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"~ ABSTRACT

EDUCATIONAL NEEDS EXPRESSED BY PRESURGERY AND POSTDISCHARGE
CORONARY ARTERY BYPASS GRAFT PATIENTS AND THEIR SIGNIFICANT OTHERS:
A PROBLEM SOLVING APPROACH
The purpose of this cross-sectional study was to identify
educational needs expressed during prablen snlviﬁg by patients and
their significant uthecs. Two exploratory hypotheses were: (a)
educational needs of three out-af-hospital coranary artery bypass
graft groups - presurgery (PRE), postdischarge one week (PD!), and
postdischarge four weeks (PD4) - are distinct and (b) subjects’
educational needs are incongruent with heaith care professionals’
expectatinnsbéf patient. education programs. Program _cantent far
cardiac surgery patient educatibn was identified 1n an extensive
review aof the.llteraturg. }ndividual, sacial, environmental, and
medical regimen were the main categorizations used. Based on 15
objectives, a hierarchical, four-level grid (GRID) of pfoqram
content was constructed. A sample of 30 pairs (patients and
significant others) included 10 in each of the PRE, #PDl, and PD4
groups. The patients’ wmain characteristics were: aostly (8B&%)
male, mean age of 33 years, mean education of _13 years, and had
angina and/or a 'nyucardigl infarction prior ta surgery. The

Sickness Impact Profile (SIP) questionnaire was wused both as a
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braiﬁ-stnrming device to elicit educational needs and as a measure
of physical, psychological, social, and work Hysfunction. Highest
(nost problems) SIP sc;res were inISIEep % Rest, Home Management,
and Recreation & Pastinéé categories.. ANDVA results indicated
significant differences beiwéen grdugs in the Home Management, Body
Care & Hcvanent, and Recreation & Pastimes categories. Tukey's
technique for pairwise comparisons detected differences in these
Eategories between the PRE groups and the FDI EEE_ PD4 aqgraups.
Verbal reports of educational needs were obtaiéed frona a
semi-structured interview vuhich focused | an praoblenm solving
activities. Each interview was coded by 3 persaons, Agreement
between twa or three out of thrpe.coders ranged from 381 to 100%
with an overall mean of 64é%, ‘Hany educational needs were adéed to
the "GRID.. The three groups had a few distinct profiles of
educational needs. Educational needs, problems, and solutions were
incangruent with the expectations of épecified patient educatian

programs, Educational interventions such as wuse of videotape,

publih television, veteran patients, and simulations were propased.
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CHAPTER |

INTRODUCTION

L

The process of patient educatign, whether formal or inforamal,
‘may be_&escribed as a function of the expectations of health care
professfonals and af the- educational needs of the patient and
family. The huped-+ér result is tHe facilitation of “voluntary
adaptations of behaviour conducive to health® (Green, SFQuter,
Deeds, Partridge & Bartlett, 1980, p. 7). Conflict may olcur if
the expectations are incongruent with the needs. Satisfaction 1s

achieved if the expectations and needs coincide.
Mnst'institutinns. where - heart surgery 1is operformed offer
patient education programs (Hart & Frantz, 1977}, Canadian and
American standards of cardiavascular nursing care include patient
educatian respnnsihilitfes (Canadian Council of Cardiovascular
? ‘ u;urses, 1983; American Nﬁrses‘ Association & American Heart
Asseciation, 1975). Numerous textbooks and articles dacument the
;bjectives and content of educat{un programs for cardiac surgery
patiénts. Little islknuun, however, as to whether or to what
degree the programs meet the e;::ational needs expressed by the
patients themselves., The periads immediétely priaor to anﬁ after

hospitalization for cardiac surgery, when educational interventions

are too frequently absent, are of particular concern. The patient



waiting for -admission to hospital may require information as to the
saquence of presﬁrgéry in;huspital events to relieve real or
imagined fears., For postdischarge patients, the first fe# weeks
out of hospital can be fraught with discuh*arf, indecision, and
inability to fullan_ the prescriptions of the health care

professiaonals.

\‘,\
v "

Background of the Study

Rgéearch.in the education of cardiovascular patients has

ihcreased concomitantly with the increased. frequency of butﬁ
~coronary artery disease and coronary artery bypass graft (CABG)
“ :
gsurgery. CABB surgery, currently, is one of the wmost #requent
cperations,herfcrued in North America (Huffmén, 1985). Sufficient
research has been conducted in patient education to stimulate
sgveral comparative reviews; mare than half of the studies in these
révieus were designed to evaluate patient education programs
{6reen, Squyres, D'Altroy, % Herbert, 1980; Cahen, 19781;
Nﬁlson-Barnett % Osborne, 1983). In 16 evaluative studies of

—-——

cardiac patient education, program success was measured by

knowledge gain, attitude change, and/ar behaviour or ‘compliance

change (Coombs, 1985; Muyrdaugh, 1982). Although most results

supported patient education programs, some questinnsgmay be raised,

Is the claim to educational effectiveness of a gprogram Jjustified
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when based on success on a single knowledge test? Is it logical or

even ethical to test patients after only a few hours aof

instruction? Is too much expected of a few hours of instruction?

Is the level of knowledge predictive of health behaviour? What |is

- - —

the behaviour of hatients in the real world situation? Nﬁat is the
i@pact of patient education an health-héhaviuur? ,What educational
interventions dre most effective in yielding acceptable health
behaviour?

Few studies have been conducted where patients’ were requested
to express their learning needs and to assess the adequacy 6f their
educational program. Where these studies have been conducted, they

have heen characterized by in-hospital data collection (Dodqgs,

1969; Weiler, 1958) ©br data collected geveral months aftér-

digcharge (Meyer % Latz, 1979; GStanton, Jenkins, Savageau, Harken,
L nucuiﬁ, i984). Patients’' families have re&ei?ed gnly recenF
attention. Learning needs of significant others and opatients
during thé convalescent in-hospital period were identified by
Hewett (1982). Knowledge, concerns, and. gquestions of wWives of
pastdischarge CABG patients were studied by Sikaorski él?BS). - An
angoing study by the Department af\IFamily Health Care Nursing,
University of California, includes postdischarge CABE spouses 'and
patignts (Gilliss, 1984; Gilliss, Gill&ss. Moran, Spéracino i

Kenneth, 1985; Gilliss, Sparacino, Gortner & Kenneth, 1985}).

o



Current Status of Patient Educatian

e

Patient educators are exhorted to {bllou printiples nfi
teaching and learning (Rédman, 1984), to develop behavioural
objectives (Sadler, 1784), and to intedrate teaching 1into ﬁatient
care. Patiant sducation is implicit in the nursing process aqd
nursing theories {(Nursing Tﬁeuries Conference Group [NTCE1, 19B0).
Specific models have been developed to assist in the planning for
(PRECEDE model aof Green, Kreuter, Deeds, Partridge & Bartlett,
1980)., prediction of the reaction to _fHealth _Eglief Model of
Becker, 1974), explanation of (Chrisman & Kleinman, 1983; Rankin &
Duffy, 1983} and.analysis of the barriers to (Yoder Nisg, 1979) the
pati;nt education process., The use af Masluw'é {1968) hierarchy of
.needs was recoamended to prioritize patients’ needs ~ and proble%#
(Rankin & Duffy, 1983} and to détermine appropriate timing of
patiént inséruction (McHatton, 1983}). Models and theories have
sofe relevance for patient education. Yet a wmodel or theory is
practical only ifrit is useful.' Clinical practitioners have not
gmbraced models wholeheartedly; only Bécker’s and Green's models
ﬁéve beén tested empiricélly for their applicability.

That the giving of information is insufficient and only the
tirst step in learning is well recognized by educators (Blooa,
1934), Incre§;e in patient knowledge alone is rarely successful in

the'impruvement af health behaviour {(Mazzuca, 1982}, Yet the majar
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instructional strategy in patient education is inf& ﬁatinn giving,
Discrepancy between patient educatars’ stratq%fes {usually
information giving} and deslred outcﬁme {an independént patient who
can solve problems as they arisel is the problem in pat;ent
‘éducatinn {Monahan, 1980). All too often, the medical managesment
0of illness is stressed while sncial; psychological, and
biographical aspects are neglected (Strauss, Fagerhaugh, Suczek &
Wiener, 1981).

Patient educ§tinn has been defined as "..the ;ct ar process of
providing patients with knowledge, skill, competence, ar desirable
gualities of behavior" (Harper, 1976, p. 2}. An educatiﬁnal need
may be a requirement far nore knowledge, skill, competence, né a
desirable behaviour. Maost patient educatiaon pfograms are develaoped
from health care professionals’ expectations of patients’ ﬁeeds.
_For this reason, patients’ needs may be unknown and not met (Miller
agd Shada,'l?78).l i% the goal of patient educatiocn pragrams is ta
help the patient to learn to cope with illness, convalescence, and
return to aesirable ﬁealth behaviour, then the programs should be

based on or, at the very least, recognize, the needs identified by

patients and their families.



Needs Assessment Studies in Patient Education 4

+

Needs assessment studies are abundant in-the general education
iiterature {(Kaufman & English, T 1979). Neéds Assessments are
reconmended a5 a ne;esﬁary step _iﬁ patient education program
development (Adcock, 19803 Aaerican Hospital Association, 1978;
Green, Lewis & Levine, 1980; Haferkorn, 1971; Harper, {976; _Kucha,
1974; Redman, 1984}, VYet the diagnosis of patient educational
lneeds is just beginning tg be codified in a sysféﬁ&fi; and analytié
mannar. More common is the idengification of needs by fiat, by
sterectyping patients, and by individual case data {(Green, Lewis &
Levine, 1980). An exhau;tive computer and manual litérature search
located only a few needs assessaent studies in patient. educatiap.
Réting scales, developed by health care professicnals, were the
instruments used in-most studies. Such scales were administered tao
hemodialy;is patients {(Goddard & Powers, 1982), to cance} patients
(Braockopp, 1982 and Lauerl Murphy IS Powe 1982), and to
myacardial infarction patients (Casey, 0'Connell & Price, 1984;
Gaspard, 1984; Gerard % FPeterson, . 1984; Moynihan, 19841},
Postoperative cardiac surgery patients rated the importance of
their presurgery informatiian (WNeiler, 1968), An inventory was used
“ﬁy Hewett (1982) to coampare the learning needs of postmyocardial
infarction and pogtsurgery cardiac patientsland . their significant

uthefs.
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Semi-structure& interviews with open-ended questions were used
to determine: educaginnal heeés of hypertensive patients {Green,
Lewis, & Levine, 1?8@); cognitive needs of ued;cal and surgical
patients (Dadge, 19&9); presurgery (Miller & Shada, 1978} and
postoﬁ;rative (Meyer & Latz, 1979) learning needs of heart 5u;gery
patienté; service, symptom management, and care preference needs of
céncer patients and their faailies {Grobe, Ahmann & Ilstrup, 1982);
and psychasocial and ;hysiological needs of preoperative vascular
surgery patients (Iéﬁ%h. 1982). Wives of pastdischarged CABG
surgery patients were interviewed (Sikarsf{: 1983}). Concerns
raised dhring telephone “call-back" by discharged n::?ardrgl
infarctioﬁ and ﬁqart sur.gery patientgrénd tamilies were analyzed by

Nicklin (19864).

0f the above studies, anly two included needs assessments at

———

different phases of illness. Patients at two stages of illness

. —lacute .and postdischarge) were ‘studied by Gerard and Peterson

(198ﬁ). Needs at three phases of illness were identified,
retrnspectivély; in Moyniban‘'s (1984} study. Times of <call-back
were nated in Nicklin's (19846} study but were not related to
specific needs. |

inadequacies in the needs assessments of cardiac surgery
patients imply the need .for an laut—of—hospital appraach, fu;

inclusion of patients’ families, and for an up-date to the current

situation. The most recent study of preaperative <cardiac ‘surgerv
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educaticnal needs was published eight years ago (Hillér. L Sﬁhda;
19781, Although myocardial infarctlan_and cardiac surgery patients
zneru cooparéd_in three.studins (6erard & Péterson, 1&84; Hewett,
1982; Micklin, [98&8) only Hewett compared the responses of patiénts
and signiticant others. Studies of out-of-hospital patients and

sigaificant others, in their home setting, are rare; one study in

which spouses of CABG surgery paflents were interviewed was located

{S1korska, 1985). Two recent studies have included reports of
telephone coﬁéact with paticents at home (Gortaer, Leévitt. _Rénkin,
Price, Gi1lliss, & Shin, 1985; Nicklin, 1984}, Nost studies are
cogducted when the patient is a resident 64 or visits a health care

facility. No study, using rating scale, inventory, interview, or

telephone, was found in which the educational needs of both
presurqery and postdischarge cardiac  surgery pﬁtients and their

significant others were identified during out-n*-hospithl periods.

—_

Needs Assessaent by the. Problea Solving Approach

Problea identification and problea' solution have Iu&q been
components of the nursing process (Weed, [949), Although several
authors reconmend the teaching of independent probiea solving to
patients (Aiken, 1970} Coll{ns, 1968; Hiller; 1985; Monahan, 1980},

no instance was found where a problem solving apprdach was used to

tdent1fy educational needs of patients. Spect{itélly. na inquiry



was found 1n which patients were asked to verbalize solutions to
problens encnuntered in out-of hospital situations.

| Thg'¥hééﬁional integration ‘of problem solving cocaponents,
devel'.nlped' by Dionae (1985a, 193_55). was used to foraulate interview
questions in a problem _solving fragguqﬁk for the current, study.
The questions were meant to identify educational _need; during
problem solving verbalizations. Educational needs were c1a§51fxed
in four major categaries, individual, social, envirohmental.‘ and
: nedicqi regimen, which according to Bartlett ~ (1982, p.KEl)
encompa;s "all influences on health behaviors”,

Although "a quantitative measure of illness behaviour was
sought by administration of the Sicknéss impact Profile (SIP!}
{Gilson, Bilsan, Eé?gner. B&bbitt, Kressel, Pollard & Vesselago,
19751, this instrdment was used primaritly as a brain storaing
technique. The focus was on qualitative aeasurement using &
problea solving process approach to deteratne educational needs.
The purpose of an expln?atory study, such as the current research,

is to become faamiliar with the phengmenon of interest and to

1.
)

clarify: cbncepts for further research (MWilson, 1983). This
qualitative reséarch generated narrative data 1in the fora of
verbatin interview iﬁ an attempt to grasp the Pat;ents' and
significant uthers' view of their educational needs . Qual:itative
nethods were used as a aethod to sensitize to the CABG patients’

-

out-of-hospital world (Kna#l & Howard, 1984). According to Wilson

v
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qualitative analyéis;has four major purposes: (a) exploration and

description, (b) accounting for and illustration aof findings, (cJ

discovery and explanation, and (d} extension of theory. -t

the f#irst three apply to the present study.

‘Purposes of the Study

The purpdses -of this exploratory study were to:

To achieve the purposes of the study, four phases

planned.

{1) identify the educational needs of
presurgery and postdischarge CABGE patients and

their significant others,

{2) determine the congruence of the

rexpressed educational needs with the documented

{in the literature) expectations of health care
professionals, and
. {3) propose a methodology of educational

interventions which incorporated when, what, and

_how relevant content should be presented® in

patient education programé.

In Phases 1| and I1, expectations of health

least

-

WEre

care

professionals for patient education programs were deterained and

organized into a caoding

grid (GRID). In Phase 1III, patients’
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educational_peeds were studied. "'In Phase [V, a methodologqy of
patient educational interventiaons was recommended.

.

Exploratory Hypotheses

ITuultentative. expfcratqry hypatheses were proposed:
(1) Profiles of educational nee&s of
presurgery (PRE), pustdischa;gé ane week (PDI},
.and‘qustdisﬁharqe one monf%} {(PD4) CABG surgery

patients are distinct.

(2) Educaticnal needs of CABG surgery
pétients and their siénificant ogthers are not

congruent with health care professionals’

expectations of patient: education praogranms.
Educational Implications

Typically, patient education programs are presented from a
medical-prescriptive, in?ornation-dissemination approach {(Bartlett,
1982;- Manahan, 1980; Mullen, 1980). The praograms aften are
characterized by a single foraeal intervention {usually
lecture-group discussion) coaplemented by infarmal incidental

teaching. As the aoverall purpose of patient education is to effect
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\la. change in behaviour, this approach hasr‘Flaws. Knawledge,
although necessary, is not a sufficient ‘condition fnr behaviour
ch;hge (Barflett.' 1984). 'Suaething‘ else in addition to
infarmation seenms inpun%Ent for behaviour change." {Leventhal ‘&'
Clearé, 1979, p. 599). The nedical—prescriptivé approach places
the patient-in a passive role and when verbal exhortations fail to
achieve a behaviogr change, the 'gap tetween the health éare
prufeséional's expectations and the patient’s needs widens.

The findings of this study _should provide health . care
educators with an improved methodology to identify patieﬁts'
‘educatianal needs and suggestions for patient education progra@s..
The desired result of patient education prugrajs, mainténance of
desirable health behaviour or change -of unde;irable health

behaviour, then may be achieved.
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CHAPTER 2

~

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE !

The literature was reviewed to deveiop the conceptual

framework of the study froa two approaches: ®wa) a model of health

care professionals’. educational expectations and the educational

needs of patients and significant others and (b} a prablen solvingn

model to identify educatiunallneeds. Studies pf cardiac patients’

educational needs and relevant educational interventians also were

reviewed., Finally, the articulation of the research problem is

presgnted.
An Expectation - Needs Model for Patient Education

Patient education is one of. the many functions of the health

care system. The Health Care System is the strycture within which

the preventive, diagnostic, and treatment components of health care
are offered by professionals to npatients., The totality of the
heaith care system 1is the systematic‘ interconnections bhetween
illness, responses to illness, the persons who treat and thasé wha

experience illness, and the relevant social institutions {(Kleinman,

1980). As an integral component af the health care system, Patient

Education Programs affer infarmation and mekhods to assist patients

e
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to cope with their Fealth care system experiences (Blazer-Waldaman,
_Hall & Weiner, 1985; Rosenberqg, 1974) and to improve health-relatad
behavidurs (Bartlett, 1979). Patient education may involve a larqge
nultidisciplinary team ar a single health prnfessiqnal. Patient
educators may .teach in primary Eare_cummunity agencies, physicians’
offices or, as in the settinglcf thislstudy, in a large' tertiary

care hospital {Redman, 1984).

Two major dimensions of the health care system, institutional

and persanal, interrelate to contribute to the patient’'s .-health

behaviuur.‘ The Institutional dimension is represenféd ﬁy the roles
and expectations of health care professionals, such as physicians,
nurses, physiotherapists, pharmacists, and dietitians, which are
described by Kléinmaﬁ (1980) as the "organized healing professions”
{(p.33}. The Persgnal dimension is represeﬁtéd By the patient, the
significant ather and their educational needs. Interaction Between
the two dimensions contributes o the patient’s healBh/illness
behaviuur;.the goal of patient education is the achievement and/or
naintenance of desirable health behaviour, . Undesirable hgalth
behaviour may require new educational interventions;t

The institutional dimension in the health care sy§tem is
comprised af the rales and expectations that fulfill the goals of

the health care system. Health Care Professiopnal Roles represent

'the statuses of health care prufessionals‘and are defined, 1in -the

current study, by their behaviours concerning and expectations of
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the patient education programs they present. The Exgectafiéns of
the health «care professionals represent the éontent, and the
aﬁticipated outcomes or objectives of an edhcaﬁion pragram.
Expectations can be cuns;déred "nractitioners’ explanatory models"”,
which explain etiology, éymptnms; pathophysiology, céurse of
illness, and treatment'(Kleinman, 1980)., Expectations also specify
nhag—;"rale incumbent should and should not do (Getzels & Guba,
1957; Pool,1980). ‘ : | S

The persoﬁa{ dimension 1is comprised of the;fﬁétient. the
significant other, and their educational needs. .ThEGPatient is the
person who is i1l ar 1is convalescent ¢from illness, who Hhas
biologic, physical, psychological, and social characteristits, and

who responds in unique ways to the various staées gf -illness

(Buzzeta & Dossey, 1984). The Significant Other is a person close

to the patient, who is familiar with the patient’s health/illness
behaviour, wha is aware of the im;act af the patient'é illness an
the fam?ly, and whao staan_ by the patient through‘ the various
stages af 1itllness., Qut-of~hospital periocds are o# particular
caoncern to the significant other due to* his/her assumed
.resﬁunsibility for the patient’'s care. The significant other aften
functions with the samé, or sometimes less, informétfon. than that
given the patient. The behaviour of the significant other, whether

facilitatory Er inhibitory (Sikorski, 1985), is a response to the

patient:s illness and is based, at least partially,. on
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interpretation of the information received. Educaticgnal needs are:

condition{s) or situationi(s) Iin which something
ne;essary ar qesirable is required or wanted ...
often used to expreSS the. deficiencies  of an
individual or some category of people, either
generally or in some set of «circumstances. A need
ma; be perceived by the pers&n or persons possessing
it (when it may be called a felt need) or by some
gbserver (uhen it may be calléd an ascribed need).
{Houle, 1973, p. 233)

Educational needs are generated by: lack of information; lack of

skill; faulty attitudes, beliefs or emotions; social, cultural or

environmental cbstacles; Vand/or difficult medical regimen
requirements {Arshaam, 1979; Bartiett, i982; Dodge, 1949}). | A "lay
explanatory model" focuses on the significance of a need.or problem .
far the patient and significant other (Kleinman, 1980).

The institutianal and personal interrelationships and
interactions in the patient education process are integrated in a
nodel (see Figure 1), The model is loaosely analagous to a social
systems model developed for the study of educational administrative
and supervisory behaviour (Getzels & Buba, 1937; Getzels, Lipham ,&
Campbell, 1948). Kl'einman's (1980) health care system madel for

use in anthropolegical studies provides a conpceptual base in the

healh care system context.
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Inst: tutional——Health Care —— Educational-

Professional Roles Expectations
~ ™
HEALTH | | , ' _ ealth/
CARE Satisfactiaon Illness
SYSTEM : Behaviour
v hd v

Personal Patient/ Educational
. >Siqnificant Other =  Needs

Figure t. Interrelationships in the Patient Education Process
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The institutional dimension is operationally defined. (Getzels
and Guba, 1957) by the roles which represent position and status in

the institution. In the present study, this dimension is expressed

by health care professional roles. Patients and signiffdant others

comprise the personal dimension, A_traﬁsactianal process resulting
in'model outcomes (Kleinman, 1980) was added to the Getzels and
Susa model by Sergiovanni and Starratt (1971). For patient
education, fhe transactiona{ pfncess represents the integration of
both dimensions into a meaningful apprnéch‘tn achieve the outcome
- of desipéble:health/illness behaviour.

The degree of satisfaction derived fram the interaction of
éxpectations and needs cuntributes ta the patient’s health

behaviour. Satisfaction is a "function of the congruence of ...

espectations with individual needs#® (Getzels & Guba, 1957, p. 433).
Maximum satisfaction is obtained when the expectations match the

needs. The patient’'s Health/Illpess Behaviour 1is, . at leasf

partially, a function of the-interaction between the patient and
significant other with health care grofessiaonals. Health/illness
behaviour can be considered as a single continuum ranging ¥from the
minimallx healthy to- the maximally' healthy (Bergner & Gilson,
1960). Interaction between the expéctation énd needs -results in
the health status experienced aor behavigur practiced by the patient
at various stages of 1illness (Bartlett, 1982; Green, Kreuter,

Deeds, & Partridge, 1980). —-
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ﬁ$£;ées of adaptaticon to illne5§ have been documented in the
psyﬁhasncial and ﬁursing‘ literature iiil;ings,. 1978; McHatton,
19853 Rakoczy, 1977). At different stages of illness, the patient
has different educaticnal requifements. Health pru%essiunalﬁ
are familiar with the anxiety and fear of patients who await
sufgery (Bartleté, '984b; Katz, 11984; Mumford, Schlesinger, %
Blass, 1982; Rakoczy, 1977). In the meta-analysis by Mumford et
al., 24 of the 29 'studies were of presurgery educational
interQentions. Less is 3bcumented of the problems experienced bf
patients immediately following hospitalization far surgery
(Gortner, Leavitt, Rankin, Price, Gilliss, & S&hinn, 1985; King,

1983; Nicklin, 1986},

B [

Cardiac Patient Education Needs Assessments

The assessment aof educational.needs“of cardiac patients has ..
appeared sporadically in the literature a&d most frequently since
1980. €Educational needs assessments from eleven cardiac studies
were tabulated (see Table 1{)}. Eight studies included cardiac
surgery patients and/ar their significant others (Gerard %
Petersu;: 19684;. Hewett, 1982; Meyer & Latz, 1979; Miller & Shada,

19785 Nicklin, in press; Sikorski, 1983; Stanten et al., 1964;_

Weiler, 1968). Three studies included only ayocardial infarctian

patients (Casey et al., 1984; Gaspard, 1984; Moynihan, 1984},
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ignificant other.

“Coapiete list of topics not included in article,
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Rating scales to weeasure the importance of patient education

information ware used in six studies and semi~-structured tnterviews

-

_.in three studies. Docuaentation of telephone “call-back®™ and a
aultiple~choice questionnaire, each were used in one study. Topics

represented, in at least six studies, were cardiac anatomy and

-

physiology, eedications, exercise program, sexual relationships,

report of signs and symptoas to a physician, emotional reactions to

illness, mode of presentation and addressee of the education

rprogram. Five studies were conducled while the patients were still
tn hospital .and four took place at least ane nonih after discharge.
Only two studies contained data co[lectad in:the fir;t month after
discharge froa hospitai (Nicklin, 1986; Sikorski, 1965). No  study
xacludod priusurqury patients, althuugh‘ in two '}nvestigatibns,
patients were »sked, retrospectjvelQ. about :their ~presurgery

patient educscion (Miller & Shada, 1978; Weiler, {968B), ~Although

~

the educational expectations of health care arofessionals were

taplicit in the eleven studies, particularly in those with rating

scales, they were not specified as such.

4

. A froblea Solving Hoqél to Identify Educational Needs

[
[CR

.

A problea solving approach is an alternative to the rating
scale an&'question ‘and answer oethods of identifying educational

needs. Problees eay be well-defined or ill-defined. The latter

/‘"



23

are more coamonh to real-life {(and, hence, to patiedts) and are
characterized by lack of clear - ﬁormﬁiatipn, insufficient
information,. lack of an algoritha (ta test the correctness of tﬁe
solution), more than une‘corfect answer (Frederiisen' l9é4) and
have no rgstfiction on the knoulédgé and experience that may be
used ,to problem solve (Bereiter & Scardamalia, 1985). With
ill-defined problems, the p;nblem sol;er aust determine the various
aspects of the problem, there aée disadvantages and advantages to a
possible sclution} and the scolution is dependent on the specific
knawledge and experience of the problem saolver (Eysenck, 1984).
That ill-structured and well-structured problems are solved by
essentially fhe<samercognitive processes is contended by Simon

(1973).

’

Problem solving is represented in the nedical and nursing
literature as 2 "natural® process with historical raots 1n the
5c§entific process. Probles solving steps usuéllyﬁ aré summarized
as: {(a) oprablen ‘ﬁdentification, {b) determination of opossible
actiens and their results, (c) selection of one action, (d]
implementation of the action, and. (e} evaluation of, the actign
(Collins, 1968; Miller, 1983). Patients can and should be taught
to identify and systenafical}y solve their health behaviaur
problems {Monahan, 1980).

Problem splving hehaviour 1is nmore precisely defined in

informatian processing theary.  Problea solving is the interaction

]
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bgtnéen the infaormation processor, the task envirnnnedt of the
problea, and the problee space. Humans are inéufnation process;ng
systems which atteapt to solve the problems of their complex
enviraneent. Within tﬁ; task environment, problenm soiving
behaviour'is specified by the definition of nnvesu‘ qahl, and
interaction with short tera neamory. The problen ‘spaéel is the
re;resentatian of.the essenfial‘feature§ of the proplem in agaory,
The ease with which a prohlém-}s sal ved is'dependent an the problem
solver's abilit}.tu represent the esséntia{-fea{ures of the problenm
in the problem space (Newell & Simon, 1972; Simon, 1978, 1979,

| Pe;sons may be asked, as in this study, to ideatify problems
they experienced and to verbalize their solutions. Verbalizations,
verbhal reports, or verbal prntqqols are coééurrent think aluud. or
talk aloud reports of heeded information and are the «closest
reflection of caognitive processes. Reliability of verbali:at]qns
has been demonstrated in that they neet-the criteria of relevance,
consistency, and semory cf the information ﬁsed in problea solving
(Ericssan & Simon, 1984); |

Protocol analysis is the cndind and interpretation of verbal

reports. Coding categories must be developed to provide a cading

scheme for the verbalizations from a set of protocols. A

verbalization may be a literai_ copy of previously memorized
information, it may be a paraphrase.of the semantic content of the

information.'it'may be generated from the literal or semant:ic
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inforeation, or it may be recalied or retrieved from information
prnvlded at‘an'earlier time. The purﬁase of protocol analvs{s is
ta infer what iqfﬁrmatiun was‘heeded during a cognitive process (as
in a_pgtienf ed4catigna1 interveﬁtion)l and which resulted in .3
ve?halization (Ericsson & Simon, 1984),

" A model of opraoblen .solving processes (see Figure 2)  was
developed by Dionne (19B5a, 1983b). Incorporated in the pu&el ‘are
infarmation processing systems (Newell & 'Simun. 1972} and a
typology of information processing components (Sternberg, 1977).
The main components of Dionne's model are organizaticnal knqnledge}
experience, control and 'evaluation, planning or 'metacunpnnents.
ﬁerfqrnance, contextual interpretation, and cognitive
restructuration ccmponentS: quanizatiagal Knonledqg- components

refer to domain-specific content and processes which the individual

uses to solve probleas. Experience coamponents refer to the ability

‘to adapt to novel situations oar to automatize inforaation

processing. -Control and Evaluation coaponents are the managing and

monitoring processes of the task performance. Piapning _ or

Metacomponents are the processes used to select the appropriate

problem representation and the strategies used in problem salution.
Performance..components are used 1ndthe execution of varigus prablenm
salving tasks, for -example inchtive and " deductive reasoning,
analogical reasoning, selective encoding, selective combination,
aa;ping, -applicatiaon, comparison and Jjustificatian -(Sternberg,
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19835}, Eontextual 'interpretatinn components refer toa’ the

communication of the problea solutian, Cognitive restructuration

L]

compqnents refer to the person’'s ability to restructure knowledge
based on new links and tranfers established during problem salving.

The prnﬁlem solving components_ of organizational knowledge,

experience, contextual interpretation, and cognitive

restructuration in Dienne’s (1985&, 1985b) model are the most

relevant to the oproblesm solving approach of this study.

Organizational knawledge is Ehe information relayed through the

patient education program to, and as interpreted by, patients and
significant others. Experience refers to the patients’ abilfty to

adapf to 1illness and out-of-hospital situations never before

experienced. Contextual interpretation is the -patients’ and
significant others’' oral expressions, based an knowledge and
experience, of how they solved or would recommend solution of

problems. Cognitive restructuration refers to the wpatients’ and

significant others’ use of knowledge and experience to produce new
solutions to their problens, Gperaticnalizatiun of thege
cpmponents gccurs as the patients and significant  oathers ansuer
questions designed to identify the Erublem and seek a solutian,
fhrough problem solving, patients and-their significant athers c¢an

express their educational needs and solutians,



Patient Educatianal }nterventiuns

A patient educational intervention is an activity in the
patient education process. The gaa; of an educational intervention
is tp maximize the satisfaction and;cnngruence between expectations
and needs and ‘to maintain desirable or change undesirabie health
behaviour (Bartlett, 1982). The ubjectivé is | to increase
satisfaction. An educational need can be satisfied by a learning
experience provided by an educational intervention (Atwood & Ellis,
1971). ’

‘Educational interventinﬁs, specific to patients’ needs and
praoblems, were extracted from the literature and categorized under

the topical headings of individual (physical and psychological),

social, environmental, and medical regimen (Bartlett, 1782).

Subheadings of the five headings were: (1) Individual physical ({a).

lack of knowledge and coamprehension and (b) lack of skill

a;quisitioﬁ; {2) Individual psychological {(a) lack of caonfidence to
control conditiaon, (b) forgetfulness, (c) denial, (d} inadeguate
motivation, (e) repetifive behaviogur, (f) psychiatric disturbance,
{g) skeptiﬁism, th) anxiety and stress, and (i} embarrassment; (3}

Sacial (a) lack of support, (b) conflicting advice, afid (c) poaor

relations with health care professionals; (4) Environmental (a)
inadequate finances and (b) lang waiting time; and (5) ‘Medical

regimen (2} side effects aof drugs, (b) fear of drug addiction, (c)
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q.
re .

complex regimen, (d) unpleasant regimen, and (e) side .effects‘ of
~— .
treatment,

The educational needs Vané/n} problems and’ the'_iqggésted
educational interventions and/or solutions are:

{1) The individual physical edu;axiunal needs fo} know}edqe
and caomprehensian can be met by: teaching and information transfer
(Arsham, 1979; Bartlett,-1982; Jeqkins; 1979; Parrinelle, 1983}
praocedural and sensary infb;matinn transfer {McHugh, Christman &
Johnsan, 1982); repetition; use of instructional/audiovisual aids;
suggestion of alternative methods; explaaétiun of need for therapy
(Bartlett, 1984a); asking guestiaons or inguiry learning ({Bartlett,
1981; Hbffman, 1985); simulations (case studies, rale oplaying,
suciudram;, computerized models) (Bartlett, 1981);-Fnunselling and
suppart (Arsham, 1979;‘ Green? Lewis, & Lévine,(/féso; Dracup,
Meleis, Clark, Clyburn, Shields, & GStaley, 1984; Pimm & Feist,
1984); and graup lecturas (Bértlett,j 1979; Green, Werlin,
Schauffler & Avery, 1977}. _The need to acqgire skills can be wmet
by demanstration, guided éréctice, training, and feedback ({(Arsham,
1979; Bartlett, 1582, 19B4a). |

(2} The individual psychdln@ical educational need of lack of
confidence can be met.hy reassurance, éncuuragement, attribution,
and peer group discussion (Ba;ilett, 19&2; Brown, G6lazer, &

Higgins, 1983, Gréen et al. 1977). Forgetfulness can be countered

by involvement of family and friends and oprovision of reminders
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{Bartlett, 1982). Denial can be handled by emotional suppart,

exploration aof feelings and perceptions, gentle explanations of
diagnosis and prognasis, and n#fers, of hape (Bartlett, 1984a).
Inadequatg motivatian may bhe changed by intreased #requency of
visiF; and information of the "benefits of therapy and af the
dangers if untreated (Bartlett, 1982}, Repetitive behaviour {for
éxample, smoking anq overeating) may be changed by behaviour
modification techniques such as stimulus control, contingency
manadement, recarding of behaviour, contracting, goal setting,
cuing, aodelling, feedback, development of "a self-reward .system,
and quided participation of self-help groups (Bartlett, 1979; Flynn
& Giffin} 1984; Brgen, Werlin, Schauffler, & Avery, 1977; Jenkins,

1979; Leventhal % bleary, 1979; Upper, Kantor, Kulich, Wurzelmann,

L Bigwood, 1984). Psychiatric disturbance requires psychiatric

referral, psychotherapy, chemotﬁerapy (Bartlett, 1982} and crisis

interventinn‘ (Flynn & Giffin, 1984; Pina % Feist, 1984).
Skepticism may be overcame by provisian of printed infurmation,
referral faor a second opinion, and by sharing the nedical record
with the patient (Bartlett, 1981). Anxiety and stress may be

diminished by cognitive control techniques (distraction, imagery,

calming self-talk, redefinition of situation, and peer role g

nodelling) (Bartlett, 1984b), relaxation skills (Bartlett, 1984b;
Jenkins, 197%), and «crisis iﬁterventiun {Pinm % Feist, 1984).

Embarrassment may be diminished by encouragement of normal
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acgivities, caref&ﬁ scheduling of apﬁuihtments, and taking drugs in
private (Bértleté, 1984a). Preoperative anxieties and stress may
be reduced by cognitive control techniques such as distractian,
imagery, calming self-talk, redefinition of"fhe naturé of. the
aper;tion. and role modelling by peers {in person or on videotape)
{Bartlett, 19B4b). Adherence difficuities may be lessened by
systematic desensitizatiaon and relaxatian (Jenkins, 197%).

(3) The social need for support ﬁay be met by: contact with
family and friends, inviting their opresence at the next wvisit,
making a home visit, asking the patient to talk to the significant
other, use of mass media (Bartlett, 1982} and training the spouse
gu pravide positive enguuragement {Bartlett, 1982; Jenkins, 1979).
Eonflicting advice should be acknnuleaqed (Barflett, 1984a). Paor
relations with health care professionals can be improved by the

professional’'s development of ~communication skills, improved
accessibility and cpntinuity‘of care (Bartlett, 1982} and frequent
feedback (Jenkins, 1979).

{4) The environmental need of insufficient finances can bhe
dininished by: ﬁrescription of generic ar cheaper drugs, use of
free drug samples, referral to a social worker, provision of ftee
care} and referral to community agencies (Bartlett, 1982}. Long
naitinq times can be avoided by efficient management of appointment
schedules and by having the nurse see the patient (Bartlett, 1982},

Studies an the work patterns of CABG patients have documented the
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Feturn to wark after su}gery. None of the reviewed.'litératuré
illustrated work-assgciated problems -in the phases of illness
considered in this study.

(5} Medical }eginen needs such as side effects pf drugs can he
countered by taking drugs with meals, substitution of" dif*e?gnt
drugs, and reduction of dp5age (Bartlett, 1984a). F;ar of drug
addiction can be lessened. by sparidq use of drugs, _explanatiun of
side effecés. or non-drug treatment (Bartlett, 1982). A complex
regimen can be si&plified (Jenkins,r 1979; Surwit, Williams %
Shapire, 1982), by cﬁing drug-taking to other activit{es, reduction
in drug daose ({(Bartlett, 1982), repetition and use of printed
information (Barlett, 1984a; Green, Lewis, & Levine; 1980) and
efficient arganization of the health care. systea cospanefits with
nhich the pafient has contact (Bartiett, 1979}, The sid; effects
af treatment should be prepared for and an unpleasant ragimen
should be worked into slowly (Jenkins, 1979).

Many of the educatianal needs/probleams docunenféd above were
identified'in CABE suréery patients in recént. research ‘tHoffman,
1985; King, 1983; Pimm & Feist, 1984}. Interventions appropriate
to risk factor modification and decreased .cardiac ocutput were
!isied by Burke, Babriel, Fischer and Zemke (1986); many af the
activities suggested abave wéré included. Proposed interveations
have been explained in fhe literature on general educatinn,' on

patient education (Bille, 1981; Redman, 1984) and in behavioural
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and cognitive psychology. Only recently, though, has the strictly

educational thgory approach of patienf education been expanded to
iﬁclude approaches fraom behavigural and cognitive ps?cholngy
(Bartlett, 1982; Green, Kreuter, Deeds, &rPartridge; 1980; Redean,
1984). In a redefinition of the séupe and ~features of health
education, Green, Kreuter, Deeds, & Partridge (1980} considered the
assigngd distinction between educational and behavioural strategies
as "artificial, unnecessary, and Jdmpossible to  amaintain in
. practice™ (p. 137)., An attempt is made, in the current study, to
blend-;ducatipnal, behavioural psychology, and cognitive psychology

s
approaches in patient education. ’

Arficu[atiun of the Research Praoblen

The conceptual framewark of the study was based on two models:
(a) an intgrgelatiunship o; health care professionals’ expectations
with patieﬁts' and significant others’ educafiunal needs and (b} a
problem solving approach to use in the determination of educational
needs. The problem solving approach af ingormation pracessing
theéry Was explored to guide the development of interview ques{?uns
designed to produce verbalizations. Verbalizations of heeded
infu%mation reflect cognitive processes and, in this case,

educational needs. Protocol analysis, a technigque for the coding

and interpretation of verbal reports, was reviewed. A range of

.
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proposed educational interventions, from educational, behaviouratl,
and gagnitive psychnlhqical theory and practice, was outlined. The
ingervéntions are preseﬁted under the schematic, categories of
individual, su:ial,;;nvironmental,'and mediéal regimen (Bartlett,
1982},

Most patient education programs are developed from health care
p;ofegsinnals' expectations of patients’ educational needs. The
programs frequently are hospitai-based aﬁd" ﬁherefure, Are of fered
during pericds when anxiety levels are high and/or recovery .frum
serious illness has just begun. OQOut-of-hospital patients, éuéh as
those at home awaiting surgery or in early convalescence fraom
surgery, have limited cnntacgﬁyith health éare professianals and
little, if any, pat;ent educat%éﬂ. When contact does occur, it
usually fs focussed on physical aspects. af care. This
gedical-prescriptive, diseaée and symptom-oriented approach may
niss some educational needs. It is not conducive to learning or to
prompting a necessary change in health/illness behaviaﬁr, If
catisfaction and desiréble bhehaviour change are to be acbieved,
patiehts' and significant others’ educational needs and health care
professionals’ expectations must be congruent. Psychological,
sacial, environmental, ﬁnd medical regimen factors, as well as
physical factors, must be considered (Bartlett, 1982}, //’,////"/ﬂ

Patient's health/illness behaviqur is, at least,fﬁEF{ially, a

function of the degree of satisfaction derived from the interaction

¢
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of educational expectations and needs. Cangrueﬁce betwaen
expectations and needs promotes the maintenance of ar change to
‘desirablé health behaviour.

Although education oprograms. for cardiac surgery patients
historically were among the first' nffered_ hy health care
professionals (Coombs, 1§70), they do not escape criticisae. Since
;corohary artery bypass graft surgery, currently, is one of the amost
frequently perfurmed‘op;rations in North America (Hoffman, [985)
and is charécterized by its’ life-threatening nature and lengthy
preparation and convalescence, a study of the educatianal needs af
CABG ‘patients is appropriate. Significant others alsa have
educational needs whics, although similar to those of the patients,
ha;e been neglected by patient education rgseaﬁhhers.

A needs assessment is the recomsended first step in

educational program planning (Bell 1978);  patient educatian

-

programs often do not follow this course (Durbach & Wendick, 1984).
The majority of patient educatiaen studies are evaluative. Only a
few studies have been conducted for the explicit purpose of
obtainﬁng patients’ opinions of theif educational needs; most used
rating scales designed by health care investigators. In two
studies, on presurgery (Miller & Shada, i978) and postsurgery
(Meyer & Latz, 1979) cardiac pa£ient education, nnen-eqded
questians were asked to nhtgip fhe patients’ description of their

educational needs. This approach alsa was used in a study of the
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~mwives of CADBG patients (Sikorski, 1985). Only one study (Pima %

3
Feist, 1984) included data collection in both” the presurqery and

postdischarge periods; crisis intervention was the focus af this
sthdy. Pustdischqrqe cardiac surgery patients and -spouses were
a;nitsred by telephone for eight weeks during convalescence at home
tGorﬁner. 'Leavitt, Rankin, ?rice, Gilliss, Shinn, 1955}. An
open-ended questiun approigh was used " by Hoffman {1983) in 200
in-dapth interviews and 800 questinnnairés of *“Bypass* veterans.
{ncluded ianoffaan's 21 published case studies are descriptiaons by
p;tiunts of how they were prepared or unprepareﬂ fcr heart surgery.
Hotfaan's interviews were conducted. between four weeks and -fifteen
years after heart surgery. None of the above investigators
atteapted to determine the cnngruen;e of the expressed edgcatiunal
needs.uiih the literature recoemendations for education prograas
of?ered to cardiac surgery patients.

Cognitive psychologists, specializing in information
processing theor;. consider humans as inforamation 'prgcessors who
atteapt to. solve the probiems‘ in their cumpléx envirunuent.
Protilem identification and solutjon h##e lang bean‘-compunents "of
the nursing process. Recqnmendaticns are made that patients be:
taught independent problea solving. No study Qas. found, “however,
in uhxéh idtervieu guestions with a probles sol@iég' approach Qere
used to identify patients’ and significant others’ _educatiunal

needs.



Lurrent patientueducation interventions most often use the
lecturé-gruup‘discussiun or ocne-to-one wmodes of presentation to
disseminate information. - Many uthér methods, fram simulations to
behavioural modification to enlistment of social support to change
in the medical reginmen, ﬁave been suggested and may be more
apprapriate.

The problem of this study, therefnqe; is based on three
cancerns: f(a} lack of infarmation about But-of-huspital CABB
patients’ ?ducaticnaf needs in the ibhedxaée presurgery and post'
su;gery perioﬁs, (b} lack u% congruence of those educational needs
with-health care professionals’ expectations, and (c) lack of a
satisfactory methodology as ta how, when, and what patient

.

education content should be presented.o
The majof purpase of this explaratgory study is to:
identify the weducational needs Exﬁréssed ~by
presurgery and pnstdi;charge CABE patients and
their significant others.’ »
The exploratory approach was chaosen to increase familiarity with
the variables of educational Expéctatiuns and needs; to praovide

‘"insight-stioulating® examples; and to develaop experimental

hypotheses (Selltiz, Wrightsman, & Cook, 1974).
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Within the f%aleuork of the research proﬁlen; four questions
eaerged: '
. {1} What are_the educational needs expressgd'.bw
gut-of-hospital presuégery and postdischarge CABG .

patients and their sign{fi;ant'otheys?

(2) What are the educational expectations of

"health care professionals for CABE patients and ’

their significant others?

(3} Are the educational! needs identified by
patiénts and significant athers congruent with -
the expectations = of the health ' care
profesgionals? : ) .

{4) MWhat educational interventiunﬁ‘ are relevant

to the identified needg?

The qualitative approach, iaplicit in the'purpoge and research
questions, has_adJantages and limitations. The gdvantagés are
:flexibility;;dse é?‘ihe natural setting as the direct source of
dfta. availability u#uboth process and outcome infarmation, rich
‘descriptive rather than strictly nuneric;1 data, and“‘inherent
"insight-stimulation. Limitations of qualitative rgsearch are
excessive time Eunsumption, di%ficult data reduction, lisited
standardizéd procedures, restriction to saall sampfe sizes,_ and

preference " of many . disciplines far the empirical;

hypothesis-testing apﬁroach of quantitative research (Bagdan &%
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Biklenh, 1982; Knapfl & Howard, 19é4).
The.;esearch queétinns pronpfed twao tentative, expluratory

hypotheses: )

(l{ Profiles of Aeducational needs of presurgery

(PRE), | postdischarqé agne_  week (PDL}, and

postdiscgﬁrge four _ueeéﬁs {PD4) CABG surgery

patienés are distinct.

(2) Edgcational needs of CABE surgery patients and

the;r significant others are -ngt congruent with

health care professionals’ educational! expectations

of patient education prograas.
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CHAPTER 3
METHOD

The neéhnd gof this study 15  detailed wunder the fopics:
populatian and sample, study design, data collection, and data
" coding procedures, The purposes df the study were achieved in four
phagses: (a) determihatio; of expectations of health care
prufessiunalg for cardiac surgery patient education programs, (b}
construction of a codiag grid based an ‘the expectations, (c}
ideqtification of educational needs as expressed by "CABBE patients
and their sigpificant others, and (ds prcpdsaf’ af eddcaticnal
interventions to meet the identi*ied needs, The first three‘phases

are addressed in this chapter. The fourth phase is discussed in

Chapter 3.
Population and Sample

The pdpuiatian of interest was compased of out-of-hospital,
first-time CABG surgery patients of a cardiac care facility in a
. large tertiﬁry care hospital in eastern Caqada {hereafter referred‘
to as Heart Institute). Significant others of the patients were
included. Three groups of patiént and significant other'pairs were
sgught: (a) patients who were four or more days prier to their

schEQufed date far CABE -surgery (presurgery/PRE}, {b) CABG
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-postsurgery patients who had been discharged frnh-hospital for one

week (postdischarge one week/PDt}, and ;c) CABG péstsurgery
patients who héd bee; discharged f:éf_ hospital +for four weeks
{postdischarge four ueeks/PD4)f- During the eleven weeks aver which
data cnlle:tinn took place, appcuximately- R0 patients _ uer;
schedul'ed for and/or had‘cornnar% artery bypass graft surgery at
the Heart Institute. After the pilaot lstudy of six pairs of.

subjects, the sample was consecutive.

Eligibility Criteria ‘ \

Eligibility criteria for first-time CABG surgery patients
praoved easy to meet in the chnsen'patiént popul atian. Criteria of
eligibility for the study sample and justification of the criteria

are as follows"

(1) Residence within a 235 wmile radius of the Heart
Institute was necessitated by the requirement af two visits
to each patient and significant other. Time limitations
prevented extension of the driving distance beyond the
25-pmile limit,

{2) For presurgery (PRE) patients, the criteria of four or
mare days prior to surgery and waiting for admission to
hospital were specified. The anxieties experienced by such
-patients were of concern. . Urgent patients, who were in
hospital to await surgery, and emergency patients, were
.excluded from the PRE group.

(3) For postsurgery patients, the «criterion of discharge
from hospital far. one week (PDl) or four weeks (PD4), was
specified. Concern abaut the limited patient education
planned for -and knowledge of the problems which occur
during these periods prompted this criterion.

{4) PD! and PD4 patients, ‘who were falldwed by Heart
Institute staff, were specified. This criterion eliminated
those patients who returned to other hospitals and,
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therefore, did not participate in .all patient edlbcatian

pragrams. . . :
(S} Willingness of one significant ather to participate was -
a criterion because of the brain-storming approach |planned
‘for the interview portion of data collectionj  The
significant other «could contribute to the interview,
particularly when the patient could not recall  an event.
The significant ather was a person who had day-to-day

Mamiliarity with the patient’s health/illness behaviour and
with the impact of CABE surgery on the immediate family.

-{4) Patients and significant others who spoke and read
English was necessitated by the requirement to read and
complete a questicnnaire which had been normed in English.
The "English only" limitatiaon reduced the number of
independent variables in the study and allowed a more valid
camparisan between the three graups. '

(7) Patients and significant %others signed an informed
consent to participate in the study (see Appendix A}, The
informed consent was a reguirement of the hospital Ethics:
Coamittee. : ‘

(8) Participation-approved by the patient’'s surgeon was the

final eligibility criterion. The intention was to ask, for

such permission as potential subjects became available,

Khen the investigator met individually with the cardiac’
surgeons, hawever, (to establish the content validity of

the instruments) approval was giver by all surgeons to

include all of their patients in the study.

Sampling Procedure

D
Potential subjects were identified by two methods. The nanmes

.
of presurgery patients with scheduled dates far-CABG surgery were
_obtained at weekly meetings with the scheduling secretary.
Computérized files were accessed to locate presurgery patients who
net the eligibility criteria. Postdischarqe patients’ names and

demographic data ueré obtained from a file kept by the Nursing

Coordinators. After the pilot study, -al

eligible patients were
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invited to participate. Patients were contacted by ' phone. The

—_—

wn%ding of the telephone~invitation to participate in the study is

presented in Appendix B. Phbne calls were placed close to the

plannéd interview date to avoid last minute cancellations, - caused
by a change in health status or readmission to huspifal. When the
patient and significant ather ag?eed to Jjoin the 'study, the
investigator éet a time to meet and deliver the quéstionnaire. At
this first visip, atter the self-administration. of the
questiannaire and the interview were explained, a mutually
satisfactory time was set for the second visit, when raview of the

o+ .
questionnaire and the interview could take place, Patients and

significant others were asked to camplete the questkannai}e wiéhin_

© 24 hours of, and prior to, thé interview, The 24 hour limit was

imposed so that at the time of the interview, the discussian would

. a
=

be based on the patient's current health status.

A samplg of thrée groups, each group wrtﬁ 10 pairs, to
comprise a total of 30 patients and 30 signi;icant others, wWas
sought. Six of the thirty-seven patients (14%) who were invited to
~Jjoin the study refused to Earticipate, three in the PRE group and
three in ;ﬁg postdischarge groups. Presurgery reasans for refusal
to partici;até were: "too busy", “didn't want any part of that (the
study)”, and the spause felt the patient "was toa antagonistic to
be interviewed". The spouse of the latter patient suggested

participation in the postsurgery period but the patient‘s prolonged

hospitalizaiion extended beyond the data collection period. The
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three pnstdischarge patients’' refusals were expliined by: failure

to return the‘investigator‘s phone call (the spouse phoned to A
explain that the patient did net want ta talk to: anydne_ and

-

requested and received psychiatric helpl}, an unanswered -door wheq,’ﬁ

. \~ - /‘

the investigator arrived for the prearranged interview fa note le{g,/'
in the mailbox and a telephnné call also Qent' unanswered}, and
emctiaonal instability (the patient had completed the guestionraire
but began to cry and withdrew from the study befare the interview.
bggan). One of the seven (a PD! pair} compieted thé study but were
lost to analysis because of tape recorder malfunction.

'

Description of the Sample

ren pairs of patients and significant uthérs were obtained to
rﬁpresent each af three stages of LCABG surgical treataent
cansideredlin this stu&y: (;) presurgery (PRE}, (b} postdischa;qe .
one week (PD1}, and (c) postdischarge four weeks (PD4). A summary
of the characteristics of the patient sample is pre;ented in
Table 2. All patients had a diagnasis of coranary artery disease,
confirmed by c;rdiac catheterization. Data from the present study
(Qf30} are coamparkd to that nb;ained by Cacabs (1984) in a study of
pastdischarge CéBG surgéry paﬁients (Qfléﬁ). The samples are
similar except that the 1984 study had only pos£di5char§e CABG
patients. and was not restricted by oproximity—to ihe Heart
Institute. The mean age of the 30 patients in this study was 55.3

years; the mean age of the 1[99 paffénts in the 1984 study was 56.5

years. Formal education averaged 13.2 years (n=30} compared to
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Table 2
Characteristics of Patients Who Participated in the Study
’ (n=30 pairs) -
Presurgery Postdischarge ' Postdischarge
Group 1l Week Group 4 Weeks Group

(p=10) (n=10} (n=10)

fRge of Patients

Range (years) 446-62 40-45 346-70
Mean (years) - 33.7 54.9 55.3
5h {years) +3.9 +6.8 9,0
> 53 years . 607 507 507
{. 33 years 404 30% 30%
Sex of Patients.
Male 80% 907% 907
Female ) 20% 10% 10%
Primary Language .
English - 704 70% g0%
French 200 30% 20%
Dther 10% - -
Marital Status ’ . .
Married 100% . 0% 1004 .
Single - - 1e4 : -
Significant Other
“Spouse 80% 8oy 100%
-~ Daughter 20% . 10% -
Sister-in-law - 1o% -
Education
Range (years) g8-17 6-18 - 7-23
Mean (years) 12,3 13.3 14,1
5D ({years) +3.3 +3.6 +4,3
> B years BOY Q0% 20%
< B years 204 104 1G%
Work Status
At Work - 0% - 20%
Bn Sick Leave 50% S0% 504
Retired 10% 204 20%
Uneeplayed 10% 30% 10%
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1.9 years (gﬁiOS). thlish was the primary lanquage of 76.7%
patients (n=30) compared to 72,47 '(g;1051. Patients in both
studies-igfjb & n=1035) were conversant in Emglish. The 'male sex
was represented by 24 {(B7%) patients (p=30), comparable to the 84
{82%) in the previous study (n=103), In the preseﬁt study_ (n=301},
all patiénts excqpt ane rére married and living with their sbouses.
The'sample (n=30) was prnpurtionately'Eepresentative of thé age,
education, language, and sex va}iables described by Coanbs (55105):

Six patients in each of the three groups (a total of 18/30 or-
40%) had haa a myocardial infarctinn {heart attack);_pricr fu
surgery, Emergency CABG surgery was performed on 2/10 {20%) aof the
PD1 patients and 4)i0 (40%) af the PDé patients. On the day of the
interv%ews.with;the 10 presﬁrgery patiegts, the average length of
time before the scheduled surgéfy d;té wés 8.4 4.1 days.. Faor the
20 patients in the twa postdischarge groups, the average length of
postsurgery hospital stay was §.5 +2.3 days. On the day of the
interviews of the pestsurgery groups, the PD! patients had been
discharged ﬁome for a moean time of 7.9, +1.4 days and the PID4
patients foé 28.9, +2.3 days.

0f the 30 s&ﬁnificant others, 26 wWere spouses, 3 were
patients’ daughters and | was the patient’'s sister-in-law r(seg
Table 2). All but one of the patients were living in the sanme
dwefling with the significant other; one presurgery patient chase
her_déughter, who lived in the same apartment building, Ias her

significant other.
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Design aof the Study
Twa research designs, crass-sectional or longitudjoal, were -

possible in this exploratory study. A cross-sectional .design, with

three groups of different subjects, _each grqup studied in the same

time period, was chdsén for- several reasons. The contamination
{carry-aover effect) from the use of the same igétrumentsl with the
same suyhjects, at the dif?erenf time periods, wasg avcided. f
greater number of subject pairs could be included Nighin the. study
time frame, thereby increasing the qeneralizab;lity of the findings

and the amount of experiential information obtained. ' The potential

loss of study subjects with a longitudinal design {from prolonged

hospitalization, morbidity, or mortality) was avoided. Emergency -

and urgent patients, excluded from the presurgery group because
their condition precluded participatian, cou;d be included im the.
two postdischarge groups;. cardiac BUTgEeons expressed particular
interest in how these patients fared after discharge.

Three distinct patient and significant othéf_ groups, which
represented three CABG surgery time points (PRE, %Dl, and PD4),
were obtained. Planned patient educational interventions are
limited at these times. The iqvestigatcr's Experienee with -the
problems patients have during these periods contributed to the

~

specification of the three time periods.



o " Phases of the Study

The study was conducted in four phases. The first three
phases involved the development or use of instruments and active
daf? callection. 1In the following Qiscussiun'thé' instruments are
described in relation to the three phases. The- fourth phase is
discusged in Chapter 5. During Phases I and II, an instrument was
developed by the invéstiqatur to list the expectations _u; the
health care professionals and to facilitate_ the coding.‘cf data

through protecol analysis. In Phase IIl, two instruments, a

questionnaire and a semi-structured interview, were used to

i&entify educational needs expressed by CABG patients and their

significant'others. A faurth instrument was developed to collect

relevant background data during Phase III.

Phasé ] - Expectations PF Health Care Professionals

Phase I of the study included .three components: (a} the
cardiac 5urger9 patient education prograin, (b) postdischarge
contacts with health care professionals, and (c) a typalogy of
expectatinﬁs of health care profesgiohals. Each are discussed in

turn.

The Cardiac Surqery Patient Educatinn Program

The patient education program offered to 1a11 heart surgery
patients in the Heart Institute and to the subjects of this study
camprises five classes: {(a} cardiac catheterization, {(b) surgery,

lc) predischarge, {d) exercise, and (e) postdischarge.

LY
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In the présurgery stage, patients usually have two educational

experiences. Prior to cardiac catheterizatiaon {a diagnostic X-Ray

'exahinatinn to determine the need for cardiac surgery), a

u

slide~tape audiavisual program is presented. All CABGS patients
have this examination. Staff froms the cardiac catheterization

laboratory are present to explain and to answer questions from

families. Two lecture-discussion sessions, with
sual aid and each approximately one and one-half
hours {n- lenAgth, are offered by the cardiqc surgery Nursing
Cnordinators. The presurgery session is given five times a week
and is usually attended by patients and families on the day before
the patient'S'séheduled CABG surgery. The predischarge session 1is
held three times 2 week and patients close to their dischapge date
attend one sessidn; faﬁilies alsa are encouraged tb attend. The

content of the predischarge class is based .on the booklet,

Recovering Along with Your Heart, a copy of which is given ta all

patients ta read befare they attend the class. Type of surgery,
exercises, and sedications specific to the patient are entered in

each pafient‘s booklet. A dietitian discusses nutritiaon at~one of

the_predischarge sessions; for the other two sessions, a ten ainute

,slide-tape audiovisual presentation on nutrition is used. The

exercise class is given by a physiaotherapist in a 15 ainute
demanstration of the exercises patients are to perfora after

discharge. Families are not invited toc the exercise class.

Patient education praogram attendance by patients and their
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significant others Qq docuaented in Table 3. Only 13730 (43%)

<
pattents and B8/30.(26.7X) significant athers attended the cardiac

catheterization class. Many patients came from otheruhospitals. on

the day of their cardiac catheterization and did not have time fu

attend this class. The presurgery class was attended by 13/20

v

(651& 5ostdischarqe (PD! & PD4) patients and 14/20 (70%) of their

s:qn:fiéant others. One-to-ane presurgery teaching was recalled by

-

P4 pat:@ntg; only | of thé 6 emergency surgery wpatjents .recalled
one-to-one presurqe?y teaching., The significant uthér{‘ of Fhe 6
unerqencylﬁurgery p;tiéups did not -attend the presurgery ciass.
The prediscbargé class was attended by 17/20 (8S%) significant
cthers aﬁd ail but uner(l?lzé or 93%) postdischarge patient; this
patient received nne;to-one teaching becauﬁe 0§deschar§e prior to
class tiqe. Atted%ance at the exercise class was recalled by‘ anly
14720 {701) patients. With the exception of the'patients who had
eaerqenfy surgery, the tﬁree groups were similar in patieﬁt

education proqrai attendance appropriate to their stage of illness.:

Contacts with Health Care Professionals

Patiants ~ are ‘aé?e;ed four paossibilities af .postdischarge
cantact with health .care professionals in additiqn to the schégulea
itwo to three weeks postdischarge) visit with the cafdiac suﬁgeon.

Possible postdischarge contacts are:

{1} A 24-hour_phoné nuaber i; ;given to all Patients for

contact nuth a Nursing Coordinator to discuss problens‘ and to

obtain answers to questions., -

-

5
]
S



Table 3

Patient Education Program Attendance

(n=30 pairs)

- -

51

Presurgery Puétﬂischarge - Ppstdischarge
6roup 1 Wekk Graup- 4 Weeks Sroup
Ll -
(n=10) ‘ (n=10) {n=10)
CLASS - PT «50 PT S0 . PT . 80
Precathetsrization ABZ 10% . 90% 402 40% Jo%
Presurgary NA NA O §0%  90% 807 50%
Predischarge NA NA 1o00% 8oL 100% 0%
Exercise NA NA "o70% NA

NA 70%

: Note. PT=Patient.

S0=Significant Other. NA=Not Applicable.



3

52

(2) Referrals to a comsunity health égency are made for all
patients. A nurse fram the agenﬁy visits *the patient sometime in
the first weeks after discharge. The study was designed to not

interfere with these contacts.

v

(3) Five to six weeks after discharge, a postdischarge class

is held for patients and significant others who lfve within a short
traveling distance. The purpose of the postdischargg class’ is to
aetermine pustsurger; problems and to discuss - salutions. : Patient
and‘significant other groups meet separately. The .time periods
selected for the prEQEnt study .NEFE' set " sg that .none af the
subjects had attended the postdischarge class prior to .qata.
collecsion.' |

(4) Pagient; who require nursing café after discharge are
‘referred to visiting nurseiagéncies such as the Victo}ian U;der qf
Nufses (VON),

After the date of surgery was set for the 10 presurgery
patienfs in this 5tudy,_2 cantacted the Heart Institute and 4
contacted theg; family doct;rs. Most fregquent reasons for these
contacts were to renew drugs and to have insurance forms signed.
0f the PD! patients, & cnntactéd Heart Institute staff soaetime
during their first week at‘hene; 9 camplained of physical symptoms
and -1 had insufficiént ﬁrugs. Daily visits to 2 PD! patients were
mad? by the VON, to dress an incision aﬁd to aséess a patient who

had been discharged early. At the time of the interview, none of .

the PD1 patients had been visited by a public health nurse. Only ~



. 3/10 ?04 patients cgntacted Heart Iﬂstituté staff in the #nur neeks
-giqce d}séharge;.all 3 coﬁtacts were én repurt physical symptoams.
One PD4 patient contacted his endocrinologist to report an abnoraal
urine.sugar.  One PD4 patient had been readmitted to hospital

{during his second postdischarge week) to evaluate éynptoms of

qnéina. (ne PD4 patient was visited for dressing changes by a VUN,
All PD4 patients had been visited by a public health nurse. All

pai{en&—initiated contacts with health care professionals were to .

\

eroFt physical symptoms and/or to have insurance foras 5igned.

~

There was no indicatign that. any of these contacts contaminated tﬁe ”
\ : | ! .
study findings.

Iipolgqy of Expectations of Health Care Professiopals

. o B .
The expectations of health care professionals were sought from:

literature in which objectives ~and caontent of cardiac surgery

pa
- . -

patient education prcgfams_uere documented. Two papers (Conmbs,
1985; Sikorski, 1380}, four cardiﬁvascular “nursing and patient.
education texts IBilIe, 1981; Guzzetta & Dossey, 1984, Horvath,
1984; Saéler, 1984), and 19 articles and pamphle&s (American Heart
Association, 19B1; Barbarowicz, Nelson, DeBuék % Haskell, 1980;
Beauchgmp, 1979; Boisvert, 1974; Christopherson & FPfeiffer, 1980;
Cisar % Hurphéw, 1983; Dugcan, Grandbouche & Moody, 1973; Hansen &
Lévandern, 1981; Hart % ?rantz, 1977; Linde & Janz, 1979; Lavvarn,
1982; Uuéns, McCann & Hutelmyer, 1978; Seifert, 1981; Shuldham,

1984; Trimiglozzi, 1979; \University of Ottawa Heart Institute,

Ottawa Civic Hospital, 1983 and 1985; White, Lemon & Albanese,



19@0; Winslow & MacVaugh, 1976; Yalof, 1983) were cantent analyzed;
Although seyeréI; cardiac medical texts were e#amined, patient
aducation infaoraatian was either scant or qdn-existént; therefore,
no medical texts‘uere content anaiyzed.

- Consistent with the qualitative nature of this"study, the -

- literature was searched for groupings and categories. The. content

»
'

analysis uas'érgahized under Bartlétt's‘ {1982) four categories,
under seven subcategories from a previous study (Coumbs; 1984} ,.and
under two major content divisians ;hich represented presurgery and
postsurgery periods.' .
' Bartiett‘s four categories are individual, sacial,
environméntal, and wmedical regimen. The categary, AIndividual
‘influences ‘an - health behaviour, includes the knowledge
‘(informafiun), skills, attitudes, beliefs, énd/nr emotions of the
patient. Physical and psychlological oprableas of illness are
‘included. For the purpose of this study the. Individual category
was divided into Individual-physical_and Individual-psychological,
The Social cateéory in;ludes the influencg, r;Iatiunships, .and
degree of support of the significant other, family, peers,
employers, teachers, and health care prufessional;. Cultural
orientation and sacio~-econamic norms of these persons and of the

patient also are included as both impact on health behaviour. The

Environaental category, includes the availability and accessibility

of health care resources, community support groups, transportation,

financial resources, and work status. The Medical Reqimen category
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iﬁEluéés the conpiexityrand the side effgcts of the ﬁrescribed
regimen. . v

pnmbf‘ (1984) seven categories, developed‘in aﬁstudy of 1035
pastdischarge -CABE surgery patienﬁs, were: physical activity,
convalescent care, diet, medications, risk factors, heart disease &
theart surgery, and #aﬁily, These cateqories were used, when
appropriate, as subcategoriés under éartlett's- four Eategcries.
Categories édditional_tc those noted above were established for
data which did not fit. the predetérmined categorizatian,. For
example, educational modalities, was an additional category.

%uo stages of illness, presurgery and postsurgery, were -used
as broad divisions to organize the literature content into that
appropriate for the presurgefy and postsurgerf CABG patient. in
the content analysis, the categories tended to be all inclusive
although some were not mutually exclusive. An attempt to establish
mutually exclusive categories was made in the construction of the
coding instrument described in Phaée Il (seé below). -

Content validity of the content analysis was assured by the
choice of literature which specified patient 'educatfdﬁ program
_caontent fn; cardiac surgery patients. Reliability of the content
analysis was sought by having a coder insert the literature content
into the categories and sdhcategoqies; the investigator then

thecked the coding with the literature, Disagreement was minisal.
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Phase Il - Construction 'of the Coding Grid

Expectationg‘deternined in the content anaiysis of the cardiac
literature"(Phaée_I) were used in Phase II to chnstrucé a grid of
CABG p#tient education program content (GRID). To limit the number
of categories, the‘ GRID was organized uﬁder 15 behavioural
objectives adapted from Sadler (1984). The GRID was developed as a
hierarchical strﬁcture (or decision tree) with four levels. Each
of the 15 objectives had a maximum of three levels of designated
codes with specified contentj each successive code and its’ content
represented a lower level of campiexity and a higher level of
. specificity., The first two ievels of the four-level "GRID are
presented in .Table 4, The complete GRID is presented in
) Appendix C.\ The GRID:of expectations was used to'identify codable
educational needs.- New aor 8THER educational needs, which did not
fit any BRID-cudes; were added to the GRID and underlined (see
Appendix C). The content validity of the GRID was established in
Phase I. The reliability of the GRIDP as a coding (instrum:nt Was

deterained by intercoder agreement and will be pfesented and

discussed in Chapter 4.

. Phase III -~ ‘Identification of Educational Needs
Four instruments were used in Phase ITI to record data and
' determine the educational needs of patients. These instruments
were: (2) the Sickness Iapact Profile (SIP), (b} an interview

schedule, {c! a background data sheet, and (d) the BRID.
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Objectives (First Level)

Second Level

IDENTIFY THE EDUCATIONAL NEEDS OF PATIENT AND FAMILY WITH REGARD T0:

L. normal cardiac anatomy and physiology (structure and function)

2, the disease process and controllable risk factors
3. the CABG surgical procedure

4, physical and mental preparation for surgery

3. early postoperative care

E. postoperative sensations and behaviour

=4

. the disease grocess and surgical recovery

8. diet aodifications

-

., safe self-eedication

10. appropriate activity

11, safe self-care

12, postsurgery emotional reactians

13. follow-up care

-,

14, managesent of work iffinances

15. the preferred sodalities of CABE surgery
patient and fasily education

3
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Mormal coronary arteries

Atherosclerotic process
Risk factars fo&gcurunary artery disease

Effects af surgery

Diagnostic tests/baseline measurements
Physical preparation
Nental preparation

Locations
Early postoperative care

PhysicalAdi®ations
Nental sensatians

Lhest pain
Pace of recovery

Diet

Specific medications
Beneral medication quidelines

Graduated exercise progras
Other activities

Target puise

Social activities

Fasily activities

Incision care

Reduce venous stasis & graft leg edema
Report to physician

Sleep

Rest

Clothing

Esotional reactions (ather than stress)

Nake/keep appointaents
Printade?nforlatinn

:Ca!l for help

Return to work
Finances

Node of presentation
Hethods
Tiae-pregperative
Time-postoperative
Setting

Addressee
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The Sickness Impact Profile

The questionnaire, Sickness Impact Profile (SIP}, is a
quantitative, behaviourally based measure of health status and
functional perfofmance of the indiQiduaI patient (see Appendix D).
It was designed as an outcome measure to evaluate gén;ral health
levels, treatment regimens, patient proqress,‘ and wmethods “of
delfvery of services {(Gilson, Gilson, _Bergnen; Bobbitt, Kresgel,

Pollard & Vesselago, 1975). Two published studies were located in
¥

‘which the SIP was used with CABG surgery and myocardial infarction

patients, respectively (0'Connor, 1983; Ott et al., 1983). The SIP
has been administered to patients at afl stages of illness and with
dfagnoaes such as pastcardiac arrest, lung disease, osteocathritis,
h;perthyruidism, and speech imp;irmgnt.' Patients in rehabilitatiaon
and preventive mediciné programs have completed the guestionnaire.
The SIP Was designed as an interviewer-administered or -
selg-administered instrument ‘from which . the patients‘b oWn
perception of health status is obtained. dnly one study 1is knawn
in which the significant other coapleted the SIP to report a third
party’'s perceptions of the patient’s health status. That study’s
findings plus experiences during tﬁe deveiudment of thg 51P, ied
the develapers to copclude that SIPs completed by a lhird party are

likely to be different from those 2355?3 ed by patient (Bergner,
Ahpefidix E): '

persenal communication, October 10, 19835,
The SIP may be used ‘with small groups, individuals, and for

large surveys and is considered suitable for the assessment af
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health care needs {(Bergner % Gilson, {980). For these reasans 'and
with the approval aof the CABG patients’ surgeons, the SIP was
chosen for use, primarily as a brain—sturming‘ iechnique. .in thi;
study. Brain-stnrming: involves ' group Jproblem solving (Gsborn,
1963) with the goal of generating a quantity of original ideas
(Mayer, 1963), _The SIP, therefore, was ﬁsed to generate ideas and
to remind interviewees af points to discuss. The S5IF also provided
3 congistent "talking-point® for tﬁe subjects. ‘

The SIP measures illness-related behavioural dysfunction in 12
categories. With Bartlett's  (1982) categories: aé the main
organizing scheme, the 7 SIP categoriesl whiéh fit wunder. the

Individual-physical category are  Sleep & Rest, Body Care__ and

Movement, Home Hanéqement,- Mobility, hmbulation. Recreatfﬁn b

Pastimes, and Eating. Under the Individual-psychological category -

are Emotional Behaviar and Alertness‘Behaviur. Under the Social

cafequry are Spocial Interaction and LCommunication. Under ' the
Environmental category is Work. The Medical Regimen category is
not addressed in the SIP. Examples of the statements from the 12
SIP areas are given in Table 5. The SIP contains 136 statements
which describe behavinur dysfunctions and are scaled according to
the impact or severity of the dysfunction. Resﬁéndents are
instructed to check any_statement that applies to thea that day and
_ is related to their health. Ap overall score,’ dimenéiun scares,

and scores for each of the 12 categories may be calculated., In all

scgre calculations the ‘'scale values are summed and expressed as
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Sickness Ispact Pruf{le Eateqories and Sélected Iteas

Ca_ttgory

Cateqory Title

Selected [teas

SR

EB

BCN

HA

EH

B

RP

Sleep & Rest

Emotional Behaviour

Bbﬁy Care & Noveaent
Hose Managesent
fobility

Social Interaction

fnbulation

" Alertness Behaviaur

Communication

Work

Recreation & Pastimes

Eating

My sexua

I sit during auch of the day
[ sleep or nap during the day

[ laugh or crY-suddenly .

I act irritable and ispatient with ayself,
for exaaple, talk badly about myself,
swear at ayself, blame ayself for things
that happen .

I make difficult moves with help, for exaaple,
getting in and out of cars, hathtubs
I am very clussy in body movesents

I ar not doing any of the aaintenance
or repair work around the house that
[ usually do '
I am not doing any heavy work around the house

I an getting around only within une.huildin% :
I stay froa home only for brief periods of time

[ an doing fewer social activities with groups
of peuE e
activity is decreased

I walk shorter distances or stop to rest often
I'walk more slowly

I have difficulty reasoning and solving probleas
for exasple, making plans, making decisiamns,
learning new things L

I forget a lot, for exaaple thxngs that
happened recently, where i put things,
dppointaents

[ aften lose control of ay voice when I talk,
for exasple, sy voice gets louder or softer,
treshles, chanqes unexpectedly

I do not speak clearly when I am under stress

I am not working at all

I often act irritable toward ay work associates,
for exasple, snap at thea, give sharp answers,
criticize easily

! am going out -for entertainment less often
I as not deing any of ay usual physical
recreation or activities

1 an eating auch less than usual .

I an eating special or different food,
for exasple, soft food, bland diet,
tow-salt, low-fat, low-sugar
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iy -
N

percentagas.‘

The SIP was standardized in a series of field tests u§er a six
year research project of instrument development. High levels of
reliability were demonstrated by internai consistency of response
patterns in each category (o;erall Crnnhach’s alpha coefficient wag
»94), 24 hour test-retest store reproducibility such as\test;retest
scare corEelatinns (.62 ta .92 in the 12 categories), and
test-retest item agreement (.38 to .44 in the 12 categories)
{Pallard, Bohhit&. Bergne%,{ Hartgn,' % éilsonr 19745 Bergner %
Bilson, 1980;.

Concurrent and construct validity and sensitivity to change
across time and to differences between subjects have ‘been
demonstrated {Bergner, Bobbitt, Pollard, Martin & Gilson, 1976).
Concurrent validity was determined by currelatién of the SIP with
other health measure instruments (ActiviEies of Daily Living [ndex,
r=.446; Natianal Health Interview Survey, r=.35), with patients’
self assessments of sickness (53.53) and of dysfunction (r=.49},
with clinicians’' assessments of sickness (r=.40) and dysfunction
{r=.90), and with objective c}iﬁical labaratory findings {range of
r=.41 to -.él). The multitrait-nultimethod fechnique was used to
determine convergent and discriminant validity. A stepwise
pultipgle regression analysis confirmed the 5atisf§;tury
aultitrait-oultimethod amalysis results (Bergher, Babbitt, Carter,
& Bilson, 1981). Prafile scares Eorrelated highly with percent

scores {Gilson, Gilsan, Bergner, Bobbitt, Kressel, Pollard, &

[
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Vesselago, 1975). Na reffaﬁiiity or validity figures are available
tar administration of the SIP to significant others.

| The SIP‘ng§ self;administered by the CABG patients and their
significant others. .XTHE established ' procedures for SIP
5;;¥-admini5tration were fﬁlloned {Conn, Bobbitt % Bergner} 1978).
With the apprqval of Bergner (personal carrespandence, October 10,
1985, see Appendix E), the SIP was worded in the'thfrd per%nn and
verh tense, with no change in statement content. This version was
used to gbtain the significant others’-opinions of the patients’
health behaviour. The twa versions of the SIP were delivered tﬁﬁ
the patient.and significant uéher. _In5truc;ians nere‘rexiiued and
the r;quest-uas made to have the SIP cnmp1eted within the 24 thours
prior to the interview. The 24Ihnur linit Was iaposed so that, at
the t;me of the interview, the SIP answers would reflect the
patient’s current health status.

The Interview Schedule

A semistructured“intervieu schedule {See Appendix F} with a

probles solving approach was developed by the investigator. The

interview included problem solving questions and 'scenarios which
represented the categories - individual, social, environmental, and
nedical reéimen {Bartlett, 1982). | Ruestions were adapted froa
Bartlett, Dodge (1949), HeyerD and Latz (197?), Mullen (1980},
Neuman (1982), and Strauss (1975}, Content. validity of the

interview schedule was determined in a review by the cardiac

surgeons and nurses responsible for the cardiac surgery patient
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education program attended by the"3ubjects. The interview schedule

was tested in a pilot study of six patients. Reliability of the

SIP portion of the interview ~schedule was satisfied by the

3 b

-consistency of responses between thefpatients‘ comments during the

interviews and their checked statements in the SIP questionnaires.

Reliability was also sought by having all interviews conducted by

2

the same interviewer and rotation of data collehE}nn: among the

three groups.

-

The 1interview schedule contained 19 topics, which were

drganized inta ifour main sections: (a) followup af ' the 12

-

categories of the SIP, (b) 4 sets of 'questions Bn  the aedical

~regimen category, (c).deteknination af the patient's majér problen,

and (d} two prgblen'solJinq scenarios in which the deficiencies 1n
the patient education program and the components of an ideal
patient education program were sought. The semistructured approach

allowed the freedom to amove to appropriate gquestions as the

discussion unfolded. Although the sequence of the interview

schedule was not wmaintained consistently, all topics in the
schedule were addressed before the interviews were concluded.

The patients’ caompleted SIPs, which - represente& the
Individual, Social, and Environaental categories, were reviewed
during the interview. Significant others were encouraged to

contribute to the discussion but their SIP answers were not

reviewed. [f the patient had checked more than one étatenent in a

E

SIP area, thg interviewer asked, "Which one of the ones  you

H

W
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checked,, do you consider to be your major gproblea?* This qﬁestion

_@an adaptation of one used to identify patients’ streszsrs in
Neudan's ~ (1982) Assessaent/Interverntion tool. Gnce the wmajor

probles was ldentified or if only one‘statenent “as ‘checked. the

pattent nas then 3sked, "What nould you tell a frlend ta do, xf he
nr she coupla:ned of. th:s prablen and wanted to prevent, mnxmze.v

lessen, or }jearn to kiveig}:h it?* The verd égpnnpriate to the

toexg qnder'discussinn wa¥® used. The iptent “of this indirect -

apprasch was to avoid ‘direct confrontation ‘and to expléore the

probles solutions used or,.re:Oluended‘ by the patieﬁt. and the

significant other, ‘

A "

deg’nsctg of questions repreeehfed the Medical Regiasen

-‘cateany. 'The:topics of three sets were adap;ed. from HMullen

- {1980), uho had adapted then from” Strauss (19?5) and included; {a)

v v

preventing ned:cal crises and :anaqan thea if they shuql&\\occur'

7 - .

{b) carry:nq out prescrabed reg;nens, _and_ (c) adJustznq to the

N . Y
course of the d:sease. Ihe-fourth set was drawn -4rom Mullen and

froa Baﬁtlett‘s (1982) envirvnmental category with focus on the
avallabllity.oi agdical care. When a problea was identified, the
pat:ent was asked, "What would you tell a friend to ‘db...?” At

~ N

_thls point in the 1nterv:en, Neunan 5 (1982) guestion was asked to

. 4:dent|fy the patxent s one sajor problam. .

'Iun p?oblei scenarins; wiich represented deficient and ideal

pét:ent educatian nrogran sxtuatxons wege presented in the final

4

port:on'of the :nterv:en. The defxc:ent sxtuatxnn had the subjects
é! q . . a
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imagine participation in a panel called by &8 Nursing Eaurdinatnf to

ask what information was missing from the patient "education they

had received. Questiuns'adapted from Dodge (1969}, such as:  “What

questions do you have that you haven‘t had a chance to ask_ yo?r
doctor or nurse yat?" (p:505) and;fcum Heyer and Latz (1979}, ‘“Is
there qnythiﬁg else you ;ant to know more about?" (ﬁ. 1559} were
;skéd. In the ideal situatian 5cenaria, the subjects were asked ta
plan an iqeal pragram either to'prepare patients: for heart surgery

(PRE group) or for discharge after heart surgery (PDl and PD4

groups). - ’

Eackﬁgpund Data . 7 ‘ .

“ A bafkgrau%d data sheet (sae -Appendix.E}‘ was developed to
tollect demugraph%c,‘medicar, aﬁd reséarch-dat;: " Mast deﬁﬁgéapﬁié
data ;ere obtained'frbm hoshital requrds pr;nr to the fi;st contact

With the subject. A brief cardiac 'medical and surgical history, a

list of current medications, patient gducation history, and health

<

.ﬁ"

care pruféssiunal contact history were obtained and ;ecorded as

information became‘available durfing the contacts with the subjects,
J M

Missing, data were obtained .when thé interview was completed. " This
. D i . .

approaéh'eliminéted the administngtion of a'third set ©of questions

and avoided repetition of inzzgjatinn ﬁrovided during the course of

the interviews., O0Occasionally, background data were sought kheﬁ the
o . . )

>

.patient was tired or needed a change froa the emotional demands of

the interview questions.
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Data Collection Procedure

—

This .section on data collection includes ‘protection - of
. - f

subjects' rights, opbortunities for data collection, the setting of

and procedures followed during the interviews, and interview
transcription and editing.
The proposal, for this study was approved by .the hospital

Departments of Nursing Adaministration and Nursing Research and the

" -hospital Research Ethics Committee (see Appepdix H) and by the

-

Faculty of Education, University . of Jttawa, Patients and

5ignifitant others were guaranteed anonymity and the data they

provided were confidential. Stuhy',participation was explained

orally by telephone contact (see Appenlix B) and in the informed

LY

consent form (see Appendiﬁ Al ,The consent form-was signed by the

o

subjects and witnessed by the investigatoy. The subjects were given

St
-

a copy of the consent‘furm.‘ Tranécriptian - af  the- tape-recarded

interviews was done in the investigator and two medical

dictatypists. At patients’ requests, sehsiiive portions of the

tnterviews were not transcribed. All persons’ names wWere replaced

by. functional identificatidn {for exahple, "tardiac surgeon®,

*spouse”, ar *Nursind Coordinator®). HWith the exception of the
words, “Heart Lﬁstitute‘, the identifier aof where the study

subjects were sought, hospitals mamed in the interviews were nat

. oo
identified. A summary of thevfinal repart was offered to and sent

to all subjects.

¥
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Data.ﬁnllecti;n took place during review of patients’ medical
reﬁords and during all coantacts with the subjects, Dpportunities
to collect data began #hen potential 5ubiec£s were identi%ied, and
cﬁntihued during the pghge call to invite study participation,
during the visit to deliver the SIP, during tﬁe interview, and even
after the interview when a” few patients called to add comments they
had forgotten to state. -The actual interview was the main‘ source
of data. A pilat study was conducted ‘after the pfupusal Was
granted ethical approval. | )

The instruments and procedure were tried out in a pilaot “study
of six pairs of subjects. Two pairs represented each of thg- three
(PRE, PD!, PD4) study groups. The tape Fecurder‘ mal functioned
during ane interview. Utherwi&é,s the instruments -and procedure
were very satisfactory and nu;changes' wer e :necé§%ary to either.
rData collegtiun was rotated petueeh the three grdqu in the pilot
stucdy and in the main samplé‘.tu ensure consistent ‘intervieuer

i technique throughout the data cpllection froam all three groups.

.

The intervieu was the investigator’'s third contact with the
suﬁjects. This familiarity plus the choice by all but one pair of
subjects to have the interview instheir home setting was conducive
to a relaxed atmosphere. One pair (FRE group)' chose a hcspitay
office f&? their interview. éach interview was planned to begin
with a ;gvién of the-pat;ent’s‘cumpleted SIP, Then tﬁe medical
regimeﬁ,.najor.pfnblém; and deficient and ideal b;tient‘ education®

pragrams were discussed. .Patients and significant others talked at

o

2
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length. The interv{eus ranged from one to three hours with an
average time of two hours. In most ofitﬁe infervieué, refreshments
‘uere.dffered gouards“fﬁﬁ‘end.ur after the intervienw yas__ggﬂglgifgl_”
Thg%_gg}ieﬁt‘ and cne ;anificant other participated in each
intérvieh} an a few occasions other family meabers stopped by to
listen. In one iqtg}vien, thfee family members stayed throqéhdut
but anly the designated‘ signif;c&nt" other cnntributed to the
discussion. Tun"fypes of idterruptinns were most  freguent;
telephaone callslénd family pet requiremé;ts uere-déalt with by the
significant other,
' The investigator asked t?e questions and followed the sequence
of the-interview schedule-‘tseel Appendix F) unless the patieﬁt
introduced a tnﬁic prior to it being:raised ?erBS“observed to need
a cﬁange fras the emoticnal geﬁands of the interview, In the
latter situatiaon, background data were collected or a less
dgyanding éuestinn was asked. The investigat&r monitﬁred the
patient's reactions and frequently asked, "Is it 0K to continue?*
All interviews were completed in one sessian. The pqtient and
significaﬁt other were asked to talk aloud to QEscfjbe their

-

-prablems and soluticns., The interview was tapé recorded. }n three
interviews, patients asked that particuiar-cbmments nog~ bbw tapéd.
The recorder was turned off until pgrmission was given ta turn it
on. Nonaudible events, such as movements, were noted so they could

be matched to the interview statements.

The .interview protocols were transcribed. verbatim by the

.
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1

Envestigator and two medical dictatypists. The . transcribed
ﬁrntocbls were edited to éliniﬁate names and. small talk aﬁd to
Fﬂoéqénizﬂlﬁihem into eﬁisudes {Ericsson & Simon, - 1954) which
represented the 19 intérvieu catégoriés. The interview sequence,
as it took place, was maintained in_the transcriptions but tapical
hgadingsfand lines were added to highlight éach of the lé_ topics

1]

(see Appendix I}.
Data Coding Procedure

‘Cuding gf the SIP and the interyien -transcription§ was
necessary to reduce the large amount of data collected in ‘this
study into a state suitable for analysis. :

| SIP responses, checked (i) and- unchecked (0). 5tatement§,'
formed the raw data fru; the completed SIPs. The%e results Wwere
analyzed directly‘thrnugh a computer program,

Six interview protocols were summarized faor review by judges.
A total of 10! scenarios resulted from the summarization. L;Lhe
purpose of the summary scenarios was to abstract interview content
so as to shorten the coders’ reading time. The iﬁtervieu summaries
uére submitted to two judges, oane a nﬁrsé_.edu;gﬁor énd one a
nogn-nurse educator. Each judge had one interview from each of the
PRE, PD1, and PD4 groups. The judges were asked.fur suggestions to

. .

improve the summaries and they rated the agreement between the

interviews and the summary scenarios. The agreements were scored

’
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on a_.7-pdint scale from +! (No agreement) to +7 (Excellent
agreement). The interﬁéudge agreement }esults are reported 1in
Chapter 4. All 30 interviews were summarized: according to the

judges’ suggestians.

r

,Thé-ERID developed tin Phases [ _and II was used in the protocol

‘.anélysis' af the éummarizéd interviews. Three caders: the

»

_investigator, a cardiac nurse,. and a non-nurse, coded ‘the 30

interview-summaries. The transcribed interviews; the summary

écenérius, and & blank column to enter GRID cudesl-and OTHER

Statements Were displayed in columnar faormat bn 8 1/2 x 13 inch

sheets (see Appendix I). An average of 15 such sheets represented

>

each pair aof subjects (patient and'significaﬁt other}. A coder’'s

‘instruction sheet (see . Appendix J) summarized the rules and:

respgnsibil?t{es u; coding. The coders Had capieé-o§ the GRID, tﬁe
5IP, and the interview schedule. = The coders followed the same
randoa orﬁerrwhen tﬁéz‘coded\the interviews , as was used by the
investigator during the suhmarf:atiuns. “1In addition, each. Lne of
the 19 interview categories was coded for all 30 interviews before
coding of the next category. The ;EBSDH for this
cafegary-by—categury ahprnacp was to decrease the 1influence of

previous cateanies on the codipg of the current category (Ericsson

& Simon, 1984). The time to train the coders ranged in hours froa
\

three (cardiac nurse) to eight (monnursel. Actual <coding time-

r;nged in hours froa BO (investigator}) te 95 {(cardiac nurse) toc 150

{nonnurse}. The intercoder aﬁreement is reported in .Chapter 4,

”n

.
L3
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Judgeé and exﬁernal coders were paid at .an hnurly rate on - a
fee-far-service basis.

The data for anpalysis was composed of- resultﬁ. froam
adminisfration of the Sickness Iﬁpact Profile and from the

interview protocels. . The analysis of the " data is presented in

Ehapter 4.
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CHAPTER 4~
AN&LYSIS GF DATA
Introduction

The phenamenon inVFstigated was the identification of
educ#&iunal needs through problem solving by patients and
significant athers. Three out-of-haspital -stages of coranary
artery bypass graft surgery were represented. The data compriséd a
comﬁleted questionnaire and an interview protocol of need
identification and. problem solving as it took placg. The <{indings
served as a bas?s for the revision of a GRID of  educatiaonal needs
tor CABS surgery patient education programs. -

Tﬁe investigative process empluyed- far _the collection,
arganizalion, analysis, and interpretation of the data ircluded
several strategies. Déta were collected ;ia qualitative 'an&
quantitative research procedures. They included paper and .pencil
queg&éopnaires and audiotaped ingervieus as completed by pétients
and significant others. The research focus wés to seek educatianal
needs in the problems stated by the‘subjects.

' Two mudel§ provided the thegretical perspective and

methodolagical orientation for the study. The first model, on

expectat{on-needs, centered an the congruence between the
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. educational expectations held by health care prufeésiunals and the
educa£i0n31 needs of patients and significant others. This nodel
;as developed to illustrate the systematic ingerccnnectidns between
the two (see Figure 1, Chapter 2). The institutional component of
the model included thé rolesr and . expectations of health care
professianals., The - personal camponent included . the
patient/significaﬁt other and £heir educational peeds. The degree
of cang}uence between expectations and needs contributes to 'the
' patiént‘s health/illness behaviour, The expectation-needs model
servetd as a guide far the déscripticn, exﬁlknation,land analysis of
the data.

A problem solving wmodel (Dionne, 1985} was used for the
identification of educational needs Asee Figuré 2, Chéﬁter 2).

ﬂrganizatfanal knuwledge#r/;;perien;e, jcontextual interpretation,
and cagnitive restructuration were thé camporents af the madel most
appl@cable to this study. This model ;erved as a guide 1in the
deveiopment af the interview guestions and in thé apprdach used
when interviewing the patieat{é and. significant others.

The patients’ and siﬁnificant uthers'.prublemslandl soldtioﬁsg
which represented educational needs, were identified through the
GRID; additional categories were introduced to the GRID when
appropriate. Summarizat{on of the findings by ‘educatiunal
objectives uncovered the pattérné of education;l neahﬁ of the CABG

surgery patient.
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Plan for Analysis of Data

The analysis of data was conducted in four phases and
influded: (a) content analysis of the literature, (b) - organization
of this content into a coding GRID, (c) identificgticn of
educational éeedslfrom questinnnairé and intérviéw data, and (d}
selectian of apprcpriate educational interventions.

In Phase I, the literaturé on cardiac ’éurgéry patient -
education programs was cuntent_analyzed under four ma}p catejuries
(indiviqﬁal, social, envirunqgntal, and medical régimen)--desgribed
by Bartlett (1982) aﬁd apprngri;ie subcategprie; {Coonmbs, 1984).

"~ In Phase I, a grid of CABG surgery prograa caontent (GRID);
representative of health care professionals’ expecfétions, was
constructed from the d#ta obtained in Phase I. The itens .of the
" BRID were organized under IS educaiinqal objectives and :Qere
arranged in-a four-level, hierarchical, top-down fashion, :frnm
- general concepts to specific facts (See Appéndix Ct.

In Phase III, tée data were collected and aqalyzed in fhree
steps:

(I}ISix intérvieﬁ-prntnculs nere suemarized aqd submitted to
judges to determipé the reliability of the summarization procedure.

All 30 interviews were summarized and divided into 19 episaodes

‘(Ericssan & Siman, 1984), each representing an interview seqgment.
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{2) The investigator, a cardiac surgery Nursing Coordinator,
and é'npnnurse cudéd the intervien-summaries;_intercoder percentage
agreements were determined. Educational needs, probleas, and/or
sqluti;ns were identified and éssigned GRID codes; items which did
not fit the GRID ﬂere-considef;d as OTHER and_ uere- iocated under

the most relevant gducatiunal objective and secand level of ‘tha

GRID. _ e o

(3).The educational needs of pétients and significant othEr;
were compared tg the expectations uf“health'cafe professionals }gn
the GRID} to determine the cuﬁgruence~betwben the two. Patterns ar
profileg of educatienal needs, which representgﬂ the three groups
of subjectg, also were chtained,

The Sickneég Impac£ Profile (S;P)'quest}annaire was used as a3
brainstbrming device to elicit edutational needs and as a measure
of physicél, psychnloqical; sogial, and work dysfunction. -The SIP
SCOres (nverall.‘dimensions, and thse }2 categari;s) were expressad
as perceﬁtages. Descriptive and parasetric statistics we?e used ta

compare patients with significant others in each of the three (PRE,

PD1, PD4) groups.

In -Phase [V, a nethedology and precedure as to when, what, and
how relevant content should be presented to CABG patients, was
develaped as a Fallou-up"tn and interpretation oaf the data

analysis. In Chapter 5; educational interventiops are proposed " to

match the educaticnal needs, problems, and solutigns identified in

{ : .
‘i. ° .
. ’

A\'
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the anaiysis of data. - :
idemtificatibn of Educational Needs

The educational needs of CABG patients and significant -others
were identified from the data ubtained?by the administration of twa
iﬁstruments, the Sickness Inpact‘ P?pfi]e. questionnaire and a
semi-structured iﬁtervien.‘ The quantita;ive findings from the SIP
and thg qualitative and gquantitative findings from the intervieﬁ"

are presented and discussed.

Sickness Impact Profile Buestionnaire
The 'Sickness Impact  Profile _questionnaire : was
self-administered by the patients and their sfqnificant others.

The patients completed the standardized version of the SIe

-
o

{Department d; Health Services, University of Washingtan, 19777,
The siénificanf uthérs' §IP was worded.in the'thi}d person and verh
tense, with no change in statement tﬁntent. This version mwas used
to obtain the significant other’'s perception of the patiept‘s
health status. A cunplefe copy af the standardized version and the
self-administratiun.in;tructinhs is located in Appendix D. The
subjects nerelrequesfed ta complete their SIPs independeatly and’
Within 24 hours of the interview so that the results would reflect

the ‘patient’'s health status at the time of the intefview.

Completion within this time frame also was specified sa that GSIP
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cantent was used to brain-storm-or activate ideas prior to the

r

ihteryieu. During the interview the ‘patient followed his/her

completed copy of the SIP (again used as a ‘brain-storning 'dev1ce)

and reported the statements which were checked in each category.

';In arder to limit interview time, the patient was asked to idedt:fy
and'discﬁss, using a problea u5ulving .aqunach, only the dajgr
pruhlen in the checked statene;ts of each -éfP catequr§. The
significant other was invitﬁd to follow from his?ﬁer copy B?“*the
SIP and to contribute to the'&igcussiod; theA-giqhificant others’
-checke& statements were not reviewed. The SIPs were - not 's;brgd,
7 nor ne;e'pussible scares diécussed, at thé ;;terviéu.

Gener'al Reaction to the SIP ‘ .

4

~ Several patients in all three gruuﬁs' (PRE, PDLl, and PD4}

[

~indicated that the SIP uaé:'nuf ;ppropriatg' taor théq because they
were "ndt‘that 519%".‘:In response, the interviewer agreed but
expfained that the “"questionnaire” (tﬁe title, "Sickness lapact
Pr&file', Wwas not na;ed)\uas being used with two purposes 1n aind:
(a) to quide the discussion and (b) ta test its' usefulness with
cardi;c su(qery pat;EAts'at various stages of illness, as had been
requested by several cafdiac surgeans. <&

Five patients (tuo-PRE, two P@I. and one PD4) checked only 2
or 3 of the 134 statements in the SIP. In all f}ve. situatians,
however, the topics of the SIP categories were discussed and' aany

:Q
educational needs were identified as the interbieu”progréssed. The
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two PRE batients may have been denying both their «coronary artery
disease (he?ause they reported aany physical prableqé during the
interview! and their need Vor CAB6 surgery. The three PD!l and §D4
patients appeared to bg very well on the day of the"intérvieu.
Five significant others (two PRE, two PDM, and one PD4)} also
checked ver& few SIP statements. the‘tna PRE significant others
qappeared tntimidated bylthe SIP, although not by the interview .

éxfuatlon; The three PDl and PD4 significant others were tﬁg j.
spouses of the three patients, who héd checked fewn statements.. IR
negative reaction ta the iaplications of the éIP stateaents. may
have occurred with soae suhjeéts. No subject refusedﬁ_to coaplete

the SIP, however, and all subjects indicated they ﬁad read each

npaqe {(noted by a check mark at the bottoa of each page of the SIP}.

o

Several signi?icant éthers noted - aloud their chosen SIP
statements and coapared their choices to those of the patients,
Although this pfactice was not encouraéed because of the'extra tiae
it consued,_it‘naé tolerated, particularly if it appeared to .make
the significant other more comfartable in the interview situatien.
Patients’ and'Siqni{icant Others’ Individual SIP scores

o
The i1individual Sickness [mpact Profile scores for-each patient

and ‘significant other are portrayed in the Appendix Table K, All

SIP scores were coampiled by a Fortrgﬂﬁ_couputer scaring prograam
. d

prepared far the SIP by Ledingham, Department of Health -Services,

University of Washington =~ {date not ‘qiven). The scores were
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analyzed froa‘tua poihts of viewr {a) a visual examination to
detect differeﬁces and  similarities beéuegn patients  and
significant others and between éhe three gréups and (b) comparison
of these variables through parametric statistics,

In addition to the low scares, {rhm 10 out of &0 (10/60)
respondents, the standard deviations for several of the categories
were hiﬁh. This finding indicates wide wvariability in the
respondents’ ans;gys and raises questions as to the homogeneity of
the groups. Major differences between the patient and siqﬁificant
other, while not rLflected in tﬁe ‘means, did occur. Such
differences'wgre paitiéularly evident in categaries such as Sleep &
Rest and Emctional Behaviour. \The significant other was either not
“aware af the patient’s problems in these areas or overestimated
thenm. More consistency was fouﬁd between the patient and
significant ather in ihe categaries aof Body Care & Movement and
Wark; hboth represent clearly wvisible situatioms.- —The Home
Management categary was the highest scaring category for the mast
subjects (10/30 patients ‘and  9/30 significant others). This
.finding is reflected consistently in the individual scores. The
general inpressidn an visuai inspection of individual scares is, as
uag 5qué5ted by Bergneér (personal coemunication, October 10, 19853,
see Appendix Ei, that the raports of s;gnificant others only

partially verify the patients’ self assessments.

The frequency with which individual- SIP statements were
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answered, hawever, does shaw some pattern of similarity. The
Titem-by-item response data, %rom which the following cdnments are
drawn, is a;ailable, on  reguest, ‘fruﬁ the {nvestigatur. SIP
statements,\selected by at leasé 8/30 patieﬁts or siqnifi:an{
others, are documented in Table &. In the Communication and
Alertness Behaviour cg}eggries, SIP statements were chosen By less
than 3/30 respondents; these categories therefaore, are not included
in Table 6. Apart from the statement inlzhe Wark category, "I am
nﬁt working at all®*, chasen by at 1least five patients and five
significant others in all groups, ‘the aost frequent choices
-suggested a heal%h dysfuhc;j<§},exﬁggted at'the'respective stages of
v
cardiac illness. For egample, -1%9 statement <chosen by "8 PRE
patients ués} “I walk more slowly"; by 8 PD!l patients and 7 PD!
significant others was, *I am not doing any of the wmaintenance or
repair work that I would usually do in my home aor yard"; and by ¢
PD4 patients and 8 PD4 s}qnificant others was, "] am not doing any

heavy work around the house".

Patients’' and Significant Others' Mean SIP Scores

Table 7 displays the aean percentage score and standard
deviation obtained by patients and significant athers in the 12

categories of the Sickness lapact Profile. Data far this table

were drawn from Appendix, Tahle K. Generally, the mean scores—of

the patients and significant others are similar. The scuores, with

the exception of the Work category, are low. The high Work score
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Nost Frequentlv Checked Sickness Impact Profile Itess

SIp PF S0 PY SR PT SO

Cateqory {n=l0 in each PT and S0 group!

Most Frequently Selected Item

Slaep & Rest g

. '

Emotional -Behaviour {

Bady Care &k Movesant 2

Hoae Managesent ]

Mobility

Socizl Interaction

Ambulation

¥ork

Cnd 4 [ 10 w Lo Lol 2] Lok 2 b (%]

Recreation & Pastismes

[ =Y+

Eating

e

4
!

2

Lad [(ZE=]3,] -, L2 B

- v -

[ % T

Ll » ‘-J. -t

-l o~ild O

4
4

4

— LA

o Ly

[

3
3

-4

A

Cddn B3 ~ DR G LAY e O~y

3
3
b

e O Lnd on onon Cand en oo EF - —

4
3
&

—

E

[ ]

ey e WA pade Ly O~ N O

sit during such of the day

lie down aore often dufing the day

in order to rest

I sleep less at night, for example
wake ur too early, don't fall asleep

for a long time, awaken frequently

sleep or nap more during the diy

——

—

I keep ruhhinq or holding areas of ay
bedy that hurt or are uncoafortable

I change position frequently

I da work around the house unll for
short periods of tise or rest cftea

I am doing less of the regular daily
work around the house than I would
usually do

! am not doing any of the saintenance
or repair work that I would usually do

I in lythglg or yard* the shooping that
as not doing any of the shopping tha
I would u;ung?xdn pind

1 an nat doing- heavy work around the house

1 stay hose sost of the tise ,
1 stay from hase only for-brief periods of tise

1 am going out less to visit people

I aa not going out to visit people at all

1 an doing fewer spcial activities with
groups of people

Ny sexual activity is decreased

I do not walk up or down hills
I walk aore sloxly _

I an not working at all

I do sy hobbies and recreation for shorter
pericds of tiae ,

I aa qoing out for entertaineent less often

I aa cutting down on sose of my usual inmactive
recreation and pastises, {or example, )
watching TV, playing cards, reading

I an doing more 1nact1ye.pasf1|ﬂs in place of
sy other usuzl activities -

1 am cutting down on some of ay uswal physical
recreation or activities

[ an eating such less than usual

I an eating special or different food,
for example, soft food, hland diet,
low-salt, low-fat, low-sugar

Note, PRE = Presurgery, PDI = Postdischarge ane week. bﬂl = Postdischarge four weeks.

PT = Patient. 5D = Sigmificant Other.
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Table 7 | -

Mean Percentage Score® and Standard Deviatiunlnf the‘Siékness Impact Profile

Presurgery. Pestdischarge Postdischarge
- Group | Week Group 4 Weeks Group
in=10 pair} {n=10 pair) {n=10 pair)
SIP " ] :
Cateqory ' Mean % 5D Mean ¥ ¥5D Mean ¥ 5D
Sleep & Rest P
‘ PT 15.4 18,2 21.6 13.4 18. 6 .0
50 13.3  13.9 14.1 11,4 28.5 18.7
Emotional Behaviour . .
PT 3.9 5.5 7.7 12.3 4.6 5.9
S0 3.9 11.7 8.1 11.7 3.4 4.7
Body Care & Movement .
o PT 1.0 1.8 5.2 8. 1.3 1.7
50 1.8 2.9 5.1 q. 2.4 2.3
Home Nanageaent, .
PT 13.9 10.4 33.9 20.54 26.7 2.1
: 80 12.0 11.1 30.9 20.2 19.3 13.3
Mobility - ‘
- PT 7.7 1.3 4.5 11.3 10.2 10.1
50 12.1 14.9 . 16.3 2.4 8.0 B.7 .
- Social Interaction . . -
' PT 7.3 -+ 7.4 11.0 8.7 b1.9 12,1
50 t 3.8 - 4.4 lmﬁjo.s 8.9 10.3 #.2
Ambulation .
PT 10.0 8.4 10.0 7.3 7.3 5.2
y e = 50 O T L - I - 2.4 8.1 4.3 5.1
Alertness Behaviour
PT 5.3 n7 5.9 10.8 4.0 B.2 .
- - 50 2.8 .9 2.5 5.0 5.5 7.3
Comamunication
T T e e PT {.1 3.4 0.0 0.0 4.3 9.7
80 1.0 2.9 1.1 3.4 4.4 10.0
Work
: PT - §7.3 19.35 49.0 32.1 3a.?7 3.9
1] 33.5  25.% 49.0 32.1 jg.o 33.1.
Recreation & Pastimes -
PT ‘ g.V 10.1 19.0 15.8 Ji.6 15.0-
' 50 1046 10.3 20.6 17.9 27.6 146.7
Eating :
PT 3.0 3.0 5.3 b,4 4.0 4.4
50 3.9 4.4 4.0 4.2 3.7 4.5
Overall SIP Score PT 8.6 * 4.8 12.3 6.4 10,9 5.0
S0 7.9 4.8 12.0 b.6 10.3 5.0

Note. PT = Patient. SO = Significant Other
“Lower scores indicate less problenms.
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is due to the rated value of the S5IP statement, "I am not working
at all", which all non-working patients and 5igﬁf}icant othersg
checked if éhe patients’ non-work status Was due to cardiac_
problems. Because such high Eﬁvirnnuental .{Work) scores would
cause misleading results, they were not included in the 5tdtisti;al
;nalysis {ANQVA). rﬁjfferences between the P?E, PD1, and PD4 groups
ars réflected, particularly in the total mean scores. The PD{
graup ha; the highest scores‘(the most probleas); the PRE group has
the lowest scores {(the least problems). This finding is consistent
with clinical experience.

Paraaetric sfatistical analyses (ANUVA) uf SIP scores were
perfé:;ed by a statistical calculation‘ program develaped by
Anscaombe (1981). Une-way'ANOVR _was used t;. detect. differences
amang the three groups (PRE, PB1, and PD4). The resulting F ratios
are presented in Table 8. Patients and significant others
respanded sinilariy to the SIP. Only a few differences were
significant at the 0.035 level. Tukey's technique for pairwise
comparisons was used to ilocate the following suurce% of significant
difference between the three groups: (a} in the Home Management
categary, the PRE patients-were significantly different froa the

PD1 patients (q(3,27)=4.1B; p<0.03), with a similar significant

difference far the significant others (q(3,27)=3.69i p<0.03), and

-~

{b) in the Recreation and Fastinmes cateqn?y, the PRE patients were.

significahtly different from the PD4 (q{3,27)=4.71; p<0.03).
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Table B .
One-Way ANOVA to Study the Effects of Time Periods on the

Sickness Impact Profile (SIP) Scores

Patients Significant Others
{p = 30} {p = 30)
‘Cagéznry ' CF2,27) F(2,27)
Sleep & Rest ‘ 0,446 2,415
Emotional Behaviour 0.483 0.175°
Body Care & Moveament 1.930 | ‘ 1.469
Home Management T 4.4B88+ 3.454+
Mohility , 0.888 1.092
‘Social Interaction \ 0.527 1,239
Ambulation 0.438 £, 196
Rlertness Behaviour 0.108 0.476
Communicatian 1.243 0.840
Hark - 0.949 _ 0.615
Recreation & Pastiaes - _ 5.599+ ‘ 2,797 ——
Eating 0.515 0.544
Overall 1.138 1.271
Dimension
Phvsical 1.435 2,002
Psychosacial 0.3991 4 0.894
Individual-physical 2.384 2.082
Individual-psychalogical 0.325 0.0964
Social - 0.6487 1.317

Nate. where F (2,27 ; 0.035) = 3.3é.

¥p <.03
n = 10 pairs in each time period (Presurgery, Postdischarge 1 weak,
Fostdischarge 4 weeks)
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A two-way ANbVA was used to determine differences between

groups (PRE, PD!, and PD4) and between " patients and significant

othersy the F Fatios are displayed in TabdTe 9. Again, only a , few
significant differences in the maia effects (p<0.05) were found,
and none were found in the interaction between subjects and .thé
three fimé.periuds. Tukey's technique far pairwise comparisons was
uséd-tu determine the sources of significant ﬁifférences (sée Table
10}, Similar to the one-way ANOVA results, the follaowing sources
of sfgnifi:ant difference were found: (a) in the .Hume Management
catéﬁcry, the PRE  patients and significant athers wera
significantly different from the PD1 patients and sigrificant
others, and (b) in the Recreation and Pastimes ;ategnry, the PRE
patients‘and significant others were significantly different fron
the PD4 patients andﬁgigﬁificéni others. Far the Body Care &
Maveaent catggqry and the Physical dimension (includes Ambulation,

Mobility and BCM categories) there was a global significant

difference not localized by the Tukey technique. In the Body Care

Q Movement category there were differences approaching significance
between the PRE and the PD1 groups, and in the Physical dimensian
there were differences approaching significance between the PRE and
PD1 groups and between the PDI and PDA\ groups, In the

Individual-physical dimension, the PRE group was significantly

different from the PD4 graup.
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Table 9 ,
Two-Way ANOVA to Study the Effects of Patients and Significant Others at

Three Time Periods on the Sickness Impact Profile (S]P) Scores (p = 40)

Patients and
Significant Others PRE, PDI, PD4

. Effect Time Effect Interaction
Categary Fi1,54) ° Ft2,54) ' F{2,54)°

Sleep & Rest 0.040 1.804 1,404
Emotional Behaviour 0.036 0.493 0.117
Body Care & Mavement 0.4635 3.345% 0.009
Home Management 1,029 | 7.702+ 0.171
Mohility ' 0.203 - 1.632 0.371
Social Interaction 0,332 ! 1.552 . 0,035
Ambulation 3.510 0.614 0,905
Alertness Behaviour- 0.749 0.398 0.175
Communication | ' 0.045 2.021 ' 0.057
Nork 0.037 - 1,537 " 9,022
Recreation & Pastimes 0.0207 7.917+ 10,189
Eating 0,983 - 0.115 0.079

Overall 0.145 2.428 0.002

Dimension

Physical 0.001 3.398% - 0.017
Psychosocial - 0.230 -1.40? N 0.003
Individual-physical 0.043 . , 4,447« : . 0.000
Individual-psychaological  0.149 0.380 - - 0.072
Social 0,194 1.918 0.04%

Note #p (.00 where F (1,54 ; 0.03) = 4.03 and F (2,54 ; 0.05) = 3,18,
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Table 10

.-Tukey, Technique for Pairwise Comparisons of Three Time Periocds on the

Sickneﬁs Inn#ct Profile (SIP) for Patients and Significant Others

, Meang® b . Tukey g statistic
Category PRE PDI PD4 /MSE/20 PD1-PRE PD4-PRE PD4-PD!
Body Care and . '

Movement 14,1 55.7 19.4 12.54 3.317 0.423 2.895
‘Home Management 129.9 324.2 230.2 33.00 - 5.391%  2.864 2.486
Recreation and

Pastimes 102.4 197.9 294.4 J34.48 2,770 5.426% 2,857

Dimensions

Physical 43.7 83.4 45,2 12.28 3.253 0.122 J.131
Individual - - .

Physical 65.1 125.1 99.9 14,29 4.199% 2.435 1.763

Note. #q(3,54 ; 0.05) = 3.41
* All data used in the calculations were percentage scores x 0.
® MSE = Mean Square Errur. -t
PRE = Presurgery, PD1 = Postdischarge { week,
PD4 Postdischarge 4 weeks.
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The educational needs observed with the SIP  instrument

1

indicated siqnificanf differences between the PRE group and the PDI

and PD4 gfuups. No significant difference was detected bhetween the

PD1l and PD4 groups. Again, clinical evidence would substantiate

this finding.

Patients’' and Significant Ut%%{S' SIP Dimension Scores

During developrent of the SIP, two dimensions, Physical and
Psychosocial, were established andAvalidated by factor and cluster
analysis. The Physical dimension included Body Care & Hovemeqt,
Mobility, and Ambulation categories. The Ps;chusocial disension
iﬁcluded Emotional Beh;;{our, Social Interaction, Alertness
'Behav}our, and Coamunication categaries.

The dimensions established far the jﬂﬁlgsis af the SIP results
f?nm this study closely reflgct the main organizational scheme -
individual, sacial, environmental, and medical regimen (Bartlett,
1982) used in this study. The Individual-physical dimension was
expanded beyond an activity focus and included the categories of
Sleep & Rest, Hoase Management, Recreation & Pastimes, and Eating as
well as the three categories in the original Physical1 dimension.
The Individual-psychological and Sacial dimensians ‘arose from
dividing the.SIP Psychosocial dimension sao that Eaotional Behaviour
and Alertness Behaviour were included in the former and Social
Interaction and Eammunicatian in the latter. The Environmental

—

dimension was represented by a single categary, Kark.
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Table 11 illustratgs‘the mean percentage scur; and standard’
deéiaticn of the dimensions. Excluding the Work scufes. the PD!

~patients had thé highest Individual-physical dimension score (the
most problems), a finding expected in patients only two weeks after
cardiac surgery. The Sﬁcial scares_ increased directly with the
progressian from PRE to PDI to PD# patients. The highest Social

- diuensian score af thg PD4 patients réflected emphasis on social
concerns as the patients hegan to feel better physically. The PRE
patients had the lowest scores in all dimensions. The sigrificant
others scores generally were lower than those of the patients but
exhibited the tren&s noted above.

The one-way ANOQVA on the dieension scores (see Table 8) showed
no significance, that is, there were no Hi*ferences pqtneenﬂ the
three groups (PRE, PD!{, and PD4) on any dimension. The two-way

‘9 (see Tables 9 and 10} did show a significant difference
between groups in both the Physical and Indi?idual—physical
di?ensiuns.

SIP Scores and Patients' Characteristics

Each aatient's and significant other's Sickness Impact Profile
overall percentage score, their highest scoring SIP category, ané%vﬁ
selected patient‘charaEferist{qg are displayed in Table 12. The
patients’ SIP scores are ranked from the highest to the lawest,

f/’H\\\ With few exceptions, the significant others’ scores were simidar to

the patients’' scores. The three most frequent high scaring SIP

& vy
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Table {1

Mean Percentage Score® apd Standard Deviatiaon cf SIP Dimensions

/

b

—

Presurgery Péétdischarqe . Postdischarge

Group 1 Week Group 4 Weeks Broup
{n210 pairs) . {n=10 pairs) (n=10 pairs)

Dimension N ' '
{SIP categories) Mean“% §D Mean X 5D Mean % SD

Individual-physical

(Sleep & Rest, Body PT 4.7 5.2 12,7} 7.3 101 4,3
Care & Movement, Honme 50 4.3 1.8 12,3/ . B.4 7.8 4.4
Management, Mobility,
Ambulation, Recreatian " ‘
% Pastimes, Eating) t
Individual -psycholoagical
(Emotional Behaviaur, PT 4.1 5.8 6.8 2.8 6.3 6.2
Alertness Behaviour) 80 4.3 7.7 2.2 6.1 3.4 3.8
Social
(Social Interaction, PT . 5.4, 5.7 7.3 5.8 7.4 9.4
.LLomaunication) 50 4.0 3.4 7.4° 5.9 8.3 4.6
Environasental - . -
(Work) PT 37.3 19.5 49.0 32.1 38.7 31.9
§0 353.5 25.9 49.0 32.1 3g.o  33.1
Physical
(Body Care & Moveament, PT 4.8 4,9 8.2 7.4 4.5 3.1
Mob1lity, Ambulatian! S0 4.2 4,2 8.5 7.4 §.5 2.4
Psychosocial
{Emotional Behaviaour, PT 4.9 5.5 7.1 6.9 8.1 7.1
Alertness Behaviour, 50 4.1 4.9 5.3 5.1 7.2 5.3

Social Interaction,
Communication)

Mote. PT = Patient. 50 = Significant Other.
*Lower scores indicate less problesms.




-t

91

“1s8y q Ga815 = ¥5
jrvotioey » §3
vy frutbrio #Os) PRINPAYIREY « Y

abruPy JEOH » UH “INDIAR
3 =« 8y3w3 c1vebun ' @0

*ami13avyg Bulyason « 42

rawtyIng bv13JOK = 4N

cPAWIISTS T UOTITEIINY » gy
cugtyeItvnesn) « J

TAIITIQON = W
‘UotIPInGEY o Y - -ﬂuou-wqu a1s
‘#A1138(3 ¢ 13 - #1npAYdS Asabung
*JRLTRANOH « H

‘pRJIIOY & ¥ - BNYIPIE JJOR
‘BITUNY w § XV = W - VDY

"PRACIORBUN e N COATE] 3315 e 5

) cAYIC JURIPIUDIG w QS CAURNING B¢
RN [QUJY 150® & 84073 J98UDLH .vmu:_ 8 Aiobaeye .Lmzc b 3L
suoy L] dn i W 8% - WH 070 't 1
NIvaJIQ §JO JI0NS RE} 4 & W w9 Y - U8 ¢ 1'% o1
sajeqrlyg 13 '] { u oL KM WH -9 £t <
¥o1330 4] ’ BY3IWI 15 tt W {5 45 us a“w m.h 9
ssjaqriy g¥iwy - 1S 3] '} oy Hs db n. ) .u ¥
sSuoN uh 5 13} o 1% 4y dy q.n_ p.«_ [}
tutbuy un H/N 1 P | | PR 2 4 T 0 1 &
uted Aspbinsiscy 94343 1% . [¢4 N 0% 1] dy T-{1 0%l {
vuibuy CTE]E BT 91 " 9 A 3 g:yt 791 t
wvivd AJsabinsysoy ¥h | 4% 4] "} 114 d J¥ L4 0°et t
(s2tpd 01 = U) €noJsg sxesp Jnog ebiryderpisnyg
suoy 9¥3u} n b ] o WH WH v e <
auey LEELE] n 01 ) or UM . 4.n 4
veriaev] Ju/un ] 11 ] 134 MH NH 1L L'e 4
suon I9/13 15 £l o e Us d¥ L8 L] [
$318qrIg/ORAp) 13 15 ' }] ¥ "% "] s [45 4 LTt £
svoy - 074N 1% ¢ Moog5 WM u g5l @zl 0
uted Liebuniisoyg 713 15 1 W s dy W ¢! L0 4 IR
vird Assdinsjicy 13 . HIN ¢_ 4 am uu uu ““mM “HWw w_
ai120 )% /13 ] ¥ ) £
“ swoy _ 13 % eI [} 114 '] MH [ 3 B S £ 4 ?
. {saqed g1 ='Wy Onosg ansen svupy sbivydeipitoy
. : s tg/vvibuy [T T 13 15 [} Fi 144 HH v 6 6% 14
- *uibuy 10 13 i} 2! W " 1 13 LE] £ 1 1
suthuy LY T 13 b1 " ¥ 131 d¥ 18 oY ' &
vutbuy on 1 1% ] W (34 WH NH 'Y a's b
ruiboy oN 13 Fil {1 ] i 4y s £€ [t ¢
rutbuy on 13 FIThl1 ] '] 134 15 WH 1y Ve b4
' vvibuy ox w/n Mm Lt I’ 144 ys d 40 it ot
rutboy 117} 34711 dn (4] ] Yy & | ] "t £} ]
sotbuy . LT il #/n s 3 0 ¥ MH I 11 et 1]
rutbuy ) Jw ¥ ’ 7} 1] [’} "} rrol ¥t I
Sa83BULLY S0NID N
JRUDLIR211080]  AJOYRSIN -a.-uw L L3T2Y [ ¥IT T ey oby ma 14 os 14 °®
ranojduig EELERT LT-T1' ] S 1] (L IRLATT ] «hJobmie) [ FLES g
LEILITY] 120N Jabung . 1% 1 45
buiiosg . iIrasag
1eubIN
[EJteé OI20) Cnoug Aunbuntayy
. ! TITITGTINIRY YOOTIvS Buv 9.0 "y v

7 . TRILL
I



92
categories for botg patients and_gignificapt.nthers' were Sleep &
Rest, Home Management, and Recreation & P;stings. This +¢inding
highlights these cateqgories as problem areas for patiénts with
caronary artery diéease (the PEE greoup! and post EﬁBE surgery (tﬂg
PD1 and PD4_groups). On visual inspection of Table 12, the patient
chéracteristics ot age, seéx, education, work  status, and heart

Iattack history seem to have little relation to the SIP.scores. Tu;.
characteristics .which may relgéé to SIP scores are -“Surgery
Sthédule Status" and "Physical SynptcnSIComplicat;ons".

The PRE group data indicated that all 10 patients were
scheduled for elective Icardfaé surgery. Because urgent and
energency patients were excluded from the PRE group, this finding
is expected. All PRE"hatients reported that they had angina,
élthaugh'nnly one reéorted that it occurred during the interview.
All were on drugs to control angina. The syamptom of angina is not
unusual for a PRE patient, and is a tommon indicatar for CABG

surgery. The PRE ‘group, at the time of the interview, was

different from the PDl and PD4 groups with respect to the surgery

schedule and physical symptoas. .

The PDI group had & elective patients, and 4 of these & had
their original surgery dates rescheduled. Urgent or esergency
surgery was necessary for 4 PD1 patients. Postsurgery probleas

were reparted by 5 PDl patients, The PD4 group were the mast 11}

at the time of the operation. Only 2 PD4 patients had had elective

»
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'surqery; B redhired urgent or emergency surgery. Post 'surgery
physical synptuq{ or cosplications were reported by 6 PD4 patients.
. DiaﬁftESauas not ‘considered a symptom or complication because nane
of the 4 patients (! PRE, t PD1, and 2 PD4), had any' difficulty
with dia;etic reﬁulation. Although_the SIP scores were slightly
lower for the Pb4 than the PD1 patients, the PD4 scores amight have
been auch lower if the group had had less prableams.

: " The Interview Protocols B

Analfsis of the interview protocels involved three major
steps: (d) concordance hetween the intervieﬁ protocols and theirs
summaries, (b) coding of the intecvien;suhnaries, and (c) protocol
analy;iS'nf the interviewns. Two fo}nats were used to presént the
;indings: {a)*the sequence speciiied for the 19 categaries 1in ‘fhe
intérgjg!_schedule {(see Appendix F)'is'used in the presentation of
some findings, {b) the sequence of the 15 educational objectives

from the GRID (see Appendix C) is.used to present other findings.

Reliability of the Interview-Summaries

Six full-lenqtp intervi21§ were suamarized into 101 scenarios
by the investigator. The purpose of the summary scenarios was ta
abstract the major ideas fré;—the subjects’ «conversations and to
shorten the coders’ reading time (each interview averaged 13,000
words}. Each of the six interview-summaries were subsitted to two

judges (bath hdult.educators), a nurse and a nonnurse. The judqés

rated the concordance between the full-length interviews and the

1

—————
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sum@ary scenarigs on a 7—point.?ating scale which ranged from +!=No
agreeaent to +7=Excellent agreement. The judges’ ratings fnr the
10! scenarios ranged f:om 4 (Moderate agree&gﬁ;) to 7. The mean
ratings were in a satisfactopry range fraom 5.?5 to 7. (Good to
Excellent agreement), The ratings were examin;d to determine the
differences between judges on each af the 10l scenarios. The
results were as followss 367101  (36%) ratings did not differ;
30/101 (50%) ratings differed by one pci}t on the scale; 127101
(12%) ditfered by two scale points; and 3/fQI (3%} differed by
three scale points. Thus B&/101 (B&Y) scenariaos received‘ etther
the same or one scale paint difference rating fram the two judges.
Hajor criticisas from the judges were thatlsume intervien content
had been missed and the 5qmmarig; tended to reflect cantent which
the investigator cnnsider;d relevant vo the purpese of the study.
Taking the judées' remarks inta accuudt, a revised approach to
protocol summarization was eeployed. The judges' suggéstiuns were
incarparated in revisions ;f the & rated summaries and were applied

in the summarization of the remaining 24 interviemws.

Coding of the Interview-Summaries

All 30 interview-summaries were coded by three Ipersnns, the
investigatur,_a card{ac-surgery nurse, and a pofnurse. Excerpts
froa the interviews exeaplify the format used by the coders (See
Appendix 1). The three codings for each scenariao in each of the (9

categories of each interview were recorded to detergine the
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frequen;ies of the use of 6RID and GTHER caodes. | BRID cndaw/f
assigned by the coders were tabulated and the frequencies of the-
cedes and percentage agreements between coders were determined.
The sase procedure was followed with the coding of OTHER data. The

resulting 38 tables, one for assigned GRID codes and one for OTHER

codes and data from each of the 19 interview categories, were basic

.

to all furfther analysis. Because the ‘tables Were lengthy
{totalling épproxinately 100 pages), anly three were included in
this re ﬁkt. Appendix Tables L-1 and L-2 on Sleep & Rest, Tables

L-33 And L-36 on the Deficient Program, and Tables L-37 and L-38 on_

-the Ideal Program were selected as representative examples and are

located in Appendix L. In 'each case the odd-numbered tables
incliuded GRID 'data and the even-nuuhergd tables ébnprisad the OTHER
d;t;. Copies "of the full set of 38 tables ire available from the
investigatar, Department of Nursing Research, Ottaua Civic
Haspital, and from the thesis adviser, Faculty of Educatiqn!
University of Ottawa. The nuaber of subject pairs uﬁn expressed
educatiqnal needs and the intercoder agreements were extracted fronm
the 38 tables.

" The number of subject pairs who identified needs, probleas,

and/or sglutions.(heréafter referred to as needs) in each interview

—_—

category is presented in Table 13. All 30 pairs identified needs
in the Home Management, Worries and Concerns, Following Rules,

Adjust Lifestyle, and Ideal Program categaries of the interview.



Table 13

96

Number_ of Subject Pairs Who Expressed Needs, Prob!éns.

and/or Sclutions in Each Interview Cateqory

intervien g TRieNe Py
Category
{n=10 pair) {n=10 pair) {n=10 pair)
Sléep % Rest B ? -
Emotional Behaviour 3. 3 3
Body Care & Movement 3 7 &
Home Manageament 1o 10 10
Mobility 4~ 7 &
Social Interécti&n .8 7 7
Ambulatian 9 8 9
Alertness Behaviour 4 3 3
Communication L 0 3
Work & 0 2
' Recreation & Pastimes - 7 8 9
Eating 8 7 4
Norries & Concerns Lo 10 10
 following Rules 10 10 - 1o
Adjust Lifestyle 10 1o 10
Availability of Care 4 9 8
Major Problem 9 9 8
Deticient Program 5 10 7
Ideal Prograa ' 10 10 10
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The Home Management category received the highest score of the 12
SIP categories (see Table (1) for the la;gest numﬁer of patients
(10/30) and significant others (9/30). Home nana;gngnt activities,
guch as work around the house, 5gdpping, and ciothes washing, are
hindered by any serious illness. Copronary artery disea;e aﬁd CABE
surgery, where law (less than 15‘ pauﬁdsi "lifting limité usually
apply, is no exception. The large number of subjects who expressed
needs in the Worries and Concerns, Ffollowing Rules; and ﬁdjust
Lifestyle categories is to be expeéted from persaons who await. (PRE
group) or are recavering frnmulife—threatening su?qany-(PDl and PD4
groups). Whereas only 22 pairs identified deficienciesl in the
patient educatiaon prograa (Deficiént FPogram), all 30 pairs offered
suggestions in response to the questian ﬁn the Ideal Programs. This
latter finding suppurts.both the use af the brain-storaing approach
as a "warm-up" device and the positive approach in .the final
question {on the Ideal Program) of the interview.

Interview categories with the {fewest identified needs were
Communication and Hork. The law numﬁer of Communication needs (!
PRE and 3 PD4) may be explained by the fact that oral and Written.
communication is not wusually adversely affected by tardiac
probleas. The law number (4 PRE and 2 PD4) of Work-related needs
were expected because only a few patients (4 PRE and 2 PD4
patients) Qere in'paid exployment at the time of the intervieus.F

The intercoder percentage agreement for each of the 19
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interview categories for the PRE, PD!, and PD4 groups is displayed !
in Tahle 4. Panentage agreements between 2/3 and 3/3 ‘coders -

ranged from 3?251 to 100.0% for assigned GRID codes and %rum 37.5%

to 91.7% far (0OTHER,” coding. The mean -percentage and standard

deviation of agreement between 2/3 and 3/3 coders for GRID coding
was 43.2% and +17.4, &6.0% and #13.2, and 463.5% and +11.4 for the
PRE, PD1, and PD4 groups, respectively. For OTHER coding, the mean

percentage agreement and standard deviaticn.@as 69.0% and +15.4,

68.4% and +12.9, and 63.0% and +10.8 for the PRE, PD!, and PD4

JA
-

groups respectively, Slightly bgtter percentage agreemeﬁt'and_lessl
variability were reached with OTHER coding than with GRID coding cf
educational qeeds. The least variability for both SRID and OTHER-.
. PR .

toding was found in the PD4 interviews, Although some aof the T
category agreements between 2 or 3 coders are low (50% or 1gss),
they are acceptable hecausé of the cpen-ended nature of tﬁe coding
and because of the complexity of the GRID. Each coder was free to
decide if a summary scenaric represented an edg;ational need,
prablem, or solution and, therefore, warranted assignment of a GRID
or OTHER code,

The open-ended coding resulted in many scenarios being coded
by only one coder. A{Léough the ccders had been instructed tc\Eodéf/
only that ﬁhich they felt was an educational need, problem, or

salution (see Appendix J}, this goal was difficult to achieve.

This problem was particularly evident in the Deficient & Ideal
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Program categories (see Appendix, Tables L 35-3B8). -Subjects

frequently discussed deficiences in their patient education program

'and, in the next sentence, made proposals for the Ideal Prograa.

The content of the Déficiént and ldeal categories was difficult to
separate. Many scenarios were caded tty, only ane coder,

Contrary to ghe intention of the investigator, the four-level
GRIB’;:;;EH‘EﬁhpIex,to use. The purpase of four laevels was to
allow very specific coding and to eliminate “judgement calls". The
BRID.Nas developed from ¥ vast amount of literature content on
education programs for cardiac surgery patients. The Cardiac

Surgery Discharqe Booklet (1983 and 1985), of which all PD1 and PD4-

patients had a copy, was included in the GRID -content. Actual

predischarge pragras caentent, which was offered in the predischarge

class (based on the discharge bookliet) nas,‘therefure, reflected in.
the GRID, The BRID did not reflect, hawever, the content aof the

full patient education program, as experienced by patients at all

e
—_ ~—

stages of cardiac illness (see description of comblete pragram in
Ehapter 31}, Hahy patients and signific;ht others discussed their
entire experience of cardiac problems and the teaching they
received during these experiences. Both the investigator énd the
nurse coder were fam%liar with the full pifient education program
offered to and the types of experiences described by the subjects.

The nonnurse coder was.not familiar with the pragram nor with the

types of praoblems experienced at the various stages of cardiac
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illness,

—

Although most duplication in GR]D content was elininatedsgriur
to its' use by outside caders, the four levels of the GRID made
constant referral necessary. Consistency in coding the same topic

with the same code for 30 interviews (each with 19 cateqories) was

difficult to maintain. The likelihood of errors in interpretation-

may have-been increased rather tﬁan decrea;éd_by a GRID with four
levels. A two-level GRID {as in Table 4} would have been less
complex to use with the large aﬁuunt of intgrvien data available.
In the analysis of the OTHER data (see Appendix, Tables L-2, L-35,
and L-38}, an}y the first two levels of the GRID codes were used.

Protocol Analysis to Verify the Exploratory Hypotheses

Hypothesis 1. Substantiation of the first explarataory

hypothesis was sought by comparison of phe ﬁrnfiles of educational

needs of the PRE, PD1, and PD4 groups. The hypothesis was stated:
Profiles of educational neéds of “presurgery
{PRE}, pastdischarge ane week {PD1), and
postdischérge tour weeks (PD4) CABGE surgerf
patients are distinct.
Summary analysis to verify Hypothesis ! was conducted on the
data from the odd-numbered tables ind the set of 38, far exasmple,

Tables L-1, L-35, and L-37. The 1§ educational objectives (the

tirst level of the GRID), their second levels, and the frequency of

—

their codes from the coded interview~summaries were tabulated in
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suamary tables, one for each*ubjective: Fregquencies were reccrded
for each of the 19 interview .categories and for_ each group of
patients. The discussion is presénted under the paragraph heading,

"Profiles of educafionai needs", and reflects the scenarios Hhi;h

\

AY

were coded with GRID codes. . . = )

Hypothesis 2, Substantiation of the second exploratory

hypothesis was sought by exanina{iun of the OTHER data for
selection and addition to thelGRID. {he hypothesis was stated:

Educational needs of CABE surgery patients and

their significant athers are not cangruent with

health «care professionals’ expectations of

patient education programs.

Sumnary'd}ta analysis to verify Hypothesis 2 was conducted. on

the data ﬁrué the.even-nuubefed tables, for example, -Tables L-2,
L-34; and L-38. This analysis included extraction from the OTHER
data of relevant concepts and facts to add tq the GRID. The.
frequencies of the OTHERldata are included in each u::ﬁﬁlry table
for each of the (% inter@iéuicateéories and the three groups of
patients. Actual OTHER data were inserted into the GRID {see the
underlined partion oflrthe GRID, Appendix CJ; Highlights are
presented under the-paragraph heading, "Congruence of needs with
expectégions“, and reflect the subjects’ educational neéds which

did not fit the SRID.
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Objective | - Cardiac Anatomy and Physiolaoqy

The educationai needs of the patient and ?anily with regérd to

noraal cardiac anatoay and physiolugy represented the content of

Objective 1, The {frequency of educational neads expréssed by
B2 ’
patients and significant others relative to  Objective | is

summarizﬁﬁ{%n‘Table‘ls, )

Profile of educational needs. Very fewn educational needs were

expressed relative to normal cardiac anatomy and physiology as
stated in the Objective 1 Eﬁnthe GRID. None were” found in the

- first 13 interview categaries. Only 10 were located in the « )

remaining & cate;;éies. No trend was noted, either for any gruup?!)
{PRE, PDl,land P4} or‘fpr any *category. The wmaximum oauasber of
educgtiuna} needs exﬁreégéd in aﬁy one .category was 3, by the PRE
subjects, during the discussion of the category entitled Following
Rules. The infrequent use of Dbjectf#é I' content may be explained
by {a) the fact- that every formal teaching session experienced by
the subjectsrﬂeqaﬁ with cardiac anatomy and physiolagy and subjects
nay not have felt the-need to discuss such content or (b} the
actual content, although possibly of interest, was too technical
and not relevant to the subjects’ iamediafe concerns. At only two
interviews }1 PRE and ! PD1) was Objective 1 content suggested for

inclusion in the Ideal Program. A profile of educational needs,

. distinct for each group, was nat identified for Objective 1.
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Table 15 ‘
Freguency of Educstional Needs Exoressed by Fatients

njf n r ¥ Objective |

Bb)e:éi#l 1. Identify educational needs in ﬁornal
anatoay and ghysioloqy {structure
~and function). .

—

A.~ Normal

arteries OTHER

Interview Category PRE POy PD4 PRE =~ PDI P04
Sleep & Rest - - - - - -
Esctional Behaviour - _ - - - - -
Body Care &k Novement - - - 1 D - -
Hoee Management - - - - - -
Mobility - - - - -
Social Interaction - - - - - -
Aadulation - - - - - -
Alertness Behaviour - - - - - -
hnlnunitation - - - - - -
Work - - - - - -
Recreation & Pastimes - - - - - -
Eating - - - - - -
Morries & Concerns - - - - - - -
Follousng Rules 3 - < - - -
Adjust. Lifestyle - - 2 - - -
Avarlability of Care - - 2 - - -
Hajor Problen - - - - - -
Deficrent Pragraa o= - 1 - - -
Ideal Progras | ! - - { - -

Total 4 1 5 1 i -
Hote. PRE = Presurgery, PO! = Postdischarge | week,

FDA = Postdischarge 4 weeks,
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Congruence of needs and expectations, Only 2 educational

needs were idéntifﬂed as OTHER., One was under the 1Ildeal Progras
category, and éne?ged fros a discussion with _& PRI pair on the
anatomy of and the é+f9c¥s of surgery on the sternum. The very few
needs expressed sugqést that the GRID of’ expectations was etther
}a) congruent with the educational needs or (b) cardiac anatoay and

physiolagy educational needs were not relevant to. the subjects’

concerns.

Objective 2 - Atherosclerotic Process and fontrollable Risk Factors

Educational needs of the patient and faamily with regard to tha

atheroscleratic (corgnary artery) disease process and :its’ risk

factors coaprised the content of Objective 2. The ‘frequency of

Y

educational neéds expressed by patieats and significant others
relative to Objective 2 is summarized in Table }4.

Profile of educational needs. Many educational needs froa the

GRID (Ubjective 2A and ZB) were expressed relati;e ta the disea;e
process and the risk factors. The waajority arose +froa the
interview categaries, Foiluning ﬁules and Adjust Li estyle.. A
trend of different profiles for each group is noted. Over the two
levels (2A and 2B}, the PRE group expfessgd the amost educational
needs (90). The PD4-gruup expressed B0, followed by the PDI1 gruﬁp
with 0. The PD1 group may have been mare concerned. ahout other
topics more closely related to their recent surgical experience.

>

The PD4 group may have a renewed interest in control! of their
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Table 16 )
Erequency of Educatipnal] Needs Expressed by Patients
and Signjficant Others Relative to Objective 2

Objective 2. Identify educational needs in the atherosclerotic disease
" process and controllable risk factors.

A. Athero- B. Risk Factors

sclerotic for coronary .
_ process artery disease OTHER
“Interview Catugory - PRE PD1 -PD4 PRE PD! PD4 PRE PDL PD4
Sleep & Rest A T T 2 4 2 - 2
Eaotianal Behaviour 2 - - 2 - - ! - -
Body Care & Moveaent | - - - - - - 2 - ‘—
Home HManagement 3 1 - 2 - - 8 3 -
“Wobility - - - - - - - -
Social Interaction ‘1. - - 4 -2 - -
Ambulation : r - - 1 - - 2 . 1
Alertness Behaviour - - - .- - t . - -
Coamunication = - - - - - - - - -
>Hork ' 1 - f 4 - - 3 - !
Recreation & Pastimes 1 - - 4 - - 3 - -
Eating , - - - 15 2 5 4 1 -
Worries & Concerns - 2 - 2 3 3 2 2 2
Follagwing Rules 2 - - 6. & 9 19 19 33
Adjust Lifestyle - 3 5 g 21 £2 4 10 10
Availability of Care 2 3 | i 1 3 2 3 L
Major Praoblem - 3 - 1 1 1 2 - -
Deficient Progran - 2 3 - ! { - { 2
Ideal Prograa g - 10 5 9 10 q i 2
Total ' 23 14 28 &7 56 - 52 63 40 54
Note. PRE ='Pre5urqery, PD! = Postdischarge ! week,

PD4 = Postdischarge 4 weeks.

'
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disease as they approach return to normal ‘life. Educational needs

in the Risk Factors level (2B) were much eore frequent than those

in the Atherosclerotic Process level {2A), for all three groups.

-

Connruence.'of needs and expectations, Many needs Were
identifiéd asiﬂTHER ;nd are sumamarized in Table 1&6. The pattern
noted above was found, with the PRE group expressing the most (63}
and the PDL the lqui,j40). & third level gas added to the GRID
from the OTHER data; 20, *"Follow the rules related to risk

factors®. The comparatively high frequency of OTHER data indicated
' %

the subjects had many cencerns uhich were not answered. Congruence

between expectations and needs was aonly partial for Objective 2 of

the GRID.

-

Objective 3 - Caranary Artery Bypass Graft Surgical Procedure

Educational needs of the patient and family with regard to the
coronary artery byp$55 graft surgical _procedure conpfised the
content of 0Objective 3. The frequency of educational needs
expressed by patients and significant othérs relative to Objective
3 is sunnérized in Table 17. - - ot

Profile of educational needs. Most of the educational needs

expressed in- relation to the CABE surgical procedure were nated
during the discussion of the Ideal Program interview category. The
fregquencies were low for all three groups. The same nuaber of

-needs (8) were expressed by both the PRE and PD4 groups; the PDI

group had slightly less (5). No distinct profile of educational

.
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Table 17 - _
Frquépcv of Educational Needs Expressed by Patients
and Significant Others Rejative tc Objective 3

tbjective 3. Identify educational needs in the coronary artery
bypass grdft surgical procedure. '

A. Eff?cts
]
surgery OTHER

Interview Category PRE PD! P04 PRE PD1 PD4

Sleep & Rest - - - - - -
Emoticnal Behaviour - - - - - 1
Body Care & Moveament - - - - - -
Home Hanageneni. - - - - - -
Mobility , - - - - - -
Social Interaction - - - - | - -
Ambulation ' - - - - I
Alertness Behaviour - . . - - -
Coamunication - - - - - -
Nark ’ - - - - - -
Recreation & Pastimes - - .- - - -
Eating - - - - - -
Norries & Concerns 3 - t 9 3 2
Following Rules 1 - ! - - !
Adjust Lifestyle - - - — - )
Availability of Care - & - - - -
Major Problem 1 1 - 1 - -
Deficient Program - - 3 -
Ideal Prograa g 5 8 9

Tatal 13 127 13 20

\

Note. PRE = Presurgery, PD1 = Postdischarge | week,
PD4 = Postdischarge -4 weeks.
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needs emerged for Objective 3. The low frequency of .expressed

needs may be due to the.fa:t that the patient education _progranm
-t .

included, in considerable detail, the content of the GRID for

Objective 3 and the subjects felt no neéd to discuss it.

Conqrueqce nf‘ﬁeeds with expectations, In the OTHER data, the

ﬁiéhest frequency of needs (18) were identified ig the Ideal
Pnngfam category. Most of the remaining needs {14) were expressed
during the discussion of the Worries & Concerns category. The FPRE
subjects expressed the most OTHER needs for Objective 3, a finding
to be expected fram persons awaiting CHBG. surgery. The G&RID of

expectations was only partially congruent with the educational

needs aof the gubjects,

Objective 4 - thsic;] and Heﬁtal Preparation for Surgery

Educational needs of the patient and family with regard to the
physical and mental preparation for surgery comprised the content
of Objective 4. The frequency of educational needs expressed by
patients and signi;icant others relative to Objecti 4 is
summarized in Table 8.

Profile of educational needs, Comparatively +few subjects

expressed needs in Objective 44, Diagnostic tests/baseline
measuréwent, although all patients haz, by the time of the
interviews, gxperienced almgst all the diagnostic tests listed in
the GRID. Generally, the néeds referred to in 4A were expressed as

an "aside" during the interviews. The most commenis were nmade
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- about the cgrdiac cathetgrizagiun éxperience. No distinct profilé
emérged fraonm Objective 4A. The minimal number (9} of educational
needs expressed in 'Ubjectiﬁe 4B, Pﬁysical preparation, méy be
explained by the fact that all patients either f{a) knew that sone
physical preparation was required ué (b} felt it was not worth a

2 mention. By fgr. thé outstanding set of needs in the GRID‘analysis
came from 4C, Mental opreparation for surgery. The interview
c;teanies of Worries & Concerns, Availability of Care, and Ideal

- Erogram were majar sources. The PRE group had the most ex??égsed
needs (53) with the PD4, group the next most +Frequent (43}, The
majarity of needs came from 4Ct, Visitq/explanatinns, and 4C2, Ask
questions (see the GRID, Appendix C). Both the PRE and PD4 groups
presented similar prqfilgs with emphasis on the mental preparatinn

-

for surgery. Even the,PD! group, who during their interviews, were

more cunceFﬁEd“““uifhzipiheig physical status, expressed a

wﬂﬂwnomparifiQEiy high nuaber (25) of mental preparation needs.

-
o WL R T

Congruence of needs with expectatians, A pattern similar to

that noted above was found in the OTHER data ‘from Objective 4.
Hcsf dramatic were the 1BY needs expressed by the PRE group; needs
were exﬁressed in all but one interview category. The majority of
OGTHER needs were related -to mental preparation for surgery. The
gubjects made very specific suggestians; the GRID content on mental
preparation was brief_and very general, The GRID was wminimally

cangruent with the expressed needs for Objective 4.

e
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Objective 5 - Eaply--Postsurgery Care .

Educational needs of the patient and - family with -regard to
garly postsurgery care comprised the conteqt of Objective 3, The
fréq&?qgv of educational needs- expressed by patients and
5iqni¥i;ant others relative to Dbjeggiié 3 is summarized in Table
19. :

Profile ﬁf educational needs. Relatively few educational
needs were expressed in either Objective 35A, Locations, lur 58,
Early postnﬁerative ca;e. host needs were discussed during the
Deficieﬁz and Ideal Program categories of the interviens. No
distinct groug profile emerged as all. three groups expressed

—_—

similar frequencies af needs.

o —
.

Congruence of needs with expectations. Few (24} educational
~needs were expressed in OTHER data. The most in any one interview
category (35) came from the PRE qrnuﬁ and concerned explan#tions af
details of pnstsurgery care ﬁnd experiences. The low frequency of
nonBRID needs suggests that the patient education pragranm
expérienced by the postdischarge subjects satisfied their
requirements. The prograe is well known for attention to the
detailed explanation of early postsurgery care (Sikorski, 1980).
.For Objective 5, thé GRID af expectatians is congruent with the
subjects’ educational needs. f

Objective & - Early Postsurgery Sensations and Behaviour

Educationaimneeds of the patient and famiiy with regard tag



Table 19 :

Freguency of Educational Needs Expressed by Patients

“and Significant Others Relative to Objective 5

114

Objective 5. Identify educational needs in early postsurgéry care.

B. Early
. A. Locations Postopirattve OTHER
Interview Categary PRE PDL  PD4 PRE  PDI  PD4 PRE  PD!  PD4
Sleep & Rest - - - - - - - - v
Emotional Behaviour - - - - t - - - -
Body Care & Movement - - 2 - 3 2 - - -
Home Management - - - - ! - - - .-
Mobility - - - - - - - - -
Social Interaction - - 2 - - 1 - - -
Ambulation - - - - - 2 - - 1
Alertness Behaviour - - - - - - ! - -
Communicatian ' - - - - - 1 - - 2
Work ' - - - - - - « - -
Recreation & Pastinmes - - - - - - - - -
Eating - - - - - - - - -
Worries % Concerns | - - - - - - - 1 -
Follawing Rules - - - - 1 1 - 1 -
ARdjust Lifestyle’ - - - - - - - - -
Availability of 6§re - - o ~_~ 4 - - 2 [
Major Problem - - - - - - - - -
Deficient Progranm 4 3 - 4 3 { 1 3 2
Ideal Progranm 7 3 3 8 2 7 5 2 t
Total 11 8 8 12 15 15 7 9 8
Notes ™ Presurgery, PD1

oo
Lot b= o
=M
nu

= Pastdischarge ! week,

Postdischarge 4 weeks.
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early postsurgery sensationslahd behavinqr comprised the content of
Qbjective 4. The freqdencf of educational needs ﬂexpressed by
patients and significant “others relative to Ubject}ve & is
summarized in Table 20.

—_—

Profiles of educational needs. O0Of interest in review of the

data for Dbjective é are the frequencies for the two paostdischarge
groups. Although tﬁe fregquencies are lqn, a trend is suggested in
that both the PD1 and PD4 groups focused nmore on physical .and
mental sensations than did the PRE group. Th{g finding is not

surprising as the PRE group had no postsurgery CABG experience.

—_

Cangruence of needs with expectations. A sifilar trend to

that noted above was found in the analysis of QTHER data. Again

the PD4 group expressed the most (63) educational needs. The . 49 .

needs expressed by the PD! group and the 13- by the PRE group
suggest the GRID had sume;deficiencies. The GRID was not entirely
congruent with the educational needs expressed by the subjects for
Objective 6 topics,

Objective 7 - Digease Process and Surgical Recovery

Educational needs of the patient and family with regard to the
disease process and surgical recovery comprised the caontent of
Objective 7. The frequency of educational needs efpressed by
patients and ‘significant others relative to Objective 7 is

summarized in Table 21.
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Table 20

Frequency of Educational Needs Expressed.hv Patients

and Significant Others Relative to Objective &

" Objective &, Identify educational needs in early postsur y
sensations and behaviaur. //BEL\

A. Physical B. Mental

sensatiofs sensatians OTHER

Interview Category PRE = PDI PD4 ° PRE. PD1 Pl4 _PRE  PDI  PD4
Sleep % Rest - = - - - - 5 7
Emotianal Behaviour - 2. - 1 - 5 -8
Body Care & Movement - - .- - - - 16 7
Home Management - 2 3 - - - 4 b
Mobility - { - - - - 3 3
Social Interaction - - - - - - 4 4
Ambulatian o - - 2 - - - 1 1
Alertness Behaviour . - - 2 - 2 2 . 3 4
Communication - - 1 - - - - 4
Wor k - - - - - - - -
Recreation & Pastimes - - - - - - - 4
Eating - — - - - - - - - =
Norrieslg Cancerns - - H - - 1 - I.
Following Rules - - 1 - 1 - - -
Adjust Lifestyle - - 1 - - - - 1
Availability af Care i - - - - { © 2 1
HMajor Problenm -~ - 3 - - - 4 3
Eeficient Program T 4 - - 2 - 2 3
Idgal Prograam - 3 3 - - 3 - 3

- Tatal 1 12 18 - 4 7 13 49 43
Note. ;g% = Presurgery, PDI = Postdischarge ! week,

Pastdischarge 4 weeks.



- K 117

Tahle 21‘

Freguency of Educégiogal Needs Expressed by Patients
and Significant Others Relative to Objective 7 -

Objective 7. Identify educational needs in the disease process
) and surgical recovery.

A. Chest . B. Pace

pain of recovery OTHER

Interview Category PRE (1] PD4 PRE  PD! PD4 PRE PD1 PD4
Sleep & Rest - - 3 - - - - - -
Emotional Behaviour 2 2 5 - - - - - 4
Bady Care & Movement H 4 1 - { - 1 2 2
Home Manageaent 12 5 i 1 1 5 & 3 2
Nobility - - - - 3 2 2 1 -
Social Interaction - 1 - - - { - - 1
Aambulation 5 1 1 1 4 1 4 - t
Rlertness Behaviour - - - - —i 2 - - -
Communication - - - f - - - - - -
Work ‘\\ 'i - - - - - - - -
Recreatien & Pastimes - - { - 2 7 - t 3
Eating 1 - - - - - - = -
Worries & Caoncerns - - 4 - - 2 t 1 2
Following Rules 1 - - - - 3 - - 3
Adjust Lifestyle - 2 1 - - - 1 - 1
Availability of Care 2 2 9 - - - 1 1 -
Major Prablem - 2 2 - - 1 - 3 2
Deficient Program - 2 - - 1 - - - 1
Ideal Pragraam - { 2 - - 2 3 - 2

Tata) 25 22 30 2 12 26 19 12 24
Note. PRE = Presurgery, PDl = Postdischarge 1 week,

: PD4 = Postdischarge 4 weeks,
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Profiles of educational needs. The a@ain focus of Objective 7

.

was on chest pain and on the distinction between the chest pain of
angina and that from the surgical incision. Far ijeotivq 747,

Chest pain, and 7B, Pace of recover&, the PD4 subjects identified

the most educational needs, 30 and 26 .respectively; the PRE group

identified 25 and 2 and the PDI group 22 and 12 educational needs.

0f interest are the 12 noted by the PRE subjects in the Home
Managesent category. Home activities may be teapered for the PRE
patients by the possibility of angina. For the postdischarge
patients; ackivities implicit in many qf“the interview cateqories

e =

were limited by incisional pain and their pace of recovery.

Distinct.prufiles of the three groups emerged from the educatianal

needs identified under Objective 7,

Congruence of needs with expectations. As with the GRID data,

the OTHER totals were obtained from a fen edg;atiunal needs stated
in many of &he intervien categories; The taotals far the three
groups, however, are sufficiently high (19, 12, 24) to state that
Objeftive 7 of the GRID is not entirely congruent with the
subjects’ needs.

Objective B - Diet Modifications

Educational needs of the patient and family with regard to

diet modifications comprised the content of Objective 8. The

“ frequency of educational needs expregsed by patients and

- -

significant athers relative to Objective 8 is suamarized 1in

Table 22,
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Table 22
fregquency of Educationa] Néeds Expressed by Patients

20d Signjficant Others Relative to Objective 6

Objective B. ldentify educational needs in diet modifications.

A. Diet OTHER

[ntervicw Category PRE ﬂ PD! PD4 PRE PD1 PD4
Sleep & Rest - —1 - Co- © - -
Eaotional ‘Behaviour - . - - - -
8ody Care & Movement - ! - - - -
Hope Managesent - - - - - -
H%R'\—\\; Co- L - - - -
Social Interaction - - - - 1 -
Ambulation _ - - - . - - -
Alertness Behaviour - - - - S -~ -
Coaaunication - - - - - -
Work . - - - - - -
Recreation & Pastiges 1 2 - i - - -
Eating i?? 24 25 J_E_ i3 10
yﬁrries & Concerns - - 4 2 - -
Folloming Rules 4 & - , ! 4 §
Rdjust Lifestyla 1 8 5 - A -
Avaitability of Care - - - - - |
Major Prablea R - 3 - - - -
Peficient Progras - 3 1 - 3 4
fdeal Pragraa 4 1319 vf 3 8

Total a2 s0 s 11 26 24
Hotae, PRE = Presuyrgery, PDl = Postdischarge | week,

P04 = Postdischarge 4 weeks,
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Prafiles. of educational needs. All groups of patients

expressed educational needs under Objective B. Contrary to  what
both POl and PD4 patients were tald (to eat; whatever theﬁ wanted

\
for the first few ﬁeeks postdischarge), these two groups expressed

a high frequency/{bo and 435, respectively) of educational needs
“under Ubjective‘é f\ipe BRID. The PRE 5ubjgct§ also expréséed a
considerable nuamber df needs (42); this‘?iﬁding may be explained,
however, because_many PRE patiénts were adhering to-a low fat, low
sugar, and/or a low cholesterocl diet. Some had had a diet
prescribed by their cardiologist; others had put themselves ‘on a
diet in preparation for surgery. No distinct profile for any ocone
éroup energed. What was evident was th;t all patients were
concerned about the dietary modifications necessary for coronary -

artery disease.

Congruence of needs with expectations. Alfhough the -

frequencies of the OTHER needs were lower than those in .the GRID
.fur Dbjective B, they were still relatively high (11, 2&; and 24).
Generally, the patients wanted aore information than was given
during the patient education prograa and i& the discharge baoklet.

Two pairs (1 PDI and 1| PD4) had purchased several books on special

diats and were following the suggestions therein. The GRID,
therefdre, Was only partially congruent with the educational needs.
Hhether ar not patients were told to "eat what they wanted" seeaed

te have little consequence. The aedia eaphasis on diet and health
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) ,
foods may have had some ihﬁact on the 5ub39cts of this study.

-

Dbjective 9 - Safe Self-medication

Educational needs of the patient and family with regard to
safe self-medication comprised the content of Objective 9. The
frequency of educaticnal needs .expressed by _  patients ' and

significant others relative ta Objective 9 is summarized 1in Table

23.

Profiles of educational needs. Hi}ﬁin the GRID for Ub;ective
9A, Specific nedicationé, ﬁhere was little diffgrenﬁe in'£he. total
needs expressed by the three groups. (52; a1, 50?. Dif@erencbs
. were observed,'hﬁuever, in the sources of the needs. Most of the
PRE graoups’' needs came frnq the Sleep % Rest, Home ﬁanagqunt, and
Ambulation categories. Of particular concern to the PRE patiénts.
were .the aedications prescribed for ;he relief of  angina,

hypertension, and other cardiac probless. The majority of the

-
-

educational needs expressed by the POl and PDS rgraups came from
a1, Rnalqesics. and 9A9, Sedatives, in the Sleep & Resé, Deficient
Praqram, and ldeal Program c;tego;ies {see Appendix L-l; 33, 3?%.
The PRE patienfs presented a profile of pediﬁation use compatible
with their presurgery cardiovascular problems: Both pogtdischarge
groups were more qancerned with eedication for the relief of
incisional pain and to assist with sieep.' Very few GRID needs

S

outlined in 9B, General medication guidelines, were eéxpressed.
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Table 23

Frequency of' Educational Needs Expressed by Patients

and'Siqnificant Others Relative to Objective 9

Dbjective 9. Identify educational needs in safe seléf-medication.

A. Specific B. General
aedications medication
. guidelines . OTHER

Interview Category PRE PDI  PD4 FPRE PDl  PD4 | PRE  PDL - PD4
Sleep % Rest | 11 12 17 - - - 9 3 14
Ematicnal Behaviour 9 - - 1 - - 3 - -
Body Care & Movement - 3 - - - - - ! -
Home Manageament 12 2 - - - - 4 ) -
Mobility - 3 4 - - - - 1 -
Social Interactian 3 2 - - - - 2 3 -
Ambulatian : 10 - - - - - - - -
Alertness Behaviour - - } - - - - ! -
Communication - - - - - - ‘, - - !
Work ' S - - - - - 1 - -
Recreation & Pastines - - - - - - - - -
Eating ‘ - 1 - "= - - - - -
Morries & Caoncerns 1 - - - - - - - -2
‘Fullouing Rules. ' 5 - - - - L - - l
Adjust E;festyle - - - - - 1 - - -
Availability of Care - - g - - - - q 3
Major Problem - - 4 - - - - T2 2
Deficient Program 1 20 8 - 2 - - b &
Ideal Progranm S 18 17 - 5 2 3 4 12

Total | 62 50 1 7 4 22 25 41

. : LY

Note. PRE = Presurgerly, PDl = Postdischarge 1 week,

PD4 = Postdischproge 4 weeks.

1
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Congruence of needs with expectaticns.. Although the OTHER

data of expressed needs were less than the expressed GRID needs,

they were sufficieétly high (22, 25, 4!) to warrant comment. Sleep

% Rest ;nd Ideal Pragram categories were the source of most nonBRID’
educational needs for GQObjective 9. .Table L-2 illustrates the

sqﬁjects' focus on sedative and analgesic drugs in the Sleep & Rest

cateqgory. The -reasons for,‘ actions of, and side effects of

'prescribed drugs were a cunéern of the subjects, particularly the

PD4 group, which have almost double the number of the PRE and PDI

groups. The GRID was only partially congruenf with the subjects’

.expressed needs.

Objective 10 - Appropriate Activity

Educational needs of the patient and family with regard to
appraopriate actfvity conprised the content of Objective ld. The
freqqency aof * educatiaonal needs expressed ‘ by patients ; and
significant others relative to Objective 10 is sumamarized in Table
24. .

Profiles of educational needs. Gf the five levels of

Objective 10, three (10A, B, and D), were the scurce of mast
educational needs. Most GRID needs {(293) canme frum 16B, -Other
activities, which included 5elf-c$}e. home, recreation, occupation,
and physical conditioning activities.  Activity needs were

expressed in every interview category except “Eating”, and wmost

were expressed during discussions which iamplied some kind of
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physical actiQity. In 10A, 10B & !OD; the Pb4 subjects haq the
- graatest number of expressed needs (267); the PD!1 subjects had 183;
‘;nd the PRE subjects had 93. The _three distinct profiles which
emerge from these findings are cumpatib;e with the different
clini;al states of the PRE, "PDL, and PD4 patients.‘ Both the PRE
and PD! patients are less active, the former usually are éfra?d of
precipitation of a heart attack and the latter still have too auch
pogtsurgery pa{n to mové tao much. Tﬁe PD@ patients feel better
and are at the stage of increaéinq their activity., The very high
frequency of educational needs coded under [Objective 10, suggest
that the topic represented by this _Ubjective was of primary
importance to the,subjgcts.

Congruence of needs with expectations. The UTHEk'data for the

three groups showed less educational needs but with a similar
distribution to that noted above and very Righ frequencies. The
PD4 group expressed 1B5 needs, the PD! group 129_and the PRE groug,
72. Sources of OTHER needs were 17 of the 19 interview categories.
The majority arose from the Hoame Ménagement, fimbulation, and
Rgcreagiun & Pastimes categories. Generally, the same pattern of
decreaéing frequencies (PD4, PDI!y and PRE) was abserved. The GRID
Was not congruent with expresséd educatianal eeeas iﬁ the tapic of
. appropriate activity. . |

Objective 11 - Safe Self-care

Educational needs of the patient‘and family with regard to
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safe self-care comprised the content of ODbjective 11. The
\.-,‘__-_'.

frequency of ‘educational needs expressed by patients and

significant others relative to Objective 11 is summarized in Table

23,

Profiles of edugational needs. Educational needs relative to-

Objective 1 afnse, primarily, from levels, 11D Sleep (45}, and 1l
E, Rest (83). The PD! group had the mgost (81) while the PD4 group
had 73 and the PRE group had 3! educational needs. The two
postdischarge groups ﬁhad similar profiles; most of their

educational needs argse fram discussions on Sleep and Rest (tip &

E). The other levels of Objective 11 received few educatiaonal

needs; most were noted by the, two pustdfscharge groups who are
. “ .

distinct from the PRE group in safe self-care.

Congruence of needs with expectations. The emphasis on Sleep
and Rest educational needs noted’above Was repeated 1in the OTHER
educational needs although almost all interview categories were the
sources of some needs. A total of 140 OTHER educational ngeds were
expressed, 122 9F uhigh were from the PD1 and Pb4 groups, Thé GRID

was minimally congruent with the safe self-care needs of Objective

i1,

Objective 12 - Postsurgery emotional reactions

Educational needs of the patient and -family with regard to
postsurgery emotiaonal reactions comprised the content of Qbjective

12, The frequency of educational needs expressed by patients and
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significant others relative ta Objective 12 is_sumharizedlin Table
26,

Profiles of educational needs, Three distinct profiles +for

the PRE, PD1 and PD4 groups emerged from the apalysis of Objective
12 data. Only 4 educational needs were anticipated by ‘the PRE
subjects. PD1 subjects expresse& 21 and PD4 subjects almost twice
that number at 4b. As tound in the analysis of Objective 4 data,
the PRE group nere‘mnre concerned.with the mental preparation for
surgery than with the ematicnal reactions after surgery.

The PD4'grcup, however, exhibited caonsiderable concern for
both the mental preparation for surgery (see Objective 4). and faor
the eqot;nnal reaction to surgery. The PD! group, may have been
mare Eoncerned wiih thaif'physical stqtus or had less time to react
to their surgery experience. |

o

" " Congruence of needs with expectations, The pattern noted

above was observed in review of the OTHER data on Objective 12. 1In
discussian of several interview categories, it was the PD4 patients
who expressed the most educational needs (47) in relation to
Objective 12, fhe PRE, ;DI and PD4 GTHER educational needs were 3,
42, and 47 reséectively. The GRID of expectations was congruent
with educatiaonal néeds for- the PRE subjects; 1items were amissing

from the GRID for the PDI and PD4 subjects.

Obhjective 13 - Fallow—-up care

Educational needs of the patient and family with regard to
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Table 24

Frequency of Educational Needs Expressed hy Patients

and Significant Others Relative to Objective 12

- Dbjective 12, Identify educatjdﬁal-nbeds in postsurgery
emational reactions.

A. Emotional

reactians
(excludes.stress) OTHER
Interview Category PRE PDL< PD4 ‘PRE PD! PD4
' Sleep & Rest - 1 - - - -
Emotional Behaviour - 1 4 - 3 1t
Body Care & Moveamant - - - - - -
Home Management } - 2 { - 3 3
Mobility - - - . 4 3
Social Interaction - - L 5 { 7 9
Ambulation - - { - | - - -
Alertness Behaviour - 2 4 A 1 I 5 8
Cosmunicatian -- - - - - -
Work _ - - - - - -
Recreation & Pastinmes - 1 2 - 3 B
Eating - L - - - -
Norries & Concerns | - 2 4 - 3 3
Following Rules 1 2 2 - 2 t
Adjust Lifestyle - 1 2 1 5 5
Availability of Care - 2 - 1 1 -
Major Problenm - 1 2 - 3 2
Deficient Program - 1 - - 2 1
_____ i Ideal Progranm 3 2 14 l 1 11
Tatal 4 21 40 5 42 &7
Note. PRE.= Presurgery, PD! = Postdischarge 'l week,
PD4 = Postdischarge 4 weeks,
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follow-up care cbmprised ‘the content of Objective 13. The
frequency of educational needs expressed by patients and
signifihant'others-relative to Cbjective 13 is summarized in Table

27.

Profilfes of educational needs.. The PD4 subjects exhressed the

mast (;3) Lducatiunal needs for Objective 13 of the GRID, while the
PDL grbup expressed less (29) and the PRE group the least, only 5.
fs expe;tﬁd, follow-up care was not a concern of PRE subjects at
the time of their interview. For the PD1 and PD4 graoups, however,
follow-up care is expected and shculd.be of interest. Observations
confirmed the expectations. Uf‘ some praminence were . the B
educational needs expressed by the PD4 patients in the Ideai
Program discussion {see ﬂpﬁendix, Table L-37). Thé source of these
needs ;as the discharge booklet, which all postdischarge patients
received. The distinction between the PD! and Pb4 groups for
Objective 13 (i.e. 43 and 29) may be due to the fact that the PD4

group had more time to experience follow-up care.

Congruence’ of needs with expectations. The p?ttern of
educational needs noted in the BRID for Objective I3 wWas repeated
in the OTHER edﬁcational'needs (PRE=3, PDI1=21 and PD4=34). The
source of most OTHER needs were from PD4 responses to the Ideal
Pragran categary (9) and the Deficient Progras category (12) during
which specific suggestions were made ta improve follow-up care (see

Appendix Tables L-38 and L-34, respectively. The GRID was gnly

-
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‘partially congruent with the educational needs of the subjects.

Objective 14 - Manaqement of Work and Finances

Educational needs af the patient and family with regard to
management of work and finances comprised the content of Objective
14, The freguency of educational needs express?d by patients and
significant others relative to Objective {4 is summarized in Table

28.

Profiles of éducatiunal needs. The profiles uf educational
needs n{ the PDl -and FPD4 groups were similar (14 and 20
respectively) for Objective 14A,:Return to wark, and !4B, Finances.
Sources of most coaseents were the Work and Worries & Conce;ns
-interview categories. The sligﬁfly lower nuaber (9} of educatianal
nekeds egﬁressed by the PRE. patienté ‘suggésts thafi_fqr these
patients, the topic of work and finances wag of less importance
prior to surgery. No distinct profile emerged.

Congruence of needs with expectations. Contrary ta the

findings nated above, all groups expressed _a_ similar number af

needs in the analysis of OTHER data. For Objective 14, most needs
arase from the Wark cateqory. Far\this reason, 14C, ‘Work status
(seé Appendix C), was added to the GRID. On the topic of Work, the
GRID was only partially congruent with the educational needs
expressed by the PRE, PDl, and PFD4 subjects.

Objective 15 - Modalities of Patient Education

Educational needs of the patient and family with regard to
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Table 29 . ' o
Freguency g gggggg;g 2] Needs Egprassad by Patients
and Signjiticant Others Relative to Objective 14

Objective 14. ldentiéy educational needs in nanagenent of
_ work and finances.

s

PD4 = Postdischarge 4 weeks,

a. tge:g:E_ ~B. Finances DTHERQ

Interview Category - PRE PDI  PDA4 PRE PO1  PD4 PRE  PDI  PDA
Steep & Rest - - - - - - ! 1 -
Esotiona! Behaviour . - - - - - - - -
.Body Care & Maveaent - - - - < - - - -
Hose ﬁqnaqeient' : - - - - - - 2 - -
Mobility . - 4 1 - - - - - -
Soci1al Interact:ron - - - - - - L - 1
Asdulation - - - - -7 - - - -
flertness Behaviaur; - - - - - - - - 2
Coamunication - - - - - - - - - -
Nor k a8 7 - - - 1 9 5
Recreation & Pastiaes - - - - - - . - - -
Eating - - - - - - - - -
Norries & Concerns - I & 1 - 2 4 - 2 4
Fhilou:ng Rules - - - - - - '7 - 1 -
Ad just Lifestyle - i - - - - - - -
RVax!ability of Care - - 2 i - - . - - 1
fajor Problem '2 2 1 - - | 2 1 3
Deficient Prograa - - - { - - ) - 1
Ideal Prograa - 1 1 1 - - 1 2 1

Total - 6 12 13 3 2 7 18 16 18
Note. PRE = Presurgery, PDl = Pastdischarge | week,
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modalities of pﬂtien£ educati;n comprised the content of Objective

——

.

| 15. —.The. frequency of educational needs expressed by patients and
significant others relative to Objective 1S is sumaarized in Table
29.

Profiles of educational needs, The +tindings #¢rom Objective

‘15, on Fhe topic of preferred educational modalities, 1s central to
the purpose gf this study. Within the & levels (A to Fi, the aain
'SUUﬁce of the observations canme froa discussions during® the Ideal
Prugfam category aof the intervien. Contrary to the findings féan
the other !4 objectives, the PRE group emerged as the cne with “the
'~ mast educagioqal needs (93). The . PDl and -PD4 groups e;pressed
s{iqhtly less (B4 and 74) educational needs. The highest frequencf
far the PRE droup is to'bé expected as they had not experiénced the
two main patient education prograas. fven with such"experieﬁce,

-
the postdischarge patients reiterated mafly educational - modalities

which fit the BRID. 0f particular importance (50, 28, 34
educatiénal needs) were comments madé'uith regard to ijgctive,lSB,
Methods, which included aethods of presentatioﬁ 'sucﬁ as slidés.
video, printed, and veteran patient (see_npbendix F;' Dbjéctivg 15
BY. O0+f the many egducational needs which were expressed, the :large.
number from the PRE group, suggest th;t-gruup‘s distinctness fran

the PD1 and PD4 groups.

Conqruencg of needs with expectations. Although lesg .PRE

patients expressed OTHER needs for Objective 13, the large nuaber
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of éxpressed ﬁéeds tor all gqroups (PRE=39, PD1=9% _and PD4=85}
suggest that the EéiD was not Enngruent'uith'expressed educatignal
needs for madalities of patient.education progranms. All patients
had experienced at least one patient educagion session. Perhapé
"this experience in;feaséd their abjlity to comment and suggest
 \inpruve-ent§. That the umany ‘suggestions of the patientsr and

significant others were-valuable will be explicated in Chapter 3.
Summary of the Analysis

As the main purpose of the study was the identification of
educatianal needé, the data analysis concentrated an this
deterainqtiun and an the verification of the two exploratory
hyp;theses. Quantitative and qualitati;e methods of data
co}lection ueré employed. fluantitative data +from the Sickness
Impact Profile questionnaire and qualitétive and-quantitative data
frem the interview protocols were analyzed.

Exploratory hypothesis 1, that profiles of educational needs
of PRE, PDl, and PR4 CABG surgery groups are distincf, was aonly
partially substantiated in the examination of educatinn?i needs,
coded as GRID. In only 3 of the 15 educational oabjectives, did
distinct profiles of BRID educational needs emerge. Exploratory

hypothesis 2, that educaticnal needs of CABS surgery patients and

their significant others are not congruent with the expectations of
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the health care professionals was substantiated in the examinatian
of educational ﬁeeds. coded as DTHER. In 14 of the 15 educational
ghjectives, the OTHER needs were at least gpartially incdngruent

with the expectatians;
Unplanned Events which Impacted on the Study

No research oproject with hu&an 5uhjec£5 can ﬁe free of
contamination from unplanned events. Two such events occurred
during the data collection of this study. Both had ramifications
for the data contributed by the subjects; educational needs -which
argse becau;e of these events were included in the additions to thé
BRID {(see Appendix C).

The Public Broadcasting Systeﬁ (PBS) aired a television
documentary an the persanal sFory of a wamedia reporter, who had
suffered. a hea:t attack. The program traced the reporter’'s
experiences of cardiac catherization, CAB6 surgery, éurgical
convalescence, and participation in an exercise prograa. _ Alaost
half of the 20 ﬁustdischarge patients in this study had seen ar
heard of the documentary. Some subjects Eited it as an example of
what should he shaown ta patients; others felt that some of the
details, such as the picture uf.the open chest with th@ nonbeating
heart, should be omitted.

.

The second event was the wmedia publicity surrounding the
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public acknowledgement by a patient that he had contracted Acquired
Immune Deficiency Syndrome (AIDS) +from a blood transfusion

administered during his hospitalization for CABG surgery in 19B3.

Several patients expressed concern at the "quality" of their blood

transfusions,
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CHAPTER 5

. ~—__..T—— s

DISCUSSION AND CONCLUSIONS }

In this chapter, the findings of the study are summarized, -
conclusians are drawn, implications for patient education are
stated, a methodology of educational interventions is prdposed, and
recaommendations for future research are suggested. Recall that the
purposes were to:. |

{1} idéntify the educational needs uf presurgery
and postdischarge CABG patients and t#eir significant
others, _ . | |

(2) determing the 'cungrhence of the expressed.
educational needs with the documented (in  the
literature) expectations of health care professionals,
and

(3} propose a methodology of educational
interventiaons which incarparated when, what, and how

relevant content should be presentpd'* in patient

education programs,
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Summary Findings and Conclusions

Thg_summary of the findings is'facused on the two main sources

J——

of data: al the quantitative values obtained from the Sickness
Impact Profile _questionnaire ang bl the qualitative and

quantitative findings obtained from the interview protaocols..

-

Summary Findinqsrgnd Conclusions from the Sickness Igggct'ﬁrofile
Major differences were nbserv;ﬁ between some patients and

their significant others, particularly in SIP categories such a5
Sleep & Rest and Emut;nnal B;haviuur.l More consisfency ﬁ&s found
in more clearly visible categories such as Body Care & Movement and

. Ambulation. Generally, the mean categary scores of the patients
were similar to those of the ;ignificant others, Mean s-cure-_-'.‘_l
however, did reflect -a few differences bhetween the three groups
{PRE, PDI,.PDQ) af subjects. The overall mean ch}es, though not
significantly different, were lowest for the PRE group and highest
for the PD1 group with the PD4 group scares falling in bétween the
two. The PRE group was significantly d;fferent from the PDL graoup
in the Home Haﬁagement category and  significantly different from
the PD4 group in the Recreation & Pastiames -category. In both
categnries,'fhe PRE group had lower scores .(feuer problems) than
‘/&he pusfdischarge groups, a finding compatible with the «clinical

status of CABG patients at these time periods. As discriminatian

(significant differences) between groups was only detected in 2 éub

”
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the 12 SIP categories, the SIP may be considered insensitive to

differences betugen the three groups af tﬁbs study. The findings
from the use of the SIP by other investigators (0°'Connor, 1983; Dtt
et al., 1983) of cardiac patients, though nat really comparable tao
this 'study because thelinvestigatnrs used repeated. measures and
longer time frames, are of interest. 0'Connor found significant
&iffefences in the categories of Recreation & Pastimes and Nurk
betweep presurgery and three-month, postsurgery CABG patients. pft
et al, found changes in scores between stu&y entry, .three months,
and & months én post myocardial :infarcticn patients. In the
present study, the seven-week span of #he three time periods éay

“have been toc short or the sample size (10 pairs ar 20 suhjgcts)
for each tiae period too small for group differences to bte détééted
by the §IP, However, f;r presurgery and postsurgery CABG patients,
the SIP categories of Sleep & Rest, Home'Management; and Recreatian
& Pastimes, partiéularly, were found to reflect the actual clinical

status of the patients.

Summary Findings and Conrlusions from the Interview Protocols

Although all 19 categorigs of the interview schedule yielded
educational needs from a£ least 1 pair of subjeeﬁsi lall 39 pairs
expressed educatiqnal needs 1in the Home Management, HWorries m& "
ancerns, Following Rules, Adjusfing Lifestyle, and Ideal Proagram

categories, The first four categories represent areas of problens

- and needs common to CABG'patients. ~The high level of contribution
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to the Ideal Program category, supports the brain-storming approach
used Ro prepare the subjects fe; participation in the intef%}ew.

The relatively law ineercoder percentage agreements {Egtained
from GRID coding highlight the problems of coding by the GRID (see
Chapter 4)}. 'The GRID did not prove to be as useful a toding
instrument as ha& been expected. The use of three coders for every
interview, however, was of value. The cardiac nurse .coder ' was
chosaen to reduce the bias of the investigatar, also a cardiac
nurse., The di*fe;ent perspective brought by the nonnurse coder,
did praduce information, which had not heen noted ie the literatura
or by the two nurse coders. The cading prucedure may previde an
explanetion for the low intercoder agreement in GRID coding when
campared to OTHER coding: The first-.nas based on a four-level
ceding agreement while the second was based on a two-level GRID
ischeme. .

Summary data reported in Chapter 4 and recorded in Tables 15
to 29, were further summarized into twoe tables, oane with
frequencies of expressed educatienal needs for the 13 educational -
gbjectives represented in the GRID and one eith the frequencies far
the 19 categories of the interview schedule.

The frequencies af educatiaeal needs relative ta the 13
eﬁucatienallubjectives are summarized in Table 30 from the BGRID and
OTHER coding and for the PRE, PD!, and PD4 groups. These

frequencies were converted to percentages and are represented in
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Summary of the Frequency of Educational Needs Expressed by

-Patients and Significant Dthé;g Relative to the 15 Objectives.

qued as BRID
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Coded as OTHER

PD4

' Tapic af Objective PRE  PD1 Tatal PRE PD1 PD4  Total
1. Cardiac Anatomy & T

Physiology 4 1 3 10 i 1 - 2
2. Atherosclerosis & Risk

Factors g0 70 80 240 63 40 4 137

3. CABG Pracedure: 13 12 13 38 20 12 14 46
4, Preparatiaon for CABG 73 46 42 183 189 b6 74 329
5. Early Postsurgery Care 23 23 23 89 < 7 9 8 24
6. Early Postsurgery |

Sensatians/Behaviour 1 18 25 A4 13 49 53 123
7. Disease Process/

Surgical Recovery 27 34 36 117 19 12 24 85
B. Diet Modifications 42 &0 43 147 By 26 24~ 41
9. Safe Self-medication 63 68 b4 175 22 25 41 g8
10. Appropriate Activity E 3 185 247 5435 72 129 183 384
11. Safe Self-care. - 31 81 73 185 18 55 &7 149
12. Postsurgery Emotions 4 21 40 65 5 42 47 114
13. Follaow-up Care 3 29 43 77 kt 21 36 60
14. Work and Finances q 14 20 43 18 14 18 32
15. Educational Modalities 93 84 74 251 29 96 85 240

Tatal §73 748 B9O0 2209 520 399 740 1879
Note.  PRE = Presurgery. PD! = Postdischarge t' week.

PD4

Fostdischarge 4 weeks,

€ABE = Carcnary artery bypass graft.
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Figure 3 (GRID) and Figure 4 .(OTHER). These-summaries are examined

from three perspectives: ({(a)J the educational objectives and
iﬂferview categories with the most and the 1least frequently
expresﬁed educational needs, (b) the determinatian of  the
distigcfness of the profiles of educational needs ';f the three
graups, and {cl the cungruénce df educational needs with the
.exbectationé of tﬁe health.care.professi;nals.

Most and bLeast Frequently Expressed Educational Needs - f

'ﬁainteﬁance of the aﬁprapriate gectivity level (Objective 10)
hadlthe highest perceqtage of expreséed edhcatiunal needs in ‘botﬁ
GRID and OTHER cud;ng for all three groups. Assuming that the
relativé frequency fo’E?pressed needs reflects the gubjects'
priorities in edufational needs, the opractice of ap;ropriaté
activity was the tupiﬁ of greatest interest to all groups. That
the patient education, experienced by the study subjects, placed a
strong emphasis on a g}aded‘activity program, #as reflected in the
large number (5435 or 24.7%) of oexpressed needs in GRID coding,
That the same progran Iaéked components on thg activity topic, §5
reflected in the large number {384 ar 20.5%) af AOTHER educational
needs which were expressed. L

Educational objective 1 (normal cardiac anatonmy and
physiology) generated only a few educational needs in bath GRID and

OTHER coding for all three groups. It is worth ﬁotinq that all

patient education sessions, offered to the subjects af this study,
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Relative Frequencies of the Educational Needs

Figure 3.

of the PRE, PD{ and PD4 Groups Caded as GRID
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either began with or included an anatomy and physiology companent.

Ohjéctivg 2, honever,'un atherosclerosis (that is, abnormal cardiac
anatuﬁy and‘physinlagy)_énd its' risk f;cturs,‘uas gne of the three
objectives {2, 10, & 15) with the greatest number of expressed
needs. Subjiects were interested in what was urung“ with them and
whét they cauld do about it. .These observations suggest that tiame
now spent_tea;hjnq normal anatomy ‘and physialogy night' be better
spent with a focus an the pathophysioclagy of cardiac disease.

Educatiodal modalities, the topic of nhjectiyé 13, had, the
second largest frequency of expressed educatiunalf‘needs for GRID
cading and the third largest for OTHER codingiisee Table 30). The
‘subjects’ interést'in 5atient educatian als& was documented by the
high frequencies in £he inﬁérvien catégpriés of Deficienf Pragraa
and Ideal Program (see Table 31).  The \Ldéal Program interview
category produced the largest nuaber of expr;;;éa'eaucatiunal needs
of the 19 interview categories for bath GRID and OTHER cading for
all three groups. o

Identification of the highest relative frequencies for each
gbjective summarizes the major GRID-coded educational needs and
““reflects the clinical status of the three groups (see Figure 3).
The PRE group had the highest relative frequéncies of educational
needs in the objectives dealing with atherosclerosis & risk
factors, preparatiaon for CABG, early pustshrgery care, safe

self-medication, ana educational modalities. The PD1 group had the

‘\

&
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Table 31 ,
Sumsmary of ﬁhg.Frggggnc! of Educhgional Needs Expressed by Patients

and Signjficent Others Relative to the 19 Interview Categories

Coded as GRID ' Coded as OTHER
Interview Category -PRE PB1 PD4 Total PRE PD} PD4 Total
1. Sleep & Rest . * 39 76 83 28 29 37 &0 126
2. Emotional Behavieur 27 17 14  s§ 19 18 - 31 68
3. Body Care & Movement 8 33 2§ &7 8 33 18 57
.4, Hoame ﬁanaqeneni 54 53 80 187 37 357 43 ‘115
» S, Mobility 9 30 29 &8 10 28 34 72
6. Social Interaction 17 26 3? . "BO 32 42 36 - 110,
7. Ambulation . 31 4te 4l 113- 30 286 40 . 98
8. Alertness Behaviour T - 4 13_ 23 12 9 23 44
9. Comaunication . - - 4 4 2 - 9 11
10, Mork 18 & 15 39 2% 9 8 43
li. Recreation & Pa;tines_l? 52 57 9 55 18 . &1 104
12. Eating . 49 31 35 115 17 21 1t 49
13. Hbrries % Concerns ' 27 21 92 100 St 26 - 37 114
14. Following Rules 59 57 46 162 37 35 . 51 123
1S. Adjust Lifestyle 29 S5 4 150 28 42 30 100
16, Availability of Care 23 .52 S8 133 33 50 35 118
. ¥F.Major Problem 7 25 20 a2 12 19 26, 37
18. Deficient Prograa - 21 &4 - 48 133 24 S8 74. 154
19. Ideal Prograe 138 133 178 449 88 91 135 314
Total - 573 746 890 2209 520 S99, 760 1879,
NHote, PRE = Presurgery. PDl = Postdischarge | week.
= Postdischarge 4 weeks. . . }

' PD4

A
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highest relative frequencies in the objectives dealing with diet
modificatians and safe self-care. The PD4 group had the Hidhest
relative- ¥reqyehcy in. the gbjéctive déaling with appropriate

activity.

. LY

Distinctness of Profiles of Educatignal Needs-{7

The distinctness of ‘the protiles of edﬁcatiunal needs of the
PRE, PD!, and PD4 groups;(Hypothesis 1) was saught by revien'o@ the
frequencies {Tables 30 and‘SLi and their graphical représentation
(Figdre 3} of GRID coding. A minimum differénc; af 51 was required
to repreﬁent a prﬁ*ile difference.

" The PRE grodp had the highest'percehtaQE'be at'leﬁst At} .of
al} three groups for=objec£ives_f,h4, and 15 (atﬁeroscle}asxs apd
risk factur;; preﬁaratiﬁn {ar-';ABG surgérf, and educatignal
modalities). The PRE group differed from the .PD!  and. Pb4 groups
with the inuest }elative frequency (16.2%} for the objective of

-

appropriate activity. In the interv;eu categories (see Taﬁle 31y,
the PRE grnﬁp'n;s 6.2% higher than PD1 groﬁp in the Ideal Prograa
caééﬁary. Th;hPRE group nas?distinct from the PDL and FPD4 groups
in fnur'edukational ubjgctiwéiéifﬁ}une‘intervien.categnry;

The PDY! group differed ;;;ﬁééﬁe PRE group with at least a 5%
Yifference in relativet fr;quencies of’ ;éucatiﬁnal needs in
objectives 2, 4, 10, {1, and 13 ({atherosclerosis & risk factors,

preparétfun for CRBB,'abpropriate activity, safe self-care, and

édﬁdational modalities), The PD! group was very similar to the PD4



149

graup in all but objective 10, appropriate activity, with a 5.2%

-

lawer frequency of educational needs. In the interview, the PDI

‘group was distinct from thé PRE gqroup with higher relative

frequencieé in the ldeal Praogram category.

The PD4 group ranked highest (30X}, by at least 5%, of all

three graups fur'uhjective'lo, appropriate activity. For the other

- 14 GhjECthES. the PD4 gruup percentages were the same or sisilar’

to. those of the PD! group but uere at least 5% different frgm the
PRE qruup on-cbjectives 2, 4, énd’ 13 (atherosclerosis',& risk
factors, preparatian for CQBB;'and educatioﬁal modalities). The
PD4 group provided a profile of educétinnal needs * differént from
buth,gﬁaups in only one pbjegtjve (apprﬁpriate acfivftyi. The PD4 -
qrbdp was not distin?t froa any‘ather group in any.df th;.intervien
catgqariéé. | |

All three grdups had lgﬁs than 5% differences between them in

the relative frequencies of 10 of the {3 objectives (1, 3, 3, &, 7,

B, 9, 12, 13, and 14}, Hypothesxs l, that the profiles of

‘educatxonal needs of the PRE, PDI, and PD4 groups are distinct, was

only partially supported. Although the relative frequencies showed
some dramatic differences between sone dhjectives, the most coaman

pattern was of educational needs similar for the three groups.

.Congruence oﬁ Needs with Expectations

The frequencies for OTHER educational needs-in Tables 30 and

31 and their graphical representation in Figure 4. were examined,
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It becaae app#fent that the OTHER coding also shduld'pe'éxanined as
a prupcr£ion of thé total. (GRID and OQTHER) .respunses ftar each
educational objective. Results are repnrtéd in Table 32. The lgrge
percentages fﬁr all_ three graups in ;bjectives &  and 12,
pusfsurqery sehsatinns, behaviour, 'and easotions, ;uggests emphasis
is néeded.nn these topics._ That finding Qnd the relatively high
percentages for 14 of the 15 objectives (excepting objective i,
cardiac anafumy'énd physiology! illustrate the discrepancy .between
expectations and needs. It seems clear Fhat the suhjects of this
study found thgir patient education program radked companents which
they considered essential. Hypothesis 2, that  the patient
educatian prograa QElivered by healfh care prcfegs}unals was not
cnngruent With the educational needs of the patients “and  their

significant others, was verified.

Implications
It became progressively clear, that patients, given the
oppartunity, have such to contribute to the developsent of patient
education prograas. ., Many sought -additional information outside

that offered in the programss they attended. Many had assumed a

personal réspunsibility far their'health."nost persons are aware,
because of the aedia emphasis on the transplantation of human

and/or arlificial hearts, that the repair or replaceaent 'of_ the
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Table 32 _ »
Cnngaridon of OTHER Educational Needs and Total Educational Needs

Expressed by Patients and Significant Others

- PRE . PD1 : PD4
Topic of Objective § 2. - f 4 S
I. . Cardiac Anatomy & . .
Physialogy - " 5 20 2 50 5 0
2. .Atherosclerosis % Risk b '
Factors - 153 41 110 36 134 40
3. CABG Procedure 33 &1 24 S0 27 s2
‘4."Preparation for CABG 264 72 112 -39 136 54
S. Early Postsurgery Care C 30 23 ° 32 28 - 31 26
6.' Early Postsurger
Sensations/Befaviour- 14 93 &7. 73 88 72
7. Disease Process/ . ‘ : '
Surgical Recovery 44 41 44 26 80 30
s Diet Modificatians 53 -2t 86 .30 69 35
9. Safe Self-eedication 85 26 93 30 105 39
10, Appropriate Activity 145 44 314 41 452 41
1i. Safe Self-care 49 37. 136 40 140 48
12. Postsurgery Eaotions 9 s6 63 47 107 &3
13, Follow-up Care B 38 a0 42 79 46
14. Work and Finanges QI§7 &7 30 53 ' 38 47
15. Educational Modalities 152 39 180 - 53 159 33

Tatal ‘ 1093 49 1345 .45 1650 34

Note. PRE = presurgery, PD! = postdischarge 1 week, and
PD4 = postdischarge four weeks groups.
CABE = coranary artery bypass graft.
*f = Frequency expressed _as total raw frequency of GRID and OTHER
educational needs. % = OTHER educational needs as a percentage of
the total frequency of SRID and OTHER'educational needs.
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apterinscferntic-damagéd Beart is possible. The public also is
aware tﬁat they, themselves, haveta role tq:play in the reduction
of,cardinvasc lar risk'factors. 0+ the 11 studies, revieéed in
Chapter 2, in> whi the educatignal needs of cardiac' patients
and/or their sigﬁificant aothers were assesse&, nnly' three wused a
semi-structured fnterview. Tﬁe‘ mocst recently located study of.
-educatiungl needs (Chan, 1985) adds to the 115; of those which used
farced-answer instruments to. determine educational needs. The.___.
educational needs, so freely expressed by the patients and
significant others in the present study, suggest that a personal
éppruach by~h;a1th care professionals is cruciai tn|qain congruence
uf-edﬁcafiqnal needs with expectations. A persénal .approach to
identify educational neéds, though iﬁitially custly' in lterms of
personnel and time, should. justify the high cost of CABG surqery,
increase the effectiveness of patient edﬁcatian, and improve the

long-term health status of the patients,
A Methodology of Educational Interventions

The final purpase af this study was to prapcse a wmethodology
of educational interventions - the what?, when?, and how? of
education for the CABG patient. Some af the findings which provide

answers to these guestions are discussed.



153

¢

" (1) What content_should be taught? The original BRID was
developed from the literature on the education of cardiac . surgery
patients., Thus, it represented prescribed content for patient
educaticn pr;grams and the expectations of the health care
professionals. The GRID was used tq guide the-protocol.analysis af
the interview data. Throughout th; analysis of the data, as the
OTHER éducational needs ue}e identified, the GRID was expanded tq
incorporate those OTHER edﬁcational needé mentioned most frequently
by fhe patients and their 5ignj+icaht athers. Occasionally, even
though oniy one subject m;ntioned an OTHER eaucatianal need, it was
added because of its’ relevance. The GRID in Appendix C, thus, is
a combination of the nriqihal instrument and the OTHER educational
needs identified in t%e study., The OTHER needs are underlined in
the GRID to di;tinguish them fraa the origina; BRID based bn the
review of the literature.

Examination of the GRID highlights the major findings of the
study. 'The first educaticnal objective of the GRID (normal cardiac
anatomy and physiology) has only a few OTHER educational needs
added; the topic of objecti;e 1 was barely mentiagned 1in the
interviews. Objectives 3 and 5, (CABS surgical procedure and early
pastsurgery care) seeaed most complete in their ariainal content,
alihuugh a IUN.number of GRID-coded needs were expressed. To the

other 12 abjectives, many OTHER educational needs were added tc the

second, third, and fourth levels of the GRID. Patient sducators
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‘may find the extent of the revised GRID cverwhelming. The GRID,
however, is presented as a quideline for teaching content. ' The
patient educator is responsible to determine which content is

apprapriate for and specific'ta the particular patient.

(2} When should the teaching be done? .Almust all the patient
education experienced by thg_ subjeéts, at the time of data
callection, had been offered during their actual time in haspital.
Many suhjecté, qbwever, indicated their Hiliingness to attend
programs at times other than during haspitalization and in bot@_}he
- presurgery and postdischarge periods.

Presurgery patients, all of whom were interviewed prior to
husp{talizaéiun an& at least four days before CABG surgery, had
many quéstiuns. The questiugs ranged fram where they shouldlgn for
admission to details of the surgical procedyre and care.
‘Frequently, these questions were voiced during the investigater's
initial contact to invite participation in the study. Although all
knew that a presurgery class was held (the day befare surgery}, all
but 2 of the 10 wanted their questions answered prior to that tiame.
Significant others, particularly, requested earlier receipf of
information. A preadmission presurgery session is recosmended.
Several suggested that it Egﬁ&iggd ta coincide with, or claosely

! fallow the first visit to sdé the surgeon, when the explanation of

the tyﬁe of surgery is given and the date of surgery is set.

Postdischarge patients (PDI and PD4 groups), al though
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appreciative of the predischarge class, ‘indicated that, immediate
postdischaf§é>fn110n—up Was just as impaortant, as most prablens
oceur in thaﬁfirst four weeks at home. Both telephone contact and
hage visits were suggested. Some PB4 patients.advised contact‘q;th
a patient educator at the time of the first_pﬁstdischarge visit to
the surgeacn (uéhally héld about two weeks pnst@ischarqe). Others

specified that the public health nurse should visit within ‘the'

first three days pastdischarge,

»

{3} How should the teaching be done?. Subjects referred to two

programs, which they‘had experienced; both® were categorized as
excellent. _The cardiac cathet;rization slide-tape class, part of
the existipq patient edu;ationrpruéram,'receivéa high cnnmeqdatinn;
consistency of approach and accuracy aof detaifl were nated, The
curreﬁt predischarge sessions, usually attended about a week after
surgery and on the day before discharge, vary with théf assigned
patient educator and focus on review .of the discharge booklet.
Man;‘ subjects, particularly when the pair af patieﬁt and
significant other had attended different pfe&ischarge sessions,
felt the program content should be more consistent. Some sugqqgested
that the time could be better spent on content which is not
includeq in the discharge hoaklet. Subjects placed emphasis on
pictorial presentations. The PBS opragram or any "livé" video

approach was recommended, particularly because the visual ‘"maving®

display gives an accurate indication of what patients should and
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. should not do. Some subjects suggeéted the use of simulation of
the situation of the postdischarge patient at honme. Many felt gye
use of veteran patients would be a valuable additien to both the

presurgery and postsurgery pragram.

‘ " e
)

- - In summary, the.fcur phases " of the stﬁdy. from Phase I,
Deferminatinh af Expectafions to Phase 2, Conceptual Framework and
GRID of Expectations, Phase 3, bkdentification of Educational Needs,
* ‘and Phase 4, Praposed Methodolaogy of Educational Interventioné, are

presented in a flow chart format in Figure 5.

Limitations of the Study

The limitations of this study have bheen noted, . thraughout

Chapters 3 to 5 and are summarized here as follows:

(1) The GRID developed from the review of cardiac surgery

~
1

literature on patient education, though theraough in the‘ details
includeg, proved unwieldly as a coding instrument. A two-level
summary of the GRID (as in Tahle 4), rather than the four-level
BRID {(see Appendix C), would have expedited the analysis.

(2} No urgent or emergency-surqery pafients were included in
the PRE group of this study. Although difficult to iaplement, a
study of the educatiunél needs of thg patient, who has little time

to prepare for surgery, is heeded.

)
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(3) The laﬁk of a control group might be considered a

limitation of this study. . Ethically, however, a group, which had-

not been offered any patient education, was not feasible because of
the long existence of patient educaﬁion programs in the setting of

the study.

’/ig;nqrendatiuns for Future Reseanch

Recommendations far future research.in patient education arise
from the findings of this study and ;ré as follows:

(1) A replication of this study should be considered to
convirm the success of the interview-protocol analysis approach for
the i&entifitatinn.ﬁf educational needs. Two fo}mat changes are
advised:  (a) although the large number of urgea} and emergency
patients in the PD4 group (B out of 10) compared to the PDI group
(4 out of 10) with none in the PRE group Qid not seem to bhave a
great affect on the findings and conclusions, a matched-pair design
would avoid the p;tentiai bias of groups with different surgical
experiences; (b) the time frame of this study (7 weeks between the
three groups)-was short. - A fourth group, appraoximately six months
after surgery, was suggested by ane patient. The reasons given
were that, at six months posgsurgery, patients are exﬁected to be

well and both the family and nmedical concern far the patient’s

status are minimal; the PD4 patient wondered what educational needs
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Change of Heart

The Bypass Experience, by Hoffaman (1985) supports i5 '‘suggestiong:

problems experienced as;lunq as ;4 years after a "bypiss" nere
documented. Coamparison with other ;tudies, which use loﬁgér time
frames, would be possible "with the additiun of a six month
pastdischarge group. -

(2) The subjects of this study were CABE patients and their
significant others; that choice was made because of the
investigator’'s experience in the cafdiuvascular specialty. A
similar approach tao the identification of educational needs could
be used with patients from uthef medical specialities. Altho&@W\
the time required tao ahalyze the data froam this study was
excessive, future research' could benefit’ from the aethodology.
developed ;nr the present stﬁdy. Additiagnal studies might p;u;ide
infarmatiaon as to the aost coamon fype of educational needs
applicable to all persons who require -patient education.

(3 In all studies of educational needs (see Chapter 2) where
more than gne time period was cunsiderea, repeated measﬁres (the
same subjeéts studied at different time periods) . were used; The
advantage of repeated measurés is the-finding of evolution: across
time; the disadvantage is the bias from the learning effect of
administratinn of the same instrumsents. Of comparative value tﬁ
the present study (which did not use repeated wneasures) would be

ane of the same patients at the PRE, PD!,, and PD4 time periods.
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{4) Simulated situations oh videntape could be developed to
assist persons to cope with events xhich occur =han.'thév do not
havé easy access to advice froa health t;:e .prufessinnals: Such
sinulations could pe pfepafea in collahu}ation with .. veterdﬁ
patiénts. The proce&ure Qsed fn the presen{ study could dbe adapted

. .

to produce a siamulation on patient education which would reflect

educational needs.



s

<7 -

-

’

.o B - . B 161
REFERENCES .

Adcock.,ﬂ.dﬂ} (1980); The ratibnale and application of a needs
assessaent in patnent educdtion, . In W. D. Squyres (Ed. 7.

Patient education! An ingquiry into the stats of the art {pme_
37-44), New York: Springer. :

_Aiken H. L. (1970). Patient probleas are problens' in learning.

r

American J n f Nuru'n . 7009}, 1916-1918.

4 . . )

N ; : . . - - . . . .

'fgggggan Hedrt Association, (I?Bi% Coronary artery bypass <qgraft
.eurqery, (Publ. 8  50- 047-4) . . Dallas: American Heart
Association Natianal Center. . )

Aaerican Hospital Association, (1978). Media handbook: A-quide tc

selecting, grodgc;ng.band'usan e#edia for patient education.

Chicaga: qurxcan Hospltal Rssoc:at:on. ‘ ce »

American Nurses® Association & American Heart Association. (1975T.
Standa ards of cardiovascular nurstnq nractlce. Kansas: American
Hurses’ Assnczat:on. . )

[y

Anscunbe. F. ‘3 (19811 *Computing in 5tat:st:cal' scnence through
. RAPL. Hen York: Spr:nger Verlaq . . .

Arshaa, 6: H. (1979). Strateg:es panel: behav;o?}?x‘ﬂJagn051s for
patient education. In P, LaVigne (Ed.}, -Patient. éBUEatlon in
the prisary care setting: 1979 proceedings (pp.41-43).
Minneapolis: University of Hinhﬂtota.:f — ~ .

I.‘. 1

atuodd, H. & Ellis, A, (1971). Cnnceptiqf need: An wanalys}s ?pr
- adult education. 'Adult Leadership, Li&{l. 212-218.,

- Barbarowicz, P., Nelson, N.,.DeBusk, R. F. Q\Haskell, W. L. {19800, |

A cosparison of 1n-hospital education approaches for coronary
4i§ bypass patlents. Heart & Lung, 9, 127-133. n

ptt, E, E. (19791, Strategxas Panel: There's a lot acre to
pa&nant education than patient teaching. In P/ Lq Vigne -(Ed.J,
Patiant. gducatign in rimary care setting: 1979 proceedinqs~
{pﬁ. 45-461. Hinneapolis: University of Minnesota.

Bartlult. E.. E. {1981), A review of previous .case studies.

thstc&an [ Pat;eng Educatlon Hens'etter. 4, 5-é.
l -

4

hn . -~ -
L - . .-
By 4



Bartlett, E. £. (1982}). Behaviaral diagnosis: A practical approach
to patient education. Patient Counselling and Health Education,
4{1), 29-33. _ . '

R .~ ‘ '

for the busy pediatrician. Pediatrics, 74, Suppleaent, 920-923.

*Bartlett, E. E. (1984b}. What : are . the elements of effective

pre-operative education. Patient Education Newsletter, 7(2), t1
and 10,

162 -

Bartlett, E. E. (1984a). Effective apprnachés to patient education

Beauchamp, P. S. (1979). Educating patient and family for CV.

surgery. AORN Journal, 29(35), 840-842.

Becker, M. H. (1974). The health  belief model and opersonal

behavior, Thorofare, NJ: Slack.

o, -

..Bgll, D. F. (1978}, Assessing educational needs: Advantages and
disadvantages of eighteen technigues, Nurse - Educataor,
Sept./0ct, 1978, 15-21.

Ia—ﬁ"’ "

Bereiter, C. & Scardamalia, M. (1985). Cognitive coping strategiés
and the problea' af "inert knawledge*. In S§. F. Chipman, J. K.
Segal, R. GElaser (Eds.), Thinking -and learning skills Research

and open guestions (Vol 2} (pp. 45-80). Hillsdale, NJ: Lawrence
Erlbaun. ' ' '

_ Bergner, M., Bobhitt, R. A., Pollard, W. E., Martin, D. P., &
Gilson, B. §. (1976), The Sickness lapact' Profile: Validation
of a health status measure.. Medical Care, 14, 144-155.

Bergner, M. & Bobbitt, R. A. with Carter, W. B. & Gilson, B. S.
t1981). The Sickness-Iapact Profile: Development and -final

revision of a health stadus .ameasure. Medical Care, 19(8),"

787-803.

Profile: The relevance of social sciencel to aedicine., Ia L.
Eisenberg & A: Kleinwan {Eds.), The releyance of social science
to_medicine (pp. 135-150).  Dordrecht, Holland: D. Riedel. - -

Bergner, M. & Gilsuon, B. S. (1980). &.) The Sickness Impact -

Billé, bD. A. (Ed.4 - (1981). Pract!ﬁﬁl appruaches- to patient
. teaching. Boston: Little, Brown. "%

i

ndbqok I: Cogitive domain. New York: David McKay.

A

Bloom, B. 5. (Ed.)° (1954). Taxonoay -0f educational objectives-




163
Bogdan, R. C. & Bicklin, S. K. (1982}, Qualitative resesarch for

education Ap introduction to theory and methods. Boston: Allyn.
and Bacon. : : -

Buisvert, C. (1976). Convalescence following cardiac surgery. he
Canadian Nurse, 72(11), 25-27. )

Brockapp, D. Y. (1982). Cancer patients’ perceptions of five
" psychosocial needs. Oncology Nursing Forum, 9(4), 31-335.

Brown, D. 6., Glazer, H., & Higgins, M. «(1983). . Group
intervention: A psychosocial & -educatiognal approachk ta open
heart surgery patients &<their families., Social Work & Health
Care, 21(2), 47-39..

Burke, L. J., Gabriel, L. M., Fischer, L. E., & Zemke; 5. L.
(198B4). Nursing diagnoses, indicators, .and interventions in an
;utpatient'éardiac rehabilitation program. Heart & Lung, 1501},

0-76. :

“Canadian Council of Cardiovascular Nurses. (1983). Standards of
cardiovascular nursing practice. Ottawa, Ontario.

Casey, E., U'Cunhéll, J. K. & Price, J. H. (1984) . Perceptions aof
educational needs for patients after ocardial infarctian.
Patient Education and Counselling, &4(2}, 33\82.

s

Chan, V. (19858}, Learning needs_of pdtient;Q_after myocardial

' infarction: The extent to which the various. cdntent areas for °
cardiac teaching are perceived as  important ahd realistic to
learn predischarge  and early  convalesceiite, Unpublished
master's thesis. Department of Nursing, University of Taoronto,.
Taoronto, Ontaria. :

Chrisman, N. d. & Kleinman, A. “(1983)., Popular health care, social
networds, and cultural meanings: The orientation of aedical
anthropology. In D. Mechanic (Ed.), Handbook:of health, health

. care, & the health professiaons (pp.569-5901. New York: Frze
Press, IR ' :

Christupheréon, B. & Pfeiffer, C. (1980}, Varying ~ the timing of
information to alter preoperative anxiety and opastaperative
‘recovery in cardiac surgery patients. Heart & Lung, 32, B54-841.

Cisar, N. 5. & Morphew, 5. F., (1983). Preoperative teaching:
. agrtocaoronary bypass patients. Focus on Critical Care, 10(1},
2125, - ‘ ) S E

i . 5

-



164

Cohen, . 5. A. (1981}, Patient education: a review of the
literature. dournal of Advanced Nursing, 4, {1-18.

Collins, R. b. (1968). Problee solving: a tool for pa€ients. tao.
Aaerican Journal of Nursing, 48, 1483-148S.

Coan, J.. Bobbitt, R., & Bergner, N. 19783, Adninigtratioﬁ-
procedures_and interviewer training for the Sickness Impact
Protfile Unpublished manuscript, University of _Washington,

i1 Daparteent of Health Services, Seattle, Washington.

ftuombq, R. P. (1970). Active-care huspital nurse expands her role.

The Canadian Nurse, 66, 23-29.

.o g

Coombs, R, P. (1983, June and G0October). Development of test
* instruments for the measurement of knowledge and behaviour of
coronary artery bypass graft patients after dischargqe from
hospital. Paper presented at the XII Interamerican Congress of
Cardiology (June), Vancouver, British Coluebia, Canada and at
the Canadian Council of Cardiovascular Nurses Annual Meeting and
- Scientific Sessions, (October), Halifax, Nova Scotia, Canada.

-Department of Health Services, University of Washington. {1977,
Sickness Impact Profile. Seattle, WA: futhor. N

DinnneI J.-P. (19BS5a, May}. Information processing framewark for
diagnostic and intervention components in_ problem solving
activities, Paper presented at the meeting of the ‘Canadian
Society far Studies in Education, Montreal, Quebec, Canada.

Dionne,. d.~P. (1983b, June). Components of cognitive processes in
solving ill-defined problems. -Paper  presented at the Fifth
Annual Conference on Teaching and Learning in Higher Educatica,
Ottawa, Ontario, Canada.

-

Dodge, J. 8. (1949}, ,Facfnrs related to patients’ perceptions ufl
their cognitive needs. Nursing Research, 18, (4), 502-513.

Dodge, J. S. (1972). What patients should be told: Patients' and
nurses’ beliefs. American Journal .of Nursing, 72(10),
'1552-1954. ¢

Dracup, K., Meleis, A. J., Clark, S., Clyburn, A., Shields, L., k&
Staley, M. (1984). Group counselling in cardiac rehabilitation:

Effect on coapliance, Patient Education and Counselling. .4(4),
159-177, ' )




165

Duncan.iJ;'H., Grandbouche, A., & Moody 6. C. (1973). A progras
for the teaching of cardiovascular patients, Heart & Lung,
1(4{; 508-511. ' ' '

Durbach, E. & Wendick, P. (19B&). No frills patient education.
The Canadian Nurse/L'infirmiere Canadienne, B2(4), 21-23.

-

Ericsson, K. A. & Simon, H. A. (1984). Protocol analysis _ Verbal

reports as data, Cambridge, MA: Michigan Institute of
Technology.

Eysenck, .M. N. (1984). A_handbook of cognitive  psychology.
Hillsdaie, NJ: Lawrence Erlbaua. :

-Flyan, J. B., & Giftfin, P. A. (1984)., Health promotion in acute

care settings, Nursing Clinics of North America, 19(2), 239~50.

Frederiksen, N. (1984)..7 Inplicafions of cagnitive theory for
instruction in problem solving, Review of Educational Research,
D413}, 343-407,

Gaspard, 8. L. (1984)., Needs assessaent in cardiac
rehabilitation. Canadiam Bulletin of Cardiovascular Nursing,
821, 8-10. ' "

Gerard, P. S. & Peterson, L. M. (1984}, Learnﬁn§~nee§slﬁ? ‘cardiac’

patients. Cardiovascular MNursing, 20(2}, 7-11,

Getzels, J. W. & Buba, E. 6. (1937). Social behavior and the
adainistrative process. School Review, 65, 423-441.

Getzels. J. MW., Liphas, J. M., & Caampbell, R. _F. (19468).
Educational administration as a . social process Theory,

research, practice. News York: Harper & Row.

Gilliss, C. {1984). Reducing family stress during and after

coronary artery bypass surgery. Nursing Clinics of North
Rmerica, 19(1), 103-111. )

-
o

Gilliss, C. L., Sparacino, P. 5. 4., Gortner, 5..R. & Kenneth, H.

Y. (1985). Events leading tg the treatasent of coronary artbryf

disease: laplications for nursing care, Heart & Lung, [4(4),
350-356.

Gilson, B. S., Bilson, J., Bergner, M., Bobbitt, R. A., Kressel,

" §., Pollard, W, E. & Vesselago, M. (1975). The Sickness Impact
.Profile: Development of an outcome measure of health care.
American Journal of Public Health, &5 (12), 1304-1310.




166
Glazer-Waldman, H., Hall, Koy & Weiner, M. F. (1985)., ~ Patient

‘education in a public hospital. Nursing Research, 34(3},
184-183. :

Goddard, H. A, & Powers, M. J. (1982). Educational needs of
patients undergoing hemadialysis A comparisan of patient and
nurse perceptions. Dialysis & Transplantgtion, 11(7), 578-583.

Gortner, S§. R., Gilliss, C. L., Moran, J. A., Sparacino, P., &
Kenneth, H. (1985}. Expected and realized benefits ¢rom
coronary bypass 'surgery in relation to severity of illness.
Cardio-vascular Nursing, 21(3), (3-18.

Gortner, S. R., Leavitt, M. B., Rankin, S. H., Price, ¥. 1.,
" Gilliss, C. L., Shinn, J. A. (1985, November). Summary: After
cardiac surgery: Monitoring recovery by telephone. Paper
presented at the American Heart Association Scientific Sessions

on Cardiac Surgery, Rashington, DC.

Green, L. W., Kreuter, M. W., Deeds, S. 6., Partridge, K. B. with
the assistance of Edward Bartlett. (1980). Health education
planning: A diagnostic approach. Palo Alte, CA: Mayfield.

Green, L. MW., Lewis, F. M. & Levine, D. M. '(1980}. Balancing
statistical data and clinician judgements in the diagnosis of "
patient educational needs. Jaurnal of Community Health, &,
79-91. . £ ‘ :

| %
Green, L. W., Squyres, W. D., D'Altroy, L. H. & Herbert, B. (1980).
" What do recent evaluatians of patient education tell us? In M.
D. Squyres.  {(Ed.), Patient educatipn: An ipgquiry into the state
of ‘the art (pp. 11-3&4). New York: Springer.

Green, L. W., Werlin, 5. H., Schauffler, H. H., & Avery, C. H.
{19773, Research and demonstration issues in self-care: -
Measuring the decline of mediocentrism. Health Education
Monographs, 5(2), 141-189.

Grobe, M. E., Ahmann, D. L. & Ilstrup, D. M. (1982). Needs
assessment for advanced cancer patieats and their . families, .
Oncology Nursing Forum, 9(4), 26-30.

Guzzetta, C. E. and Dossey, B. M. (1984). Cardiovascular nursing:
Bodvaind tapestry. St. Louis: C.V. Mosby. '




3. 167

Haferkorn, V. (1971}). Assessing individual learning needs as a
basis far patient teaching. Nursing Clinics of North America,
4(1), 199-209. ,

k"2
Hansen, M., & Lavandero, R, (1981L. A multidisciplinary education
program for patients undergoing rdiovascular surgery. Quality
Review Bulletin, May, 1981, 19-24.

Harper, L. (19741, Developing andievaluating a patiént education
program. In Patient Education {(Publication npo. 20-1633, pp.
1-18). - New York: Natiaonal League for Nursing.

Hart, L. K. & Frantz, R. (1977). Characteristics of post-operative
patient education programs for open-heart surgery- patients in
the United States., Heart & Lung, &, 137-142.

.Hewett, M. P. (1982). Perceived learning needs of post-myacardial
infarction patients, post-opan-heart surgical patients and their
significant others. Unpublished master’'s thesis, College of
Nursing, University.af Utah.

Hoffnén, N. Y. (1985)., Chande of heart - The bypass experience.
New York: Harcourt Brace Jovanovich.

Horvath T. P, (i1984)., Care of the adult cardiac surgery patient.
Taronto: John Wiley & Sans, .

Houle, C. 0. (1973}, 7The design of education. S5an Francisco:
Jossey-Bass. '

Jenkins, C. D. (1979). An approach tg the diagnosis and treatment
of problems of health-related behavior. International Journal
af Health Education, 22 (Suppl.), 1-24.

~Jillings,, R. C, (1978). Phases of recovery from open-heart
surgery. Heart % Lung, 7(6), ?87-994. :

Katz, N. A, (1984).. Discussing coronary artery surgery uith) the
patient. American Family Physician, 29(1), 123-31.

Kaufman, R, & English, F. W. (1979). Needs assessment Cancept and
application., Englewood Cliffs, NJ: Educational Technoclogy.
T '

Keon., W. J. & Coambs, R. K. (1980). Psychalogical preparation of
’ the cardiac surgery patient. In Proceedings of the Foundation
of Thanatology Cardiovascular Symposium (pp. 137-146). New
York: Celumbia University. ) '

/



168.

King, K. B. (1983). MNeasureaent of coping strategqies, concerns,and
emotiaonal respanses in patients undergoing coronary artery
bypass grafting. Heart & Lung, 14(4), 579-584. '

Kleinman, A. (1980}. Patients and healers in the context of
culture. Berkeley, CA : University of California Press. '

Knafl, K. A., & Howard, M. J. (1984). Interpreting and reportiﬁg
qualitative research. Research in Nursing and Health, 7(1),
17-24, ' ‘ )

Kucha, D. (1974). The health education of patients: assessing
their needs. Supervisor Nurse, S, 26-35.

Lauer, P., Murphy, 5. P., & Pawers, M. J. (1982). Learning needs
of cancer patients: a comparison of nurse and patient
perceptions. Nursing Research, 31(1), 11-16.

Ledingham, R. B, (date not given). Sickness lmpact Profile (SIP)
Computer Scoring Program, Departaeent of Health  Services,
University of Washington, Seattle, Washington.

Leech, . -f. (1982). Psychusbcial and physiolagic needs of
patients with arterial occlusive disease during the preocperative
phase of hospitalization. Heart & Lung, 11(5), 442-449,

Leventhal, H. & Cleary, P. D. (1979)., Behavioral wmeodification of
risk factors: Technology ar science?. In M. L. Pollock, &% D. H.
Schmidt (Eds.), Heart disease and rehabilitation (pp. 297-313).
Boston: Houghton Mifflin.

Linde, J. B. & Janz, N. M. (1979). Effect of a teaching program on

knowledge and compliance® of cardiac patients. Nursing Research,
28, 2B2-284.,

Lovvorn, J. (1982).. Coronary artery bypass surgery: Helping
patients cope with post-op probleams. American Journal of
Nursing, 82, 1073-1073. .

Maslow, A. (1968). Joward a psychology of being. {2nd ed.}.
Princeton: Van Nostrand. : )

Mayer, R. £. (1983}, Thipking, problem solving, cognitiaon. San
Francisco:"#W.H. Freeman.

Mazzuca, 5. A. (198B2). Does patient education in chronic disease
have therapeutic value? Journal af Chranic Biseases, 33,
521-529,

s



‘ . - B 169

2 . S
F . iy

McHatton, M. (1985). A theory for timely teachinb, American
Journal of Nursing, 83(7), 798-800. . R

McHugh, N. 6., Christman, N. J., & Johnson, J. E. (1982),
' Preparatory information: What helps and why. American Journal

of Nursing, 82(S5), 780-782,

Meyer, 5. R. M., & Latz, P. A. (197%), What ?npen‘ h?art surgery
patients want to know. American Journal of Nursing, 7%9{%9},
1558-1540. -

Miller, P. & Shada E. A. ‘(197B);U Preoperativé information and
recovery of open-heart surgery’patients. 'Heart & Lung, 7(3),
486-93. .

Miller, A. (1785}, en is the time ripe for teaching? American
Journal of Nursing, 83(7), 801-804.

Nonahan, J. (1980). Thelunperceived problem in patient education.
In P. Lavigne (Ed.}). Patient education in_ the primary care

setting: 1979 proceedings {pp. F~12). Minneapolis: \University
of Minnesota.

Moynihan, M. (1984}, Assessing the educational needs af
past-myocardial infarction patients., Nursing Clinics of North

RAmerica, 19(3), 441-447,

Mullen, P. D. {1980). The (already) dctivated patient: An
alternative to medicocentrism. In W. D. Squyres (Ed.,). Patient
education: An ihquiry into the state of the art (pp.281-2%8).
New Yoark: Springer.

Mumford, E., Schlesinger, H. J,, & Glass, 6. V. (1982). The
effects of psychological intervention on recavery from surgery
and heart attacks: an- analysis of the Iliterature. American
Journal of Public Health, 72(2), 141-1531.

Murdaugh, C. (1982). \Using research in practice. Focus an_ AACN,
(3, 11-14.

Neuman, B, (1982).* The Neuman systems model Application fo

pursing educatian and- practice, Norwalk, CT:
Appleton-Century-Crofts, :

Newell, A. & Simon, H. A. (1972}, Human problem solving.
Englewcod Cliffs, NJ: Prentice-Hall.

AL



170

Nicklin, W. McK. {in press). A__descriptive study nf expressed
concerns (via telephone) of discharged patients and families
post myocardial infarction _and cardiac surgery Unpublisghed
manuscript, Ottawa Civic Hospital, Ottawa, Ontarioa.

Nicklin, W. McK. (198é&). Postdischarge <concerns’ uf cardiac
patients as presented via a telephone callback system. Heart &
bung, 15(3), 248-272. ' '

Nursing Theories Conference Group [NTCE], (1980). Nursing theories
The base for professional nursing practice. Englewood Eliffs, -
NJ: Prentice:Hall,

~

0'Connar, A. M. (1983). Factors related to the eariy phase of
rehabilitation following aortocaronary bypass surgery. Research
in Nursing and Health, &, 107-116,

Osbarn, A. F. (1943). Applied imagination. New York: Scribner.

Ott, C. R., Sivarajan, E. 5., Newton, K. M., Almes, M. J., Bruce,
R. A., Bergner, M, & Gilson, B. §. (1983}. A controlled
randomized study of early cardiac rehbabilition: The sickness
impact profile as.an assessment tool. Heart & Lung,” 12(2),
162-170.

rehabilitation, a patient educatfion program. Nursing Research,
27,(3}, 148-1390.

Owens J. F., McCaan §.° C.y & Hute;ﬂxgr, C. M. (1978}, Cardiac

Parrinelle, K. (1983). Patients’ evaluation of a teaching booklet

for arterial bypass surgery. Patient Education & Counselling,
~3{4), 183-188,

Pimm, J. B, & Feist, J. R. (1984). Psychological risks of
coronary bypass surgery. New York: Plenua. -

Pollard, W. E., Bobbitt, R. A., Bergner, M., Martin, D. P.,," &
Gilson, B. S. (1976). The Sickness Impact Profile: Reliability
of a health status measure. Medical Care, 14, S57-47.

" Pool, J. J. (1980). Expected and actual knowledge of hospital
patients. Patient Counsellinq & Health Education, 1-2, 111-117.

Rakoczy, M. {1977). The thoughts and feelings of patients in the
waiting period prier to cardiac surgery: A descriptive stady.
Heart & Lung, 4(2), 280-287. T




171

Rankin, 5. H. & Duffy, K. L. (1983), Patient education: Issues,

principles and guidelines. Philadelphia: J.B. Lippincott.

Raynand.rﬂ., Canklin, €., Schaeffér, dey Newstadt, 6., Matloff,
J.M. & Gray, R.J. (19B4). Coping with transient dysfunction
after coronary bypass surqgery, Heart & tunqg, 3, 531-539,

Redman, B. K. (1984), The process aof patient education. (3th
ed.). Toronta: C.V. Mosby.

Rosenberg, 5.6. (1976).  Patient education: An educator’s view. In

D. L. Sackgtt & R, B. Haynes (Eds.}), Compliance with therapeutic
reqimes (pp. 93-99), Baltimare: Johns Hopkins University Press.

Sadler, D. (1984). Secondary interventions: ‘Care of the person
undergoing heart surgery. In D. Sadler, Nursing for

Lardiovascul ar Health {pp. 295-337). Norwalk, CTs
g#npleton-Century-Crofts, 2 ..
-Seifert, P.C. (1981}, An OR nurse’'s gquide to coranary artery

bypass. AORN Journal, 33(&) 1049-10445. :

Selltiz, C., Wrightsman, L. S., & Cook, S. W, (1974), Research
methods in social relations (3rd ed.}. Ng® York: Holt, Rinehart
and Winstan. ’ ' '

Serginvanni, T. J. & Starratt, R. J. (19711, émerqinq paterns of

 supervision: Human perspectives. Toronto: McBraw-Hill.

Shuldham, C. (1984), Coronary artery surgery, Nursing, 25(2),
748-752. ' :

Sikorski, " J. (1980; October?}. Teaching the cardiac  surqgery

. patient. Paper presented at the Jaint Annual Scientific
Sessions of the Canadian Heart  Foundation, the Canadian
Cardiovascular Society ,nd the Canadian Cauncil of

X Cardiovascular Nurses, Winnipeg, Manitoba,

Sikorski, J. M. (1985}, Knowledge, concerns, and questions of
wives of convalescent coronary artery bypass graft surgery
patients. Journal of Cardiac_Rehabilitation, 5, 74-85.

Siman, H. A. (1973).,_The structure of ill-structured oproblens.
Artificial Intelligence, 4, 181-201.

-



172

Simon, H. A. (1978). Information processing theory of human
problem solving. In W. K. Estes (Ed.), Handbook of Learping and
Cognitive Processes: Vol S. "Human. Information Processes (pp.
271-295), Hillsdale NJ: Lawrence Erlbaua. ‘

Simon, H. A. (1979). Models of Thought. New Haven, CT: VYale
University Press. _ -

Simom, H. A. (1980). Problem solving and education. 1In D. T. Tuma
% F. Reif. (Eds.) Problem solving and _education: .Issues in
teaching and_research. Hillsdale{ Nd: Lawrence Erlbaunm.

v . . || N R * i

Sivarajan, €. S5., Newton, K. M., Aqmes, M. J., Keapf, T. M.,
Mansfield, L. W, & Bruce, R. A. (1983). Limited effects of
cutpatient teaching and counselling after myocardial infarctiaon:
A controlled study. Heart & Lung, 12(1), 45-73, .

Stanton, B. A., Jenkins, C. D., Savageau, J. A., Harken, D. .E., &
Aucoin, R., (1984}, Perceived adequacy of patient education and
fears and adjustments after cardiac surgery. Heart & Lung,
13(5) 525-31.

Sternberg, R. 1. (1977). Intelligence, inforaation processing, and
analogical reasoning. Hilsdale, NJ: Lawrence Erlbaus.

Sternberg, R. J. (1984). Toward a triarchic -theory of huran
intelligence. The Behavioral and Brain Sciences, 7, 269-315.

Sternberg, R. J. (1985)., Beyond I.8. A triarchic thedry of human
intelligence. Cambridge, MA: Caabridge University,

Strauss, A. L., Fagerhaugh, S., Suczek, B., % Wiener, C. {1981). .

Patients' work in the technologized hospital. Nursing Outlook,
29, 404-412. S :

Strauss, A. L. (1975). Chronic illness apd the quality of life,
St. Louis: C.V. Moshy.

Surwit, R, 5, Williams, R{.B., % Shapirao, D. (1982}, Behavioral
approaches to cardiovascular disease. New York: Academic Prass,

-Trimigluzzi, B..{(1979). The perioperative role in cardiac surgery.
AORN Journal, 29 (5), 854-839.

University of Ottawa Heart Institute, -Ottawa Civic Hospital. (1983
and 1985). Recovering aldng with your heart Cardiac_ surgery
discharge booklet. Ottawa: Ottawa Civic Hospital.

j
‘l'

N

.



173,

»

Upper, D.,'Kantor, L. E., Kulich, R. J., Wurzelmann, H., & Bigwood,

6. F. (1984). DBehavioral wmedicine: ° Broadening the interface
between medicine and behavioral science. .Postgraduate Medicine,
75, (3): 155-157, 1460, 163, 166-147.

3

Weed, L. (1969}, Medical records, medical education, and patient

care: The problem orjented record as a basic tool, Cleveland:
€ase Western Reserve University. .

Weiler, M, C. (1948). Pastopergtive patients evaluiiiiggégherative"
instruction. American Journal of Nursing, #8(7), 1468,

White, C. W., Lemon, 0. K., Albanese, M. A. II?EOY. tfficacy of
-health education efforts in hospitalized patients with serious

cardiovascular illness: Can féaching succeed? - Patient
‘Counselling and Health Education, 2}4}, 189-195.

HWilson-Barnett, J. & Osborne, J. (1983}. Studies evaluating
patient teaching: - Implications for practice. International
Journal of Nursing Studies, 20(1),33-44,

Wilsen, H. S. (1985). Resqétch in__Nursing, Menlo-Park, CA:
Addisan-Wesley. : :

Winslow, E. H. & MacVaugh H. (1978), Caoronary artery surgery

Operative technique -and patient education.’ Nursing Clinics of
"~ North America, 1t(2), 371-83. ' :

Yalof, I. L. {1983). O0Open heart surgery: a quidebook for patients

% families. New Yark: Random House.

Voder Wise, P."§. (1979}, Barriers (or enhancers) tc adult patient
aducation, JThe Journal of Continuing Education in MNursing,
106y, 11-14,




APPENDIX &

" ““patient Lonsent for Research Studv

Ottawa Civic Hospital

NAME OF STUDY: Educational Needs Expressed . by Presurgery _ang
Postdischarqge Coronary Artery Bypass Braft Patients-and Theyr Signiticanat
ODther: A Problea Solving Approach

INVESTIBATOR: Mrs. Rosemary Cooabs

PATIENT'S NANE: ' .

NIFE/HUSBAND/CONPANION'S _ : - NARE:

I, / . .
_ -patient wife/husband/coapdnion
cagree to participate in the study named above. The purpose of the studv

is to identify the educational needs of heart’ surgery  Ba;1ents'
befurg/af;er they are in .hospital for- surgery. We wunderstand thit-
pa}ticihatduﬁ will take about one ta ane and one-half hours of aur ,tiae.
‘Our  interview with Mrs, tanan ‘will bde éape recorded - and | later
transcribed onto paper.

If we have guestions about amedical care, Nrs. Coombs will not be able to

answer thea but will relay ‘thea to. the appropriate staff aeeaber at the

N -

Heart Institute or we will call ourselves.
Any infnrnatiqn aqut us, as-gathered from the questionnaire and during |
the interview, will be kept strictly confidential to the reseaﬁéﬁer and
our names will not appear dn'the‘transcription of our xntervxeu;

We understand we are‘free to withdraw froe the study atAany time and that
a4 withdrawal will hoé affect coatinued trea;nént.

ﬁe inderstand that the study findings may be presentéd..distrlbutedf and

published but ‘our names and identifying information will not be revealed.

DATE: PATIENT :
R " SPOUSE/COMPANION:
ﬂITNESS:‘ :
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!

Telephone Conversation to Explain Study and Invite Subject Pgrt1c1pat16n

Hellao, Mr./Nrs. e . My name 1is Mrs. Rosemary Coombs. Yaur
h;art surgean, Dr. ’ ﬁas:given meh your name as"a passible
participant in a study I an dnznq."The study 1s about what patients need
to know befare they .have (PRE}/after they have had (PPIIPD4) ghéart
surgery. If it is convenient naow, [ would like to take a few mlnutesl to
explain the study.  May f tell you about the studv df would yau préfer I

.

call back at anather time?
The purpose‘of the study is to identify the education;I. needs .of he;rt
surgery patients before and after they are in hospital for surgery. [t
you are wilfing to ioin the study, it would take about one and une—half
hours of your time. Your time will be sbent completing a“questlonnaire
(it is written HP English), and answering some Qquestions (alsb 1n
English) during an interview. [ will déllver the quesfiunnaire ta ;aur
home. It should be éompléled befaore we meet the following day fné ~the
intervieu, because at this tfame [ will review ;odr answers. ta the
questionnaire. Then I will ask some other guestions. {1 will uée a tape
recorder to record my questians and your ancuirs. The infaraation on the

tapes will be transcribed conto paper after our talk. The tapes will be

kept until the study 1s coapleted but will only be available +tor the

purposes aof the study. VYour identity will be kept confidential and will

not be noted on the paper. 1 amay make a few hand dritten notes while we

are talking. The person clogsest to you (wife/husband/companian} is also

£l
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asked to join the interview; Our interview may take place either in the
Heart Institute or in ydur home, whichever vou prefer. If vyou come’ to
the Heart Institute, your parking and travel costs will be paid.

Da you have any questidns?... Are you willing te join in this study?

Will your wife/husband/campanion join us?

(If patient and significant other agree). -Gund. Would you like me to
come to your home or should I arrange a raoa  in fhe Heart Institdte?
What day and time are suitable for you and your épnuse/cnmpanion? When I
deliver the questionnaire, I will "ask y;u to read and sign a consent fornm
which will contain such of the information I have just told vyou. You

will have a copy of the consent farm to keep. Thank you for agreeing to

jotn—my-study. I-look forward to meeting you.
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APPENDIX C

Patient Education Progranm n_CQSG Surgery Coding Grid (GRID}

Note. Underlined content in the GRID are educational needs which were ., coded as
OTHER because they did not fit the original 'GRID codes. The original <coding GRID
is not underlined. . )
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THE FOLLO“ING‘INSTRUCTIUNS ARE FOR THE SELF-ADMINISTERED QUESTIONNAIRE.

PLEASE READ THE.ENTIRE INTRODUCTION BEFORE YOU READ THE QUESTIONNAIRE.
IT IS VERY-IMPORTANT THAT EVERYONE TAKING THE QUESTIONNAIRE FOLLOWS
THE SAME INSTRUCTIONS. . -

INTRODUCTION TO RESPONDENT

You have certain activities that you do in carrying on your life.
Sometimes you do all of these activities. Other times, because of your state
of health, you don't do these activities in the usual way: you may cut some
out; you may do some for shorter lengths of time; you may do some in different
ways. These changes in your activities might be recent or longstanding. We
are interested in learning about any changes that describe you today and are
related to your state of health. ‘

The questionnaire booklet 1ists statements that people have told us
describe them when they are not completely well. Whether or not you consider
yourself sick, there may be some statements that will stand out because they
* describe x%g today and are related to your state of health. As you read the

questionnaire, think of yourself today. When vou read a statement that you
are sure describes you an related to your health, place a check on the line
to the right of the statement. For example:

I am not driving my car : Y (026-031)

If you have not been driving for some time because of your health, and are
sti{11 not driving today, you should respond to this statement.

*On the other hand, if you never drive or are not driving today because
your car is being repaired, the statement, "I am not driving my car" is not
related to your health and you should not check it. If you simply are driving
less, or are driving shorter distances, and feel that the statement only
partially describes you, do not check it. 1In all of these cases you would
teave the iine to the right of the statement blank. For example: '

I am not driving my car | (026-031)

Remember that we want you te check this statement only if you are sure it
describes you today and is related to your state of heaTth.

Read the introduction to each group of statements and then consider the
statements in the order 1isted. While some of the statements may not apply
to you, we ask that you please read all- of them. Check those that describe
you as you go along. Some of the statements will differ only in a few words,
so please read each one carefully. While you may go-back change a response,
your first answer is usually the best. Please do not read ahead in the booklet.
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4

* Once you have started the questionnaire, it 1is very important that you
complete 1t within one day (24 hours). o

1
If you find it hard to keep your mind on the Statements, take a short
break and then continue. When you have read all of the statements on a page,
put a check in the 80X in the lower right-hand corner. If you have any
questions, please refer back to these instructions. )

Please do not discuss the statements with anyone, including family
members, while doing the questiocnnaire.

Now turn to the questionnaire booklet and read the statements. Remember
we are interested in the recent or fongstanding changes in your activities
that are related to your health.

/

&
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(SR~0493)

PLEASE RESPOND TO (CHECK) QNLY THOSE STATEMENTS THAT YOu ARE SURE

DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH.

1. 1 spend much of the day lying doyn in order to rest
\
2. I sit during much of the day
3. 'l am sleeping or dozing most of the time - day and.night
4. I-1ie down more often during the day in order to rest

5. I sit around half-asleep

6. I sTeep less at night, for example, wake up too early,
don't fall asleep for a Jong time, awaken frequently

7. 1 sleep or nap more during the day

CHECK HERE WHEN YOU HAVE READ ALL STATEMENTS ON THIS PAGE

(c70-083)

Qosz-oueiﬁ\\

{063-10u)

(066-058)

(oss-08u)

(069-081)

(071-080)

/

e
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'.QEB-cvos)

Y

PLEASE RESPOND TO (CHECK) ONLY THOSE STATEMENTS THAT YOU ARE SURE
DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH,

1. I say how bad or useless I am, for example, that I-am

a burden on others *_ (274-087)
I
2. I Taugh or cry suddenly (272-068)
4

3. I often moan and groén in pain or discomfort (269-069)
4. I have attempted suicide (281.132)
5. I act nervous or restless ('2au..uus)
6. 1 keep rubbing or holding areas of my body that hurt or

are uncomfortable’ ‘ (262-062)

. i

7. 1 act jrritable and impatient with myself, for example,

talk badly about myself, swear at myself, blame myself

for things that happen _ (273.078)
8. I talk about the future in a hopeless way (283-0839)
9. I get sudden frights . (278-074)

CHECK HERE WHEN YOU HAVE READ ALL STATEMENTS ON THIS PAGE




PLEASE RESPOND To (CHE
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(BCM~2003)

CK) QNLY THOSE STATEMENTS THAT YOU ARE SURE

bESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH,

1.

- 10.

1.
12.
13.
14.

15,

16.
7.
18.

I make difficult moves with help, for example,
getting into or out of cars, bathtubs

I do not move into or out of bed or chair by myself
but am moved by a person or mechanical aid

I stand only for short periods of time
[ do not maintain balance

1 move my hands or fingers with some limitation or
difficulty

. [ stand up only with someodg's help

I kneel, stoop, or bend down only by holding on tb
something _ :

I am in a restricted position all the time

I am very clumsy in body movements

I get in and out of bed or chairs by grasping something
for support or using a cane or walker

[ stay Tying.down most of the time
I .change position frequently '
[ hold on to something to move myself around in bed

I do not bathe myself completely, for example, require
assistance with bathing

[ do not bathe myself at all, but am bathed by someocne
else’ ' .

I use bedpan with assistance

[ have trouble getting ghoe , socks, or stockings an

I do not have control of my pladder

(168-084)

(170-121)
{(155-072)

(14s-~098)

(152-064)

(165-100)

(171-064)
(158-125)

{1v8-058)

(169-082)
{152-113)
(147-030)

(1v3-088)
(3t0-0a9)

(312-115)
(292-114)

(igi;osr)

(290-124)
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.} -
s " .(CONTINUED FROM PAGE. 198) ‘

12. I do not fasten my clothing, for example, require

assistance with buttons, zippers, shoelaces , (298-079)
20. I spend most of the time partly undressed or in

pajamas : . (302-074)
21. 1 do not have control of ny bowels (295-128)
22, [ dress myself, but do so very s}owl_y (300-0u3)
23. I get dressed only with someane's help | (297-088)

——

CHECK HERE WHEN YOU HAVE READ ALL STATEMENTS ON THIS PAGE
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: _ « (HM-os68)

THIS GROUP OF STATEMENTS HAS '_l"O DO WITH ANY WORK You . @
USUALLY DO IN CARING FOR YOUR HOME OR YARD. CONSIDER=-
ING JUST THOSE THINGS THAT YoOU DO, PLEASE RESPOND TO
(CHECK) ONLY THOSE STATEMENTS THAT YOU ARE SURE DESCRIBE
YOU TODAY AND ARE RELATED_IO YOUR STATE OF HEALTH
1. I do work around the house only for short periods of

time or rest often - ] (117-054)
2. I am doing less of the reguiar daily work around the

house than T would usually do . - ) (119-084)
3. I am not doing any of the re'gu‘lar daily work around” .

the house that T would usually do L (1z0-086)
4. I am not doing any of the maintenance or 'r-epa'ir_ work

that I would usﬁ%ly.da in my home or yard (ca1-082)
‘5. I am not. doing any of the shopping that I would '

usually do . (1o6-071)
6. I am not doi"ﬁglﬂy_ of the house cleaning that 1

would usually do o (116-077)
7. I have difficulty doing h&ﬁ"aygurk; for example, turning

faucets, using kitchen gadgets, sewing, carpentry > .- (107-069)
8. I am not doing any of the clothes washing that I would

usually do (111-077)
9. I am not doing heavy work around the house (11s-04u)
10. I have given up taking care of personal or household

business affairs, for example, paying bills, banking,

working on budget (Los-asy)

————

CHECK HERE WHEN YOU HAVE READ ALL STATEMENTS ON THIS PAGE
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(M-0719)

PLEASE RESPOND To (CHECK) QNLY THOSE STATEMENTS THAT YOU ARE SURE
DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH.,

1. I am getting around only within one building

2. I stay within one room

3. I am staying in bed more

4. I am staying in bed most of the time

5. I am not now using publiq transportation

6. I stay home most-of”the tﬁme

7. I am only going to places with restrooms nearby_

8. I am not going 1nFo town

9. I stay away frg&home only for brief periods of time

.10. "I do not get around in the dark or in unlit places
without someone's help

CHECK HERE WHEN YOU HAVE READ ALL STATEMENTS ON THIS PAGE

———

(134-086)
(128-106)
(130-001)

(131-109)
¥

(1u{;;ux)

(133.0656)
(125-056)
(12u-0u8)

(133-054)

(121-072)
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(s1-1us0)

PLEASE RESPOND TO (CHECK) QNLY THOSE STATEMENTS THAT YOU ARE SURE
DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH.

10.

1.
12.

13.
14,

15,

I8,

[ am going out less to visit people

I am not gding aut to visit people at all

1 show less interest in other people's.problems, for

example, don't listen when they tell me about their
prodblems, don‘t offer to help -

[ often act irritadble toward those around he, for -
example, snap at people, give sharp answers,
criticize easily

I show less affecéiou

I am doing fewer social activities with groups of
people .

.1 am cutting down the length of visits with friends

[ am avoiding social visits from others

My sexual activity is decreased

I often express concern over what might be happening

Lo my health
[ talk less with those around me

! make many demands, for example, insist that pecple
do things for me, tell them how to do things

l stay alone much of the time

[ act disagreeable to family members, for example, |.
act spiteful, | am stubbom

I have fre&uent outbursts of anger at family members,

for example, strike as them, scream, throw things at
them :

[ isolate mysalf as much as I can from the rest of
the family

———

(028-0uu)

(023~101)"
(003-067)
(015-08w)

(007-052)

(012-036)
(027-043)
(03u~080)

(039-051)

(018-052)

(002-05s)

(oas-aéa)

(023-086)

(2ve-088)

(Zuo_lle)'

(237-102)



17.
18.

19.
20.

CHECK HERE WHEN YOU HAVE READ ALL STATEMENTS ON THIS PAGE

‘203

(CONTINUED FROM PAGE 202)

I am paying less attention to the children - (238-084)

! refuse contact with famﬂy members for example turn
away from them (256-115)

I am not doing the things I usually do to take care of

my children or family (2v2-079)

I am not joking with family members as I usually do (255~0u3)

1
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_ (A~oc8u2)
PLEASE RESPOND TO (CHECK) ONLY THOSE STATEMENTS THAT YOU ARE SURE
DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH.

1. I walk shorter distances or stop to rest often (os0~0ua)

-—

"2. I do not walk up or down hills ) (ows-056)

3. I use stairs only with mechanical support, for example,
handrail, cane, crutches . (ovz2-067)

4. 1 walk up or down stairs only with assistance from

someone else = (ovu=-076)
§. 1 get around in a wheelchair (057-0956)
6. I do not walk at all (0s2-105)
7. 1 walk by myself but with some difficulty, for

example, limp, wobble, stumble, have stiff leg (ou9~055)
8. [ walk only with help from someone (o053-088)
9. I go up and down stairs mofe slowly, for example,

one step at a time, stop often ' (oso0=0su)
10. [ do not use stairs at all ' (ov1-0813)
11. [ get around only by using a walker, crutches,

cane, walls, or furniture (ow7-079)
12. [ walk more slowly (os1-013s).

I

CHECK HERE WHEN YOU HAVE READ ALL STATEMENTS ON THIS .PAGE

4
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(AB-0777)

PLEASE RESPOND TO (CHECK) ONLY THOSE STATEMENTS THAT YOU ARE SURE
DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH.

1. I am confused and start several actions at a time

(223-090)
2. I have more minor accidents, for example, drop things,
trip and fall, bump fnto things (23u4-07s)
’ ) ) ? \t -
3. I react slowly.to things that are said or done (2ze]fj9) -
4, I do not finish things I start. (227-087)

5. I have difficulty ‘reasoning and solving ﬁroblems, for
example, making plans, making decisions, learning new P
things - _ "= (224-081)/

. i

6. 1 sometimes behave as if I were confused or disoriented

in place or time, for example, where I am, who is around,
directions, what day 1t 1s-

(231-113)
7. I forget a lot, for example, things that happened | o '
recently, where 1 put things, appointments : (222-078)
8. I do not keep my attention on any activity for long (220~067)
9. I make more mistgkes than usual (225-06u4)
10. I have difficulty doing activities involving concen-
~ tration and thinking (217-080)

CHECK HERE WHENéYOU HAQE READ ALL STATEMENTS ON THIS PAGE s

=
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. | | . (c-0725)

PLEASE RESPOND TO (CHECK) ONLY THOSE STATEMENTS .THAT YOU ARE SURE
DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH.

1. I am having trouble writing or typing | (191-070)

2. I communicate mdst]y by gestures, for example,
moving head, pointing, sign language . (177-102)

3. My speech is understood only by a few people

who know me well (179-023)
4. I often lose control of my voice when I talk,

for example, my voice gets louder or softer, :

trembles, changes unexpectedly (197-083)
5. I don't write except to sign my name (138-023)
6. I carry on a conversation only when very close

to the other person or looking at him ' (178=067)
7. 1 have difficulty speaking, for exampie, get

‘stuck, stutter, stammer, slur my words (176-076)
8. [ am understood with difficulty ' ' (200-087)
9. I do not speak clearly when I am under stress (201-064)

-

CHECK HERE WHEN YOU HAVE READ ALL STATEMEMTS ON TH AGE

LY
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THE NEXT GROUP OF STATEMENTS HAS TO DO WITH ANY WORK YOU

USUALLY DO-OTHER THAN MANAGING YOUR HOME., BY THIS WE

MEAN ANYTHING THAT YOU REGARD AS WORK THAT YOU DO ON A
REGULAR BASIS, '

DO YOU USUALLY DO WORK OTHER THAN ‘
_ MANAGING YOUR HOME?

YES . NO

-'€§> [F YOU ANSWERED YES, GO ON TO THE NEXT PAGE.

i

w® IF Y0U ANSWERED NO:

ARE .YOU RETIRED?

YES

NO
IF YOU ARE' RETIRED, WAS YOUR : //’
RETIREMENT RELATED TO YOUR HEALTH?

| - TYES NO
[Ff YOU ARE NOT RETIRED, BUT ARE
NOT WORKING, IS THIS RELDATED TO
YOUR HEALTH?

YES NO

P oy SKIP THE NEXT PAGE.
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(w-0515)

IF YOU ARE NOT WORKING AND IT IS NOT BECAUSE oF
. YOUR HEALTH, PLEASE SKIP THIS PAGE,

-

NOW CONSIDER THE WORK YOU DO AND RESPOND T0 (CHECK) QNLY THOSE
.STATEMENTS THAT YOU ARE SURE DESCRIBE YOU TODAY AND ARE RELATED
TO YOUR STATE OF HEALTH. (IF TODAY IS A SATURDAY OR SUNDAY OR

SOME OTHER DAY THAT YOU WOULD USUALLY HAVE OFF, PLEASE RESPOND
AS IF TODAY WERE A WORKING DAY.)

1.. T am not working at all ('1"00_351)

(IF YOU CHECKED THIS STATEMENT, SKIP TO THE NEXT PAGE,)

2. 1 am doing part of my job at home : - (0su-037)
3. I am not accomplishing as much as uSua]‘at work (095-—055) :
4. 1 often act irritable toward my work associates, '

for example, snap at them, give sharp answers, -
© criticize easily (oga-0aop)
5. I am working shorter hours . (095-0u3)
6. I am dofng only Yight work (08s-050)
7. I work only for short'periods of time or take

frequent rests (e90~061)
8. I'am working at My usual job but with some changes,

for example, using different tools or special aids,

trading some tasks with other workers (092-0134)
%. I do not do my job as carefully and accurately as usual] (os 7-062)

CHECK HERE WMEN YOU HAVE READ ALL STATEMENTS ON THIS PAGE | ,

~
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o . (Rp-ou22)
THIS GROUP OF STATEMENTS HAS TO DO WITH ACTIVITIES 4_
'YOU USUALLY DO IN YQUR FREE TIME. THESE ACTIVITIES . .

ARE THINGS THAT YOU MIGHT DO FOR RELAXATION, TO PASS

THE TIME, OR FOR ENTERTAINMENT, PLEASE RESPOND TO

(CHECK) QNLY THOSE STATEMENTS THAT YOU ARE SURE

DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE.OF
HEALTH.

1. -1 do my hobbies and recreation for shorter periods’
-of time

. (215-039)
2. 1 am going out for entertainment less often (214-036)
3. 1 am cutting down on some of my usual inactive
recreation and pastimes, for example, watching
. -1V, playing cards, reading : ‘ (207-059)
4. 1 am not doing any of my usual inactive recreation )
and pastimes, for example, watching TV, playing
cards, reading (208-084)
5. I am.doing more inactive pastimes in place of my
other usual activities ' (211-051)
6. [ am doing fewer community activities (216-0133)
7. I am cutting down on some of my usual physical :
recreation or activities (210-0413)
8. I am not doing any of my usual physical recreation or
activities (209-~077)

CHECK HERE WHEN YOU HAVE READ ALL STATEMENTS ON THIS PAGE
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(E-0705)

PLEASE ‘RESPOND TO (CHECK) ONLY THOSE STATEMENTS THAT YOU ARE SURE
DESCRIBE YOU TODAY AND ARE RELATED TO YOUR STATE OF HEALTH,

CHECK HERE WHEN YOU‘HAVE READ ALL STATEMENTS ON THIS PAGE

1 am eating much less than usual

I feed myself but only by using specially prepared
food or utensils

I am eating special or different food, for example,
saft food, bland diet, 1ow-sa1t,'1ow-fat, low-sugar

I eat no foﬁd at all but am takinq fluids

I just pigk.bf nibble at my food ‘

[ am drinking iess fluids

I feed myself with help from someone else

[ do not féed myself at all, but must be fed

I am eating no foad at all, nutrition is taken
through tubes or intravenous fluids

)

(085-037)
(073-077)

(081-043)
(077-104)
Coés-oss)
(080-036)
(07u—099)

(075-117)

(076-133)
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NOW, PLEASE REVIEW'THE QUESTIONNAIRE TO BE CéRTAIN
YOU HAVE FILLED OUT ALL THE INFORMATION., LOOK OVER
THE BOXES ON EACH PAGE TO MAKE SURE EACH ONE IS
CHECKED SHOWING THAT YoU HAVé REAﬁ ALL OF THE STATEj
MENTS. IF YOU FIND A BOX WITHOUT A CHECK, THEN

READ THE STATEMENTS GN THAT PAGE.
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Letter of Approval to Use the Sickness

.Impact Profile
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University of Washington , _ 213
Seattle, Washington 98195

Scheol of Public Health and Community Medicine

Community Medicine Progr'a‘m .
Department of Health Services, SC=37 -
(206) 543-7952

October 10, 1985 _ j//*“\

Rosemary Coombs, R. N., Ms N. -
2083 Black Friars Road ) -
Ottawa, Ontario ’ .
K2A 3K6
Canada

Dears Mrs. Coombs:

This letter is to grant you permission to use the SIP in your
thesis study of patients who are undergoing coronary artery bypass grafts.

I do not know of any studies that have used the SIP with patients.
similar to this, but my information on ongoing research is very poor. At
the present time, neither I nor anyone else seem to have an organized file
of ongoing or completed research using quality of 1ife instruments. Currently, °
the only way to obtain information of this sort is to do a Tibrary search on
health status or quality of 1ife and to review all of the published material
which is listed under those two rubricsi. .

In our development of the Sickness Impact Profile, we tested -
administration-of the SIP to a significant gther and-a clinician asking that it
be completed as the patient would. In addition, a study of patients who had '
survived cardiac arrest administered the SIP to a significant other when a
respondent could not complete it. Qur own experience, under controlied
experimental conditions, led us to the conclusion that SIPs completed by
significant others and clinicians were different from each other and different
from the patient. The experience of those who administered the SIP to cardiac
arrest patients indicated that those completed by significant others seemed to
be somewhat different from those completed by the patient him or herself. 1In
short, SIPs completed by significant others are likely to be different from
those completed by patients but we do not know why they are different and
whether they are reliable or valid. o

¥

Emblem: “Soul Catcher' .. . a Northwest Coast [ndlan implement usad by shamans or spiritual healors to ward ofi spirits that brought physical
or mental illness. These Instruments were usually carved from the long bones of largs animals and handed down from generation to genetation.
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To: Rosemary Coambs.«R.N..M.N.
October 10, 1985

Page Two

You are certainly free to administer the SIP to a significant other
but you do so at the risk of obtaining information considerably different
from that which you would obtain from a patient and information which is
unknown in terms of reiiability and validity. I would certainly not expect
that any of these data would be similar to that obtained from SIPs as
originally developed and, I would not expect that you would use these in
the same way as the SIP completed by the patient.

The only statement in the SIP that is phrased so that its time reference
could be construed to be more than "today" is the item, "I have attempted
suicide”. This item has been retained in that format because during the testing
of the SIP, it was the most sensitive item for patients who had clear mental
health illnesses. We believe, in fact, that people who did respond to this
{tem may have both seriously contemplated suicide and attempted suicide. Their
concept of today may be somewhat longer than the twenty-four hour period that
would strictly be today. Nonetheless, the item is sensitive. I believe that
if you were to change the item to "I have contemplated suicide", you would lose
the sensitivity and you would clearly change the scoring and potential compar-
ability of that particular category of the SIP and the overall instrument. (I
should note that we have never had a subject.object to the item, no matter how
i11 he or she was.)

I do not Understand your comcern about the item that mentions pubiic
transportation. If your patients are hospitalized, then clearly they are not
using public transporation and one would assume that they would respond
positively to that item.

I am including a copy of the Fortraﬁ Program which you may find useful
in programming your uwn information.

Sincerely yo

Professor
MB:gk ' -

Enclosure
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APPENDIX F

interview Schedule

Th;nk you for completing the questionnaires uhich‘l‘le§t the other
day. (Ta patient) [ would like to }evieﬁr-the items that vyou
checked;' {To significant other) You may follow along with us but I
will nét revies your answWers,
{Interviewer reviews the 12 catbqor{es in the sequence of the
Sickness Impact Profile: SR, EB, BCH, HM, M, SI, A, AB, C, W, RP,
and E. The following technigue is used):' |
Begin with the first page, (Sleep & Rest) - which ane, af the anes
you checked on this page, do you cun;iqer to be your major problea?
What would you tell a friend to dao, if he or she complained of this.l
prublem ;nd wanted to grevent, minimize, lessen it ar learn to live
nith it?

_ (If no items are checked, proceed to the next categary, Emoticnal

Behavior, and repeat the two questiaons, etc.!.

Key to SIP Categories: :

Individual Physical Individual Psycholoqical
SR =Sleep % Rest : EB=Emotianal Behaviar
BCM=Body Care & Movement AB=Alertness Behavior
HM =Home Management .
M =Mobility

A =Ambulation
RP =Recreation % Pastimes

E =Eating
. Social Environmental
"8I =Spcial Interaction W = Hork

C =Communication

-
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‘Medical Regisen (adapted- froa Bartlett, 1982; Mullen, 1980;
"Strauss, 1975)

{Severa! possible questions aré noted below; only those appropriate

to the patient's situation were asked).

{Morries and Concerns - Preventing medical crises and manaqing them

j4 they should occur)

There a;e gofries or concerns that one aust have when one has a

heart problea. How does cne cope with these worries and concerns?
35:f5‘~2331-}¢ww of explanation or support night help‘a'§riend cope with

these worries and concerns?

Nith your experience, what would yau tell one of yohr best friends,

. uhé has Just learned he has to have heart surgery in the neaf
future? (PRE)/ who 1s recavering froa heart surgery? (PDI/éDd)
[¢ you were responding to a friend’'s request ;s.to how to cope with

warries and concerns, what would you suggest to hia/her?

.

{Following Prescribed Rules - Carrying out prescribed regimens}
Alnost everygne, who has a heart problea has been told to do some
things and to avoid other things, such -as taking amedicines and

a4

4voiding certain foods. Suppose a friend of yours, at the saae

stage as you are, has been told to follow certain preécribed rules.

3

1¢ you were asked by hia/her for information as to the help he

could expect frua others in how to cope with the prescribed rules,
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what would you tell hin?

What woulld be amost useful, Tn your cpinion, for hia/ner to help
tollow the prescribed rules?

{(Adjusting Lifestyle/Living Patterns to Coronary drtery Disease

(CAD) - Adjusting to the course of the disease)

Suppaose a friend of yours has just been told that he has c&rcnary
artery disease.

What would yoﬁ suggest t4 help to adjust his/her l{v1nq patterns to
the heart problem?

Nhat resources wouldlyuu like to see made available to help persons

to adjust-livlng patterns to heart disease?

(Problems Communicating with Health Care Professionals -

Availability of preventive/rehabilitative care)

Stories of troubles in éuntacting and communicating with doctors
;nd nurses abaund,

What problems have you had in getting medical care? (for- exasple,
waiting time, clinic appointments, phdne calls)

Khat probleas have you had in getting answers to your questions?
What dao you think should be availgble to offer vyou better health

care?

In what form should it be available?
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J

(Major Probles) ~

0f all the prablems you have mentioned today, which one do vyaou

coﬁsider to be ggg:najnr problem? (Neuman, 1982)

S

{Deficient Program and Ideal Progras)

Finally, I ask vyou to place vyourself” in each of these two

situations:

(Deficient Program) - The Nursing Coordinator fronm the Heart.
Institute has phoned to ask‘yuu to join in a paneliuf patients whe
are going to have (PRE}/ have had (PDi/PD4} fhearf suééery. You
agree to join the qr;up which will seet tomorrow. She ﬁas asked
you to thiﬁk o# infcrnation\that you feel was missing from what you
were told once you knew you were going to have heart sﬁrgery (PRE}/
from what you were @old atter surgery or nh#t was in the .discharqe
booklet you were given after surgery (PDL/PD4). This 1is an
apportunity En say what was lacking, as far as you are concerned,
fram the program faor heart surgery patients. Yéu might think of
answers to the question, "Is there anything else you want to. know

sore about?" (Meyer & Latz, 1979). What would you say when it is

your turn tomorrow?
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(Ideal Program)- Suppose you were part of a group who Was asked to
develop a program to prepare patients for heart’ surgery (PRE)/for

discharge from hospital after heart surgery (PDL/PD4). You are one

of the planning aembers of that team. You want this to be an ideal

program for patients before (PRE)/ after (PD1/PD4) heart surgery.. . .

To prepare the i1deal program, think:of answers tq these questians:
What do you think should be inc&uded in the p?aqran?

{in the booklet .you were given after heart surgery?)

What information and resources should be mentione@?

What should be told to the family?

When and where should such a program be presented?

Nho should present the prograﬁ?

How do you think it should be presented?

Thank you very much for your help in my study. HWould like a copy

of the final report?
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APPENDIX 6

eet

Demoqraphic, Medical and Research Data Sh

Completed Study Group

Code
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Withdrew froa Study 1)Preop,
Lost to Study
Date of Study

Send

Location of Study

2)DiscE, 3)Discl

copy

of

report

Praoblems during Study

Hospital # Surgean
Naae of patient
Name of significant other
Mailing Address

Phone # _( }

Sex Date of Birth . Age
Primary Language Spoken - English , French_ , Other
Occupation Date last

Years of fnrial education

3

Month Day Year

Date told of need faor surgery

-

Date of surgical adaission

Date of surgery

Date of surgical discharge

bate/hospital of readmissiaon

Reasaon for readeission

Length of readeission stay
Length of hospitalization - presurgery pustsurgery
Nates/Comments

eaployed
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Medical /Surqgical: History
Cardiac problem —l)Heart'attack;__,E}Rﬁgina___,s)ﬂther
' Time since problem began
Month Year
Hospitals where received treatment for problem
Date of cardiac catheterization
Current Medications
Name Dose Freguency
. Patient Educatiua History
) Classes - ﬁ Pt Pt+S/0 $/8  Year Month- Day
Post HI ' .
Post M1l Family
Postdischarge MI
Cardiac catheter :
Presurgery : v

Predischarge surgery

Exercise

Diet

Postdischarge surgery

Qther

\\\\hd///rﬂafe. Pt=Patient. 5/0=Significant Other. MI=myocardial infarction.
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Health Care Pravider Cuntact-Histun&

-Provider When - g’ Reason

P
-

Family Physician-Preap

-DiscE

-Discl

Cardiologist -Preap

-

-DiscE

-Discl

Cardiac Surgeon =-Preap

-DiscE
-Discl
Nursing ~-Preop
Coordinator  -DiscE
-DisclL -
Public Health  -Predp_
Nurse ~Disck
=DisclL

Victorian Order -Preop

Nurse -DiscE

Veteran patient -Preop

Other - -Preap

Note. DiscE=Diacharge Early, DiscL=Discharge Late, P=phone, V=visit

Septeaber 26, 1985
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APPENDIX H

Letters of Approval of the Research Protaocol



llﬂ lI

alsial

@

Ottawa
Civic Hospital

1053 Carling Ave.
QOttawa, Ontario
Canada K1Y 4E9

(613),725-435

224

Raphael Saginr, M.D.
Cherirnen,
Research Etirics Committee
. Department of Research
. Station #63
' 0.C.H. |

September 25, 1985

_Ms. Rbsemary'Coombs,

bivision of Nursing
Ottawa Civic Hospital

Re: Project §743 - Educational needs expressed by
. prehospital and posthospital coronary

artery bypass graft patients: An
information processing solving

approach.

Dear Ms. Coombs:

Your prétocol was considered at the September 19th Research

Ethics Committee meeting and was given full ethical -

approval,

We wish you every success with its performance.

Yours sincerely,
p . 5

Raphagi Saglnur M D.

RS:1p

o
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OTTAWA CIVIC HOSPITAL

DIVISION OF PATIENT CARE

S~

APPROVAL FORM FOR RESEARCH AND EVALUATION STUDIES

Educational Needs Expressed by Prehospital and Posthospital
Coronary Artery Bypass Graft Patients: An Information Processing
Title of StudyProblem Solving Approach

Research b// ' Evaluation

Activity Director__ Mrs. Rosemary Coombs

Title Principal Investigator

Department Graduate Student Collaborators

Name to Contact for Information Mrs. Rosemary Coombs

Telephone Extension 729-3705

It is rechti:ded this action on this study be for:

Approval

Approval with the following conditions:

Deferred in order to:

Disapproval because of:

Kerry rshall ‘ Heather Ogilvie,’
Vice P esident, Patient Care Director of Nursing Research
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APPENDIX I

Excerpts froam the Interview Protocels

Mote. Seven excerpts from the interview protocols are included in Appendix I,
Each is identified with its’ own code. Codes beginning with #l=presurgery, with
#2=postdischarge one week, and with #3= postdischarge four week subjects.
lIsinterviewer. P=patient. S=significant other.

Numbers in the protocols and summary scenario coluans refer to the itea by the same
nuaber in the Sickness Iapact Profile category under discussion (see Appendix D).

{ })=wards not used in the interview. Inserted for the convenience of the coders.
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APPENDIX J

Instructions to Caders

1. Each Summary Scenario or change of topic within a suamary

5cenari6 should be coded acébrﬁing to the BGRID (developed from
literature-un the content of cardiac surgery patient education
‘prugrams). Code in the space to the rigﬁt of the Summary Scenario.
Far example:

OBJECTIVE nunser -1, 2, 3, to 15

Content categary - capital letter A, B, C, etc.

Subcategory - number [, 2, 3, etc.

Subcategory details - small letter at?, b), c), etc.

1 A1 a) is a possible code.

The GRID is nrgaﬁi:ed underr 15 O0BJECTIVES and into two major
divisians, Presurqe;y and Paostsargery Prbgfam Content. Both
divisions may be used, wherever appropriate and relevént. For
example, a postsurgery objective nay-be used to code a  scenario
from a presurqgery patient, IF the discussion is on a opostsurgery
tapic. H;l groups (PRE, PDl, and PD4) referred to baoth presurgery
“and postsurgery timé periods.

Enter your chosen code in the column to fhe right of the Summary

Scenarios. [f none of the GRID codes fit the sumaary statement,
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there are two 'possible decisions :
{a) Not Applicable (NA) {is not an educational need, probien, ‘nr
solution relevant to the purpose af this study!
(b} OTHER (an educationai need, problemn, ar-soluticn which does not
fitlthe available GRID codes). If ?uu choose to code QOTHER, then
record the objective, the content category, and/ar the
subcategories which yﬁu feel are most gppcupriate. State briefly,
in either yours aor the subjects” 'Nords, the cnntenf of OTHER.
Insert thg‘GTHER abbreviated statements in (h(gcketsi. Use the
same letter or number for every OTHER (that-i?r;do"not try to keep
grack of the numbers/letters assigned 'to OTHER{, following the
sequence of the GRID numbers and letters,
DO NOT cade the'inte;vieuer's questian;‘or comments. Insert OTHER
whenever necessary; any of the 4 levels of the decision tree of the
GRID could have an OTHER., 1f you have entered a code for a summary
scenario, do not enter it again IN THE SAME scenario. For coding

of medications, enter only 9A??, unless you are sure of the code.

See coding exemplified in the interview of patient #2-022.

2. The interview protocols were summarized, CATEGORY .BY CATEGORY
{that is, all discussian'{rpm all interviews on the oparticular
category was sudmarized before proceeding to the next category), in
ra;dom order. Code ihe interviews in the same random seguence, as

follows:



1-007, 2-028, 3-042, 1-010, 2-023, 3-044, 1-005, 2-024, 3-043,

t-006, 2-020, 3-041, 1-008, 2-025, 3-047, 1(-002, 2-026, 3-043,

1-00t, 2-030, 3-04%, 1-009, '2—027, 3~-040, {-004, 2-022, 3-04
1-003, 2-029, 3-048., (Subjects #2-021 were excluded from the stu

because of transcription problems).

3. You will find, a few. ??7s, which means that the taped
conversation of the in£ervien was unintelligible and, therefore,
was not transcribed. An X in the Suamary Scenario column means
there was no respunsé chgcked in thé category statements of the SIP
tSickﬁess Impact Profile), the questionnaire wused 1ia the f{first
portion of each interviey). Other abbreviations/terminology are:

ﬁI=Heart Institute, CABG=coronary artery bypass graft surgery,
CAll=coronary artery disease, MI=myocardial infarction  (heart
attack), NTG and Nitro=Nitroglycerine (drug commonly used to
relieve anginal, . ECG=electrocardiogram, .PTCA;percutaneous
transluminal coronary angioplasty (nonsurgical procedure done to
relieve obstruction of the curonary. arteries), Nt=Nur5ina
‘Courdinator, PHN=Public Health Nurse, VYON=Victorian Qrder Nurse,
S=gignificant other, I=interviewer, P=patient, HW=wife, H=husband,

D=daughter, HCP=Health Care Professional.

4, READ THE GRIﬁ THROUGHOUT, BEFORE STARTING 7O CGDE.!
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Table L-1. ' : - .

'Assiqned GRID Codes in the Sleep and Rest Catganv

Assigned Presurgery Postdischarge Postdischarge Tatal -
GRID Group | Week Group . 4 Weeks Broup
Cade n=10 n=10 n=10" n=30=

243 2
204 -
2B1a) -
2Béc) -
2B4d) P -0
2B64i) " -
2B6j) -
2B41) 1 :

447 . 2 -

3

—

1 ikt
]

l‘."Jo‘l—‘Cﬂl]

4C4
7ald) ' ) co
7A3b) - -
7A3c) - -
BAlq) - ' 3
FAla) - 1,3
FALL)
FAlc)
9Aa1d)
2Atle)
FAde)
FA4b)
9A5e)
?A4Sh)
9A5+) -
A7) 2
949a) - 3 3,2,3,1
FATh) 1,2 2,3,1 3,3,2,1
- 1 3,5,2,3
\

LN I A I |

28]

1
-
[a*]
1 =
L%
—
I e | -

ok B e Gt O
I
1

9A7c)
9A9d) -
949e) 2 .

9A10b) ' 2 - . -
9410 1 :

10A1 !

1042 -

ey T T R S e S U e o o Y T T T TR B - - 55 b . i A . S L ok o oy —

(table continues)
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.Table L-1 {continued)

Assigned Presurgery Postdischarge Postdischarge l Total
6RID Group { Week Group 4 Weeks Group :
Code n=149 n=1i0 n=10 n=30=

1044 . i - -
1081 1,1 1
108tal - . l
10Ble) . - 1,2,1
10814} - 1
1082 : - -
10B2a) - - 3
10B2b) : - -
10824} - 1
1082e) - ' 1
1083 . - 2,1,
1085 - 1
10B5a) -
10026) - ' 3,
10024d) - - -
10E6 . - L
1183 - -
11B3 : - 2,
t1cy - -
L1C10 - 3
t1C13 - -
1101 - 1,3,
1102 : - 3,1
1,1

| = ] = R | e = ks e

1103 -
1104 3,3,2
11D5 1,1,
{1E 1,2
1ter 3,2,2 2,1,1,
. T{E2 2,3,3,1 3,2,3,3

- 1

N
:':5(4M(.vl"‘t-—'—‘bl"'HH(.-JPJMMN—-I\JPJF-*-"‘-\IPJMP‘J

A A
1 - =
R R
gl
K A
—

3:,3,2,3 343,3,3,1,3
1343,3,2 2,1,2,3,3,1,2
1
1

B -

— L = A DD

1

3
11E3 2
I'1E4 - 3 3,1
[1ES 1,1,1 { 2,2
11E6 - 1 2,3
1 2R6 - 3 -
1381 - 2
1581 - - -

o e b 7 k. T b ok "y . £ P D b b ek b

{table continues!
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Table L-1 (continued)
~ Assigned - " Presurgery Postdischarge Postdischarge Total
- GRID- "~ Group “ 1 Week Group 4 Weeks Group
Code o n=10 n=10 n=10 =30
Codes chosen by: na. 2 na. % 1 na. i no. 4
1/3 coders 18 46.2 29 38.1 29 34.1 68 35.4
— 2/3 coders 11 28.2 17" 22.4 24 28.2 52 27.1
3/3 coders 10 25.6 30 39:5 32 37.4 72 37.3
‘Total 39 100.0 74 100.0 85 99.9 “192 100.0

Note, OGORIDscoding scheme. Each of i, 2,—or 3 repfesents the number of coders
' {out of three) who chose a particular GRID code for the same patient.
. %246/30 patients {8 PRE, ? PD!, & 9 PD4) discussed Sleep and Rest problenms.
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Table L-2

Al
*

.Cateanizatiun of OTHER Responses in the Sleep and Rest Cateqory

——

Expressad ' Presurgery Pastdischarge Postdischarge
Need/Problem/ - Group { Week Group 4 Weeks Group
Objective Solution . ' ) Q;}O n=10 n=10

2B Nervousness/stress disturbs sleep
Because not smoking deoes not
get up at night ’
Mind control’
4€ Tired waiting for surgery
Discussed ng sleep with doctor
Self help/positive attitude
Worries re children, illness
SB Hospital routines disturbed sleep
&A Was tired before diagnosis -
Heart pounding 3
Heavy legs (edema) - 2 -
Decreased .energy ' -0 i : -
i
2

[ o8]
1
=)

[ I #T I |

I ™ ] AN E L e

Jumps during sleep -
Ankle pain -
Gets sore sitting in bed -
Stomach cramps: : ) - -
Leg pain C - -
Tired by waVks, coapany - -
Rurn down - -
Sore sitting : - -
Neck pain - .
9A Minimize/avoid using analgesics -
Minimize/avoid using sedatives 1,[,2,2
Discontinue/reduce drug -
- Habit forming/withdrawal problems 2,3
Drugs cause nausea 3
Drugs cause less sleep/
early waking 1
Aversian to nanessential drugs 1 Co- 3,2
Disturbed sleep since off drug - - 2
Halved daose of sedative - ‘ - 1

4
Ll (4 -
P (A o = k] R RS

| = -

[ 2]
[ B PYRC
o]

LI #o B B B |
[#]

(Y]
]

(table continuaest
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Table L*2.1:nnt1nued)

o Ye v RS e e —w w S A A A L A AL L AR SR A AN A N A S S S W S S e ek ik ek b il o ey Ay S Y T ————

-

Exprasséd . o N .éresurgery Puﬁtdxscharge Postdischarge.
. ' d/Problea/ , _ Group - ijﬂeek Group ~ 4 Heeks Group
Gbrective Salution n=10 n=10 - - n=10

10R Ha??iﬁc tire self
tos Discxpl:nes self/stays act;ve
Read,TY, hobby, play pool
Walking is a tranguillizer
Restricted by edema
Sit but keep mind busy -
Spouse wakened by patient juaping
Physical/mental coping of spouse, -
fic Measures weight, calves ) -
Ask for stronger sedat:ve , =,
110 Walk when cannat sleep ; 2,2
Read - 2
Mind -control . . ‘ 2,
Avoid caffeine. ‘ 3

FI T oS B
£l
LS |

10

1 Gt o e Gg Gl | =
1

[ %]
N
- A
6 T o8 S 72 B R - |
—

[#]

|

— e -
| =

[ % IR

Music
‘Stay in bed .
Get coafortable . -
Sleep alone ¥ -
Stay in bed so spouse sleeps - 2,1
Try different bed R - 1 . -
Nap to aake up lost sleep - -
Get up .- -
Avold heavy blankets - . -
Needs less sieep . - -
o not worry ) - -
Nerk pressure disturbs sleep - -

Stexp patizrns chauge with pills -
1§E Don't worry/ccpe with stress 3
]

W
1

LI 77 I

[ e e S S I

Rest when tired

Avold daytiae sleep 2,3

Read - 2,3

Television - - 2,3 .

Hobby - 2 i
. Sleep during day . - 1

Rest when neck discomfort - -

AR AR} S o o - - - A i —— . T S . 8 A 8 ik b b = — —

M . ' ) ‘ ({table conti@ues)



245

Table L~-2 (continued): .

Exbressed . . Presurgery Postdischarge Postdischarge
. Need/Problen/ . Broup I Week Group 4 Weeks Broup
.Bbjective Solution T n=10 . n=10 . n=10
\ »
: =
116 Rests included in daily schedule - ] 3,3,2
-13C Call surgeon - -1
14C Work-flexible hours 3 - -
: Unemployed . - 2 -
158 Took out hocks aon mind control % :
body awareness : - Co- 2
OTHER ‘responses identified by: . no. % no. % na. %
173 coders - _ -8 27.6 . 9 24.3 .16 26.7
2/3 caders . ‘ 13 44.8 14 37.8 23 38.3
3/3 coders _ 8 27.6 {4 37.8 21 35.0
Total ‘ - 29 100.0 37 99.9 ) 50 J00.0

Note. GRID=Coding scheme. Each of !, 2, or 3 represents the number of coders
(out of three) who chose a new code for the same patient, )
426/30 patients (B PRE, 9 PD1, & 9 PD4) discussed Sleep and Rest problems.

-
i -
!

’ . W . '
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Asy Ined SRID Codes in the Deficient Progran Cateqor: .

Assigﬁed
GRID
Cade -

Presurgery
Group
n=10

Pustd&ﬁcha;qe
1 Week Graup

n=19

Postdischarge Tot
4 Weeks Group. .
D_=10 n=

IA3

- 2A1
2n2

- 204"
281
2B3c)
JAl
JAz2al .
JAZb)
“4A4
4A7
4A47b)
4A7d) .
4A8 -
4C1t
4C1a}
4C1ib)
4Clc}
4C2
4C2a)
4C2b)
4C4
JAlal
SAlb}
JA2a)
5A42b)
SA2c}
5B
5B1
5BZa)
5B4
3B4b)
- 5B9
9B10
4R
A1
4A4
5B

1 = RGN RN R

I »= | =

—
1 =
-
—

1 = 1 R = b

Lol o I o I B 2 B B S I I S I IS

—
S ]

F N

D Y e Y Y ol A A e o} T Tt o T M e . B bk oy T S S 3 D i Ak ok o o o e oy o W . S

(table continues)
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Table L-iS-(cudtihued}

Assigned " Presurgery Postdischirge . Postdischarge ° Total
6RID Sroup I Week Group 4 Weeks Broup
Code’ - n=10 n=10 n=10 n=3¢=

Thlic) -
7A2a) ' -
781 ) o=
84A -
gala} -
BA2d) -
8A3d) -
94ia) -
9ALlb} -
2alc) -
9atd) , -
?A2a} -
A3 a) -
2A3b) -
9A3e} -
. ATb) -
© 9ASg) ’ -
9A7a) -
QA7b) -
FA7g) -
A8 .-
2a%a) -
2a9c)
2494d) -
F410a) -
PAL1th) T -
9Al1c} . -
9411d) ~
fAlle} -
9R11g) -
982 . -
oB4 -
10B5a) -
10E1 . -
10E3 : -
11C12 -
1103 -
1241} -
13A4 ‘ -
£13B1 - 1,
© 14B1h} 3 <=

o Ak ek 8 Ak ey e T S T Y S SR T D e S S M R S S S S e R e e S S W e P S D S M N W A N A

— e ) ] S s e
1

—

P
[ ]
‘

—
-
(2]
[ S I |
1

[ IS I

P R T T el L B B VR S O B B R O B i B T B O |
DL T I T T | |

ttable continues) -
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100.0

L3
{
Table L-35 tcontinued) )
. Assigned Presufgery Postdischarge Pbstdischarge Total -
6RID Broup 1 Week Eroup 4 Weeks Group
Code n=10 ‘' n=10 . n=10 na3oa
1541 - 3,3 3 -3,
1542 - 1 - ot
1545¢c) - - 2,1 2" 3
15ASd) - 1 - 1
1581 - - -2 1
1984 3,1 - 3,3,3 5
15B4 - - - 1 1
1589 2,1,3,1 - 3 5
15810 - - { 1
{3c) 2 - - {
1504 - - 3 1
1903 - 3 3 2
15F1 - 2 { 2
15F2 2 - ——T 1
15F4 - 3 1 ’ -2
Codes chosen by: na. % na. % no. % no. %
1/3 coders 5 23.8 35 S4.7 20 41.7 40 43,1
2/3 coders 10 47.6 5 23.4 16 33.3 41 30.8
3/3 caders b 28.4 14 21.9 12 25.0 32 24.1
Total 21 64 100.0 = 48 100.0 i33 100.0

Note. &GRIN=coding scheme.
{out of three) who chose a particular GRID code for the same patient.
=22/30 patients (5 PRE, 10 PD1, & 7 PD4) discussed Deficient Progras.

Each af 1, 2, or 3 represents the number of caders



249

Table L-3&

Categorization of OTHER Responses 'in the Deficient Prograa

\,

v o Expressed . PRE " PDI\_.~ PD4
Need/Problem/ ' ' Group Group.  Broup
Objective Solution ' o n=10 n=10 n=10

el

2A How much to tell patient depends on
knowledge of patient and illness - - {
fluestions if clot was beyond his control -
2B Show effect of smoking on lungs - - =
3A Realistic expectation of effects/risks -
Time of incision and bone healing : -
Effect of operatiaon on leg -
Length of operation ' -
Bive odds, pres, and cons of surgery -
Explain mare re leg incisiaon - - 1
Internal mammary grafts last longer '
than vein grafts - - 2
50 Expected all kinds of pain which o
- did not happen/tell people that - [ - -
Percutaneous tran8luminal coronary
angioplasty (PTCA) ) - - 2,1
Tell the day before and at PTCA - - 2
4C Lack of information at previous
" surgery.and was uptight _ 3 - -
Hear a lot and build own ideas ! - -
Can talk to people but still need
surgery 1 -
Cardiologist explained 1,1
Rhat is preogerative class abaut? 2 - -
Less embarrassed if in same position : 2 - -
Point out things which will bother _
patient the aost ' - | -
Bored at presurgery class - 1 -
Shocked by discharge, 2 days early,
because of bed shortage - 3 -
Afraid to walk presurgery - 2 -
Expected to be told what would happen -
Surgeon visited for 30 secaonds - - 2
Cardiologist spoke to patient/not
spouse : - - i
Glad did nat know all befare surgery - - {
Waited 4 days to talk to cardiologist - - 3
Get questions answered when in hospital - - 3
2
2

e
1

Expects information to be volunteered - -
Write questions dawn as they occur - -

g T ——————————— T T W . "t o o o Wt A A 00 T - - ——————— . i

{table continues)
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Table L-3& (continued)

Expressed PRE PD1 PD4

Need/Problea/ G6roup Group Graup

ODbjective Solution n=10 n=10 “n=10
4C Accepts procedures when knows about them - - 1
cant ' d 1¢# facing surgery, have it done - , - 2
Encouraged by veteran patients - - 1

r's orders/don’'t worry 3 -
admitting department 3 . - . -
Surfeon will talk to spouse after

urgery - 2 -
Both promised calls were late/ spouse
upset - 3 -
5B Too much done (u:res, stltches out, :
lung problem) just prior to discharge - 1 -
Expected 1-1 nursing in ICU (did not
get it) ' - - 2
Pracedures followed by doctars/nurses - - 2
&A Told would feel fine but doesn’t ! - -
+ Too amuch pain to walk ) - -
Pain restrigts exerc1se 1 - -
Unprepared for pain 3 - -
Felt OK presurgery, now feels terrible 3 - -
Nausea froe pills 3 - -
Tired at discharge class 1 - -
Are palpitatians serious? How long
will they last? - 3 -
How long should symsptoms last? - 3 . -
Not told of urimary frequency at night - - 2
Dizziness naot explained in discharge
book - - 2
Incision sensitive, nuab - - 2
7A Uncertain if pain is froam graft
attachment - - 1
84 Tog soon- for technical terms and effect
of food on body/turned off foad - 2 -
Eat what you want for | month + - 2 -
People already kpow about diet - 1 -
No specific food plan given - - 3
Bive foods high in potassiun o - 1
Discharge class had toa ouch on autrition - - T3
Plan a program of diet tips ] - - 2
94 Uses eye drops for glaucoma s - 2 -
Cannot name pills but knows §requency - 1 -
Too many pills given out - - ' 2
Explain name and purpose aof p1115 - - 3
Questions if should be taking pill now - - t

- e T A ot o i " " Vo = 1 oy o R . T {1 o} oo
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Table L-3&8 {(continued)

il ~

Expressed PRE PDI PD4
-Need/Problea/ - Group Group Graup
Objective Solution . . " =10 n=10 p=10

94 Should know side effects of medication -
cont'd More on side effects in discharge book -
98 Negéd help to do a drug schedule -
Do drug schedule like walking progranm ‘ -
Use pill hox - -
Keap pills labelled -
Spread out hours between pills to _
decrease nausea ' -
10A Need practice of exercises in hospital -
- Only practised one exercise in hospital -
10D Sex decreased because of drugs -
"Passive sex" not explained . - -
10E More doctor/family contact 1 -
Spouse frightened, anxious when patient
first came home ) -
114 How long for incision to heal? -
ne If knaow tooc much, aight not repart it -
How to know when serious? -
124 Will never believe another doctor/nurse - -
Had rushed discharge -
First 3 weeks were deadly " -
13A Public health nurse vigit tooc late -
One month postdischarge is too long to
wait for visit to surgeon ' - - 3
Lack of advice - - 1
Have Nursing Coordinator call patients
once/week for 3 weeks -
138 Add written schedule to current pages -
Drug sheets not completed ‘ -
-Home Care record amissing from book -
Should mark blocks of coraonary
arteries in discharge book . - 3
Discharge booklet not true on sex - -
lescribe Nursing Coordin ‘s job - -
Bive more pages for prnqi§§§§gepnrt - .-
Clarify, specify diet in discharge bgok - -
Distharge class same as bhook, bored - .-
13C When to call doctor? - 2 -
2

i
1 Gdra

— = k3 M-
]

[ o8]

1 = = |
A Cd == ] &

%]

1 L4r 1
1 1 o = K

]
N

— b Nyl
|

B Gl = == |

VON called doctar faor patient -
Called to report nausea -
Called about potassius which was

suggested but not prescribed - - 2

e ]tk . A e ok g T - T ] T - VR TS S T A A i A T b ek} - b o e VU nb b oy b P

{(table cantinues)
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Table L-3j/i;Lntinued) ‘ .

Expressed . PRE - PD1 PD4
~ _ Need/Problen/ Graoup Group . Broup
Objective Solution n=10 n=10 n=10

148 Does Nursing Coordinator help -with
. ‘insurance forams? . . -
15R Instructions given without consideration
of effect/show benefits 2
. Include pharmacist in team teaching : -
include surgegn in team teaching ' -
Expected one to ane teaching -
Too many (40) attended the class -
{ 1/2 hours 1is tao long at 1830 hours -
- Found class repetitive : -
Dietician not at class -
158 Need more contact with veteran patients
Does not remember presurgery class/was
iapatient and inattentive - 2,3
Have French enly sessions/translation .
doubled class time - 1,1,2
Délete pictures of doctors ' - -
Show TV mavie ' : - - g
Explain slides - -
. Ask patients if want to see slides - -,
Slides and projector set-up poor - =
Teacher should identify self - -
Need aore than Canada’'s Food Guide - -
Slides are fixed/with video can see
things happen - - 2
15C What time is the presurgery class? 1 ' - -
Current class tiames are bad if working 2 - -
Should have evening class for
presurgery patients 1 - D -
Nothing applied in presurgery aeeting - - 1
‘Predischarge class at 1000 h is 0K/
' accomadates all - -
Would attend preadamission class if held - -
15D Hald 5-& weeks after discharge - 2
- Too tired and sore, not ready for class - 3
Class only 13-20 aminutes lang - -
Already knew all in discharge class - -
. . Too long/ tas ouch in discharge class - -
15E Select sta¢f by human relation skills - 3
Do not argue around patients - 3 -
Do not conduct union business an duty - 3

Tk A T O D b v Ak b o S W L A e o b ki b bl Ak

1
-

—
I 1 IR G = N
1 o— 1 4 1

— ke Lo o= MR

L 2]

[ o I P R |

{table continues)
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Tahle L<36

{(continued)

253,

Objective

. _Expressed
Need/Prablem/
Solutian

* PRE
Group

n=10"

PDI
Group ”
n=10

PD4
Group

'l|=

10

13F

136

Communication problem/ spouse not
invited ta class

Only those living at home should attend

Need to practice le.g. exercises)

Use simple terns

Cancentrate on important thlngs

Expected full explanatiaons

Keep it shart

Keep th& human touch

Da not give a lot of technicalities

Need continuity

Allow questians

1 W

W e B e e = RO

1

= |
.

OTHER responses identified hy:

1/3 caders
) 2/3 coders
3/3 coders

Total

S nag. %

12 350.0
3 20.8
7 29.2

© 24 100.0

no. A
21 34.2
22 37.9
15 25.9

58 100.0

no.
27
29
18

74

34.5
39.2
24,3

109.0

Note. GRID=Coding scheme. Each of 1,2, ar 3 represents the number of coders
. (out of three} .-who chose a new code faor the same patient.

“22/30 patients (5 PRE, 10 PD1, & 7 PD4) discussed Deficiencies in Progranm,
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Table L~-37 (APPENDIX)

Assigned GRID Codes in the Ideal Program Cateqory

Assigned Presurgery Postdischarge Postdischarge Tatal
6RID Broup 1 Week Group 4 Yeeks Group
Code n=190 n=10 n=10 n=30=

1Ala} 2 - -
1A2 - 3 -
2A 2,
241 : 2,
272 ' 3,2,2 - 1
2A3 i '
274 1
2B - -
2B1 - . 1 .
2Bla) - 3 .- -
2Blc) ) - ‘
2Blq)
262 - .
2B2a)’
2B2b)
2B2c)
2B3
2BJIa)
2B4a) , . - -
2B4h) . 1,1 -
284c) - ) -
2B5§ - . 1
2B3a}) - -
2Béa) ' - -
2B4h) - -
2Bé&c} - -
2B7d} - -
3a1 . 2,
JA2 2,2,1 1
JAZc) - -
JA2d) -
IA2¢) 2
3A2g9) -
3a2h) -
JA3 2,3
4Ala) -
474 3
4A7 3 - -
1

i
—

I o= e = |
]
1

-
—
(&

I = ] = ] MMMRNWHEHN= R | e =R

[ 2 N S L

4A7h)
4A7c)

MMQ—D—HMHHMF‘Hm.hD—t—hl—-b-h‘HHMHD—HHP‘.HP‘@NMHU—“MD‘-&NH"‘
. .

T ) T v S T T e i} Pl o 0 1 A o g . S ot oy B St S A S Ak D . 7 ek

{takle continues).
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Table L-37 (continued!

L)

Assigned Presurgery  Postdischarge Postdischarge Total
GRID Group 1 Week Broup 4 Weeks Group
Code n=10 n=10 ' n=10 ne3oe

4B ' 2 - -

AB1 - , -
4Blc) 1 - -
4B2 1 -

4B3 1 -
4C1 1,1,1,1,2,1 -
4Cla) -
4C1b) 2,3,1
4C2 ' 3,3,1,1
4C2a) - }

4C2b) : 2 : -
4C4 3 -

5Ala) 2
9A1b)
JAlc)
S5A2
SA2a)
9A2b)
S5A2c)
3B
3B1
SBla} ,
3B1b) -

oB2a)
aB4
387
9B7a)
SB7b) .-
5B8a) -
&A -
bRl -
A2 -
4A4 ) -
4B1 -
B2 - -
&4B3 -
TAL - -
7a1d) . - 1
7B1 - - -
782 - -

aat - 3 i1
BAta) 3 1,
3Alc) - 3 2

e p—
[ Bl

| bm | = -

2
1

1 v o]
1

PR PRI R | e
1 o= 1 t4

-
N

—
)
Lo = | Gt

- R
¥

PR K= RN
Cd L R L G = e R MR

(7]

L I

[ ]

. b ——— T ———— - ——— " T —— vk o W} oty - ol b b b

(table continues)
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Table L~37 (continuad)

Assigned . Presurgery Postdischarge Postdischarge Total
6RID S8roup ! Week Group 4 Weeks Group
Code n=10 n=10 n=10 n=30=

8Alg)

BA2 >

BA2a)

8A2h)

BA24d}

BA3

8A3d)

BA4a)

BA4d)

74

28la) - :

2alh) -

alc) -

9A42a) -

a2h) -

?AJa) {

FA3L) -

9A/%5a) 1
i

[}
¥ ]

1
1 1,2

1

— B -

1,2

1'»-.-1
I NN

-

MR o= K| td§

1
LI % B B N B |

A

I A | N =
[Z 8 ]

9A5h)
945d)
9A7a) :
947h) -
9A8a) ' -
9A8h) -
9A%a) -
949b) -
9A%d) -
9A%e)
289+%)
9410a)
9A10b)
. 9A10d)
9410g)
- 9B
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Table L-37 (continued) ’ il

e,

Assigned. Presurgery Postdischarge Puitdis&hargl " Total
. BRID Broup - 1 Week Group 4 Weeks Sroup i
Eode n=10 0=10 _~ -a=10 . n=30a

1044 - ) -
1081 - S -
10B1a) ' 2 , -
10B1h) -
10B8tc) -
10B3c) . . -
1082 -
1082a) -
10B2¢c) - -
1085 - -
10BS¥f) - -
10C1 A -
1002c) oS -
10E1 2,2 2,1
10E3 - -
10ES - - -
‘11A4 ‘ - : 2
* 11AS - 3
y;
1

I L
(7]
-
-

—

-

-
—

11C1 -
1ict4

T A e N =R WK =R | Nes | N

124 -

1

12A1 -
[241¢) 2 Co=

2

-

12a1d)

1242

1242a)

1243 -

12A4a) -

12A4%5a) -

12A5h) -

12A5¢c) ' -

1341 - ‘ 2,

1304 - 2

1381 - 3,

1382 - -

" 13C1 - 2
2

[ 27 I N T B T |

N XY [¥]

L7 B T S
“

1
[ 2 ]

w
“
-
[
-
e
- .
Lo | g ey e =
- - PR
[
-
[
-
—

14A1 -
1442 -
14B1h) ' 2 - A
15A1 1
1542 1,1

-
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{tahle.continues)
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TN }5?
Assigned

6RID

Code

qutdiséharge
I Week Group

=10

Postdischarge
4 Weeks Group

a=10

15A4
, 1588

»  CrzEmISASH)
T Jg§§%§5c:
A5ASd)

1581
1582

: 1583

1584
1585 -
1584

1587

1588

1589
158190

15¢
1sCi .
15C2 ‘
15C3
ST I

1504

{SE2

15F1

1SF2

1SF3

15F &

]

)

T

*A
.

(%) —

- -
[ S I B % B YR B YR |
[ S5} (%
(2]

[ %]
~.
‘B3 e

—
B -
N‘

") -
N -

—

- _‘
Nutﬂmr‘l‘\lh-ﬁbmﬂ""-JO.-—--.—..-Han-q|Q_h(_,‘NJ,_

—

. ‘ ,
q"‘@duz chosen by:
R | .
' 113 coders T

2/3 coders - 53
3/3 coders - 3

39.1
38.4

Total, 100.0

FUS o, P

138

22.5

47
41
45

135

178

no. 7 no.

Y
‘161
122

65 36.5.
67 376
46 25.8

100.0 449

b
37.0
35.9
27.1

100.0

"

No;g."ﬁRlDicodinq scheae. Each of 1, 2, or 3 represenfs the number of caoders
% (out of threa) who chose a particylar GRID code for the same patient.

*30/30 patients

-

(10 PRE,- 10 PDI, & 10.PD4) discussed the 'Ideal Prograa.
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.Table L-38 (APPENDIX)
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Categorization of DTHER Responses in the Ideal Program Category

Objective

Expressed
Need/Problem/
Solution

PRE
Sroup
n=10

CPDL PD4
‘Broup Graoup
n=10 n=10

IB
2A

Hpatuny of sternua
Scar. tissue

- Effect of cholesterol on blood vessels

2B
2C

3A

3B
4A.

fbserved amonitor during C

Syaptaoms of coronary artery disease

Cost of samoking to health care systen

Follow the rules which relate to risk
factors =~

Length of surgery

Be aware of what is narmal

Surgery only optian

Needs surgery so will have it

General feeling about operation and
how serious, no 5pec1#1cs

Huote martality rate ~

Do not tell! what.happens on
operating table . ' .

Realistic exprctation of effects, risks

Use of saw to open sternum

“In the operating room how many ﬁeaple,

what peaple do, stopping-cf heart?
How is chest opened?
Sternal bone heals like a brnken leg
Is quality of .life improved ar is 11§e
prolonged? =~ ° .
If knew life prolanged would take
care of self

Reasans for foraonary artery by ass graft

Tell risks of cardiac cathet5f1zatlon,
puts it i perspective

catheterizatiaon
Some want to know all .
Need timetable of preuperatxve events
Whao does what? .
Ask Gad's help i
Family.support * '
Take it as it coaes
6o in a bit blind"

- Some want to know it all

Concerned not scared

LI S R |

2

[y

B r o B G R e

{

— e s et o

.

]
[ ]

-
(=]

Bl e T L e I S PO ———
s .

(table continues)



. 260

Tabla L=-38 (continued)

- M G A A AR A A S ey e e e A S S T T T ey b o R S Sk ke ko ok b et e e e o ey oy ke

Expressed ' PRE PD1 'PD4 -

Need/Prablea/ Broup Group Group -

Objective Solutien n=10 n=10 n=10
. : - ]

e
1
1

4C Canfident 3
cont'd Pogsitive salf-talk v o
If knows, won't be frightened 2
Fear of needles
Cardiologist 3,
Tell only the essentials
Expectatians on discharge
Wanted surgery soagner
Look up problea in books
Waiting period
- Need an education teanm
No details of actual surgery
More details cause asore apprehension
Pharsmacist at local pharmacy explained
about sleeping and pain pills , -

| = = = e RI N NS = R (-
——
]
—
I = .
A%

1
[ LS I 7 R |
1

Why kept in -hospital before surg
How are surgeries scheduled?
Surgeon gave confidence -
A little "tight" during television (PBG) s

-govie on heart surgery - 3
Friend suppaort is valuable . — - R S
Was warned about hallucipations - -

|

1
Dactors’ visits are too short = - O

3

Felt seture . -
anunteers/é;ra very helpful -
ery?

I
(35 I TN I % B
1

Write down questions : - -
5A WNhere to go for adeission to hospital? 2 -
’ Explain doctors’ rounds .
Explain hospital eaergency call nunbefs
. te.g. 777, 999}
3B - What to axpect when awake? .
What happens 2-3 days after surgery?
Chaking on endotracheal tube
Aquired Iamune Deficiency Syndrone (AIDS)
Self-care .
6A Expect fatigue
Much pain -
Not hungry because of pxlls 2
Tired 3 - - )
Tightness, pressure, chnk:nqu t1ng11ng } - ’ - 2
2
3

|
(2]
1

TR = | W=k
1
[}

6B Behaviour change ' - -
78 . What is "normal" pain? . S - ~

- ot o o o S B P B T . L1 ]} 7R o T T A . 28 Y1 0 A s = o

{table continues)



Table L-38 (continued)

A s A S e o T . W S W AR ok BA E A S ko Y Y P 0 W S el ke i = Y b

Expressed . PRE PDI PD4
Need/Problem/ ' Eroup Group Group
Objective Solution - p=210 n=10 n=10

. 78 How long before can do things? ‘ i,
Give time frame of precperative events 1 - -
Up one day, dewn the next - -
. BA Are onions permitted? - ‘ - I
Give recipes - 1 '
Minimal reference tao diet _ - 2
Need specific guide for diet . - -
Less eaphasis on nutrition - - 3
Hospital food more appealing -~ -
Need to know foods to avaid : - -
‘Bive diet in separate session - -
Give out menu hefore and review in class - - -
Be mare specific , - . -
7A Effect of anaesthetic on thirst, wakeup
time, head, memeory '
Drug-trial :
Is an antacid bad for the heart?
Reaction to and action of drugs
Habit-foraming, @inimize/avoid use
Not taking any shlative because ' -
sleeping well . -
Make patient irritable -
What to'do if amaedication problens7 -
Nhat medication side effects? - -
Hallucinatians are due to drugs - -
Action of drugs - -
Reasans for prescribing drugs . - -
Anti-inflasmatory drug - - -
Use meals to remind of pill-taking - -
What to do if sleep in and miss a dose - -
93 Varying cost of drugs - -
If forget a dose, ignore it . - -
Have to eat because of pills - -
t0A Need deamonstration and practice
of exercises - 2 -
Start practice before discharge (exercise) - 3 ~
Found floor exercises difficult - ‘ 1 -
Update 1-2 weeks pastdischarge
by Rehabilitation astaff - - 3
Increase at 8-10 days postdischarge - -- 1
Suggests Heart Institute rent kits to . ,
measure distance and heart rate - - -2

L% B |

2.

[Z RS R R P

1 1 A
]
1

LI S TS | [ . B B B )
L% ]
% B I | 1

Cd == A R R -
a8 |

A b e S T e A - -

(table continues}
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Table L-38 (continued)

o S e b A A e ey e At e e T M Py e T T M A A P S S M N S v e P

Expressed : . PRE - PDt PD4
: Need/FPraoblea/ : Group Group 6roup
Objective Solution ‘ n=10 n=10 n=10
10A Need two sets of exercises
cont'd - for beginners and advanced : - - 2
Need to know how to increasa exercise - - 1
108 ODccupational therapy : - - 3
How to discipline self to stay active - - 1
Cooked family's meals after discharge - - 3
10C Taok own pulse but not taught to - - 3
Need digital monitors - - 1
100D First aeal out was difficult - 3
10E No time when all can go to class ‘-

Mental and physical coping of spouse
Share patient's probleas
. More doctor-family contact
114 Cover incision to collect clear drainage
-~ Clear drainage is part of healing process
No need for sponge bath if can get out
of tub - - .1
Worried about possible collxs:on I
"when skiing : -o= -
Hot compresses, ocintment, bandage - -
Better to leave incision open - -
{18 Use panty hose as support stockings - .-
{{c Has to watch for infection - -
$1D If sleeps well, feals better - H
120 = Anxiety -
" Panicky first 3 days at hune, panxc S 3
Psychological impact of surgery - -
How to handle emoticnal problems and
worries - -
Meet with aother patients at 3-6 months - -7
How to handle esotional reactions - v -
Hill still have fears at 6 months = -
Fear of recurrence of hlockages - v -
Restless - -
Didn't want to think of others’ needs - -
How long will effects of surgery last? - -
General fear -
. 13A ©  Secretary said visit would take 1)1/2 hrs -
Have Public Health Nurse come 3 days
postdischarge, 14 days is tao lung - 3 -
More frequent follaow-ups - - 1
Physiotherapist o - -

[ I B |

|
LV e
]

1 = RN

8]

-

| = BRI R = o= R

- e . o} D Y - S - . T i i i 7 b . ] T o Ty o
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Table L-38 (continued) ‘

QO A A Ly oy A T S L ek Ay ey v v T T T . W W N R oy g o o Y = TR W T R AR v R ey - A -

- Expressed ' ' : PRE PD1 PD4
o Need/Problem/ 6roup Group Group
Ok jective Solution n=[0 n=10 n=t0

13B Time of follow-up surgical visit in
booklet is different fros-experience - -
Get literature from Heart Foundatian S -
Pharmacy phone number - -
Add an index to discharge book - _ -
Same side effects were written in bock - -
13C Someone with tiae to talk ' ! ' -
Quick response - |
Pharmacy for more pills - 3
Heart Institute - -
Local pharmacist explaxned drugs - -
14A Discharge booklet says return to work 3
in 3-6 aonths / Why so long? - : 3
148 Get doctor's signature on form 1 - -
Concerned re cost of drugs '
(Asasantine versus ASA and Persantin) - - . 1
14C Difference between doctor and book o
- on tiae to return to work
134 Find out on own (i.e. no veteran patient}
Offer class in three parts ¥
Need scmeone just to. answer quest1uns
Give classes before trouble begins
Role of pharmaczst Nursing Caordinatar '
Bilingual 3
More doctar contact - 3 -
3
3

[ SN IS IR 2 G 3 R

LS I

[ = B & B #F RN |

All surgeons' names on directory -
Satisfied with present progranm -
Pharmacist did not explain action of .
drugs - 3 -
Counsellor (psychologist/psychiatrist
not necessary) - '3 -
Need a French-speaking Nursing ‘ v
. Coordinator - 3
Mare about operation far family - 2 -
Spouse enjayed presurgery class and . '
. felt prepared - -
; Allow guestions - - 2
/ Make smaller to facilitate guestions ‘ - - 3
Have commentary by Nursing Coordinator - - 3
Hold question period - -4 2
Surgenon told patient how to care for leg - - {
Hold class to accomodate patient, spouse - - - 2

T ) e S T S Ak ek . " — i ek =i . b g g o b o gy 7=t = T W Y . e 4 —

{table continues}
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‘. Table L-38 (continued)

i b SR A AL SN S S Ay —h AR S S S R W e e e v T v A T S AN R R M R S e ey ey e i T e S W R

Expressed : ~ _ "  PRE Phy PD4
Need/Problem/ Y Broup Group Group
Objective Solution . n n=10 n=10 n=10

s

158 Use televigion "and computer visualization -
Audiovisual | . 3 - -
Too complicated ' 3
Video ) 3,
Booklet is a waste af time 3 -
With schematics 1 - -
""" Use free television time 2
In French ./ lack of French / French audio -
Friendly, persanable staff -
Uses own diet hooks ‘ -
Catheterization class fine, very good - 2,1 -
Use television to teach no saoking -
Angiogram class given 3 weeks before/
gave "more time to digest® -
Written instructions from pharmacist -
Have a veteran spouse ‘ . -
Loak for another,patient to talk to - -
Do.a film on convalescence ‘- L=
Mark heart diagram where arteries are .
" clogged - =
Give a chart/plan of foods permitted
and restricted : . - -
Video of exercises - . -
Have pamphlets availghble ih waiting roon - e
Shaw pracedure - -
Report 98% success rate - -
Screen volunteers - -
Booklet on heart surgery and procedure
for patient - - 3
Saw television program {(PBS) on
heart surgery - I 3,
Diagrams of angioplasty - -
Video better than slides - -
1s¢c - Know time of presurgery class { -
Have class right after surgery
date is set 3,
Wants to know all that happens
Sugery explained by cardioleogist ,
after angiogram . 3 - -
Before decision for surgery 3 - -
.Tell. at presurgery tlass what to expect
when patient comes home - 3 -

1 = ™ [ R o o |
[ I 0 I 0 I O A | | 1

(%]

Lol 2% I 0% B SV I N I 7}

1N - N

(table continues)
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M A ok ok e o ) S L et e ko oy e o e T . R 4k Sk oy v R . . AR i .

Expréésed
Need/Problea/
Objective Solution

15¢C Allow emergency patients to attend
cont 'd presurgery class after surgery
Tell at presurgery'class about stair
climbing after discharge
Tow much going on {day before surgery)
te concentrate '
More impact if have to come in for
preadmissian class
Preoperative class interrupted far
blood to be taken ' '
See movie 2 weeks hefore aperation
Tell spouses presurgery how patient
will be after _
Spouse frightened after presurqery class
(patient not frightened)
Leave class as is/ )
prepared for what to expect
Include what to expect on discharge
Explain class contents so peaple
£an choose whether to attend
Hold 7-10 days before surgery
rsp Will ask questions after '
'+ Hold class after surgery
- Give exercise class early in morning
Give discharge class in afternoan
Teach diet in 4-8 weeks
1 1/2 hour length is fine
6:30 p.a. is perfect time for class
Missed it/ Return to see and hear
discharge class?
Delay attendance yntil patients feal
better '
After Sth day have veteran patient come
and tell what to expect in next 3 weeks
Hold 1 week after surgery
Meet at 3-4 months, after life is normal
1 4/2 hr. class length is 0K
15E Need some place to sit
Volunteers were nice/ friendly sta#f
Have no interruptions
15F Have someone free to talk to family
Person near you all the tise at home
Some want to see and others do not

{table continues)
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Table L-38 (continued)
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Expressed : ) PRE = R PD4
, Neaed/Prablea/ ' Group . Broup Group
"Objective - Sclution n=10 n=10 n=1t0
15F - Daughter (9 yrs) was too young for class - 1 -
cont’d No children at class, exclude-<14 years - 1 3
Have sppuse'attend after eamergency surgery = - - 3,3
Involve spouse in exercise class - - 2,2
156 - Answer questions sieply/smaothly,
honestly . L 3 - -
Introduce patients to each other 3 - -

Avoid tooc auch technical talk

(eg. 1Ala) in BRID}, keep simple 1,
Teacher shauldﬁédentify self
10-15 minutfs iE length, short classes

1 - 1

Put peocple at epse

Wants to know in plain English

No ridicule A

Do net scare people

Be nice :

No blood .

Nursing Coordinator did not. want "tg
give operation details ' .- 3 -

Allow questions . ' - - o

Allow repetition - -

Knaw patient’s histaory - -

Update content - -

Use laymdn’'s language - - :

Allow option to attend - 1,1 2,3

LIl 2 B . B L I Y B R 2}
1
1

I
(&)
(2]

3

Ll S B I

OTHER responses identified by: no. 3 no. % no. %
1/3 coders . 34 40.9 31 34.0 39 28.8
2/3 mpders ) 22 25.0 26 28.4& 48 35.é
3/3 Coders . 30 34.1° 34 37.4 48 35.4

‘Total gg 100 91 100 133 100

Naote. BGRID=Coding scheme. Each of 1,2, or 3 represents the number of coders
(cut of three) who chose a new code for the sase patient.
*30/30 patients {10 PRE, 10 PD1, & 10 PD4) discussed the Ideal Prograsm.
PRE = Presurgery, PDI = Postdischarge 1| week, PD4 = Postdischarge 4 weeks.





