone program ag§ beneffpial to
their. recovery. Moreover, family members expressed gratitude i,
for the compgihensive follow-up of theilr loved one |

~ The pilot study identified two unforseen problems in the

proposed study After consulting the thesis committce mnmbers

and assessing the pilot.study data, two revisions of the

originally planned methods and procedures were necessary ,

oo

First ~ the principal investigator received frequent dalls from
the pilot study participants, presenting a potential fOrA\’}fﬁf
experimenter b1as in the full—scale study Therefgre hehip
prin01pa1 investigator s home telephone number on the informed -
consent form #as replaced with the CRNS's telephone number

Second, the cardiovascular surgeons do not routinely, schedule .

..'appointments mor®& than 3 weeks in advance. Therefore, all

——

\i

a

participants in the main study were instructed to make an
appointment for the 6 week follow-up assessmen& during the e
third week of the home convalescent period.

Data Analysis

«

g

Agrepeat measures ANOVA vas computed to examine the
interrater reliability cf the three raters scoring the
knOwLedge_tests of lo participants.- Descriptive statistics

4

g
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including the nfean, standard deviation,'minimum and gaximum
values were computed for. the following vwr a!@es'»age numibr

' of CABGs, total knowledge score,.six subte§$~ecores anxiety

P

‘score, number oanediaations, number of. rehospitalizations,

and tbe number of calls made to the various health care

LY

L1
protessionals. Frequency counts and percentages ‘were
calculated for the following variables gender, age ‘marital

E]

status, geographic location of homne, education level,

’ 1

occupational status, employment status, number og'CABGs,
M’numberﬂdt previohs MIs,,‘wevious participation in a cardiac
rehabilitation program performance of an exercise tolerancc;
. tést and knowledge ‘of the outcome of . this test number ofiJ
'i calls made to’ health care professionals, number . -
o medications and’ rehcspitalization rate. ’ .
l," ’ Next to determine "the' effectfi%ness of randomization
the experimental and control groups were analyzed for® wh,
equivalence by computing independent t tests to detect
difierences in means for age, nugber of CABGs, previous. u1§,—
Kthe numb91”3£ calls made to various health care professionals-'~
during the home convalescent period, .numbgr of prescribed |
medications, and rehospitalizaxion rate Nominal data of the
experime%tal and control groups were analyzed for equivafenze
?psing chi square tests. Nominal data included gendeg,
. geographic location of home, prior experience with a cardiac :
3 rshabilitation'program, performance of an exercise tolerance
test, and knowlpdge oi the outcome of this test. The
'following variables were collapseﬁ into fewer categories to

T e

F

SO
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permit chi-square analysie- marital etatung educntion level,
and employment status. Scatterﬂriﬁe of the relationnhip
between knowledge and anxiety was constructed for the total

¢

sample and each group eeparately-

&

A nondirectional t test at a eisniticance level of 05
was used to examine group dirterences in knowledge levele. The

independent t-test was also used to compare exper’mental and

control group S Anxiety scores. The t-test was chosen for data ~

analysis because it is robust with respect to violatioig—of“‘
the asaumptions of normality and homogeneity of variance
(Kerlinger, 1986, P 287) The t- -test is: 1egitimate ‘for
analysis of the ordihal data of psychological and educational
sgales because most of these*npproximate interval equality
fairly well (Kerlinger, 1986"‘p 403). Finally, a pearson
product momeut correlation’ coefficient was calculated to test
the relationship between the~participants level of knowledge

and level of anxiety.

‘ )

.
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CHAPTER 1V -

BRI ‘ , Results ..

This chapter presents the interrater reliability datw”ia“

e s —

;description of the sample charncteristics, and the research

fhypotheses testing data. Descriptive data are divided into

':demographic data, personal supportive data, and environmentar

jgdata. Hypotheses testing data are based on information'

‘obtained from the S—Anxiety Inventory and the knowledge

.

hquestionnaires»pompleted by the study participants

W .
v

. Interrater Reliability

T

Interrater reliability was e:amined periodically
throughout the research project: at the beginning, half‘way
through-the.pgggptt and at the end of the data collection
period. Two!sg;cially trained research assistants and the
‘principah investigator administered the knowledge |
questioqw:ire to 15 garticipants, five erticipants in each
reliaSifIty testing trial All\knowledgzlquestionnaires.were
administered by ‘the principal investigator using an interview

siormat which to@ﬁpplace in a private, comfortable room in a

médical office comp&ex near the study hospital The four

oardiovascular surgeons' offices are located in oo very near
this . building, a convenient location for the participants.

The tvo research assistants were seated at. the tar end of thea

' room, in opposite corners, directly faeing the participant‘and

,jthe pripcipal innestigator'5°’

ia
;“' '{i H .

o TEEy
~ »

¢ 1“‘

" X J"v T ﬁﬁ‘f'r
nd écored the participint

’."&A“,, / . . . LY I
) E ¥ e

» o ' .
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‘that used by thé principal invthigttor. Updh complotion of
each knowledge test. the acore sheets gere plaoed %n a brown‘urf
envelope which was the,n sealed. Tbe ggth of each of 15 |
'participant interviewspranged from .35 _to 60 mi?utee. All 15
participants séiected for interrater reliaﬁiﬂity testing
returned for their 6 week éurgical follow-up |

- Using a single factor ANOVA witb repeated measures, the

» 'interrater reliability of the three raters scoring the
vknowledge test was computed. The mean total knowiedge score of

‘each rater differed by 0.4 of a point a minuecule difference
(See Table 2) An alpha of 0. 99 indicated that the i
differences between the raters were very éystematic or -

. consistent. Further, rater 1 and rater 3 differed.in only 4
of the. 15 cases and rater 3 consistently ‘scored higher than'

. rater 1. There were significant differﬁnces between raters on
the‘total knowledge seores.(g = .024).perhaps because this .
composite scorefinciuded‘all_six”subtest seores. Accuracy

- igdreases as the number of instrument items iacrease;uthat is,

n-f\i;é instrdment is more semsitive to differences. Hoyever{

'-differences between’the 3 raters on any of the 6 subfests'aere
not statistically significant;(See Tables 3 tbrough 8). The

. -‘ .

9
mean in:j;:;}er f&liability estinates for the 3 raters ranged

]

99. Thus, if Ine study were repeate)Q with 8 " ‘:\E

frOm 9
'different random sample of S raters but ‘w th the eame S
.-
ﬁ&,/pqrxigi ts:the correlation betieen the mean ratings obtained

A
"from the- second set. of raters would be appraﬁimately 95Jto \
D" . S . -

'\ .99.
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Table 2.

" Reliability Analysis - Scile. (Total)

o c . i
’ : ‘ . e
k)

. Total Scoré - . Mean ‘Standard Deviation  Cases -

. 4o e
;-

" ea.20 - 6413 < o 15.0.0 ¢ ..
. 64.57 6.38 . - . 15.0
: A E 64 06*3\1 D ! /',‘ 6 . 19 - R U . 15 10 ' <,’3v’ ot ' C e

‘Rater
» Rater
- Rater

WA =

N ’ : ’ : .
R . i -

 Analysis of Variance Table -~ * = ¥

s
-

0

Sourée‘of=Variance”fSumuofv?Quares

=

iMé#ﬂ-Squaies~£ S0P

_. Between raters - .1625.20 .. 14 - 116.23 4.26 .0242
" Within raters = - 7 7:00 - .30 . 0.23 e ‘
Repeat measures .. 1.3 2 " o0.82
'Residual B 5.34 = "28 . 0.19 "
~.Total S '1634.20 - . 44 37.14
. k Grand mean - 7 +64.46

e L o Singlé'Meaéure}‘v‘Meanﬂo£ Me§sures-
Unadjusted Reliabilities '0.99 - - 0.99 - ‘
- Adjusted Reliabilities = - -0.99 .. 0.99. _

e

)

&
u

}‘ -'Notel;Maximum~SCOre.= 70 .
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Table 3 : ." .
. . g . o . :"” ’
Reliabilitv Analysis - Scale’ (CAD*) o ‘ .
.CAD Subtest. "Mean - ~Standard Deviation - Casés
Rater 1~ = 10.63 R 6.7 — -/ .+ 15.0
Rater 2 . . 10.67 ' 0.79 ‘. -, '15.0
Rater 3 .+ 10,70 0,73 1 15.0
_Analysis of Variance Table a ,-/
.gource of Variance Sum of Squares df Meanfﬁﬁuares‘f’» P
- Between ratefs: L 24 66 14 7f’76 - .
Within raters . 0.34 30. /0.01 '1.44 .2548
‘Repeat measures . e 0.03 . 2 ,0.02 o
" Residual . - o 0.30 - 28 ; 0.01 ‘ "
Total - - 25.00 © 44 [ 0.57 Lo s
Grand mean v . 10.66 : - ’ e
Slngle Measure ‘Mean of Measures
UnadJ ted Reliabllities 0.98 /. . .0, 99
- Adjusted Reliabilities - 0.98 & - 0.99 .
Note. Maximum score = 11 . “ 7
7§KD.%’Coronary Artery Disease '
- / ,
E /’ﬁ
. Table 4 '/
- /
Reliability Anag’;is - Scale/(Dlet) _ _
Diet Subtest =~ ~ Mean  §tandard Deviatidn .Cases
Rater 1 , - 13.43 7 0.90 o 15.07
- * Rater 2 v - 13.47 / .~ 0.90 . 15.0
Rater ,3 : 13.43/ - 0<80 . | 15.0
Analysis of Varianee Table ‘ . ’
o Source-ovaeriance ‘Suq{of Squareel df Mean Squares I p
P ‘ . ) . . . ) /“ ] . ‘ ‘
Between raters '~ / 34.44 14 2. 46* 1.05 .3631
« Within raters T 0am - 30  0.01 o '
Repeat measures . 0.00 .~ 2 7 0.00
' Total -/ 34.61 44 - Q.78
.~ Grand mean /o 13.44 T L AT T
‘ /. ‘Single Measure Mean of Measures
“‘Unadjusted Religbilitles ' 0.99 ¢ T . 0-.99 -
Adjusted Reliaqglities . 0.99, g ;99

bl

gNote.‘MaximuQKSbee =14 B



Table 5

‘Reliability Analysis - Scale (Medications) | )
ﬁ’dication Subtest Mean.  Standard Deviation Cases

Rater 1 18720 0 T 72 - I50
Rater 2 . 18.30 3.83 - 115.0

 Rater 3 - . 18.30 - 3.74 ©15.0
Analysis of" Variance Table : . .

e v ) .
Source of\Vari/pce Sum of Squares df Mean Squares f p

\ .

Between raters i 593. ) 42 - 14.42 .

~ Within raters . 1.34 30 0.04 -1.10 .3455
Repeat measures . 0.97 : 2 ,0.05 . -
Residual. . o 1.24 - 28 0.04
Total ~ 595.30 ~ 44 13 53 . _
Grand mean . } 18.26 o L Ch

R Single Measure Mean of Measures '
- 'Unadjusted Reliabilities - 0:99 0.99 . . L. N
) Adjusted Reliabllitles - 0.99 ‘ 0.99 Lo :

_.___.__.__..__._.. ——— _._._._.__._._,__._..__-____..._..—...__-__._._...‘.__..--__.-._.a_.
v 8

. L3 .
‘Note. Maximum score = 21

Taﬁie 6 R | ‘ .

Reliablllty Analys1s - Scale’ (PAR*) -

PAR Subtest “Mean . Standard Deviation- ~Cases ‘o

Rater 1 ,_7.17 — 0.0 . 1570 ‘
Rater 2 7.30 - 0.80 . 15.0 ,

Rater 3 - . 7427 . 0.79 - 15.0

Analys1s of Variance Table o

Source of Varlance “Sum of Squares df  Mean Squares f P -

Between raters o 30.14 . 14 2.15. " -

‘Within raters - '1.66 . . 30 0.05 -
‘Repeat measures 0.14 -2 0.07 1.33 .2803
- .Residual x 3 1s2 28 S 0.05 -
Total - Y31.81 ' 44 0.72

Grand mean o 7.24 ‘ S

L e - single Measureg Mean of Measures
Udjusted Reliabilities : ~0.93 0.97

) Adjusted Reliabilities - - 0.93 ©0.97 -

Note. Maxlmum score = 8 . ’
‘PKE = Phy51cal Activity Restnictions
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_Table 7 . | - N -
‘Reliability Analysis - Scale (Exercises) Y : ' -J
Exercise :Subtest Mean Standard deviation Cases . .

Rater 1, 8.70 .. 0.45 i5.0™ '
Rater 2 S 8.70 ,' 0.45 S 15.0
Rater 3 . . = 8.77 - 0.42 . 15.0
Analysis of Varidance Table . "~‘f)<§z;*\u
‘Source,of Varianceq Sum of Squares df Mean Squares T p 7

o . i . o : - e
Between raters j 7.61 ‘ v 14 0.54 .

¥ithin raters 0.66 . .30 - 0.02 : Co T

Repeat measures - 0.04 - 2 . 0.02 1.00_ _.3807 "
.+ Residual .7 0.2 - - - 28 0.02 -
. Total o 8.27 . - 44 0.19

Grand mean = - - 8.72 o o -

o ' L o Single Measure  Mean of Measures
Unadjusted reliabilities 0.89 : . 0.96
AdJusted;Reliabilities , 0..89 . ' - 0.96
§o£g;,Maximum scofé\= 9 L ~g o B '
.. . » . ’ ' .

: \ | } | : 4 .

Tablle 8 |
"Reliablity Analysis - Scale (Rest) -

Rest Subtest - Mean Standard Deviation . Cases’

Rater 1 . . = 6.07 1.12 © 15.0
Rater 2 . 6.13 ' 1.14 ' e 15.0

.Rater 3 : '6.17. - . .1.01 } . 15.0

. Anglysis of Variance Table o o ~\\\, :
o , ‘ ] R L \ -

.. Source of Variance Sum of Squares df Mean Sqhares f p

'.BetweenwratgrS‘z\ ) 2891 - —14 3.49

~Within raters B 1.16 - 30  0.04 - ‘

Repeat measures - 0.08- 2. 0.04 1.00 .3801
Residual oo 01,08 28 0.04 v
Total. " 50,08 44 1.14 R
Grand mean * SRR < £ £ (1 c \'

. v 7 Simgle Measure  Mean of Measures
. Unadjusted Reliabilities’ 0.97 L 098
.Adjusted Reliabilities = . 0.97 - 0.99

’Note. Maximum séore = 7
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The sample characteristics discussed include group®

assignﬂfnt and attrition rate demographic data, and

supportive data " The supportive data are furthpr divided into
.J

personal and environmental data This is followed by a

description of the group differences of the knowledge and

janxiety scores and the relationship between knowledge and "

anxiety, both for the sample as a whole and for each group

separately.

Sample Characteristics

= During the designated data collection period, 360 CABG

surgical procedures were performed by four cardiovascular

,surgeons 0f these patients, 273 were not eligible for

4
part1c1pation>in ‘the study for various reasons incldding

previous: cardiac operations emergency status), th combined

cardiac surgical procedures (See Table 9) 0f the 87.patients

meeting the specified criteria for participation 2 patientst
refused to participate in the research proJect Additionally,
-2 patients died in hospital and 8 patients developed
complications requiring prolonged hospitalization.' One‘
patient could not be. contactpd the first week after hospitaI

discharge. Thirty seven participants were assigned to the

'“ experimental group and 37 participants were assigned to the

control_group., Complete data was obtained for all 74

: participants by March 1987.
o

87

[}
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Table 9 : - _ X ' : R C
-  Sampling Procedure and Attrition Rate: o \\\\\ PR
-*Total Cardiac Surgicak Procedures4¥¢‘
n = 901

i S **Total CABG Patients
- ' ° n-360 \f %

N .
. . . i
; ' i
. ) . , " . )
. . ' o T,
R . S )

273 CABG Patients 87 CABG Patients

. Not-eligible fo) ;o Eligible for study
-Study 2 qf o : T

.

bfopped From 74 Participants Enrolled
. 'Stud In Study _

2 Refused 2 Died 8 Complications 1 Lost To - Hospit@l
. ‘ Follow- up - - ' Discharge.
i .
—_ B o ' o " Randomization
- ~
.\‘<—\~ ‘ A\J
N )
¥ 37 Control .7 37 Experimental
‘Participants (ﬁA*Participants.‘
Note. : ']
* Eetween Jaxrary 11 1986 and June 19, 1987 .
.

**- Between September 11\ 1986 and February 2 1987

o
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'Demggraphic’Data. ‘Most of the study partrpipante were /

married (81 1%) males (86. 5%), between the ages of. 50 and 70
\.
years (70%) Over half were employed (58. 1%), whf%e coliar .

workers (52. 9%) living in rural homes (56 8%), and most

-

(79.7%) had receiVedalO or more years of. formal education. A

small magority (52. 7%) had never suffered an. MI and a sizable

majority ‘h&d never attended a cardiac rehabilitation program.

‘o

’

Both groups comprised proportionately more~males than

4féma1es consistent with the pattern of CAD in North America,\vfw

t
.The experimental group was composed of 30 males and 7 females;
-J
the control group, 34 males and 3 females (See TapTIJIO) The

mean age of the experimental group. was 58 years with a
standard deviation o;\? 85 and a median age of 60 years. The
mean age bf the cgntrol: group was 55.78 years with a standard
"deviation of-9.88 and a,median age of 55 yéhrs. The groups’
_4 were'statistically eduivaient,in~mean,age (p ='.313) and _
F\\gender distribution (p = .174). S -f- ‘ ; ~
Most of the emperimental (73%) and control group (89 2%)
part1c1pants were married Widowed participants represented
d ;% of both groups More experimental group participants
- (138. 5%) were living in a common law relationship than control
group (2.7%) participants The control group comprised 1
single male The groups were statistically eqhivalent when the .
: nu ber of married and unmarried (single, widowed and 7

o B e

divorced) partic1pants were. compared (2 = :450).
’ — —

- Less than half of the_experimental group (45.9%) and the
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control group (40. 5%) participants lived in the city in which

the study was condﬁcted . A somewhat larger proportion of

‘participants lived in rural areas of this western province,

¢ the Northwest Territories, or in .the pacitic coast province.
Hqowever, the proportion of experimental and control group
‘participqﬁts *living in rural locations was statistically
equiValent (p = .3&9) ' g S o

%yl'» o,
; ; ;“. 4

The particip;\ts education level was determine

numher of years of formal education each had receiﬁ
included years spent at a recognized vocational institution
‘Both groups comprised 5 participants with post- secondary .”'
education (See Taple {0). ‘Seven participants in the
;nperimental group (18 9%) and 5 in the control group (13. 5%)
had received 6 to 8 years of formal education Two .
participants in the experimental group (5 4%) and 1 im the
control group (2.7%) had attended school for less than 6.

.years. Education level data were" collapsed into three

-categories (8 years Or less, 9 to 12 years, -and 13 or more

~zears) to’ permit statistical analysis; the difference between ™

' groups vas nons1gnificant (p = .2166).

The largest proporti9n)of participants 1n both groups

(18. 9%) were represented in service occupations as outlined in

. Canadian census data (See Table 11). However, the control ¢

group comprised more participants (24.3%) in produce, |
assembling, or repairing occupations than the experimental
group (16:2%). Five control group participants (13. 5%) were’ in

teaching and related occupations,.primarily in post/secondary

{
®- ~

\
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institutions, comgared to none in the experimen%tl group.

mThis is con51stenf with the‘larg%r proporticn of control group
participants with post-~ secondary educution. | "’

Emplpoyment status ihs determined by participant /;

self-report at hospital discharge for a11_74 participants;
;there-were no changes 68 ;eeks later. A sizable ;aJorit&'of

. control group pa#ticipants (67 .8%) were employed. compared to;
less than half of tnefexperipentai_group (48.6%) .

*ﬁdditionaliy, more etperinentsi group (35.1%) than Cjntrol
groupi;24 3%) participants ‘were retired. Simiiar percentages
of participants were unemployed in each group -- 10.8% in *the
experimental and 8f£%'inﬂthe control group. Two housewives in
‘the experimental group cid not work outside the nomix
Analyzing the date,‘regrouped into the categories oflvorking

_and not working (unemployed, retired, and other), revealed fﬁ

'equiyalence between groups (p = .099). . |
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Table 10 T L , | \%
Seleoted Demographic, Data Of The Study Sample
R Experimental Control
Characteristic A " Prequency % - Prequency %
' ‘ , g
3 T T
Sex . : A . N
sWale - ' o .30 81.1 34 ' 91.9
Fegale ' 7  18.9 3 8.1
(x°(1) = 1.850, p = .1738) '
=39 years ¢ 0. 0.0 . 2.7 5.4
40~49 years ) 7 18.9 ' 9 - 24.3
50-59 years 10 27.0 12 32.4
60-69 years } 18 48.6 12 - 32.4
70-79 years S 2 5.4 1 2.7
Mean age - - - \ 58.00 - 55.78
Median age t 60.00 55.00
Range ‘ - 40-76 * 38-79
‘Standard deviation " 8.854 , 9.883
Modal age , L 46 » ‘. 47
(t(72) = 1.02, p = .313) \ | ' . G. .
Marital Status
Single o 0 0.0 1 2.7
Married ~ .27 73.0 33 89.2
Widowed ‘ 2 - 5.4 2 5.4
Divorced 3 8.1 0 5.4
Cogmon law 5 13.5 - 1 2.7
(x“(1) = .561, p = .4540)*
Geographic Location of Home
. Rural ’ 20 54.1 22 59.5
Urhan _ 17 . - -45.9 15 '40.5
(x°(1) = .220, p = .389) ' :
~ Education ¥
" Tess than 6 years 2 5.4 1 2.7
6 - 8 years 7 18.9 5 13.5
9 - 10 years 11 29.7 13 35.1
11 - 12 years 12 32.4 7 18.9
13 - 16 years. 3 - 8.1 5 13.5
17 years plus 2 5.4 6 16.2

(x2(2) = 3.059, p = .2166)**

Note;\*gpata régrduped into married and unmarried.
*%* Data regrouped into 3 categories: less than 9 years, 9 -12
years, and\13 years plus. - B



“Table 11 °
v : ]
Selected Demog;nphic Data of The Study Sample

Experimental Control

Characteristic Frequency % Frequency %
Occupational Status , ' ;>
Natural sciences, engineering, mathematics 15, ‘5.4 2 5.4
Social sciences and related fields 2.7 1 2.7
Teaching and related fields 0 0.0 5 13.5
Medicine and health 0 0.0 1’2‘ 5.4
Artistic, literary, and recreation 1 2.7 1 2.7
Clerical and related occupations 1 2.7 1 2.7
Sales occupations 2 5.4 2 5.4
Service occupations % ‘ 7 18.9 7 18.9
Farming and animal husbandery 5 13.5° 2 5.4
Forestry and logging ' 2 5.4 0 0.0
Mining, quarry, oil and ga$ field 1 2.7 1 2.7
Machining and related field 0 0.0 1 .7
Product, assembling, repairing 6 16.2 9 24.3
Construction trade 3 8.1 2 5.
Transportation equipment operating 1 2.7 1 2.7
Material handling - 2 5.4 0 0.0
Other craft and equipment operating 1 2.7 0 0.0
Not elsewhere classified (housewife) 2 5.4 0 0.0
Employment Status

. Employed 18 48.6 25 67.6
Unemployed T . . 4 10.8 3 8.1
Retlred ‘ . 13. 35.1 9 :24.3

Ber (bousewife) : " -2 5.4 0 0.0

(1) = 2.720. p = 0991)‘

Note. * Data'regroupéd into 2 categories: working and not
working. .

~
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Personal Supportive Data. Selected personal lupbqrtive n

deta were obtained from the participant's self-report and the

hospitnl chart. The majority of the experimental (72.9%) and
o

the control group (70. 2%) participants had three ‘to four

coronary vessels grafted (See Table 12). Two control group

participants (5.4%) had seven vessels grafted. The mean'number'

of grafted coronary arteries in the experimental (3.35) and
control group (3.48) was statistically equivalent (p = .600).
Over haif of the experimental (51.4%) and control g?ﬁup

(54.1%) participgnts‘haé ne#er suffered an MI. Two of the
ekperimental group partiéipants (5.4%) had sﬁffered three
previous MIs. The mean nunmber of MIs previously experienced by
participants in the two groups was statistically equivaient (p
= .632). A large majority of participants'in both groups‘
(78.4%) had never enrolled in a cardiac rehabilitation
program. At the time of the administration of the knowledge
.questionnaire and the S-Anxiety Inventory only a few of the
experimenfal (21.6%)‘and control group participants (29.7%)
had performed an exercise tolerance test. Even fewer
experimeptal (18.9%3 and ‘control group (27%) participants knew
the outcome of this test. Ali particip#nts in the
experimental group wi;h k?owledge of g%éirlstress tests had
negative tests, i.e., godd résulf§7"bf the 10 control roup -
participants aware of their stress test results, five tests

fwere positive and five were negative.

-
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Selected Personal Suppértive Data of The Stud Sample
- ' !xporImon%tI Control .
rrcqqency«ﬂ '

'Characteriatic

-

Proquoncy S

Number of Grafted Coronary Artaries

¢

il

YeE . .
(x“(1) = 0.687,.2 = ,4071)

1 . -2 5.4
2 ' 4 10.8
3 14 .37"8
4 13 35.1
’ 5 d 4 10.18
6 - ” 0 0.0
7 . 0 0.0
Mean - 3.35 - ‘
Stapdard Deviation 1.01 -
Range - 1 -$
(t(72) = -0.33, g = ,600)
Previous Myocardial Infarctions®
' , ) :
0 . 19 51.4
1 - . 15 40.5
2 1 2.7
3 2 5.4
Mean T 0.62
Standard Deviation . 0.79
(t(72) = 0.48, p =f632) -
Prior Experience with Cardiac Rehabilitation
No - 29 " 78 .4
Yes . 8 21.
(p=1)
‘““Exercise Tolerance Test Performed
- ;
No - . 29 78.
Yeg - _ 8. 21.
(x“(1) = 0.632, p = .4247) - ~
Patient Knowledge of Exercise Test Results
No - 30 81.1
‘ 7 18.9

00

14

- 26

11

27
10

———
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f]khf3ty'- Environmental Uata. Signiiicantly more control group f;_

:’~participants than experimental group participants (p ='.000)
made telephone calls to the CRNS requesting information and/or
expressing concerns (See Table 11) Eleven experimental group

p\rticipants versus 31 control group participants made between f

‘one and three calls. None of the experimental group -
ﬂ'participants made more than three calls to the CRNS whereas 2
control group participants made four calls and 1 participant

fheach made five sxx, and seven calls .
Twelve contﬁgl group (32 4%) participa?ts called their

ffamily doctor once compared to only 3 experimental group

(8. 1%) partic1pants Participants in. hoth groups made few
calls to their cardiovascular surgeon perhaps ow1ng to

lbrevity of the relationship, that 1s, the limited time in

which)to establish rapport prior to surgery Thirty six

, wg&perimental (97 3%) and 25 contro? group (67 6%) part101pants

o« »

4never called thelr cardiovascular surgeon However,.lz
. s ‘ En :

e control group partlcipants made between one and three calls to

'their surgeon vensus 1 experimental group part1c1pant pl§c1ng A

e »>

only one call Four participants, 2 in each group, made ong.

‘ftelephone call to 'the surgical nursi‘\ floor This small

‘?number of calls is puzzling, either the calls were never_ {;gJY
'rm2} placed as indicated by review1ng the partfcipant telephone L
e {call forms, or they were npt recorded by the nursing staff -
', A total og 87 calls were placed to the Various health

'care professionals by 36 control and 13 experimental group ’

-participants The 36 control group participants made 70 calls 'f

“ . . S . . T , . . . ‘,‘,'5‘.q~
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to the bealth care professionals, 37 of which were d%rected to

the CRNS ﬁhirteen experimental group participants placed 17
calls to tPe health care professionals, 11 called the CRNS
three called their family doctor and the CRNS two called the
surgical hursing floor, and one participant called the CRNo»«
| and the cardiovascular surgeon. The majority of the 87
telephone calls (79.0%) from the participants to the health - \
care profass1onals were made in the first. two weeks after
their hospital discharge |
All stndy participants were taking, at leae@_one
.ayiprescribed medication. Seven experimental (18.9%) and 6
‘control group (16.2%) part1c1pants wera taking two:
medications. - Fewer experimental (10. 8%) than control group
(24 3%)‘part181pants were taking three medications, however
more experimental (18 9%) than control group (5 4%) /’ . i"l | /
part1c1pants were taking four medlcations Equal propormions //
of participants in both groups (13. 5%) were taking between :/// :
. five and seven medications 'The groups. were statistically //
o eguivalent regarding the mean number ef prescribed medicafions
1“(p = .517). | ‘ | | 7
| Importantly, the groups . dlffered significantly id/the
;vgincidence of rehospitalization (p = 022)s> Nine control group
Jparticipants (24. 3%) were rehospitalized during &heir, "»;;;,
convalescent period compared to only 2 experimental group
participants (5.4%).‘aThevreasons for rehospitalization were'

1nsufficient to warrant exclusion from the‘study (See

Table 14):




Table 13 ‘ '
. Selected Enviro%meﬂtal Supportive Data of The Study Sampfz
“Experimental Control

Characteristic . Frequency % Frequency %
E—lfs to Cardiac Rehabilitation Nurse . ‘ i
0 .. 26 - 70.3:, 1, 2.7
1 ,26' -16.2 7 18.9
2 : o 4 10.8 13 35.1
3 AN 1. 2.7v 11 29.7
4 0 .g 0.0 2 5.4
5 0- 0.0 L \2.7 ,
6 . A 0 0.0 . 1 .7
7 Lo L0y 0.0 1 2.7
(t(72) = -7.61, p.= .000)
C lls to Family‘DOCtor
4] . \ ) - ‘.3@
— - 3
2‘ . ‘ o . 0
(t(72) = -4.88, p = .000)

Calls to Cardiovascular Surgeon

6

SRS |
R L o I

: 0

- .002)
Calls to The. Surgical Nur51ng Fld“;}
0. ‘ 35
1 2
(p=1) . :
Total Calgé\Made . - T 19.5 70 ° 80.5
- Number of Medications Prescribed- SR B J
1 - i . 14, 37.8 15 40.5.
2 7 18. 6 16.2
3 4 10.8 9 24.3 -
"4 7. 18.9 . 2 . . 5.4
5 2 5.4 4 10.8
‘6 2 5.4 -1 2.7
N T T o 1 2.7 o . 0.0
o \Qt(72) = 0.65, p.= .517) ‘ s ' :
REhgsbitalization B
0 N v e 35 75.7
1\ ! | ‘ =) 21.6
2 N o ‘ : 0 2.7
(t(72) = -2.36, p = .022) - . .=

~
N
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Table' 14 * = _ . : T '
"Reasons For Rehospitalization |
' ’ ’ ‘ » N . ro
' Experimental Group . n. Control Group’* C n

Ulnar ngrve compression 1 Inability to diagnose chesf pain 5

Mild pulmonary edema f 1 Medication adjhstments/toxicity 2

1

" . . Shortness of breath/anxiety 2

Knowledge afid Anxiety Scores of the Study Sample

[y

The'@ean percentﬂknowIedge score for the sample as a d
whole was 85 81 with a standard deviation of 8.94 (See Table
v'iS). 0f a pos51b1e 70 points, the sample achieved a raw score.
ﬁmean of 60.07 with a standard deviation of 8.94- and E: range of”’
30.5 t 9 5. The experimental group'achieved~a raw knowledge
score ‘mean of 67. 73 with a stardard deviation of 1. 43 and a
range of 63.5 to 69 0. The control group only achieved a raw
score meaJrof 52 40 "with a standard deviation of 6. 28 and a.
‘range of 30.5 %o 68.0. The experimenﬁa{.ggoup nmean percent
correot knowledge score was significantly higher than the
control groip (p = 000) . \V\;. |

The sample as a whole demonstrated a mean S- Anxiety seore
of .36.50 out of a possible 80 points with a standard deviation
T of 11. 85 The experimental group mean B Anxiety score was
.29.78 with a standard deviation of 7. 72 and a range of 20 to T
’40. The control group mean S- Anxiety score was 43. 22 with a
standard deviation of 11.52 and a raage of 21 to 68. The
control group mean S Anxiety s?ore was significantly higher

‘than the. experimental group (ch 000).
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Non—directional independent t-tests were computed‘tng
.\\s s
'determine mean differences on each of the six knowledge

kd

‘subtests scores (See Table 16) Tbe experimental group
| i

'.achieved a significantly higher mean percent correct score on
each eubtest than the control group (p -‘.000) Again,
significance at the .05 level was achieved when all subtest
scores'wer‘eb combined into a total score; t(72) = 14.47, p =
2000. o

| A pearson product moment correlation coefficient was
computed using the mean percent correct total knowledge score
and the mean S—Anxiety score for the 74 study participantst
(See Table 17). . There was a_substantial negative'correlation'

(r = - .71, p = .000) between'the'level of knowledge and tpe'ﬁ
SN

level of anxiety for . the total study sample. Each group yas fﬁﬁ

ity )
,'a

_analyzed separately in a sxmilar fashion. A statisticallyf
‘significant negative correlation (r = - .61, p = 000) between
the control group part1c1pants level of knowledge and level
of anxiety was found; a similar relationship was found in the
experimental group though somewhat less pronounced (r =>- .30,
p = .035). '

= . ' ) #

Moreover; scattergrams.of the~knowledge levels and

anxietv levels;of.eacn“group separately as well as of the
total sample more clearly illustrate.the impact_of the
telephone>program. * Because randomization wasveffective in
producing 2 equivalent groups on the selected demographic

- variables, tbeoretically, one can assume that both groups were

equivalentkin knowledge-and anxiety 1eve1s prior to - ~
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-_implementation of the telephone program. “ This is illustrated '

by the scattergram of the control group (See Figure 1) The

e

scattergram ‘of the experimental group (See Figure 2), depicts
the shift of the participants! knowledge scores up and their )
anxieiy{scoresvdown after receiving-the'telephone_progran.‘v
'Finally; the scattergram of the.total sample illustrates twov
distinct groups after delivering the telephone program to the
’experlmental group, c&early, illustrating the effectiveness oi
the program in reducing anxiety and-increasing,knowledge (See
Figure 3). A° second stage of analysis revealed that the s
relationshlp between the level of knowledge and level of
education was nonsignificant for the%%ontrol group
partlcipants (r =,‘114 p= .1968) but significant for the .
experimgntal group participants (3 = .2986, p = 7036). T
Further the relationship betweenAthé participants' level of
knowledge and age in years was nonsignificant in both the J- e

"coﬁtrol group (r = .1824, p = .1398) and the experimental

group (£.==.-2616, p = .058).
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Control . 37

AR . | \ P

Table 15 o ‘

Knowledge and Anxiety Scores of The Study Sample

Variable L\Cases . Mean Standard Deviation t daf p

Mean Percent Knowledge Scores ‘

Total Group 74 - 85.81 8.94

Experimental 37 - 96.76 2.04 e

Control - 37 74 .86 8.97 14.47 72 .000

S-Anxiety Scores

Total Group 74 36.50 11.85

Experimental 37 29.78 - 7.72 ' C
43.22  11.52 -5.89 72 ¥ .000
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S

. . L .

Ihdependent T-Tests For Each of Thp‘Six~Knbﬁled§e‘Sﬂbfests

i

*CAD - Coronary Artery Disease

**PAR - Physical Activity Restrictions

Variable Number ~ Percent Standard T Degrees Of
Of Cases Mean Déviation Value Freedom = p
cap* ~ » » : IR

" Experimental. 37 ' 98.65 2.81 -6.29 72 .000
Control 37 87.59 10.31 Lo -
Diet : : ‘ . ’ : .
Experimental 37  98.65 3.89 5.2 - 72 .000
Control 37 '83.88  15.49 - '

‘Medicatiohs ‘ -
Experimental 37 95.36 5.53 13.52 72 - .000
Control 37 '58.82 . 15.49 ' '

- PAR*, . S | . - :
FxpeMmental 37  94.09 - 5.69  9.11 72 \_-000
Control 37  72.80 . 13.03 o

: | o b
Exercise . _
Experimental 37 98.80 3.24 5.53 72 .000

‘Control 37 88.29 .~ 11.09 a
Rest x ) , .

Experimental 37 94.60 7.97 8.92 - 72 .000
‘Control - 37 70.46 - - '14.40 : :

Total ] : A :
Experimental 37 96.76 2.04 72 .000
Control 37 74.86 8.97 14.47 Lo
Note. A
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Pearson Product Moment Correlation Between‘Knwaed§g>and

Anxiety : C, . ,

+

Table 17

Total Sample k ExperimentaL C?ntrol
* Correlation (r) -0.71 ‘ -.30. -.61

Probability ~ = .000 . .035 - .000
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Scattergram Of Knowledge and Anxiety of The

Experimental Group

Figure 2.
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CHAPTER V .

Discussion and Recommendationn

——

Discussion of Findings

‘Tne focus of this chapter is a discuasion of the data,
addressing each stated hypothesis. This includes the study
participants knowledge level in the six subtests and thelir .
state'anxiety scores. rmplications and recommendations for
nursing are suggested in the areas of nursing practice,
nursingiadministrationt'nureing education, and nursing
research. , N %

Knowledge Level In The Si@ Knowledge Subtests

CAD, Its Effects and Related Self- Care Measures It was

hypothesized that CABG surgical patients receiving the
snpportive-edncative telephone program would achieve higner
knowledge le;els about CAD, its effects and related self-care
measures than ;hose not receiring the program. Significant
group‘differences on'tnié subtest supported.the hypothesis,
3(72) = 6.29, g(\ﬂl. All participants received in'hospital'
patient education\froh the health care personnel in
preparation for ho%pital discharge; A variety of teaching
aids including a series of five slide tapes, teaching manuals,
and booklets were ut&lized to provide information about CAD,
surgical treatment,;and the recovery period. Teaching
occurred in both structured and unstructured sessions as well

as individual and group teachihg sessions.

Because CABG surgical patients have a tremendous amount

*

of information to learn and skills to master, it is naive to

N2
! ]

108
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assume that intensive in-hospital patient education will ﬂ
enable the patient to assimilate all the information in thii

N
limited avaiiable time pcriod. Although one cannot deny the

beneficial effects of the in-hospital education procrnm, the
data supporting hypothesis 1 demonntrnted that the \ /
eupportive-educative teerhone program not oonly reintorced
information that was provided in hoepital but also provided
new information needed by the participant throughout the early-
home convalescent period. The participants received
consistent, progressite educational messages in a (orm‘they:
could assimilate and revise oter a suitable time period. |
This study supports the findinés dfvPozen.et al. (1977)
and Stevens (198 who investikated the effects of telephone
‘information provided to MI patients. ‘The treatment groups in

-
these studies received information in hospital in addition to

”

telephone information provided by a nurse whereas the control

£

groups received né telephone follow~up during this same time
-period Both investigators found the treatment groupé more
krniowledgable about the manifestations of a MI 1 month and 6
weeks, respectively, after hospital discharge than the control
groups. Similarily, Owens et al. (1978) reported that in the
early home.convalesoent period‘the'knovledge level of cardiac
patients about the causes of CAD increased but not.
Signifioantlk. ‘Conversely,'Christopherson and Pfeiffer (1980);
and Finkbeiner (1979) fou; that the test items on anatom§,

physiology, and the‘CAD\ rocess, generally, were answered

incorrectly whereas test }tems on the patients’ physical tare
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f@{were answered correctly Coombs~(1984):foundlthatEOut oi‘five _
'subtests, 105 CABG surgical patients performed the poorest Qn

the CAD and heart surgery subtest Coombs posited that thé

‘?:tne content of this subtestsprobably contributed
”fperformance |

Following evaluation oi in-hospital patient education

"A:.programs, Scalzi et al (1980) and Sivarajan et al. (1983)

itfound that during hospitalization, patients retention of
‘lﬁinformation was . limited and deteriorated after hospital
"hdischarge.‘ If knowledge is ‘a necessary prerequisite for
',appropriate dec131on making gnd self care behaViors of
paflents after hospital discharge then 1t lS imperative that

vpatients are equipped w1th the knowledge about their health

‘f'deviatron its effects and related self care behaViors in.

id“order to achieve this end The supportive educative telephone .
_ program provided the experimental group participants w1th

'zgappropriate and timely information in the early home
convalescen% period " ;ﬁ\' |

' Therapeutic Diet As hypothe51zed the experimental

‘v group demonstrated“a greater knowledge level about therapeutlc B
"?diet than the control group, t(72) 5. 62 p< 01"0f all the :L'
Vsubtests, the experimental (98 6%) and the control group
Jf(83.9p) achieved the second and third highest scores, f
| frespectively,'on the diet subtest 6 to 7 weeks after hospital l
]hdischarge Coombs (1984) found that of the five subtests |
: &

1.administered CABu surgical patients scored the highest ‘on the

:xr dietisubtestrf Finhbeiner (1979) also found that MI patients
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. achieved the highest score on the diet subtest. Although :

Stevens (1985) found no significant difference between the

experimental and the control groups diet subtest, the mean
. ,m ;
‘score for the experimental group*was higher than the control

'group onﬂthe posttest.r Raleigh and Odtohan (1987) found that ‘

‘2 months after hospital discharge the experimp%tal group
,}

attained the best scores on;fhe diet and medication tests.

However Steele and" Ruzicki (1987) found that 38 CABG surginal»v
B

>patients incorrectly answered questions*related td‘dietary
vchanges and dining out Thedresearchers suggested that

] although the introduction of - dietarv information was
appropriate for. in—hospital patients “long- term behaVio
'vchange could be, managed and monitored more conSistent- is n

outpatient setting é L o .

In the present study, all participants and their mates

’1.:attended a 1 hour group teaching session lead by\a dietiﬂian

who also prov1ded indiVidualized dietary' instruction prior to.
hospital discharge } Participants were given.a booklegﬂ/
:uoutlining Canada s food guide as well as sodium, cholesterol
yand fat dietary restrictions suggested by the American Heart

‘Assoc1ation The dietician S telephone number was given to all

aparticipants 7_» B o fui '” _ﬂ . 'i‘ a_ 'Jf
‘ ' N ‘ R
“The participants'/relative1y=high levels of . dieth //'
knowledge may be explained by the in-hospital educational
program s emphasis on diet prior knowledge of both the_

’partiCipant or mate, or the perceived relevancy of the

"rinformationr Given that low cholesterol/low fat diets and low :



- decisions regarding‘diet

\ \
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L . | | \
salt/suut‘ﬁ“atets‘nave received\considerable emphasis through |

a2

mass media in the 1ast few decades, it logically follows that o

]

continaous exposure and reinforceme;t may:- have led to ;

retention of diet information Additionally, media emphasis‘

may have influenced thevparticipants\\perceptio -of the

,relevance of this informat on by reinfprcing the significant

relationship between diet ahd CAD - '}“
Patients*are_require to problemwsolve ‘and make i
aily,;thereforb .diet'information-is

frequently applied and subsequently reinforced The

'educational 11terature asserts that applyinv knoéledge w11’

reinforcement of kno

’p051tive1y 1nfluence§‘3tention However in the-present studv

ledge through applicatio% alone fails to

explain the significantly higher knowledge level in the

Lexperimental group than the control group TQE,-

supportive -educative telephone program apparently filled a gap '

© iu tﬁp patients"knowledge that had_pot" been’ filled during

"v the questions correctly All experimen

near perfect scores, 9 participants answere

-hospitalization

Prescribed Medications. The mean/percent correct

kmedication subtest’ score of the experimental group was 95. 4%

versus 58 8% for the control group with a . standard dev1ation

of 5 53 and 15 49 respectively.r The large stan ard dev1ation

-of the cont?ol group reflects that whereas 3 parv101pants had

",ess than 50% of
1 group participants r'
scored 70% or greater on the medicati n subtest.’ As'

Lo R . » S
hypothesized, the experimental group demonstrated a
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significantly.greater-knowledge level about medications‘thanc
.the control group, t(72) = 13. 52 p<. 01., _ |

The nursing staff of the study hospital provided
information about medications including indications,
therapeutic action, time of administration, and common side

effects. Medication teaching to the CABG surgical patients

- began soon a their transfer from tbe cardiovascular'-

intensive care unit to-the surgical wardjo The nurses were
‘expected to inform the patients‘about the purpose and
potential side egfects of each medicationznhen'it uas.
administered Because the patientsl prescriptions for the
hoée convalescent period were written the day of. hospital
discharge, the majority of the med@%ation teaching was delayed
until that time Particular emphasis was placed on- the
administration and s1de effects of the drug Asasantine a
frequently prescibed medication for CABG surgical patients
Because of the importance of taking cardiovascular medications
correctly, participants were tested on all of the prescription
medications However-«the principal investigator randomly
selected only ‘one medication for. scoring purpoSes

: Thg\control group demonstrated the lowest mean percent
correct scores on the medication subtest 6. to 7 weeks after
;'hospital discharge. The low scores ach&&yed on the medication
subtest may reflect the limited nursing time available for
_comprehen51ve medication t:::%i;g apart from providing quality,
h-nursing care.. Furthermore,‘the medication knowledge deficit
may.be'explained‘by the‘lengthvand complekityrof the.content

3
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y

. ot the subtest lack of teaching emphasis placéd on medication\

knowledge, ‘or high patient anxiety levels which hampered
knowledge retention ‘during hospitalization. As well, the
teaching.booklets and film Strips do not provide specific
information about medications. : | o ‘ |

After hospital discharge, patients often forget
medication information which is provided during
hospitalization whether ‘the teaching is structured or
unstru§tured (Pozen et al. 1977 -Scalzi et al.; 1980; Curran,

1978; Finkbeiner, 1979 Stevens, 1985) -Even with telephone

follow—up Stevens (1985) failed to detect a significant

difference between the experimental and control groups' level

of\medication knowledge. On the other hand, Raleigh ani

Odtohan (1987) found that patients scored highest on
medication questions, however, the entire'test\consisted of
only 26 items. Although the content and proportion of
medication questions were not indicated, it is reasonably
assumed that the medicatioéﬁguestions were  less comprehensive
than the 21- item subtest used in the present study.

1In the present stu‘la\control group participants,
particularly, displayed disinterest in their medications,
often delegating medication administration to their mate.

This was especially true for participants complaining of

: memory lapses and fatigue.= All\control group participants for

whom Digoxin had been prescribed could identify the medication‘
but not the side effects or signs of toxicity; they were

unaware . of the necessxty of determining their heart rate prior

~—
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to. taking the drug uoreover. 3 control group participantsé*Q‘.‘
_ exper}enced nausea, vomiting, and dangerously slow and o
irregular heart rates at the 6 week surgical follow-up
indicating Digoxin toxicity. ]

| A large proportion of all study participants verbalized
problems-remembering the nanes, dosageﬂ and side'eftects of
',their medications. Participants may bave_tailed to perceive
medication information as meaningful believing only, in the
'need to follow physician orders ‘without an understanding of
~ the implications ‘moreover, they may have preferred to deny

-

the importance of understanding their medications.
arﬁ;cipants may have perceived limited independent control
over medication decisions, relegating total responsibility to
the health care proyiders or their mate. As well, the low mean
percent score of the control group (58. 8%) may reflect that,
lacking reinforcement of medication information during the
home convalescent period, participants*failed to seek this_h
type of information ~Granted that medication |
self administration requires little daily decision making,
except perhaps, whether‘or not to take the~medication, one

could argue that compared to content areas such as diet and

exercise, medication knowledge invdlves little application

'.and therefore, leSs reinforcement. -

Participants may ‘have experienced information overload
during- hospitalization which inhibited prolonged retention
The opportnnity for tbe experimental group participants to |

interact,w1th a nurse after hospital discharge at a time when.
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| they were ready to ﬁ%arn, may have stimulated some
participants to: seek answers to specific questions. Ma}shall
(1980) suggested that as patients and family adjust to the'j
home environment they tend to. have many questions. Medication
knowledge may have been more meaningrul for the experimental
Lgroup participants during the home convalescent period
Discussions with the CRNS may have prompted partiédpants to

* » : e

view medicai:gn knowledge as an important factor in the .

- control of tWe'CAD process. ' ) ‘ .

Education of all cardiac patients about pharmacotherapy‘
is the keystone to comprehen51ve education as nearly one—half
of all prescrip%ion-drugs are taken improperly (Wenger et al.,
1986)' Nicklin (1986) and Flynn and Frantz (1987) recommended
patient follow—up v1a telephone calls to help identify
zproblems soon after.hospital discharge, potentially,
decreasing unnecessarily prolonged and complicated recovery.-
In the‘present*study, many experimental group participants
implemented strategies.suggested by the CRNS to plan their
+ medication administration, they used memory aids such as
‘taping their medication schedule to the television set in
bold, brightrletters._

Recommended Physical Activity Restrictions. Given the

'significantly greater knowledge level abdﬁt recommended_‘
physical activity restrictions demonstrated by the
experimental group than the control group, t(72) = 9, 11
B(gOl hypothesis 4 was supported The mean percent correct

score for the experimental group was 94.08 with a‘standard
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deviation of 5. BQ‘AIor the oontroi.group, a meun percent
correct score of 72 8 was attained with a standnﬂﬂwfeviation
of '13.03. Seven control group participants achieved 37% or
greater on ‘this subtest whereas 2 partici nts achieved less
than 50% of .the oorreo; responses, contributing to the large
‘variance in the controi group. StevEns\(lsss)’%ound large
variances in both the experinentai and the control group on
this subtest, howeverf a'eignificant,dirterence between the
- two groups‘wns'not fonnd. ' ' N ' : y

In the study hospital, information about necessary
physical act1v1ty restrictlons for CABG surgical patients was #
taught by the nur31ng and medical staff The CRNS reinforced o
tais information during a visit to each patient prior to
| hospital discharge. Additionally, the patient was sent home-
with-a booklet (Burrows & Gassert, 1984) providing activity.
guidelines to folldw at home. Examples oi recommen;i:?f\\
activity restrictions.ineluded'driving~e‘car, mowing the lawn,
mov1ng furniture and lifting nore than 10 pounds.

The obJective of the 8-item activity restrictione subtest
was to determine the participants’ level of knowledge about
_ which activities to avoid or modifylduring the first 6 to 7
weeks at home. Further, the test asseesed the participants'?
knowledée about the reconmended tine period qOr these -
\restrictione as'eeii ae whether or not the participants could
verbalize e plan for implementing necessary‘eeif-care

behaviors in light of these restrictions

The experimental group's higher mean percent correct
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score on the activity restrictions subtest than the control

group may reflect the influences of the relearning,

reinforcement,. and application principles_bgovided by the CRNS

~via the telephone. Perhaps participanys beiieved that knowing

how to accurately implement activity re ictions, monitor

progress, and adjust activities could preven the appearance

of somatic symptoms and concerns. Even so, of the six

- |

” subtests,'the experimental group participants ‘performed the

poorest on the physical ackivity restriction subtest. Marshall

'(1985). discovered a uﬁique characteristicaof the CABG

.population in cardiac rehabllltatioq programs, they expressed

difficulty knowing which activities they could and ought to'
perférm postoperatively. ‘Murray and Beller (1983) fognd that
even with relief of pain patients verbalized uncertainty atout
their limitations aﬁd fear of precipitating symptoms. Clearly,

in the present étqdy,.the'supportive-educatiVe telephone

. program effectively addreesed theFCABG'surgical patient's

knowledge deficits and accompanying uncertainties about

activity restrictions. R

-

RecOQ%;gded Exercises. Hypothesis 5 was supported as the

experimentai group demonstrated a greater knowledge 1eve1‘

'about recommended exercises than the control group, t(72) =

5.53,”2 <.01.-The groups were equivalent in the proportidn of

.participants with prior attendance in a cardiac rehabilitation
'program; group differehces might have influenced the results.

" 'Both groups achieved the highest mean scores on the

recommended exercises subtest indicating that all partieipants
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| ‘tound. this.istormation meaningful and necessary.

| The usual recommended exercises for CABG surgical

| patients follo\ing hospital discharge is a prosreesive daiiy
walking program. The CRNS and—the health care team in
consultation with the participant's cardiologist, proyided

’ information zoncerning-the walkingﬁprogram prior to bospital
discharge. At hospitalidiscﬁarge all participants were
.prqvided:with a bookleg'outlining the reeommended activity
progression. The experimentai group received additional
reinforcemest of this information during the
supportive~educative telephone calls, and necesssry

./!

adjustments w Lnade in individusf‘exercise programs.
Cldridgeej:;éﬁ) concurs that'immediateiy following
hospital;discharge, patients require speeific directions
concerning frequency, intensity, and type of exercise.
Further, Tirrell and Hart (1980) found that knowledge of the
exercise regimen positively correiated with compliwnce with
the waiking regimen for 32 CABG surgical patients.‘ However,
‘similarvto the present study, the weather was a significant
barrier to compliance. The’ supportive educative telephone
program assisted participants in developing an exercise plan
in spite of this Sarrier. | |
Given that the meaningfulness of the educational costentj
afiects learning (Cronbach, 1977; Falvo, 1985; Van Hoozer et
al., 1987), educational content must be meaningful to ‘the CABG
. surgical patient:vln-hospital education progranms may :511 to “

deliver content addressing CABG surgical patients’' unlque,
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primary concerns. During the home convalescent period,
patients may be more'intenested in information relatad to
following treatment -regimens’ than invintotmation related to
the disease per se. This assertion is confirmed by the higher
scores achieved by all participants in this study on the
'exercise subtest than the CAD subtest |

To further substantiate this view, Bille (1977) found
that after hospital discharge many patients answered questions
concerning anatomy and physiology tpcorrectly but correctly'
answered questions related to selt care and treatment Coombs
(1984) reported similar results. Steele and Ruzicki (1987),
on the other hand, found that both experimental and control
group subjects were ieast competent in anSwering questions on
postdischarge activity progression aiter participation in an
in-hospital patient education program Ove;all the literature
indicates that information relatedqto exercise-is more readily
accepteﬁ during the first 6 weeks after hospital discharge
after initial patient concerns have been addressed."

' Teaching recommended exercises is a central eiement ot
the cardiac rehabilitation program at the study.hospital,‘with
vast nursing and medical expertise and research studies in the
area of exercise training and testing (Kappagoda & Greenwood,
1984).'The program's emphasis on exercise training may have
positively influenced the knowledge level of both groups.
Stevens (1980) study, conducted in the same cardiac -
rehabilitation department as the present study, supports this

postulate.
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 knowledge level of the experimental group

participants

|
’n the control grouip participants demonstrates

that in!ormation about exercise activities is more relevant

-,

‘when presenpqp in the home convalescent period as opposed to

presentation in the hospital. The. persuasively argued premise
that prominent concerns and.information needs‘of hospitalized
patients revolve around survival issues'ratber tnan life stjle
changes (Rahe et al.; 1975; Kinchla &lWeiss, 1985; Marshall,
1985; ﬁicﬁlin, 1986; Flynn & Frantz, 1987; Wenger, 1986;
Steele & Ruzicki, 1987) is supported by this study. In this
study, the higher knowledge level of the experimental than the
control group can be explained by the individualized
information provided by the CRNS and subsequent adjustments in
the participants’ walking programs considering their uage,
previous activity level, health state, and physical response
to exercise.

Over half of the study participants lived in rural areas
of the province with limited acoess to cardiac rehabilitation
exercise programs. One&ean specPlate that the telephone

program was particularly important for providing the necessary

" exercise information to individuals unable to attend

)

lstructured rehabilitation programs. The telephone program

effectively provided information to a patient population which
otberwise would not have received informatiOn about a-
progressive exercise plan. Finally, the program bridged a 6

week gap for those intending to join an organized exercise

program after their 6 week surgical assessment.
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Recommended Rest. Hypotheeie 6 was supported given that

the experimental group demonstrated a grenter knowledge level
about recommended rest than the control ‘group, t(72) = 8. 92
p< .01. The experimental zroup mean pe,ggnt score was 94.6%;
the control group, 70.5%, wtth standard deviations of 7.96 and
14.4, reepeotively. This result conflicts with Stevens'
(1985) nepoft‘of no significant group differences on the rest
subtest. ‘ |

. The nursing and medical pereonneliin the study‘hospital
provided CABG surgical patients with information about the.
type and amount of recommended rest during the early home -
convalescent period. The availsable literature on recovery
from CABG sungery has remarked that fntigue, weakness, and i
sleeping problems are common. In Wiieon—Barnett'e (1981)
study more then half of the subjects descrioed sleep
disturbences. Similerily; panticipants in the present study
experienced both sleep disturbances and neurological changee
such as confusion, memoryelapsee, and poor concentration.
‘These events were interpreted as both threatening andt
inconvenient. This eas‘particularly evident in the control -
group, and one can speculate that the high anxiety scores of
this group, -to be discussed shortly, influenced the low mean
percent correct knowledge scorevattained.' Importantly, group
differences were largest on the rest eubtgét indicating

particular effectivenese of the telephone program_for

 enhancing knowledge about home convalescent rest activities.

. | . | ~
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Summary of Knovledgo Lovolo 0f The Study Sample

Participants receiving the aupportive-educttlve telophono
program demonstrated significantly greater knowledge levo;c
rhan ..... the control group<on both‘the knowledge‘test as a wholel
and the specific subtests, namely, CAD, its related effects,
and self-care measures, therupeutic diet, preacribod
medications, recommended physical activity restrictions.
Fezommended exercises, and recommended rest. Further, given'

1
that the predicted effect slze of the program waa 8 and the sy

power of the statisticalvtests in"this study was low (.47) due
to the small sample size, the actual effect of the program was
probably large rather than medium because i significant

difference betweed groups wasfﬁétected. It is unlikely tnat

the results were due to chance. , ,
. ’ A}
AN }

Professionals have intuitively assumed that all patient‘a
education_}g valuable even though there is as yet little
derinitive research to support this essumption. The tyge of
educationallencounter incgrporating difrerent‘approacoes and
methodology may influence fhe amounxdlearned. Moreover, the
amount learned mayfbe 1dfluenced by readiness for content,
meaningfﬁlneeetof the content, and'anxiety. |

Many educators contehd that patients' readiness for

AS

content affects their abilitr towlearn gérohbach, 1977;
Narrow, 1979; Redman, 1980; Webb, 1983) The time available
for conducting educational programs’ both in and out of the
hospital is not easilywmanipulated. Educational programs are

often completed whHen staff are avallable, not necessagiiy(whed .

/
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the pitient/is receptive. Most program‘content_is_presented

. to all pa;ients in the same sequential order. TherefOre,‘due

/—1

v

to tim restrictions and prog' m structure, education may - beu
: \

gattempted prematurely.or supplied too late to be meaningfulﬁ

ffor ‘some individual patients

| Frasure Smith and Prince (1985) found that although the

~.

"“majority of patients had been taught about their disease as

,part of usual hospital procedures, after patients returned

..

home ;Bttle of this information had been retained well enough |

i to hel patients deal with thei( Specific situations _ Thus,

“'from the nurSes' perspective teaching and prQV1dinw
:greassurance by telephone to patients recovering at® home ‘
\ @

' jconstituted a major portion of their role. Yamada (1984) also

1found that only 2 CABG surgical patients specifically ~

N

identified personal benefits, in preparation for discharge

from the in hospital teaching program ' Gerard and Peterson

(1984) reported similar results for 31 ‘MI patients - few

‘ could recall having peen taught in hospital by nurses

C

Meyer and Latz (1979) found that cardiac surgical

patients dld npt perceive the content of their teaching

V

“’;booklgts as‘particularly meaningful or helpful in preparation'
t'for recovery at home. Rather in the home convalescent period

":Qp understanding of the tyPe and*Severity of chest pain and ,'

& . ~\--ef

" l‘specific recommendations abbut activity was perceived as more

E helpful Meyer and Latz (1979) also found that after hospigal

X

'discharge some patients remain unclear about the surgical

hprocedure which.had been.performed‘in_hospital. Finally, .-'?

Y
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: Evidence from~this‘study suggests that the

e | n . 125

\Yama W {1984)ﬂﬁpu&§ that patients"boncerns at home were

. diffﬂr&nt than those presented in the cardiovascular

literature. The professionals' concerns about discharged

'patients failed,to materialize during Yamada s patient

interV1ews The kinds of problems that patients expressed
‘were of a concrete nature (e. g.,‘voice changes) The present.

,‘study confirmed this finding and went a step. further in o

*»

.addressing participants coucerns and learning needs in the

—_—

hohe convalescent phase via a telephone program
Brundage and Mackeracker (1980) have suggested thatf

adults possess uniqué\characteristics which affe t how they

'should-bentaught They believe teaching is effective only

. when it capitallzes on adults pastlexperience and gocuses on ‘ﬂ

the immediate present Consistent with this premise, the

»supportive educative telephone program focused on’ the

participants immediate needs while convalescing at home

.

supportive educative telephone program, delivered to a sample

dof CABG surgical patients, is an effective means of providing‘

patient education and counseling

—_—

The current abbreviated hospital stay after CABG surgery

’phas con51derably 1imited the ability to provﬂue the

information and support patients nfﬂd to prepare for

convalescence at‘home, thus, teaching must be COntinued after

2

discharge from -the hospital Of-the many mediums,available for.

patient education tho telephone is gaining in popularityﬁ

’(Nicklin 1981), and more importantly‘—- effectiveness
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To .date, the telephone has not been adequately explored as” an

iadJunct r alternate method for continuation of patient

education and counseling following hospital discharge.
Further, the telephone, as a mode for providing patient
education and counseling.has received relatively little
attention'in the'research literature,‘despite the number of
)researchers recommending its implementation and rigorous‘
evaluation (Bilodeau & Hackett 1971 Granger, 1974 O&ens et
'all, 1978; Stevens, 1985; Nicklin, 1986; Wenger .et al., 1986).
Patients‘can be‘innundated‘with a‘profusion of aids_to
'education; A,challenge to nurses is to select effective

techniques fbr achieving educational goals withoutvconfusing

or frustrating patients. Advantages of telephone

_teaching/counseling are suggested (1) it saves’time and money : -

for the patient as well as the health care agency and staff
“yl‘“‘
(2) he@ith care appears more universally access1ble when the

3

patient knows that a teaching/counseling telephone program
¢exists; and.(3) p;iients whovmight‘be embarrassed -asking a
stupid* or personal question mav'appreciate-thegrelative
fanonymityvofrthe telephone. | BT

State Anxiety

The mean S- Anxiety score of the experimental group was
29, 78 w1th a standard deviation of 7 72, and fpr the control
;roup,_43 22 and 11 52, re@spectively &Hypothesis 7 was
supported as t exp erimental group participants demonstrated

dillower S Anxiety scores than the control group participaﬁts, t

H

3

L= -5589, p < .01, Therefore the%supp§rtive-educative
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mtelephone'program was effective in lowering thef;nxiety level
of ‘the experimental group participants. .
Anxiety and timing of teaching have been postulated to
afiect patients' learning and retention.(Hart & Frantz,,1977;
Christopherson &‘Pfeiffer; 1980; White et'al.,'lSBd). Several
researchers have found in-hospital cardioVascular patient '
education’ programs effective in reducing patient anxiety
.gBudan, 1983; Barborowicz et al., 1980, ‘Toth, 1980). However
other researchers found education programs ineftective in
-lreducing patient anxiety (Kubinec,'Ide; Pozen é% al., 1977;
Christdpherson & Pfeiffer, l980; Baleigh &_thOhan,.1987). The
‘effectiveness of the supportive-educative telephone‘program in
lowering the participants‘ anxiety probably resulted from the
combination of continuous supportive interaction with the
CRNS meaningful content presented at the most appropriate
time, and a program tailored to meet “the unique ‘learning needsy
and individual concerns of each participant '
| Additionally, as hypothesized ﬁ»negative correlation was
found (5 ="— 71) between the 74 particig;;ts' level of anxiety
and level of knowledgeQ When examined separately, both the
experimental and the.control group demonstrated ; negative
correlation between knowledge and anxiety levels although the '
inerative correlation was of greater magnitude ‘{n the control
group Therefore, ‘the telephone program was more effective in \
reducing the anxiety levels of some patients than: others

While the nursing research literature to date has focused

a_great'deal ofaattention~on ‘how best to meet the learning

t
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needs of patients, little consideration has been given to the
,,anxiety which can accompany recovery at home. Given the\
inverse relationship between knowledge and anxiety found in
‘this study, one- has to question the merits: of programs
implemented by eduoators failing to identify -and alleviate
patient anxiety Nor can it be assumed that all patientSware
anxiou given the large variance in the control group.

Tzéghospital experience for a CABG surgical patient’ can
be extremely anxiety provoking Intense. anxiety levels may
significantly limit the amount learned (Budan, 1983
Spielberger et al. 1983) In addition, Hasser (1979) and
o¢h§rs (Hijeck 1984) have 1ndicated that patients experience
Ia letdown or loss of security -upon . leaving hospital even
- though they are eager to return home to a familiar routine and’
environment. Similarily, Yamada (1984) found that although
CABG surgical patients were pleased to be home, the recovery
process was not withbut its problems and anxieties.

Frasure Smith and Prinée (1985) reported in the telephone
follow-up of 453 MI patients, that 60% of the subjects
reported feelings of~anxiety or depression in the home
convalescent period This may influence the amount and type of'
-~ discharge information which might be learned from a typical
in~hospital or outpatient education program.‘

Nurses must be aware of any preconceived notions about
' patients ability to learn due to their age or educational
background because the age of this study\s participants bore'

no relationship to their knowledge 1eve1} On the other hand,
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wﬁile the control group participants':knovledge level wasg not
significantly related to their education level the |
experimental group participants' knowledge level was ‘ »
'significantly correlated .with their education level Given .,
that in general fewer experimental group participants (n -
5) than control ‘group part/cipants (n = 11) had attained
'post—secondary education evidently the telephone program was
effective in conveying information in spite of this
difference . The point here, is that, teaching and counseling
must begin with an. assessment of patients unique needs.

Not only were the control group participants more anxious
than the experlmental group but also their response to this
anxiety'was more intense. Although all participants expressed'
concern yith somatic symptoms, significantly more control
‘group”participants;went to the emergency‘department and
subsequently vere rehospitalized. In all.cases,‘anxiety or

-—

lack bf&fnformation contributed tb these'hospital admiSSions.‘
For example, 5 control group participants became anxious and
_were subsequently rehospitalized due to the. inability to
determine the probable cause of their chest pain, this concern
was not identified. by participants -who received the
supportive—educative telephone program. One can speculate that
'the CRNS who provided specific information and allowed the -
patient to ventilate their concerns, was successful in
preventing the participants from misinterpreting their -

symptoms and escalating their anxietv. An element of anxiety

also_contributed to 2‘control group participants' : h
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rehospitalization for shortness of breath.

Because the supportive educative telephone program was 1in

counseling, it is difficult to determine which of the two

‘components was more beneficial to the participants’ recovery.

0

That is, during the home convalesgcent period did the

B

provision of information alleviate anxiety or did rthe /-

provision of support enhance knowledge retention? It would

appear that the two components were probabkly synergistic.

. Regardless, this study provides support and'encouragement for

the development and evaluation of telephone counseling and

x

education programs delivered to a. patient population which to

‘date had not been researched in this manner. This study also
challenges the effectiveness of ‘traditional
VinStitution-oriented educatibn’programs; supports’a_move”away

jfrom patterns“of accountability‘dependent on a prdfessional

hierarchy, confirms the need for self-care.resources within
the community at large, and confirms the need to provide a
bridge between in-hospital and outpatient cardiac '
rehabilitation:education programs.
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Implications and Recommendations'For.Nursigg
The findings of this study'naGe‘demonstrated“the
deifectiveness of the supportive-educative telephons program;“
delivered to CABG surgical patients, during the initial 6 to.7
aweeks_of tneir home,convalescent period. Experimental group\
participants attained greater lesels of knowledge and
displayed lower levels of anxiety than the controi group.
These ;indihgsfsuggest sé%erailimplications, and subsequent;
recommendations for nursing practice, administration,

education, and research.

Nursing Practice

. Today's cardiovascular nursing practice is in a state of
rapid.transition primarily because‘of the,present,medical and
‘technological adVancesu'In keeping pace'with the technological

'cnanges, it is essential to conceptualize,_synthesize,Vand

categorize the kno iedt explosion in cardiovascular nursihg.

i Yy ] .
This is best accomplished through research on clinical nursing

proolems."pardiovascuiar nurses cannot continue to base their

practice on past principles and unfounded mytns. Practice .

based on routines, rituals, and unquestioned principles fails

to respond to the changing needs of cardiovascular patients or
"the changing roles demanded of nurses.

A major implication for nursing practice resulting from
this study is that current educational encounters and programs
especially in the interim from hospitai discharge to 6 weeks
after discharge may not be providing CABG _surgical patients'

- with information or strategies needed to assist them with .
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self—care behaviors. It is naive to believe that providing

»ecibc sufgical patienté with an exténsive\syllabus of what they

‘ougﬁt,fo know is sufficient for the perfbrmauce of self-care

behaviors at home. Given'the.short hospital stay for the CABG
sﬁrgical‘patient; hospital nufses cannot realistically expect

to provide patients with the necessary information and skills .,

required to implement reqpmmended‘life style changes and

appropriate se}f;care decisiogé. Prﬁvidfng too much
informafion‘tb hospitaiiZedzpatients only bvefloﬁds or
confuses them. A.benefit‘of'fésearcg—based nursing practice is
fhat CABGlsurgical patients receive current ahd relevant care,

~ .
reflecting technological advancement of the health sciences.

Nurses, during the supportiveFeducative phase, are in a

_strategic posifion to positively influence patients' self-care

knowledge and decrease anxiety throughout the home

- convalescent period.

qgatients are cépable of learning the necessary self-care

information during the initial 6 to 7 weeks after hospital

———

_-discharge.  The studx,descr}bed herein demonstrates one

nurse's attempt to respond to the CABG surgical patients' o

educational and counseling needs during this time by

" evaluating the supportive-educative telephone grdgraﬁ. The

evidence ‘provided by this'study call into question‘the

validity of‘thq<assumptioh that CABG surgical patients leave

hospital equipped with the knbwledge’and skill to perform

‘self-care at home.

The present study also may aid inbdistinquishing between
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effective“and ineffective nursing practicee. Attempting to'
provide the CABG surgical patient with a vast. gmount of
information in the short time between surgery and hospital
discharge may be a trustrating exercise in futility. A more
effective nursing practice‘might be to provide the _
hospitalized'patient with limited, essential information,
attending to theirvspecific questions and concerns. The
remaining information necéssary to facilitnte self-care
behaviors might be more effectively and eppropriately
\presented once the patient is recovering at home. As the
problems and questions arise during this period of adjustment,
important issues me}ube assessed and dealt with effectively by
a CRVS If teaching is to be effective it must meet4the needs
expressed by CABG surg1?a1 patients and fit with their
perspective of health, illness, and recovery. Implementing
educationel‘and counseliné encounters during the home:
convalescent‘period,’a time wbenzCABG surgigal'patientSrhave
had an opportunity.to'apply in;ormation and experience
problemsl would allow.patients.to discuss these issues; to ask
questions, and to obtain the information necessary for
effectively implementing self care\measures.

.reover., to facilitate a smooth tran)sition from hospital
stav—to the bome'environment,whospital nursing staff and a
CRNS ought to collaporate‘Vith the appropriate support
personnel in assessing, planning, implementing, and evaluating
CABG surgical patient rehabilitation teaching and supportive

counseling programs. Offering assistance to patients over time

_“\
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is particulariy 1mportﬁhg for living a significant

distance from the hospital; patfiﬁts who often are unaﬁle to
participate in an organized cardiac rehabilitationvprogram.

ﬂJnformation alone is not sufficient in patient educap{{i
programs; Because chronic illness management and life style
changes involve affective as well as cognitive functions,
hurses must deal with patients feelings and anxieties,.given
thé significant barrier that anxiety can pose for patient
learning. Facilitating discussion of emotional responses must
be- an integral component of any progam dealing with chronic
11llness mﬁnagement. ‘An atmospﬁere of acceptance must. exist
where CABG‘suggical.batients are supported and encouraged in
their endeavors concerning beﬁavior and life style changes.
Through a telgpbone.program, nurses could periodically assess
.the patient's knowledée and anxietyllevels.over time, and
discuss batient concerns in an unhurried and calm manner.

Reports in the literature 1ndica£e.that patients with
complex treatment regimens demonstrafe ﬁoor knowledge and.
cohpliance. Thrqugh‘a éupﬁortive-educative telephone pfogram,
nurses cduldﬂbffer éhese’patients-support and encouragemént by
" providing immediate feedback and posi ive reinforcement.
Nurses could pose problem-solving questions to patieqﬁs who do
not initiate quéstioqs and assess their ability to utilize the.
1n§9;ﬁationzfor impleménting life style changes.

| Further, the patient's family ought to be included 1nthe.

rehabilitative process chsidering the significant influence

they may have on the patient's compliance with recommended
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~life style changes. Through a supportive-educntive telephone

program, the nurse could assess tne patient's significant'
aupportive relationships. If supportive reintionships‘nré
lacking it may be necessary to 1nprease the fréquency of
telephone contacts. Horeover, in the preaent study, many
family members expressed knowledge deficits about the recovery
process after CABG surgery. They expressed a need to discuss
concerns with other families experiencing CABG surgery. ' =
Therefore, to meet the neens of fnmily,members,‘a
teleconferencing network ought to ve designed: implemented,
and evaluated as 5 means to thHi® end.
v/

\
incorporating the results of this study into practice for the

A number of advantages could be derivedvfrom

patient, for the nurse, and for society. First, this study

provides evidence for a gap in the delivery of‘nur§ing Eare to
\ '

14
CABG surgical patients given the greater knowledge level of

the expefimental grdup than the control group This is

entlrely understandable considering that hospital nurses have

: little opportunity to interact with patients after bospital ,

discharge and, thus, cannot be expected to be cognizant of the
patientsi problems and concerns_duning the home convalescéntv.,
period. However, by critiquing and utilizing the tindings of
this study in clinical prgctice, tne nurse can gaein insight
into the patients’ difficulties,with the recovery period;

focus on the patients' perspedtives, and-nsseéé the
’ N

- feasibility of impleménting such a,program ia}o pradtice.

This study is peneficial-to the nursing profession by
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contributing to tce un{quc boﬂxqet knowledge which is .
constantly being developed and advanced by its members.
Testing existicg nursing theories 1n‘practice and evaluating
the quality of nursing services provided will assist in ‘
defining nurses' independent functions 1n the bealth care
zsystem. This must be d&bomplished through research focusing on
clinical phenomena of 1mportance to tbe‘:ecipients and
providers of nursing care.
.. The complex health care delivery system of today requires
a nursing model,yo provide direction toward goal unification
and clarification for nursing CABG surgical patients. Nurses
must seek more effective and efficient means of facilitating
patient éelf—cafe. Moreoycr, the growlng influence of |
patient-centered gpproacbes to nursing care creates the need
for a theoretically'bdsed nurcing practice. Using Orem’s
seif-care framework to uide nursiqg practice, the nurse can
sort myth from fact and /question past nursi;g pggctices
During the supportive-edu ative phase (Orem, 1985), nursing
must facilitate patient'self—care by supplying /pformation
educating the CABG surgical patient both in the hospital and
during the home convalescent period
Phillips (1986) has eloquently stated that "the‘art of
,nursing isbmore than knowing what to do, it is also knowing "
why tc do it, when to do it, aﬂd when.not'to do4x" (p. 55):
Historically, dischargc teaching, bylpresenting the‘patient a

syllabus of information, has been a major yet time qonsuming

! nursing function. However, today, nurses may feel victimized

*
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by pressures of the health oare economic scene; CABG.lurgléal~'"
patients no longer have the optiop to remain in the acute care.
sqtttng.until they ira'completely well. This pressure must be
: perceived as an opportunity to 1mpl§mqnt more effective und:
efficient dursing care and discharge planning.

Both as a concept and a function, discharge teaching is
necessary for high qualityfpiéient care and sound pat@e;t
management praq§1cesr But diScharge tenching is not h
sufficient; implementation of a innovativé telephone program,
delivered to CABG‘éurgical patients in their homqs. ought to
be considered to bridge the transition from hospital to

resumption of a normal life style urses must be assured ,

that the services‘they provide i ital are worthy of time,

money, and energy, and patients. aésured of receiving
nﬁrsing care that is appropriate in type, timing, and améunt.
The goal of the telephone progfam is to eﬂsure that CABG
' surgicél patients entering the acute care institutibn have a
plan ?or their continuing self-care needs when they.leave the
hospital. | N |

Society, at large, may benefit from the 1mpiehentat16n of
a supportive-educa%ivé telephone brogram. Given the
tremendous inqreases’inviospital costs, tﬁe number of study
participants who lived in rural areas, and the
rehospifalization rate of the control gyoﬁp pafticipants. the
supporfive—educative.telephone prog;am'has the pdtential for

being cost effective by preventing unnecessary readmissions.

and extended patient travel time. The CRNS was able to .

L3

“\



‘";prevention“ and based on their nisk factors, A more aggressivei

oF

. effectiVely identify high risk patients and concentrwte on

’-care system
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individualized treatment plan. The telephone program is. one

means of providing nurslng services for the: most overall good

fat the least overall cQst for both the patient and the- health

-

N

4
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‘ This study demonstrates ‘that the nurse is an. appropriate :
J. =

‘primary contact person allowing the patient entry and
‘universal access to the health care system The CRNS whof‘

_fimplemented the supportive educative teleghone program : :':'

'“'demonstrated‘tremendous knowledge and skill in dealing w1th

"”patient to the health care system in the post hospital

'.team to maintain continued access for the CABE?Surgical

:‘discharge period SERE A ‘ : \ L

: P
the questions concerns, and problems of CABG surgical

'patients This reflects years of cardiovascular nurSing

'vexperience and sound dec1sion-making skills(:jln addition to

conSiderable ‘clinical expertise, the CRNS prov1ded 1nformation

»and counseling to CABG surgical patients relying on )"

fexé%ptional communication skills and a solid foundation in the:

o)

principles of adult teaching and learning. It is recommended

;

.that should this study be replicated with similar patient -
. populations, fhe nurse implementing such a program must

'fpossess at a minimum these qualifications ' In light of thevf

A

“recent emphasis ‘on the expanded role of the nurse,nfurther
i-research is needed to support the premise that the nurse is -

glthe appropriate and cost effective member of the hea%%h care‘.J

. T o,
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Clinical nursing research has the continuing problem of a_h

1dearth of valid and reliable measurement tools. The knowledge
‘questionnaire developed by Horn and Swain (1977) was chosen

> because the operational definitions and topics selected for“
‘evaluating patient knowledge were consistent with the

A £

“fgtheoretical structures of Orem'% (1985) self-care framework

£ s

”Moreover the knowledge questionnaire, unlike many
.cardiovascular knowledge measurement tools described in the'f
nurSing literature, had~ undergone considerable reli;gility and
validity testing | Although the\knowledge questionnaire is not
w1thout 11m1tat10ns, the present study demonstrates tha
utllity of an 1nstrument developed and tested by 2 nurse, “to

ki&j'measure a theoretipal nursing concept. Additionally, the‘

| knowledge questionnaire could be an effective guide for

v ’fj) v /

continued assessment and tea%hing of the CABu surgical

‘pataent however further refinement of the scoring procedure

accessibility of clinical nursing research to
fvstaff nurses and thus, an- opportunity to narrow the existingb

7~ﬁ‘gap between nursdng research and Mnrsing practice.‘ Staff

ere encouraged to ask questions about conducting
'\ y

:srhg research and-were utilized as special'research

"assistants to facilitate an: pnderstanding of the relevance of.

research to the enhancement of nursing practice Further,.

'»staff conferences are presently being organized to determine .



the results of this study may be incorporated into nursing

1

i"practice o | ' 4.

| This study supportsvthe‘recent creation Of a‘unique f
‘.nursing position in .the study hospital: a clipical |
cardiovascular patient educator. ‘Héwever, this positiOn
differs from’the‘patient educator roles described in the

literature.; Specifically, a goal of this position is to

provide'an“unbroken continum of patient education~and

"kcounseling from several weeks prior to surgery to the 6 week

f

:
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postoperative assessment The nurse provides both direct and'

@

" indirect educational encounters, v151t1ng the patients

‘ preoperatively as we'll as postoperatively in-hospital. The
patient is then contacted regularly by telephone in ‘the home
convalescent period Although - as yet, this recent program
thas_not heen scientifically evaluated the combinationjof,

continuous, indiv1du§lized direct contact teaching and,

counseling both before and after surgery,, and indirect contact
X gl ‘ p T ﬁ Lreetr ot

-

' via a telephone program in the‘hOme convalescent period may

- prove more effective than either one alone. This rema}ns to
I

‘be tested Evaluation ought to be a vital component of any
newly instituted nursing position on which to base |

cost<gffective administgativewdecfsions.
iNursing Administration »Ii..w - W

;4énomi§ cogetrﬁﬁ%ts of health services_
Aé?s and-promote efficiency, attempts to"

¢,

In the midst of

. to trim operating

"implement cardiovascular patient programs lacking
N

research -based evidence for effectiveness are unlikely to .be
C A

T ‘.

v



weil received ‘by nurse . administrators. This study demonstrates .
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'the effectiveness of a telephone program for facilitating
vlearning, decreasing anxiety. and perhaps preventing
rehospitalization of CABG surgical patients. Prom & purely
economic viewpoint it makes sense to implement a program such
as the supportive-educative telephone program because it
allows one nurse with cardiovascular expertise to provide

continuing education and counseling mo a large number of’ CABG
Y . it M

surgical patients

The CRNS -also provide a%“gﬁtéhsion to nurSing Care_and
education prov1ded by the in- hospital staff by reinforcing and
providing additional 1nformation to the CABG surgical patient.

Nursing literature contains few references to consultation as

‘a nursing role, however based .on . the results of this study,

‘or nurse consultant may be a fruitful adjunct to the
ching conducted by in- hospital nurses. Implementation ot
‘”he supportive educative telephone program is recommended for‘
:Toviding continued education and support to CABé surgical -
_patients afteg\hospital discharge.' Further the program _
ﬂshould be located in a. quiet area near a cardiovascular |
rnursing ward or in a cardiac rehabilitation department on a. 24
hour a day basis o |
| Nurse administrators in the study’hospital
~enthusiastically supported this study and have developed
policies for the conduct and utilization of nursing research

' Although final approval for this study was granted by the

nursing administration of the. study hospital informal
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discussions with cardiovascular statr numﬁgf‘during the
conduct of this study revealed limited attempts by nurses to
incorporate research results into practice. Thereiore,
administrative support for the development and attendance of .

ward research committees during the nurses’ working day could

facilitate utilization ot nursing research Iindings into

'practice fdr the benefit of. the profession and the

cardiovascular surgical patients

Resources for the conduct and utilization of research

4

such as written material ward meetings,uinservices, SN

conferences, formal and informal discussions, and faculty

members from university institutions should be mnade available
to all staff members Rev1ewing 3ob descriptions, gsrformance
evaluations, and peer review critergi to ensure that research

activities are con51dered part of the legitimate role of a

nurse- clinician in the instituti%n ﬁre examples of how

functional supports. for research utilization can be created

t‘
However with current staffing patterns and patiegﬁ,workloads,

few nurses have time to consider'these recommendations. Nurses

should bhe encouraged to develop researchable questions'based

on problems encountered in their’practice Nurse

radministrators in the study hospital must facilitate the

conduct - of clinical nursing research and assist nurses to

‘reeogniae‘the vital role of research for improving the quality"'

of patiént‘Care,'

T
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Nursing Educa ion '

.The results of “this study have exciting implications for
; edueating nursing students in~the care and education of CABG
surgicalipatients Patient education has long been recognized
. as an important cardiovascular nursing function’ and pressures
to evaluate patient education are‘increasing apace with rapid
expansion of the_field itself. However, barriers interfering
with patient education exist in the'acute care setting;
barriers which can result‘in frustration and disillusionment
for‘the nursing staff and students and;an inability‘of the
patient to retain the information 'provided. Studenis in the
cardgovascular clinical setting might use the_results of this -
 study as the basis for care plans.and‘clinical‘conferenoes.
.Encouraging students toifind'cardiovascular research reports,
such as this,ﬂthat support their ideas and to identify the
strengths~and weaknesses of the research base they are using
are essential for developing a researoh-based profession.
This.study'indicates that CABG surgical patients forget:
information received in hbspitaliduring’thé‘wéeks fqllowing
v hospital discharge. That is, the control group who did not
receive the supportive educative telephone program displayed
significantly less knowledge or,self-care practiées as well as
Signifieantlyﬁhigher'anxiety levels than the experimental
group. Further,‘the significantly higher knowledge - levels and
J;lowerjanxiety'levels‘of the expegimental group patients’

E supports the premise that patients 4re capable of learning in

L’the early home oonvalescent period._ Therefore, the,nursing
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‘s'tudent caring Ior CABG surgical 'patients mustbe avare of the
barriers to learning 1nherent in an acute care setting.

_ The amount of teaching required prior to CABG surgiCal
patients’' hospital discharge can'rarely be accomplished in &ne
available time. Moreover, given the long-range effects of
anesthesia and analgesics, which alter the patient's attention
span and leveiﬂof fatigue,;perhaps many aspects of self-care
information would be more effectively retained in the early
home convalescent period'delivered by aEQRNS.‘Community heaith
nursing students'could utilize these»insights to assess,'teach>
and counsel CABG surgical patients via_the telephone orﬁif
necessary, during home visits. ‘

" Merely giving patients informatign provides no guaraiiee _.
that the patient has learned the information - To be | 4
effectdve, information ‘provided to the CABG surgical natient
" must be relevant and comprehensible. InfOrmation must be
dglivered'when the-patient is ready and motivated to learn,
and it pust be presented.in an environment that is conducive ‘
':tollearning7 The nurse educator must, therefore assist the )
stndent to identify the information CABG surgical patients /
- need prior to leaving hospital and to,consider patients" !
anxiety level, perceptions, motivations, andilearner
_ readiness= The student must coordinate gnd evaluate
appropriate teaching strategies for each phase of recovery
after CABG surgery. By anticipating the patients who might—ﬁek
at'risk in the home convalescent<phase, greater attention

Q , » .
could be provided from the student or the#RNS in the 5
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outpatie-nt setting. If necessary, referrals to other health
care proiessionals, such as honme care nurses, could bhe ‘
‘arranéed. | |

| Nursing.students must understand‘that‘patient\education
involves more than simply repeating directions to patients or
\ handing out printedvmaterial. It is a process involving the‘
precise clinicalznurSing-shills'oi data gathering, - - .-
indiuidualized\instructions, support, and evaluation and
follow-up of the patient s success in implementing the
treatment regimen and life style changes CABG surgical
patient errors in interpreting instructions from ‘health
professionals are distre831ngly common. These errors can occur
when health care prov1ders fail to: carefully‘instructJ
patients about their treatment in the appropriate degrec of
detail, seek their questions and reactions, and determine
whether they understand the instructions given.

Patient education is a patﬂent right as well as a
professional responsibility Nursing students and educators
muét understand that patient education must be effectively
,implemented and rigorously evaluated to gain the greatest
benefit for the patient and the nursing profession alike. The_
supportive-educative telephone program ought to be considered -
as an effective means of correcting patient misunderstandings‘
and monitoring Satient progress during recoaery from CABG

surgery.

.

e
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, ﬂunsing Research’ -
This' study demonstrates that the supportive-educative

‘telephone program was an effective means of increasing the

knowledge level end_deeneaéing the anxiety level of 37 CABG ..

surgical patients,who received the program cenpared to'37 CABG

surgical patients‘iho did not receive the progrdm'during the

'%fitst 6 to.7-weeks after hospital discharge. Further, the

rate of rehospitalization'was-signiiieantly_lower in the

: experimental groun than the control‘group; However, the

following research questions merit attention: .

1. Wnat is the CABG surgicel patients' level of knowledge and

levellof anxiety 2 weeks prior to surgery.end(s months and a

yehr after surgery? | I

Z;L What self-care‘behaviors-are performed 6 weeks, 6 months,

Jalnd a year after hospital discharge? o r

3. What is the effect of a family education program onh the

knewledge level andvaniiety level of significant family

‘members‘of the CABG surgieal patient? |

4. How does the fnmil& members'llevel of knewledge'and

-nniiety impact on the knowledéewand~anxiety'1evél of the CABG

surgical patient’

5. What'is the feasibility of implementing a teleconferencing

family education—counseling program?

6. VWhat is the'effect ot'a snpportive-edubative telephone

‘program on the‘knowledge and anxiety levels of other patient

populations? S ' R | ,

7. How cost effective is the supportive-educative telephbne.
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program? . o

8. What is the etfect of a clinical patient educator

- providing not only a supportive-educative telephone program

but also direct continuous education and counseling to the

|

CABG surgical patient from the time surgery is proposed‘to 8

wveeks after. hospital discharge?

9. Does the addition of direct teaching encounters in the

home convalescent period;have advantages over the telephone
‘ f 1 .

program alone?, Cu

'10. What factors afﬁect the CABG surgical patients' level of

knowledge and level of anxiety?
1t is recommémded>that this study be raplicated with a

\larger sample sige including those patients who have underg,onn

.-~ more than one CABG opération. The patient is ready to learn

when facéd.nith concerns requiring immediate answers. - This
study demonstrates that patients can continue to learn about
CAb, its effects, and the;recommended:medical regimen and
self-care behaviors from i;formatiOn provided by a CRNS via

the telephone following hospital discharge However a

’multivariant, longitudinal experiment designed to assess’ the

knowledge.level -anxiety level and other relevant
rehabilitative variables of CABG surgical patients over an
extended time period is recommended It may be that the
program is sufficiently effective for short term patient
knowledge retention but requires continued reinforcement for
long-term beneficial effects. v

Moreoner, a broadened evaluative approach to the
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supportive -educative telephone program should include
determination of the impact of the program on patient
behavior. Patient educators ought to look to techniques other
than, or in addition, to knowledge tests, to determine the
learning and gself-care behaviors resulting from.participation
in thertelephone program. dbserving the participant actually
performing'the task would provide more valid and reliable

~

evidence than participant self report. Further research is
!

also required to dete‘mine factors which inhiblt or’ facilitate
‘the practice of self care behaviors. ;

An unexpected finding of this study was the considerable
number of questions and concerns expressedjby the family
members of the CABG surgical patient. Family meﬁbers
frequently expressed concern over being 1il1 equipped with the
required knowlédge to care for their loved ones‘at’home,
causing considerable distress. _A number of family ﬁembers
suggested implementation of a telephone program exclusively
for significant family members. Spquses-often felt comforted
that other wives or husbands had sinilar concerns. The only
contact many family members bad with other families waq in the
waliting room outside the cardiovascular intensive care unit.

In thisfwaiting.room many an;ieties, questions, and eventually
telephone numbers were exchanged. Based on this serendipitous
finding, it is recommended that a study be,designed;to
inplement and evaluate a teleconferencednetwork to teach and

cbunsel-family members in the early home convalescent period.

In this vein, a support group 1s presently being organized for



’épouses' of CABG surgical patients ‘\at‘ tﬁii_e .g'cudy hospital.
Finally, the lack of valid and rbliabie évaluative |
instruments is a major deficit of cardiovasculur patient - ,
lﬁpucation.» The CABG surgical patients' Kfowledge levels were**
assessed with a valid and reliable knowledge questionnaire
compatible with the conceptual_fraﬁéwork upbn which this study
;as based. Altbdugh it is the most appropriate tooi available
to date,ffurther instrumental research is needed to refine the
~scor1ng propéauge~of this tool. Moreover, peaéhiqg areas such
as sexual aétivity after surgery and stress management ought (
to be incorporated into the tool, and the convergent and
discriminant construct validity asseésed and reported.
Ideally,don? would measure Rnow;edge using sgveral different

methods to keep potential érrors’relﬁisgd}a“method from

cloudi;é thé evaluation. .
There is a dirth of knowledge tests with’unkﬂown'validity

and reliability in thé cafdiovascular nursing literature.
These paper and pencil tools must ' be asseSsednfér validity and
reliabiiiz§; codcurrent,validiti withyﬂorn‘and Swain's
knowledge questionnaire could then ﬁe”assessed. One Canadian
researcher has conducted. considerable work in devélopment
Aand validation of,knowledge'tests tor“CABG‘su!E::al'patients '

'(Cpombs, 1984). betermination of the validity and reliability

- of instruments prior to their<use is_éssential i: valid and

reliable results are desired (MacPhail, 1983). .



O

- supportive-educative telephone calls from- s CRNS, the purpose?:gl

- khowledge and decreased°anxiety*of CABG surgical pati

- participants’ knowledge level correlated inversely wiﬁh;%hlir,?
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The purpose ot this study was to evaluate a 7
eupportivewedncative telephone progran implemented during the .

first 6 to 7 weeke of the home convalescent period and

r oo

.deeigned to increase self-care knowledge and decrease an iety

of CABG surgical patients. The participant’'s knowledge was
assessed in the areas of: (a) coromary artery disease, its .
s ‘ ‘ &

' . A v~ A .
effects, and related self-care meaeuresigi erapeutic diet;

. )
(c) prescribed medications, (d) recqmmended physical activity

4restrictions, (e) recommended exercises, and (/f) recommended

rest. The participant's state anxiety level vas measured by a

. paper and pencil tool dereloped by,Spielberg r et al. (1983).

Of the accessible population of~én8 surgical patients,
between September 1986 and March 1987, 74 participants were

randomly assigned to either an experimental or a control

" group. The experimental group received.4 to 6 b

b

of which was to provide self-care education in six selected -
) . 0 N . . ‘.

teaching areas as well as to provide supportive COUnseggng;

Both groups completed the S-Anxiety inventory and the
interview administered -knowledge questionnaire ‘upgi
‘ 9 .

Yeturn’“

during the early home convalescent period Further, ?ai

anxiety level. From these findings, several implicatﬁix§=%5d ﬁjif
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recommendations for nursing practice, nursing sdministration, R
nursing education, nnd‘nursing'research have been genertted. | |
Nurses have a long‘history in pnflent”education. ' (o

Althongh most nurses have long.accepted and‘acknowledced their
part in educating pntients, their role in the process has not
Been clearly defined, pnrtichlnrly the degree of independence
within which they should -function. As healtn care providers,
professional nurses are responsible and accountable to
patients‘for the quality of nursing care patients receive,.
This responsibility and accountability includes teaching the
patient relevant.faots about specific self-care needs and
snpporting appropriate behavior mooification.

- Patient education\tnkes place in ; variety of settings,
for a variety of reasons, and under n variety_of

circumstances. Regardless of the punpose or method of patient'
]

education, the nursing’professional*must have a framework for
. ¢

organizing and conducting educational encounters. ’Further,

-

. patient education is effective only if ﬂg'raaches the goal it

‘ﬁ Sk .sﬁdesigned to accomplish.

-1

=Evaluation 1is essentiallto patient education. Conducting‘

,}a‘ A
@“ﬁatient education without rigorods evaluation is as

ff‘;?inefficient ‘as giving the patient information without first

.é assessing patient learning needs and priorities. If existing
i ‘teaching programs are ineffeotive then new innovative
strategies must be incorporated and eva{hated to aééist the
patient in reaching the goals of patient education.

Dealing with only the knowledge aspects of patient
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education is a futile effort. Without a firm unJérstanding oi‘

other factors affe@ting patient education, such'as. anxiety, '

N s

\the nurse s effort in relaying“knowledge d}one can end in

'rrustration for both patient and nurse. The present study is

¢

*

“but one eiample of what ough ‘be a continued effort by the

-gnursing prqfession to scientifically evaluate both existing

'and novel patient education and counseling prggrams and the

ol P i
gfactors which facilitate or hinder patient self-care behaviors
: R -, :
during recovery from CABG surgery SR N e

)

R
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\ | . o Appendix A' ' .

'1Know‘ dge of Health Deviation, Its Effects

e

: .
Start, . - Date d
1 Finish . ’Q : - Subject Code Number“~

.
B . . . ' ' 'Y
£/ : P . .
. H X

ﬂPnrpose of'Component {j g } 3
s ‘&.’ . . - B , »
1 fTe ate L%gﬁp%;ient § ability to describe accurately his
. “or: hér: own . hbd -groblems, related symptoms, anatony, andf
,q‘physigﬁggx in %echnical or non-technical terms. :

2,

‘‘‘‘‘‘

* 2. To determine patient's ability,‘tyo identify auppﬁoprlate,; 0,,
measures to coatrol "and/or decrease health mnoblems aft§¥
discharge ,., . S : R

&
3,'¥¥o determiﬁ@ patient's’ ability !B identify appropriate
modifications in post- discharge»daily routine necessitated by
health problem. e , :

‘_ 4. To determipe .gi
. situations rm‘te
professional hehlt

*?fent‘s abidity to 1dentify correctly
). particular health problems in which -
care assistance would "be needed

* . B

. : . (.
' Observer judgment . - : - T
Corgect ‘ : e T
.2.' Mixed - correct and 1ncorrect ‘ . ST
3. Don't know or irrelevant o ; T

‘4. Incorrect.
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Health Deviation Knowled e
. __oronary rtery sease
. = ' o Introductio
@& "ONE ASPECT OF PATIENT CAarmmEFARE PEOPLE 'ro CARE FOR
W’THEMSELVES ONCE THEY GO HOME. TO HELP THEM UNDERSTAND AND
HANDLB: PROBLEMS WHICH CAN OCCUR, THESE NEXT QUESTIONS ARE TO

HELP Ug FIND OUT ABOUT PEOPLE'S ABILITY TO CARE FOR THEMSELVES
AFTER OSPITAL DISCHARGE.“ '

‘ t
o ik

;*"First 1 would like to ask'you about your health problems

What health prob] ‘bﬁ%gﬁht you to the hospital 6 weeks ago
before your surg 2Vr R . ‘ -

.'

“Correct responses . ﬂ} * Don \t know ¢« )

. ‘,‘_.;)‘., .

1f patient does %ﬁﬁ@ﬂﬁﬁ! whwt brpught him/her to hospital or
- why 8 4?mg qd&re ¢..the: quéstion, "Were you told
o thg had ar y pnakbems at required sgrgery?"
- R

"Follow-up Quest1ons. ngagnosis

1. Now [ would Ii, ask you about your blocked coronary

arteries 0 2 o R J .

“

\I
‘iu, .

. .
1.a What part(s) ﬁ&u? body was affected by the blocked
_coronarycarterieé?’ L

b. How do ondry artery Uiockages affect “the way your
rgart works? % e

c. What gy ﬁiég might indlcate to you that more severe
.cordﬂary arthr, ru gtion was occurring?.

(Must gg 3srble 10 symptoms to be cons1dered
correcty)” . _
Observer Judgﬂahb* la,fl.z 3 4 . . i
,,JJ531 234 i L
. \ v e I 2 3 4 : ' , . ‘
e e 5\13: : . L ' - .

Follow-Up Questions for. Symptoms- }f‘

N B P

‘2. Now ‘I'd like to ask you about chest pain

( v
2&3 Can you tell me,how occluded corqﬁary arteries produces '
chest pain? )

G A L
“Observer Judgdent: - 1234

A
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Follow—up Questions for Causal Factors *

3. Now I d like ‘to ask you about coronary artery dieease.v

3.a What parts of your body are affected by coronary artery
disease?

b.How does coronagy artery disease cause blocked coronary

arteries? , . e L C
) Obsérver jdﬂgment: . 3a.l

- , ‘ ' : o

3.c.How is coronary arterﬁﬁbypass graft surgery su&posed to

~ help your heart?

*

Observer Judgmgnt 1234

Questions about Self-Care After Discharge

i

4. How -have you 4modif1ed your dally routine because of the
coronary artery bypass. graft surgery? .

'. Observer Judgment: -2 123 4.

5. What situations if any, ‘related to your cardiac bypass
surgery have/woald prompt you td consult your physician nurse
or other.health care professional?

Observer Judgment 1234 SO ;,_
6. -What, if anything, could/did you do to prevent angidﬁ?
i Observer Judgnment: 1 234 |

7. 1f angina ocours/occurred what might/did you ‘do to
decreaSe or control it?’

..

. .Observer Judgmentw - 1234

R ﬁ SR o Lo

{
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Appendix B
- # .
Therapeutic Diet =~ | .o
. - . N ; ?: ‘\;, s ) ‘

Time: _ A T :
Start o - Date L : o
Finish_ p e ~ Subject’ Code Number _

Purpose of Component

1. To determine patient's knowledge Of tberapeutic 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 routing adjustments needed tz\?aintain the
ftherapeutic ;diet. . ‘- ,
- : : My = ) '
i - &
PR 1 . Were changes ‘recommended "in your usual eating habits
,whiie you ‘'were 4in- bospftwl? : R ‘
e .

*Yes No™ 'Dont t know N.A.

—— mr——
e .

1f yes, proceed to #2. 1f no or don't know, probe out
if this is bechuse the recommended changes are the s .
.-they had previously been’'doing in their usual eating’ erns.
“\1f this is the case note this-on the she €t and mark NJA. # go
.to next section of interview.

2. How do these nutritional changes affect your health or
relate to your disease/condition? ,

T If the'answer is "Feel better" qu}"ﬂow"? ,
L Observen/d“dgment : 1 2 34 4
3. Are there any foods which you should 1imit or not eat?
N Co .
.Yes, “\No- X Don t know____ ' ‘ 1
// ; - ‘ .o
- . (BOy to #4) ‘go to #5) ’fﬁ3

NS

4. "%hat‘kindS‘of foods should you limit or -not eat?
- Qbserver Judgment: . 1234 e

I —
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‘ . ]
5, DideOIIOW1ng these recommended chapges make any "
difference in the way you, or the person who does the
shopping, shop for groceries? o

Fat and Na restriction: Probe for type of foods to buy-.

Yes =~ No . Don't know ‘ _
(go To #6) 1f no, ask "Why not?" Try to determine if the "y
reason for this is because they have always shopped wisely.
If so, this would constitute a cofrect answer. If they don't
now, go to #7. ' , _—

6. What do they or you have to do differently?

Observer Judgment: 1234

7. Are there special things that had to: be done wﬁen cooking
in order to follow this nutritional change? ~

. Na restriction: Probe for use of salt

. Fa¢ restriction: Probe for oooging methods
o L.
Yes No - Don't know__

'\\"‘
— | — ks

“*

family's cooking methods are already sound for Na and Fat
restrictions. If so, this constitutes a correct answer. If-
they don't know go to #9. N -

(go to #8) If no, as "Why not?" 'Try to determine if the K ‘

. 8. 'What did you or the person doing the cdoking‘have‘fovdo?:'
s - By : o h : o ‘

Observer'Judgment: 1234 - )

. o -

9. How did you manage to follow these rec?*mendédvnﬂ%ritiohal-

changes alwork?
‘ . ’ :" o = ‘. . ;‘ b4
; 1f re reqﬁorvunemplqyed - Mark N.A,.
Observer Judgment: 1234 . .

1Q. How didkyou,handle ggllowing these reécommended nutritionals
chaynges on SOcial_occasiOns? :) j . o

vaserVéfrJﬁdgment: 1234 S s )

- '\i : e oo ) .".
11. Do yqu know &f there are amy printed materials about the - -

E

recommended nutritional changes? - * 7

‘J“l’“ v Ll

€ 7 ' o .. o~

——

Yes NO_;F Doh't Kknow e

>

| ; V-. 3 .. : [
< ! A N
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‘fQQ 'Do‘you,kﬁdyfihepe to get written information about the
recommended ‘nutritional changes? '

Yes Where? No ' e ‘
~ -Knows of at least one place

13. Do you know if there are clagses you can go to to learn
more;about.theseinutritional eating habits?

' Yes ~ ;No Don't know

———y ——— .

14. 'If you needed help planning or following your diet after
you went home, " to 'what group, agency or,g;ofessional did/would
. ‘'you go for help.in’ your community? : ‘

_Doesn't know ___ Knows of at léast one place/person

+ ———

»

o
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' Medicution Know104!§gﬂ g
Time: . e , ‘ |
Start ' .o f“:_;,‘;;“’_Da te
* ot P o ) i - [}
| Finish__ . v Subject Code Numbery )

Pq_pose of the Component

To ascertain patient's knowledge of medications 1ncludina
name, regsons fo dose, action, side effects, treatment of
side effects, nd independent actions in preparation and
administration of medications. ,

.

Observer Judgment

1. Correct

2. Mixed - correct and incorrect : : : .

3. Don't know or irrelevant . S -
4. TIncorrect - -

1. What are the names of the medications you have been’ taking
sindge hospital discharge? .. :

The patient should either be able to state the names of all
the medications or provide the observer with the nanmes in.
writing. Either the generje or trade name may be given, If
the patient responds with a description of what ‘the drug does,
e.g. "blood thinner", "heart pills", the observer should
pu;igg/gyd ask,, "Can you tell me the name of your. heart

.pi " : : \

# L

Observer Jndgment - r . 1234

Able to state names - circle 1 :
Has them written down and accessi Le - circle 2
Knows por 2 but not 8.11 the names = -circle 2

"*3.. I'm now goi “to. ask you questions'
about - - L L
(name of medication) a : ‘ R T e
Use both trade -and generic names o C .

':;@f*gaﬁﬁ?pwgﬁgn% h'Ve yod beenvon tpis medicat on°

[ i
3

e
«a . . LR
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‘f-;inflammation,bor improve circulation

\“Observer Judgment | t "ff‘ 1 2 3 4

‘N uA-‘_ S fb' e Ll isbt”
e e e Appendix C K .

:;»4.a wnat is this medicine supposed to- "do for you? or What are, -
»othes expected effects of this’ medicine? How does: this medicinensf' -
’wcreiate to your disease/condition? :

a0t

afA very general answer is not. acceptable, e. g. “reel‘better" or
Z"help my . ‘heart". The ‘patient should know the expected effectS'“

of “‘the: medication, ‘e.g. strengthen heart, relieve o

PN
-

5 How much of this mediCation are you supposed to take?

‘;“Gﬂ At what time(s) do you take it°"“7

This, in most cases,‘should be in specific amounts e.g.. 0. 1

Mg It the patient responds "one pill a day" “this is not_
gmgacceptable Exceptions might be necessary for medications such:
o ag DigoXxin: which are perscribed ''once a: day". Attémpt-to- find
.;ip";out specific dose ! Dosages are: on the biographical data =
i sheetA Y «ienv S e R o

.ﬂ'
E—

}Observer Judgment fg%d . "f' 1 2 3 4 . _ R b V‘WEF_fgﬁ

< 82

”The answer should 1nclude specific times and frequency. e g,'

| (89 —to. #8) (go to. #9)

R '3.‘ Tell me about "them R L |

"because you are taking this medicine?

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

" ohce-a -day .in’ the early: morning."'"With meals"~is not specific”
" enough; find out® “the times of-the meals. "Four times a day
"is not spe01fic enough find out times
‘Observer Judgment. ;'g“_fw“: 12 3 4 .
’ 7. - Are there any situations when you should not take this
- medication? 3,.25 :’._\ B ,
hYes No»’» “Don't Know ;

\; .

;[These questions are to.establish if the petient knows for
- ‘which medications he/she :should modify ‘the dose and/or. time i‘
.. taken. " E.g. ‘vI“take ‘one: digoxin unless I notice’ my heart rate
" 4{s-less than 60 beats per minute, then T will not take-the

- oopill and I, will call my doctor'". "If my blood pressure. ig. S

"1 'take one of my- LS & A & notice bleeding, ‘T will not take S
. my Coumadin until I call my doctor'. = , o =
V0bserver Judgment 12 3 4 : -

i

9,{ Are there special instructions about food or. fluids

Yes 'No ~Don"t know_ o 2 f' S A

8
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id.v What ere they?WJﬁ o »”“‘Vg,,f" a
Observer Judgment: o 1234 N e
11. Are“there activities you shbuld avotd’while taking this
_medicine? . ‘ e A / .
' \Yes;_ No Don't know - o f ' \ .
(go to #1275~ Ggo to #13) N A ‘ ' ‘ -
. ! / N
\ BN . ! P
12. What are they? S : ~/?,
‘JFObserver Judgment . q" 1 2 3.4 "
, 13. Are there medicines youfshould avoid while takﬁnb thls\
i C/Tedicine? o i . L e ) “ o
. "Yes - No _ Don't know / I
(go to #14) (go to #15) j* ' : '
14: . What are they? ' ;/ '
. S——— ‘ ot o - \
Observer Judgment - /- 1234
-15. Are there side effects this medicine might have7 —
Yes . ~ No Don t 'know ?, T R A
(go to. #16 (go to #17y C : - n
16. What are they9 /\ B N
Observer Judgment / ' 1234 R
| / ‘ :
"17 . Before you take this\medicine are there things you are

. supposed to do first7

/

~Yes. “No Don ' t know
J‘(go “to- #T§) (8o, to #19)
o a / . . - . ",
18, Tell me what\you %eed to do.
Observer Judgment , w1~‘ 123 4 ‘- .
19.. How,dié you fit taking this medicine into your daily
,routine?// : o : , e
_Observer/Judément: S 1234 " PN

/
/ '
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20. Are thé‘e things that would/did make you nbt take or not

want to take this medicine?J K o
Yes No .Don't know_- . o B
(go  to #ﬁ") ' / Cn . Y

21. What ways. ‘have you ghpught‘ot to take care of (cope with)
. that? =~ = i e v BN

.

Observer Judgment: - - . ‘1234,



& 183
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SRR Recommended Physical Activity ReStrictiODS R
Time: . L

Start .~ — . Date
Pinish __° . Subject Code Number

Purpose of Componenta~ ‘ o - L
N | Y
T determine. he patient s knowledge of reco nded physical

,activity rest ictions. ' ¢ o o /i::)d

1. Were restrictions in any of  the following physical | . .

. activities recommended for you after you left the hospital?

Check the activities for which the patient gives a ﬂyes
'response o , S ;
operating a motor vehicle
T 1ifting heavy obJects
“climbing stairs
T"erossing your legs
~ returning to work (or - housework)
don't know o _
__none . . _
other (describe) . : '

<

o - - e i i it

Observer Judgment - 1234

“2. What do these activ1ty restrictions do for your heart?

" Observer Judgment. ‘ _ 12 SﬂA\} L
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| : -y o
3. How do these activity restrictions accomplish“that? (ﬂow .
d%(fhey help_your heart?) N :
"Observer Judgment . ‘i' 12 3 .4

¢
4. What things might happeﬁ to your heart if you don't
: restrict these activities?

Observer Judgment: - s 1234 #1,
5. How 1on~ a time w111 you need tJ follow these restrictions
on .your activities? - L .

-tf

' Observer Judgment: i o 1 2 3 4 _

6. Were there times or. circumstances when it was inconvenient.
for you to restrict these activities as . recommended'> ’

| Yes -No "Don't know -
(go to #7) (8o to #8) (Mark #7 N A. )

7.« How did you plan to handle these circumstances and still

be able to restrict $our activities9

,Record each situation and the patient s solutfon

Observer Judgment . " NA -;k
. o ~“Has plan for each situation
) Has no plan or only partial one.

N

. 8. Do you know if there are any printed materials aboutiydur_
. activity restrictions? . :

Yes No Don t knof

—— —

[
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Appendix E

oy
SR ) . Recommended Exercises L A
Time: Sw o | S
Start ‘ ' - , Date
Finish_ .~ gubfect Code Numb®h
- ¥ - i .
purpose of Compoment . : _ . o b

To determine the patieﬁt's knowledge of recommended.
»‘exercises, ' _ : :

.~”0bserver Judgmentx Joo - N L,

1. Correct "’“”ﬁ

2. Mixed - correct and incorrect ' _ :

3. Don't know or 1rreleva@~ : o ,
4.. Incorrect : s E ' *

o x g

i What exer01ses were recommended for you after -you Lnft éhe
’hospital? . , .

Observer‘Judghent:,' ' , ‘ 1 2‘3 4
2. What do these exefcises do for your body?
Observer Judgmént 123 4k
. 3. How often were you supposed to do these exercises?‘
Observer Judgment ‘ . 1234

o

- e ‘ .
4. At what times of the ‘day were you supposed to/did you do
these exercises? :

.Observgr_Judgment: '; 1234 )
: AN . . >y . -
S ‘
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5. Were‘thereWbimes'wheﬁfit yas betterltor‘YOh'not:to do -
these exsrgises or do theseexercises differently than the way
recommended? | , ¢ T ' L

-

Obsefver;Judgment: , 1234

6. Tell me about those s{tuations. ' o
. o | ‘ X . s

Observer Judgment: 1234 d}‘

+

7. Weré/aré‘thé}e ttmes or circumstances wan it was/would be
difficult or inconvenient for you to do these exerclises as T

recommended?
Yes No  Don't know, \

"

(go to #8)  (go to #9) T -

8. How did/do youhpian to handle these/circ tancés and
still be able to do your exercises?

1 Record each situation‘and‘the-patient’s solution.

e

4

. Observer Judgment NA .

“Had plan for each situation
Had no plan or only partial one.

U

"9. Do you thw if thére ane’éhy prfnted~materials.about ydur"

recommended. exercises?.

—

Yes No_ - Don't knowx

®
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" Knowledge ot Recommended Rest’
. - . K " LY '
Time: ot , © / : :
Start ' - Date_
. . - I ' _ [
Finish ' . : T Subject Code Number
Purpose of Component . | e T
To determine the patient s. knowledge of recommended rest
a.c‘cik Attes. ‘ ‘
Observer Judgmemx:
1. Correct : - o
2. Mixed - correct and incorrect - o
:3. Don't ‘know or/irrelevant
" 4. ‘Incorrect o
. - : . v IS ' !‘V:
1. ,Were rest activities recommended for you after you left _*ﬁ

‘the hospital?

Observer Judgment A . 123 4 C :

2.. What type of rest activities were you supposed to do?

' Observer Judgment - 1234 | | o
3} ‘What did these restful act1v1ties do for your heart°
Qbserver Judgment: . . 1234

4. How does the recommended'rest accomprish thnt?‘(ﬂow does
it help your. heart?) : S

Qbserver Judgment: o 123 4

5. What things might happen to your heart if you don't/dldn t
do these restful activ1t1es as recommended? .

Observer Judghent: \'_. 1234

g
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ol

L]
[ . ~ -

Sy

;e

8. Were thare times or'circumstances when it was difficult or,

inconvenient for you,to do these restful activities as
‘recommended? \

-
- -

Yes No. . Dongt know '
(go tq/#?iﬁi ark #7 as N.A.)

7. How did you plan to hffidle these circumstances and still
be able. to get your rest? ' oy .

4
Record each situation and/the patient's solution.

nfe

* * [ R R
Observer Judgment. - . __Na ,
o ‘ S Has plan for each situation

o . """ "Has no plan or only pagtial one.
- ——— v \ .

L
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o Appendix G o
4 de - »
. . ; Selt-nvuluaén Questionnaire
‘ 1\’ . ‘ ‘ STAI Form Y- \
Name . - N . Date S
' " * ™ .
Age— SexM___ F_ ’ T —
. \\\\ 4 ‘. - ”
DIRECTIONS: A number of statements which people have used fo o
describe themselves are given below. Read each statement Im(l then 4 L
blacken in the approptiate circle to the right of the sty t to indi- [, 5 Y, 4,
cate how you feel right now, that is, ar this moment. There aré no ight = % W, %
or wrong answers. Do not spend t00 much time on any ofg statement, ‘g 3 0 4
but give the dnswer which‘qe’ems to describe your present feelings best. e e, *,
1.1 feel calm ........ YT RTINS DR UUUPURI I R B
201 feel secure ... e R e Cove @@ 3 .
3 lamtense ............ T K G G 5 4
4. 1 feel strained . .. .. ’ \ ............... e .- @ éz‘" 6 a
5 1 ‘feel AL CASNE oo VP e I PO« .
. 6 1 feel upset ...... Yoo ‘ .......... ,‘\ & @ & 4
7. 1 am preseritl\ WOTTving over pussible misfortunes e . @ & =
8. 1 feel satished ..... SRR RERRE . AP e T 1 3 4
9. 1 feel frightened ..c......coveoeeoonn SUTR IR PP R @ a4 a 7
10. T feel comfortable ... ...oooviiiiiiiiiee e ®» @ T G
11, 1 feel self=confident ......o.ueeeeiniiineia e ® @ 3
12, 1 feel nervous ............ URCURTTIRIRR SURTTURTR SO BN R
13, 1am jittery ?.......oo.- BT e SRR ® @ T ¢
) . - . - . . . ?‘t
14. 1 feel indecisive .......... TR R PR ® @& & ¢
15. 1 am relaxed ...i.ooooe ST BTSRRI @ @ G G
- lG.‘lfcﬂjqomem ....... DN R ® @& & @
17,1 at_j’o worried ...... e .. TR eenne ®© ¢ ¢  §
. 18.1 feel confused ....... T T PR e O e @ a
® ¢ @ @
® G -G
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b

Quidelines For Use Of Knowledge Scales

Observer Judgment: . o o

1. Correct . “ hd
2. Mixed (both correct and 1ncorrect)

3, Don't know or irrelevant

4. Incorrect

. PR ) L™
The scales are arranged in order to evaluate the presence
' )

of knowledge that would be helpful for successfully managing
at home or .of knowledge'fhﬁt would'be ggrmtul. Knowledgé
xal‘ut health problems that is correct and complete is most
helpful. A mixture of correct and incorres‘ knowledge, lack
of knowlsdge,for 1rre1evant knowledge is plach midway betwoen
as to bLeing helpful-or har@ful to.succsssfully management of
health problems after discharge. Incorrect'knoyle e is
thged to bé most harmful. ’

In using ;he questionnairevwhete these scales app ar,. the
interviewer 'should record the patieht's résponse as given for
éaqy questfon of the appropriate series. After the interview,
the interviewer shouih then review the responses and circle
the scale number below the respsnse that bsst describes the '
response. This judgment should be guided by the examples of
correct responses in the manual and by the biographical

information When seVeral responses are being scored on one

hscale, the. group of responses should be evaluated as a whole.



Appendix H
Definitions

Correct. The patient's responses are on the list of
correct responses in the obserfer manual or the observer
judges that the patient's stateménts 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 responses must
include all themresponses on the correct response lists for -
that question. The patient's response is considered correc
11 it is accurate and helpful in managing qelf-care. :

. Mixed. The patient glves both correct dnd 1ncor:éct
information in his respoase to the question. .

Doesn't know. The patient-makes a statbm;nt such as "I
don't Know", "The nurse told me but 1 can't reménber'", or "I’

can't think of anfthing". s ,
~ Irrelevant. The response does ﬁsf address the question

or the response describes an action that differs from
recommended “therapy and may be ineffective, but 4e harmless
and does not interfere with therapy, e.g., "Just hope for the

est". (When irrelevant statements are made, the observér
should probe to .obtain a relevant response.)

i Incorrect. The patientfs fesponses are not on the list
of correct responses and the observér 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 responses.
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Appendix: H

Evaluat

}

£>593t10nt Responses

The chart bolow sunmmarizes the gu
responses of the 4 item kn

is made.

-——

-

1): 1ines for wuluutinl N
ledge .oukcs.

. v._wﬂ

;i'_,

J

Point on . Defining ° lay lllO Must Not - *
Scale Characteristics ’ Include Include -
Torrect 1) AT Teast one Trreleva “Yncorrect
" - gorrect state- . statement statements
‘ment is made. g
2) All items from . -
g correct response y
list are included. & -
fl{xed "~ """ 1) At least one - Trrefevant""""“'”"'
correct state- _ statements
ment if made and :
~ one - or more items
b . from correct
. response list ' )
are omitted.
J3) At least one
correct and -
. incorrect state-
ment is made - .
"~ Yrrelevant 1) The patient makes - ~—gorredt "
‘ or : a statement such statements-
Don't know /( as "I don't know" Incorrect’

’ 2) No relevant statements
response (correct (I1f correct or
or incorrect) can incorrect
be obtained by statements are
probing. made, they are

used to '
. evaluate the
> response .
S PR instead of
o irrelevant or.
don't know"
\\\\M,N;\ T statements.)
P < .
- Tncorrect At Teast one Trrelevant Correct
.incorrect statement statements statements
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’ L vl Correct Responses "fﬁeh“} :
: Health Deviation '7";\‘, B ;Aj:_Correct Responses.
R a Part of body affected by . -The heart vall and the heart
e ) by occluded coronary arteries muscle are affected. i
o . . Decreased circulating blood

and oxygen to -heart’ muscle
,causes pain.:,» 3a -

-r

"1 b. Effect of occluded arteries °. The’ pumping action is
: Jo. T .0 o impaired -because of

v 1 Lo e ,e “‘f,lack of oxygen v
D ‘ el v o
. l.c ‘;;>Symptoms 1 \, o 3 symptoms must be given

- pain (chest, arms, ‘neck,
ST jaws, shoulder, throat),.pmj]ﬁ
Nk . ,*:_‘vjt "indlgestion" symptoms, -
; L o sweating or perspiration,;v‘
L . R - moist clammy skin o
o o : " .. - shortness of br ath
weakness -
fatlgue o
. pausea Or Vol :
~irregular heart ‘beat
‘ o \"—xpale -or greywskin color
REEE A ) O TR S
.. ,.2°'a "Cause of chest pain .. “Pain is felt because v
ié; N R »;3', .. a blockage in the vessel,
' , ‘ B R . . prevents ‘the heart muscle o
G e from’ gettlng enough e
‘ : e L OoxXygenm. Ny 3

TR

l.

A ‘ e &‘;» - ;“ L
3 a Parts of body affected o  The arteries to the heartl
by CAD" . . . . o, o C .

N~ -,

v 3}b°rCause,of MI - IR AL : ‘g"When a coro ary artery
R B " ot .. .. or vessel is’ blocked,
L "/ the part.of the muscle
”[deprived of blood is
”damaged"

—

'3 ¢ Effect of CABG = -, | o The obstruction was
S RTEREE ST ”jrremoved or -bypassed
SR I T - allowing the blood to
T R T BEe . flow to.the portion of -
S " S . T the heart whére flow X -
S ' o LT e Was previously restricted,;



4 gpdification“of routine . ‘The intent 1s to determine the

Rk A . ‘patient's ‘ability to. identify

/. o o : appropriate’ modifications. in
e : postdischarge daily routine ,

I S . . necessitated ~ by  _.health-

| ‘ R . problems. and ~ ' surgery.

/ » - - Examples: ‘not" go to work, .
‘ ‘take an afternoon nap, be iess.,'

R cn ' . active, etc

- T . . : *Three ~answers are{'reQuired-
‘; .9 _ E ' - . for ' a correct response:
R . . alternate easy .and difficult
BRI R v . . tasks, allow time 'to ‘rest, n
[ z - - . " stop when tired, take a rest’
e - o - . period gfter meals, get ‘lots. ~
o = of sle&b avoid lifting,'
} v Lo . - pushing, =~ and _pulling heavy
{‘ . - ‘ . _objects, avoid crowds ~of-
people Or people who. upset
.you,. won't be ‘able to go to
" work, take medications, f0110w//

|
o . o . diet,  observe wound ‘for
[N EU N IR . healing/infection, - avoid
e SR . . persons with upper respiratoryz
S R T e infections. - - //

' “5\ Situations in which to call The intent is to  defermine’
,"physician and - other health patient's ability to- :
» oare professionals correctly = situations/in which
. - he should obtain pr fessional
' S help . ,'after , /discharge.
Symptoms - of co'plications,
questions - or .problems  with
‘therapy " at: hoi;/-or follow-up -

! 3 : - * . and advice regarding a chronic
AR , illness and '/ CABG .are. all"
S ' ‘ : appropriate /. . responses. S

o R ~ Examples are: / pain infectiion
“in incisions, ‘no reliet 6%
pain or dyspnea with therapy.

.or medicationy . advice .
travel, regular check-ups.- .

*One answer is required for aj

k .~ correct ‘response. :
R - Heavy pressure or. squeezing
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pain_ in ,chest.r “Pain in
.ghoulder, arm, neck, jaw whic¢h

is ' not relieved by
nitroglycerine, - 1increased
‘ shortness of breath, fainting,
- very slow, or‘raptd“heart rate,
- Infection ‘or ~ pain in .
incisions,‘ ‘increased‘{\
temperature,

questiong on problems with
. medication, - -

- questions’ On problems
;ﬁiarding activity or diet.

- The (intent is to qetermine
+ patient's 'ability to identify
appropriate ' preventive
.. self-care measures related to-
soa potential ‘health problem
after discharge from hosp1ta1
Examples: . get adequate rest,
avoid stress’ & and
over-excitement’ §top mOking,
‘monitor for: infectie

*Three answers re

—‘get extra
.. - asSsess’ for infecti
- avoid ,ae;tif\%‘it)ize
chest pain, ' L _
- avoid driving motor:Vehicles-
until Doctor advises s

,The intent is to determine
“patient s ability to identify
AR C ‘ : ‘appropriate self-care measures.

.7 Control-of angina. for .contmolling or reduc g
: . ‘ ‘ potential health problem Wi _

e : : o may =~ occur after discharge.'

) - ; R .. 8it. down,  rest and ‘take

‘ L ,_nitroglycerine..v"

. '*One .answer 1is’ required for a

" correct. response. k

~ Avoid lifting heavy objects,,
o o o Lo " take medications, slow. down
£ v o . activities, avoid activit[es
R o - ' . which cause chest pain. \
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106
Therapeutic Diet ) ' . W
2 Affect on health or related R .
10 coronary artery dlsease.» The 1ntent is to determine the
. - . patient's ability to. state the

- health benefits to be gained
i ~ . from the. . recommended diet.
“The example given should be"
. specific. 1f the response is
vague Or non-specific, probe
‘for' . further 1nf6rmation.'
Examples’ or corregt responses
‘follow.. ' o ,

Diet

Sodium restricted - -The. salt 1is restricted so 1

. a . don't retain fluid ‘and my
v g _ ~ _heart doesn’ t have to work - too'
' e ‘hard. S

“Fat restricted A To decrease the cholesterol or
- ' . .. fats in my .blood so hopefully

! L 'plaque does not davelop and
. _ obstruct my blood - vessels.
‘ : Help prevent a heart attack

.&orie re‘tjrict"ed. o . To lose . weight so my heart:
' o STy doesn't have to work hard

providing blood to excess fat

tlssue._

3. Should fgods, ‘be llmlted or

VThe.correct.answervis "yes''.

4. - Type O foods to 11mit or‘A¥u}£; give at "least three

" restrict. examples to be -considered
: correct. o ,
Sodium restriction: fjﬂ\;' Pretzels, potato chips, salted

T o ; popcorn, packaged luncheon

meats, - sauerkraut, .salt, soya -
sauce, boullion cubes, canned

: salted, or - smoked meats,.

. o ~ +bacon, balogna, frankfurters,
‘ ' *  'ham,; . sausage, . canned .
vegetables IR -

Fat restriction: -
. o T Fried foods, fatty foods

Caloric-resfriction: IR A"Simple ‘ sugars - cakes, »
L S - cookies,  soda . pop, candy, -
pieér’ : . R .

»
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' 5-8 Differences in shopping  The intent- of the question is
‘ SRR U SR 1 I determine the pgtient -]
knowledge about the
label-reading, ‘buying. special .
products, eliminating' other
usually; . bought products.
Examples of correct responses

. follow.
Sodium}festrictioﬂ: o pRead labels oOn canned foods
* “and - prepare meats. - Observing’

sodhum- restgiction (200 mg or
less) would. entall buying low
: - S salt bread, unsalted butter, = ..
. . ‘ S .unsalted soups, and canned
—_ vegegableSu

Fat restriction: B .Purchase low saturated fat
: - foods like corn; and safflower

oils,  corn. oils, ‘margarine,

low-fat milk. Buy only ilean

, meat. Purchase mbre chicken
~and fish T . '
, Sugarvrestriction: co Read labels for added sugars
' ‘ | ‘ This is to determlne K ether
' 7-8 Differences in’cooking the patient has & “plaw
: o o action when altered cqpking :
- ; techniques are ' required.u

Response should .be specific
"1 ~~broil more
R "I will use all egg
: and no egg’ yolks in
baking"; "I will let people
. add salt at the table rather
.thanh add it' when ‘cooking".
Examples of correct responses).
follow.. : ST

such as,

v : B - : ‘Don't use sait‘in cookingj
.Sodium, " fat, and sugar Don’ t add salt at the table.

‘restriction: ' .- . Domn't fry foods. : =
' : L Use = less. vsugar including
~ boney. a .

Bake 'less "sweets".
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14,

9 Manage ~nutritiogal changes

. at.work. ’

.
v

o : L.f 198

/This and the nqxffquestiod are
to-” determine’ 1f potential = .

problem times for following

" the diet ' have - been thought

. answers would be'

—

10 Manage nutritional changes
on social occasions. '

through. Examples are: . "I

“will bring my lunch"; "I will

carry & list

allowed".

of foods.
Unacceptable
"I won't
eat lunch", . "I won't follow
the diet". . , o
Acceptable - responses are: "'l
will tell the hostess ahead of

time about  my ‘diet";: ""1'1ll
ask how the  foods wvere.
- prepared"; "I1'11 ask what is

D .
11-12 Written information.

- ~question

" health nurse.

13 Diet classes.

Information
available.

sources

"the

in combination dighes"; "I'll

" eat only those things I know

"1'11 go off

are allowed”.

" the diet for one meal" is an.
unacceptable response unless
the patient 4inditéates he/she

will eat only moderate amounts
of the restricted foods.

diets have

All " ] some
_printed/written .materials
relating to:. them. The

is to  determine if
the patient knows at least one

source to obtain material. ~Jf
patients have a dfet
pbooklet with them, mark "Yes".
Booklets supplied by dietician

.dre: —Nutritional Guidelines

HeaIny- Heart, Lanada

~ they can get them
the hospital, the:
dietician, or a communigy_

_The correct response 1§ yes.

Diet classes are held every
Tuesday on Station.3G4 at the
study hospital at 13:30 hours.

The-fanswér:‘iS‘yes;‘Exampiesi‘
nutritionist, local hospital,
Heart Foundation, and CRNS.
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-.20-21

."‘Medications

Asasanfine (Dipyridamole ASA)'
urpose

6 T&he taken:

7-8 When not to take:

9-10 Special food or.

instructions:

11-;;/Restrictedfactivities:\'

13-14 Restricted medications:

.
N

]

i

. e
15-16 Side effects: - L e
17—18'; i Pre—medication
ractivities: - '

fluid

/ e 1o

¢

Inhibitor of platelet adhesion'b@

and aggregation. '"To prevent
blood clots". To prevent
occlusion of saphenous vein
.CABGs.

Take 1 capsule three times a
day; dosage will depend on
physician's orders L

'Should reflect times that Willd
" maintain a

constant ‘blood

level.
Must not take . concurrently
with "over the counter" cold
medications especially those
containing AS@. .
Capsules, may -be taken .with
meals. . Do not take with
alcohol. !
'Should - not pﬂ&y violent
contact sports.” R
Caution  recommended ~ with:’
cough and cold medications,
ASA, anticoagulants,
hypoglycemic drugs,
corticosteroids, 1ndomethac1n
spironolactone. -
| Z . i a
. Hypotension,. ‘héadaches,
_ stomach ache, heartburn,
-.dizziness, constipation,
bYoody stool, nausea,
©." vomiting, flushing, sweating
and thirst. : '
. No..
Plan should be practical and
specific. "I'll put them in a

19 Daily routine adjustments{

Not

~wanting to
medications: S

take

E?ecial container each day" or
"1l carry them’ with me when

I go out for Wening"

Plan should ‘be practical and

‘specific



)

ApresoIine~bgg%Fa1aziﬁe HCL)

-

4 Purpose:
_5 Dosage:

6 Time taken: -

‘7—8 When not to‘také:

9-10 Special food or fluid
instructions:

”

Fy

11-12 Restricted activities:

13-14 Regtricted medicines:

)

k4

15-16 Side.effects:

17-18 . Pre-medication
activities: -

19 Daily routine adjustments:

20-21 Not wanting to take
medications: \ -

S N 200

For managemént of essential
hypertension.

Adjust dosage according to the
patient's = individual . blood
pressure response. -

50 mg four ffmeé daily.

No
No ~
Nou
No
. &
Headache, bélpitations,

‘tachycardia, anorexia, nausea,
“vomiting, diarrbea, angina,
‘nasal congestion and flushing.

No
Plan should be practical and
spegific "I'11 put..them in a

- - special container each day"

Taste, texture, or not wanting
to ' take medications are
factors . <that may " influence
taking the  medication. Plapg
should be - specific ~and
practical. _ : .



[

Captopril (Capoten)

4 Purpose:.

. 5 ‘Dosage:

\

6 Time taken:

i—S,Wben not to‘%aké: |
9-10° Special - food or fluid

instructions:

11-12 Restricted activities:
13-14 Restrictéh medicfneé:
~ o

&§i*Ww 15-16 Side effects:

-

‘»

:

17-18

- activities:

19 Daily routine adjustments:

\

S o
20-21 Not wanting to take
medications: '

For hypertensive patients who
on . multidrug . regimens have
elther _
or Qeveloped‘side effects. For
CHF,. to - decrease systemic
vascular resistance, pulmonary
vascular resistance, 'increase’
cardiac output’ anq exercise
tolerance time. | ‘ )

oL

A412.8 - 25 mg ‘three times

#

{

Pre—medicatidw’
No

" level.

daily. Dosage must

individualized.

Should reflect times that will
maintain:-> a

,

If blood pressure - is low ‘oT
dizziness occurs. '

Captopril should be taken 1
hour before meals.

~No

5

- should
specific.

Should not take.

» -

2
Uripary - frequency, rash,
hypotension, chest _ pain,
palpitations, ,loss of taste

perception, gastric irritation
and abdominal pain.

Plan should be practical and

"specific. \"I'll put them:-in a

special container each day" or
"I'll carry them with me when
I go‘qut for the eVeg}ng".

Taste, ' texture or not wanting
to take medications are
factors that may- influence
taking medications. Plan
" be practical and

201

be

constant blood '

‘ a'y”médibation
without gqnsultigg physician. -

failed to respomd well * ,~

[

e



202

pigoxin (Lanoxin) - Increases cdntractility of the
& ‘ Y heart and thus cardiac output
4 Purpose: - ‘ ip ffah%esti heart failure.

“atrial - fibrillation -

slows gonduction velocity in

< : the" atrioventricular node.
Check data . sheet.
: Digitalization must.. be
5 Dosage: : L individualized. The usual

daily oral maintenadpe doge is
0.125 = 0.50 mg- X

-

6 Time taken: -, : ~ Any time of the déb]
- s multiple dostil equally
.o o _ spaced. = o,
N 3 ’ ‘ ' n.u' A *.‘» . : Fy d
: o > Yes = 1f heart rd‘jais'below
7-8 When not to take: e or AT

e

N A S Mgy

9-10 Special food or fluid Eat foods high in potassium -

instructions:. o ) banana®, orange Julce,

) broccoli. '

11-12 Restricted activitiés; No P

13-14 Restricted medications: No

15-16 Side effects: . %Fwdache, weakness, apathy,

‘ visual disturb¥nces ‘anorexia,
nausea, vomiting, diarrhea,
decreased pulse, palpitations,
photophobia.

. : . Ve

17-18 , Pre-medication Take pulse for one minute.

activities: . '
plan should be practical and

_ 2 - gpecific.” "1'll put them in a
19 Daily routine adjustment: special contginev each day." X
S : ‘ "I1'll carry thers with me when
1 go out". "1'11 také one

every morning ".

N
4

20-21 Ngt_ wanting to take -Taste, texture, OT not wanting
medications: . ' to take medications are
factors ' that may influence
taking the medication. ~Plan
for coping with these should

~ be practical and specific.



Dilttazem HCL (Cardizem)

4 Purpose:

.5”Dosage:

6 Time taken:

7-8'When not‘tp take! .

9-10 Special food or f
instructions

luid

11 12 Restricted activitiea

f 4

15-16 Side effects:

=F

17-18 Pre-medica
activities:

19 Daily routine adjuétmen

20-21 Not wanting to
medications

13-14 Restricted medicines.

tion

.angina. -

203

Redum¢ion of myocardial oxygen
demand. For management of

Al

L.

Dosage must be adjusted ﬁo
each patient's needs.’ 240 mg
a day given in 4 equall

divided ‘doses. )

Before meals and at bedtime -
equally spaced.’

No
No
No | '

Diltiazam and digitalis may:
have an additive effect 1in

‘prolonging A-V conduction

v

Nausea, swelliné, arrhythmia,

headache, fatigue, pounding
heart, ° hypotensiond,
drowsiness, - . apervousness,
heartburn, - constipation, -

phOtosensitivity,‘thirst.
No

Plan should be practical and

t: specific. "I'll put them in a

take‘

special container each day"
"I'1l carry them with me when
I go out".

Taste, texture, or JLt wanting
to take medications are
factors that may 1influence
taking the medication. - Plan

. for coping with these should

be practical and specific.
) & __} S .




|
)

[

| Entrophen (ASA)

4 Purpose:

5 Dosage:

6 Time taken: .

7-8 When not to take:’ '*‘

1
£
H

1 » "
9-10 “ Special fluid

instructions:

food or

11-12 Restricted activities:

13-14 Restricted medications:

15-16 Side effects:

17-18
activities:

ib Qaily routine adjustments:

~

wanting take

*)

20-21 Not

to
medication: :

Pre-medication

yPlatelet nggregation inhibitor

- affects Jplatelet function,
for the life of the platelet.

See patient data sheet - 325 -
650 mg A

See patiant data aheet.

In presence of” manifeatations
of bleeding" tendenciea

No - -
No

Should not take concurrently
with oral apticoagulants.

Nausea,. ” vomiting,
gastrointestinal
tinnitus, ~ hearing
drowsiness, sweating,

diarrﬂea,

bleeding,

loss,
thirst.

No

Plan. should be practical and
specific. ."I'll put them in a
special = container or place
each day". "I'll carry them
with me when 1 go’out".

Taste* texture, or not wanting

to take mediodtions are
factors that ‘may influence
taking the medications. Plan

for coping should be practical
and specific

204

~



Nitfoglxcerin

4 Purpose: .

5 Dosage:

6 Time taken:

- .

‘7-8 When not to take:

oA

0-10 Special food or fluid
instructions: S :

11-12 Restricted activities:

13-14 Restricted mediéines:
\
‘15~-16 Side effects: ‘

17-18
activities: i

o N

Pre-medication

v .

‘19 Daily routine adjustments:

26—21‘ Not wanting to
medication:

take

. before

"If more

205

Chest pain, angina

»

1 —=-<3 tablets as necessary is
considered a correct tesponse.

Dosage in mg is ndt necessary.

Whenever having chest pain or
activities that may
produce chest pain, such as
gsexual intercourse or walking.

If Dblood pressure is too low,
i.e., feeling faint or dizzy.
than three tablets
have already been taken within

_the last 5-6 minutes.

»

* B

Avoid activities of all types
until pain has gone away.

No

No
Yes, “at least one of the
following:. headache,

dizziness, flushing, blackouts.

or fainting, fast heart rate. -

Stop and rest or sit down
before taking tablet if having
chest pain. )

-

Carry tablefs at all times.
Keep covered ‘in dark bottle.

Check for expiry data on
bottle. . :

May cause headache or
dizziness. 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".



300

Persantine (Dipyridamole) Long-term treatment  of &
. fdl - variety of clinical conditions
4 Purpose: ‘ caused by decreagsed coronary

; flow.. “Impraves exercise

tolerance ~as Well a8 lessen-——

nitroglycerin *requirenents.

s | "~ Pqtential ability to improve
. collateral circulation in the
| myocardium. ,
5 Dosage: ~~ | | Check data sheet - 75 mg three
- ~times & day.
8 Time taken: ' Take at lelit one hour betfore
! meals. Equally spaced -
should reflect times that will
: ‘maintain blood levels.
7 When not to take: . No
9410 Special food or fluid Mild occasional  gastric
instructions: distress can be avoided by
administration with a glass of
milk. ' o .
11-12 Restricted activities: No
13-14 Restricted medicines: No : N
15-16 Side effects: .  Occasifnally  headache,

dizsiness, nausea, flushing,

. synéope or weakness and“skin’

. rash.

17-18 Pre-medication

activities:i No

19 Daily routine adjustments: Plan should be practjcal and

‘ . specific. “1'1} put them¥in a
special container or place
each day". "1'11 carry then

. with me when I go out". .
~20-21 Not wanting to take .
‘medication: Taste, texture or not wanting
. to take medicatiqons are
factors that mgy‘vintluence
Y taking the medications. Plan
: - for coping should be practical
and specific. o



L Questran o (Cholestyraminev

o ; urposeﬂ‘ R As, adjunctive therapy to ‘diet
: L S L T and .exercise for the reduction
o of cholesterol in patients
C . with o primary"*

;;:: .f;d“‘ _ ‘potentially . ‘reducing: risks of
~¥* . CAD and MI. 1\‘

B AT Individualized ‘ np to,160,mg'

SO dailye in’ divided doses.
Co e S ... Optimal maintenance ‘dosages
el L o e o are 100 mg -a day or less in-
S T v R divided doses. - L b
6 Time taken:‘; ... Times should be equally“
‘54 o P P spaced o '

| 7 -8 When not to take R ;u.e,‘,{{_..‘,». ‘ SR 'f‘:'*""

f‘9e10 ,SpeCiai food oﬁnifluid Should not be taken in its d}y'k
“instructions: - 7 "7 form.  Mix powder with ‘water,
R . R "~ other fluids 6r highly fluid

] soups before ingesting

SN E ,;
1112 Restricted activities: . No
:‘_';.1 S va‘if‘: = k‘May dbinds With other drugs,ebe~o
' i3f14\Restricted:medieineSfHA - -take ‘' other drugs at 1east I
RS e L - hour before- or 4 to 6 hours

~after this medication ‘to avoid
impeding their absorption

Constipation, SRR abdom1na1 'fij

SV ¥5-16.Side'éffect5i\'e5 o ~discomfort,  ~ flatulence,

: Lo B P nausea, - vomiting, diarrh ,
Lo S .. 7 heart burn, .rectal bleeding,ﬂ.
-lztmuscle and. Joint pain Co

3317 -18 o . pre-medication -No '; ;irg-,“-

Tactivities ' e e EOE Lol
Fn e Lo - . 'Plan should -be practical and S
FRR R a" o e »,fﬂ'spewific._ﬁ"l'll put them in a o

'19;Daily~ro¢tine5adjustment;‘~frspecia1 container eachkday""

B IS BCEIN RS S ¥ § carry - them w1th me wheny

- 1.goout". -

 Taste, - texture, ‘or not wantinng :

S to, take medications ¢ are. ‘oo

e ; & .. factors. that may . influence .

20-21. . Not wanting to takej ‘taking the medications., Plan - -

medlcations o _ . 3_wk,fd?\§;ping should be. practical .

Ca T ;-' "f“f ’.andj eciflc.,: ERATTRCE v L

" v

( o hypercholesterolemia,, : ,?f{”



Phy51ca1 ActiV1ty Restrictions

‘zdsl"

Yesr‘ reetrictions have be
récommended -~ inall” ‘of

-

i Activity restrictions

L vmﬁ heart "to increase

2 Effect on heart:

4

3 How do they help the heart? ;*knowleﬁg

4 Things that mlght happen if

: act1v1t1es not restricted

+

R

" 5 Time of restrictions:

6 +  Problems carrying
';recommended restrictions
o -

Y
k& . .
7 Printed,meterielsi

7

following activities.
" All items listed cause the
its ‘work.

g - By. eliminating or gradually

LA

J

[ SR

-
iwh K .

73 returning “to these activities

.”’the heart can rest and heal.

Tbe' intent of the question is

to determine the patient's
of ,the . desired

,,%’ effects -~ of  the activity
restrictions. The. responSes

. should be specific rather than
'mgkes me. feel better .
- when necessary The harder
“the . heart works,. the . more
oxygen it 'needs.. Decreasing
the work of’

Probe .

‘the ‘heart keeps

the need for oxygen within the

limits of what can be suppDied
by ~the . blood “vessels. - -

Decreasing the “wiget of the

heart ~ gives  the coronary -
‘artery bypasses +imk %0 heal.

May prolong heal-;f or :could
~cause’” damage to “the heart .
wall:

" re- occlusion
ki
6—8 ‘weeks
Sone- activ1ties
restricted for
-months,
objects until the sternum has
‘time to_hegi

. may
“up‘to several

‘The. ihtentf,isv
‘¢ircumstances
it difficult
activity

‘Examples:’ ‘must - regurn
work, must drive ;xgarj
~children to carnry,

to
.out
' to

‘carry out

has
small

~do own .-housework.
coping .
practical v
Yes booklets
preoperatively Moving Right
~Along - and -flome

Plan for

’

weet ‘Home .

such as lifting ‘heavy.

determine
which may make

must

‘May experience pain or

for most patients'f
be

restrictions. =
to’

should be specific and

receivedv'f

Patlient does not have to state =

the t1t1e of the booklets



Recnmmended Exercises

—

1 Recommended exercises | ¥Walking "exercises ' and :whOLe‘”‘
: - body exercises.

2 Effect of eXercise on body: The intent of the question ic'

Cee o -to determine “the -patient's |
knowledge - of the desired

.-  effects of the exercises. The
responses should be ‘specific -
rather than."help my ‘back' or
"make me feel better" Probe
when necessary

3 Frequency of ex ncises:v‘l“ A'Daily for the first two weeks,
- ’ _ : 'gradually increasing duration-‘
and frequency .

4 Times to do exercises: ' Walking - prior: to meals and‘
o : o " npot during extremely hot or -
.cold weather.  Perhaps prior
to lunch and mid afternoon in
'winter: or late .afternoon or
evening in summer -

5-6 Avoiding exercises: = .Yes - "If T am hating chest
o : , ,pain ‘or shortness of breath".
"L 1 ‘have a temperature or
tany t?be of infection". "If T
do not. feel well". ”If it is
too hot or -too cold outside T
S may: ‘have to either wait for it
to ‘cool off if it is too hot
r to walk ‘ynside 1if it is
. : : : R toojcoldfoutside". ’
7-8 Problems doing exercises: i o
R ‘ . L . Try to determine potential
A _ : problems.. in-. carrying pt
“f\\\ o ~ .exercises - observer Judgment
‘ ' will b ' required to determine
- 1if ~ansyers are reasonable for
‘ that pe son.

9 Printed material: ST : '
o o : Yes' Preoperative/ teaching



- i Recommend o
Cactivities: J; .

&

s,

Recommended Rest

1=9

\

4 How does it help heart?

5 What might happen if restful

dctivities are not followed?

6-7 Circumstances making

difficult to do recommended
activities: T

rest .

‘can

" do

- hard
by .-
v‘to

” Heart,

it circumstances

Examples:
‘does

"will
whether or not the patient has .

210

Yes - naps, rest. Responses
be - general - "Just rest
frequently to spectific "1
must lie down for 30 minutes
after each meal" or "After 1
any walking .or stair .

climbing I must sit and rest a -’

' few minutes". f

lAllows‘heart‘bypasses to heal.

Heart does not have .to work 80
when  testing. Resting
meals may reduce angina
reducing . the amount
oxygen needed "in ' .the . leg
nuscles . and allowing it to g0
the stomach to help digest

after

Yood.

and - leg
incision will take longer to.
heal. May experience angina
or re- occlusion .of- vessels

sternum,

The is to determine~
which may make
to carry - out
rest actiVities
must return to
- noisy home environment,
‘not like to sit still or
down. Observer judgm&nt
~be required to determine

!intent-.

it difficult
recommended

work

lie -

a - plan to - handle difficult

- with following the recommended_

rest activity

of .
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) A Appendix J . '
Biograpliical Data Sheet
Subject Code Number_ . Age (D.0.B.) )
Address ; - ;Sex ' | | '
Telephone - ﬁ\\' / ' " ‘Marital Status
‘Date of CABG ) ' 2 Discharge Date

/ . ‘ : .

Number of Vessels Bypassed

. Occupation

pu—s - — -

‘TEdUCatidﬁ'LeVel'g§ee code)

Discharge Information

Diet _

Other Pertinent Dlscharge Informatlon

Stress Test Results

S 0 i

Patient s knowledge of stress test results Yes__' Nc
'Prior Pagticipatlon in a Cardiac Rehabilitation Program

Yes No

S T |
,‘Preseribed Medications:.

o 8

Code , . Years of Formal Education o
(<] » 17 years plus

5 A ' 13 to 16 years

4 o . 11 to 12 years
3. ' T ; 9 to 10 years
9 o
1

~ 6-to 8 years
- < 6 years -
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‘ Appendix K '

~UNIVERSITY "OF ALBERTA FACULTY OF NURSING -i .

5 INFORMED CONSE FORM- / A

~;pROJECT TITLE' A Supportive/Educative Jelephone- Progru
Impact On Knowledge afid Anxiety After

" Cdronary Artery Bypass Graft Surgery. '
EINVESTIGATOR Theresa M. Beckie R.N., B. Sc N., MN Candidate

,Purpose of the study: The purpose of this study is to-
investigdte the use of a telephone program as a method of ‘
increasing the level of patients’ knowledge about caring for '

- themselves during. the first 6-~7 weeks after.coronary artery .
bypass graft surgery. It is expected that the results of this
study will provide nurses with a better understanding of how
to help patients cope with recovering from surgery at home.

Consent. This is to certify that I, - consent to

- participate in the study outlined above. .1 understand that I

. may or may not be contacted by telephone 1 give my permission
to be interviewed by the investigator, about my feelings and

khowledge about my heart surgery when I return to my surgeon

for a check-up in 6-7 weeks. ‘
I UNDERSTAND that: . :

1. the interview and telephone calls will be tape recorded
2.  all information, including that obtained from my hospital
chart ‘pertinent to the study, will be held by the -
investigator, Ms. Beckie, in a locked cabinet, for 5 years
after which time it will be destroyed. No one other than the

“investigator will have acgess to this information.

3. I have been provided with the. telephone numbers of
various health care people whom I may call should 1 have -any
questions or concerns. If I have any further questions
regarding the §tudy,‘l can contact Ms. Beckie at 432-4036

4., my name will not appear on any documents or- reports,

5. each interview will not take more than 60 minutes,

6. 1 am free to withdraw my consent and terminate
participation at any time without affecting my medical or

‘pnursing ®are, “

7. I may not benefit directly,from participating in the
study, which it is hoped will contribute to a greater
understanding of the nursing needs of patients, and,

: 8. there are no costs related to this study

" 1 HAVE. BEEN GIVEN THE OPPORTUNITY TO ASK IHATEVER QUESTIONS I
DESIRE AND ALL SUCH QUESTIONS HAVE BEEN ANSWERED TO MY ‘
SAIISFNCTION

'I ACKNOWLEDGE RECEIVING A COPY OF THIS CONSENT FORM

4

(signature) T ' RN (Date) v__' | e
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Name : | | Date:

' Discharge date: . ‘ L Doctor:

" Nursing sqlution:
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- T
-

Appeudix L

k=
A -
H

Y]

CABG Patient Call-Back Form * = % il

Date~of'surgéry:__ ' , ' Time: ‘ .

- ot et ——

Patiént<problem or question:

-—-bﬁ—.—- .."__
RO/

e e e i " ——— - — —

e - e e — i —

e b —— - —— i o S e o | T = e o et

4
Other important information: i
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Appendix M

Patient TelephoneCall Form

; . /u\'&mqﬂ;’%m’& i \ -
‘Problem or question: ‘
N . S oy
C oy .
fffJ
N
Who did you call? 4
o "
’( =k v.
What adviceiwere you given? g

’ {

i

What was your réaction to this -advice? Wefe you satisfied
with the advice? ) ‘



