
NURSES' PERCEPTIONS OF THE LNFOIMlATION WEDS OF 

POST-MYOCARDIAL INFARCTION PATIENTS DURING 

HOSPïïALIZATION 

SUBMlTTED BY: TWDY MICEIELLE NERNBERG 

A Thesis preseatod to the Faculty of Graàuate Studks 
In pirtlil fulflllment of the requirements 

For the degree of 



National Library 1*1 .Canada 
Bibliothèque nationale 
du Canada 

Acquisitions and Acquisitions et 
Bibliographie Services seMces bibliographiques 
395 Wellington Street 395, rue WeUington 
OttawaON K1AON4 Oitawa ON K1A ON4 
Canada Canada 

The author has granted a non- 
exclusive licence allowing the 
National Library of Canada to 
reproduce, loan, distribute or sel1 
copies of this thesis in rnicrofom, 
paper or electronic formats. 

The author retains ownership of the 
copyright in this thesis. Neither the 
thesis nor substantial extracts fiom it 
may be printed or otherwise 
reproduced without the author's 
permission. 

L'auteur a accordé une licence non 
exclusive permettant à la 
Bibliothèque nationale du Canada de 
reproduire, prêter, distribuer ou 
vendre des copies de cette thèse sous 
la forme de microfiche/tilm, de 
reproduction sur papier ou sur format 
électronique. 

L'auteur conserve la propriété du 
droit d'auteur qui protège cette thèse. 
Ni la thèse ni des extraits substantiels 
de celle-ci ne doivent être imprimés 
ou autrement reproduits sans son 
autorisation. 



FACULTY OF GRADUATE STUDIES 
++**+ 

COPYRIGHT PERMISSION PAGE 

Nurses9 Perceptions of the Inforrntion Neeàs of Post-Myocudirl Infvction 
Patients D u h g  Eospitalization 

Tmdy Michelle Nernberg 

A ThesidPncdcum submitteà to the Facdty of Gruhiite Stuàies of The University 

of Manitoba in putiil Mflllmtnt of the rquirementr of the degree 

of 

Permission hu ben granttd to the Libnry of The University of Manitoba to lend or seil 
copies of tbls thWpracticiim, b the Nitioul Libmy of Canada to microdlm thir th& d 
to lend or stD copie8 of the film, and to Mssertationr Abstrrcts Interiutional lo pablish an 
abr tnd  of thh thesidpracticum. 

The author reservts othcr pubtiudon rights, and neitber tbi8 thtsidpmcticum nor trtenaive 
e a n e b  f h m  it m y  be prfntd or otheCWIse reproduced without the authorti writtcn 
permission. 



I hearby declare that I am the sole auihor o f  this thesis. 

I authorize the University o f  Manitoba to lend this thesis to othrr institutions or 

individuals h r  the purpose o f  scholarly resrarch. 

I Further authorize the University o f  Manitoba to reproduce this thesis by 

photocopy or by other means, in total or in part. üt the request ot'othrr institutions or 

individuals for the purpose of scholarly research. 

Trudy M. Nemberg 



A BS'TILICT 

The purpose ofthis siudy was to describe nurses' perceptions of which information 

post-myocardial intàrction (MI) patients would find most helpful regarding their 

condition and rrcovery. The perceptions o f  iwo groups o f  nurses wurking in a 

community hospital were comparrrl: nurses in the Intensive Care Unit ( K U )  and nurses 

on the mrdical ward (3N).  Results werr also compüred to thosr obtained in a similar 

study which sought the perceptions of pst -MI  patients themxlves (delkun-Demaré, 

Savagr and Kilpatrick. in press). 

Information items were srlected from the Heart Attack Book (HAB), a publication OF 

the Hean and Stroke Foundation oFManitoba. The Q-sort procedure was utilized with 

10 nurses from rrch setting. Sixty (60) information items wcre sonrd into seven (7) 

categories: a Likert-type scale o f  "Most Helpful" to "Least Helpful" which included a 

central "Uncenain" catesory. The number o f  items placed into each cûtego- was 

pre-determined by the Q-sort procedure. The method utilized in this work was identical 

to that in the deleon-Demare et al study, For ease o f  corn parison. 

The f inding o f  the study revealed that both groups of nurses agreed on several 

infornation items to be '-Most Helpful". The items could be summarized by the 

category "Actions for Suwival". Examples are: "What the signais o f  a heart attack 

are": "What actions I should take if signals o f  a heart attack occur": " M e n  I should 

take'nitro'"; "How 1 should take 'nitro"'; and "When an ambulance should be calleb'. 

[CU nurses classified items with Anatomy & Physiology information: "What a heart 

attack is"; "What causes chest pain" in the Most Helpful category. 3N nurses in 

contrast, rated Sel FCare information in  this category: *'What symptoms 1 should cal l 

my doctor for"; "What to do if 1 forget to take my medication(s)". 

The "Least Helpful" items for both groups of nurses were those pertaining to "Risk 

Factor Modification" information: 'Tips to reach my goal weight"; "Tips to manage 

my activtties when the weather is hot or cold". Several ''General Information" items 
-. 
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were also includrd in this category: "What other tests rny doctor may ordcr in the 

weeks to corne"; "Thai 'nitro' are not habit fonning". Dimerences ktween the two 

nursing groups were minor. All items rankcd as "Least Helptul" couid be grouped 

under theVRisk Factorq' and "Activity" categories. 

The item categorized as "Undrcided" most ~requentl y was 'OHow I can tell if my 

blood pressure is high". The groups agrtxd on the ranking ofthis item. 

The results obtained in this study were compared with the patient results and three 

simi lar studies from the 1980's tor a historical perspective. Nurses were found to k 

currently applying knowledge frorn the latter tindings. The de Leon-Demaré et ai. 

results, which measured the perceptions of pst -MI  patients in Manitoba from 

1992-1995 apparently were not being utilized by thrse research subjccts. The lack o f  

conbwence in HAB item ranking between nurses and patients has implications for 

nursing in the areas o f  education. pract ice and funher research. 
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CHAPTER ONE: STATEMENT OF THE PROBLEM 

1 -0 Introduction 

Historically, professional nurses have bern required to Wear a number of different 

hats, to perform competrntly a variety oîkchnical, psychosocial, educational and 

organizational skills. Above dl, they have been asked to pull together artfully al1 their 

activities and perforrn them to meet the varird human needs o f  individual patients 

(Ryan, 1987). Among the activities, patient education is  the most critical, as i t  

promotes indr pendrncr in an ot henvise de pendent patient (Nelson, Baer and Sleveland, 

1 998). Nursing leaders in the nineteenth century saw the importance of  teaching 

farnilirs about sanitation, cleanliness and care of the sick, since much ofthe care at that 

time was given by the family (Redman, 1993). Nightingale ( 1933) supported such 

education as a way of Iq...putting the patient's constitution in such a statt: that i t  will have 

no disease or can recover tkom disease" (Redman, 1993, p.725). This tradition was 

carried over into the struggles against poverty and disease suffered by new American 

immigrants (Redman, 1993). The 1960s and 1970s witnessed a resurgence in patient 

education, due to a renewed world emphasis on health, new developments in the field 

o f  rehabilitation afler World War II requiring teaching, an increase in long-term illness 

and disabilities that had to be managea and because of  a change in mood towards 

aut hority, particularl y physicians (Brandt, 1 99 1 ). Additional factors included: 

increased patient demands for knowledge, legal pressures (especially in the USA), 

promotion of sel f-care, and earl ier hospital disc harges (Luker and Caress 1989, Visser 

1998). Nurses have embraced the patient education function, indeed it has become a 

legislated professional responsibility of nurses, incorporated into the National League 

for Nursing's Model Nurse Practice Act (Rankin and D u n  1990). The Canadian 

Nursing Association l ikevuise, endorses this activity for nurses ( 1994). 



One important area of patient cducation as an integral componrnt ok'carr occurs 

fol lowing a myocardial infarction ( M 1) (Chan. 1 990). These patients require 

information to manage the immediate postdischarge period safely and to make informed 

decisions about potential life-style changes (Duryee. 1992: Garding, Kerr and Bay, 

1988). 

A multiplicity o f  research studying the rffectiveness o f  post MI teaching programs 

has bern completrd to date. The majority o f  studies evaluate teaching r trectiveness in 

tems o f  an increase in patient knowledge (Davis, Sullivan and Tan. 1995: Dekrry, 

Lrnnirr and Light. 1 975: Fletcher. 1987: Grady, Buckley. Cisar. Fink and Rpn, 1988; 

Hentinen. 1986: Liddy and Crowley. 1987: Mills, Bames, Rodell and Te-, 1985; 

Murphy. Fishmnn and Shaw. 1989: Rahe. Scalzi and Shine. 1975). Other studies 

compare outcomes ( knowledge gained) between di fferent patient education progarns 

(Barbowicz, Nelson, DeBusk and Haskell, 1980: Bille, 1977: Garding, Kerr and Bay, 

1988, Raleigh and Odiohan, 1987: Scalzi, Burke and Greenland, 1980: Sivarajan, 

Newton. Aimes. Kempt. Mansfield and Bruce, 1983: Steele and Ruzicki, 1987). 

Information to be taught is  laid out in a prescriptive fashion, with little consideration for 

leaming needs o f  individual adult patients (Boyd and Citro, 1988: Crist. 1987; Gibson, 

1987: Meloche, 1985; Wood, 1990). Oberst ( 1989) notes thai most o f  these are studies 

are 'nom-referenced'. The concem with this is that each piece o f  information is 

weighted equal ly. Oberst argues that certain cornponents o f  pst -MI  education are 

more valuable to the patient than others. Nom-referenced measures o f  knowledp do 

not differentiate between valuable and trivial knowledp gain for the patient (Oberst, 

t 989). 

Additionally, a dernonstrated increase in  knowledge does not necessarily correlate 

with an increase in application of that knowledge to the patient's life situation (Bille, 

1977; Fielding, 1987; Hentinen, 1986; Jordan-Manh, Gilbert, Ford and Kleeman, 1984; 

Linde and Janz, 1979; McGovem and Rodgen. 1986; Scalzi et al. 1980; Sivarajan et al, 



1983: van-den-Borne, 1998). Patients have dcmonstrated an aquisition o f  knowledge in 

testing, yet fail to demonstrate any change in their behaviors in order to prevent or delay 

a second Ml. The reason for this according to Gerard and Petrrson ( 1 984) is that there 

is  an inconguence ofkpctat ions between the teacher(s) and the patient(s). Nurses are 

following prescribed teaching programs in rducating the post Ml patient. Patients are 

not receiving information which they perceive to be most important for themxlves. 

Consequently, patients gain knowledge from the nurses, but do not utilize the 

information in their livrs. Thry seek more valued knowledge from other sources, 

sources which are not necessarily reliable or val id providers o f  such information 

(Hentinen, 1 986 ). 

I . 1  Reséarch Problem 

To date, little scientific data exist on the topic o f  differing nurse - patient perceptions 

o f  important or critical knowledgr for the post MI patient. The pioneering study by 

Gerard and Peterson ( 1984) demonstrating nune - patient disagreement has been 

replicated in post MI patients by Karlick and Yarchsski ( 1987) rvith sirnilar results. In 

various other patient populations, studies have demonstrated di ffering values al lotted to 

information being provided. Laurr, Murphy and Powers ( 1982) discovered that nurses 

and cancer patients held conflicting perceptions of the patients' leaming needs. 

Hemodial ysis patients and their nurses also di ffered on which information items were 

most important for the patient to leam (Goddard and Powers, 1982). In the recent 

decade, no published studies have been identi fied demonstrating whether patients are 

receiving the information they desire to learn post MI. 

Myocardial infarction affects thousands of Canadians every year. In l997-9S72,O8O 

Manitobans were adrnitted to hospitals with the diagnosis of acute myocardial 

infarction (Manitoba Health, 1999). Coronary artery disease, the usual precursor to MI, 

is the number one cause o f  death in  Canada (Heart and Stroke Foundation o f  Cana&, 



1995). Survivors are pronr to future MI (Fielding, 1987; Carlsson, Lindberg, Westin 

and Israelsson, 1997), and education of the patient to make certain lifestyle changes is 

viewed as one mrans to Iessrn the chances of Mi recurring (King, Martin, Morrell, 

Arma and Boland, 1986; Chan, 1990; Hanish, 1993). 

Each institution providrs a prescribed regimen o f  cardiac traching for post MI 

patients, utilizing the Heart Attack Book (HAB) produced by the Cardiac Education 

Cornmittee o f  the ffeart and Stroke Foundation o f  Manitoba. Content covered in this 

book is intrnded to prepare patients to assume responsibility for the management of 

their diseasr, and inciudes anatomy and physiology o f  the han, risk tàctors, symptom 

management, diet, activity, medicat ions, and stress management. A mu1 ti-disciplinary 

team approiich to teaching i s  utilized by most tacilities. Teaching spans the patient's 

stay in the coronary care unit (CCU) through to discharge. Both Mi patients and their 

signiticant others are included whenever possible. 

The average length o f  stay for MI patients in 199 1 ranged from 9 to 17 days in 

Manitoba. Since that time, there is a dernonstrated trend toward shoner lengths of 

hospital stay for al1 patients, including those pst-MI. The most recent data available, 

1997-98, indicate this time period is now 8.7 to I I .Z days (Manitoba Health, 1999). 

Bed closures, staff cut-backs, and program deletions continue to occur in the present 

health care climate. Multi-disciplinary tearn members, among them nurses, have fewer 

available contact houn with the patient during a shortened hospital stay. This has 

implications for the teaching these patients and families receivr. Additionally, studies 

have demonstrated the limited efliectiveness o f  teaching patients complex information 

for long-tem health management while they are still acutely ill. Retention o f  

information is severely limited in these situations (Scalzi, 1980; Burke, 1 98 1 ; 

Edwardson, 1988). Teaching time must be used eficiently and effectively to ensure 

patients and families have the information they need to survive at home. 



Patient education programs need to be evaluated in ternis of their cost-effectiveness 

and benetits to patients i Fthey will continue to bt: supported in these econornic times. 

Realistic timing and content that is valwd by the patient nerd io be identified. 



CHAPTER TWO: REViEW OF THE LITERATURE 

2.0 Introduction 

Relevent literature from Nonh Amen'ca and the United Kingdom is reviewed and 

tucuscs on pertinent interdisci pl inary witings rrgarding patient educat ion from 

education, medicine and nursing. The majon'ty of the studies centred on the definition 

o f  patient education, and the role of nurses as patient educators. Lrss comrnon were 

studies measuring patients' acquisition of knowledge from patient education programs, 

and studies that compare the stl'iectiwness o f  various cardiac teaching probvams. Least 

numerous were studies ihat compared nurses' and patients' perceptions o f  what 

information was most important for the patient to leam p s t  MI. 

2.1 Patient Education Defined 

The literature on patient education i s  both research and non-research based. Much 

of the non-research based literature is prescriptive in nature, and purports to pive fim 

suidance on 'how to do' patient education as a procrss (Rankin and Du@, 1990; 

Redman, 1975). It i s  referred to as parallehg the nursing process in terms of its stages 

(Springhouse, 1989; Redman, 1983; Cresia, 19%). Ideally, its purpose is to reduce 

dependency o f  the patient on the health-care system (Wasson and Anderson, 1994). 

"Patients have to make their own decisions, and it i s  the teaching role that enables 

people to rnake better decisions" (Sandrick, 1998). 

Various authon provide working de finitions o f  patient education. Cresia ( 1 996) 

defines patient education as a process assisting people to learn and incorporate 

health-related behaviors into everyday Iife. Smith ( 1989) describes learning as a change 

in behavior and defines patient education, therefore, as a process of assisting people to 

change behavior. Other authors describe attitudinal and value change as also k i n g  

important (Garity, 19%; Ryan, 1987). ûverall, many of these definitions are developed 



by authors with backgrounds in nursing education, who import mainstream educationa! 

principles into pt ient  education ( Luker and Caress, 1 489). 

2.3 Nurses as Patient Edtrcatm 

Patient tenchins is to n i i r s i n ~  care as 
tlour is to cake. Each.. . is so essential 
in t heir respective processes t hat [vit hout 
them the outcomr is unsatistiactory. High 
quality inpdients are another essential 
rrquirement for both ... the better the 
teaching skills nf nurses, the more likely 
patients are to learn 

Gcssncr. I %!?, p. 589 

As early as 19 18, the National Ixagiie for Niirsing Ediication in the CJSA recognized 

the imprtance o f  hralth teaching hy nurses (Cohen, 198 1 ) A rrtsiirsence o f  interest in 

t his, accrediting hocliea hegm demanciin3 professinna l ncirses and heal t h care 

institutions to become more specific about and respnsible fnr informine patients and 

families ahout the statiis of thrir health, objectives o f  therapeiitic treatment, and 

requisite knowledge ah i i t  sa fe fiinctioning and sel f-care (Conway-Riitkowski, 19112) 

k g a l  liabilities tiic[ising on rcto o f  commission and mission in ediication of the 

patient and farnily were also stimulants to this interest (Lliker and Caress, 1989) As a 

residt, niirsing theotists have incopratecl the concept into their works, eg* Orem, 

Neuman, Benner and Watson (Redman, 1993) 

The performance of  patient ediication by praçticing niirses is  somewhat iincertain 

Pohl(1965) surveyed 1500 rnernbers o f  the Amencan Nurses Association. Her stridy 

revealed confiision among the niirses regarding their teaching role and feelings o f  Iack 

of preparation to assume this role. Several later stwdies show that these findings are 

1 983). Althoiigh patient teaching wm assigned top pnonty hy 59% of nurses in Palm's 



1 97 1 study of 1 5 1 hospital nurses in non-emergency situations, Roberts ( 1 975) found 

thüt nurses priorized 'preparation for patients' discharge from hospital' lasi on a list o f  

trn nursing functions. A higher value by nurses for patient teriching rvas noted by Lee 

and Gûrvey ( 1978); yet the pressure to givr physical care took precedence over patient 

teaching in a survey by Macleod Clark ( 1983). 

Few studies investigating patient perceptions o f  the nurse's role in patient teaching, 

have k e n  reponed in the literature. In the hospi ta1 setting, Ti l ley, Greyor and Thirssen 

( 1 987) studied 38 nurse-patient dyads to determine if di fferences in perceptions of the 

nurses' role as educator existed. Analysis revealed that nurses need to validate their 

patients' preferences regarding: a) the educational approaches with whic h patients feel 

most corniortable; b) the timing o f  patient teaching, and c) the type o f  information 

patients can accommodate during various stages o f  their illness and recovery. This 

study also noted that patients most frequently identified a physician as the desired 

source of medically-oriented information. These results support Benner's ( 1984) 

assertion that the nurse's role rnay be to provide assistance to patients with interpreting 

their illness experience and integrating the implications of that experience into their 

lifestyle. Wilson-Barnett ( 1 988) asserts that counsehg is  otien a more appropriate 

nuning intervention than i s  patient education. 

Luker and Caress ( 1989), in a review of the patient education literature, question the 

appropriateness of nurses acting as educators for il1 patients. These authon cite 

complicating factors, such as assessments of readiness to ieam, literacy, personal values 

and chemical imbalances induced by illness as k i n g  ovenimplified in the nursing 

literature. Such skiIls are viewed as being beyond the scope and ability o f  most nurses. 

Instead, a Mastent prepared Clinical Nune Specialist for patient education i s  advocated 

by Luker and Caress, to be supported by advances such as computer assisted leaming. 

Overwhelmingly, the literature describes the role o f  the nurse in patient education as 

valid (Dunkelman, 1979; Caunt, 1995; 'Whitman, Graham, Gleit and Boyd, 19%; 



Meredith, Embctrton and Wood, 1998; van-den-Borne. 1998). tluwever. uniess nursing 

educators and administrators encourage nurses to teach their patients and hold them 

accountablr for this role, nurses are unlikely to assign patient rducation the priority i t  

deserves ( Wuody, Ferguson, Robertson, Mixon, Blocker and McDonald, 1 984). 

2.3 Content of Post Myocardial lntàrction Patient Education 

The literature i s  replete with articles descriptive o f  pst-MI, coronary artery disease, 

and cardiac surgery educational prograrns for patients. In-patient and out-pat irnt 

teaching content is  differentiated, with the in-patient focus being on the patients' 

immrdiate leaming needs. In the days following an MI, information giving is designeci 

to reduce anxiety and promote coping with this stressful situation (Boyd and Citro, 

1988; Rudzicki, 1989; Bubela et al, I W O ;  Thimot, 1992). Follow-up and out-patient 

educational sessions are designed to ûssist the patient and significant others with the 

lifestyle changes which are necded pst-MI (Meloche, 1985; Crist, 1987; Bubela et al,. 

IWO). 

Content of post MI programs apparent from the literature includes: anatorny and 

physiology o f  the hean, pathophysiology o f  MI, differentiation o f  angina and MI, when 

to seek medical assistance, risk factors for coronary artery disease, and necessary 

lifestyle changes: nutrition, exercise, medications, and stress management (Gibson, 

1987; Wood, 1990; Davis, Sullivan, and Tan, 1995; Tsunoda, 1996; Riegel, Thomason 

and Carlson, 1997). The Heart Attack Book, which is the source o f  content for pst-MI 

patients in educational progams in Manitoba, contains similar information (Heart and 

Stroke Foundaiion, 1996). An earlier edition o f  this publication ( 1988) was utilized in 

the study k i n g  described. This study was conducted in early 1997, prior to use of the 

revised HAB, 



2.4 Cürdiovascular Patient Education Improves Knowledge 

The major~ty o f  research studies related to cardiovascular patient education have 

rneasured the effectiveness of  stmctured and non-structurrd education programs on 

knuwledge acquisition. 

Debeny, Jefiries and Light ( 1975) demonstrcited irnprovement in patients' 

medication knowledge levels fol lowing an individual ized teaching program. The 

timing of  teaching relative to pst-testing was not described. Long t e m  retention o f  

that knowledge was not sustained, as lower knowledge scores were found on c h i c  

followv-up appointments. The authors noted that individual motivation, the presence o f  

family members during teaching, and the number o f  differrnt teachers involved with 

one patient influenced knowledge outcornes. 

Garding, Kerr and Bay ( 1988) postulated that a planned program ofnursing support 

would increase patient knowledge in six content areas. Fifty-nine participants were 

randomly assigned to either a control group or a study group. The study group received 

follow-up clarification o f  cardiac education progam content, and new information via 

telephone post-disc harge h m  hospi ta1 . The test group showed a s i  gni ficant increase in 

knowledge regarding the area of the MI and recommended exercise cornpared to the 

control group. Recornmended rest \as the oniy content area in which al1 study subjects 

failed to improve their scores. 

Forty-eight cardiac surgery patients were provided with a comprehenstve teaching 

program preoperatively (Linde and lanz, 1979). Content included infornation on the 

disease process and surgtcal intervention, activity progression, medication and dietary 

regimens. Knowledge and compliance rneasurernents were favorably influenced at 

discharge and each o f  two follow-up visits. Reinforcement o f  content occurred during 

clinic visits, and was a noted intervening factor. 

Mills, Barnes, Rodell and Teny ( 1985) studied the knowledge gains and reported 

compliance levels of a convenience sample o f  277 cardiac patients receiving a standard 



cardiac education program. Half or the group wverr not pre-testrd, in order to avuid 

influence o f  the practice effect. Statistically sibmificant increases in knowledge 

occurred. Post knowleddge wns also a powerful predictor o f  cornpliance with the 

prrscribed treatment plan, as measured by telephone four weeks p s t  discharge. 

In a 1992 study by Pommier. one hundred hospitaiized coronary artery disease 

patients attended a 60-minute coronaiy artery disease (CAD) rehabilitation class . 

Differences in pre-test and one month pst-test knowledge scores were correlated with 

the following six factors: age, years of formal education, number o f  pack-years o f  

smoking, level o f  alcohol consumption, number OFMIS experienced, and the number o f  

CAD classes attended. Post-test scores were found to have increased significantly from 

pre-test scores. Pre-test knowledge \vas s i  gni ticantly negativel y correlated with age, 

and positively correlated with years of formal education, number o f  MIS experienced, 

and number o f  CAD classes attended. The only significant correlation between 

knowledge improvement and these factors (in the pst-test) was with the patient's 

marital status. Married patients expenenced greater improvernent in post-test scores. 

Steele and Ruzicki ( 1987) used a separate sample pre-test/post-test design in 

measuring knowledge gain from a cardiac rducation program for coronary artery bypass 

surgery patients. Seventy six different patients were randomly selected to complete 

cither the pre-test or the pst-test, in order to control for pnctice effect. The overall 

pst-test mean was signi fkantl y higher t han the pre-test mean. Di fferences between the 

two goups were not assessed, such as anxiety levels (which may have been lower 

pst-surgery). Ratings o f  confidence were also assessed in 38 patients. These patients 

indicated a high level o f  confidence in ability to perforrn suggested activities afier 

discharge. Twenty-nine of these responded six weeks post discharge, indicating a high 

rate o f  performance o f  the suggested activities. The pst-discharge supports and 

contacts o f  these patients were not assessed. The authon recommend that long tem 



brhavioral change education must be followed-up and reinforced in the outpatient 

setting. 

Rahe. Scalzi and Shine ( 1 975) developed a pst-MI patient educat ion booklet 

following anectodal concems reported by nurses regarding pst -Ml  patients' lack o f  

basic knowledge at c h i c  follow-up. The booklet included the nature o f  CAD, 

emergency and coronas, care unit (CCU) care, diet and smoking, a physical and sexual 

activity guide. a discussion of psychological factors, retum to home and work, and 

medication usage. The knowledge o f  24 patients was assessed before and alter 

administration OF the teaching booklet. Overall, a small, statistically signiticant 

improvement in scores occurred in the pst-test. The authors suggested there may have 

been a pract ice e tkct, since the pre-test was repeated as the pst-test knowledge 

measurernen t. Also, the authors noted that most patient education occured ncar 

discharge, when the focus was on rducating patients about their immediate needs at 

home. This was the area of knowledp demonstrating greatest improvement in the 

study. 

Improvement in knowledge level following a stnictured educational program for 

prcutaneous transl urninal cardiac angioplasty (PTCA) patients was noted in a one 

group pre-test/post-test study by Murphy, Fishrnan and Shaw (1989). A convenience 

sample of97 patients were pre-tested for anxiety and knowledge level. Following a 

slide-tape presentation, an mgioplasty booklet, and a consultation, pst-tests were 

conducted immediately, and at 6 months and 2 yean. Post-test knowledge was 

significantly higher for the group in the intial testing. Knowledge levels were not 

maintained at 6 months or 2 years, and there was no correlation between anxiety and 

knowledge level at any of the testing pen'ods. The authors recornmend repeated 

reinforcement of CAD risk factor information in the postdischarge period, to promote 

long terrn knowledge retention in  these patients. 



Taylor et al ( 1990) demonstraied that pst -MI patients who receivrd smoking 

cessation instruction and follow-up support from nurses had si~mificantly higher 

abstinence rates than patients who rrcrived uusaal care (verbal instruction tiom their 

physician to quit smoking). Biochemically verified smoking cessation rates after one 

year were 7146 in the intervention group and 15% in the usual care group, the number 

of patients totalling 173 (Taylor. Houston-Miller, Killen and DeBusk, 1990). Internai 

validity o f  this study may be questionable, as the description o f  the study given to the 

control group is  not apparent, and may have intluenced their behavior. Also, the 

reliability and validity of  the biochemical measures are not given. The authors do 

conclude that a nurse-provided education and support program was successful in 

reducing smoking behavior in post-MI patients. 

In another study, patients have also demonstrated satisfaction with their perceived 

knowledge gains following cardiac education prograrns. Stanton, Jenkins, Savageau, 

Harken and Aucoin ( 1984) interviewed 249 patients six months following cardiac 

surgery. Patients generally felt they had been adequately prepared with regard to 

activity resumption and avoidance, return to work, sexual functioning and 

post-operative concems. Areas lacking for these patients were discussions of possible 

emotional reactions and changes in how other people reacted to them. Data was also 

collected regarding the patients' reported expenences of fean and womes. 

Interestingiy, even those patients who stated they felt well prepared experienced tèar 

and womes during the six month follow-up period. 

MI patients' knowledge about their disease and care as well as their evaluation o f  

received care improved statistically when associated with prograrnmed leaming by 

nurses involved in their care (Hentinen, 1986). A 50-hour training program for nuning 

personnel was implemented at the start of this two year study. Post-MI patients' 

knowledge at the time of hospital discharge was assessed at three times following the 

nurses' education program. There were no statistically signifiant differences between 



each o f  the three patient groups in ternis of background variables: age, educational 

level, social status and number ofprevious Mls. The patients' level o f  knowledge 

improvrd signiticantly following the program in four areas: the nature o f  CAD, rasons 

for bedrest during rarly care, d i d  changes, and sexual activity. Before the program, 

69% perceived their knowledge as adequate; after two yean the respective figure was 

75%. The frequency with which nurses wrre identified as providers o f  information 

increased over this time as well. The authors concluded that the educational program 

for the nurses was associated with improved knowledge scores in their patients. 

Other M1 patients and their Families have expressed dissatisfaction with the cardiac 

cducation received whi le hospi ta1 ized. Liddy and Crowley ( 1987) intewiewed I I 

patient-spouse pairs two to three months pst-MI. The majority o f  participants 

expressed concem over thrir understanding o f  physiology of the hem, which activities 

were permissable, what dietary intake was allowed, smoking cessation techniques, and 

ant ici paied psychosocial effrcts. The one a r a  wi t h adequate preparation, according to 

these patients and spouses was in relation to medications. Liddy and Crowley 

recommend that nurse educaton encourage families to ask more questions, fbcus 

teaching on immediate ("survival") needs, and ensure that content i s  relevant to the 

patient. 

The revised Haussrnan and Hegyvary ( 1977) Outcorne Criteria for Acute Myocardial 

Infarction scale was utilized to determine discharge and 3 to 4 months pst-discharge 

knowledge for 1 50 patients in a study by Edwardson ( 1 988). This tool has established 

high content validity, and includes the subscales of: General health status; Rest and 

sleep; Activities of Daily Living (ADL) performance; General health knowledge; 

Medication knowledge, Activity knowledge; Nutrition knowledge, and Anxieîy. At 

discharge, patients were more infonned about general health knowledge than about 

prescri bed medications, activity and nutrition. Medication knowledge was the weakest 

of these subscales. Patients achieved only 50% o f  possible scores related to the narnes, 



dosages, times and actions of their medications. Knowledge of side effects, self-care 

for side effects and drug interactions earned only 25% of the possible scores. The 

authors express concem over the relatively poor knowledge outcornes, and question the 

validity o f  the measuremect tool. An additional limitation, as with many o f  the 

described studies, is  the lack o f  a control group tor cornparison. 

The underlying assumption present in educational programs tor cardiac patients is 

that those who are well informed about their illness are more prepared to participate in 

their health care. The major outcome variable utilized to determine program 

effrctiveness in the bulk of the arorementioned studies has been knowledge retention by 

the patient. Overall, the studies suggest that patient knowledge does increase (Linde & 

Janz, 1979; Stanton et al., 1984; Garding et al., 1 W8), but results are not consistent 

(Debeny et al., 1975; Rahe et al., 1975; Liddy & Crowley, 1 987; Edwardson, 1988). A 

concem in this regard is  that it is  often not clear what impact this has had on the 

patient's behavior. The commonly-held belief that knowledge influences behavior is  

not supported by many o f  these studies (Linde and Janz, 1979; Mills et al.. 1985). 

Additionally, do measurements o f  patient knowledge tmly reflect leaming that results 

frorn patient educûtion? What other variables are present which influence the leaming 

of  these adult leamers (eg: prior experience, mass media information, educational 

Irvel)? Zerwic ( 1998) studied a nndom community sample to determine the lay 

public's knowledge of MI syrnptornatology. He found that both accurate and inaccurate 

perceptions exist. Pnor experience with MI, either penonally or in someone close to 

the subject, was the best predictor o f  knowledge level. 

A further concern regarding the results o f  these studies is that subjects' knowledge 

gains were not weighted for priori&. Each piece o f  information is given equal 

importance, which is not necessarily the case in  these patients' lives. This 

nom-referenced methodology only serves to descn i  how patients fared in cornparison 



to eaçh othrr (Mirka, 1994). Whrther patients have leamed information thût is of  use to 

them in dealing with their lifestyle changes is not knowvn. 

Studies o f  cardiac patient education have also been drsigned to compare the 

effectiveness o f  vanous programs and teaching methodologies. Barbarowicz, Nelson, 

DeBusk and Haskell ( 1980) randomly assigned 230 patients to CABG education 

programs. The control group received usual teaching as practiced in that facility. The 

rxperimental group received a slide-sound program and a booklet. Common to both 

groups was content on diseasr process, medications and risk factor management. 

Knowledge tests were administered before teaching, at discharg, and at one and three 

months pst-discharge. Knowledge increased in both groups, but only significantly in 

the experimental group. Thesr findings were unchanged at the 3 month follow-up in 

both groups. The experimrntaf group reported higher levels o f  satisfaction with 

teaching received, and a lower need for additional information. Behavior changes after 

discharge were measured, and found to be similar between both groups. The 

advantages of' the slide-sound presentation were noted to be that patients received 

standardized in format ion at a pace which they could control. The nursing staff were 

also freed up from imparting basic information, leaving more time for individualized 

instruction. 

An older study, by Bille ( 1977) compared usual cardiac teaching (considered 

'unstructured') with an experimental 'structure& program developed by the investigator. 

A kiiowledge questionnaire was administered pre-discharge and one month later. Bille 

noted that results were not sigiificantly higher in the experimental group, possibly 

because the unstructured program met the learning needs o f  patients at the tirnes they 

expressed their needs. 

In a simiiar study, Fletcher ( 1987) developed smictured educational sessions for 

cardiac patients, and compared them to a 'usual' education control group. Outcomes 

were measured by patient reports of behavion and case records at 2 and 6 months poa 



dischargc. The experirnental group reported having incorporaied appropriate diet, 

exercise and smoking behavion at a more significûnt rate than the control group. These 

tindings are supported in another study by Raleigh and Odtohan ( 1987). The . 

esprimenial goup gined significantly more knowledge at discharge than the control 

group. while pre-test results were similar for both. Two months later, the experimental 

group had resurned 69.6% o f  their premorbid activities, the control group 47.8%, a 

sign i ticant di iTerence. 

Cardiac education programs with counseling cornponents drmonstrated significantly 

reducrd anxiety and depression in MI patients, versus controls o f  education alone. 

Thompson ( 1989) randomized 60 pst-MI hospitalized patients and their partners inta 

t reatment and control groups. Outcornes were measured by the Hospital Anxiety and 

Depression scale (developed by Z i p o n d  and Snaith, 1983). ln cornparison with the 

control group, mean anxiety and de pression scores were s i g  i tican t l y decreased From 

baxline scores in the experimentai group. In addition, anxiety was also sigificantly 

rrduced in their partners. The author therefore recommended supportive nursing 

interventions whic h include the patient's spousdpartner. Knowledge was aiso assessed 

in this study. Findings indicated that those in the experimental intervention goup 

demonstrated increased knowledge levels compared with the education only group 

(Thompson, 199 1 ). 

Carlsson, Lindberg, Westin and Israelsson ( 1997) produced similar findings. One 

hundred and fie post-MI patients were randomized into 'usual m e '  and 'intervention' 

groups. The intervention group prticipated in a physical training programme, 

cornbineci with counseiling visits with a nune and assessments by a cardiologist in the 

year following hospital discharge. The control group attended to their general 

practitioner during this time period. A questionnaire was util ized to report dietary, 

activity and smoking practices at the one year follow-up appointment. The intervention 

group reported significantly improved dietaq habits and 50% smoking cessation. 



DitErences in physical activi ty rvere not signi ficant. The authors concl ude ihat 

continued support and rein forcement o f  learning may si@ ficantl y reducr the 

rrcurrence ot'M 1, by curtûiling the influence o f  risk factors. 

In contrast, Scalzi, Burke and Greenland ( 1980) found negligablt: improvement in 

knowledge oof MI and its treatment in their experimental educational probvam goup at 

hospital discharge. The experimental group received specific educational content 

del ivered by I ndividual instruction, and printed and audiovisual materials dunng 

hospital ization: information was reinforced at clinic visits pst-discharge. The control 

group reccived no organized educational program. The authors propose that retention 

o f  information may be limited during the acute phase of illness. This two year study o f  

32 post-Mvll patients also found minimal behavior change ln the experirnental group over 

the follow-up period. Scrlzi et al. noted continued questions from patients and farnilies 

at clinic visits, and therefore support ongoing instruction for post-MI patients six weeks 

afler hospital discharge. 

Supponing this study, Barnason and Zimmennan ( 1995) found no sigificant 

differences in patient knowledge when compring three teaching methods. Ninety 

subjects were randoml y assigned to receive in patient teaching alone, inpat ient teaching 

with postdischarge telephone follow-up, or inpatient teaching witb outpatient follow-up 

group support. Cognitive knowledge was assessed using the Hean Disease 

Management Questionnaire, with demonstrated reliabi l ity and val idity. Pearson 

correlations showed signi ficant negative relationships between a p  and knowledge, 

which prompted recommendations to use other teaching strategies designed for older 

Iearners. 

Also supporting the results o f  Scaizi et al., Sivarajan et al. found no sipificant 

differences in recornmended behaviors in their study randorniting 258 pst-MI patients 

into t hree varied educational groups (Sivarajan, Newton, Almes, Kempf, Mansfield and 

Bruce, 1983). The control group (group A) received conventional medical and nursing 



management; group B I rt'ceived conventional management plus an outpatient exercise 

program; group B2 was as goup B 1, plus 8 one-hour support goup sessions. A i  six 

month measurtment of behaviors, no significant ditTennces werr noted ürnong the 

groups. Behaviors that were measured incl uded smoking cessation, diet modification, 

and weight loss. The authors speculate that the support groups of cxprirnental goup 

€33 were impersonal in nature, and that the patients involved did not receive adequate 

individual counseling regdrding their risk factors. Additionally, the authors indicate 

that expecting pst-MI patients to change several brhavion at once may be unrralistic 

and overwhelming to the patients. 

A few trends frorn ihrx studies can br idrntifird. Formal, stnictured inpatient 

cardiac education is able to increase patients' knowledge. However, as Oberst ( 1989) 

notes, "Neither knowledge nor attitude change, masurcd by tests and self-reports, is  

sufficient evidence of the effkacy of sel f-care education. Examination o f  program 

rfticacy must go bgond copitive outcomes to the examination of behavioral outcomes 

or cornpliance" (p.622). The studies examining behavior change following knowledge 

acquisition are inconclusive at present. 

The studies also indicate that audiovisual methods, support and counsel linp and 

rollow-up sessions al1 enhance the leaming o f  cardiac patients. Reading materials 

which comprise a large component o f  'usual' teaching strategies may be lirniting the 

successful knowledge gain of some patients, since they rnay be wrïtten at a level 

exceeding the comprehensive skills of those using them (Duryee, 1992). TrippReimer 

and Afifi ( 1989) suggest written materials may not include culturally relevant issues, 

which may only be addressed in one-on-one teaching situations. Perhaps these are 

reasons why alternative teaching methods are demonstrated to be more effective. 



1.5 Nurses' and Patients' Percrived Lraming Nreds 

Consideration by health professionals o f  what information the patient wishes to 

know i s  a relatively recent phenornenon. Historically, what the patient \vas told about 

his condition was determined, usually by his physician, and supported through the 

actions ohthers involved in his care, including nurses ( Dunkelman, 1 979). One earl y 

study of  patients' perceived learning needs was çonducted by Linehan in 1 966. The 

investigator interviewrd a convenience sample of 450 medical-surgical patients in a 

large US hospital. Questions were designed to el  icit the information patients received, 

from whom, and what information they felt was lacking. A total o f  2,459 unanswered 

questions were ident i fied by this group o f  patients. The author concluded that patients 

received inadrquate information regarding their medical concems, treatrnrnt and self 

care. Linehan recomrnended that improved patient education with in hospitals include 

the following: I ) that physicians should develop standardized discharge instructions, 

and 2) that new methodologies, such as printed materials for teaching, be developed. 

Dodge ( 1969) elaboratrd on Linehan's work, conducting 1 16 patient interviews. 

Patients were asked to describe the kinds of information which they themselves felt they 

should be given, and its relative importance. One hundred and one diïf'erent responses 

were received, 32 o f  which were repeated by at least 10% of respondents. Patients' 

main cognitive needs concerned information which would enable them to meet the 

lifestyle adjustments which were k i n g  imposed upon them. This was an area identified 

as lacking repeatedly by patients. Dodge recommended that patients be given more 

information about their immediate self-care needs, suggesting the patient is  more likely 

to Iisten if he feels the information is  important for him to learn. 

At the same the,  those in a position to give the information are more likely to do so 

if they think it is important to gïve it (Dodge, 1972). Dodge later administered 

questionnairesw 139 patients and 62 nurses, asking them each to rate the importance of 

the informatioit~quested by patients in the 1969 study. Nurses stressed the importance 



o f  preparing patients for coming events, both during and a k r  hospitalization. Patients 

did not identiQ this as important, and were more inierested in details about their current 

condit ion. Dodge interprrted the nurses' responses as gentfral inlomation giving, based 

on what they were 'permitted' to teach, and what was safe for all patients to be told. In 

contrast, the patients may have been seeking infornation that \vas individualized to 

their own situation. Dodge noted that this is a limitation o f  the study. However, 

interestingly, the author does state, 'tertain information is  bctter withheld even if the 

patient wants it" (p. 1854). 

Goddard and Powers ( 1 982) compared nurses' and hemodial ysis patients' ratings of 

the relative importance o f  patients' educational needs obtainrd h m  the Merature. The 

tindings supported those of Dodge ( 1972). The authors recommcnded that listening to 

patients in order to assess uncertainties about treatmrnt should be the tirst step in 

addressing their educational needs. This study was replicated with a population of 

cancer patients by Lauer, Murphy and Powers ( 1982). Once again, the nurses and 

patients did not perceive the sarne prionties for patient leûrning. Nurses emphasized 

the value of addressing psychological concems of patients, but patients were more 

interested in minimizing the effects of therapy. The authors espressed concem about 

the extent to which these patients attend to or comprehend the teaching done by t hese 

nurses, due to the apparent gaps in their knowledge. 

The first study conducted on the differences between nurses' and cardiac patients' 

perceptions o f  patient leaming was completed in 1982 by Adom and Wright. The 

r ffectiveness of a cardiac education program was evaluated by 60 patients and 13 

nurses, using a Likert-type scale. Nurses perceived that patients had acquired higher 

levels of knowledge than the patients did, and incorrectly identif r d  which teaching 

methodologies the patients preferred. The authors recommended that nurses should 

conduct individualized assessments of patients' needs and preferences before teaching 

specific content. 



In another study, 3 1 post MI patients and 36 CCU and post-CCU nurses nted the 

relative importance of items on the Cardiac Patient Leaming Needs lnventory - CPLNI 

(Grrard and Peterson, 1984). Forty-three items in the following categories were rated 

by these goups: lntroduction to CCU; Anatomy and physiology; Psychological; Risk 

factors; Medications; Dirt; Activity; and Miscellaneous. In congruence with the 

literature, bath patients and nurses agred that al1 of  the information topics were 

important. Patients ranked risk facton as most important, while nurses ranked 

medications in this manner. Risk factors were near the bottom of  the priority list for 

nurses. Both patients and nurses ranked diet as least important. The results o f  the study 

suggest a consistrncy betiveen patient and nurse perceptions on most informational 

topics, but that the sequence o f  topics discussed should be based on individualized 

assessments o f  the patients' perceivrxl needs (Gerard and Peterson, 1984). 

A pariial replication of Gerard and Petenon's study was conducted by Karlick and 

Yarcheski ( 1987) surveying 30 nurses and 30 post-MI patients. The CPLNI was 

utilized. In general, the results in this study mirrored those o f  the original study: 

patients ranked risk factors as most important for them to leam, while nurses ranked 

medications as most important for patients to learn. 

Wingate ( 1990) varied the methodology slightly in surveying 32 pst-MI patients, 

using the CPLNl at three different time peiods: in CCU, one to two days 

pre-discharge, and two to four weeks post-discharge. Patients' learning needs were 

demonstrated to Vary with patient location. In CCU, patients priorized anatomy and 

physiology knowledg; on the ward and at home medications were significantly higher 

than for CCU; risk factors were in the top two categories at each study tirne. These 

findings are similar to those of each o f  the previous two studies. Patients also rated al1 

categories of information as important to know, at each time period. The authon note, 

that al though this is consistent with other literature, it does compound the difficulty of 

pnority setting. 



Concurrently, Chan ( 1990) utilized the CPLNl with 30 pst-M I patients on the wards 

and then two weeks p s t  discharge. Patients were askrd to rate the relative importance 

of the content they were rrquired to leam, and a rating ofhow realisitic it was for them 

to Ieam. In hospital, six of the seven categories were 'important' to Ieam, but only 

'modrrately realistict to leam. AFter discharge, the rralistic to leam rating was 

significantly higher. Similar to previous findings, 'anatomy and physiology', 

'medications' and 'risk factors' were the three most important to Ieam content at both 

time periods. 

HagenhofF, Feutz, and Conn ( 1994) adaptcd the CPLNl for use with a population of 

congestive heart failure (CHF) patients - the CHFCPLNI. Thirty patients with CHF and 

26 nurses who cared for CHF patients wre studied. Patients ranked medications, 

anatomy and physiology and risk factors high in importance, similar to previous studies. 

Nurses ranked medications, risk factors and diet as most important. This study was 

partially replicated in 1998 with 50 patients and 47 nurses completing the CHFCPLNI 

(Frattini, Lindsay, Kerr and Ja Park, 1998). Results were identical to the previous study, 

and in keeping with historical studies, both groups identified most o f  the information as 

"important to learn". The authors concluded that patients gencrally value information 

they receive from health professionals, and that "...when patients are presented with 

information that may help them improve how they feel, or improvc their symptoms, 

they might become motivated to Ieam" (p. 14). 

A similar study, by Casey, O%onnell and Price ( 1  9841, nnked relative importance of 

information items by 12 cardiologists, 33 CCU nurses, and 30 patients 4 to 7 days 

pst-MI. The three groups were congruent on rating the most important topics for a 

cardiac education program: the signs and symptoms o f  a heart attack, how to modify or 

change personal risk factors, the names, dosages, and side effects of medications, and 

identifying personal Rsk factors. The authon recornmend that even with this kind of 

congruence, individual assessrnent of learning needs is stiil vital. 



Moyni han ( 1 984) studied 1 7 patients' pst-MI Ieaming ntxds at three time periods: 

while in CCU, on transfrr to a medical floor, and following discharge. Patients rated al1 

educational topics of the progam to be of importance to them. However. the relative 

importance of topics vaned over the three time periods. In contrast to Gerard and 

Pdrrson ( 1984) and Caxy et a1 ( 1984), risk factor knowledge was not a priority For 

these patients at any time period. 

In a study by Hanish ( 1993)- patients were asked to give a time prefkrrnce in which 

to receive a sslection of cardiac education information items, and to rate these items in 

terms of  importance of their educational value. Not unexpectedly, al1 items were rated 

as important to leam. The four most important items differed from prrvious studies, 

and includrd activity instructions, common expectations pst-MI. medications, and 

s ips  indicating complications. 

Risk factors were identiticd by the investigator as a knowledge gap for 25 post-Ml 

patients interviewai at discharge by Murray ( 1989). These patients expressed 

satisfaction with their prrceived preparedness for discharge, yet demonstrated only a 

vague understanding of rehabilitation information that had k e n  shared with thrm. 

Nursing staff involved in their care expressed concem regarding this apparent 

ignorance. 

Nicklin ( 1986) noted similar knowledge gaps in patients pst-discharge, following 

an established inpatient education program. A telephone call-back system was initiated 

to answer cardiac patients' and families' questions in the pst-discharge period. Over a 

5 month trial period, 2 17 calls were received. Forty percent of the concems arose 

within the patient's first week at home. Forty-three percent of calls were of a serious 

nature, resulting in the patient being directed to an emergency department or to contact 

hisher physician. Medication concems were central in 19% of calls. The author noted 

that the educational program in place was originally designed io address these topics, 

yet patients continue to have questions postdischarge. She recommended increased 



support and follow-up for patients in the early discharge period to reinforce teaching 

received in hospital. 

In a recent descriptive study of the informational needs of pst-MI patients during 

early convalescence (de ~eon-~ernaré, Savage and Kilpatnck (in press) the Qsort 

methodoloby was uti lized to elicit the relative value of information statements 

contained in the Heart Attack Booklet (Heart and Stroke Foundation of Manitoba, 

1988), the teaching tool used to rducate pst-MI patients in Manitoba. The patients 

were asked to identify which information was most helpful and least helpful in the 

booklet. In contrast with Gerard and Peterson ( 1984). patients in the study rated the 

following as most helpful: actions to take if symptorns occur, signals of Ml, when to 

cal1 a physician, difkrences between MI and angina, and what an MI is. The least 

helpful information identitied was: where to go to quit smoking, how to quit smoking, 

how smoking is detrimental, when to retum to work, and how smoking increases the 

risk of another MI. Differences in the findings may be partially due to the 

methodoloby: the Q-Sort produces a normal distribution of responses; not al1 

information can be equally as hef pful or unhelpful. The number of information bits in 

each category is dictated by the procedure. In addition, de ~eon-~emar6 et al utilized 

the ierminology 'most helpful'. Gerard and Peterson ( 1984) had participants rate 

information on a 5 point scale of 'not importantï to 'very important' knowledge to have. 

The apparent differences in thesr questions may have weil produced varied responses. 

In order to achieve effective patient education, educaton n e 4  to consider patients' 

perceived leaming needs (Wang, 1994). The studies which have been discussed 

demonstrate that nurses' perceptions of patients' educational needs can differ from those 

of the patient's own (Dodge, 1972; Goddard and Powers, 1982; Lauer et al, 1982; 

Gerard and Petenon, 1984; Karlick and Yarcheski, 1987; Casey et al, 1984). If health 

care providers are interested in facilitating changes in behavior, they must be prepared 

to address what the patient feels is important (Mirka, 1994). Patients will therefore be 



bettrr able to etTectively care for thcmselvrs and function at an optimum level of  

health; the contribution o f  this toward lotvtxing health care costs by reducing length of  

stays and hospita1 rendmissions is  also strong incentive (Wang. 1994). Although debaie 

continues, the patient's knowledge o f  his or her disease and treatment i s  associated with 

incrmsed corn pliance in most nurses' beliefs (Bille, 1977). 

2.6 Principles o f  Adult Learning 

The nursing literature recognizes Knowles' ( 1980) principles of adult learning as 

valuable tools aiding nurses to mess their patients' perceived leaming needs (Grady, 

Buckley. Cisar, Fink and Ryan, 1988). Knowles has written extensively on the topic o f  

Adult Education ( 1980, i984a, l984b, 1987). 

Knowles' principles regarding the adult leamer (post-MI patients would be classit?ed 

as adui t learners) are generally accepted by various disciplines: 

1 ) The adult leamen' self concept moves away From being a dependent personality 

toward being a self-directed human being; 

2 )  Adults accumulate knowledge that becornes a rich resource For leaming; 

3) Adults' readiness to leam i s  oriented to tasks of their social roles; and 

4) Adul ts seek knowledge that is  imrnrdiately applicable; they are 

performance-centred ( 1 980, p.44-45). 

Nurses who consider these principles in preparing educational programs for pst-MI 

patients may strengthen the effectiveness of their programs. Dunbar ( 1998) describes 

revisions made to a pst-MI teaching program, based on the Principles of Adult 

Learning In contrast to typical, structured teaching plans, this system focuses on the 

patients' desired learning needs prior to discharge. Patients are inteMewed in an 

open-ended style and encouraged to share their MI cxperience. Nurses are then able to 

impart information where the patient identifies a gap in understanding. Although the 

author does not describe assessrnent o f  the effectiveness o f  this program, several 



positive outcorncs are noted. Patients respond positivrly to this approach, and nurses 

have gained val uable knowledge about the MI experience from these patients, possi bl y 

increasing thrir therapeutic et~rctivrness in the future. 

2.7 Summary 

In surnrnary, a rrvirw o f  the liirrature revealed the following: 

I ) The role o f  the nurse includes a responsibility for patient education in order to 

foster independence for the patient and therefore, reducr demands on the health care 

system. 

2 ) Controversy rxists as to the r ffectivrnrss o f  cardiovascular educûtion programs 

in increasing patients' knowledge and promoting behavior changes. 

3)  Post-MI patients consider al1 aspects of cardiac education to be important to 

leam, but acknowledge it is not realistic to leam al1 aspects during the hospitalization 

period. 

4) Patients and nurses differ on what information is of  priority for the pst-MI 

patient to learn when time and other resources are lirnited. 

The findings o f  this literature review support the need in Manitoba to examine 

hospital-based nurses' perceptions o f  what aspects o f  cardiac teaching pst-MI patients 

value as the most helpful information in the early convalescent p e r d .  Since hospital 

stays are becoming shorter for al l patients, including pst-MI patients, opportunities to 

engage in teaching activities is limited and nurses' perception of what information 

patients value will undoubtedly influence the content they choose to focus on. It is  

therefore imporiant to detemine congruence between nurses' and patients' perceptions 

of infornational needs in order to ensure cardiac teaching i s  effective. 



CHAPTER THREE: METHODOLOGY 

3.0 Purpose of the Study 

The literature revitw has demonstrated a Jack o f  cohesion betwtxn nurses' and 

pst-MI patients' perceptions o f  the patients' leaming needs. A recently completed 

Manitoba study invrstigaated the patients' perceptions o f  which content from the Heart 

Aitack Book (HAB) were most helpful to thern in early convalescence (deLeon-Dernad 

et al., in press). The presrnt study considered the same question, from the nurses' 

viewpoint. In order to compare congruence of  the perceived leaming needs between 

patients and nurses in the two studies, the same methodology (the Q-sort ) was utilized. 

3.1 Design 

The Q methodology cncompasses a distinctive set of psychometric and operational 

princi ples t hat provides researc hers a systematic and ngorously quantitative means for 

exarnining human subjectivity (McKeown and Thomas, 1988). It i s  a method of 

objectifjing subjective material so that it is measureable in an orderly and scientific 

manner, without loss of meaning (Waltz, Strickland and Lenz, 199 1 ). Degrees o f  

similarity between groups are measured on subjective data such as perceptions and 

val ues . 

Q methodology i s  a hybrid o f  both quantitative and qualitative research 

methodologies. In quantitative designs, measurement o f  the di fferences between 

individuals is o f  concem. This "...nom-referenced approach o f  measurement ... assumes 

that one person differs from the next only in quantitative degree, an outcome 

antithetical to nursing practice, which values the uniqueness o f  the individual" (Dennis, 

1986, p.8). Similar to qualitative designs, Q methodology pennits the study of 

individual human viewpoints and experiences (Munhall, 1989). However, subjects are 



given speci tic items to rrspond to. Statistical anal ysis derives categories from the 

Q-sort, and the categories have significant differences among them (Dennis, 1986). 

In the current study, the Q methodology provides a means of identifying content 

from the Heart Attack Book (Hm) which nurses who participate in cardiac education 

prograrns believe will be most hclpful to pst-M 1 patients in the early convalescent time 

period. A set of cards ("the Q-son instrument") has brrn developed by deleon-Demaré 

et al. (in press), basrd on a series of statements from the HAB. This Q-set consists of 

60 4x6" index cards developed for use in the study, "Informational Needs of Post-MI 

Patients During Earl y Convalescence" (in press). The rnethodology requires that the 

subjects sort the cards into a spci tied pattern, indicating their perceptions of which 

card(s) contain the most helpful information, the least helpful information, and those 

which the subject considers the contents to be neutral. To create a normal distribution, 

subjects are instructed to sort the cards into a pre-detennined set of piles ( Wal tz et al, 

1991). 

The Q-sort technique has demonstrated numerous advantages in its application since 

being developed by Stevenson in 1935. It has been utilized extensively in nursing 

research studies (eg: Green and Stone, 1972; Cornell, 1974; Volicer and Burns, 1977; 

Skorupka and Bohnet, 1982; Leary, Gal lagher, Carson, Fagin, Bartlett and Brown, 1995; 

Bilodeau and Degner, 1996). A major advantage is the relatively small number of 

subjects which are required. The unit of analysis, or "n" for the Q study is the number 

of items, referred to as the Qset, rather than the number of persons, the P-set (Waltz et 

al., 199 1 ). Q-sets usually contain approximately 60 items. The HhB Q-sort confoms 

with this critena. 

Additional advantages to this technique are identi fied by Waltz et al., ( 1 99 1 ): 

" . . . because subjects' responses are stnictureâ, less social desirabil ity cornes into play 

and the problems of missing data, midpoint, undecided and neutral responses are 

virtually nonexistent" (p. 364). The method is also l e s  time consuming for 



investigators. and less costly (Engel hardt, 197 1 ). Participants have noted the Q-son to 

be non-threatening, and a means to have them activrly participating (Simpson, 1989). 

To date, more than 1,500 bibliographie entries rxist in the literature regarding Q 

methodology use in the social sciences ( McKrown and Thomas, 1988). 

Disadvantages have also been notsd for the @son methodology. Validity may be 

compromised if Q-set items are not currrctly selected; reliabil ity is a concern if subjects 

fail to understand and comply with the requested sorting pattern, and subjects rnay 

consider the t ime required to corn plrir a ()-sort as excessive ( Waltz et al. 1 99 1 ). 

3.2 Data Collection 

32.1 Instrument 

The Q-set being utilized in this study has been developed and tested in a recent study 

(de Leon-Demare et al). Teaching items from the HAB were condensed into brief 

statements which captured their intent. These statements were type-written onto 4x6" 

index cards. Content validity was established by the investigaion through review of 

card content by expert clinicians. Pilot testing was camed out in  the de Leon-Demaré 

study, providing strength to the reliability of the Q-sort procedure. The current 

investigator pilot tested the study with three subjects. Rankings of HAB items were not 

significantly different between the study pyoup and the pilot test group (p = 0.19). 

Finally, a rigorous explanaiion o f  sorting procedures were developed in the de 

Leon-Demaré study to strengthen reiiability of results between subjects. Such 

procedures were replicated in this study, lending easier cornparison of results, and 

building on reliability and validity results for the tool. 



3 - 2 2  Population and Setting 

The P-set for the proposed study included Registered Nurses involved in the 

education o f  post-MI patients. A convenience sample o f  10 nurses from a community 

hospital setting were selected using the fol lowing criteria: (a) active practicing 

Registered Nurse: ( b) minimum of one year's eqxriencr in educating pst-Ml patients 

in a program utilizing the HAB; (c) ability to read and speûk English and (d) willingness 

to participate. 

3.33 Entry into the Setting 

Permission to invite Registered Nurses who are ernployed in the Intensive Care Unit 

(KU) and on the medical ward (3 North) o f  the Grace Genenl Hospital (GGH) to 

participair was obtained through the Nursing Research Committrr o f  the Hospital. A 

letter was sent to the Chairperson of this cornmittee requesting such permission 

(Appendix D). Permission to proceed was granted in February 1997. 

3 2 . 4  Protection o f  Human Subjects 

Approval from the Ethical Review Committee o f  the Faculty of Nursing, University 

o f  Manitoba was gamered before any contact with the GGH Nursing Research 

Committee. Contact of participants was delayed until aHer both approvals were 

attained. 

Registered Nurses employed in the GGH ICU and on the rnedical ward were initially 

contacted through the Nurse Managers who distributed the Invitation to Participate 

fom. This fom explained the study and invited nurses to participate (Appendix A). In 

addition, the Nurse Managers were requested to read and post a letter containing the 

same information dunng a regularly scheduled staff meeting. No staff meetings were 

scheduled for this time period. As a resuli, the researcher was granted permission to 

attend the settings on several occasions. The Nune Managers advised staff of the 



opponunity to participate, and announced the time and location where they could be 

involved. RN's approached the researcher at thrir convenience. Workloads were 

rnanaged by regularly - schedded relief staff in their absence. Contirnation of 

informai consent was obtained at the time of  the Q-sort procedure (Appendix C). The 

Permission to Contact form ( Appendix B) was not util ized. 

Participation in this study was voluntary, and respondents were advised that they 

could withdraw from the study at any time. Respondents' names were not used, Q-sort 

packages were identi f id only by number. Raw data that was collected has ken kept in 

a locked filing cabinet and will continue to be for a period of selien years; i t  will be 

available only to the researcher and ber thesis advisory cornmittee. Data will be 

destroyed following the seven year period. A copy o f  the study results will be made 

available to the Ethical Review Committee of the University o f  Manitoba, the GGH 

Nursing Research Committee, and to any respondent who requests results. 

3.3 Data Analysis 

Recomrnendations from the literature and the desire to replicate the rrcently 

completed work o f  deLeon-Demare et al. detennined the data analysis procedures to be 

employed. The sorting o f  the Q-set into pre-determined piles allowed the scoring o f  

individual items, based on the pile into which they were placed. Mean scores for each 

item were determined, and compared between the two groups as rank scores. Items 

were also caiegorized to facilitate cornpanson of results of historical studies (see 

Appendix G). Categones were previously identified by deLeon - Demaré et al. The 

categories are comparable with those found in the MI teaching literature. 

The Mann-Whitney U coefficient test determined the agreement of ratings of each 

item (Rosenthal, 1992). The SPSS Version 8.0 for PC facilitated the statistical analysis 

procedure. Statistical significance was considered at the p = .O 1 and p = -05 levels. 



Statistical consultation was provided by statisticians associated with the Manitoba 

Nursing Research Institute. 

Following statistical consultation, K. deLeon - ~ernare'(hrad researchrr) was 

approached and asked to share raw data from her 1 996 study. Thorough cooperation 

and suppon provided a random sample o f  20 subjccts' responxs. The equal sample 

sizrs were used to increase the validity o f  statistical cornparison o f  the two studies' 

resuf ts. 

3.4 Summary 

A descriptive Q methodoloby design was utilized to determine which items from the 

HAB nurses perceive will brr the most helpful to pst-MI patients in the early 

convalescent period. The results o f  anaylsis of the Q-sort were compared with results 

recrntly obtained from patients, using the samr methodology ((deLeon-Demaré et al., in 

press). Categorization of HAB items facilitated a cornparsion o f  these results with 

tindings o f  earlier, comparable studies. 



CHAPTER FOUR: RESULTS 

4.0 introduction 

The purpose o f  this study was to deteminr which information shared with 

myocardial infarction patients i s  deerned to be rnost helpful for those patients by the 

nurses who provide the tachinp. The perceptions o f  nurses in an intensive care unit 

were compared with those o f  nurses on a medical ward. Ten nurses were studied from 

each setting. The nurseso perceptions were also compared with those of myocardial 

infarction patients. The results From thrre studies in the 1980's wrre used for a 

historical perspective. A rrcent study by deleon-Demaré et al surveying pst-MI 

patients was available for cumnt comparisons. Both the deleon-Demaré et al and the 

current studies consisted o f  a card sorting procedure, in which participants sorted items 

from the Heart Anack Book into piles nted from "most helpful" to "least helpful". An 

"undecided pile was included. Pile sizes were predetermined by the Q-sort procedure, 

and were identical in the two studies. Information items were then given a score, based 

on their pile placement. A rank was detennined using the mean scores for each item. 

Items were also grouped into categories. The ranking of  categories were utilized as a 

cornparison between the current and historical studies and between patients' and 

nurses' responses. Demographic information was collected from the participants in the 

f o m  o f  a short questionnaire. Data analysis was pefonned utilizing SPSS Version 8.0 

for PC, 

The data from the questionnaire and the Q-sort procedure are presented in the 

foilowing format: 

4.1 Sarnpie characteristics. 

4.1.1 Demographic description. 

4.1.2 Nursing and MI Teaching experience. 

4.2 Heart Attack Book Category Rankings. 



4.3 Heart Attack Book instructions! i trms 

4.3. I hem m k e d  "Most Helptb!". 

4.3.2 Items ranked "Lest Helpful". 

43.3 1 tems ran ked "Undecided". 

4.4 Comments Made by Nunrs dunng Data Collection. 

4.5 Sirnilanties and Differences in Item Rankings Between Nursing Groups. 

4.5. l ltrms ranked -"Most Helpful". 

4.5.2 Items ranked "Least Helpful:. 

4. S.  3 1 tems rankctd "LJndecided7' 

4.6 Simi larities and Di fferences in 1 tem Rankings Brtween Nurses and Patients. 

4.6.1 Items Rûnked "Most Helpful:". 

4.6.2 Items Ranked "Least Helpful". 

4.6.3 Items Ran ked "Undecided". 

4. I Samplr Characteristics 

1. I . I Demographic Description 

Data were obtained from two groups of nurses employed in differing areas of  a 

community hospital (Intensive Care Unit - [CU and medical ward - 3N). Data 

collection occuned in A p d  and May of 1997. The mean age of  the nurses from ICU 

was 42; the mean age for the medical ward group (3N) was noteably, although not 

signifcantly, lower, 35 years (p = 0.057). The majority of each group were mam-ed and 

were rmployed full-time. The RN Diploma level of educûtion was the most cornmon 

for both ICU and 3N nurses. A certificate course was also held by 30% of ICU nurses. 

The 3N group had no rnembers with certificate courses completed. This educational 

level difference was not statistically significant (p = 0.10). 



4.1.2 Nursing and MI Teaching Experience 

The meaan number of  ymrs which ICU nurses who participated in this study have 

bcen RNs was 19.8. The mean For the 3N nurses was less, 11.7 years ( p  = 0.061). 

The meon number of years which the ICU nurses have been involved in MI teaching 

was significantly longer ( 13.4); than for the 3N nurses: 8.9 (p = 0.02). 

Table I describes the socio-demognphic characteristics o f  both groups of nurses in 

more detail: 

Table 1: Demographic Chamcteristks of tbe ICU and 3N Croups 

ICU CROUP 3N CROUP 
(n=lO) (n= 10) 

- .  . 

AGE 
Range 
Mean 

MARITAL STA'I'US 
Mamed 
Single 
Divorced 

EMPLOYMENI' STATUS 
Full-time 
Part-time 

EDUCATtON LEVEL 
RN Diploma 
RN Diploma with Certificate Course 
BN Degree 
BN Degree with Certi ficate Course 

RN EXPERIENCE 
Mean Number of  Years 
Range 

MI TEACHING EXPERIENCE 
Mean Num ber of Years 
Range 

3 1-56 years 
4 1.7 years 

19.8 
I O  - 3 3  years 

2744 years 
34.8 years 

11.7 
7 - 25 ycars 

8-9 
3 - I 7  years 



4.2 Heart Attûck Book Category Rankings 

Instructional items werr ranked individually and in categories to hciliiatt: 

comparison among nursing groups and patients. The categorirs wrre prwiously 

detennined in the deLeon - Demaré siudy. Categories flowed nat ural l y from item 

content, and are similar in the present and previously completed studies. Where 

category titlrs differed in the literature, the researcher utilized her own j udgement to 

detemine if the content was equivalent. Category titles are as tollows: 

Anatomy and Physiology 
Risk Factors 
Psychosocial Aspects 
Medicat ions 
Diet 
Aciivity 
Actions for Survival 

FIAB instructional items included within each category are l isted in Appendix H. 

Table 7 provides a corn prison o f  the ranked means for each category, between ICU and 

3N nurses in this study. 

Table 2: HABCategory Ranked Means: K U  vs3N 

CATEGORY 

Actions for Survivat 
Medications 
Risk Factors 
Anatomy & Physiology 
Psychosocial Aspects 
Diet 
Activi ty 

MEAN SCORE (RANK) 
ICU 3N A J,L 

2.29 ( 1  ) i.81 ( 1 )  2.05 ( 1 ) 
3.75 (4) 3.54 (2) 3.65 (2) 
3 -42 (2) 4.15 (3) 3.76 (3) 
3.70 (3)  4.40 (4) 4.05 (4) 
4.21 ( 5 )  4.57 (7) 4.39 ( 5 )  
4.70 (6 )  4.46 ( 5 )  4.58 (6)  
4.71 (7) 4.49 ( 6 )  4.60 (7) 



4.3 Heart Attack Book Instructional ltems 

lnstructional items wrre scored based on pile placements by the nurses. A low score 

was the result o f  the item k i n g  ranked in predominantly the "helpful" piles. A high 

score \ a s  the result of the item being ranked in predominantly the 'œunhelpful" piles. A 

mid-point score was obtained by the item receiving primarily "undecided" ranking, or a 

cluster of  rankings around this point. Utilizing SPSS for PC Version 8.0, the mean 

score o f  each item was deterrnined for the nurses overall, and then for the two groups of 

nurses. Individual mean scores are not reported in this study, due to the volume o f  HAB 

items. Of practical interest arc those items which nurses believed were the -'Most 

Hel pful", the "Least Ciel pful" and those upon which they were "Undecided". Results 

within two standard deviations were reported in each category. Cornparison to the 

finding o f  deleon-Dernaré et al is  facil itated by this categorization. 

4.3.1 ltems ranked "Most Helpful". 

The items chosen by nurses to be most helpful for MI patients to leam were items 

categorized as "Actions for Survival". Table 3 describes these items: 

Table 3: Heart Attack Book Items Ranked "Most Helpfulw 
by Nurses (n=20) 2 Score < 2.95 

n 

X CARD 
SCORE NUMBER ITEM 

54. What actions 1 should take if signals ofa heart attack occur. 
53. What the signals o f  a hean attack are. 
56. When 1 should take "nitro". 
57. How I should take "nitro". 
55. When an ambulance should be called. 
5. What the differences between a heart attack and angina are. 
28, How to take my medications. 
24, Why each medication is taken. 
2, What a heart attack is- 
52. What syrnptoms 1 should cal1 rny doctor for. 



4 . 3  Items ranked "Lrast tlelpful" 

The items chosen as "Least tlelpful" by ail nurses were those related to information 

nerded by patients for self c m  and risk factor rnoditication. The items are describrd in 

Table 4. 

Table 4: Heart Attack Book ltems Ranked "Least Helpfulw 
by Nurses (n=ZO) score > 5.10 

x CARD 
SCORE NUMBER ITEM 

6. 
JO. 
44. 
4 1 .  
32. 
9. 
58. 
45. 
16. 

What oiher tests my doctor may order in the weeks to corne 
Tips to manage my activities when the wrathrr is hot or cold. 
My personal maximum pulse rate when exercising. 
The necessity for wam ups and cool downs when exercising. 
Tips to reach my goal weight. 
Where I can go to leam to stop smoking. 
That "nitro" are not habit fonning. 
Tips to manage a regular walking program. 
That alcohol can increase my blood pressure. 

4.3.3 ltems Ranked as "Undecided". 

The item most frequently placed into the "undecided" pile (mode - 4) was: 

1 7. How i can tell if my blood pressure is high. 

Items with mean scores o f  3.9 - 4.1 were also regarded as "Undecided" (p. 40): 



Table 5: Heart Attack Book Items Ranked "Undecided" 
by Nurses (n=20) score 3.9 - 4. I 

- 
X CARD 
SCORE NUMBER ITEM 

4.05 14. That high blood pressure increases the risk o f  a h e m  attack 
4-05 31. That king ovrnvright increasrs the risk ol'a heart attack. 
4.10 4. How the heart heals afier a heart attack. 
4. I O  59. How to store my "nitro". 

4.4 Comment~ Made by Nurses During Data Collection 

A recurrent theme in the comments made by nurses from both groups was that they 

felt al1 the HAB items under consideration were important for patients to learn. 

Frustration was expressed with the methodotogy, which required that a certain nurnber 

of items be ran ked as "unhelpful" and "lcast helpful". The researcher would state the 

premise that nurses are having to pnonze their teaching due to time constraints, and that 

the study sought to identiw those priorities. The nurses unanimously agreed that this 

was occurring. The reminder of this issue did expediate the card son process for many 

of the nurses. Frustration was also expressed that the researcher was not speciwing the 

type of MI patient (ie: tint-time Mi, or patient with recurrent MI). Nurses stated that 

they personalized their education plan, based on the patient's pnor knowledge level. 

Certain HAB items would be briefly reviewed or omitted altogether if the patient had 

received former MI teaching. In response to this problem, the researcher asked nurses 

to consider dl MI patients in general. 

Several nurses also commented that if they knew linle or nothing about the HAE3 

item on the card they were sorting, it oflen was delegated to one of the "least helpful" 

piles. In two instances, the nurses felt ihat certain content was better taught by a 



discipline other than nursing, and therefore was a low priori ty h m  their perspective. 

Another nurse alluded that if shr was unaware of the information contained in the card, 

it probably was not of-value for patients to leam. 

The two nursing groups noted that al1 information included in the card sort was 

probably not realistic for MI patients to learn during their hospitalization. ICU nurses 

in particular recognized the limitations of patient leaming in their setting. 'They (MI 

patients) would never remornbtx any of this stutY, anyway", "Patients are just too 

overwhelmed, they have to h l  ieve that thcy have actually had a heart attack, first". 

Three ICU nurses said that ihry believed MI traching in the ICU setting was a "waste of 

tirne". The focus on items classified as 'Actions for Survival' in the ICU teaching was 

ratiunalized as "...if they do leam anything from us. it should be what they need to know 

to ~urvive'~. 

Ward nurses similady felt that the actual retention of information by patients before 

discharge was limited. "lt's not until they (MI patients) are in  the real world that they 

real ize what they need to know". Two nurses expresscd relief that community 

resources for MI patients exist to fil! in these knowledge gaps after discharge. "They 

aren't going to listen to me tell them how to quit smoking - 1 just try to plant the seed 

(that smoking is a risk factor, and the patient needs to quit smoking). There are experts 

and supports out there (in the community) for that". One esperienced nurse noted that 

the use of thrombolytics in the intital treatment of MI has lessened the complications 

from MI, and therefore, the patients' recognition of the gravity of having had an MI. 

This nurse implicd that the experience of MI may no longer be as immediately 

life-threatening (and therefore the patient is not as motivated tu leam about it) until they 

get home and start feeling the physical repercussions. The other nurse present at the 

time, felt that because the patients did not feei as ill, they were actually more ready to 

leam about their MI in hospital (since the advent of thrornbolytics). 



4.5 Differences Betwern Nursing Groups 

4.5.1 ltems Ranked as "Most Helpful". 

The study tindings reveal that both groups of nurses agreed on xverai information 

items to be "Most Helpful". The items could be summarized with the phrase "Actions 

for Survival'~, and art: listed in  Table 3 (p. 38). Non-paramrtric tests were utilized to 

detemine the significancr of any differences in the rankings for each o f  these items by 

the two nursing groups. The Mann- Whitney Test revealed there were no statistically 

significant difkrences in the way ICU nurses and 3N nursrs ranked each of the "Most 

Helpful" items (Table 6). Of note, however are the scores for Item 54: AI1 3 N  nurses 

placed this item in the -'Most Helpful" pile (mean and median both = 1 .O). A p value of 

.O68 indicates a difference which is nearly statistically signiticant at the .O5 level, and is 

probably practicûlly signiticant, based on the unanimity of the scores by the ward 

nursrs. Three of the ten ICU nurses each rankrd Item 54 uniquely - this group of  nurses 

were not as uniforrn as the 3N nurses. 

Ta Me 6: Significant Differences o f  Items Rankeû "Most Helpful" 
by K U  Nurses (n=I O) and 3N Nurses (n=lO) 

* denotes statistical significance 

ITEM 
54 
53 
56 
57 
55 
5 
28 
24 
2 
52 

ICU X 
1.4 
1.5 
1.9 
2.0 
2.2 
2.3 
2.3 
2.4 
2.4 
3.4 

ICU M 
1 *O 
1 *O 
1 .O 
3-0 
2.0 
2.0 
2.0 
2.0 
2-0 
3 -0 

NOTE: X = mean; M = median 



Intensive Care nurses included items with Anatorny & Physiology bases in the "Most 

Helpful" category:, e-g.: "What causes chest pain", and "How the hean heals after a 

har t  attack". Several teaching items related to Risk Factors and Psychosocial Aspects 

were included here by ICU nurses as well. Table 7 identifies HAB items ranked as 

'Most Helpful" by only the ICU nurses. Table 8, in contrast, lists those items which 

only the 3N nurses ranked as "Most Helpfuul". The differences in scoring by thesr two 

groups were significant for several o f  the items. 

Table 7: Heart Attack Book Items Ranked 'Most Helpful" 
by ICU Nurses (n=IO) X score < 2.95 

* denotes statistical sipiticance 

- 
X CARD 
SCORE NUMBER ITEM p VALUE 

2.30 3. Whnt causes chest pain. .039* 
2.70 4, How the hem heals afier a heart attack. .O 1 O* 
2.80 7. That smoking increases the risk of  a heart attack. .O01 * 
2.90 2 1. It is normal to feel fear, anger, or sadness after a hean attack.268. 
3 .O0 10. That smoking damages the heart and if 1 quit smoking some o f  this 

damage may go away. .020r 

Table 8: Hart Attiek Book Items Ran keâ 'Most Helpful" 
by 3N Nurses ("=IO) X score < 2.95 

- 
X CARD 
SCORE NUMBER ITEM p VALUE 

3 -00 27. What to do if I forget to take my medication(s). 290 



4.52 Items Ranked as "Lxasi Helpful". 

There was one signiticant ditkence in the rankings of the HAB items which were 

considered to be "Lrast Helptul" by the two nursing groups: 

Table 9: Significance o f  Differences between "Least Helpfuf" Rankings 
by K U  Nurses (n=10) and 3N Nurses (n=lO) 

* denotes significant pvalue 

rL 

NOTE: X = mean; M = median 

Item #45 is "Tips to manage a wal king progam". The mean score for item 45 for [CU 

nurses was significantly di fferent from the mean score for 3N nurses. However, the 

groups agreed that this item belonged in the "Least Helpful" grouping. 

In addition to those items ranked as "Least Helpful" overail in Table 3, the C U  

nurses were unique in including Risk Factor Modification items in the "Least Helpful" 

category, which the 3N nurses did not (Table 10, p. 45). Nunes from 3N also ranked 

several items as "Least Helpful" (also risk factor modification items) which were not 

included in the K U  nurses' l is t  (Table 1 1, p. 45). Significant differences were noted in 

the way the groups scored two of these items. 



Table IO: Herrt Attack Book items Ranked "Least Helpful" 
by [CU Nurses ("=IO) Xsrore > 5-10 

* denotes statistical significancr 

- --- 

S CAZU) 
SCORE NUMBER ITEM p VALUE 

5.60 36. tlealthy ways to rat out. .O 19* 
5.30 37. How to read ingredieni labels on fo~ds. 392 
5.30 17. How I can tell if rny blood pressure is high. .696 
5.10 42. How I should feel when I exercise. .632 
5.10 39. How to start an exercise prognrn. .813 
5. I O  13. My blood cholesterol level. .755 

Table I I :  Heart Attack Book Items Ranked "Leost Helpful" 
by 3N Nurses (n=lO) X score > 5.10 

* denotes statisticd sigificance 

CI 

X CARD 
SCORE NUMBER ITEM p VALUE 

5.50 4 . HOW the heart heals aHer a heart attack. .O 1 O* 
5.20 21. How to share my feelings if I am a h i d ,  angry or sad. 356 
5.10 W. Thefoodslneedioincludeinmydiet. 643  



4.5.3 items Ran ked as "UndecidedT'. 

Table 12: Signifieance o f  Differences in Rankings Wndecided" 
Tor ICU Nurses (n=lO) and 3N Nurses (n=IO) 

* denotrs significant pvalue 

Item #J, "How the hcart heals alier a hean attack" was considered to be "Most Helpful" 

by [CU nurses (3 = 2.70), but **Lrast Helpful" by 3N nurses (X = 5.50). 'This is a 

sipifkant differencr ai the .O I level. 

4.6 Similari ties and Di frerenccis between Nurses and Patients 

4.6.1 CIAB Category Rankings 

A random sample of data from deLeon - Demaré et ai's study orpatient perceptions 

was utilized to calculate means for each HAB caiegory earlier identified. The means 

were then ranked to determine the categories considered to be most helpful by the two 

groups. Table 13 summarizes these findings (p. 47): 



Table 1.3: WAB Category Ranked Means 
Ranked by Patients and Nurses 

- 

PATIENT 

HAB CATECORY MEAN 
Acrions for Survival 3.10 

Medications 4.05 

Risk Factors 4.30 

Anatomy & 3.18 
Physioloby 
Psychological Aspects 3-90 

C)kt 4.05 
Activity 4.20 

PATIENT 

RANK 
I 

4 
7 
7 - 

NURSE 
iMEAN 

2.05 

3.65 

3.76 

4.05 

NURSES 

RANK 
I 

- -- -- - - - . - - - - - . - 

NOTE: PATIENTS: deleon-Demare et al randorn sample of 20 patient respndents 
NURSES: current study results n = 20 nurses 

Nurses and patients were found to agree on the top ran king of "Actions for Survival" 

as a category of HAB teaching items. There was also congruence in the ranking of the 

"Aciivity" category at the bottom of the list. An interesting ditrerence is noted in the 

ran king of "Risk Factors". Nurses placed this category third in prionty; patients rated it 

last in priori ty. 

4 . 6 .  Items Ranked "Most Helpful" 

The "Most Helpful" teaching items identified by patients in the study conducted by 

deleon-Demare et al are provided in Table 14 (p. 48). 



T b  14: Heart Attack Items Ranked "Most Helpful" 
by Patients (n=20) scores c 3.15 

-- 
% CARD 
SCORE NUMBER ITEM 

- 
The foods 1 need to cut back on in my dirt. 
What symptoms I should cal! rny doctor for. 
Whai causes chest pain. 
What the ciifkences betwwn a h a r t  attack and angina are. 
What symptorns the patient should cal1 the doctor about. 
What actions 1 should take if sipals of a hean artack occur. 
What a heart attack is. 
How the heart heals atier a heart attack. 
What I can do to control my blood pressure. 
Whai the signals o h  heart attack are. 

-- -- - -  

The list o f  '-Most tlrlptul" items k r  patients is similar to that produced by the nurses 

(Table 3, p. 38). Mean scores are higher in the patient group, and three o f  the "Actions 

For Survival" items scored > 3. i 5 as a result. Therefore. these items did not appear in 

Table 14. A random sample o f  20 participants from the deleon-Demaré et al study was 

collected in order to produce this ranking, rvhich does ditTer from the results obtained in 

the original study (n= 100). The significance o f  any differences in the rankings of these 

items by patients and nurses were also calculated from the random sûmple. The p 

values of the Mann-Whitney Test for the "Most Helpful" ranking are given in Table 15 

(p. 49). 



Table 15: Signifieance o f  Differences in Rankings "Most Helpful" 
for Nurses (n = 20) and Patients (n = 20) 

* denotes signnificant p value 

ITEM 
33 
52 
3 
5 
60 
54 
2 
4 
15 
53 

NURSES' X 
3.85 
2.95 
3 -00 
4. IO 
3.25 
1.20 
2.75 
4.10 
4.15 
1.55 

PATIENTS' X 
3.3 5 
2.55 
1.65 
2.65 
2.70 
3.75 
7 95 -. 
3 .O5 
3.15 
3.15 

P VALUE 
0.00 1 * 
O. 496 
0.624 
0.236 
O. 163 
0.000* 
0.639 
0.131 
0.034 
0.00 1 * 

- 
NOTE: PTS X = mean of random sample o f  patient data 

Sibmificant dityerencrs were found for three of these items. Patients felt that #33: 'The 

toods I need to cut back on in my diet' was "Most Helpful", but nurses did not. In 

contrast, nurses filt that #53: -What the signals ofa hean anack are' and #54: 'What 

actions 1 should take if signals of a heart attack occur'were significantly more helpful 

than patients did in relation to other HAB items. 

4.6.3 Items Ranked "Least Helpful" 

A cornprison of the contents of Table 4 (p. 39) and Table 16 (p. 50) demonstrates a 

number of differences in the items which were ranked as "Least Helpful" by nurses and 

patients. Table 17 (p. 50) provides the p values calculated to determine signiticance of 

these differences, again utilizing a random patient &ta sample. 



Table 16: Neart Attack Items Rankeû "Least Helpful" 
by Patients (n = 20) % score > 5.05 

- 
X CARD 
SCORE NUIMBER ITEM 

5 -90 9. Where i can go to lram to stop smoking. 
5.95 8. How to stop smoking. 
5.80 I O. That smoking damages the heart and if I quit smoking 
some of this damage may go away. 
5.50 7. That smoking increases the risk of a heart attack. 
5.05 5 8. That "nitro" are nut habit fonning. 

Table 17: Significance of  Differences in Rankings of "Least Helpful* 
for Nurses (n = 20) and Patients (n = 20) 

* denotes significant p value 

- .  -- .- 

ITEM NURSES' X PATIENTS' X P VALUE 
9 5.50 5.90 O. II3 
8 4-90 5.95 0.007* 
10 3.80 5.80 0-000" 
7 3.78 5.50 O.OOO* 
58 5.30 5.05 0.286 

C 

NOTE: PTS X = mean of random sample o f  patient data 

Items #7, #8 and 4 10 were noted to be ranked significantly ditTerently by nurses and 

patients. These were items containing information to aid patients in quitting smoking. 



46.4 Items Ranked "Undecided" 

A corn parison of' Tables 5 (p. 40) and 18 will also demonstnte a diffirence in the 

items nnked as "Undecided" by patients and nurses. P values for thzse ditlkrences 

(calculated from a nndom sample of patient data) are provided in Table 19. 

Table 18: Heart Attack Book Items Ranked Wndecided" 
by Patients (n = 20) score 3.9 - 4.1 

- - 
,Y CARD 
SCORE NUMBER ITEM 

4.10 35. Healthy ways to cook. 
4.05 27. What to do iî7 torgrt to take my rnedication(s). 
3.90 39- How to stan an exsrcise program. 
3.90 72. How to share my Rrlings if l am afraid, a n g y  or sad. 
3.90 2 1 .  It is normal to feel fear, anger, or sadness aAer a heart attack. 
3.90 6.  What othrr tests my doctor rnay order in the weeks to corne. 
3.90 1 .  How the heart works 

Table 19: Significance of Differences in Rankings of  "Undecided" 
for Nurses (n = 20) and Patients (n = 20) 

* denotes signifiant p value 

ITEM NURSESt X PATIENTS' X P VALUE 
35 3.70 4.10 0.208 
27 3.25 4.05 0.040f 
39 4.95 3.90 0.047* 
22 4.85 3.90 0.098 
21 3.25 3.90 0.095 
6 5.90 3 .90 O.OOO* 
1 4.60 3 -90 0.21 1 

- - 

NOTE: PTS X = mean of  random sample of patient data 

There were three items ranked signîficantly different by nurses and patients in the 

"Undecided grouping. Patients felt that knowing about tests to anticipate and how to 

start an exercise program were more helpful than nurses did. In contrast, nurses felt 

that patients should know more about what to do if medications were forgotten. 



4.7 Summary 

Findings thrn this study indicate that overall, ICU and 3N nurses agrre ihat Actions 

For Survival i s  the "Most HelptÙl" category o f  items for patients to leam. These nursing 

groups alw ranked the categories of Anatomy and Physioloby, Risk Factors and 

Medications wiihin the ncxt thne most hclpful categories. Signiticant diRcrrncrs were 

found for unly six individiual items within those categor~es. 

Nurses and patients were also found to agree with the top ranking o f  Actions for 

Survival as a catcgoory. Significant differences were found For two items within the 

catrgory, which nurses ranked much higher than the patients did. Nurses and patients 

ranked the Risk Factor category very differently, with patients placing it seventh in 

priority of the srven categories. Within this category, there were signiticant di tlèrences 

in the rankings o f  items related to smoking cessation and diet restrictions. 



CHAPTER FIVE: DlSCUSSION 

5.1 Introduction 

This chapter will discuss the results o f  the ranking o f  Hem Attack Book 

instructional items from the nurses' perspective. Findings in this study will be 

compared to the literaturt, and to those o f  deleon-Demarc a al who studkd patient 

perceptions. The implications of  the siudy will be discussed under the headings: 1 ) 

discussion o f  tindings, 2) strengths and limitations of the study, and 3 )  implications tor 

nursing rexarch, education and practice. 

5.2 Discussion o f  Findings 

5.2.1 Nurses' Rankings of  HAB Items 

The purpose of this thesis was to determine nurses' perceptions o f  the relative 

importance o f  individuai items being taught to p s t - M l  patients from the Heart Aaack 

Book. The present health care climate in Manitoba (and elsewhere) i s  dwindling the 

time available to nurses to engage in patient teaching activities. Nurses increasingly 

must strearnline their teaching strategies, O Aen focusing on content they deem to be the 

most helpful for the patient to leam. Whether the decision to elirnînate or minimize 

certain content areas is an individual decision made by the nurse, or one made in 

conjunction with the patient, will vary with the circumstances. Understandably, this i s  a 

situation with which every nurse has had some experience once involved in MI 

teaching. Nurses were asked to draw on this experience when ranking the HAB items 

into piles of relative helpfulness to the patient. The piles were restricted in size. The 

nurses perticipating in this study were employed at the Grace General Hospital in 

Winnipeg. 



Patients admitted to the Gracr Hospital with the diagnosis o f  acute myocardial 

infarction begin their stay in the l ntensive Cûre Unit for typical ly 24-77 hours (assuming 

no complications). From the [CU, stable patients are then transferrrd to the Medical 

Ward (3 North) for the remainder of  their hospital stay (2 - 5 more days). At this 

facil i ty, pst-MI patient education rare1 y occurs outside these two settings. The Hean 

Atiack Book is  the main resourcc utilizrd in instruction. Each M I  patient receives a 

copy of  this manual. Sections of the manual are reviewed with patients by the 

fol lowing disci pl ines: Nurses, Pharmacists, Physiotherapists and Dieticians. 

Study participants werr a conveniencr: sample (self selected volunteers) who were 

pemitted tirne away from their dutirs to cornplete the Q-sort procedure. Nurses from 

the ICU were s i  gni ficantl y older and had signi ficantl y more MI teaching experience 

than the nurses from 3N. All were kmale. The K U  nurses in genrral had a higher 

level of education, but not a signiiïcant différence from the 3N nurses. These hdings 

are typical o f  nurses employed in thrse two settings. 

The HAB teaching items chosen as the 10 "Most Helpful" by al1 nurses (Table 3, p. 

38) were items classified as "actions for survival", "anatomy and physiology" and 

"medications". Al1 seven HAB items in the study classified as "actions for survival" 

were included in the -'Most Helpful" category by nurses overall. There was no 

significant difference in the ranking o f  these items between the K U  and 3N nurses. 

This result is in keeping with those of prior studies examining MI patient teaching by 

nurses. Gerard and Petenon ( 1984), Karlik and Yarcheski (1987). and Casey, 

O'Connel1 and Price ( 1984) al1 round that nurses highly ranked teaching about 

information necessary for recognizing and dealing with chest pain and complications. 

The emphasis on this information is iogical and reassuring, as patients experiencing one 

MI are at risk for future recurrences. Earfy recognition of symptoms and prompt 

treatment are proven to lower the mortafity rate from MI (Raleigh and Odtohan, 1987). 

Patients who are knowledgeable and who also have current experience with MI 



symptoms are much more likriy to scrk medical carr in a timcly manner. Theretore, 

this education may Save lives. In situations where teaching is limited, e-g.: the very 

rlderly, this information rnay be the only section d'the HA6 which is addressed. 

The most common top priority for patient teaching in the literature was not "actions 

tor survival", but rather "medications". Nurses in each o f  the 1 984 studies ran ked 

medications as the most important content area to be taught. Both Coronary Care Unit 

(CCU ) and post-CCU nurses in Gerard and Peterson's study gave medication 

instruction top priority. The cards to be sorted in the present study included ten (10) 

i trms pertaining to medications. Two o f  these were rankrd as "Most Helpfu1'- by nurses 

overall, and a third was considrred to bt: in that category by the 3N nurses. The former 

items: "Why each medication is takcn" and "How to take my rnedications" are 

generally accepted as essential for patients to know (Dodge, 1977). Medication 

instruction is completed by a pharmacist as part ofthe teaching protocol at Gract 

Hospital, but was perfonned by nurses participating in earlier research studies. Nurses 

in this study apparently still prioritized medication information as important for the 

patient to know, and some rnay include this content in their own teaching. The latter 

item, "What to do if l forpt to take my medications", was ranked significantly higher 

by 3N nurses, who are typically preparing the patient for discharge. Post-discharge is 

the only time this item would become an issue, as medication administration is a 

nursing responsibility while the patient is  in hospital. It is logical that this item would 

be a low priority in the ICU setting. 

Medication items from the card sort which were more neutrally ranked were 

pertaining to side effects, the dangers o f  stopping medications, the effect of alcohol on 

medications, and the role of the community pharmacist in answering patient questions. 

The item "That 'nitro' are not habit forping" was included in the "Least Helpful" list. 

Several nurses laughed while reading this item, noting they felt that this was common 

knowledge. It is not known if nurses felt pharmacists adequately covered the topics 



the? had rankrd lotver. or if they k l t  these were lrss of a priority overall. Several 

nurses made verbal comments that they would not know what to teach the patient 

regarding this subjrct matter. and ihrrefcre had priontized them lowver. Overall. 

medications were rünked second out o f  the seven categories o f  HAB items by nurses in 

this study. 

HAB items classiRed as risk factor identification and modification strategies 

numbcrrd 14 in this study. OC these, content was distributed as fol lows: smoking (4); 

cholrsterol(3); hypertension (5) and stress (2). Overall, these items were ranked third 

in helpfulness for pst-M I patients to learn. This is  an encouraging di t'ference from the 

Genrd and Petrrson study ( 1984), in which nurses ranked this category as one lowest in 

priority, but thrir CCU and pst-discharge patients had ranked it as the most important 

one to leam. Karlik and Yarcheski's replication study three years later demonstrated 

changing nurse attitudes toward risk factor education, as CCU nurses ranked it third out 

o f  the 8 Cardiac Pat irnt Lsarning Needs Inventory (CPLNI) categories. The present 

study produced similar findings. Sevenl nurses who pûrticipated in the study made 

comments that they were aware o f  the aforementioned results. These nurses were 

members oFa cornmittee which had reviewed MI teaching at the hospital approximately 

six rnonths prior. It is  encouraging that nursing research is king  communicated to and 

utilized by sorne bedside nurses. However, it is disappointing that this information was 

not shared with al1 nurses involved in MI patient teachîng. 

Nonr o f  the risk factor items individually made the top I O  "most helpful" list for the 

nurses as a whole. The averaged means placed these topics in the following order (most 

hel pful to least hel ptùl ): stress, smoking, hypertension, then cholesterol. This order 

may represent: I ) those factors which are believed to influence the greatest number of 

patients; 2) those factors which are believed to be most lîkely to increase MI cisk; or 3) 

those factors which nurses believe they can influence patients to change through 

teaching. Several nurses commented that they felt teaching about risk factors, in 



particular, smoking, would be more rtfective post-discharge. Smoking cessation 

education may be more effective once the patient is engaged in this potentially 

darnaging behavior at home, as patient behavior is controlled while in hospital (Steele 

and Ruzicki, 1987; Hentinen, 1986). Conversely, some authors postulate that smoking 

cessation instruction is most pertinent when the patient is forced to quit by the 

hospitalization rxperience (Taylor, Houston-Mi ller, Killen, and DeBusk, 1 990). ICU 

nurses may have k e n  attempting to initiate interest in the smoking topic; two smoking 

items had low mean scores within the ICU subgroup. "That smoking increases the risk 

o f  a heart attack" (X = 2.8) and "That smoking damages the heart and if 1 quit smoking 

sorne of  this damap rnay go away" (X = 3.0). Since smoking behaviors among the 

nurses surveyed was not assessed i t  is impossible to detemine if personal smoking 

activity influenced the nursest responses. 

Stress and smoking education may have been emphasized by nurses because these 

are risk factors which only the patient themselves can alter. Hypertension and 

hyptrcholesteremia are risk factors which additionally have a medical treatment 

component. Nurses and patients alike may view physicians as a more appropriate 

resource in these areas. Tilley, Grepr and Thiessenbs (1987) study of preferred 

instructors provides support to this premise. 

Nurses in Gerard and Peterson's study ranked "anatomy and physiology" fi& (CCU 

nurses) and eighth (pst-CCU nurses) in priority out of eight teaching categories in the 

CPLNl (p = 0.003). Similarly, nurses in the present study ranked it fourth out of the 

seven categories. The card sort included six A&P items for nurses to consider. Two of 

these items were ranked as "Most Helpful": "What the differences between heart attack 

and angina are'' and "What a heart attack is". Two further items were so ranked by only 

the ICU nurses: " M a t  causes c hest p in" and "How the heart heals afler a kart 

attack". A significant difference was found between ICU and 3N nurses for the latter 

item. (p = 0.0 1 ). Nunes commented that patients needed some A&P in order to 



understand the medications and diet and activity restrictions that were being imposed 

un thrm. Additionally, nurses noted that this i s  one area that would be omittrd in the 

teaching of elderly patients who would have ditficulty learninp large quantities o f  

content. An item taught in this section, "What other tests my doctor may order in the 

weeks to corne" was ranked as the least helpful item overall in the card sort. ICU 

nurses noted that this was not important information for acutrly ili patients to br 

bothered with white in their area. The nurnber and divrrsity of possible diagnostic tests 

would also make this infornation overwhelming, ditticult to teach, and not appropriate 

for cvery patient. 

The averaged mmn ol' the two '-Psychological Aspects o f  MI Recovery" items was in 

the 'neutral' rang. These were considwed to be the fifth most helpful of the HAB 

catqorirs. Interestingl y, one item was ranked s i p i  ticantly higher than the other: item 

2 1 "It i s  normal to feel kar, anger or sadness after ii heart attack" (z = 3.0); versus item 

77, g ~ H o w  10 share rny tkelings i f  I am afraid, angry or sad" (X= 4.85, p = 0.04 I ). 

Nurses are educated to encourage patient expression o f  feel ings, and to validate such 

srnotions as normal. Few nurses, however, venture into the area o f  counsel ing patients 

on how to express their emotions, which may provide explanation for this différence. 

The categories o f  "Diet" and "Activity" were the least helpful o f  the seven goups o f  

HAB items. The averaged means of 4-58 and 4.60 respectfully, place these categories 

in the "neutral" range. This is fairly consistent with the literature, in which nurses 

involved in two out o f  three studies ranked diet and activity instruction as less important 

than other areas. The teaching involvement of dieticians and physiotherapists at the 

Grace Hospital may intluence the current results in "diet" and "activity". Nurses rnay 

perceive that these disciplines adequately cover the required content. Additionally, 

both diet and exercise are carefully controiled while the patient is hospitalized. Nurses 

rnay believe that their patients leam about restrictions by what types of food they are 

served, and by what activitics they are pemitted and encouraged to engage in. Diet 



instruction is  conducted with the family mernber primarily responsible For meal 

preparation (typically, a wi fe), in addition to the patient. These spouses are encouraged 

to contact the dirtary department dirrctly i Fand when questions arisr. Nurses rarely 

receive queries related to this knowledg area. Furthemore, anatomy and physiolugy 

and risk factor rducat ion rnay bt: viewed as prerequiçiirs to understanding the 

limitations being set in relation to diet and exercise. 

The basic nursing education prograrns of the participants in this study rnay have 

inHuenced their lower ranking o f  diet and activity items. The majonty OF nurses were 

Diploma prepared. Within the ti me constnints o f  t heir programs, these nurses rnay 

have received less instruction related to these topics, and thus perccived tthemselves as 

less competent to teach patients the content. The education levels o f  the two groups 

were not statistically di fferent, and correlations between education level and catcgory 

rankings were not determined in this study. A combination o f  al1 of these factors may 

have resulted in the low ranking o f  these two categories relative to the others. 

Table 10 (p.60) provides a corn panson o f  the ranking o f  HAB teaching item 

categories wit h categories similarly lak led in prior studies. 



'Fable 20: Cornparison o f  Jnformotional Categories 
Rankd by Nurses between Studies 

- - - 

INFORMATION A L  
CATEGORIES 
Actions for Survival 
Medications 
Risk Factors 
Anatomy & Physiology 
Psyc holopical Asprc ts 
Diet 
Activity 
Introduction to CCU(c ) 

STUDY #1 
3îa) 

1 
6 

7 
5 
8 
7 - 
4 

STUDY #4 
1 
2 
3 
3 
5 
6 
7 
d a  

STUDY X I : Gerard & Petenon ( 1984) Cornbined CCUand post-CCU nurses n = 36 
STUDY #2: Casey, 07Connell& Pnce ( 1984) CCU nurses only n = 33 
STUDY #3: Karlik & Yarcheski ( 1987) CCU nurses only n = 15 
STUDY #4: current study - Combined ICU and ward (3N) nurses n = 20 
NOTES: 
(a) Actions for Survival items wrre grouped into a catesory titlrd 'miscellaneous? 
(b) Actions for Survival and A&P items were grouped into a catepry titled 'the 
occurrence of MI' 
(c) Studies #2 and $4 did not include this category 

5.2.2 Nurse - Patient Congruency 

The parallelism of the "Most Helphl" lists produced by eeah of two nursing groups 

in the current study, and a sample o f  heart attack patients (de~eon-demaré et al) is 

noteworthy. Five teaching items identified by patients as k i n g  most helpful are 

included in the sarne rûnking by the nurses. These items are summarized by the terms 

"Actions for Survival" and "Anatomy and Physiology" (Table 2 1, p. 6 1 ). 



Table 2 1 : Items Consistently Ranked as 'West HelpfulWby Nurses and Patients 

- . - - . - - - - - - 
5 4. What actions 1 should takr if signals d a  heart attack occur. 
53. What the signals of a heart attack are. 
5. What the differences between heart attack and angina are. 
52. What syrnptorns 1 should cal1 my doctor about. 
7 -- What a heart attack 1s. 

A focus on "actions for survival" by both nurses and patients is reassurinp, as 

previousl y noted. Early recognition of symptoms and prompt medical treatment have 

been demonstrated to reduce mortal ity from M 1. Patients who have experienced a first 

MI have often delayed treatment, either failing to recognize the serious nature of their 

symptomatolo~y, or by experiencing denial of the possible sources for those symptoms. 

Both behavioun are well docurnented as common to curonary patients (Boyd and Citro, 

1988; Gi bson, 1987). Once faced with the diagmsis of "heart attac kW, patients ofien 

express first disbelief, and ihen gradua1 acceptance. Patients and significant others then 

perceive the meaning of the symptorns they experienced, and may encounter guilt for 

having delayed treatment. This tirne of revelation is often seized by nurses as an 

opportunity to intitate teaching regarding the "actions foc survival". Knowles' 

Principles of Adult Learning ( 1980) theory proposes that adults leam optimally when 

they perceive a gap in their knowledge, when the knowledge is immediately applicable, 

and when they can build upon pnor learninç experirnces. Knowles' widely accepted 

theory of adult leaming supports the nurses' intervention at this time in post-MI patient 

recovery. 

The congruence regarding the value of "actions for survival" items between nurses 

and patients appears to be isolated. Means for each HAB catepry are ranked in Table 

13 (p. 43). Nurses in the current study and patients in the deleon-Demare et al study 

conducted one year preMws are contrasted. Nurses and patients agreed on the top 

ranking of "Actions for Sumival", but disagreed on the ranking of "Risk Factors". 



Within the risk factor category, signi ficant di tterencs in the ran king oi'smoking 

cessation items were noted. Nurses were found to rank these items higher than patients, 

as they did for the whole category. Perhaps nurses rank risk factor information higher 

because they view i t  as valuable in preventing future Mls. Perhaps patients rank this 

information lowver due to distaste for the l i fe-style changes the information reminds 

them of. Since neither the nurses* nor the patients' smoking behaviors were assessed, it 

i s  impossible to speculate on the possible influence o f  non-smokers atternpting to teach 

smokers that the habit must be quit. This author speculates that nurses feel risk factor 

information is  more helpful to tearn because they are not personally required to change 

their own risk factors in order to recover from MI. 

The literature is  replete with stuides which suggest nurses and patients are ofien 

focused on differing leaming priorities (Linehan. 1966: Dodge, 1969 & 1972; Lauer, 

Murphy & Powers, 1982). Nurses were found to concentrate on general information, 

which would be safe to teach each and every patient. Patients in contrast. desired 

content to be related to their personal current condition (e.g.: immediate self care 

needs, how to minimize the cffects o f  therapy). However, subsequent to the 

development o f  the Cardiac Patient Learning Needs lnventory (CPLM) by Gerard and 

Petenon in 1984, studies have found increased hannony between the two groups 

(Karlik & Yarcheski, 1987; Casey, O'Connel1 & Price, 1984). Table 22 (p. 63) 

provides a cornparison o f  patients' perceived leaming needs since 1984 with the 

perceptions of nurses in the present study. 



Table 22: Cornparison of  Patient Hankings o f  MI Teaching Categories 
1984 - 1997 withNurse Rankings 1997** 

TEACHING 
GATEGORY 
Actions for Survival 
Medications 
Risk Factors 
Anatomy L Phys~oloby 
Psyc hologicai Aspects 
Dic-t, 
Activity 
introduction to CCU (c )  

1987 1996 1997"" 
STUDY #3 STUDY #J STUDY #S 

5 w  I 1 
3 4 2 
1 7 3 
2 - 7 4 
a 3 5 
7 4 6 
6 6 7 
4 nia n/a 

STUDY # I : Gerard & Prterson ( 1984) CCU patients n = 16 
STUDY #2: Casey, O'Connel1 & Pnce ( 1984) Patients 4-7 days post-MI n = 30 
STUDY #3: Karlik & Yarcheski ( 1987) CCU patients n = 15 
STUDY #4: deleon-ûemaré et al ( 1996) Patients n = 10 
STUDY $5:  current study ( 1997) ICU & ward nurses n = 20 
NOTES: (a) Actions for survival were included in a category titled "Miscellaneous" 

(b) Content was included in  a category titled "The occurrence of MI" 
(c) Studies #2, #J and #5 did not include this category 

The categories of "Mrdications" and "Risk Factors" were consistently ranked in the 

top three most important by patients in the early studies. However, these have both 

dropped into lotver-valued categories by deleon-Demaré et al's study in 1 996. 

Interestingly, nurses' responses in 1 997 were closer to the patients' 1987 desires than 

they were to the current study results from 1996. Aside from the "Actions for survival'' 

category, nurses who participated in this siudy may not be meeting patients' desired 

leaming ne&. Rather, nurses appear to be basing their teaching priorities on research 

data gathered a decade ago. 

Several explanations for this phenornenon are postulated: 

I ) Nurses are aware of the research findings of Gerard Br Peterson (1  984) and/or Karlik 

& Yarcheski ( 1 987), either by direct exposure to the results (e-g.: have read the journal 

articles), by indirect exposure to the results (e-g.: the content is included in orientations 



or inservices), or by inclusion o f  this content in their basic nursing education 

(appl icable to on1 y one ha1 f OF t he nurses, who have graduated since 1 984). This is a 

positive expianation, as the current prevaient bel id is  that bedside nurses for the most 

part are unoware o f  nursing research contributions to our knowledge base? and 

thmiore. underutilize such knowlcdge. This explanation for the study rcsults should 

alleviate the profession's need for concem. 

The nurses may be at least partially aware o f  the research tindings of  

deleon-Demaré et al. Members of this research team presented their preliminary 

rcsults at the Grace Hospital in May o f  1996. The thesis author was present for this 

discussion. but is  unaware if any subjects from the current study were also in 

attendance. This variable was not assessed in the questionnaire. The congruence of the 

top ranking of "actions for survival" items by both patients and nurses may have been a 

result o f  nurses' exposure to the deleon-Demare resul ts. Signi ficant di fferences in the 

rankings oof other categories reduces the I i  kelihood o f  this being true, however. 

Another possi bility is  that nurses who attended the session recal led only fragments o f  

the information presented. 

7) A second possible explanation for the nurses' responses retlecting mid-1980's 

research findings is the format of the Hean Attack Book itsel f, which was originally 

published in 1988. Items chosen from the 1988 HAB were utilized in developing the 

cards which were sorted for each of the latter two studies. Each of the studies were 

conducted prior to wide utilimtion o f  a revised version o f  the HAB, in 1996. In fact, 

findings from the deLeon-Demaré et al study were considered in the finakation of the 

1996 revision. The 1988 manual reflected earlier research findings, and was still the 

manual in use at the Grace Hospital when the cunent study was undertaken. Nurses 

involved in MI teaching employ the HAB directly - patients are given personal copies, 

and nurses and other disciplines refer directly to content within the book. Nurses' 



priorities may have been intlurnced by the sequencing and emphasis o f  content within 

the Heart Attack Book. 

An additional possible intluence o f  nurse perceptions is  the "MI Teaching Record" 

(Appendix 1). This document i s  a part o f  the permanent patient record upon which 

nurses and others document content areüs completrd as teaching progresses. Catrgories 

for teaching are listed in bold-face type. Each category is  Followed by a nurnber of 

detailed statements which capture essent iai knowledge the patient should understand 

within the category. The signature of the instnictor and the date o f  the instruction are 

placed beside each statement as they are concluded. Nurses and members uf other 

disciplines refer directly to this form while conducting patient teaching sessions. The 

sequencing, statements utilized to eliiborate on caieçories, and the need to document 

with signature that a given patient 'understands' the descriptive statement may al1 

in tluence which o f  the categories and statements nurses choose as most helpful for the 

patient to Ieam. 

3) Nurses in this study may br recountiny their own knowledge base when identibing 

the most helpful content for patients to leam. Nurses are educated in the current 

protocols for assessing and treating patients experiencing c hest pain, both in their basic 

nursing education and in orientation to the setting in which they are employed. [CU and 

3N at the Grace Hospital have standing orders for the treatment of such corn plaints with 

rest, oxygen therapy and sublingual nitroglycerine. Furthemore, Basic Rescuer 

Cardiopulmonary Resuscitation is a requinment of  nursing employment at the Grace. 

This program, developed by the Heart & Stroke Foundation of Mantioba, requires 

knowledge o f  MI symptomatology and identjfication of appropriate actions for 

engaging EMS services for certification. Such knowledge is also teflected in the 

"'actions for survival" content o f  the HAB. Thus, nurses may simply be emphasizing the 

information which has been repeatedly noted to be valuable for patients to leam. 



ln similar Sas hion, nurses' bilure to emphasizr content relatrd to psychological 

aspects o f  MI, diet and activity content, may be a result of nurses? relative lack OF 

cxpenisr in thése areas. Nurses have traditionally rrceived littlr instruction o f  this 

content in their basic nursing programs. Recent controversy and research (e-g.: the role 

o f  srrurn cholestcrol levels in M I  prevention) further cornpounds this. Many nurses fiel 

iheir knowledge is insutficient to proprly instruct others. As previously noted, clinical 

didicians and physiotherapists are included in the teaching program For pst-MI 

patients ai the Grace Hospital, and other hospitals across the province. These mrmbers 

of the teaching team are considered to be experts in their disciplines. Each pst-MI 

patient is retkrred to both dktary and physiotherapy whiie an in-patient, and is 

encouraged to continue utilizing these departments as resources following discharge. 

Nurses have had M e  need :do become involwd in these aspects ofpatient teaching. 

A frequently overlooked influence on nurses' perceptions is  the role that nurse's 

personal rxperiencrs play in the care they provide to othcn. Nurses, who practice both 

a science and an art, draw on more than format education as they plan and carry out 

thrir interventions, including teaching. Nurses in this study rnay have fomulated 

opinions regarding what is helpful for the patient to iearn from experiences unrelated to 

their nursing careers. Nurses in this study may have personally suffered from MI, and 

thus developed a conception o f  what was and what was not helpful to know. Nurses 

rnay have a significant other who sutfered from MI. The expenences of this person 

may contribute to the nurse's knowledge. Additionally, nurses may have formally or 

infonnally polled pst-MI patients on this topic in the past. Finally, nurses in this study 

may have been exposed to such information in the popular literature. Newspapers, 

magazines, sel f-hel p books, and popular bestsel lem al1 potentially contain similar 

information. E lectronic media cannot be disregarded: radio, television and the Intemet 

are additional possible resources. The current study did not attempt to identi@ the 

sources o f  the nurses' perceptions. Assuming that nurses were able to recognize outside 



iniluences on ihcir choiccs, i t  would be erroneous to attempt to ascertain the quantity o f  

effect each lik rxperiencr had coniributed. 

5 . 3  AI1 MI  Teaching is  Helptbl For the Patient 

Nurses and patients have frequently idrntified al1 categories orteaching information 

included in the CPLNI to be important for the patient to leam (Karlik & Yarcheski, 

1987; Wingate, 1990; Chan, 1990; Moynihan, 1984; Hanish, 1993). Nurses in the 

present study oftrn verbally indicated that they felt al1 o f  the items they were ranking 

would be "helpful" for the patient to leam. Comments made were frequently of a 

frustraird nature, as participants were required to classi €y a certain number o f  the items 

as "less helpful" by the study methodology. A standard explanation, reminding the 

nurses that the premise of the study was the need to priorize teaching due to limited 

time resources, was o k n  enough to alleviate this concem. The nurses did indicate that 

they were loathe to have to remove any content from the teaching that i s  performed, 

except in unusual circumstances. I t  was also noted that if content was not covered in 

one setting (e.g.: KU) due to lack o f  time or patient condition, it was believed that 

nurses in the othrr area (3N) would be made aware. This continuity o f  teaching is 

ensured at the hospital by use o f  the "MI Teacching Record. The instrument is  a part o f  

the permanent patient record. AIl disciplines who contribute to the patient's knowledge 

base document on this form. It is  understood that atl areas o f  the forrn are to be 

completed prîor to the patient's discharge from hospital, dernonstrating that al1 teaching 

has been concluded. The emphasis on completion of the "MI Teaching Record" pior 

to discharge may contnbute to the concem nurses expressed that everything is helpful 

for the patient to leam. 



5.3 Strengths and Limitations of  the Study 

The value of a descriptive study is rrlated to the reliability and validity o f  the 

mrasurernrnts being used (Brink and Wood, 1989). The Q-sort procedure has 

demonsirated reliability in prior nursing resrarch studies utilizing 50 to 60 items 

(Drnnis, 1986). The HAB Q-sort containing 60 items was developed by 

deleon-Dernaré et al (in press) for the purpose of assessing pst-Ml  patient perceptions 

of  the relative helpfulness o f  HAB teaching items. Validity was established in the 

development of  the HAB Q-sort by those investigators. The reliability and vaiidity o f  

the ttAB Q-son were supponed by the results ofthis study. 

However, a number o f  limitations of  this study have been identified. They are as 

t'ollows: 

1 .  small sample size. It i s  dificult to determine if the results obtained in the 

HAB Q-son oFGrûce Hospital nurses is truly retlective o f  the perceptions o f  nurses 

involved in pst-MI patient teaching in other setting. The samples of 1 O nurses from 

each ICU and 3N are possibly generalizable to othrr nurses working in these settings, as 

the total number of registered nurses working in these areas each num ber 28. 

2. use of  volunteers. The use o f  volunteers introduces the in herent possiblity 

that data will be polarized and not truly reflect what generally tends to occur. It is 

possible that nurses sharing one opinion al1 volunteered for this study, and that nurses 

who had varied opinions chose not to participate. 

3. social desireability bias. The fact that the researcher has been employed 

in both of these settings, although not at the time of the study, may have altered the 

data. The researcher was acquainted with each participant. Although the researcher 

provided written and verbal reassurances o f  confidentiality, nurses may have chosen 

whether to participate or not based on their familiarity with the researcher. As well, 

nurses' responses may have reflected this bias, despite advisements that the data they 

provided would be linked to demopphic information only by a number. 



Additionally, in the interest of tirne, two nunes completed the card sort 

simultaneously. Each nurse was givcn t k i r  own pile o f  cards, and interaction was 

discouraged. However, some discussion did ensur, which rnay have caused individual 

nurses to alter their card sort. 

4. compltxiiy and nature o f  the card sort. On several occasions, nurses 

requested clarification o f  the card son procedure. l nstructions were read verbati m from 

the procedure, but when questions arose, the researcher would clan@ using her own 

words. It is  possible that the researcher's rephrasing rnay have unintentional ly 

introduced bias. 

The nature o f  the card son was fnistraiing fur some of the participants. Srveral 

nurses had di tEcul ty identifying HA6 teaching items as Teast Helpful". They felt that 

all items were helpful for pst-Ml patients to leam. Similarily, nunes disliked the 

forced limiting o f  pile sizes. Nurses stated that they rnay have been more corn fortable 

following their 'gut instincts' and simply placing each item into the appropriate pile, 

without having to worry that the pile was o f  the wrong size. There were several 

occasions when the researcher had to provide reassurance to participants, which rnay 

have also i ntroduced predj udice. 

The complexity o f  the card sort procedure rnay also have contributed to fatigue 

among participants. Although nurses were advised that their involvement could require 

30 - 45 minutes, many were surprised to find that i t  did require that amount of time. 

Several noted that the process was fatiguing. Nurses rnay have considered each card 

sort item with less vigor if they were experiencing weariness with the process. 

5. forced limitation o f  pile sizes. The rnethodology employed in this study 

required nurses to choose only a set number of cards within each category. n e  

"normal distribution" pattern was utilized. Five cards could be placed in the exireme 

piles ("most" and "least helpful"); seven in  the next category. and 13 in those on either 

side o f  "uncertain". The remaining ten cards were to complete the "uncertain" pile (see 



Appertdis F). Nurses expressrd frustration at bring required to limit pile sizes. Srveral 

notrd that, due io lack of flesibility, they were Forced to place items into '-uncertain" or 

"unhe1phl'- categories, although they k l t  the content MW helpful for patients to leam. 

The author speculates that the extreme categories probably do reflect nurses' 

jxrcrptions accurately, but as the central grouping is approached, the nurses' opinions 

may not be scrupulously captured in the card sort results. 

6. location and timing o l  data collrciiun. Nurses had been allowed away 

from their work responsibilities in order to complete the HAB Q-sort. A timr of day 

pnerally acceptrd as 'rclatively quiet was chosen. A sening near the patient care area 

was util i d ,  for the possiblity that nurses were needed in an emergency situation. The 

nurses' absence tiom their duties required that their CO-workers accrpt responsibil ity for 

the participants' patients. Concems about overloading their CO-workers potentially 

causrd some participants to make mechanical nther than conceptual choices in the card 

sort in order to complete the proctss sooner. The location in close proximity to their 

workplace mriy also have contributed to a Iack o f  total concentration on the procedure. 

7. attendancc at the presentation o f  study results by deleon-Demare et al. 

The information presented by researchers who studied patient perceptions rnay have 

influenced the opinions o f  nurses participating in the card sort. However, it is not 

known if any nurses who completed the present study were in attendance at the 

presentation by deLeon - Demare et al. The accuracy of recall o f  the presented 

information may have lessened this issue, as the presentation occurred a full year pnor 

to data collection- 

5.3 Irnpl ications for Nuning 

5.3.1 Nursing Education 

An important implication for nuning education is to continue the introduction of, 

and to strengthen the focus on, adult leaming princtples in general nursing programs. 



Patients must continue to be treated as adult Iearners in rnatters conceming their illness 

and recovery trajectories. Patients enter the illness rxperience with a wcalth of lire 

wisdorn: infonnation gathered from prior rncounters with the healthcare system- the 

media, loved ones and aquaintances. As adults, they must be allowed to survey the 

information being oWered and to chouse to Focus on that which is the most valuable to 

themselves. If nursing students are to become eflèctive patient educators as nurses- 

they must understand the role that the adult Iearner wishrs to take in  this leaming 

process, and learn to foster that role. Nurses who support the patient as an active 

participant in his learning: and who aid the patient to identiQ which infonnation is most 

pertinent to them personally, wi l l  make the largrst impact on their patients' knowledge 

Irvel, and thus their long-trrm health. 

A second implication highlighted by this resesarch study is the questionnable value 

o f  including related disciplines' knowledgr in nursing education. Nursing curricula 

continue to include general and perhaps out-dated content related to nutrition and 

activity. Nursing students are led to believe that they have gained valuable knowledge 

in  these areas, yet find that they are unable to counsel patients effectively in the clinical 

setting. This study demonstnted that nurses felt compellrd to educate patients about 

dietary restrictions and allowances, yet lacked the ability to tni l  y do su. A similar 

generalization could be made regarding the content related to activity and medications. 

This perhaps originates in nurses' traditional difticulty in defining their practice, and 

acquiescing knowledge to other professions. The interdisci p l  inary approach utilized in 

the education o f  p s t - M I  patients provides support that nuning knowledge cannot 

supply al1 the infonnation patients need. Other experts are available in the healthcare 

setting. These professionals fully understand the role their knowledge can play in  

recovery from MI, and prevention of recurrence. They are familiar with recent 

developments in their field(s). Nurse educators should acknowledge that beyond the 



nutrition and activity information nrcessary for maintenace of  grneral health, more 

detailed instruction is beyond the scope of nursing programs. 

A third implication for nursing education is the need to include rxposure to current 

research projects in the curriculum. This is an area which is beginning to be addressed 

to sume extent. Scholarly activit ies are currently being required of nursing instructors 

in many propms.  Such a prerequisite brings students and researchers closer together 

for dialogue and i nfomation dissemination. 

5.3.7 Nursing Practice 

The study of'nurses' perceptions o f  information needs o f  pst -MI  patients provides 

several implications for nursing practice as it relates to the education o f  these patients. 

First, this study provides evidence that nurses may be emphasizing content from the 

HAB categorized as "actions for survival". This teaching content includes information 

necessary for the patient to identiQ and recognize symptoms related to hem attacks and 

angina. It  provides instruction on proper procedure to follow upon recognition of  these 

symptoms. Prompt access to medical intervention is valued as a means to reduce 

morbility and rnortality. Providing this potentially life-swing infomation to patients 

was ranked as the "most helpful" information for patients in this study. The emphasis 

on "actions for survival" is supported by ment  research conducted with pst-MI 

patients, who similanly ranked this information. The congruence in rankings by these 

two groups (ptients and nurses) is reassuring. Nurses are providing pst -MI  patients 

with information they desire. They are fulfilling one o f  Knowles' Principles of Adult 

Leaming ( 1980). 

A second implication for nwsing practice is that nurses must update their knowledge 

base with current research findings. Nurses are currently cmphasizing HAB teaching 

categories that were important to patients in studies conducted 10 to 15 yean ago. With 

the exception of the "actions for survival" category, today's nurses are not providing 



patients with the information they deem to be most helpful. Unfortunaiely. 

opportunities to be informed about ment knowledge developments are rither not well 

attended, or those who do attend do not share new information with collrgues. Nurses 

must become more diligent in producing, sharing and seeking new nursing knowledge. 

A third implication o f  this study is that nurses must continue to individually assess 

patients for the information they most desire to iram. Nurses commented that although 

they were forced to generalize their responses in this study, they do try to determine 

what content will be a priority for each patient. Patients who perceive the information 

they are receiving is personally applicable are more likely to intemalize the content. In 

addition to desircd content, the nurse must also assess the patient for present knowledge 

base (in order to build upon it), and the patientk preferred leaming style. 

5.3.3 Nursing Research 

Recommendations for future research are suggested on the basis o f  the findings of 

this study. The first recommendation is  to replicate the HAB Q-sort procedure with a 

larger sample of  nurses from various settings to detemine if the perceived information 

needs of patients are consistent with this study's findings. Additionally, the HAB 

Q-sort could be used with nurse and patient samples drawn from the same setting (e.g.: 

obtain perceptions of nurse-patient dyads). Pairing the nurse with a patient would 

reduce the nurses' need to generalize their responses. To most accurately draw 

conclusions about changing nurse and patient opinions from past research, the Cardiac 

Patient Leaming Needs lnventory (CPLNI) could be administered with a current sample 

from each group. Altematively, the HAB Q-sort could be repeated at a future date, to 

ascertain changing nursdpatient perceptions over time. 

To strengthen the reliability and validity of the Q-sort technique, triangulation with a 

qua1 itative component is recommended. Forcing the subjects to choose small numben 

of "most" and "least helpful" items perhaps identified those whic h they fel t the most 

strongly about. Ambiguous and less definite opinions may have been lost within the 



soning technique. The addition o f  qualitative measures rnay capture subjects' trur 

perceptions ofeach HAB item. Permitting participants to alter pile sizes anaor pile 

labels rnay alsu reduce the bias inherent in this methodolo~y. 

Future studies are also nceded to identiS the methods of- education which are 

prefkrred by pst-Mi patients, and whether nurses are able to meet thosr demands. 

Spouses of MI patients should also be studied to detemine their Ieaming needs, their 

pretkrred methods o f  receiving information, and nurses' role in educating these 

signiiicant others. 

Finally. this study could be replicated with patients espenencing other cardiac events 

or i nterventions. Nurses are active participants in educating these patients (e-g.: 

congestive heart failure, angioplasty, by-pass surgery). The eîTectiveness of the 

education s hould be assessed. 

5.4 Conclusions 

The aim of this study was to identib which information nurses perceived to be rnost 

helptùl for the pst-MI patient to leam, based on the current MI teaching program in 

use. The results of this study indicate that nurses appropn'ately piiorize content 

described as "actions for survivaf" in educating these patients. Nurses from both an 

ICU and a ward (3N) setting identified this as the most helpful information for their 

patients to leam. A recent study o f  post-MI patient perceptions, utilizing the same 

methodology, identified that patients have the exact same pn'ority. The congruence o f  

the twvo studies is reassuring, leading the researcher to conclude that patients are 

receiving the most valuable information, which may reduce their morbidity and 

monality from MI. 

Other HAB content categones were priorized by nurses in this study in a manner 

similar to studies conducted with patients a decade earlier. The implication of this 

finding, that nurses' knowledge is  based on dated research, is both encouraging and 



disappointing. It i s  encouraging in that nurses are aware of past nursing research 

results, and are applying thcse results in the c m  they provide. UnFortunately, there is  

more current research on this topic, conducted locally, which provides diRering resul ts. 

The nurses knowlcdge of thest: results, or thcir ability to apply them to current nursing 

care is  limited for a variety of postulatrd rrasons. New methods o f  disxminating and 

encouraging the application o f  nursing research tindings are needrd. 
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Invitation to Participate 

You are invited to participate in a study examining the perceived in fonnation needs 
of pst-rnyocardial infarction patients. This study is being conductrd by a graduate 
student in the Master o f  Nursing degree program at the University o f  Manitoba. The 
intent o f  the study is to determine which information nurses believe will be most 
helpful to pst-MI patients in thrir early convalescent period. You have been invited to 
participate because p u  are prrsently involved in pst-MI patient education in your 
workplace. 

If-you agee to participate in t his study. i t  wi l l  involve completing a bnef 
srl'administered questionnaire followed by a card sorting procedure. The cards will 
contain information staternents that you may have read or taught to patients from the 
Heart Att;ick Book. You will be given clear directions to sort these cards into piles that 
represent their helpfulnrss to the pst-MI patient (eg: least helpful statements to most 
hrlpîùl statements). Approximately one hour o f  your tirne will be required. This 
procedure may take place at a time and place that is convenient to you. 

You are under no obligation to participate in this study. While there i s  no direct 
benefit for your personal participation in the study, the information obtained will assist 
nurses to improve their patient education skills. Ir-u choose not to participaie, it will 
not aiTecf your present or future employment in any way. You are free to withdraw 
from the study at any time. The information you provide will be idtntified by a 
number, known on1 y to the researcher. The data wil l be stored in a locked filing 
cabinet. The only persons with access to this information will be the graduate student 
and the three memben o f  the thesis advisory cornmittee. The data will be retained for 
swen yean, atler which i t  will be destroyed. 

The results o f  the study may be published in a journal article. The results will be 
reported in such a way that partîcular pesons cannot be identified. You may receive a 
copy of the results if you desire. 

If you agree to take part, please read and sign the permission form. If you have any 
questions, please feel free to cal1 me at (home telephone number). 

Graduate Student: 

Trudy M. Nemberg 
Thesis Cornmittee: 

Chairperson: Dr. B. Naimark (away) 
Intemal Member: Dr. D. Clark ( 1 
Extemai Member Dr, J, Welsh 



Appendix B 

Permission Form 

By completing the information on this form. you are agreeing to have the rrsearchcr, 

Trudy Nemberg, contact you in your home within the next week. 

Address: 

Home telephone: 

What are some times that would be convenient b r  

me to cal1 you ai this nurnber? 

Would you like a copy of the results o f  the study? 

Yes 



Consent 

1 - , agee to participate in a study of the perceived 
information needs of pst-myocardial in farction patients. I have received both written 
and verbal explanation of the study by the researchrr, Trudy Nemberg, who is a 
graduate student in the Masters' of Nursing program at the University of Manitoba. Any 
questions i have had have k e n  answered tu rny satisfaction. The study has bern 
approved by the Faculty oFNursing Ethical Rrvirw Cornmittee. 

1 understand that 1 will be asked to complrte a brief questionnaire, and to complete a 
card son. Approximately one hour of my time will be required. Information collected 
from the questionnaire and card sort will be held in confidence, and will be kept in a 
loc ked filing cabinet. Onl y the researc her, Trudy Nernberg and three professon 
(members of the adivsory cornmittee) wil l have access to this information. Seven years 
following the completion of the study, this information will be destroyed. 

I understand that my decision to participate is voluntary, and that I rnay withdraw 
frorn the study at any time. I understand that my participation in this study will in no 
way ûtTect my present or future employmeni. 

I also undrrstand that the results of the study ma? be published in a journal article. 
The nsults will be reported in such a way that panicular persons cannot be identifird. 
In addition, 1 may receive a copy of the results if 1 desire. 

My signature indicates that I am inforrned and that I agree to participate voluntariiy. 

- -  

Date Signature o f  Respondent 

-. . - - - - 

signature of Researcher 



Appendix D 

Lrttrr Requesting Access to Institution 

Dear 

1 am conducting a nursiny rexarch study as a requinment of'rny Master of Nursing 
degree at the University of Manitoba. The purpose of the study is to determine the 
perceptions of nurses related to the rducational needs of pst-myocardial infarction 
patients. The intent of the study is to consolidate in-hospital teaching according to 
patients' most immediate needs. I have enclosed a copy of the proposal for your review. 

I am requesting access to your institution in order tu conduct this study. Although 
data will be collected in nurses' homes, the recruitment of subjticts will be required 
while they are at work, in the hospital. The recruitment procedure is outlined on pages 
or the proposal. Selection criteria wiil include nurses who: (a)  are active practicing 
Rcgistertid Nurses; (b) have a minimum of one year's rxperience in educating pst-Ml 
patients in a program utilizing the Heart Attack Book: (c) are able to read and speak 
Enplish and (d) indicate a willingness to participate. 

Participation in the study is voluntary and subjects may withdraw from the study at 
any tirne. The participants will be unaffected by any dccision not to participate, or to 
withdraw once participaiing. Ali information collected in this study will be numerically 
coded so that individuals cannot be identified. The study results will be summarized 
and presented in a manner such that no one can be identified. 

This study has been approved by the Faculty of Nursing Ethical Review Cornmittee 
of the University of Manitoba. My thesis advisor is away on sabattical; the thesis 
cornmittee Interna1 Member, Dr. Diana Clark is available to answer any questions you 
may have. She can be reached at 1 look forward to hearing your response. If 
you have any questions or concerns, I can be contacted at (home). 

Sincerely yours, 

Tmdy Nemberg R.N., B.N. Graduate Student 
Master of Nursing program University of Manitoba 



Appendix E 

Demographic Information Form 

Thesr art: sumr questions that will help me in analyzing the results o f  this study. Your 
answers will be kept contidential and your name will not appear on this forrn. 

I. What is your agr at the date of  this interview'? 
- - - - - - - vears 

2. What is p u r  marital status'? (Check one only.) 

( ) Single (never mamed) 
( ) Married or cornmon-law 
( Srparated 
( ) Divorced 
( ) Widowed 

3. Gender: ( )Fernale ( )Male 

4. How many years (total) have you ken an Active Practicing Registered Nurse? 

5. How long have you been engaged in the teaching of  pst-MI patients? 

6.  Are you employed on a full-time (FR) or part-time (Pm) bais? (check one) 
( )Ffl ( )Pm 

7. What is the highest level of educational preparation you have attained? 
(Check one only.) 

( ) R.N. (diplorna) 
( ) R.N. with certificate (eg.: [CU course) 
( ) B-N. 
( ) B.N. with certificate (eg.: [CU course) 
( ) M.N. 



Instructions for Card Sort for Study Participants 

I will give you a set ofcûrds ihat have statements witten on rach card. The 
statcments are about things that individuals who have had a myocardial infarction (MI) 
are taught to help them recover from the MI. There are no right or wrong answers. I 
am intrrested in knowing, basrd on your experience, how hel pful you think these things 
will br to patients in the early convalescent period aFter their MI. 

1 will ask you to sort these cards from the most helpful to the least helpful You will 
only be able to place a certain number of cards in each pile. I will give you directions 
as we proceed so that the task will be clear. Do you have any questions before we start'? 

1 .  Read each card, ask yourself How helpful would i t  be tor pst -MI patients to Iearn 
the information written on the carcfs. 

2. Using your initial "gut" reaction to the c d ,  decide ifthe statement on the card 
would be helpful or not helpful. This means that you wiîl divide this pile of cards inro 
two piles. There may be some cards thai you are undecided about. Place these cards in 
a third pile in the middle. Try to place only 10 cards ût the most in this middle pile. 

3. Look through the pile of cards you consider to have the most helpful statements. 
Select the 5 most helpful statements o f  al1 of those cards and place these in pile # 1. 

4. Now look throuçh the cards remaining in the helpful pile, pick out the next 7 most 
helpful staternents. Place thesr cards in pile #2. 

5 .  Now look through the remaining cards in the helpful pile and select the next 13 with 
the most helpful statements. Place these cards in pile #3. 

6. Now pick up the pile of cards that you thought was not helpful. Select the 5 least 
helpful statements of al1 o f  these and place them in pile #7. 

7. Look through the cards remaining in the not helpfûl pile and select the 7 cards that 
are the next least helpful statements. Place these cards in pile #6. 



8. Now look through the remaining cards in the not helpful pile. and pick out the next 
13 noi helpliil cards. Place thesr cards in pile d 5 .  

9. Now pick up the remaining cards. These are the statements that you tèel undecided 
or neutral about. Placr these cards in pile #J. 

IO-Now examine al1 the piles to see i f  there are any changes you would like to make. 

I 1.1s there intonnation that you think would be important for patients to know that was 
not included in thesr cards'? If so, write down this information using vour own words. 
Place this card in the appropriate pile of  hclpfulnrss. 

(Provide the participants five minutes to rest before proceeding to collect the 
drmoyraphic information. ) 

Adapted from deleon-~emaré et al., 1992 



HA% Q-SORT CONTENTS 

CARD NO. HAB TEACI-IING ITEM 

1 . How the heart works 
3. What a heart attack is. 
3. What causes chest pain. 
4. How the heart heals afier a heart attack. 
5. Whai the ditkences betwveen a heart anack and angina are. 
6.  What other tests my doctor rnay order in the wecks to corne. 
7. That smoking increrises the risk of a hean anack. 
8. How to stop smoking. 
9. Where 1 can go to learn to stop smoking. 
IO.That smoking damages the hrart and if I quit smoking some of this damagc rnay go 
away. 
1 1 .That high blood cholesterol increases the risk of a hean attack. 
12. What I can do to lower rny high blood cholesterol level. 
1 3. My blood cholesterol level. 
14. That high blood pressure increases the risk of a heart attack 
15. What 1 can do to control my blood pressure. 
I6.That alcohol can increase my blood pressure. 
17. Flow 1 can tell if my blood pressure is high. 
1 8. How salt intake aftècts my blood pressure. 
I9.That stress increases the risk of a herrt attack. 
20.How to manage my stress. 
2 1.  lt is normal to feel fear, angrr, or sadness after a h a r t  attack. 
22.How to share my feelings if 1 am afraid, angry or sad. 
23. What will happen if 1 stop taking my medications. 
24. Why each medication is taken. 
25.The side effects to expect fiom rny medications. 
26.The side etrècts of medications to report to my doctor. 
27. What to do if 1 forget to take my rnedication(s). 
28.How to take my medications. 
29.My local pharmacist can answer my questions about my medications. 
30.That alcohol c m  change how my medications work. 
3 1 .That being overweight increases the risk of a heart attack. 
35.Tips to reach my goal weight. 
33.Thr f i s  I need to cut back on in my diet. 
34.The foods I need to include in my diet. 
35.Healthy ways to cook. 
36.Healthy ways to eat out. 
37.How to read ingredient labels on f d s .  
38. That jack of exercise increases the risk of a heart artack. 



39. How to start an exercise program. 
4O.Tips to manage my activities when the weather is hot or cold. 
4 I .The necessity for wann ups and cool doms when rxrrcising. 
42.How I should t'eel when 1 exercise. 
43. How to count my pulse. 
44. M y  personal maximum pulse rate when exercising. 
45.Tips to manage a regular walking program. 
46.Tips to conserve my energy during activities. 
47. When 1 can go back to my household activities. 
48. When 1 can drive. 
49. When I can go back to my recreational activities. 
50. When I can go bacck to work. 
5 1. When t can have sex. 
52. What symptoms 1 should cal1 my doctor for. 
53. What the signals of a heart anack are. 
54. What actions 1 should take if siguls of a ha r t  anack occur. 
55. When an ambulance should be cailed. 
56. When 1 should take "nitro". 
57. How I should take "nitro". 
58.That "nitro" are not habit fonning. 
59.How to store my "nitro". 
60.(blank card) 



HAB CATEGORY ITEM CONTENTS 

ANATOMY & PHYSIOLOGY 
1.  ttow the heart works 
2 .  What a heart attack is. 
3 What causeschest pain. 
4. I {ow the h a r t  heals tifter a heart attack. 
5. What the differences between a heart atlack and angina are. 
6. What other tests my doctor rnay order in the weeks to corne. 

RISK FACTORS 
7. That smoking increases the nsk o f a  hean anack. 
8. How to stop smoking. 
9. Where I can go to leam to stop smoking. 
10. That smoking damages the hean and if 1 quit smoking sorne of this damage may go 
away. 
1 1 .Thai high blood cholesterol increases the rkk of a hean attack. 
12. What I can do to lower my high blood cholesterol level. 
1 3. My blood cholesterol levcl. 
II. That high blood pressure increases the risk o h  h a r t  attack 
I S.  What I can do to control my blood pressure. 
1 6. That alcohol can increase my blood pressure. 
17. How 1 can tell if my blood pressure is  high. 
18. How salt intake affects my blood pressure. 
19.That stress increases the nsk of a heart attack. 
20. How to manage my stress. 

PS YCHOSOCIAL ASPECTS 
2 1.  lt is normal to feel fear, anger, or sadness after a hean attack. 
72.How to share my feelings if i am afraid, angy or sad. 

MEDICATIONS 
23. What will happen if 1 stop taking my medications. 
24. Why each medication is taken. 
25.The side effects to expect from rny medications. 
26.The side ctfects of medications to report to my doctor. 
27.What to do if 1 forget to take my medication(s). 
28.How to take my medications. 
29.My local pharmacist can answer my questions about my medications. 
30.That alcohol can change how my medications work. 
58.That "nitro" are not habit foning. 
59.How to store my " n i W .  



DIET 
3 l .TM being ovrnvripht increases the risk of a hran attack. 
32.Tips to reach my goal weight. 
33.The fi& 1 need to cut back on in my diet. 
34.The foods 1 need to include in my diet. 
35. Healthy ways to cook. 
36. Hcalthy ways to rat out. 
37.How to read ingrrdient labels on foods. 

ACTIVITY 
38.That lack of exercise increases the risk of a heart attack. 
39. How to start an exercise program. 
4O.Tips to manage my activities whrn the wrather is hot or cold. 
4 1 .The necessity for warm ups and cool downs when exercising. 
42.How I should feel when 1 exercise. 
43.How to count my pulse. 
44. My personal maximum pulse rate when exercising. 
45. Tips to manage a regular wdking program. 
46.Tips to conserve my enerby during activities. 
47. When 1 can p back to rny household activities. 
43. When I can drive. 
49. When I can p back to my recreational activities. 
50. When I can go back to work. 
5 1. When 1 can have ses. 

ACTIONS FOR SURVIVAL 
52. What syrnptorns I should cal1 rny doctor for. 
53. M a t  the signals of a heart attack are. 
54. What actions I should tûke if signals of  a hean attack occur. 
55. When an ambiance should be called. 
56. When 1 should take "nitro". 
57. How 1 should take "nitro". 



POST MI TEACHING RECORD 

DATE - 
ASSESSLENT OF R E A D N S S  TO LEARN 

1 LEARNING BEHAVIORS - THE PATlE NT... 

% OXYGENATION 

I Sutcs how ihc hein workr 

? S u r o  whrt hrppcnr wrlh r hcrn rita-L 

J Sules ohcr tcnni for 'hcirt itIJ;k ' 

4 Stria diNrrsnccs bciwccn rngrnr rnd hciri  i t ~ c k  

S Suies bchrvion irnwirtcd virh anytru 

n Sures hcrnn pnciptutiny inyiru 

7 Suies ucps to follow when espcncnciny rnylnr in  
h ~ i q ~ u l .  i t  ho-. 

d Suies hrhrvion rsuxir i td  u i ih  he in  rtu.L 

DATE - 

PROCEDURE PREPARATION: 
Angioplasty Cl pamphlet 

Cl vidm 
Angiognrn Cl pamphlet 

O vidm 



2. Diwuiur and dewnbei acitviiy pmwuion including 
a )  gndurl mrumplioo and ipmdi ry  ictivity 

lhrwghaii tnc d . y  
b) att~vtttc~ rt home 
c i cuv~ i tc~  in be rvoidcd 
d) home ctcrriu pmgnrn 

4 R w n b c i  pcmnrl  plan Cor mcogniban rnd mrni~cmcni 
of Umsr 

t 




