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ABSTRACT

| | This study examined the learning needs of coronéry
patients as'they are perceived by coronarf patients and
cardiac nurses involved in the teaching of these patients
énd identified from whom patients expect to receive
instruction and education following myocardial infarction.
Respondents were 60 patients admitted to a coronary care.
unit with a diagnosis of myocardial infarct and 60 nurses
who were employed in the coronary care area of two large
teaching hospitals in Alberta. Data were collected from
both groups using the Cardiac Patiénis Learning Needs
Inventory (CPLﬁI), a.43-item questionnairé developed by
Gef;rd”and Peterson (1984). Patients were also asked to
complete the Expected Educator Tool in an attempt to
discover by whom they expected to be taught. Data-were
analyzed using frequencies and percentage distributions, .
Pearson Product Moment Correlation and factofjanalysis.

Results rgvealed that both groups felt that knowing )
what to do when chest ﬁain occurs and how to decrease the
chance of a second heart attaék were very important. .
Neither grbup felt it important that patients know why the
I.V. was in place, what the usual C.C.U. policies F Yo
routines were and where the fagzly could learn C.P.R.
Patients indicate@ that knowing what tests would be done to
establish a diagnosis was very important, while nufses felt

it was not at all important. Patients felt it was quite



»

important to know what causes a heart attack, what happens
,when a heart e}tack occurs and how the heart heals,- while
nurses attached much less important to these items.

Resuldygrf the Expected Educator Tool indicated that

patients saw physicians as the primary educator in almost

every aspect of coronary teaching with th

itcms’diroctly related to ngrsinq care such
for intravenous, usual nurﬁinq routines and policies and
what to do if chest pain occurs. Generally, nurses were
seen as a secondary educator to the physician.

Factor analysis of patient responses identified ten
components of learning needs. These factors were’quite
similar to the eight subscales identified in the original
instrument. This finding indicates that this instrument
could be a fairly useful measurement of learning needs of
coronary patients. However, factor #nalysis on nurse
responses revealed twelve factors which bore very little
similarity to the eight subscales of ghe original
instrument indicating that nurses, not surprisingly,
perceive learning needs differently frdm patients.

Additional research is recommended to determine the
effects of involving patients in development of these
programs on success of educational programs and to explore
further the role of nursing and nurses in the educatioﬁ of

coronary patients.
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CHAPTER 1

Patient education has become an accepted part of the
.treatment of any chronic illness (Kellerman, et al., 1968;
Bilodeau & Hackett, 1971; Woodwark & Gauthier, 1972; Stern,
et al., 1977; Wallace & Wallace, 1977; Scalzi & Dracup,
1978; Linde & Janz; 1979; Gulldedge, 1979; Wenger, 1979;
Gregor, 1981; Murdaugh, 1982; Sivarajan, et al., 1983;
Egnew and Jones: 1984). Coronary artery disease (CAD) is a
chronic illness and continues to be the number one cause of
death in North America. In Canada in 1984 nearly half the
nation's deaths were caused by cardiovascular disease. The
cardiovascular death total was 80,000 of which nearly
30,000 were from heart attacks (Statistics Canada, 1984).
Those who survive the event become the potential targets
for post myocardial infarction (MI) patient education
programs:

Patient education is not only the right of every
patient but it is also of great economic importance. The
patient who does not follow a prescribed regimen can incur
considerable costs in terms of personal economic resources,
those of the community and in terms of additionai demands
.pléced on health care resources. Extensive work has been

done in an attempt to isolate factors which contribute to

1



the success or failure of patient education prqgrams with
little conclusive evidence (Rahe, et al.,“i9753 Bille,
1977; Pozen et'al., 1977; Linde, et al., 15’9: Barbarowicz,
et al., 1980; Milazzo, 1980; Scalzie, et al., 1980,
Stanton, 1983). |

- Much has been written about the characteristics of the
adult learner. According to Knowles (1979) the success of 4
adult education is dependent upon a nuﬁber of prerequisites
including a readiness to learn as well as a perceived need
and desire on the learner's part to indeed learn whal is
being taught. Educational programé have become part ét the
treatment of MI patients in many centers. However, these
programs have been developed by health care workers based
on their own assumptions of what these patients need to
- know to resume self care. Several studies have indicated
incongruence between the educational needs of patients as
patients perceive them and as heﬁlth care workers ﬁerceive
"them (Pfisfin;er, 1975; Lauer, et al., 1982; Goddard and
Powers, 1982; and Gerard and Peterson, 1984). It is
therefore the intent of the investigator to examine and

compare the educational needs of MI patients as perceived

by both health care workers and paﬁignts.'
~N

Background for the Research
For the past four years, the writer has been involved
with teaching coronary patients following MI. The content

of this program has been based on tradition, an ongoing
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review of literaturé in the area and the learning needs of
patients as identified by health care workers. Dolﬁite a
.compréhensive, multi-disciplinary approach to patient
education, the level of knowledge and compliance of
patients six months post MI is consistently unimpressive.
This study is designed to examine the learning needs of
coronary- patients from their perspective as well as from
the perspectives of nurges directly involved’witﬁ their
education. Dlscrepanc1es here may indicate a greater n ed
for an educatlonal needs assessment for the patient as a .
basis for the teaching program or for further education of

health care workers.

Purpose of the Study

A patient canﬁgt be expected to assume competent self-

—— '

care unlegs he or some reépons;ble person pbssesses
sufficient information about all areas of the medical
regimen. 1In an attempt,ﬁo meet this need for knowledge,
teaching programs have been developed to educate patients
witﬁ coronary artery disease to @ssist them to return to an
optimhm level of healthyand quality of life. The
developers of these programs have traditionally used theA
findings of past research to coordinate the components of
theiy programs. That research has de;lt with the
therapist's interpfetation of the needs of these patients
during convalescencg from a myocardial infarction, Little

consideration has been given to what these patients



perceived as important in meeting their educational needs.
Without this infbrmation, meaningful pati?nt education can
only be a 'hit and miss' affair. The ggrpospﬂof this study
therefore is to explore heart atfaak’patientb' perceptions
of their learning needs and compare and contrast these
perceptions with those of ‘nurses involved with patient

education and rehabilitation. The researcher, a cardiac

.nursing specialist, will also identify the category of

‘hqalth cire professional from whom the patient e*iects to

3. To identify any areas of incongruence between the

receiQe this information. An awareness of this factorzmay
provide the health care worker with more insith_into the
educational e;pectations of the patiént. It is hopea that
information gained'from this research project will be of .
value to health care workers developing new educational
prégrams for pest myocard}jl infarct patients as well as to
those making revisions to programs now in existence.
ves e d
1. To examine the learning needs of post MI patients from
a patient's perspecfive. |
2. To examiﬁe the learning needs of post MI,patients’from
'the perspective of nurses involved in the care and
education of these patients.
\

perceptions of patient learning needs by nurses and

patients themselves.



4. To identify from whom p&tients expect to recoivo"
instruction and educaiton following myocardial
infarction. |

Definition of Terms

Nead: A lack of iﬁ?ormation wanted or required by an

individual.

Myocardial Infarction: An area of myocardial injury as

diagnosed by electrocardiographic changes, clinical

symptoms and serial cardiac enzymes.

Coronary Care Nurses: Registered nﬁrses who are %ursing

full-time or part-time injan area of tbe hospital providing

specialized facilities and monitoring equipment for “
patients admitted following acute myocardial infarction and
monitored ﬁntil transfer to a medical unit.

Self-care: Deliberate actions initiated 'and performed by an

individual by thémselves to maintain life, health and

well-being (Orem, 1980) ¢ .

L3

Therapeutic Self-Care Demand: The actions required for an

* individuyal to attain self care (Orem, 1980)f

Self-Care Agency: The power of individuals to engage in

self-care. This power is a complex, acquired human
characteristic, a capability for performing actions to (1)
determine the kinds of self-care actions that are required;’
{2) make decisions about engaging in th%“performance of
self-cére aétions; and (3) the performance of specific

self-care actions (Orem, 1980).

.

4]
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Nursing Agency: The specialized kﬁowlnge and training of a
nurse that allows him or her to diagnose, prescribe and.
provide care to assist the individual to attain self care
(Orem, 1980).
Self-Care Deficit: The relationship between the therapeutic
self-care demand and the self-care agency of an individual
in which the capabilities for self-care are less than those
required for meeting the therapeutic self-care demand
(Orem, 1980).
onsjiderations ;

sfxty patient subjects were féctgited on a voluntary
b?sis from two hospitals pgrticipatinb in the study. —
Subjects were free to refuse or withdraw from the study at
any time with no conséquence to their education or
treatment. The study was explained to the subjects and
written consent to participate was obtained. ﬁursing staff
employed in the coronary care units of-both hospitals were
asked to participate on a voluntéry basis. The total
nunber of eligible nurses employed between the two
institutions was 72. 1t was hoped to obtain a sample of 60
nurse respondents. Written consent was obtained from the
sampie of nurses also. Anonymity of patient and nurses
was maintained at all times. Consent and approval was
obtained from the Research and Et@ics Committee of the

institutions involved prior to commencement of the study.

¥
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CHAPTER II |

Review of the Literature

An overview of various frameworks qhich have been used
in the acute care lctting will be presented. For this
particular -tud&, the self-care framework developed by Orem—~
(1980) was used in combi;atioh wvith the Health Belief Model
developed by Hochbaum in 1968 and described by Rosenstock
(1974). The rationale for and use of this combination will
also be described.in the following section. A review of
the literature in the areas of adult learning, patient
education for heart disease and perceptions of patients'
needs will complete this chapter.

Theoretical Background

Several theoretical frameworks have been utilized in
research designed to examine the concept of needs of acute
care patients and their families. Tuggle (1982) studied
the emotional needs of survivors of sudden cardiac arrest
from a stress-response framework based on a definition of
stress first developed by Selye (1976). Emotional stress
was seen as both a contributor to the initial‘event and a
cause of several) psychological needs arising following
arrest. Rogers (1983) examined the needs of relatives of
cardiac surgery patients using the concept of total patient
care as described by Hymovich (1974). This framework was
based on the assumptions that the fani{y must be part of

quality patient care, all indiv#dﬁpls are part of some

8



family unit and the family unit is a viable way of life for
the majority of the population. Within this framwork,
family needs were seen as part of the patf%nt'- care. In
further studies of family needs Breu and Dracup (1978) and
Dracup and Breu (1978) dealt exclusively with spouses of
coronary care patients having very grave prognoses
utilizing the framework of anticipatory grief (E}ndom;nne,
{94(). Prowse (1983) examined the needs o%:tanilion ot 1c8
patients using Caplan's medical model of crisis (Caplan,
1964) as well as Narayan and Joslin's nursing model of
crisis '(Narayan & Joslin, 1980). From these studies, one
becomes aware of the variety of suitable frameworks that
have been used to examine the concept of needs specific to
acute care patients and their families.

There are, however, limitations ;ﬁherent in the study
of patient needs. Williamson (1978) found both conceptual
and methodological problems. Researchers identified
interviewer variability, differences in pretest and study
groups and a considerable time lapse between the pretest
and the actual étudy as pote;tial causes for some of the
methodological problems. Thelmain conéeptual problem was
the interaction betweeﬁ physical and emotional components
of needs thus affecting the validity of the need
categories. Investigators recognized this close
interaction and advocated the necessity of developing items

that would accurately reflect the concepts under study and

discriminate among them.
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sinilargly, several theoretical frameworks have been
used to explore the purpose and efficacy of educational
programs for patients with coronary artery disease. Gregor:
(1981) examined the teaching of coronary patients using a
framework developed by Sullivan (1976). This framework
identified four components of the teaching process and
applied them to the hospital -ituatioh‘tor patidnt
education. Murdock o:-al. (1981) developed a model for
assessing paticni education based upon specific pati
education criteria formulated by experts in the field, as ‘
well as a thorough review of the literature. This model
seems more appropriate for development of a‘program than
for assessment of one. Wallace and Wallace (1977) examined
the effectiveness of group education after myocardial
infarction from a framework of anxiety reaction. Examining
the effect of education fron-ﬁhis'perspective
produced oon‘/gf::fr interesting results. Contrary to
expectation, anxiety levels of patients who experienced
group education were significantly higher than those who
had not received such treatment.

While a variety of frameworks have been used to
exmaine both the concept of needs and the evaluation of
patient education, none have addressed the importance of
collaboration between the patient and the health care
worker in assessing the educational needs. For this

reason, a framework which recognizes patient involvement
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has been selected for this study. The self-care framework
developed by Orem (1980) in comﬁipation vith the Health™
Belief Model as described by Kirscht (1974) and Rosenstock
(1974) seemed most appropriate.
conceptual Framework

Orem (1980) distinguishes nursing trom.othor helping
professions by its special concern for "man's need for |
self-care action and the provilion_,nd management’'of it on
a\eeﬁtgnuous basis in order to sustain l1ife and health,
rocovef&-from disease or injury and cope¢ with their
effects" (pp. 1-2). Orem judges the ’ttectivencll of
nursing actions by the degree to which they accomplish or
promote the patient's self-care. Self-care 1skdetined as
"the practice of activities that individuals b;rsonally
initiate and perform on their own behalf in maintaining
life, health and well-being" (p. 13). An individﬁal'l
ability to perform sg;f-care is dependent upon many factors
including: his knowledge of his disease, its cauu; and
treatment; motivation to participate in self-care; and the
skills to perform required activities. Nursing, according
to this framework, is indicated wyen a d;ficit is
identified between the individual's ability to perform
self-care and the ther;peutic self-care demand. Within
this framework, nursing actions for a client are

categorized into a specific nulsing system depending upon

the clients' capabilities and the perceived need for
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nu£§§§§ assistance. The education of a client following
myocardial infarction within this framework would be
.categotized as paft of the supportive educative system and
include a combination of support, guidance, proviéion of a
'developmental environment and teaching. According to Orem,
this is the only system where a patient's requirements for
assistance relate to "decision making; behavior control,
and acquiring knowledge and skills" (p. 103).

The concept of education within the self-care
framework was}discuesed by Levin (1978). He differentiated
between self-catre education and patlent education in
several ways. According to Lev1n,‘pat1ent education is not
usually directed toward reducing dependéncy. Rather, it is
based upon the professional's perception of learner needs
choice of teéching sttrategies and selection of outcome
criteria. Most attempts to teach coronary patients are
‘designed around this type of appreech. The aim of
self-care education, however, is to promote self
sufficiency and independence of the patients. It derives
its goals from the learner's perceived needs and
preferences regardlese of whether they conform %o
professional perceptiens o; learners needs or not. The
role of the health professional in this form of education
is provision of adequate information for the patient to
make informed choices concernlng his health and lifestyle

Would it not seem appropriate then to directly involve the

patient in assessing his educatioral needs?
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Most educational programs devef&ped for coronary
patients are designed to promote a heglthieg lifestyle
through compliance with Erescribed medical gzgimen and
modification or elimination of risk factgrs known to cagée
hea;t disease. This researcher has obse;ved that many of
these programs are based upon the nurse's judgement about
content to be included rather than upon collabaration with
the individual to be taught. The application of the
self-care framework to promotion of health, as oppos=: .
dealing with illness, has been documented by Kinlein . =7.)
for independent nursing practice. Kinlein viewed the
self-care practices of the individual as the focus of the
nursing process and emph;sized the importance of.nurses
listening to and receiving input from the client regarding
his needs. 1In utilizing the self-care framework to assess
the educa;ional needs of myocardial infarction patients‘it
would therefore seem appropriate and indeed neceséary to
obtain input from the client himself to ensure adequate and
accurate assessment.

Moving beyond the identification of needs to rationale
for behavior change, the Health Belief Model provides an
extension to the self-care framework. This model
emphasizes that beliefs held by an individual form\thg
basis for decisions regarding health care. A key element

of this motivation is the individual's state of readiness.

According to Redman (1976) the individual must have the
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motivation and réadiness to learn before what is being
taught becomes meaningful. Readiness arises from an
individual's perception of his persdnal susceptibility to a
health problem and his perception of the severity of the
consequences of that problem. Another element of thisL
model is the individual's perception of the balance between
the benefits of a particular health activity and the cost
of that activity. These costs may be actual or p
anticipated, physical, psychological or economic.

Internal or external cues received by the client which
prompt the initiation of health behavior make up a third
element of this motivational model. Health motivation
arises from the belief that the benefit of a healthy
activity outweighs the risks of living with a health
deficit. To formulate these health beliefs and to carry
out the prescribed regimens, the individual must have some
knowledge of the prescribed plan. Knowledge of the
specific aspects of the regimen often related significantly
to the patient's compliance with that aspect of the program
but did not relate to compliance in other areas of
treatment (Low,§1970; Malahy, 1966). The ‘Health Belief
Model has been applied to cardiac rehabilitation by other -
researcheré and found to be useful in predicting patient
involvément in rehabilitative and educative programs
(Hijeck, 1984). Motivation to make lifestyle changes

varies according to situation. Motivation from an
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avoidance perspective in order not to get a disease is not
as strong as that which occurs after the diagnosis ofl
disease a;j“which is aimed at promotion of optimal recovery
and health. Following a heart attack, an individual is
highly motivated to maximize his health potentigl. The
role of nursing would then be to prbvide adequate knowledge
and understanding for the patient to make informed choices
about his héalth.

The influence of knowledgé;on the health beliefs of
the individual is a vital issue. For this reason the
supportive educative role of the nurse described in Orem's
sélf-care framework would seem to articulate well with the
Health Belief Model of behavior change based on education
causing the patient to be motivated to altef his/her
lifestyle in order to promote health. The four categories
of the Health Belief Model, perceivéd susceptibility to
disease, perceived severity of disease, perceived benefits
of and barriers to preventive care and cues to action,
incorporate the patients health atg*ipdes, beliefs, current
situation and psychological factors. Combined with the
collaborative approach of the self-care framework of Orem,
one sees the rationale for lifestyle change due to disease
and the fdle of nursing in providing necessary knowledge to

facilitate this change (sée Figure 1, p. 16).

Qe
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A brief overview of what has been written about the
characteristics of the adult learner, patient education for
heart disease patients, and perceptions of patient needs is
presenfad below. (

Characteristics of the Adult Learner

Since the vast mdjority of sufferers of coronary
artery diseasé are adults, an:in'depth look at the
education of this grdup‘should'inCIude a review of the
writihg on the ;dult learner. 1In reviewing the literature
on androgogy, this researcher found four basic‘assumptibns
considered whén discussing the ;dult learner. The first
assumption as outlined by Malcolm Knowles (1979) holds that
as a person matureé, his self-concept moves from a state of
dependence to a state of increasing self-directed
insependence,( Those who enter a professional school or
commence a career are alfeady identified with the adult
role and have a need to be seen ds self-directing.
Individuals embarking upon a program of health educgtion
wéuld have the same need. Should the adult hof be allowed
to be self-direct}ng, resentment and resistance will
prevail and interfere with the pProcess of learning.
Authorities agree that.self-directed learning is a
necessary'feature of adult eduéation._ Dewey identifies
self-direction in learning as the trungrowth of the
individual (Burns, 1980). Whitehead (1964) reaffirms this

view when he states that the purpose of education for the



adult learner is to stimulate and guide self development.
Rogers (1960) states "I have‘como'to feel that the only
learning which siqniticantiy influehcgg behavior is
self-discovered, self appropriated" (p; 153). The skills
of{s %f-direction can‘be acquired by appropriate guidance‘
from the instructor and effective role ﬁodeliné. The role
. of the instructor is to provide the necessary support in
the transition from dependencé to ianpendence. The
k%instructor serves as a facilitator in self-directed e
learning. Burns.(1980) concludes that such a situation
f.‘will reduce learner frustration and provide positive
reinforcement necéssary in shaping self-directed behévior.
In applying this assumption to the education of the
coronary patient, one sees the rationale for'obtaininé
input from the individual in assessing his learning needs
if learning is ever to take place.

According to the second assumption, as a person
matures he acquires a reservoir of knowledge‘based on past
'ekperience; New learning should be built on these unique
experiences (Knowles, 1979). This emphasizes the need for
/individuaiized learning. If life experiences are ign;;;é
or devalued, the:adult learner takes it personally and

" feels rejected as a person. In his discussion on self-care
education, Levin (1978) also relies on knowledge and skills

the individual Already possess. . His contertion is that

self-care should be built on those current lay practices

3



and b? supplemented with medical-t?chnical concepts,
stratégies and skills to fill inﬂégficits in knowledge
needed to make informed decisions concerning‘health care.

. The third assﬁmption of androgogy is that biological
development is.complete and the adult is motivated to learn
iaokn related to occupational oé social role. Adultl.’rc'
.ready to learn the things they need to know and 1earni;g
~experiences should coincide with their learning needs
¢Knowles, 1979). This concept of readiness and desire to

¥

learn new rolés is particularly appropirate with the
individual who has }ecently experienced a heart attack. As
he assumes the.sick roles and begins to move toward a state
of health he wili need information on his disease and how
to prevent or minimize health deficits due to the disease.
The final assumption of androgogy is that adults have
a problem-cenﬁered orientation to learning and requite an
immediate and pérsonal application of things learned
i (Briggs, 1982). This application facilitates retention of
material learned and makes it more meaningful to the
individual. Meaningfulness is usually achieved when a
relatioﬁship c$n~5é shown between previous 1earning°and the
goals and objectives of the new learping experience, or
when practical application can be demonstrated.([!he
learner should therefore be encouraged to plan his own

'educational activities while the teacher or health

profissional assumes the role of resource person and
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.faci;itator. This situation would seem to apply to the
person who has had a heart attack. Collaboration between
the individual and the health care worker as a resource
person in defining learning needs could be an effective
start in formulation of an educaitonal prograh based on
indiQudal needs: Since the majority of heart attack
victims are over the age of 30, they can be considered
adults, possessipg the characteristics of the adult learner
as described here, when placed in the learning situation.
It would therefore seem imperative that a readiness to
learn and a perceived need and desire to know what is being
taught are essential for the success of any educational
program.

nt Educatjon for Heart Disease tients

The effects of education on knowledge level of heart
disease patients has been examined by several researchers
from'many perspectives. 'Barbarowicz, et al. (1980)
‘afamined the effects of v&rious types of educational media
on knowledge scores of patients admitted for coronary
artery bypass surgery. They concluded that a slide-sound
edudational program is superior to conventional methods of
pat:Snt te§¢hing. Christopherson and Pfeiffer (1980) in
aéudying pre-op teaching found amount of information
retained was not related to timing of teaching. They did

find that patients who did not receive pre-op written

material were in ICU significantly longer and were in
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hospital longer than those who had read the booklet prior
to surgery. This supported previous work by Schmitt and
Wooldridge (1973), Lindeman and Van Aernon (1971) and
Egbert et al. (1964) that patients with ihcreased
information recovér more quickly. Scalzi et al. (1980)
attempted to evaluate the effectiveness of a structured
inpatient education program for coronary patients and
concluded that little information presented in the acute
phase was retained by patient or family following
discharge. The effect of timing on retention of knowledge
was further demonstrated in a study by Stevens (1985).
Coronary pafients in this study who received reinforcement
of teaching within six weeks of discharge were found to
demonstrate increased knowledge levels when compared to
patients who had not received this teaching.

Milazzo (1980) attempted to exmaine the effectiveness
of different approaches to teaching. This study compared
and contrasted the differences in health knowledge gained
through formal and informal teaching. Results indicated
that health learners who received formal teaching exhibitéd'
greater knowledge than those wh; received informﬁl
teaching. No discussion is given to patient input to the
educational program. Sivarajan et al. (1983) studied the
effects of a twelve week outpatient teaching and
counselling program on 258 myocardial infarct patients ana\

found only limited effectiveness for behavioral change.
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Researchers here felt that lack of positive findings coulh
possible be due to the fact that the education was provided
in a group approach with little attention paid to
individual risk factor strategies or learning needs. They
concluded that the program may have been too general to be
applicable to the individual patient. It would be
interesting to evaluaté‘)rograms developed in collaboration
with the patient based more specifically on his individual
needs.

In a study by McKnight Nicklin (1986) the post
discharge concerns of medical and surgical patients were
monitored by phone. Of 217 phoned coficerns received,
nearly 44% were assesquvsignificant enough to necessitate
directing the patient to an emergency department. Of the
post M.I. patients, 37% éalled back with concerns about -
management of chest pain, arm numbnes$8, shortness of breath
or palpatations while 20% called back with questions
concerning their medications. Researchers concluded that
additional medication education and advice about prevention
and control of chest pain and heart palpatations would be
beneficial to cardiac patients prior to discharge.
Investigators also felt that a more individualized
assessment of learning needs of patients and family would
facilitate the rehabilitation process.

Theorell (1983) studied the effects of psychosocial

intervention as part of rehabilitation for 143 men
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following myocardial infarction. 1Individualized .
counlpslinqa;nd information were provided to experimental
subj;cts and this group reported fewer negative feelings
about their illness and fewer reports of fear of -
reinfarction than control group subjects. This study would
seem to support the need for an individualized approach to
cardiac rehabilitation. Mayou (1983) conducted a
controlled trial of early rehapilitation after myocardial
infarction. One group received conventional treatment,
inother received exercise traininé and another received
extra advice and all were assessed at twelve weeks. The
exercise group were most enthusiastic about their -
treatment, but there were ﬁo differences among groups in
mental state, physical activity, or satisfaction with
social activities. The researchers agaiQ!concluded that
closer coordination of detailed individual advice would
have been helpful. Hoepfel-Harris (1980) attempted to
define factors that affect compliance in post MI patients’
exercise tegimen and identified education, behavior
modificﬁtion and a combination of the two as significant
elements. According to Haynes (1976), for therapeutic
outcomes educational aébtoaches have been known to achieve
a success rate of 50%, yhile behavioral strategies‘achieve
a rate of 82% and the éombined strategies 75%. Little
detail is given about the educational program but in view

of other results one could question the adequacy of their
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meeting the knowledge needs of the patisnts involved. The
suggestion was also put forth that more flexible planning
of care that can take into account the greater variety of
individual problems and needs that are apparent in patients
recovering from MI would be useful.

Some stdies have been done to examine the
| charactqg}ltic- of the educator which affect patient
knowledge and éompliance with prescribcd.rcgimen. Murdaugh
(1980) studied the effects of nurse awareness of
teaching-learning principles on knowledge of patients in a
coronary care unit. Results indicated that nurses had the
xnowledge but lacked adequate training in teaching-learning
principles for patient education. These nurses also listed
obstacles to teaching and cited lack of time and emotional
unreadiness on the part of the patient. How the nurses
defined and assessed emotional readiness was not outlined,
but a criticism is that the patient may well be a better
indicator of his own leQel of readimess than the nurses. A
previous study done by Linde and Janz (1979) looked at
effects of academic preparation of the educator to
knowledge level and compliance og.patients in a cardiac s
t.aéhing program. Results showed that staff nurses could
influence patient knowledge, but clearly nurses with a
masters degree had a much greater impact on patient
learning.

It becomes clear that knowledge is an essential

prerequisite for compliance but there is no guarantee that
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knowledge in itself will ensure conbliunqo. There is still
a considerable gap in our understanding of the extent to
which knowledge affects attitudes and the ways in which
both can be used to predict behavior. Knowledge is an
essential tool in attaining the goal of patient education
which is "to provido‘thnrindividual with enough assistance
wvhere needed to help them understand the factors that
promote health and those that threaten it and to make
intormed‘choices in their own lives" (Somers, 1978, p. 39).
- Without this tool, the goal can never be realized.
Acquisition of this knoWledge by the patient seems
dependent on many factors. The literature would suggest ’
that patient input in defining actual learning needs is

»
.vnecessary if learning is to take place. ;‘

i ¢
Perceptions of Patient Needs a
The importance of patients' perceptions in long range
recovery from heart disease has been explored by few

researchers. Clancy et al. (1984) looked at the influence

of patieﬂté per¢eptions on feturn to work following
coronary bypass Burygery and'found that return to work was
directly related o the patlents' perceived state of health
rather than clinic 1 symptans, aqe educational level or
aconomic need. THe researchets recommended patient
educationm as 4n effective method of averting potential
misperceptions. A comptehensive program based on a careful

assessment otﬁthe patients' needs and perceptions should be
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provxded perioperatively as patients should be planning the
fuutre on the paBid of how they feel about themselves and
what they feel they are able to do. '

Tirrell and Hart (1980) looked at the relationshlp of

health beliefs and knowledge to exercise compliance in
! .

-"1~Q3;ients after co:onafy bypa surgery. This study
‘cgamingé compliance of pgtien g within the Health Belief
Modglxgs related to beli;fs about health/and knowlgdge of
their condition. These reseaéchers found that several
factors %ﬁsating patient compliance to exeroise
prescription included knowledge of the exercise
brescription and the number of barriers to the regimen.
Individual perception of the efficacy of the exercise
progra ¢;§ the next strongest relationship with compliance

levels. It can be shown that patients must havé: adequate

X -~

knowledge about the perceived program, a pinimal number of
obstatles to overcome in carrying out this program, and a

perception of the program as being useful to his individual
sitgaﬁion. These arq'consistent with the characteristics

of the adult learner.

A study was conducted by Stanton (1983) to examine the

»

-

pptiehts. When questioned, pétients felt their education
had been adequate in many areas but indicated additional
information in the areas of emotional reactions and return

‘to sexual activities would have been beneficial.
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These results concurred with those of Tuttle et al. (1964),
Meyer and Latz (1979), and Scalzi and Dracup (1979).

‘ Much work has been done to ideg}ify factors which
influence patients' perceptions of their cognitive needs
(Dodge, 1969;~Doage, 1972; AspinaYl, 1975; Williamson,
1978; Lauer, ef al., 1932; Goddard and Powers, 1982;
Gerard and Peterson,:1984): The basic assumption
underlying thi% work is that the more a patient knows about
his conditioé, the more likely he is to cooperate with his
‘prescribed treatment regimen. According to Dodge (1969),
individuals @re‘more likely to seek informétion which they
perceive as vital to their survival in a situation than
they are to information which has little relevance.’
Receiver characteristics are important determinants in
seeking information. Few studies have been conducted to
determine what a patient and his family wish to know with
respect‘to his illnéss (Meyer and‘Latz, 1979; Rodgers,
1983; Moynihan, 1984). Others evamine the learning needs
of patients as they perceive thew and compare them to the
perceptions of health care workers (Dodge, 1972; Pfisterer,
1975; Casey, et al., 1984; Lauer, et al., 1982: Goddard and -
Powers, 1982; a;ld Gerard and Peterson, 1984). Attemptﬁto
identify specific learning néeds of patients has resulted
in revision of existing teaching programs to include what
the patients want to know (Meyer and Latz, 1979). Studies

to compare nurse and patient perceptions of patient
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learning needs have produced some surprising results but no

firm conclusions.

Dodge (1972)'looked at areas of agreement and
disagreement in importance of information items between
medical and surgical patients and the nurses involved with
their education and found several incongruencies. '
Explanations for these differences included the fact.that
nurses stress the information they were queiified and
permitted to give, and nurses indicated the importance of
items from a general perspective, whereas patients
responded more specificaily from their own individual point
of view. This very plausible explanation certainly gives
credence to the premise than an individualized,
collaborative approach to patient education would be most
effective.' Moynihan (1984) attempted to assess the
learning needs of post MI patients and found them to be
relatively congruent with the components of an organized
rehabilitation program. Pfisterer (1975) conducted a study
to examine learning needs .of CAD patienés as seen by the
patient, his doctor “and his 4.!se. Expectations of who
would teach were also examined. Though the sample size was
small, some surprising results were found. With one )
exception, agreement amonq,doctors, nﬁrses and patients'
responses about the patients learning needs never exceeded
50%. Of the five nurses regponding, all five saw teaching

as a nursing function, five out of ten doctors saw her as

& =~
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involved in teaching and only one patient perceived the
nurse as having taught him. Although internal problems
were identified in this study the results are certainly
interesting and point to a need for further research in
this area. |

Lauer, et al. (1982) studied the learning needs of
cancer patients and found significant differences between
nurses' and patients' perceptions. Although both groups
placed high importance on information about the disease,
treatment, and other related inféormation, nurses rated
these items as being significantly more important than did
the patients themselves. Nurses identified "dealing with
feelings" as the area they felt more importa o patients
whereas patients selected "miniﬁiéing side effééts of
therapy" as most important.' *

Goddard and Powers (1982) looked at the learning needs

of hemodialysis patients and found significant differences

~
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between the nurses and patients in the importance
attributed to informational items. Nurses indicated diet .
and fluid restrictién as most important tq patient
education while patients felt p;evention of injury to the
fisttula and avoidance of infection were highest
educational priorities. The difference between these two
perceptions is interesting and indicative of the need for

further study. Casey, et al. (1984) conducted a study to

examine the perceptions of educational needs of pafients



30

after MI. Researchers compared the patients' perceptions‘
of learning needs to what nurses and physicians felt these
individuals needed to learn. Data from this study
indicated a general agreement among these groups as to the
importance of information that shduld be included in patiet
education for heart attack patients. Researchers caution
though that congruence of perceived educational needs of
p;st MI patients should not be misconstrued to mean that an
eduéational needs assessment for these patienss is not
neceséary. Gerarq_and Peterson (1984) however conducted a
similar study but;with somewhat conflicting resuits. Data
from this project indicated some significant differences
between the patients and nurses as to the perceived |
learning néeds. Because patient compliance is greatly‘
dependent upoH complementarity of expectations between
teacher énd patient, these discrepancies could indicate a
potential.area of conflict between patient and teacher
expectations. |

Though considerable research has been done in this
area, divergent and conflicting findings seem to surface.
Without a cléar cut idea of what a patient feels he wants
and needs to know, meaningful patient educﬁtion can only be
a haphazzard affair. The purpose of this study therefére
was to explore the heart attack victim's perceptions of his
learning needs and compare and contrast these perceptions

with those of nurses involved with patient education. This
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'was, in part, a replication of the study by Gerard and
Peterson pertaining to perceptions of cardiac patients .-
learning needs. The investigator alsd attempted to
discover from whom the patient expected to receive this
informatjon. Aan aw&reness ¢f this factor may provide the
health care worker with more insight into the educational
expectations of the patient.
Summa:¥

A review of the literature on education discloses four
basic assumptions concerning the adult learnér. For
eduéatién to be effective the adult must be allowed self
direction and be able to incorporate past experieﬁces and
knowledge into the learning situation. The value and
pertinence of material presented as well as,immediéte
practical appliaation of this material are alsoynecess;ry
to the aduit learner. Since most individuals experiencing
a he;rt attack Pre‘adults, Ehe consideration of‘thesé
factors js essential in the development of educational
.‘programs; Though evidence of specificvelements which
" ensure success of these pfograms is somewhat inconclusive,
the provision of educatlonal 1nformation does seenm to
contribute to a shorter hospital stay and increased
incidence,df returning to work. The value of a
collaborative approach in the development of these programs
has been demonstrated by several résearchers, poth from the

realm of adult education and health care. The consistent
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evidence of 1ncongrhence between educational needs a;
.perceived by patients and nurses gives further cause for
~client input into program design. It is L;cause of these
findings that the investigator examined learning needs of
-'cardiac patienté from both perspectives as well as the
. educational expectations of health professiocnals by

patients.



-- CHAPTER III
Methggélggy
Resedrch Design
A descriptive survey research design involving two
independent saméle# were used in this study to describe and
compare coronary patients and cardiac nurses' perception of
the learning needs of the coronary'ﬁatients., The samples
and setting of the‘study, data collection procedures,
researéh-instruments, and data analysis procedures are
discussed in the following sections.

Study Samples

Patient Group. The target population of this group
consisted of al%'patients admitted to a coronary care unit
following myocardial infarction. Due to practicality
however, actual study population consisted of patients .
admitted to the coronary care"uhits of two active teaching
hospitals within the city of Edmonton. The first 60
patients admitted between December 1985, and June"1986; who
fulfilled the specified criteria were included, therefore a
convenience sample was used. The limitations inherent in
the use of convenience sampling are recognized and
discuésed within' the limitations of the study.

Only patients with a diagnosis of myocardial
infarction were includéa in this study. The following

criteria were used in the initial selection of patients

eligible for the stuﬁy:

33
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1) be able to speak and read English.

2) be diagnosed as having an acute myocardial infarction
as evidenced by serial enzyme changes,
electrocardiographic changes and clinical symptoms.

3) give written consent to participate in the study.
cardiac Nurses Group. The target population of this

study would ideally be all nurses employed in coronary care

units. In this case, however, the study population was all
registered nurses who were employed on a full-time or
part-time basis in the Coronary Care Unit of the hospitals
involved. The actual sample was further restricted by

those who consented to participate, thus constituting a

convenience‘saﬁple. To ensure adequate exposure of the

nurses to coronary patients, pagt-time nurses included in

tﬁe study'were defined as thoseywho worked, a minimum of 24

hours per week in the cofdnary care unit. A staff list was

obtained from the unit supervisor. In addition to the
above criteria, all nurses included in the study were asked
tQ give‘yritten consent to participate.

| Two teaching hospitals in Alberta were‘used for this
study. Both institutions have coronary care units which
contain specialized equipment for monitoring coronary
patients. 1In both institutions cardiac patients are
transferred from the coronary unit to a progressive

step-down unit for less intensive monicoring and
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observation prior to transfer to a medical ward. Education
. of the coronary patients is the responsibility of nursing
staff and begins while the patient is in the Coronary Care
Unit, and continues with his transfef to the Progressive
Coronary Care Unit (PCCU). The bulk of coronary teaching
would occur while the patient is in PCCU. Nurses working
in ccu staff PCCY, as well.
Research Instruments
Following a‘review of the literature, the investigator
selected the Cardiac Patients Learning Needs Inventory.
(CPLNI) developed by Gerard and Peterson (1984) to collect
the required data for the study. The questionnaire for
cardiac patients consists of 43 need statements with
fixed-alternative answers. A five-point Likert-type scale
was used to measure the degree of importance of the
learning needs of coronary patients from "not imporﬁant" to
"very important". The CPLNI consists of eight
informational categories: Introduction to the coronary
':are unit (CCU), Cardiovascular anatomy and physiology,
Psycholog%cal“factors, Risk factors, Information about
medication, Dietary information, Physical activity
information, and Miscellaneous information.
Items which did not fit into the first seven
categories but which are frequently parﬁ of the education
of M.I. patients yé:e put into the miscellaneous categofy.

Items such as how to check heart rate, possible signs of
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angina and congestive heart failure and when to consult a
physician as well as information about post-discharge tests
and where one could learn cardiopulmonary resuscitation
were included hor;T Each of the eighf categories consists
of four to seven items. An open-ended item was included

Aor respo;dents to list any additional information they
would want to receive and ranked as well.

The Expected Educator Tool was developed in ]
conjunction with the CPLNI to'éxﬁlore patients' perceptions
of nu?ses as teachers. Patients are asked to indicate from
whom they expect to receive the information referred to in
each item of the CPLNI. The choices are nurse, doctor,
dietician, pharmacist, or other. Patients are asked to
check the type of pérsonnel they believe would teach this
information.

The Peel Prognostic Index (Peel et al., 1962) was
selected as a means of assessing the severity of the
patient's illness. This instrument was developed for M.I.
patients and incorporates such-variables as age, sex,
previous cardiac history, presence and severity of shock,
congestive heart failure, cardiac arrhythmias and
electrocardiographic changes.

— Demographic data such as age, sex, education, marital
status, and previous cardiac history of patignts will be
obtained with the Patient Characteristic Tool for the

purpose of describing the sample on variables which are

suggested by the literature as being relevant.
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Background data such as age, type and apount of nursing
experience will be collected for the purpose of dtscribing
the nurse sample as well,
DRata Collection Procedure

The investigator had daily contact with the unit
supervisor in the CCU to identify the confirmed myocardial
infarct patients who were boing transferred to the PCCU.
The researcher then intrqﬂuced herself to the paticntl and
explained the study. -Written consent was obtained from the
patients who agreed to take part. Within 24 hours of being
transferred to the PCCU, partiéipating patients were given
the Cardiac Patlents Learning Needs Inventory (CPLNI) (see
Appendix A) and the Expected Educator Tool (see Appendix B)
to complete aLd return to the investigator. Timing of
administration of these in§truments d‘% based upon the fact
that patients would have been free of chest ﬁain and free
of any arrhythmias for a minimbtm of 24 hours, would be
past the initlal acute phase and would be in a setting more
condn*d/s to acceptance of diagnosis and realization of
educational needs. The patients were also asked to
complete the Patient Characteristic Tool (éee Appendix C)
to return with the CPLNI. The subjects' severity of
illness was assessed by the investigator using the Peel
Prognéstic Index (see Appendix D) using data from

information received from the patient's chart.
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The study was explained to the nursing staff working
in the CCU and written éoncqnt was obtained from those who
wished to participate. Th; nurses were asked to complete
the Cardiad/Patients Learning Needs Inventory as well as
the Nurse Characteristic Tool (see Appendix E) and leave
them in a specified location to be picked up by the
investigator.

Reliability and Validity

In an attempt to.establish content valiéity a thorough
review of the literature was done to obtain a large number
of items about heart disease and recovery from a heart
attaqk (Gerard and Peterson, 1984). These items wefé‘
reviewed independently for reé}ésentativeness of content by.
four doctorally prepared nurses who were teaching
cardiovascular nursing content at the.araduate nursing
level and by two nurse specialists who have masters degrees
in cardiovascular nursing. The CPLNI was also reviewed By
the head of the Department of Adult Eduéation,.University
ot'ﬁlberta (Puffer, 1985) and revisions were made as

. recommended to clarify items, and improve instructions..
Items were simplified~tobensuré their vocabulary was “.}
comprehensible to patients. —!&

The reliability estimated by the;alpha coefficient for

the total test was .91. Alpha coefficients for various
informational category were as foilows: Introduction to

CCU, .68; Anatomy and Physiology, .96; Psychological
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Concerns, .69/ Risk Factors, .86; Medications, .89; Dietary
Information, .89; Phylical Activity,..alv and Miscellaneous
Information, 84 (Gerard & Peterson, 1984).

This researcher protestodvtho CPILNI and the Expected
Edu;ator Tool on five coronary patignts who met £ho
criteria previously outlined in order to assess the clarity
of ipstruction and determine the length of time needed to
complete tbe ques;ionnaire. These patients were not

%ncluded in the study sample. The CPLNI was also presented

to five CCU nurses who met inclusion criteria.

previously outlined to a e clarity of instruction
and to assess length of tim eded to fill out the
questionnaire. These‘nurses wer% not included in the ltuay
sample. : ‘ !
alyses

Descriptive statlstics were used to analyze the .
data in relation to the previously outlined objectives
The importance, of learning needs of coronary patients was ’
rated on a five point Likert-type scale from "not
important™ to "very important" by both patients and nurses.
Factor analysis was car;ied out for both sets of data to
obtain faétor scores on major sub-components of needs. A
multiple regress;on model was used to see how the variation,
in_factor scores could be explained by independent

variables such as age, education, occupational and marital

Q
status, severity of illness and hospital ¢f admission for

-
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patients and age, type and amount .of nursing experience and
\X\phe study.

hgspitél o} employmeqt for nurses i
To dete!;ine deéree of importance for various 1earﬁing
needs, qpe average rating of the’Likert-type scale across
all respondents was assigned to each item in the. scale.
Using these average ratings Pearson Product Momént and
Spearman rank order‘correlatioqi_yere computed. ;ius the
impgftance of learning needs as perceived by coronary
pa%ients w;re compared to the importance'of learning needs

as perceived by nurses in an attempt to iq;ntify any

incongruences between these two groupsQ

\
“ .

In analysis of the data obtained from the Educator
Preference Tool, frequencies and percentage distributions

were tabulated to determine from whom patients expect to

receive educational information.’

- ) .



CHAPTER IV

.Results and Discussjon
In«his chapter, the results of the study are

presented and analyzed with regard to the research
objectives outlined in Chapter I. A description of the
hursing sample is presented with discussion on these
findings and the results of data analyses. As well, a
description of the patient sample is presented with'a:
discussioq‘of the characteristics of this group and an
anélysis and discussion of the resultg'founé here.

Fihally, the analysis of the responses to the Expected

Educator Tool is presented.

jcﬁaractexistibs of the Nurse Sample

;A #g&gi of sixty nurses completed and returned the
~Cardiac Patients Learning Needs Inventory. Thirty nurses
* from bo;ﬁ‘hbspitals involved in the study agreed to
participate. Demog;aphic information was obtained on all
nurse spbjecté,ﬁithvthe Nursé'characteristic Tool. All of
'tﬂénﬁﬁfses approachéd_ggreed to take part in the study.

Work-status. Forty-six nurses worked full time in

coronary care unit. Ten nurses worked part time gt least
three days per week and the remaining four nurses were
categorized as reserve staff and all worked a minimum of
two shifts persweek. This ratio of full time to part_tﬁme
staff is in keeping with staffing patterns in most acute

care settings. Because of the everchanging technical

41
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aspect of working in this éype of setting it is not an area
which londs itseif to working an occasional shift. Without
frequent exposure to this field, one's knoﬁledge base would
quickly become outdated and obsolete.

Age. The nurses ranged io age from 22 to 55 years.
The two groups of nurses were fairly similar in many
‘respects. ' The mean age of,nurées from Hospital A’was 30.7

e

years and from Hospital B was 31.7 with an overall mean age
of 31.23 years. Almo;t 92% of the nurses were under the ‘
age of 40Lv The relatively low mean age is consistent with
that of most nursing staff in an acute care settihg.
Working in thls milieu is physically, emotionally and
intellectually demanding. The nece551ty of contlnuing
education t@ maintaimr a current knowledge base requires
time, energy, and often financial investmeht,yhich older
nurses may not be willing oi able to give with home and
family responsibilities. As well, most critical care areas
have l2-hour shifts wpich’are physically demanding and not -
often compatible with main£aining a home and family.

Over M@lf the nurses studied had

fheen 1970 and 1979 with an additional 20%

1'& al

graduating since 1980. : Again, this is not surprising since
p )

coronary care units are a product of the 1960's. Nurses

graduating before this would have had no exposure to this

graduatéd

specialized area as a student, so would Sggerstandably be

retuctant to attempt to enter this field of nursing. Older

¢



43

nurses may have less confidence in their ability 'to
7’ function in this environment.

Experience. The number of yearé of nursing experience
was relatively parallel to the year of graduation
indicating that mostm ?‘hn worked in the coronary care
unit had continued to w k‘fu&l time since graduation.
Because of the dynamic nature of the technical and .
procedural knowledge required by critical care staff, one

s

might expect this would be a difficult area to leave and

s

return to at some point later in a career. It was

\“firnteresting to note that of the subjects studied from

Pvnf&Hospitai B, 80% of the nurses over 35 years of age were
;either single or divorced, therefore having more time‘and
energy to commit to a career.

The majority of the nurses studied had worked for some
time in an area other than coronary care. Again, this
would be expected a§ several critical care areas require
prior nursing experience as a condition of employment.
This is also in keeping with recommendations madg.by the
“National Institute of Health that nurses should have at
least one year of postgraduaté clinical experience before
ICU training (N.I.H., 1983).

Nursing experience specific to the coronary care unit

\ranéed from one to fifteen years. Forty percent of the
nurses had three years or less coronary nursing experience

with 2é% having seven years or more. The large number of
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nurses with relatively few years of CCU experience is not
surprising. Because of the emotionally intensive nature of
°thg\work, many nurses do not stay long in this area before
movfﬁg on to a less stressful type of nursing.

Generally speaking, the two groups of nurses were
quite similar in age and clinical experience. The
frequencies and percentages of selected characteristics of
the nursing sample including age, graduation year, general’
and‘cardiac nursing experience and hospi?al of employment
wére tabulated and appear in Table 1.

a

Cardiac Patients Learnjgn eeds Inventor CPLNI

+ The CPLNI was a 1iéfing of 43 informational items
covering several aspecis of educational.éeeds for post M.I.
patients. The 43 items were grouped inéb 8 major L
categories entitled: Adﬁission Information; Anatomy an&
Physiology:; Psychological Information; Risk Factor B
Information; ‘Medication Information; Dietary Guidelines;
Physical Activity Restrictions; and Miscellaneoug
Information (Gerard & Peterson, 1984). . Thg nurses
participating in the study were askéd to rate the
importance of each educational item for a coronary patient
to learn on a five point Likert-type scale from "not
important!” to "very important". The mean scores 6f
raesponses in each of the major categories were computed

according to age, ‘graduation year, coronary and general-

\
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Table 1

Selected Characteristics of Nurse Sample (n = 60)

Characteristic Frequency Percentage Cumulative

Percentage

22 to 30 years 28 46,

7 46.7
31 to 40 years 27 45.0 91.7
41 to 55 years 5 ) 8.3 100.0
GRADUATION YEAR
1950 to 1969 ;o 8 13.3 13.3
1970 to 1979 » 33 55.1 68.3
1980 to 1986 . 19 31.6 100.0
CARDIAC NURSING EXPERIENCE
3 years or less 24 40.0 40.0
4 to 6 years 19 31.7 71.7
7 years or greater 17 28.3 100.0
NURSING EXPERIENCE ‘
3 years or less 6 10.0 10.0
4 to 6 years . 14 23.0 33.3

7 years or greater 40 66.7 100.0

HOSPITAL OF ADMISSION
Hospital A 30 50.0 50.0
Hospital B 30 50.0 100.0




nursing experience. The significance of éach inéLpendent
.variable with respect to the differences in mean subscale
score was also computed.

Age. The nurses were sﬁbdivided into age groups and
somé'rather surprising results were found in terms of
perceived iﬁportance of patient learning needs. Older
nurses between ages 41 and 55 felt it was more importéhf
that patients receive basic information on admission to the
coronary care unit than did those in the younger age group R

(31 to 40). The older nurseg may well have 1der‘fied more £Y

- _Cclosely with the patients admitted to the CCU because of

the similarity in age. They themselves would perhaps want
to be well informed and so may have ranked the importance
of patients being informed more highly. Younger nurses may
see the admission to the coronary care unit as a time of
close monitoring, relief of pain or treathent of other
complications and rest rather than a time of high -
educational need for M.I. patients.

Nurses in the older group att;ibuted less importance
to the need to learn about anatgmy and physiology of the
heart, psychological items, ari risk factors than did
younger nurses but placed much higher importance on
patients' needs to learn about medication regimen, dietary
guidelines and physical activityqr0ltrictipns. This
difference may be indicative of a greater emphasis being

placed on a holistic approach to patient educatjion in



recent yeafs'in nursing education with a strong bent
towards the psychological needs of the patient. Nurses
graduating some years ago may be more familiar with a
narrower approach to patient teaching and deal mainly with
only necessary informaton such as medication prescription,
dietary allowances, énd activity ahd exercise restrictions.
Also, information and research on risk factors implicated
in the development of heart disease is relatively new and
older nurses may not be as well informed in this area.
Findings such as this give rise to the question of how much
time and energy nurses put into reading recent publications
about heart disease and keeping themselves current in this
field. No statistically significant difference was found
between importance‘of leatning neéds among nurses grouped

s *

according to age.

Year of graduation. The means scores for each

subscale were computed according to year of graduation and
similar trends were found with respect to ranked importance
of learning needs for chonary patients. Nurses who
graduated before 1970 put greater importance on the need
for patie;ts to learn about medication, dietary and
activity restriction. Again, nurses in this group may be
less f&miliar with thg current thought on psuupological
impact of a critical illness on an individual and less
awvare of recent findings on risk factors in the development

of coronary:artery disease. These nurses would perhaps see



a ?reater need for patients to learn about diet, excrcise,
vana medications because they are items a patient will need
to knhow on a day to day basis and were the major components
any educational programs avﬁilable;when these nurses wquld
hdv& éraduated. Being more famliar and knowle&geable about
ﬁhop;mtopics may indeed have prompted these subjects to
raqk’their importance mor§ highly for patients to learn.
Again, no statistically significant difference was found
with’respect to~$raduationﬁyear.

Cardiac experience. The nurses were then grouped

according to years of cardiac experience and similar
findings were seen. Nurses who had seven or more years of
cardiac experience gave higher importance to education of
patients in the subscales of medication, diet and physical
activiﬁy than nurses with less experience. Again, their
increased familiarity with contact in these areas may
account for their ranking them more important. Among
nurses grouped according to cardiac experience there was a
statistically significant difference in relation to
information about physical activity restrictions. Nurses
with more cardiac experience indicated a greater importance
for patients_to learn about activity and exercise
restriction. This particular category included items
cdoncerning limited activity during the acute phase, gradual
increase in activity in the rehabilitation phase as well as

return to sexual activity. The fact that enforcing

L
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physical restrictions is one of the major concerns and
responsibilities of nurses in the acute care setting and
perhaps one of the most difficult qnes for patients to
accept and understand may indeed explain why a nurse with
more experience may see a greater need for patient
education in this category. Activity progression is also
one of the few areas where patients have any control.

Their medications are prepared and brougﬁt to them as are
their meals, but walking and activity progression is to
some extent left up to the patient. If patients are
unaccepting of their diagnosis and deny the fact that their
heart requires rest, their one recourse is to increase
their physical activity in an attempt to prove to
themselves and sometimes to health professionals that they "
are fine and can tolerate unlimited activity. Thus there
is a need for greater teaching in this area. Nurses who
graduated before 1970 have ‘also seen a radical change in
thinking and practice among physicians as to activity
restrictions for patients following a heart attack. When
these nurses graduated; patients following a heart attack
were kept Bn strict bed rest for two to three weeks, were
bathed and fed by health care workers, and not allowed to
return to work for three to six months. Today, patients
are up walking three days after a heart attack, home in ten
days and returning to work in six weeks. Because of the
dramatic change in mode of treatment in these respects,

nurses may see a greater need to teach patients



specifically what they can and cannot do for activity and
exercise. Because only one significant difference was
found among the subscale with respect to the independent
variables being examined, one must view the results with
appropriate caution.

Hospital of employment. The nursing subjects were
grouped according to hospital of emp}oyment and similar
results were found in importance of learning nee for
cardiac patients. This was not surprising sincq both
grbups were quite similar with resﬁect to age, experience
and year of graduation. The mean age of nurses from
Hospital A was 30.7 and 31.7 for nurses from Hospital B.
The mean graduation year for Hospital A was 1976 and 1975
for Hospital B. A slight variation was seen between
institutions for both general And cardiac nursing
experience. 1In Hospital A, nurses had a mean nursing
experience of 8.7 years and cardiac experience of 4.8
years, while in Hospital B nurses had worked a mean of 9.8
years general duty and 5.3 years in cardiac nursing. This
difference in years of experience may be explained by the
fact that Hospital A has an exclusive cardiac care unit
while Hospital B has a combined ICU/CCU. Perhaps this
greater variegy of experiences is less conducive to burnout
and a greater incentive to stay longer in this type of
unit. A summary of the mean scores of each subscale for
nurses grouped according to independent variables can be

found in Table 2.
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Table 2

Mean Scores for Subscales for Nurses Grouped

According to Independent Variables

Risk

Variable Need Anatomy Psycho. Factor Med . Diet Physical Misc. Total
Age . -

22-30 years 20 413 'R L.50 L. Gk 4L 06 L &2 4.28 ® 2y
31-40 years P03 L 02 L 625 L.50  3.77 Y T RIS
L1-55 years L. 36 3.90 L.20 4,20 L.87 . L. 76 Y L33
Tota!l Lok 4 06 Lo L. 36 L. 60 3.90 .50 L .22
Sig NS, N.S. N.S. N.S. N.S. N.S. NS yo NS,
Graduator Year

51-69 Lo T L.30 W37 L BL L.22 v.72 Lol W39
70-79 413 412 4,23 L.36 L.60  3.96 455 4.7 L4
80-86 Loy 3.92 Lok L.38 L.s0  3.77 L.30 4. 20 L1}
Totse Lo 4,06 4.2 4.36 4.60 3.94 L.S0 (W3] Y22
Sig NS, NS NS N.S. N.S. N.S. N.S N.S. NS
Caro Exg . 5

1-3 years 415 L0 4.2 4.590 L.60 3.9¢C L.50 b33 L. 27
L-6 years 412 4.02 L.07 L.27 L.S51 3.70 L.28 .12 L.12
7+ years Lo 418 4.20 4.27 4.70 4.00 L. 74 T L.28
Total Lo 4.06 L2 436 L.60 3.90 L.50 4.20 L.22
Sig NS, N.S. N.S. N.S. N.S. N.S. .02 N.S. NS,
Nursing Exp.

1-3 years 4. 00 3.91 L.26 4.5k L. 66 4.02 436 bo&2 L 24
L-6 years .16 4. 02 Lo L.32 Lob2 L. 69 L. 32 L .18 L1}
7+ years LS L0 L, 24 L. 39 L. 6% L. 01 4. 58 by L. .26
Tota! Lo L.06 L 4.36 L. 60 3.94 L5 L.21 L.22
Sig N.S. N.S. N.S. N.S N.S. NS, N.S. NS, NS
Hospital :

EGH [T 4.0y L2y L.40 L.62 3.93 L.59 b 24 L.25
Mis 412 4.06 L.1s L.32 L.58 3.94 L. Lo L.19 L9
Total Lotk 4,06 Lo21 W.36 L.60 3.9 L.50 4.2 L. 22
Sig N.S. NS, N.S. N.S. N.S. NS N.S. N.S. N.S.

'Slgﬂl(l(af\( with g set at .05.
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characteristics of Patient Sampls . e

The sample consisted of sixty patients wholihet the
criteria tgr inclusion into the study with thirty patients
from both hospitals. Subjects ranged in age from 34 years
to 82 years. The mean age for pfitients 4t Hospital A was
62.0 years and 60.2 years at Hospital B wg;h an overall
mean age of 61.1 years. Of the subjects studied, 50 w;rq
married, 2 were single, 3 were divorced or separated, and S
werp widowed. These numbers would be fairly consistent
with the general populatibn of coronary artery disease
- patients of this age group.

Marital status. 1In Qxamining the marital status of
subjects with respect to hospital of admission there were
some slight variations seen.® Hospital A hadLZB mafxied and
7 not married subjects and Hospital B had 27 married“?ng 3 .
not married. This difference might be explained by tﬁ3 ::?é
location of the institutions. Hospital A is a dqwﬁtown,A’ ':w
hospital close to low income housing wherc one mightf;ibedt ?
to find single, divorced or widowed indiviﬁua&s liviﬁﬁg - ﬁf
alone. It is also closer to several place of mploYpent \f

and entertainment so single or divorced peopl

to live in this area tor these reasons as well. fﬁ}
is situated in a residential area of mainly';¥ﬁ§1; to ppper

class family dwellings. There would be a hi;;%nuybernof
two-income families living in this area so flyfﬁj;ingle or

divorced peoble utilizing this facility.
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Sex. Of the subjects studied, 48 or 80% were male and

12 or 20% were female. The groups differed slightly
between hospitals with 21 males and 9 females admitted to
Hospital A and 27 males and 3,toma%.s admitted to Hospital
B. ‘A closer 'examination of these droupn indi?atcd that the
majority of fomalq subjects from Hospital A were younger
Age'éroup and currently employed. The location of this
oinstitution, cloge to acv;ral places of employment, could
account'for more working ;onen being admitted to this
hospital.. Femalp: adﬁittod to Hospital B tended to be
older and retired from the work force. During the period
of data collection,lthree additional females were admitted
o o Hospital B but were excluded due to severity of disease.

Research into incidence of heart disease indicates'thgt
women who have heart attacks ggpdyso be older than their “m
male counterparts and mortality.rdate is higher for women.

f&i Younger women who do infarct are often' part of a

R competitive work forc2 and subject to the stress and
pressure felt to be a risk factor in the development of
heart diselie: However, other factors must be considered -
as contributors to heart aligease. Heredity and familial
tendencies are important risk factors over which the
patient\aas no control. ‘
du on. The educational level of subjects was also

established with 19 patients or 31% having grade 9 or less

education. Twenty-six or 43% had grade 10 to 12 and 15



fac11;ty, therefore being the one of the oholce in an
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patients or 25% had post secondary education. In examining

, educationa¢ levels according to hospltal of admlssion,

gain some variations were found. Hospital. B had more

subjects -with gradeh 10 to 12 education but fewer* with post

A

esecondary schooling. HOSpitil A had fewer with grade, 10 to

12 but more subjects with grade 9 or less and with pest

-
secondary educatig;: Because this institution is close to

some low income housing it may be utilized by more patients

in the lower educational group:“ This institution.is also
a

close to %igeral government and corporate office buildings

s during working hours may be the closest health care

L
emergenty situation.. A )

“w
»

Erev;ous history. The incidence of previous history

'of heart disease wad also exanmined and both groups were

fbﬁnd to be quii? similax. From Hospital A, 23 patients or
77% had no previous-cardiac Qistory while 7 or 23% had a
previous myocardial inf®arct. At Hospital B, 26 or 87% had
ggghistory o:~heart diszﬁge while 4 or 13% had had-a heart

attack prior to this inc1dent

e

everit iIﬂness The severity of illness of
patier:s involved in the stydy was assessed using the Peel
ProénqstiC‘Index. This instrument looks at such factors as
age, sex, previous iIiEESgl/ﬁrésence of shock and

congestive heart failure and arrhythmias occurring

fdl{owingvinfarction. A score is attached to each #tem and
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the total score is calculated. The high index, the

more severe the disease. Peel scores of patients involved
in this study ranged from 2 indicating ;el}tively iinbr ‘
disease to 26 representing quite severe disease.

Severity of illness scores were then compared among
patients agcording to age, sex, marital status, education
and previous history and some rather interesting results
weﬁe found. Age and sex are both factors considered in
detérmining the Peel score so it was not surprising to find
that the mean Peel score for patients under 55 years was
11.0, for 56 to 65 was 12.92, and for patients over 66 the
mean score was 15.05. The 6vera11 mean score was'13.15.

Since béing female warrants a higher score than being male

in this 9rognostic_index,“it is not surprising to find that

the mean Peel score for men was 12.97 and for-women 13.83.

ggere was not a significant difference in scores for
patients when grouped according to age‘or sex. It was

surprising to find that when grouped according to

educational level, there was a statistically significant

difference in Peel scores.‘ For patients whose educational
level was grade 9 or less, the mean Peel score was 15.78,“
for patients with grade 10 to 12 it was 12.15, and for ‘Q
patients with pdst secohdary educationvthé,pean score was

[Y

11.53. Since lower Peel scores indicdateé less severe

% &

disease, it appearzd that in this gioup.patients who are

. .
better educated tended to have less serious heart
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attacks. This relationship between severity of illness and
educational level might suggest that better educated
individuals tend to seek medical attkntion sooner thereby
avoiding some of the complications of heart attack which
may have drisen had they delayed‘beeking treatment. These
patients may also4have better access to the health care
system. Several studies have been done which looked at
delay time in patients seeking medical help following onset
of symptoms of heart attack and the general findings are
that patients wait an average of six hours before seeking
medical advice. It would be interesting to see if
educational lgvel was related to delay timeo

Previoos history of heart disease is one of the most
heavily weighted factors in determination of Peel index so
not surprlslngly a statlstlcally 51gn1f1cant dlfference in
means was found be:ween those with q"v1ous history and
those without.*’ There was also some varlation-ln mean Peel
scores between hospitals. Hoépital A had a mean Peel score
of 14.43 while Hospital B had a mean Peel scoré of 11.86.
This variation may be due in part to different screening
procedures for patients admitﬁed to the coronary care unit.
Because of be; and staff limitations, uncomplicated, less
i1l patients may have been admitted directly to the medical
ward, with only the complicated, more ill patients being
admitted‘to ;he»coronary care unit. Patients in Hospital B

may have received mere aggressive medical management,
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thereby averting some potential problems. A more plausible
explanation would be that with only 390 in the sample size
from each hospital,. this variation was indeed a function of”

chance. The difference found was not statistically

significant.

When patients were grouped according to marital
status, mean Peel index scores were compared and very
little difference was seen. The mean Peel score for
married patients was 13.30 while for not married the mean
score was 12.40. This differen¢e was not statistically
significant. = .

The freéuencies and percentages of selected

characteristics of the patient sample including sex, age,

maritel status, educatiohal level, previous history of

heart disease, Peel Index score, and hospital of admission
were given in Table 3.
Cardiac Patients lLearning Needs Inventofz

As in the original study, the 43 identified learnind}
needs for coronary patients were subdivided into 8 majorx
categories: Admission Information; Anatomy and Pﬁysiology;
Psychological Information: Risk Factgr Information;

%

Medication Information; Dietar”; uidelines; Physical

Activity Restrictions and Migcéllaneous Information (Gerard
& Peterson, 1984). The instrument waé’explained to the
patients and they were asked to rankiﬁow important each
item was for them to learn on a five point Likert-type

»
a
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Table 3
d e s atie = 6
E Characteristics Frequency Percentage Cumulative
. ‘ Percentage
SEX
Male 48 80.0 '80.0
Female 12 20.0 100.0
; ‘)}

AGE e
34 to 535 years 14 23.3 23.3
56 to 65 years 27 45.0 €68.3
66 yedrs and greater 19 31.7 100.0
MARITAL STATUS
Married 50 83.3 - 83.3
Not Married 10 l6.7 100.0
. )
EDUCATION STATUS P
Grade 9 or less 19 31.7 31.7 ¢
Grade 10 to 12: 26 43.3 75.0
Post ‘Secondary. 15 25.0 100.0

" PREVIOUS HISTORY OF CAD
Yes .11 18.3 18.3
No 49 81.7 100.0
PEEL INDEX SCORE »
2 -9 18 30.0 30.0
10 <, 19 _ 34 56.7 86.7
20 and over 8 13.3 100.0

. \\/
HOSPITAL OF ADMISSION
Hospital A 30 50.0 50.0
Hospital B 30 © 50.0 100.0
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'scale from "not important" to "very important" and a score

of 1, 2, 3, 4 or 5 was assigned respectively. The mean
scores of each subscale were computed according to the
papient‘s age, sex, marital status, educational level,
previous history, sever%;¥>of illness and hospital of
admission. Subscgle means were compared using vari?us
independent varijables. When patients were subdivided into
age groups, subjects in the younger age group (less than 55
years) assigned a greater importance to all 8 subscaies
than either of the other age groups. The greatest
variation was seen in the subscale.physical.activitQ.
Older patients over 65 years, ascribed less importance to
leathing about physical activity than did the 56 to 65 agé

group. The youngest age group, under age 55, attached the

highest degree of importance to this aspect of education of

«

all age groups. This category included information on
activity restrictions in the acute phase, exercise
progregsion in the rehabilitation stage as well as
resumption of sexual activity. These fihdings would not be
surprising as 1living with activity and exercise limitations
would'hdve more impact on a younger individual who has
perhaps been more physically active prior to this event Yy
than an older possibly retired person. Since frequency of
sexual activity is reported to decrease with agej again one

would expect a younger person i’r§iey this “~;i?portant

4

to learn than an older!indivigugl_%?,;ﬁ%frze~ ' ation in

.
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1

mean sco mong patients grouped according to age was in
the cate;gof admission information. On admission.to
coronarQ care, age would likely have little influence on a
patient's learning needs. This categqry includes such
items of "why I'm in ccu", "why I have an I.V.", and "what
tests will be done". It seems reasonable that the
importance of learning. these facts would not vary much from
age to age. All patients would be anxious to find out this
information. | |
The patients were also divided into male and female.
Again, mean scores for both groups were quite similar in
all categories. The largesé difference was in the area of
physiéal activity. Males scoréd the importancg of this
category higher than did females. Again, this diffeencé
may be related to age. The mean age for women subjeéts was
67 years while for men, the mean age was 61 years. One
would expect older subjects to rank legs’}mportant the need
Eo learn about exercise and activity progression as well as
resumption of sexual activity because it is less a factor
in their day to day life and would perhaps require less
attention‘now that a heart attack has occurred., A similar.
pattern was geen in the subscale of anatomy and physiology

Females placed less iﬁ:ittance on the need to know exactly

what the heart looks like and how it works. Again, this
may well be a fuhctidn af'the megn ages of the two, groups.,

The alder femq}e g;oupﬁgppld be exp@ctedhto‘see,it mbrqs
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important to know what they can do,vwhat pills they must
take and what they can eat. In keeping with this
rationale, not surprisingly the only subscale which females
scored‘higher than males was in medication information. No
statistic;lly significant .difference was found in perceived
importance of each subsc;ii among patients grouped
according to age or sex.

The patient sample was grouped ac@ording to
educational status and mean scores of each subscale were
computed and found to Be very similar. The only
significant variation here was in the category of physical
activity. Patients with grade 9 or less education ranked
the importance of learning about activity progression and
exercise lower than patients with post secondary education.
The highest mean score for this category\was assigned by
the grade 10 to 12 group. Again, looking at the mean age
for ‘each of these educqﬁional ;roups may helé explain this
finding. The mean age of the group with grade 9 or less
education was 63.8 years while the mean age qu the grade
10 to 12 group was 59.4 years and for the post secondary
educated group was 59.6 years. This higher megn age of the
less educated group may again help explain why they
“attribute less importance to learning about phy#léal
activity than the higher educated group. Thereiﬁﬁs a
statistically significant difference in perceived

importance of learning about physical activity among
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/ ‘
patients grouped according to educational status. Again,
one must view this finding with caution as it may be due to
chance. '
Patients were grouped accordihg to pfesence or absence
of pre-existing coronary artery disease. The greatest
similarities between these two groups were seen in the
subcategories on risk factor information, dietary
informa;ioh,,and physical activity gquidelines. Because.
these categories all deal with lifestyle and péssible
changes to be made, one would expect both groups to view
this information with equél interest. The one
stati§t§cally significant difference was found between
;,p;evious history and the importancé of learning about
anatomy and physiology of the hgart. It appears that the
‘patients who had a previous history of heart disease felt
.’it was more important to learn about this category than
'  ;first time heart attack patients. Perhaps having been ‘
'.through this catastrophic event before helps patients éﬁmc
,fealize the importance of knowing what the heart looks like
_and how it works. A first time victim of heart attack at
‘Rhis early stade of recovery may be more concerned about
fisx factors which contributed to his disease, iﬁ%}
pedications he will be taking and what foods hé@@é allowed
to eat. Again, one must keep in mind this §$s§at.is an
isalated significant finding and may indeed be due to
;cﬁﬁnce. N

k4 -,
1
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Mean scores of each category were also analysed with -~
respect to hospital of admission. Patients from Hospital A
ranked the impértance of learning items in all 8 categories
somewhat higher than patients from Hospital B. One -
difference between these two grEups was severity of illness
with patients from Hospital A having somewhat higher Peel
. index scores. One might speculate that greater severity of
illness may causé one to attach greater importance to
learning needs. A statistically significant difference
was found between hospital of admissioh and the importance
of learning about the psychological impact of heart
disease. Again, perhaps the greater severity of illness
among these patienté may explain why they rank the
importance of this category more highly than patients from
Hospital B.

Finally, the patients were divided into married and
not married groups and mean scores for each category vere
found. Statisticaliy significant differences were found
between marital status and importance of learning about
anatomy and physioclogy of the heart, psychological factors,
risk factors and physical activity. One explanation for .
these findings may lie in a closer look at the not married
group. Ten patients were not married and of these five
were widowed. The mean age of the widowed group was 68.2
years while the mean age of the married group was 61.6

years. The unmarried group, half of which is well above
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the mean sample age and living alone, might be expected to
view education following a heart attack somewhat
‘differently. They would perhapslbe less interested in
learning about anatomy of the heart, risk factors
implicated in the development of heart disease,
psychological factors following a heart attack and activity
and exercise and resumption of sexual activity following a
heart attack. Their main concern would more likely be in
the area of medication prescription and dietary
modifications. Again, because the unmarried group is small
(n = 10) it is not possible to draw any conclusions based
on these findings. A complete summary of mean scores for
each subscale in relation go v?rious independent variables
for the patient group can be found in Table 4.

Rank Order of Items |

To further explore the perceptions of learning needs

of coronary patients,'the mean score of each individual
item for both patients and nurses was calculated. With
this information, the items have been ranked from most
important to least important by patients and by nurses and
this ranking appears in Table 5. In examining the ‘
prioritizing of the 43 items, some rather interesting
results were found. Both groups saw "knowing what to do if
chest pain occurs" as very important, as well as "what to
do to decrease the chances of another heart attack".
Having experiencéd the severe pain of a heart attack,

patients would be expected to rank management of this pain



Mean Scares of Subscales for Patients Grouped

Table 4

According to Various independent Variables

Rish

Variable Nevd  Angtomy  Psycho. factor  hed. Diet Physical Misc, Total Peel
Age 55 W3¢ b.52 Louy .69 L 3 W3 wn 43 L2 11.00

56-6¢ Lo32 .37 4.2k L.5¢ Lo32 Lo 24 L. 06 Sy L. 27 12.92

66 43¢ L.28 Lo 4.3 Lo L. 03 .84 Lot 413 1500
Total Lo Lo37 b.27 L.A8 W29 W20 L. 05 Loas 426 13 1%
Siq NS N.S. N.S. NS, N.S. N.S. NS N.S. NS, NS
Sex Male L. 3% LoL2 4,26 L.52 4. 28 L.22 411 Loy 4 .29 12.9

Fenale 4 30 4.8 L2 L L3y Ll ).81 L.0% k16 13.83
Tota! Lo3e LYy Lo27 A8 W29 L.20 L.05 L V.26 13,15
Sig NS, LS. N.S. N.S. N.S. NS, N.S. NS, N.S. NS,
Educat. on

Crade § 4. 36 [ 428 436 43t 419 3.67 Va2 4.20 1578

Grade 10-12 4. 32 [ L1} L.50 4. 28 Lo2¢6 L322 Lok 4.29 12.1%
Post Sec. 439 L3y L LB L. 60 & 26 L2 4. 06 L 18 429 11.63
Total IS RS ¥ b.27 “.k8 k.29 L.20 4L.05 Lo L. 26 13156
Sig N.S. NS N.S. NS, NS, NS L0027 NS, NS, .05
Previous
Yes L.56 4.66 L. L9 L.77 .43 .22 4 09 L.20 L 38 17 .36
No W29 Lo L.22 L. u8 .26 L.20 4 0t Lo 4.2) 12.20
Tota) L3 L3y L.27 LW8 429 .20 L.05 Lo L.26 13.50
Sig N.S. .04 N.S. N.S NS, N.S. NS NS NS .00b
Hospita! A L &6 4 _ub L. L8 L8% 439 W38 Lok Lo24 L3y N
Hospital B 423 429 L.os Wb Lo1e L0k 3.96 405 4ok 11,56
Tota! I TR Y27 bbb L2y 420 4.0% L1 L.26 13 1%
Sig NS, NS, 068 NSO NS NS NS, NS, N.S. NS,
Marita!l
Status
Married 439 b L3k 4. 56 L3l L.26 L1 U 22 L3 11.36
Not Margpied 4.13 L. 06 3.90 L2 L. 05 3.93 3.5k }.80 3.93 12.40
Toral L3k 437 L.27 L LB 4.29 L. 20 4. 09 L1 L.26 13,13
Sig N.S .03* 0k .04 N S N.S .005: N.S. .0 .05
*Significant withel set at .05.
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. Patient Nurse

Item Rating Rating
1. Why I'm in CCU 11 19
‘2. What tests will be done 3 36
3. Why I have an I.V. 39 35
4. Why my activity is limited 38 7
5. What the usual nursing routines and
CCU policies are 32 43
6. What to do if I have chest pain 2 1
7. why 1'have chest pain 15 13
8. What my heart looks like 38 40
9. What causes a heart attack 6 21
10. What happens when someone has a heart
attack 4 22
11. How the heart heals . 9 30
12. Why my heartbeat may be irregular,
skipped pbeats 25 39
13. What are the normal psychological
responses to serious illness 34 37
1l4. The importance of talking to someone
about my feelings “ 40 26
15. What effect stress has on my heart 10 17
16. What I can do to reduce stress in
hospital 16 27
17. What I can do to reduce stress at
home 12 8
18. What the term risk factor means 18 28
19. What risk factors contributed to the
onset of CAD 13 20
20. What I can do to decrease chances of
another M.I. 1 4
21. How these risk factors affect my heart 14 25
22. General rulés about ‘taking medications 35 16
23. Why I am taking each of my medications 20 5
24. What the side effects of each
medication are 29 12
25. What to do if I have problems with my
- medications 7 6
26. General rules about eating 37 38
27. How diet affects my heart disease 19 29

(continued)
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Itenm Patient Nurse
Rating Rating"
a :
28. What the words cholesterol and
triglycerides mean 26 42
29. What foods contain cholesterol and
triglycerides 23 34
30. What my diet restrictions are, if any 21 23
31. How to adapt recommended diet to my
lifesiyle 30 24
32. Why'I am ‘not able to do as much
physically as before 33 10
33, General quigelines for physical
: activity 31 14
34. What my phy&ical activity restrictions
are,. if any 17 9
35 i'How. éo tell if I can increase my
activity 24 11
© 36. Whén'I can engage in sexual.activity 43 15
'~ 37. How to take my pulse y 41 31
The s dns mnd symptoms of angina and ‘
attack 8 2
39, The sighs and symptoms o6f congestive
. ‘heart failure 22 18
40..When to call the dattor 5 3
"41. &£ any tests w111 be done after I
~ , 90 home 27 32
42.!'The reason for tests after I go home 36 33
43.. Wrere my family can learn C.P.R. 42 41

+

Spearman Rank Correlation = .43

L
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quite high. Since identification"pd control of chest pain.
. o o 4 . Y
is one of the foremost nursing responsibilities in caring
I [}

for a patient with a heart attack ‘and nurses need to depend

upon patients"input for this, nurses would also be
7 ’

N

‘ ) .
expected_to rank this item highly importante ‘
) . .
Since education-is a majog focus of nurging care of

‘M.I. patients and often a first line of defence™in
4
. .pfevention of recurring events, ways to decrease,chances pf

® R . ,
another heart attack again would be expectgd to be ranked

* highly hy hoth groups.
~

v . L3

Both patients and nurses gave low importance to
. . . i

learnil"why the IV is in place" and ")rhat the usual

nursinffroutines and CCU policies are". By the time

, patients‘eompleted the questionnaire'ftheir intravenouiawas
discontinued, and perhaps compared to information- on diet,

"medication'and exercibe it seemed unimportant. SNUrsing \\
routines and CCU policies are already established and
perhaps not seen as pertinent to Ehe individual patient s0

L are not seen as important to learn. Neither?items would

_ have much bearing on th7 patient's future or lifestyle so
tor this reason may not be r&hked as very important by.-v «
either group Neither group felt thatageneral rules about
_eating was high@& impoXtant to learn., This 1tem may not

-

. ,,have been sggn as directly related 'to recovery from a h&art

fi attack so not’ng?essary to be part of an educational - _‘i

y .
program. Also, ‘most addltsﬂmay feeL tHey are already aware

R ' ‘ . :" - (r ro . ‘ﬁ L \;
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'the patient nedds tao concerg himself with.

.69

~of general rules about eating and may not feel this needs

to be tau,ght to the patient following a heart attack. |
Both groups felt that learning how to take a pulse was
relatively unimportant but perhaps for different reasons.
Pulse check is taught to patients as a means of ttgulaq’hg"u
their exercise progression. ‘ When they filled out lﬁe & " '

questionnaire, fairly early in their recovery, they may not

-bé aware’of this fect and so fail to see the need for such

-

ihfcrmation. It wvould be interesting to see if the rankihg
wouid change at a stage later in their recovery. Nurses
attributed slightly higher importance to pulse taking than
patients but still quite low. Nurses in the acute care
setting, such as. those inyoived in 'this study, may w&ll see
pulse taklnq !ﬁ a nurdfh.ﬂ;esponSibflity Jnd not somethi;g

»

» One of the least important items ranked by both patient

.and nurse groups was "where my family can learn

cardicpulmonary resuscitation (CPR)".. Patiemts may not
-

h

feel :hey wigh to put this respongtbility onto their family
menbers. .They also may not see .sudden cardiac arrest as a
compiication of a ‘heart attack if it was not part of the

~
present event., It woﬁ}d be interestinq to see how patients

who had experienced a sudden cardiac arrest a eén ﬁ t.j

¢

.resuscitated would rank this item and how family members '.”*

™~

wou}d rank this factor. Nurses may be reluctant to fgcludli

e
this in a teachingtprggram since they fetl it more -
/ - "

4
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importaht'to be optimistic and positive about the future.
They may feel this information could be given more
approprﬂﬁtely diregtly to family members.

In ranking léarning needs, sohe discrepancies were
found -between #?e two groups. Pat}ents felt it was very
important to learn what tests were bging done. The tests
done for patients admitted to a coronary care unit led to
the actual diagnosis of heart attack. Because of the
importance of thase test results,spatienfs‘may well view
them as highly important to know abgut. Nurses ranked this
item much lower. These tes;s are done routinelx on all

pat admittéd to the coronary care unit and nufses ﬁay
L4 L w‘ ‘-
pl

sim see them as part of the routine protocol. This

group would not have the same subjective attitude towards
these tests as would patients. " ¢ \
Patients also ranked hiéher the importance of learning
about. the anatomy and physidqlogy of the heart! To know,
fwhat causes a heart q’tack", "what happgps with a heart
att!bk" and "how the heart heals" may have more impor?ance

to a pgtient who is fairly early in his recovery. He may

be more concerned with what has happene&\}nd why, 'Nurses

L]

may assume a more futuristic approach'and seeliiféétyle SRR

changes, medication regimeh‘and activity progsession as
more important. ’ L

\§ Pne surprising finding was the rdting of the item on
. l}

when to engage in sexual activity. Nurses ranked it 3;.%$”,

5

) “. - v

3
Y.
Ty

L 7
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being fairly important as expected after such things as
‘%edication ptescription, stress management and prevention )
of another heart attack. Patients, however, ranked this
item lowest on the list. This is soﬁewhat contradictory to
previous' research but again one must keep in mind the stage
at which patients filled out the questionnaire. Most
patients were appro#imetely 3 to 4 days post heart attack,_
'perhaps too soon to be'concerﬁed with much more'thanrfelief

‘of chest pain,’walkit zvound the ropm, and taking pills.

. . L]
Again a survey of th:. Batients at a/point further on in

s /s
recovery may produce_g§

ferent findings. This difference
in éﬁ"&f{eﬁiiresponses may possibly be explained by
_ tHe diffé;ence in age of the two groups. The Spearman Rank
Correlatlon was also computed on the ranking of items an&
revealed a correlatlon of .43 indicating a significant
correlation between the rankings and the two groups.
’lthOUgh not high,. thls correlation is an interesting
finding. , - T . ~
The reseagcher :ecognizes that to'eompare perceived
.learnin; needs of petients by boéh\batiEngs and/ nurses is *
inappropriate since b grdups diffég for many\regsons.
Howevg;v sinee nurseélpay indeed teach what thef\ﬁee as
impgrtanf and 'patients tend to learn what they see as
iﬁpo%tant, @ look at the ranking of these items is

certainly an interesting exercise. , .
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Expected Educator Tool

In an attempt to determine from whom patients expect,to
receive educational information, each.of the 43 items were
listed again and patients were asked to indicate the
expected educator. Choices included dietician, pharmacist,
phyqician} nurse or other. The freguencies of choices
appears in Table 6. hurses wvere s:§'“as probable educatore

such items“‘as "why the intravenous is in", "usual
nursinq routines ,pd tnit policies", "what to do if chest .
pain occurs" and "howﬁo reduce in-hospital stress". ‘a‘
Patients may feel that t¥is informaﬁt?n‘is both familiar to
the nurse and within her capabil}fiesato relay to patients.
Patients also felt the nurse would be the majoéﬁindiviﬂuai .

to teach how to take a pulse. This and other items listed

above might be seen'more within the realm of nursing care.
‘ggis may indicate that nurses are not seen as educatons-but
ag.only concerned with actual patient care. The patients (
listed the physician as the main educator for coronary
'patients especially in the area of coronary anatomy and T
physiology, risk fadtor information, psychological
information and activity progression. '
Patients did recognize the role of qther disciplines
such as dieticians and.to a lesser extent Jh/rmacists in o
coronary education. Dieticians were seen as the major |
educator in the area of dietary counselling and actual

dietary recommendations. Pharmacists were also listed a
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‘ Table 6
N N .
a nts' Responses u
4 - /
Educational Item Ilgurse Doctor Dietician Pharm. Other
’ . .
Why I am in CCU i& 8 52
What tests are done ;oo 6 54
Reason for I.V. . 40 20 -
In hospital activgty o , ,
- limitation Y 30 28 2
Usual routi an%; N
policies 7
What to do if I have pain 18
Jhy I have chest pain 50 -
What the heart looks like . 42, 2"
t causes a heart attack 9 +« 50 e N 1
&t Sippens with heart \
ta ) 12 47 1
‘ How the heart he#ls Sl 48 1
Reason for irregular '
heart beat 13 47 ’ ‘ 1
Psychological responses 13 4#‘ 4
eed to discuss’ feelings 19 2 1 14
ffect of stress on heart 11 44w S 5
How to reduc7/1n hospital \'_ A - ,
stress 36 ¢ 19 . ' 5
How to reduce stress at .
home 18 33 s 9
A T '
% !
Meanihg of ’term Risk . -7
" Factor 15 44 ‘y . 1
Which risk factors : g ) ‘
" contributed 4 54 - 1 1
How to decrease chance of . ' v
\ another 5 54 _ ‘ 1

'How risk factors. affect

heart: s‘ .10 8 1 B
" - 9
enéral rules about taking 4 . : |
i11s 19 .27 1 ' 13
Reason for each medicatlon 16 34 1l 9
Poksible side effect 12 26 - : 22

.(continued)

B
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. Educational Item Nurse Doctor Dietician Pharm. Other
what if medical problems ¢
arise v 10 37 13
General rules about eating 3 3 54
How diet affects heart . 9 47 ‘ .
Meaning of cholesterol and A . .
tﬁglyceride - 8 Ay, 33, . 1 2
Foodls containing cholasterol S
nd triglyceride 7 - 33 . 1 2
at diet restrictions are 3 43
How to adapt diet to )
lifestyle . 1 9 48 2
. ‘ ’ » .
Reason for decrease in ,
physical actdgities 5 54 ‘ 1
General guidelines .for i . , 1
phiwsical activities . 8 49 . 3
Reasons for restricted |, . :
lctlvity » N 8 © 49 - 3
When to increase physical . , ’ -
activity 5 52 3
When to resume sexp 3 53 o 1
’
X 4
How to take pulse 49, 11 .
Signs and symptoms of¥ | .
angina 6 at 53 1
Signs and sy'mptoms of CHF 6 53 1
When to call doctor 6 43 o1l
What tests -are done post ‘
discharge 10 49 1
‘Reasop for tests post o .
discharde 9 50 .- 1
Where family can iearn CPR 18 28 7 . { ]
\ . )
) ’ ko
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potential educator, though never above\efydcians. wnen
making the "other" choice patients trequch‘a.y noted
physiotherapists, counsellors and ministers as possible
options. L o ";" )

P ' . '

It vas interesting to note that patients seemed to see
a definite e%ucative role for other disciplines such as
ﬁarmﬁfsmgd dietician but indicated a much less defined

aréa of knowledge for nurses. Nurses’ almost always were

seen in an educational role secondary to, physiciaf. Thi&"¥

role is not compatible v?ith‘rem's supportive-educative
rqgle for nurses. Nurses may see themselves as educators
but obviously t‘e is much to do before patients see .them
as such. . -t

9 Th? frequency and choice for each item according to the
independent variables measured were determined and appear
“in Appendix F. Similar trends are'seen as in Table 6 and
’there v‘vould appear to be no results which‘ can be attributed
"to the independent variables described.
Summa Des tiveAalss ‘
s bescriptive statistics‘ were used to descri%e the two
‘ groups:‘f subjects. Thirty patients from both hospitals
consented to parti‘cipate in the study. Patients ranged in
age t:roxn -34 to ;2 years with an overall mean age of 61
years. . Ei rcent or 4% patients*were male and 12. or -

20% were female: Fifty 'wer-e married which was 83%, while

10 or 17% were unmarridd. When educational level was
. \

-5
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examined it was found that 19 or 32% had gr;de nine or
‘less, 26 or 43% had gr;de 10 to 12 and 15 or 25% had some
post secon&ary education and 11 or 18% had a previous
history’of heart disease and 49 or 82% did not.
burting group consisted of 30 nurses from both
hospitaxﬂ hd ranged in age from 22 to 55 with a mean aa:
- of 31. m*‘iﬁi The nqrsoa greduated between 1950 and 1985

Ridt ‘ﬂwtn a ";'nedn gr‘&ation year of 1976. Their general nursing

PR,

’ranged from 3 years to 21 years and cardiac

anged from 3 years to 15 years. Both groups

‘af each subscales were computed. These means
ared among the nurses group‘d on the
iables and the following trends were found:

. \w lb ses Kgraduated earlier placed greater

] on patients®° receiving basic information on
adm#}@ion“to_écv; ° -
;;p) o&der'nﬁrsqs who graduated earlier placed loss
) importance on patients need to learn about anatomy and
‘physiology of the heart, psychologio;l items and risk
.facrors;
c) older nurses who graduated earlier placed greater
imporbvance on the need for patients to learn about
medication regimen, dietary guidelines and physical

activity restrictions:;

c



d)

patients grouped according to the various independent

77

nurses with seven or more years of cardiac experience
gave higher importance to patient education in the
areap ot medicntion, diet and-physical activity than
dfd nurses with less experience; '

B "l‘
nurses with more cardiac expetrience ingicated a greater

"importance for patients to learn about activity and

exerciil restriction and resumption of sexual activity.
no observable difference was tognd in responses from
nurses when grouped according to hospital of

employment. ®

The means scores of each subscale were compared among

.Vvariables with the following results:

a)

-

/’}b)

-

c)

d)

subjécts in the younger age group (34-55 yeaEF) placed

'greater importance on learning about activity

progression and gesumption of sexual activity than did

older patients; ‘ . o
all patiests placed high importange on the nee to

)
receive -appropriate information on admission ICU;

women placed less importancs on the nedd\to iearn about‘
activity progress;bn and resumption of séXual activity
than did men;

patients with lower eéucational levels attached less
importance to lesrniﬁb about physical activity exercise

progression than did patients in either other education:

groups;
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e) patients from Hospital B attached less importance to

learning about diet, medication regimen and activity
prera.lion than did pati;nts from Hospital A;

f) unmarried p:ticnts piaced less importance on learning
information in all categories than did married patients .
with,lignificdnt findings in the subscales of anatom!'
psychological factors, risk faétors,.pnysical activity

':5~and miscellanesps information. ~

Using é;e.means score for éaab individual item from
‘“both groups, the items were ranked in i e. The
ranking was then compared between group'h‘e following

resQ}ts: o v ' ¢ F . L -

a) both groups -felt that knowing what to do when chegt , ..
pain occurs and how to decrease the chance og a second
hedrt attack was very important; ’

b) both groups indicated that knowing why the I.V. was‘in
place, what the usual CCUnpolipies and routipes were

and where the family could learn CPR were not

. ™
-

important; ' )
c) bat’ts indicated that knowing what tests would be

e to establish a diagnosis was very important while

|
. nu ses felt it was not at all important:

d) pat ents t.ht it was quite important to learn "what
| causes a heagt attack", "what happens when someone has
a heirt attack" and "how the heart heals", while nurses

attached much less importance to these items. i;’
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Using the Expected Educator Tool, frequencies were
tabulated in an attempt to discover by whom patients
expected to be taught.' Generally, nurses were seen as
probaole educators for items directly related to nursing
care such as "why the I.V. is in place", "usual nursing
routines" and "what to d¢ if the cn:;t pain returns".
Nurses wore also oxpof'.d to teach pationt- to take pullos.
Patients identified ther disciplines as educators in their
area such as dieticiams and pharmacists. Physicians were
certainly seen as the;main educator in almost‘évery aspect
of patient teaching. ;Nurses were never identified as the
sole educator in any area -but were seen as a secondary

educator to the physician.

Factor Analysis

Factor analysis was perfornfgdgn the CPLNI to identify
the major categories of learning needs that wee being -
measured by both patients and nurses. Initia& incomplete .
’principal componants analysis identified ten factors having
eigenvalues greater than one and explaihing 76.5% of the‘ b
total variance ;; responses from heart attack patients’ In
prder to improve interoretability, a varimax orthogonaf'

- ’

rotation was performed on the initial solution. The  items ”"ﬁ

l?"k
‘~r

- ] L, & .
having rglatively high loading on each tactor will be ‘9“33k.

, X

presented and disc:;ugsed.v.__ AP o - ﬁ

S ) e
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FACTOR I. PHYSICAL NEEDS

\

Th% first factor identified contained eight ttems '|
with a factor loading of .50 or greater. These items
related primarily to PHYSICAL NEEDS. Items which had h
loading on this faetor aré listed in Table 7. In exan]
tho'iteno:which contributod‘iubltqq.'ally to this factor,
on;,sees that they deal dainly with gaining knowledge about
actual physlcal needs. Learning about medicaéion‘ K
proicrié}ion, further testing, how to ¥heck pulse rate and
where §8 learn CPR would seem to fit well toqfther as
speciffc items a patient would see a need to learn to
simply ‘cope® with his disease. Tredtment duriog the acute

.":;ﬂaoe tOlquIng a heqrf attaok often involves extensive ‘Ef’
of Oariogp medications. This may include medications to
ﬁreat or orevent chest pain, to attain and maintain
hemodynamic stability and also to‘relex the patient and
decrease his anxiety. As patieénts move‘tgom a hiéhly
protected environment to a more relaxed less controlled
situation, they may feel strongly about thé need to learn

'about their‘medication regimen. Checking pulse rate is
froquently associated with modicationslas the proper dosage

.i'il nometimes establidhdd*iﬁsnohjunction @1th a maintenahce

> Qf an adequate heart te thus these items would’ fit well
together. Also, a patient's stay in the critical carewarea

.

as well as confirmation of his diagnosis is based upon

-
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Table 7
Factor I - Physical Needsg
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Item Number

Item Content

Factor Loading

22 General rules awfut taking .555
medication. /
23 Wwhy I am taking J;ch of my .562
medications.
24 What are the side effects .789
of each medication.
25 what to do if I have problems .602
with my medications,
v How to take my pulse. .751 '
4] ~* /If any other tests will be .738 ¢
' . done after leaving ‘ !
‘hospital
42 Reasons for further testing « .579
after I go hone.
43 Where my family can go to .506 _
learn C.P.R. :
a,;‘: » "‘h‘ »’ =
“"' e ? . B
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O
- several tests done..on a daily basis.'As the individual
moves to ﬁhe progressive coronﬁry care unit, his desire to
learn about further tests to be done is upderstandable.

Duringva three to four day stay in the acute caée ,
setting, patients frequently have an opportunity to see Ehék
use of emergency proceddres to treat the cardiac patients.
This undoubtedly makes a deep impression upon the patient,
'as he hiﬁself’has just survived a major medical
catastrophe. (Again, the impdrtance he ascribes to learning
C.P.R. on the part of his family would be expected. It is
intefesting to note that items in this factor seem to draw
from several different subscales. However, a closer look
" reveals a common theme. These might well represéné the
main items a patient, moving from the controlled acute care
setting to the more open less closely monitored progrgssivé
unit, would wish to learn.
FACTOR II. NUTRITION

The second factor appears related primarily to the
need for nutritional information. The six items which
loaded highly on this factor are listed in Table 8.

| Each of the items in this factor related directly to

information on nutrition and heart disease. The presence
of heart disease has been attribufed to a number of risk
factérs. Since two of the major risk factors, high

cholestercl level and obesity, relate directly to dietary

intake, it was not surprising to see that the second factor
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Table 8 -
Factor II - thrition
Item Content Loading
26 General rdles about eating .472
27 How diet affects my heart .804
disease. \
28 What the words cholesterol .737
and triglycerides mean.
29 What fobds contain cholesterol .769
and triglycerides.
. 30 What my diet restrictions are, .611
if any.
<
31 -How to adapt the recommended .636

diet to my lifestyle.




included-the need for dietaéy informationi This risk
factor is also one that is within the control of the
patient hinself. He can achieve ideal weight'and lower his
serum cholesterol level by altering the diet through
education.' The patient may fegl that obtaining information
in ﬁhis are would be of great benefit to him in reducing
';he‘risk of further problems. .
It is inieresting to note that no other items loaded

# highly on this factor, and of the fprty-three originsl
items, olly six dealt with information on nutrition; al}
six demonstratéd high loadings on tﬁis factor. The areé
covered by this factor would appear to be quite specific
and all items related directly to it.
FACTOR III. PREVENTION |

The third factor is related mainly to information on -
PREVENfION of a shbsequent heart attack and complications
from coronary artery di;ease. The five items which loaded
highly on this factor appear in Table 9.

Each item in this factor looks at preventing a second
heart attack both in terms of %}scovering the causes of the
first M.I. so as to eliminate these risk factors, as well
as dealing with subsequent problems should they arise.
After a patient has been stabilized in the acute ca}e unit,
he progresses to the step-down unit. His medical care and

education is based on prevention of complications such as

angina, congestive heart failure, physical decorditioning
!
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Table 9
cto - \ve o)

Item . Content Loading
18 What the term risk factor .557 .

means. :
19 Which risk factors contributed .754

to my disease.
20 What can I do to decrease .754 3

chances of another heart

attack. ) A
21 How these risk factors affect .€68

my heart. ~
40 When to call a doctor. /.651

-
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associated yith pro&gnged bed’ rest as well as prevention'Bt
further damage to the heart. This preQention involves an
awareness of the risk f;ctors implicated in the development
of the disease process as well as methods to control or
eliminate these factors. Becausg of the preventitive theme
identified-in these items, they would seem to fit well
together in this faogor.

FACTOR IV. PSYCHOLOGICAL INFORMATION : )

The fourth factor identified relates mainly tb the
need for PSYCHOLOGICAL ml-*omﬁgn. This factor 4#ncluded
six items which had a high loading (see Table 19).

Inititally, one might wonder why items one and seven
Qould load highly on a factor dealing with pSychoiogical
neeés However, in actual fact, both the admission to the
coronary care unit and the occurrence of chest pain are

great sources of stress to the M.I. patients, so may indeed

fit well with items re¥ated to psycﬁological needs and

dealing with stress. For the patient who has just.been

transferred from the acute care setting, the stress of his

admission to thé unit as well as the chest paih assbciatgd

with a heart attack would be still very real to him,
therefore explaining his desire to learn about both items.
He has also Pad some time in a more relaxed setting to
reflect on his psychological neees with respect to his
diagnosis. At this point it seems reasonable that
psychological needs and stressors in the acute care setting

could combine to make up this factor.

v
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.Table 10 -
LY . .
- Psycholo 1 ormat
°
] . o
Item . -» Content Loading
1 Why I am in the CCU. .__ .665
7 Why I have chest pain. .526
13 The normal psychological .711
response to a serious
illness.
14 The importance of talking to %819 "
someone about feelings.
16 What I can do to reduce stress .631
while in hospital.
17 What I can do to reduce stress  .589

when I go home.




FACTOR V. PHYSICAL ACTIVITY
| The ‘fifth factor identified rolatos mainly to the
information on PHYSICAL ACTIVITY. The items which o
demonstrated high fector load;ngs appear inl Table 11.

Again, the items contributing to this factor all deal
specifically with one theme, resumptioﬁ of physical
activity following a heart attack. Because sexual activity
is seen as a form of physical activity, ft;also fits into
this particular catego;y.

Progression of physical activity is just beginning to
/;e important to the patient. He is just now able tp
ambulate short d%stances while still monitored by
telemetry. He begins to see the need for graduated
activity pfogression. Because of the stage in their
recovery at which patients were questioned, it seems
reasonable that physicq} activity would be of less
importance because of the strict limitations imposed to
this point.
FACTOR VI. PATHOPH;ISIOLOGY .

This fattor consists of items which relate mainly to
the PATHOPHYSIOLOGY of cordnary artery disease. This is
assoc1ated with five items which had a fact&r loading of

W,

The items in this factor dqel with information on the

.40 or greater (see Table 12).

. } \
pathology underlying the development of heart disease as
~
well as a heart attack. Because of its relation to the

disease process, information on congestive heart failure
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L Table 11 v .
Factor V - Physical Activity

L]

-
v

‘Item Content : - Loading

33 fGeneral guidelines for . 664
- PhYsical activity. o

34 What my physical activity
restrictions are, if any.

35 ¢ How to tell if I can increase .658
my activity.

36 When I can engage in sexual .558
activity.

Table 12

Factor VI - Pathophysiology .

3

Item Content Loadifig
7 Why I have chest pain. , 411
8 What my heart looks like and .460
' how it works. o
9 What causes a heart attack. .750
10 What happens when someone nas .607
a heart attack. -
12 Why my heart may be irregular . .746
or skip beats.
39 Signs and symptoms of .633

congestive heart failure.

-~
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would fit well into this category as well Items in this
factor seem td be on a slightly different level. Patients
have gotten through first 10401 information such as what to
do if problems arise, what pills to take, what foods to catf
and how much activity to attempt. At this point the need
for information gseems to center around "why I havo chest
pain", "why I have irregular heart beat", "ﬁhat causes a
heart attack". There is row a need to know more about the
pathophysioldby underlying their disease.
FACTOR VII =~ HELP ) ’_ -

Because few items loaded highly on Factor seven, the
writer chose to examine all items with a correlation of .40
or greater. Four items were found to combine to form this
factor on HELP. The items included here can be found on
Table 13. Each of these items deal specifically with what
to look for in terms of signs and symptoms of the disease
a;a wh;t to do should these signs occur. The féur items
included here combined well for informational needs on what
to look for and how to summon help. |
FACTOR VIII. EXPLANATiON

Again, items With a loading of .40 or greater were
used and three items were found to make up this factor.
All items dealt with EXPLANATION as to what was happening.
This factor clearly points tg-the patiehts need for an
explanation of procedures and treatﬁen;s taking place. The
items which contributed significantly to this factor are
listed in Table 14.
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Table 13
Factor VII - Help
Item Content Loading
6 what to do if I have chest .671
pain.
i8 Signs and symptoms of angina .695
or heart attack.
39 signs and symptoms of .416
congestive heart failure. -
40 When to call the doctor. .402 2
1]
Table 14
Factor V - natio
Item Content Loading
3 Who do I have an intravenous .426
line (IV).
4 Why is my activity limited. .818
23 Why I am taking each of my 421

medications.




92

FACTOR IX. PROTOCOL

In Factor nine, only two items were found to have a .
correlation of .40 or greater. Both items Clearly dealt
with usual routine or PROTOCOL in the coronary care unit.
These t:L items combine well for a factor on inrornatio:
patidnts adﬁittcd to the goronary care would be interested
in learning as both usual routines are included as well as
specific testing to be done. Items with high ioadinq on
this factor appear in T;blo 18.
FACTOR X. RESTORATION

Factor teh had only one item which showed a high
" loading. This involved the healing process of the heart
following a heart attack. This item appears in Table 16.
.§nmmzxx »

Factor aﬁalfsis was performed on/zhe CPLNI item scores
in an attempt to identify the major categories of, learning
needs as measured by patients. Through this process, six
major clearlyAinterpretable factors were identified and
labeled PHYSICAL NEEDS, NUTRITION, PREVENTION,
PSYCHOLOGICAL INFORMATION, PHYSICAL ACTIVITY and
PATHOPHYSIOLOGY. These factors ;ere quite similar in
content to the eight subscales identified by the original
developers of the tool which were entitled,vPHYSICAL NEEDS,
ANATOMY and PHYSIOLOGY, PSYCHOLOGICAL FACTORS, RISK
FACTORS, MEDICATION and DIETARY INFORMATION ahd

MISCELLANEOUS. The bne subject not found in one specific



Table 1%
Factor IX - Protocol
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Item

Content

Loading

™~

What tests are done to
determine if I have had
a heart attack.

What the usual nursing
routines and coronary care
unit policies are.

.480

.402

Table 16

Factor X - Restoratjon

/

Item

7
\\\ Content

Loading

11

How the heart heais.

.760
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factor was medication information. The 1tono relating to
this area seemed to be included in several othet tactoro.
[ ]

Most of tho ncdication itenms.vere found in ractor 1, \

PHYSICAL NE!DS, grouped with other items such as

information on further tests 'being done, where to learn
C.P.R. and how to take a pulse. Medication in
seemed mare a part of general 1nforlatio‘ on phys

than a -opgxato cntity by itself. othor than th [

£his. instrument for measuting learners' need 4 cardiac

T \d—"\ -
i ey

In addition to carrying out factor analysis on the
patient rosponées to this instrument, the subsemles
outlined by the instrument devéIOpers (Gérard & Peterson,
1984) were corfelated with the ten factors identified and
discussed earlier. The Pearson Product Moment Correlation
Coefficient was the statistic used. The subscale of NEEDS
correlated highly with Factors 4, PSYCHOLOGICAL
INFORMATION, and 8, EXPLANATION. The needs included
informational items on "why I am i; CCu", "tests to be
done", "reasons for activity rputrictions and I.V.", "usual

A

routine and policies". Factor four included such items as

-
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"why I am in cCU", "why I J;ve chest pain" an&
"psychological stress-related factors", while Factor eight
included such items as "why I have an I.V.", "why activity
is limited" and "reasons for mﬁdications". ‘In examining
this relatioﬁship, one sees‘many similariti;L between this
suSscale from the'original instruméA! and the two factors
discovered through factortanalysis.

The subscale on anatomy correfated highly with Factor

L

6, PATHOPHYSIOLOGY. Again many ;Xmilarities were seen.

N

This subscale includes such items as "why I have chest

pain", *"what causes a heart attack", "what my heart looks

L4 4

}ike", “Ghat happens with a heart attack", "how the heart
heals" and "why I may have skipped beats". In'looking at
- ' &

the items which loaded heavily in ﬂactor six,

pathophysiology, one sees "why I have chest pain", "what

5

causes a heart attack", "what happens with a heart attack""

and "reasons for irregular or skipped beats", and "éigns
gndfsymptbms of coﬁgestiv? heart’failure". The subscale
defined by the instrument devéloper has very similar
content to factors identified with factor analysis.

The subscale on psychological factors correlaéed
highly with Factor four, PSYCHOLOGICAL INFORMATION. This

subscale included items concerning psychological response

to serious illness, '"the need to talk about feelings", "the

effects of stress on the heart" as well as "ways to reduce

stress". Similarily, items in Factor four included "why
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I am in CCU", "why I have chest pain", "psychological
responses to seriouS‘illness", "need to talk a%out
feelings" &nd "ways to reduce stress both in hosbital and
at home". It is interesting to note that two items which
loaded highly oﬁ this factor but wXich were not part of the
original subscale were "why I am in the coronary care unit"
;nd "why I have chest pain". Perhaps for the individual
who has' had severe chest pain and has been admitted to the
CCU with a hé%rt attack, these items are more a source of
stress and fit better with items dealing with talkihg about
feelings and copinngith in hospital stressors than general
information items or anatomy and physiology.

The subscale on risk factors correlatéd closely to
Factor three which dealt with what risk factof means, wh;ch
risk factors contribute to heart disease, how they affect
the heart and how to control them as well as when to call
the doctor. All the items in the subscalé on risk factors
loaded highly on this factor. .

Factor one, PHYSICAL NEEDS, included items from
various subscales but included all items found\in the
category on medication information. Again, there was a
marked similarity between this factor and the subscale on
medication. The subscale on dietary information was found

to correlate hithy with Factor two on nutrition. Again

there was strong similarity in that all items in this
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subscale loaded highly on Factor two as both contained the
same six items. Factor five dealt with physical activity
following a heart attack and included all items found in
the subscale or physical activity except one. Again this
factor was very similar in content to the subscale on
phyéical activity. ' _—
Finally, the category on miscellaneous information
correlated highly wiﬁh Factors one, PHYSICAL ACTIVITY, and
seven, help. This category includes such items as "how to
take my pﬁlse", "signs and symptoms of angina.and
congestive heart failure", "when to call a doctor", "whag
tests will be done post-discharge and why" and "WHere to
learn C.P.R." Factor one, PHYSICAL NEEDS, included a
variety of items _including "medication information",v"how
to take a pulse", "what tests will be done post-discharge
and why" as well as "where to learn C.P.R." One sees
severél common items between these two. Factor seven on
help includes such items as "what to do if chest pain
occurs", "siéﬁs and symptoms of angina‘and'congestive hear!*“
fajlure" as well as "when to call a doctor". Again many
similarities were seen between this factor and the subscale
on miscellaneous informations.
Summary
Through the application of factor anélysis to the

forty-three items included in this instrument, ten factors

were identified and discussed. These factors were then



compared to the eight subscales proposed by the original
developers of this tool. Because of the strong and
consistent similarities between the factors and the

subscales, the instrument seems to stand up well with'an

*

even greater degree of validity giving the researcher more

confidence in the use of this particular instrument for

|/

this particular study. Thus, this analysis would appear to
' [ Y

confirm the original division of the scale into subscales.

Nursing Perspective

Factor analysis was also performed on the responses
received from the nurse subjects. Initial principal
components analy;is identified twelve fécfors having
eigenvalues gréater than one and explaining 78.3% of the
variance in responses from this group. The factor matrix
thus extracted was subjected to varimax orthogonal rotation
to facilitate interpretation. The items with relatively
high loading on each factor will be presented and
discussed.

FACTOR I. CAUSE

The ‘first factor identified contained eight items with

a loading of .50 or greater. These items related primarily

to establishing a CAUSE for the heart disease. Items which

had high loading on this factor are listed in Table 17.



Table 17

actor = _Cause

at
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Item - Content Loading

18 What the term Risk Factor .690
means. .

19 Which risk factors may .676
contribute to onset of my "
CAP '

21 How these risk factors may .673
affect my heart.

27 How diet affects my heart .551
disease. ,

28 What the words cholesterol and « .766
triglyceride mean.

29 What are the foods containing .748
cholesterol and triglyceride. '
L} y

30 What my diet restrictions are. 674

31 How I can adapt recommended .597

diet to my lifestyle.
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Itéms which loaded highly on.thil factor seem to doal
mainly with idehtitying a cause for this  heart attack. The
need for information on risk factors in general was

included here as well as more specific information'qp diet
‘as it relates to the development of heart di:ea;éf Diet is
one of the major controll&blp risk factors dealt with in
this questionnaire. 1In following the theme of cause for
the heart disease, these items would seem to fit weli
together. It is'interestiﬁg to compare the factors
identified by both groups and note the diffefence ;n foc
Patients!' initial factor included items related to phygical
need and information necessary té cope with the disease.
They were interested in learning about medicatioq
prescription, further tests and pulse dhqu;and where to
learn C.P.R. The nyrse group, howevér, identified
information on risk factors and establishing a cause for
the heart attack as impoftant._ From the patient responses,
need for information on risk factors which contributed to
the heart attack appearéd in Factor III on prevention.

It shguld be remempered that patients were questioned
shortly after experiené;ng a major medical event. It seems

+

therefore reasonable that they would focus their ‘
educational needs on immedizée survival and éoping with. the
situation at hand. Nurses may be more c;ncerned with
findimy the.cause of this heart attack 80 actions can be

taken to minimize the chances of further problems. It
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- would be interesting to see if patients in later stages of
recovery would rate their educational neeﬁl differently,
perhaps attaching more importance to causes for heart
disease and preQention.

~

FACTOR II. ACTIVITY PROGRESSION i

The second factor related mai;ly to the need for
information on ACTIVITY PRQFRESSION. Seven itéms loaded
highly on this factor and are listed in Table 18 following.

Of the sevén items which loaded highly on this factor,
- five relate specifically to activity progression including
‘the reason for physical limitations following the ggart(
attack, genefal {nformation on activity progression as well
as specific restrictions iﬁposed and recommended methods to
increase activity. Sexual activity in relation to cardiac
rehabilitation is simply seen as an energy expendihg
activity, so fits appropriately in the are& of activity
progression.’ The remaining:éive items in this factor
involve rationale for medication prescription as well as a
plan of action should problems with medications occur. At
first glance they may not seem to fit well in this factor,
however one must realize that activity progression is
Closely related toqmedicatioh prescription follo;ing a
heart attack. The vast majority of patients are discharged
on nitroglycerine and advised to carry this medication as

ihey embark on an exercise program and reduce their

phyéical activity if they find the need to take the



Table 18
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Item Content Loading

23 Why I ‘am taking each of my - .501
medications.

25 What to do if I have problems .52455
with my medications.

32 Why I am not able to do as much .534
physically as I was before.

33 General rules for physical .8137
activity..

34 What my physical activity .764
restrictions are, if any.

35 How to tell if I can increase .717
my activity.

36 When I can engage in sexual .857

activity.
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nitroglycerine frequently. Also, several of the
medications currently prescribed for post M.I. patients
such as béta blockers and calcium antogonists are designead
to lower heart.rate and blood pressure to allow the patient
to exercise more without unduly stressing the heart. This
link between medication regimen and activity progression
would be apparent to nurses trained in working with these
patiénts and these medications, but not necessarily to the
patiéﬁts at this stage of recovery. This becomes clear
when one examines Factor five of the patient group\entitled
physicil activity. This factor contains only items 33, 34,
35 and 36 which deal specifically wbﬁhfgeneral information
on activity progression, when and how;g;‘increase activity
and when to resume sexual activity.

Nurses placed activity progression in Factor 2,
ACTIVITY PROGRESSION, while patients placed it in Factor
five, PHYSICAL ACTIVITY. As patients recover following a
heart attack, activity progrgssion'and éxercise is one/of
the major components of nursing care for these people. It
is theréforé not surprising that both groups identified a
factor related specifically to activity following a hearé
attack.

FACTOR III. SELF-HELP

Factor three includes six items with a loading greater
than .50, all of which deél with measures the patient can
take to control ér eliminate symptoms and factors related

to heart disease. These items are listed in Table 19.
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Table 19
\
Item Content Loading
5 What the usual nursing routines .709
and CCU policies are.
6 What to do if I have chest pain. .560
15 What effect stress has on my .529
heart.
16 What I can do to reduce stress .573
when I go home.
' .
17 What I can do to reduce stress .701
while in hospital.
20 What I can do to decrease .523

chances of another heart
attack.
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The items which loaded highly on this factors seem to\‘
deal with information on what the patient can do to help
himself to deal with this crisis situation. An awareness
of specific routines and policies in the CCU, what to do if
chest pain occurs, what stress does to the heart as well as
actions the patient can take to reduce stress and minimize
the possibility of another heart attack could well be '
grouped together. fhcse actions would cover the immediate
situation in the CCU with learning routines and policies as
well as what to do if chest pain does arise. An awvareness
of ways to reduce stress later in hospital and long term
actions including reduction of stress at home and
minimization of the chances of another heart attack would
also fit well into a factor on self-help inforwmation.
FACTOR IV. GENERAL INFORMATION

Factor four consists of six items which had loadings
above .50. This factor includes information on the
pathophysiology associated with heart disease as well as
psychological implications of a serious illness. The items
included in this factor are listed in Table 20 following.

Items in this factor appear to involve two aspects of
cardiac education, the pathology underlying a heart attack
as well as the psychological impact of heart disease.
Perhaps nurses working in a critical care setting are more
aware of the psychological implications serious illness

and see it as part of the total disease .entity. Emotional
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Table 20
a V -
Item Content Loading
7 Why I have chest pain. .508
9 What causes a heart attack. .641
0 What happens when someone has .504 .
a heart attack.
12 Why my heart beat may be .615
irregular or skip beats.
13 The normal psychological .591
response to having a serious
illmress.
14 The importance of talking to .619

soneone about my feelings.
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support for patients and families is a major component of
nursing care in this l;tting and may well fit with basic
information 6n heart attack and heart disease. It is
intor‘stinq to note that patients separated these two
elements into Factor IV on psychological information and
Factor VI on pathophysiology. To the patient who has just
had a heart attack, dealing with "why chest pain occurs",

"what causes a heart attack" and "why thg heart peat may be

irregular" plus the psychological aspect of deal
heart attack may indeed constitute two complete and
separate componeﬁts of his educational needs.
FACTOR V. GENERAL EXPLANATION

Factor five is composed of five items. %his factor
involv,s the neéé for explanation of procedure and
treatment such as "why the intravenous is needed", "why
activity is limi ", "when to seek hglp" and "what and why
further tes;igg/§§quing done". The items included in this
factor appear in' Table 21.

Nurses working with coronary patients spend a great
deal of time explaining what they are doing and why to the
patient. Nurses are taught that patients have a right to <
know what is being done to them plus they frequently use
explanation as a valuable source of stress and anxiety
reduction. An informed, aware patient is often less
apprehensive and more cooperative with treatment. These
items involving explanation of £reatment would therefore

fit well together.
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! Factor Vv - qusm_mmm
\ -
Item Content ’ Loading
3 Why I have an Intravenous .614
line (I.V.).
32 Why I am not able to do as much .501
physically as before my M.I.
40 When to call the doctor. .507
41 If any other tests will be done .840
after I leave hospital. .
42 The reason for further testing .612

after I go home.
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In the factor analysis of patient responses, Factor 8
fer this group, EXPLANATION, included ?nly three items of —
explani%@%h. One possible reason for the variation between
the two groups might be that a patient who has just .

survived a heart attack has surrendered almost complete

-control of his environment and his body. Hospital .

personnel have fed him, cared for him, brought him whatever

' medications they felt necessary, controlled his social

actiyities and monitoried every heart beat. Perhaps
individuals of this.seg%gity of illness in a situation of
such intense care, trusts the professional to do what ié
necessary and right and does pot have a dgreat need for
explanation of insignificant items such as why an I.V. is
in place. They may be mpre concer;ed with controlling pain
and staying alive. §¢
FACTOR VI. INITIAL ORIENTATION

f%ctog six includgﬁ four items thch had loadings of
.40 or greater. Because there were few items which loaded
highly in this and subsequent factors; it was decided to
%q lude items with loadings»of .40 or greater. This factor
incTuded items which involved Initial Orientation to the

——

coronary care unit. These items appear in Table 22.
A _ .
This factor held no surprises. It covers all the

basic information a nurse gives to a heart attack patient
who is being admitted to the coronary care unit. It

includes "why the patient is in the coronary care unit",

7



:,.J !

Table 22

Factor VI - Initial vrientation

Item Content Loadin
1 Why I am in coronary care unit. .811
‘ ' . Y
2 What tests are done to determine .754
if I have had an M.I.

3 Why do I have aﬁ'Intravenous .526
(I.V.).

6 What to do if I have chest pain. .420

1

10

]
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"why he has an intravenous" which is a routine procedure
for these patients, "what test will be done to confirm the
diagnosis" and "how to summon a nurse if chest pain
‘occurse". Control and elimination of chest pain is of
paramount importance following an M.I., so this information
is always conveyed to the patient. These items all fit

" well together for a factor dealing with initial orientation
to the uhit.

This factor was only slightly similar to Factor IX
from'patieﬁt responses entitled PROTOCOL. It simply dealt
with tests being done to confirm diagnoses and information
on usual nursing routines and pblicies. Other items
concerning initial orientation appeared in several other
factors, but not in one single factor as with the nursing
group. This is not unusuai, as éatients on admission to
the éCU are given basic information but due to physical
discomfort, a strange, new environment and/or fear of
dying. little of this basic information is retained. The
ﬁurses, however, are very familiar with admissiop prdzedure
and orientation so would be expected to identify a factor |
dealing with this type of information.

FACTOR VII. GENERAL REHABILITATION

\FaqFor seven contains five items which loaded agove
.40, Tﬁis factor deals with general information on various
topics wh}ch relate to cardiac rehabilitation. These items

are listed in Table 23.



Table 23 -7

Factor VII - General Rehabilitation
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Loading

Item Content

8 What my heart looks like and .477
how it works.

10 , What happens when someone has .488
a heart attack.

22 General rules about taking .850
medications.

23 Why I am taking each medication. .419

26 General rules about eating. .557
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This factor includes information on several aspects
such as anatomy of the heart, pathdlogy underlying 2 heart
attack and general informaton on diet and medications.
Thouéh drawing from a variety.of subjects, these items
- could combine to form a fairly comprehensive overview of
cardiac rghabilitation. Because nurses would view coronary
eéducation and rehabilitation from a more objective overall
perspective, the®® items would fit well into a factor onm
general rehabilitation. Patients, however, during a time
of stress such as this might for simplicity's sake view
their educational needs in a more specific light, dealing
with one subject at a time. This pattern was ihdeed seen
in the factor analysis of patient requnses.' They
identified factors dealing with more specific topics surh
as diet, medications and activity progression followin 6 a
heart attack.

FACTOR VIII. LONG-RANGE PLANNING

Factor eight had three items with a relatively high
loading. These factors are listed in Table 24. When a
patient is discharged following a heart attack he is taught
how to check his pulse. This is seen as.a.ﬁethod of -~
monitoring both exercise progression and adequacy of
medication regimen. Patients are given a target heart rate
and instructed to exercise to this point to prevent
overworking or underworking the heart as it heals. Pulse

rate is also useful in assessing the effectiveness of
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Table 24
Fagtor VIII - Long-Range Planning
Item Content Loading
37 How to take a pulse. .799
39, 'Signs and symptoms of .614
congestive heart failure.
Where my family can go to .592
learn C.P.R. :
" ! .-
b .
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several commoenly uséé medications designed to lower pulse
and blooa pressure to help the heart to heal. Patients are
instructed concerning a normal pulse rate and using,thig as
a guide for contacting his ph&dician if problems with
‘specific medicationé occur. For these reasons, checking
the‘gylse become? one éf the‘basics offlong-range recbvery.
Beikq)qware also of the signs and symptoms of congestive

heart failure would also be useful in long-range recovery
as promptE;reatment of these.symptoms can frequently avert
major probiems. Establishing Now and where a family can:
learn C.P.R. would be an obvious asset to patient;s d
continued survival should a second heart attack occur. For
these reasons, the three items discussed would fit well
iﬁto one,;actor.

FACTOR IX.nlIMMEDIATE CONCERNS

Factor nine consists of two items. This factor
includes information on IMMEDIATE CONCERNS and is listed
in Table 25.

‘On being asked what concerns are voiced most s
frequently by patients most nurses who work with acute M.I.
| ﬁatieﬂts would identify céncerns about not being able to
get up and walk about and those about why chest pain
occurs. Perhaps the most dramatic restriction placed on
patients in the CCU is activity restriction. Patients are

confined to bed, connected to a monitor cable which makes

any movement beyand the bed impossible, and not allowed to



Table 25

~Factor IX - Immediate Concerns
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Itens

Content Loading
4 Why my activity is limited. .770
7 Why I have chest pain. .727
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even go to a'bathroom. To a previously healthy person with
‘no limits on his activities, this is a major ch;nge.
Frequent concerns and questions would not be uncommon.
Sipilarily, to a person who has been healthy and felt well,
‘the presence of chest pain is an ominous and frightenjng
experience. ~'Again, one would expect several concerns to be
expressed in this area as well.
FACTOR X. PREVENfION

Factor ten contained four items which loaded highly.
These items are presented in Table 26. The items included
in this factor involve thevneed for infdérmation to prevent
future complications as a result of heart disease.
Information about diet restrictions and reasons for limited
physical activity could be seen as necessary to prevent a
sﬁbsequent heart attack. Also, an awareness of the signs
and symptoms of common complications of coronary artery
disease might facilitate early intervention to avert
potentially serious problems.
FAQEOR XI. RECOVERY I

F$ctor eleven contained two items which had relatively
high loadings and appear in Table 27. Items in this factor
center around the RECOVERY process following discharge.
Both potential side effects of medication regimen and

rationale for further testing are addressed.



Table 26

Factor X - Prevention
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&
Itenm Content Loading
30 What my diet restrictions are, .402
if any.
32 Why I am not able to do as much .404
physically as before.
38 The signs and symptoms of angina .827
and heart attack.
39 The signs and symptoms of C.H.F. .493
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FACTOR XII. RECOVERY I1I

Factor twelve contains two items which loaded
relatively highly. The items again focus on recovery and
include the items listed in Table 28.

The two items in this factor look at information on
the healing process of the heart after a heart attack as

well as advice on when it is appropriate to seek medical

.
’

help. 4

ac nalysis
Nurse Group. In examining the factors identified with

both patients and nurses, one sees some similarities but
some rather striking differences, not unexpected because of
different training and dd¥ferent poipts of view of the two
groups. More factors were found to have eigégvalues above
1.0 with the nursing group indicating a broader, less
specific perspective and four of the last five factors
seemed to deal with general rehabilitation and recovery
following a heart attack. The factors identified from
nursing responses seemed, as expected, more general thah
those from patient responsesg and approached education of
Aéoronary patients from a more general global ?erspective.
This less specific approach by nurses may be due to a
number of things. Nurses approach the education of cardiac

patients from an objective viewpoirt and may assume all

aspects of their education to be valuable. They may
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7y
Table 27
Item Content Loading
24 What are the side effects of .725
each medication.
43 The reason for further testing .401
after I go home. -~
< .
Table 28
Factor XII - Recovery II
Item Content Loading
11 How the heart heals. .722
40 When to call the doctor.

b

+ 407
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individuglizc their teaching to meet the specific needs
of patients but this qucstibnnairo dealt with their
perception of learning needs of coronary pateints in
general. None of the factors identified by the nursing
respondents dealt with just one subject. They tended to
have a more general theme such as overall recovery or
long-range planning and incorporated information from
different areas such as diet, medications, and activity
progres;Zon.

Psychological support was also not confined to one
factor but diffused throughout several factors. Again,
nurses incorporated psychologjcal support into all aspects
of their nursing care and patient education, so may not see
this as an end in itself but more a means to an enq.

Patient Group. Factor analysis of p ieﬁz\rééponses
ideﬁtified ten factors with eigenvalue over 1.0. 1In
examining these factors, one sees more specific subjects
covered by each factor. For example, Factor II dealt only
with nutritional infoéﬁation, from general information on
eating to what change§ tq_make and how to adopt dietary
changes to his own lifestyle. Thig more specific, more
defiqed approach to education as perceived by patients may
be\détributed to a number of reasons.. Patients were
questioned about their educational needs after they had'

;;tually experienced a heart attack. They were coming from

a very personal, subjective position and might well rank
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importance of learning needs according to their oMn
specific risk factors such as obesity, inactivity, high
serum cholesterol and their own opocitid situation with
respect to medication prescription. Patient responses may
have produced bittcr defined factors for simplicity,sake.
Patients may feel learning about one specific subject at a
time a more reasonable and attainable objective than

fragments from many areas.

Pearson Product Moment Correlation Qoefficients

*

Twelve factor scores corresponding to twelve nursing
factors were obtained and, using the Poarson Product Moment
Correlation Coefficients, were then compared with the

original subscales as outlined by the deQelopors of this’
o

instrument, Gerard and Peterson, for similarities and

variations. ¢

L4

The subscale of NEEDS correlated highly with Factors
three, SELF-HELP, five, GENERAL EXPLANATION and six,
INITIAL ORIENTATION. This particular subscale includes

general information on admission routine and cCU policy.
L

' The greatest similarity was to Factor VI which, in fact,

was—entitled INITIAL ORIENTATION and incl&ded four of the
six items-included in this subscale. Factors three and
five also dealt with general iptérmation on admission to
CCU but were less specific and included other items such as
"reason for reduced activity lgvel", "further testing to be

done"” and "management of stress".
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The second subscale on anatomy correlated highly ikth
seveqal factorsiincluding factors one, quSE, four, GEﬁERAL
INFORMATION,‘six, INITIAL ORIEFTATION, seven, GENERAL
;EHABILIIAIION, eigﬁl,’LONG-RANGE P1LANNING nine, IMMEDIATE
CONCERNS and twelve, RECOVERY II. This subscale inciudgd
information on "reason .for the chest pain", "reason for a
hear®: atta?k",'"what the heart looks like", "how it works
g:axegw it heals" and-"why irre arities in heart beat may
occh;:. ‘It:appears that items fr ﬁ this subscale were
fairly diffusely scattered among Fhe factors identified.

No one factour dealt specifically with anatomy and \
physiology. A{s one examines the original subscéle, one

sees some rather vague statements that could well fit into

-~ other subscales. For ekample, "what causes a heart attack"

may be more appropriate/in the subscale on risk  factors.
"Why I ha%grs chest pain" may better fit with_introduction

to CCU. These somegpat'obscure statements may contribute

k

»
to the lack ‘of similarity between original and identified

factors. *

The subscale on psychological information showed a
high correlation toAFathis one, CAUSE, three, SELF-HELP
and four, GENERAL INFORMATION. This subscale included
infoqmation items on "psychological impact of a serious-h
illness", "the value of expressing feelings" ‘as well as
"the role of stress in heart disease and how to control

it". The factors found to correlate highly with this

<

~
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subgcale seem to include psychological items asifhey relate
to ofﬁer areass Stress is seen more as a risk factof and
controlling it is seen as prevention. The nurses inéluded
the normal psychological response and the need to ventilate
feelings with *the factor on general information. Again,
nurses may view the psychological®aspect of education as
part of general informatign because it involves so many
facets of their d&re and treatment.

The subscale on risk factors correlated highly with
Factors one, CK?SE and three, PREVENTION. This subscale
includes exclusively items concerning risk factors from
"what the term means", "which ones have caused the
disease", "how tﬁese risk factors affect the heart" and
"how they can be éontrolled or eliminated". Factor one
entitled CAUSE addresses the issue of risk factors as, to
éxplanation, identification and effect on the heart. It
also goes on to deal with one specific risk factor, diet,
following a logical progression in doing so. Factor:three,
éREVENTION, looks at risk factors, ﬁpecifically stress from
a preventive viewpoint. Information on reduction of stress
to minimize the chances of aqothez .eart attack fit into
this factor.

The subscale on medication includes information
specifically related to "what medications are being taken,
"why they are taken", "possible side effects" and "plan of

action should problems occur". Again, the four items
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included in this subscale were found scattered between

Factors two ACTIVITY PROGRESSION, seven GENERAL

REHABILITATION and eleven RECOVERY I, none of which dealt

specifically with medication information. This information
was simply seen.as a part of general rehabilitation and
recovery following a heart attack. The subscale on diet
included general information on eating, the impact of diet
on heart disease, cholesterol and triglyceride and heart
disease, and diet restrictions. This subscale again
correlated with three identified factors none of which deal
specifically with diet. Factors one, three and seven
included information'on etiology, prevention and general
rehabilitation so again diet was simply seen as one aspect
‘ @ﬁ these larger topics.

The subscale on physical activity included information
on physical iimitations, activity prcgression and
resumption of sexual activity. This subscale was found to
correlate closely with‘Factor two only on ACTIVITY
PROGRESSION. There is a strong similarity between these
two es every item included in this subscale can be found in
factor two. Perhaps because rest and actf$ity progression
are so0 much a part of cur51ng ci.g as. well as an important
aspect of patient education, nurses felt this information -
warranted a category by itself.

The subscale of miscellgneous information included

information on "taking the pulse", "signs and symptoms of

AR
&
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The subscale of miscellaneous. information included
inform;tiOn on "taking the pulse", "signs and symptoms of
angina and CHF", "whgn to call a doctor", "what and why
further testing is to be done" and "where C.P.R. can be
learned". This subscale was found to correlate highly with
Factor one on GENERAL REHABILITATION, Factor five on
GENERAL EXPLANATION and Factor eight on LONG-RANGE
PLANNING. This subscale was more‘a catch-all category
which seem to tie up somewhat unrelated items so it is not
surprising that several factors involving very general
subjects correlated to this subscale.
sSummary

The forty-three items on the questionnairé as

responded to by nurses were subjected to factor analysis

and twelve factors were identified as having e alues
above 1.0. These factors were theft éompared to t é eight
subscales defined by the original reggarchers and some
rather unexpected reasults were found.

There seemed little similarity between the factors and
subscales among nurse responses. Nurses tended to view
education of coronary patients in a more general way so
items in each subscale were quite diffuse among the various
factors. There was much more similarity between factors
and subscales for the patient gr&up. This finding suggests

validity in relation to the use of this instrument with

patient groups, but not with the nursing group. This
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finding is eviflent in Table 29 which compares common items
found between the various subscales with factors identified

with factor analysis of the nurse and patient responses.
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Tabler 29

Comparison of Patient and Nurse Factors with Subscales

Patient Nurse
Major Topic Subscale Items Factor Items Factor 1Items
Introductory 1, 1,2,3, vII 2,3,4, VI 1,2,3,
Information 4,5,6 . 5 ‘ 6
Anatomy and 2 7,8,9, VI 7.,8,9,
Physiology 10,11, 10,11
12
Psychological 3 13,14, v 13,14, III 18,16,
Information . 15,16, . 16,17 17
17
Risk Factors 4 18,19,  III 18,19, 1 18,19,
. : 20,21 20,21 21
Medication 5 22;2)3, I 22,23,
Information 24,25 24,25
o
Dietary 6 26,27, II 26,27,
Information 28,29, 28,29,
30,31 30,31
Activity 7 30,37, v 33,34, I, 37,33
Progression 34,35, 35,36 34,35,
36 16
.
Miscellaneous: 8 . 37,38, I 37,41, \ 40,41,
Information 39,40, 42,43 42
’ : 41,42,




CHAPTER V

]

s ons
Patiént education has become an accepted part of the
' treatment for coronay artery disease. Traditionally, these
- programs have been designed and developed by health care
workers with virtually no input from the client himself. a
?é;iew of the literature on adult éducation would seem to
disclose some characteristics unique to the adult learner.
Adults tend to learn material they feel will be of benefit
to them, learn what they want to know and prefer to have
some input into what is being taught. The purpose of this
st%dy was to examine the educétional needs of cardiac
patients as they are perceived by both patients and nurses.
Tﬁe researcher also attempted to discover from whom
patients expected to receive this information.

A descriptive research design involving two
independent samples of 60 patients following a heart attack
and 60 nurses employed in cardiac:nursing was used. Two
large metrcopolitan teaching hospitals were used for the
study. Data were collected from the cardiac patients
following tﬁeir transfer from the acute coronary care
setting to the progressive coronary care unit using the
Cardiac Pati'.f Learning Needs Inventory (CPLNI), a
questionnaire contaiﬁing 43 learning needs statements
‘ developed'by Gerard and Peterson (1984). A five point

Likert-type scale measured the importance of learning needs

° 129
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as perceived by the'lubject. One open-ended question
sought to idengify additional learning needs experienced by
the patients not included in the original questionnaire.

?he same questionnaire was used to examine the
importance of various learning needs of coronary patients
as perceived by cardiac nurses. Patients were also asked
to complete the Expected Educator Tool in an attempt to
ascertain from whom patients expected to receive this
informatién. Descriptive statistics wére used to analyze
the resulﬁs., Frequencies and peréentage distributions were
used to analyze the demographic information received from
the Patient Characteristic and Nurse Characteristic Tool.
Frequencies weré also used to examine the information
received on the Expected Educator Tool. The Pearson
Product Correlation technique was also used to analyze the
patient and nurse responseéhto the Cardiac Patients
Leérning Needs Inventory. The méén scores of responses to
the various subscales of the questionnaire were broken down
according to the independent variables for each group and
from a comparison of these ‘means, some conclusions were
made. Factor analysis was performed on the responses to
the rating scale to identify major factors or components of
learning needs fhéf were being measured. The various
factors identified from responses from both groups were
examined and compared to 'the eight subscales developed by
the original investigatogs for similarities and |

differences. J
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Findings

Patients and nurses saw the education of coronary
patients from different viewpoints. Nurses tended to
approach the education of patients following a heart attack
from a broader, more general perspective. The objective
approach of this group leads to a less specific, less
defined attitude while the patients group tended to
perceived the educational needs from a more personal,
subjective view. They tended to look at specific topics
individually while nuyses looked at overall recovery And
rehabilitation.

Factor analysis also would indicate that the Cardiac
Patients Learning Needs Inventory appears to be a
relatively strong measure of patients perceived learning
needs, but a less valid measure of patiént educational
needs as nurses perceive thenm. \?he use of this instrument
gave rise to other conside;ations. One must wonder whether
actual learning needs of coronary patients was indeed being
measured or simplyywhat patients did not know to this
point. This limitation should be kept in mind with further
use of the instrument and interpretation of the results.

Implications for Nursing Practice

The results of the Expected Educator Tool indicate
that in this study nurses were not seen as teachers, except
in combination with physicians. With the exception of

items pertaining strictly to nursing care and routine, none
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of the items were seen as being nurses' responsibility to
teach. 1Interestingly enough, other disciplines were seen
ag educators and certain areas of information were seen as
being taught by such professionals as dieticians gnd '
pharmacists without assistance from physicians. The
results would suggest that nurses are seen more as
caregivers involved with meeting physical needs than with
education of these patients. It may be that informal
teaching done by nurses in the hospital setting is not seen
as actual teaching by the patients. To enhance tﬁis
professional recognition, nurses should perhaps make
educational sessions separate from nursing care activities
and identify them as such. Informing the patient that his
nurse is responsiblé for meeting his educational needs as
well as physical needs and that she is a valuable and
accessible resource person ‘for any aspect of coronary
teaching may also enhance the image of the nurse as
educator.

Another implication for nursing practice that this
s.y makes is the usefulness of incorporating a learning
needs assessmsnt tool into the educational plan for
patients following a heart attack. Information on the
adult learner would suggest that involvement by the patient

in development of his own educational program may indeed

enhance the effectiveness of the program.
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Most nursing education program today promote an
holistic apprbach to patient care‘ The nurse is
responsible for all aspects of patient care, including
education. According to the Self-Care Framework by Orem,
nursing is indicated when a deficit ‘is identified between
the client's ability to perform self-care and the
’therapeutic'self-care demand. If lack of knowledge
prevents the patients from performing self-care, the nurse
should move to the supportive educative system to provide
this knowledge through teaching. This role as teacher must
be fostered and developed throughout the student's
education to allow her the skills, the knowledge and the
self confidence to fulfill this vital aspect of nursing
care.

Rgcomhendations for Further Research

Although this investigation fulfilled the broad
objective of exploring learning needs of coronary patients
as they are perceived by patients and by CCU nurses,
further research is necessary to validate the findings and
to explore this relationship more fully. It is ipportant
that any future research comparing learning needs of
cardiac patients as they perceive them or as nurses
perceive them address the limitations associated with this
study. Based upon the results andlexperience of this

1

investigator, the following specific recommendations are

made.
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.

In a replication of this study, larger sample sizes

should be used to allow generalizabilfﬁy of the

findings beyond this setting.

This study iqvolved.all patients admitted to the
centers used in the study following a heart attack who
consented to participate. Future research should
include only patients admitted with first time heart

attacks in order to delineate learning needs further.

Further research which axplored the learning needs of

coronary patients at various stages of reccvery would
be interesting to see if these learning needs do
indeed change and in what ways they change.
Develophent of a learning needs ihventory ;6 be.used
B conjﬁnction with a teaching program for coronary
paéients Yould be useful with some additional research
to evaluate the effect of this tool on the succéss of

3
the teaching program.

In light of the above recommendations, additional

research which further explores the learning needs of

corona:yzﬁétients would provide valuable groundwork for

improving the effectiveness of new and existing teaching

programs for this patient population.
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APPENDIX A

Pléo;e rate each of the following inforamat{onal ftems as to the degree of f{mportance f{t

has for you with heart disease.

I need to know:
Introduction to the CCU

I Why I am tn the
coronary csre unit?

? Uhaf tests are done to
determine {{ I have had
a heart attack?

°

} \hy do I have an {ntra-
venous line (1.V.)?

-

“ Why my activity is
limitea?

5 What the usual nursing
routines and coronary
care unit policies are?

A What to do {f I have
chest pain?

Anatomy and Physiology
7. ¥hy I have chest pain?

8 What my heart looks
like and howv it vorks?

»hat causes a heart
attack?

v What happens when
someone has a heart
attack”?

Please check one columb for sach ftenm. A
Not Somewhat Moderately Very
laportant laportant Important lmportant Important

.
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(continued)
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APPENDIX A (continued)

need to know: Not Somewhat Moderately Very
ImporiLant Important lmportant lmportant Important

11 llow the heart heals.

-y

i) Why my heartbeat may
be irregular or 1 may
have "skipped beats®?

"evchological Factors

'} The normal psychological
response to having a
serious {llness ]

1. The importance of
talking to someone
about my feelings

; What effect stresz has
on my heart?

i What ! can do to reduce
stress while 1n the
hospital”

P 4

17 Wwhat I can do to reduce
stress when 1 go home?

Q1sk Factors

¥ What the “risk factor*®
means?

' Which risk factors may
contribute to the onset
of my heart disease”

0 What | can do to decreasd -
chances of another heart
attack or a heart attack?

LConTifued)



1 need to know:

21 How these risk factors
affect wy heart?

Medication Information

22 Genersl rules about
taking medications

23 Why 1 anm taking each
of my medications?

)4 What the side effects
of each medication
ate?

w

Yhat to do 1f 1 have
problems with my
medication?

.

Diez Information

Jo General rules about
eating.

s
-

How diet affects my
heart disease?

)8 What the words
"cholesterol™ and
“triglycerides® mean?

29 What foods contain
cholesterol and
triglycerides?

10 What my diet restric-
tions are, if any?

APPENDIX A
Not Somevhat
laportant Important

(continued)

Moderately
lmportant

147

Very

lwportant Isporctant

(continued)
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Othe

-

38

19

40

APPENDIX A
ed to know. Not Somewvhat
Important laportant

(continued)

Moderately
Important

lmportant

How to adapt the
recommended dist to ay
lifestyle?

148
L]
Very ‘
laportant
o i
he

Vhy 1 am not able to do as
much physically as 1 vas

before my heart attagk?

General guidelines for
physical activity.

What my physical
activity restrictions

are, if any?

How to tellff 1 can
increase my activity”

Yhen | can engage in
sexual activity?

r Pertinent Information

How to take my pulse?

The signs and symptoms.
of angina and a heart
atrack?

The signs and symptons
of congestive heart
failure?

When to call the
doctor?

If any other tests
will be done after 1
leave the hospital?

(continued)



| nced to know:

6«2

0)

L4

The reason for further
testing after 1 go
home?

Vhere my faally can go
to learn C.P.R.?

Amg other ites not
listed here, please
specify and rate.

149
APPENDIX A "' (continued)

.,
Not Somevhat Moderately Vct
Important leporcant Imporcant laportant Imporcant
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P APPENDIX B :
. umLhuLJuxluﬂunx

For esch of the following informBtionsl ftess, plesse_indicete vho you fee] will be
able te give you this infolastion You ssy check wore then ene coluan. If you check
the “other® coluan, please specify vho you sre refegring te.

Information ‘about: Pleticien Nurse Phermacist, . Docrax Nrhar

Py .

WVhy | am in tho‘coronnry o <

-

care unitc? " e

*  What tests are done to . .
determine”tf 1 have had
s heart sttack? - h

Why | have an intrevenous
line vhile in the coronary

care untc? : ta ’
-
Why my activity {(n the . *
hospital s limiced? - i b
A N ¢
X . .
What the usual nursing
routines and coronary -
care unit policies are? 'y -~

What to do 1f 1 have
chest pain while {n the
@ronary care unit?

Vhy 1 have chest pain?

Vhat my heart looks like .
and how it works? . 1

WVhat causes ‘s hear:
attack?

Vhat happens when soameone
has a heart attack?

How the heart heals”

(continued)
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APPENDIX B (continued)

-

——

Inforsation sbout: Dictician Nugse Pharmacist Doctor Other

- Why my heartbeat msy be
{rregular or 1 may have
*skipped beats”?

’

The normal phaychological
response to having a

*
T

serious {llness?

The {mportange of talking
to someone abeut your

feell d thoughts.
| eelings en oughts + o
How stress affects oy » ’
heart? ] .
{ L7W)

- " g ~
Vhat 1 can do to 1educe

stress when 1 am {n the
hospital? . "

What I can do to reduce
stress when I am at [

home?‘
. . *

Vhat the term *k
factor” means?

-~

-

Which risk factors may “
. have contributed to the

onset of oy heart disease? :
. L

Vhat ] can/do to decrease
- chances of having anpther “
heart attack, or of having -
a heart attack?

Hovbthese risk factors
sffect my heart?

’

aneul rules about é .
taking medications? L i
Vhy I am taking eaeh of | e
mg medications? |
A (continued)
'/“\
. Ty -
s =



Information about:

What the side effects of
each medication are?

What to do {i 1 have
problems with my
med{cations?

General rules about
eating?

How diet affects my
heart disease?

Caa,

What the words “"Choles-
terol® and "Triglycerides”
- mean?

" What my diet restrictions
are, {f any?

How to adapt the
recommended dlet to oy
lifestyle?

What 1 am not able to do

as much physically as I

was before my heart dttack?
General guidelines for
physical activiey?

What my(’ﬁysicnl activity
restricfions are, {f any?

How to tell when I can
{increase oy physical
activicy?

When I can engage In
. sexual activity?

How tc take ay 'pulse?

152
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APPENDIX B (contl
¢
ierician Nurse Othar
- .

(continued)
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APPENDIX 8  (continued) F
o’
N4
Dieticlan Nurse Pharmacist Doctor Other

Information asbout:

The signs and symptoss
of angina and a heart
sttack?

Vhen to call the doctor? - )

1f any other tests will
be done after 1 lesve the
hospital? - .

The reason for further
testing after I go home?

Vhere sy family can go
to learn C.P.R.?

9

Additions]l Comments: -



APPENDIX C

Patient Characteristic Tool

2. Sex:
3. Marital status:
4. Highest educational level achieved:

5. Previous or present occupation:

6. Previous hospitalizations for cardiac illness:

1f yes, how many?

7. Peel index score:

\

154

Date of Interview: Héspital:
1. Age:

<



APPENDIX D

Q_ ‘ Pee] Index Score Sheeg
Rr ‘
‘Subject:
k&g: ‘ ¢ Date of onset:
D;ce of admission or asséssment: TOTAL PATIZNT SCORE:
Score Score ' Pactient

Sex and age:

Men; 54 or ugd@; 0 Women, 64 or under 2
©$5-59 =, B 65 or over 3
60-64 2
65 ormover 3
4 “©
Previous History:
Previous cardiac infarct ' 6
Ocher cardiovascular disease of history of
exertional dyspnea . ' 3
Angina ‘only 1
No cardiovascular disease 0
Shock: Absent 0
Mild: Present athot soon after attack (pallor,
faintness, sweatipg, nausea, vomiting,
subsiding spontaneously in 15-30 minutes) 1
Moderate: Present on admissfon or at actack
but subsiding vith rest and sedation 5
Severe: Persisting despite rest and sedation ?
Failure:
Absent 0
Few basilar rales-only 1
Any one or more of the following: breathlessness,
acute pulmonary edema, orthopnea or dyspnea,
gallop rhythm, liver enlargement, edema or
4

jugular venous distention

155
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186
4
APPENDIX D (continued)
Score Score  Patfient
Electrocardiogran:
Normal QRS: Changes confined to R-T segment or
T wave 1
QR complexes : )
QS complexes or bundle-branch block 4
(1f no eleccrocardiogran obtained, mark r)
Rhychm:
Normal sinus rhythn
Any one or more of the folloving: A.F., Flutter,
Proxismal Atrial Tachycardia, frequent Ventricular
Etopics, nodal rhythm or heart block 4




@ APPENDIX E
haract t Too

urse
/ v
Date of Interview: . Hospital:
1. Age:

2. Year of graduation:

3. Number of years of coronary care experience:

4. Numbér of years of nursing experience:
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’ , AP‘P%{.DIX G -
Research Consent Form (Nurse)
Learnir» Needs of Coronary Patients
o .
This is to certify that I,. , have

agreced to participate in a stuéy being conducted by Marie Coffey, a
graduage student in nursing, on learning needs of coronary patients.

It is my understand that:

1, T will be answering a questionnaire regarding the learning needs
I perceive coronary patients to have following a heart attack;

2y my participatién in the study is voluntary and 1 may refuse to

- A
4 \ 1 '

answer any question(®), or may withdraw from the study at any
\ . .
‘ ) ’ o
“time with no .qonseqyences;

3)  all ;gqupQGS'to the questionnaire will be anonymous;
v .

4y 1 will be‘zp}e to know the results of the study once it is

)

- e '
comp letéd, !
. b Y . .
. » ® «
3
- [ M
- .o p
it
s e '
. .
. , .
‘ " Signature
P | » ! -
J Witness
- 3
, . Date
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APPBNDIX G . (continued)

- - . Research Consent Form (Patient)

Learning Needs of Coronary Patients
A ) ’ ¢ ‘
1

Ihié is to certify that 1, : L , have

\'x

-

agreed to participate .in a study being conducted by Marie Coffey, a

graduafe‘nurs’hg student, on the leaﬁning needs of coronary patien}s‘\
. -
: - . -
It is my understanding that:
- \ .
g S ‘ . - L
1) I will be answering a questionnaire regarding the learning,needs

R ¢ e}perienced following a heart attack;
L

-~

. @
2

2) my participation ir. the stydy is voluntaryiand 1 may,refuse to.

answer. any question(s), or may withdraw from the study at any

v
ttme with no consequences;

3) all responses on the questionnaire will be anonhymous;
) LU )
4) 1 may not’cessarily directly benefit from parctigipating in the

étudy.
5 T i . gl
' ‘,
s
. 5
S
Signature
Witness
'Y ~
oo o . v Date __ !
& . ?
L)
. v
* » T .
. 7 %
- A3 4
¥ 4 N .




