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The neseanch neponted in thjs thesis js part of a langer

descriptìve study entitled: Evaluation of the Heant TalK

BooKletr Pant I - The Patient's Perspect'ive; Pant II - The

Mult jd'iscipf inany Health Cane Pnofessionals' Penspect'ive.

The study (Pant I and Pant II) was funded by the Manjtoba

Heant Foundation and is not as yet completed.

Pant I of the lange study wjll consist of a sample of 50

maìe post myocardial jnfanctjon patients. Part II wj I I

consist of a sampìe size of 100 health cane professionals.

Both samples will be given self-adm'inistened questionnaines.

FOREUJARD

The fjndìngs of this study will assist the Manitoba Heant

Foundat ion in:

iv

1.

2.

maKìng any nequ'ined al tenations to the bool<let;

assess'ing the uti I ization of the booKlet in f jve

h/innipeg hospitals;

3. understanding the effectiveness of the Heant Talk

booklet fnom both the patient's and heal th cane

pnofessiona I s' penspect ives.

Thi s reseanch w j l l assi st nunses jn 'impnoving the j n

qua'l i ty of patient educatìon by ìncneasing the undenstanding

of what a patient requìnes to facjlitate his necovery fnom

myocand'i al infanction.

- iv



This descniptìve study evaluated the Heant TalK booKlet

f rom the pat jent's penspective. The Heant Talk bootrlet was

developed by the Manj toba Heant Foundation as a patient
teaching tool fon post myocand'ial inf arction patients. Data

wene col lected f rom f ive hospi tals wi thin the c'i ty of
ln/'innipeg, Mani toba, self-administened questionnai nes wene

given to 30 male post myocardial infanction pat'ients at two

time peniods: 1 ) wi thjn 24 houns after annival at the

hospitaì ward post acute phase of myocandial ìnfarctìon; 2)

6 to 8 weeks post myocardial 'infanction when complete

physìological recoveny had occunred.

The conceptual f namewonK to gu'ide thi s nesearch u/as

cneated by synthes'iz'ing two theonet jcal models: Beclren's

mod j f ied Heal th Bel ief Model fon pnedict'ing sicK nole

behaviouns, and Coleman' s lnfonmation Pnocessi ng Learning

Model. Two dependent variables wene derjved fnom this
fnamewonK: 1) level of Knowledge on undenstandìng; and 2)

alteration of hanmful lifestyle behavjouns on compliance.

Thene u/ene s'igni f i cant di f f enences found fon both

dependent vaniables between the two test'ing times, The

impnovement of the Knowìedge level of the patients was

'impontant on a cljnically sìgnificant basis and the

impnovement in the number of posì tive behavioun changes was

ABSTRACT



'impontant on a stat jstical ly signi f jcant bas js af ten

expen j ence of myocarci i a I i nfanct i on and af ten

implementation of the Heant Talk booKlet.

The Heant TalK booKlet was the only common vanjable in
al I five hospj tals' teaching pnograms. It could thenefone

be suggested that the Heant Talk booKlet may have been

jnstnumental 'in incneasing the patients' Knowledge and was

jnstnumental in decneas'ing the patients' hanmf ul I j festyle
njsk factors. 0then confounding vaniables must be also be

consjdened. However, jn l'ight of the high'incjdence of
myocardìal infanction, i t seems most appnopniate to nevjse

the Heart TalK booKlet in such a way that jt could benefit
the patjent even more.

vi
the

the



i would liKe to taKe thjs oppontunity to sìncerely thanK

al I those peopìe who gave me assistance throughout the

pnocess of this thesìs pneparatìon and defense.

I am indebted to Dn. Lesley Degner who gave me an

abundant amount of her very valuable time and enengìes. Hen

expent j se 'in nursing neseanch and menton'ing qual i t jes wj I l

always be wi th me. Next, specì aì thanKs to my thesj s

comm'i ttee membens, Dr. Alex Segall and Pnofesson uludy

Scanìan who spent extna t'ime and enengy assisting me in the

conceptualizalion of my thesjs.

ACKNOhf LEDGEMENTS

ï would liKe to especially thanK my neseanch assistant
Mauneen BnacKen, who wonKed long and hand gathening and

coding the data for this evaluation.

v]'l

The Mani toba Heant Foundat'ion and Karen Johnston, the

dinector of education, deserve gneat thanKs fon thein

financial support. Thìs thesis would not have been possible

wi thout the Man'i toba Hean t Founda t i on .

In additìon, I would liKe to thank my family and fnjends

for thejr laughten, support and encounagement.



viii
Last ìy, my heartfel t thanl<s ane extended to my husband,

Roger, who believed in me, caned fon me and gave me the

encounagement that I needed thnoughout the long houns of
completing thjs thesjs.

- v] 1't -



- ]X

Fon Mom and Dad

- ix



TAB LE

IÀIEIGHT 79

2 BELiEFS - 83

3 -- BEHAVIOURS 86

LIST OF TABLES

4 RESULTS OF SIGN TEST ----- 91

5 SHIFTS ]N BEHAVIOURS AND KNCIU/LEDGE -- 93

6 CHART AUD]T OF POST Mi TEACHING 94

7 -- PAT]ENT RECALL OF TEACHING EFFORTS 96

8 PATIENT OPINIONS OF HEART TALK BOOKLET 99

X

PAGE

-X



F0REWARD iv
ABST RACT

ACKNOIIIL EDGEMENT S

L]ST OF TABLES

Chapten

I. STATEMENT OF THE PROBLEM

CONTENÏS

]I
Introduct ion

CONCEPTUAL FRAMEIÂ,ORK

Introduction
Health Belief Model

Leanning Model
informat'ion Processìng Leann'ing
Expen jential Leann'ing

Synthesi.s of Modi f jed Heal th Be'l ief Model
and Infonmatjon Leannìng Model

X1

IIi

Reseanch on the Hea I th Be I 'ief

REV]Eh' OF THE LITERATURE

I nt noduct i on

Comp I i ance
Know I edge

Evaluat'ion of Pat'ient Teaching Pnognams

ME THODOLOGY

Intnoduct ion

Patient Educat'ion
Candi ac Rehabi

IV.

vii

Des'ign
Set t'ing

Þaqe

Mode I

Subjec t s
Ethical Considenat ions

I i tation

Instnuments

1

1

B

Pi Iot ïesting
Pnocedune
Data Analysis

B
9

16
2g
32
34

38

48

48
49
52
54
58
60

64

64
64
68
70
72
74
75
75
76



V. RESULTS

Intnoduction
Demognaphic Chanacteristics of the Sampìe
Pnevi ous Expen i ence wì th MI
Independent Vanjable

Heal th Cane Bel iefs
Dependent Vaniables

Vi

Knowledge or Undenstand'ing

Pnesence of Health Cane Pnofessionals
Patient 0pin'ions of the HTB

Behavi ouns

DiSCUSSION

Intnoduction
D'iscussion of Findings
Impì ìcat'ions for Nunsing
Appl ication of F'indings

Imp I i cat i ons fon Nuns'ing
impl ications fon Nunsing

REFERENCE L I ST

F n amewonk

Limi tat ions
Suggested Modificatìons to the Study
Recommendations fon Furthen Reseanch

Conclusions

Append i x

A. PERSONAL TNFORMAT]ON

xii
83

tlJ
84
B7
87
B7
91
91
92

103
107

114

B.

C.

D,

Pnact i ce
to the Conceptual

CONSENT FORMS

PATIENT QUESITONNA]RE I (A)

PATIENT QUESTI0NNAIRE r (B)

Educat i on
Research

4
4
B

120
123
124
125
29
30
32

34

paqe

150

152

157

164

- x'l 1



1.1

Today, appnoximateìy thnee mjllion Canadians suffer fnom

some fonm of heart on blood vessel disease (Canadian Heant

Foundation, 1985). The major cause of death among men is

cononany heart disease, especially aften the age of 40, Fon

women, cononany heart d'isease becomes the primany cause of
death aften age 50 (Statjstics Canada, 1977). Acconding to

Statistjcs Canada 1983, approxjmately 48,683 Canadians

experience myocandial infanction on heant attack each yean,

The costs of thìs disease ane enonmous, whethen they ane

measuned in tenms of the high mortality rate, human anxiety

and suffening, decneased qual'i ty of l'ife of sunv'ivons, or

economic losses.

INÏRODUCT ION

Chapter I

STAÏEMENT OF THE PROBLEM

Estimates of the econom'ic cost of myocandìa'l ìnfanction
(MI ) ìn the Uni ted States nange around $60 bi I I ion annual ly
(tdei lgosz, 1985). Comparable statistìcs fon Canada and

Manitoba ane not avajlable. However, the high cost of this
djsease has two impl'ications for health pnofessionals:

any intervention effective in impnov'ing
health status of survivons of Mi could have
enonmous econom'ic and soe j a I benef j ts ;
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Thus, fnom an economic penspective thene is gneat need to

evaluate any jntenvention aimed at impnoving the heal th

status of post MI patients. in addi t'ion, f nom a

soc'ial/psycholog'ical perspective, ì t is necessany to

decnease the pensonal (on human) costs of the disease such

as: anx'iety, suffening and decreased quaììty of I jfe,

Current effonts at assisting patients wi th dìagnosed

candiovasculan djsease to maKe lifestyle changes or

adjustments to handle health pnoblems have been mounted in

the fonm of candiac nehabi litatìve pnognams. The intent of
these pnognams is to assist pat'ients who have expenienced an

MI to netunn to their nonmal ljves, and to establjsh changes

in lifestyle that will favorably affect pnognosis and neduce

the nìsK of the recunnence of anothen MI. "Patients who

have expenienced an acute MI are pnone to expenience

any pnoposed intenventions must be
evaluated careful ly, as the economjc cost
of unsubstantjated intenventions may be
equally enormous (0tt, 1983, p. 162).

another" (Segev, 1981, p. 841 ).

by incneasing the patient's Knowledge and understanding

about candiovascular djsease. However, a pnoblem anises

when the pnescribed medications and behav'iouns jnitjated
duning hospi tal izatjon are, in many cases, ñêglected after
the patient neturns home and the'intenventjons stop (Rahe,

Ltland & Hayes , 1979; Lowenthal & Cìeany, 1979) .

Rehabi li tation is enhanced
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Although thene ane diffening opinions, many health cane

pnofessjonals who wonk in this cì inical anea bel ieve that
patìent education is an 'impontant facton jn the necoveny of
post myocand'ial 'infanction patients. Thene ane widely

accepted def ini t jons of heal th education which almost aìways

jnclude emphasis on behavioun as the crjtical outcome of a

hea I th educat i on 'intenvent i on . Fon examp ì e, Gneen , Kneuten ,

Deeds & Partnidge stated: "Heal th educatjon in any

combination of leanning experjences is designed to

faci I i tate voluntany adaptations of behavion conducjve to
heal th" (ci ted 'in Pancel & Baranowsl<i , '1981 , p. 14) . In

addi tion, Redman ( lgg¿) stated that teaching makes i t
possible to pnevent, pnomote, rlìâintain, or modify a number

of heal th-nelated behaviors.

In 1982, the Mani toba Heart Foundation ongan'ized a

voluntary mul t'idi sc'ipl ìnany pnoject and developed a tool fon

health cane pnofessionals entit'led: "A Post MI Teaching

Manual ". The d'isc'ipl ines involved in this project included:

nuns'ing, d'ietany, phys'iothenapy, soc'ial wonk and pharmacy.

The punposes of this manual wene two-fold:

1 . to assjst heal th care pnofessionals

MI pat'ient teachi ng ef f on ts i n

methodoìogy and content ;

2. to create some consistency in what

post MI pat'ients were being taught,

wi th thei n post

nel at ion to

infonmation the
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This manual pnovided the infonmation which served as the

basì s fon the cievelopment of the Heant TalK booÞrlet (HTB ) .

The infonmatjon contained in this booKlet u/as cons'idened by

the mul tidiscipl'inary team as being impontant to assist the

patient in hjs recoveny fnom ML The HTB was cneated to be

utj I tzed jn conjunction wi th a patient educatjon pnognam.

This pnognam uras descnjbed in the post Mi teachìng manual

fon health cane pnofessjonals, The objectives of the Heant

TalK booklet werel

1. standandizat jon of pat'ient educat jon in
nelation to post myocandìa'l infarction
teachìng, The nationale !^/as that some
hospitals had little patient education
materjals whi le others had none;

2. 'incneas'ing the pat'ient' s Knowledge i n
ne I a t i on to wha t had happened , he'l p'i ng to
al leviate anxietjes and to jncrease suppont
fon the pat'ient in hjs Iifestyle once he
retunned home ( Man i toba Hear t Foundat 'ion 

,

1981 ) .

The underìying assumption of thjs multidjsciplinany team was

that a patient may laclt Knowìedge which in tunn may have

contnibuted to hjs initial MI . Thjs assumptìon 'implies the

hypothesì s that . unheal thy I i festy'le behaviouns ane

essential ly the outcome of a lack of Knowledge or

infonmation. This hypothesis is not unl ike those found in
the litenatune, in that, even though most health educators

would agnee that what people do about thejr health is mone

impontant than what they Know about thej r hea l th, the

centnal focus of numenous health educatjon pnognams has been
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a change jn Know'ledge (Pancel & Baranowsl<'i , 1gB1).

Pnesumably, thjs change in Knowledge would lead to a change

i n behaviour . üJhi le knowledge alone wi I I not ensune

compliance or behavioun change, it 'is a necessary finst step

towards compliance because a penson cannot use knowledge he

does not have to maKe a dec j s i on to change behav'ioun .

Thenefore, when utj I tzaljon of the HTB occurs jn patient
teaching, attempts ane made to alten the patient's unhealthy

lifestyle behav'iouns. This view ind'icates that the patient
is at least jn part nesponsible fon his pnoblem and its
solution. Segalì's (lgg+) sunvey of candjovasculan health

indicated that: "most nespondents shaned the beIief that it
is possjble, thnough personal action such as alterìng
l'i festyle nisK factons, to exent some contnol oven heant

tnouble" (p, 27). Thus, one cannot ignone the fact that
even though people may contnibute to thein pnoblem, they

also have the power and capabilìty to' contnibute towands a

solution to their pnoblem.

ïhe Heant Talt< booklet js being utilized in genenal

hospi tals in hlinn'ipeg and Bnandon, To date thene have on'ly

been smal l, unpubl ished sunveys and evaluations of pat'ient

teaching pnognams wi thin a few of I¡Jinnipeg's hosp j tals. No

systematic nesearch focusing solely on the effectiveness of
the Heant TalK booKlet fnom the patjent's penspective has

been conducted,
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This neseanch offens a descript'ive evaluation of the

Heant Tall'< booKjet f nom the patient's perspective, The

booKlet attempts to of fen the pat'ient al tennatives jn an

effont to assist him to contribute to hjs necoveny fnom

myocardiaì infanctjon and to decnease the possjble chances

of necunrence.

penceptjons and opinions of the infonmatjon within the Heant

Ta I lr boolr I et . The study a I so at tempted to detenmi ne the

effectiveness of the booklet through examjnation of the two

dependent vaniables:

This study descnjbed the patient's

1.

2.

patient Knowledge (or undenstanding) ;

patient compliance (or altenation
I i festyle behaviouns ) .

In addi tion, data describìng the patìent's penceptions of
the i nfonmat i on contai ned wi thi n the HTB wene obta'ined. The

conceptual framewonK which uras utilized to guide this
reseanch will be djscussed in the next chapter.

In conclus'ion, the problem considened in this neseanch

uras the evaluat jon of a patìent teach'ing too1, the Heant

Tall< booklet. Fnom a gìoba1 penspect'ive, evaluation of an

jntenventjon ajmed at ìmpnoving health status could help to
decnease the great social and economic costs of MI itself
because of the hìgh pnobabjlity of necunnence. Fnom a more

focused posi tion ( that of the jndjvidual himsel f ) , the

evaluation of this teaching- learning tool could help to:

of hanmfu I



decnease the

anxiety and

sunvì vons ;

to uncoven the

penson mak'ing

2.

Anothen quest jon j s bei ng studied 'in a concunnent

pno ject : I s thene a ne I at'ionsh'ip between what hea I th

pnofess'ionals vjew as be'ing important fon the patient (tfre
i nfonmat ion contai ned wi thi n the Heart Ta ltr booklet ) and

what the patient actual ly bel ieves is 'impontant infonmat'ion

to faci I ì tate hi s necovery fnom a myocandj al infanct jon?

The neseanch neponted in this thesis focused only on the

patient' s pencept ions.

7

costs in relation to pensonal losses,

suffening, and qua'l ity of ljfe of

pnocess and jnfonmation nequjned by a

choices about his pensonal lìfestyle.



2.1 INTRODUCTI.ON

The conceptual fnamewonlt to be utilized jn this reseanch
js a synthesìs of two theonetjcal models: The modified

Heal th Bel jef Model fon pned'ictìng and expla'ining sicl<, nole

behaviors (MHBM) (BecKer, 1974) and The Infonmation

Chapter I i
CONCEPTUAL FRAMEhIORK

Pnocess'ing Learn ì ng Mode I ( I PLM )

Fennessey, Edwands and Kidder, 1973) . The 'investigaton

chose to synthes'ize the two models to fonm one conceptual

fnamewonk fon one majon neason: each of the models when

stand'ing alone was insufficient to gu'ide the evaluation of a

teaching tool fon post MI patients. Evidence in support of
this conclusion is pnesented in thjs chapten.

In the evaluatjon of a teaching tool's effect on

compl'iance of post MI patients, one must considen not only
the cogni tive learn'ing pnocess that the pat jent may undengo

(IPLM) , but the heal th care bel'ief s and expeniences that the

patient has in nelation to his i I lness, These health cane

bel jefs and expeniences may pnedict on expìain hjs
liKelihood of compliance and the undentaKing of prescnibed

actions (MHBM).

B

(Coleman, L'ivingston,

-8



I
This chapten wi I I djscuss the histonical backgnound of

the oniginal Heal th Bel ief Model , present the modi fied
Heal th Bel ief Modeì for pned'icting and explaìnìng sicl<, nole

behavions, and describe the Infonmation Processìng Learn'ing

Model, Each model wj I I be considened sepanately and then

the synthesis wi I I be pnesented.

2.2 HEALTH BEL]EF MODEL

The Health Belief Model (HBM) onigìnated in the '1950's

and grew out of a set of ì ndependent app ì 'ied neseanch

pnoblems wh jch conf nonted investìgatons wonK'ing jn pub'l ìc
health. It was during thjs time that the focus of publ ic
health was on the preventjon and not the tneatment of
disease. Pnoblems nelating to patients'symptoms and thein

compliance wì th medical neg'imens on pat'ient-physic'ian

nelationsh'ips u/ene not considened. At thjs t'ime, thene was

widespnead fai lune of people to accept methods of disease

pneventjon on scneening tests fon ear ly detection of
asymptomatic disease ( i.e, , tubenculosis, papanjcolaou and

dental disease tests, and nheumatic fever, pol io, and

influenza immunizations). Also to be noted was that these

scneenìng tests and jmmuni2alions wene eithen fnee or at a

veny low cost (RosenstocK, 1974).

Thenefone, a combination of the pneceding factons had a

detenmining influence on the development of a theony to
expìa'in pneventive health behaviour. It had to be oriented
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to avoìdance of disease as well as considen the potentjal
nole of banriens to accepting health servjces. During this
tjme cost was thought to be a detenning factor which would

pnevent people from taK'ing pnecautjons. so the model also
had to explain people's behaviour when they wene being

changed ljttle or nothing fon the senvice (RosenstocK,

197 4) .

The HBM was based on the social psychological penspective

of Kunt Lewin. He pnoposed that an'indiv'idual existed in a

I j fe space composed of negions. These regions wene

posìtively valued (posjtive valence), negatively valued
(negative valence) on nelatively neutnal. He bel jeved that

djseases, if they wene pnesent jn the ljfe space, would be

of negative valence and would exent fonce to move the penson

away from that region, This movement away fnom the negative
negion would not occur if nequjnements would cause him to
enten a negion of gneater negative valence. Thus, one's

activi tjes wene conceived as a pnocess of being pul led by

positjve fonces and nepelled by negative fonces (RosenstocK,

1974).

The eanliest characteristics of the HBM were derived from

Lewin's abstraction. These were that in order fon an

individual to taKe action to AV0ID a disease he would have

to bel ieve that:

1. he was personally susceptible to jt;
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the occunrence of the disease would have at ìeast

moderate severi ty on some components of h'is Ijfe;
taK'ing a panticular action would be beneficial by

reduci ng i ts seven'i ty;

3.

4. j t would not entaj I ovencoming impontant

psychologìcal banrjens such as cost, convenience,

pain and embannassment (RosenstocK, 1974).

As seen in F'igure 1, the original HBM 'pnedicts I iKel ihood

of taK'ing pneventive health action'. ' Perceived

susceptibilìty' refens to the penson's subjective nisKs of
contnact'ing the cond j tion. ' Penceived seveni ty' nefens to
feel ings of seniousness of contnacting an i I lness whjch

vanies f rom individual to individual. This vaniable is said

to canny a stnong cogni tive component wh'ich may be part ly
dependent on ltnowledge, 'Perceived benef j ts and banr jens' to
taK'ing act i on j s seen when one be I i eves that he i s

susceptible to a disease and he subsequently taKes action,
Thìs f actor js thought to prov'ide a posi tive fonce lead'ing

to action but does not descnibe the counse of act'ion to be

taKen, The dinection of the action is believed to be

i nf I uenced by hea I th cane be I i ef s regand'i ng the

effectiveness of Known avai lable al tennatives fon neducing

the individual's disease thneat. Thus, the penson, s

behaviour js thought to depend on how benefjcial he believes

his various altennatives ane. Avoidance may nesult jf the

al tennatives include banriers wh jch ane jnconven'ient,

expensìve, unpleasant, pa'inful or upsett'ing.
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The previously stated dimensions of the HBM have been

studied but usually one vaniable at a time (Channey, 1967;

Gond'is, Manl<.owitz & Lìlienf ieìd, 1969; Heinzelmann, 1962).

0f intenest also is the fact that most of the neseanch on

the HBM up to 1974 has involved netnospect'ive studjes
( Rosens tocK , 197 4) . hJheneas , a nevi ew of HBM neseanch

findìngs since then nevealed 18 pnospect'ive studies along

wi th 28 netnospect jve studies (.lanz & BecKen , 1984) .

"summany nesul ts pnov'ide substant'ial empi n jcal suppont fon

the HBM wjth findings fnom pnospective studjes at least as

favonable as those obtained fnom netnospective reseanch, "

( .Janz & BecKen , 1984 )

The variable enti tled 'cues to action' 'in the HBM 'is

difficult to test. It is believed that the combined levels

of suscept i bi ì 'i ty and sever ì ty pnov'ide enengy on f once to

act and the perception of benefi ts (mjnus the barriers)
pnovide a prefenred path of act'ion for the indiv'idual.
Howeven, a combination of these could reach considerable

levels of intensity without nesult'ing jn ovent action unless

an instigating event occurred to set the process in mot'ion.

These events are tenmed cues in the HBM and mìght be ejther
jntennal (i.e, , pencept jon of bodi ly state) or extennal
( i.e. , intenpensonal jnteractions on media communicatìon)

( Rosenstock , 1974) .

The nequi ned i ntens'i ty of a cue that was deemed

sufficjent to trigger behavioun would vany depend'ing on the
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degnee on level of susceptibility and seven'i ty. It is
because most of the hypothes'ized cues may be f leeting on of
Iittle jntnjnsjc s'ignificance (eg. a poster unging a chest

x-nay) tfrat they may be easì ly forgotten. The respondents

who took a necommended action 'in the past wouìd probabìy be

mone 1 iKely to nememben pneceding events as nelevant than

those who wene exposed and did not taKe action (RosenstocK,

1974).

0then vaniables ane I isted in the HBM. 'Demognaph'ic' ,

' socìo-psychologjcal' and' stnuctunal' vanjables ane viewed

as relat'ing to both 'ind'ivjdual percept'ions' and the

' pencei ved benef i ts of pnevent'ive act'ions' Theref one i n
neading the diagram of the HBM 'in F'igune 1, one can see that
the jndjvidual's perceptions of 'penceived senjousness

(sevenity)' of a disease leads to the 'percejved threat of
the disease' . Thj s vaniable is influenced by 'cues to

actjon' and othen 'mod'i fyìng factons' such as:

'demognaph'ic' , 'soc'io-psycholog'ical' and 'stnuctural'
var'iables. These thnee vaniables determine the 'liKelihood
of action' by aid'ing in calculation of 'penceived benef i ts'
mjnus 'bann'iers' In addj tion, the 'perceived thneat of the

disease' jnf luences the 'likel jhood of the individual tal<'ing

necommended pneventive health act'ion' (RosenstocK, 1974ìr .

The orìginal HBM has I imi tat jons. it does not a'lways

pnove to be an effective pnedicton of preventive health

behavi our . Haynes' ( 1979 ) cn i t'ici sm of the HBM uras that
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hthj le both pnospective and retnospect jve studjes suppont the

pned'ict i ve va i ue of the mode l , the prospect ì ve s tudi es

genena 1 1y show wealter nel at'ionships between each of the

components of the model. Changes in compljance behaviouns

( i .e. , taKing necommended pneventive heal th action) may

precede rather than fol low al teration of the patient's
heal th cane bef ief s. Simi I an ìy, othens contend that

compìiance may be a cause and not an effect of the health

cane bel iefs suggested by the model (c'i ted in Dracup, 1982) ,

I t should be noted that the oligìnal HBM has a cleancut

AVOIDANCE 0RIENTATI0N. In it, djseases ane neganded as

nêgatively valent regions to be avoided. Th js contrasts wj th

the view that some particulan state of health might senve as

a poss jble posì tively valent region which would pu'l ì the

person towands it (i.e., a majntenance onjentation). "It js

not Known whether the impnovement of health in an a'lready

heal thy penson does have some motivating fonce in
inf luencìng action" (RosenstocK, 1974, p, B). This arises

out of the d'i f f ìcuì ty 'in operational izing the mean'ing of
positjve health. Thus, the question of whether the avoidance

onientation ìn the HBM is adequate to account for the

posìtjve health actjons taken by people nemajns unsolved

(RosenstocK, 1974). In othen wonds, there is a difference
between illness avoidance and health maintenance.



2.2.1

ïhe

neseanch

BecKen

pnedicts

Reseanch

f o l lowi ng sect'ion wi l l d'i scuss the nesu l ts of
completed on many of the HtsM's vanjables whjch led

(1974) to modify theonìg'inal HBM toone which

and explains sicK nole behaviouns (MHBM).

on the Hea l'th Be I i ef Mode I

Beclter ( lgl q ) stated that :

vanious elements of the HBM ane often associated
wi th indivìduals' decisions in the aneas of
'health' and 'illness' behavions. There would seem
no i nherent neason why the same type of
atti tudinal and motivational fonmulation should
not apply to actions taKen by persons dìagnosed asjll--that is, to patient complianõe with
pnescnibed negimens (p. B),

A few stud'ies have attempted to evaluate the abj l'i ty of one

on mone of the dimensions of the HBM to pnedìct and explain
compl iance ( ì .e. , actions undentaKen by a sìcK person to

ovencome a condjtion vensus actions undertaKen by a penson,

who bel i eves he i s wel ì , for the punposes of ma'intaì ni ng

heal th and avoiding i I lness ) .

16



Pence j ved Suscept i bi I 'i tv

This concept and measune had to be modjfjed and neuú

d i mens i ons added because 'i n the case of s ì ck no I e

behavjouns, the d'iagnos'is of an illness has alneady

occunned. Research has utilized three appnoaches:

1. examination of the ind'ividual's estimate of (or

bel jef in) the diagnos'is. Inaccurate percept'ions may

resu I t fnom I acK of conf i dence i n the docton or

d'iagnostic pnocedune; on enroneous health beljefs
( BecKen, Drachman & Ki nscht, 1972);

the individual's perception of the recunnence of
d'isease (on nesuscept jbi I i ty) ( BecKer, 1974) ;

the measunement of the individual's feel ings of
vulnerabì lity to othen djseases (Becken , 1974).

2.

J.

Studies have found a pos'i tive connelat jon between

nesuscept'ibi f ity and compliance (Heinze'lmann, 1962; El lìng,
UJhittemone & Gneen, 1960). In addition, it has been found

that when thene is congnuence between patients' and doctors'

op'inions of j llness, this may lead to posit jve compliance

(BecKen, Dnachman & Kinscht, 1974]l. Becken (lSZq) concluded

that: "f nom a neview of studies employing this variable,
penceìved susceptibi I i ty has demonstratable expìanatory and

pnedictjve value in the anea of sjck nole behavioun" (p.

84).

17



Penceived Severi tv

This dimension nefens to subjective on penceived data.
lilhen an indivjdual recogn jzes vulnerabi I i ty to a potential
thneat (i.e. , i I lness) ne wj l1 not taKe act jon unless he

holds the accompanying bel ief that senìous physìolog'ical

and/on social consequences will occun. There js evjdence
'indjcating that a negat'ive association exists between the

docton's view of seveni ty and compl iance by the patient
(j .e. , the docton considers the pat'ient's cond j t'ion to be

qui te sevene and the pat'ient does not compìy wi th

necommended negimens ) (Channey, 1967 ; Dav'is , 1968; Bonnar ,

Goìdbeng & Sm j th, 1969 ; rjohannsen, Hel lmuth & Sonauf , 1966;

MacDonald, 1963; Pragoff, 1962).

H'igh nates of compl iance have been found in nesearch on

both medicatjon thenapy and appo'intment l<eeping. In

addi t'ion, the patient's percept jon of i I lness is connelated

wi th compl i ance to a pnescr ibed regimen. Fon exampìe, the

pnesence of a s¡rmptom (such as ang'ina) may lead to posjtjve
compl j ance w j th tal<i ng medi cat ions to a l lev j ate the symptom.

High and low levels of anx'iety have been found to be

associ ated wi th I acK of compl i ant behavioun ( Annold, 1 970;

Latjolaìs & Berry, 1969; Mohler, l¡Jalljn & Dneyfus, 1955;

Reibel , 1969; ftJei ntraub & Lassagna, 1973 ) .

18

Bec[<,en (1974) stated that the fjndings of the dimensjon

of penceived severi ty appean to nequine intenpretatjon.
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Howeven, this vanjable has shown pnedjctive pnopertjes of
compïiance wjth necommended regimens jn some pneventjve and

al I s jcK nole condi t jons stud'ied ('i .e. , patients wi th

nheumat'ic feven and penjcillin pnophylaxis ) (Hetnzeìmann,

1962). Thenefone, one may conclude that 'perceived
seveni ty' "should aften appnopniate nefjnement and

specification of conditions, be jncluded as a basjc element

of a socjobehavjonal model of compliance" (Becker, 1974, p.

85).

Perceived Benefi ts and Costs

Percept j on of benef i ts has shown to be ne'lated to the

patient's compl'iance wjth med'icat'ion therapy (Ell'ing, et

â1,, 1960; Heinzelmann, 1962). It has also been found that
belief in the efficacy of dnug thenapy and in the docton's

abi I i ty to cune i I lness has a posì tjve cornelation wi th

Keeping cl jn jc appo'intments (BecKer et dl . , 1974) . Howeven,

thene have been studies which have found no association
between belief in the power of the dnug to pnevent another

attacK and compl iance (Gondis et â.|. , 1969) .

Donabedian & Rosenfeld ( 1964) identified the neason that
elden ly patients do not fol low docton's jnstnuctìons fon

tneatment of thejn chronic iIlness as: "being jn doubt about

the necorrnended procedunes" (cjted in BecKen , 1974, p. 86).

Gabnielson, Levin & El linson ( 1967) found a connelation

between faith in the effectiveness of pnofessjonal cane and

parent' s compl'iance wi th obtaining fol low-up cane for thei r

school age chi ldren.
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Becl<,en ( lïlq ) stated that perceived costs (or bann iers )

have been measuned 'in many ways . Sevena I van j ab j es have

been found to be i nvensely associ ated w'i th compl i ance.

These ìnclude: cost (Donabed jan et â1. , 1964; Albent, 1964) ,

the extent to whjch new behavjouns must be adopted (Davis &

Eichhonn, 1963; Gjllum & Bansky, 1974; BecKen, Drachman &

K'inscht, 1972; Elìing et al., 1960; BecKen et al,, 1974,

BecKen et â1., 1972; ,Johannsen et â1., 1966; Franc'is, Konsch

& Mornìs, 1969; Donabedian et â1., 1964; Col lette & Ludwig,

1969), compìexìty (Davìs, 1966; Fnancis, et â1., 1969;

ltjeintraub, et a1.,1973; Cuntis, 1961, Ri ]ey, 1966), dunation
(Channey, 1967 ; Bengman & ü/ennen , 1963 ) and s ide ef f ects
(l¡Jejntraub et â1. , 1973; Caldwe'l 1, 1970). Accessibj li ty was

found to be pnedjctive for fol low-up of school nefennals
(Gabnìelson et â1, 1967).

All of the nesearch indicated generally neliable and

ì ntenpnetable nel at'ionships between compl j ance and

pencept jons of susceptìb'i I i ty, severi ty, benef i ts and costs.
Unf on tunate I y, no s'ing I e study has pnovi ded conv j nci ng

confinmation of all of the model's vaniables. Howeven, most

of the stud'ies have pnoduced intennal ly consistent f indings

in the pnedjcted direction. These findings yieìd nelatively
stnong support fon the HBM fon pnedict'ing sicK role behavjor
(Becken, 1974).



Motivation

The oniginal HBM dealt solely with the negative aspects

of health such as jndivjdual's behavjoun when threatened by

disease. However, BecKer and his associates (lgl+) stated
that: " i t is I ìKe'ly that posi tive heal th motivations exist
and account for some pontion of compìiance behaviot s" (p.

87). I¡Jith that, "mot'ivation was defined as diffenential
emot'ional anousal jn ind'ividuals caused by some gìven class

of stimuli (j.e,, health mattens)" (BecKen, 1974, p. 86),

Motivatìon has been measuned in terms of desine or intention
to comply in s'icK nole behavjoun studies (Donabedjan, et

ê1, , 1964; Diamond, l¡Jeis & Gnynbaum, 1968). BecKer, Drachman

and K j nscht ( 1972) found a ne'lat ìonship between

administenìng pen'ic j I I jn and the bel jef that "people should

do what the doctor tel ls them" (ci ted in BecKen 1974, p,

86 ) . The assoc j at'ion between no 'intention to compìy and

bnoken appointments was found in othen studies (Albent,

1964; Dav'is, 1968). Becken et al. (1974) and Baltistel la
( 1971 ) a I so reponted that compl j ens u/ere found to have a

nelationshìp between seeKing aid in the pnesence of symptoms

and wonnyi ng about hea I th. 0n the other hand, thi s
nelatic¡nship was not found jn anothen study (Gondis et ê1.,

1969). Becker and his associates (1974) found that patients
(compl'iens) who followed necommended negimens wene mone

l'iKely than those patients who d jd not fol low neconvnended

neg'imens (non-compl jens ) to be motivated to penfonm actions

21
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(j.e., g'iv'ing thein chi ld special foods and vitamjns). These

compliens wene also noted as being wonried about being good

mothens. Thus, the vaniable 'motjvations' was thought by

Becl<.er (l9lq) to be nequined in a compljance model ,

Modi fvi no Factons

0nly a few of the many vaniables whjch were employed in

compl ìance-nelated neseanch have shown predictive
cons'istency. These included: demographic, structural,
atti tudjnal, intenactjon and enabì ing factons which wene

ei ther sociobehavional variables on those which affected
soc'iobehav'ional dimensions. Some of these f actors have been

studied. In relation to patient-pnactjtioner nelationships,

satisfactjon with the initjal physjcjan contact led to
pat'ient compliance (Fnancis et ô1,, 1969; Kjnscht, Gozzi &

Fnancjs, 1968). Non-compl jance was evident in cases whene:

1.

I

patìent expections u/ere lef t unmet,

the docton lacKed wanmth jn hjs manner (SapolsKy,

1965),

patients did not necejve pnoper explanations (Mohler

et al., 1955, lrrlilson, 1973).

3.

A posj tive connelation between compl iance and physician

cont'inu'i ty was f ound i n other stud j es (Channey, 1967 ; Gord j s

& Markowi tz, 1971 ) .
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F'inally, jn nelation to demognaph.ic and personaìity
variables, non-compliance and medjcatjon ennons have been

found to be associated with extnemes of age, Thjs is most

I jl<ely because the young ane mone nesistant to bad tast'ing

medicine and geriatn'ic pat jents may be more ì iKely to forget
(BìacKwell, 1973). There have been no cons'istent fjndìngs
indjcating nelationships between compliance and sex,

intel'l 'igence, education on mari tal status (Stìmpson, j974,

Becker et â1., 1974). It is because of these results that
only 'extremes of age' was added to the model of compliance
(BecKer, et al,, 1974).

Transition fnom HBM to MHBM

Thenefore, one can see that it was the afonementioned

neview of l'i tenatune which pnompted and assisted BecKen in
his construction of the modified HBM fon pnedìct'ing and

expla'inìng sicK nole behaviouns (see Figune 2). SicK role
behaviouns nefer to those behavjouns that a penson who has

been d'iagnosed as i I I exhibi ts to decnease the pnobabi I ì ty
of pnognessive effect on of recurrence. Fon example,

Heinzelmann (ci ted 'in BecKer et â1. , 1974) demonstnated

cont jnuous prevent jve behavjoun (of taKing pen'ici I I jn) to be

related to the I iKel ihood of havìng anothen attack (of

nheumatjc feven) as well as to pensonal penceptions of the

sen i ousness of the at tacl<,.
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Beclter's mod'if ied Heal th Bel ief Model for predicting sick
nole behavioun (MHBrui) is based on the decìsion-maKing

concepts of valence (on attnactjveness of the goal to the
jndividual ) and subjective pnobab'i 1i ty (on pensonal estimate

of I jKel ihood of goal attainment ) . Theonetìcal ly, the MHBM

shows that a pat'ient's ' I iKel ihood of compl jance' depends on

vaniables related to h'is 'neadiness to undentaKe recommended

sicl<, nole behaviouns' , These include: 'motivational
factors', 'value of thneat of illness neduction' and the

'pnobabi ì'i ty that compl i ant behavjour wi I I reduce thneat,

The'motivatìons' which determined one's'neadiness to
undental<e necommended sicK nole behavioun' wene: concenns

about (saljence of) health mattens in genenaì; wjllingness
to seel< and accept medjcal dìnectìon; intention to comply

and pos'i tjve health act'ivitjes. These factons may be

demonstrated in the clinical anea when people seek and

accept assistance fnom the medical and nunsìng pensonnel.

Fon example, when a penson arn ives at the hospì ta] w j th a

myocandial jnfanction he accepts the assistance and

i nstnuct jons of the hosp'i ta I personnel . Howeven , i ntent ìon

to comply on positive health actjvities may not be evjdent
on the patient's admission fon ML In other wonds, a ljnean

nelat'ionshìp could taKe pìace (j.e. , once an jndividual

necognjzes on accepts hjs jllness, intentìon to compìy may

or may not occur ) .
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The second element identified as the'value of ilìness
threat neductjon' inclucied the follow'ing subjective
estimates of: susceptibiljty on resusceptìbilìty to illness
(including belief jn d'iagnosis); vulnerability to jllness in
genenal, extent of bod'i 1y hanm and possible 'interfenence

with socjal noles (at motjvating, not inhibj ting tevels);
and the pnesence of on past expenience wjth symptoms. It
has been stated in the I i tenatune that prevìous expen'ience

wi th myocandìal infanct'ion may be a potent stimulus to cause

change (Sjvanajan, 1983). The pnevious statement may help to
exp'la'in that peopìe may al ten thei r behaviouns i f they

consider themselves to be susceptible to anothen myocandiaì

i nfanct i on.

The thi nd element i n detenmi ni ng one' s ' neadi ness to
undentaKe necommended sick nole behavior' is the

' pnobab'i l i ty that comp l i ant behavi our wi l l neduce the

threat' . This vaniable is judged by subjective estimates of:
the proposed neg'imens safety and ef f icacy (including fai th
in doctors and medjcal cane and chance of necoveny) (cited

in Redman, 1984) . This element is depicted in the cl in jcal

sett'ing when patìents may admj t the jn satisfaction on

d j ssat i sf act'ion wi th hospi ta ì cane and the j nf onmat i on that
they received from the health cane professionals. In other

wonds, â pâtient may be less liKeìy to be compliant if he is
not satisf jed wjth hjs hosp'i ta'l cane.
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In conjunctjon wjth these elements ane the'modifying and

enabl'ing f actons' which inclucie: demognaph jc van jables (the

veny young and very old ane less liKely to be compliant),
stnuctunal van jables (cost, dunat jon, complexi ty, side

effects, access'ibility of negìmen, need fon new pattenns of
behavioun), âttj tudes (satisfaction wi th v'isì t, physician,

other staff , clinic procedures and facilit'ies), intenaction
variables ( length, depth, cont'inu'i ty, mutua'l 'i ty of
expectat i on, guâ ì 'i ty and type of doctor -pat i ent

nelatìonshìp, physician agneement wj th patient, feedbacK to

patient), and enablìng vanjables (pnion experience wjth
action, j I lness on reg'imen, sounce of advjce and nefenral )

( Redman, 1 984 ) .

It is a combination of al I the pnevìously discussed

elements and vaniables wh'ich may lead to the 'liKelihood of
comp I i ance or noncomp I j ance .w j th pnescn'ibed regì mens' such

as : dnugs , di et , exenc'ise, persona I and wonl< habi ts ,

fol low-up tests, refenrals and fol ìow-up appo'intments,

entering on contìnuing a tneatment pnognam (Redman, 1984).

Becker's modi fied vension of the HBM also has

I imi tations, 0f sìgni fjcance is the fact that no single
research study has been completed utj I izìng al I of the

variables in the Health Belief Model fon predictìng sjcK

nole behavjouns. In addi t jon, neach'ing the goal of changing

health beliefs may be ìmpossjble because of the compìexity

of bel jefs and behaviouns and lack of understand'ing of
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factons that contribute to heal th bel iefs on heal th

behaviouns. Many stud'ies of heal th beì ief s are penfonmecj on

a one-t'ime-only bas'is wh'ich cneates concenn as to whether

these bel ief s ane pnesent only at the t'ime the data ane

gathened ( Redman, 1984) .

As one can see by the two-way annows, each of the

vaniables in this model (Figune 2) ane dep'icted as be'ing

nelated to the other. This was not explained by Becken

(lglq) however, i t would suggest that the nelatìonshìp js

not solely unidinectjonal but that each vaniable has a

nelationsh'ip to the othen. For examp'le, those vaniables

wh'ich ane I 'isted under ' neadi ness to under taKe necommended

s jc[< no]e behaviouns' inf luence those unden 'modi fying and

enab ì 'ing f actons' and v j ce vensa, wh'ich a I so demonstrates

the complex causal nelat'ionships among the vanjables.

This author thought that there is howeven, one panticulan

aspect m'iss'ing jn the HBM when considering the evaluation of
a teaching tool fon post MI pat'ients. Thjs aspect is a

cognjtìve leann'ing component and thenefone would necessitate

the jo'ining of anothen model to the MHBM. In othen wonds,

when eva I uat'ing a teach'ing tool one must cons i der the

ìeanning pnocess that a patìent may undengo. If the

objectjve of the tool js to incnease knowìedge then one must

consjden the stage at which the patient has gaìned and

utj I ized the jnformation. Further expìanation of this wi I I

occur in a foì ìow'ing section whjch involves synthesis of the



Heal th Bel ief
behavion and

2,3 LEARNING MODEL

Model fon pned'ict'ing and

the Infonmation Pnocessing

S'ince 1966, Coleman, Ljvìngston, Fennessey, Edwards &

Kidden have been neseanching the effect that games have fon

cneating and influencing ìeanning.

associ ated wj th using games for leanning must be

acl<nowìedged jn onden to undenstand thejn effectiveness.
coleman and associ ates ( I gzs ) considened i t ìmpenat ive to
describe the di ffenences between conventional school

leanning and leanning thnough games, In onder to do this he

described two modes of leanning which have a basis in social
psycho I ogy :

29

explain'ing sicK nole

Leannìng Model.

1.

2.

'infonmation process'ing leann'ing ;

expenjential ìearnìng (see Fìgune 3).

I t is the fonmen which consti tutes most schooì learning

actjvjties and the latter which chanactenizes the pontjon of
leanning which taKes place in evenyday life (which coleman

nelates to games). In addit jon, experiential leannìng could

occun fnom the expenience of an ML Both pnocesses have

advantages and disadvantages and neithen can be consjdened

as the sole pnocess for human leanning.

The weaKnesses

The information and concepts that coleman pnesented can

be depicted in a situation of post MI patient educatjon.



Coleman's concepts can pnovide a useful method of
the patìent's learning. The associat ion of
concepts to post MI patìent education pnovides an

neason for the utilization of a pontion of th.is

model in the conceptual fnamework of this neseanch,

30

assess i ng

Coìeman's

'impon t an t

I eann'i ng



Figune 3: Learning Model
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2.g. 1 Infonmation Processinq Leanninq

Coleman descr jbes infonmat jon pnocessing ìeanni ng as

involving a senies of foun steps,

Reception of Infonmation

Inf onmat ion i s tnansm'i t ted thnough a symbol i c

medium such as a lectune on a booK wh'ich uses wonds

as the symbolic medium. Hene infonmatjon concenning a

genenal pnìnciple (or specific exampìe as

'i I lustrations of that princìple) ane tnansm.i tted to
the penson involved.

2. Understandinq the General Principle

At this step the infonmation is assimi lated and an

undenstanding of the genera'l pninc'iple occuns. Thus,

one is said to have ìeanned the meaning of the

infonmation on assimi lated the infonmation as

Knowledge. At thjs poìnt Knowledge js considened the

acqu'is j tion of infonmation.

3. Panticulanizino

32

This step jnvolves stating in detai I what has been

learned in the prevjous two steps. One must be able

to infen a panticulan applicat'ion fnom the genenal

prìnciple. This nequines some cognitjve abi litjes
that al low one to see how a general pninc'iple nelates

to the particulan instance (Coleman et â1., 1973).



4. Act i no

Thjs final step involves moving from the cognjtive
and symbol processing stage to an anea of
undenstanding wh'ich involves action. Actìng involves

the app'l i ca t i on of the genen a ì pr i nc'ip 1e to a

pantjculan instance. Final ly, i t constj tutes the use

of the jnfonmation that was received in step 1. It 'is

when this step has been concluded that one is sajd to
have completed jnfonmatjon processing leanning, For

examp'le, ma[<ing the jnfonmation that h/as in j tial ly
recei ved usef u I f on a pan t'icu I an j nstance.

Thi s I eann'ing pnocess can be re I ated to hea I th

educat'ion. "Heal th education is based on the f act

that a penson's health status
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actjons talten by the indjvidual ìndependent of or jn

nesponbe to the'i n expen j ence i n recei vì ng med j ca I

tneatment" (PecocK, Gelman & Futins, 1975, Þ. 198),

The post MI patient js taught to decnease harmful

modi fjable risk factons utj I izing such instnuments as

the Heart Talk bool<let. Thenefone, i f the patient has

pnognessed thnough the conventional leanning phases,

one would expect hjm to taKe the initjative and alten

his behavioun. It can be said that "health education

bridges the gap between health infonmatjon and health
pnact'ices" (PecocK, et ê1., '1975, p. 198).

is h'ighly dependent on



2.3.2 ExBerientjal Learnino

This pnocess proceeds in almost the nevense order to the

fonmer , I t does not use a symboì Íc medjum fon the

tnansmissjon of infonmatjon but genenates the jnfonmation

so'le 1y thnough the sequence of s teps and expen i ences . Thene

ane four steps to thjs process also.

1. Act'ino

At .this step, one canries out an actìon jn a

panticular.instance and 'immediate'ly sees the

nesultant ef fects (simj lan to classical expen'imental

cond j tioning) . The obsenved ef fects of the action may

be neithen newarding non pun'ish'ing, but pnov'ide

i nfonmat jon negardi ng the seguence of cause and

effect,
Undenstandinq the Panticular Case2.
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At this step the penson is said to have leanned

the consequences of the action and how to obtain his
goals in this partjculan circumstance.

3. Genenal izi no

Th j s step i nvolves the abi ì 'i ty to see a connect ion

between the actjons (step 1) and the effects over a

nange of ci ncumstances, Thus , gdining experience

beyond a partjculan instance.



4. Actinq in -A New Cincumstance

At th'is stage the penson js said to have completed

exper j ent i a I leanni ng so the expen i ence he has

undengone is useful to him for future actjons.

These two pnocesses of ìeanni ng have thei n own

charactenist'ic pnopenties which can be e j then benef icial or

unfavourable.

information Pnocessino Leannjnq

Fìnst, thjs fonm of leanning can be benefjcial because it
may enormous ly neduce the amount of t jme and effon t

necessany to learn someth'ing new. This mode of leanning

nel ies on the shaned experiences of othens which nesul ts 'in

the f onmat'ion of j nf enences f nom a bnoad nange of
expenjences, Again health educatjon can be exemplifìed. The

jnformation given to patients and the suggestions for
I i festy'le modi f ications have been developed through a body

of neseanch, I t i s the pat ìent who benefi ts from the

expenjences and suggestions of othen post MI patients.

The second propenty js somewhat of a disadvantage because

i t depends veny heavi ly upon a symbo'l ic mef ium (usuar ry

language). Thjs pnocess depends on the abi lity to undenstand

and assimi late language. Heal th education js del ivened

thnough venbal on wnjtten communicatjon. The dìsadvantage

would occun j f one does not undenstand the language

comp'lete1y. Fon example, a person wjth a different cultunal
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bacKgnound may have djff iculty undenstand'ing the.meaning

wonds,

The weak points of this process may occun between steps 3

and 4 (Panticulariz'ing and Acting) . This involves the

'appl ication of what is leanned' . An indiv'idual may not be

able to put into wonds hjs undenstand'ing of the genenal

prìnc'ipìe. In thìs case, it is sa'id that leann'ing is
incomplete on that learning has pnognessed thnough to step 2

on 3 but not to a poìnt whene he can use the infonmation he

has neceived. Th'is major hurdle " is the tnanslation f nom a

symbol i c f ramewonK of understandi ng and thi nk'ing to a

framewonK involvìng concnete sequences of action" (coleman

et al., 1973, p. 5),

The fjna'l pnopenty js that this pnocess nequjnes

i nt n i ns i c mot i vat i on because the act'ion comes at the end ,

not the beg'i nn ì ng of the pnocess . Th j s means tha t a

penson's motivatjon or desjne to learn must come fnom wjthin
h'imself. No incent'ive fon leann'ing occuns until the

connect i on i s made between the i nf onmat i on that 'is necei ved

and the act'ion. This may be a disadvantage because one m'ight

not have the desjne to continue leanning aften steps 1 on 2

and in effect abont the totaì 'leanning process (coleman et

al., 1973).
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Expeniential Leanning

First, this pnocess of leann'ing js veny time consum'ing

fon it nequjnes nepeated actions in enough cjncumstances to
allow the development of a generalization to occur. "A

typical observation of someone who has leanned something

through thjs pnocess is that he can not venbalize it, but he

can do ìt" (Coleman et â]., 1973, p. 5).

The next property contnasts that of the infonmation
pnocessìng mode'l , Motivat'ion fon this mode of leanning is
intninsjc. The action occurs at the beg'inning of the

sequence of steps and the need fon leanning exists fnom the

outset. A penson sees the immedjate nesults of hjs actions.
The weaKness may occun at step 3 because pensons seem to
diffen in their abilìty to infer a genenal princjpìe fnom a

set of expeniences.

The final propenty js that this mode of leanning appeans

to be less easiìy forgotten than the leanning which occuns

as a nesul t of infonmat'ion pnocessìng learning. The reason

for this could be that the associatìons embedded ìn memony

may constitute concnete actions and events which affect them

and not menely assocjations wjth abstnact symbols.
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ïn conclusion, mone Knowìedge and nesearch is sti I I
nequ'i ned in the anea of these two processes of leanning. in
addition, one must considen both modes in the evaluation of
any leannìng that has occunred. Both modes of learning will
be considened in this neseanch. Howeven, the concept of
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experjential leanning js considened an aspect of the MHBM

(i.e., pnevious expenience with Mi) thenefone, the 'iabeì

'experiential leanning' will not be utilized in the context
of the nemainder of this thesis,

2.4 SYNTHESIS OF MODIFIED HEALTH BELIEF MODEL AND
ïñtuTMÃTI oil I il-RNTf mõ-D-E I-

As stated pnevìous1y,

these models was because

nepnesent the patient' s

evaluation of a teachìng

The conceptual framewonK for thjs thesis is depicted jn

Figune 4. The MHBM assists ìn pned'ictìng and explain.ing

sicK role behav'iour because of the 'pat jent's neadiness to
undentake necommended health actions' It must be noted

that th'is modi f i ed vension of the HBM does not contai n an

element focusing on a cogn j t jve aspect of 'leann.ing.

Although it was previously stated that 'pencejved severity'
cannied a stnong cognitjve component, no pnocess of leanning

infonmation was stipulated. It is for this neason that the

authon chose to integnate the IPLM ìnto the conceptual

fnamewonlt. It was thought that the MHBM alneady inconporates

expen jent i a I leannì ng under the head'ing 'mod'i fyi ng f actors
(specifjc to pnesent j I lness)' because this facton dears

w'i th the patìent's pnevìous expenience wj th ML This could

constjtute expenjentjal leannìng. Experiential leannìng

the main neason fon synthesiztng

one model alone can not completeìy

heal th cane bel iefs and guide the

tool fon post Mi patìents.
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could occun if the penson had experienced an Mi jn the past.

If not, the author feels that the patient would undengo

expenjentiaì learn'ing during this panticular tjme of
hospi taI ization for MI Thus,

I eann i ng 'i s a I neady addnessed i n

because thjs nesearch is eva'luating a method of health
education (pat'ient-teaching tool ) that the cognj t'ive aspect

of learning must be considened (IPLM).

The IPLM could not

of a teaching tool ,

the penson' s hea I th
'i nc I ud'i ng :

suscept ì bi I i ty to or sen i ousness of MI ; f actons wh'ich may

modify on enable compliance, such ast âgê, sat'isfaction,
cost, docton-patient nelationship; and prior experiences

the concept of experjential
the MHBM. Howeven, it is

be considened alone in the evaluation
It does not tal<,e into account any of
cane bel iefs or past experiences

(which ane al I considened

the person' s sub ject i ve f ee I 'ings of

proving the pnevious statement two quotatìons ane pnesented.

Redman ( 1 984 ) stated that :

ìeanning theonies in themselves do not pnesent an
adequate basis fon undenstanding or managìng the
many vaniables associated with learning in sócialsettings,.. No single theony of leanning has yet
emenged that is appl icable to a w'ide ãnnay of
outcomes in the many diffenent settings jn whjch
learning occuns (p. -88).

And yet, leanning is defined by Gagne as:

a change in human d'isposi tion or capabi l'i ty that
pensjsts oven a peniod of time and that is not
simply ascnibable to pnocesses of gnowth.
Learnìng exhjbits itself as a change in behãviour,
and the jnference of leannìng is made by comparing
what behavioun was possible before the individuai
was pl aced i n a leann'ing si tuat ion and what

in the MHBM). To assist in



In other words, leann'ing theonjes cannot act alone in
expla'ining why and how peop'le leann. The integnation of the

iPLM and the MHBM fon the punposes of thjs study,s
conceptua ì f namewonl< suppon ts the penspect'ive that I earni ng

may be exhibi ted by the perfonmance of behaviouns.

compl iance can also be consjdened the perfonmance of
behaviouns. Th'is stnengthens the neasoning fon taK'ing

ìeanning into considenation when detenminìng al teratjon of
hanmful I ifestyle behavjouns.

As seen j n F 'igure 4 , the MHBM has been dep ì cted and

explained with myocardìal jnfanction as the d'iagnosis and

al teration of risl< f actons as the desined behavìounal

outcome or compliance. Thjs fnamewonK was cneated by this
authon with the assìstance of the wonK of Becken and others
(1974) who devised a simj lar one for pred'icting and

exp'lain'ing sjck nole behavioun in low-jncome populations.

The MHBM and IPLM ane sjmilan jn two ways:

behavioun can be exhibi ted aften such tneatment
( ci ted i n Redman, 1 984, p. 88 ) .

4A

1, rnotivatjon js a factor in both;

2. the optjmum behavjoural outcome of both is acting on

comp I j ance.

In onder to ful
explanation of each

4) . The patient's

ly understand the synthesjzed model,

of the van j ab I es mus t occur ( see F'igure

'psycholog'ical level of neadjness to tal<e
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health action' consjsts of 'motivations', 'value of threat
neduction' and 'probab'i ì i ty of aciion neducing threat'

'Motivations' , fon the punpose of thjs study, nefen to
the emotional anousal 'in an jndjvidual which is caused by

some given class of stimuli and can be nepnesented by: a)

phys'ica I threat of MI ( some f ee I that the expen'ience of an

MI is a potent stimulus to cause behavioural change)

(S jvanajan, Newton, Almes, Kempf , Manf ield, Bnuce, lg83) ; b)

contnol oven heal th mattens ('i f the pat'ient feels he has

some control over his own heaìth he may be mone jncljned to
alten hanmful ljfestyìe behavjouns (compìjance)); c)

atti tude towand medìcal authonì ty (compl jance is posì tìveìy
assocjated with how a penson feels about his doctor and how

the doctor tneats hjm) ( BecKen et êl , lg74); d) genenal

hea I th concenn ( suggests that the pos i t i ve hea I th

motivatjons exist and may account fon some degnee of health-
reìated behavioun nathen than focusing solely on negative

aspects of heal th) (Beclten et âl . , 1974) .

The vaniable entitled 'pnobabiìity of action neducing

thneat' js nepnesented by: a) bel jef in diagnos'is, (tnis
mpy nequìne a time element because it is a nonmal pnocess

fon a post MI pat'ient to deny the diagnosis of MI during the

acute phase); b) perceived efficacy of medicjne (it patient
i s taKì ng medicat jons 

)

behaviouns (compliance may nesult jf the patient believes

that by aìtening hanmful lifestyle behaviouns the chances of

and altenation of lifestyle
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hav'ing another MI ane decneased) ; c) bel ief and satisfact jon

in modenn medicine (jf the patient js satisfied and beljeves
in modern medjcjne, 'i t would be rnone I iKely that he would

comp ì y wi th sugges ted med'i ca I neg i men ) .

Added to the patient's 'psycho'log'ical level of neadiness

to taKe necommended health action' is an element of the

IPLM: 'necept'ion of jnfonmation in the HTB' . A patìent must

be psychological ly neady to neceive the infonmation in the

HTB befone he can begi n the leann'ing pnocess . Psychologì ca I

readiness comes after the phys'iolog'ical thneat subsides

somewhat. For example, jt has been found that a patient jn
the acute phase of MI js not neady to leann and does not

netaìn much infonmatjon that is given to hjm jn the

intensive care unit. (scalzi, 1980). At this time he is mone

concenned with basic human needs such as alleviatjon of pa'in

and abil'i ty to bneath--basjcally--concenn over life and

death (Scalzi, 1980).

Leanning'is mone effective when the patient js neady to
leann on when he feels a need to Know somethìng. Moderate

anx'iety is beneficial to leanning but low or sevene levels
of anx'iety detnact f rom ìeannì ng (Dugas , 1g7T ) . In

addition, anxiety and fean have been found to be associated

wjth negatjve or null findings in studies of the HBM for
pnedict'ing sicK nole behaviouns (Becl<,er, ig74).



As can be seen, thnee of

'patìent's psycholog'ical level of neadiness' lead vja one-

way annouvs to 'readiness to taKe necommended health action'
The founth (neception of information in the HTB) is nelated

to another van j able ent i t led ' undenstandi ng the genera I

pn'inciple'. This variable is nelated to 'neadiness to taKe

necommended health actions' by a double ended anrow whjch

suggests a two-way associat'ion. in othen wonds,

'undenstanding generaì principles' is associated wi th

'neadiness to taKe necommended actions' and the latten is
dependent upon the patjent's 'understanding of the genenal

pn'inc'ip'les of MI' Fon example, a penson may not be

mot'ivated (or have the desi ne) to understand the basic
infonmation of MI unless he is neady to taKe necommended

heal th action or al ten hjs hanmful I j festyle behaviouns.

The deci sion a pat jent may maKe to al ten behaviouns i s

dependent upon h j s understand'ing of the neasons why

altenatjon is deemed necessany.

.44
the foun vaniables unden

' Read i ness to t aKe neconrnended hea I th act i on' i s

determi ned by ' modi fyi ng factons' such as : ' genena l, ,

'specj fjc to pnesent i I lness' and 'cues to action'

' Genenal' modi fying factons ane nepnesented by: a )

demographic variables (age); b) structune of medicaì cane

(continui ty); satisf action wi th hospì tal care; leann'ing new

behaviouns and patìent comrnunication wj th heal th cane

pnofessionals. Al I of these varjables may influence a



person' s 'neadiness

i ifestyìe nisit factons.

satisf ied wi th his hospi taì cane, he may be mone I iKely to
comply wì th necommended al terations of hanmful modj fiable
n i sK factons, The modi fying facton ' specj fic to pnesent
j I lness' i s nepnesented by 'pnevious expenience wi th MI,

which could also jnf luence a penson's 'readiness to tak,e

necommended health actjon' Fon example, a penson may be

mone l'iKely to alter risK factors if he has just expen'ienced

a second M]. Howeven, if he had aìready decneased any of the

modjfiable rjsK facton behaviours, he may negness to his oìd

ways because any previously altered behavjouns "didn't help

an¡/ways " .

The modi f y'ing f actor ' cues to act i on' j s represented by:

symptoms ('i .e., angina, shontness of breath), advjce fnom

hea I th care wonKens ( to decnease n ì sK factons ) and

medjcat'ions (which the patìent may be taKìng). These

var i ables nel ate to ' neadi ness to taKe necommended hea I th

actjon' Fon exampìe, a penson may be more compljant in
taK'ing pnescr i bed medi cat i ons i f he suf f ens f nom symptoms

such as angina because the tal<,ing of medications may heìp to
al leviate the symptoms.

In addi t ion, th'is author considened the I PLM step of
' pan t j cu l an'iz'ing' to be i nterdependent wi th ' nead j ness to
taKe neconrnended heal th action' the general pnincip'le' step,

ïhat js, jn onden for a patient to infen a particulan
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to comply' or al ten any hanmful

Fon example, if a patient is
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application of the information jn the HTB he must be neady

to take neconrnended alterations of lifestyle. This

nelationshjp was descnibed as: being able to put jnto wonds

what one has learned is dependent upon one's 'neadjness to
taKe necorffnended health action'. This latter element nesults
f nom 'i ts nelationship w'i th the 'mod'i fying f actons' such as:

âgê, sat i sf act i on on pnevì ous expen j ence w'i th MI .

The finaì component of thjs framewonk is
compliance' (fnom MHBM) on 'acting' (fnom i

which ane similan in the v'iew of this author.

is repnesented by leanning about MI through

wi th j n the HTB and by maK'ing appnopr i ate

hanmf ul I i festyìe ri sl< f acton behavjouns.

The 2 dependent vanjables included:

1. knowledoe level . on undenstand'ing of the informat jon

i n the HTB

2, behavjoun or aì teration of any hanmf u'l I i festyle n jsK

factons.

These variables wene denjved fnom the conceptual frameworK.

The testing of the dependent vanjables will be djscussed jn

a fol low'ing chapter.

'lil<,elihood of
PLM). Both of

ïhis vaniable

the infonmation

changes 'in any

ïhe dependent vaniables were denived fnom the conceptual

f ramewonK. Fon example: a patient could not compìy wi th

suggested alteration of hanmful lifestyle rislr factor
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behaviouns i f he does not have the Knowledge base to
undenstand the neasons for the alteratjons. In othen words,

one can not expect a penson to alten a behaviouri f he has

no Knowledge on whjch to base his decision.

In conclusion, the psycholog'ical readiness of the patjent
as wel I as the cogn'i t'ive leanning abi I j ties' ane taKen into
cons'idenat ion i n thi s conceptua l f namewonK when detenm'inì ng

the pat'ient' s neadiness to undentalre necommended heal th

act'ions (wh jch js nepnesented by the pat jent's I iKel ihood of
compl'iance on acting) . This conceptual f nameworl<, attempted

to synthesìze all aspects for considenation in evaluation of
the effectiveness of the Heant Tall< booKlet fnom the

pat i ent' s penspect i ve. Any i nf onmat i on that the pat'ient may

on may not leann could involve infonmation process.ing

leann'ing. Also, any behavioun change that the patient may

on may not mal<,e could involve the f actons and bel ief s which

ane considened in the MHBM. Thenefone, the evaluation of
the booKlet's content by the patient as bejng of benef it to
him during his necoveny fnom MI appeans to nequine the

ìntegnation of both the Modified Health Belief Model and the

Information Pnocess'ing Learning Model .



3.1

Throughout the past two decades a gneat deal of effont
has been made to pnomote posj tjve 1 j festyìe changes jn

ìndividuals who suffer fnom candiovascular disease.

Impnoving patìent Knowledge has been an impontant goal

towands gneater compl iance because many patients ane

nelativeìy un jnformed (Mi lazzo, 1980; Segal I & Robents,

1980; lltjilson-Bannett, 1981). However, in order to judge the

effectiveness of any educational prognam, the ul timate
critenion to be ìdentjfied is sustained behavioun change.

The fol ìowìng nevjew of I j tenatune has been completed to
present the cunnent state of Knowìedge in relatjon to:

Ï NTRODUCT ]ON

Chapten I I I

REV ] EIÀ/ OF THE L ] TERATURE
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pat i ent educat'ion

a ) candi ac rehabi I 'i tat i on

¿, comp I i ance

a ) Know'l edge ( a necessany componen t
educat'ion and comp I j ance )

evaluation of patìent teaching pnognams3.

-48

of pat'ient



3 .2 PAT r ENT EpUCATJ0N

" Today, thene i s cons i denab I e evi dence that hea I th

teach'ing involves chang'ing of atti tudes and values and

wi I l'ingness to taKe action and these ane not altened by mene

teaching of facts" (Redman, 1984, p. 28). It is this idea

wh j ch stnengthens the vi ewpo'int that af f ect i ve vensus

cogn'i tive components underly behavioural pnedisposjtions. In
other words, a nelationshìp between lacK of infonmation
(acting as the cause) and educational prognams (acting as

the solut'ion) for explaining I j festyle behaviour cannot be

just i f i ed. Howeven , when leann'ing theon i es ane used j n
patìent educat'ion, the occunrence of an ef fect depends upon

the jndjvidual's expectation that his behaviour wi I I yjeld a

par t i cu I ar consequence. The penson we'ighs the consequence

of a panticular behavioun against the potential outcome of
al tennative behaviours. This pnopos j t jon can also be v'iewed

as the motivation which is deemed necessany fon behaviour

changes to occun (Dnacup, 1982). Somens ( lgZO) and

Schoennjch (lgl+) have ljsted two factons whìch provìde the

rnotjvatjon fon inclusjon of pat'ient educatjon in health cane

del iveny pnognams. These ane:
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1,

2.

an incnease in the emphasis on djsease pnevention;

an incnease in the incidence of chronic disease and

jllness. (cited in Cohen, 1981, p. 11).
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"Patient education occuns negulanly within the noutine

cane of all patìents within the hospitaì setting. However,

past neseanch has shown that fonmal teachìng results in a

greater incnease in Knowledge than informal teach'ing but

cunnently infonmal teaching constitutes the bulK of teaching

that occuns" (Mi1azzo, 1980, p. 1079). It is thenefone

questionable as to whethen any increase jn the patient's
Knowledge level occuns. Although l//tilazzo (1980) oio f jnd

that despite some methodolog'ical weaKnesses, the body of
neseanch she revjewed pnovÍded evjdence that patient cane

should include teaching.

The goal in pat'ient education is seen as being immediate

and pnactical, such as compljance wjth a negimen. Many

Kinds of stnateg'ies ane used to change behaviour and

teachi ng 'is of ten i ntenm j xed wi th other strategi es (Redman,

1984). some feel that incneasing the patient's undenstandìng

of the disease js ìmpontant due to the fact that in the

absence of undenstandìng, patients may formulate their own

concepts whjch may be bizzare and frightenìng. This

fonmulation may'induce unh/annanted distress fon the patient
( h/ynn, 1967 ) . Reseanch has been done showi ng that the

effectjveness of patient teaching and the tjme spent

al1ayìng the patient's anxjety can contribute to a smoothen

necoveny fon the patient (Dugas, 1977; Devjne, 1983),

Some authons pence'ive patient education to be an integnaì
pant of effective care and the more a patient Knows about



his condi tion the mone I iKely he is
cooperate jn his tneatment (Docige, jg6g). h/i json-Bannett &

0sbonne's (1983) neview of 29 evaluat'ive studies on patient
teachìng discovened 23 to have found some benefi ts in
pat'ient teaching. It is obvious that patients need

infonmation about their condi tion, tneatment and

necuperation to enable them to cope and pantic'ipate in thei n

cane. unfontunately, pâtjents fnequently nepont this need

as beìng unsatjsfied and they remain ìgnonant, anxjous and

uncentain about what they should do (üJj lson-Bannett, 1gB1 ) .

lrüynn ( 1967 ) found 33% of hi s convenience sample to be

expenienc'ing emotional distness due to lack of infonmatjon,
and Alt ( 1966) found almost half of the patients he studied
sti I I had questions at the time of dischange.

Infonmation givjng may not be the same as teach'ing.

Teach'ing nef ens to an i ntenact ive pnocess wheneby 'leannì ng

taltes pìace and may subsequently be used to inf luence

behaviour. In such a case, assessment and fulfjllment of the
pat'ient's infonmation needs redef ines patìent teaching.

Howeven , i t has been f ound that gjvjng i nfonmat i on thnough

patient education helps patients in 2 ways:
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to successful 1y

1. j t al leviates anx'iety by neducing the areaof unKnown expeniences, feans and-fantasjes
by pnoviding a nealistic account of what
wj I I happen;

2. j t helps pat ients to lrnow what j s expectedof them and how to do things that' wj I l
j¡nprove the j n expen j ences añd necoveny.
Thnough these behaviouns their confjdenôe



0then reseanch (ci ted in hJi lson-Barnett, 1983) has found

infonmation giving thnough pat'ient teach'ing to neduce stness

and to pnomote recoveny (r.Johnson, Monnisey & Leventhal l,
1973; rjohnson, K'irchnoff & Endness, 1975; ulohnson, Richev,

Fuller & Endness, 1978; Fuller, Endness & ulohnson, 1g78;

Ridgeway & Mathews, 1983), Thus, it would appear that
patìents gain fnom neceìvìng mone infonmation fnom

education pnognams, This may nesult in less anxiety, more

panticipat'ion and a feel ing of mone contnol over the jr
lives.

is incneased which
greaten feeì ings of
Bannett,1983 p, 37).

can help to pnomote
ì ndependence (ftJi I son-

ó.¿. t

Myocandìal infanction is one of the thnee most w'idely

reseanched aneas from 1 965 to 1 984 as seen j n major

cand'iovasculan nursìng reseanch jounnals. Gnegon (ci ted in
Foster, '1984) stated that pat'ients wi th candiovascular

disease often nequine specjfjc and detailed information

about d jet, medicat jons and act jvi ties of dai ìy l'iving to

pnomote the best possjble quaf ity of life. It js necessany

to del jneate the most ef fect'ive way of tnansmi tting th js

infonmation to thjs patient population. Transmission of
'impor tant j nfonmat j on may be accomp I i shed through candi ac

rehabi I ì tat'ion prognams .

Candi ac
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Rehabi I i tation
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Rehabì I i tation and pneventjon pnognams fon patients
fol lowìng a myocandial infarction have become jncreasingiy

impontant,

fnequency of cononany disease ìn modenn society (cited in
segev, 1981). The brJonld Health Onganjzation def ines candiac

nehabi I i tat ion as:

the sum of act i vi ty requ j ned to ensune pat'ients
the best possjble phys'icaì, mental, and socjal
conditions so that they may by their own effontsnegain as nonmal as possjble a place in the
commun'i ty and lead an active pnoduct'ive life(cited jn ltljnslow, 1982, p. 114),

Epidemìological findings'indicate a h'igh

Candiac Rehabi 1i tat jon jnvolves 'incneas'ing the patient's
awaneness of candiac nisk factons. Thene ane two categories
of candi ac n'isK f actons whi ch ane thought to be assoc'iated

wi th cardiovasculan disease: mod'ifiable and non-modifiable.

Modifjable nisK factors include: elevated senum lipìds,
ciganette smoK'i ng, hypentens jon, carbohydrate intoìenance,

h'igh calonìc and sal t dietary intake, €levated cholestenol
b I ood I eve I s and obes'i ty.
jnclude: age, sex, nace and famì ly history of candiovascular

djsease. The mod'ifiable nisK factons ane those whjch may be

altered by changìng lifestyle chanacten'istics wheneas, the

non-modifiable n'isfr. factors cannot be altened.

It can be said that patient education is an essential
component jn the nehab j l'i tative ef font. Rehab j I i tat jon

impl ies not only restonat jon to the optimal level of
funct'ioning, but also a djnected change in I ifestyle

Non-modi fiable risk factons



lessening the modifiable cardiac nist<, factons.

wonds, the goal of pat'ient educatjon from

nehabj I i tat ive stance j s behavioun change.

3.3 COMPLIANCE

compliance js a major factor in any patient education

effont. Although there are conf l'ictìng views on the neasons

fon compl i ance or non-compl i ance. some neseanch suggests

that "the mone a pat'ient l<nows about hjs cond'i tìon, the more

I iKely he is to coopenate successful ìy in h'is tneatment"
(Dodge, 1969, p. 502). The adequacy of a patient,s
undenstandi ng depends upon the knowledge that i s made

avai lable to hjm. One cannot expect that a patient comply

wi th regimens that he does not understand.

An extensive neview of litenatune demonstnated that a

nange of 15-93 percent of pat'ients ane non-compl iant wi th

medical negimens (Manston, 1977). The wide vaniations in
openational definj tions of compl jance accounted fon thjs
gneat nange of compliance rates, The neasons for non-

compljance neponted by most patients had nothing to do with
lacK of infonmatjon or undenstandìng (TalKjngton, lgTB).

Howeven, " thene ane contnastìng studies po'intìng to greater

compl iance wi th medical negìmens when Knowìedge js

incneased, but the effect of patìent teaching on montalìty
and monbi di ty j s not yet documented" (Vlt lazzo, 1980, p.

1081 ) ,
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In othen

candi ac
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Compliance is central to health cane, but jt still
nema jns problematic to heaì th cane pnov'iders and heaì th cane

neceivens. The most well established health cane negimens

are wonthless j f a patient chooses not to compìy wi th

necorDnendat ions of the heal th cane system. Non-compl i ance

unden centain cond j tions has posi t'ive consequences but jn
most si tuat ions non-compl i ance pnoduces negat'ive ef fects for
the clients and the health care system in both health and

economic mattens. This sjtuation could anise if a patient
who has suffened an MI does not alter his hanmful lifestyle
behaviouns and consequently suffens anothen ML In thjs
event both his own health suffens and a subsequent incnease

in the amount of health cane dol'lans js requined once the

patient is hospitalized. Nontheless, non-compliance is a

wjdespnead phenomenon (Dracup et â1, 1982) . It is necessary

to find factons which wj l l detenmjne compl iance on non-

compliance, Patient chanactenistics such as âg€, genden,

educatìon, re'l igion, socioeconomjc status, ethn'ic.i ty,
attitudes and pensonalitjes have not yet been establjshed as

rel iable indicatons of compl iance. Other aspects of the

i I lness such as chnon'ici ty, sevenì ty and latency have also
yi e I ded co¡f 'l 'ict'ing nesu I ts but nesearch cont ì nues .

BlacKwel I ( 1978) suggested other factors which can affect
compljance. These include: extnemes of age (the veny old
and veny young ane thought to be less compliant because the

young may be nesistant to medjcatìons and the oìd may fonget
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to take medications); length of time nemaining well (the

longer the patient nema jns we'l I af ten an episode of i I I

health the mone ljKeìy he js to be non-compliant); patient-
physjcian nelationsh'ip;

med'ications; and specific instnuctions and featunes of the

medications (trre mone compl jcated the instnuct jons and the

mone s'ide effects fnom the medicatjons, the mone lìKely the

patient js to be non-compl iant ) . Blact<wel I also stated that
eveny pat'ient has the potential for beìng non-compl jant, but
jf a nelapse js immediate or severe the patient may be less

liKely to deviate fnom hjs necommended negimen. This last
statement can be linked to the conceptual framewonK wjthjn
the component ' pnobabì I 'i ty of act i on neduci ng thneat
(penceived effjcacy of altenatjon of risk factons). A penson

may alten his harmful lifestyle behavions jf he believes
that the pnobabì I i ty of neducing the thneat of another MI

wilì be neduced.

Motivation is pencejved to be a necessany component to
yield compl iance on change 'in I ifestyle. some feel that the

expenjence of an MI in itself is a potent stimulus to affect
change (Sivanajan, et al., 1983). If change js imposed on

patients duning hospi tal jzation, the opportun'i ty exists to
encounage maintenance of these behavjouns once the patient
neturns home. Unfortunately, pêtients may not have the

motivation untjl well aften thein netunn home (sivarajan et
â1., 1983). The conceptual fnamewonK contained a component

pat'ient's attjtude towand
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enti tled 'motivations' whjch included: physical thneat of
MI, contnol oven health, attj tude towands medical authority
and genenal health concenn. All of these vaniables may

affect a penson's motivation to learn about altering hanmful

lifestyle behaviouns. Fon example, jf a penson perceives

himself as having some contnol over his own health, he may

choose to alten hanmful ljfestyìe behaviours because of hjs
innen motivation.

In contnast to what was previously stated, assisting the

patìent towards compl iance is thought by some to be

accompl ished by ìncneasing the patient's knowledge and

undenstandi ng about card'iovascu I an d'i sease. L i nde ( 1g7g )

and l{iilazzo (1980) have found that ìncneasing knowìedge

thnough patient education has a posi t'ive ef fect on patient
complìance although nothing was stated 'in nelation to
pat'ient heal th. Rovario ( lgaq) concluded on the basis of a

necent neview of the I i tenatune, that even a clean

understanding does not ensure compl j ance wj th major

Iifestyle changes. Thus, conflìct'ing evidence neganding

patient compliance on non-compliance still exists and will
continue untjl the factons whjch lead to compljance or non-

comp I i ance are detenmi ned.



3.3. 1 Knowledqe

Know'ledge i s a necessany component of both pat ì ent

education and compl iance. McKinlay ( lszs) stated that the

abi I i ty of the patient to cooperate wj th the physjcjan

appeans dependent upon both the patjent's undenstanding and

definition of h'is condjtjon and on the physjcian's own

Knowìedge and definition of the patient and his pnobìem. It
is not within the context of the present neseanch to delve

into the physjcjan's perspective but the patjent,s
penspective wi I I be consìdened in relatjon to Knowledge

level. studies have been done showing physicians unden-

estimation of patients' level of knowledge ( Pnatt, se1 ìgman

& Readen, 1957; McKinlay, 1975; Segall & Roberts, 1980).

Thene have been a numben of expìoratony studies
concentrating on determining the Knowìedge level of pat'ients

wi thi n two categon ì es :
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1.

2.

genenal ltnowledge leveì ;

knowledge level after patìent teach'ing.

Gneen, Levine and Deeds's ( lgzs) sunvey of g1 1 randomly

selected hypentensive out-patients showed that 70% of the

ques t j ons negand'i ng hyper tens i on wene answened con nect I y .

They felt that their patìents had sufficient Knowledge but
jnsuffjcient motivatjon to change thejn beiravioun and follow
the medical negìmen. Thenefone, it can be said that mone

Knowledge does not equal increased motivation to change. in
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addi tion, Deberry, r-Jef f nies & hln'ight (197b) stud jed a

pat'ient teach'ing pnognam for post Nli patienis anci founcj that
after jnstruction the patients knew signjfjcantly mone about

their medications,

In contnast, Al lendonf and Keegan's ( 1975) study of 20

patients with stable angina showed that they wene all ilr-
'infonmed about the j n disease, i ts etio'logy and tneatment. In

additjon, Pratt, et al. (1957) admjnistened a multiple
cho'i ce tes t f on Know I edge regand ì ng common d i sease to 214

pensons in a cl inic. rhe average pencentage of connect

nesponses was onìy 55%. They also nandomly sampìed 50 new

pat'ients to assess l<nowledge of their djsease and found that
the majon i ty Knew a lmost nothi ng about thei n di sease.

Therefone, it can be seen that thene ane conflìcting nesults
of studies on ltnowìedge levels of pat'ients.

Many evaluatjve stud'ies in tl-re field of health educatjon

have documented the fact that l<nowìedge js nanely a

sufficient basjs fon actions (Redman, 1984; suchman, 1967).

The ìmpl ìcat'ions of the pnevious statement ane impontant.

This means that incnease jn knowledge cannot be neganded as

the only facton for aI tering behaviour and that other
methods and vjewpoints must be considered. It js for this
reason that the reseancher chose to ì ntegnate two

theonetical models into one conceptua'l framewonK for this
study. The cogni tive component cannot stand alone jn

pnedìcting and explajning compljance. It has been said that



60

it is not sufficjent fon a penson to believe and lrnow that
smoKing is a sen'ious heal th probìem; he must aìso see

himsel f as personal ly susceptible to any advense effects
(Janz & BecKen, 1984). Therefone one must considen these

elements of the MHBM. In any case thene js stiil a gap jn

undenstandì ng the extent to whi ch Knowledge affects
attitudes and to the ways in which both can be used to
pned'ict behaviour (Redman,

numben of people who smoKe and who wonl< jn the health cane

field to realize that Knowledge 
-about 

hanmful effects of an

actjon does not sjmply alten behavioun. yet a major focus

in any patient teach'ing effont js to jncnease the patjent's
Knowìedge level about hi s condj t jon. cìear ìy the fi nst
questjon which guìded this neseanch is: Does the patjent's
knowledge level jncnease aften the administnatjon of the

HTB?

1984). One could looK at the

3.4 EVALUAT]ON OF PATiENT TEACH]NG PROGRAMS

Thene have been many studies jnvolving evaruatjon of
teaching pnognams in genenal but veny few whjch have focused

pnìmari ly on the printed matenjals given to post MI patients
during on fol lowing teaching sess jons, Scalzi ( lgB0) found

that:

netentjon of infonmatjon dunìng the acute phase of
i I ìness (MI ) is veny 1 imj ted but the ' use ofprinted take-home materials may help to facj I j tate
the instructjonal pnocess jn several uuays:



1. it provides a vehicle to insune covenage of
essential infonmat'ion;

it provides a convenient nefenence fon thepatìent and fam'i ly after d'ischange (p,
852).

2.

scalzi also found that continued instnuction in the fol low-

up vìsi ts appeaned to impnove l.rnowledge and compl iance in
the fol lowi ng aneas l

nesumpt i on of sexua I act i vi ty, r,úêi ght neduct i on , tneatment ,

and neporting of chest pain and shontness of bneath. One

cannot conclude whether i t was the patients' l<nowledge or

the pat ì ents' ne 1 at i onsh i p wi th the hea I th cane

pnofessjonals whìch could have promoted compliance. The

pat ì ents' mot'ivat i on to I eann may have i ncreased once they

netunned home post cri tjcal phase of the MI and post pat'ient

teaching efforts, Thenefone, a second questjon posed fon

thjs study js: Do behaviouns nelated to lifestyle change

post Mi and post administration of the HTB?

Othen neseanch by JenKins (1984), who studjed 2ZB

pat'ients wi th conf i nmed myocandi a ì i nf anct ion, f ound that
80% of patients considened a booKlet entjtled "Recovening

Fnom Your Heant Attacl<" to be veny helpful, whi le TalKjngton
( 1978) found that pat'ients d jd not comment ei ther f avorably

or unfavorably on supplementa I maten j a ls which wene

dìstn jbuted to them. F'inal ly, Rahe, Scalzi, and Shjne

(1975) used a questjonnaire to assess the effects of an in-
hospì tal teaching prognam which jncluded 'implementat'ion of a

medicat'ion, physicaì act'ivity,
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pnepaned booklet that covened sevenal majon physical and

psychoÌogicaì problem aneas for post MI patients.
signi f icant ìncreases in patients' |'<nowledge about pnoblems

sunnound'ing thein netunn home and to worl.t uúas evident when

these factons wene evaluated duning their hospj tal ization.
Thenefone, thene ane conf I i ct ì ng nesu I ts i n the studj es of
patient education pnognams which pnovided prìnted matenjals.

Pecock ( 1975 ) po'inted out that :

no heal th education pnognam is complete wj thout
some attempt at evaluating what jt has achjeved.
I t i s not enough to eva I uate pnocess a lone,
Health educatjon is onìy successfu'l jnsofan as it
changes behav j oun of the peop 1e be'ing addnessed
and ultimately benef its thein health (p, 200).

Thus, it can be concluded that thene ane deficiencies and

conflicting evidence in what js known about the

effectiveness of the written matenjals that may be given to
post MI pat'ients. As wel I thene is dìsagneement in the

nelationship between the patìent's J<,nowìedge and any

al tenat'ion in I i festyle behavjouns. The th j nd question
posed to guide this study was: Is thene a nelationshìp
between incneased l<nowledge and al tenation of behavjouns?

In thjs neseanch study the effectiveness of the Heant

Talk booKlet as a teaching tool is evaìuated. As prevìously
stated, evaluatjon of any patient teachìng tool js vital jn

the discoveny of what infonmation a patìent nequjres to
facj I j tate hi s necoveny from MI . In addj t ion, one must

considen the goals of patìent education (compljance) and the
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l<nowledge level of the patient because l<nowledge is a

necessany componeni of both pat'ient educat i on and

compljance. The pnevious neview of literatune assisted in
givjng d j nection to the evaluation of the HTB. The questions

which wene posed to guìde the evaluation included:

Does the amount of Knowìedge a penson has in nelation
to his MI change post MI and post admjnistnation of
the HTB?

2. Do behaviouns change post

of the HTB?

3. is thene a nelationsh'ip between incneased knowìedge

and a I terat'ion of behaviours?

The effectiveness of the HTB as a teachìng tool fnom the

patient's perspect'ive was evaluated, These questions aided

the neseanchelin the development of dependent variables for
evaluation. It is thought by this author that evaluatjon of
knowìedge and behaviouns could help to determine the

ef f ect iveness of the HTB . As the I 'i tenature has stated: the

goals fon teachìng tools appean to be incneased knowledge

and altenation of behaviours.

MI and post administnation



4.1 INTRODUCTION

Thjs chapten wi I I descnibe the neseanch pnocess and

methodology uti I ized in the evaluation of the Heant Taìl<,

book let . Pnesentat ion i n the fol lowi ng orden wj l l occun :

desìgn, settìng, subjects, eth'ical considerations,
instnuments, pì lot testing, pnocedune and data analysis
( includìng hypotheses ) .

Chapter IV

ME THODOLOGY

4.2 DES]GN

The des'ign of thjs study was selected after taKìng into
consjderation the needs and goaìs of the Man'i toba Heart

Foundatjon which funded this neseanch. Th'is descriptive,
explonatony study el ici ted an evaluatjon of the

effectiveness of the Heant Talk BooKìet fnom the patient's
penspect i ve .

ïhe independent varjables consjdered wene:

64

1 , Heal th Cane Bel iefs:
The subjects' bel iefs were measuned by the five
questjons jn Pant TI of both questionnajnes (see

-64
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Appendix C and D). These questions nelated to the

MHBM pon t ì on of the conceptua I f namewori<. F j ve

heal th cane bel'ief s wene operatìonal ized as fol louús:

a) 'Control oven health' was measuned by the questjon

asK'ing whethen some pants of the patìent,s
lifestyle wene harmful to hjs heant.

b) 'Penceived efficacy of alten'ing risl< factons, was

measuned by the quest jon ask i ng whether the

chances of hav'ing anothen hean t at taclr wou ld be

neduced by altening some unhealthy ljfesty'le
behavi ouns .

c) 'Advice fnom heal th cane pnofessionals, was

measuned by the ques t i on ask'i ng whethen the

patient believed that advice fnom the health cane

prof ess j ona I s was too comp I 'icated.

d) 'satisfaction wi th hospi tal cane' was measuned by

the question asKìng whethen the patjent felt that
he was satisfied with his hospital cane.

e) 'Communicatjon wjth health cane pnofessjonals, was

measuned by the ques t i on asK'i ng whethen the

patìent bel jeved that he necejved enough
'infonmatjon fnom the health cane pnofessjonals in
rel at ion to hi s condi t ion,

The Hean t Ta I [< Book l et

The Heant Talk BooKlet hras considened an.independent

vaniab'le because it was utilized as a teaching tool
to detenmine jts effect on the dependent varjables,
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This independent vaniable nelated to the cognjtjve
component of the iPLM which composes a pontion of the

conceptual fnamewoni<. The Heart Talk bool<.let

contained information nequi ned fon cornmencement of
the leannìng pnocess (it learning wene to occur).

The dependent variables that wene measuned jncluded:

The subject's Knowledge (or undenstanding) of the

materjal pnesented in the Heant Tallr bool<,let was

measuned by a multip'le choice Knowìedge questjonna'ine

(see Pant III, Append'ix C and D), Thjs dependent

varjable inconporated the constructs fnom the IpLM.

These constructs jncluded: 'undenstanding the genenal

princ'ipìe' and panticulariz'ing. it js suggested that
if the patient's Knowledge level jncneased then the

patient may have successfully pnognessed thnough the

information leanning pnocess (i.e., he undenstood the

general principle and was able to infer a particular
appl jcation f nom the generaì pnìnc'iple by answering

the knowìedge quest ion connect ly) .

2. Behaviour

The subject' s al teration of selected hanmful

I i festyle behavjouns ì^ras measuned by the patient, s

self-neported actjons of smoKing cessation,

alteratjon of dietany habits (such âS, decneas'ing

d'ietany jntaKe of salt and fat) , exencìse changes and

Know I edqe
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medication compliance (on taking medications as

pnescnibed by the physician). This dependent

vaniable 'inconponated factons f nom both the MHBM and

IPLM (see Pant IV, Append'ix C and D).

it js thought that a penson would not act if he djd not have

the knowledge on whjch to base hj s decj sìon. Thj s

Itnowledge, lead'ing to action, js acquined thnough the

leanning pnocess of 'undenstanding the genenar princìple'
and'panticularizjng' Howeven, 'i t is known that Knowledge

itself does not ensune that a penson will alter his harmful

lifestyìe behaviours, It is at thjs point whene the MHBM

fits in. This modeì punports that in orden for a penson to
malte a decjsion to alten his hanmful ljfestyle behavjour he

must be ready to do so. This 'readjness to undentaKe

necommended behavjouns' js neìated to: the fol lowjng

concepts wh'ich consti tute the Heal th cane Bel jef van jable:

'motivational factons' (ì.e., contnol over hearth); the

'pnobabi I i ty that al terìng his behavioun wi r r neduce the

thneat of MI' (penceived eff jcacy of altering n.is[< factons);
modifying factons (j.e., satisfaction wjth hospita'l cane and

communjcation wj th heal th cane pnofessionals) ; and 'cues to
actjon' (i.e,, advice from health care pnofessjonals to
decrease n i sl< factors ) .

The subject's pensonal opinion of the Heant Tarlr bool<let

as a leannjng tool was also sought, In addi tion, the

pnesence of health cane pnofessionals fon the punpose of
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teaching was detenmined by the questionnai ne and

descriptìvely analyzed (see Pant V and VI, Append.ix C and

D).

Two test ì ng t'imes wene used for the admi ni stnat ion of the

quest jonna'ines: T-I (a) and T-I (b) nespect'ive'ly. T-i (a) took

p'lace immediately fol lowjng the pat jent's ann'ival at the

medical ward from the jntensjve cane unit on the cononany

cane uni t, Thjs gave basel jne data on the patient,s
Knowledge level . The I j tenatune has suggested that I i tt le
infonmation given to patjents dun'ing their time in intensive
cane on appnoximately one week post MI is netained due to
high anxiety levels (Cassem and HacKet, ig73; Scalzj , 1gB0) .

T-I (b) occunned six to e'ight weelrs post MI at the

pat'ient's convenience and in hjs home once teaching and

hospitaì stay wene complete. This peniod was chosen because

total physìologìcal necoveny f nom MI nonmal ìy occuns wj thjn
this time peliod (Manitoba Heart Foundation, 1gB2).

Demographic data wene collected fnom the patient's chant

or thnough personal intenview wjth the patjent aften T-I(a).

4.3 SETTING

The data were collected fnom patìents in fjve hospjtars
wjthjn the city of Lt/innipeg. These jncluded two lange sized
(¡ and B) and thnee medium sized (C, D, and E) hospjtals
(accondìng to the number of beds). Each of the five
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hospj tals had their own teaching pnognams and al I five
utiljzed the Heant Talk boot<ìet jn thein post MI pat'ient

teachìng effonts, The only common variable was the HTB as

each hospital had a diffenent teaching pnognam for post MI

patients.

The jntensjve cane or cononany cane unjts were used as

the jni t'ial assessment aneas for selection of subjects who

f j t the inclus'ion cn j ten ja for the study. contact pensons

were chosen on each unit to act as lia'ison between patient
and reseanchen jn onder to decnease any intennuptjon of wand

activi ties, duties on daj ly nout jnes. The contact person

was telephoned daily by the neseanchen on hen assjstant (a

negistened nurse). The contact penson was asKed whether any

pat'ients in the unit would fit the inclusjon critenia for
the study. This liajson occurned at the most convenient time

fon the contact penson. Questionnaine I (a) was admjnjstened

once the patient was tnansfenned to the wand. If, by

chance, the patient was awaìting a bed on the wand and his
name u/as on the transf en I i st, the quest ionnai ne ur/as

administened in the unit with appnoval fnom the contact
person,



4.4 SUB J ECTS

Inclusion cnitenia for the sample wene as follows:

maìe

Although no studies ind'icated signjficant
diffenences in compliant behaviouns between men and

women, the neseancher considened possible differences
'in patient nesponses to jllness. Also considened urene

abilities to change such things as stness at wonk or

di etany hab'i ts . Thi s was deemed 'impon tant to decnease

the vanj abj I i ty of the sampìe,

2. age 39 to 75 yeans

This gave a bnoad age nange of subjects who wene

at nisK of Mi (statistics Canada, 1gT7) and also
hastened the data collectjon pnocess.
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3. able to nead, wni te and understand Engl.ish

Thi s cn i ter ion he'lped to i nsune i nfonmed consent .

The Heant Talk boolrlet is only given to English

compnehend'ing patìents in each hospital which would

affect infonmation pnocess'ing leann'ing.

4, mental status intact

Some pat'ients may experience confusjon fnom anoxia

post MI . Thi s would have compnom'ised compnehens jon
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of the consent fonm and the questionnaire and thus

would not have been ethjcally sound. Determjnation

of mental status based on abi I ì ty to panticipate in
the study was done by the contact penson prìon to
al lowing the neseanchen access to the patient.
Howeven, i f the pat'ient was exhibì ting signs of
confus'ion or disonientation, the reseanchen or hen

assistant used sound nunsing judgement and politely
stopped the data col lectjon pnocess.

5. expenienced medical ly confinmed MI

A patjent with the diagnosìs of ang'ina would not

have been a suitable candidate fon this neseanch

because the I i teratune states that hav'ing an MI may

be a potent stjmulus to cause behaviounaì change

(Sivanajan, et â1,, 1983), Also, only patients who

expenience an MI neceive the Heant Talk booKlet.

6. nes jde wi th jn the Cì ty of ülinnipeg or suburbs

Thi s enabled the jnvestigator on hen assistant
access to the subjects fon the adminjstratjon of the

second questionnaj ne.

As stated pneviously, a ìangen study is sti I I undenway

whjch wi I I consist of a non-nandomized sample of 50 pat'ients

who meet these cni tenia. Patients r¡¡i I I be selected
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pnopontionately fnom the jntensive cane on cononany cane

units of each of the f ive hospital sett'ings: 1rl patients
fnom each hospital. Howeven, due to slow nefennal nates and

the time constrajnts fon this thesis, a tota'l sample of 30

pat'ients was analyzed fon this neport. The numben of
subjects attained fnom each hospì tal for this anarysis
ìnclude: 7 fnom A, 3 fnom B, 10 from C, 3 fnom D, and 7 fnom

E . Fon the study be'ing conducted f or the Mani toba Hear t
Foundat'ion, data col ìection wi I I continue unti I a tota'l of
50 subjects have been accnued and analyses wi I I be companed.

4.5

Ìit/ni tten consent for hospì tal panticipat'ion in the study

and access to pat i ent neconds were obtai ned fnom the

appropniate admjnistnative bodies of all institutìons. A

letter fnom the Manitoba Heant Foundation was sent to all
hosp'i tals (see Appendìx B) . In nelation to pnotect jon of
the n'ights of subjects, this neseanch nece jved appnoval f nom

the un'ivensi ty of Mani toba Schoo'l of Nunsing Ethical Review

committee and the Faculty of Medicine connnjttee on the use

of Human Subjects jn Reseanch.

ETHICAL CONS] DERAT I ONS

Consent fnom al I attendìng

was obtained prior to patient

Consent fnom the patìents was

testing t'ime by the reseanchen

the five hospi tals. Hospi ta1

physicjans fon al I subjects

contact (see Appendix B).

sought pn'ior to the fjrst
or her assistant in four of

A requi red the contact person
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w j thi n the hospì ta ì to acqu'ine the pat i ent' s consent f on

giv'ing ni s name to the neseanchen as a poss jble subject,
This contact was made just pnior to tnansfer to the wand.

The nunse neseancher or her assistant introduced henself

and asked if the pat'ient felt up to a convensation. If not,

the neseanchen on hen assistant questioned whether another

time would be mone appnopniate and made an appo'intment, The

nesearchen or her assistant bniefly dìscussed the punpose of
the study as stated in the consent fonm, and asKed jf the

pat'ient would be jntenested in spending approxìmately 20

mjnutes of his time f ì l'l ing out a quest jonnaire. The

neseanchen asked 'if the pat jent had any quest jons, answened

them, and then pnoceeded wjth the consent fonm. If the

patìent felt at any time that he did not want to continue he

just had to say so and the pnocess was tenminated. The

patient was also made awane that he would be contacted to
complete a similan questjonnajne sjx to eight weeKs post MI

at hjs convenjence in his home. In addit'ion the pat'ient was

given a dupljcate copy of the consent form with a wnitten
exp'lanation of the study and the telephone number of the

nesearchen if any questions anose.

The subject was infonmed that he could withdnaw fnom the

study at any time, Once the subject had given hjs consent,

he was ass'igned a code number to ensure anonym'i ty and

confidentiality.



4.6 ]NSTRUMENTS

The questjonnaines wene developed by the investigator
wi th gu'idance f nom the pnevious wonk of segal I (lgg+) fon

the purposes of this study. They wene based on two

conceptuaì models: The modi fied Heal th Bef ief Model fon

pnedicting sicK nole behavjoun (BecKen, 'l 974) and The

Infonmation Pnocess'ing Learn'ing Model (coreman, êt â1.,
1973). (see Appendix c and D). A combination of multiple
choice, open ended and closed ended quest'ions wene ut j I ized.
As pneviously discussed the sjx pants of the quest'ionnajres

attempted to determjne:

I - Pnevious Expenience with MI

II - Health Cane Beliefs

II]
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lV - Behaviouns

Know'ledge

v - Pnesence of Health cane Professionals fon the punpose

of Patient Education

VI - Patient 0pjnjons of the Heart Talk Booklet

Administnat'ion of Questionnaìne I (a) occunred at T-I (a)

by the jnvestìgator on her assjstant wi thin the patient's
noom on a quìet locat jon wj th jn the hospj tal. At T-I (b)

questionnaine I (b) was adm'inistered by the neseanchen,s

assi stant who travel led to the subject, s home at a



75

convenient time. (This helped to ensune adequate netunns. )

The quest'ionnaines ìÁ,ene se'lf-administened in the pnesence of
the nesearcher or hen ass'istant in the event that
clarifjcatìon mjght be requined. Each questionnaire requìned

20 to 30 minutes of the patient's time. In some instances
the patjent djd not want to do the questionnajne alone or
did not have hjs neading glasses, so the neseancher on hen

assistant asked the questions and cincled the patìent,s
nesponses. This mixtune of intenviewing and self-
adminjstened quest'ionnaines could have contamjnated the

nesuìts; however, the reseancher and neseanch assistant
attempted to be as unbiased as possible when askìng the
questions.

4.7

Pnion to theìn implementatìon in th'is study, the
questionnajnes were pilot tested with a convenjence sample

of 10 patients who r,\,ene necovening from a myocardial
jnfarction. Al tenations and nevisions of wording were made

on the questionnaines to ensure adequate comprehension.

PI LOT TESTTNG

4.8 PROCEDURE

LtJn i t ten consent was obtai ned

fon access to pat i ents and

neseanchen and her ass i stant
hospi ta1 prìon to col lection of

fnom hospìtal administnatjon

to pat'ient neconds . The

became oniented to each

data. The ìnvestigator on
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hen assistant telephoned the intensive cane or cononany cane

un'i ts of each hosp'i tal to ìnqujne as to whethen thene ureFe

any patients who fit the inclusion cnjtenia fon the study.
If so, detenm'ination of when the patient would be

transfenned to the wand was done and the reseanchen or her

assìstant obtained consent fnom the subject aften a full
expìanation of the study. The neseanchen and hen assistant
supenvìsed the completion of the finst five patient
questionnajnes togethen to ensune consistency jn their
answening of any of the patjents' questions. The nesearch

ass j stant then lool<,ed af ten the nest of the quest ionnai nes.

Reconds wene Kept of the date of the patjent's MI and

of the fjnst testìng tjme. The pat'ient u,as then contacted

by telephone sìx to eight weeKs fol ìow.ing MI. The

invest'igaton's assistant tnavel led to the subject's home at
a conven'iently annanged time fon administratjon of the

Quest jonnaine I (b). Thjs questionnaine tooK approxìmate'ly

30 to 60 minutes to complete as the patients seemed mone

talKative when in thein own envìnonment.

4.9 DATA

Analysìs of data collected fnom both questionnajnes was

completed using a prepackaged statistjcal prognam, SpSS-X,

Descniptive statist'ics urene used in the analysis of data

obtaj ned fnom both quest ionnaj nes and the pensona I

i nf onmat'ion fonm.

ANAL YS ] S



The data vúene analyzed using thnee methods,

Meihod (e) Sion Test

Fon each l<nowìedge and behav'ioun guestion a sign test was

uti I ized. Detenmination was made of whether thene was a

s'ignif icant change jn the pnopont jon of pat'ients: 1)

connectly answenìng a particular lrnowledge question and 2)

eljciting a pantjcular behav'ioun before and aften the

admjnistnation of the HTB. The hypotheses tested using this
first method included:

I (e) Null Hvpothesis:

The pnopontion of people eljcit'ing a connect response for a

panticulan knowledge question is equal to the pnopontion of
people el jci ting an incornect nesponse for a panticulan
knowledge question aften the adminjstration of the HTB.

I (e) Al tennat'ive Hvpothesi s:

The pnopont jon of people eì ìcj ting a cornect nesponse fon a

panticular knowledge quest'ion is diffenent than the
propontion of people elicìting an inconnect response for a

particulan Knowledge questjon after the adminìstnat'ion of
the HTB,

2 (e) Nul I Hvpothesi s:

The pnopontion of people el ici tjng a posì t jve change in a

pantjculan behaviour is equal to the proportion of people

eliciting a negatjve (or no) change in a behavioun aften the

admi ni stnat ion of the HTB.
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These hypotheses luene den i ved f nom the conceptua'l

fnamework in that the ìeanning pnocess and behavioural

outcome (compliant behavjoun) may have/have not occunned as

a nesult of the administnation of the HTB (tne independent

vaniable).

Z (e) A I tennat ive Hvpothesi s :

The pnoportion of people elìciting a positjve change in a

panticular behavioun is dj ffenent than the propontion of
people eì'icit'ing a negatjve (or no) change jn a pant'iculan

behavioun after the administnation of the HTB,

The sign test was ut i I ized because ordinal data wene

el ici ted f nom two nelated samples. It was used wj th each

pain of measunements to detenmjne whether one was langer

than the othen , and i f so, whj ch was I anger . The

assumptions for this test jnclude:

1, The data consisted of a random sample of 30 pains of
measunements (j.e., (K1,BK1)-pne and post knowledge

scores; (SMOK, BSMOK )-pre and post behav'ioun scones,

whene each pa'i r of measunements was tat<en fnom the

same subject ) .

The 30 pairs of measunements wene independent,

The measunement scale was ondinal in that a cornect

nesponse counted fon a scone of 1 and an jnconrect on

unknown nesponse counted fon a scone of 0 fon the

knowledge questions, Also, a positjve behavioun was

gìven a scone of 1 and an negative behaviour on a

2.

3,



behavioun which occurned sometimes

of 0.

Method (þ) lilj lcoxon Sioned Ranks Test

Detenmination of whether there was ovenal I Knowledge on

behavioural shift due to the HTB was then completed. Total

numbers of : 1) conrect nesponses to the Knowìedge quest'ions

and 2) positive behaviouns wene detenmined, Then squane noot

tnansfonmat jon, pa'ined t- test and lri/i lcoxon s'igned ranK test
wene completed. The hypotheses for this method of analys'is

i nc I uded:

l- (þ) Null Hvpothesis:

The avenage numben of j tems known i s the same before and

aften the administnation of the HTB.

I (Þ) A I ternat jve Hypothesi s :

The average numben of items known is diffenent befone and

after the administnation of the HTB.

? (Ui Null Hypothesis:

The avenage number of posìtjve behavjouns per penson js the

same before and after administnation of the HTB.

Z (þ) Altennative Hvpothesjs:

The avenage numben of pos'i t i ve behav jours pen penson j s

different before and after the administnation of the HTB.
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was given a scone

and T-Test

These hypotheses wene derived fnom the conceptual

fnamewonk in that the numben of items Known and the number

of altered harmful lifestyìe behaviouns ane consistent wjth



the IPLM and the MHBM nespect'ively. The Knowledge

behav'iouna I outcome ane a I so the dependent upon

independent variable (tne Heant Talt< booKlet),

The ltli lcoxon sìgned nanKs test was ut j lized on the total
knowìedge and behaviour scones because i t nequj nes mone

jnfonmation than'the sign test and is thenefone a mone

powenful test. Thjs test detenmines not only whether the

membens of a pair of obsenvatjons diffen but also the

nelative magnitude of any diffenence. The assumptions

i nc I ude:

1, The sample avajlable fon analysis was a random sample

of 30 values of the difference (ì.e., D = K1 - BK1; D

= SMOK - BSM0K ) . Each paì n of measunements was talren

on the same subject,

2, The distnibut jon of the population of d'i f fenences was

symmetnìc that is, the liKelihood of a score above or

below the population median vúas the same,

3. The differences wene measuned on an interval scale.

4. The diffenences wene independent,

Along with the lit/j lcoxon s'igned nanks test a pained t-test
was compIeted on the totaI scones of knowìedge and

behaviouns for both testìng times. This test was done in

onder to compane the means which wene obtained by the same

subjects for T-I (a) and T-I (b) . In thjs case the scones of
T-I (a) wene considened to be most I iKely nelated to the

BO

and

the
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scones of T-I(b). The fonmula ìAras based on the sum of
squaned dj ffenences between the paj red scones, A squane root
transformation uvas completed. This transfonmation .is used

noutinely fon count data (whjch ane not nonmal) to jnduce

nonmaì i ty. This pnoduces a score that ìs I iltely to be f nom a

nonmal population, An essentjal assumption for the pained

t-test is that the populat'ion be nonmal.

Ìtüasserman , 197 4; She I ì ey, 1984 ) .

Method (g) Kendall's Tau Concordance Coefficient

Final ly, analysis was compìeted to detenmine whethen

there was any connelation between the total scones of health
cane bel'ief s, Knowìedge, and behaviouns. The hypotheses to
test these nelatjonsh'ips wene as follows:

E (g) Null Hvpothesis

If the heal th care bel iefs nemain the same, the uti I ization
of the Heant TalK bool< wi I I not ef fect the l<nowledge level
and/on the al tenation of hanmful I j festyle behaviours of
patients who have suffened myocandìa'l infarctjons.

3 (g) Al tennat jve Hvpothesis:

If the health cane beliefs nemain the same, the uti lization
of the Heant TalK BooKlet wi I I effect the knowledge level
and/or the al tenat ion of haimful I i festyle behaviouns of
pat'ients who have suffened myocard'ial jnfanctjons.

(Neten &

In nelation to health cane beliefs, a totar scone was

calculated gìvìng 1 point for each pos'i tìvely held bel jef
and 0 poìnts for each negative'ly held ber jef . Kendal l,s
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nank order connelation coef f icient ' tau' uJas uti I ized fon

the tota I scones of hea I th care be I 'ief s , know'redge and

behaviouns fon both test'ing times, Thi s was a consenvative

test because jt cons'idened all tied pains as ernors, It js a

good test to use when thene ane many tjes as was evjdent jn
the pained scones of T I (a) and T I (b) (sner rey, 1gg4),

This test was used because it has fewen assumptions than

othen connelation coef f ic jents (i .e. , Peanson, s r ) .



5, 1 INTRODUCT]ON

This study involved a descniptìve analysis of the Heant

TalK bool<let which is a teaching-ìeann'ing tool fon post

myocandiaì infanction patjents. Questjonnajnes were

adminjstered at two tjme points,

The descniptive data fon this study will be pnesented jn

this chapten in the fo'l lowing onden:

1. Demognaph'ic Chanacten'ist jcs of the Sample

2. Pnevìous Expenience with MI

3, Health Cane Beliefs
4 , Dependent Var i ables

a) Knowledge on Undenstanding

b) Behaviours or Compliance

5, Pnesence of Health cane Lr/onlrens fon the punpose of
Pat'ient Educat i on

6. Patient' s Op'in jons of the Heant Talk Bool<.let.

Chapten V

RESU LTS
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-83



5.2 DEMOGRAPHIC CHARACTERISTICS OF THE SAMPLE

Data urere col lected f nom a total of thinty male subjects
who nanged jn age fnom 39 to 72 yeans. The mean age was

56.8 yeans. Almost sjxty pencent (n=17) wene emproyed on a

full-time basis, 7% (n=2) were pant-time, 1s% (n=4) were

unemp'loyed and 23% (n=7) were netjred prior to thein MI. It
can be noted that ten of the seventeen who wene emp'loyed

netjned aften havìng thein heant attactr, Along with this,
90.3% (n=28) ljved with family membens as contributìng on

sol e breadwi nnens , These data may demonstrate the def .in j te
losses to the economy caused by MI. In addition, the

demognaphic data were cons'idened components of the

conceptual framewonk under the headìngs of: 1) ,general

modi fying factons' and 2) 'value of thneat neductjon,
(intenference wi th social noles) .

assume that a male who js sole bneadw'inner may consider the
possibIe consequences of another MI and poss'ibly aIten
hanmfu I I i festyle behavjours to decnease the chances of
recurnence. Those ten patjents who decided to netine post

MI may have perceived the effects of thei n wonK as

negatively'inf luencing thej n heal th.

A weight categony of ei ther ovenwe'ight, undenwe.ight or
nonmal was calculated for each subject utj I izing data
obtained f nom the patient's chart 'in nelat jon to nonmal

84

height/weight tables (The S,

Tables, 1964-65 ) , Th'is technique nevealed that 63.3% of the

ïhenefore, one would

K. & F. Handbook of Medicat
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sample populat jon (n=19) wene ovenuvejght , g.S% (n=1) wene

undenweì ght , and 33 . 3i; (n= 10 ) were nonma i weÍ ght . Urrhen

patients wene asKed to descnibe thein weight at the fjnst
test'ing t'ime, 53.3% (n=16) sa jd they wene overweight, 6.7%

(n=2) sa jd they were undenwe'ight, and 40% (n=12) said that
they wene nonmal we'ight. Table 1 shows that the nesults of
the second questionnai ne indjcate that patients descnjbe

themselves as hav'ing 'lost weìght, Thene is a sl'ight jncrease

jn the numben of pat'ients who considered themselves as being

nonmal weight and a decnease in the numben of pat'ients who

still penceived themselves ovenweight. Thenefone, jt appeans

that patients have attempted to change on alten thein weìght

status between the two test'ing times, howeven, some pat'ients

may have lost weight but stj I I consider themselves to be

ovenh,e'ight . Th'is table a I so shows that thene j s some

congnuence between the patients' penceptions of thein own

we'ight status and the calcul ated measune at the f i nst

testing tjme. unfortunately a second measurement of the

pat'ients we'ight status was not completed at the second

testing time.



h/eight

Table 1

U/E I GHT

Calculated

at T-I(a)

Oven

Percei ved

T-i(a)

Nonma I

63. 3 ( 19 )x

Under
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33. 3 ( 10 )

Pencei ved

T-r (b)

ltjhen asKed at T-I (a) to descnibe thein present health,
6.7% (n=2) said poon, 30% (n=9) sajd fajn, 6.7% (n=2) vúene

undecided, 33% (n='10) saìd good, and 29% (n=7) said veny

good. The neason for thjs wjde variation jn pensona'l

penceptjons of health status could possibly be explained by

the intenpnetation of this partjcular question. some may

have thought that the ques t i on asl<ed about thei n hea I th

state pn'ior to their MI, whìle othens may have been

undengo'ing some fonm of denjal which is a nonmar state post

Mt.

53.3(16)

3.3(1)

40%( 12)

46.7 (14)

6.7 (2)

50(15)

3.3(1)

xpencent ( n )



5.3 .PREV]OUS EXPERIENCE UI]TH

It was found that 23.3 pencent of the sample (n=7) had

pnevìously expenienced an MI whi le 76.7y" (n=23) nao not.
This vanjable was consjdened jn the conceptual framewonK

under 'modifying factors' which postulated that a penson who

has had pnevìous expenience wjth an MI may or may not be

liltely to alten behaviouns. Fon example, he may alten
modifiable njsl<, factons if he had not been pnacticing them

pnion to his MI . In contnast, 'i f he had been pnacticing a

decnease jn modjfiable nislt factons (j.e., decneasing his
jntalte of dìetany salt), he may feel a lacK of contnol over

his illness (on health) and eithen continue with
modjficatjons on regress, This js also supponted by the

I j tenatune which states that pensons who have expenienced an

MI ane lìltely to expenience anothen (Segev, 1gB1).

5,4 TNDEPENDENT VARIABLE

5.4.1 Health Cane Beliefs

Mi

87

Table 2 displays the nesponses to the five questions

whjch made up the variable entitled health cane beliefs.
The finst questjon asked whether some parts of the patient's
lifestyle wene hanmful to hjs heart. seventy pencent (n=21 )

agneed,23.3% (n=7) disagreed and 6.7% (n=2) wene undecjded

at the fjnst testing time, l¡Jhen asKed the same guestion at

the second test'ing time the responses wene sìmjlan except

fon an i ncnease to 76 .7% ( n=23 ) of the pat i ents agneei ng
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that some pant of the jn I j festyìe had hanmtul 'impl jcat'ions

fon thein heant. This question was cienived f nom ihe f actor
entitled'motivations' (contnol over health) which is found

in the conceptual framewonK. It is thought that if a penson

believes that he has some contnol over his health (i.e., the

abi I ì ty to al ter modi fj able r j sK factons ) he may be more

'incljned to alten hjs behavioun (compljance).

Pat i ents urene asked whether they be I 'ieved that by

al tering some unheal thy I i festyle behaviouns the chances of
anothen heart attacl< would be neduced. E.ighty pencent

(n=24 ) agreed, 6 .7% (n=2 ) di sagneed and 13.9% (n=4 ) wene

undecided. The same question at T-I (b) el ici ted Bg.g%

(n=25), 13.4% (n=4) and 3.3% (n=1) respectively. This

indicates that 3 of the 4 patients who wene undecided at T-

i (a) made a decisìon at T-I (b) trrat they could not decnease

thei n chances of suffer i ng anothen MI by a I ter i ng thej n

behaviour. Thjs question attempts to relate to the facton

in the conceptual fnamewonk enti tled: 'pnobabi I j ty of action
neducing threat' (perceìved ef f icacy of al tering nìst<

factons). Thenefore, the majority of the patjents penceìved

themselves as havì ng some contnol oven thei n I i festyle,
Accordi ng to the conceptua ì f rarirewonK, these pat'ients may

also have penceived that the altenatjon of modjfjable risK
factons was a viable method to neduce their nesusceptibility
of having anothen MI. 0f jntenest to note is that 3 of the

4 patjents who wene undecjded had also pneviously suffened
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an MI and two of these pat'ients disagneed wjth the quest jon

at T-I (b) . An explanation for this couid be that they fel t
that they had no contnol over their fate of suffening on not

suffening anothen ML

Itlhen asl<ed whethen they bel ieved that the advjce of the

heal th cane pnofessionals was too compl icated, 93, s% (n=28)

f el t that i t was not at both test'ing t ìmes , In nesponse to
their satjsfaction wjth hosp'i tal cane, g0% (n=27 ) were

satisf ied and 6.6% (n=2) uúene not and g.s% (n=1) wene

undecjded at the fjrst testing time, The nesul ts of T-I (b)

wene sjmilar except fon an incnease to 93.3% (n=28) who wene

satisfied wjth their hospital cane. The fina'l quest.ion

nefenned to whether tha patients beljeved that they recejved

enough infonmat'ion fnom health cane pnofessjonaìs in
nelation to thein condjt jon. The majonity (86.7% (n=26))

felt that they neceived enough information, 10% n=(3) were

not told enough, and 1 person (3.3%) was undecided. The

nesults at T-I(b) showed an incnease of one penson to gs.3%

(n=27 ) received enough infonmation about thein condjtion.
The three pnev'ious quest i ons ne I ate to the conceptua'l

framework under the headì ng of 'modi fyi ng factors'
(satìsfact'ion wi th hosp'i tal cane and communicat jon wi th
health cane pnofessional's). It js thought that jf a pat'ient
i s sat i sf i ed wi th hi s hosp'i ta l cane and has good

corrmun jcat jon wj th heal th cane pnofessionaì's, he may be

mone 'l ìkely to comply or alten behaviouns.



Ques t i ons

Lifestyle
Harmfu l

Table 2

BELIEFS

T-i (a)

Agnee

Alter
Behavi our

70(21)*

T-r (b)

Advi ce
Comp'l i -
cated

D'i sagnee

T-I(a)

80(24)

77 (23)

Satisfied
h/i th Cane

23(7)

83(25)

T-

3(1)

I

90

(b)

Enough
I nfo

20(6)

T-I (a)

Undeci ded

3(1)

7 (2)

90 (27 )

These data describ'ing the s'imj lan j ties of ansh/ens between

the finst and second testings may jndjcate that:

1. the questions wene nel iable in that the subjects
nesponded jn a consjstent mannen;

2. the heal th care bel ief s of the patients did not

change considenably, which would be expected because

94(28)

T-r(b)

14(4)

7 (2)

87 (26)

e4(28)

94(28)

3(1)

13(4)

94(28)

7 (2)

3(1)

3(1)

10(3)

7 (2)

*appnoximate pencent ( n )

3(1)

s(1)

3(1) 3(1) s(1)



bel iefs about heal th

alierable.

5,5 DEPENDENT VARIABLES

5.5. 1 Knowledoe on Undenstandi nq

Eleven genenal questions wene developed uti I izing the

infonmation in the Heart Talk booKlet to exam'ine the

pat'ient's Knowìedge level (or understandìng) rerated to MI.

The f jnst test'ing time senved as basel ine data because the

patìent had not yet gone thnough the booklet, on if he had,

the I i tenatune supports the fact that netention of
information at this time would be mjnimar (sivanajan, êt
al., 1983), A total scone was calculated fon each patÍent
(l poìnt was given fon each connect nesponse), Armost half
(46.6% (n=14) ) of the sample impnoved thein understanding of
thei n condi tion and 36.7% (n= 1 1 ) remained the same. 0nìy
16.7% (n=5 ) wene found to have decreased thei n

undenstand'ing. it js jntenesting to note that of the 11

subjects whose scones nemained the same, orì1y 2 of them had

prev'iously suffened from myocardial infanctions. in
addjtion, of those whose scones impnoved, 4 subjects had

suffened pnevìous heant attacks, These data may indjcate
that even patients who have experjenced an MI may gajn mone

Itnowledge f nom the HTB and the exper jence of anothen MI. In

othen words, a penson learns not only by expenjential
learning but also by jnfonmatjon pnocessing leanning.

mat tens ane not easi

91

1y
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These Knowledge questions wene related to the conceptual

f ramewonl< by the f actons ent j t iecj 'undenstanding the genenal

pnincìple' and 'panticularizing' It js thought that in
onden fon a penson to become neady to take necommended

health action he must finst understand why the altenat'ions
ane impontant. It is necognjzed that Knowìedge alone does

not change behaviour, however Knowledge js a vj tal
pnenequjsite jn the pnocess should one choose to alter one's

behav'iour.

5,5.2 Behaviouns

The behaviouns considened 'in this neseanch nerated to
modj fiable risk factons such as: smoking, dietany jntaKe of
fats and sa I t , exenci se, monì ton ì ng of blood pressune,

coping wj th stness, and pnopen medication neg'ime. A subject
was given a posjtìve scone of 1 if his nesponse cornesponded

wj th a pos'i tive behavioun 'in nelation to modif iable n jsl<.

f actors for example, j f he did not add sal t to his food

whi le cooking. A negative scone of 0 was given if his
nesponse indjcated a negative behavioun fon example, if he

smoked on a negular basjs on if he smoKed sometimes.

As demonstnated in Table 3,

changes ( gneaten than 20% j ncnease ) from negat i ve to
posì tive behaviouns on the j tems related to: smolting, tnying
to stop smoking wi thin the past 3 months, add'ing sal t af ter
food 'is cooKed, adding sal t wh j le cooK'ing, decneas'ing f ats

in the djet, decreasing stness, taKing of medicatjons as per

thene ulene manlted behaviour



doctor's ondens

pat'ient felt the

and taKìng of
need to cio so.

medications only when

93

the



Behavi oun

xNot SmoKe

Table 3

BEHAV I OURS

xTny Stop

Positive

xSalt Afte
CooKed

I-I(a)

73(22)x

xSalt
hlhen CooK

T-r (b)

13(4)

xDecnease
Fats

67 (20)

93(28)

Exerc'ise

T-I(a)

Negat j ve

13(4)

27 (B)

Ches t
Pain

90(27)

27 (8)

63(1s)

BP

33(10)

T-

xDecnease
S t ness

57(17)

63(19)

ï (b)

g4

Not Appl jcabìe

33(10)

xMeds
pen Dn.

6(2)

40 ( 12)

97(29)

T-I(a)

77 (23)

7 3 (22)

70(21)

xMeds
pen Sel f

10(3)

x - appnoximate pencent(n)* - mEnked changes (>20%)

The majonìty of patients wene very awane of thein dietary
'intake of salts and fats and felt that these wene achievable

methods of reduci ng thei r modi f j able n i slr f actons.

37(11)

47 ( 14)

50(15)

54(16)

T-I

e0(27)

37(11)

43(13)

50(15)

(b)

7 3(22\

30(e)

3(1)

60(18)

87(26)

23(7 )

30(9)

87(26)

50(15)

10(3)

87(26)

10(3)

13(4)

26(8)

30(e)

3(1)

13(4)

43(13)

13(4)

37(11)

37(11)
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As seen i n Table 3, the behaviouns ent i iled Not smoKe

and Tny Stop inciicated that the same number of paiìents luene

tny'ing to stop smoking aften their MI. Howeven, thene was an

incnease jn the numben of pensons who had quìt smoKing. This

was considened a manKed positive change of behavioun.

The questjons jnvolving exenc'ise changes and havjng blood
pnessune moni tored negu l an ly showed s l ight a l tenat jons i n

pencentages. Howeven, djffenent jntenpnetat'ions of the
phnases: enough exencise and negularly monitoned could have

occunned. some pat'ients found it djff icult to get outsjde
to exerc j se 'in the w j nten weathen , 0thers stated that they

wene sti I I necovening from thejn heant attack and djd not

want to do too much too soon. Yet othens did not consider
walKing to be exencise.

The behaviour enti tled: chest Pa'in (or llnowjng what to do

when chest pain occurned) nemained nelatìvely consjstent
between T-I (a) and T-I (b) . The numben of pat'ients I jsted

under the column 'not applicable' wene those patients who

did not expenience chest pajn. This behavjoun js not

considened a modi fiable nisK facton but the HTB contains
infonmation explaining what to do should chest pain occun.

Therefone, jt u/as thought that if the patient acquined thjs
knowledge he mìght be able to use jt in the futune,

Thene wene some djfficulties in the interpnetatjon of the
quest i on negardi ng the taki ng of medj cat i ons when the
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pat'ient felt the need (meds per self). Nitnogìycenine

tablets ane taken only when ang'ina occurs. Thi s quest jon was

not 'intended to assess the uti I ization of medication doses

wh jch wene tal<en occas jonal ly but to assess compl jance wj th

a propen medicatjon noutine as pnescrjbed by the docton.

A numben of statjstìcal pnocedunes wene compreted fon

thnee components of the questjonnaines: health care beljefs,
Knowì edge and behaviouns . A two- taj led p was ut i I ized

because the nesult of any component could have had either a

pos j t jve on a negat jve value, For example, in nelat jon to
altenation of behav'iouns, a person may have altened on not

al tened any hanmfuì I i festyìe behaviouns because of: a) his
pnevì ous expen j ence wj th MI ; or b ) any pre-exi st i ng hea I th

cane beliefs that he may have had. The conceptual fnamewonK

can be nelated to this explanation. If a penson does not

bel jeve that by changing a hanmful I j festyle behavioun the

chances of anothen MI ane decneased, then he would pnobably

not be neady to taKe any necommended action and thus not

al ten his behavioun. simi lar]y, j f a penson does not

undenstand the neasons for al tering hanmful I i festyle
behaviouns, he may not be neady to taKe necommended health
actjon and thenefone not maKe the appnopnjate behaviour

change,

As stated previously, the heal th cane bel ief questions

attempted to relate to the conceptual framewonK. Thenefore,

aften the descniptive data wene neviewed, the total scores
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fon this health cane belief component wene calculated for
each subject. Each patient was given 1 poìnt for a

posi tively nelated heal th cane bel ief . For examp'le, j f a

person was sat i sfi ed wj th hi s hospi ta l care or i f he

believed that by altering his harmful lifestyle behav'iour

the chance of having another MI would be decreased, he was

given 1 poìnt. If he was not satisf ied wj th his hosp'i tal
cane he was given no points.

It is thought that a penson with a high score of hearth

cane bel ief s would be mone l iKely to al ten h js hanmful

behav jouns. An 'interest'ing nesu I t was found af ter
complet'ing a Kendal l's tau concordance coef f jcient. A

sìgnifjcant negative assocjation was found between the total
health care belief scone and the total behavioun scores
(t=-.42, p=.0067) . Therefone, the two van jables seem to be

negatively connelated to one another. For example, a subject
with a high health care belief score talljed a low scone on

the total numben of positive behavjouns and a subject wjth a

low health cane belief scone tallied a hÍgh scone on the

numben of posì tjve behaviours. Howeven, a possible

explanation fon this negative connelation could be that one

particulan subject's scores may have skewed the data. One

panticulan subject sconed veny h'ighìy on the total behavjour

scone and veny low on the total health care beljef scone, A

necalculatjon of Kendal 1's tau excluding thjs one case was

completed and no assocjatjon was found between the total
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health cane belief scone and the total behavioun scone. No

othen associations could be drawn between heal th cane

bel jef s, knowledge, and behavjouns. Therefone, one would not

neject the nuì I hypothesis 3(c).



The Siqn

Fon each behaviour questjon the sign test was used to
test whether on not a sjgni f icant change in the pnoponiion

of people el icì t'ing the pant'icular behavioun occurned f nom

T-I(a) to T-I(b). The p value of .005 was used as a cut off
po'int because of the numben of tests being done and the

possibi'l ity of an expenimental ennon. Mone spec'i f icaì ly, jf
a 5% enron nate u/ene used fon each test completed thene

would be a much greaten chance of mal.rìng a type I ennon than

only 5%. Thenefone, the requi ned 5% level was divjded by the

numben of tests completed to ensune no mone than a 5% chance

of a type I ernor, Th'is nevealed a p vaìue of ,005. As

seen 'in Table 4, a sìgnjficant change occunned ìn: tnying to
stop smoKi ng and decneasi ng f ats 'in the d j et . Addi ng sa I t
dunìng and after cooKing dìd not show a sìgnìficant change,

howeven al I on almost al I of .the subjects did al ten thei n

behavioun between the two testing times, Thenefone, thene

is evjdence to reject null hypothesjs 2 (a) and accept the

alternative hypothesjs 2 (a), Therefone, one would accept

that the pnopontion of people eliciting a posìtjve change

fon the ' tryìng to stop smok'ing' behavioun is d'if ferent that
the propontion of people el icì t'ing a negative (on no) change

in the 'trying to stop smoKing' behaviour aften the

adminjstnation of the HTB, The same alternative hypothesìs

would be accepted for the 'decneas'ing fats in diet,
behavioun. Fon all other behaviours listed one would not

reject the nul I hypotheses.

Tes t
9g



Behavi ouns

SmoKe

Tny Stop

Salt Aften CooKed

RESULTS OF SIGN TEST

Table 4

SaIt hJhen Cooking

Decnease Fats

Exenci se

Chest Pai n

BP

ïies

Decnease Stress

21

Meds pen Dn.

20

+ Di f f

Meds pen Self

23

19

8

100

The s'ign test r^/as also calculated fon the total scones

f nom the Knowledge questions and no s'ign j f icant nesults wene

found. Thenefone, one would not neject the null hypothesis

1 (a) : the pnopontjon of pensons el ici ting a cornect
nesponse ì^/as the same as the pnopontjon of pensons eljcìting
an inconnect nesponse befone and after the admjnjstration of
the HTB.

10

20

DJ ff

22

7

10

12

0

10

p

24

. 039

0

17

5

.002x

1

12

26

016

0

28

5

.012

J

10

. 002x

6

2

.727

1

1

.238

* - Sìgnificance

e

.219

2

092

1

1 .000
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T-Test and hli lcojron Matched Pains Siqned Rank Test

In onder to answen the question whethen thene was an

ovenall shift in knowledge due to the booklet (on pat.ient

education), scones wene calculated fon the total number of
conrect nesponses to the eleven Knowledge questjons. A

square noot tnansfonmation was also ut j l'ized to jnduce

nonmaì i ty. The nesuì ts did not indicate a s'ign j f icant
difference between the scones fnom the two testing tjmes

af ten empìoyjng a t-test and hJi lcoxon signed nanlr test
(p=.007; p=.008 nespectively) , Al though i t was veny close
and a pnacticaì signi f icance could be noted wh'ich 'is wonthy

of invest'igation. Thene is evidence to suggest that this
data did not come fnom a nonmal population at arpha=.05.
( see table 5 ) .

In onden to answen the question whethen thene was an

ovenal I behavjounal sh'i f t due to the bootrlet (or expenience

of MI 'i tsel f ) , scores were calcul ated fon the totaì posi t jve

behaviouns exhjbjted fon both testing tjmes. A squane noot

tnansfonmation was then uti I ized. The t-test and frji lcoxon

matched pa'ins signed ranKs test nesul ted in signi f icant
fjnd'ings (p=. 001,p=. 003 nespectively) . Thenefone, j t can .be

sa jd that these f jndings 'ind jcate a sìgni f jcant dì f fenence

between the scones at the two testing times. Thene js no

evjdence that this data came from anything othen than a

nonmaì population at aìpha=.05.

101
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Table 5

SH]FTS IN

BEHAV ] OURS AND KNOIlt/L EDGE

*
N

NN
alpha

Signi fjcant
Nonma I
Not Nonmal
.05

There i s no signi ficant evidence to reject nul I

hypothesis 1 (b). Thenefone, the accepted nul'l hypothesis
is: 1 (b) tne avenage number of items known is the same

befone and aften the admi ni strat ion of the HTB. However ,

thene is signjfjcant evidence to neject null hypothesìs z
(b) and accept the altennative hypothesis. Thenefore, the
accepted hypothes'is would be: 2 (b) The average number of
posi tive behavjouns is dj ffenent befone and after the

administration of the HTB.

Variable
T-I(a) vs T-i(b)

Tes t P Value

Know ì edge T-Test
It/'i I coxon

,007
. 008

Test for Normal ì ty .013 NN

Behavi ours T-Test
l¡/i I coxon

. 001x

. 003x

Test fon Nonmal i ty .838 N
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5.6 PRESENCE OF HEALTH CARE P ROF ESS I ONALS

The pnesence of Health care Pnofessionals fon the punpose

of patient educat'ion was detenmined in two ways:

thnough chan t aud'i t ;

thnough pat'ient quest'ioning.

ïhe heal th cane pnofessionaìs who wene considened jn thjs
study included: nunse, physiothenap'ist, phanmacìst, soc jal
wonKer and dietitjan, This study did not focus djnectìy on

the quantity and quaìity of teaching that was cannjed out by

health cane pnofess'ionaìs, although jt is necogntzed that
this may have decneased the amount of contnol possjble fon

the way in which the HTB was neceived and nead by the
pat'ient .

1

2



Table 6

CHART AUD] T

POSÏ MI TEACHING

104

HCPXx Recond No Recond Total x

Nun se 90%(27 ) 7%(2) 97%(2s)

Phys ì o 83%(25) 14%( 4) e7%(2s)

Phanm 80%(24) 17%(5) s7%(2s)

s.h/. 2s%(7 ) 7 4%(22) e7%(2e)

Dietit'ian e4%(28) 3%( 1) e7%(2s)

* - Missing data** - Health Cane Professionals

As can be seen in Table 6, nunses, physiothenapists,
phanmaci sts and di et i t i ans neconded thei n pat ì ent teachì ng

on 83 to 94 pencent of the chants, wheneas, social wonkens

neconded thein teachìng on only 23% of the chants. A

possjble explanatjon fon this diffenence could be that jn
most of the insti tutions, sociaì wonKens must be consul ted
by eithen nunses or physicians jn onden for pat'ient contact
to be made, whereas phanmacists and physiothenapists
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nout'inely see post MI pat'ients. [r/hen the socjal wonken js
consulted ìt has been cjetermined that the patient has some

type of socjal pnoblem. Anothen'impontant factor to note is
that teachi ng may have been done by the hea I th cane

pnofessjonals and may not have been necorded on the chant,
unfontunateìy, it was beyond the scope of this neseanch to
evaluate the methodology of teach'ing fon each pantjculan
pat'ient by each discipl ìne. Howeven, the one common van jable

thnoughout the five hospjtals was the HTB.
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Table 7

PATIENT RECALL

OF HEALTH CARE PROFESSIONALS' TEACHING EFFORTS

HCPx Reca I I No Reca I l Tota I

Nun se 100%(30) 100%(30)

Phys'io 80%(24) 20%(6) 100%(30)

Pharm 83%(25) 17%(5) 100%(30)

S.UJ, 30%(s) 70%(21) 100%(30)

Dietitian e7%(2s) 3%( 1) 100%(30)

,F - Health Cane Professional

A companison of Table 6 and Table 7, neveals the
consistency in pat'ient necal I of heal th cane pnofessionals,
intenactjons for the punpose of patient teach'ing, and in the
actuaì charting of patient teaching effonts. This is
j ntenest i ng and contnad'ictony to what the 'l j tenatune has

stated in relation to patients not being able to remember

much about thei n hospi tal stay once they neturn home

(scalzi, 1980). This infonmatjon obtained fnom the patjents
and thejr chants nelates to the conceptual f namewonl<, unden
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the head'ings of : a) 'modifying factons' (comrnunjcatjon wjth
health cane pnofessjonal's) and b) 'cues to action, (advjce

fnom health cane pnofessional's to decrease nisk factons),
It is thought that these components may assist in
detenmining a patient's neadjness to taKe necommended health
act'ion which jn tunn would mean compliance on altenatjon of
hanmful lifestyle nisk factons.

5.7 PATIENT OPINIoNS 0j: THE HTB

Al I patients were given a Heart Tarl< booklet by the
nunses while jn the hospital. However, jt should be noted

that jn one particulan hospi taì a patient is nequ.ined to
punchase his own HTB. Out of the total of 30 subjects about

83% (n=25) found that they spent extra time read.ing the

booklet on thein own, and almost BT% (n=26) of the sampìe

stated that the HTB was not difficult to undenstand. it is
jntenesting that the educational level of appnoxjmately ST%

of the sample (n=17) was less than gnade 12 whjle 43% (n=13)

had a leveì of grade 12 or oven. Those wj th less than grade

12 told the reseanch assistant venbar ry that they had

di f f icul ty wi th many of the "b jg words" ,

ttlhen asKed whethen any i nf onmat i on scaned them ( a

somewhat bjased question) about Bo% (n=26) nesponded ño,

whjie 7% (n=2) nesponded yes and T% (n=2) had no necall of
any infonmation that may have scaned them, The neseanch

assjstant also discovened that I of the 30'subjects had
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netunned to the hospital with what they thought could be

another lvll , but j t was not . The pat j ents stated that anxi ety
was associ ated wi th these epjsodes . Th j s f ee I i ng cou ld have

been nelated to nead'ing the booKlet or to not having had al I

of the infonmat jon nequ'ired to mal<,e a decis.ion about whethen

the expenience was the same as thei n pnev.ious MI (wynn,

1967 ; Dugas , 1977 ; Devj ne, 1 gB3 ) .

The HTB is divided into sections entitred: ,your Heant, ,

'Heart Attack,' , 'Youn Hospì tal Stay, , ,RisK Factons, , etc,
It was thought that if the patient was asKed to consjden
each sectjon sepanately a mone accunate evaìuatjon of the
HïB f nom the pat jent's penspect'ive courd be accnued. As

seen'in Table 8, most patìents responded that the sectjons
in the HTB wene easy to undenstand.
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Table 8

PAÏIENT OP]NIONS OF HTB

Sect i on Easy Difficult No Recal l

Youn
Hean t 90%(27 ) 7%(2) 3%( 1)

Hear t
AttacK 84%(25) 13%(4) 3%( 1)

Hospi tal
Stay 87%(26) 10%(3) 3%(1)

Risk
Factons s0%(27 ) 10%(3)

Go'ing
Home s4%(28) 3%( 1) 3%( 1)

Meds, e0%(27 ) 3%( 1) 7%(2)

Phys i ca I
Act j vi ty s7%(2e) 3%( 1)

I ncreas i nc
Actjvitv I e4%(28) s%( 1) 3%( 1)

Irr/a lKì ng
Pnognam e7%(2s) 3%( 1)

Sexua I
Relations e4%(28) 3%( 1l s%(1)

Retunn to
lot/onl<. 64%( 1s) 3%( 1) 33%( 10)x

S'igna I s &
Act ions e3%(28) 7%(2)

xNot Appl icable

Even though patients jndjcated that the HTB was easy to
understand, a large number of them thought that: the text
Lì,as "too wondy", too much matenial was contained in a single



panagnaph, the explanations

wene not infonmatjve enough.

the HTB was not as clean and
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which accompanied the diagnams

In othen words, the fonmat of
he'lpful as j t could be.

some patients had some mone specific suggestions for
impnoving the HTB. It was stated that the sectjon entitled:
'Your Heant' , should contajn mone detai led dìagrams of the
heart, jts posjtjon jn the body, how 'i t functions, and how

damage has affected the heart. Many patients indjcated that
their docton dnew mone complete d'iagnams in explanation of
their MI; howeven, thjs was usuarly done on scnap papen so

that when they wanted to nevjew the diagnam jt was not
available. Also, many of the patients had visited libnanies
on punchased books i n an attempt to undenstand thei r
condi tions mone thonoughly,

sevenal patients were stj r r uncìean as to what had

happened to them and found the whole experience ,'hand to
bel jeve" . These pat ients des j ned a step by step descn.ipt ion
of the occurnence of a heant attack, tyìng jn the paìn and

symptoms. They thought that the sectìon ,Heant Attacl<,

should contain "'less ambiguous phnases than: nad.iating pa.in

and tightness and should contajn examples of familian aches

that a penson may have expenienced".

The pat jents thought that the section on ,stress, (Rjsl<,

Factons) needed to be Ínone specjf jc wj th mone "how to, s,, jn
nelation to decneasing stnessful ljfe events, Also, patients
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stated they needed rnone examples of : djets, what to use as

substitutes, anci how to cooK diffenently,

ltjhen asKed wha t they wou r d change i n the , phys .i ca I

Actjvi ty' sectjon of the HTB, most patients wanted mone

pnactical exercises that could be penfonmed jn Mani toban

wintens. They also thought that the sectjon could contajn
mone nea I i st i c exerci ses . One pat i ent obsenved that the

exercjse sect jon was over-s'impli f jed and that thìs set h jm

up fon majon dìsappo'intments, l¡lh j'le j t js necogn jzed that
the booklet can not be al ì thjngs to al I people, this
example shows how patients taKe the infonmation jn the
booKlet at face value and nely on jt as a guìde,

The 'Medication' section was anothen anea in which the
patients also nequined mone infonmation on such things as:

side effects, the effect medications have on the heant and

how the medjcations contnibute to healing.

Lastly, it is interesting to note that sevenal of the
pat'ients had joi ned the Ref j t centen and thnough

socialization and encountens with the staff wene neassuned

and ab I e to have thei n ques t i ons answened . !{heneas ,

pat'ients who wene not membens of the Ref it Centen st j ll had

a gneat numben of concerns at the second testing time. Most

pat'ients who pant'ic'ipated in thjs study thought that the
neseanch assistant vúas sent from the Manitoba Heart

Foundation jn onden to answen thein questjons. This could
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jndicate a neal need fon a social suppont system fon post Mi

pat'ients and thei r f ami l i es ,

The patjents wene also asKed whethen thene was enough

infonmation in nelation to sex and whethen the sections
nefenning to 'Retunnìng to [r/on]r' and ,Activì ty Gu jdel ines,
wene heìpful. About 83% (n=25) stated that thene was enough

infonmation in nelat'ion to sex. However, it must be

considened that those patients who agneed that thene r¡ras

enough infonmation nelated to sex may have been embannassed

to answer in any other way. Appnoximately 64% (n=1g) of the
samp'le thought that the booKlet was helpf ul for thei n netunn

to wonK, the othen g6% (n=11) wene netined and/or had no

comment about this section. In addition, g0% (n=27 ) found
the activi ty guidel jnes helpful but stated that they would
have Iiked mone details and explanations of the quidelines
on centajn actjvjtjes. Fon exampìe, a questjon whjch was

not answened was r brlhy does one have to wai t for 3 to 7 weeKs

befone be'ing able to nide in a can for longer than one houn?

F'inal ly, the pat jents wene asKed whethen they thought the
HTB was a useful leanning tool. About 4g% (n=13) stnongly
agneed and 57% (n=17 ) agneed that it was usefu'l to them,

Thus, ALL of the subjects (100%) pencejved the booklet as

being helpful to them in thein necoveny fnom myocandiaì
infanction. In convensation wi th patients the neseanch

assistant found that many pat'ients used the booklet as a

nesounce, nenead i t and passed i t on to fr i ends and
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nejghbons. In nelatjon to the conceptual fnamewonk, one can

see the importance of the cognj t jve ]earning components jn

that the patients did pence'ive the booklet as a useful
leanning tool, Howeven, one might assume that if ALL of the
pat'ients feì t that they leanned f nom the booKlet, they ALL

would have ìmproved jn the j r l<nowledge scones and th j s was

not the case, Thenefone, one can see the .impontance of not
only considenìng the cogn'i t jve component of leann'ing but
also cons'idening the aspects of the MHBM in onden to explajn
the ljKeljhood of compìiance.
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Chapter VI

DISCUSSION

6, 1 ]NTRODUCTION

This chapten wi I I discuss the nesults of the evaluation
of the Heart Talk Bookìet from the patient,s penspectjve.
The impi ications of this study w'i I I be discussed in four
areas including: djscussjon of fjnd'ings, r€latjon of
findìngs to conceptual fnamewonk, nuns.ing pnactice, nunsing
education and nunsing neseanch. Nuns.ing neseanch will also
contain limitations of this study, suggested modifications
fon this study and necommendations fon futune nunsing
neseanch, Conclusions will then be stated.

6.2 DrscussroN 0F IlltDINcs

Thene has been little neseanch done focusing soleìy on
pn'inted matenials for post MI patients. some of the
f indìngs of this study are consistent wi th the f ind.ings of
langer studies which exam'ined patìent-teaching toois wi thin
the context of patient-teachìng pnograms (Scalzi, 1gg0;

JenKi ns , 1984 ) . I t has been found that the pr.inted
materjals do pnovide:

- 114
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1. a vehicle to ensune adequate covenage of essential
infonmation (ScaÌzi, lgB0) ;

a convenjent nefenence booKlet fon the patjent aften
he is djschanged fnom the hospitaì (Scalzj, lgg0);
a helpful tool jn recovering f nom an MI (rjenKins,

1984),

The results of this study have demonstrated the HrB to be a

vehicle to ensune adequate covenage of essentjal leanning
matenjal for patients because eveny patient who suffers an

MI w j th j n the cì ty of lrtinnipeg neceives (or has the
oppontunì ty to neceive) a HTB. second'ly, i t was found that
the patients refer to the booltlet and shane it wjth famiìy
and f riends who have suf fened f nom ML Last'ly, al I of the
thinty subjects of thjs study stated that the HTB was a

usefuì ìeanning tool fon the.in necoveny fnom ML

0thens have found sìgni f jcant incneases jn l<,nowìedge

leveìs (Scalzi, 1980, Rahe, êt a'r ,, 1g7b). The nesults of
th j s study ane congnuent wi th those i n that stat.ist i ca l ly
s'igni f icant evidence of incneased total knowledge scores
wene f ound between the f i rs t and second tes.t 'i ng t j mes

(p= ' 007; p=.008) . In addi tion the descniptive analysis of
pencentages showed a pos'i tive impnovement in Knowledge level
for almost half of the sampìe populatjon,

Also statjstically s'ignificant evidence uras shown fon
positive altenations in total behavjoun scones. Thjs find.ing

2.

3.
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would suggest that the HTB may have influenced the patients
in changìng thei r harmful l i festyle behaviouns, al thouglr

attentjon must be given to al I of the othen confounding
variables. vanjables such as: the expenience of an MI

i tseìf , the patient's feer ìngs of nesusceptib.i I i ty to
anothen MI, and the heal th cane pnofessjonals, intenactjons
may have influenced the patjent in hjs decjsjon to modify
any hanmful I i festyìe behaviouns, Eva I uat ion of the
behaviour component did descn'ipt'ively indicate that most of
the patients have at least begun to alter some unhealthy
I i festy'le behaviours. The behaviouns which showed

s'ignjf icant changes jncluded| , trying to stop smoking and

'decneasing fats in the diet, (p=,002) . 0ther behaviouns
such as: 'smoking' , 'dietany jntake of salt, and ,pnoper

medication noutine' showed manl<.ed pencentage incneases in
pos'i tjve alterations but no statìst.icaì1y sign.i fjcant
evjdence was apparent. These f jndings ane impontant .in

light of the chances for necunrence of an MI (segev, 1gg1).

Thenefone, the evidence discussed is suggestive that the HTB

is effective'in incneasing the knowìedge level of patients
and modì fying hanmful I i festyle behavjouns. Howeven, one

must considen the fact that the second test.ing time occunned

onïy 6 to B weeKs post MI, thenefone sustained behavjour
change was not evaluated. Agaìn, these nesults ane not
entinely conclusive because thene was no tneatment contnol
gnoup f on compan j son of the f j ndi ngs . li/i thout a contnol
group one cannot conclude that these altenations ane nelated
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dinectly to the HTB on to the experjence of an MI or from an

intenaction effect of both. in othen words, the ciescnìptìve
design of thjs study does not canry the weight that an

experimental design might. In addi tion, the combination of
five hospitals, five disciplines and many intrad'isc'iplìnany
di ffenences could have affected the nesul ts. Howeven, the
common vaniable thnoughout al I of the patient education
programs was the Heart Talk bool<let,

Fìnaì ìy, 'in convensat jon wj th pat.ients
assjstant found that many patients used the

nesounce, renead i t and passed j t on to
neighbons, Thenefone, a veny important
evaluation of this booklet is to nevise i t
could benefit the patjent even mone.

the neseanch

booKlet as a

fr i ends and

step i n the

in a way that

A conclusive nepont wiH be gjven to the Manjtoba Heant

Foundation containing suggested altenations fon the HTB.

some of these suggestions include: cneatìng a pocKet jn the
coven fon storing any additional material that may be given
to the patient fnom the health cane pnofessìonaìs; changing
the booklet into mone of a self-leann'ing pacKage to decnease
the variabjlity of diffenences in the teach.ing done by the
health cane pnofessjonals; tnanslat.ing the booklet into
diffenent ìanguages in consideration of cultunal variations;
and adding a g'lossany of tenms io assist wi th undenstanding
the medical tenmjnoìogy.
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6 " 3 IMPLICAT]ONS FOR NIURSING PRACTICE

Th j s study did not focus so'rery on nuns'ing, However j t j s

bel'ieved that nunses can play an 'impontant nole in the
educatjon of post MI patients because jt js the nunse who is
wi th the patìent 24 houns pen day, The most s.igni f jcant
'imp'l 'icat jon of thjs study fon nunsìng pnactice nevolves
anound the issue of patient education. In many cases nurses
place patient education at the end of a long I ist of
pnjonjtjes because of time constna'ints. There may also be

othen neasons why nunses do not teach pat'ients. pohl (,l965)

found that nunses felt that they wene unpnepaned for the
nole of teachen. in addi t ion, nurses may not ident.i f y

infonmation giv'ing, which may taKe pìace duning othen fonms

of cane, as teaching (lt/jlson-Bannett, et â1, 1gg3).

it js known that patìents do not netain much jnfonmation

when teach'ing is attempted whi le they ane in the acute phase

of an MI (scalzi, 1980). However, the pat'ient sti I I nequines

suppont and short explanatjons of hjs envjnonment and

tneatment . Thi s neseanch has nei nforced the fact that
nunses, dietitians and phanmacists may have gneat impact on

patients in nelation to patìent educatjon as seen by the
sign j f jcant incnease jn Knowìedge 'level and the signì f icant
altenations in harmful ljfestyìe behavjours. Although it js
not known i f these behavjour changes nesu] ted fnom the
pat i ent hav'i ng had contact w j th one hea I th care pnof ess i ona l

on a combination of all health care pnofessionals.
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hlj lson-Bannett and associates ( 1gg3) suggest some types
of teaching which most nurses shoulci employ in thein patìent
cane l

pnov'ide patients wi th infonmation nelated to thein
wonnies pn'ior to stnessful events;
pnepane patients fon the.i n l.ife at
pninc'iples for ìncreas.ing activi ties
thein au/aneness of thejn own feeìings
guidance for. how much they should do;

help pat'ients to undenstand thei n

treatment.

Most of the jnfonmatjon nequined for these thnee types of
teach'ing is contained in the HTB and nunses along with othen
health cane pnofessionals should be made awane of thjs. It
i s veny 'impor tant to revi ew the HTB wi th each pat ì ent and

asK whether he has any questions. Thenefone, the HTB should
be pnomoted as a useful resounce tool to be utilized once
the patients netunn home,

The nesul ts also demonstnate a defini te need for
commun'i ty fol low-up pnognams for post Mi patients to a jd in
ass i st i ng the pat i ent once he netunns home. Dur ì ng

hosp'i ta'l ization the patient is bombanded wi th infonmation
and people pnìor to being dìschanged. It is at this time
that the patient may not be motivated to leann to alten
hanmful I i festyle r jsl< f actors such as: rJiet .yencise,

J.

'home, gi vì ng

and incneasing

of fat ìgue as

i I lness and
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stness and smoKing. lrJheneas once the acute phase of Mi js
oven and the patjent neturns to hjs home envjnonment, he may

be mone intenested and motivated to leann about alterìng any

hanmf ul I i festyìe risl< f actons, The neseanch ass jstant of
this study found that she was asKed a great many questions
when she went to the patients' homes to admjnjsten the
second questionnaine. The patjents also demonstnated a need

fon a suppont system to assist them wjth incneasing thein
awaneness of the nonmal nesponses during necoveny fnom an MI

such as the feelìngs of anxjety or depnession.

In addi tion, the conceptual f namewonl<. suggests that
nunses need to taKe j nto cons'idenat j on the pat i ent, s

cogni tive leanning abj I i ties as wel I as hj s heal th cane

beljefs when assessing a patjent's need fon educatjon. It js

Known that ìncneasing a patient's knowledge does not alter
his behavioun but a patient must have the infonmation jn

onden to use it jn hjs decjsion mal<,ing processes. Also, a

penson must not only believe that a risk facton is hanmful,
he must considen himself susceptible to having anothen ML

6.4 APPLTCATION OF FINDINGS TO THE CONCEPTUAL FRAMEU/ORK

The conceptua I f namewonlr for th'is study provided
guìde'l ines fon exp'lanatjon of the f indings. It was not
possible to develop lintrages between all of the vaniables
because of the lacl< of a suf f icjent number of questions fon

each vaniable and lack of valjdìty of the questjonnajnes.



Howeven, the find.ings did
exi st between some of the

compì jance. The components

neseanch included:
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suggest that nelatìonships may

components of the model and

that wene considered in this

' mot'ivations' (control over health)
'probabi l'i ty of actìon neducing thneat, (pencejved

eff icacy of alten'ing rjsk factons)
'modifying factons' (,genenal, : satisfaction with
hospi tal care, corìmunicatìon wi th heal th cape
pnofessionaìs; 'specj fjc to pnesent j I lness, :

pnevious expenience with MI)

4. 'cLles to action, (advjce fnom health cane
pnof ess j ona I s to decnease r j sl<. f actons )

5.'knowledge' (Infonmation pnocessìng: undenstand.ing

the genenal pnìnciple, part jcu jarizjng).

'Motivations' (or contnol over heal th) was measuned by
the question: some pants of my lifestyle u/ene harmful to my

heart. The results indicated that oven TS% of the subjects
agneed wj th the statement. This may indjcate that the
subjects held the hearth cane beljef that they had some

contnol over their health which in tunn may explaìn thein
aì tenation of hanmful I j festyle behaviouns,

Over 80% of patients agneed that by al tering hanmful
I i festyle behaviouns the chance of anothen heart attack
would be neduced. This question attempted to pontray ,value

1,

¿,

c
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of iI Iness thneat reduction' and could heìp to explaìn the
a l tenat'ion i n behavi ouns , 0ven g0% of the pat i enis : wene

satisfied wi th thein cane; fel t that they neceived enough

information fnom the health care pnofessionaìs; and did not
considen the advice fnom the health cane professionals too
compl icated, These f indings would suggest that the pat.ients
wene satisfied with thein cane and in tunn couìd have led to
the sìgni f icant a'l tenation of hanmf ul I i festyìe behaviouns.

'cues to actjon' (or a stjmurus to tnigger the decisjon
malti ng pnocess ) was cons'idened by the i ntenpensona I

jnteractions of the heal th cane pnofessionals and the
patients. These jntenactions could help to expla jn the
pat'ients' s'igni f icant al tenation of behaviouns aì though j t
is impossible to determine whethen i t hras one heaì th cane
professjonal or a combinatjon of al I heal th cane
pnofessjonals.

Signifjcant jncneases in Knowledge would suggest that the
patients successful ly pnognessed thnough the infonmation
leann'ing pnocess because of the signi f jcant numben of
behavi our changes (or act .ing ) .

The openat i ona I izat i on of each component of the
conceptua I f namewonk by the j nvest.igator may have been

somewhat di sadvantageous because of I acK of nel i abi 'l i ty i n

the dimensjons that each questjon was attemptìng to
repnesent. Howeven , Janz and BecKen (1984) stated: ',for the
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most pant ' every investìgator has developed a un.ique

appnoach to openationaì izìng each variable ( t t is a

testament to the nobustness of the model that the dimensions
nemain pnedjctjve despite diffenent measunes)" (p. 4s).
Thenefone, the questions ut j I ized jn th js study may actual'ly
suggest indicatjons of on help to explain why the patjents
s'ign'i fìcantìy altened thejn behavjouns,

In concìusion, each of the vaniables has been discussed
along wj th the specj fic questions which attempted to
nepnesent them. One of the dnawbacKs of thjs conceptual
f namewonk was the f act that j t u/as imposs jble to cons.ider

each component of the MHBM sepanateìy. One component does

not act alone dunìng a time peniod as wouìd appean on papen,

It punponts to be a combinatjon of al I components acting
together oven time which pnoduces the ul tjmate goal of
compl iance. Thus, i t becomes apparent that , motivations, ,

' pnobab'i I i ty of act ion reduci ng threat, , ,modì fyi ng

factons', 'cues to action' and ,knowledge, may all heìp to
expla'in the ì ikel ihood of compl jance on al tenation of
hanmful I i festyìe behaviouns.

6.5 IMPLICAT]ONS FOR NURSING EDUCATION

Nunsing education wi thin the classnoom occuns befone

actual nursing pract'ice, It js clean that student nunses

should be made awane of the impontance of pat.ient education
and stnateg'ies to evaluate i ts ef fectiveness (j .e. , increase
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in Knowledge levels, behavjour changes, and patients,
personal opinjons about the teaching method). The fjndings
of thjs study stness the impontance of includ.ing the Heart
Talk bool<.let in patient teach'ing ef forts, The student should
be made aware of the HTB and of the post MI Teach.ing Manual

which was cneated to assjst heal th cane professionals to
ìmpnove their pat'ient teaching effonts. consìstency jn the
education of patients would be enhanced if all nunses (and

health cane pnofessjonals) uti lìzed the manual, The nunsìng
student in the classnoom and in the cljnìcal setting has a

pnime opportunity to learn about and to evaluate the HTB.

6.6 IMPLICATIONS FOR NURSJNG RESEARCH

The ì mp I 'icat i ons f on nuns ì ng neseanch focus upon

evaluatjon of patient educatjon pnognams and pn.inted

matenjals which may be gìven to pat.ients, pnogram

deve'lopment and eva I uat i on can provì de va I uab I e neseanch

oppon tuni t'ies f or othen stud j es such as thi s , The punpose of
evaluation reseanch is not onìy to assess the ovenal I .impact

of a pnognam on teaching too'l , but also to pnovide feedbacK

to the developers which can Iead to adjustments or
al tennatives in the design of the pnognam on wrj tten
matenials.

Based on the nesul ts of this study suggestjons for
funthen reseanch include:
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Evaluation of the dependent vaniables in gneaten
depth by the uti I ization of the same on anothen
conceptual f nameworl<.. The questionnai nes which wene

deveìoped fon this study posed some difficulties in
measunement because of the openat iona ltzat ion and

complex'i ty of the conceptual f namewonK. I t may be
poss ib I e that another conceptua I fnamewonk mi ght
offen mone usable data wi th nespect to mone

sophisticated statisticar methodologies. This could
be accomplished by jdentification of the factors that
affect the dependent vaniables thnough a quaì i tative
on quant i tat jve appnoach.

Evaluation of the patient teaching penfonmed by the
health care pnofessionars could be accomplished using
a questionnaine wi th pnoven nel iabì I ì ty and val idì ty,
Deve lopment of an eva I uat i on tool f or measun.ing the
content of the Heart Tarl< booklet and establ ishing
i ts vaì idi ty and nel j abì ì i ty,
Eva I uat ion of pat i ent teachi ng toor s pr ior to
'implementation 'into pat'ient education, This would
enable an experimental des'ign to be uti I ized which
would pnoduce mone concnete nesults.

Limi tations

I imi tations of this study ane nelated to the
genenalizabif .i ty of find'ings, consistency,

I'i ty of the j nstruments,

s tudy

clt tL¡

2.

3.

6.6.1

The

des'ign ,

neliabi
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This study does not focus dinect]y on the quality of
teaching carn'ied out by the heaì th cane pensonne'l aì though
it is necognized that this contnibuted to a lack of contnol
of the way in wh'ich the book.let was received and nead by the
patient. s jmj lan ìy, scalz j's ( 1gB0) study po.inted to an

incnease jn knowìedge and compliance jn specifjc areas post
fol low-up visi t and teaching, Thenefore one cannot conclude
whethen it was the Knowledge or the pnesence of health cane
pnofessionals that contnibuted to the patients, motivation
to leann and to alten thein behaviours.

In designing this study, ethicaì considenations had to be

we'ighed 'in that i t was not ethical ly sound to implement an

expenimental design wh'ich would have uti I ized a contnol
gnoup of subjects who wouìd not have been gìven the Heant
Tallt booKlet. Thus, the f inst testìng time was selected for
the administnation of Questionna'ine I (a) to acquine basel ine
data. In this way the patient acted as his own contnol.
This methodology attempted to detenmine the Knowledge gained
fnom the booklet and al tenation of any hanmfuì I i festyle
behaviouns. It would have been desinable to select a

hospi ta'l for data coì lect jon that did not use the HTB.

Howeven, all hospitals in lrlìnnipeg and Bnandon utilize the
booKlet jn thein patìent teaching efforts,

It is necognized that behavìoun does alten
that a one tjme testing may not neflect
I i festyle changes. In addj t jon the

oven time and

any sustained

sel f-neponted
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quest ionnai ne may not have el ici ted truthf u I data i n il-rat
the sub jects may not have answeneci the ques t j ons hones t .ly 

,

This could have influenced the behaviounal variable. The

patients' answens may have been jnfluenced by the mene

pnesence of the investigaton. The patient may have adjusted
hi s ansì¡rens to f i t the study on stated what he perceived
would be appnopniate, Thus, the Hawthorne Effect could have

been openat ìng sìmply because the pat.ients wene

pantic'ipating jn a neseanch project.

Genena 1 izab'i ì i ty of f i nd'i ngs may have been pneven ted due
the chanactenistjcs, genden of the subjects, and the sampìe

size. Only males wene selected. Th'is was to decrease the
variabilìty but it may also have decreased the
genenalizabil'i ty. In addition, those subjects who consented
may have been mone comp'l iant on wj ì ling to please than those
who did not consent . in addj t ion, cu I tuna I di ffenences
within the Englìsh speal<.ìng sample wene not addnessed. It
must be acknowledged that the sample size of 30 is somewhat

smal I and that othen factons may have influenced these
f jndjngs such as: patient's previous exper jence with MI, on

uncontnolìed intenvening vaniables (lacK of consistency with
pat'ient teachìng by the fjve dìscìp'l ines).

uti I izing five hospi tals wi th five di ffenent methods of
patient education may have pnesented some difficulties in
intenpnetation of nesul ts but the conunon van jable thnoughout
al I of the hospi tals' teaching pnognams vúas the Heart Talk
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booK'let. Most . evaluat ion neseanch studies that have been
completed in the hosp'i tal settings are those wh jch eva juatecj

a program that was cneated and impìemented by the
investìgaton (Devine, 1gB5) . Little neseanch has been done
evaìuating actuaì da'i ly on noutine patient educat.ion
uti I izing staf f nunses in the pnactice sett.ing. Thus, a

pos'i tive attribute of thjs study js the f act that the
teaching was completed by the staff of each insti tution.
This facton heìped in g'ivìng a neal istic evaluation of the
HTB.

LacK of consìstency between the neseancher,s and hen

assistant's answens to questions dunìng the administnation
of both questionnaines may have occunned, Howeven, in onden
to decnease the chances of th'is occunn.ing, the investìgaton
and hen assistant penfonmed the pjlot test togethen, takìng
tunns and obsenvi ng each othen, s nesponses to var ious
quest jons that the subjects asKed, The i nstnuments
themselves do not have establ ished nel iabì ì i ty and val idì ty.
Intenpnetation of the instnuments was considened aften the
pi'lot test and nef inement jn wond.ing uuas completed.
Howeven, i t was not possible to statisticaì ly detenmine the
nel jabil'i ty of the jnstnuments.
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6,6.2 Susqested Modi fjcat jons to the Studv

Ïhe fol ìowjng ane suggested modi ficat jons folimpnovement
of the qualìty of this study. Fìnst, it would be impontant
to incnease the size of the sample because a sample size of
30 sub jects i ncneases the chances of gneaten van i abi I .i ty
than a langer one might. In othen wonds, the chances of
obtaining a type II ennon incneases wi th a smal I sample
size' This has been taken into considenation. Lrlhen data are
collected fnom a total of 50 patients, funthen analyses will
be completed and companed with the data fnom this panticular
phase of the neseanch.

second, nevision of the questionnaires could be compìeted
taki ng i nto considerat ion the MHBM whi ch has a I neady

detenmined neliable questions fon sick nole behaviouns such
as penceived severity, bann.iens, and susceptibi I.i ty (,janz &

BecKer, 1984) , The addi tion of mone questions fon
clanification of such topìcs as: ut'i lization of HTB as a
nesounce tool should be completed. Detenm.ining a more

neliable method of evaluat'ing the opinion section of the
instnument must be compreted to detenmine suggestions fon
altenations of the boolrlet.

Last, this study was descript'ive, êXploratony in
This neseanchen would pnopose to alten the des.ign to
an expenimental on quasì -expenimental design.

design.

that of

An

a
experimental design may not be ethical ly accepted wheneas
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quasi-expenimental design could uti lize two non-nandomized

control gnoups wh'ich wou rd not need post MI teachi ng. Fon

exampìe, one contnol gnoup could be a group of heal thy males
(depending on the chosen populatjon) who do not have

atherosclenosis and thenefone may not feel susceptible to
the possjbjljty of suffen'ing an MI. It would be expected
that the results of testìng this sample would indicate no

change oven time. The second contnol gnoup could be a gnoup

of men who suffer from athenosclenosi s but have not
experienced an MI (possibly fnom a hypentensjon cljnic).
These patìents may believe that they could be susceptible to
suffen'ing an Mi because they have a symptom (on risk
f acton ) . One would expect sl.ight al tenations in thei n

responses but not as much as the the nesponses of the
expenimental gnoup who would each neceive the booklet post
ML Th'is study wourd penmi t jnfenences about the causal
effect of the booklet on the dependent variables.

6,6.3 Recommendations fon Funthen Reseanch

Thene were many aneas uncovered in this neseanch which
nequine funthen explonation. [rJisdom and undenstanding of
the nelat'ionsh'ips between health cane beliefs, knowledge and

behavioun are sti t 1 lacKing. A tool is requined which has

both va I jd'i ty and ner j abj ì ì ty to test each of these
vaniables and which would then aì low causal nelationships to
be measured. These types of studjes have been pneviousìy
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completed with some conclusive nesults (Becken et 31., 1gT2;

BecKen, et âT. , 1974; BecÞrer, et â j. , 1g7g; El ì ing, et ä1. ,

1960; Gordis, et al. , 1969) . In addi tion, thene exists a

need to nefine and standandize tools used to measune the HBM

(Janz & Becker , 1gB4). Thenefone, funthen neseanch is a

necess ì ty.

second, evaluation neseanch is anothen important anea fon
study especial ly just pnior to the imp'lementation of
teach'ing pnograms. It is at this time when expenimentar
desìgns can be insti tuted wi th no thneat of ethical
disapproval. Evaluation of the new program can be

accompl ished uti I izing a contnol gnoup (which would neceive
nout'ine cane) and expenimental gnoup (which would nece.ive
routine care and the new pnognam). companison of the two
gnoups could help to assess the ef f .icacy of the pnogram.

In conclusion, it can be said that nesearch is often an

oppon tuni s t'ic process and when any j dea on pnob ì em wh i ch

nequi nes a solut'ion on evaluat'ion anises, nurses should
neach out and attempt to explajn it thnough the neseanch
process.
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6,7 CONCLUSIONS

Thjs study attempted to evaluate the effectiveness of the
Heant Talk Booklet fnom the patient,s penspective by
utilizing a framewonk of two integrated conceptuaì models.
Pnevious expenience with myocandial infanction, health cane

beì ief s, infonmat jon pnocess'ing leannìng (knowìedge. and

undenstanding), and fina'r ìy acting on compljance
(behaviouns ) wene assessed thnough two quest ionnai nes.
There wene signi fjcant di ffenences between the two testìng
times fon the dependent variabIes of knowìedge and

behavi ouns . ïhese find'ings jndjcate, although not
conclusively, that the HTB has an effect on patient
compliance.

The descniptive fjndings of this study could provìde
useful guidelines for those who wish to do funthen neseanch

in in" evaluation of a teaching- ìeannìng too'l , The

quaìitatjve fjnd'ings also demonstrated slight djffenences in
what health cane pnofessionals deemed impontant for the post
MI patient (the infonmation in the HTB) and what the patient
hjmself felt was 'important to faciljtate hjs necoveny
pnocess. ïhese findings ane pnactical ly signi ficant because

confl icts and fnustnations which may arise between the
patient and health care pnofessionals may intenfere with the
learning pnocess. The neeci fon mutual goal setting becomes

evjdent. As was pneviousry djscussed, a study involving the
companj son between the patient' s and the heal th cane
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pnofessionals' penceptions regarding which infonmation is
ìmpontant fon post ru¡i patìents is cunrenily uncler

invest'igat jon by this neseanchen.

In conclusjon, this evaruation of a patjent teach.ing tool
found clinicaì'ly significant incneases in knowìedge levels
of pat'ients and statìst'ically significant altenation of
hanmful ljfestyle behaviours post admjnistratjon. The

conceptual fnamewonlr helped to gu'ide the evaluation and to
assist 'in explanation of compliant behaviouns. The patìents
who pant'icipated in thjs evaìuatjon pnovided valuable
opìnions of the infonmation which is contained wi thin the
Heant TalK booKlet. They also suppl jed suggestions for
aìteration of some of the booklet,s contents. In light of
the hjgh incidence of myocandial infarction, i t seems most
appnopnjate to revise the Heart Talk booklet jn such a way

that i t could benef i t the post MI pat'ient even mone.
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Appendix A

PERSONAL INFORMATTON

Pensonal infonmat ion

1 , age:

2. height:

3, we'ight:

4' Patient's cunrent employment status: ful l-time,
employed pant-time, unemployed, netired.

5. Addness:

Telephone Number:

6. Years of fonmal educatìon:

7 . Do you I jve alone? YES/NO

8. If you live alone how long have you lived this way?

9. How would you describe your pnesent health?
poor fajn undecided good very good

Chart Infonmation (pentainjnq to patient teachinq)

1. Date of myocand'iaì infanct jon:

2. List of the health pnofessionals who taught the
patient:

3. Dates of patìent/health cane wonken interactions:

No,

- 150
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4. Fonm of documentation on patient teaching effonts:

1) special record

2) pnogness notes

3 ) nunses' notes

4) othen

5 ) no necond

5 , Da te of d'i scharge :
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Appendix B

CONSENT FORMS

, PATIENT CONSENT

trt/i th my sìgnature, I, , agnee to taKe
pant in a study titled "Evaluation of Heart Talk BooKlet,'.
It studies the effectiveness of the Heant TaìK boolrlet wh.ich

was developed by the Manitoba Heant Foundation. I will have
been introduced to the booKlet as pant of the hospital,s
nonmal post heant attacl<. teachìng pnognam, It js because I

am recovering f rom a heant attact< that I wj I I be asked to
complete a quest'ionnai ne which w j I I take appnox jmate 1y 20

minutes. I understand that the only the neseancher on hen

assistant w'i I I have access to my neconds for the punpose of
this study. Anothen questionnaine of the same length wi ll
eithen be bnought to my home fon answering or be mailed to
me 6 to 8 weeks aften my dìschange from hospital. I wilì
just have to answer the questions and g.ive i t to the
neseancher or mail it back as postage will be included, I
real ize that pant'icìpatìng in this study may help to
incnease my undenstanding about my heant attack and that I
am entitled to a copy of this fonm jf I so desine. I also
undenstand that thene may not be any direct benefit to me

but jt may benefit other patients in the futune. The study

- 152



js being conducted by Catherine Aquìno Russell,
the Masters of Nunsing Pnogram At the Univens.i ty
who may be neached at on

ques t j ons an 'i se ,

153

a student in
of Mani toba

should any

summany of the nesults of

Panticipation wj 1l be totaì ìy voluntany and wi I I jn no

v'/ay jnterfene wjth my cane at the hospjtal. I nealjze that
I may wjthdnaw fnom the study at any time by s.imply tel ìing
the investigaton on her assjstant. My nefusal to
particìpate wi I I in no way affect my tneatment at the
hosp j tal . The infonmat jon I pnovide wj I I be stnict ìy
conf idential because no ident'if ication wi I I be associated
wjth the infonmatjon I pnovìde,

Date:

Date:

S ì gna tune :

S ì gnatune :

wouìd ljKe a copy of a

please jndjcate beìow:

if you

thjs study

YES

Addness:

NO
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Dean Docton:

I have neceived fund'ing f rom the Mani toba HeantFoundation fon evaruation õt a bookret enIi tiãã- "HeániTalk", It is. a.patient teach.ing toól ton-þosi'rvo.u.djal'i nfarct'ion pat ients.

_ My neseanch pnoposal has passed thnough the EthicalRevi ew commi t tee at' the uni ve'ns'i ty of ManTfobã"5chool of
Nr.?ing^and. is awaì ting appnoval "tnóm the ulããicãÍ EthicalReview commi ttee. I t -wa's' decided in a Medi"ãl -úepantment
meetìng at st, Boniface that your conseñt fõr ,ii I ¡=át.ion ofsome of yogn .pgqt myocandjaì- infanction paiieñi" uð soughtf nom you jndivjdual ly. The study iñvo'rves-two ão minutequestionnaines to be âoministered ät twó tlme-ôðniõð., Iiiupol-r.patìent's anr jval to wand af ten acute pnã=ã; tái six toeight weeKs post myocand.ial jnfanctìoñ.-

if you do not wish to have youn pat.ients included in thisstudy. on j f . you would 'l jKä to' give consent on eachindividual patient pìease noti fy tñe Medi"ãl -Deóantment
ottice--üenny I¡Janthe--at 2sT-2si4- wi thin i0 days, -'-

. Thank you.in advance fon yguf,coopenation. It js thoughtby the Mani toba Heart Fouñdat'ion-'-ãnã myseìf , a nunseneseanchen, that this is a valuable piece oi-reseanch.

PHYSICIAN CONSENT

W l nn t,p"g , Man i toba

0ctober 25, 1985

Sìncenely,

Catherjne Aquino Russel I
RN, BScN
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Dean Docton:

I have neceived fundìng fnom the Mani toba HeantFoundation fon evaluation õt a booklet enti t iãã- "HeaniTalK". It is. a.patient teachìng tool for ô".i'myocardialinfanction patìent's.

_ My neseanch pnoposal has passed thnough both the EthicalReview commi ttee at the un'iversì ty of Mani ioua 
-5ðr,ool 

of
Itrf .ing. . and the Medical Eth jcar -Review 

commi ttee at theunivensity of Manitoba. It was decided -bt iÀã- MedicalDepantTçlt of the Miserjcondia Hospital ir,ai" vôr. consentfor ut i I izal ion of some of your post myocardi ai 
-lnfanct 

ionpatìents be ^sought f nom . yo, 'indiv.idúal ly. rhe studyinvo'lves two 20 minute questionnaines to be- adminisiered attwo.tìme. peniods;-, (1) 'upon patient's annjval to wãnd aftenacute.phase; (2) sjx to eight week,s post-,yoca.djal
i nfanct i on .

...,Yo!]9 you please indjcate berow as to whethen on not youwi ll. gnan.t penmission for youn pat'ient's inclusion into t¡¡iÀstudy. . Youn pat'ient wj rl arsb be gjven the- -o[iion of hispanticipation,

, Thanl<, you.in advance fon yguf .coopenatjon. It is thoughtby the Manitoba Heart Fouñdation 'and myself, a nunseneseancher, that this is a valuable piece o-f .esáarcñ.

PHYSICiAN CONSENT

ftlj nn i peg , Man j toba
R

Novemben 4, 1985

S'incenely,

Catherine Aquino RusseI I
RN, BScN

Da te

Penmi ssion gnanted

Penmission denied

S i gna tune
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LETTER TO ADMINISTRÂTIOT.¿ FOR CONSENT

tufAN {TABA i-{ EåRT FAI,J N ÐAnA N
üt atriliaþ ú fu Canadiw H@stt Fe¿ÁÉatio¡t

d)r furadø Blritd¡ng,352 fu1etcr si*,t, winnipeg, Mwitabø, R38 2H8, @" (w)94e{rg5

Thts letter ls to serve as an introduction for catherlne Aqulno, a graduatestudent ln rhe Hâsters of $rursrng progr;; ù;iversrry of r{anttoba.
catherine has been contracted to do evaluation research for the HanitobaHeart Foundation on the utilization and effectlveness of the Heart Talkbooklet" This bookret îs currentry_be¡^g ;;;i in at rhe hospitars inHinnipeg and is a component of the'Post ü.1. ieacrríng program. Her research¡ould evaluate Heart ialk from the persp".ti"À, of the patient and from themultipìe-díscípllnes assocíated w¡ti¡ po;t H.l,-cêre" A copy of an abstractdescribing the study ls attached. tte,- reseircr, propor"t rräå ueen passed bythe Ethlcal Review conrnittee of rhe uni";;;;i; oF maniroba and her FacultyAdviser is Dr" Lesley Degner. -.-' - -'-'r'

catherine will be in contact with you ln the near future to request yourlnvolvement and to answer any qu"s[ions tr,"t fou might have. ùe would hopeto start the evaluation as soon.as possibre, not onry in right of our programplannÍng for the fal I but in order io make ir,*-runu"i as beñef iciaî to yourpatíents as possible.

Slncerely,

Karen J. Johnston, B.Sc.${.,
Director of Educatlon"

YúJ/ jw
Enc I osure
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Appendix C

PATIENT QUESTIONNAIRE I (A)

(administened at T-I (a) )

PART I No,

1 ' Have you ever had a heart attack befone thi s

admission? yES/NO If so, when?

Please cincle the appropniate statement fon each question to
'indi cate youn leve I of agneement on di sagneement wi th the
foì lowi ng statements:

2. I have neven experienced the tneatment of a heart
attack befone this one.

Stnong ly Agnee Undecjded Di sagnee Strong ly
Agnee Di sagnee

PARÏ ]I

1 . some pants of my I i festyle (on the way i I ive) wene

hanmful to my heant,

Stnongly Agnee Undecided D.isagnee Stnongly
Agnee D.i sagnee

- 157
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If you agneed lvith #1 (pant II), which aspects wene hanmful?

2. I bel ieve that by al ten i ng some unhea I thy I i festyìe
behaviouns the chance of anothen heant attact< wi l'l be

neduced.

Stnongly Agree Undecided Dìsagnee Stnongìy
Agnee Di sagnee

3, The advice of the hearth cane wonkens jn the hospitaì
is too complicated and djffjcult to follow.

Stnongly Agnee Undecjded Di sagree Strongly
Agree Di sagnee

I am not satisfied with my pnesent hospital cane.

Stnongìy Agnee Undecided Dì sagnee Stnongly
Agnee D.isagnee

I feel that I do not get enough infonmation about my

condj t jon from the hospi ta ì wonkens.

Stnongly Agnee Undecided Disagnee Stnongly
Agnee Di sagnee

4.

5.
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PART ]II

Cincle the answer that you believe js connect.

Angina is caused by narrowing of the antenies of the
hean t due to athenosc I enos i s on p.l aque .

TRUE/ FALSE/DON, T KNOT^/

Heant attacK, cononany thnombosi s, myocandi a l

infanctjon, M.I., and cononany al'l mean diffenent
types of heant condi tions, TRUE /FALSE/DON, T KN0IJú

Evenyone necovens the same way after a heant attack.
TRUE/ FALSE/DON' T KN0tri/

It usuaìly taKes 6 to B weeks fon a scan to form on

the heart whene the blood supply h,as cut of f .

TRUE /F ALSE/DON, T KNOT¡J

It is ìmpontant for the hearing pnocess of the heart
to slowly incnease phys.ical act jvi ty.
TRUE /F ALSE/D0N' T KNOf/r/

smoKing makes less oxygen avai ìable to your heart and

the nest of youn body, TRUE/FALSE/D0N,T KNOtr/

These ane all ways to lowen high blood pnessune:

stop smoKì ng, decrease sa I t i ntaKe, decnease stness ,

and lose we'ight (j f necessany) . TRUE/FALSE/DON, T KNOl¡/

ïhe f insl 2 to 3 days af ten hospi ta] dischange ane

diffìcult fon alt famiry membens. TRUE/FALSE/DON,T

KNOh'

The emengency system phone numben js g1 1.

TRUE / F ALSE/DON' T KNOU/

2.

3,

6.

7.

8.

o
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10, If I was experjencing chest djscomfort nadjat.ing to
my nec[<. and/or anm I would: (cirecit of f 2)

stop, sjt down, lìe down

taKe a ni tno tablet
not stop, Keep do.ing what I was doìng_
walK anound and hope the pain would go away_

11. Please cincle the emengency system telephone number?

119

911

999

111

PART ] V

1. check off which of the followìng statements describes
youn use of tobacco.

I have never smoked

I used to smoKe occasìonaì ly.

I used to smoKe da'i ly,

I now smoKe occasional ly,

I now smoKe dai ly,
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2' If you have stopped smoking, please chect< off wh.ich

appììes to you. (you may cireck off more than one)
i stopped smoking c.iganettes oven a yean ago.

I s topped smolri ng cì ganet tes necent I y.

i stopped smoKing a pipe on cigar over a year ago,

I stopped smoking a p jpe on c.igan necent ly.
3. If you now smoKe occasionaìry on dairy prease

indicate which app'l ìes to you. (you may check mone

than one)

I now smoke: ciganettes

a pipe

c'igans

4. If you now smoKe c'iganettes, how many do you smoKe

each day?

5 on less

6 - 10

11 - 15

16 - 20

21-25
26 or mone

5, Has your smokìng changed oven the last 2 months?
(checK al I that apply to you)

Smoking mone now

SmoKing less now

Swi tched to a stnongen bnand

Swi tched to a mi lder bnand

No change
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6. Have you tnied to stop in the last 2 months? YES/NO

7 ' Do you add sa'i t to your food af ter it is cooKed?

YES/NO/SOMETIMES

I' Do you (on your w'i fe) add salt to youn food when

pnepaning meaìs? yES/N0/SOMETIMES

I' Do you ever tny to cut down on fats in youn diet?
YE S/ NO/ SOME T ] MES

'10' Do you get regulan exencise? ie: swimmìng, waìK.ing
YES/NO/SOMET]MES

11' Djd you even experience chest discomfort befone this
admission? YES/NO/S0METIMES If so what do you do to
nel ieve i t?

12. Do you have your brood pnessune checked neguìanry?
YE S/NO

13' Do you have tnoubre with youn weìght? YES/N0

14. Ane you ovenwe'ight on undenwe.ight? (p lease c j ncle the
wond which best descrjbes you.)

Gneatly/ St ight ty ideat Sl ight ìylGneat ty
Overwe i gh t Undenweì ght

15. Is youn job is stressfur? yES/N0/SOMETIMES

16. Do you use any of these or othen u/ays to rower
stress: doing one thjng at a time, talking out the
pnoblem, on nel axat ion techn.iques? YES/NO/S0METIMES

Answer #17 and #18 only if you ane presently takìng heant
pììls (fon example fon high blood pnessune on chest paìn).
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17. I take my heant medications at the times suggested by
my ciocton and pirarmaci st? yES/N0/SOMETIMES

18' I taKe my heant medications onìy when i think (feel)
that i need them? yES/N0/S0METIMES

PARI

1' Did any of the for rowing peopre come to visit you in
the hospìtaì to teach you about your heart attaclr?

nunse YES/NO/ i DON, T KNO[À/

physiothenap.ist yES/N0/I DON,T KN0lil

phanmacìst YES/N0/I DON,T KNOU/

social wonl<,en yES/NO/I DON,T KN0UJ

diet i ti an YES/NO/I DON, T KNOU/

PART I V

1. lilene you given a Heant Tart< bookret duning this
admi ss i on? yES/N0/ I D0N, T KN0l¡J
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Appendì x D

PAT I ENT QUEST IONNAI RE I ( B )

(administened at T-I (b))

PARÏ T No,

1, Have you ever had a heant attack before your last
admission? YES/N0 If so, when?

Please cincle the appropniate statement fon each question to
jndicate your level of agreement on disagneement with the
fo'l'lowi ng statements :

2' I had never experienced the tneatment of a heant
attacK befone my last adm.ission,

Strongly Agnee Undec.ided D.isagnee Stnongìy
Agnee D.isagnee

PART ]I

1 . some pants of my I i festyle (on the way I l.ive) wene

harmful to my heart.

Stnongly Agnee Undecided D.isagnee Stnongìy

Agnee D.isagnee

- 164



if you agneed wjth #1 (pant II),
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whjch aspects wene hanmful?

2. I believe that by altenìng some unheaìthy lifestyle
behaviouns the chance of anothen heart attack wi ì I be
neduced.

S t nong I y Agnee Undec j ded D.i sagree

Agree

The advi ce of the hea I th care wonKens

was too complicated and diffjcult to

c

Stnongly

D i sagnee

i n the hospi ta I

fol low.

4.

tr

I was not satjsfjed wjth my hospìta1 cane.

Stnongly Agnee Undecided Disagnee Stnongly
Agnee Di sagnee

I feel that I did not get enough 'infonmation about
condition fnom the health cane wonkens when I was

the hospj ta I .

Stnongly Agnee

Agnee

Stnongly Agree

Agnee

Undecjded Dì sagnee Stnongìy

D'isagnee

Undecjded Disagnee Stnongly

D i sagnee

my

in
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PART TIi

Cjncle the answen that you beljeve is connect.

1. Angìna is caused by nannowing of the arteries of the
heant due to athenosclenosjs on plaque,
TRUE /t ALSE/D0N' T KN0tÀ/

Hean t at tacK, co.onany thnombos i s , myocandì a ì

jnfarctjon, M.I., and cononany all mean djffenent
types of heart conditions. TRUE/FALSE/DON'T KN0ll,|

Evenyone necovens the same way aften a heant attack,
TRUE/FALSE/DON' T KNOUJ

4. It usually takes o to B weeks for a scar to fonm on

the heant whene the blood supply uras cut of f .

TRUE/FALSE/DON' T KNOUJ

It is impontant fon the hearing pnocess of the heant
to slowly incnease physicaì actìvi ty.
TRUE/FALSE/DON, T KNOI/ü

smoKing maKes less oxygen avai lable to youn heant and

the nest of youn body. TRUE/FALSE/D0N,T KN0t{/

These ane al I ways to lowen high blood pnessune:

stop smoKi ng, decnease sa I t i ntaKe, decnease stness ,

and lose we'ight (jf necessany), TßUE /FALSE/DON,T KNOt,rJ

The fìnst 2 to 3 days aften hospital dìschange ane

di fficul t fon al I fami ìy membens, TRUE/FALsE/D0N, T

KNOU/

ïhe emengency system phone numben is gj 1.

TRUE/FALSE/DON' T KNOU/

2.

3.

tr

6,

7.

8.

o
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10' If I was expeniencing chest pain nadiatìng to my neck
and/on anm I wouid:

stop, sjt down, lìe down

taKe a ni tro tablet
not stop, Keep do.ing what I was doing_
wall<. anound and hope the pa.in would go away_

11. The emengency system telephone numben js:
119

91 't

999

111
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PART IV

1. Did you use the space pnov'ided in the booKlet to
wnite in youn plans to: (see booklet pages: 20, 28,
34)

neduce intake of satunated fats yEs/N0/uNDECIDED

manage stnessful situations yES/N0/UNDECIDED

bu j ld up act'iv'i ty levets yES/N0/UNDECIDED

2. check of f which of the fol ìowing statements descn.ibes
your use of tobacco.

I have never smoked.

I used to smoKe occasional ly,

I used to smoKe daì ly,

I now smoke occasional ly.

I now smoke daì ly.



169

3. If you have stopped smoK'ing, please checK off which

appiìes to you. (you may check off more than one)

I stopped smoKing ciganettes oven a yean ago.

i stopped smol<'ing c'iganettes necent ly.
I stopped smolr'ing a pipe or cìgar over a yean ago.

I stopped smoKìng a pipe on cìgar necently.
4. If you now smolte occasionalìy on daiìy please

indicate which applies to you (you may check mone

than one )

I now smoke: cigarettes

a plpe

cigans

5. If you now smoke ciganettes, how many do you smolre

each day?

5 on less
'6 - 10

11 - 15

16 - 20

21 -25
26 on mone

6. Has youn smokìng changed oven the last 2 months?
(checl< al I that apply to you)

SmoKing mone now

Smok'ing ìess now

Swi tched to a strongen bnand

Swi tched to a mi lder brand

No change
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7 ' Have you tnied to stop in the last 2 months? yEs/NO

8. Do you add salt to youn food aften it is cooKed?

YES/NO/SOMET ] MES

I' Do you (or your wife) add salt to youn food when

pnepaning mea'ts? yES/N0/SOMETIMES

10' Have you tried to cut down on fats in youn diet?
YES/NO/SOMETIMES

11. Do you get neguìan exencise? ie: sw'imm.ing, waìl.ring

Y ES/ NO/ SOME T I MES

12. Have you changed your exencìse pattenn since you came

home fnom the hospital? YES/N0 How?

1 3. Do you even expenience chest di scomfont?
YES/N0/SOMETIMES If so what do you do to relieve it?

14 . Do you have youn b r ood pnessune checl<.ed negu r an ì y?

YE S/ NO/ SOME T ] MES

15. My job js stnessful. yES/NO/SOMEIIMES

16' Do you use any of these ways or othens to neduce

stness: doing one thjng at a t'ime, tarKing out a

pnoblem on nelaxat'ion techniques? YES/NO/SOMETIMEs

17 . Do you have tnouble wi th youn we.ight? YES/NO

18. Ane you ovenwe'ight or undenweìght? (please c j ncle the
wond which best descnjbes you. )

Gnea tly/S'l ight ìy Ideal Sl ight tylGneat ly
Ovenweight Undenweight
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Please answer #19 and #20 onìy if you ane taking heant
pilìs.

19. I take my heart pills (for exampìe fon h'igh blood
pnessure on chest pain) at the times suggested by my

docton and phanmac.ist? yES/N0/S0METIMES

20' I taKe my heant medications onìy when I think (feel)
that I need them? yES/N0/SOMETtMES
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PART V

1. Did any of the fol lowing peopìe come to vis.i t you in
the hospi ta'l to teach you about your hean t at tack?

nunse YES/NO/I DON, T KN0tit

physjothenapist yES/N0/I DON,T KNOï¡/

phanmac'ist yES/NO/i DON, T KNOW

social wonker YES/NO/I D0N,T KN0Ì¡J

di et'i t i an YES/NO/ I DON, T KNO|/ìJ

2. Have you seen youn doctor since youn dischange?
YE S/NO

3' Have you seen any othen health pnofessionals since
youn dischange? YES/N0 t¡/ho?

4. tt/hat was di scussed?

PART Vi

1 . lt/ene you given a Heart Tark booklet jn the hospi tal ?

YES/NO/I DON' T KNO!ü

2. Did you find it necessany to spend extna time neading
the Heant Tatk Booktet? yES/N0/UNDECiDED
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3. The infonmation in the booklet was difficult to
undenstand,

Stnongìy Agnee Undecided Disagree Stnongly

Agnee Dì sagnee

4 ' D'id any infonmation in the booklet scane you?

YES/N0/UNDECIDED If so, what?

Please cjncle the appnopnjate wonds to descrjbe the
infonmation found under each of the fol lowing head.ings of
the book l et ( you may ref en to the Hean t Ta l l< book l et ) .

state ui/HY the infonmation was di f f icul t on easy unden each
pant of thìs questionnajne,

Youn Heant

D'if f icul t Somewhat Undec jded Easy Veny

to Dj ffjcul t Easy

Undens t and

A Heart Attack

Dìfficult Somewhat Undecjded Easy Veny

to Dj fficul t Easy

Undens tand

Your Hospital Stay

Difficult Somewhat Undecided Easy Very

to Di ffjcul t Easy

Undens tand
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Ri sk Factons

Difficult Somewhat Undecided Easy Veny

to Difficult Easy

Under. s t and

Going Home

Djffjcult Somewhat Undecided Easy Veny

to Djffjcult Easy

Unden s t and

Med'ications

Difficult Somewhat Undecjded Easy Veny

to Djffjcult Easy

Under s t and

Phys i ca ì Act i v'i ty

Di ff icul t Somewhat Undecided Easy Veny

to Djffjcult Easy

Unden s t and

Incneasì ng Act jvi ty
Djfficult Somewhat Undecided Easy Veny

to Dj fficul t Easy

Unden s t and

ltlalKing Pnogram

Djfficult Somewhat Undecided Easy Veny

to D'iffjcult Easy

Undens tand
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Sexual Relations

Djfficuìt Somewhat Undecjdecj Easy Very

to Dj fficuì t Easy

Unden s t and

Return to I¡JorK

Diffjcult Somewhat Undecjded Easy Veny

to Dj fficut t Easy

Undens t and

Signals & Actjons

Difficult Somewhat Undec.ided Easy Veny

to Di ffjcul t Easy

Unden s t and
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5. Thene was enough infonmation in neration to sex to
heip ciecrease anxiety associated wi th begìnning

sexual actìvìty aga'in after my heant attacK,

Stnongìy Agnee Undecided Disagnee Strongly
Agnee D.i sagnee

6 ' I found the book let' s helpfu l hi nts usefu l wi th my

netunn bacK to worK.

Strong 1y Agnee Undecided Di sagnee

Agnee

I found the activi ty gujdel jnes in
helpful to me.

Strongìy Agnee Undecided Di sagnee

Agnee

I found the Heart Talk booKlet

ì eann'i ng too I .

Strongìy Agnee Undecided Disagnee

Agnee

Stnongly

D i sagnee

the booKlet wene

Strongly

D i sagnee

to be a useful

Stnongly

D i sagnee

8,


