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ABSTRACT 

A quasi-experimental design was used to examine the 

differences in myocardial infarction (MI) patients' self-

care behaviors, satisfaction, knowledge, and feelings of 

security after participation in a structured cardiac 

teaching program presented by one designated patient 

educator. Thirty subjects diagnosed with first time 

uncomplicated His were randomly assigned to the experimental 

group (n=15) or the control group (n=15) which received 

conventional unstructured teaching. Four self-report 

questionnaires were developed and used. 

Patient satisfaction with teaching was greater for the 

experimental group (t=-2.65; df=28; p<0.05). No differences 

were found between groups regarding information retained at 

time of discharge from the hospital or two weeks later, or 

in readiness for post-hospital self-care. Self-care 

behaviors were improved clinically in both groups, but 

somewhat more in the experimental group. The findings 

suggest this structured cardiac teaching program presented 

by one designated patient educator enhanced patient 

satisfaction and may have improved self-care. 



CHAPTER 1 

INTRODUCTION 

The leading cause of death and disability in the United 

States is coronary artery disease (CAD). Hiatt, Hoenshell-

Nelson and Zimmerman (1990) stated that an estimated 1.5 

million people in the United States had a myocardial 

infarction (MI) in 1990, and more than 675,000 of these were 

under 65 years old. They also noted that significant 

physiological, psychological, and social disabilities were 

experienced by more than half of the survivors. Coronary 

artery disease is costly for the patient, family, and 

society. According to Hiatt, et al. (1990), the cost of CAD 

to society was estimated at $94.5 billion in 1990. For 

survivors who wish to return to societal and vocational 

functions, a process of rehabilitation involving physical 

and psychological adjustments and possible life style 

changes must be planned. 

Problem 

The high incidence of morbidity and mortality 

associated with myocardial infarction (MI) has drawn 

attention to the need for effective patient education. 

Cardiac rehabilitation is the process of helping patients 



achieve their maximal physical, social, psychological, and 

vocational potential (Hijeck, 1984). Patient education, 

which is a major component of the cardiac rehabilitation 

process, has become an important part of care for 

hospitalized patients with MI. Nurses as the primary 

caregivers in the hospital, have the responsibility for much 

of the rehabilitation of patients having myocardial 

infarctions. Patients need to learn how to maintain health, 

prevent complications, and cope with the effects of HI. 

Studies have shown that patient education reduces morbidity 

and mortality, increases compliance, and reduces health 

costs (Degeling, Salkeld, Dowsett & Fahey, 1990). 

The instructional content for patients who have had an 

myocardial infarction involves increasing awareness of the 

illness itself, how to prevent complications, how to 

minimize the risk factors, how to cope with the effects of 

illness, and specific skills in maintaining health. The 

primary goal of cardiac rehabilitation is to provide 

patients with the information needed to maintain or improve 

their health after discharge from the hospital. 

Unfortunately, patients who have had an MI are 

experiencing ever-decreasing lengths of hospital stay 

because of the prospective payment system. The prospective 

payment system was developed in 1983 as a response to 

rapidly increasing hospital costs. The system is used by 
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the government to pay hospitals for the care provided to 

Medicare patients (U. S. Department of Health and Human 

Services, 1988). Prospective payment is defined as "payment 

for medical care on the basis of rates established in 

advance of the time period in which they apply" (U. S. 

Congress, Office of Technology Assessment, 1986, p. 4). In 

other words, it is set payment for each episode of 

hospitalization, in which Medicare pays a fixed amount to 

the hospital and to the physician based on average costs for 

similar cases. After the implementation of the prospective 

payment system, dramatic changes in caregiver behavior 

occurred in an attempt to decrease patients' length of 

hospital stay. For example, a reduction of one day in the 

average length of stay means the physician has one less 

routine hospital visit and the hospital staff has one less 

patient who requires care. So the overall spending is less 

than the fixed amount that the hospital and the physician 

receive from Medicare. As a result, the hospital and 

physician keep the difference. 

With shorter hospitalizations, the level of acuity of 

hospitalized patients has increased. Health care facilities 

are faced with the ongoing problem of a shortage of 

professional nurses available to provide patient care. As a 

result, hospitals are faced with sicker patients staying at 

hospitals for shorter periods of time, with potentially 



fewer nurses available to educate patients about their 

illness. 

With an increased acuity level, nurses' priorities are 

too often directed toward patients' physical care, and 

patient teaching is postponed until time is available. Even 

if patient education is done by some staff members, teaching 

is often done randomly and lacks structured protocols. At 

times there is a lack of follow-through by nursing staff. 

For example, a nurse from the day shift initiated the diet 

teaching for a patient who had had an MI. Before the day 

shift nurse left for the day, she informed the nurse who was 

coming on duty about the diet information that this patient 

had received, and asked her to reinforce the information and 

to begin exercise teaching. Two days later the day shift 

nurse who initiated the teaching took care of this patient 

again and found out that the patient was not given any 

information on exercise or activity level after discharge. 

The patient stated that the nurses were very busy, and only 

one nurse had reviewed the diet changes with him. This 
* 

patient's teaching was disorganized, uncoordinated, 

sporadic, limited, and inconsistent. This example is 

repeated many times in health care today. There is 

considerable evidence from observation of the practice of 

health professionals, and from patient complaints, that 

teaching often is not accomplished. Inadequate knowledge of 
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the disease, medical regimen, and self-care is an all-too-

common experience when patients are discharged from the 

hospital after their first MI. Scalzi, Burke, and Greenland 

(1980) stated that learning about the medical regimen is a 

fundamental necessity for patients to be able to participate 

in their own self-care. 

Studies by Steele and Ruzicki (1987), Mills, Barnes, 

Rodell and Terry (1985), and Pynn (1986) showed that 

significant changes were seen in patients' self-care 

behaviors after education programs. Self-care behavior 

changes included doing exercises, stress management, weight 

reduction, and medication administration. The role of the 

nurse is to assist individuals in maintaining or initiating 

self-care by providing them with relevant information about 

health promotion and maintenance (Raleigh & Odtohan, 1987). 

Nurses are the logical persons to conduct patient teaching 

because of their constant interactions with patients during 

hospitalization. However, this does not usually happen in 

the health care setting. As was shown by Haferkorn (1971), 

30 percent of the knowledge that patients retained after 

discharge was contributed by the physician, with 0.6 percent 

contributed by nurses in the hospital setting. 

Patients suffering from the crisis of MI face changes 

in their life styles with which they must learn to cope. 

The development of the structured teaching plan is designed 



to provide patients with adequate information about the 

disease, with emphasis on the patient's alterable risk 

factors, and how to cope with the effects of illness. 

Purpose 

The purpose of this study was to evaluate the 

effectiveness of a structured teaching plan coordinated by a 

single designated patient educator for patients experiencing 

their first myocardial infarction. The structured teaching 

plan (Appendix A) was developed by the author based on 

available literature and clinical experience. One 

designated patient educator performed the teaching with 

individual patients. The patients' self-care behavior, 

feelings of security, satisfaction, and quantity of 

knowledge retained were examined after the completion of the 

structured patient teaching, and were compared to a control 

group who received the usual teaching by staff members. 

Research Questions 

1. Do MI patients who receive structured teaching 

presented by a single designated patient educator 

retain more information at the time of discharge and at 

two weeks after discharge than patients who receive the 

usual teaching by staff members? 
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2. Which of the MI patients' self-care behaviors changed 

toward a healthier life style after the structured 

teaching presented by a single designated patient 

educator? 

3. Are MI patients who received structured teaching from a 

single designated patient educator more satisfied with 

their teaching than those who did not? 

4. Do MI patients perceive that the structured teaching 

presented by a single designated patient educator 

provided enough information and readiness for post-

hospital self-care? If not, on which topics would they 

like more information? 

Significance of Study 

Rehabilitation after a myocardial infarction (MI) 

begins with diagnosis and continues until the patient has 

achieved optimal physical, psychosocial, and vocational 

potentials. Patient education is a key factor in assisting 

patients to return to their maximal level of functioning. 

Increasing patients' knowledge should facilitate 

modification of one's self-care behaviors toward a healthier 

life-style and, therefore, a decrease in being at risk for 

further cardiovascular disease. The significance of this 

study was related to the promotion of patient education as a 

function of nursing practice, to the knowledge gained 



regarding the effectiveness of implementing a structured 

teaching plan for cardiac patients, and to describe the 

effectiveness of having one designated patient educator do 

the patient teaching. The ultimate significance was better 

health care for members of the community, increased patient 

satisfaction with care received, and improved patient 

knowledge, attitudes, self-care behaviors, and health 

status. The results of this study provided information on 

the effectiveness of having one designated patient educator 

and a structured teaching plan. Also, the results of this 

study resulted in suggestions for increasing the 

effectiveness of this structured teaching plan. Better 

education encourages patients to actively participate in the 

management of their own care and to become more accountable 

for their own health. 

Summary 

Cardiac rehabilitation is the process of helping 

patients achieve their maximal physical, social, 

psychological, and vocational potential. Nurses, one of the 

major health care providers in the hospital setting, have 

the responsibility to provide patients with information 

about self-care behaviors following discharge from the 

hospital. However, patient education is not necessarily 

accomplished due to shorter hospital lengths of stay, the 
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nursing shortage, lack of follow-through by nursing staff, 

and lack of a formal, structured teaching protocol. As a 

result, patients may have inadequate knowledge to manage 

their own self-care after discharge. 

Other studies have evaluated a variety of cardiac 

rehabilitation programs and the effectiveness of cardiac 

teaching during hospitalization. A few earlier studies have 

evaluated the effectiveness of a structured cardiac teaching 

program on patient rehabilitation. Little has been done to 

date to evaluate the effectiveness of a structured teaching 

plan presented by one designated patient educator. 

Therefore, the purpose of this study was to evaluate the 

effectiveness of a structured teaching plan, presented by 

one designated patient educator on patients' self-care 

behaviors, satisfaction with teaching, feelings of security, 

and quantity of knowledge retained. The significance of the 

study was to describe the effectiveness of a structured 

teaching plan for cardiac patients after their first MI, and 

the effectiveness of having patient teaching done by one 

designated patient educator. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK AND REVIEW OF RELATED LITERATURE 

The conceptual framework and review of related 

literature are presented in Chapter Two. The construct, 

concepts, and operational indicators as well as their 

relationships are described. A review of pertinent 

literature is also presented in this chapter. 

The conceptual framework (Figure 1) includes cardiac 

teaching at the more general construct level. Behavioral 

outcomes of structured cardiac teaching at the more specific 

concept level include self-care behaviors, patient 

satisfaction, self-care knowledge, and feelings of security. 

The operational level consists of four indicators that were 

used to measure the outcomes of teaching. 

Cardiac Teaching 

Cardiac teaching is a way of providing patients with 

information about heart disease and related care using a 

structured, well-planned approach. Cardiac teaching 

includes informing patients about the disease process, 

etiology of the disease, major risk factors associated with 

the disease, and modifications of patients' self-care 

behaviors which will result in a healthier life-style. 
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Construct 
Level 

Concept 
Level 

Cardiac Teaching 

Behavioral Outcoies of Structured Cardiac Teaching 

Operational 
Level 

Self-Care 
Behaviors 

Self-Care 
Behavior 

Questionnaire 

Patient 
Satisfaction 

Patient 
Satisfaction 
Questionnaire 

Self-Care 
Knowledge 

Knowledge 
Questionnaire 

Feelings of 
Security 

Feelings of 
Security 

Questionnaire 

Figure 1. Conceptual Framework: Behavioral Outcomes of 
Structured Cardiac Teaching 



Cardiac teaching also includes teaching patients about the 

medical regimen and self-care after hospitalization. 

Patients are taught about the medications they will be 

taking, their diet regimen, exercise and activity, and 

stress reduction, all of which are intended to assist 

patients in achieving optimal physical, psychosocial, and 

vocational potentials. 

Cardiac rehabilitation dates back to 1772 when 

physicians prescribed 30 minutes of daily sawing activity 

for their patients with chest disorders (Hemry, 1988). In 

the 1930s, physicians placed tremendous activity 

restrictions on their postinfarction patients. Bedrest for 

one month was the standard intervention for MI patients 

during that time (Wagner & Williams, 1983). Not until the 

1960s, when President Eisenhower's physician shocked the 

nation by prescribing graded levels of exercise for the 

President who had suffered a heart attack, did the 

development of cardiac rehabilitation programs become more 

widespread (Hemry, 1988). 

Today, cardiac rehabilitation focuses on the process of 

helping patients achieve their maximal physical, social, 

psychological, and vocational potential (Hijeck, 1984). The 

process ideally includes: education of patients and families 

in the recognition, prevention, and treatment of 

cardiovascular disease, and thorough instructions on how to 
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retard the progress of the underlying disease through risk 

factor modification. 

Hentinen (1986) stated that MI patients' recovery is 

improved by teaching. Knowledge about the disease and 

treatment are transmitted through teaching. The teaching 

should also aim at reinforcing the patient's positive health 

behaviors and changing the negative health behaviors. She 

also stated that the overall goal of a cardiac teaching 

program is to help MI patients modify life-styles and to 

follow care instructions which will help to restore, 

maintain, and promote their health. 

However, if teaching is not effectively done, patients 

will have inadequate information or misconceptions about 

their treatment regimen. In a study done by Mayou, 

Williamson, and Foster (1976), 40 patients were interviewed 

during the first week after MI and again at home a month 

after discharge from hospital. They found that 76% of the 

subjects had very little understanding of their diagnosis or 

the nature of hospital treatment and subjects recalled very 

little medical advice. Several subjects verbalized that 

they would have liked written instructions, especially about 

diet and graded activity. Subjects also expressed that 

advice was conflicting, inadequate, and too vague, and they 

were very uncertain about any physical limitations. 



Merritt (1991) found that patients with CAD "wanted 

organized instruction with detailed information about the 

content to be learned" (p. 10). The patients also expressed 

that they wanted visual and oral instruction used in the 

teaching-learning situation. Patients with CAD preferred a 

friendly relationship with the instructor rather than with 

their peers, which indicated that group education may not be 

effective in meeting the patients' educational needs. 

Jenkins, Kent, Mayberry, and Colbourne (1984) did a 

study to evaluate a cardiac teaching program administered by 

coronary care unit nurses. The subjects were 228 patients 

who were admitted to the hospital with MI. Each subject was 

given a teaching session by nurses on the coronary care 

unit. Information was provided regarding a program of 

exercise during convalescence and the importance of risk 

factors such as diet, smoking, and hypertension. Patients 

were then asked to evaluate the teaching session using 

questionnaires administered during convalescence. Jenkins, 

et al. (1984) found significant improvement in the subjects' 

understanding of what an infarction was. They also found 

that subjects had reduced their smoking after the teaching 

session. They suggested that the coronary care unit nurse 

is the right person to take on the role of providing the 

cardiac teaching because the nurse is well known to the 

patient and often times a relationship has been developed 
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after the first few days. Chaisson (1980) concurred, and 

wrote, "the nurse is the most appropriate, best-prepared 

member of the health care team to take the lead in patient 

education" (p. 9). She also stated that if teaching is 

provided after the patient and the nurse have developed a 

trust relationship, then the teaching is more likely to be 

successful. 

Smith (1979) indicated that nurses should take the 

responsibility for appropriate health education because they 

have the closest contact with patients. In addition, nurses 

spend more time with patients and are in the position to be 

able to assess patients' educational needs and readiness to 

learn. 

Raleigh and Odtohan (1987) conducted a study of the 

effectiveness of a structured cardiac teaching program. The 

sample consisted of 18 subjects who were admitted to a large 

metropolitan tertiary hospital with a diagnosis of MI. The 

experimental group was given written reading materials and 

individualized instruction on heart disease, risk factors, 

rehabilitation, resumption of normal activities, an activity 

program, and prescribed medications while the control group 

was given four 15 to 20 minutes sessions of noninformational 

conversation from a nurse and no reading material. They 

found that the experimental group gained significantly more 

knowledge than the control group, and the anxiety level was 



decreased in the experimental group before discharge while 

it was increased in the control group. The investigators 

concluded that the control group demonstrated an increase in 

anxiety just before discharge and it could be that the 

control subjects were confronted by the reality that their 

health would be less supervised, to which they had become 

accustomed in the hospital, while the structured cardiac 

teaching program prepared the experimental subjects for 

their adjustment to home and they faced discharge with less 

anxiety. Also, the results of the study found that the 

experimental group had resumed more of their 

prehospitalization activities than did the control group. 

A study by Mayou, Williamson and Foster (1978) also 

supported this last finding. When they interviewed patients 

one month after their first MI, they found that 4% of the 

patients were more active than before, 6% were as active as 

before, while 90% were less active than before their 

myocardial infarctions. The investigators concluded that a 

structured cardiac teaching program had a positive effect on 

patients' knowledge and life-style changes. 

Behavioral Outcomes of Structured Cardiac Teaching 

Outcomes are defined as the results or consequences of 

something else. Cardiac teaching is expected to result in 

changes in knowledge, attitude, and self-care behaviors. 
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Following cardiac teaching patients should have the ability 

to select alternative behaviors which they believe will have 

the most desirable outcome for their health. Types of 

desired behavioral outcomes related to self-care include 

smoking cessation; low fat, low sodium and low cholesterol 

consumption; regular exercise; and effective coping with 

stress (Hentinen, 1986; Jenkins et al., 1984; Mills et al., 

1985; Scalzi, Burke, & Greenland, 1980). Other behavioral 

outcomes include patient satisfaction relative to the 

teaching program, quantity of knowledge gained, and feelings 

of security with self-care following discharge from the 

hospital (Jenkins et al., 1984; Murray, 1989; Raleigh & 

Odtohan, 1987; Thompson & Meddis, 1990). 

Self-Care Behaviors 

Self-care behaviors are activities initiated and 

performed on the behalf of the patients themselves in 

maintaining life, health, and well being (Orem, 1991). 

Self-care behaviors are learned as the individual matures. 

The patient's age, developmental state, and state of health 

can affect one's ability to perform self care activities 

(Orem, 1991). A self-care deficit exists when patients 

cannot meet their self-care needs, and as a result a 

deviation of normal functioning occurs. Therefore, there is 

a need for specialized medical and nursing assistance to 



prevent further deviations in human functioning (Orem, 

1991). In addition, patients' health will be maintained and 

promoted when relevant information is provided and new self-

care behavior is learned (Raleigh & Odtohan, 1987). 

Examples of modified self-care behaviors resulting from 

cardiac teaching are smoking cessation; low fat, low sodium 

and low cholesterol consumption; regular exercise; and 

effective coping with stress. In a study conducted by 

Mills, et al. (1985), at four weeks after hospital discharge 

cardiac patients who received smoking cessation advice were 

shown to have a greater decrease in tobacco consumption than 

cardiac patients who did not receive the advice. Dion, et 

al. (1982), stated that exercise was part of cardiac 

rehabilitation programs because exercise could promote 

health, as it could prevent and reduce anxiety and 

depression. Hentinen (1986) reported that 60% of the 

subjects in his study had increased regular exercise at 

three months following discharge after they had attended an 

in-hospital cardiac teaching program. Subjects also 

reported having decreased amounts of fat in their diet at 

three months after discharge. 

Fletcher (1987) reported that modifications of self-

care behaviors were initiated by subjects after the 

implementation of an individualized teaching program. 

Twenty subjects who were admitted to the coronary care unit 
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were included in the study. All were diagnosed with MI 

without complication. Ten of the subjects were assigned to 

the control group while the other 10 subjects were included 

in the teaching program and were seen on four consecutive 

days during which time an individualized plan of health 

teaching was carried out. The findings of the study 

included: number of subjects in the study group who actively 

exercised increased from three initially to nine at six 

months after discharge, while only two control subjects 

practiced active exercise initially and at six months; 

dramatic reduction of cigarette consumption in the study 

group was found; and at six months the diet had been 

favorably modified in the study group, while the diet of the 

control group was virtually unchanged. The investigator 

concluded that an individualized patient education program 

had a positive effect on MI patients' self-care behavior 

modifications. 

Several investigators concluded that a significant 

proportion of coronary patients experienced considerable 

emotional distress during the acute phase of the illness. 

Anxiety and depression were the most commonly documented 

emotional distress, and they tended to peak following 

discharge from hospital (Doehrman, 1977; Razin, 1982). 

Scalzi, Burke, and Greenland (1980) stated that 

myocardial infarction patients who participated in an 
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organized educational program had increased their awareness 

that depression was a normal response to a sudden illness. 

The patients were "consistently more aware of their feelings 

and emotional responses to stress and changes in life-style" 

(p. 852). 

Hentinen, (1986) on the other hand, pointed out that 

cardiac patients who received support were able to achieve a 

stable emotional state and cope with the illness. She also 

stated that there were shortcomings in MI patients' 

compliance, particularly smoking behavior. Her study, 

consisting of 60 subjects who had myocardial infarction, 

was conducted at Kuopio University Hospital in Finland 

between 1980 and 1982. Data for evaluating the effects of 

the cardiac teaching program on the patients were collected 

by questionnaires from the patients at discharge and by 

interviewing the patients three months after discharge. 

Hentinen (1986) concluded that half of the subjects who had 

smoked before the MI stopped smoking during 

hospitalization, but some of them started to smoke again 

within three months after discharge. A similar finding was 

identified by Jenkins, et al.'s (1984) in an evaluation 

study of the patients' perceptions of a structured post-

myocardial infarction teaching program. At the beginning of 

the program, 56% of the subjects admitted to being smokers; 

three weeks later only 7% admitted to smoking. Six months 
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later the percentage of subjects who reported smoking had 

risen to 17. 

Not only has noncompliance with instructions about 

smoking been found, research findings regarding compliance 

with physical exercise and diet regimen after myocardial 

infarction also varied. For example, in Rudy's (1980) 

study, only one-third of the subjects increased exercise 

after one year of hospitalization. Likewise, compliance 

with instructions about diet was not always successful 

(Jenkins et al., 1984; Rudy, 1980). As a result, the 

investigators concluded that even though the cardiac 

patients possessed adequate knowledge about the medical 

regimen and desired behavioral changes, they neglected those 

behaviors after recovery from the illness and returned to 

their old life-styles. 

Modification of health behaviors is considered to 

be life-long changes after myocardial infarction. 

Unfortunately, many people are not motivated to initiate or 

sustain any health-related change (Derenowski, 1990). 

Therefore, a lack of regimen adherence or compliance occurs. 

Motivation "is the ability to initiate, sustain and 

terminate behavior" (Derenowski, 1986, p. 22). Some factors 

which may motivate the patient toward health behavior 

modifications have been identified. For example, some of 

the factors are the patient's personal beliefs and economic 



status, availability of health services, and interaction 

with health care providers (Derenowski, 1986; Marston, 1970; 

Miller et al., 1985). 

Marston (1970) stated that compliance will occur when 

the patient is expressing agreement with the physician. On 

the contrary, noncompliance will occur when the patient 

expresses an opinion and the physician exhibits disagreement 

or rejection of the patient, or does not give the patient 

appropriate feedback. Williams (1980) pointed out that 

positive feedback and reinforcement can serve to motivate 

patients to maintain or upgrade their modified health 

behaviors. He further suggested that health team members 

should demonstrate that they practice the life-style that is 

being promoted so as to serve as role models. These 

investigators concluded that motivation and support from 

health care providers will enhance cardiac patients' 

adherence or compliance to long-term behavioral 

modifications. 

Patient Satisfaction 

Patient satisfaction is defined as a patient's 

"positive evaluations of distinct dimensions of health care" 

(Linder-Pelz, 1982, p. 578). Donabedian (1966) argued that 

the quality of care was determined by its effectiveness in 

achieving or producing health and satisfaction. Patient 



satisfaction is of considerable concern to health 

professionals because the subjective data can be used to 

monitor the quality of care and to study the effectiveness 

of specific interventions. A study done by Bader (1988) 

indicated that patients were not satisfied with the amount 

of information they had received from nurses about their 

condition. This study was conducted on three 

medical/surgical units, as an attempt to evaluate patients' 

satisfaction toward nursing care behaviors. A variety of 

other studies have been done to evaluate patients' 

satisfaction as a measure of the quality of care provided by 

nurses in the hospital setting. However, only a few studies 

have been done on patients' satisfaction with a cardiac 

teaching program (Mayou, Williamson, & Foster, 1978; Murray, 

1989). 

Thompson, Webster, and Meddis (1990) did a study on a 

eight-bed coronary care unit. The sample consisted of 60 

male patients and their wives; all males had suffered an 

uncomplicated first MI. Thirty couples were included in the 

treatment group where they received a systematic program of 

individual supportive-educative counselling from a coronary 

care unit registered nurse, in addition to routine care. 

The control group received routine care, but no other 

specific intervention. The findings showed that the 

individual supportive-educative counselling enhanced the 



satisfaction of the couples, as the scores in the treatment 

group were consistently and significantly higher. 

In a study by Hurray (1989) in which myocardial 

infarction patients and relatives received a rehabilitation 

talk from a nurse, patients expressed a high level of 

satisfaction with communication with nursing and medical 

staff and patients thought they were well-prepared for 

discharge with the rehabilitation advice received. 

Interestingly, Mayou, Williamson, and Foster (1978) 

found that myocardial infarction patients disliked imprecise 

instructions, such as "take it easy", or "take things 

steady". Several subjects said "they would have liked a 

written list of do's and don't's" (p. 443). 

Self-Care Knowledge 

Self-care knowledge is defined as factual information 

about self-care behaviors. Self-care behaviors, as defined 

earlier, are behaviors initiated and performed on the behalf 

of the patients themselves in maintaining life, health, and 

well-being (Orem, 1991). Patients either develop new or 

modify old self-care behaviors as a way to accommodate their 

change in health status, based on the information gained 

from cardiac teaching. 

As mentioned earlier, a study by Raleigh and Odtohan 

(1987) showed that patients gained significantly more 
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knowledge about heart disease and its treatment after 

individualized teaching was given. The findings of Raleigh 

and Odtohan supported those of numerous other studies 

(Jenkins et al., 1984; Mills et al., 1985; Rahe, Scalze, & 

Shine, 1975) which documented a direct relationship between 

patient education programs and specific knowledge gained. 

Feelings of Security 

Feelings of security, as a concept, implies patients' 

perceptions of being free of anxiety or fear at the time of 

discharge after participating in a cardiac teaching program. 

Close (1988) stated that patients gained and appreciated 

information from patient teaching, which in turn resulted in 

"less anxiety, more participation, and an increased feeling 

of control over their lives" (p. 205). 

Thompson and Meddis (1990) evaluated an in-hospital 

counselling program on patients' anxiety level. The 

counselling program was a systematic program of individual 

supportive-educative counselling from a nurse. The study 

was conducted in a coronary care unit of a large teaching 

hospital and involved 60 male subjects who suffered an 

uncomplicated first HI. The findings of this study provided 

evidence that in-hospital counselling from a coronary care 

unit registered nurse significantly reduced anxiety and 

depression in the subjects. These subjects were emotionally 



better prepared and had a more positive attitude toward 

going home. The investigators concluded that an in-hospital 

counselling program should be routinely offered to 

hospitalized patients who have had their first MI. 

Raleigh and Odtohan (1987) also stated that patients 

were less anxious when discharged after attending an 

activity program and a health education program about heart 

disease, risk factors, rehabilitation, and resumption of 

normal activities. The investigators concluded that the 

information given in the education program had a positive 

effect on patients' anxiety toward discharge, and they 

anticipated going home with less uncertainty. 

Summary 

The conceptual framework and review of literature were 

presented in this chapter. The goals of cardiac teaching 

are to assist individuals in modifying inappropriate self-

care behaviors and assist individuals in returning to their 

maximal level of functioning. The behavioral outcomes of 

cardiac teaching are described in the literature as self-

care behaviors, patient satisfaction, self-care knowledge, 

and feelings of security. 

The review of literature was diverse and there were 

numerous studies available to support the effectiveness of 

cardiac teaching. However, findings about long-term 



behavioral modifications varied considerably. Also, there 

was a lack of study about patients' satisfaction with the 

cardiac teaching program. Overall, there was limited 

information about each cardiac teaching program used in the 

studies and a lack of suggestions as to how to increase 

patients' compliance to their medical regimen. 
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CHAPTER 3 

METHODOLOGY 

The study design, setting, sample criteria, protection 

of human subjects, instruments, data collection methods and 

data analysis plan are presented in this chapter. 

Reliability and validity of instruments are also addressed. 

Research Design 

A guasi-experimental design was used to examine the 

differences in myocardial infarction (MI) patients' self-

care behaviors, satisfaction, knowledge, and feelings of 

security after patients had participated in a structured 

cardiac teaching program coordinated by one designated 

patient educator. In this quasi-experimental study, the 

independent variable was the structured cardiac teaching 

presented by a single designated patient educator. The 

dependent variables were patient outcomes of self-care 

behaviors, satisfaction, knowledge, and feelings of 

security. 

The structure of the research study is illustrated in 

Figure 2. Subjects were randomly assigned to the 

experimental and control groups. The dependent variables 

were measured at similar times for both groups. However, 



Group Day 2 of Daya 3-5 of 
Hospitalisation Hospitalization 

Bxperi- Self-Care Structured 
mental Behavior Teaching by 

Questionnaire one designated 
(Pre-test) patient educator 

and usual 
teaching 

Control Self-Care Usual Teaching 
Behavior 
Questionnaire 
(Pre-test) 

Figure 2. Structure of the Research Study. 

Day of 
Discbarge 

2 weeks after 
Discharge 

Knowledge, 
Satisfaction, 
and Feelings 
of Security 
Questionnaire 
(Post-test) 

Self-Care 
Behavior, 
Knowledge 
Questionnaire 

Knowledge, 
Satisfaction, 
and Feelings • 
of Security 
Questionnaire 
(Post-test) 

Self-Care 
Behavior, 
Knowledge 
Questionnaire 
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for the experimental group, intervention began immediately 

after the first data collection. 

There were 15 subjects in each of the two groups. 

Prior to data collection, each of the 30 spaces for subjects 

was assigned an identification number. Using a table of 

random numbers, spaces were randomly assigned to the 

experimental or control group. The group assignment is 

illustrated in Table 1. Subjects were then systematically 

placed in either group as they were admitted to the study. 

For example, subjects with numbers 1 and 2 were in the 

experimental group, subject number 3 was in the control 

group, and so forth. When data collection on any subject 

was terminated by necessity before completion of the study, 

another subject was recruited for that space until there 

were 15 subjects in each group. 

Initial identification of subjects was based on the 

admitting diagnosis. Eligibility for participation in the 

study was based on the criteria for admission to the study. 

Each subject was given an identification number based on 

their sequence of being accepted into the study. 

Sample 

The sample consisted of 30 adults who were diagnosed 

with an uncomplicated MI, with a minimum of 15 subjects in 

each of the two groups. Uncomplicated MI was defined as an 
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Table 1. Group Assignment. 

Subject Group Subject Group 
Number Assignaent Number Assignment 

1 E 16 C 
2 E 17 C 
3 C 18 C 
4 E 19 E 
5 C 20 C 
6 E 21 E 
7 E 22 C 
8 E 23 C 
9 E 24 C 

10 C 25 C 
11 E 26 C 
12 E 27 E 
13 C 28 C 
14 E 29 E 
15 C 30 E 

E -
C -

- Experimental Group 
- Control Group 
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occlusion of a coronary artery that either resulted in a 

necrotic area in the myocardium, or myocardial reperfusion 

after thrombolytic therapy and/or percutaneoustransluminal 

coronary angioplasty, in which there were no secondary 

conditions of a) cardiogenic shock, b) rupture of the septum 

or papillary muscle, c) congestive heart failure, d) 

pulmonary embolism, e) pulmonary edema, f) pericarditis, or 

g) peripheral thrombophlebitis. Specific criteria for 

admission to the study were as follows: 

1) must be 18 years of age or older, 

2) no previous history of myocardial infarction, 

3) mentally alert, 

4) able to read and write English, 

5) not a physician or a nurse. 

Patients with a previous history of MI were excluded 

from the study because of their exposure to cardiac-related 

teaching from the previous MI. The same was true for 

patients who were physicians or nurses as they were already 

exposed to cardiac information; therefore, it was 

appropriate to exclude them from the study. Patients who 

had had complications of MI were also excluded from the 

study because these patients were likely to be 

physiologically unstable and may have required invasive 

hemodynamic monitoring. Also, being more distressed might 

affect the learning process. Lastly, patients had to be 
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able to read and write English because questionnaires were 

used for data collection. Therefore, any subject, for 

whatever reason (e.g., dysphasia, senility, or language 

problem), who was unable to answer the questions was 

excluded from the study. All other patients who were 

admitted to the hospital with a first time uncomplicated MI 

and who met all the criteria were invited to participate in 

the study. 

Setting 

The study was conducted in a 645-bed medical center in 

a metropolitan area in the southwestern United States. The 

hospital houses a 9-bed coronary care unit and a 30-bed 

medical step-down unit with 30 cardiac monitors. 

Protection of Human Subjects 

Permission for this study was obtained from Human 

Subjects Committee of the University of Arizona (Appendix 

B). Written permission to conduct the study in the selected 

clinical setting was also obtained (Appendix C). The nature 

and purpose of the research were explained to the Director 

of the coronary care unit. Access to subjects was obtained 

from the Unit Director where the study was conducted. 

A verbal explanation of the purpose and nature of the 

study as well as assurance of subject anonymity was provided 
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to each subject at the beginning of data collection. A 

written disclaimer was also given to the subject at that 

time (Appendix D). By responding to the questionnaires, 

subjects gave their consent to participate in the study. 

Data Collection Methods 

Subjects were identified based on the admitting 

diagnosis, and were approached by the investigator and 

invited to participate if all criteria previously outlined 

were met. Subjects were then randomly assigned to either 

the experimental or control group. The collection of 

demographic data was initiated with the use of the Data 

Collection Form (Appendix E). 

The first questionnaire, which was the Self-Care 

Behavior Questionnaire (Appendix F), was administered on the 

second day of the patient's hospitalization along with the 

disclaimer. After 24 to 48 hours of the initial damage of 

the heart muscle, MI patients were considered to be 

medically stable. Beginning the third day of 

hospitalization, subjects in the experimental group received 

45 minutes of structured myocardial infarction teaching 

presented by the designated patient educator (Appendix A). 

The experimental subjects received two more 45-minute 

sessions of the structured myocardial infarction teaching on 

the fourth and fifth days of hospitalization. In addition 
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to the three 45-minute episodes of structured teaching, the 

experimental subjects could also choose to attend the 

optional cardiac rehabilitation or cardiac diet classes that 

were available to them. 

The control subjects received only the usual 

information which included optional cardiac rehabilitation 

or cardiac diet classes and incidental teaching by nursing 

staff members. Cardiac rehabilitation classes were 

available to all cardiac patients and families three times a 

week on Mondays, Wednesdays, and Fridays from 11 am to 12 

noon. The classes were coordinated by several cardiac 

rehabilitation nurses who were employed in the hospital-

sponsored outpatient cardiac rehabilitation program. They 

used a group teaching approach. Teaching content included 

nature of the heart attack and guidelines for exercise and 

activity. The dietitian presented classes on cardiac diet 

for patients and families every Tuesday and Thursday from 11 

am to 12 noon. All cardiac patients and families were 

invited to attend any of these classes. All attendance at 

classes was voluntary. 

Both the experimental and control subjects received the 

"After Your Heart Attack" booklet during their 

hospitalization (Krames Communication, 1985). The booklet, 

which was routinely given to all MI patients, was 31 pages 

in length and contained reading material supplemented by 
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colored pictures. There was no cost to the patient for the 

booklet. 

Upon discharge from the hospital, both the experimental 

and the control subjects answered the Knowledge 

Questionnaire (Appendix G), the Satisfaction Questionnaire 

(Appendix H), and the Feelings of Security Questionnaire 

(Apendix I). The staff nurses on the unit administered all 

questionnaires. The questionnaires were returned to the 

investigator in sealed envelopes. 

Two weeks after discharge from the hospital, each 

subject received the Self-Care Behavior and Knowledge 

Questionnaires through the mail. A stamped, self-addressed 

envelope was included to facilitate the return of the 

questionnaires. A reminder letter was sent to subjects who 

did not return the questionnaires 10 days after the initial 

mailing date to encourage completion and return of the 

questionnaires. 

Instruments 

A Data Collection Form and four questionnaires were 

used for data collection in this study (Appendix E, F, G, H, 

I). The Data Collection Form (Appendix E) was used to 

collect data related to subjects' age, sex, marital status, 

ethnicity, occupation, education, and family history of 

coronary artery disease. The form also included a time 
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table which included the sequence of the research study, and 

served as a record and a reminder for the investigator 

regarding the sequence of research activities. Therefore, 

the data collection procedure was well-coordinated 

throughout the study and accuracy and consistency were 

enhanced. In addition, a subject self-report record was 

kept of the total number of cardiac rehabilitation and 

cardiac diet classes each subject attended. The subjects' 

scores on the Knowledge, Satisfaction, and Feelings of 

Security Questionnaires were also documented on the Data 

Collection Form. 

Self-Care Behavior Questionnaire (SCBQ) 

The Self-Care Behavior Questionnaire (Appendix F) was a 

self-report questionnaire designed by the investigator to 

measure participants' own self-care behaviors related to 

diet, exercise, stress reduction, and smoking. The 

instrument was composed of nine questions, seven of which 

were frequency type questions; i.e., subjects were asked how 

often (as clearly as could be recalled) they engaged in 

certain activities. The other two questions were 

descriptive questions. Subjects were asked to describe 

their perceived health by using a scale of 1 (worst 

possible) to 9 (best possible). The last question asked 



47 

the subjects to describe the health related life-style 

changes they had made recently. 

Content validity of the SCBQ was determined by a panel 

of experts in the field of cardiovascular nursing. 

Reliability was determined through a pilot test using 

2-week test/retest with a convenience sample of 10 healthy 

adults. Ten healthy volunteers were identified from the 

community if they were 18 years or older and without any 

medical problem. A verbal explanation of the purpose and 

nature of the pilot study was provided. Subjects were also 

informed that the data collected would be kept confidential 

and that only the primary investigator would have access to 

it. A written disclaimer was given at the first testing 

time (Appendix D). By responding to the questionnaire, 

subjects gave their consent to participate in the pilot 

study. The subjects were allowed to respond at their 

convenience and returned the questionnaire to the 

investigator in a sealed envelope. Approximately 15 minutes 

were required to complete the questionnaire. Two weeks 

after the first data collection, each subject was asked to 

answer the SCBQ again. After retesting, an item-to-item 

correlational analysis was performed with Pearson's 

correlation coefficients ranging from 0.67-0.93 for each 

item. The small sample size did not allow for assessment of 

internal consistency reliability. 
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Knowledge Questionnaire (KQ) 

The Knowledge Questionnaire (Appendix G) was used to 

measure the quantity of information retained by MI patients 

following structured cardiac teaching plan as presented by 

one designated patient educator and/or the usual cardiac 

teaching. This questionnaire was composed of 15 items, with 

9 multiple-choice questions and 6 true-false questions 

concerning: (a) the nature of the heart attack (2 

questions); (b) diet (4 questions); (c) blood pressure (1 

question); (d) physical activity (3 questions); (e) risk 

factors (3 questions); and (f) medications (2 questions). 

The instrument was scored by adding the number of items that 

each subject answered correctly. 

Three items of the questionnaire were developed by the 

investigator (questions 7, 12, and 13). Six items 

(questions 1, 3, 4, 5, 6, and 8) were adapted from White, 

Lemon, and Albanese (1980). White, et al. (1980), who 

developed the original scale of 36 items, reported "the 

reliability of the test instrument was 0.76" (p.189). The 

remaining six items (questions 2, 9, 10, 11, 14, and 15) 

were adapted from Rahe, Scalzi, and Shine (1975), with no 

reliability being reported by the authors. 

Content validity of the KQ was determined by having the 

KQ examined by several health care professionals who were 

viewed as experts in the cardiovascular nursing. In this 
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study of 30 subjects, the internal consistency reliability 

of the KQ was not estimated because of the dichotomous 

nature of the data and the small sample size. 

Satisfaction Questionnaire (SQ) 

The Satisfaction Questionnaire (Appendix H) was used to 

measure the MI patients' satisfaction with the quality of 

the cardiac teaching that they had received. The 

questionnaire was a 7-item Likert-type scale. Subjects were 

asked to check responses of "strongly agree" (value=5), 

"agree" (value=4), "uncertain" (value=3), "disagree" 

(value=2), or "strongly disagree" (value=l). The instrument 

was scored by summing subjects' responses. The SQ was 

adapted from two sources. Questions 1 through 4 were 

borrowed from Risser (1975) and were intended to measure the 

subjects' satisfaction with the nurses or teachers who 

provided the cardiac teaching. Risser's original scale had 

7 items and had undergone two trials of reliability and 

validity estimation. According to Risser (1975), some 

degree of content validity was suggested, but construct 

validity was not established. Cronbach's (1951) alpha 

coefficients reportedly ranged from 0.868 to 0.825 (Risser, 

1975). 

Questions 5 through 7 were borrowed from a scale used 

by Bustamante, Gerber, and Higgins (1988) and were intended 
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to measure the subjects' satisfaction with the cardiac 

teaching that they had received. The original scale had 26 

items. The nine items in the teaching subscale had a 

coefficient alpha of 0.82 (Bustamante, Gerber, & Higgins, 

1988). The 9-item subscale was determined to have content 

validity by a panel of nurse experts. 

The internal consistency reliability for the adapted 

7-item SQ was estimated to have an alpha of 0.74 when used 

with this sample of 30 subjects. An alpha of 0.70 or 

greater was considered to be satisfactory for this adapted 

and relatively short scale. 

Feelings of Security Questionnaire (FSQ) 

The Feelings of Security Questionnaire (Appendix I) was 

used to measure the subjects' readiness for post-hospital 

self-care. The questionnaire consisted of eight "yes" or 

"no" questions. When subjects answered "no" to any of the 

questions they were asked, "Why not?" There was also one 

open-ended question which asked the subjects for suggestions 

to improve the cardiac teaching. The instrument was scored 

by summing all the "yes" responses. The higher scores 

indicated the subjects reported having adequate information, 

and they felt more secure and ready for self-care at home. 

The questionnaire was developed by the investigator. The 

FSQ was judged to have content validity by a panel of 



experts. The internal consistency reliability for the FSQ 

was not assessed because of the small sample size, the 

dichotomous nature of the data, and the small number of 

items on the questionnaire. 

Data Analysis Plan 

Means, frequencies, and standard deviations were 

computed to describe the subjects and the demographic 

characteristics of the sample. Descriptive statistics were 

used to answer research questions two and four; that is, to 

describe the changes in self-care behaviors after the 

structured cardiac teaching program by one designated 

patient educator, and to identify the instructional topics 

the subjects thought were inadequate. 

The t-test was used to answer questions one and three; 

that is, to determine if the experimental subjects had 

retained more knowledge after the participation in the 

structured cardiac teaching program than the control 

subjects. The t-test was also used to compare the degree of 

satisfaction and readiness for post-hospital self-care 

between the experimental and control subjects. The level of 

significance was set at p<0.05 in this study. 



Summary 

A quasi-experimental design was used in this study. 

The sample consisted of 30 subjects (15 experimental and 15 

control) with uncomplicated first time myocardial 

infarction. The study was conducted in a 645-bed medical 

center in a metropolitan area in the southwestern United 

States. Data were collected by using the Data Collection 

Form, Self-Care Behavior Questionnaire, Knowledge 

Questionnaire, Satisfaction Questionnaire, and Feelings of 

Security Questionnaire. Descriptive statistics and t-tests 

were used to analyze the data. 
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CHAPTER 4 

DATA ANALYSIS AND RESULTS 

The data were analyzed to: 1) determine the demographic 

characteristics of the sample, 2) compare the amount of 

information retained between the control and experimental 

subjects after the structured teaching, 3) describe changes 

in self-care behaviors after the structured teaching, 

4) compare the degree of satisfaction and readiness for 

post-hospital self-care between the experimental and control 

subjects, and 5) identify instuctional content that the 

subjects wanted to have included in the structured teaching 

plan. 

Sample Characteristics 

During the time period of the study, a total of 54 

patients who were diagnosed with first time uncomplicated 

myocardial infarction (MI) and who met the admission 

criteria of the study were approached and invited to 

participate. Of the 54 subjects, nine were eliminated 

because of the need for coronary artery bypass graft 

surgery; four refused to participate; two were eliminated 

due to complications of congestive heart failure; one was 

eliminated because of a diagnosed psychiatric problem; and 

one was discharged before teaching sessions could be 
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completed. Seven subjects were lost from both groups 

because of failure to return the post-discharge 

questionnaire. 

Therefore, the final sample consisted of 30 subjects, 

with 21 (70%) males and nine (30%) females. The subjects 

were randomly assigned to either the control group or the 

experimental group. There were three females and 12 males 

in the control group, whereas the experimental group 

consisted of six females and nine males. Demographic 

characteristics of the sample are displayed in Table 2. 

The mean age of subjects in the control group (n=15) 

was 57.1 (s.d.=9.59) years with a range from 35-69 years. 

The average age of the experimental group (n=15) was 59.3 

(s.d.=13.02) years with an age range of 36-77 years. The 

total sample mean age was 58.2 (s.d.=11.29) years with an 

age range from 35-77 years. 

The marital status data indicated that 21 (70%) of the 

total group were married, five (16.7%) were widowed, and 

four (13.3%) were divorced. Twelve (80%) of the control 

subjects were married, while only nine (60%) of the 

experimental subjects were married. There were mote widowed 

subjects in the experimental group (n=4; 26.7%) than in the 

control group (n=l; 6.7%). Both groups had two subjects who 

were divorced. 
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Table 2. Sample Characteristics (N=30) 

Experimental Control 
Characteristics Group Group 

(n=15) {n=15) 

n % n 1 

Gender 
Male 
Female 

9 
6 

6 0 . 0  
40. 0 

12 
3 

8 0 .  0  
2 0 .  0  

Marital Status 
Never married 
Separated 
Divorced 
Widowed 
Married 

0 
0 
2 
4 
9 

0. 0 
0 . 0  

13. 3 
26. 7 
6 0 .  0  

0 
0 
2 
1 

12 

0 . 0  
0 . 0  

13. 3 
6.7 

8 0 .  0  

Ethnic Background 
Caucasian 
Hispanic 
Native American 
Asian 
Black 

Educational Level 
Eighth grade or less 
High School Grad 
Trade School or 

Business School 
Some college ed. 
College degree 
Masters/Doctorate 
Other (some high school 

ed or technical 
school ed) 

Occupation 
Retired 
Housewife 
Currently employed 

Family History of CAD 
Yes 
No 

13 
1 
0 
1 
0 

0 
3 
0 

4 
3 
0 
5 

6 
1 
8 

8 
7 

86. 7 
6.7 
0 . 0  
6.7 
0 . 0  

0. 0 
2 0 . 0  

0 . 0  

26. 7 
2 0 .  0  

0 . 0  
33. 3 

40.0 
6.7 

53. 3 

53.3 
46. 7 

13 
1 
1 
0 
0 

2 
2 
1 

5 
2 
1 
2 

5 
2 
8 

86. 7 
6.7 
6.7 
0 . 0  
0 . 0  

13. 3 
13. 3 
6.7 

33. 3 
13. 3 
6.7 

13. 3 

33. 3 
13. 3 
53.3 

10 66.7 
5 33.3 
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Both the experimental and control groups were comprised 

of thirteen Caucasian and one Hispanic subjects (Table 2). 

Determination of ethnicity was based on subjects' self-

report data in the hospital record. 

Of the 15 subjects in the experimental group, three 

(20%) were high school graduates, four (26.7%) had some 

college education, three (20%) were college graduates, and 

five (33.3%) had either some high school or technical school 

education. In the control group (n=15), two subjects 

(13.3%) were high school graduates, five subjects (33.3%) 

had some college education, two subjects (13.3%) were 

college graduates and two subjects (13.3%) had some high 

school education (Table 2). 

The experimental and control groups had the same number 

of subjects (n=8? 53.3%) who were employed at the time of 

the study (Table 2). In the experimental group, six (40%) 

of the subjects were retired and one reported herself as a 

housewife, while five of the control subjects were retired 

and two were housewives. Regarding family medical history, 

eight (53.3%) of the experimental subjects had positive 

family history of coronary artery disease compared to 10 

(66.7%) of the control subjects (Table 2). Determination of 

family medical history was based on subjects' self-report 

data in the hospital record. 



Length of hospital stay was measured in days. The 

length of stay for the combined groups ranged from four to 

13 days, with a mean of 6.67 (s.d.=2.02) days (Table 3). 

The length of stay for the experimental group ranged from 

four to 13 days, with a mean of 7.27 (s.d.=2.28) days. The 

length of stay for the control group ranged from four to 10 

days, with a mean of 6.07 (s.d.=1.58) days. 

Cardiac rehabilitation classes, using a group teaching 

approach, were available to all cardiac patients and 

families three times a week. These classes were coordinated 

by several cardiac rehabilitation nurses. All cardiac 

patients and families were invited to attend any of these 

classes. The number of classes attended by subjects was 

obtained from subjects' self-report, recall from health care 

providers, or report from cardiac rehabilitation nurses. 

Data on class attendance were important because it could 

have influenced the dependent variables being measured in 

this study. 

The number of cardiac rehabilitation and cardiac diet 

classes that subjects attended during their hospital stay 

are presented in Tables 4 and 5. In the experimental group, 

eight (53.3%) of the 15 subjects did not attend any cardiac 

rehabilitation classes, while six (40%) attended once, and 

one (6.7%) attended the classes twice. In the control 

group, seven (46.7%) of the 15 subjects did not attend any 
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Table 3. Length of Hospital Stay (N=30) 

Number of Experimental Control 
Days Group Group 

(n=15) (n=15) 

n % n % 

Four 1 6.7 2 13.3 

Five 3 20.0 4 26.7 

Six 1 6.7 4 26.7 

Seven 4 26.7 3 20.0 

Eight 3 20.0 1 6.7 

Nine 1 6.7 0 0.0 

Ten 1 6.7 1 6.7 

Eleven 0 0.0 0 0.0 

Twelve 0 0.0 0 0.0 

Thirteen 1 6.7 0 0.0 

Total 15 100.0 15 100.0 

Mean =7.27 

S.D. = 2.28 

Mean = 6.07 

S.D. = 1.58 
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Table 4. Number of Cardiac Rehabilitation Classes Attended 
During Hospitalization (N=30) 

Experimental Control 
Characteristics Group Group 

(n=15) (n=15) 

n t n 

# of Cardiac Rehab 
Classes Attended 

None 8 53. 3 7 46. 7 
One 6 40. 0 6 40. 0 
Two 1 6.7 2 13. 3 

Total 15 100.0 15 100.0 

Table 5. Number of Cardiac Diet Classes Attended During 
Hospitalization (N=30) 

Experimental Control 
Characteristics Group Group 

(n=15) (n=15) 

n 

# of Cardiac Diet 
Classes Attended 

None 
One 

13 86.7 
2 13.3 

7 46.7 
8 53.3 

Total 15 100.0 15 100.0 
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cardiac rehabilitation classes, while six (40%) attended 

once, and two (13.3%) attended twice. For both groups 

combined (N=30), half of the subjects (n=15; 50%) did not 

attend any cardiac rehabilitation classes, while the other 

half of the subjects attended only once (n=12; 40%) or twice 

(n=3; 10%). 

Thirteen (86.7%) of the experimental subjects did not 

attend any cardiac diet classes, while two (13.3%) attended 

once. In the control group, seven (46.7%) of the subjects 

did not attend any cardiac diet classes, while eight (53.3%) 

attended the classes once. When the groups were combined 

(N=30), two-thirds of subjects (n=20; 66.7%) did not attend 

any cardiac diet classes, while one-third (n=10; 33.3%) of 

the subjects attended the classes once (Table 4). 

Results Related to Individual Instruments 

Four questionnaires were used for data collection in 

this study (Appendix F, G, H, I). The results in relation 

to individual questionnaire are discussed. 

Knowledge Questionnaire (KQ) 

The KQ (Appendix 6) was given to each subject at the 

day of discharge and again at two weeks after discharge. 

Frequencies and percents of correct responses for each 

question, by the experimental and control groups, at the day 
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of discharge are presented in Table 6a. Of the 15 items on 

the questionnaire, items #1 and #2 concerning the nature of 

heart attack received the lowest correct responses. Among 

the experimental subjects, 11 (73.3%) answered item #1 

correctly, and 13 (86.7%) responded correctly on item #2. In 

the control group, 11 (73.3%) and nine (60.0%) of the 

subjects correctly answered items #1 and #2 respectively. 

In addition, both experimental and control subjects had more 

difficulty with item #14 regarding physical activity. Only 

23 of 30 subjects (76.7%) answered item #14 correctly. 

Among the 23 subjects, 11 (73.3%) were experimental subjects 

and 12 (80.0%) were control subjects. The remaining items 

were correctly answered by 25 (83.3%) or more of the 

subjects. 

When the KQ was administered two weeks after discharge, 

items #1 and #2 concerning the nature of heart attack still 

received the lowest number of correct responses (Table 6b). 

The number of experimental subjects who responded correctly 

on item #1 was the same as the previous administration 

(n=ll; 73.3%). However, on item #2, there was a decrease in 

correct responses among the experimental subjects, going 

from 13 (86.7%) at the day of discharge to 11 (73.3%) at two 

weeks after discharge. 



Table 6a. Number of Correct Responses for Each Knowledge 
Question by Group at the Day of Discharge (N=30) 

Item Experimental Control 
# Content Group Group 

(n=15) (n=15) 

n % n % 

1 Nature of heart attack 11 73. 3 11 73. 3 

2 Nature of heart attack 13 86. 7 9 60. 0 

3 Blood pressure 14 93. 3 13* 86. 7 

4 Diet 15 100. 0 15 100. 0 

5 Risk factors 15 100. 0 14 93. 3 

6 Risk factors 14 93. 3 14 93. 3 

7 Diet 14 93. 3 13 86. 7 

8 Medication 14 93. 3 11 73. 3 

9 Medication 14 93. 3 13 86. 7 

10 Diet 15 100. 0 15 100. 0 

11 Risk factors 15 100. 0 15 100. 0 

12 Physical activity 15 100. 0 14 93. 3 

13 Diet 15 100. 0 15 100. 0 

14 Physical activity 11* 73. 3 12 80. 0 

15 Physical activity 15 100. 0 15 100. 0 

* Missing data from one subject 



Table 6b. Number of Correct Responses for Each Knowledge 
Question by Group at Two Weeks After Discharge 
(N=30) 

Item Experimental Control 
# Content Group Group 

(n=15) (n=15) 

n % n % 

1 Nature of heart attack 11 73. 3 6 40. 0 

2 Nature of heart attack 11 73. 3 9 60. 0 

3 Blood pressure 14 93. 3 15 100. 0 

4 Diet 15 100. 0 15 100. 0 

5 Risk factors 15 100. 0 15 100 . 0 

6 Risk factors 15 100. 0 15 100. 0 

7 Diet 15 100. 0 14 93. 3 

8 Medication 12 80. 0 11* 73. 3 

9 Medication 15 100 . 0 14 93. 3 

10 Diet 15 100. 0 15 100. 0 

11 Risk factors 15 100. 0 15 100. 0 

12 Physical activity 15 100. 0 15 100. 0 

13 Diet 15 100. 0 15 100. 0 

14 Physical activity 13 86. 7 13 86. 7 

15 Physical activity 15 100. 0 15 100. 0 

* Missing data from one subject 
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Of the 15 control subjects, less than half (n=6; 40%) 

responded to item #1 correctly at two weeks after discharge, 

as compared to 11 (73.3%) subjects who responded correctly 

at the day of discharge (Table 6b). However, on item #2, 

the number of control subjects who chose the correct 

response (n=9; 60.0%) was the same as at the time of 

discharge. Interestingly, the experimental subjects had 

more correct responses than did the control group on these 

two items during the second administration of the 

questionnaire. 

On item #14 concerning physical activity, 26 of the 30 

subjects (86.7%) answered the item correctly; of the 26, 13 

were experimental subjects and 13 were control subjects. 

Both groups of subjects had improved scores on item #14 at 

two weeks after discharge than when the questionnaire was 

administered at the day of discharge. For the remaining 

items, 26 of 30 subjects (86.7%) answered them correctly 

except on item #8, in which the experimental group had shown 

a decrease in correct responses, from 14 at the day of 

discharge to 12 at two weeks after discharge (Table 6b). 

Summated performance on the KQ at the day of discharge 

and at two weeks after discharge are summarized in Table 7. 

The mean score for the experimental group was 14.00 

(s.d.=0.85) at the day of discharge, and 14.07 (s.d.=0.88) 

at two weeks after discharge. The mean score for the 
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Table 7. Means and Standard Deviations of Subjects for 
Summated Correct Responses on the Knowledge 
Questionnaire at the Day of Discharge and at 
Two Weeks After Discharge (N=30) 

Experimental 
Group 
(n=15) • 

Control 
Group 
(n=15) 

n 

14.00 0.85 13.27 1.67 

Knowledge Questionnaire 
(15 Items) 

Summated Correct Responses: 
Day of Discharge 

Summated Correct Responses: 
Two Weeks After Discharge 

14.07 0.88 13.47 1.51 
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control group was 13.27 (s.d.=1.67) at the day of discharge, 

and 13.47 (s.d.=1.51) at two weeks after discharge. Of the 

15 experimental subjects, 12 (80.0%) subjects scored 14 or 

higher at the day of discharge, while eight (53.3%) subjects 

in the control group did so. At two weeks after discharge, 

again 12 (80.0%) experimental subjects scored 14 or higher, 

but only nine (60.0%) subjects in the control group achieved 

that. 

Self-Care Behavior Questionnaire (SCBQ) 

The SCBQ (Appendix F) was given to each subject on the 

second day of the subject's hospitalization (before 

instruction) and again at two weeks after discharge. The 

questionnaire was designed to measure the subjects' self-

reported self-care behaviors. Subjects were asked to recall 

how often they engaged in certain activities before their 

illness and how often they were engaging in them two weeks 

after hospitalization. The number of times that subjects 

engaged in the six different types of exercises before their 

illness is summarized in Table J1 (Appendix J). Walking was 

the exercise in which most of the subjects (n=21; 70%) 

engaged in before their illness. Among these 21 subjects, 

14 of them were from the control group, while seven were 

from the experimental group. Among the 14 control subjects 

who engaged in walking exercise, seven of them walked two to 



three times a week, and one control subject walked nine 

times a week before the heart attack. For the seven 

experimental subjects who engaged in the walking exercise, 

they walked three to seven times weekly. 

Weight lifting was the exercise in which the second 

highest number of subjects engaged in before their illness. 

There were seven subjects (23.3%) who engaged in weight 

lifting, with five of them being experimental subjects, and 

two control subjects. The five experimental subjects 

engaged in weight lifting exercise one to seven times a 

week, while the two control subjects did so either once or 

seven times weekly. 

Biking was the third type of exercise in which a higher 

number of subjects engaged before their illness. Among the 

five subjects who engaged in biking, four of them were from 

the experimental group and they engaged in this type of 

exercise three to seven times weekly (Table Jl). 

When the SCBQ was administered two weeks after 

discharge, walking was still the leading exercise with 

almost the entire sample engaged in it (Table J2). There 

was one experimental subject who did not engage in any 

walking exercise, but all the other experimental subjects 

walked three to nine times weekly. The number of 

experimental subjects engaged in the walking exercise had 

doubled at two weeks after discharge, from seven subjects 
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before the illness to 14 subjects after hospitalization. 

Also their frequencies in walking per week were increased as 

compared to before their illness. The control subjects also 

increased the number of times of engagement in walking per 

week; the majority of them walked three, seven, or nine 

times a week. The result of this finding was anticipated 

because the experimental subjects were informed of exercise 

and activity level from the structured cardiac teaching, in 

which walking and biking exercises were highly recommended 

by the patient educator. 

There was a decrease in the number of subjects who 

engaged in weight lifting exercise. Only two subjects 

engaged in this exercise at two weeks after discharge, 

whereas, there were seven of them before the illness. 

Biking remained a type of exercise in which subjects 

engaged. Five of the 30 subjects (16.7%) reported that they 

biked three to nine times weekly. Of the five subjects, 

four were from the experimental group which was the same as 

before the illness. Interestingly, both the experimental 

and control subjects increased their frequencies in biking 

per week after their discharges from the hospital (Table 

J2). Decrease in weight lifting exercise by the subjects 

was expected by the investigator, because subjects were 

given the information in the cardiac rehabilitation classes 

and in the structured cardiac teaching that weight lifting 
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was not an aerobic exercise and would not stimulate 

improvement in cardiovascular function. 

The total sum of times that subjects engaged in the 

different types of exercises before the illness and at two 

weeks after discharge are presented in Tables J3 and J4 

(Appendix J). One experimental subject did not participate 

in any exercise before the heart attack, while all control 

subjects engaged in different types of exercises. However, 

the 14 experimental subjects who engaged in exercises before 

the illness were exercising more often than the control 

subjects. The mean frequency of exercise per week for the 

experimental subjects was 6.47 (s.d.=4.16), while the mean 

was 5.40 (s.d.=4.12) for the control subjects (Table H3). 

At two weeks after discharge, there was one control 

subject who did not engage in any exercise. Interestingly, 

all experimental subjects increased their frequencies in 

exercising, not only higher than the control group, but also 

higher than their previous range before the illness. At two 

weeks after discharge, the mean frequency of exercise per 

week was 9.13 (s.d.=5.19) for the experimental group, and 

the mean for the control group was 5.60 (s.d.=2.92) 

(Table J4). 

The amount of time in minutes which subjects engaged in 

exercises per week before the illness and at two weeks after 

discharge are presented in Tables J5 and J6 (Appendix J). 
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The data show that the experimental subjects spent more time 

in exercising than the control subjects before the illness. 

The mean amount of exercise time before the illness for the 

experimental group was 236.07 (s.d.=262.09) minutes, and 

177.33 (s.d.=184.81) minutes for the control group. At two 

weeks after discharge, the majority of the experimental 

group (n=14; 93.3%) exercised more than 90 minutes per week, 

which was greater than what they did before the illness. 

Again, the amount of time that the experimental subjects 

engaged in exercises per week was greater than the control 

subjects. The mean amount of exercise time for the 

experimental group was 293.67 (s.d.=297.88) minutes, and 

168.67 (s.d.=227.11) minutes for the control group at two 

weeks after discharge. 

Frequencies in consumption of 10 food types by control 

subjects before the illness and at two weeks after discharge 

are displayed in Tables J7a and J7b (Appendix J). There was 

a decrease in frequency among the control subjects' 

consumption of cheese, eggs, butter and red meat from before 

the heart attack to two weeks after discharge and a slight 

increase in the frequency of cereal consumption per week. 

Frequencies in fruit and vegetable consumption were also 

higher at two weeks after discharge. There were few changes 

in the frequencies of wheat bread, fish, and chicken 



consumption by the control subjects between the two time 

intervals (Tables J7a and J7b). 

The experimental group's frequencies in consumption of 

the 10 food types per week before the illness and at two 

weeks after discharge are illustrated in Tables J8a and J8b 

(Appendix J). There was a decrease in frequency among the 

experimental subjects' consumption of eggs and butter at two 

weeks after discharge. The frequency of cereal consumption 

per week by the experimental subjects was increased at two 

weeks after discharge. Interestingly, the experimental 

subjects consumed wheat bread less frequently at two weeks 

after discharge. Lastly, there were few changes in the 

consumption frequencies of cheese, fish, red meat, chicken, 

fruits and vegetables among subjects in the experimental 

group (Tables J8a and J8b). 

Subjects received instructions on the low fat, low 

cholesterol, and low salt diet from either the structured 

cardiac teaching program or the cardiac diet classes. 

Therefore, the above diet changes reported by subjects were 

in the desired direction. 

When comparing the experimental and control subjects, 

the data suggest that before the heart attack, the control 

subjects consumed eggs, cheese, and red meat more often than 

the experimental subjects. Fruit, on the other hand, was 

consumed less frequently by the control subjects. The 



remaining food types were similar in frequencies of 

consumption between the two groups. 

At two weeks after discharge, patterns of food 

consumption were similar in frequencies between the two 

groups except in butter, chicken, and vegetable consumption. 

Experimental subjects consumed butter and chicken more often 

and vegetables less often than the control subjects. 

Subjects' choices of milk use before the illness are 

presented in Table J9 (Appendix J). Five of the 

experimental subjects (33.3%) used whole milk before the 

heart attack, while only four subjects (26.7%) did so in the 

control group. There was one experimental subject and three 

control subjects who did not use milk regularly before the 

heart attack. Both groups had an almost equal number of 

subjects who consumed 2%, 1%, and skim milk before the 

illness, i e., nine in the experimental group and eight in 

the control group. There were two control subjects who used 

both 2% and 1% milk regularly. 

At two weeks after discharge, there was a decrease in 

whole milk use and an increase in 2% and skim milk use by 

both the experimental and control subjects (Table J10). 

Experimental subjects also increased in 1% milk use, but 

this was not observed in the control group. 

Frequencies per week of five different feelings 

experienced by the control subjects before the illness and 



at two weeks after discharge are summarized in Tables Jlla 

and Jllb (Appendix J). The data suggest that the control 

subjects experienced more episodes of anger and tenseness at 

two weeks after discharge than before their illness. The 

mean frequency of episodes of anger experienced by the 

control subjects increased from 1.00 (s.d.=1.13) before the 

heart attack, to 3.14 (s.d.=10.62) at two weeks after 

discharge. The mean frequency of episodes of tenseness 

increased from 2.53 (s.d.=3.16) before the illness, to 4.79 

(s.d.=11.90) at two weeks after discharge. On the other 

hand, the control subjects also experienced relaxation more 

often after the hospital discharge. The mean frequency of 

episodes of relaxation increased from 5.60 (s.d.=2.95) 

before the illness to 9.00 (s.d.=7.32) at two weeks after 

discharge. 

Episodes of rushed feelings experienced by the control 

subjects were slightly fewer at two weeks after discharge. 

The mean was 1.93 (s.d.=2.19) before the illness, and 

decreased to 0.43 (s.d.=1.09) after hospitalization. 

Lastly, mean frequency of feeling tired among the control 

subjects was similar between the two time intervals (Tables 

Jlla and Jllb). 

The experimental subjects on the other hand, reported 

fewer episodes of rushed, anger, and tenseness at two weeks 

after discharge than before the illness (Tables J12a and 
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J12b). The mean frequency for episodes of rushed feelings 

among experimental subjects was 3.07 (s.d.=3.03) before the 

illness, and it decreased to 1.27 (s.d.=1.68) after 

discharge. The mean frequency of episodes of anger 

decreased from 5.93 (s.d.=10.26) to 1.67 (s.d.=1.67 ) , and 

the mean frequency of episodes of tenseness decreased from 

8.87 (s.d.=14.98) to 2.00 (s.d.=1.61). Lastly, mean 

frequencies for both relaxed feelings and tired feelings 

experienced by the experimental subjects were similar 

between the two times. 

Overall, the data suggest that the experimental 

subjects experienced more episodes of rushed, angry, and 

tense feelings than the control subjects before the heart 

attack, while episodes of relaxation and tiredness were 

similar between the two groups. At two weeks after 

discharge, the experimental subjects reported experiencing 

fewer episodes of anger, tenseness, and relaxation than the 

control subjects. However, frequencies of rushed feelings 

and tired feelings experienced by both groups were similar 

at two weeks after discharge. 

The subjects' smoking history before the illness and 

their smoking habits at two weeks after discharge are 

illustrated in Tables J13 and J14 (Appendix J). There were 

a few more smokers in the control group than in the 

experimental group before the heart attack; eight (53.3%) in 



the control group, and only four (26.7%) in the experimental 

group. Among the six non-smokers in the control group, two 

of them were ex-smokers who had stopped smoking before their 

heart attack. The smokers in the control group had longer 

smoking histories than those in the experimental group. One 

control subject had smoked for 50 years, and had smoked the 

longest time in the total sample. 

At two weeks after discharge, the four experimental 

subjects who smoked before the MI had stopped smoking. 

Therefore, the entire experimental group were non-smokers at 

two weeks after discharge (Table J14). For the control 

group, two subjects continued to smoke one and two packs per 

day, while four subjects had completely stopped smoking. 

Another two subjects had decreased their smoking habits from 

two packs and one pack a day to five to six cigarettes and 

three cigarettes per day, respectively. 

Subjects' salt intake habits before the illness are 

presented in Table J15 (Appendix J). Interestingly, both 

experimental and control groups had the same identical 

habits of adding salt at the dining table. However, habits 

of adding salt during cooking were slightly different, with 

more experimental subjects (n=5; 33.3%) who did not add salt 

during cooking, as compared to three subjects (20.0%) in the 

control group. 



Subjects' salt intake habits at two weeks after 

discharge are presented in Table J16 (Appendix J). The 

subjects' habits of adding salt at the table were similar 

between the two groups. The number of subjects in both 

groups who stopped adding salt at the table at two weeks 

after discharge increased dramatically. There was also an 

increase in the number of control subjects who reported not 

adding salt during cooking at two weeks after discharge, but 

this change was not observed in the experimental group. 

Toward the end of the SCBQ, the subjects were asked to 

describe their perceived health by using a scale of 1 (worst 

possible) to 9 (best possible). During hospitalization, the 

majority of the experimental subjects (n=10; 66.7%) used a 

number between 6 to 8 to indicate their perceived health 

value. The control group, on the other hand, reported a 

slightly lower value. Only seven control subjects (46.7%) 

used a number between 6 to 8 as their percevied health 

value. The mean value of perceived health for the 

experimental group was 5.93 (s.d.=1.83), and 5.53 

(s.d.=2.53) for the control group (Table J17). 

At two weeks after discharge, both groups perceived 

better health. The data are shown in Table J18 (Appendix 

J). Eleven of the experimental subjects (73.3%) reported 7 

or 8 as their perceived health value, while the control 

group had nine subjects (60.0%) who reported within that 



range. The mean values of perceived health were 6.67 

(s.d.=1.18) for the experimental group and 6.60 (s.d.=1.24 ) 

for the control group. 

The last question on the SCBQ asked the subjects to 

describe the health related life-style changes that they had 

made recently. When the questionnaire was given on the 

second day of hospitalization, five of the control subjects 

answered they had made no life-style changes. One subject 

wrote, "cut out drinking beer everyday and only had one 

occasionally". Another subject stated that he decided to 

become more relaxed three months ago and he started to take 

vitamins one month ago. "Quit smoking" was written by one 

subject. There was one subject who wrote, "was planning to 

lose weight, but unsuccessful; and tried to stay relax, not 

letting things to bother me." "Stopped smoking; eat mostly 

low fat foods; low salt diet", was the answer from one 

control subject. There were four subjects who answered the 

question by writing, "will try to stop smoking". One 

subject who was admitted to the hospital in December wrote, 

"Weight weighters [sic] to start again in January; renew 

daily walk in the evening with wife; being more careful to 

[watch] what I eat, more self-control; a more positive 

attitude (outlook) on my life and lifestyle." 

When the SCBQ was administered again at two weeks after 

discharge, one control subject answered no change was made. 
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Five of the control subjects, who were smokers before the 

heart attack, wrote, "Quit smoking". Twelve subjects 

reported changes in their eating habits, such as more 

fruits, more raw vegetables, no junk food, no eggs or bacon, 

less or no salt use, less cheese, decreased fat and 

cholesterol intake, less red meat, elimination of ice-cream 

and most other dairy products, and calorie reduction. 

"Regular exercise, walk everyday", were answered by three 

subjects. One subject reported specific diet changes and 

increased exercise, and lastly he wrote, "Smoking 5-6 

cigarettes instead of 2-3 packs a day." Another two 

subjects reported "more relaxation" and "never mind 

frustrations, things will get done, may be even better." 

When the SCBQ was given to the experimental subjects on 

the second day of hospitalization, six of them answered they 

made no life-style changes. There was one subject who did 

not answer the question. Two of the subjects started to 

exercise more. Two subjects reported that they had stopped 

smoking. "Eating less food. Bating no breakfast but regular 

lunch and dinner. Past two years have greatly increased 

workload and hours at work", was written by one male 

subject. One subject wrote, "hospital; diet" as the answer. 

Two subjects made some diet changes, such as reduction in 

red meat intake and addition of fruits and vegetables to 

diet. "Self hypnosis to relax", was reported by one 
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subject. And there was one subject who answered, "For the 

past twenty years, have been on a health style program." 

At two weeks after discharge, five experimental 

subjects described their recent life-style changes as 

stopped smoking. There were eight subjects who reported 

that they had changed their eating habits, such as less fat 

and cholesterol intake, reduced use of salt, eggs, margarine 

and red meat, eat more vegetables, fruits and pasta, and use 

of caffeine free soft drinks. One subject wrote,"not doing 

much work; very little lifting; change in eating; change in 

exercise". Another subject responded to the question by 

writing, "Retired from work, no more trying to beat the 

clock." Then there was one experimental subject who wrote 

"Diet" as the answer. Seven subjects stated that they 

started walking every day, doing stretching exercise or 

resumed exercise program as some of their life-style 

changes. "Trying to have a more relaxed attitude towards 

life and work; I am going to try to take more time off from 

work", was the answer from one experimental subject. One 

subject wrote, "Sleeping more; no more second jobs" as part 

of her life-style changes. And two subjects' answers were, 

"Saying no, learning to relax; keeping my emotions on even 

track and making a habit of enjoying life." 
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Satisfaction Questionnaire (SQ) 

The SQ (Appendix H), a 7-item Likert-type scale, was 

given to all subjects during the day of discharge from the 

hospital. Subjects checked responses of "strongly agree" 

(value=5), "agree" (value=4), "uncertain" (value=3), 

"disagree" (value=2), or "strongly disagree" (value=l). The 

subjects' responses to each question are presented in Table 

8a. The majority of the subjects, 10 from the experimental 

group and 11 from the control group, agreed that the cardiac 

teaching instructions and directions that they received were 

given at the right speed. Overall, most of the subjects 

were satisfied with the nurses or teachers who provided the 

cardiac teaching, except four control subjects thought that 

it was difficult to understand what was being talked about. 

All experimental subjects thought that they received useful 

information, but one control subject was uncertain about it. 

The entire experimental group thought that cardiac teaching 

was beneficial, but only 10 control subjects (66.7%) thought 

the same. Fourteen of the experimental subjects (93.3%) 

agreed that they had learned all that they needed to know to 

take care of themselves at home, except one subject thought 

uncertain about it, whereas, in the control group, four 

subjects thought uncertain about it, one subject disagreed, 

and only ten control subjects (66.6%) agreed. It is 

interesting to note that one control subject responded 



Table 8a. Frequency Distribution of Satisfaction 
Questionnaire by Group (N=30) 

Item 
# 

Content 
Response 
Options* 

Experimental 
Group 
(n=15) 

n % 

Control 

(n=15) 

Instructions and 
directions given at 
the right speed 

Uncertain 
Agree 
Strongly Agree 

0 
10 
4 

14 

0 . 0 
66 . 7 
26. 7 
93. 3* 

1 
11  
2 

14 

6.7 
73.3 
13.3 
93. 3* 

Questions asked, but 
no one seemed to do 
anything 

Strongly Disagree 
Disagree 
Uncertain 
Agree 
Strongly Agree 

7 
1 
2 
1 

13 

13.3 
46 . 7 
6.7 

13.3 
6.7 

86 .7** 

4 
3 
4 
0 

13 

13.3 
26 . 7 
20. 0 
26.7 

0 . 0  
86.7** 

Explained in simple 
language 

Agree 
Strongly Agree 

9 
6 

15 

6 0 .  0  
40. 0 

1 0 0 . 0  

11 
4 

15 

73. 3 
26.7 

1 0 0 .  0  

Difficult to understand 
what was about 

Strongly Disagree 
Disagree 
Uncertain 
Agree 
Strongly Agree 

4 
11 
0 
0 
0 

IT 

26. 7 
73. 3 

0 . 0  
0 . 0  
0 . 0  

100. 0 

1 
9 
0 
3 
1 

14 

6.7 
60. 0 

0 . 0  
2 0 . 0  
6.7 

93.3* 

Continued.. 
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Table 8a (continued) 

Experimental Control 
Item Content Group 
# (n=15) (n=15) 

n % n ' 

Received useful 
information 

Uncertain 
Agree 
Strongly Agree 

0 
7 
8 

15 

0 . 0  
46. 7 
53. 3 

1 0 0 . 0  

1 
6 
7 
14 

6.7 
40. 0 
46. 7 
93.3* 

Teaching not beneficial 

Strongly Disagree 
Disagree 
Uncertain 
Agree 
Strongly Agree 

8 
7 
0 
0 

_0 
15 

53.3 
46. 7 

0 . 0  
0 . 0  
0 . 0  

1 0 0 . 0  

7 
1 
2 
1 

14 

2 0 . 0  
46.7 
6.7 

13. 3 
6.7 

93.3* 

7. Learned all that I 
need to know 

Disagree 
Uncertain 
Agree 
Strongly Agree 

0 
1 
9 

_5 
15 

0 . 0  
6.7 

60.0 
33.3 

1 0 0 .  0  

1 
4 
8 
2 

15 

6.7 
26. 7 
53. 3 
13. 3 

1 0 0 . 0  

* Not all 5 response options were used for all questions 
* Missing data from one subject 

** Missing data from two subjects 
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only to two questions (items #3 and 7). This subject wrote 

"no instructions were given; no teachers", on the 

questionnaire. 

The means and standard deviations of the subjects' 

responses to the 7-item SQ are displayed in Table 8b. The 

mean score for the experimental group was 4.29 (s.d.=0.41), 

and 3.82 (s.d.=0.55) for the control group. 

Feelings of Security Questionnaire (FSQ) 

The FSQ (Appendix I) was given to all subjects at the 

day of discharge. The FSQ was used to index subjects' 

readiness for post-hospital self-care, and to determine the 

instructional topics on which the subjects would like to 

have more information. The FSQ consisted of eight "yes" or 

"no" questions, and one open-ended question. The frequency 

distribution of the subjects' "yes" responses is illustrated 

in Table 9a. Among the 15 experimental subjects, one 

answered no to the first question, about information on 

disease process. The subject added, "you never can know 

enough about these things." For question #2, 13 

experimental subjects responded that they had received 

adequate information on diet. Two subjects who answered no 

explained, "will need to work on new recipes, revisions to 

current ones, must continue with learning; I learned a great 

deal but keep in mind there is always more to learn." 
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Table 8b. Means and Standard Deviations of Subjects' 
Responses to the Satisfaction Questionnaire 
(N=30) 

Variable # of Experimental Control 
Items Group Group 

(n=15) (n=15) 

Mean* S.D. Mean* S.D. 

Satisfaction 7 4.29 0.41 3.82 0.55 

* Range of Scores: 1 (low) to 5 (high) 
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Table 9a. Number of "Yes" Responses on the Feelings of 
Security Questionnaire by Subjects (N=30) 

Experimental Control 
Item Content Group 
# (n=15) (n=15) 

n 

1 Adequate information 14 93.3 15 100.0 
on disease process 

2 Adequate information 13 86.7 12* 80.0 
on diet 

3 Adequate information 15 100.0 15 100.0 
on risk factors 

4 Adequate information 15 100.0 13 86.7 
on exercise and activity 
level 

5 Adequate information 12* 80.0 14* 93.3 
on medications 

6 Adequate information 15 100.0 10* 66.7 
on stress reduction 

7 Ready to go home 14* 93.3 15 100.0 

8 Know how to care for 15 100.0 15 100.0 
self 

Missing data from one subject 
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All experimental subjects reported that they had received 

enough information on risk factors, exercise and activity 

level, and stress reduction. There was one subject who did 

not answer question #5 regarding information on medications, 

and two subjects marked no as the answer. One subject 

wrote,"I may learn changes from my own doctor, especially 

after living new ways", while another subject wrote, "I am a 

slow learner". Question #7 asked subjects if they were 

ready to go home. Fourteen experimental subjects answered 

yes. One subject did not respond, but wrote, "Following 

doctor's advice, I'm waiting for correct blood-thinner's 

level." Question #8 received all "yes" responses which 

indicated all subjects thought that they knew how to care 

for themselves at home. 

The last question on the FSQ asked the subjects to list 

suggestions for improving the cardiac teaching that they had 

received during the hospitalization. The following 

responses were obtained from the experimental group. One 

subject suggested "Photos of heart damage that could be 

avoided", the subject apparently did not like the pictures 

in the booklet "After Your Heart Attack". Three subjects 

wrote comments like, "Keep up with the good work; I consider 

Sally's (the primary investigator) instruction to be 

excellent in every way; I believe Sally did a very complete 

job of teaching, what I learned will be most helpful in the 
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future". Another subject wrote the following suggestion, 

"Perhaps a series of classes and then some optional 

readings. 1 feel I received the basics, but not enough. I 

didn't know the questions to ask." Four subjects commented 

that the teaching was done very well and did not know how it 

could be improved. One subject wrote, "Possibly slow down a 

bit." The last suggestion from an experimental subject was, 

"receiving information, given time to study it, and then 

discussion was most helpful. I appreciated the opportunity 

for questions. I am anxious to try new recipes for a new 

way of eating." 

The control subjects' responses to the FSQ are 

summarized in Table 9a. The data suggest that the control 

subjects agreed that they had received enough information on 

the disease process and risk factors. There was one subject 

who did not answer question #2 regarding information on 

diet, and two subjects answered no without any explanations. 

On question #4 regarding exercise and activity level, 13 

control subjects thought they had received enough 

information, but two subjects gave negative response, one of 

them simply wrote "none received", while the other subject 

explained, "To be more informed in the rehabilitation 

program, but basic information was given, and my doctor 

answered those questions that came to me later on. 

Activities such as when can I go to church, a movie, go 
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visit a friend or go out to a restaurant for dinner. How 

far to begin walking and for what amount of time." 

Question #5 regarding medications was answered "yes" by 

14 control subjects. However, when subjects were asked if 

they had received enough information on stress reduction, 

four subjects responded "no". They all explained that no 

such information was given. All of the control subjects 

thought that they were ready to go home and knew how to care 

for themselves at home. 

Suggestions given by control subjects for improving the 

cardiac teaching that they had received were as follows: 

(1) "teach that the heart responds to demands for oxygen, 

not the lungs; the heart is a relatively small muscle? 

eating, excitement, exersion [sic], extreme cold and 

elevation make high demands"; (2) "a formal class that 

adheres to the published schedule"; (3) "need more nurses 

who spend quality time answering questions and giving 

detailed information"; (4) "have a series of thought 

questions, and how one would handle the situation, then 

educate on that information and misinformation. 

Preconceived notions can be harmful, or even dangerous to 

one's full recovery." The above four suggestions were given 

by four individual subjects. Two subjects commented, "I 

found all information concise and complete", and "I am very 
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fortunate and am convinced I have been properly cared for." 

Five subjects wrote "no suggestion". 

Overall, 10 (66.7%) experimental subjects responded 

"yes" to the entire questionnaire, while six (40.0%) control 

subjects did so. The lowest score on the questionnaire was 

achieved by one control subject, who responded "yes" to five 

of the eight questions (Table 9b). 

The mean and standard deviation of subjects' responses 

to the FSQ are presented in Table 9b. The mean for the 

experimental group was 7.53 (s.d.=0.74), whereas the mean 

for the control group was 7.27 (s.d.=0.80). 

Results Related to Research Questions 

Question 1: Do MI patients who receive structured 

teaching presented by a single designated patient educator 

retain more information at the time of discharge and at two 

weeks after discharge than patients who receive the usual 

teaching by staff members? 

The findings in relation to the first research 

question, which were analyzed using the t-test, are 

presented in Tables 10 and 11. The mean score on the 

Knowledge Questionnaire (KQ) for the control group at the 

day of discharge was 13.27 (s.d.=1.67), and the mean score 

for the experimental group was 14.00 (s.d.=0.85). The 

t-value was -1.52 (d.f.=20.75; p=0.14), indicating the 
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Table 9b. Frequency Distribution of the Summated Yes Scores 
on the Feelings of Security Questionnare by Group 
(N=30) 

Experimental Control 
Total Score Group 

(n=15) (n=15) 

n 

Five 0 0.0 1 6.7 

Six 2 13.3 0 0.0 

Seven 3 20.0 8 53.3 

Eight 10 66.7 6 40.0 

15 100.0 15 100.0 

Mean =7.53 Mean = 7.27 
S.D. = 0.74 S.D. = 0.80 
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Table 10. t-Test Value for Mean Score Differences on 
Knowledge Questionnaire for the Experimental and 
Control Groups at the Day of Discharge (N=30) 

2-tail 
Variables Mean S.D. t-Value df prob. 

Control 13.27 1.67 -1.52 20.75 0.14 
Group 

Experimental 14.00 0.85 
Group 

p < 0.05 

Table 11. t-Test Value for Mean Score Differences on 
Knowledge Questionnaire for the Experimental and 
Control Groups at Two Weeks After Discharge 
(N=30) 

2-tail 
Variables Mean S.D. t-Value df prob. 

Control 13.47 1.51 -1.33 28 0.19 
Group 

Experimental 14.07 0.88 
Group 

p < 0.05 
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difference between groups was not statistically significant. 

At two weeks after discharge, the mean score for the control 

group was 13.47 (s.d.=1.51), and 14.07 (s.d.=0.88) for the 

experimental group. The t-value of -1.33 (d.f.=28? p=0.19) 

was not statistically significant at the p<0.05 level. 

These findings indicated that there was no statistically 

significant difference between the experimental and control 

groups regarding information retained at either the day of 

discharge or at two weeks after discharge. 

In addition, the retention of information over time for 

both the experimental and control groups were also examined. 

The mean score on the KQ for the control group at the day of 

discharge was 13.27 (s.d.=1.67) and 13.47 (s.d.=1.51) at two 

weeks after discharge. The t-value of -0.82 (df=14; p=0.42) 

indicated the difference between the control subjects' 

scores at the two times was not statistically significant 

(Table 12). The mean score on the KQ for the experimental 

group at the day of discharge was 14.00 (s.d.=0.85) and at 

two weeks after discharge it was 14.07 (s.d.=0.88). The 

difference between the experimental subjects' scores at the 

two times was not statistically significant at the p<0.05 

level (t-value=-0.37; df=14; p=0.72) (Table 13). These 

findings suggested that no statistically significant 

differences were found in retention of information over time 

for either the experimental or the control groups. 
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Table 12. t-Test Value for Mean Score Differences on 
Knowledge Questionnaire for Control Subjects at 
the Day of Discharge and at Two Weeks After 
Discharge (n=15) 

Variables Mean 

Day of discharge 13.27 

Two weeks after 13.47 
discharge 

2-tail 
S.D. t-Value df prob. 

1.67 -0.82 14 0.42 

1. 51 

p < 0.05 

Table 13. t-Test Values for Mean Score Differences on 
Knowledge Questionnaire for Experimental Subjects 
at the Day of Discharge and at Two Weeks After 
Discharge (n=15) 

2-tail 
Variables Mean S.D. t-Value df prob. 

Day of discharge 14.00 0.85 -0.37 14 0.72 

Two weeks after 14.07 0.88 
discharge 

p < 0.05 
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Question 2: Which of the MI patients self-care 

behaviors changed toward a healthier life style after the 

structured teaching presented by a single designated patient 

educator? 

The data from the SCBQ (Appendix F) suggested self-care 

behavior changes occurred in the experimental subjects after 

having participated in the structured cardiac teaching 

presented by a single designated patient educator. The 

changes were as follows: (1) experimental subjects reported 

exercising more often after the structured teaching, and 

their frequencies of exercise per week were greater than the 

control subjects, (2) experimental subjects spent more time 

in exercise after the structured teaching plan, and the 

amount of time that they engaged in exercise were greater 

than the control subjects, (3) diet modifications: decreased 

frequencies in eggs, butter, and wheat bread consumption; 

but increased frequency of cereal consumption per week; 

change from using whole milk to 2%, 1% or skim milk; 

decreased salt use at the dining table, (4) reduction in 

stressful feelings: experimental subjects reported fewer 

episodes of rushed, angry, and tense feelings after the 

structured teaching, and they experienced anger and 

tenseness less often than the control subjects, and 

(5) smoking cessation: four experimental subjects, who were 
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smokers before the heart attack, stopped smoking after 

hospital discharge. 

In addition to the above descriptive changes, the 

experimental subjects also reported specific changes such as 

decreases in calorie, fat, and cholesterol intake; use of 

caffeine free soft drinks; beginning of an exercise program 

or stretching exercise; changing to a more relaxed attitude 

towards life and work as well as trying to take more time 

off from work. 

Question 3: Are MI patients who received structured 

teaching from a single designated patient educator more 

satisfied with their teaching than those who did not? 

The finding in relation to this research question, 

which was analyzed using the t-test, is presented in Table 

14. The mean score on the Satisfaction Questionnaire (SQ) 

for the control group was 3.82 (s.d.=0.55), while the mean 

score for the experimental group was 4.29 (s.d.=0.41). The 

t-value of -2.65 (df=28; p=0.01) indicated the difference 

between the two groups was statistically significant. This 

finding suggested that the experimental subjects who 

received structured teaching from a single designated 

patient educator were more satisfied with their teaching 

than the control subjects who received conventional 

teaching. 
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Table 14. t-Test Value for Me 
Satisfaction Questi 
and Control Groups 

an Score Differences on 
onnaire for the Experimental 
(N=30) 

2-tail 
Variables Mean S.D. t-Value df prob. 

Control 3.82 0.55 -2.65 28 0.01 
Group 

Experimental 4.29 0.41 
Group 

p < 0.05 
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Question 4: Do MI patients perceive that the structured 

teaching presented by a single designated patient educator 

provided enough information and readiness for post-hospital 

self-care? If not, on which topics would they like more 

information? 

The finding in relation to the first part of this 

research question, which was analyzed by using t-test, is 

presented in Table 15. The mean score on the Feelings of 

Security Questionnaire (FSQ) for the control group was 7.27 

(s.d.=0.80), while it was 7.53 (s.d.=0.74) for the 

experimental group. The t-value was -0.95 (df=28; p=0.35), 

which was not statistically significant at p<0.05. This 

finding suggested that there was no statistically 

significant difference between the experimental and control 

subjects regarding feelings of security and readiness for 

post-hospital self-care. 

When subjects answered "no" on questions #1 and #2 

regarding information on disease process and diet, they 

responded negatively because they simply thought that 

learning should continue; that they could never know enough 

about those two areas. There were two subjects who answered 

"no" to question #5 regarding medications. One of them 

explained that he is a slow learner, that he would like to 

know more about the types of food that will interact with 

his medications. The other subject thought that there will 
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Table 15. t-Test Value for Mean Score Differences on 
Feelings of Security Questionnaire for the 
Experimental and Control Groups (N=30) 

2-tail 
Variables Mean S.D. t-Value df prob. 

Control 7.27 0.80 -0.95 28 0.35 
Group 

Experimental 7.53 0.74 
Group 

p < 0.05 
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be further medication adjustment after hospitalization that 

she may need to learn more later. 

All 15 subjects who received the structured teaching 

thought that they had received enough information on risk 

factors, exercise and activity level, and stress reduction. 

They all thought that they knew how to care for themselves 

at home. 

Summary 

The results of the data anslysis were presented in this 

chapter. Descriptive statistics and t-tests were used to 

analyze the data. The sample consisted of 30 subjects who 

were admitted to the hospital with diagnosis of first time 

uncomplicated MI. The subjects were randomly assigned to 

either the control group or the experimental group. There 

were three females and 12 males in the control group, 

whereas the experimental group consisted of six females and 

nine males. 

There were no statistically significant differences 

between the experimental and control subjects regarding 

information retained at either the day of discharge or at 

two weeks after discharge. Also, there was no statistically 

significant difference in retention of information over time 

for either the experimental or the control subjects. 
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There was no statistically significant difference 

regarding feelings of security and readiness for post-

hospital self-care between the experimental and control 

subjects. However, the t-test for differences between group 

means suggested that patient satisfaction with teaching was 

statistically greater for the experimental subjects 

(t=-2.65; df=28; p<0.05). 

Self-care behaviors were improved clinically in the 

experimental group after participation in the structured 

cardiac teaching program. Changes included diet 

modifications, reduction in stressful feelings, smoking 

cessation, and increases in frequency of exercise and amount 

of time engaged in exercise. Overall, the 15 subjects who 

received the structured teaching thought that they had 

received enough information on risk factors, exercise and 

activity level, and stress reduction. 
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CHAPTER 5 

DISCUSSION, LIMITATIONS, IMPLICATIONS, 

AND RECOMMENDATIONS 

In this chapter, the findings of the study are 

presented in relation to the research questions. The 

limitations of the study are addressed as well as 

implications for nursing practice and recommendations for 

further research. 

Discussion of Findings in Relation 

to the Research Questions 

The purpose of this study was to evaluate the 

effectiveness of a structured teaching plan presented by a 

single designated patient educator for patients experiencing 

their first myocardial infarction (MI). Subjects' self-care 

behaviors, feelings of security, satisfaction, and quantity 

of self-care knowledge retained were examined after the 

completion of a three-part episode of structured patient 

teaching and were compared to a control group who received 

the usual, non-structured teaching by staff members. 

Self-care behaviors were measured during the second day 

of hospitalization and at two weeks after discharge. 

Subjects were asked to recall the frequencies of certain 
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self-care activities they engaged in. Feelings of security 

were measured at the day of discharge by asking the subjects 

about their perceptions of readiness for post-hospital self-

care. Subjects' satisfaction with teaching was also 

measured at the day of discharge. Subjects were asked about 

their satisfaction with the quality of the cardiac teaching. 

Self-care knowledge was measured at the day of discharge and 

at two weeks after discharge to determine the quantity of 

information the subjects retained following the cardiac 

teaching. 

The findings indicated that there was no statistically 

significant difference between the experimental and control 

groups regarding information retained at either the day of 

discharge or at two weeks after discharge. This was 

inconsistent with the investigator's anticipation; the 

investigator expected that the experimental subjects who 

received teaching in a structured manner would retain more 

information than the control subjects who obtained 

information in other ways. The finding of no difference 

between groups in this study may have been the result of 

multiple factors influencing either subjects' ability to 

learn or to retain information. One such factor is that 

more control subjects had a family history of coronary 

artery disease and they may have been exposed to more of the 

information over time. 
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Another factor that may have influenced this finding is 

that the control subjects may have received information from 

nursing staff even though it was presented in a non-

structured way. Also, the control subjects had an 

opportunity for self-directed learning from reading the 

booklet "After Your Heart Attack". The "After Your Heart 

Attack" booklet was given to all subjects. The booklet is 

31 pages in length and contains reading material on anatomy 

and physiology, pathophysiology, risk factors, and 

modification of self-care behaviors. 

The third possible contributing factor is that the 

control subjects were two years younger in age. Alywahby 

(1989) stated, "gradual changes in function occur with age? 

vision, hearing, and memory deficits are inevitable in the 

aging adult" (p.330). However, only two years of mean age 

difference between the groups is not likely to have a 

significant effect on the findings of this study. 

When looking at the results of the Knowledge 

Questionnaire (KQ) at the day of discharge and at two weeks 

after discharge, the experimental group scored higher on 

questions related to the nature of heart attack than did the 

control group. In addition, experimental subjects also 

obtained higher summated score on the KQ than did the 

control subjects at both the time of discharge and at two 
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weeks after discharge, which may imply that the experimental 

subjects were somewhat more knowledgable. 

There was no statistically significant difference in 

retention of information at the end of a two-week period of 

time for either the experimental or the control groups. 

This finding is consistent with Raleigh and Odtohan's (1987) 

finding that the experimental subjects who participated in a 

structured teaching program had gained more knowledge than 

the control subjects, but both groups retained the 

information equally well after two months. 

One factor that may have been contributed to this 

finding of no difference in retention of information over 

time was the impossibility of controlling subjects' self-

directed seeking of information during or after discharge 

from the hospital. When looking at the results of the KQ in 

the control group, the number of correct responses on the 

two questions regarding the nature of heart attack were 

lower at two weeks after discharge than when the 

questionnaire was completed at the day of discharge. This 

suggested the control subjects had difficulty in retaining 

information on the nature of heart attack. 

Self-care behavior changes such as increases in 

frequency of exercise and amount of time engaged in 

exercise, diet modifications, smoking cessation, and 

reduction in stressful feelings were observed to have 
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improved in both groups; however, there were small 

differences in the nature of the improvements between the 

groups. For example, walking was the exercise of choice for 

both the experimental and control groups, with what is 

probably a clinically significant increase in subjects' 

participation in this activity after being discharged from 

the hospital. The findings revealed that the experimental 

subjects increased the frequency of exercise per week and 

the amount of time engaging in exercise after the structured 

cardiac teaching. In comparison to the control subjects, 

the experimental subjects were found to exercise more 

frequently and for greater amount of time than the control 

subjects at two weeks after discharge. These findings were 

consistent with the literature (Bustamante, Gerber, & 

Higgins, 1988; Fletcher, 1987; Hentinen, 1986) in that 

frequency of exercise and amount of time devoted to exercise 

increased following participation in a cardiac teaching 

program. The experimental subjects in this study apparently 

learned and valued the importance of exercise. 

Changes in dietary habits were observed to have 

improved in both groups. The experimental subjects 

decreased the frequency of consuming eggs, butter, and wheat 

bread, and increased the frequency of cereal consumption per 

week. The control subjects also decreased the frequency of 

cheese, eggs, butter and red meat consumption, and increased 
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the frequency of cereal, fruit and vegetable intake per 

week. These findings were consistent with the literature 

(Hentinen 1986; Johnson & Vickery, 1990; Lackey, Kolasa, & 

Horner, 1992) in that modifications of eating habits were 

found after patients attended a teaching program, nutrition 

education program or a cardiac rehabilitation program. 

However, the results of this study revealed that the control 

subjects made more changes in their eating habits at two 

weeks after discharge which is inconsistent with Fletcher's 

(1987) study. Fletcher reported that the diet had been 

favorably modified in the study group at six months after 

they had attended an individualized teaching program during 

their hospitalization, while the diet of the control group 

was virtually unchanged. This inconsistency may have been 

the result of an increased number of control subjects (n=8) 

having attended the cardiac diet classes at the hospital. 

When looking at the results of the Self-Care Behavior 

Questionnaire (SCBQ), the experimental subjects in this 

study were healthier eaters before the heart attack; they 

consumed fat and dairy products less often than the control 

subjects. Therefore, it may be logical to see more dietary 

changes in the control group. 

Milk consumption was also examined in this study, and 

it was found that both the control and experimental subjects 

made equal changes from whole milk to 2% and skim milk use. 
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But use of 1% milk was only increased in the experimental 

group. The findings also revealed that both experimental 

and control groups made similar changes of decreasing their 

salt intake at the dining table. But more control subjects 

reported not adding salt during cooking at two weeks after 

discharge. A possible factor that may have contributed to 

these findings is that the control subjects may have 

received information from other sources, such as the cardiac 

diet classes, the booklet "After Your Heart Attack", or 

family members who had previous heart disease. 

Indices of the MI patients' emotional feelings before 

and at two weeks after the heart attack indicated that the 

experimental subjects reported fewer episodes of rushed, 

anger, and tenseness at two weeks after discharge than 

before the illness. The experimental subjects also 

experienced fewer episodes of anger and tenseness than did 

the control subjects. These findings were anticipated by 

the investigator since the experimental subjects received 

information on how to handle stress from the structured 

cardiac teaching program. However, the investigator did not 

anticipate the finding of more episodes of relaxation were 

being reported by the control subjects rather than the 

experimental subjects, because all experimental subjects 

were instructed on relaxation methods and a handout on "two 

relaxation methods" was given to subjects during the 



108 

structured cardiac teaching program. As is well-known, a 

person's emotional feelings can be affected by other 

external and internal factors. Therefore, one cannot 

conclude from this finding that the structured cardiac 

teaching had a positive effect on the patients' post-

discharge emotional feelings without examining the internal 

and external factors. 

Another self-care behavior modification was smoking 

cessation. The findings showed that four experimental 

subjects who were smokers, smoking one to two packs a day 

before the heart attack, stopped smoking at two weeks after 

discharge, after attending the structured cardiac teaching 

program. This is consistent with the literature (Jenkins et 

al., 1984; Mills et al., 1985) in that either a reduction in 

number of cigarettes smoked or a complete stop in smoking 

was demonstrated in patients who had participated in the 

cardiac patient education programs. 

However, the study finding also showed that the control 

group had an equal number of subjects (n=4) who reportedly 

stopped smoking and two subjects decreased cigarette 

consumption at two weeks after discharge. This is 

inconsistent with studies done by Fletcher (1987), and 

Hjermann, et al. (1981). Both studies found that after an 

individualized MI teaching program or after anti-smoking 

advice was given individually to smokers, cigarette 
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consumption was decreased more in the intervention group 

than in the control group. 

The finding that more control subjects decreased their 

cigarette consumption in this study may have been influenced 

by other factors. One such factor is that there were more 

smokers in the control group than in the experimental group, 

eight and four respectively. In other words, the two groups 

were different in their smoking habits to begin with. 

Another factor is that within the past few years the general 

public had been exposed to anti-smoking information from 

programs on television and anti-smoking posters at work or 

health centers. Also, physicians were likely to have 

advised their patients who had MI to stop smoking. In 

addition, the cardiac event could have triggered the 

decision to stop smoking because subjects did not want to be 

susceptible to further cardiac illness. A study by Marshall 

(1990) concluded that the majority of smokers who stopped 

smoking after MI did not attend any formal cessation 

program. He stated that the experience of MI was the prime 

motivator for smoking cessation. 

Both groups had similar perceptions of their health 

status during the two different time intervals. Both groups 

perceived themselves to have better health at two weeks 

after discharge than while they were hospitalized. This 

finding was anticipated by the investigator since patients 
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during the early phase of recovery and they were expected to 

feel uncertain about their health during hospitalization. 

This finding is consistent with the findings of Bustamante, 

et al. (1988) who reported that subjects who had MI, open-

heart surgery, or percutaneous transluminal coronary 

angioplasty (PTCA), viewed their health as worst at the time 

of admission to the hospital. 

Lastly, the comments from the SCBQ provided a clear 

indication of the specific types of self-care behaviors 

changed before the illness and at two weeks after discharge. 

These behavior changes reported by the subjects were found 

to be correlated with the quantitative findings from the 

seven frequency-type questions of the SCBQ. In other words, 

if a subject wrote "quit smoking", the subject also 

responded "no" to question #6 which asked "Do you smoke?". 

The findings regarding the subjects* satisfaction with 

teaching indicated that there was a statistically 

significant difference between the experimental and control 

groups. The mean score on the Satisfaction Questionnaire 

(SQ) for the experimental group was 4.29 (s.d.= 0.41) and 

3.82 (s.d.= 0.55) for the control group. The t-test 

indicated that patient satisfaction with teaching was 

greater for the experimental group (t=-2.65; df=28; p<0.05). 

In other words, the experimental subjects were more 
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satisifed with having one teacher who provided the cardiac 

teaching, and they were also more satisified with the 

quality of the structured teaching. This result was 

consistent with the literature (Murray 1989; Thompson, 

Webster, & Meddis, 1990) in that MI patients and relatives 

were more satisfied after they had received a systematic 

program of individual supportive-educative counselling or a 

rehabilitation talk from designated nursing staff. Bader 

(1988) reported that one of the least satisfying nursing 

care behaviors as perceived by patients was lack of patient 

education. 

Emphasis on patient satisfaction with health and 

medical care has become an important issue for healthcare 

organizations. Donabedian (1966) argued that the quality of 

care was determined by its effectiveness in achieving or 

producing health and satisfaction. Patient satisfaction is 

of considerable concern to health professionals because the 

subjective data can be used to monitor the quality of care 

and to study the effectiveness of specific interventions. 

McMillan (1987) stated that one of the purposes for 

monitoring patient satisfaction was to evaluate health care 

provider services and facilities for quality care. With 

increasing competition and rising consumerism, health care 

organizations have increased in direct marketing, such as 

satisfying the consumers' needs, to generate profits 
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necessary for the organization to survive and grow. Data 

from the Technical Assistance Research Programs (TARP) 

identified that satisfied consumers told four to five other 

customers about their experience while one dissatisfied 

customer told 10 people (Press, Ganey, & Malone, 1991). 

Other studies also suggest that satisfaction has been 

significantly related to choice of care, location, use of 

specific facilities, and participation in specific treatment 

programs (Bashshur, Hetzern, & Worden, 1967; Kessel & 

Shepherd, 1965). 

McMillan (1987) also stated the second purpose for 

monitoring patient satisfaction was to predict behavior, 

based on the assumption that differences in satisfaction 

would influence patients' health care behaviors. Studies by 

Francis, Korsch, and Morris (1969), and Ware (1987) pointed 

out that satisfied patients were more likely to adhere to 

prescribed treatment regimens. 

In this study, the experimental subjects were found to 

be more satisfied after having participated in the 

structured cardiac teaching program. This increase in 

patient satisfaction could, in turn, create the positive 

word-of-mouth advertising effect and the loyalty effect that 

patients might continue to use the services in this 

hospital. In addition, the more satisfied experimental 
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subjects might be more compliant to prescribed treatment 

regimens, such as modifications in self-care behaviors. 

The last finding of this study revealed that there was 

no statistically significant difference between the 

experimental and control groups regarding feelings of 

security and readiness for post-hospital self-care. This 

was inconsistent with the literature (Fletcher, 1987; 

Raleigh & Odtohan, 1987; Scalzi, Burke, & Greenland, 1980; 

Thompson & Meddis, 1990) whereby it has been cited that 

patients who attended cardiac teaching program or in-

hospital counselling from designated nursing staff reported 

less anxiety and less uncertainty toward discharge. Lack of 

a significant difference between groups in this study may 

have been the result of multiple factors influencing 

subjects' perceptions of feeling secure and ready for post-

hospital self-care. One such factor is that half of the 

control subjects attended the cardiac rehabilitation and 

cardiac diet classes. For ethical reasons, cardiac teaching 

was not withheld from the control subjects. Another factor 

is that the control subjects may have received information 

from nursing staff even though it was presented in a non-

structured way. Therefore, an increase in knowledge may 

have led to subjects feeling secure and ready for post-

hospital self-care. A third factor is that the responses 

that the subjects made may not reflect the true answer; that 
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is, control subjects may not have been aware of a lack of 

information. Or for example, a few of the experimental 

subjects reported that they did not receive enough 

information on diet, disease process, and medications. That 

did not mean that they had not received information in those 

areas. Their written comments clarified that they had 

learned a great deal, but continued learning was desired in 

those areas. The fourth possible contributing factor is 

that the instrument may have lacked the sensitivity to 

determine a true difference. 

Based on responses to the Feelings of Security 

Questionnaire (FSQ), four control subjects reported they 

received inadequate information on stress reduction. They 

all explained that no such information was given. Responses 

on the FSQ revealed that 10 (66.7%) experimental subjects 

reported they received adequate information on disease 

process, diet, risk factors, exercise and activity level, 

medications, and stress reduction, and they thought that 

they were ready to go home and knew how to care for 

themselves, whereas, less than half of the control group 

(n=6; 40%) felt the same. 

Suggestions made by the subjects for improving the 

cardiac teaching were similar between the two groups. One 

experimental subject suggested a series of classes with some 

optional readings. Another subject suggested a different 
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teaching strategy. One control subject also suggested 

having a formal class. Another control subject suggested 

the need to have more nurses answer questions and to give 

detailed information. In addition, two subjects from the 

control group who attended both the cardiac rehabilitation 

and cardiac diet classes, suggested a different teaching 

strategy, and revision of certain teaching content. 

Limitations 

There were several limitations of this study. First, 

half of the control group received some cardiac teaching by 

attending the cardiac rehabilitation and cardiac diet 

classes that were offered in the hospital setting. 

Therefore, the differences between the two groups were not 

fully maximized. As a consequence, the effect of the 

independent variable on the dependent outcome measures is 

less evident. 

A second limitation of the study was the necessary use 

of three new instruments developed by the investigator for 

this study. Perhaps these instruments were not sensitive 

enough to detect small, but true, differences. Due to the 

small sample size and the nature of the data, the 

investigator was not able to estimate the reliability of the 

Knowledge Questionnaire, Self-Care Behavior Questionnaire, 

and the Feelings of Security Questionnaire, which in turn 
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may have influenced the results of this study by the 

presence of systematic errors. 

Although random assignment was used, a third limitation 

of this study was the small sample size and the selection of 

the sample from one institution. This sampling technique 

limited the generalizability of the results. 

A fourth limitation of this study was the nature of 

the structured self-report questionnaires used, which did 

not allow for subjects to ask for clarification. Therefore, 

the accuracy of data collection could have been influenced 

by subjects' misunderstanding of some of the questions. 

A fifth limitation of this study was a lack of control 

of the subjects' family history. The subjects' family 

history may have influenced the results of this study 

because subjects with a family history of coronary artery 

disease could have been exposed to more of the information 

over time. More of the control subjects had a family 

history of coronary artery disease than did the experimental 

subjects. 

Nursing Implications 

The effectiveness of a structured cardiac teaching 

program presented by one designated patient educator was 

investigated in this study. The results suggested that 

experimental subjects were significantly more satisfied with 
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teaching than were the control subjects. There were no 

statistically significant differences between the 

experimental and control groups regarding information 

retained at either the day of discharge or at two weeks 

after discharge, or in readiness for post-hospital self-

care. Also, no difference was found in retention of 

information over time for either the experimental or the 

control groups. However clinical differences among self-

care behaviors were detected. The findings from this study 

may be useful for implementation of a structured cardiac 

teaching program by one designated patient educator in this 

hospital. 

Studies by Chan (1990) and Wingate (1990) suggested 

that risk factors, anatomy and physiology, and medications 

to be the high-priority education topics rated by MI 

patients. This study revealed that subjects had limited 

retention of information about the nature of heart attack. 

This finding suggested that patients either may view anatomy 

and physiology as having low importance for learning or they 

may have difficulty understanding or remembering what their 

health care providers were saying to them. Therefore, 

nursing staff or patient educators should assess the MI 

patients' own perceptions of learning needs which will 

assist in developing and prioritizing teaching plans and 

they should make an attempt not to use medical jargon during 
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teaching. Reinforcement of the information before discharge 

and during early convalescence may help to confirm patients' 

understanding. 

The study findings demonstrated this particular 

structured cardiac teaching program can be effective for 

short-term outcomes. Further effort should be made to 

evaluate patients' long-term compliance to the modified 

self-care behaviors. Post-discharge programs may be useful 

in helping patients continue to adjust to the healthier 

life-style. 

In addition, the investigator thought that because the 

structured cardiac teaching was done on an individual basis, 

it created an atmosphere that encouraged the patients and 

families to ask questions and provided specific information 

regarding post-hospital self-care. The use of printed take-

home materials was expected to facilitate the learning 

process. These reading materials served as reinforcement 

for the oral instruction given and as a reference for 

patients and families after discharge. Merritt (1991) found 

that active participation and the use of visual and oral 

instruction were important in the learning process. She 

also found that patients with coronary artery disease (CAD) 

preferred organized and detailed instruction; that patients 

with CAD did not prefer friendly relationships with other 



119 

CAD patients, and that group education may not be effective 

in meeting patients' educational needs. 

In summary, health education is an integral part of 

every patient's plan of care and cardiac teaching by one 

designated instructor is satisfying to patients. 

Unfortunately, patient education is not necessarily 

accomplished due to current conditions such as shorter 

hospitalizations, the nursing shortage and lack of follow-

through by nursing staff, and lack of a formal, structured 

teaching protocol. As a result, MI patients are discharged 

when they are physiologically stable but they are not 

necessarily prepared for post-hospital independence. 

Therefore, a patient educator should hold the responsibility 

for the planning, implementation, and evaluation of a 

structured cardiac teaching program for patients and their 

families. Although satisfaction was the only significant 

finding in this study, other clinical differences were 

found, which indicated that continued research is needed to 

evaluate more precisely the effectiveness of the structured 

cardiac teaching program presented by one designated patient 

educator. 

Recommendations for Further Research 

Based on the findings in this study, the following 

recommendations for further research are suggested: 
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1. Revise the three newly developed instruments to 

make them more sensitive, and then determine the validity 

and reliability of the indices. 

2. Conduct this study using a larger sample size and 

multiple settings to enhance the generalizability of the 

findings. 

3. Conduct a study which has a prospective time series 

design, such as two weeks, two months, and four months, to 

more fully describe the compliance to self-care behaviors 

over time. 

4. Compare patient satisfaction with behavioral 

outcomes. Further test the relationship between 

satisfaction and behavioral outcomes. 

Summary 

The findings of this study were discussed in relation 

to the research questions, study limitations, nursing 

implications, and recommendations for further research in 

this chapter. A quasi-experimental design was used to 

examine the differences in MI patients' self-care behaviors, 

satisfaction, knowledge, and feelings of security after the 

patients participated in a structured cardiac teaching 

program by one designated patient educator. 

Data analysis revealed that patient satisfaction with 

teaching was statistically greater for the experimental 
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group (t=-2.65; df=28; p<0.05). In other words, the 

experimental subjects were more satisfied with having one 

teacher who provided the cardiac teaching, and they were 

also more satisfied with the quality of the structured 

teaching. 

With increasing competition and rising consumerism, 

health care organizations have increased in direct 

marketing, such as satisfying the consumers' needs, so as to 

generate profits necessary for the organization to survive 

and grow. The finding of an increase in patient 

satisfaction in this study, could, in turn, create the 

positive word-of-mouth advertising effect and the loyalty 

effect that patients might continue to utilize the services 

in this hospital. In addition, the more satisfied 

experimental subjects might be more compliant to prescribed 

treatment regimens, such as modifications in self-care 

behaviors. 

Although self-care behavioral changes such as increases 

in frequency of exercise and amount of time engaged in 

exercise, diet modifications, smoking cessation, and 

reduction in stressful feelings were observed to have 

improved in both groups, there were some differences between 

the groups. There were no statistically significant 

differences between the experimental and control groups 

regarding information retained at either the day of 
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discharge or at two weeks after discharge, or in readiness 

for post-hospital self-care. Also, no difference was found 

in retention of information over time for either the 

experimental or the control subjects. Overall, the findings 

of this study provide nursing staff, patient educators, and 

hospital administrators with insight into the effectiveness 

of a structured cardiac teaching program presented by one 

designated patient educator and provide a base of knowledge 

to develop further nursing research related to cardiac 

teaching. 
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Appendix A 

STRUCTURED MYOCARDIAL INFARCTION 
TEACHING PROGRAM 

Objectives for the structured teaching program 

Upon completion of the structured post-MI teaching plan, the 
patient will be able to: 

1. Verbally describe his/her disease process. 

2. Identify the cause(s) of his/her myocardial infarction. 

3. List the major risk factors associated with MI. 

4. Describe the diet regimen that is prescribed by the 
physician. 

5. Describe the exercise and activity guidelines after 
discharge. 

6. Name each prescribed medication to be taken after 
discharge, and state the dosage, frequency, purpose, 
and side effects. 

7. Identify stressful situations in his/her routine or 
daily activities. 

8. Describe ways or methods for stress reduction. 
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I. Day 3 of Hospitalization 

A. Explain to the patient his/her disease process: What 
is a heart attack? 

When blood flow to the heart muscle is slowed or 
stopped for 15 to 30 minutes or longer, damage to the heart 
muscle occurs. That's a heart attack. Blood flow can be 
slowed or stopped if any of the coronary arteries develop 
fatty buildup (atherosclerosis), or a blood clot, or spasm 
occurs. Whichever happens, the result is the same: the 
heart muscle is not getting enough blood and oxygen and it 
becomes damaged. 

B. Explain to patient about the cause for his/her heart 
attack (use the picture on page 7 of the pamphlet 
"After Your Heart Attack"): 

If the problem is fatty buildup: All body arteries 
experience wear and tear after years of use. They become 
less elastic, and fatty layers build up along the artery 
walls. Or many years of high blood pressure or cigarette 
smoking may injure the arterial wall and cause rough spots. 
The rough surface makes the wall more susceptible to 
deposits of cholesterol and other fatty substances (lipid) 
in the blood. Gradually, the inside of the artery becomes 
narrowed and unable to carry an adequate supply of blood. 
When this happens, the heart muscle may not get enough 
oxygen, heart attack may occur. 

If the problem is blood clot: Blood is naturally 
thick, and it flows easily through arteries that are smooth 
and not clogged by fatty layers. But when the arteries 
become less elastic after years of wear and tear, fat may 
build up in the artery, and blood flow may slow down. Or 
after many years of high blood pressure or cigarette smoking 
may injure the arterial wall. Therefore blood product like 
platelet can stick to the injured site or the fatty layers 
along the arterial wall and start to form a clot. Once the 
clot closes off the artery, blood flow stops, heart muscle 
does not get enough oxygen, and heart attack begins. 
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If the problem is spasm: A spasm is when an artery 
contracts and "clamps down," sometimes for only a short 
while. If the spasm only lasts a few minutes, brief 
symptoms of angina may appear. But longer spasms stop the 
blood flow. Therefore the heart muscle does not get enough 
oxygen, and a heart attack occurs. The causes of artery 
spasm are unknown. Any artery can spasm at any time, 
whether a person is healthy or unhealthy. 

C. Discuss with patient about the major risk factors 
associated with MI (adapted from "After Your Heart 
Attack," page 14). 

High blood cholesterol -- when there is excess 
cholesterol and saturated fat in the blood, the arteries are 
more likely to become clogged, causing atherosclerosis. 
Cholesterol is found in foods from animals. It is not found 
in plant foods. Everyone processes dietary cholesterol 
differently, but in general, the more cholesterol you eat, 
the more it appears in your blood. 

Smoking -- smoking causes a decrease in oxygen supply 
by injuring the arterial walls, thereby causing platelets 
and fatty substances to accumulate at the injury site. 
Smoke adds carbon monoxide to the lungs and increases mucus. 
This makes it harder for red blood cells to pick up oxygen 
for use by the rest of the body. Nicotine is a stimulant in 
tobacco that raises the heart rate and blood pressure, 
increasing the heart's work and oxygen needs. As a result, 
the oxygen demand is greater than the oxygen supply, 
therefore heart attack occurs. 

High blood pressure -- blood pressure is the force that 
circulating blood puts on the artery walls. Normal blood 
pressure ranges from 110-140/60-80. When blood pressure is 
high, there is more pressure on the artery walls than usual. 
This extra pressure damages the smooth lining of the 
arteries and makes it easier for cholesterol and fat to 
build up along the artery walls. As the arteries become 
clogged with fatty layers (atherosclerosis), less blood gets 
through. This causes the heart to work harder to pump blood 
through the narrowed arteries, and leads to an increase in 
the heart muscle's need for oxygen. An overworked heart 
muscle is apt to thicken, making it less effective as a 
pump. 
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Stress -- stress or tension causes the body to produce 
adrenaline. This makes the heart pump faster and harder. 
Adrenaline also causes the blood vessels to clamp down or 
become smaller. As a result, the oxygen demand is greater 
than the oxygen supply, therefore heart attack occurs. 

Lack of exercise -- anyone who sits a lot and becomes 
soft and flabby is like a poorly-tuned car. Your heart 
can't work well for your body if it is not well-tuned. 
Regular, prescribed exercise can: help lower your blood 
cholesterol, help lower high blood pressure, relax the body, 
tone muscles, help lose weight, and give a feeling of well-
being. 

II. Day 4 of Hospitalization 

A. Discuss the diet regimen: Low cholesterol, low fat, 
no added salt diet (adapted from "After Your Heart 
Attack," p. 19). 

The kind of fat you eat is very important. It is wise 
to avoid too many animal products such as red meat, eggs, 
and dairy products, which are high in cholesterol. These 
products are also high in saturated fats, which may increase 
the body's production of cholesterol. As a rule, foods high 
in fat are also high in cholesterol. By reducing total fat, 
the amount of cholesterol will also be reduced. 
Polyunsaturated (liquid) fats like those found in most 
vegetable oils, and monounsaturated fats found in peanut and 
olive oil may decrease the body's cholesterol level. The 
average daily intake of cholesterol by adults should be less 
than 300 milligrams. 

Sodium is a major component of table salt. Excess salt 
consumption will be sensed by the kidneys which causes extra 
fluid to be retained to balance the extra sodium. This 
extra fluid surrounding the cells results in increased 
pressure on the arteries. The excess fluids also increase 
the volume of the blood circulating in the body. This 
requires the heart to exert a greater force to pump the 
extra fluid through the blood vessels, thus increasing blood 
pressure. For this reason, sodium moderation is important 
in preventing high blood pressure. We would get along fine 
on one quarter teaspoon of salt a day. 

(Give patient the handout, "Food List," and review it with 
the patient.) 
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B. Discuss with patient about exercise and activity level 
after discharge. 

The type of exercise prescribed will be a 
noncompetitive endurance activity that involves repeated 
contracting and relaxing of large muscles, particularly in 
the arms and legs. This is called aerobic exercise. These 
activities include walking, jogging, swimming, or bicycling 
(stationary or mobile). It is best to start with one type 
of activity until you learn how your body responds to 
exercise. Afterwards you can alternate with other types if 
you wish. Avoid exercise that mainly involves sustained 
contraction of a muscle, such as weightlifting, carrying 
heavy loads or waterskiing, or any sudden stop-and-go 
activities, such as handball or squash. Because these types 
of activities increase strength only at the angle of 
application of the joint and do not stimulate improvement in 
cardiovascular function or endurance. 

(Provide patient with the "Exercise Guidelines, Walking" and 
"Maximal Heart Rate" chart and review with patient.) 

Teach patient how to take his/her own pulse (refer to 
page 23 of the pamphlet "After Your Heart Attack"). To 
promote fitness, you need to exercise aerobically for a 
minimum of 20 to 30 minutes at least three non-consecutive 
days a week, at 70% to 85% of your maximal heart rate 
(target heart rate zone). 

Review important tips for exercising with patient. 

C. Instruct patient on current medications: Name, purpose, 
dosage, frequency, and side effects. 

D. Discuss with patient about stress and possible ways to 
cope. 

Excessive stress occurs when you are angry, excited, 
rushed or worried. When you are stressed, your heart rate 
and blood pressure go up, increasing the heart's oxygen 
demands. Also adrenaline is produced during stress. 
Adrenaline causes the coronary arteries to narrow or go into 
spasm, reducing the heart's supply of oxygen. What makes 
you stressed? Traffic? Family problems? Work? Certain 
people? Barking dogs? (Provide time for patient to 
comment.) 
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Tips on handling stress (Source: "After Your Heart Attack," 
p. 26). 

-- Don't do too much. Learn to say "no" to 
responsibilities you don't want or need. 

-- Try to keep things in perspective. Don't make the 
mole-hills into mountains. Deal with problems as 
calmly as you can. 

-- Learn to relax, whether by relaxation techniques or 
simply enjoying yourself. Relaxation allows your body 
to recharge. 

-- Avoid situations, subjects, or people that get you 
upset. Let the other person win sometimes. 

-- Bring your anger, worries, and fears out into the open, 
and discuss them with someone. 

-- Exercise according to your prescription. You will be 
able to handle emotional stress better if you're in 
good physical condition. 

(Provide patient handout, "Two Relaxation Methods") 

III. Day 5 of Hospitalization 

Brief review of all materials. 
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FOOD LIST 

When you shop for groceries, buy the types of foods listed 
below. They are low in fat and/or cholesterol. 

FRUITS/VEGETABLES 

any fresh, canned, or frozen (without sauce) 
pickles 

BREADS, CEREALS, GRAINS & STARCHES 

bagels 
English muffins 
enriched flour, corn meal 
homemade breads (with veg. oil) 
hot-air popcorn (or popcorn made with veg. oil) 
pita bread 
starchy vegetables (corn, potatoes, green peas, etc.) 
store bought breads or crackers that say "low in fat and 
sodium" on label 

tortillas 
whole grain enriched bread, cereal, rice, pasta 

MEATS, POULTRY, FISH 
(max. of 7 cooked oz. in any one day; eat more fish and 
chicken than red meat) 

all fish 
chicken or turkey (without skin) 
lean meats: beaf, veal, pork, lamb (trim off fat; 
beef sirloin tip, pork tenderloin) 

HEAT SUBSTITUTES 

dried beans, peas, lentils 
egg whites (unlimited) 
tofu (soybean curd) 
whole eggs (limit to 2/week) 
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FATS, OILS 

corn oil 
cottonseed oil 
imitation dairy creamers with polyunsaturated oils 
olive oil 
peanut oil 
safflower oil 
salad dressing or mayonnaise with polyunsaturated or 
monounsaturated oil 

soft margarines that list polyunsaturated oil first 
soybean oil 

SEASONINGS & CONDIMENTS 

dried herbs 
fresh fruits or vegetables 
fresh garlic or ginger 
ketchup 
mayonnaise 
mustard 
onion or garlic powder 
vinegar 

CONVENIENCE FOODS 

canned or dried soups made with clear broth 
low-calorie frozen entrees with less than 
10 gm fat/serving 

MILK CHOICES 
(1% milk fat or less) 

buttermilk 
evaporated skim milk 
non-fat or low-fat yogurt 
non-fat dry milk 
skim or liquid non-fat milk 
ice milk 



CHEESES 
(labeling on package says less than 3 gm fat/oz.) 

Farmer's 
Mozzarell 
Parmesan 
Ricotta 
uncreamed 

a 

cottage 

SHEETS 
(depending on need for weight control) 

angel food cake 
~~~ carob powder 

cocoa powder 
flavored gelatins 
fresh fruits 
frozen juice bars 
fruit ice 
graham & animal crackers 
low-fat frozen milk desserts with less than 
3 gm fat/serving 

sorbet 
sugar, honey 

Source: Purcell, J., White, S.r & Fletcher, B. (1986). 
Heart attack: What's ahead? American Heart 
Association. Atlanta, GA: Pritchett & Hull 
Associates. 
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EXERCISE GUIDELINES (WALKING) 

Begin by walking the same amount of time you walked in 
the hospital. 

Have a family member or friend accompany you until you 
feel strong enough to walk by yourself. 

Gradually increase the amount of time (distance) you 
walk. An increase of five minutes or 1/4 mile every 
three days is appropriate. 

The way to build up your endurance is to take 2-3 short 
walks per day. 

When you are able to walk two miles at a time, cut back 
down to one walk per day and work on increasing the 
total distance to three miles. 

Try to walk 4-5 days per week. 

The main goals during this phase of your recovery are 
to increase your strength and endurance. Don't be 
concerned about the speed at which you walk. 

You should not be severely out of breath while you are 
walking and you should be able to walk and talk at the 
same time. This is called the Talk Test. 

Check your heart rate during your walking (about half 
way through) and see if you are within your target 
heart rate zone. If your heart rate is above the 
target heart rate zone, slow down. If your heart rate 
is below the target heart rate zone, speed up slightly. 
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MAXIMAL HEART RATE CHART 

Agi Av«oQ«MgkHR 85% M(* 70* Ma* 

20 200 170 140 
23 195 166 137 
.10 190 162 133 
S3 185 158 129 
40 180 153 126 
45 175 149 123 
50 170 145 119 
55 165 140 115 
fill 160 136 112 
65 155 132 109 

Source: Wilson, P., Fardy, P., & Froelicher, V. 
<1981). Formulating the exercise 
prescription. In. P. Wilson, P. Fardy, & V. 
Froelicher (Eds.), Cardiac rehabilitation, 
adult fitness, and exercise testing (pp. 337-
353). Philadelphia: Lea & Febiger. 
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IMPORTANT TIPS FOR EXERCISING 

1. Exercise should be done at least three times a week, 
ideally on alternating days, in order to achieve the 
"training effect" necessary. 

2. Always stretch (warm-up) prior to and after (cool-down) 
doing an aerobic exercise. 

3. Dress comfortably and appropriately for weather 
conditions. 

4. Wear comfortable supportive footwear, preferably 
jogging shoes. 

5. Be aware of the effects of environmental conditions --
heat/cold and humidity. Avoid walking during the 
hottest part of the day. Shopping malls and gymnasiums 
are climate controlled and therefore good walking area. 

6. Remember that the heat and hills will increase your 
heart rate, so check your pulse. 

7. Never hold your breath while exercising. 

8. Do not exercise right after eating meals. Wait at 
least two hours before exercising or walking. 

9. Do not smoke or drink coffee or alcohol before 
exercising. Wait at least two hours. 

10. Avoid exercising if you are very tired. 

11. Avoid exercising during an illness or infection. 

12. Avoid very hot or cold showers, jacuzzis, or saunas 
after exercise. 

13. Be sure to take your heart rate before, during, and 
after exercise. 

14. If chest pain, shortness of breath, dizziness, extreme 
fatigue, and/or palpitations occur during exercise, 
stop exercise, sit down, and take a nitroglycerine if 
prescribed by your physician. Record the duration of 
your symptoms. If discomfort persists, contact your 
physician and/or go to the nearest emergency room. 

15. Have fun! 
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TWO RELAXATION METHODS 

First relaxation method: 

It will take 15-20 minutes to practice it once or twice 
every day. Find a quiet, comfortable room where you will 
not be disturbed. You may either sit or lie down. If 
sitting, be in a comfortable armchair where your head and 
arms can be supported. Many people prefer to sit because 
they tend to fall asleep when lying down. Once you are 
comfortable, close your eyes and think about a pleasant, 
quiet place. (Some people like to think about being on the 
beach and hearing the waves or being on a mountain.) Stay 
in this place for 15-20 minutes. If you find yourself 
thinking about problems at work, or things you have to do, 
gently ease them away by returning to your pleasant 
thoughts. 

Second relaxation method; 

First sit for 30 seconds to 1 minute. Keep your eyes 
closed, and give your body a chance to feel relaxed. Then, 
go through the following steps: 

Tense each muscle group for about 5-10 seconds, and 
then release it. Enjoy the relaxation you feel for 30 
seconds to 1 minute before going on to the next muscle 
group. Keep your breathing normal. 

1. hands: Clench each fist one at a time and feel the 
tension: then do both together. 

2. lower arms: Make a fist with your right hand and bend 
the arm up at the elbow. Repeat with left arm. 

3. upper arms: Stretch out your right arm in front of you 
like you are reaching for something, then relax it. 
Repeat with left arm. 

4. facial muscles: 
-- Squinch up your face 
-- Clench your teeth 
-- Purse your lips 
-- Push tongue to the roof of your mouth 
-- Lift your eyebrows with your eyes still closed 
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5. neck: Bend your head back then forward so chin touches 
chest. 

6. shoulders: Hunch up your shoulders as if you are 
trying to touch your ear lobes. 

7. chest: Tense your chest muscles by taking a deep 
breath and holding it for 4-5 seconds. 

8. back: Arch your back. 

9. abdomen: Tense your stomach muscles by bearing down. 

10. thighs and buttocks: If sitting, tense your thighs and 
buttocks by pressing your heels into the floor. If 
lying down, do this by pinching your hip muscles 
together. 

11. lower legs: Point your toes toward your head then away 
from your head. 

12. toes: Curl your toes up. 

After you have gone through steps 1-12, sit again with 
your eyes closed. Notice how you feel. Your breathing and 
pulse rate may now be slower than before you started. Stay 
relaxed and keep your eyes closed for at least two more 
minutes. Start to let your mind wander to things you will 
be doing during the day. When you feel ready to open your 
eyes, count backward from 4, stretch, and stand up slowly. 
You should now feel relaxed and refreshed. 
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ARIZONA 
THE UNIVERSITY OF 

Human Subject Committee 1690 N. WarTen (Bldg. 526B) 
Tucson, Ariiona 85724 
(602) 626-6721 or 626-7575 

HEALTH SCIENCES CENTER 

Hay 30, 1991 

sally P. Chau, RN 
College of Nursing 
Arizona Health Sciences Center 

RE: EVALUATION OF A STRUCTURED MYOCARDIAL INFARCTION TEACHING 
PROGRAM COORDINATED BY ONE DESIGNATED PATIENT EDUCATOR 

Dear Ms. Chau: 

He received your above referenced project. Regulations published 
by the U.S. Department of Health and Human Services [45 CFR Part 
46.101(b)(3)] exempt this type of research from review by our 
Committee. 

Consult your department chairman for approval, the requirement of 
a subjects' consent form and any other departmental guidelines. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

William F. Denny, M.D. 
Chairman, 
Hunan Subjects Committee 

WFD:sj 

cc: Departmental/College Review Committee 



UNIVERSITY OF ARIZONA 

COLLEGE OF NURSING 

MEMORANDUM 

TO: 

FROM: 

DATE: 

SUBJECT: 

Sally P. Chau 

Leanna Crosby, D.N.Sc., R.N., Director of Intramural Research^(_ 

June 18, 1991 

Human Subjects Review: EVALUATION OF A STRUCTURED 
MYOCARDIAL INFARCTION TEACHING 
PROGRAM COORDINATED BY ONE 
DESIGNATED PATIENT EDUCATOR 

Your research project has been reviewed and approved by William Denny, M.D., Chairman of the University 
of Arizona Human Subjects Committee, and deemed to be exempt from review by their full committcc. 
You will be receiving a confirmation letter from Dr. Denny. In addition, your project has been reviewed 
and approved as exempt by the College of Nursing Human Subjects Review Committee. A disclaimer may 
be used versus a signed consent form. Please be certain that the subjects read the disclaimer prior to giving 
their oral consent to the research. 

We wish you a valuable and stimulating experience with your research. 
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APPROVAL TO.CONDUCT A NURSING RESEARCH STUDY 

STUDY TITLE Evaluation ot a structured myocardial intarction 
teaching program 

INVE8TIOATOR\S AND AFFILIATION 

Sally Chau, B.S., R.N. 
Master's student. College ot Nursing, University ot Arizona 
Statt nurse, Good Samaritan 

This study was reviewed tor scientitic and clinical merit by the 
Samaritan Nursing Research Group and was approved by that Group. 
This study was also tound exempt trom approval by the Institutional 
Review Board ot Good Samaritan Regional Medical Center. 

VVLUUUJ, &U. Z'Ai. * h°iht 

Doris Milton, Ph.D., R.N. 
Chair, Samaritan Nursing Research Group 

Date 



LETTER OF AGREEMENT 

STUDY TITLE Evaluation ot a structured myocardial infarction 
teaching program 

INVE8TIQATOR\8 AND AFFILIATION 

Sally Chau, B.S., R.N. 
Master's student. College ot Nursing. University ot Arizona 

Your study has been approved tor conduct within the Department ot 
Nursing at Good Samaritan Regional Medical Center. You are tree 
theretore to proceed with data collection within the tollowing 
guidelines: 

1. Any reguired changes specified on the attached sheet must 
be adhered to during the conduct of this study; 

2. Progress reports must be made at least monthly to the 
nursing research liaison at this facility while your study is 
in progress. Also, that person must be informed when your 
data collection at the facility is completed. 

3. A copy ot the final report ot the study, including an 
abstract, must be submitted to the Chair ot the Samaritan 
Nursing Research Group within three months ot study 
completion. 

4. Samaritan Health Services and\or individual facilities used 
during your study shall not be identified by name in any 
report ot the study unless prior permission has been obtained. 

_ /V « *-<•«•! t , P h 

Chair, Samaritan Nursing Research Group Date 

mm-<&&&&& *l&fri 
Administrator or Designated Representative Date 

I agree to the above conditions permitting me access to this 
faci1ity. 

CAjQ**. ( ?J_ 

Investigator Date 
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Appendix D 

HUMAN SUBJECTS DISCLAIMER 

EVALUATION OF A STRUCTURED MYOCARDIAL INFARCTION 
TEACHING PROGRAM COORDINATED BY 
ONE DESIGNATED PATIENT EDUCATOR 

You are being invited to participate in the evaluation 
of the cardiac teaching provided for patients who have had a 
heart attack. Participation involves answering four 
questionnaires while you are in the hospital, and two 
questionnaires at two weeks after you return to your home. 
The questionnaires will be mailed to you at your home. It 
will take approximately ten to twenty minutes to complete 
each questionnaire. 

By answering the questionnaires, you are consenting to 
participate in the study. Your name will not be on the 
questionnaires and only I, the primary investigator, will 
have access to your answers. There are no risks or costs to 
you as a result of participating in the study. You may 
choose to answer all, some, or none of the questions and you 
may ask questions of me at any time during the study. You 
have the freedom to end your participation in the study at 
any time. If you choose not to participate, the care you 
receive will not be affected in any way. 

Sally Chau, RN, BSN 
Graduate Student 
The University of Arizona 
College of Nursing 

945-5255 or 792-3491 
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HUMAN SUBJECTS DISCLAIMER 

PILOT STUDY: DETERMINATION OF THE RELIABILITY 

OF THE SELF-CARE QUESTIONNAIRE 

You are being invited to participate in a pilot study 
which evaluates the reliability of a tool: the Self-Care 
Questionnaire. Participation involves answering the Self-
Care Questionnaire twice, two weeks apart. 

By answering the questionnaire, you are consenting to 
participate in the study. Your name will not be on the 
questionnaire and only I, the primary investigator, will 
have access to your responses. There are no risks or costs 
to you as a result of participating in the study. You may 
choose to answer all, some, or none of the questions and you 
may ask questions at any time during the study. You have 
the freedom to end your participation in the study at any 
time. If you choose to participate, your assistance will be 
appreciated. If you choose not to participate, your 
decision will be respected. 

Sally Chau, RN, BSN 
Masters Student 
The University of Arizona 
College of Nursing 

945-5255 or 792-3491 
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DATA COLLECTION FORM 

Subject ID# 

Date & Time of Hospital Admission: 

Date of Discharge: 

Length of Stay: days 

Group (check one): 

Experimental; Date teaching began: 

Control 

Age: 

Height: ft. in. 

Marital status (check one): 

Never married 

Separated 

Divorced 

Widowed 

Married 

Present occupation: 

Sex: 

Weight: lbs. 

Ethnicity: 

Highest level of education achieved (check one): 

Eighth grade or less 
High school graduate 
Trade school or business school 
Some college education 
College degree 
Masters/Doctorate degree 
Other; 
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Family History of coronary artery disease? (Any of the 
following: heart attack, coronary artery bypass graft, 
angina, percutaneous transluminal coronary angioplasty) 

Yes 
No 

Time Table 

Day of 
Hospitali
zation 

Activity 
Date 

Completed 

1 

2 Self-Care Behavior Quest. 

3 Structured Cardiac Teaching 

4 Structured Cardiac Teaching 

5 Structured Cardiac Teaching 

Day of 
Discharge 

Knowledge, Satisfaction, & 
Feelings of Security Questionnaires 

2 wks after Self-Care Behavior & 
Discharge Knowledge Questionnaires 

Date Mailed 
10-day Reminder 
Date Received 

Comments or field notes: 



Number of cardiac rehabilitation classes attended 

Number of cardiac diet classes attended: 

Results 

Knowledge Questionnaire 

% correct at time of discharge 
% correct at 2 weeks after discharge 

Satisfaction Questionnaire 

Score at time of discharge 

Security Questionnaire 

Score at time of discharge 
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SELF-CARE BEHAVIOR QUESTIONNAIRE 

Directions: Please answer the following questions by 
supplying the appropriate information or checking the 
correct answer. 

1. How often do you engage in the following exercises? 

aerobics 
biking 
jogging 
walking 
swimming 
weight lifting 
other 

times per week 
times per week 
times per week 
times per week 
times per week 
times per week 
times per week 

2. How much time 

aerobics 
biking 
jogging 
walking 
swimming 
weight li 
other 

do you spend in the 

minutes 
minutes 
minutes 
minutes 
minutes 

fting minutes 
minutes 

following exercises? 

per week 
per week 
per week 
per week 
per week 

per week 
per week 

3. How many times a week do you eat the following foods? 

cheese 
cereal 
eggs 
butter 
wheat bread 

fish 
fruit 
red meat 
chicken 
vegetables 

4. Which of the following do you use regularly? (check one 
or more) 

2% milk Whole milk 
1% milk No milk 
Skim milk 
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How often do you experience these feelings: 

rush 
angry 
tense 
relaxed 
tired 

times per week 
times per week 
times per week 
times per week 
times per week 

Do you smoke cigarettes? 

Yes 
No 

packs per day 
number of years you 
have smoked 

7. How often do you add salt at the table? 

Always Sometimes Never 

How often do you add salt during cooking? 

Always Sometimes Never 

8. Please circle one number which describes your health 
right now: 

Worst 1 
possible 

8 9 Best 
possible 

9. What are some recent health related lifestyle changes 
you have made? 
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KNOWLEDGE QUESTIONNAIRE 

Directions: Please circle the letter next to the answer 
which best represents your opinion for the question. 

1. When someone uses the term "heart attack," what is 
meant? 

A. Part of the heart muscle has been damaged. 
B. Fluid is building up around the heart. 
C. The heart rhythm has been altered. 

2. The pain involved in a heart attack is from: 

A. heart irritability. 
B. too little blood to the heart chambers. 
C. too little oxygen to the heart muscle. 

3. Which one of the following blood pressure readings 
considered to be normal? 

A. 80/50 
B. 120/70 
C. 160/130 

4. Which of the following foods is highest in 
cholesterol? 

A. Fish 
B. Ice Cream 
C. Sherbet 

5. Why is cholesterol an important factor in causing 
hardening of the arteries? 

A. It weakens the wall of heart muscle. 
B. It blocks up blood vessels. 
C. It builds up around the heart and 

squeezes on it. 
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6. Which of the following groups of risk factors make it 
most likely for someone to have heart disease? 

A. High blood pressure, obesity, wealthy. 
B. High blood pressure, high blood cholesterol, 

smoking. 
C. Smoking, obesity, female. 

7. Which one of the following groups of foods are lowest 
in saturated fat? 

A. Bread, vegetables, margarine. 
B. Pork, bacon, butter. 
C. Fish, ice cream, lamb. 

8. Which statement about nitroglycerin is false? 

A. It is a pain pill like aspirin but stronger. 
B. It must be kept dry and in a dark bottle. 
C. They are best used by dissolving them under the 

tongue. 

9. If chest pain should re-occur after hospital discharge, 
you should: 

A. Call your doctor immediately. 
B. Immediately return to the hospital. 
C. Try a nitroglycerine tablet (under your tongue). 

10. Too much animal fat in your diet contributes to 
high blood cholesterol. 

A. True 
B. False 

11. High blood cholesterol signals a proneness to heart 
attack. 

A. True 
B. False 
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12. Regular exercise can have a beneficial effect on the 
heart. 

A. True 
B. False 

13. It is better to prepare foods by baking, broiling or 
boiling rather than frying. 

A. True 
B. False 

14. After a heart attack one should rest in bed for two to 
three weeks. 

A. True 
B. False 

15. A gradual increase in physical activity is important 
for the healing process of the heart to occur. 

A. True 
B. False 

Sources: 

Questions 1, 3, 4, 5, 6, and 8, are adapted from White, 
C., Lemon, D., & Albanese, M. (1980). Efficacy of 
health education efforts in hospitalized patients with 
serious cardiovascular illness: Can teaching succeed? 
Patient Counselling and Health Education, 2(4), 189-
196. 

Questions 2, 9, 10, 11, 14, and 15, are adapted from 
Rahe, R., Scalzi, C., & Shine, K. (1975). A teaching 
evaluation questionnaire for post-myocardial infarction 
patients. Heart & Lung, 4(5), 759-766. 
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Appendix H 

SATISFACTION QUESTIONNAIRE 

Directions: Please circle the one response which best 
describes your opinion. 

1. Instructions and directions were given at just the 
right speed. 

Strongly Agree Uncertain Disagree Strongly 
agree disagree 

2. A lot of questions were asked, but once the answers 
were found, no one seemed to do anything. 

Strongly Agree Uncertain Disagree Strongly 
agree disagree 

Things were explained in simple language. 

Strongly Agree Uncertain Disagree Strongly 
agree disagree 

4. It was difficult to understand what the nurses and 
teachers were talking about. 

Strongly Agree Uncertain Disagree Strongly 
agree disagree 

I received much useful information. 

Strongly Agree Uncertain Disagree Strongly 
agree disagree 
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6. The cardiac teaching was not very beneficial. 

Strongly Agree Uncertain Disagree Strongly 
agree disagree 

7. I learned all that I need to know to take care of 
myself at home. 

Strongly Agree Uncertain Disagree Strongly 
agree disagree 

Sources: 

Questions 1-4 are adapted from Risser, N. (1975). 
Development of an instrument to measure patient 
satisfaction with nurses and nursing care in primary 
care settings. Nursing Research, 24(1), 45-52. 

Questions 5-7 are adapted from Bustamante, L., 
Gerber, R., & Higgins, S. (1988). Effectiveness 
of a nurse-coordinated, multidisciplinary cardiac 
rehabilitation program. Unpublished research report, 
St. Mary's Hospital, Tucson, Arizona. 



APPENDIX I 

FEELINGS OF SECURITY QUESTIONNAIRE 



162 

Appendix I 

FEELINGS OF SECURITY QUESTIONNAIRE 

Directions: Please check the one answer that best describes 
your opinion. 

1. I received enough information about my disease process. 

Yes 
No; if not, please explain: 

2. I received enough information about my diet. 

Yes 
No; if not, please explain: 

3. I received enough information about my risk factors. 

Yes 
No; if not, please explain: 

4. I received enough information about my exercise and 
activity level. 

Yes 
No; if not, please explain: 



I received enough information about my medications. 

Yes 
No? if not, please explain: 

I received enough information about stress reduction. 

Yes 
No; if not, please explain: 

Do you feel you are ready to go home? 

Yes 
No; if not, why not? 

Do you feel you know how to care for yourself at home 

Yes 
No; if not, why not? 

What are your suggestions for improving the cardiac 
teaching that you have received during your 
hospitalization? 
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Appendix J 

RESULTS RELATED TO THE 

SELF-CARE BEHAVIOR QUESTIONNAIRE 



165 

Table Jl. Number of Times of Engagement in Each Exercise 
Before the MI, by Group (N=30) 

Experimental Control 
Variables Group Group 

(n=15) (n=15) 

n 

# of times engaged in 
aerobic exercise per week 

None 
Two 
Three 
Four 

# of times engaged in 
biking exercise per week 

None 
One 
Two 
Three 
Four 
Five 
Six 
Seven 

# of times engaged in 
jogging exercise per week 

None 
One 
Two 
Three 

14 
0 
0 
1 

93. 3 
0 . 0 
0 . 0 
6.7 

14 
1 
0 
0 

93. 3 
6.7 
0 . 0  
0 . 0  

11 
0 
0 
1 
0 
1 
1 
1 

73. 3 
0, 
0 , 
6 , 
0, 
6 ,  
6 .  
6 .  

14 
1 
0 
0 
0 
0 
0 
0 

93. 3 
6.7 
0 . 0  
0 . 0  
0 . 0  
0 . 0  
0 . 0  
0 . 0  

14 
0 
0 
1 

93. 3 
0 . 0  
0 . 0 
6.7 

15 
0 
0 
0 

1 0 0 . 0  
0 . 0  
0 . 0  
0 . 0  

Continued 
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Table J1 (continued) 

Experimental Control 
Variables Group Group 

(n=15) (n=15) 

# of times engaged in 
walking exercise per week 

None 
One 
Two 
Three 
Four 
Five 
Six 
Seven 
Eight 
Nine 

8 
0 
0 
2 
2 
0 

1 
2 
0 
0 

53. 
0. 
0. 

13. 
13. 
0. 
6 .  

13. 
0 . 0  
0 . 0  

1 
1 
3 
4 
0 
2 
1 
2 
0 
1 

6 , 
6 ,  

20 , 
26, 
0. 

13. 
6 .  

13. 
0. 
6 .  

# of times engaged in 
swimming exercise per week 

None 13 86. 7 13 86 . 7 
One 0 0.0 0 0.0 
Two 0 0.0 1 6.7 
Three 2 13. 3 0 0.0 
Four 0 0.0 0 0.0 
Five 0 0.0 0 0.0 
Six 0 0.0 0 0.0 
Seven 0 0.0 1 6.7 

Continued. 
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Table J1 (continued) 

Experimental Control 
Variables Group Group 

(n=15) (n=15) 

n 

# of times engaged in 
weight lifting exercise 
per week 

None 
One 
Two 
Three 
Four 
Five 
Six 
Seven 

10 
1 
0 
2 
0 
1 
0 
1 

66 . 7 
6.7 
0 . 0  

13. 3 
0 . 0 
6.7 
0 . 0  
6 . 7 

13 
1 
0 
0 
0 
0 
0 
1 

86 . 7 
6 ,  
0. 
0, 
0 , 
0, 
0. 
6 .  

# of times engaged in 
other exercises per week 
(e.g. tennis, golfing, 
bowling, stretching exercise; 

None 
One 
Two 
Three 
Four 
Five 

12 
1 
0 
0 
1 
1 

80 , 
6 ,  
0. 
0, 
6 ,  
6 .  

14 
0 
0 
1 
0 
0 

93 
0 
0 
6 
0 
0 

3 
0 
0 
7 
0 
0 
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Table J2. Number of Times of Engagement in Each Exercise at 
Two Weeks After Discharge, by Group (N=30) 

Variables 
Experimental 

Group 
(n=15) 

Control 
Group 
(n=15) 

n 

# of times engaged in 
aerobic exercise per week 

None 
One 
Two 
Three 

14 
0 
0 
1 

93. 3 
0 . 0  
0 . 0  
6.7 

15 
0 
0 
0 

1 0 0  .  0  
0 . 0  
0 . 0  
0 . 0  

# of times engaged in 
biking exercise per week 

None 
One 
Two 
Three 
Four 
Five 
Six 
Seven 
Eight 
Nine 

11 
0 
0 
0 
1 
1 
0 

1 
0 
1 

73, 
0, 
0. 
0, 
6, 
6 .  
0, 
6 .  
0. 
6 .  

14 
0 
0 
1 
0 
0 
0 
0 
0 
0 

93, 
0, 
0, 
6, 
0, 
0. 
0. 
0, 
0, 
0. 

# of times engaged in 
jogging exercise per week 

None 15 100.0 15 100.0 

Continued 
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Table J2 (continued) 

Variables 
Experimental 

Group 
(n=15 ) 

Control 
Group 
(n=15 ) 

# of times engaged in 
swimming exercise per week 

# of times engaged in 
weight lifting exercise 
per week 

n n 

# of times engaged in 
walking exercise per week 

None 
One 
Two 
Three 
Four 
Five 
Six 
Seven 
Eight 
Nine 

1 
0 
0 
2 
1 
3 
2 
4 
0 
2 

6 ,  
0 , 
0, 

13, 
6 .  

2 0 .  
13. 
2 6 .  
0. 

13.3 

0 
0 
1 
4 
1 
0 
1 
4 
0 
3 

0 , 
0. 
6 ,  

26  , 
6. 
0. 
6 . 

26  .  
0. 

2 0 .  

None 
One 
Two 
Three 

14 
0 
0 
1 

93. 3 
0 . 0  
0 . 0  
6.7 

15 
0 
0 
0 

1 0 0 .  0  
0 . 0  
0 . 0  
0 . 0  

None 
One 
Two 
Three 

14 
0 
0 
1 

93.3 
0 . 0  
0 . 0  
6.7 

14 
0 
1 
0 

93. 3 
0 . 0  
6 . 7 
0 . 0  

Continued. 
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Table J2 (continued] 

Variables 

# of times engaged in 
other exercises per week 
(e.g. tennis, stretching 
exercise, rowing machine) 

None 
One 
Two 
Three 
Four 
Five 
Six 
Seven 

Experimental 
Group 
(n=15) 

Control 
Group 
(n=15) 

n n 

11 
0 
0 
0 
0 
0 
1 
2 

73. 
0. 
0, 
0, 
0, 
0, 
6 .  

13. 

15 
0 
0 
0 
0 
0 
0 
0 

100 , 
0, 
0, 
0, 
0, 
0, 
0, 
0, 

Missing data from one subject 
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Table J3. Sura of Times for All Exercises Engaged In by 
Subjects per Week Before the MI (N=30) 

Experimental Control 
Variables Group Group 

(n=15) (n=15) 

n 

Sum of Times 

0 1 6.7 0 0 . 0 
1 1 6. 7 1 6.7 
2 0 0.0 3 20. 0 
3 1 6.7 4 26.7 
4 3 20 . 0 0 0.0 
5 0 0.0 2 13. 3 
6 2 13.3 0 0 . 0 
7 3 20. 0 1 6.7 
9 0 0.0 2 13. 3 

10 2 13. 3 0 0.0 
13 0 0.0 1 6.7 
14 2 13.3 1 .6.7 

15 100. 0 15 100. 0 

Mean = 6.47 Mean = 5.40 
S.D. = 4.16 S.D. = 4.12 
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Table J4. Sum of Times for All Exercises Engaged In by 
Subjects per Week at Two Weeks After Discharge 
(N=30) 

Experimental Control 
Variables Group Group 

(n=15) (n=15) 

Total Sum of Times 

0 0 0. 0 1 6.7 
2 0 0 . 0 1 6 . 7 
3 0 0 . 0 3 20.0 
4 1 6.7 1 6.7 
5 4 26. 7 0 0.0 
6 2 13.3 2 13.3 
7 1 6.7 3 20. 0 
9 3 20. 0 4 26. 7 

14 1 6 . 7 0 0.0 
16 2 13. 3 0 0.0 
21 1 6.7 0 0.0 

15 100 . 0 15 100.0 

Mean = 9.13 
S.D. = 5.19 

Mean = 5.60 
S.D. = 2.92 
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Amount of Time (Minutes) Engaging in Exercise Per 
Week Before the MI, by Group (N=30) 

Experimental Control 
Group Group 
(n=15) (n=15) 

n 

time (minutes) 

1 6. 7 0 0. 0 
0 0. 0 1 6. 7 
0 0 . 0 1 6 . 7 
0 0. 0 2 13. 3 
0 0. 0 2 13. 3 
2 13. 3 0 0. 0 
2 13. 3 1 6. 7 
1 6. 7 0 0. 0 
1 6. 7 0 0. 0 
0 0 . 0 1 6. 7 
0 0. 0 1 6 . 7 
0 0. 0 1 6. 7 
0 0. 0 1 6. 7 
2 13. 3 0 0. 0 
1 6. 7 0 0. 0 
1 6. 7 0 0. 0 
1 6. 7 1 6. 7 
1 6. 7 0 0 . 0 
0 0. 0 1 6. 7 
1 6. 7 0 0. 0 
0 0. 0 1 6. 7 
0 0. 0 1 6. 7 
1 6. 7 0 0. 0 

— 236. 07 Mean = 177. 3: 
= 262. 09 S.D. = 184. 8: 
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Amount of Time (Minutes) Engaging in Exercise Per 
Week at Two Weeks After Discharge by Group (N=30) 

Experimental Control 
Group Group 
(n=15) (n=15) 

n % n % 

time (minutes) 

0 0. 0 1 6 . 7 
0 0. 0 1 6 . 7 
0 0. 0 1 6 . 7 
1 6. 7 1 6 . 7 
0 0. 0 4 26 . 7 
0 0. 0 1 6. 7 
2 13. 3 0 0 . 0 
2 13. 3 1 6. 7 
2 13. 3 0 0 . 0 
1 6 . 7 0 0 . 0 
2 13. 3 0 0 . 0 
1 6. 7 1 6 . 7 
0 0. 0 1 6. 7 
0 0. 0 1 6 . 7 
0 0. 0 1 6 . 7 
1 6. 7 0 0. 0 
1 6. 7 0 0 . 0 
1 6. 7 0 0. 0 
0 0. 0 1 6 . 7 
1 6. 7 0 0. 0 

_ 293. 67 Mean = 168. 6' 
= 297 . 88 S.D. = 227. i: 
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Table J7a. Consumption Frequency (Ranges, Means, Standard 
Deviations) of Ten Different Food Types Reported 
by Control Subjects Before the MI (n= 15) 

Food Type Ranges of Consumption Mean S.D. 
Frequency Per Week 

Cheese 0 - 10 3.00 3. 14 
Cereal 0 - 7 2 . 53 2.61 
Eggs 0 - 25 4. 60 6.71 
Butter 0 - 21 3. 33 5.62 
Wheat Bread 0 - 18 5.53 4. 36 
Fish 0 - 5 1. 07 1. 58 
Fruit 0 - 9 3. 87 2. 90 
Red Meat 0 - 10 3. 40 2. 50 
Chicken 0 - 3 1. 67 0. 90 
Vegetables 2 - 12 6. 47 2. 77 

Table J7b. Consumption Frequency (Ranges, Means, Standard 
Deviations) of Ten Different Food Types Reported 
by Control Subjects at Two Weeks After Discharge 
(n=15) 

Food Type Ranges of Consumption Mean S.D. 
Frequency Per Week 

Cheese 0 - 3 1. 00 1. 00 
Cereal 0 - 7 4. 13 2. 95 
Eggs 0 - 4 0. 87 1. 19 
Butter 0 - 2* 0. 29 0.61 
Wheat Bread 0 - 7 5. 00 2.45 
Fish 0 - 7 1. 53 1.77 
Fruit 0 - 21 6. 87 5. 96 
Red Meat 0 - 3 1. 73 1.10 
Chicken 0 - 5 2.13 1. 36 
Vegetables 3 - 21 7. 73 5.51 

* Missing data from one subject 
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Table J8a. Consumption Frequency (Ranges, Means, Standard 
Deviations) of Ten Different Food Types Reported 
by Experimental Subjects Before the MI (n=15) 

Food Type Ranges of Consumption Mean S.D. 
Frequency Per Week 

Cheese 0 - 5 2. 07 1. 58 
Cereal 0 - 7 3. 00 2 . 70 
Eggs 0 - 7 2.27 2.09 
Butter 0 - 14 2.80 4. 26 
Wheat Bread 0 - 14 6.33 4. 29 
Fish 0 - 4 1. 40 1. 18 
Fruit 1 - 12 6.27 3. 22 
Red Meat 0 - 5 1.67 1. 54 
Chicken 1 - 5 2.53 1. 06 
Vegetables 2 - 14 6.87 2.95 

Table J8b. Consumption Frequency (Ranges, Means, Standard 
Deviations) of Ten Different Food Types Reported 
by Experimental Subjects at Two Weeks After 
Discharge (n=15) 

Food Type Ranges of Consumption Mean S.D. 
Frequency Per Week 

Cheese 0 - 4* 1. 57 1. 40 
Cereal 1 - 7* 4. 93 2.20 
Eggs 0 - 3* 0.93 1. 07 
Butter 0 - 16** 1. 46 4.45 
Wheat Bread 0 - 7 4. 93 2.40 
Fish 0 - 5* 1. 93 1. 39 
Fruit 3 - 7 6. 20 1. 66 
Red Meat 0 - 5 1.47 1.41 
Chicken 1 - 7 3. 40 1. 72 
Vegetables 4 - 7 6.47 0. 99 

* Missing data from one subject 
** Missing data from two subjects 
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Table J9. Frequency Distribution of Subjects by Choices of 
Milk Use before the MI (N=30) 

Experimental Control 
Milk Type Group Group 

(n=15) (n=15) 

n 

2% Milk 5 33.3 4* 26.7 
1% Milk 1 6.7 3* 20. 0 
Skim Milk 3 20.0 3 20.0 
Whole Milk 5 33.3 4 26.7 
Use No Milk 1 6.7 3 20.0 

* One subject used two types of milk products. 

Table J10. Frequency Distribution of Subjects by Choices 
of Milk Use at Two Weeks After Discharge (N=30) 

Experimental Control 
Milk Type Group Group 

(n=15) (n=15) 

n % n 

2% Milk 6* 40 . 0 6* 40. 0 
1% Milk 3 20. 0 3* 20. 0 
Skim Milk 5 33. 3 5* 33. 3 
Whole Milk 1 6.7 1* 6.7 
Use No Milk 1 6.7 5* 33. 3 

* One subject used two types of milk products. 
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Table Jlla. Description (Episodes, Means, Standard 
Deviations) of the Five Types of Feelings 
Experienced by Control Subjects Per Week 
Before the MI (n=15) 

Types of Feelings Episodes Mean S.D. 
Per Week 

Rushed 0 -
Angry 0 -
Tense 0 -
Relaxed 1 -
Tired 2 -

7 1.93 2.19 
4 1.00 1.13 

10 2.53 3.16 
13 5.60 2.95 
7 4.93 2.22 

Table Jllb. Description (Episodes, Means, Standard 
Deviations) of the Five Types of Feelings 
Experienced by Control Subjects Per Week 
at Two Weeks After Discharge (n=15) 

Types of Feelings Episodes Mean S.D. 
Per Week 

Rushed 0 - 4* 0.43 1. 09 
Angry 0 - 40* 3. 14 10. 62 
Tense 0 - 45* 4. 79 11. 90 
Relaxed 3 - 30* 9.00 7. 32 
Tired 0 - 20 5 . 47 4. 79 

* Missing data from one subject 
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Table J12a. Description (Episodes, Means, Standard 
Deviations) of the Five Types of Feelings 
Experienced by Experimental Subjects Per 
Week Before the MI (n=15) 

Types of Feelings Episodes Mean S.D. 
Per Week 

Rushed 0 - 8 3.07 3.03 
Angry 0-40 5.93 10.26 
Tense 0-50 8.87 14.98 
Relaxed 2-20 6.47 4.37 
Tired 0-14 4.93 3.39 

Table J12b. Description (Episodes, Means, Standard 
Deviations) of the Five Types of Feelings 
Experienced by Experimental Subjects Per 
Week at Two Weeks After Discharge (n=15) 

Types of Feelings Episodes Mean S.D. 
Per Week 

Rushed 0 -
Angry 0 -
Tense 0 -
Relaxed 0 -
Tired 0 -

4*** 1.27 1.68 
5* * 1.67 1.67 
5*** 2.00 1.61 

15* 5.64 3.63 
7* 4.36 2.90 

* Missing data from one subject 
** Missing data from three subjects 

*** Missing data from four subjects 
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Table J13. Frequency and Percents of Smoking History by 
Subjects Before the HI (N=30) 

Experimental Control 
Smoking History Group Group 

(n=15) (n=15 ) 

n 

# of packs smoked 

None 11 73.3 6 40.0 
One 2 13.3 3 20.0 
Two 2 13.3 5 33.3 

15 100.0 14 93. 3* 

# of years smoked 

0 
15 
20 
24 
25 
30 
32 
35 
40 
43 
50 

11 
0 
0 
1 
0 
0 
0 
2 
1 
0 
0 

73.3 
0 . 0  
0, 
6. 
0, 
0, 
0, 

13, 
6 .  
0 . 0  
0 . 0  

26 , 
6. 
6. 
0. 
6 .  
6 .  
6 .  

13. 
6 .  
6 .  
6 .  

15 100.0 14 93. 3* 

* Missing data from one subject 
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Table J14. Frequency and Percents of Smoking Habits by 
Subjects at Two Weeks After Discharge (N=30) 

Experimental Control 
Smoking Habit Group Group 

(n=15) (n=15) 

n 

# of packs smoked 

None 

One 

Two 

15 100.0 

0  0 . 0  

0  0 . 0  

12* 80.0 

1 6.7 

1 6.7 

15 100.0 14 93. 4* 

* Missing data from one subject 

* One subject smokes 5-6 cigarettes per day and one 
subject smokes 3 cigarettes per day 
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Table J15. Frequency and Percents of Salt Intake Habits by 
Subjects Before the MI (N=30) 

Experimental Control 
Salt Intake Habits Group Group 

(n=l5) (n=15) 

n 

Salt added at table 

None 

Sometimes 

Always 

3 

8 

4 

2 0 .  0  

53. 3 

26. 7 

15 100.0 

3 

8 

4 

2 0 . 0  

53. 3 

26 . 7 

15 100.0 

Salt added during cooking 

None 

Sometimes 

Always 

5 33.3 

6 40.0 

4 26.7 

15 100.0 

3 20.0 

7 46.7 

4 26. 7 

14 93.4* 

Missing data from one subject 
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Table J16. Frequency and Percents of Salt Intake Habits by 
Subjects at Two Weeks After Discharge (N=30) 

Salt Intake Habits 
Experimental 

Group 
(n=15) 

n % 

Control 
Group 
(n=15) 

Salt added at table 

None 

Sometimes 

Always 

10  

4 

1 

66. 7 

26. 7 

6.7 

15 100.0 

11 

3 

1 

73.3 

20  .  0  

6.7 

15 100.0 

Salt added during cooking 

None 

Sometimes 

Always 

5 

7 

2 

33. 3 

46. 7 

13. 3 

8 53.3 

5 33.3 

2 13.3 

14 93.3* 15 100.0 

* Missing data from one subject 
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Table J17. Frequency Distribution of the Subjects' 
Perceived Health During Hospitalization 
(N=30 ) 

Experimental Control 
Perceived Health Group Group 

(n=15) (n=15) 

n 

One (Worst Possible) 

Two 

Three 

Four 

Five 

Six 

Seven 

Eight 

Nine (Best Possible) 

0 

1 

1 

1 

2 

3 

4 

3 

0 

0 . 0  

6 . 7 

6.7 

6 . 7 

13. 3 

2 0 .  0  

26. 7 

2 0 .  0  

0 . 0 

2 

0 

1 

2 

2 

1 

3 

3 

1 

13.3 

0 . 0 

6.7 

13.3 

13. 3 

6.7 

20 . 0 

20. 0 

6.7 

15 100.0 15 100.0 

Mean = 5.93 
S.D. = 1.83 

Mean = 5.53 
S.D. = 2.53 
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Table J18. Frequency Distribution of the Subjects' 
Perceived Health at Two Weeks After 
Discharge (N=30) 

Experimental Control 
Perceived Health Group Group 

(n=15) (n=15) 

n % n % 

One (Worst Possible) 

Two 

Three 

Four 

Five 

Six 

Seven 

Eight 

Nine (Best Possible) 

0 

0 

0 

1 

2 

1 

8 

3 

0 

0 . 0 

0 . 0  

0 . 0 

6 . 7 

13.3 

6 . 7 

53.. 3 

20  .  0  

0 . 0 

0 

0 

0 

1 

2 

3 

5 

4 

0 

0 . 0 

0 . 0  

0 . 0  

6.7 

13.3 

2 0 .  0  

33. 3 

26.7 

0 . 0  

15 100.0 15 100.0 

Mean =6.67 
S.D. = 1.18 

Mean = 6.60 
S.D. = 1.24 



186 

REFERENCES 

After your heart attack. (1985). Krames Communications. 

Alywahby, N. (1989). Principles of teaching for individual 
learning of older adults. Rehabilitation Nursing, 
1£(6), 330-333. 

Bashshur, R. , Metzern, C., & Worden, C. (1967). Consumer 
satisfaction with group practice: The Cha Case. 
American Journal of Public Health, 57, 1991-1999. 

Bustamante, L. , Gerber, R. , & Higgins, S. (1988). 
Effectiveness of a nurse-coordinated, multidisciplinary 
cardiac rehabilitation program. Unpublished research 
report, St. Mary's Hospital, Tucson, Arizona. 

Bader, M. (1988). Nursing care behaviors that predict 
patient satisfaction. Journal of Nursing Quality 
Assurance, 2_( 3 ) , 11-17. 

Chaisson, G. (1980). Patient education: Whose 
responsibility is it and who should be doing it? 
Nursing Administration Quarterly, 4(2), 1-11. 

Chan, V. (1990). Content areas for cardiac teaching: 
Patients' perceptions of the importance of teaching 
content after myocardial infarction. Journal of 
Advanced Nursing, 1_5(10), 1139-1145. 

Close, A. (1988). Patient education: A literature review. 
Journal of Advanced Nursing, 13, 203-213. 

Degeling, D., Salkeld, G., Dowsett, J., & Fahey, P. (1990). 
Patient education policy and practice in Australian 
hospitals. Patient Education and Counselling, 15(2), 
127-138. 

Derenowski, J. (1986). The effect of social support 
systems, health locus of control and value orientations 
on wellness motivation in post-myocardial infarction 
patient"! Unpublished master's thesis, University of 
Arizona, Tucson. 



187 

Derenowski, J. (1990). The qualitative generation of 
wellness motivation theory. Unpublished doctoral 
dissertation, University of Arizona, Tucson. 

Dion, W., Grevenow, P., Pollock, M. , Squires, R., Foster, 
C., Johnson, W., & Schmidt, D. (1982). Medical 
problems and physiologic responses during supervised 
inpatient cardiac rehabilitation: The patient after 
coronary artery bypass grafting. Heart & Lung, 11(3), 
248-255. 

Doehrman, S. (1977). Psychosocial aspects of recovery from 
coronary heart disease: A review. Social Science and 
Medicine, 11, 199-218. 

Donabedian, A. (1966). Evaluating the quality of medical 
care. Milbank Memorial Fund Quarterly, 44, 166-203. 

Fletcher, V. (1987). An individualized teaching program 
following primary uncomplicated myocardial infarction. 
Journal of Advanced Nursing, 12^(2), 195-200. 

Francis, V. , Korsch, B., & Morris, M. (1969). Gaps in 
doctor-patient communication: Patient's response to 
medical advice. New England Journal Of Medicine, 280, 
535-540. 

Haferkorn, V. (1971). Assessing individual learning needs 
as a basis for patient teaching. Nursing Clinics of 
North America, £(1), 199-209. 

Hemry, M. (1988). Cardiac rehab: Still running or standing 
still? American Journal of Nursing, 88J 9) , 1196-1201. 

Hentinen, M. (1986). Teaching and adaptation of patients 
with myocardial infarction. International Journal of 
Nursing Studies, 23^(2), 125-138. 

Hiatt, A., Hoenshell-Nelson, N., & Zimmerman, L. (1990). 
Factors influencing patient entrance into a cardiac 
rehabilitation program. Cardiovascular Nursing, 26(5), 
25-29. 

Hijeck, T. (1984). The health belief model and cardiac 
rehabilitation. Nursing Clinics of North America, 
19(3), 449-457. 



188 

Hjermann, I., Velve Byre, K., Holme, I., & Leren, P. (1981). 
Effect of diet and smoking intervention on the 
incidence of coronary heart disease. Lancet, 2, 
1303-1310. 

Jenkins, B., Kent, S., Hayberry, J., & Colbourne, G. (1984). 
Patients' evaluation of a post-myocardial infarction 
teaching program administered by nurses. Postgraduate 
Medical Journal, 60, 108-110. 

Johnson, M., & Vickery, C. (1990). Dietary practices, 
nutrition knowledge and attitudes of coronary heart 
disease patients. Health Values, 1*4(1), 3-8. 

Kessel, N., & Shepherd, M. (1965). The health and attitudes 
of people who seldom consult a doctor. Medical Care, 
3, 6-10. 

Lackey, C., Kolasa, K., & Horner, R. (1992). Nutrition 
education in a community cholesterol screening program. 
Health Values, 16J 1) , 39-47. 

Linder-Pelz, S. (1982). Toward a theory of patient 
satisfaction. Social Science and Medicine, 16(50), 
577-582. 

Marshall, P. (1990). "Just one more !" A study into 
the smoking attitudes and behavior of patients 
following first myocardial infarction. International 
Journal of Nursing Studies, 27^(4), 375-387. 

Marston, M. (1970). Compliance with medical regimens: A 
review of the literature. Nursing Research, 19(4), 
312-323. 

Mayou, R., Williamson, B., & Foster, A. (1976). Attitudes 
and advice after myocardial infarction. British 
Medical Journal, 1, 1577-1579. 

Mayou, R., Williamson, B., & Foster, A. (1978). Outcome two 
months after myocardial infarction. Journal of 
Psychosomatic Research, 22^5), 439-445. 

McMillan, J. (1987). Measuring consumer satisfaction to 
improve quality of care. Health Progress, 68(2), 
56-58. 



189 

Merritt, S. (1991). Learning style preferences of coronary 
artery disease patients. Cardiovascular Nursing, 
21_( 2 ), 7-11. 

Miller, P., Wikoff, R., McMahon, M., Garrett, M., & Ringel, 
K. (1985). Indicators of medical regimen adherence for 
myocardial infarction patients. Nursing Research, 
34(5), 268-272. 

Mills, G. , Barnes, R., Rodell, D., & Terry, L. (1985). An 
evaluation of an inpatient cardiac patient/family 
education program. Heart & Lung, 14^4), 400-406. 

Murray, P. (1989). Rehabilitation information and health 
beliefs in the post-coronary patient: Do we meet their 
information needs? Journal of Advanced Nursing, 14(8), 
686-693. 

Orem, D. (1980). Nursing: Concepts of practice (2nd ed.). 
New York: McGraw-Hill. 

Orem, D. (1991). Nursing; Concepts of practice (4th ed.). 
St. Louis: Mosby-Year Book. 

Pohl, M. (1965). Teaching activities of the nursing 
practitioner. Nursing Research, £4(1), 4-11. 

Press, I., Ganey, R., & Malone, M. (1991). Satisfied 
patients can spell financial well-being. Healthcare 
Financial Management, 45_( 2 ) , 34-36, 38, 40"^ 42~! 

Purcell, J., White, S., & Fletcher, B. (1986). Heart 
attack: What's ahead? American Heart Association. 
Atlanta, GA: Pritchett & Hull Associates. 

Pynn, M. (1986). A tool to measure patient compliance. 
Family & Community Health, S_(2), 79-83. 

Rahe, R., Scalzi, C., & Shine, K. (1975). A teaching 
evaluation questionnaire for postmyocardial infarction 
patients. Heart & Lung, 4(5), 759-766. 

Raleigh, E., & Odtohan, B. (1987). The effect of a cardiac 
teaching program on patient rehabilitation. Heart & 
Lung, 16(3), 311-317. 

Razin, A. (1982). Psychosocial intervention in coronary 
artery disease: A review. Psychosomatic Medicine, 44, 
363-387. 



190 

Risser, N. (1975). Development of an instrument to measure 
patient satisfaction with nurses and nursing care in 
primary care setting. Nursing Research, 24(1), 45-52. 

Rudy, B. (1980). Patients' and spouses' causal explanations 
of a myocardial infarction. Nursing Research, 29, 352-
356. 

Scalzi, C., Burke, L., & Greenland, S. (1980). Evaluation 
of an inpatient educational program for coronary 
patients and families. Heart & Lung, 9^5), 846-853. 

Smith, J. (1979). The challenge of health education for 
nurses in the 1980's. Journal of Advanced Nursing, 4, 
531-543. 

Steele, J., & Ruzicki, D. (1987). An evaluation of the 
effectiveness of cardiac teaching during 
hospitalization. Heart & Lung, 1£(3), 306-311. 

Thompson, D., & Meddis, R. (1990). A prospective evaluation 
of in-hospital counselling for first time myocardial 
infarction men. Journal of Psychosomatic Research, 
34(3), 237-248. 

Thompson, D., Webster, R., & Meddis, R. (1990). In-hospital 
counselling for first-time myocardial infarction 
patients and spouses: Effects on satisfaction. Journal 
of Advanced Nursing, 1_5(9), 1064-1069. 

U. S. Department of Health and Human Services (1988). 
Paying physicians: Choices for medicare (HCFA Pub. No. 
03264) . Washington, D~! C. : uT S~I Government Printing 
Office. 

U. S. Congress, Office of Technology Assessment (1986). 
Payment for physician services: Strategies for medicare 
(OTA-H-294). Washington, D. C.: U. S. Government 
Printing Office. 

Wagner, E., & Williams, R. (1983). Rehabilitation after 
myocardial infarction. In K. G. Andreoli, V. K. 
Fowkes, D. P. Zipes, & A. G. Wallace (Eds.), 
Comprehensive cardiac care (5th ed.) (pp. 501-517). St 
Louis: C~. V. Mosby. 



191 

Ware, J. (1987, November). Measuring the quality of care: 
The patient satisfaction component. Paper presented at 
the National Conference on Quality Assurance in 
Ambulatory Health Care, Chicago. 

White, C., Lemon, D., & Albanese, M. (1980). Efficacy of 
health education efforts in hospitalized patients with 
serious cardiovascular illness: Can teaching succeed? 
Patient Counselling and Health Education, 2(4), 189-
196. 

Williams, M. (1980). Motivating the patient for a long-
term commitment. In P. S. Fardy, J. L. Bennett, N. L. 
Reitz, & M. A. Williams (Eds.), Cardiac rehabilitation: 
Implications for the nurse and other health 
professionals (pp. 194-203). St. Louis: C. V. Mosby. 

Wilson, P., Fardy, P., & Froelicher, V. (1981). Formulating 
the exercise prescription. In P. Wilson, P. Fardy, & 
V. Froelicher (Eds.), Cardiac rehabilitation, adult 
fitness, and exercise testing (pp. 337-353). 
Philadelphia: Lea & Febiger. 

Wingate, S. (1990). Post-MI patients' perceptions of their 
learning needs. Dimensions of Critical Care Nursing, 
9(2), 112-118. 

Winslow, E. (1976). The role of the nurse in patient 
education, focus the cardiac patient. Nursing Clinics 
of North America, 11(2), 213-222. 


