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ABSTRACT

This study utilized an adaptational context to 
identify determinants of compliance and their effect upon 
the medical regimen of myocardial infarction (MX) clients.

Eight myocardial infarction clients discharged 
from the Arizona Health Sciences Center returned question^ 
naires regarding aspects of instructions received, com
pliance, caregivers, and health status.

Findings revealed that instructions pertaining to 
medication, physical activity, and limitations of smoking 
and/or alcohol were most often given clients by physicians. 
Instructions pertaining to diet were most often given 
clients by dieticians. Clients rated the instructions 
moderate to high in value, quality, and clarity.

Factors affecting clients1 compliance were the 
desire to get well, easy instructions, and the physician. 
Clients * perceived health status level ranged from moderate 
to high. Clients identified three major factors:
(1) "an excellent state of health prior to the myocardial 
infarction", (2) "I take good care of myself", and 
(3) "I follow my doctors' orders", as contributing to 
their present health status.

Major determinants of compliance identified in 
this study included the attitudes of clients, the

viii



characteristics of the instructions given, and the care
givers themselves, namely physicians.

The study findings revealed a lack of instructions 
concerning psychological, occupational, and financial 
aspects of the medical regimen. Nurses were neither 
identified as the source of instruction nor as determi
nants of compliance.



CHAPTER I

INTRODUCTION

Compliance has long been identified as the major 
determinant in the success or failure of medical regimens. 
Several studies have attempted to identify factors which 
influence Compliance (Blackwell 1973., Haynes and Sackett 
1974> and Zifferblatt 1975). Some of these factors are 
age, educational level, socioeconomic level, and various 
personality traits. Variation in methodology and study 
samples have led to large amounts of literature with 
contradictory.conclusions (Marston 1970)„ Thus, little 
significance has resulted from these studies.

The focus on the problem of compliance has become 
increasingly important as health care attempts to concen
trate on prevention. Although problems of compliance 
occur at all levels, less health professional supervision 
occurs at the preventive level, making compliance impera
tive for effective health care (Green 1970).

The role of the nurse in client compliance is 
twofold. Specific determinants for compliance must be 
identified for each client. These determinants then 
provide the basis for planning and teaching the prescribed 
medical regimen to the client. Thus, the topic of
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compliance is a highly relevant one for exploration and 
study through nursing research.

Statement of the Problem 
The myocardial infarction (MI) client must be 

involved in the identification of those determinants 
affecting his compliance in his medical regimen. There
fore, what determinants for compliance can the MI client 
identify for the health care giver? What is the effect 
of these determinants on compliance within the medical 
regimen of the MI client?

Purpose of the Study 
The purpose of the study was to explore the deter

minants of compliance that MI clients can identify. The 
direct effect of these determinants on compliance was also 
explored. Perhaps the MI clients' perceptions can provide 
additional insight into the problem of why some clients 
may comply with medical regimens and others do not.

Conceptual Framework 
Compliance with a medical regimen implies that 

the MI client has made the appropriate alterations in his 
lifestyle in response to.his illness and its limitations
These alterations involve adaptation, a process studied in 
depth by Roy (1970, 1971, 1973). Her adaptation theory



is used as the basis for the conceptual framework in the 
study.

Roy (1971;254) "views man as an organism in con
stant interaction with his changing environment." Within 
the environment, "the adaptation level is determined by 
the pooled effect of three classes of stimuli? local, 
background, and residual" (Roy 1970:43). Roy (1970) also 
identifies the role of the nurse as that of assessing and 
assisting in the adaptation process of the client. Adap
tation, as described by Roy (1970:43), "begins with a 
stimulus which demands an adaptive response —  any impul
sion to act or respond comes from the disparity between 
stimulation and the adaptation level."

Within this framework, compliance is viewed as a 
function of adaptation. Determinants of compliance are 
identified as belonging to one of the three classes of 
stimuli confronting clients. The individuals' perceptions 
of the stimuli affect their compliancy. Therefore, this 
study has attempted to identify MI clients1 perceived 
determinants of compliance and their effect on the 
clients' compliance.

The conceptual model (Figure 1) identifies the 
relationship between the concepts of environment and 
adaptation. This relationship can potentially be nega
tive or positive, as is the relationship between stimuli
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Environment- -Adaptation

Stimuli--------------------------------Compliance
(local, background, 
residual)

Determinants of__________________________ Medical
Compliance Regimen

1. Medication
2. Diet
3. Physical activity
4. Psychological aspects
5. Occupational and

financial aspects
6. Smoking and/or alcohol

limitations

Figure 1. Interpretation of Roy's Adapatation 
Theory



and compliance. At the hypothesis level, the determinants 
of compliance and the topic of exploration»• It is assumed 
that the relationship of these determinants to the medical 
regimen may have both positive and negative influences.
Six categories have been derived from the literature as the 
most common components of a medical regimen designed for 
MI clients. These are specified in the model as: medi
cations , diet, physical activity, psychological aspects, 
occupational and financial aspects, and limitations asso
ciated with alcohol and/or smoking.

Definitions
For the purpose of clarity and consistency within 

this study, the following definitions are provided to 
assure an understanding of the terminology.

1. Compliance: Implies the degree of cooperation
and the following of a prescribed medical regimen.

2. Adaptation: The clients' response to environ
mental change.

3. Environment: Those components and material which
surround the client.

4. Stimuli s An agent or factor which is capable of 
evoking a response in the client.
a. Local stimuli: Stimuli which immediately

confront the client (e.g., pain).



b. Background stimuli: All other stimuli present 
(e.g., bright lights, loud noises).

c. Residual stimuli: Include .all factors from 
past experiences which influence the present. 
These factors include attitudes, beliefs, and 
sociocultural influences.

Medleal regimen: A recommended program containing
both prescriptions (things to do) and proscrip
tions (things not to do). Components of a medical 
regimen specific to the MI client are: medica
tions, diet, physical activity, psychological 
aspects, occupational and financial aspects, and 
limitations concerning alcohol and/or smoking.

Assumptions 
The assumptions underlying this study are as

Compliance implies the positive adaptation to a 
stimulus.
Determinants of compliance are forms of stimuli 
within the clients’ environment.
Failure to comply with a medical regimen will have 
a negative influence on the position of a client 
placed on the health-illness continuum.



Limitations 
Study limitations are as follows;
The population (n.= 50) explored consisted of MI 
clients discharged from a southwestern teaching 
hospital within a six-month period.
The actual sample (n = 8) was limited to those 
clients that could be located, agreed to partici
pate, and returned the questionnaire.
The research instrument was constructed by the 
investigator based on the six designated compo
nents of the medical regimen identified from the 
literature/ thus no reliability and validity 
testing were done.



CHAPTER II

REVIEW OF LITERATURE

Compliance has been identified as a major determi
nant in the success of medical care today (Becker and 
Maiman 1975, Komaroff 1976). Its effect on client out
comes has been documented in repeated studies (Rosenberg 
1973, Gillum and Barsky 1974). The actual magnitude of 
noncompliance is yet unknown. Studies estimate that non- 
compliance rates may be as high as 50 percent or more 
(Charney et al. 1967). Actual reports show much variation 
tion, ranging from 4 to 100 percent in client default 
rates (Marston 1970). Davis (1966) has estimated that 
approximately 30 to 35 percent of clients fail to follow 
theif physicians' medical recommendations.

Davis (.1966) has noted that physicians' estimation 
and recognition of compliance are grossly inadequate.
Even when noncompliance has been recognized by physicians 
and other members of the health team, their responses 
have been generally inadequate. In the same study, Davis 
(1966) also found that 67 percent of 132 senior physicians 
attributed noncompliance to the patient's uncooperative 
personality, whereas only 26 percent thought that the 
physician, himself, could be responsible for noncompliance.



Forty percent of the physicians blamed the patients1 
inability to understand recommendations..

Steps taken by the physicians in order to deal 
with the problems of compliance were: (1) a thorough
explanation of the regimen, (2) persuasion by rational 
argument, (3) threat tactics, and (4) withdrawal from the 
case or referral (Gillum and Barsky 1974). A research 
review by Green (1970) concluded that the acquisition of 
knowledge, change in attitude, or even the arousal of fear 
in no way evokes the compliance behavior desired by the 
physician.

Gillum and Barsky (1974:1564) have described the
literature on compliance with medical regimens as,

. . . confusing and contradictory, . . . filled 
with individual studies lacking adequate means 
of measurement and standardization methods of 
data collection and evaluation, that differ from 
each other in the setting and results.

Measures of compliance studied have included patient self- 
reporting, pill counts, or chemical assays for presence 
of medication in urine or blood, and records of broken 
appointments. Populations studied have been both inpati
ent and outpatient, adult clients, and even mothers of 
small pediatric clients. Medical interventions have 
included both preventive health services as well as 
therapeutic regimens for a wide variety of diagnoses.
It is evident that there is a great deal of uncertainty
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about the role of the various factors which have been 
previously studied in relation to compliance.

Current discussion continues concerning the deter
minants or factors influencing compliance. Several 
reviews of literature (Marston 1970, Haynes and Sackett 
1974, Green 1970, Becker and Maiman 1975) have presented a 
large amount of data from numerous studies on compliance. 
These authors all seem to conclude that there is still 
much to learn in understanding the determinants and 
mechanisms involved in client compliance.

Several categories of factors have been identified 
in the literature which have been studied in relation to 
compliance (Marston 1970). These categories include 
characteristics which describe the client and his environ
ment and those associated with the disease, medical 
regimen, and physician. The characteristic's (of patient, 
illness, and regimen) are easily measurable, but, unfor
tunately, are neither predictable nor alterable (Becker 
and Maiman 1975). Table 1 illustrates some of the pos
sible characteristics which may occur in each of these 
categories. These variables have been studied in various 
degrees. Little conclusive information has been gained 
from the Compliance studies that have been done because 
of the high degree of variation in methodology and results 
of data collection (Marston 1970, Haynes and Sackett 1974).
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Table 1. Compliance Variables

Category Associated Characteristics
Client age, sex, marital status, 

education, religion, race, 
personality characteristics

Environment financial status, transporta
tion, family problems and 
interactions, cultural influ
ences, attitudes of signifi
cant others

Disease symptoms, severity of 
disease, length of disease, 
knowledge of disease process

Medical regimen length of time under treat
ment, number and type of 
recommendations, degree to 
which the regimen interferes
with activities of daily 
living

Physician interaction between client 
and physician, physician 
trust and concern physician 
demonstrates, feedback from 
physician, attitude of physi
cian, teaching and informing 
of client in regards to
regimen.
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Characteristics of the Client

Demographic variables that have been studied in 
relationship with compliance have included age, sex, edu
cation, religion, and race (see Table 1). Age has been 
shown to have no significant effect upon compliance by 
several investigators (Charney et al. 1967, Davis 1967, 
1968a, Johnson 1965, Marston 1970), However, some" iso
lated studies have found that younger clients are more 
likely to comply, possibly due to parental influence 
(Davis and Eichorn 1963). Ofher studies cite that age 
extremes, both the elderly and the very young, have higher 
noneomp1iance rates within the general population (Marston 
1970). In an interview of 86 clients attending an oncol
ogy clinic, Cobb (1954) found that younger patients are 
less likely to delay treatment for cancer and that older 
patients are more likely to do so.

Sex was not shown to have a consistent effect on 
compliance (Davis 1968a, Marston 1970, Haynes and Sackett 
1974, Watkins 1966, Neely and Patrick 1968, Charney et al. 
1967, Wilcox, GilIan and Hare 1965, Maddock 1967). Only 
four studies were found, that have shown that women were 
more likely to discontinue drugs (Luntz and Austin 1960, 
Dixon, Stradling, and Wooton 1957, Morrow and Rabin 1966, 
Wynn-Williams and Arris 1958). In a study by Luntz and 
Austin (1960) of a large rural population of 78 clients.
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it was found that tuberculin drugs were more often discon
tinued by female clients. When compared with the male 
clients, the rate of drug default was eight percent higher 
in the female population.

Kegeles (1963) reported that a higher educational 
level was associated with greater numbers of preventive 
dental visits. His study attempted, to determine predictors 
of utilization of dental services among random samples of 
factory workers in the context of a health belief model. 
However, this study, as well as others, identified the 
problem of dealing with the effect of other variables.
It was difficult to separate certain factors; for example, 
economic factors, from educational level. On the contrary, 
Davis and Eichorn (1963) reported that a higher level of 
education was associated with greater noncompliance.

Few studies have investigated the relationship, of 
religion to compliance. However, one study (Johnson 1965) 
has shown that Protestants have the highest degree of 
compliance among all religious groups. Morrow and Rabin 
(1966) and Davis (1966) have found no significant rela
tionship between religion and compliance in large groups 
of adult clients.

Morrow and Rabin (1966) also found that married 
clients were more likely to follow medical recommenda~ 
tions. No other literature reviewed has supported this
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relationship (Marston 1970, Davis 1966). No relationship 
was found between race and compliance in the literature 
reviewed (MacDonald 1963, Neely and Patrick 1968, Watkins 
1966).

Marston (1970) concluded in her review of the 
literature that demographic variables held little signifi
cance when isolated from variables such as disease and 
specifics of the medical regimen. In the few studies 
where a relationship was felt to be significant, other 
variables such as economic factors were present which 
probably had an additive effect with the demographic vari
ables (Haynes and Sackett 1974).

Personality characteristics have received much 
attention in the literature. Variables such, as attitudes 
and beliefs toward illness, and general personality types 
have been considered as factors possibly influencing com
pliance (Davis 1967, Marston 1970)„ Studies that have 
been concerned with psychological characteristics of 
patients have shown that noncompliant clients can be 
identified by examining coping mechanisms, dependency, 
and defensiveness and externalization (Cobb 1954, Ellis 
1964, Hellmuth 1966). One author suggests that fear 
arousal is necessary for acceptance of medical advice 
(Levanthal 1965)*' In a collaborative study done at a 
Veterans Administration Hospital (Blackwell 1973) ,



compliance was studied among a group of clients receiving 
treatment consisting of psychotherapy and medication. In 
this study, Blackwell (1973) described the noncompliant 
client as having a higher degree of hostility and aggres
sion than the compliant client.

Additional support has been found in a study of 
schizophrenic clients (Richards 1964), in which those who 
refused medication most frequently were found by an atti
tude test to express unfavorable feelings toward authority 
and parental figures (a role in which the client often 
casts the physician). Another study of 32 clients with 
ulcers has found that poor compliance with antacids has 
been accompanied by normal scores on the Minnesota Multi- 
phasic Personality Inventory Scale (Roth and Berger 1960). 
This may suggest that covert hostility may be more of a 
problem than overt deceit.

Other more general aspects of personality that are 
unrelated to the client relationship with a physician may 
also be associated with poor compliance. Women who fail 
to take their contraceptive pills regularly have been 
found on personality tests to be more immature, irrespon
sible, and impulsive, suggesting a profile for the "risk- 
taking" person (Baker and Dightman 1964). At the same 
time there are other personality types who may be reluc
tant to take medication for different reasons, Blackwell
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(1973) has identified such personality types as individuals 
with the fear of addiction, or losing control, and the 
paranoid client who may fear harm from any medication.

Several studies indicate that compliance is much 
greater if the illness is perceived by the client as moder
ate to severe (Charney et al. 1967, Watts 1966). Individuals 
with a negative attitude toward illness have been found to 
be more likely to follow medical recommendations (Heinzel- 
man 1962, Gillum and Barsky 1974). • Abramson (1961), in a 
study of African and Indian natives, found that clients 
who blame their illness on supernatural causes are less 
likely to continue treatment.

The coping and defense mechanisms available to 
the client have been shown to effect compliance (Davis 
1967, 1968a, Bille, 1977). Clients Who deny the severity 
or prognosis of their illness are more likely to ignore med
ical recommendations (Komaroff 1976, Boyd et al. 1974a, -b). 
In the study by Boyd et al. (1974a, -b), 134 clients and 380 
prescriptions were utilized to examine drug defaulting.
He found that clients who cope well are able to adapt 
easily, have less trouble integrating a medical regimen 
into their life, and rate much higher on compliance tests. 
Bille (1977) found a positive relationship between good 
body image scores and compliance in medical regimens 
among a group of 24 MI clients.
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Generally, those clients considered to be extro

verted, confident, and socially successful were found to 
accept and comply with medical regimens. According to 
Bille (1977), this group of people adapted easily, placing 
a high value on themselves and their health.

Characteristics of the Environment
Compliance has been studied in relation to several 

environmental factors. Financial status, cultural influ
ences, interaction with family or significant others, 
practical problems such as transportation and medical care 
availability all have been shown to alter compliance 
in various ways (Haynes and Sackett 1974, Marston 1970).

Financial status has been shown to be significant 
if the cost of the medical recommendations are perceived 
as greater than the benefits to be gained (Rosenberg,
1973). Cultural influences are difficult to isolate from 
other variables; however, it has been shown that beliefs 
vary among different cultural groups (Hulka et al. 1976)« 
Many cultures have forms of folk medicine and prescribed 
medical recommendations may conflict with these cultural 
beliefs.

Transportation difficulties, communication prob
lems, and physical characteristics of the clinical or 
institutional setting have been shown to deter compliance 
in certain groups of clients. Specific barriers were
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identified in the elderly, low income, and non-English 
speaking cultural groups (Hulka et al. .1976) . The prac
tical problems associated with obtaining medical care can 
greatly affect the patient’s willingness to participate 
in a medical regimen (Rosenberg 1973). '

Characteristics Associated with Disease,
Medical Regimen, and the Physician

Specific characteristics of the disease may have 
an effect on compliance with the medical regimen.
Severity of illness, symptoms, length of disease, and 
knowledge of the disease process all have been identi
fied as variables affecting compliance (Marston 1970, 
Vincent 1971).

The severity of the illness and its symptoms have 
been shown to positively affect compliance (Marston 1970). 
In such cases where the disease is potentially fatal, 
greater compliance is seen (Blackwell 1973). However, 
in cases of chronic illness requiring maintenance-type 
regimens, compliance continues to be a problem (Vincent 
1971). Symptoms which interfere with the activities of 
daily living usually receive more attention by the client 
(Hulka et al. 1976, Vincent 1971).

Studies conflict on whether the length of the 
disease is a hindrance to compliance, according to 
Marston (1970) in her literature review. This factor is
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difficult to isolate from other characteristics of the 
disease such as severity and symptoms.. Cordis, Markowitz, 
and Lilienfeld (1967) have found no significant change in 
the compliance over time for a group of children on 
penicillin prophylaxis for rheumatic fever. Luntz and 
Austin (1960) have found progressively higher noncompliance 
rates the longer tuberculosis clients remained on chemo
therapy and, by the end of five years, excretion tests for 
all patients were negative. Knowledge of the disease 
process has been shown to increase compliance, particularly 
in chronic disease such as diabetes, hypertension, and 
arthritis (Davis 1968a).

A study by Gillum and Barsky (1974) experimented 
with medical regimens by starting a group of 12 clients 
on simple, easy to follow plans, and then progressively 
added more complex components. Measures of compliance 
were done at frequent intervals. They found that compli
ance was good in the early stages while the regimen 
remained relatively simple, and good feedback was obtained 
however, as complexity increased, compliance waned.
Gillum and Barsky (1974) also found that compliance was 
increased if the clients had an active role in planning 
their own regimen.

Cohen (1973) found that noncompliance directly 
related to the number of doses and different drugs being
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prescribed. Cohen (1973) also stated that recommendations 
which require greater client output or investment generally 
receive less compliance.

The client^physician relationship has been shown in 
numerous studies to have a marked influence on compliance 
(Davis 1967, 1968b, Komaroff 1976, Rosenberg 1973). Esti
mates of noncomp1iant clients vary considerably from physi
cian to physician. The characteristics which have been 
shown to increase compliance are based on the general 
quality of the client-physician relationship (Komaroff 
1976, Korsch 1968). The physician who is sympathetic, 
shows concern, and gives feedback and information to the 
client will receive better compliance according to Davis 
(1966).

In a study done by Rosenberg (1973), clients 
reported that they perceived the physicians' genuine 
concern when questions were asked regarding side-effects 
and the clients' general status. Rosenberg (1973) also 
found that time spent by the physician with clients 
discussing the disease treatment and various aspects of 
the medical regimen increased the clients' acceptance 
to treatment. The clients who were well informed were 
less likely to make errors in the medical regimen, for 
example, medication errors. Frequent clinic visits to
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the doctor were shown by Boyd et al» (1974a, -b) to have a
positive effect;,on compliance.

A detailed description of the noncompliant client 
is probably impossible due to the questionable influence 
of many interrelating variables,. The variables that have 
been found in the literature (see Table 1, p. 11) apply 
to all types and groups of clients (Marston 1970). How
ever, this study will look specifically at the myocardial 
infarction patient after discharge from a hospital.

Nursing Research Related to Compliance 
Marston (1970) presents a broad perspective of 

the compliance problem in a literature review. However, 
the major portion of the present research has been con
ducted by physicians, pharmacists, and sociologists.

Several independent studies by nurses have con
tributed to the present knowledge on compliance problems. 
Vincent (1971) studied factors influencing compliance 
by interviewing 62 clients attending a glaucoma clinic.
She has suggested that nurses could intervene in .both the - 
physical and social factors that affected compliance.

Bille (1977), in a doctoral dissertation, has 
studied compliance in relationship to age, body image, 
and knowledge levels of 24 MI clients. He has found that 
compliance was increased with higher body image scores.
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Also, it was found that the older clients were more likely 
to comply with their medical regimens.

Watanabe (1976) has studied compliance in a group 
of 21 hypertensive clients. Higher knowledge was found to 
be related to acceptable medication compliance. Rezac
(1974), who also studied hypertensive clients, looked at 
factors which influenced the subject's decision to drop 
an antihypertensive treatment program. Factors cited 
included side effects of drugs, clinic hours,, and lack of 
symptoms.

Benedict (1974) found noncompliance with anti- 
coagulation among a group of 30 outpatients. She also 
found that the level of anticoagulation was not therapeu
tic. Compliance was not found to be related to demographic 
variables.

Shahan (1972) studied compliance among clients 
receiving prophylactic tuberculosis medications. No rela
tionship was demonstrated between compliance to treatment 
and an understanding of treatment rationale by the client.

Bragg (1975) presented the topic of compliance in 
a discussion of the psychological aspects of the myocar
dial infarction client. She supported the viewpoint that 
compliance problems may arise due to the magnitude of 
the medical regimen associated with cardiac clients.
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The Myocardial Infarction Client 

A review of literature was done to investigate 
those characteristics specific to the medical regimen of 
the MI client. The medical regimen of the MI client was 
found to have a fairly consistent format of the following 
proscriptions and prescriptions:

1. medications
2. physical activity
3. diet
4. psychological factors (dealing with stress, 

anxiety, and depression)
5. occupational and economic factors
6. smoking and alcoholic limitations

(Bean 1974, Bille 1977, Duncan, Grandbouche and Moody,
1973, Granger 1974, Rothman 1974, Wells 1974).

Various components were cited in the literature as 
utilized in medical regimens designed for the patient. 
However, what was selected for any one particular client, 
and included in a specific regimen was at the discretion 
of the client’s physician and nurse. The manner in which 
these components were approached, and by whom, may alter 
the client’s compliance (Granger 1974).

The degree of compliance among clients is of 
special concern because it is likely to affect their lon
gevity. The medical regimen for the MI client intervenes



with every aspect of life (Bille 1977). Many circumstances 
and conditions may alter the degree to which the medical 
regimen will impose on the present lifestyle of the client.

Granger (1974) describes a myocardial infarction as 
a psychosocial crisis. All aspects of the individual's 
functioning are affected. Compliance with a medical regi
men is likely to be complicated by the emotional reactions 
associated with heart disease. Granger (1974) identifies . 
three phases or emotional states that the client will 
probably experiences (1) stress, (2) disorganization, 
and (3) reconstruction. Common reactions include anxiety, 
depression, and denial. These all, unfortunately, have 
profound effects on the MI client *s compliance with his/ 
her medical regimen..

The limits and restrictions of a medical regimen 
serve as an additional stressor (Bragg 1975). Any modifi
cations or alterations of the medical regimen that can 
alleviate any anxiety or distress are imperative for the 
well being of the client. How the client perceives his 
medical regimen and what affects his compliance will have 
a marked effect on his recovery.

In summary, compliance problems can be identified 
in almost every aspect of health care. The review of the 
literature presented attempts to summarize the data that 
are presently available to health care professionals.



25
Specific to heart disease, compliance is an important issue 
considering the scope of the typical medical regimen for 
Ml clients. The factors and determinants which MI clients 
can identify will■provide additional perspective to the 
compliance problem.



CHAPTER III

METHODOLOGY

This chapter includes a description of the study 
design, research instrument, and methodology used in con
ducting the study and analysis of the data.

Design
This was a descriptive study investigating the 

determinants of compliance as perceived by the myocardial 
infarction (MI) client. These determinants were identi
fied by the use of six general components of a medical 
regimen: medication, diet, physical activity, psycholog
ical aspects, occupational and financial aspects, and 
limitations regarding smoking and/or alcohol.

' Study Sample
A questionnaire regarding determinants of compli

ance was distributed by mail to those clients who agreed 
to participate. A list of clients discharged within the 
last six months with the diagnosis of MI was obtained from 
the medical records of a southwestern teaching hospital. 
The following criteria for MI client selection were 
utilized.

1. Clients must be able to read and speak English.
26



27
2. Clients must have a prescribed medical regimen 

containing prescriptions and/or proscriptions 
concerning at least three of the six major compo
nents obtained from the literature for a medical 
regimen„

3. Clients must have been discharged from the 
hospital for at least two weeks and not more than 
six months.

Research Instrument 
A questionnaire was designed to explore the 

clients' perceptions of the determinants of compliance 
(see Appendix B). Consent of the subjects was also incor
porated in the questionnaire by the use of a disclaimer 
(see Appendix A).

Data Collection 
Participants in the study were obtained through a 

chart review of all patients discharged within a six-month 
period with the diagnosis of MI. Likely candidates for 
the study were first contacted by telephone for preliminary 
verbal consent. Of 50 original clients, only 17 could be 
located who agreed to participate in the study. Question
naires were then mailed to these 17 subjects. Eight 
questionnaires were returned by mail, even after each 
participant was contacted by telephone again, as a reminder.



28
Data concerning the client's medical regimen were obtained 
from the client by means of the questionnaire, as many of 
the charts lacked the necessary information.

Consent by the subjects to participate in this 
study was included with the questionnaire through the use 
of a disclaimer (see Appendix A). This study was consid
ered to be of minimal risk, with -no cost or risk to the 
participant. Questionnaires were coded by numbers only; 
thus all participants in the study were assured anonymity.

Data Analysis 
Responses to questions were reviewed and catego

rized. Demographic variables, length of hospitalization, 
and length of time at home were also considered in the 
analysis. Findings resulting from the tabulation of 
responses for each question are presented in the following 
chapter. Because of the limited sample in the study, no 
computer analysis was done.



CHAPTER IV

STUDY FINDINGS AND DISCUSSION

This chapter presents the findings related to com
pliance among eight myocardial infarction (MI) clients.
A discussion of these findings is included. Conclusions 
and recommendations will be presented in Chapter V.

Characteristics of the Study Sample
The study sample consisted of eight clients with 

the diagnosis of myocardial infarction. Seven of the 
eight clients in the sample were male. Ages of the cli
ents ranged from 52 to 79 years with a mean of approxi
mately 68 years (see Table 2 for characteristics of study 
subjects). Six of the eight clients were retired. Two 
of the eight clients resided in Tucson. Four clients 
lived in states other than Arizona.

Length of hospitalization for individual clients 
ranged from eight to sixteen days. The mean hospital stay 
was 13.75 days, or approximately two weeks. The length of
time each client had been home ranged from 57 to 175 days.
Average length of time at home since hospitalization was

\

118 days or approximately four months.

29
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Table 2. Characteristics of the Study Sample
Character S u b j e c t s
istics A . B c D E F G H

Age 65 62 77 52 78 79 64 68
Sex M M M M M M F M
Retired yes yes yes no yes yes NR** yes
Resi
dence L* CA L* AZ TX CO MI AZ

*L refers to local 
**NR refers to no response

Characteristics of the Medical Regimen 
Clients were asked to describe the instructions 

they received in six specified areas of the medical 
regimen. These areas were: (1) medications, (2) diet,
(3) physical activity, (4) psychological aspects,
(5) occupational and financial aspects, and (6) limita
tions of alcohol and smoking. Table 3, Column A, illus
trates the areas that each client received instruction, 
in.

All eight clients received instructions regarding 
medications and diet. Instructions regarding medications 
primarily concerned names of medications, dosages, and 
times for administration. The clients' description about



Table 3. Frequency, Origin, and Compliance for Instructions Received
A B C

Number of 
Clients Instructions Given by Compliance of Clients

Topic
Receiving
Instruction Doctor Nurse

Dieti
cian Always Usually

Some
times

Medications 8 6 2 0 6 0 0
Diet 8 1 0 6 1 7 0
Physical
Activity 7 6 0 0 0 6 1
Psychological
Aspects 1 0 0 0 0 1 0
Occupational and 
Financial Aspects 1 1 0 0 0 0 0

Limitations of Smoking and 
Alcohol 6 5. 0 0 5 0 1
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the content of the instructions were generally nonspecific; 
for example, there was limited information concerning types 
of medications and their actions. Two. clients identified 
specific content. One of these was instructed on the use 
of nitroglycerin for chest pain; the other client was 
instructed not to use aspirin because he was taking a 
"blood-thinner".

The content of instructions about diet was more 
consistent than the content of instructions regarding 
medications. Some form of low sodium, low calorie, low 
cholesterol diet was described by seven of the eight 
clients. Additional information that was given included 
instructions on the use of salt and sugar substitutes 
(two clients) and a printed list of suggested foods was 
received by another client.

Instructions regarding physical activity were 
received by seven of the eight clients. Types of exer
cise described by two clients were "walking," and "swim
ming". Two clients described instructions regarding 
specific programs for exercise, such as, "six-month 
exercise program", and "program for increasing activity"
One client stated that he was told "be careful, doing 
what I can tolerate". Another client was told to "exer
cise, but not to overdo".
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Instructions concerning smoking and/or alcohol 

limitations were received by six of the eight clients.
Two clients were told to limit smoking. One client was 
instructed to stop smoking. Five clients were told to 
limit their use of alcohol. Information concerning the 
clients' prior use of alcohol or smoking is not available.

Only one client received any instruction regarding 
psychological aspects. . This instruction was described by 
the client as "decrease stress and worry." Also, only 
one client received instruction concerning when to return 
to work. These were the only instructions noted in the 
occupational and financial area. However, the sparsity of 
reported.instructions in this area may be due to the fact 
that six of the eight clients were retired prior to the 
Ml (see Table 2, p. 29).

The sources of the instructions were presented in 
Table 3, Column B (p. 30), for each area of the medical 
regimen. There were three types of caregivers identified 
as sources: doctors, nurses and dieticians. Instructions
were received primarily from doctors in all areas except 
diet. Dieticians were identified as the source of dietary 
instruction by six of the eight clients. In all six cate
gories, instructions by nurses were received in only two 
instances. Both of these concerned medications.
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Compliance to the Medical Regimen 

Clients were asked to estimate the degree to which 
they followed the instructions they were given (see Table 3, 
Column C, p. 30, for levels of compliance in each general 
area of instruction as determined by the client). Only the 
selectors that received responses (always, usually, some
times) were included on Table 3.

Six of the eight clients responded that they always 
followed instructions concerning medications. Seven of the 
eight clients stated that they usually followed their diet, 
and one stated that he always did. Of the seven clients 
who received instruction about physical activity, six 
usually followed them. Five out of six responded that they 
always followed their instructions concerning smoking and/ 
or alcohol limitations. Partial compliance (sometimes) 
was noted once for physical activity and once for alcohol, 
and/or smoking limitations. None of the clients responded 
seldom or never.

Clients also were asked to identify factors which 
affected their compliance (participation) with the 
instructions received (see Table 4). The "desire to get 
well" was identified by seven of the eight clients as 
affecting their compliance with instructions. Five 
clients stated that "the instructions were easy to follow" 
as their reason for complying. The "doctor" was identified
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Table 4. Factors Affecting Client Compliance with 

Instructions

Factors Frequency
Desire to get well 7
Instructions were easy to follow 5
Doctor 5
Nurse 3
Dietician 3
Family support 2
Religion 2
Cost 1
Attitude of clinic personnel 1 .

as a factor by five clients, and the nurse and dietician 
by three clients. Other factors mentioned by clients 
included religion, family support, cost, and attitudes of 
the clinic personnel.

Clients' Perceptions of Instructions 
The instructions received by the clients were 

evaluated in terms of their clarity, quality, and value 
to the clients (see Table 5). Clients were asked to rate 
the clarity, quality, and value on a scale from one to 
three with a low score delineated as 1, a medium score as
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2, and a high score as 3. The mean scores were as follows: 
clarity 2.7, quality 2.6, and value 2.7 (see Table 5).

Table 5. Rating of Instructions by Clients
A

Low
B

Medium
C

High Mean Score

Clarity 0 5.0 16.5 2.7
Quality 0 6. 0 12.0 2.6
Value 0 5.0 16.5 2.7

Perceptions of Caregivers 
The perceptions of clients of their caregivers were 

obtained by requesting the clients to identify certain 
characteristics of (1) their doctor, (2) their nurse,
(3) the ideal doctor, and (4) the ideal nurse. This ques
tion was apparently unclear, as the type of.response was 
limited.' Seven clients identified attributes of their 
doctors and five clients identified characteristics of 
their nurses. However, the areas for responses to the two 
"ideals" were left blank by six of the eight clients (see 
Table 6 for the frequency of responses for both the 
clients’ doctors and nurses).
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Table 6. Attributes of the Clients ' Doctors and Nurses

Frequency of Response
Attribute

Doctor 
(n = 7)

Nurse 
(n = 5)

Answers my questions 7 3
Knowledgeable and skilled 6 3
Informs me of what is happening 5 3
Listens to me 5 3
Warm and friendly 4 3
Concerned and cares 4 3
Teaches me about my disease 3 3
Treats me as equal 3 3
Includes family in discussion 3 1 .

Clients' Perceptions of Health Status 
Clients were asked to estimate the percentage to 

which they believed that they had returned to their prior 
state of health (see Table* 7)» Four of eight clients 
felt they had returned to a high (90-100%) level, three 
responded that they had returned to a moderate (70-80%) 
level, and one client responded that he had returned to 
a low (60% and below) level. Responses averaged in the 
moderate to high level% however, the range was 50 to 
100 percent. Clients were asked to state what had
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Table 7. . Clients' Estimation of Health Status

Client
A B C D E ' B G H Mean

Health
status

100 100 70 80 100 50 80 90 83.75

contributed most to their present state of health . Table 8
presents the factors clients identified and their fre-
guency.

Table 8. Factors Contributing to Health Status

Contributing Factors
Response
Frequency

Excellent state of health prior to this 5
Take good care of myself 5
Follow doctor's orders 5
Family support and concern 4
Diet 3
Have faith 2
Active and interested in life 2
God's will and destiny 2
Exercise 1
Good doctor 1
Medication 1
Smoking limitation . 1
Doctor1s orders 1
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Clients identified a total of thirteen contributing 

factors that affected their health status. Three factors 
were identified by five of eight clients:

1. Excellent state of health prior to the myocardial 
infarction

2. Take good care of myself
3. Follow doctor's orders

In addition, four clients identified family support and 
three identified diet as contributing factors. Other 
factors cited included; "God's will and destiny", and 
various aspects of the medical regimen such as, "medica^ 
tion"," "exercise", "smoking limitations", "good doctors", 
and "doctor's orders".

A question regarding other factors which interfere 
with coitipliance of the client was not answered by seven of 
the eight clients. This was deleted from the study find
ings because it was decided that this question provided 
no adequate information (see Appendix B, Question 7).

DiscusSion of the Findings 
Generally, the eight study subjects reported they 

were compliant and satisfied with the aspects of their 
care. Overall, they rated the instructions received as 
high in clarity, quality, and value, and either usually, 
or always followed the instructions. They also noted that 
the simplicity of the instructions increased their
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compliance. A "desire to get well" significantly affected 
their compliance and they rated their present health status 
as moderate to high. However, because these clients had 
been home an average of four months, the clients1 health 
status level probably was within a moderate to high range.

The clients stated that the major contributing 
factors to their present health status were: (1) "follow
doctor's orders", (2) "take good care of myself", and 
(3) "excellent state of health prior to the myocardial 
infarction". Each of these factors indicated compliance 
on the part of the clients, as well as their desire to 
get well.

The content of the medical regimen for the clients 
in the study sample was consistent; that is, all received 
instructions concerning medication, diet, and physical 
activity. Smoking and alcohol limitations were discussed 
when applicable to the individual client. The previous 
use of alcohol and/or smoking by the subjects was unknown; 
•therefore, the investigator was unable to determine the 
frequency of instruction in this area.

Occupational and financial aspects were not dis
cussed except in one instance where a client was told 
when to return to work. However, it should be noted that 
most clients, responding to the questionnaire were retired 
and this question may not have been applicable.
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Only one client received instruction related to 

psychological aspects. This lack of instruction by health 
caregivers regarding psychological aspects was significant 
since the relationship between the stress response and 
heart disease has been well documented and such instruction 
should be an important aspect of the medical regimen of a 
mycardial infarction client (Jenkins 1976).

The frequency of responses identifying the physi
cian as the primary source of instruction is very signifi
cant. This indicates that nurses do not perform discharge 
teaching of these clients as is their responsibility. 
Dieticians, however, provide instructions on diet in a . 
consistent manner.

Attributes of the physician concerning forms of 
communication identified by the clients were inconsistent. 
Several forms of communication with the client, such as 
"answers my questions", "informs me of what is happening", 
and "listens to me" were rated high, however, "teaches me 
about my disease" was rated lower. The attribute "knowl
edgeable and skilled" was rated high also. Personality 
attributes such as "warm and friendly" and "concerned and 
cares" were rated somewhat lower. Generally, the physi
cians ' attributes showed a definite hierarchy.

The responses for the attributes of the nurses 
were not hierarchical. Five of the eight clients responded
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to this question. The personality attributes for the 
nurses scored at the same level as the other attributes 
(see Table 6 , p. 36).

Clients regarded their present health status as 
high and contributed this to factors that implied a very 
compliant attitude; that is, "my excellent state of health 
prior to the myocaridal infarction", "I take good care of 
myself", and"T follow my doctor's orders". It must also 
be noted that the more compliant client may be more likely 
to complete a questionnaire. Also, verification of the 
clients' stated levels of compliance was not possible in 
this study.

In summary, the study findings indicated that the 
eight clients in the study sample were compliant with their 
medical regimens. However, since the sample size was 
small, an accurate representation of compliance cannot be 
generalized to other myocardial infarction clients.

Major problems identified from the study findings 
included the lack of instruction.regarding occupational, 
financial, and psychological aspects within the medical 
regimen. The findings also revealed a significant lack of 
teaching being done by nurses in these clients' medical 
regimens. .

Positive aspects of the study findings included a 
high rating of the instruction received by clients and a
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high degree of compliance in following the instructions 
among the eight clients. Also, dietary instruction was not 
only accomplished by the dietician but was of a consistent 
format.

Conclusions and recommendations will be presented 
in the following chapter. Suggestions for continued 
research in the area of compliance will be proposed.



CHAPTER V

CONCLUSIONS AND RECOMMENDATIONS

This chapter presents conclusions based on the 
stated purpose and conceptual framework of this study. 
Recommendations are included that reflect an application 
of the findings to the care of myocardial infarction 
clients. This information is also applied to present 
knowledge in presenting suggestions for further research 
in this area of study.

Conclusions
The purpose of this study was to explore the 

determinants of compliance that myocardial infarction 
clients can identify and to consider the effect of these 
determinants ̂ The general characteristics of the myo
cardial infarction Clients' medical regimen were identi
fied and compliance to each component was estimated by 
the client. The components of the medical regimen con
sisted of instructions concerning medications, diet, 
physical activity and limitations on alcohol and smoking 
when applicable.

The instructions were determinants of compliance 
in that they were clear and easy to follow, and were of

44
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high quality and value to the client. Although the exact 
content of the instructions was unknown, the study findings 
suggested a definite influence on the clients' compliance.

The clients' attitudes are apparently a major 
determinant in their compliance. This is illustrated by 
the importance of the desire to get well expressed by the 
clients. Other compliant attitudes are exemplified not 
only by the high compliance on the following of instruc
tions, but also with statement such as, "I follow my 
doctor's orders", and "I take good care of myself". The 
clients' health statuses prior to illness were described 
as excellent, and were believed to have an effect on 
their present condition as well as on their compliance 
to their regimen.

People in the caregiver role also were found to be 
determinants of compliance. The physician was a signifi
cant determinant, providing the major number of instruc
tions to the clients. Clients identified their doctors as 
knowledgeable and skilled, as well as communicating by 
answering questions, providing information, and listening. 
The physician was identified as having an influence on • 
compliance, and, in one instance on the present health 
status of the client.

Other people included in the caregiver role 
included nurses, dieticians, and the clients' families.
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The effect on clients' compliance by nurses and dieticians 
was not clear because the nurse was identified in only two 
instances, and the dieticians’ role was limited to giving 
dietary instructions. However, family support and encour
agement undoubtedly had a role in increasing compliance. 
Family support was identified as a determinant that con
tributed to present health status.

Of specific importance to nurses is the fact that 
the performance in the instruction of myocardial infarction 
clients was not demonstrated in this study. Only three 
clients identified nurses as influencing their compliance. 
This indicates that the planning and teaching role func
tions of the nurse are neither being performed nor iden
tified by clients.

The determinants that have been described as influ
encing compliance can be defined as types of stimuli 
within the clients’ environment. This is consistent with 
the conceptual framework for this study. The character 
of the medical regimen and the caregivers can be classified 
as background stimuli. The attitudes of the clients are 
residual stimuli. The implied effect of these determinants 
is positive. ,

The limited sample in this study represents com
pliant clients who have adapted successfully to their 
medical regimens. Although clients in this study did not
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identify any negative stimuli affecting their compliance, 
it is likely that these do exist and have a considerable 
effect on compliance. In fact, the highest levels of 
noncompliance may be in groups of clients that will not 
complete a questionnaire. Assessment of these clients' 
compliance may require different methods of data collection 
such as personal interview rather than mailed question
naires.

Recommendations.
In reflecting on both the methodology and results 

of this study, several recommendations can be made.
Since the mail questionnaire yielded a small 

sample size, it is recommended that alternative methods 
be utilized for collecting data. Other means, such as 
interview, may increase the sample size and allow for a 
more valid and reliable exploration of compliance. Also,
Use of the interview within a clinic setting would be 
more likely to include the more noncompliant clients.

It is also recommended that both the content and 
method of instruction be evaluated in terms of clients' 
needs. Adequate documentation of both content, method, 
and source of instruction are imperative for continuity 
of care.

The performance of nurses in the planning and 
teaching of medical regimens is in need of assessment and



evaluation. If•this is a viable role for nurses to func
tion in, as the investigator believes, then two changes can; 
be recommended. First, nurses must accept, actively partic
ipate in, and document the planning.and implementing of 
teaching activities. Second, clients must accept and 
identify nurses as knowledgeable, skilled professionals, 
proficient and active in the teaching aspects of health 
care.

Further recommendations include an investigation 
of compliance within a variety of medical regimens consist
ing of different areas of instructions. The variations 
in medical regimens may produce higher compliance levels 
among groups of clients within a particular disease 
process.
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THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING

To the Participant:
The title of this research study is "Determinants of Compliance as Reported by Myocardial infarction Clients
This study is being conducted to find out how myocardial infarction (heart attack) patients are prepared for discharge from the hospital. The type of information received and its value for the patient is important for planning the care of other patients who have had myocardial infarctions. Information from this study will help nurses provide better information and guidance for patients being discharged from the hospital.
The objectives of this study are to (1) identify specific determinants for compliance as identified by the post-myocardial infarction client, and (2) to determine the effects of these determinants of compliance on the clients' own compliance.
Your participation in this study is completely voluntary. The completion of this questionnaire will require approximately forty-five minutes of your time.There will be no costs, benefits, or risks to you from your participation in this study. You may withdraw from completing the questionnaire at any time, and you may refuse to answer any questions without incurring any ill will. Completion of the questionnaire indicates that you have willingly consented to participate in this study. Be assured that all questionnaires are anonymous and all information will be kept confidential. , Your responses will be grouped with the responses of other patients to provide us with the information we seek. Any information used in locating participants will be destroyed at the conclusion of the study and no record will be kept of your participation in this study.
Your participation in this study is appreciated very much. If you have any questions regarding this research, please do not hesitate to telephone 325-2025.

Thank you.

Carol Ann Brower, R.N. Graduate Student 1717 East Speedway, #B309 Tucson, Arizona
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THE UNIVERSITY OF ARIZONA 
COLLEGE OF NURSING

Please answer the following questions as honestly and completely as 
possible. Please return this questionnaire in the envelope provided as soon as possible.

1. How long were you in the hospital?  daysdays
2. How long have you been home? days
3. Patients- usually receive some type of instructions upon hospital discharge. 

Place a check ( ) beside those topics which you received instruction. Also, 
indicate by whom you received instruction and what kind of information was received.

a. medications: 
(doses, times, 
side effects)

b. diet: (type- of
diet, foods to 
eat, substitutes)

c. physical activity: 
(exercise, leisure 
activities)

d. psychological aspects: 
(stress, anxiety, 
depression, anger)

a. occupational and 
financial aspects: 
(job changes and 
money problems)

f. alcohol and/or smoking 
limitations: (ways to
quit smoking, use of 
alcohol)

g. other:

4. Describe the overall quality of the instructions you received. Select the most 
appropriate description of your instructions by circling one phrase in each line.

( ) Topic What did the instructions concern? Information 
given by?

(1) (2)
Understandable

(3)
A. Confusing 
S.. Incomplete 
C. Useless

Adequate
Helpful

Very Clear
Complete
Valuable
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4. How much do you follow your instructions you were given? (circle response) 

medications always usually sometimes seldom never none needed

always usually sometimes seldom never none needed

physicalactivity usually sometimes none needed

psychological , aspects always usually none needed

occupational 
and financial 
aspects always

alcohol and/or smoking limits always

always

usually

usually

usually

sometimes

sometimes

seldom

seldom

seldom

none needed

nono needed 

none needed

6. Circle any of the following items which have affected your participation in your 
instructions:

doctor- pharmacist 
transportation cost
attitudes of clinic personnel 
location of clinic 
fear of death 
childrendesire to get well 
instructions too complicated 
fear of not getting well

7. Sometimes other details make the instructions difficult if not impossible to 
follow. What things can you identify? (Examples include: side effects of
pills, stress at work, financial problems.)

diet
physical activity 
psychological aspects 
occupational and financial aspects 

. alcohol and/or smoking limitations

8. Please check (V) those characteristics which you can identify with: 
your your ideal ideal
doctor nurse doctor nurse________________  Characteristics

dietician 
clinic hours communication barriers 
length of clinic visit religious beliefs family encouragement 
instructions were easy 
other

listens to me
teaches me about my disease and related 
matters_____ ;_______ ■______ ______

knowledgeable and skilled
concerned and genuinely cares________
abrupt and short_______________
appears too busy for me__________
answers my questions________________
warm and friendly_________________
treats me as an. equal ________
distant and cold_______________ _____
informs me.of what * s happening ._______
includes my family in discussions_____
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9. * To what percent have you returned to your prior state of health (before 
your heart attack)?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

10. List in order of importance those factors which have contributed to your 
state of health?
1.

2 .

3.

4.

Examples you may use can include:

I follow the doctor1 s. orders
My emotional and personal well-being
My excellent state of health prior to this
My families support and encouragement
God's will/destiny
I take good care of myself
I know about my disease and its treatment"
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