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Physiotherapy Home Progran For
Patients With Chronlc Obstructive

Airways Disease

ABSTRACT

The number of hospitalizations for patients with chronic

respiratory disease, before and after entry into a home program of

physiotherapy was reviewed. This disease progresses slowly and

inexorably and involves considerabLe morbidity. The physiotherapy

program, in the Ínvestigation, provided patient and family

education as a major conponent in its management approach. The

number of days of hospitarization for two years prior to entry and

two years after entry to the physiotherapy program was reviewed.

The hypothesÍs was that those people who were in hospital during

the two-year period prior to receiving hone care physiotherapy

would experience hospitalizatÍons either at the same or a reduced

rate for a two year period fotlowing entry into the physiotherapy

program. In addition a consumer satisfaction phone survey to

patients with this disease was carried out. This survey evaluated

how patient and family perceived the therapy services they

received in the home and the impact that such servlces had.

The resurts of the investlgatlon demonstrated an actual

decrease in days spent in hospital for respiratory disease

following the initiation of the therapy program. statistical
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anaLt/sis did not demonstrate that the chanqe uras sicrni f icanr

The consumer satisfaction survey indicated that those ln receipt

of the services fel.t that the program was beneficial in assisting

them to improve their health status.
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Chapter I

I ntroductÍon

In recent times, it would have been difficult for anyone to

have avoided the increased concern regarding the issues relating

to the care of the chronlcalty ill and the erderly. Much has been

written in newspapers and nagazines, as well as in scientific
literature on such topics as the ratio of ì.ong-term to acute beds

in the community, unemployment and housing, and sociaJ. support

systems. This has focused attention on the increasingly

scrutinized chronically-111 and/or oLder population. fijithin the

medical community, concern expresses itself in the following

ways r

1. distress over the ptieht of the elderly and the

chronically ill,

2- the inadequacies of the systen to meet the needs of these

people and,

3. anxiety over the increasing conversion of acute care

hospitals into institutions which primarily deliver chronic care

services.

solutions are sought to alleviate or address either one or all of

the above under a wide variety of tabels (clarfield, 19g3).

The chronically 111 have the same basic needs that we alr
have: food, clothing, shelter and a sense of belonging,
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(Department of National Health and Welfare, 1982).

when considering the above needs, one night ask what the ideal

system of hea-lth care for such groups might be? A simple answer

is that it shourd be one that meets all of the above needs in a

co-ordinated and comprehensive manner, Ín a respectful and humane

wâv, and runs as efficiently as possibJ.e. The systern of care

should be able to respond to a popuJ.ation who are normally well,

but who require intervention when faced with an accident or acute

nedical or surgical lllness. In addltion, it also should be

capable of managing the increasing numbers of people suffering

from chronic diseases and functional impairment. Few countrles in

the world can match the canadian systen for its ability to manage

acute care effectively at any age It is struggLing, however, to

deal efficiently with caring for the chronically ilt and

elderly.

cLarfield pointed out in 1989, that in order to care for the

increased numbers of chronically ill and often housebound

individuals, "a whole gamut of co-ordinated services is requlred,'

(p. 2).

In this lnvestigation the idea of physiotherapy care in the

home will be discussed as, one of the elements which can

contribute in any health network. specifically, this service will
be reviewed as it is provided within the home care pr'og-'¡m in



Manitoba, particularly in its reLationship to those individuals

with chronic obstructive airway dÍsease. The review will examine

what it is, how it works, why it is needed, its promise and

problems within this particular setting and framework.

Definition of Home Care

Home care "nay be defined as

broad range of health and social

persons who require assistance or

home or whose functioning without

deteriorate, naking it impossible

in the community.

the co-ordínated delivery of a

services to meet the needs of the

support Ín order to remain at

home care is likely to

for the person to stay at hone

Health is defined as the state of compJ.ete physical, mental

and social well-being, not merely the absence of disease" (p. 1)

(Province of Manitoba, 19Bg).

Rationale for Home Care

It is only in the past few decades that the hospital has

begun to replace the home as the main site for heatth care. since

that time, however, hospitals have assumed an ever more important

position in the health system. They serve as a location for the

ever-increasing technological side of health care. The home as an

important prace for the slck to be cared for has been replaced by

the hospital for many understandabl.e reasons: technological and

social pressures, economic, staffing and academic considerations.



This era may be coming to an end, however. Hospltals will, of

course, arways maintain a very important role in health care and

no one would suggest that we could manage without them. If for no

other reasons, however, econonic considerations indicate that

there is a lfmit to the number of large buitdings, which are

costly to staff and to equip, that any society can afford to build

or maintain.

currently, chronically ill patients and some of the elderly

are beginning to fill up existing hospital beds and to compete

with acutely ill patients for increasingly scarce resources.

Debates concerning the appropriate distribution of acute and

chronic services have been common. studies have shown that nany

institutionalized patients could be adequately cared for at home

if the appropriate comnunÍty services were made available to them

(Schreiber & Hughes, 1982; Kirstin & Morris, lg72).

l{hy then, are sone hospital beds backrogged with people who

really do not need to be there? The answer is both simpre and

conpì.ex, based on what Branch (1926) pointed out. "The choice

between either being in an institution with the unneeded servlces

and being on one's own without the needed services ls really no

choice at all" (p. 111). If patients are to be aLlowed and

encouraged to stay 1n their own homes for as 10ng as possible,

then our medical system must adjust, both from the standpoint of



the institution and the community, one cannot possibly function

without the other and each nust assist the other in order to

achieve the best solution.

Home care is not a panacea for lnappropriate

institutionalization but it does have a definite role to pLay for

certain patients, particularly those with functional disabilities
and chronic diseases, in the right place and at the rÍght time in

their illnesses. There is a great deal Ín the llterature to

suppont Shapiro's (1979) statements that home care, if properly

prescribed, is thought to:

1. Encourage more rapid recovery from acute illness and be

more satisfying to the patient.

2. Facilitate functional rehabilitation.

3. Reduce in-hospital stays and the number of admissions.

4. Be cheaper than institutional care.

5. Be a cost-effective method of care.

The difficulty of provlng these claims by research has been

much discussed. Many have debated and challenged some of the

above mentioned craims, especially those that are related to the

cost effectiveness of hone care. There is, however, a growing

body of literature describing case studies and other research

which supports the benefits of home care. These issues wirl be

discussed in greater detail in Chapter II.
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In the canadian population, respiratory dlsease is one of the

most common chronic diseases Limiting patients' abilities to

perform on the job, as well as ln their activities of daily

living. There were 13,734 patients ín Manitoba noted as having

some form of respiratory dlsease in a study conducted in lgg3

(Manitoba Hearth services conmission Handicapped Transportation

study, 1983). It is the most rapidJ.y growing health problem in

the united states (Petty & Nett, 1969). In Great Britain it is

the major single cause of disability for individuals between the

ages of 35 and 74 (Rutter, 1979).

Definition of Chronic Obstructive pulmonarv Disease

Chronic obstructive pulmonary disease or chronic obstructive

airway disease (coPD or cOAd) refers to a group of diseases that

produce permanent impairment of lung function. Clinical

characteristics are: shortness of breath on exertion, cough and

progressive disability (AeIe et al, 19?3). once severe COAD has

developed, it progresses slowly and inexorably and leads to

considerabre nortality (Lertznan & cherniack, 1926; Hugh-Jones &

tt¡himster , 1978 ; Postma, Burema, Gimeno, May, Smit, Steehuis ,

weele & sl.uiter, 1979). The rate of deterioration ls independent

of the extent of the disease and has been described as constant

and linear in nature. Little can be done to alter the progressive

deterioration of the lungs (Reid & Loveridge, 19S3).
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Treatment methods are aimed at the symptoms of the disease

and designed to prevent further deterioration due to infection.

None of the therapeutic measures used are effective ln curing the

disease. The ain of treatnent ís to slow or arrest progression of

the underlying disorder and, insofar as possible, maintain

function. The problen of long-term nanagement of persons with

COAD therefore requires not only medical, but also physical,

social and emotÍonal support (Grossman, 1963; Sherman & Gingras,

1e65).

Many of the studies reviewed, expressed concerns about the

numbers of people affected by chronic obstructive airways disease.

In "Easy Breathing", a publication of the Manltoba Lung

Association (May 1984), it was reported that emphysema, one of the

diseases considered as part of chronÍc obstructive airways

disease, has a rising incidence rate. The publication goes on to

say, "it is believed to be the major cause of death for over 1,000

canadians each year whiLe other estimates indicate that the

prevalence of this disease may be approximately 40 per 1,000

throughout the population of North America" (p. 1). petty et aL

(1970) reported in a study that "disability from chronic airway

obstruction (cAO), emphysema and chronic bronchitis, rank second

onJ.y to heart disease in social security disability payments" (p.

77'). Fuhs & stein (1926) quote 1924 figures in their articLe on
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coPD. They indicate that 13 million Americans currently suffer

from the dÍsease and that nost of them are men over 45 years of

age. They also state that the dlsease is on the increase, and

that the death rate from it in 19?0 was 1S.2 per 10O,00O

population. They go on to indicate that this death rate is triple
that of two decades previously. Kaplan, Atkins & Tjmms, in their
pêper (1984), state that COpD is the leading cause of bed

disability and the 4th leading cause of limitation of major

activity. The economic costs of COpD they report as being

staggering and may be as high as $15 billion per year for health

care costs, time lost from work and lost wages in the united

States.

ÍIhile the nanagement of patients with chronic airfl.ow

obstruction has improved considerably over the past few decades,

no therapeutic measures are curative. As cherniack and Lertzman

(7977 ) indicated, "the major goars of this care are to improve

function, and thereby reduce symptoms and to undertake all
possible neasures to return the patient to a useful, independent

place in society. Even when achievenent of the latter is limited,

because of the severity of the disturbances present, efforts to

improve physical performance and the 'way of rife' are essential"

(p. 1219). These authors also state that programs have to be

highly individuarized for such patients and indicate that the
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najor thrust of the management of these patients should be

directed towards overconing, as much as possible, the functional

disturbances that are present.

As previously stated, chronic obstructive airways dlsease is

considered to be, at best, slowly progressive and acute

exacerbations of the disease occur over many years after the

initiaL diagnosis,

As Lertzman and cherniack (19?6) discussed, copD requires

sustained therapy and the importance of the altied health

professionals' contributions has led to the development of

organized home care and rehabilitation programs for the integrated

managenent of patients with this disease. This integrated, or

team approach to management of chronic disease, is borne out in
other studies (Cherniack, 1972; Hudson & parson, 19g1; Davies,

1981; Petty & Cherniak, 1981; American College of Chest

Physicians, 7974) .

The need to design and deverop models which can provide

programs and services to address the problems of copD and other

chronic diseases has been recognized. The need for long-term

support fron the health care system and for the patient to be an

active participant in a continuing program of care al.so has been

receivlng increased attention in other llterature (Grossman, 1963;

Bennett, Garrard & Halil, 7g7O; Shernan & GÍngras, 1965;
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Librach, Davidson & Peretz, 7972; Nett & petty, 19Zg).

This investigation was undertaken in keeping with this

emphasis on exploring alternative methods of care for patients

with chronic disease.

Introduction to Purpose

Physiotherapists have a long history of involvement in the

management of patients with coPD. Their educational background

involves anatomy, physioJ.ogy and exercise training, and equips

them uniquely to work with patients with this disease. They also

are capable of co-ordinating problen-solving nethods for the

physical and functional difficulties that inevitably arise for

this patient group. flhire there have been some articles which

have documented the role that the physiotherapist plays in a

co-ordinated tean approach to the management of patients with

COPD, the majority of these have been studies done while patients

were in hospital. There is little in the literature regarding the

impact that physiotherapy intervention has in the home and yet the

hone is an area where many factors which influence the successful

management of a patient with copD are centered. These factors

incl ude :

1. The individual with cOpD is frequently confronted wlth

decreasing ability to perform tasks which are important to him

such as descending and climbing stairs, preparing meals, bathing,
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gardenlng, and household maintenance.

2. Family and other social support systems are readiry

accessible to health care professionaLs in the home. In the

hospital, lt is not always possible to observe the interaction

between patient and family and frlends so readiJ.y.

3. Meaningful exercise programs and 1Ífe style modification

can be established in a familiar environment. This allows the

patients to increase their torerance while working towards goals

that are important to them, such as employment for remuneration,

shopping, yard work, hobbies, etc.

4. Patients at home are usuaLly in "better,' health than when

in hospital and more capable, physicaJ.ly and mentally, of

accepting, retaining and implementing educational and treatment

reconmendations

Patient and FamiLy Education

Education is a major aspect of any home care progran (Nett &

Petty, 1978; JournaL of The American Medical Association, 1g66;

white & Briggs, 1980; young, 19zs). As with other conditions, it
can and does encompass a wide range of approaches in respiratory

rehabilitation. It nust be designed to increase the capacity for
the patient to perform self care and to remain as independent as

possible with nornal activities. The goal of education is to

provide patients and/or family members with background informatlon
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and the skills necessary to enable them to functlon at home and to

avoid hospitalization. It 1s important to instruct and ctarify
all material in the patient's own normal envlronment. particular

emphasis must be placed on the recognition of early symptoms of

respiratory infection. Preventive measures and tips for common

sense living are stressed in an effort to underscore the ability
of the patient to control his own disease.

Patients and their families must be skiìled in a number of

areas in order to successfully manage respiratory disease. These

may include use of appropriate support items such as, medication,

compressors and nebulizers, air moisturizors, as well as breathing

exercises, vibrations and postural drainage, and effective cough

techniques. Atl of these are designed to promote improved

clearance of bronchial secretions. The Ímportance of adequate

fluid and diet intake may need to be stressed as weLl as that for

graded exercise routlnes. There is tittle research that confirms

that these respiratory techniques or interventions have a

sclentlfic basis for benefiting patÍents (Reid & I,overldge, 1983;

Fishman & Petty, 1971; Petty, 19?8; petty, Hudson & Neff, 1923;

cherniak & Lertzman, ls77), however, they forn the basis of the

current approach to management.
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Patient and Familv Counselling

Psychological support and counselling are important aspects

of any program. Many of these patients, durlng the course of

their disease, [âv experience anxiety, depression, guilt, anger

and frustration with their disease and the limits that it places

on them and their fanily.

Guilt is sonetimes associated with having continued to smoke

for a period of time following advice not to.

when faced with 24-hour a day, seven day a week problems with

breathing, depression may be a normal, as weLl as, a realistic
reaction. Patients may adopt other behaviours in order to help

them cope with the disease. some patients practice denial. This

may be indicated by reduced, or lack of, conpliance with

recommendations made by the health care team. As McDonald (19g1)

has pointed out, "Patients nay use the'yes, but'response to each

suggestion and will repeatedly thwart efforts to improve their
situation" (p. 267). It is important that heaLth care

professionals in the home provfde support and guidance for

effective communication between the patient and the fanily in

order to help them all understand and deal nith the emotional

variations.
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Direct Patient Care and Support of Home Care Services

under the auspices of the Manitoba hone care progran, many of

the patients lncLuded in this study had a variety of other

services available to them. Direct care services can often be

surprisingly small for the home management of respiratory

patients. some patients have honenakers who assist with the

preparatlon of meals and some household tasks. other respiratory

patients may have the services of nursing staff to assist them

with bathing or to nonitor medications.

Therapists may provide postural drainage and percussion in

conjunction with nursing staff during acute episodes. This

approach may be used if it has proved to be helpfut in the past

and if family members are unable to provide it for the patient. A

variety of other community resources are available to assist the

individual to remain at home. For additfonal information on

co-ordination of these services please refer to Appendix B.

The physiotherapist will assess and establish a care plan at

the tine of the first visit. on subsequent visits, changes nay be

initiated if indicated and feedback provided to other health care

personnel involved in the care of the patient. (please see

Appendix c for a sample report.) The therapist wtlL contact the

physicÍan when poor compliance with the medical regime is

detected, and advise hln on any deterioration of the patient's
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physlcal state. The therapist wlll explore reasons for the

development of this problem in the patient's surroundings, and the

human dynamics of the famlJ.y and the home situation will be

observed.

Criteria for Referral to Hone Care in Manitoba

Not all patients are iìI enough to requlre home care nor is
the home necessarily the optÍmum place where they should receive

therapy. The above criteria indicate those persons in the

province who are eligibre for such care. Many of the respiratory

patients that are seen by physiotherapists are those who have

experienced the following:

1. Unstable cardiopulmonary status

2. Frequent hospitalizations

3. Those who are anxious, depressed or who have demonstrated

limited understanding of the treatment regime while in hospital.

4- Patients whose care places a heavy burden on their
fami ly .

5. Patients who do not have family or other support.

6. Patients whose physicar tolerance restricts them from

attendÍng for out patient follow-up services.

sometines discharge from hospital may occur before education

programs or full instruction and conprehension has been able to be

compreted. This places the patient under increased stress to
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carry out thlngs that he may not fully understand. Even when

hospital instruction is unhurried and discharge ls planned for
over a longer period of time, many patients find it difficult to

transfer knowledge from the hospital to the home. This is
probably due to a variety of reasons such as anxiety, difficulty
with learning owing to chronic disease and hypoxemia. Any patient

who is discharged from the hospital with a major change in his

program should be referred for home care. The literature does

indicate some studies that describe the impact of respiratory home

care programs (McDonald, 1981; Roselle & D'Amico, 7g8z; petty,

Nett, Finigan, Brink & corsello, 1969). These progrdms invol.ved

home follow-up by nursing and respiratory technicians. patients

did improve their functional capacÍty. This is achieved in spite

of the fact that many patlents with chronic obstructive pulmonary

disease do not have reversible disease. Nevertheless, improved

exercise tolerance can be sustained for years (peach & patby,

1981; Petty,1974; Hudson, Tyler & petty, 1926). This continued

follow-up seems to support patients and families to accept nore

responsibilÍty and to be better prepared to assess early changes

in cardiopuJ.monary status and to initiate appropriate remedial

action.

cherniack & Lertzman (19??) describe many aspects of the care

of COAD patients that are provided in the home by the
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physiotherapists in this investigation. while they acknowledge

that this approach to treatnent is patliative, they substantiate

that such regimes can enabLe patients to be kept at home and out

of hospital, that invalidism can be combated, and exercise

tolerance can be considerably increased, as well as improving the

psychological adaptation to this illness. They speculate that,

perhaps, early lnstÍtution of continuous and intensive therapy

with such patients, might reduce the rate of deterioration of

function, as werl as morbidity and uLtimately affect the mortality

rate of chronic obstructive pulmonary disease. Fishman and petty

(1971) and Berzins (1970) reported similar results.

Purpose of the Investigation

Based on the literature, Iittle in the forn of treatment or

education can be done to alter the progressive deterioration of

the lungs and this rate of deterioration has been described as

constant and linear in nature. It, therefore, follows that there

should be a steady increase in the nunber of days of

hospitalizations for acute exacerbations over time for most

patients. The analysis of the data in this investigation will
attempt to show what impact, if any, that physÍotherapy in the

home has on the hospitalizations of this client group. The data

for the analysis will be taken from community Therapy services home

care records and include infor¡nation from the computer records of
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the Manitoba Health services commission on hospitalizations. In

addition, Ínformation wilt be obtained from a consumer

satisfaction survey done with patients with respiratory disease.

This investigation wiLr examine the following research

questions:

1. Do those people with respiratory disease who were in

hospital during the two-year period prior to receiving hone care

physiotherapy experience hospitalizations at a reduced rate for a

two-year period following entry into the physiotherapy program?

2' Is this form of care perceived to be a satisfying one for
patients and families?

Linitation of the Investlgation

This investigation is iimited by four major factors. The

first rimitatíon is that the persons invoLved in the investigation

are not a random sampre of all people with copD. They are

however, representative of people referred to comnunity Therapy

services of llanitoba, the agency invo].ved in the study. Available

demographic characteristics have been described in the

investigation to assist comparisons with other groups who have

similar characteristics .

The second llmitation, involves the fact that atl persons in
the investigation were enrolled in the provinclal Home care

Progran. As a result, other inter-disciplinary services were
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available to them through this program (ee. victorlan order of

Nurses, honemaking services). It is therefore difficult to control

for variables that might have been introduced by such services.

As well, rural and urban discrepancies exist between types and

quantities of services. In an attempt to offset the possibility

that any differences seen in the investigation were due to the

impact of the presence or absence of services rather than the

therapy intervention, two sub-sets of the groups in the

investigation had their hospitalization data followed for a

further two year period after discharge fron the therapy program.

The third limitation Ís that predictor factors on

hospitalization rates for chronic diseases are not widely

documented. This makes it difficult to compare and examine the

effect of intervention programs.

The final limltation involves the smal.l sample size. Great

care nust be taken in drawing generaìizable conclusions from the

results and attributing them to the larger copD population. This

investigation is seen as a preliminary to a larger follow-up

study.



Chapter I I

Review of Related Literature

Patient and Family Education

A comnon theme in the literature is the need for information

to be provided to patients and families. Berzins (1920), for

instance, lndicates that, along with patient education, family

education is important ln order that family members can assist and

support the patient in living comfortably and productively within

the Limitations of his disease.

Many different conponents make up the total effective

management of the patient with GOPD. As Traver (192s) indicated,

one aspect of such management is for health care professionals to

provide information. She states:

"commonly, a patient with chronic obstructive lung disease

(COID) is anxious and depressed, a realistic response to his

condition. But if he understands his disease and treatment,

he usually becomes less fearful and, therefore, better able

to cope with his problems. Obviously, treatment which

decreases his physiological symptoms may decrease behavioural

symptoms. Many patients say that once they understand their

symptoms and how to control them, they are abLe to do more

because they are no longer afrald" (p. 1ZS1).

The need for inforning patients and their families about
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their illness is well recognized throughout the llterature.
Hassel.kus (1983), states the following: "A nehr awareness of. the

complexities of heaLth behaviour has led health provlders to focus

on the need to guide patients in understanding their llrnesses, in
deveJ.oping strategies to continue daily lÍfe in spite of chronic

conditions, and in acquirlng adaptive skilrs for mastery and

competency in living" (p. SS). She indicates that heatth

education for adult patients is a form of adult education and that

the idea of life-Iong learning is an important concept that does

take place both formally and informal.ly throughout tife. In her

paper, she quotes DiMatteo and DiNicola (1982) as indicating ',the

explicit goal of health education within the primary care context

is client self sufficiency and the promotion of the

practitioner/patient rel.ationship as a partnership" (p. s6). she

aLso outLines that patient educators must be aware that the

characteristics of the individual learner are critically important

to the learning experience.

The actual transmission of accurate information and facts is
only one part of health education. Therapeutic communication aìso

depends on the communÍcation skills of the participants, the

social situation of the patient and the physicar and psychological

conditions that are present as well as the understanding of what

the client already knows and is ready and willing to learn and is
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capabLe of learning.

when dealing with chronic diseases, there must be a shift in

health care goars from that of being curative to that of long-term

management and care. Health education must be geared to¡,rards

helping such patients with their personal autonomy and to maÍntain

their competence as wel.l as the ability to remain independent in

their way of life. Hasselkus (1983) outlines some of the

advantages and disadvantages of providing effective health

education for older or chronic disease patients that require

cons i derat i on :

1. Low self-esteem and internalized negative self-image.

2. Negative early life educational experiences.

3. A rich history of past experiences which may be

capitalized on to encourage active participation.

4. Sensory impairnents.

5. Diminished willingness to take rÍsks.

6. Values which are incongruent with the new knowledge.

7 . No perceived need for the new knowledge.

8. Subtle language problems.

These factors can infl.uence the transmission and receipt of

messages and, in that way, affect the educational outcome of any

J.earning actlvities.

Further the most individualized approach to patient education is
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face to face Ínstruction.

Hassalkus deflnes patient education as

"a term which refers to planned combinations of learning

activities designed to assist peopl.e who are having, or who

have had, experience with illness or disease, in making

changes 1n their behaviour conducive to health. It is based

on the premise that disease management requires new or

changed behaviours and skills on the part of the affected

person and that intervention toward return to health must be

both therapeutic and educational" (p. 60). This is in

keeping with the Health Belief ModeL (Hassalkus, 1983;

Roberts, 1970) as a theory regarding readiness to take health

action. According to this ModeI, health action by patients

depends on:

1' the belief that they are susceptlble to the disease,

2. the belief that the disease woul.d have serious effects on

their lives if contracted,

3. an awareness that action is possible and that such action

wilI reduce the likelihood of contracting the disease or the

severity of the disease, and,

4. a bel.ief that the threat of taking the action is less

than the threat of the disease.

These components, in combination, provide the patient wlth
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the notivation or -l.ack therecif that triggers health behavlour.

This Model is very sÍmilar to Mechanlc's (rg77) definition of

illness behaviour. According to him, "patients react

experientially to symptoms and illness in terms of their total
life situation and the extent to which their total functioning is
affected" (p. B0).

0n the basis of these articles, it seems important that an

indlvidualized approach, based on individual beliefs and values,

forn the basis for any educational. strategies which are

implernented. The part that the life time experiences of the

patient play in faciritating learning nust be recognized. The

partnership approach enabLes the health care professional and the

patient to both have an active participatory role in the learning

process. An enphasis on home environment and everyday functional

factors creates an applied problem-solving conponent to the

educational program. Each time that the patient and hls family

comes in contact with a health professional, provides an

opportunlty for a potential learning experience. opportunities

for positive reinforcement when approprlate behaviour change

appears, must be incorporated into any educational package. Í{ith
chronÍc conditlons and illnesses, there are multiple behaviourar

changes required (e.e. physical reconditioning, modification of

the hone and activities, diet, medication), and these require a
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great degree of patient responslbility and self directed change.

such changes require continuing support and feedback, both from

health care providers and family and significant others.

Many of the studies on research in patient education

describe the educational programs and extol their values. There

continues to be an on-going need for objective evaluation of

whether patient education programs are being effective or not.

It is generarly agreed that health education programming shoutd

focus on patients with chronlc diseases and the elderly persons

within the context of their families and other support.

Educational activities should proceed from simple, familiar
tasks to those which are more colnplex and unfamiliar. Feedback

should be provided on what has been learned and also as new

material is introduced, additional follow-up should be sought.

Multiple cueing, that is, presenting the material through several

different sensory channels, hâv be helpful in enhancing learning

performance. In the home situation, it is possible to make direct
application of materÍar being taught in order that it be

incorporated imnediately to hefghten its relevance and to

facilitate learning. Active involvement of the learner should be

a goal, not just passive Iistening. In keeping with the Health

Belief Model, and adul.t education príncipLes, the place to start
Ís to explore r¡hat is important to the patient. As parijs (19s0)
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stated, adult educators are well versed in the conceptual basis,

but not the content of patient education and heaLth providers are

versed ln the content but not the conceptual basis!

As Nichols and Bogdonoff (1962) outlined, patients with

chronic illness must be viewed in a so-called ,'sick rore". This

means a definite way of life, quite different from the role of

h.eaIth, which is vigorous, assertive and productive, This "sick

role" implies linitations, tentativeness, reduced productivity,

withdrawal, non-assertiveness and dependency. chronic illness
almost invariabry establishes, to some degree, a new style of

living for the patient and the people around him. Gradually,

through time, patients with chronic diseases modify their

expectations and their associates no longer expect them to perform

in the same way as fornerly. Many of these patients have been

cared for by several physlcians and have already experienced some

disappointnent when treatnent programs instituted have failed to

attain complete reversal of the disease process.

There is nuch support for the approach to health care

education as being a behavioural one. As Bartlett (19g2) has

indicated, "the behaviourally dlagnostic approach has been applied

to a broad range of clinical problems, incl.uding chronic illness,
health promotion and psychiatric care. AJ.though we have no proof

that arriving at a correct behavioural diagnosis wil.l improve the
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effectiveness of patient education it seems plausible that

educational efforts directed at the influences of behaviour will
be more effective than those that aim solely at teaching the

patient the facts of the disease and regimen', (p. 33).

Allison (1982) has discussed, however, that while serf

responsibility is a positive development to the extent that it has

resulted in greater individual capacity for understanding and

change of factors affecting individual health, it is important to

keep the perspective that individual change alone cannot improve

many contemporary health problems. For example, environmental,

pollutants pose a heaLth problem, particularly for patients with

respiratory disease and this probLem remains, despite individual

attempts to overcome it.

Murdock, Pack & palna (1984) cited in their paper, the

following benefÍts of patient education based on the literature
which include "inproved patient care, better utilization of

services, fewer re-adnissions, shorter length of stay, increased

community support, and improved com¡nunication" (p. s5). They also

describe the present chal.lenge in patient education as not being

whether patient education should be initiated, but rather that the

efficiency and effectiveness of such programs be stressed. Much

of this can be facilitated by paying attention to the linking of

educational programs to patient outcome.
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Another interesting paper by Strodtman (19g4), suggests that
patient education has cone about, in part, as a resul.t of the

consumerrs movement which has alerted people to their rights to

receive health care, to be informed about their care, and to

participate in care decisions. she goes on to state that patients

are coming to recognize the value of such information themselves

and that health professlonals are recognizing their obligation to
educate patients. strodtman also includes the fact that the cost

of health care has become a nation-wide concern and that this too

has influenced the enthusiasm for any program which indicates that

it may potentially decrease the cost of care and shorten hospital

stays. she lends support to the increased interest in the

holistic approach to health and disease. The impact that this

approach has had on heaLth care has been far reaching and its
importance cannot be over-emphasized.

If it is agreed that health education is a good thing and an

integral part of patient care, some decisions must be made about

where it is rnost appropriateJ.y given, that is, in the home, in the

community, in community heatth care clinics, or in hospltals. The

literature indicates that various programs have been run in al¡nost

all these areas. Most frequently, services of a patient education

nature have been deLivered to patients white they were either

in-patients in hospital or attending at hospitaìs for out-patient
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follow-up. Many of these programs have no doubt been effective

and provided useful and helpfur naterÍal on a wide variety of

patient care topics. As Adcock et al (1929) have pointed out

in their article in 1979, however

"hospitals tend to be rigidly structured. staff members

occupy status positions that strongly affect both formal and

informal communications. It is difficult for a free exchange

of ideas to take place among groups and indlviduals within

the hospital. written policies and procedures developed over

a long period of time ensure standardization and quality care

but discourage experimentation" (p. 11).

In many of the above situations where patient education can be

delivered, it is difficuLt to include famiJ.y members in

instruction.

One of the leading figures in health education, Beryl Roberts

(1970), defined the nature and objectives of health education

succinctly and positively in her paper. In it she described

health education as well recognized today and a fundamental neans

by which to improve both individual and community practices. she

goes on to say

"it is an approach which helps people to become aware of

their health probì.ems; to apply such problems to themselves;

to see the need to deal with a given problem; to sense
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whether the necessary aol-\ìn (heal.th) fits in with their
motives, aspirations, goals and values; to consider possible

courses of action for dealing with the problem; to select

the course acceptable to them; to comnit themselves to this

course (such as seeking early diagnosis, adding certain foods

to the diet, or maintaining uninterrupted chemotherapy); and

to adopt the necessary behaviour and maintain it. Moreover,

education provides learning situations in which people sense

social support from other persons important to them when they

adopt nehr or nodified health practices,' (p. 2).

Roberts goes on to describe the educational approach as allowing

people to make their own choice about moving off or on the

acceptance-adoption-maintenánce continuum at any point. As people

employ these new health practices because they are self imposed,

they are more meaningfuJ. to them and are integrated into their
life patterns. such health practices are longer lasting once

adopted. Roberts also feels that much influence is exerted by

"important others", and that educational efforts nust reach such

other people and groups as wel.L as the patient. she al.so feels

tremendous opportunities for education open up in connection with

the services various health workers render and that the

relationship and rapport they build with people offer a strong

base for such education.
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Frallc (1981), in her paper on patient education, emphaslzes

the importance of providing individualized health teaching for the

patient and,/or significant others. she also suggests that many

past efforts of teaching were "random, epÍsodic, intuitive, and

without structure or system" and goes on to describe the

distinguishing characteristics of today's patient teaching efforts
as including: "1. an organized system, Z. deliberate

incorporation into the patient's plan of care, and s. incLusion

of teaching as an integral part of the nurslng process" (p. 3z).

Her points are well taken and, over the course of the years, the

physiotherapy staff in this investigation have developed the

educational component of their home visiting routine with coAD

patients along slmilar Lines.

simonds (1976) has pointed out that health care professionals

are in the position of being generalists "who must synthesize data

from many fields of knowledge in order to apply them in their
r,{ork" (p. 3).

Much of the health educatÍon carried out in the North

American contlnent wouLd seem to be being done by what simonds

described in 1976 as the "conpronise" model. He describes this

health model as being a combination of two other models, the

specialist and integrated modet and depends on there being some

health education speciallsts available in the country but, in
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addition, heaLth education being integrated into the professional

activities of other health care deliverers.

AJ.though few health care professionals would deny that there

are aspects of health education that they perform and nany would

feel that there are specially trained health educators on whom

they can rely for support, there are many who are critical of the

c-urrent state of the art. sprank and warmenhoven (19s3) described

patient education as a "broad, non-specific tern with many

meanings" (p. 68). They also indicate that, although the numbers

of studies on patient education are increasing, most of these

studies have limlted range. The results that are availabre from

these studies, however, show systematicatly that patient education

has a positlve effect.

Given the uncertainty in the minds of some about the benefits

of health education, anyone undertaking research in an attempt to

quantify what in actual fact health education does accomplish,

must bel.ieve like Davies (1980) , in his paper, in ',the tenet that

educating the public about health and disease wirl improve the

health and well-being of our citizens', (p. 7476).

Rosenberg (1921) described a patient education program for
patients with a history of congestive heart failure. These

patients were very similar in type to the chronic obstructive

airways disease patients in this study, They, too, were
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characterized by recurrent attacks requiring immediate

hospitalization, which might potentially be prolonged into a.

period of weeks. Such recurrent re-admissions to hospital

disrupted the patient's life, were costly to him and his family or

the community and produced acute anxiety for the patient because

of the fear of recurrences and potential of resulting in death.

Illhile this study concluded that their co-ordinated approach to

education was effective, an interesting side comment was that the

approach to the whole person, rather than to just the disease, was

of paramount importance. Treating the person is much more

important and it was felt by one member of this multidisciplinary

team that you cannot treat a person without knowing his social

background. There was a consensus that such an approach was

valuable and should be extended to all patients with chronic

diseases.

Bille (7977 ) reported that health care consumers are seeking

knowledge about il.lness and no longer believe that such

information is the exclusive property of health care

professionals. His study showed that patients learn almost as

well in an unstructured setting as they do with a structured

teaching format and, further, that compliance was not

significantly related to the patientrs knowledge about his disease

entity. There was also a suggestion in the study that a warm,
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interpersonal rerationship may be a predictor variabl.e in

complying with post-hospitalization prescriptions.

Parijs (1980), talks about the work of social epidemiologists

and scientists in enlarging the scope of hearth education in the

domain of secondary and tertiary prevention. He credits Kasl &

cobb (1966), BlackweLl (1963) and Lazes (1929) for this Ínterest,

as well as concerns and research activity into the delay in

seeking medical care, self care and compliance. parljs also has

stated that "in curative service contacts, the eLement of

biological crisis dominates and education is to be scheduled at

teachable moments" (p. 214).

Bartlett (1984) had some very interesting things to say about

patient education. He quotes research as finding that recent

studies demonstrated that behaviourally oriented patient education

is two to three times more clinically effective than education of

purely didactic nature. Bartlett goes on to describe a "stepped

approach" to patient education. The steps that he describes are:

Step 1. Use interpersonaL skills to:

(a) establish rapport, and

(b) reduce anxiety and fear.

Step 2. Teach the patient about the illness, regimen, and

other health matters.

Step 3. Overcone obstacl.es to behaviour change by:
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(a) assessÍng the extent of the patient's non-adherence,

(b) identifying the obstacle(s) to non-adherence (the

behavioural diagnosis), and

(c) overcoming these obstacr.es to adherence by improving

social support, use of behaviour modification techniques, peer

group discussions and other methods.

Freudenberg (1984) cautioned health care professionals that

they may make chronic disease patients unnecessarily dependent on

them and diminish their self-esteem and autonomy.

Richards (1975) described health education as "J.ying fairly
and squarely at the crossroads of social science and medicine',

(p. 141). He goes on to state that "just as the absolute

boundaries of heaLth are difficult to define, so too is it
difficult to specify where Health Education begins and ends,'

(p' 141). He indicates that something more than the removal of

ignorance is necessary and that, while the problem often appears

simple, the solutions are neither easy nor quick. such soìutions

must be based on education and learning theory strategies and

successfuL intervention will result only if a two-c,ay process can

be establ,ished with the hearth educator becoming involved and

worklng with and through people to achieve the destred results.
He quotes John Ruskin's statement that',education is not that one

knows nore, but that one behaves differentJ.y,, (p. 143). I{ith the
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advance of modern medlcine, he sees us moving from concerns with

acute care to that of the morbidity and mortality associated with

chronic diseases. He describes this shift from disease cure to
prevention and health maintenance and conments on the need for
voJ.untary participation from people to adhere to recommended

regimes. He notes that today's heaJ.th care consumers are much

more aware of their own ability to become involved in the

mechanisn of the health delivery system and are much less willing
to play a subservient role. This supports the "whole person" or

holistic approach to health problens.

webb (1980) states that poor patient compriance with

physician recommendations is a major problem in treating

chronically iIl patients and that one of the major tasks in

treating such patients is the identification of strategies to

improve compliance. Accordingly, she describes several patients,

characteristics which are thought to be related to conpliance.

These include, "knowledge of disease, anxiety level and locus of

control orientation, measurlng the extent to which an individual

believes his actions alter events in his life" (p. 104g).

Rand (1978) found that prevÍous studies of patient education
' in the traditionaL method of one on one communicatlon had often

denonstrated little effect on the knowledge or compliance of

patients. She also described the importance of reinforclng
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factors such as those influences that heatth professionals, family

or friends might have on shaping a patient's health behaviour. rn

her experience, patients who have learned appropriate health

principles would find it difficult to follow through in the home

setting unless farnily members were supportive. The ultimate carry

over of changed health behaviour into the home setting is
paramount in order to obtain long-term results.

Grover (Grover & Miller, 1926) sums up his guidelines for
making health education work with these words, "clear messages and

proper reinforcement need to be combined with consideration of the

environnental factors which may enable or hinder the patient's in
naking the necessary behavioural changes" (p. 2S3).

ftlarner (1g83) has reservations about "patient educatfon,,. In

his estimation, the patient education programs reported in the

literature, lack the abitity to effectively and empirically defend

themselves. He goes on to say that if the overaìl effectiveness

of patient education is uncertain, Ít is therefore not ab.Le to be

described as cost effective either.

Roberts et al (1993) however state that

sel.f care have been shown to be effective and

management of a variety of chronic conditions

hypertension" (p. 1936).

"health education and

efficient in the

such as diabetes and

Ylazzuca (1982), ln his revie¡y of 320 artlcles on patient
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education comments that over the last s0 years in the united

states, acute infectious diseases have decLined in prevalence and

chronic ill.nesses such as hypertension, diabetes, Iung and heart

disease affect more Americans than ever before. He describes

patient education as being accepted by many disciplines as a valid
part of chronic disease management and that such education is
d.esigned to teach the patient about his disease and its treatment.

Those patients who have received such instructions, are presumed

to be in a better position to participate in their own heaLth care

and to maximize therapeutic benefit. The finding from this review

was that

"the riterature shows clearly that behavioural (regime

oriented) instruction has therapeutic vaIue. patients need

to know less about the pathophysÍo]ogy of their disease and

more about integrating new demands into their daily routine.

Moreover, patient education must begin that change. Among

the more successful interventions were regular contact with

the sane health care professional, control over stimuli and

rewards for progress, establishment of mnemonic systems and

daily self care rituars ... A patient education progran

conceÍved and designed to help patients cope with their
unique self nanagenent plan is nuch more J.ikely to improve

the course of chronic disease than is a standard presentation
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of medicaÌ facts and treatnent ruLes,' (p. 52g).

Brown & Margo (1978) document concerns about the narrowness

of the health educator's rol,e that emphasizes the changing of

individuals rather than social conditions. They suggest a model

of health education that takes into account the rnultiple causes of

diseases and recommend that health educators concern themselves

and commit more energy to progressive social change. They are

critical of health education programs that neasure their

effectiveness by changing behaviour of individuals rather than

concentrating on reducing morbidity and mortality statistics.
Levin (1978) in his paper on patient education and self care,

describes the role of the professional who interacts with patients

from a different perspective. It is his premise that self care

duration does not assÍgn a "sick roLe" to a patient and that

educational goals are initiated in response to a state of the

disease based on the Ìearner's perceived needs and preferences.

The content of educational programs, therefore, is learner

deternined. It is hls belief that the goal of patient education

must be to encourage the patient's self sufficiency. We,

therefore, must restrain our professional instincts to identify
more needs and to organize yet more educational care. our job is
to hold to the minimal necessary professional input and to

evaluate our success in terms of reducing cllent or patÍent
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dependency on our services.

standard & Kuplun (1999) view health education, as it ls

currently provided, as a basls for improvlng the ability of

individuals to think and act constructively in identifying and

solving their problems. This approach, coupled with the fact that

health, science and technology have reached a point where their
contribution to the "further improvement of health standards can

make a real impact only if people thenselves become full partners

in safeguarding and promoting health" (p. 61), means that

education nust cover aIl the relevant factors associated with

lifestyles in a comprehensive fashion.

Posavac (1980) describes the shift to increased patient

education as being largely due to the majority of patients being

treated for chronic conditions that cannot be cured and must be

Lived with and coped with in the best possible way. He describes

chronic patients as being unlike acutely ill patients in that they

are responsible for following the extended treatment regimes

prescribed for their condition.

Logue (1984) identlfies home care as a potential area of

patient education that has not been naximized. she arso comnents

on the shift 1n the profiLe of patients seen by home care

agencies, in that many patients are more acutely Íll (particularly

the elderly patients) and less education may have been abre to be
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accomplished in the hospital as a result of earlier discharges.

As Marietta stanton (1983) elaborated in her article, "patient

educatÍon has always been a part of the professional

responsibility of physicians, nurses, and other health care

professionals" (p. 14). she describes patient education as being

directed usually towards individuals who already have

manifestations of a particular disease process. rt focuses on the

individuaLrs current health care needs related to that health

prob].em and its primary goals are to al.ter unheaJ.thy behaviours

which would predispose the individuals to their present state of

ill health, and to facilitate the patieht's adaptation to the

problems or limitations of that disease process in order that they

may attain their maximum heal.th potential.

stanton sees patient education as an integral component of

care. It Ís shaped by the particular patient illness, by the

nature of the treatment plan and the individual needs of the

cl ient.

Stanton quotes that "planned educational experiences for
selected populations of patients have produced evidence of better

compliance with medical regimens than individuals who have not

been offered such educational opportunities', (p. 16). She

comments that fanilies have aLso been found to be more

co-operative when included 1n the educational process and in
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assisting the patient with folìow-up.

Stanton also quotes Timmreck (19g0) in her article as

emphaslzing the need for adaptation of the progran to meet

individual learner differences in order to increase the progran's

effectiveness.

some of the advantages of providing education for chronic

obstructive pulmonary disease patients in the home, that the

program in this investigation, has found, are the following:

1. The program may be staged and presented over a period of

visits, depending on how quickly the patient and his family are

able to progress through and conprehend the material.

2. The program can be adjusted by the therapist to ¡nake it
more understandable for patients and families with varying

educational backgrounds.

3. The spouse or other family members are frequently

available to participate in the teaching or treatment sessions

with the patient.

4' The patient and his family are able to lnterrupt at any

time to ask questions as they arise or the program can be

discontinued when the patient needs to rest or, perhaps, think
' about what has been said.

5. Between the therapist's visits, the patient and his

fanily are encouraged to write down any questions that they may
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wish to raise at the next visit

It is gratlfying to see how

appreciative of the opportunlty

disease process more clearly and

of that disease.

of the therapist.

frequently family members are

to understand the patient's

to partlcipate in the management

As Panarese & Liversidge (19?9) pointed out in their paper,

those of us invoLved in delivering health services in the home

have often heard the value of hone care programs as being able to
reduce the days of hospitaLization by aJ.Iowing earlier discharge

of patients. According to these authors, perhaps, an even greater

potential for cost saving and/or benefits lies in the education of

patients in the home in order to avoid hospitatization. The

program that they describe had the following objectives:

1. To help COPD patients and their famiries adjust to the

limitations of their illness.

2. To encourage patients to become more active.

3' To assist patients and families to recognize the

complications of the disease and to take appropriate action.

Brashear & Rhodes (1928) also quote the goal of

rehabilitation as being to help individuals to cope with chronic

disability. Since this is a rife-long problem, it is important

for patients and their fanilies to understand the nature of the

disease, the fact that it is chronlc, the rationale of dlfferent
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therapeutic approaches and what they may reasonabì.y expect from

therapy. They go on to describe that many people are treated for

months or for years for copD and have tittte idea of the nature of

their problem, other than its symptoms. rn sumnary, they comnent

that "patients must be given accurate informatlon about the

disease and its effect on theír future and be allowed to ask

questions and voice the many anxieties they have about these

problems" (p. 244). They go on to elaborate that no simple

formuLa of care can be prescribed that would be suitabl.e for alL

chronic obstructive rung disease patients. Treatments must be

individualized and changed as the patient's condition improves or

deteriorates.

Silton & Levin (1929) in their evaluation of self care, have

said that self care accounts for a signiflcant proportion of all
health activity. They define self care as being "that array of

activities undertaken by individuals for their own or their

family's benefit" (p. 401). They quote pratt (19?6) as having

sumnarized a number of studles on self care and that her findings

suggest that fanilies provide much more health care than is
provided by the professional health care system. These activities
performed "cover almost the entire spectrum of health care-health

promotion, dlsease detection and treatment, and maintenance of

chronic disease" (p. zo4l. It would seen that there is a mutually
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compatible goal for health care professionals providing services

into the home and for the advancement of self care programs.. The

goal belng to reduce dependence and enhance self confidence in

health. These authors describe the need for educational nethods

with a self care perspective to be focused on shifting the locus

of control to the individual and to reduce dependency on

professional services. In order to attaln thls, educational

methods which are selected, should provide many opportunities for
patients and their families to practice and test their skills.

currently, the discussion and interest in such aspects of

health as: health education, prevention, self care and individual

responsibitity, would seem to have cone about as a result of some

of the forlowlng aspects as described by Katz & Levin (19s0):

1. Medlciners depersonalization, and over-specialization and

concentration on technology having led to a general loss of

confidence.

2. the health care system's embodinent as fragnented and

episodic, rather than comprehensive and continuous care.

3. The changing nature of morbÍdity, so that chronic lllness
is now more prevalent as a health problem, particularly in

technologically advanced countrles.

4. The drlve toward greater control of oners own life and

destiny and the rise of consumerisn in the belief that we, as
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individuals, can positively dÍscover, control and affect our o¡rn

health and our rlsks of itlness.

5. An understanding of the reLationship between environment

and illness and of other stress-related disorders.

6. The popular appeal of such programs as diet, exercise,

meditation and other practices.

7 ' The increasing nunbers of self herp groups in the health

fields which provide social care and mutual aid and give material

and emotional support to their famiLies.

In sunmary, they state that "the novements of self care and

self help constitute a social development of great variety,

breadth, and dynamism, about which few generarizations can be

nade" (p. 330).

Cost Effectiveness

To summarize the work on health econo¡nics, Roberts (1gzg) has

pointed out the foltowing,

"The naxinun benefit to be achieved by eradicating a health

problem can be considered as the elimination of all its
costs. The primary costs of a health problem are of two

kinds:

(a) The direct cost of treating the manifestation of the

problem, of provlding heal,th care, rehabllitation, etc.

(b) The social costs of death, disabillty, pain and
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suffering, etc., suffered by those individuals and groups

affected by the problem.

Itle can consfder the sum of (a) + (b) as the total cost of the

problem, which cost, if eliminated, becones a benefit',

(p. zz4).

Roberts goes on to describe that when any program such as

health education is added to existing services, it nust be

considered as a sacrifice of other benefits that might have been

enjoyed had the money been spent in other h¡ays on other programs.

hle, therefore, have to know what Iimit should be set on

investments Ín health education. t{e nust invest only in those

programs which can demonstrate that there is greater benefit to be

yielded in comparison with the Level of investment.

cohen & cohen (19?8), feel strongly that health education is
not the panacea that many people wish for in soLving the

escalating costs and the low returns of disease oriented medicine.

They state that "higher health costs and stagnating mortality

rates can only be comprehended and solved in the context of the

¡rhole society, not on an individual levet" and that ',real changes

in health must entait a difficult and protracted struggle"

- (p. 72o). Thelr paper focuses on the four principre causes of

mortality, those being: 1. circulatory systen dlsease,

2. neoplasms, 3. accidents, poisonings and violence, and
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respiratory disease

As Lavor and callender (1974) poÍnted out in their paper in
1976' "home health care has been the subject of a long and

continuing debate; tittLe agreenent exists on the goals and

purposes of that care, the kinds of population groups it should

serve, or the costs and benefits to be expected', (p.g66). while

the debate continues, there has been some progress made regarding

studies into the effectiveness of home care delivery prograns

since the time of this article. The definition that they use of

home health care is applicable to the Manitoba scene as well.

Their definitlon is "an array of services which may be brought

into the home singly, or in co¡nbination; in order to achieve and

sustain the optimum state of health, activity, and independence

for individuals of aIl ages who require such services because of

acute illness, exacerbations of chronic illness, long-term or

permanent limitations due to chronic illness and disability',
(p. 866). They go on to elaborate two najor goals of home care as

being to keep people in their normal environments, and to aid

people Ín recovering after an institutional stay. These authors

describe three levels of care avairable in the hone which are:

1. the intensive level, 2. the internediate care level, and

3. basic or maintenance care. The basic dlfferences being the

amount of service provided, the numbers of people involved in
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providing the care and the training of those people.

One of the conclusions which Lavor and carrender polnt out,

is that the greater the level of an individual's impairment on

home care, ln general, the greater is the cost of units of care.

They also identify one of the fundamental problems in talking

about cost effectiveness in home care as being what you conpare

the cost to. For example, while the acute, intensive level of

home care night be considered very costly in comparison with a

nursing home, it is not, perhaps, that expensive when compared

with the cost of care in hospital.

The difficulties in controlling for all the variables is a

wel.l recognized problem in research. As Hanmond (19?9) discussed

in his paper, in his overview of the literature on cost

effectiveness in home health care, much of what has been written

in this area concentrates on the cost benefit analysis approach.

That is to say that "the cost of a health expenditure is conpared

Ícith estimates of the monetary varue of the benefits that are

realized as a result" (p. 30s). He considered three categories of

benefits and costs ¡rhich were direct, indirect and intangible.

Those he described as "direct costs include resources used in

caring for the patient, such as physician services and

pharmaceuticals. The loss of earnings by the patient that result

fron his or her tnabllity to work is an example of an indirect
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cost' Pain and the inconvenience of ill.ness are intangible costs"

(p. 305).

I{hiLe Hanmond concluded that the evidence fron the studies

that he reviewed suggested home heal,th care as being less

expensive than extended hospitalization, he felt that the timited

number of articles avail.able for review dictated caution in

drawing a sinilar conclusion regarding the effect such home care

night have on unnecessary hospitat admissions. Information

available to hin indicated that the costs of hone health services

for patients requiring the same level of care are roughly

equivalent to the costs of nursing hone care.

It is important to renember as creese and Fielden (1922)

pointed out, that care in the home for patients ts possible only

if emergency hospital support is also available. This is

essential with people suffering from chronic obstructive airways

disease.

Clarfield (1983), makes so¡ne interesting phitosophical points-

when considering the pros and cons of home care. He describes the

following: In studies where home care has been shown as no rnore

effective from a cost pofnt of vien, that, perhaps, the studies

- examined patients ¡cith a relatively low functional level. rt is
not surprising, therefore, that home care would not efficiently
replace institutÍonal care and that the latter would be nore
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economical for those people. on the other hand, other studies

which demonstrate that home care ls cost effective, nay well have

fnvestigated nore patients wlth reLativeJ.y nÍld disability. Real

challenges arise when we are asked to analyze and examine patients

"at the margin" to determine whÍch level of care is the most

appropriate, keeping in mind the relative cost and effectiveness

of other alternatives, He goes on to pose the question about

"what if home care is never cheaper?" (p. 11gg). Does the

provfsion of services depend entirely upon econo¡nics? He states

that there is little doubt that home care is preferred by the

najority and that it would be a sad commentary on our times if
being old and sick entailed the loss of one's preferred place of

residence. He recognizes that financial considerations are

important and feels that "home care will work and be economical if
eìigibility is reasonably controlled and the appropriate

population is selected to receive services. It is this balance

between the desirabLe and the practical that we must strive to

attain" (p. 1183).

Zim¡ner, Groth-Juncker & McCusker (1gg4), in their paper, also

point out the need for targetÍng services to people who can be

served the most cost effectively in the community as being a

critical issue for hone health care services.

Zook & Moore (1980) quoted that a major portion of medical
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resources in the united states is consumed by a small fraction of
patients. They concl.uded that, since research has shown that

naJor savings can be achieved tn long-tern ilrnesses, economy

neasures should be targeted to small groups of patients who

reguire much longitudinal care or demonstrate a high probability

of re-admission. certainly, chronic obstructive pulmonary disease

patients could be described as being such a target group.

Green (1976) questions whether health education in the

hone setting, or in any other locale, for that natter, is realìy
cost effective. Green a.Ìso stated that "health education

can contribute to increased patient compliance with medical

regimens through ensuring that the patient understands the

instructions and the rationale, has devel.oped the skilLs to
inplement the reginen, and believes strongly in the inportance and

the efficacy of the regimen for improving or naintaining his

health" (p. 5s). He quotes other authors as having found health

education helpful in preparing the patient and fanily for self
care and lnforming them which symptons to ignore and ¡rhich to

report to the physician and inpressing on them the importance of

any folJ.ow-up visit schedule. The procedures should reduce

unnecessary use of emergency services for symptoms that could be

nanaged at home as well as unnecessary re-admissions for
conpllcations that could have been prevented and unnecessary
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appointments and telephone calls and missed appointments. Green

concludes that the potentlal benefits of health education outweigh

the costs and the ratio of benefits to cost will almost certainly
be greater than the corresponding ratios for nost nredical and

surgical procedures directed at the same problems.

In summary, it wourd seem that the rehabiritation and

long-term care of respiratory patients can involve a variety of
health care professionals in a variety of settings. It is
important that the right treatment be given in the right place at

the right time. 0n occasion, this will be in institutions, at

other times in the community and at still other times, nay require

a combined approach. Optimal care cannot be provided, however,

without a strong educational and home care conponent. The final
success of any program with respiratory patients and, indeed,

chronic disease entitles in general, depends a great deal on the

quality of the interaction between the health care professionaJ.s

involved and their connunication and understanding of how the

patient and fanily view the disease and its nanagenent.



Chapter II I

Methodologv

In this chapter the research questions have been reviewed,

the method of selection of the patients involved in the sample and

survey has been outlined and the physiotherapy hone program which

was deìivered has been described. please refer to Appendix D for
the format of the consumer satisfaction survey.

As was observed earlier, the econonic and supportive

resources that any socÍety can make availabLe to the elderly and

chronically disabled are Iimited. In additÍon, these resources

can be put to a wide variety of alternative uses with varying

degrees of benefÍt.

This retrospective investigation was developed to gain

information on real or inagined benefits of a therapy program

delivered in the hone for COAD patients. It was felt that results

mlght point the way to further research and evaluation of such

prograns and subsequently either justify their continuation based

on effectiveness or indicate that resources allocated to such

programs might be reassigned to other prograns which have greater

Ínpact.

In this investlgatlon, the following research questions were

examined:
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Research Question One

Do those people with respiratory disease who were in hospital

during the two-year period prior to receiving home care

physiotherapy, experience hospitalizations at a reduced rate for a

two-year period following entry Ínto the physiotherapy program?

Research Question Two

rs the current form of physÍotherapy follo¡{-up and education

in the home perceived to be a satÍsfying one for patients and

fami I ies?

In order to provide answers to these questions data were

collected on the following factors:

1. The number and length of hospitalizations for respiratory

disease for two groups of patients with coAD. HospitalÍzations for
two years prior to entry and two years after entry to a

physiotherapy home program formed the basis of this examination.

one group had experienced hospitalizations prior to the home

program being initiated, the other group had not.

2. Demographics of sex, age (at start of physiotherapy

program) and places of residence (Illinnipeg or non-winnipeg) were

noted.

3' A consumer satisfaction phone survey evaruated how

patients and their fanilies perceived the therapy services

received in the home and the impact of such services.
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Reseach Question One

For research question one above, the procedures below were

followed:

Hospital in-patient claims during the time frame from January

1, 1970 to llarch 31, 19BS were reviewed for selected patients in
this investigation. This informtion was obtained from the

computer records of the Manitob Heal.th Services Commission. The

44 patients selected for this review were identified from the home

care records of community Therapy services of Manitoba, the agency

responsible for the provision of therapy services to the

provincial Home care program. These clients of the agency r{ere

the total number avairable meeting the investigation criteria
(i.e. a minimum of two years on treatment ) during the time frame

noted. Only those hospital adnissions for a first or second

diagnosis of respiratory disease, as coded by the current

r.c.D.-g-cM method were considered for the purposes of this
study.

The Sanple

The study group (Group A) consisted of 20 people. This group

had hospital admissions for respiratory disease during the two

- year period prior to cor¡munity Therapy services invoLvenent.

Group B conslsted of 24 people. This group had no hospital

admissions for respiratory disease prior to connunity Therapy
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services involvement. The effects of physiotherapy intervention

in the home was assessed by conparing the nean number of days

spent in the hospital for two years before and after the program

was inrplemented.

Data for subsets of these groups were reviewed. From Group

A, a subset Group 4.1, of g people and a subset Group A-2 of 11

people, and from Group B, a subset Group B-1 of 14 people and

Group B-2 of 10 people had data on hospitalizations reviet¡red for a

further period before, during and following discharge from the

community Therapy services home physiotherapy program in order to

determine if withdrawal of services caused a change in

hospi tal i zat ion .

After the initial assessment by the physiotherapists,

individually tailored programs of home respiratory therapy,

education and follow-up were established for each patient.

Detairs of these individuaJ. programs are included in Appendix A.

continued participation in hone physiotherapy follow-up was

determined by the need of the patient as assessed by the

therapist. services do not necessarily continue indefinitely.

The reason for patients no longer receiving home physiotherapy

- include:

1. The patient is managing well and capable of carrying out

sel f-care .
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2. Non-compliance with the program

3. No new referral or contact after hospital admission or

vacat i on .

The conparison of hospitalization experiences was restricted

to only those patients who completed two years on physiotherapy

follow-up. Data from patients completing ress than two years on

follow-up were not included in this investigation, as it was felt
than anything less than a two year time frame would provide

insufficient information for analysis.

The Survey

Additional information regarding consumer satisfaction with

the therapy services provided in the home was obtained by

telephone survey (Appendix D) from a separate group of 9 clients
with respiratory disease currently on the caseload of community

Therapy services. It was not possible to obtain sufficient
numbers of clients involved in the original investigation, owing

to deaths and relocations to survey in this manner. The clients
rryho nere surveyed were selected from the files of community

Therapy services and were similar in characteristic to the group

involved in the original investigation.

This survey ¡{as carried out to provide information for the

second research questÍon nhich ¡ryas:

Is the current forn of physiotherapy follow-up and education
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in the home perceived to be a satisfying one for patients and

famllÍes?

The survey contained predominately structured questions with

a seven grade scale for response ranging from strongly disagree to

strongly agree. An unstructured comments section was included in

an effort to give the respondents an opportunity to provide their

own opinions (Dillman, 1978). The survey was reviewed by a panel

of experts associated with conmunity Therapy ServÍces to ensure

that questions were appropriate.

Letters ¡rere sent out in advance

advising the individuals involved that

The format of the survey was reviewed

who assumed responsibility for the col

of the telephone contact

they would be contacted.

with a trained survey person

lection of this material.



CHAPTER IV

RESULTS AND DISCUSSION

I ntroduct i on

The data analysis is based on hospital inpatient claims for

respiratory disease for 44 patients. This retrospective review of

hospitalizations looked at the tine frame from January 1, 1920 to

March 31, 1985. In addition to hospitalization information, the

telephone survey with a separate group of 9 clients was carried

out to determine consumer satisfaction with the physiotherapy home

program. At the tine of this survey, the individuals involved

were on the active caseload of Com¡nunity Therapy Services

receiving follow-up services for respiratory disease. They were

considered to be representative of that agency's respiratory

clients.

Analysis of relationships and trends with supporting

statistics is provided later in this chapter. In this more

detailed review of the data, statistical testing was performed to

support or refute some of the findings of the literature reviewed

and to provide answers to the research questions of the

investigation.

Denographic Factors

Demographic factors of sex, age, (at start of physiotherapy

program) and place of resldence (Winnipeg or non-Winnipeg) were
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avaÍlable for all clients in thls investigation. These factors

are presented in tables 1 - 3.

a) Table 1 for Group A - Z0 people

b) Table 2 for Group B - 24 people

c) Table 3 for Group C - I people

Factors worthy of note in these tables are:

1) The majority of people in all groups resided in winnipeg.

This area of the Province has the nost developed and staffed home

care program.

2) Groups A and B were comprised of approximately half

females and half males. In Group c, 75% of the respondents to the

telephone survey were femaLe.

3) The average age of Groups A and B was approximateìy the

same at 67.8 years and 70.5 years respectiveJ.y. Average age hras

slightly younger for Group C at 68 years.

4) Age ranges for all groups were conparable as was the

largest proportion of people being in the 60 - g0 age bracket.
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Frequencv of Selected Demograohic Factors

Table 1

GroupA(N=20)

Sex

Female - 18

Male - 12

PÌace of Residence

Winnipeg - 16

Non-Winnipeg - 4

Female/Winnipeg - 6

Female/Non-Winnipee - 2

Male/Winnipeg - 10

MaIe/Non-ttrinnipeg - 2

Age at Start of Home Care physiotherany

26 - 35 years - 1

36 - 45 years - 0

46 - 55 years - 2

56 - 65 years - 3

66 - 75 years - T

76 - 85 years - 7

Total 20

Range - 27 years to 83 years

Average - 67.8 years
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GroupB(¡¡=Z¿)

Sex

Female - 11

Male - 13

PIace of Residence

Winnipeg - 21

Non-l{innipeg - g

Female/Winnipeg - 9

Female/Non-Winnipeg - z

llale/Winnipeg - 12

MaIe/Non-Winnipeg - 1

26 - 35 years - 1

36 - 45 years - O

46 - 55 years - 1

56 - 65 years - 4

66 - 75 years - 9

76 - 85 years - 8

86 - 95 years - 1

Total 24

Range - 29 years to g6 years

.Average - 70.5 years
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Frequencv of Selected Demographic Factors

Table 3

GroupC(N=8)

Sex

Female - 6

Male - 2

Place of Residence

Winnipeg - I

Non-ülinnipeg - 0

Sex Distribution bv place of Residence

Fe¡nale/Winnipeg - 6

Female/Non-WinnÍpeg - 0

Male/Winnipeg - 2

Male/Non-Winnipeg - 0

26 - 35 years - 1

36 - 45 years - 0

46 - 55 years - 0

56 - 65 years - 3

66 - 75 years - 3

76 - 85 years - 1

Total I

Range - 27 years to Z8 years

Average - 63 years
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Analvsis of Information for Research euestion One

Information on nunber of days spent in hospital for

respiratory disease for the 20 people in Group A is presented in
Figures 1 and 2.

Hospital Inpatient Days for Respiratory Disease

Fieure 1

ak
õ
0)

(\¡

o
E

6
0)
k

o

,
o
ÊÀ
th
¡{
.ú
o

N

9

80

7

ó0

5

40

0

2

I

l{hen the data

nunber 'of days

phys i otherapy

compared with

Group A
(20 peopte)

were examined, there was a stight decrease in the

spent in hospftal for a two year period after

treatnent was inplenented in the home, when

the t¡co years prior to treatment. This amounted to
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a total of 8? fewer days or 11.8X reduction ln tine spent in

hospital during the second two year perlod for the group.

one individual in the group spent 242 days in hospital during

the 2 years treatnent tlnre. This large total for one person Has

not typical of the others in the group and when this subject,'s

hospitalization data 1s renoved, the statistical change js nore

dranratic. This is presented in Flgure 2 and shows a decrease of

314 hospital days or 43.6* reduction post treatnent jntervention

for the group when conparing both t¡ro year periods with this one

person's data eli¡riiated.

Fieure 2
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ofAn additional 2 years of data were available ror 2 subsets

thfs group. In Figure 3 this information pertains to the

hospitalization of a nine person subset (Group A-1) for a two year

period post discharge fron the hone physiotherapy program. There

were three primary reasons for people being discharged from the

program. They lncluded the following:

a) Discharged as managing well.

b) Discharged as not compìying with the program.

c) Discharged as no new referral after going on extended

vacation or following hospital admissions.

Hospital Inpatient Days for Respiratory Disease
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llhen hospitalfzatlon information ¡{as separated out for thls
group there was a 20.7% decrease in hospitalizations nhen the two

years prior to intervention were compared ¡rith the two years on the

program. Two years after discharge fron the program the number of

days spent in hospital for respiratory disease had risen by 1gg*.

Figure 4 presents the data on the other eleven individuals in
Group A rcho continued on the program. This portion (Group A-2)

showed a decrease of 277 hospital days when comparing the two years

prior ¡rlth two years after entry into the physiotherapy program.

This is a decrease of 51%.

Hospital Inpatient Days for Respiratory Disease
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owing to the small size of these samples it was fett that

further analysis of the data might provide useful infornration to
support or refute the hypothesis about experiencing

hospitalizations at a reduced rate for a two year period following

entry into the physiotherapy program. According].y the data were

divided into six nonth intervals and exanined. This information

is presented in Figures s, 6, 7,9, g and 10 for Group A and its
subgroups. By looking at the data in this way it still seems to

lend support to hospital days being reduced after the

physiotherapy hone program was inplemented. The trend during the

two year period prior to the program seemed to be for people in

the group to spend increasing amounts of time in hospital for
their respiratory disease over tine. Ítlhile this linear

relationship continued after treatment began, the actual number of

days spent in hospital was less even though the individuals were

further along in their disease and would reasonably be expected to

reguire more care.
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when the group was followed for a further period Figure 10,

(i.e.up to four years ln total. on treatnent) the statistics on

hospitalization days for respiratory disease indicated the

following:

a) six lndividuals survived to the 4 year leve]. At this
time they had registered 31 hospital days for respiratory

di sease .
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b) one person in the group was in hospital for aLnost the

complete two to four year period. This person's statistics where

de I eted .

c) Three died within the z - 4 year time frame (one at g

months, one at one year and one at the 16 month level ) . one

person was discharged at the one year level.

d) Total statistics for the group of 10 amounted to g4 days

in hospital in the 2 - 4 year period given the above

restrictions.
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Similar analysis rcas performed for Group B. This group'

consisted of 24 people who were not as advanced ln their disease

as Group A. For the two years prfor to entry into the physio-

therapy hone program there were no hospitalizations for

respiratory disease. During the two years on treatment this group

experienced 185 days in hospital for respiratory disease (Figure 11)

Hospital Inpatient Days for Respiratory Disease

Figure 11
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After this time a subset of this group (Group B-1) of 14

people ¡rere discharged for the sarne reasons as those glven for the

Group A-1 subset. This hospitalization data are jllustrated in

Figure 12 and show an increase of z7g hospital days or 164rÌ when

comparing post intervention with treat¡nent years.

Hospital Inpatient Days for Respiratory Djsease

Figure 12
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BFigure 13 presents further data on the ten people in Group

who remained on home care follow-up.

Hospital Inpatient Days for Respiratory Disease
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This subset, Group B-2, demonstrated the following:

a) Eight people in the group completed a further 2 years on

treatment and registered 14 hospital days for respiratory disease.

b) Two people died ¡rlthin this 2 year time frane (one at 16

nonths and the other at 10 nonths follow-up). They experjenced 14

and 31 days in hospital respectively prior to that tine.
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c) Total hospitallzations for the

in the 2 - 4 year period of follow-up.

l{hen the data were analyzed at the

Group B, and lts subset, no fir¡n linear

hospitalizatlon for respiratory disease

illustrated in Figures 14, 15 and 16.

78

group a¡nounted to 45 days

six month fntervaLs for

pattern of increase in

was identified. This is

Hospital Inpatient Days for Respiratory Disease

Figure 14
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It is difficurt to determine reasons for this variation. It is

possible that: 1) because these individuals were at an early

stage in their disease, hospital patterns had not yet been

estabÌishedi 2) the physiotherapy progran being initiated at an

earlier stage than that for Group A altered hospitatization

patterns.

Further statistical tests of the data were attempted.

T-tests and other parametric and non-paremetric tests were carried

out but did not confirm statistically significant differences

between the study groups. The reason for this is probably due to

the small population and the clustering of the data on days in

hospital ' such clustering of data does not lend itself to

statistical analysis and testing such as independently distributed

data. Had the population been larger, a smoothing effect on this

clustering may have occured and permitted more in depth testing.

slhil"e some of the traditionaL statistical tests did not

confirm significance, the bar graph representations do indicate

trends which provide answers to research question number one.

Hospitalizations were reduced for people with respiratory disease

following entry into the physiotherapy program when data were

compared to Group A. Data for Group B, when examined Ín this

fashion, indicated a slowing in the downward spiral typical of

patients with this disease. These fÍndings support the positive

contribution that physiotherapy education in the ho¡ne can have for
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patients with COAD. These results will assist the service agency

involved in decision naklng regarding follow-up and discharge of

respiratory patients.

These trends are inportant ones and indicate a need for

further research and study in this area. using this investigation

as a reference, further research into the management of chronic

diseases seems clearly indicated. potential areas for study

include such issues as: 1) quality of rife factors, 2) economics

and cost effectiveness in health care, 3) priorization of the

array of health care services available to patients with chronic

diseases, and 4) inpact of prevention and education programs.

Based on the literature, further study of the home as the

site for delivering treatment and education programs should be

carried out (Bennett, Garrard, HaliI, 19?O; Creese and Fielden,

7977; Hammond, 1979; Librach, Davidson and peretz, 7g7z; McDonald,

1981; Nett and Petty, 19?8; Roselle and D'Amico, 1982; frJhite and

Briggs, 1980) .

Analysis of Information for Research Ouestion Two

In order to provide answers to the second research question

regarding whether or not a physiotherapy home care program rvas

perceived by patients and famiLies to be a satisfying form c¡i

care, a telephone questionnaire was administered to eight clients

The questionnaire was administered by an independent trained

interviewer. The interviewer selected was a health care
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professional, from a discipline other than physiotherapy, wlth

previous survey experience. Training for this investigation

included the detailed review of the telephone survey and

expJ.anation of the questions together with a mock run-through.

In an attempt to achieve a sampJ.e of ten individuals for the

survey, advance letters were mailed to thirteen clients of

community Therapy Services. These clients were either current or

recently discharged fro¡n the caseload of the agency clients were

considered to be representative of patients with respiratory

disease who are referred to comnunity therapy and similar to the

other study groups. The interviewer was unable to conplete the

survey with five of the people selected for the following

reasons:

a) One phone number was not in service and no ner^r ìisting was

available.

b) Two people were deceased.

c) One person was in hospital,

d) One person declined to answer the questionnaire stating

"he didn't manage very well on the phone".

A sample of the advance letter and the telephone questionnaire are

avaÍlable in Appendix D. The most informative responses within

the questionnaire were selected for discussion and

interpretations. However, Appencix E presents the responses to all

the questions contained in the survey.
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The format of the questionnaire was to pose a question for

the lndividual. with respiratory disease and ask them to seLect

their response fron a seven step scale ranging from disagree

strongly to agree strongly (Di1lman, 19?8). The questions were

developed by a panel of heatth care professionals employed in the

conmunity. Questions were designed to elicit from those surveyed

how they perceived the information received from the therapist

during home visits. The consensus of the group, involved in

developing the questionnaire, was that frequency of visits alone

was insufficient to effect change. change could only occur if the

individual with COPD understood and carried out instructions

between visits. Questions were therefore designed to gain

feedback on how this two-way communication process was perceived

from the standpoint of the consumer. The following is a table

sunmarizing the responses to the questions asked.
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ResÞonses to Telephone Survev by Grouo C

Table 4

GrouoC(N=8)

Question Di sagree
Strongly

Di sagree Di sagree
Slightly

No
0pinion/
Undi ci ded

Agree
Slightl5

Agree Agree
Strongl y

Total

1 a) 1 4 3 I

b) 1 1 3 3 8

2a) 4 4 8

b) 3 5 8

3 a) o 5 8

b) 5 3 8

4a) 3 5 I

b) I 3 4 oo

c) 4 4 8

5 2 2 4 8
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The majority of responses fell into the agree to agree

strongly range on the scale. This is particularly true for the

section which dealth with understanding changes in health status

and coping more effectively with health problems as a result of

the therapist's visits.

All but one of the people surveyed took advantage of the

opportunity to comment in the open-ended section. Responses in

this section were positive. They included such statements as the

fol lowing:

"l{e work together and it is good."

"Great. I learned a lot. "

"Young well qualified staff. I feel better after every

visit."

4) "Excellent - cone more often."

The indication from this small group was that they felt they

had benefited greatly from this program. If there was one

criticism, it was that the individuals surveyed would like to have

more frequent visits from the therapist to reinforce information

and provide more support.

1)

2')

3)

The conclusions fro¡n this survey provide

to research question number two. That is to

form of physiotherapy follow-up and education

satisfying one for this group.

a

say

in

positive response

that the current

the home is a



CHAPTER V

CONCLUSIONS AND RECOMMENDATIONS

This investigation was conducted in order to identify what

impact, if any, a home program of physiotherapy had on

hospitalization rates for patients with chronic obstructive Lung

Disease. rn keeping with this objective, several conclusions

based on the specific areas of the lnvestigation can be

formulated. These conclusions should be interpreted with caution

however, owing to the small size of the sanple and the possibiljty
that variables outside the control of the study might potentially

have affected the results rather than the physiotherapy program

al one .

Conclusions

Demographic Factors

Representation of people outside trlinnipeg is limited in the

investigation. The results must therefore be interpreted as more

typical of a Winnipeg based population. As such it may not

necessarily apply to a non-t{innipeg population who have

traditionally had less access to some of the health care

resources. A general profile of the groups suggest that they are

roughly haLf fenal.e and half nale and in the sixty to seventy year

age range.
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Utilization of Hospital Services

Iùithin the groups investigated, the physiotherapy hone program

appeared to have a positive effect on reducing the number of days

spent in hospitat for respiratory disease. Group A, which appeared

to be at a Later stage in their chronic disease than Group B had

hospitalizations for acute exacerbations reduced by 11.g%. one

person accounted for a disproportionate amount of hospital days.

when this datum is eliminated, hospitalizations decreased by 49.6%.

This reduction was not maintained for the subsets of Group A or B once

home physiotherapy was discontinued.

Patient and Family Reaction

In general terms respondents to thô telephone survey

indicated satisfaction with the program of education and treatment

in their home. with very few exceptions, responses were in the

categories of agree and agree strongly to the positive statements

related to the home physiotherapy program. The conments recorded

in the open ended section were positive also.

The number of people involved in this survey lÍmits the

strength of the concl.usions that can be drawn. The group does seem to

be in agreement with the literature, in finding one on one educational

programs tailored to individuaL needs as beÍng satisfying (Roberts,

1970; Stanton, 1983; t{ebb, 1980).

There was strong support by the majority that the program had
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helped them cope with their health problem and feel more confident

in handling their health problem.

Recommenda t i ons

Based on these general conclusions, the following

recommendations can be made with regard to further study of this
patient population:

a) Education

There seems to be positive benefits related to ho¡ne

physiotherapy with regard to reducing hospitalizations. Itlhile

this is supported to a degree by this investigation we need to

determine what part or parts of the program are producing these

results (Roselle and D'Amico, 1gS2). Can the program be delivered more

efficiently? Are parts of the program ineffective in achieving the

desired results and capable of being deleted so that more time can be

devoted to the priority areas? (Brown and Margo, 19zg; cohen and cohen,

1978; Panarese and Liversidge, 19Zg; posavac, 1gS0).

b) Liason and Co-ordination

There appear to be peopre who are deriving benefit from the

program who were discharged or lost to follow-up. Discharge

criteria and linkages with other health care professionals should

be reviewed in order to ensure that contact is maintained with

individuals who benefit fron the program.
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c) Cost Effectiveness

This issue has only been examined in a superficial manner in
this investigation. current hourry rate of the community

physiotherapy program is $29.40 which incLudes sone administrative

charges. In addition to physiotherapy, people at home with

respiratory disease may require other home health care assistance

and there would therefore, often be additional costs involved

above that of the physiotherapy program. The average cost per

person per year on the Manitoba Home care program in 1gg6 _ g7

however, $ras $1,029.00. A per diem rate at the Hearth science

Centre currently is $565.g0.

As was documented in the ]iterature, no one is suggesting

that we can manage without hospitars (crarfierd, 19g3). This is
particularly true for people with chronic obstructive Lung Disease

who are subject to acute exacerbation, rf future studies with

larger numbers of patients confirm that home physiotherapy can be

effective in reducing hospitarizations, the issue of cost

effectiveness might be an interesting one to explore in more

depth (Green, 1976; Hammond, 1929; LaVor and callender, lg74).

d) Consumer Evaluation

The number of peopre invorved in the terephone survey was

quite snall. As werr, concern has been expressed that this form

of evaluation may receive positive responses owing to fear on the
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part of those being surveyed that a negative response nay result

in the withdrawal of the services. Further research with a larger

sample should be carried out to ensure that the results of this
survey are replicable.

Summary

In keeping wÍth the increasing interest in providing

co-ordinated health services for patients with chronic disease

which are cost-effective, both government and voluntary agencies

have undertaken studies to determine such factors as physicaÌ,

social and emotionaL needs of patient populations. The najor

objective of such studies is the development of programs and

services which meet these needs in an efficient and effective

nanner as well as in a respectful and humane way,

The results of this investigation indicated that

hospitalizations for acute exacerbations of respiratory disease

for the study group were reduced by providing a physiotherapy home

program, This is in spite of the fact that this is a disease

which is incurable and progression has been described as constant

and linear in nature (cherniack and Lertzman, 7977; Reid and

Loveridge, 1983 ) .

The potential lmplications of this outcome on the delivery of

health care services should not be underestimated. A reduction in

hospitalizations is, however, only a part of the whole picture.
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Additional points for consideration are the impact that such

intervention may have on days of employment, functional

abilities and general quality of life.

The results of the telephone survey suggest that the home

physiotherapy program providing education and treatment as

delivered, was acceptable to this group. This is in keeping with

the literature in finding that this is a satisfying form of care

(Rosenberg, 7977; Shapiro, 1929; White and Briggs, 19g0), While

the number of individuaLs surveyed was small, there was universal

agreenent that the program had benefited then.
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Appendix A

Aspects of a Hone Care Respiratory program

t{hile there are many things to be considered about the home

setting, the care of a respiratory patient at hone is a difficutt

and, on occasion, discouraging task. The professionals involved

in the long term care and follow-up of these people are often

faced with:

1. Slow improvement.

2. The need to maintain the patient at his current leveL.

3. The need to measure their success in slowing the gradual

downhill spiral.

Follow-up of such patients must encompass nany different

components. .Among these are:

1. Assessnent

2. Patient and family education

3. Patient and fanily counselling

4. Direct patient care

5. Co-ordination of services

As ses sment

Assessment of patients with chronjc obstructive pulmonary

disease in the home setting must include not only their

respiratory status, which can change rapidly, but also their

psychosocial. relationships, the home environment, and family and

other support systems. Physiotherapists in the program being
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revieeJed must recognize, report and recommend appropriate

interventions or provide the patient and family with appropriate

background information on what to do when the early signs of

deteriorating cardiopulmonary function occur.

At the time of the initial home visit, the physiotherapist

must perform a conplete initial evaluation of the patient, taking

into consideration any background or hospital discharge summary

material that is provided when the patient is referred for home

care foLlow-up. Referral information provided is often

incomplete, and the physiotherapist must be skitled in performing

and completing a cardiorespiratory history and examination.

Patients with chronic obstructive puìnonary disease often suffer
from more than one il.lness. The therapist must, therefore, assess

and report on these other health problems. such problems that

often occur in chronically ill, elderly patients are

osteoarthritis, depression and generally dininished nobility and

function. These must be monitored and appropriate other health

care professionals advised or contacted for intervention.

Environnental allergens and irritants such as smoke and dust may

increase problerns. Families nust be advised or hetped to identify
and minimize these irritants. They must aLso be made aware of

obstacles in the home, such as scatter nats, furniture

arrangement, etc., that may make it unsafe or difficult for the

patient to renain nobile.
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Co-ordination of Services

The identification of the need for home care and community

services can come about in a variety of ways. Routinely, patients

may be referred for physiotherapy from the following sources:

1. the family physician or respiratory specÍalist,

2. health professionals in hospr'tals who have been involved

in their treatment during their in-patient admissions,

3. other allied hearth care workers in the conmunity, or

4. initiated by a concerned family menber.

No matter which method is used, alI patients who received

physiotherapy follow-up in the home in this investigation were

authorized by a physician's referral and approved for such home

care services by the appropriate case co-ordinator for the

provincial hone care program. Í]hile the method of referral
seemingly is straightforward, many times the actual procurement of

such services nay be difficult. It may be complicated by

inadequate staffing, lack of awareness on the part of physicians

or other allied health care workers that such service is
available, bureaucratic red tape, or even the patientrs own

anbivalence about such services.
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Although everyone involved in the care of patients shares

responsibility for maintaining open conmunication with one

another, this is sometimes more effective than others.

Physiotherapists seeing patients in the hone care setting prepare

a written report which is distributed to referring physicians and

to the provincial home care case co-ordinator (Appendix c). often

for respiratory patients, the physiotherapist is the person who is

best equipped to assess how that patient is functioning in his

home setting.
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DrMr

Avenue

C.0. L. D. : Bronchiectasis:
Recurrent Pneunonia

An initial visit was made to Mr,
17th, 1985 with his wife present

Dr.

February 24, 1985

residence on February

Home situation: Mr. Lives in a one storey home with hiswife. There is a basement accessible by 12 steps.

History: Mr, presents with a history of progressive
chronic obstructive lung disease. He was recently a patient in
the Respiratory centre due to a right lower lobe pneumonia but was
discharged on January 26th, 19?6. He was previously admitted to
the Respiratory centre, a.lso in 1922. He states that he had a fallin 1970 resulting in rib fractures on the left side and this hasIeft him with a slight thoracic deformity. He also experienced a
traumatic injury to his rlght upper limb several years ago and has
been Left with a 90 degree flexion contracture of the right
elbow.

Physical Status:

Auscultation - 0n auscultation scattered expiratory rhonchi were
noted. There was poor air entry in the bases
bilaterally, particularly over the posterior aspect
of the chest wall. The resting heart rate was
noted to be 108 beats per minute.

Breathing Pattern - The breathing pattern was apical with some
lateral costal expansion noted bilaterally.
Supraclavicul.ar indrawing was present as was some
use of the accessory nuscles of respiration.

chest Deformity - A bony deformity is present over the Left
Iateral chest wall due to the injury mentioned
above. The shoulders are carried high,
particularly the right shoulder which was also
injured previously.
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cyanosis & clubbing - Minimal ankle oadema was present. some
clubbing of the fingers was aLso noted.

cough & Sputurn - Mr. is maintaining a daily record of the
quantity of sputum produced. At present his sputum
is watery with a heavy layer of thick, green p1ugs.
His cough is effective for over 100 cc. of sputum
daily.

Appliances - Mr. uses a Ventolin inhaler three to five
times dai ty.

Medications - A short course of Tetracycline was started on
February 8th and was to be continued for 10 days at
250 mg. q.i.d. Other medications are:
Acetaminophylline 325 mg. - q.i.d.
Ventolin 4 mg. - q.i.d.

Exercise ToLerance - stress Test - A specific stress test was not
carried out at thie time.

'GeneraI Exercise ToLerance in Daily Living.
Mr. is independent in self care. He is
also capable of carrying out a daily treatment
program as listed below.

Psvchological status: Mr. is very co-operative and works
hard at his treatment program.

Treatment Program: At present Mr. is carrying out the
following program:
1) He climbs the basement steps four times daily.
2) He has a rowing machine in the basement on which he carries out

100 strokes in two periods of exercises per day.
3) He carries out a walking program in his basement.
4) He records his daily sputum production.
5) It¡ith his wife's assistance, he sarries out deep breathing and

coughing with vibrations to the chest daily.
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Re commendat i ons :

1) That Mr. continue his program of home exercises and
vibrations with deep breathing and coughing. rt was suggested
that, as welL as carrying out the vibrations with Mr.
in the sitting position, Mrs. should also vibrate the
right side of the chest with Mr. lying on his teft
side.

2) That he continue the daily sputum record.
3) That visits be continued on a weekly basis to check on

Mr. progress.

(Miss) tt.C.p.A
Phys i otherapi st

cc: P.T. Department, Rehabilitation Centre, H.S.C.
Dr. Home Care Department, General Centre, H.S.C.,
700 William Avenue
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Appendix D

TELEPHONE PROTOCOL AND QUESTIONNAIRE

Name

A,ddres s

Phone Number

HeLlo, is this Mr. /Mrs.

This is

r am calling from the university of Manitoba about a study on therapy

services. Did you receive our letter indicating I would be calling?

Yes No

Would you be willing to answer a short questionnaire about the therapy

services you received in the past? Yes No

(If response is Yes read the follou¡ing and move to the questjonnaire

pl ease . )

Thank you. The first guestion is:

(If response is No, please read the following boxed area.)

If you do not wish to answer the questionnaire, could you please
tell me why?

Thank you.
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Telephone Questionnaire

1) Part of the therapist's job is to collect information about you

from yourself or your famiLy in order to understand you and how the

health problen has affected you. During the therapist's visits, did you

feel that:

a) The therapist actively involved you in collecting this
information? (circle number)

1 DISAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLIGHTLY
4 NO OPINION, UNDECIDED
5 AGREE SLIGHTLY
6 AGREE

7 AGREE STRONGLY

b) The therapist helped you to understand the reason for

collecting this information? (circle number)

1 DISAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLIGHTLY
4 NO OPINION, UNDECIDED
5 AGREE STIGHTLY
6 AGREE

7 AGREE STRONGLY

2) It is important that the information that the therapist collected

about your health and feelings was correct. Do you feeì that:

a) The therapist consulted you or your family to nake certain that

the information she received was correct? (circle number)

1 DISAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLIGHTLY
4 NO OPiNION, UNDECIDED
5 AGREE SLIGHTLY
6 AGREE

7 AGREE STRONGLY
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b) Did you feel that after the therapist's visits you had a better

understanding of your health or health problen? (circle number)

1 DISAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLiGHTLY
4 NO OPINION, UNDECIDED
5 AGREE SLIGHTLY
6 AGREE
7 AGREE STRONGLY

3) The therapist attempts to establish goals or treatnent routjnes

with each person to improve his/her health or ability to cope wÍth the

situation. Do you feel that:

a) The therapist helped you to understand these goals or

treatments? (circle number)

1 DiSAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLIGHTLY
4 NO OPINION, UNDECII]EI)
5 AGREE SLIGHTLY
6 AGREE

7 AGREE STRONGLY

b) The therapist nade you or a famjly member feel partly

responsible for reaching these goals or performing treatment? (circle

number )

1 DISAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLIGHTLY
4 NO OPINION, UNDECIDED
5 AGREE SLIGHTLY
6 AGREE

7 AGREE STRONGLY

4) Due to the therapist's visits and instruction do you feel that:

a) You can better identify and understand changes in your health

status? (circle number)
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1 DiSAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLIGHTLY
4 NO OPINiON, UNDECIDED
5 AGREE SLIGHTLY
6 AGREE
7 AGREE STRONGLY

b) You know when to contact your doctor or other health persons as

necessary? (circle number)

1 DiSAGREE STRONGLY
2 DISAGREE
3 DISAGREE SL]GHTLY
4 NO OPINION, UNDECIDED
5 AGREE SLIGHTLY
6 AGREE

? AGREE STRONGLY

c) You know how to cope yourself with health problems or feel more

confident in handling health problems? (circle nunber)

1 DISAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLiGHTLY
4 NO OP]NION, UNDECIDED
5 AGREE SLIGHTLY
6 AGREE

7 AGREE STRONGLY

5) Do you feel that due to the visits fron the therapist:

a) That your health status or ability to cope with your health

status improved? (circle nunber)

1 DISAGREE STRONGLY
2 DISAGREE
3 DISAGREE SLIGHTLY
4 NO OPINION, UNDECIDED
5 AGREE SLIGHTTY
6 AGREE

7 AGREE STRONGLY
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6) rs there anything else that you would like to tell us about the

care you received from the therapist?

7) would you like a copy of a summary of the resul.ts of this survey?

If so, we would be pleased to mail one to you when the study is

completed. Yes No (If Yes) Your current address

and postal code are: (Refer to front of protocol. sheet please.)

YOUR ASSISTANCE IN THIS SURVEY IS GREATLY APPRECIATED

THANK YOU
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15 Kenwood Place
l{ j nni peg , Mani toba
RzM 1Y4
February 9, 1987

Dear

Within a u¡eek or so, we will be calling you from the University of
Manitoba as part of a research study. This is a survey in which $¡e are
seeking to understand how people feel about therapy services that have
been provided in the home in the past and what might be done to improve
them.

We are writing in advance of our telephone call because we have found
that many people appreciate being advised that a survey is being done,
and that they will be called.

when our interviewer calls, she will ask to interview you or an adult
nember of your family. Altogether the interview should only take a few
minutes. If by chance we should happen to calL at an inconvenient time,
please tell the interviewer and they wil] be happy to call back later.
If for any reason you do not wish to participate in the study, just tet
the interviewer know when she calls.

Your heJ.p and that of others being asked to participate in this effort
is essential f or the study's success. trle greatJy appreciate it.

If you have any questions, please do not hesitate to ask our interviewer
or you nay contact me by phone at 885-1990.

Yours truly,

Jim Mclaren Jnc/vf
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Tel ephone Questionnaire

1) Part of the therapist's job is to collect information about you

from yourself or your famity in order to understand you and how the

health problem has affected you. During the therapist's vjsits, did you

feel that:

a) The therapist actively involved you in collecting this

infornation? (circle nunber)

b) The therapist helped you to understand the reason for

collecting this information? (circle nunber)

1

2

3
4
5
6
7

2) It is inportant that the information that the therapist collected

about your health and feelings was correct. Do you feel that:

a) The therapist consulted you or your fanity to nake certain that

the infornatÍon she received was correct? (circle number)

1

2

3
4
5
6
7

RESPONSES
D]SAGREE
DISAGREE

SL I GHTLY
NO OPINIO

SL IGHTLY

EE STRONGLY

RESPONSES
EE STRONGLY

EE SL]GHTI,Y
NO OPINION, UNDECIDED

EE SLTGHTLY

AGREE STRONGLY



DISAGREE
SAGREE

O OPINION. UNDECIDED

REE STRONGLY

1

2

3
4
5
6
7

b) Did you feeJ.

understanding of your

that after the therapist's

health or health problem?

727

visits you had a better

(circle number)

1

2

3
4
5
6
7

3) The therapist attempts to establish goals or treatment routines

with each person to improve his/her health or ability to cope with the

situation. Do you feel that:

a) The therapist helped you to understand these goals or

treatments? (circle number)

DISAG ONGLY

DISAGREE
REE SLIGHTLY

UNDEC IDED

7 AGREE

1

2

3
4

b) The

respons i bl e

number )

therapist made you or a

for reaching these goals

family member feet partly

or perforning treatnent? (circle

DÏSAGREE STRONGLY

DISAGREE SI,I
INION. UNDECIDET)

AGREE SLIGHTLY

5 AGREE SLIGHTLY



DI SAGREE

DÏSAGREE SLT

AGREE SLI
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4) Due to the therapist's visjts and instruction do you feel that:

a) You can better identify and understand changes in your health

status? (circle number)

DISAGREE STRON
DISAG
DISAGREE

INI ON UNDECTDED
5 AGREE SLI

REE

7 AGREE

b) You know when to contact your doctor or other health persons as

necessary? (circle number)

1

2

3
4
5
6
7

1

2

3
4

LY

1

2

3
4
5
6
7

c ) You know how

confident in handling

to cope yourself

health problems?

with health problems

(circle number)

AGREE STRONGLY

AGREE SL]GHTLY
UNDECIDED

AGREE SLIGHTLY

or feel more



DISAGREE STRON

DISAGREE Si,IGHTLY

AGREE SLIGHTLY

AGREE STRONG
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1

2

3
4
5
6
7

s) Do you feel that due to the visits from the therapist:

a) That your health status or ability to cope with your heaìth

status inproved? (circle number)

1

2
3
4
5
b
7

6) Is there anything

care you received from

else that you would like to tell us about the

the therapist?

1) Come more often to repeat infornation you might not have

understood the first time.

Great - except it wasn't often enough.

Great-Ilearnedalot.

Conscientious, I had disorder for 28 years and knew a lot

about it before therapist cane.

2)

3)

4)

D]SAGREE STRONGLY

DISAGREE SLIGH
OPINION. UNDECIDED

AGREE SLI

AGREE STRONG
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5) Excellent - come more often.

6) Young well qualified staff. I feel better after every visit.

7) ftle work together and it's good.

7) Would you like a copy of a summary of the results of this survey?

If so, we wouLd be pleased to mail one to you when the study is

completed. Yes No (If Yes) Your current address

and postal code are: (Refer to front of protocol sheet please. )

YOUR ASSISTANCE IN THIS SURVEY IS GREATLY APPRECIATED

THANK YOU


