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CHAPTER 1
INTRODUCTION

Full recovery from a major life crisis such as myocardial infarction
requires nursing and medical intervention, and involves approximately
three months of intensive rehabilitation on the part of the patient. As
the patients' hospital stay has become progressively shorter, rehabilita-
tion information is presented in a shorter period of time. This con-
tinually shortening hospital stay made it clear that some alternatives
were needed to adequately reinforce the education the patients required.
This study was conceptualiized as a result of the author's observations
of this change in care.

As one solution to this problem, a booklet was proposed by the
author which would provide in-depth information to patients during re-
covehy:after leaving the hospital. Specificrelements of the rehabilita-
tion literature were examined to identify content for inclusion in this
booklet. In addition, a flexible format was devised for the booklet, so
that information could be tailored to the patient's individual needs.
Further, it was determined that following this development phase of
constructing the booklet, a method of pilot testing should be instituted

to verify its value to patients as a teaching-learning tool.

Theoretical Framework
The current trends in rehabilitation emphasize the multidimensional
nature of the process (Moos, 1977). Cardiac rehabilitation has been de-
fined as the process of actively assisting an identified cardiac patient

to achieve and maintain his optimal Tevel of physical capacity,
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psychological health, social and vocational adjustment; as well as to
prevent further disease through the reduction or modification of cardiac
risk factors (Comoss, Burke, & Swails, 1979 and Monteiro, 1979). The
professional assistance provided by the nurse is aimed primari1y toward
helping to identify problems, plan solutions, and provide support for
the identified patient who has cardiac disease (Comoss, et al., 1979).

The process of rehabilitation begins with the patient's adaptive
responses to being thrust into the crisis initiated by the onset of the
myocardial infarction (Granger, 1974). The specific adaptations include
dealing with the threat to Tife, pain and incapacitation, the hospital
environment, and the professional staff. Some of the general adaptations
involve the preservation of emotional balance, protecting the self-image,
maintaining support systems, and preparing for an uncertain future (Moos,
1977). Each patient's response to his/her illness and the necessary
adaptations will be unique.

An assumption, based on the crisis theory model (Rosenbaum & Beebe,
1975), is that the timing of rehabilitative processes needs to take into
consideration the specific requirements of the patient. During the
first few weeks after the myocardial incident, the patient may not be
able to assimilate a preponderance of new material. Comoss, et al.,
(1979) have developed a model of rehabilitation for cardiac patients
which includes four phases. Phase I involves surviving the initial
impact of hospitalization and the coronary unit. Phase II includes the
remaining portion of the hospital stay. It is during these firét two
phases that the nursing staff has usually begun the teaching aspects of

rehabilitation. Phase III includes the first weeks at home, and is
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focused on the task of adapting to the prior environment in the home.
This phase may last 4-8 weeks. The last phase, phase IV, begins 6-12
weeks after the incidence of the acute event, and has as its focus the
task of helping patients adapt to whatever 1ifestyle they have chosen.
According to Comoss, et al., (1979), this last phase usually continues
for about 12-24 weeks. It has been suggested that the patient becomes
dependent on others for safety and health needs during the first phase,
and then progresses through the remaining three phases of the theoretical
continuum to maximum independence.

The first two phases, however, have become more abbreviated during
recent years. It will be recalled that the patient may experience
special learning difficulties during these early phases (Rosenbaum &
Beebe, 1975). However, this is the time the patient is receiving nursing
intervention including some information about their illness. Obviously,
with the teaching time shortened, the method of getting information to
persons with the infirmity must be altered to meet the circumstances.

One variable that may also influence a patients' acceptance of the teach-
ing would be the style in which the information is delivered. The health
education literature was searched for the various styles which have been

utilized in teaching patients.

Health Education Theory

Rehabilitation has been traditionally coupled with learning and
patient teaching. The objective of the health educator's communication

is to prevent further illness and to Timit the disease process (Health

Education Monograph, 1967), or secondary prevention. The various methods
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have been identified with reference to style and results (Health Educa-
tion Monographs, 1967; Douglass & Bevis, 1970). Table 1 shows some of

the more common styles used to teach patients about their illness.

Table 1

Styles of Communication Used in Health Teaching

Style Advantages Disadvantages

Fear-Arousing Motivating if 1little Can be inhibiting or
change is required, or immobilizing if great
if strongly supported. effort required.

Can be initiated near
critical event.

Diffusion Can take place over Time consuming. Not
time. Easy to do in systematic and may or may
institutions. not be complete. Usually

not consistent.

Power and Takes Tittle time. Requires an acknowledged

Influence Can motivate an expert to do the communi-
initial change. cating. Momentary impact

only. Changes disappear
unless other environmental
or behavioral support
available.

There are other styles with which to teach patients, but Table 1
includes those most commonly used. Obviously, they have some serious
draw-backs. One, for example, is that much of the teaching time which
is required by these styles, needs to be spent in direct patient-
professional contact. With the early phases of rehabilitation shortened,
including the patient's hospitalization period during which there is the
highest incidence of contact with the professional staff, other teaching

alternatives must be made available. Further, if the assumption which
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was made by Rosenbaum and Beebe is correct, even if teaching is done
during the early phases of rehabilitation, some reinforcement is necess-
ary if learning is to be effective. In order to identify and prioritize
an effective rehabilitation program, learning styles must be identified
and perhaps alter teaching to meet the specific requirements of the

patients.

Learning Objectives

Learning has been separated into three principal domains. These are
the cognitive, affective, and psycho-motor domains, and they appear fre-
quently in the literature (Bloom, 1971; Redman, 1977). These domains
can be used to incorporate the various theoretical issues in order to
develop a teaching philosophy for nurses to use with their patients.

Nurses commonly teach material pertaining to
all three domains..... Each of these domains responds
best to particular methods of teaching. Facts and
concepts are basic to intellectual learning and are
taught by written materials, audio-visual aids re-
presenting the concepts, lectures, and discussion.
Learning of attitudes does not automatically follow
from a knowledge of facts..... Attitudes can perhaps
best be taught by discussing with patients, provid-
ing insight into their feelings and gaining accept-
ance of a new attitude, by providing a model to
imitate, and by helping them to take actions.

Motor skills are best learned through a demonstra-
tion of the skills, with subsequent practice until
they are perfected.

(Redman, 1976, p. 24)

Rehabilitation consists of the patient experiencing the crisis,
Tearning some facts, and developing new attitudes. The impact of written
materials on this process through which these elements are accomplished

by the patient is the focus of the present study.
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The learning objectives of this study are based on the assumption
that the patient is the one undergoing rehabilitation. Thus, the
specific areas which are important include the following: 1) identifying
tasks and activities that are safe according to progressive changes in
physical status; 2) knowing what to do in the event of angina;
3) didentifying the signs and symptoms that require professional assist-
ance; 4) identifying the necessary steps in seeking emergency help;
5) self-administration of medications that have been prescribed for the
treatment of heart disease; 6) designating those habits and lifestyle
activities that may have contributed to the infirmity; and 7) identify-

ing steps that can be taken to prevent further debilitation.
Review of the Literature

Cardiac Rehabilitation Program

A review of the literature pertaining to cardiac rehabilitation
programs was conducted for several reasons: One of the chief of these
was the examination of tobics that were particularly relevant to the
teaching-learning of postfmyocardia1 infarction patients in their early
stages of rehabilitation. In addition, attention was given to the style
of the teaching, the setting, the timing, the number of interventions,
the type of evaluation and the overall cost of the programs that were
reviewed. The studies and articles reviewed came from the programs re-
ported between 1974 and 1978.

A summary of the review literature is listed in Table 2. Since
this information was used as an overall basis for the content of the

booklet, the Titerature which is cited contains information that is



*ALuo L4011s0dx3

AT ® ‘IIT “II °I @seyq

*spaau JL41oads
AULWAIIBP 0] MILAUBRUL
pue aun3oe| :poyiauw Buiryoea|

*suoL}

-BDLpsW pue ‘uoLledLjLpow a[A3s
=341 “)40M 03 UJNIBA “AILALIOR
Lenxas ‘uo0l13essad Huiyjouws
‘uollelL|Lgeysas 40 aseyd

4oea 404 usuwlbad A3LAL3oy

"ubLsap aALsusysaduod
B - UotjejiLqeyss AUrUOJICT
GL61

uewbaog

*sajeaqlLu

40 Abojodeudeyq -ssadls pue

: :_.Lmux Pmo.»u. Lu

. Busows :eurbue 03 sudongral 1noqe sjusijed bulyoea]
*abpamouy Al @seuyd -uoj -d|ay 433s 03 usym pue G/61

40 MBLAJDIUL pazipJepueis juswiesuy Aousbuaswg -eutbue
02=N  °"paj4odad j0u poyiaw Bulyses| 40 AbojoLsAyd pue Awojeuy Jdopual iy
Al @seyq *sweaboad asLo4sxe Ul
‘wedboipaed0a3dais sjuaLyed deipJded 4oy buLureay
pue ‘wyjAyd “ared 4esy Jo *SUOLSSIS uoLjelLsnsad Aueuow|ndoLpaey

JudWaansealy “3J4ed Ajuabauws
buLpaebaua sapnylije uo adteu
-uoi3}ssnb 3s33-350d pue -auq

0L=N

32130e4d pue ‘uotLjeays
-uouap “aunloa| sseid Bul
-pn{ouL uol3ondjsut 3soddns
9jtl dlseq pazipaepuelg

‘weaboud

9SLDJBXS UBR UL 3J4BM OUM
sjudljed jueay 40) BuLuteay
uotjeyisnsad Adeuow|ndorpuey

8461

- JaWLayuLay
pue J43[3siy ‘uemyoz 330qqy

uoLjenjeal

3SelY puR S$S320U(

1U37U0)

3[3L1/4e8)/H0y3Ny

sweaBouad uoLlell|Lqeyay

AJRUOUO) UOJ §/GL-p/6L WOAJ UOLIEN|BAT PUR SSID0UY ‘pajussadd [BLad3ey U0 SLSeydul YILM MOLABY B4NGRUILLT

Z dlqel



TLLitupead] -gLA
1597 SS343S pue ‘sweafoLpaed
-0430913 “|eaisAyd pue Auo3sLH
palaodaa jou =\

ITI ®seyd

“S|RNPLALPUL 01 Sa4N1d8[ pue
8SLOJdX3 IN0Qge SUOLFIBULP
U933L4M  :poyzaw BuLyoes)

*BuiuoLyLpuodad juaLjed

-3N0 pue juarjedu] asLo4axa
JLAJBWOSL “SA OLGOJdY °ldeay
paanful go bui|eay “-A3LAL10e
-uL jo 31asdn eLoos-oydAsd
pue ‘seruyjfiade ‘asnjies

dund pue uted ©3sadpaq 40 BHui
-uoL3Lpuodap :jo Abo|oLsAyd

‘uoL}eY L[ LqRY3d JeLpJed
03 Yoeoudde dibojoLsAyd y
9/61

LL0DDLN pue ||aumeag

*3s93-350d pue -3ud MILAAIIUL
9/=N

11 3seyd

*ade3-03pLA Aq auo
‘adnyda| Aq 3ybney dnoub auo
pasedwos :poyjsw Buryoes)

*sabueys ayh3sajLy
pue ‘swojdwds I “391p ‘suotl
~BOLPSW "I 403 S4030R) ySLY

‘UOLIBN|BAD

{edtdLdwe uy :uoLjdJejul
leLpJed0fll 43310 adey
-09pLA AQ uoL3edNpa juaLieq
LL61

AJdpue pue ‘uaxoedg ‘uaxyoeug

*Aluo fao31so0dx]

Al 8seyd

*BuL[asunod pue 1doddns yiim
34n303| :poyisw Buryoes]

*saljl|Lqeded

}40M JO SuOLjeIL4LSSR|D
BuLpniouL juom 03 uanyad

© U0 SN204{ ‘8seasLp AJalde
Kaeuoudod jo Abo|orwapLdl

*quaLied || 8yl 404 YIMOUD
pue AU9A023J4 9yl ul abels
Jd3yjouy--340M 03 Buruaniay

G/61

SBUUI{~JeMOg

uaLjenjeay

9SBYJ puR SS300ud

31U23U0)

3[311/4034 /d0yIny

(Panutjuod) 2 a|qel



*Aluo Auo0lLsodx3

Al @seyd

*buy{asunod

Juswfo|dw3 ‘Bul|asunod

40} S|edddjiad dLd3eLYdAsSy
*s1alydwed :poyjzsw Buryoes|

TSALYINDLISLP IZLWLULW 0]
35L049%3 pue uluaaf(BoaztLu
40 asn  ‘swajqouad |eaibojo

-YoAsd pue °saL3(NdLy4Lp

Kl Llwes “da01%10} *SLS
-oubeLp ul s3s83 40 asodund
‘eutbuy -uorjodejul [eLpJaed
-0AW Y)LM PI33BLIOSSE 4RI

*u0L}OARJUL

Leipaed0AW 3}nde Jalje
uoLjelL|tqeyad A3 Lunuwo)
vi6l

MeysMed?)

"

IIT “II 1 ®seyq

*SUOLIONUISUL USTTLAM

pue €3JULU3|0} 3SLIUDXS JO
UOLJRUISUOWIP “UOLSSNISLP
40j BliL] PUR UOLIRWJIOLUL

*lenNpLALpUL yoed J40J
uesboud ssLoaaxa oLjioads

JUOLJoAR UL |eLpAed0Aul

® 191J€ 3SL2J49X3 yonu MOH

fedauab yjim sasse(d ‘jen pue s, {*3J°W Ul 3SLIUIXD 9/61

*Lllwpeady e uo BuL}say 9SLIOU3XI -pPLALPUL 03 34n3oa| Sweaboud pautjap butpniour BuruorjLp
00Z1=N pa4nionuls  :poyjaw Bulryoeaj -U0284 J04 AILALIOR |eddudy uayoy

*SOLusy3si|ed yim Burbbol uo

/pue buryiem BuLpn|oul uawibau
*dealk 3SLO43Xd JL41o9ds -sjuatjed *9SeaSLp 3J4edy AAPUDAOD

| pue ‘syjuow ¢ 3e “asLoadXd
-add je paJdnsesy -uoL3dunsuod
uabAxo [eLpaedod pue €Ky1oeded

Al 8seyqd

‘6ulL|8sunod pue auan3day [en

eutbue pue sjustjed uoLjouey
-UL |eLpJaedoAW Y309 404 ‘S5359]
$S343S 43330643 U0 || Lwpeaud)

yiim suosdad jo uoLy
-ejl|Lqeyad ayy jo 3oadse
3uQ :buLuLeJ3 asLduex3

A40M ‘3unssadd poo|q JL[03SAS  -PLALPU] "3S@} S$S343S BuLdnp Ag paansesw *sarjl[Lqgeded G/61
‘as|nd :suajsweded o160)0LsAyq 9JURJ3| 0] BSLO4SXd 4O U0t} [eoLsAyd JO JuUBUISSISSE UO paseq

ac=N -eajsuowsp :poyjzaw Suryoes) weabodd BuruLedl asLiIudax3 MO Lumoug

uoL3engeay 3seyq pue SS8204( 1U33u0Y) 3|1l /4ed) /d0yny

(panuLjuod) z alqel



10

"UOL3DJdRIUL |PLPAEI0AU
J314€ Syjuoll X[S a[Eiou

40 540301paad Se SsausAaLioe
PU® JUBWSA|OAUL [BLD0S

"aJdieuuotisanb pafiew yjuow Al aseuyd “jusuwAo|dus pue ‘uoirides £/61
g J4ad sn1e1s Y3 eay paALadUa4 -43d yj|eay “ssaudaLioe ‘abe
29=N *Apnas aaL3diuansaq :9eaow buLyosyte sajqetaey A3 Lddey
*SuoLledLpaw SALSudlUadAYyLque
pue ‘uoLrsuajuadAy apLqey 2L61
*Kluo ‘uoLsualdadAy [eL3uUasSS]
"9lqedijdde Joy  9dUSU4IA SB pasn €Auo3Lsodx] "ABojoLsAyd aunssaud poo|g zZsing
1 aseyq *sJa0j3eALzom jusijed
pue 31gey 3y3 jo auanjepy "justzed
*sanbruysay uoty ‘WR3SAS UR|NISRAOLPARD JJ4eay syl pue bupryows
-BOLiLpOW J0LARYDG Bugsn uol pue jdeay ayjz uo Buryows jo 9/61
~=SSNIOSLP Y3LM |enpLALpuL 03 ABofoLsAyd-oyyeq -saseasip
"pajaodads 30N 24n3103| :poyisw Buryoea| 49Y30 03 SHSLd  :Bubjows syn4

IIT “I1 aseyq

‘3L3149p OL)123ds 01 paueab

"5uU0L1eDLpaW 3nhoge

*pasead BuLyoesl *Buipueisaspun Bulyew uoLsLoap 404 SaL]L *SuoLjedLpa obeuew 07

Buryoeal “Bu11s9l UG 3984400 ~SLW 40 SS3uye3IM pamoys 1S3l =4d0Ldd  “uLuasafiboazLu pue Sjuaijed deipJaed burysea]

UOLJewAOfUL uaym *abipamouy USYM "SUOLIINAISUL UITILUM “uLpLuinb fx1se| ‘ulxobLp G/61
404 3s93-3sod pue -aud |edp pue S|enpLALpUL 0} S$34n3da| Isuoljenipaw 2L410ads Jo

62=N ALl L3adaud  :poyraw Bulryoea) asoduand pue ‘uotioe ‘awey Kaaagag

uoLgenjeay 9seyd pue 3sodung Jua3u0) 3|3L] /403 /A0Yy3ny

(panuijuod) z a|qey



11

dn mo[[0} 03 BSJ4ny

Al pue JII 8seyd

*auoyd Aq A|doom
*Adeaayy
pue uGl}EINPd {ENpLALpUL

*LeLUSIp 40 uoL3Lubodau
‘uoissaudop ‘utred 3sayd
1UOL3eONPa JO JUBIUO)  *2JUIIS
-8 eAUOD Buranp uctssauadap
pue |eLuag “°aseyd |ejLdsoy

"uoLjadejut

Letpaedoi Jo seseyd jejrdsoy
-3s0od pue -9ud ayy ul siuaijed
40 suoijoead oibojoydAsd ay|
G/6l

*Aluo Laojtsodxy pue dnouab :poyzsw Huryoes}  -auad Butanp aded Burysas Aelag wasse) pue 339)deH
"juaiyed
111 aseyd JeLpJded 8yl pue A3Lpenxas
*pLOAR 03 Jeym jo suoLisabbng €161
*asnods pue jusiied yjLm *S3SVISLP pue yj|esy ut
*ueLoLsAyd o3 oeqpas) |equsp uoLssnastp :poyjzaw Buryosea] X3S 01 sasuodsad 2L60[0tSAyd Y tidLug
*SUOLQBOL)LpOUW 403004
3}SLJ4 pue fuoLIUSAUDZUL
SLSL40 paysabbng  raseastip
J4E3Yy 03 uotjoead AfLwed “S10308)
*uoissaadsp pue |eLuap LeLdosoydAsd :uoLjdJejut
AL “III IT °I 8seyd *3°L ‘suorjoead 3ALjdepe|ey LeLpAeD0AW WOoAs AUDAOIIA | N4
*9SeasLp 348y 03 SUOL}Oedd vi61
*Bul {euotjows “*SLSL4D [BLIOS
‘pajaodads oy -19sunod :poyzaw Hurydea] -oyoAsd e se 3seasLp JJ4eay Jaburay

‘KLU0 |BLADFRU DIUIUISDUL

*340ddns

*9J4ed deLpJaed Aduabasuwe
pue add j0 spaepuels

404 Aaojlsodx3 8oL 9} L] paoueApe pue juoddns vl61

-3oe4d pue ‘uoLjeslsuowsp 3)L| JLSeq 40} BUERD JO Spde
*a|qeotL|dde 30N €34n308] :poylaw Buryoea) -puels -juswiesu] Aousbuaswy uop.09
uoLjen{eay 9seyq pue asodung U93u0) 3l1Ll/4e3} /uoyiny

(panuLiuod) g 3|qey



12

"uoL3odetulL
letpJdedofw-3sod A3LA1300
lenxas jnoqe aaLeuuoi3sanp
£8=N

AT aseyq

*Apnys aat3diaasag

"UOL}A3X? |BNXDS 3N0QEe SJedy
9SP3 01 9S124axd [LILSAUd

‘U0L1RZLAR|NDSEADL

pue uorjdJdejul jeiLp

-4BJ0AW 4334 sjusijed But
-S1248X3 Ul AJLAl3DEe [enxas
8/61

NETRLET
pue 338M ©[|aMlue) ‘uojsuyop

‘weaboud A3paLgoe
Yy3tm douel | dwod 3uLualap 03

IT pue [ aseyq

*UOLIBDILSLPOW 403DR) %S|
ssasse 03 abueydsip 4aje
§39M U0 ILSLA BWOY SUO Y LM
94BD BWOY INOQE SUOLIINASUL

‘f31s3qo

“swaiqoad |amog -Butyouws
pue °ssaJls ‘uoLsuajuadAy
1S40308) YSLJ “3dedy

*S3[nsad AueuLwygaad

pue Abojopoyjau--340443 weay

8yl :uoljejLiLqeyas oeipaed
juatjed-ut o3 sdegs ybL3

MBLAARIUL Buoyda|a] -3bpa| U333 LdM 33Lldq pue *siajyd Yyl jo AboloLsAyd *asiouaxs 9/61
-MOUY 404 3S@3-3sod pue -3auq -ued  “dnodb pue jenpLALpuL  paUn}onu3}s Butpniouy <£31aL3oy
0GE=N 03 a4n3d3| :poyjaw Suryses} f104915310yd MO :331Q uojsuyop
‘uotjedL)Lpow
403084 3SLd pue ‘Aunful *14®9Y 9y}
Letpaed0Al 4O Bul[eay ‘walsAks vi6l
JRNISeA-0OLPARD By} 40 ABO|OL
*a[qeoL{dde 30N *lBLADIBW 3IUDUIYSD4 FuadX] -sAydoyzed pue ABojoLsAyg 3SUNH

*9qedtdde qop

leLldajew 3dUa4a40d
404 “ALuo aAaL3dLansag

‘uoljelL|igeysd pue
‘a4ed Aousbasws ‘uoLjuaasud

©3}or330 J4RAY SLSOUI|ISOUBYIR

‘uolsualaadAy -juswieau)
pue ‘Abojoyred *ABojoLwspLda
S3SEASLP JB|NDSBAOLDJUR)

"uoLedL|gny
UOLIRLI0SSY JUBBH URD L3y

/6L *s3oeq 3Jeeq

uoLjen|eas

aseyqd pue asodung

Jus1u09

31311 /4e84 /doyIny

(panuLiuod) g sjqey



13

Al 9seyd

*Buiyew uoLsioap pue ‘sjuaLied
uot3odejul [eLpJeI0All
-1sod 40J 3sLoJ4axd 9[qejdalrde

“jusryed

95easLp JJeay Aaeuodod a3yl

40 UOLJ®IL[LGeYad asLodax]

40 sadfy -yoeqpasy o1boy L6l
*951oudxd dnodg -juaried 03 -otsAyd *SA paunzoanuls “sitJ
ENY a4nj3oa| :poyjsw Buryoea) -9uaq pue asodund :8s1243x3 uoa
*sjuatied oeLpaed
11 pue [ aseyd J0 sdes) jenxas buisel
‘S4edy b6l
*asnods pue jualied 03 juatyed pue suoijsanb bul
uopN 94n3231 :poylraw Buryoses} -Beanosua “A31AL300 [enxag uosMe
*po0J JO 3njea
fetoos bBuLaaj|e £q pabueys -Apnis
£1153q0 snousboxa~--uoLjusarady 3J4edy weybuiweay -aseastp
*9SPasSLp 343y 03 YSLJ se JJeay Adeuouod pue £3153qQ
Al pue III ‘Il °I @seid $3pL4adA|6i43 pue |04d3sajoyd €61
:spirdil  *9seasLp jaeay 03
620G=N *Apn3s aaL3dLadsaq 40s4n234d se u4ajjed ybLam [Buuey
"uoLjedLjLpow
91A1S 9JL| pur “38Lp wWNipos
Al 9seyd Mo| ‘@ouel|dwod uoLyedipsu *suoLjedt [dut Buisanu
*S]uaWaJnseal Se YINns Juswipesdl yoes) pue {edipawl :uolSuldldadiy
d4nssaad pooiq °aduel|dwod *s3aLyd *S5843S ‘A31$3q0 ‘Bupjows se 9/61
uotjedtpaw 3noqe suoLlsan) -wed US1LJIM S|eNPLALPUL  YINS SJUOINGLAJUOD pue SISEISLP
*pajaodad jou=y 01 24n329f :poyilaw BHurydea] 49Yy310 03 SYSLA  :uoLSualAadAy sauop
uorjen|eal aselyqd pue 3sodang 3U33u0) d[ILL/4034 /4a0yny

(penuijuod) 2z ajqel



14

68LL=N

*Aluo aAL3dLadsaq

*aoue|nque 34eay pajso
-66ns ‘uoljduejul (eLpJed
-0Aw jo sseyd [ejrdsoy-aud
BurLanp yaeap jo aduspLoug
‘uoLssiwpe |ejidsoy 03
40t4d jusuesasy Aousbuaaug

*94BD SALILULJSp pue
UOL3DJRJUL [BLPJEIOAW a3nde
40 13suU0 uaaMIaq SAelaq
bi6l

9{0d

"S3pNI L1378 ULaY]

“9SPA5LP 3409y AUBUOAOD 1O
UOL3UaAd4d pue 19Lp BulLJLSD
-u02 53da9du0d juasaad awos

jnoge sfeuoLssajoud BuLdLysead 8/61
03 adLeuuoryssnb pajfiey *K1153q0
L12=N *Aluo aaL3dLuadsag pue s$38Lp {043353|0yd MOT wnaoN
R "J40M 01 uJan334 pue
‘uoLssadadap ‘juswyesdl £ouab
~-43W3 -juaLied yosea 4ol S3UO
dt4108ds pue ‘uLuaaf|fourtu
1suoLledtpay  “buryows €ssaudls
‘UoLsUdlLRdAY 15403084 MSLY
I1 pue ] aseyq *$$200ud Burjeay 3atp [0ud1 *9SEISLp ]J4edY AURUOJOD UL
-S3{0Yd mMo| ‘A3LALIOE |[BnXas uotLjelt|itqeyad Joj weaboud y
*suoL3issnb jnoge uoLssnosiq 30 AbojoLsAyd "doeqpaay 9/61
*$313|ydwed uoLIBLI0SSY J4eIY J1bojoLsAyd pue paanionays
auoy uedtdawy :poyzew Buiryoea) --9SL2J48%X3 pue A1LAL30Y |Sumyedg pue L[02JLN
uotLjen|eay aseyd pue asodung Jua3U0) 3L1/4eD) /U0yny

(panutiuod) z aiqel



15

IT pue [ aseyd

‘LenpLaLput

‘A1LAL3oe
{enxas butwnssa 3noge Huy
-UJBM  ‘34aning |enxas inoge

‘quatied Aaruodod
Yl UL JOLABYDQ [BNX3S

Y3LM SSNISLp “suoLlsanb aq A3a1xue 3o ubLs se juatyed 8/61
Aew yoLym J4oLARYIG JRB[DUN JO deLpued sjew pazL|eitdsoy uL
BUON  uOLl1eA4DSqO  :poyjaw Buryoesj JAOLARYIG |BNX3S DALSSAUE6Y Lz|eas
"uoLssaudap "A1LALIO® [enx3s uo joeduy
‘pal40dsd joN  :aseuyqd pue Buibe ‘usbue ¢A3aixue 9/61
1UOLIOUARIUL [RLPARIOAW
JuoN ‘94n308| :poyjaw BuLydseaj bulmo| o4 A31AL3oe [enxag Meysuay
*A1LAL3oe
Lle j0 uoridunsad {enpeub
e 404 3|NPaYIS pue YoM 01 *sjuaLied

IT pue [ ®seyq

uAn3ay  auswiesul Aduabasuy

*38LP |0491SI|0YD MO|

UOLIDAB UL [CLPJIRIGAL-15S0d
J0J uoLlen|eas buryoes] y

‘BuLyows °ssau1s ‘uorssasdap G/6L
‘3Jdteuuoiysanb sbpajmouy *18(400q padedaad pue ‘X3S A1LALIOY  "IseasSLP
$2=N 24Nn3031 :pouzaw Buryses] AJeuou0d Jo ABojo1sAyg ayey
IT pue [ aseyq
"3 A0M *A3oixue asessddp 03 Hul *K11s98q0 ‘uQl]odejut [eLpaedoAl

40 |3A3| pue BuLyowS paseaud

-18suno)  *pabueyosip usym dn

pue SS3J3s ‘bulyows ‘uoisual

Yaim sjuatjed uo 3oedul

-9p 404 3duey|dwod 40 quo0dau -M0| |0} auoyd -s19iyduwed -49dAY ‘ssuo orj1oads pue 5,403e011[1QRYDdL BSUNU y

43S 1s81 sbpamouy -1s1| UoL]BLO0SSY J4RSH uedLJAUY utaadfboagtu  :suorjestpay 1161
A08Yd woldwAs -S8U0ds A1aLxuy *dnoub pue penpralpul 03 *95easip A48jue AURUOUOD 3SLD

20L=N 34N3338| :poyjzaw Buryoes| -49X3 pasniondys <ABootLsAyyg uszog

uotyen|eay aseyd pue asoddng JuUa3U0) dL)LL/Ued)/A0yIny

(panuLiuod) z 3|qel




16

ajqeotidde jop

‘leLddjew
92UdUBJBA U0 “AU071LS0dXT

*S4030B) YSLA

JO uoLjedLlipow pue “SySLd
aldiynw ‘Buryows ‘uolLsual
~dadAy ¢s|9A9| pLdi] wnuas
pue 3aLp :S4030e} sid Jofey

*S3SPISLP J13048|25043Y3e
34yl 40 uoL3usadud Auewidd
061

PLBJUaLL] pue Jajuels

a{qeotjdde 30N

*Aluo 38A13dLudsa(Q

*A4abuans ssedAq
KAeUOU0D ‘RLWBYDSL JUBLSURUY
‘asiodaxa papedb ‘Aydeaborbuy

"]edLpaul pue [ea buns--aseastp
Kugjde Aueuod0d Jo juswabeuey
vi6l

baaqua pue adusdg

*SS9ULS

40 UOLILULIDP “STUBAD BL) “SS343S
11 @seud U394 “suusjied solAeyaq pue uoL}ddejul |BLPARIOAY
€$SaUls 03 suoljoead dLbojol 9/61

*pajdodas o *$33[%00g Pu®R UOLSSNOSLP ~SAYd uoL}dUBJUL [ELpPARDOAW
LL=N dnoub :poyzsw Buryoes] 01 3Sl4 se jatub pue ssauilg fels
*SuoL3Ned pue “ur4aakboagLu
‘abes03ls ‘uaxel sq pLnoys 1noqe sjusirjed Buryoes|
3L Moy “oye3 03 usym :Bul LLBL

-4oeal juatled 404 BLUDI LAY
* QUON *pagzdodad 30N ‘ULuadfbougLu g0 uoLjoy Ka|dLyg
uotLjenjeay aseyq pue asodund Jua3uo) ?|3L1/4e3} /H0yny

{(panuLjuod) 2 aiqey



17

d|qeot|dde 30y

*leLJdateu
d3Uadsfad 40j A403Lsodx]

*3S94 pue A3LAL3OR

‘19Lp ‘suorjedipaw ‘uotjesuad
-Wwod3p bBuirziubodaua “aseasip ayj
buLpuegsaspun 3noge uoL3eonpj
*ATLAL3OR €33Lp “sOLlaudntp
‘syleyLbip  :sjuswjesd) *4H)
40 swoldwAs pue subLs -sasea
-SLp paje|ad ‘sun|ley jdeay
dAL1s3buod Jo ABo|oLsAydoyzey

*gdn[i1ey a4eay

9AL1S3buod yjLm Juaijed ay]
9/61

NEIRGT

*MaLAJDIUL duoydaja]
pajaodaa jou=)

[II pue [T 3seyqd

*91dnod 8yl yiLm

Bur|asunos :poyzaw Bulyoes|

*AyLenxss Builosgje saojoey
leLoosoyshsqd “A3LAL3oe
|BNX3S 03 35U0dsad Jejnasea
-0LpJde)  “ju3ijed oelpuaed
3Y3 Ul pue [BWAOU--3SU0dSau
Lenxas o|ew 3yj ;o ABofoisAyd

*jusijed deipaed pabe
-9[PpLW 3yl pue A3L|eNX3S
961

$370H

a(qeot|dde 3oy

"Letdajew
30Ud43)94 404 A403Lsodx3

*adniLey juaeay

9AL1Sabuod jo AboporsAyd
-0yjeqd adnpiey juesy sAaL3sab
-U0d 4oy swoirdwAs pue subiig

*justled uoLldde Ul |RLpARD
-0AuWt 3Yyz UL SANnfLey A0
L6l

Jauue]

‘91eJ uoLSSLwpead [eridsoy

*UOLIoJBJUL [eLpJARd0AU
-1s50d juswisnfpe ajL]

‘A3a1xue 3sapLuew Jo|he] “afeds Al 8S®eyd °UuOLIOUNSSAP |BNX3S pue “3uoM 07 1161
uotssaudap bunz <MaLAddlul UinN3ay “|eLudp °SA uorssauadap

89=N *Apn3s aALldidadsag UOLJOURJUL [BLPARDOAW-S0 TRELT

uotjen|eAl aseyq pue asodung 1U33U0Y 31311 /4RBA/AOYINY

(penutiuod) 7 s|qey



18

alqeoyjdde 30N

*|eLdajew
90UUDSDA 404 Au073LS0dX]

*s$an3Lls

-gns 3les ‘unissejod utL yoLd
1391Q  "9pLJ4O|yd wnissejod
:SuoL3edLpa wnissejod

pue Aaupiy ayl jo ABojoLsAyg
‘elwsjeyodAy jo swojduds pue
subis ‘erws|eyodAy 30 sasne)

*qusiijeauy
pue asned--eLwa | ejodAH
8.61

uos3oep pue Lyng ‘44niaz

*uswibad 03 souel|dwod 4o uoLjew
-1353 -abueyosip-1sod syoom
p-2 “s4Leuuorisanb pauanionais
8E=N

IT 8seyq

*UOLSSNISLp
dnoug -saunjoa) pade;
-08pLA  :poyjaw Bulrydes]

*S4030e4 YSLd J3Y10 pue
*A31s9q0 “Bupyows o S309443
*9SLOuaXd paseq A3 iunuwo)
*sbutuJdem pue saLliALloe
182UDS3 | RAUOD JO SBALIJBlGQ
*bullesy UOLIDJRIUL |RLPARDOAW
pue aseastp Adajde A4euouo)

*uoLjodejul
|eLpaed0Aw buLmo| [0}

wesboad uoLyeonpa [e3Ldso
2l6l

JA3LY3ney pue JAeMpOoH

UOLIRN|eAT

aseyqd pue asoddnd

JUa1u09

813L1/4e3,/H0yIny

{panutijuod) 2 a|qey



19

clearly based on research, as well as scholarly expositions that comprise
the opinions of professional experts in the field. This is indicated

in the evaluation column of the table so that research data are differen-
tiated from expert opinions. Timing, as a variable, was included to
identity the patients' phase of rehabilitation, as defined by Comoss, et
al. (1979). It is noteworthy that only one study identified cost of
implementation. A more detailed account of those studies particularly
concerned with the evaluation of rehabilitation are discussed in the
following paragraphs.

Three of the programs reported in the literature described compre-
hensive rehabilitation programs for the myocardial infarction patient.
A11 three focused on the first two phases of rehabilitation (phase I and
I1), and emphasized jnpatient teaching that was either under development
or fully operational. The areas of interest for the purpose of the pre-
sent study include the methods of evaluation, and the two variables of
knowledge and the mood state of depression, which were identified as
having an effect on the outcome of the patients' rehabilitation.

Garrity (1973) found that perceived health status of the patients
at the time of follow-up correlated significantly with the patients'
return to work. Health perception was more predictive than the severity
of the attack. Other variables found to be predictive of rehabilitation
included socio-economic status, past work involvement and the influence
of significant other people in the patients' lives. The presence of
other chronic health problems, the patients' perception of the severity
of the attack, age, and the number of dependents were not found to be

positively correlated. The conclusion of this study was that a patient's
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perceived health and objective clinical health may be different. Thus,
patients may need some assistance in interpreting their actual physical
health status. This is particularly important if patients are expected
to make decisions about their activities, diet and medications based on
their own observations of their changing health status.

Johnston, Cantwell, and Fletcher (1976) developed a team approach
to inpatient cardiac rehabilitation which used an eight-step protocol
for range of motion, activity, and exercise. Team members consisted of
physicians, physical therapists, dieticians, recreational therapists,
social workers, and nurses who were responsible for the educational
aspects. Their study included 350 myocardial infarction subjects who
were less than 70 years of age, and were free of other systemic disease.
A pre-test for knowledge was administered prior to teaching, and then
patients and/or families were provided with pamphlets and other educa-
tional materials (primarily supplied by the American Heart Association).
Topics covered verbally by the nurse in either individual or group sess-
jons included the anatomy and physiology of the heart, heart attack,
atherosclerosis, and risk factors which contribute to heart disease.

The material was reinforced just prior to discharge from the hospital,
and discharge advice was given. The final evaluation of knowledge was
the administration of the post-test just before discharge from the
hospital. A home visit was made during the first post-hospitalization
week, for the purpose of reviewing medications, discussing problems, and
performing a brief cardio-pulmonary examination. Follow-up outcome data

were obtained by telephone conversation at thirteen months, and the
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findings at that time were:

56% actively working

66% adhering to a fat-controlled diet

77% continued an exercise program

70% lost excess body weight

91% had their blood pressure controlled

60% had stopped smoking

(Johnston, et al., 1976)

These results were based on the subjects' self-report, which may be
biased by the subject's interpretation of the outcome criteria. The
figures may also be subject to some inflation due to the tendency of
patients to respond positively to the attention of the investigator
since there was no control group for comparison of this placebo effect.
The team concluded, however, that the rehabilitation program within the
hospital was beneficial in helping patients to modify their contributing

coronary risk factors.

Evaluation Studies with Knowledge as a Dependent Variable. Another study

by Pozen, Stechmiller, Harris, Smith, Fried, and Boight (1977), described
a program for coronary rehabi]itation in which a nurse rehabilitator
supplemented the usual physician/nurse routine in the coronary care unit,
as well as during phase II of rehabilitation during which the patient

was hospitalized in an intermediate care area. One hundred and two sub-
jects were studied and classified according to a "low risk" (I and II)

or "“high risk" (III and IV) catagorization using the Killip Classifica-
tion. The subjects were then randomly assigned to either a control or

experimental group.
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The methodology of the Pozen study involved the nurse rehabilitator
visiting the study group of patients daily for 20-30 minute periods. The
purpose of these nurse-patient sessions during the early hospital phase
was to reduce patients' anxiety, and to provide reassurance and explain
the ongoing procedures and events. The focus of the sessions was changed
during the later hospital phase toc emphasize knowledge about heart dis-
ease, its treatment, diet, activity, medications, risk factors, and early
warning signs of further heart problems. The process included both ver-
bal and written material emphasizing early return to work and minimizing
anxiety. Follow-up at home was a physical assessment of the patient and
questions for the purpose of facilitating rehabilitation. An evaluation
of the program was conducted at three intervals, including one day after
admission, one day prior to discharge, and six months after discharge.
Two dependent variables, 1) the decision to return to work, and 2) the
amount of work to be done per week, were analyzed with the assumed
intervening variables. These intervening variables were thought to be
knowledge, scores on an anxiety scale, the Hopkins Symptom check 1list,

a self-report questionnaire regarding the patients' compliance with non-
smoking and weight reduction, and the Bush scale to evaluate functioné]
capacity compared to their pre-heart attack function. The findings of
this study revealed that the nurse rehabilitator was effective in improv-
ing the patients' return to work (see Table 3). The table shows that
there was a greater percentage of peoplie employed in the study group
despite the presence of high or Tow risk to complications. In addition,
it was apparent that a large percentage of those in the control group

were reportedly functiconing at Tower levels than their pre-infarction
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work status. If the results are extrapolated, then it can be surmised
that the impact of a consistant person who is present to facilitate the
rehabilitation can have a positive effect on the pétients' return to
work. | |

This study was well designed to control for many of the customarily
identified intervening variables. The self-reports of the outcome
variables of this study were coroborated by reports from people near the
patients. This served to validate the patients' self-report. However,
desire to have a positive effect on the study outcome can bias anyone
connected with the investigative process. There were patients Tost in
the sample due to a change in their "risk status" which may have elim-
jnated some of the least compliant patients from the study. This pro-

blem is part of the difficulty in clinical investigations.

Table 3
Results of Pozen, et al., Comparing Physical Complications

with Employment Outcome

High Risk Low Risk
Work Function : Study Control Study Control
N=32 N=27 N=17 N=12
% Employed at 6 months 81 61 75 67
% Function was equal to 78 59 94 50

/

pre-infarction status

(p¢-05)

Rahe, Scalzi, and Shine (1975) published the results of a compre-
hensive educational program whose focus was to develop a booklet which

would serve as an aid to learning for the patient who had experienced a
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heart attack. Further, they developed a knowledge questionnaire with
which to evaluate the overall teaching program. Content of the booklet
and test included the nature of coronary heart disease, coronary care
unit emergency care, diet, cigarette smoking, physical activity, psych-
ological factors of importance in coronary heart disease, return to home
and work, resumption of sexual activity, and the use of medications. The
design utilized in this methodological study was a pre- and post-test
which used the knowledge questionnaire they had developed. All subjects
were under 65 years of age, had experienced an infarct for the first
time, and were functionally able toc return to work. The sample was
further described as having had a college education and being in the
middle class of the population. Their 24 subjects were given the first
test between the fourth and seventh hospital day, and subsequently were
given the booklet to look over at their leisure. Several teaching sess-
jons took place over the next week, the purpose of which was to reinforce
particular content areas of the booklet or to answer questions. Family
members were included whenever possible, and a dietician helped with
diet modifications. Shortly before discharge from the hospital, the
knowledge questionnaire was re-administered (between the fourteenth and
twentieth hospital day), and the scores were compared with the initial
administration. The knowledge test was designed to test for accuracy of
information, as well as to discriminate for possible misconceptions.

The mean data for the two administrations of the questionnaire were
very similar. Scores ranged between 57-74% correct answers for the pre-
test, and from 66-77% on the post-test. This was a small, but statisti-

cally significant increase in the total number of correct responses. The
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individual test results were somewhat less clear. The lowest percent
correct score was for Section F (return to home and work) on the pre-test
administration. Some improvements were noted on all the post-test scores
except on Section C (physical activity). Section F scores were signifi-
cantly increased on the post-test and this may be attributable to the
lower pre-test value which provided a greatér range for possible improve-
ment.

Rahe made some conclusions in the study that seemed poorly examined.
For example, they had no control group with whom they could compare the
results. This, coupled with a loosely organized criteria for subject
selection, could have allowed many unaccountable intervening variables
to effect the outcome. In addition, the study was two-fold. One purpose
was booklet development, and one was questionnaire development to eval-
uate the teaching program. It is possible that the questionnaire was
less thoroughly examined because emphasis was on the teaching program
jtself. For the purpose of the present study, the questionnaire does
have face validity and the results are available from which to compare
current findings. Also, the test was constructed in modules which
facilitates the evaluation of a content that varies from patient to
patient. The test was developed with the specific aim of disclosing
learning misconceptions, as well as enhancing correct knowledge. For
these reasons, it appears that the questionnaire has much to commed it
and it could be helpful in evaluating the present teaching program. This
was further supported by the literature since there were no other quest-
ionnaires published which tested for knowledge, and whose results were

available for comparison.
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Evaluation of Depression. Depression is one of the affective responses

to the impact of a major illness on rehabilitation. A study which focused
on predictors for life-adjustment following a myocardial infarction was
conducted by Stern, Pascale, and Ackerman (1977). Patients were inter-
viewed six times, beginning early in their hospitalization and ending

one year post-infarction. Two groups were initially identified in this
descriptive study: 1) those scoring high on scales to measure depress-
ion and anxiety, and 2) those whose denial was assessed by interview and
then validated by Hackett and Cassem.

It was found that the patients depressed at six weeks remained de-
pressed at six months, as determined by a score of 40 or more on the -
Zung Self-Rating Depression Scale. Seventy percent continued to report
significant depressive symptoms at a one year measurement (Stern, et al.,
1977). The significant items on the Depression Scale were a lack of
fulfillment in Tife, an inability to do things as they did in the past,
a sense of uselessness, and a decreased libido. Somantic complaints
were rare. Furthermore, depressives failed to either return to or re-
main at work. Also, those with depression had a much higher readmission
rate, and the mean age of this group was 46, as compared to the patients
who scored high on the denial measurement, whose mean age was 56. It
was concluded that patients depressed at six weeks post-infarction com-
prise the population at risk, and it was suggested that outside inter-
vention is necessary in order to have an impact on this depression.
Group and/or brief psychotherapy were postulated as possible interven-
tions for such high risk patients, and the importance of physical condi-

tioning was stressed as a result of the findings of Hackett and Cassem.
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The purpose of the physiéa] conditioning was to control depression by
raising self-esteem, as well as to begin to return to their former
position in the family heirarchy.

The study was tightly designed to determine some possible predictive
variables for rehabilitation outcome. The results of a measurement of
depression at six weeks into the rehabilitation process was validated,
at one year follow-up, as a predictor of whether a person might be work-
ing. This finding further supports the idea that non-physical variables
can have a significant impact on the outcome of rehabilitation. In this
instance, a measurement which predicts early in the rehabilitation pro-
cess will allow time for early intervention.

Therefore, patient education was shown to be helpful to people re-
covering from a myocardial infarction. Other important variables which
had an effect on the rehabilitation outcome included socio-economic
status, depression that persisted at six weeks post-infarction, and the
patient's perception of his own health status.

In summary, while patient education has been he1pfu1 in the recovery
of post-myocardial infarction patients, the timing of this teaching
might be brought into question. Traditionally, this teaching has occurred
during the crisis period of the rehabilitation. The education given in
the hospital has had varying degrees of success. It may be that learn-
ing which takes place after hospital discharge would possibly have more
jmpact on changing behavior. Even though it may be convenient for the
staff to do teaching while patients are in the hospital, patients may
simply not be ready to learn, or they may not have identified their own

particular rehabilitation needs. Although Rahe's group demonstrated the
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acquisition of some knowledge, the results of the scores were still in
the modest range of 60-70% correct responses. Verbal instructions are
often necessary to assist the patient in applying the information to his/
her specific case, which was supported by Pozen, et al., (1977). However,
written instructions have the added benefit of being available at home
when the patient is confronted with the rehabilitation task and has

immediate needs for the information.

Purpose of the Study

Since the literature showed that inpatient teaching might not be
effective alone, the task of the present study was to develop a compre-
hensive, modular, individualized booklet which would be given to patients
at the time of their discharge from the_hospital. The objectives of the
booklet in regard to the patient's learning were to provide the patient
with information with which he/she could make safe, knowledgeable de-
cisions regarding fdture health and 1ifestyle. It was intended that by
individualizing the booklet, it would then provide needed information
which would be relevant for the patient's study at home, as well as
stimulate questions which may be answered in follow-up visits to their
health-care provider.

The content of the booklet was evaluated through pilot testing
which would assess its effectiveness to patients and provide information
for necessary revisions prior to publication for clinical use. For
these reasons, this study was particularly interested in the development

and evaluation of the individualized teaching booklet.
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Questions that were of interest for the evaluation of the booklet
include:

1. What is the effect of the teaching booklet on the gain scores
between the pre- and post-tests of knowledge?

2. What is the effect of a gain in knowledge on the patients' level
of depreésion?

3. What is the effect of the demographic characteristics on the
patients' knowledge or depression scores?

4, What effect will the degree of severity of illness have on the

knowledge or depression scores?



CHAPTER II
METHODOLOGY

The purpose of this methodological study was to develop and pilot
test a comprehensive, modularized teaching booklet designed for patients
who have had a myocardial infarction. This chapter is written in two
parts; first is the presentation of the content of the booklet which is
followed by the methodology used to pilot test the booklet, including
the general design, setting, subjects, identified variables and plan for

data analysis.

Development of the Booklet

Using the reviewed 1iterature, a teaching program was written which
included content in such areas as the nature of heart disease, risk
.factor modification, diet, medications, and activities. Three features
were distinctive in this program. One was its comprehensive range of re-
habiljtative factors. Second was its modularized format which allowed
maximum flexibility. Third was the use of a page of key concepts pre-
ceding each module.

The teaching program was critiqued by physicians'and nurses whose
areas of expertise were either the care of cardiac patients or patient
education. The booklet was revised in accordance with the recommenda-
tions of the clinical experts, as well as a further review of the in-
formation obtained from the literature. At this time, additional
attention was given to the format and appearance of the booklet. I1lus-
trations were obtained from both a medical graphics department and a

local high school student with an interest in drawing carictures. These
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illustrations were placed in the text of the booklet to clarify informa-
tion and to provide some Visua] relief for the reader. (See Appendix A).

Thus the focus of the booklet was to anticipate and answer many of
the questions posed by patients during the latter part of their hospital
stay and their first few weeks at home, as well as to help promote
healthy, constructive attitudes about the possible impact of this major
illness on their Tives. The modularized format allowed specific areas,
in which the individual patient had a need for information, to be add-
ressed. In order to emphasize the most essential content, each section
was prefaced by a page containing "Key Points." These headings served
to cue the reader and to reinforce important teaching content. They also
served as a modified Table of Contents for each section.

The review of the literature documented that the manner in which
material was presented was as important as the content itself. There-
fore, a table of specifications patterned after Bloom (1971) was utilized
as a guide for developing appropriate teaching objectives. The goal was
for the patient to obtain a knowledge of pertinent definitions, selected
information, a means of dealing with that information, comprehension,
and as much as possible, develop the skills necessary to apply this new
knowledge constructively in their rehabilitation.

Once the booklet was completed, an introduction was added to explain
its use. In addition, a reference list was included in order to acknow-
ledge the sources of information which were used in compiling the book-
let. Asterisks were placed beside the references that were readily
available in bookstores, and of particular use to those patients who

wished to seek further information.
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Content of the Teaching Booklet

In the development of the booklet, areas of the teaching content
included were as follows: The anatomy and physiology of the normal and
diseased heart, healing after a coronary, risk factors, angina, emer-
gency treatment, activity schedules, risk factor modification, diet,
medications, and treatment of the complication known as congestive heart
failure. The following paragraphs present the development of this con-
tent. Major references are cited in the text, since they guided both
the form and content of the teaching modules. A complete 1ist of the
literature reviewed is presented in Table 2. In addition to the vast
informational needs of the patient, the literature suggested presenting
the content in small increments (Rahe, 1975; Redman, 1976; Wenger &

Mount, 1974; Woodwark, 1972).

Anatomy and physiology of coronary heart disease. It is common for

most post-coronary teaching programs to begin with the normal anatomy

and physioiogy of the heart (Brammeil & Niccoii, 1976; Johnston, et al.,
1976; Niccoli & Brammell, 1976; Pozen, et al., 1977; Rahe, 1975).
Generally, this information is intended to define terms and show the
specific area of the body which is affected by the disease process. Fre-
quently pictures, diagrams, and models of body parts are utilized to

help clarify the content. As noted above, this information is available
through a variety of sources due to its general nature, including the
American Heart Association pamphlets and audio-visual programs. In
addition, patients are introduced to information about atherosclerosis,
myocardial infarction, and the healing process that occurs after an acute

injury to the heart. It has been shown that even a general understand-
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ing of the underlying disease process improves compliance with physicians
prescriptions (Woodark & Bauthier, 1972).

Based on these findings, the anatomy and physiology of the heart
was used as the first section of the booklet. Segments within this con-
tent area were divided into the following sections: The Normal Heart,
Coronary Heart Disease, The Heart Attack, Healing, and Risk Factors Con-
tributing to Heart Disease. Since the booklet was designed to be given
to patients about to be discharged, and for their use at home, it was
assumed that much of the material in this section would have been pre-
sented in some form during the in-hospital phase. Some of these teaching
methods might have included written information (such as an American
Heart Association pamphiet), verbal information from physicians and
nurses, or a video-tape used in the hospital teaching program. For this
reason, the material included in these segments of the booklet were in-
tended to be both a review and an adjunct to information already given,
as well as for that unusual patient who received 1ittle or no information

about the heart and its disease process during the hospitalization.

Post-myocardial infarction and its treatment. The physicians and

nurses who were consulted prior to the final preparation of the booklet,
agreed that it was important to differentiate between the conditions of
pre- and post-infarction angina. Although this issue, from a patient
teaching viewpoint, was not apparent in the literature, it was nonethe-
less decided to exclude pre-infarction angina from this section entirely,
in order to simplify both the concepts of the condition and its treat-

ment.
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As a result of the lack of medical consensus of the causes and
treatment of angina, the information used in the booklet was general in
approach, but based on a variety of studies (Allendorf, 1975; Brammell
& Niccoli, 1976; Brownlow, 1975; Crawshaw, 1974; Deberry, 1975;

Shipley, 1977). The signs and symptoms known as angina were described
consistently, but treatment of those symptoms varied according to many
factors, including the philosophy and training of the physician, services
available, and the severity of the patients' symptoms.

For the above reasons, a conservative approach toward the content
of the booklet was chosen, so that the booklet included sections on the
physiology of angina, common symptoms, and a summation of the alternatives
available for treating the condition. These alternatives included risk
factor reduction, medications, angiography, and coronary by-pass surgery.
Secondary prevention was emphasized, with special consideration to the
importance of the cessation of smoking, weight loss, an incremental
activity program, and stress reduction. Specific guidelines for dealing
with angina suggested rest, nitroglycerin, and other prescriptive
medications.

Professional differences of opinion regarding the seeking of emer-
gency care seem to focus on whether or not information about emergency
care would encourage the development of a cardiac cripple due to the
possible over-emphasis of the urgency of the situation. The American
Heart Association urges family members to learn first aid for heart
attacks (CPR), and it has been well documented that any delay in the
seeking of care in the event of a heart attack is directly related to

the fatality rate due to this iliness (Pole, 1974). 1In addition, the
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rapidly increasing costs of emergency care services demand the responsible
utilization of such services as ambulances and emergency rooms and that
their use be tempered by each patient's financial and physical circum-
stances. To effectively deal with these issues, and in the interest of
both patient awareness and health, a decision was made to include specific
emergency seeking steps in the booklet, and to encourage the patient and

family to develop their own plan of action in the event of an emergency.

Activity regimen. Even though patients asked questions about accept-

able levels before leaving the hospital, they were even more inclined to
do so after their discharge (Winslow, 1976). The activity levels re-
commended for patients during the first week after discharge vary sub-
stantially from that recommended for the remaining weeks of the recovery
period. The literature reviewed disclosed that the first six weeks
following hospital discharge focus upon rehabilitation, and that specific
elements of this are based on the assumption that scar formation is com-
pleted during the first eight weeks post-myocardial infarction (Williams,
Amsterdam, DeMaria, Miller, & Mason, 1976). Most authors dealt with
only one or two aspects of this recovery period, and the attempt to be
complete in this presentation necessitated divisions of the content re-
garding activity. As a result, activities were delineated by successive
time periods, with an emphasis on allowable activities as opposed to
those which were debilitating.

Three activity sections were finally selected. The first concerned
the initial two weeks at home, and emphasized rest, stress reduction,

and the hope for resuming normal activities. The benefits of activity,
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and some guidelines for decision-making in regard to what was beneficial
versus what was deleterious were outlined. The next sections'deve1oped
a program for gradually, yet safely, increasing activity, including areas
of special concern to patients such as the resumption of driving their
car and engaging in sexual intercourse. This led naturally into a
regular exercise program which was based on data from Brammell & Niccoli

(1976), and Cohen (1976).

Risk factor modification. Risk factors are discussed in various

ways in the literature and practice. It was decided that this section
of the booklet would emphasize the coronary heart disease risk factors
that have been identified by the American Heart Association so that |
patients who read the Heart Association pamphlets would not be reading
material of a conflicting nature. Smoking, hypertension, diabetes,
obesity, and hereditary factors are commonly accepted as risk factors,
and hazards like stress, a sedentary life style, and a high level of
biood cholesterol are increasingly being accepted as related to coronary
heart disease (Friedberg, 1976; Fuhs, 1976; Fuisz, 1972; Jones, 1976;
Cannel, 1973; Slay, 1976). Hurst (1974) made a finer differentiation
of risk factors, when he divided them into sub-categories of controllable
and uncontrollable risks. This distinction in risk factors was incorpor-
ated into the booklet, since this awareness could help patients to be
alerted to those factors over which they could exert some control.
Separate modules were included for each of the risk factors recog-
nized as controllable (smoking, hypertension, obesity, stress, sedentary
life style, and blood cholesterol), so that specific suggestions about

behavior changes could be made. Patients were asked to identify a
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single risk factor that they could alter during the first few weeks at
home, so that by actively altering a risk, they were helping to prevent
further difficulties. The initial selection of only one life style
change allowed the patients an opportunity to constructively deal with
their rehabilitation, and yet not overtax their self-control skills
during an already stressful period.

The information in the following sections was designed to assist
the patient in complying with prescribed treatments. Sections concern-
ing low sodium diet, congestive heart failure, and specific medications
were added to the list of optional modules available for the teaching
booklet. Even though general diet information was included as part of
the risk factor section, the number of questions regarding diet that

were asked by patients seemed to demand further treatment of this subject.

Diet. There have been many studies and programs that have dealt
with diet information (Eshleman & Winston, 1973; MacDonald, 1974;
Norum, 1978). The American Heart Association, as well as other agencies,
publish pamphlets which cover specific restricted sodium and cholesterol
diets. For the purpose of this study, it was decided not to repeat that
specific information, but to instead give some general tips and shopping
hints that would be beneficial in helping the patients stay within the

Timits of their diets.

Congestive heart failure. Of the various sources of information on

heart disease, only the American Heart Association has developed informa-
tion on congestive heart failure for patient education. This information

consists primarily of a small pamphlet on the nature and general treatment
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of heart failure. Redman (1976) identified special teaching-learning
problems for patients with this condition. Some of the more basic diffi-
culties impeding this teaching-learning process are that often there is
a decreased blood supply to the body which results in less energy,
possibly worsened eyesight, as well as other difficulties. Also, this
type of illness necessarily involves a multi-faceted approach by the
profession. A general statement about the anatomy and pathophysiology
seemed justified, in addition to discussions on activity modification,
diet control, and over-all energy conservation techniques to allow con-
servative, planned activity. Guidelines for altering other activity

regimens were also included.

Medication. Complications, such as angina, arrythmias, or congestive
heart failure, may require the use of medications for effective treatment.
Several of the sources covered information on nitroglycerin and digitalis
(Allendorf, 1975; Deberry, et al., 1975; Hecht, 1974; Wenger & Mount,
1974; Schenk, 1977). Because the booklet was to be used on an individ-
ual basis, all medication commonly prescribed for patients in the study

hospital were included as optional additions to the booklet.

Pilot Testing
After the booklet was completed, a pilot testing procedure was de-
signed to evaluate its effectiveness. Even though professionals were
consulted in regard to the content and presentation of the material, it
was of course essential to validate the effectiveness of the booklet by
pilot testing a group of patients who had received it. A description of

the methods utilized for this pilot testing foilows.
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Setting

The study was conducted at a community hospital of 107 beds, which
included four acute coronary beds. This hospital is located in a sub-
urban city, near a greater metropolitan area with a population of one
million people. The hospital nursing director, as well as the medical
practice committee, granted approval for the data collection (see
appendix F for a copy of the Tetter granting permission). A1l of the
patients in the study had been admitted to the coronary care unit (CCU),
and progressed to an intermediate care ward. The hospital staff con-
sisted of RN's, LPN's, aides, and physicians. In compliance with the
American Hospital Association Patients' Bill of Rights, the nursing staff
answered questions and provided discharge instructions for each patient.
It was common for all patients to receive at least some information
about their illness prior to discharge, although there was no apparent

systematic method for utilization of the teaching tools available.

Subjects

Each patient that was included met the following criteria: 1) had
experienced his/her first myocardial infarction, 2) was at least 21 but
less than 70 years old, 3) resided neaf the hospital during the data
collection period (a three county area), 4) had completed at least eight
years of schooling, 5) was able to read copy the size of the consent
form, either with or without glasses, and 6) was in the CCU and inter-
mediate care area for at least five days (including the day of admission,
but not the day of discharge).

The occurrence of a myocardial infarction, for the purpose of this

study, was determined by the attending physician's progress notes, having
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indicated the diagnosis of myocardial infarction while the patient was
still located in the CCU. In some cases, the diagnosis was made after
the patient left the CCU, which excluded this patient from the study.

It was necessary to exclude this latter group of patients to control for
consistency in the experiences of the subjects in the study. Inpatient
teaching methods vary according to the patient diagnosis which could

cause a variance in the material presented to the patients if the diag-

Patient characteristics. The selected demographic and health re-

lated characteristics of the patients were collected so that the sample
could be described and compared to those of other studies. In order to
do this, a data base was obtained for each patient by the use of a
personal information checklist. (See appendix B). Notation was made of
their level of education, occupation, age, sex, marital status, length of
stay in the CCU and hospital, 1den£ificat10n of contributing myocardial
infarction risk factors, and the assignment of a Killip Classification.
A1l data were either obtained from the patient's chart, or if unavail-
able, from the patient during the first interview. The inclusion of
educational level as a control variable is of particular significance in
this cognitive teaching approach, since it limits the sample to those
patients who were most Tikely to be able to read the printed material.
The Killip Classification (Pozen, 1977) is based on physical complications:
A value of I = no complications; II = congestive heart failure without
other symptoms; III = congestive heart failure and/or any one of five of
the following complications: a) ventricular arrythmias, b) heart block,

c) hypotension, d) prolonged pain, or e) prior myocardial infarction
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within the last six months; and IV = congestive heart failure with two

or more complications.

Instruments
The instruments used in this study consisted of the booklet used for

the teaching program and the data collecting tools.

Independent variable. The teaching booklet, titled Living After

A Heart Attack, was the independent variable in this study. The number

of component modules making up the booklet varied for each patient,
according to his/her particular needs. The total number of modules
available for any one patient booklet was twenty-eight. A copy of the

booklet may be found in Appendix A.

Dependent variables. The two dependent variables that were examined

were knowledge and depression. While successful rehabilitation is de-
pendent on multi-dimensional factors, two important parameters were
chosen for examination in the present study; acquisition of health

regimen-related knowledge and status of depressed mood.

Pre- and post-tests for knowledge. Since the number of modules

contained in each booklet varied in accordance with the physician's
assessment of patient's individual needs, the instrument utilized to
evaluate the patient's knowledge likewise needed to vary according to

the material presented. The knowledge test consisted of six sections
which were in part adapted from Rahe (1975). The test contains questions

on the Nature of the Disease (18 items), Physical Activity (8 items),

Diet and Smoking (12 items), Psychological Factors (13 items) and Return
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to Home and Work (19 items). The sixth section of Rahe's questionnaire
was deleted, since it related to inpatient emergency care, which was not
appiicable to the present sample during the recovery period at home. One
item in the Physical Activity section was also deleted, as it did not
apply to the practice in the study setting. See Appendix C for a copy
of the five sections of the questionnaire used for the pre- and post-tests.
Each section was scored according to the number of correct responses, as
compared to the total number of possible answers. These scores were then
converted to a percent correct of the total.

In order to evaluate a patient's medication knowledge, a test devel-
oped by Deberry (1975) was used. A copy of those questions may be found
in Appendix C. In essence, it contains six items which ask open ended
questions about the action, purpose, side effects and safe administration
of each medication that is prescribed for the patient. Deberry suggested
a unique scoring method. Three points were given for a totally correct
response, two points for a partially correct response. In order to un-
cover misconceptions, guessing was encouraged and one point was awarded
for any response. Zero points were given if the item was left blank.
This investigator reasoned that the information provided by the patient
would help to clarify strengths and weaknesses in the content of the

teaching booklet.

Zung Self-Rating Depression Scale (1965). Depression, the second

dependent variable, was measured by using the Zung (SDS) Self-Rating
Depression Scale (Zung, Richards, & Short, 1965). This was chosen to

indicate a measure of the patients' psychological response to their
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illness. The scale consists of 20‘se1f-report items which the respondent
answers as true of himself "None or little of the time,""Some of the
time," "Good part of the time," or "Most or all of the time." These
qualitative responses are given arbitrary numerical values of 1 to 4
respectively, which when added together and a percentage is taken, results
in an SDS Index which has a range of 25-100 (Goodstein, 1972). Concurrent
validity has been fairly substantiated by a correlation of the Zung with
the D scale of the MMPI (r = 0.70), and the Clyde Mood and the Beck
Scales (Zung, et al., 1965). Further, the Zung was determined to be
stable for age, sex, marital status, educational level, and intelligence
(Zung, 1967). The relative scores obtained for patients experiencing
depression was 74 for inpatients, 65 for outpatients diagnosed with
depression (Zung, et. al., 1965) and more than 40 for heart patients who
had difficulty in rehabilitation (Stern, et al., 1977). For the pur-
poses of the present study, the SDS score was determined in a pre- and
post-test measurement. The difference between the pre- and post-test
provided a gain score for each patient. In addition, the post-test
scores were differentiated between those that were greater, or less than
or equal to 40 for the purpose of providing a crude predictor of rehab-
ilitation outcome. This was then compared with the outcome on the know-

ledge test and the demographic data.

Interview data. A structured interview was conducted which tapped

the affective responses of the patients to their illness, and also
attempted to validate the content of the booklet. The interview quest-
ions were based on a questionnaire used by Redman (1976), and provided

a means to systematically obtain information from both the experimental
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and control groups. Since home visits were a part of the procedure, the
interview during these visits was structured so that the content was

similar for patients in both groups.

Procedure and Design

The design of the present study was a randomized assignment to a
control or experimental group and included a before/after measurement of
the dependent variables (Selltiz, Wrightsman, & Cook, 1976). The two
dependent variabies were measures of the acquisition of knoﬁledge and the
status of a depressed mood. These Were used to reflect the impact on the
patient of the independent variable, the teaching booklet.

The procedure that was followed for the collection of data is shown
in Table 4. Patients were screened to determine if they met the criteria
established for inclusion in the study. Once eligibility was verified,

a random assignment was made to either the control group or experimental
group on the basis of a coin f1ip. An equal number in each group was
sought. The physician consent form was compieted and utilized to
assemble the booklet and to select the appropriate sections of the know-
ledge questionnaire. The pre-test for depression and knowledge were
administered. This occurred approximately two or three days prior to
their discharge from the hospital. If the patient was a member of the
experimental group, the booklet was compiled in accordance with their
needs and then given to them. Brief instructions were given as to how
to use the booklei. Patients in both groups were then asked for a
tentative appointment for the first home visit. This initial home visit
occurred about three to five days after discharge, and a structured

interview format was followed to insure that the content covered was
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Table 4

Procedure of Data Collection

Groups
Timing Activity Control Experimental
Inpatient:
Days 1-4 -Selection of subjects. X X
-Randomization. X X
Days 5-7 ~-Demographic data. X X
-Physician consent & X X
consult form.
Days 8-9 -Present patient with X
consent form.
-Pre-test for knowledge X X
and depression.
Days 9-10 -Booklet presented to X
patient with brief
instructions.
-Tentative appointment X X
made for the first home
visit.
Days 10-14 -Discharge. X X
Qutpatient:
3-5 days post- -First home visit with X X
discharge structured interview.
6-7 weeks post- -Second home visit, X X
myocardial structured interview,
infarction and post-test for know-

ledge and depression.
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consistent. A second home visit was made about six weeks after the
original hospital admission. The post-test was administered during this
second home visit, and a structured interview format was again followed.

This interview completed the patients' involvement in the study.

Statistical Analysis

The small size of the sample dictated the use of non-parametric
statistical analysis. The data were then reported in both frequencies
and percentages and analyzed using descriptive statistics which appiied
non-parametric inferential analysis. Emphasis was placed on the two
dependent variables and direct feedback from the patient regarding the
booklet.

Knowledge was evaluated by the gain in pre- and post-test scores.
A "knowledge gain” score was obtained for both experimental and control
subjects. The median test was then applied to compare control and
experimental subjects to determine if their median gain scores were the
same. The Fischer's exact probability was calcuiated to evaluate the
relationship between each subject's pre- and post-test scores. In add-
jition, an exact probability was calculated on the post-test scores only
to compare control with experimental patients.

Depression was assessed using the Zung Self-Rating Depression Scale.
The pre- and post-test scores were compared using the Wilcoxon's Matched
Pairs (a two-tailed test) to verify a difference between the two scores
for each patient. A sign test was also implemented in an attempt to
test for any significant difference that may have occurred between the
two groups in the post-test scores measuring depression. To determine

the exact probability, a positive value (+) was assigned to scores greater
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than 40, and a negative (-) sign assigned to scores that were less than,

or equal to 40. Depression was then compared to total knowledge values.
The relationship between demographic variables and the dependent

variables were tested for significance by using the Fischer's exact pro-

bability. The structured interview was conducted on two occasions.

Each patient's response was analyzed for content, using inspection of

the responses and identifying recurring words and ideas. These responses

were then used to evaluate the content of the booklet.



CHAPTER III
RESULTS AND DISCUSSION

In the interests of both clarity and brevity, the results and dis-
cussion of the booklet pilot testing are presented together in this
chapter. A description of the sample is first presented which is follow-
ed by the data relevant to the pilot testing of the booklet. Additional
material, which was solicited from the subjects during an interview, is
reported and applied to evaluate the validity of the booklet content
from the perspective of a recovering heart patient. Pilot testing was
conducted with the intent of using the resultant data for further

development of the booklet.

Description of the Sample

Data pertaining to the subjects' age, sex, socio-economic status,
and educational Tevel are presented in Table 5. It should be noted
that the mean age of the total sample was 55.7 years. The control group
was slightly younger than the mean (50.2 years), and the experimental
group slightly older (60.2 years), with an over-all range of 36-68 years.
However, this difference in age for the patients in the two groups was
not statistically significant. Additionally, there were twice as many
males as females in each group.

The majority of the patients were living with either a spouse and/
or dependent children. The Tevel of education was similar for patients
in both groups, or 11.9 grades were completed. The sample included
individuals with a socio-economic index ranging from 15-65, and having

a mean of 42, indicating primarily that the sample's socio-economic index
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was of a middle class population. Although the control group had a
slightly higher socio-economic index than the experimental group, it was
not statistically significant. On the basis of this analysis, differences
that may emerge between the two groups on the outcome measures can not

be attributed to any differences in their demographic characteristics.

Table 5

Study Sample Demographic Characteristics

Characteristics Study Groups

Control Experimental Total
N=26 N=26 N=12

Age (years):

Range 36-64 55-68 36-68

Mean 50.2 61.2 55.7

S.D. 11.2 5.2 10.2

Median 50 61 58
Sex:

Male 4 4 8

Female 2 2 4

Education (grades):

Mean 1.2 12.0 11.9

S.D. 1.5 2.2 1.9
Socio-economic Status:

Range 15-65 19-49 15-65

Mean 47 57 52

S.D. 18.9 13.3 22.3

Some of the recognized risk factors that contribute to heart disease
were identified for each patient. Those risks that were assessed includ-

ed cigarette smoking, heredity, hypertension, stress, obesity, diabetes,
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sex, and an inactive lifestyle. As may be noted in Table 6, the most
prevalant risk factor was history of smoking, in that all but one person
had smoked prior to their illness. Family history of heart disease,
hypertension, and obesity were present in 50% of the control subjects
and in only 17% of the experimental subjects. The fact that the patients
in the control group were slightly younger than those patients in the
experimental group might account for the variation in the risk factor
due to heredity (Hurst, 1974). The patients in the experimental group
had double the incidence of pre-existing illness (67%) than patients in
the control group (33%). These pre-existing conditions included
diabetes, emphysema, asthma, cancer, ulcers, tuberculosis, and surgical

hysterectomy.

Severity of illness. The severity of illness was measured by three

variables: The length of stay in the coronary care unit; the length of
stay in the hospital; and the Killip Classification. As may be observed
on Table 6, the average number of days each patient was in the coronary
care unit was similar for patients in both groups (3.5 days in the con-
trol, and 4.5 days for the experimental). The length of hospitalization
varied from 7-14 days. The patients in the control group had an average
of 9.2 days while those patients in the experimental group were hospital-
jzed for 10.5 days. This difference was statistically singificant at
the 5% level using Wilcoxon's matched pairs for a two-tailed test. The
Killip Classification was applied to quantify the severity of the
patients’ complications. No one qualified for Class IV, as may be seen

in Table 6; there was 1ittle difference between the two groups.
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Table 6

Frequency of Illness Related Characteristics of the Study Sample

Characteristics Study Groups
Control Experimental Total
N==¢6 N==26 N=12
Risks to Heart Disease:
Controllable -
Smoking 6 b 11
Hypertension 3 1 4
Obesity 3 0 3
Inactive lifestyle 2 1 3
Diabetes 0 1 1
Uncontrollable -
Heredity 3 1 4
Male Sex 4 4 8
Presence of other
chronic illness i ‘ 4 6
Severity of Illness:
Days in Coronary Care
Range 3-6 2-8 2-8
Mean 3D 4.5 4.0
i ls2 2ot 1.8
Days in Hospital
Range 7-13 8-14 7-14
Mean 8.2 10.2 9.8
Sl 2.0 Lot 2.1
Complications:
Killip Class
I 1 1 2
I 3 2 5
I1I 2 ) 5
v 0 0 0
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In summary, the patients were randomly assigned to experimental and
control groups. The two groups were slightly, but not statistically
significantly different on descriptive variables. However, the patients
in the experimental group were in the hospital a significantly Tonger
period of time and had a higher incidence of chronic illness prior to
their heart attack than those in the control group. In spite of the
fact that there were some differences in the two groups, the Killip
Classifications were comparable. There are probably many factors which
may have influenced the findings that the number of days in the CCU and
the total number of days in the hospital were not comparable in the two
groups. Such factors as overall hospital and CCU census and the number
of admissions to name two factors have little relevance to the present
study, yet might have an effect on both the number of days a patient was
in the CCU and in the hospital. A larger sample may have diminished
the effect of the variances noted in the results. Thus, the two groups
may be considered comparable as far as severity of illness is concerned.
There were other factors in which they were comparable, such as sex,
educational level, socio-economic level, and the presence of a signifi-

cant family member who was present to support them during their rehab-

ilitation.

Dependent Variables

Health Related Knowledge

The scores of the questionnaire which tested knowledge are shown
in Table 7. Including the pre-test, the overall scores were very high,

with most of them ranging between 70 and 90 per cent correct responses.
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The percentage gain in knowledge, which was measured by comparing
the difference in scores from the pre- and post-tests, showed no statis-
tically significant difference between the control and experimental
groups. Table 8 presents the percentage gained on the knowledge test,
with both groups showing a positive improvement, even though the control
subjects gained slightly more than the experimental subjects. Use of
the median test, however, showed that the difference was not significant.
Therefore, it was concluded that the teaching booklet had no effect on
the patients' knowledge of the content of the instruction booklet as
measured by the questionnaire. Since tests A (nature of the disease)
and C (physical activity) were taken by all the patients, the results of
these two tests were compared separately, and this is noted in Table 8
also. Again, the gain scores of the control subjects were slightly, but
not statistically significantly higher than the experimental subjects.

The results of measuring the dependent variable did not show any
effect on know]edge from the patients' use of the booklet. The knowledge
questionnaire was given for the purpose of measuring the cognitive
aspects of the patients' learning. Other studies evaluating educational
aspects have demonstrated lower scores in measurements taken after two
months post-myocardial infarction (Johnston, et al., 1976). Redman (1976)
has stated that cognitive aspects of learning may not tap all the domains
necessary for patient learning. In addition, it has been noted that
many factors effect test taking. Such things as the Tearner becoming
sensitive to specific information as a result of pre-test stimuli, the
evaluative tool may not measure exactly what the learner has been taught,

and some tests are most sensitive in a specific range of scores
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(Redman, 1976).

Table 8

Percent Gain Scores on the Knowledge Questionnaire for the Study Sample

Sample % Gain Complete Test Test A & C Only
Total 2.8 3.5
Control 3.8 5.0
Experimental 1.4 3.0

It is possible that some differences existed between the patients
in the control and experimental groups. That is, it could be that some-
thing either facilitated the patients' learning in the control group, or
inhibited patients' learning in the experimental group. One poésibi]ity
is that the patients in the control group experienced pre-test sensitiza-
tion, thus resulting in similarity of scores between the two groups of
patients. The administration of the pre-test may have prompted some of
the patients to ask certain enlightening questions of their physicians.
If this did occur, then the scores on the post-test could be higher than
otherwise would be the case.

Another possible explanation for the results of the knowledge
questionnaire could have been the test itself, in that it was not
adequately discriminatory at the high scoring level achieved by the
sample patients. Table 9, which shows a comparison between the overall
scores of the present study sample and those of Rahe, clearly shows that
the former group possessed a greater fund of knowledge prior to the in-

struction. There could be several reasons for this finding. One
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distinct possibility is the difference in timing in the administration
of the tests, with both of Rahe's tests given during the patients’
hospital stay, while only the pre-test was given in the hospital for the
present study (at approximately the same time as Rahe's post-test), and
the post-test given approximately four weeks after hospital discharge.
The present study sample was given information over a longer period of
time. The reinforcement of material can facilitate learning (Comoss,
et al., 1979; Redman, 1976). Another possible advantage the study popu-
lation may have had over Rahe's sample was the hospital staff doing an
exemplary teaching effort in the present study. However, this factor is
difficult to measure and may have skewed the findings in this clinical
research.

It was also noted that Rahe's sample had an average education level
of 14.4 years, while the study sample was somewhat Tess, or 11.9 years.
The patients in the present study had acquired considerable knowledge
about their illness by the time they left the hospital. The difference
between the two groups' education levels did not seem to have a deleter-
ious effect on the outcome of the knowledge test. Areas concerning the
nature of their illness, physical activities allowed at home, diet and
smoking issues, and their return to work were topics that were scored
particularly high by the patients in the present study sample. One
significant factor influencing learning which was suggested by Redman
(1976) and the review of Health Education, was the patient's cognitive
learning style. More simply, the manner in which each patient learns
may be a variable which is more predictably responsive or not responsive

to a teaching style such as the booklet. The patient's cognitive learning
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preference was not taken into account in the present study.

Table 9

Comparison of Scores Between the Rahe and
the Present Study Sample in % Correct

Test » Rahe Study Sample
Pre- Post- Pre- Post-
N=24 N=24 N=12 N=12
A: Nature of the
Disease 68 69 73 76
C: Physical Activity 62 60 76 80
D: Smoking & Diet 65 68 84 83
E: Psychological
Responses 71 75 71 74
F: Return to Home &
Work 57 66 61 66
Total: ' 66 69 73 76

Depression

The depression scale was used to obtain a measurement of the
patients' morale and outlook on the future, or an aspect of the affect-
ivé domain in rehabilitation. The mean scores are shown in Table 10.
The difference between the pre- and post-test scores are significant at
the 2% level, using a two-tailed test for the Wilcoxon's matched pairs.

Actual Zung Index scores may be found in appendix D.
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Table 10

Mean Scores of the Depression Index

Group Pre-test Post-test Difference
Control 38.7 41.5 + 2.8
Experimental 45.0 42.0 - 3.0*

*significance: p<.02

The depression variable had more discriminating results than the
knowledge variable. In fact, the patients in the control group had an
average gain of approximately three points in their post-test, indicating
a measurable increase in their depression. The patients in the experi-
mental group, on the other hand, showed an average decreaée of three
points in the post-test, indicating a lessening of their depression.
There was no noticeable relationship between either the number of
modules, or the content of the modules on the change in the depression
scores for patients in the two groups. The Zung Index was chosen as a
measure of rehabilitation outcome as a result of prior research. This
research indicated that a score of 40 or less on the Zung Scale at a
six week measurement post-myocardial infarction, was positively corre-
lated with a patient's ability to work within a one year period follow-
ing the onset of the illness (Stern, et al., 1977). The overall post-

test scores for both groups was just slightly above 40.

Relation of knowledge to depression scores. In an attempt to deter-

mine the effect of knowledge on depression, a comparison was made between
the patients' gain in knowledge and their degree of depression. Due to

the small number of patients examined, the control and experimental group
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data were pooled for the purpose of statistical analysis. The results
were not significant (p = .2), indicating that the amount of knowledge
had no significant effect on the degree of depression. The constricted
range of the knowledge post-test scores may have contributed to these

findings by also minimizing the effect on the depression scores.

Relation of demographic variables to dependent variables. The pur-

pose of the last question posed in the pilot testing was to determine
the effect of the demographic variables on knowledge and depression
scores. The demographic variables examined included level of education,
marital status, socio-economic status, age, and severity of the illness.
While none of these variables showed a statistically significant impact
on knowledge, patients with higher education and socio-economic levels
also had higher scores on the knowledge questionnaire. Those who were
married had higher scores on the knowledge questionnaire. Two other
variables, age and the severity of the heart disease, did not seem to
have any impact on how the patients scored on the knowledge questionnaire.
The variables which seemed to have some relationship to depression
included marital status, socio-economic level, age, and the presence of
dependent children in the home. Those who were married, had higher
socio-economic level, and had dependent children in the home scored above
40 on the depression scale. An inverse relationship appeared to exist
between age and depression. That is, those who were younger than the
sample mean of 55 had scores higher than 40 on depression. According to
the data available about the Zung scale, the relationship of these demo-
graphics to the patients' level of depression are not 1ikely to be due

to the scale (Zung, 1967). Rather, these variables may have had some



60

significance for rehabilitation motivation. The more that a patient
jidentifies as a reason to live, the more they could lose if rehabilitation
were not successful.

The patients in the experimental group had an apparent reduction in
depression that may have been related to their environmental variables,
such as decreased responsibilities in regard to child rearing and continued
family financial support. That is, the experimental group may have been
close enough in age te retirement that those issues, which were debili-
tating to the younger control group, did not affect them as greatly.

This is speculative, however, and is more cleariy shown by the anecdotai
comments which were revealed during the interview, as regards to the

value of the booklet from the participating patients' point of view.

Interview

The format of the interview was designed so as to provide a uniform
content for each patient during the home visit. It was noteworthy that
even though all patients could identify both the causes and nature of
heart disease on a knowledge questionnaire, when they were asked the
cause of their own illness the answers were quite diverse. In addition,
the responses were not necessarily the same as the risk factors which
had already been individually identified for each patient. The patients'

responses as regards the risk factors they identified during their home

interviews, are shown in Table 17.
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Table 11

Cause of the Heart Illness as Identified
by the Patient During the Home Interviews

Cause First Home Visit Second Home Visit
Control Experimental  Control Experimental
Fatty Diet ] 1 3 0
Lack of Exercise 1 1 0 0
Overwork 2 3 | 0
Stress or Worry 2 5 4 4
Hypertension 0 0 1 0
Smoking 1 1 1 2
Plaque 0 1 0 1
Other ITlness 0 1 0 0
Fate 0 1 0 0
Don't Know 0 1 0 0

As shown in Table 11, it can be seen that the patients indicated a wide
variety of causes for their illness. During the second interview, the
patients in the experimental group identified four separate probable
causes, while the patients in the control group identified six probable
éauses. The booklet had stressed the importance of identifying a single
risk factor to focus on in the beginning, for the purpose of lifestyle
modification, and it is possible that the clustering of experimental
group responses is a résu]t of this instruction.

When comparing the patients' responses in identifying their risk

factors with those identified by the professionals, a discrepancy is
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seen to exist (see Table 12). As can be seen 1in the table, most of the
patients identified stress or worry as the primary cause of this illness.
This risk was also the only one that was consistently identified by both
the professionals and the patients. It was noted that eleven of the
patients smoked prior to their illness, and this was identified as a

ilIness-causing risk by only three of them.

Table 12

Comparison of Stated Causes to Heart Disease
and Risk Factors Identified by Professionals

Control Risk Factors Experimental
Professional  Patient Professional Patient
6 1 Smoking 5 2
& 0 Heredity 1 0
3 0 Hypertension 1 0
4 3 Stress 3 4
2 0 Inactive Life 1 0
0 1 High Blood Fat 0 0
3 1 Obesity 0 0
0 0 Diabetes 1 0
0 1 Plaque 0 1
0 1 Other 0 1

While the first question sought the patients' responses to the causes
of their heart problem. The second through sixth questions were designed
for the purpose of verifying the validity of the content of the booklet.

It was found that the concerns expressed by the patients in the interview
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coincided with the topics covered in the booklet. The following para-
graphs will characterize their responses to this portion of the inter-
view.

The question concerning how the illness affected the patients’
normal way of Tife was intended to uncover those social-psychological
problems which represented the major disruptive aspects of their recovery
from a myocardial infarction. Fatigue, boredom, depression and being at
home so much were frequently identified by patients in both groups; that
is, factors which were related to losses in their levels of energy, and
to increasing their confinement. Some patients focused on environmental
changes, such as moving to a calmer setting or never being left alone by
their family. Although several people suggested the possibility of
changing jobs or retiring, two actually did Tose their jobs during their
convalescent period. Most of those changes mentioned above represent
losses of one form or another. These losses may and probably do contri-
bute significantly to the post-myocardial infarction depression syndrome
(Garrity, 1974; Granger, 1974).

The third interview question concerned the patients' perception of
the length of time before they would be returning to a normal lifestyle.
This question was concerned with their view of the future, and people in
both groups found that the time at which they felt they could resume
their prior lifestyle varied according to when they were questioned
about it. For example, the responses of the first interview ranged from
one person who felt he would never recover to four people who expected
to feel 100% normal within six to eight weeks following their myocardial

infarction. During the second interview (at six weeks post-myocardial
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infarction), everyone expressed that at a time in the near future they
would be recovered. Six of the twelve even felt they had already re-
cuperated. Of the six patients who expressed feeling recovered, three
were in the experimental group and three in the control group. Of those
in the control group, one identified the investigator's home visits and
the information given to them at the hospital as being the most helpful.
Another reported that the general information given at the hospital was
helpful, and the last identified their religioﬁs faith as being the most
supportive aspect in their recovery. In the experimental group, one
person reported nothing. Another said that he felt permission to do
Tittle or nothing rather than being compelled to work despite his i11-
ness. The last person reported 1iking to work in the garden, the investi-
gator, and the hospita] staff as being important.

The fourth and fifth questions of the interview dealt with the
patients' perception of the reactions of their family and friends. The
patients in both the experimental and control groups felt that they had
overprotective families. There was even a somewhat greater number of
patients in the experimental group who expressed this view. This was
an unexpected finding, since the information provided in the booklet
could help to alleviate the families' fears. In two instances, patients
reported themselves that they disregarded some of the advice given them
in the booklet and by their physicians. Both instances of non-compliance
included, driving against their physician's advice, and doing more
physically demanding work than advised in the booklet. In addition, the
families of these two people expressed concern over the patient's "over-

activity." Nonetheless, it is conceivable that if a given patient was
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behaving contrary to advice given in the booklet, it could serve to in-
crease the family's anxiety and thus encourage overprotectiveness. The
responses to the question about the effect on friends was found to be
difficult to interpret. Friends were characterized as being generally
supportive and helpful. There was no distinction noticed between the
two groups.

The sixth question had severa1 subsections to it. These were rest,
elimination, nourishment, comfort, and personal hygiene, and were con-
cerned with the effect the cardiac illness might have had on these areas
of 1iving. A1l the patients reported one or another kind of sieep dis-
turbance. The patients in the control group had a slightly easier time
sleeping than the patients in the experimental group. Many attributed
the sleep disturbance to the usual waking and sleeping schedule they had
adhered to while in the hospital. Perhaps more attention should have
been placed on methods to cope with an alteration in their rest pattern
in the booklet. Exercises to facilitate calm, relaxation, and natural
sleep promoting activities may be helpful.

Most people reported no difficulties with their elimination. A few
reported changes in bowel movements, which they attributed to the medica-
tion they were taking. In these cases the medication was known to have
potential effects on bowel habits. In addition, all the patients in the
study were fairly active, soc that a bowel disturbance may have been pre-
vented by the activity.

The responses to changes in nourishment revealed a variety of
remarks. There seemed to be some confusion over the diet instructions

given to both groups. Many of the people reported that they had
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continued the diet they had been on while in the hospital. This dietary
change may or may not have been recommended by the physician. Some were
trying to lose weight, while those who had quit smoking reported having
in many cases substituted food for their cigarette habit. It was con-
cluded that the booklet was somewhat weak in dealing with the dietary
needs of patients, and that even where their physician had made no re-
commendations, patients had independently changed their eating patterns.
This conclusion raises a question that patient-oriented teaching should
contain very specific guidelines regarding healthy dietary habits since
the patients expressed a tendency for self-recommended dietary changes.

The question which asked about comfort elicited answers for which
the patient had some concern. These included such things as a lack of
energy, weakness, fatigue, and boredom were mentioned often. The absence
of cigarettes was mentioned as uncomfortable by people in both groups,
and only two people mentioned any kind of pain as a problem to them.
Changes in mood were also acknowledged and a few people even reported
feeling better than they did prior to their illness.

Personal hygiene was the last area covered in the sixth question.
Only one of the males responded that this area had changed for him, and
this was related to a reduction in his cigarette smoking. A1l the
women commented on personal hygiene, with the remarks including comments
on bathing, hair washing, sex, or hallitosis. Since the investigator
was female, this question might have been answered differently by the
males if the investigator had also been male. However, it could also be
that the women were willing to identify personal hygiene issues as pro-

biems more often than the men. The one woman who brought up a question
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- concerning sex reported doing so because of an uncertainty regarding the
content of the booklet. The booklet's content apparently treated a
sensitive subject matter in such a way that the patient was able to raise
a question. However, it is also likely that the message needed to be
more clear.

The Tast three questions of the interview were asked during the
second home visit only. Two of these questions concerned factors that
had made the patients' recovery either easier or more difficult. The
items that were identified by the patients as being the most helpful
varied according to whether they were members of the control or experi-
mental group. Those in the control group commented in particular that
the information they had received in the hospital from the nurses had
been very helpful. It is possible that even the control group after
taking the pre-test, had been sensitized to ask certain questions. In
light of the knowledge scores, it is also possible that the hospital
nurses were effective in their teaching. Also, their friends and
religious faith were supportive. The patients in the experimental group,
on the other hand, commented on the activity they were allowed, such as
walking and working outside. Obviously, these comments were quite diff-
erent. It is possible that the patients in the experimental group were
verbalizing some of what they had learned through the activity section
of the teaching booklet, since those positive rehabilitation techniques
were suggested there.

The areas which were identified as being more difficult for the
patients in the control group were changes in diet, keeping quiet, family

turmoil, and insurance difficulties. The responses from patients in the
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experimental group were equally diverse. Some of them included not smok-
ing, fatigue, the relative inactivity, and confusion over the instructions
that were given them by their physician. Interestingly, these responses
were similar to those given for the question about comfort, and indicated
that the relative inactivity, cessation of smoking, and various family
problems comprised a large part of their distress.

The final question of the interview asked patients to identify, if
they could, any hint or tip they could give to others facing a similar
illness. The responses were again different for each group of patients.
The patients in the control group commented on a lack of specific in-
formation during the first few days at home, and expressed a wish to
have material available. Incidentally, they had been told only that they
were helping to evaluate a rehabilitation program and not that some
patients received different information. They also suggested the im-
portance of re-evaluating their lifestyle and habits, getting support
through their religious organization, talking to others who have been
through the same type of experience, and in general taking things less
seriously. Each of the patients identified one thing that had been
particularly helpful to them during this crisis. The patients in the
experimental group commented on similar things, including needing a place
apart in order to assimilate the requirements of making a major 1life
change, that walking was inspirational, that fatigue was greater than
anticipated (but that if they would be'patient that things would level
out), trying to quit smoking, and trusting those who cared for them. The
patients in the experimental group commented more briefly than the

comments which were made by the patients in the control group. The fact
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that patients in the control group wanted more information during their
early convalescence was seen as further support for the need of something
informational like the booklet, especially since this need was not
mentioned at all by patients who were in the experimental group. Since
there was virtually no difference between the patients in the two group's
level of knowledge, the request for more information may be a request

for reassurance that their rehabilitative efforts are constructive.

Each of the patients in the experimental group volunteered some
spontaneous remarks about the booklet. There was only one negative
response, and that concerned the patient's feeling that the bookiet con-
tent was too complex. This patient suggested that a glossary of terms
might be helpful to make the booklet more understandable. It was in-
teresting that this patient was the only one with medical background,
and this comment was identical to some of the responses from the pro-
fessionals who reviewed the booklet, even though the medically unlettered
reviewers had no such comments to make. Another extreme response was
that the exercise program was too easy, and although the patient found
it interesting, he was not following it because it was too limiting. In
one instance, a patient asked a great number of question to confirm the
content of the booklet, because she had questioned the validity of the
content. Two of the patients' spouses showed more interest in the book-
let than the patients themselves. Both of these people were also of the
opinion that the exercise program was not demanding enough. In one in-
stance, the entire family read the booklet, and then passed it on to
brothers and sisters. This family felt that the injury to their mother

had inspired all of them to re-evaluate their previous Tife styles and
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they were using the booklet to help to do that. This one case alone,
makes the presentation of a booklet of this type both valuable and
gratifying. By helping to alter risk factors in the children of patients
who have had a myocardial infarction, rehabilitative efforts thus become
both primary and secondary sources of prevention.

Although it is recognized that specific instances are not helpful
in research efforts, it is nonetheless very helpful in identifying areas
to be edited in this booklet. As a result of the interest shown by some
of the families of the patients in this study, it is believed that
‘patients in high risk categories should be directed to seek education
services, such as the heart association provides, for the purpose of
helping them to alter risk factors prior to developing a myocardial in-
farction. It is realized that part of the reason that post-myocardial
infarction patients are willing and able to alter their Tife style, is
due to the motivation the fear aroused which a heart attack brings forth
(Comoss, et é]., 1979). However, the preventive health-care content
needs to be made available to all individuals at risk to heart disease.

Again, it should be emphasized that patients be]jeved that stress
and worry were major causes of their illness. The period following the
heart attack, when inactivity and boredom become problems, could be used
as a time when stress management principles are taught. In addition,
more than one exercise option should be made available for inclusion in
the booklet, so that activity regimens could be more closely attuned to
prior activity levels. Certainly it is reasonable thgt a forty year old
could be inherently more active than a sixty-five year old (Cohen, 1976).

Further areas of the booklet were shown to need expansion, especially in



71

the area of diet and medication. Patients were found to be spontaneously
changing their diets, which suggests that content on healthy eating patt-
erns might be well received at this time. One possible problem of further
expanding the booklet is that it is already lengthy, and cost of print-
ing keeps increasing with each addition in content.

This study focused on patient education following the occurrence of
a first myocardial infarction. There was substantiation of the booklet's
content, since the rehabilitative factors that the patients identified
as sources of difficulty were similar to those discussed within the book-
let. On a subjective basis, the patients in the control group expressed
a need for some written information for them to use at home. While these
facts may indicate the overall usefu]]ness_df the booklet, the pilot
testing did not demonstrate significant differences between those with
and without the booklet. In fact, all the patients had a high level of
knowledge about their heart problem. Perhaps merely the pre-test
sensitization is the significant factor assisting the patient's knowledge.
If so, it is a common teaching-learning tool that perhaps should be in-
corporated into rehabilitation programs. The time at which the teaching
took place was not clearly important as a result of this study. But all
the findings of this study are tentative due to the small sample size
examined. The sma]]tdifferences between the two samples on the demograph-
ic variables would not be significant in a larger sample.

The results of the knowledge test may be supportive of the educa-
tional literature that identified cognitive learning style as the most
critical variable in a person's specific learning behavior. This has

been proven for children (Witkin, Moon, Goodenough, & Cox, 1977), and
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apparently is true for adults as well.

Results of the depression scale are also somewhat confusing. Pat-
ients in the experimental group ﬁad a significant decrease in their
depression, while patients in the control group did not. The booklet
may have had an impact on the affective portion of learning. Also, the
instructions which guided the patient on how to observe for improvements
in their cardiovascular status coupled with the emphasis on activities,
may have had a positive effect. Since the depression scale was chosen
to help predict rehabilitation success, it is possible that the patients
receiving the booklet may demonstrate a geheral rehabilitative success
over time. It would be necessary to have follow-up data, however, before

this could be conclusive.



CHAPTER IV
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

Summary

The focus of this study was on patient's response to education
following a myocardial infarction. A modular, individualized, and com-
prehensive teaching booklet was developed and pilot tested, using
randomly assigned control and experimental groups, with a pre- and post-
test design. The steps in the booklet deVeTopment consisted of several
literature reviews, the incorporation of many patients' inquiries, and
the writing of a rough draft that was critiqued by several experts. The
revised booklet was pilot tested for the purpose of evaluating the
effectiveness of the booklet as a teaching tool and to assess the timing
of the proposed intervention. The study setting was a 107 bed community
hospital. Twelve patients between the ages of 21 and 70, who were dia-
gnosed with a first myocardial infarction, were chosen from patients
admitted to the coronary care unit. These patients met other study
criteria. All selected patients were pre- and post-tested for knowledge
and depression. Six of the patients (experimental group) received the
booklet, and six (control group) did not. Two home visits provided
follow-up information through a standardized interview format.

Findings from the pilot testing indicated that there was no diff-
erence in the gain scores of knowledge between patients in the two
groups. All the patients had a high level of knowledge. However, the
patients in the experimental group had a significant reduction in their

depression.
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Conclusions

A1l the patients had a very high level of knowledge. It was sur-
mised that the pre-test sensitization may have contributed to this
finding. Perhaps the administration of a pre-test should be incorporated
into all rehabilitation programs. It was evident that the patients had
some knowledge at the time of pre-testing. Whether this was present
prior to the hospitalization or if it was a resuTt of the inpatient
teaching is not clear. In addition, the small difference between the
pre- and post-test in both groups indicates that the knowledge guestion-
naire was not discriminating enough to evaluate actual effects of the
booklet on patients' knowledge. It is known that patients who had the
material in the booklet aVai]ab]e were assured of having systematic in-
formation presented to them.

The patients who had benefit of the booklet demonstrated a reduction
in their depressive mood. This supports the idea that teaching must be
geared to patient's cognitive and affective learning needs. Thus, pat-
jents who were possibly vulnerable to stress and incapacitation during
their transition from the hospital to their home, gained a level of in-
dependence which probably facilitated an improvement in their mood.

The patients' responses to the information in the booklet indicated
;upport that a nurse who has knowledge of pathophysiology, family systems,
exercise, nutrition, medications, and rehabilitation concepts is able to
intervene to promote health and maximum independence. Patient teaching
is within the role and scope of the practice of nursing. Rehabilitation
and patient teaching need to be explored further as an independent as

well as collaborative function of nursing practice in further anticipation
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of patients' needs. In addition, a patient's cognitive learning style

must be taken into consideration when developing a rehabilitative program.

Recommendations

Several studies are indicated as a result of this investigation, as
well as further revisions of the booklet. The suggestions for the book-
let revisions include the addition of information. There needs to be
added information about diet which emphasizes basic nutritional informa-
tion plus specific dietary instructions. Also, at least three ranges of
activity routines need to be offered which reflect varying levels of a
patients' previous physical conditioning. Since patients identified
stress as a major causative factor to their illness, a section needs to
be added on stress management with specific suggestions for stress re-
duction. |

Replication studies are recommended to improve the developmental
testing of the booklet. First, a larger sample would reduce possible
confusion from intervening variables. It would be useful to replicate
the study in another setting and to another hospital to compare different
rehabilitation programs. In order to evaluate the booklet's impact on
patients’ knowledge, it is recommended that a study be done in which a
questionnaire is developed which would test for content that is pre-
sented in the booklet. This would serve to clarify other important con-
siderations such as the style and format of the booklet. A post-test
only control group is suggested to assess the real impact of pre-test
sensitization on patient's learning. Also, a replication study with

four groups is suggested, where one group is controlled for learning
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style, one has everything available to them, one has nothing added, and
one has access to the booklet. This would serve to begin differentia-
tion between interventions and pre-existing conditions. It would require
a very large sample.

In addition to studies specifically related to the booklet and pilot
testing, it is likely that patients with other chronic disabling illness
could benefit from modularized, individualized, and comprehensive book-
lets which facilitate rehabilitation. The promotion of self-care concepts
is valid whenever patients are facing long term treatment and potential
changes in their lives as a result of prescriptions and treatments of

health care providers.
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INTRODUCTION

This booklet has been compiled with the purpose of providing you
and your family with information that will be helpful in speeding your
recovery from your heart attack. Your doctor has given specific in-
structions, and this booklet is to help you carry those out. The final
responsibility for your recovery, however, is yours. Much of this book-
let is of a general nature and can apply to everyone. Included also, is
information specific to your treatment. It is hoped that with your
efforts, this information will supply you with material that you can use
in making responsible decisions during your recovery, and help you to
return to a healthy life. This booklet is designed to assist you in
healthy and safe ways to solve some of the problems you may face.

In the following sections the structure and function of the heart
are described, including an explanation of the disease and healing pro-
cess of the heart attack. Since it is nearly impossible to make pro-
visions for all possible circumstances during your recovery, it is felt
that knowing something about your heart will enable you to make safe
decisions. Included are sections that are guidelines for your diet,
activities, exercise, and specific details if your doctor has suggested
a special diet or medications. The emphasis will be on how you can im-
prove the quality of your 1ife, and ways your family can help. Your
doctor may give you instructions, but only you may carry these out.

For some, the directions may suggest a significant change in your Tlife
style. These changes can improve the quality of your 1ife to make it
more enjoyable. Hopefully, with added knowledge, you will be able to

make the best choices for yourself. Good Tuck and health to you all.
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THE NORMAL HEART
~Key Points:
---The heart's function is to pump blood throughout the body.

---The heart, like any pump, needs fuel in the form of oxygen
in order to carry out its function.

---Oxygen is carried to all body parts by the blood.

---The heart receives its oxygen through a special set of blood
vessels called coronary arteries.

---There are two coronary arteries, and they have many branches.
---The heart has an automatic timing mechanism.
---This timing mechanism stimulates the heart muscle to contract.

---The heart's contraction, or squeezing, is the pumping action.
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The heart has one function in the body which is to pump the blood
throughout the body. It is a muscle that stretches, squeeies, and then
relaxes 60 to 100 times a minute. The blood flow through the body is
essential to Tife to deliver nutrients such as oxygen, and carry away
waste products of the tiny cells that make up the whole body. The heart
receives blood from a large blood vessel (vein) and pumps it to the lungs,
where it comes in contact with the air breathed. In the lungs, oxygen
is picked up by the blood and then the blood is returned to another part
of the heart. Oxygenated blood is then pumped to the rest of the body

through a network of blood vessels (arteries).

) R Aorta to body arteries

Superior Vena Cava
from body veins \[ ; - ——
. A (Lungs

Left Atrium

Right Atrium
Left Ventricle

Inferior Vena Cava

from body veins Septum

-
| Right Ventricle

Figure 1. The direction of blood flow inside the heart is shown by the
arrows.
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The heart itself requires oxygén in order to carry out its pump-
ing action. Oxygen is the fuel of the body and the fuel for the body's
pump, the heart. The heart obtains its oxygen through a network of
blood vessels whose only purpose are to supply the heart muscle with
the blood and oxygen it requires for performing its life work. These
blood vessels, called coronary arteries, are the very first ones to
receive oxygenated blood from the heart as it pumps. Therefore the heart,
providing oxygenated blood to the entire body, also pumps blood and fuel
to itself. Nature provided the heart with two separate coronary arteries,
each having several branches so that the blood and oxygen reaches the
entire heart muscle. The branches of the coronary artery are very much
like a complex of river tributaries. As the blood is further away from

the two major arteries, the vessels are smaller and smaller.

Right Coronary
Artery

Left Coronary
Artery

~~~~~~

Coronary Arteries

Figure 2. The coronary arteries appear on the outside of the heart.
Note that the left artery has two main branches to supply
the larger muscle mass.
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When the heart is receiving its required oxygen through the coro-
nary arteries, the pumping action carries on in its normal manner. Each
squeeze is started automatically and is timed according to the demands
the body places upon it. When the body is working, the heart is able
to respond by beating more frequently. Likewise, when the body's activ-
ities are minimal as when asleep, the heart responds by slowing its
pumping action. Like all muscles, it must be used in order to stay
healthy.

When problems arise in the heart, it usually involves one of three
functions:

1. There can be problems in the muscle itself or other areas
affecting the pumping action.

2. Problems can arise within the coronary arteries (the blood
vessels supplying the heart with oxygen).

3. Sometimes there can be a difficulty in the balance of the
timing mechanism.
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CORONARY HEART DISEASE

Key Points:

---Coronary heart disease involves the coronary arteries
(bTood vessels which supply the heart with blood and oxygen).

---Arteries are normally round and flexible.

---Arteriosclerosis is a disease which makes the arteries less
flexible and they can become filled with a debris called

plaque.

---In arteriosclerotic heart disease, the arteries become Tike
rusty water pipes. The build up of debris is brittie and
actually weakens the wall of the pipe (artery).

---As the plaque or debris begins to build up, the opening in
the artery becomes narrowed.

---The narrowed artery prevents a sufficient amount of blood
to flow through to the heart muscle that is needed for
various activities.

~--When the plaque builds up to significantly reduce the blood
flow, warning symptoms begin.

---The warning symptoms of coronary artery disease include
pains in the chest and sometimes the pain travels to the
arms, neck, or shoulders.

---The chest pains which are a sign of coronary artery disease
arecalled Angina Pectoris.
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This section is about the type bf heart disease that occurs as
a result of a problem in the coronary arteries (the blood vessels which
supply the heart with blo?d and oxygen). Disease in the coronary arter-
ies is a result of arteriosclerosis, a word from the Greek arterio--
meaning small artery, and sclerosis--meaning hardening. Arteriosclerosis
is the medical word for hardening of the arteries. The normal artery is
.round and flexible, able to expand and constrict according to the amount
of blood that flows through them. As the process of arteriosclerosis
takes place, the artery accumulates material along its wall much as a
rusty water pipe build up debris over the years. The debris inside the

artery is called plaque.

Figure 3. An example of a diseased artery as compared to the normal.
Notice that the size of the opening in the diseased is
less than half the normatl.
As this disease process continues, blood flow is reduced and
therefore a decreased amount of oxygen is delivered to the heart muscle.
In addition to the reduction in blood flow to the heart muscle, the

arteries become less flexible and therefore less able to adjust to

fluctuating needs of the body. That is, as more work is required of the
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heart as in the case of exercise, it is unable to get all the fuel it
needs in order to do that work. When the plaque build-up blocks the
blood flow to 70-90% of its normal size, symptoms can occur. When the
narrowing reaches this point, the body is alerted to the danger. The
danger of course is that the pumping heart muscle will not be able to
have enough fuel to carry out its usual functions. The danger signals
are usually first noticed when the heart is required to do more work, as
in exercise, physical work, or stress. In other words, the first warn-
ing signs uéual]y occur when the heart needs more energy in order to
supply the total body with the blood and oxygen during high demand periods.
The warning signals of coronary artery disease vary for each person.
The chest pains which are a sign of coronary artery disease are called
angina pectoris. Following is a 1ist of the more common signs of angina

which have been reported:

1. Mild to severe pressure or pain in the chest.  This can
resemble a toothache, a crushing feeling, pressure, or
even be a burning sensation.

2. The location of the pain is usually in the front part of
the chest. Often it is felt near the breastbone or
across the front portion of the chest, like a tight band
wrapped around the body.
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The discomfort may travel up the neck to the jaw, down one
or both arms, and even into the upper back or shoulders.

Because each person experiences the discomfort in differ-
ent ways, it is possible that other types of discomfort
in the chest could also be a sign of coronary artery
disease. However, each person usually has a typical way
in which they are warned.
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THE HEART ATTACK
Key Points:

---When hardening of one of the coronary arteries is severe,
and the plaque build-up completely blocks the blood flow,
a heart attack occurs.

---Signs of a heart attack include:
1. Severe heaviness, pain, or pressure in the chest

or arms, that does not go away.

2. The pain may bring on nausea (being sick to your
stomach) and sweating.

3. A feeling of fear or anxiousness may develop.

4. Sometimes difficulty in breathing develops.
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When the disease of hardening of a coronary artery advances to the
point where the plaque blocks the blood flow so that no blood gets through,
a heart attack occurs. The area of the heart that had been supplied by
the artery, no longer getting the oxygen it needs, soon becomes injured.
Because each of the two arteries have many branches, this injured area
is usually surprisingly small, and the other artery and its branches are
able to supply the rest of the heart with oxygen needed while the body
begins to heal the injured site. Because the heart muscle has been
damaged, it alerts the person by signaling danger. These signs include:

1. Severe pain or pressure in the chest area which does not
go away.

2. The pain may resemble indigestion or aching.

3. Because of the intensity of the pain, some people are
nauseated and vomit.

4. The lack of oxygen to the heart muscle triggers a sense of
lack of enough air, and some people experience difficulty

breathing. '

5. The skin may feel cool and clammy, and almost everyone feels
a sense of great danger, fear or anxiety.

A11 of these signals indicate that the heart is unable to get all of the
oxygen it needs. If the blockage in the artery is complete, a part of

the heart muscle is injured.



THE HEALING PROCESS

Key Points:
---The heart can heal itself.

---Healing involves the formation of scar tissue where
there was injury.

---The coronary arteries help the healing by re-routing
or developing collateral circulation to continue

supplying the heart with the necessary oxygen-rich
blood.

--=-Healing is usually complete in nine to twelve weeks
following the heart attack.

98
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Healing begins immediately following injury to the heart. An in-
flammation around the injury develops into scar tissue. Like scar
tissue elsewhere in the body, it is much stronger than the muscle itself,
however it does not have any elastic qualities of muscle and therefore
does not perform any work. The scar tissue maintains the system by
strengthening an otherwise weakened area. This scar is evident in 10-14
days after the heart attack and is usually completed in three months.

In the meantime, the blood vessels to the heart are carrying out
their part in the healing process. The branches of the artery near the
blocked one begin to enlarge and alter their routes in order to continue
supplying blood to as much of the heart as possible. This is called

collateral circulation and depending somewhat on the age of the person,

is developed by nine to twelve weeks after the heart attack.
i

VA

'3

-

Infarction with Collateral Circulation

Figure 4. This is an example of the infarcted heart. Notice that the
other branches of the arteries reach into the injured area
to re-supply the area with blood.
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To explain this phenomenon better, an example from Nature applies.
When a dam is built on a river, the water below the dam is greatly
reduced or even stopped. However, the amount of flow above the dam
does not change and therefore it must be redistributed. Each of the
remaining streams feeding into the river becomes slightly larger and
may even change their direction because of the increased flow. VThis
process is very similar to what takes place in the heart. It is the
collateral circulation and scar tissue formation that allows the heart
to resume a relative level of normal function. And by the end of three

months (twelve weeks) the person should be able to resume most former

activities.
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THE CAUSES OF CORONARY HEART DISEASE

Key Points:

---There are certain factors called risks which increase
the chance of having a heart attack.

---These risks can be divided into uncontrollable and
controllable factors.

---Those that are uncontrollable are: age, sex, and family
history.

---The controllable risks are: smoking, being overweight,
high blood pressure, diabetes, high level of fat in the
blood, inactive life style, and perhaps stress.

---While these factors have been identified there may be
many more unknown factors.

---When more than one of these risks are present in the same
person, the chances of having a heart attack are more than

doubled or tripled, they are multiplied.

---Therefore by e1iminéting or controlling even one of the
risks can reduce the chances of having further heart
attacks.
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Heart attacks are usually caused by more than one thing alone. In

fact, a single direct cause has not been determined. Possible causes

are referred to as risks. These risks can be divided into two categories.

Those one has no control over, and those which can be altered.

UNCONTROLLED

la

Age:
The Tonger one is exposed to the effects of coronary heart disease,

the greater is the chance of having a heart attack. A young person
is not immune however, if other risk factors are present.

2. Sex:
Generally, men have more heart attacks than women. Men begin to
have a high rate of vulnerability to coronary heart disease between
the ages of 38-54. After menapause, women and men seem to have an
equal chance of having coronary heart disease.

3. Family History:
If either of your parents, aunts and uncles, or your brothers or
sisters, have had a heart attack before they were 50 years old, your
chances of having a heart attack are increased.

CONTROLLED

1. Smoking:
If you smoke and inhale, you run a two to six times greater chance
of having a heart attack than a non-smoker. The nicotine in tobacco
is an irritant to the heart muscle and can lead to an irregular
rhythm of the heart beat. When smoking is stopped, generally the
effects on the heart are eliminated, and the risk is completely gone.

2. Stress:

Stress is experienced by each person in a different way. Often a
major change in families precedes the heart attack. For example,
when retirement begins, all family members have to make a few adjust-
ments. Another example of stress is working long hours with many
frustrations. Obviously, it is impossible to name all sources of
stress. Some people increase their level of stress by taking on

many projects at the same time or by always wanting to be in control.
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CONTROLLED (continued)

2,

Stress:
To summarize, heart attacks rarely occur when 1ife is running smoothly.

Overweight:

Anyone with more than 30% excess of their ideal weight is considered
obese. Obesity means additional body tissue to which the heart must
pump blood. Often the fat person is less active than their thin
counterparts. Thus, the heart is expected to work harder but is
often poorly conditioned due to inactivity. For these reasons, it

is thought that coronary heart disease is more likely to occur in the

obese person.

High Blood Pressure:
Blood pressure is a measurement which indicates how hard the heart

- has to pump in order to get the blood through the blood vessels. High

blood :pressure indicates some resistance. Often a person has no in-
dication that the blood pressure is elevated. It is thought that
people who have uncontrolled high blood pressure have an increased
chance of having coronary heart disease and strokes. By lowering the
blood pressure to normal levels, the risks of having a heart attack
are reduced.

Diabetes:

Diabetes is a disease which has to do with the body's use of sugar.
People who keep their diabetes under control with medication, diet
or both, the risk of coronary heart disease is lessened.
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CONTROLLED (continued)

6.

Inactive Lifestyle:
Most Americans get very little exercise. Many have desk jobs and

may exercise a little on weekends or during certain seasons of the
year. The absence of exercise results in very little demand made
on the heart. Just Tike other muscles of the body, the heart needs
exercise in order to keep its tone. Exercise also helps the blood
vessel walls maintain a healthy tone. Without regular exercise,
the person increases the chance of having a heart attack.

High Level of Fat in the Blood:

This risk refers to cholesterol and other blood fats. When the
blood has abnormally high levels of cholesterol and fats, it is
thought that the chances of having a heart attack are greater. This
disorder is occasionally an inherited problem, but most often it is
acquired and can be reduced by diet and exercise. Sometimes medica-
tions are needed to control the blood fats.
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When two or three of these risk factors apply to the same person,
the chances of having a heart attack are multiplied. For example, a
woman over 50 who smokes has a twenty times greater chance of develop-
ing coronary heart disease than the same age woman who does not smoke.
So by eliminating even one of the risk factors, the dangers of coronary
heart disease are reduced many times. This fact is important to keep

in mind when determining which risk to eliminate.



ANGINA OR CHEST PAIN
Key Points:
---Angina is a pain or heaviness in the chest or arms.
---Angina is not necessarily the same as a heart attack.
---Angina is different for each person.

---Usually, angina follows some exertion, exercise, or
activity.

---Angina rarely lasts Tonger than five to twenty minutes.

---Treatment for angina can be highly individualized and
could include:

1. Taking medication such as nitroglycerin or Inderal.

2. Rest.

3. Surgery.

4, Graded exercise.
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Some people experience chest pain which is called angina. The
chest pain that occurs before a heart attack is called pre-infarction
angina. This kind of angina can be present from a few hours just prior
to a heart attack, to an occasional episode over many years. Another
form of angina occurs after a heart attack. It is the pain following a
heart attack that will be discussed further.

Angina is a pain, pressure, burning or heaviness in the chest or
arms. The discomfort may feel like indigestion. Because there are so
many variations, it is important to learn to recognize what angina feels.
Tike for you. The pain of angina is located in the chest, just as the
pain of heart attack is located in the chest. There are several import-
ant differences. First, the discomfort of angina is not causing damage
to the heart. Angina is merely a signal that the heart is not getting
enough fuel for the activity or demands placed upon it. Third, it occurs
during exertion, exercise, or after a meal. Just as often, by stopping
the activity, the pain goes away. Fourth, angina usually goes away in
5-20 minutes. The pain of a heart attack can last for several hours.
Angina is uncomfortable, however, as you become familiar with your body,

you can learn to be active inspite of the discomfort.

Treatment

There are four basic approaches to attain relief from angina. These
include rest, medication, exercise, and surgery. Obviously this is a
broad range and new treatments are developing all the time. Some physicians
recommend some of these treatments alone or in combination. The following
discussion will be general, however, for your specific treatment plan,
please see the Table of Contents for the specific page number. These

treatments are not in any special order of importance.
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1. The first, and probably easiest treatment for angina is rest.
That is, at the first sign of angina, stop what you're doing
and sit down, or lie down if you feel like it, Allow your mind
to relax and take a few minutes break. If this is done at the
first sign of angina, rest will alleviate most pain immediately.
This approach works because the demand for oxygen upon the heart
is reduced during rest, and usually the pain occurs when the
demand for oxygen exceeds the available supply. When the pain
is gone, you can often return to your activity.

2. The second approach to angina is medications. These can vary
from short action nitroglycerin which is taken after the pain
occurs, to other pills which are taken to prevent the pain
from starting. A1l the medications which could be taken for
angina are prescription. Therefore, if your doctor has pre-
scribed medication for you, you will find information about the
specific pills in the section under medications.

3. A third way of coping with angina is to engage in a carefully
prescribed exercise program. The purpose of this approach is to
condition the heart and gradually increase the blood flow to the
heart. The goal is to methodically increase the amount of activ-
ity which you can engage in before you notice any sign of angina,
fatigue, or shortness of breath. The heart can be trained much
as any muscle of the body. Even walking can have a training
effect on the heart. By regular exercise you can increase your
endurance for activity. (See section on activity for more specific

details.)
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4. The fourth and last approach to the treatment of angina is heart
surgery. This treatment is becoming available for more and more
people, however, it is not the answer for everyone. The surgery
is called coronary bypass surgery because the coronary arteries
are surgically re-routed in 6rder to increase the blood supply to
specific areas of the heart muscle. Usually this approach is in-
dicated when other approaches have been unsatisfactory.

There are several approaches to the treatment of angina. Rest, medications,
graded exercise, and surgery are the most common at this time. These treat-
ments, alone or in combination according to your physician's recommenda-

tion, can usually allow you to do almost anything you desire.



WHEN AND HOW TO GET HELP

Key Points:

---Call your doctor if:

1. Your angina attacks suddenly occur more often.

2. Your angina is not relieved by three nitroglycerin
tablets.

3. Your angina lasts more than twenty minutes.

---Go to the nearest hospital if:

1. Your pain lasts more than twenty minutes and you
also are sweating, sick to your stomach, or short of
breath.
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This is a very important part of recovery from heart attack.
Naturally, having to go back to a hospital is something people want to
avoid. You may even wonder if you will have another heart attack. Some
wi]] push this possibility out of their mind. Others will have great
fears of this possibility. There is a healthy and safe approach to this

problem. If you know what to do, you do not need to live in fear.

CALL YOUR DOCTOR IF:

1. Your angina attacks are suddenly occurring more frequently.
For example, if you have one episode a week and suddenly you
have four or five episodes for two or three days, it may be
a sign of some change in your heart's health.

2. Your angina is not relieved in twenty minutes.

3. Your angina is not relieved by three nitroglycerin tablets
taken 5 minutes apart.

GO TO THE NEAREST HOSPITAL IF:

1. Your pain is not relieved within 20 minutes and it is accom-
panied by sweating, or nausea and vomiting, or extreme short-
ness of breath. If the pain is severe, call a coronary
equipped ambulance or your local fire department. Having
this number taped on the phone can save many minutes during a
frightening period.

EMERGENCY PHONE NUMBERS:

Ambulance

Fire Department
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EMERGENCY TREATMENT

Key Points:

---Knowing what to do in an emergency may save precious
minutes and relieve worry of the possibility of the crisis
occurring.

---Formal instruction may be obtained through the State Heart
Association, or your local Red Cross.

---It is important to begin 1ife saving measures immediately,
it can help.
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Knowing what to do in the case of a cardiac emergency is very
important. This section includes information on what to do if this
occurs. If the heart develops serious irregularities, or if a heart
attack re-occurs, certain steps can be learned to help assist breathing
and the heart's beating for short periods of time, until further help
arrives. These steps are called cardio-pulmonary resuscitation (CPR)
and are taught in classes sponsored by the State Heart Association or
the Tocal Red Cross. If you see someone stop breathing, or collapse,
call your local fire department or ambulance, then follow the essential
steps carefully. Training is most effective when practiced, so at least
one of your family is encouraged to enroll in a basic life support class.
Knowing what to do in an emergency can not only relieve much worry, but

it can save your 1ife or the 1ife of a loved one.
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ACTIVITY SCHEDULE

Key Points:

---The first two weeks at home (weeks 2-4 after the heart
attack) are an extension of the hospital period. Your
activities should be about the same as those you were able
to do in the hospital.

~---Periods of rest and exercise such as walking in the house
are encouraged.

~---You may have dramatic mood swings, your body may be less
able to cope with extremes in temperature, and other changes
in your life may affect your appetite and sleeping.

---During weeks five, six, seven and eight the heart is well
on its way to being healed. Active involvement in an
exercise program can help insure your recovery and help in
improving your appetite and sleeping patterns.

---Walking programs can help condition your heart and the other
parts of the circulation.

---Weeks nine, ten, eleven and twelve are an extension of the
recovery period. Sexual activities can usually be resumed
when you can walk up two flights of stairs without pain.

---Planning your return to work can make your return more
successful. You may want to consider part time work, or
there may be special activity demands of your job that you
would want to prepare for.
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When you were in the hospital, there were many people making deci-
sions about what you could do and not do. Some limitations were imposed
because of your health status at the time. Rest was the major activity,
however some exercise in the form of casual walking was encouraged. This
section is designed to enable you to take over the decision-making about
your activ{ty schedule. The goal during your recovery period is to grad-
ually increase your activities while your heart is healing. These recom-
mendations are guidelines only and a few alterations may be required.
Your doctor may alter this schedule somewhat according to your progress.

Some typical activities for the next ten to twelve weeks are suggested.

First Two Weeks at Home (Weeks 2-4 after the heart attack)

This period can be viewed as an extension of the hospital period.
For a few days, you are likely to feel especially good. When you have
been home for a few days questions may arise about certain activities or
events. Often one of the biggest issues is how to spend your time. While
you may have been working before the heart attack, now you will be home
for a few weeks and that time could go slowly unless you are prepared.

Activities at home will be exactly the same type of activities you
were able to do in the hospital. You should be able to walk around in
the house, be dressed, take warm, not hot showers, eat cooked meals with
the family, and enjoy quiet hobbies such as reading, watching TV, or
writing letters. While there are other things you could do, remember
that the heart's scar tissue will not be completed for another six or
seven weeks. For this reason, it is recommended that your activities be
carefully selected during this healing time. This does not mean you have

to Tay in bed all day or even sit around all day. Small, short periods
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of activity actually can help by increasing the blood supply to the heart,

thus actually helping the healing process.

Activities

Non-strenuous may be a term your doctor used to describe the type
of activities that are okay. Besides avoiding obvious hard physical labor,
there are two activities which should be avoided until scar tissue is com-
pletely formed.

1. Lifting, or other iosmetric exercise, and

2. Standing 1in one place for more than 5 minutes.

‘Lifting is classified as an isometric exercise. Isometric means that the
muscles are tightened and held tight, working against themselves, for

short periods of time. Often, because of the effort required, you have

to hold your breath. As a result you are straining in order to do the work.
Straining can cause irregularities in your heart's beating because the
straining stimulates a nerve which directly affects the heart. This same
situation occurs if you»Strain while having a bowel movement.

The problem with standing in one place is based on another situation
entirely. The leg veins depend upon the movement of the Targe Teg muscles
to get the blood to move uphill back to the heart. Therefore, if you
stand in one position for more than five minutes, the Teg muscles are
quiet and there is a tendency for blood to settle in the lower part of
your legs. The heart tries to compensate for this by working harder.

This type of exertion is discouraged. If something must be done that
requires standing in one position for more than a few minutes, try to
bend your knees, and move about from time to time. This will make stand-

ing much more like walking.
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Activities which are encouraged for short periods only are:
1. Walking around the house,
2. Cooking a 1light meal.

3. Loading the washing machine, but not 1ifting out wet
clothes to unload.

4. Dusting.

5. Knitting.

6. Repairing small appliances.

7. MWatching TV.

8. Any hobby that can be done while sitting.

Rest
Obviously, there are probably many other things that could be in-

cluded in the 1list. The key is that activities can be spaced so that

you do not become fatigued. Rest is anAextreme1y important aspect to
your activity schedule. Your heart needs time during every day, in which
it has a minimum of work to do. There are a few times during the day
that rest is particularly recommended. After meals, for example, it is
suggested that resting can be beneficial. In order to digest food, blood
is concentrated near the stomach and intestines. This means that there
is less blood available to the coronary arteries. Now, this does not
mean that this is an all or none situation. Only that if the hearf is
exerted after a meal, often the demand is great enough that angina results
because some of the needed blood is helping to digest the food. Resting

is one approach to prevent angina from occurring after neals.

Heat and Cold

While you were in the hospital, the temperature was controlled so

that it varied no more than about 10 degrees. While this is a rather
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extreme control over the environment, some control is necessary. The
‘body depends on the blood vessels to help in its temperature control. If
the air is very cold, the blood vessels become smaller to help conserve
body heat. And if its hot, the blood vessels relax so that heat can be
lost. For this reason, extremes in temperature require a rapid response
from the blood vessels and the heart. This is fairly complex and, in
fact, the effect from cold is probably a little more critical of the two
extremes. If arteries become small in response to cold air, coronary
arteries can tighten also. Sometimes this tightening can bring on angina
pain. It is for this reason, that it is recommended that you stay indoors
during these first few weeks. It was mentioned that hot showers should
be avoided and it is because of the body's adjusting to heat and cold

that this suggestion is made.

Changes in Your Mood

Your emotional reactions to a heart attack are Both natural and ex-
pected. Since everyone has their own way of responding to a dramatic
change in routine, it is difficult to describe what to anticipate. For
this reason, an attempt will be made to describe a few of the more common
reactions which have been reported by some patients.

Usually shock and d%sbe]ief are the first reactions to the fact of
having a heart attack. Disbelief is merely one way of reacting, and this .
feeling may persist until your recovery is complete. Others may get
frustrated, feel irritated, or feel helpless about the situation. Worry
abouf your future and fear may contribute to feelings of depression. Often,
there will be better or worse days, and the first few days at home can be

very happy ones. As the days at home wear on, it is possible that when
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awake, you may feel jittery, have difficulty with your memory or con-
centration, and have a poor appetite. In addition, it is common to have
difficulty sleeping. People have described these circumstances as mildly
uncomfortable to extremely miserable.

It is known that one or more of these responses are necessary in
order to fully recover from a crisis such as a heart attack. This may
even be a good time to re-appraise your priorities in life. This does
not mean that if you have pleasant feelings that you won't recover.
Instead, it is hoped that if you feel jumpy and are having mood shifts,
that you won't be too critical of yourself. Most of these fluctuations
are under control again in six to eight weeks, and your self reappears.

The way you contend with your reactions is as unique as the reac-
tions themselves. You may want to talk. Your family, friends, a minister,
or your doctor are usually available. Some people prefer diversionary
tactics. It may be helpful to stay active within the recommended physi-
cal Timits. As your physical activity increases, your appetite will
probably improve and sleep may be easier. If your feelings become over-
whelming or last beyond two months or so, don't be afraid to ask for help.

Anqther aspect that may affect you, is that your relationships with
your family and friends may change temporarily. During your recovery,
you may need to depend on your family to do things you normally would
have taken care of. You may feel 1ike disagreeing but find that your
family is afraid to disagree with you. It can take more energy to hold
everything inside than to express honest disagreements. It is important
to tell your family how they can help without doing too much for you.

You will probably have your first office appointment with your doctor

sometime during these first two weeks at home. Recommendations for increasing
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your activities may be discussed. The end of this time period (3-4 weeks
after your heart attack) marks about one-third of the recovery period.
While you have been asked to be passive up to now, the future two months
may be very busy. The following sections discuss ways to help you pace

yourself within the Timits prescribed by your doctor.
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Weeks Five, Six, Seven and Eight

During the next four weeks, the heart continues the scar tissue
formation, and at the end of eight weeks, the scar is nearly complete.
The activities during this time period should be aimed at gradually in-
creasing your activity and exercise endurance. The principles outlined
in the section for the first four weeks still apply, however now you are
encouraged to begin a more active conditioning program. This exercising
must be gradually and continuously progressive. Walking is the best form
of exercise at this time because it is easily increased or decreased, it
aids both circulation and breathing, and it can be pleasurable. Prior
to beginning a walking program, it is recommended that a few exercises be
tried to ensure that your joints are limber. Some acceptable exercises
include:
arm circles (3 times).
bending from side to side (5 times).

raising knee to chest -- first one, then the
other (5 times).

Standing:

LW PO~

Sitting: 1. touch toes (4 times).
2. twisting trunk (upper body) -- 4 times).

When these flexibility exercises are comfortable and you can walk 50
yards and climb one flight of stairs without discomfort or excess fatigue,

it is time to begin walking outside.

Walking Program

Begin by walking outside during a time of day that has moderate
temperature. This would mean during midday in winter and in the morning
or evening in the summer. Plan where you walk before you go so that the

area is flat and try to avoid a windy day.
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Wind is harder to walk against and also can account for a significant
drop in the air temperature. To begin with, five minute walks once or
twice a day is helpful and these can be at a leisurely pace (1/4 mile).
When this is comfortable and your doctor okays a regular walking pro-

gram, the following guidelines can be useful.
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The Tevels are described so that you will be walking up to 2 miles

in 30 minutes at the end of your recovery period. Before you begin,

however, it is important to have a way to evaluate how your heart is

tolerating your activity. There are three basic ways. One is your

heart rate, or pulse. The second is breathing, and the last is the

presence or absence of angina.

1s

‘Pulse: Your pulse is a measurement of the number of heart

beats per minute. To find your pulse, place the fingers of

one hand on the inside of your other wrist (on the same side as
your thumb). You will feel an alternating surging. Each of
these surges, or pulsations, is one beat. Counted for a full
minute, your pulse rate is determined. At rest your pulse is
usually 70 per minute. It may actually be 50 to 90 beats per
minute. The pulse rate immediately after exercise should be no
more than 115 beats per minute. This can be determined quickly
by counting your pulse following the exercise period for 10
seconds. If your pulse is felt 19 times or less during a 10
second period, then you are within the conditioning limits of
your heart. When your pulse is less than 115 beats per minute
at a given activity level for 4 to 5 days, then you may advance
to the next stage of activity. If, however, your heart is beat-
ing more than 19 times in 10 seconds (115 beats per minute)
immediately following the exercise period, you should return to
the prior level of activity at which you had an acceptable heart
rate. This kind of monitoring can take you safe]y through most
other types of exercise as well, and indicate that you are main-
taining a safe conditioning program.

‘Breathing: Any time you feel 1ike you are not getting enough

air, it is time to cease whatever you are doing and rest before
returning. Athletes want to get winded in order to increase
their exercise tolerance, but for now air hunger can be an early

warning sign of too much, too soon.
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3. Heaviness, Pressure or Pain_in the Chest: This is angina. If
you are exercising and angina starts, stop immediately and rest
until the discomfort is gone. When it is gone, then you may either
continue on or return home. In case the angina does not subside
with rest, be sure you have some nitroglycerin tablets with you and
take them as you have learned to do. Naturally, if the pain con-
tinues or becomes worse, call for help. Don't try to get home on
your own as this could increase the demands on your heart beyond

its conditioned level of work.

An example of an exercise program:

WEEK ACTIVITY
5 Walk 5 minutes at a leisurely pace twice a day (total 1/2 mile).
6 Walk 10 minutes at a leisurely pace one time per day. (1/2 mile)
7 Walk 10 minutes at a leisurely pace one per day.
8 Walk 15 minutes at a leisurely pace (3/4 mile) once per day.
9 Walk 15 minutes at a leisurely pace (3/4 mile) once a day.
10 Walk 20 minutes at a lejsurely pace (1 mile) once per day.
1] Walk 20 minutes at a moderate pace (1 and 1/3 miles) once per day.
12 Walk 30 minutes at a moderate pace (2 miles).

If you find that angina is regularly preventing you from proceeding
with your exercise plan, try taking a nitroglycerin prior to the activity.
You may find. that by doing this, your e*ercise tolerance will increase
dramatically.

Another important point is to exercise before rather than after
meals. You will have a better appetite. Also you will be Tess likely to
get angina because your heart will be able to deliver blood it needs for
the exercise without being expected to deliver blood to the stomach for

digesting a meal. In fact, it is best to wait an hour after a meal before
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beginning to exercise.
Your walks may be your time to be alone or a time to share with
some family member. Either way, this should become a regular part of

your day.

Driving a Car:

Occasionally, people have vision problems for awhile after a heart
attack. In addition, driving can be very stressful, especially if done
during heavy traffic periods. It is usually recommended to only take
rides in the car until your conditioning program is built to walking 1
mile. Your doctor may okay driving sooner, depending on your individual

needs and circumstances.
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Weeks Nine, Ten, Eleven and Twelve

As before, continue previous guidelines for increasing your toler-
ance for exercise. By this time, most of you will be feeling closer to
your usual self. If there ave activities which you haven't tried yet,
think through what 1s’requ1red in the way of energy and try to compare
it to something you have already done. In this way, you will know whether
to avoid it, carry it out in shorter time periods, or proceed without

concern.

Sex

You may have wondered when sexual relationships may be resumed. You

have been instructed to wait until your heart is well healed. Sexual
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activity puts an increased work load on the heart and for this reason,
it is recommended that your exercise tolerance be equivalent to walking
two miles (or going up two flights of stairs). The pulse may reach 160
beats a minute and blood pressure also rises during intercourse. There-
fore your heart and body must be as ready as your mind before sex is
resumed. A few suggestions may help minimize yours and your partner's
nervousness. But one of the most important aspects is the love and car-
ing that can be shared while returning to a normal life.

One of the most important aspects at this time is the atmosphere.

It is recommended that your relationships be with your usual partner, in
familiar surroundings, and with plenty of time. While alcohol is a re-
laxant, the body must cope with its presence similar to the way it copes
with digesting food. It is suggested that food and drink be several
hours prior to, or perhaps after intercourse.

Because of the physical exertion involved in sexual relationships,
it is important to conserve energy whenever possible. Some couples find
one or another position more satisfactory. As in other forms of exercise,
the isometric or straining types of activity are discouraged. Holding
yourself up with your arms uses a tremendous amount of energy.

Occasionally, some people experience chest pain or angina during
intercourse. While this could be disconcerting, there are some ways of
dealing with this. First, it may be a signal that your heart is not con-
ditioned sufficiently for the amount of work required by the activity.
Going another step of your activity program may be the answer. Another
aspect may be fatigue. It is important to have your sexual contacts when
you are rested. Third, it may be necessary to slow down a bit. Remember

there are many ways to express love and affection. The heart is very
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sensitive to emotions so that it may be helpful to look at alternatives
besides intercourse temporarily. Some folks have mentioned that becom-
ing reacquainted with your partner much as when you were courting can
be helpful and maybe fun.

Nitroglycerin can also be helpful if angina is commonly interrupt-
ing your efforts. Taken prior to sexual intercourse, nitroglycerin lasts
about one hour. If you continue to have angina during activity of any
kind, including sex, report this to your physician. There may be other
approaches to alleviate the discomfort. Normally, intercourse makes your.

heart pound and makes you somewhat breathless. This is normal, remember?
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Returning to Work

Sometime between 10 and 12 weeks after your heart attack, your
doctor will probably tell you its time to go back to work. He may wish
you to return on a part-time basis, that is half days or a few days a
week. Nowadays, most employers are very understanding and are more than
willing to abide by your doctor's orders. Your biggest problem may be
convincing your employer that you are able to handle a full work load.

In this case, your doctor may be able to help. Otherwise, just try to
remember, the boss does not know how much work you have been doing at

home in preparation for your job's physical and mental demands. In a few
cases, your doctor will advise you to change your line of work. This is
more often an exception rather than a rule. However, it is probably

wise to begin planning your return to work about a month eariy. If a
change 1is necessary, this time will enable you to begin early. Some

people decide on their own to change jobs. If this refers to you, remember
that new jobs or tasks can be stressful. It may be easier to postpone

that kind of change until you try your present work load to evaluate its

difficulty. You can always make a move later.
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REDUCTION OF RISK FACTORS

Key Points:

---Stopping smoking eliminates this risk to heart disease.
---Exercise and diet can help you lose weight.

---High blood pressure can be controlled with diet, exercise, and
medication.

---Diabetes must be kept controlled in order to aid healing.

---Reducing blood cholesterol can help prevent further heart
disease.

---Your activity schedule is a start at changing an inactive life
style. You can develop an interest in a sport or exercise after
the recovery period.

---Everyone experiences some mental or emotional stresses. Relijef
from persistant stresses which are possibly self imposed can
reduce the risk of heart disease.

---The commitment to reduce risks which contribute to heart disease
is your responsibility.

---This booklet and your doctor can explain why risks should be
controlled, and we can give you suggestions for ways to reduce
the risks, but only you can do anything about them.
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SMOKING

Smoking has a dramatic effect on the heart. It can increase the
number of beats per minute (pulse rate), and use up oxygen the heart
needs. When a cigarette is smoked, the nicotine has the effect on the
blood vessels which is to constrict them and make them smaller. This
effect lasts about one hour and as the body eliminates the nicotine, the
blood vessels' size returns to normal. While the nicotine is still 1in
the body, the heart must work harder in order to pump blood through the
smaller opening in the blood vessles. If a cigarette is smoked more
than once an hour or so, then the body has no opportunity to return to
its normal state. Smoking also contributes to high blood pressure. For
all of these reasons, your doctor and others have told you that you must
stop smoking. This section is written for those of you who have already

quit, and also for you who started smoking again.

How to Stay a Non-Smoker

There are some ways to help yourself remain a non-smoker. First,
remember that the worst is over. You have taken the first steps, that
of quitting. ive yourself some pats on the back for it! At first you
may not have had any choice, but now you are making a choice for longer
Tife and better health.

Many people fear that they will gain weight after they quit smoking.
You may have used a cigarette when you had the urge to eat a snack and
thus had avoided a few extra pounds. It is common to gain 2 to 10
pounds after quitting smoking. If more than this is gained it is

usually because food is substituted for cigarettes. The hand to mouth
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habit is hard to control. However, a few pounds are not going to en-
danger your health nearly as much as the constant effect of cigarettes
on your heart and blood vessels. Many people, once they have quit smok-
ing have enough more energy that they are able to be more active and
thus reduce the effects of the 2 to 10 pound weight gain.

In order to keep the weight gain to a minimum, some substitutes can
be useful. Sugarless candies and gum are helpful. These substitutes
have a few calories so some control over their quantity should be main-
tained. It can also help to drink water, low calorie beverages such as
fruit juices, diet drinks, and V-8 juice, etc. Coffee is often closely
associated with smoking a cigarette so beware!

Another approach to averting the cravings of cigarettes, is to be
active. Short walks, activities which keep your hands occupied such as
writing letters, putting models together, knitting and so on can be use-
ful diversions. You might call a friend. While occasional cravings
can continue for some time yet, most of the urgent discomforts are soon
behind you. The body is able to eliminate the built up substances in
about 2 to 4 weeks. The lungs may take longer but as mentioned before,
the worst is over. Setting short term goals (hours, days, weeks, months )
can help you say no. For each time you are able to reject a cigarette,
reward yourself.

A few months down the line, it is important to remember some of
your original reasons for quitting smoking. Now that you have quit,
there is a much less chance of having problems with chest pains or even
another heart attack. Keep up the good work, its a great gift to your-

self and to your family.
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HOW TO BECOME A NON-SMOKER

There are three essential steps to quit smoking. First, you must
find a meaningful reason to quit. Second, a decision must be made to
try to do it and to succeed. Third, a change in smoking habits is
necessary. This can be either to quit suddenly, or to go through some
outlined steps to interrupt some of the developed smoking patterns.
Remember, the harmful effects from smoking are related to the quantity
smoked. If all else fails, you can cut down and still be helping yourself.

Following is a list of positive steps for you to take:

1. Write down all your reasons for wanting to quit smoking.
Reduce this 1ist to three or four of the most important
to you. Concentrate on the positive benefits of not
smoking.

2. Decide on a target date to stop. This could be a few days
away or several weeks.

3. Make a cigarette tally. For a couple of days, each time
you smoke, write down three things. First, describe your
feelings at the time you reach for a cigarette, such as
feeling bored, nervous, angry, hungry, etc. Second,
write down what you are doing, for example, having a cup
of coffee or tea or talking on the phone. And third,
assign a number for each cigarette. On a scale from 1 to
5, with 5 being for the least important cigarettes and 1
for the ones you can't live without.

4. When you have your tally completed for two days, you are

ready to begin quitting.
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Each morning decide how many cigarettes you will smoke.

Make this number progressively fewer each day so that by

your target date you will have reduced the number to three

or four cigarettes. You will probably want to cut out the

least important cigarettes first, that is the #5's.

General Tips:

a)

b)

k)

1)

Buy only 1 package at a time. Then when you near the
end of a pack you will have to make a special trip.

Carry your cigarettes in a different place than usual.
If they are normally in your pocket, put them in a
drawer.

Never carry matches or a lighter with you. This is to
make it longer between the time you think about smoking
a cigarette and the time you actually 1ight up. It
may give you time to talk yourself out of it.

Give away your ashtréys, or hide them.

Develop substitutes such as artifically sweetened
candy, gum, water, juices, and use toothpicks, or keep
your hands occupied.

Change brands at least weekly, moving to lower tar and
nicotine brands. This will make them less enjoyable.

Exercise frequently to relieve nervousness.

Substitute opposite gestures. Example: instead of
reaching for a cigarette, move something away from you.

Refer to your list of reasons to quit smoking.

Write down a list of good things about not smoking.
Also record the times when you reach for a cigarette
and don't 1ight it. Each time you do this, reward
yourself by looking at your list of good things about
not smoking.

At times relaxation can be helpful. Benson wrote a
book called The Relaxation Response. It can assist
you in easy ways to relax your body.

Another book which may help is the Stop Smoking Book,
by Margaret McKean.
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7. Now that you have cut down the number of cigarettes you
smoke, cut out the last few and join the non-smoking
group.

8. Now refer to the section on "How to Stay a Non-Smoker."

If you continue to have difficulty in quitting smoking, the local
lung association has many tips and sources of agencies in the area for
alternatives. These can be helpful to you and may proVide you with that

extra assistance.
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STRESS

Stress is present in all life. It is necessary unless one 1lives
in a vacuum. Stress can have an effect on the body. The part that stress
plays in heart disease has been defined in a couple of ways. The first
is related to Tife situations. When many events pile up in a short
period of time, it tests the individual's tolerance for stress. If this
occurs in an individual who has one or more of the other heart disease
risk factors present, it may have a significant impact on the body. In
fact, most people who have had a heart attack can name an emotional crisis
or unusual fatigue which occurred before the heart attack. While it is
nearly impossible to predict which events might contribute to heart di-
sease, it is strongly supported that the greater number of stressful

events, the more likely it is to result in some kind of physical difficulty.
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The second way that stress has been found to have an effect is found
in your particular style of dealing with life's demands. If you have two
Jjobs, work overtime, are constantly under extreme time pressures, have
difficulty relaxing during leisure time, and have intense feelings over
relatively small issues, then you may have an increased risk to heart
disease. Certainly, if this is your nature and then you are faced with
events that restrict your control over your time, the chances of you
being at risk to heart problems is increased.

What can be done to reduce the effects of these stresses and your
responses to them? Obviously, it is impossible to control all the events
that may contribute to stress. Your reaction to events can be changed.
When you have no control over the outcome of an event, such as retire-
ment, a job transfer, or something similar, it is possible to examine your
alternatives to minimize the effects on your body. For example, if you
are asked to transfer, there are a number of possible choices. You
could pack up and move, quit your job, or some compromise in between.

Another aspect to consider is how your time is being spent. Is
there a balance between your leisure time and work? Do you allow your-
self to enjoy some time off the job with meaningfu] activities? Exercise
or sports can be meaningful, especially if they help reduce a risk for
heart disease.

Relaxation techniques can be Tearned to minimize the effects of
stressful events. This does not mean meditation or trance states. The
body can be trained to relax when certain cues are present. For example,
once relaxation is learned, you can initiate the technique whenever you
develop a headache or an acid stomach. There is a book called Relaxation
Response by Benson, which may be helpful in helping you learn some of

these techniques.
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The major point about reducing stress is to acknowledge its presence.
If stress plays a part in your 1ife, then it is even more important to
reduce the effects of some of the other risk factors. Remember, the
presence of more than one factor multiplies your susceptibility towards
heart disease. By altering your reactions to stresses you can signifi-

cantly reduce your risk to heart disease.
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OBESITY

Overweight is related to a distinct increase in risk of developing
a heart attack. The level of overweight at which heart problems will
develop is not known. Obesity is considered to be present if you are
30% or more over your ideal weight. For example, if you should weigh
150 pounds, 30% of 150 = 45 pounds. A weight of 195 or greater would be
considered obese for you.

The primary risk involved in being overweight is that you are usually
less active than your thin counterpart. And when you do exercise, it
is more work for your heart to rise to the demands. You may also have a
fatty diet.

If you tend to be overweight, the period immediately following the
heart attack may be especially difficult. You may eat when you're in-
active or nervous and perhaps your usual diversions are temporarily taboo.
To avoid gaining weight during your recovery period will be an admirable
goal.

If you decide to reduce your weight, be sure to choose a balanced
diet. Any special diet should be cleared with your doctor since some of
these are high in animal fat, are unbalanced, or may be a stress for your
healing heart. It can be helpful to keep low calorie snacks available
and to time your exercise periods to help control your appetite. As your
exercise or activity program increases, you will be burning up some of
the calories. It takes a lot of activity, however, to burn up the calor-
ies contained in a glass of cola. You would have to walk 1 and 1/2 miles!

There are clinics and programs to assist you if you want to lose

weight. TOPS (take off pounds sensibly). Weight Watchers, Diet Centers,



140

and many others can give you support. Sometimes by using these services,
your weight loss will be noticed in different ways. These groups help
by being available for extra support when you are having difficulties
sticking to a diet. AlI1 of the alternatives should be cleared with your
physician so that if any special circumstances are present, you will be

able to include these.
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HYPERTENSION --~ HIGH BOOD PRESSURE

If you had high blood pressure before the heart attack, it may have
returned to normal levels for awhile afterwards. This may be a tempo-
rary change and periodic checks are needed to determine if your blood

pressure elevates above normal.

High blood pressure can be present without changing how you may

attack and not have known about it. If this is so for you, your doctor
may have started treating it during your hospital stay.

What is high blood pressure? Hypertension or high blood pressure
is a condition involving the heart and the blood vessels. It is when the
heart is forced to change its work load in order to pump blood against a
more resistant blood vessel. The causes of this may be due to a heredi-
tary factor, being overweight, a fluid and salt inbalance, or hormonal.
While it is known that this Tist of problems contributes to high blood
pressure, the cause is not known.

The effects are known, however, so that controlling high blood pres-
sure is very important. Treatment for hypertension can involve medication,
diet, exercise, weight 1055, relaxation and quitting smoking. These must
be individualized to you. If your doctor has prescribed medications for

blood pressure control, information is included in the medication section.
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INACTIVE LIFE STYLE

The effects of a physically inactive 1ife style are most obvious
when viewed along with other risks to heart disease. Inactivity or
sedentary living is common in the American culture. If leisure time is
spent watching TV, playing cards, riding a cart while golfing, etc. then
you may have a life style which contributes to heart disease. Activity
which is done once a week, or even more often during summer months only,
is too erratic to have a conditioning effect on the heart and circulation.

To alter this may be as difficult for some as quitting smoking can
be for others. Some ways that may be helpful are as follows:

1. Enlist the help of friends. If you begin on a walking

program, take someone along. This may help provide some
support to get you through those days when it would be

easier to stay at home.

2. Try to stick to a schedule. For example, you may want to
exercise on Tuesday, Thursday, Saturday and Sunday.

3. Give yourselfvplanned weekly days off.

4. Joining a group or taking a class may be helpful. If the
exercise is strenuous, however this should wait until after
your recovery program.
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Aerobics and Aerobics for Women are books that provide
sound advice about exercising when your doctor has cleared
you medically.

Other community resources may be found through community
or junior colleges, YMCA's, and the Heart Association.

Sports such as golfing, tennis doubles, swimming, and
particularly walking are beneficial to your heart's and total
body conditioning. The major factor is regularity and routine.
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DIABETES

If you are diabetic and are not sure how to control it, it is
important now more than ever to learn to control the disease. If you
become diabetic as an adult, chances are that control can be maintained
by proper diet and exercise.  Your doctor can help with the treatment
program. Diabetes that is uncontrolled causes wounds to heal poorly,
so in order for your heart to heal properly, carefuly control is neces-
sary.

The diabetic foundation has information that may help you maintain
control. Also, your diabetes may be unpredictable during the recovery
period since your usual activities, diet, and rest may be different
temporarily. As the healing becomes more complete, a more usual regime

should be possible.



145

HIGH LEVEL OF CHOLESTEROL AND FAT IN THE BLOOD

A reduction of weight along with less fat and sugars eaten will
Tower the blood cholesterol levels. Although it is doubtful this
change will effect the state of your blood vessels' plaque and debris
that has already built up, it may prevent further build-up and deteriora-
tion.

In order to reduce blood fats, it is thought that diet fats not
only need to be lowered or eliminated, but also more complex or unre-
fined grains and sugars need to replace the refined foods normally eaten.
These dietary changes may be started slowly by just trying out a few
recipes. Vegetable protein substitutes such as beans, lentils, and soy
products can be tried once a week or month to replace meat. Poultry
and fish are Tow fat alternatives to beef and pork.

For most people with a seriously high cholesterol Tlevel, diet
alteration may not be adequate. Medication may be prescribed to help

your doctor to help your body utilize the blood fats more effectively.



DIET

Key Points:

---Eating small, frequent meals puts less demand on the
heart.

---Reducing salt, eating fewer calories, and cutting back
on fats can help reduce risk factors.

---Using weight loss principles can help you keep off
extra pounds during a relatively inactive time.

---Local agencies such as the heart association, the state
and county extension services, and local universities
can offer recipes and guides for meal planning.

---Caffeine is a heart stimulant, so that coffee and colas
with high caffeine should be avoided.

146
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Although many of you will have special diets to follow, there are
several things that you can do to improve your eating habits in order
to aid your healing heart. Eating behavior can have an effect on three
of the risk factors discussed: obesity, high fat levels in the blood,
and high blood pressure. By assuming healthy eating habits one can pre-
vent three risks to heart attack. It is understood that changing a
total way of eating may be easier said than done, however it is a very
economical way of preventing heart disease.

Small, frequent meals are the easiest and most efficient way for
the body to get its food. Digestion requires increased blood supply and
oxygen to the intestines. This means that irmediately following meals
there is less oxygen available for the heart. While the heart is heal-
ing, this can make a difference. Oxygen that is needed by the heart can
be shared in small amounts for the digestive needs rather than in the
large amounts required to digest a large meal. In addition, fats re-
quire more energy to digest than proteins and sugars. You can prevent
angina from occurring by eating smaller meals. Caffeine is a heart
stimulant, and therefore coffee and colas should be avoided during the
healing period. Caffeine may also make it difficult for you to sleep.

Another preventative measure is to reduce the amount of salt that
you're used to eating. Salt plays an important role in the fluid balance
of the body, and can affect the blood pressure. If you generally add
salt to food at the table, you might consider leaving the shaker off the
table. Or, leave salt out when cooking, so that if you like to add salt
when eating, you still have reduced your intake. Everyone needs some
salt and most of what you need is naturally present in foods. These

modifications are only mild, however, any extreme reduction in salt that
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is needed would be recommended by your doctor.

During the recovery period, you may feel that you are gaining
weight. This could be due to a drastic change in your activity level.
While your activities are limited it might be helpful to follow some of

the prihcip]es of weight control.

1. Keep sugar-free candy, gum, and soft drinks available for
snacks. .

2. Fresh vegetables and fruits have fewer calories than cookies
and candies.

3. Eating smaller amounts more frequently may help prevent
over-eating.

4. Coffee is an appetite stimulant.
5. Broiled food has fewer calories than fried.
6. Trimming fat off meat can save many calories.

7. When eating out, the servings may be larger than you are
used to. Doggie bags are usually available.

Dietary habits may be changed if you wish. Some changes can help
reduce the effects of high blood pressure, overweight, and high blood
fat. The heart association cookbook has many tasty recipes available.
Also, the university extension service, or the county dietary services
can help you with home canning information and food preparation for those
of you on special diets. If you must follow a special diet, specific

information follows.
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LOW SALT (SODIUM) DIET

Salt is present in all foods. A normal diet contains all the salt
necessary for Tife. In some instances, a reduction in salt is necessary.
If you must Timit your salt (sodium) intake, the following suggestions
may be helpful. Diets Tow in salt must be obtained through your doctor.

There is usually a very high salt content in pre-prepared foods.
Seasoned salts and spaghetti, stew, gravy, and sauce mixes also have high
salt content. Since most people use»these preparations because of their
convenience, it is suggested that you consider two things. First, there
are ways to prepare food quickly using raw ingredients. In the case of
cooking, high heat, microwave ovens, and pre-mixing ingredients using low
salt spices for favorite dishes can save time. Using real spices instead
of spiced salt can reduce salt intake a great deal. Second, one can uti-
lize more raw foods, such as raw vegetables, salads, and fruits. These
tend to need less salt than when cooked.

Many canned vegetables, and a few frozen vegetables are prepared
with salt. Home canning, and all raw vegetables are good alternatives.
Most frozen vegetables do not have salt added.

Fortunately, most prepared foods have good 1abe1ing. But what do
you Took for? Ingredients are listed so that the greater quantity of
substance is listed first, and the smallest amount is last. Actual quanti-

ties are very rarely listed. Some of the words which indicate salt are:

Salt Sodium Cyclamate Sodium Alginate
Baking Soda (artificial sugar) Sodium Propionate
Baking Powder Sodium Saccharin Sodium Benzoate
Brine (artificial sugar) Sodium Sulfate
Monosodium Di-Sodium Sodium Hydroxide

Glutamate (MSG) Phosphate
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Besides the foods that have had salt added, there are some foods
that are naturally high in salt. Cured meats such as ham, bacon, or
sandwich meats are very high in salt and should be avoided. Peanut
butter, celery, milk, cheese, sauerkraut and pickles all contain salt.
For many of these foods, it is enough to just limit them to small amounts
or occasional use. Fresh fish may be stored in salt water, so you may
want to rinse it before cooking.

Salt substitute may be used if your doctor okays it. Any extreme
salt reduction may require further counseling. Diets are available by
prescription from a hospital or from the heart association. Local
agencies such as the county extension service can help you with cooking
techniques, home canning for Tow salt diets and some recipes.

If you want to purchase foods containing no sodium (salt), most
grocery stores have a dietary section with a small selection of Tow salt
soups, vegetables and other canned foods, and low salt spices. Generally
speaking, the price of these foods are more expensive. Health food stores
are usually more expensive than this special food section in the grocery
store. The selection in the health food store may include some more
unusual items. If you have a great deal of difficulty finding an item,
the grocery stores which are located near retirement neighborhoods and
developments are more likely to have a broader selection. Good Tuck on

your new diet, shopping, and cooking.
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CONGESTIVE HEART FAILURE
" Key Points:

---Congestive heart failure is the medical term for a
reduction in the heart's pumping action.

--~-Fluids can build up in the lungs or legs.

---Signs of congestive heart failure include feeling
short of breath, a dry cough, swelling in your feet,
and tiredness.

---Congestive heart problems can be treated and controlled.

---Treatment usually includes strengthening the heart
muscle and reducing the amount of total body fluid the
heart must pump.
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Congestive heart failure is the medical term meaning that the heart
is not pumping efficiently and is causing problems for you. It does not
mean that the heart is not beating. There is treatment for this problem
and it depends on your help. To assist you, a brief discussion of the
heart's action, as well as some common treatments are included in this
section. If a specific diet or medication is prescribed, you will find
that information under the diet and medication sections.

The disorder of congestive heart failure involves the pumping action
of the heart. This type of congestion is somewhat 1ike a flooding river.
The rivers (blood vessels) can only handle so much water (blood) and when
there is a slowing of the flow rate of water (inability of the heart to
pump the blood adequately) and more water is added to the system than it
can get rid of (through the kidneys), the water overflows into the surround-
ing lands (lungs or legs), resulting in flooding (swelling or congestion).

If the fluid build up is to the lungs, the water fills some of the
air spaces so that breathing is made difficult. Often, it feels like you
cannot get enough air. There may be a slight cough or you may have diffi-
culty laying flat.

When the fluid builds up in the legs and feet, the skin becomes
tight. Shoes are tight and may be very uncomfortable. At night, when the
legs are more level with your heart, you may find yourself getting up to
go to the bathroom because the fluid has shifted from your legs, and is

carried through the blood to the kidneys which get rid of the excess water.

Treatment of Congestive Heart Failure

Increasing the strength of the heart muscle is usually one of the
treatments. This can be accomplished with medication. The digitalis type

medicines affect the heart by making each contraction or squeeze much
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stronger. There are also medications which help the body get rid of
excess water. By reducing the total amount of fluid the heart must pump ,
the heart can function more efficiently.

Another treatment is your activity regime. In one sense, the heart
in this condition is lazy. You can increase its tolerance for work by
making the work easier. For example, if chores are normally carried out
in one hour of continuous work, it takes less energy to do the job 15
minutes at a time with breaks in between. Sitting instead of standing,
and Taying down or sitting with your feet elevated also puts less work
on the heart. Try to avoid becoming overly tired since your reserves are
Tower.

In some cases, carefully prescribed activity may increase the heart's
tolerance for increased demands. If you have congestive heart failure,

you may work with your doctor to carefully condition your heart.
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MEDICATIONS
Key Points:
---Know the name and dose of each medication prescribed.

---Know what the medication is for and when to notify
your doctor.

---Keep medications in the original prescription bottle
to avoid confusion about their identity. '

---Try to take the medications at a routine time of the day,
for example, with meals, when brushing your teeth, or at
bedtime.

---Keep all medications out of children's reach.
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General Medication Information

A1l medications have desired and undesirable effects. The desir-
able effects are obtained by taking certain amounts at certain times.
It is important to know the name of the medications you take. Also, it

is helpful to know a 1ittle about the action or purpose of the medication.

Willamette Falls C ohmanity H o:ﬁz';ﬂ i

15th and Division Street |

j OREGON CITY, OREGON 97045%3
No.?‘536 pr, Hanson 3
Lanoxin 0.25 mge. o
Take 1(one) tablet each }
morning with meal. |
Tom Smith may refill |

On each prescription bottle there is certain information that will
help you. Each bottle has your name, the name of the medication, the
number of pills to take for each dose, and the number of times each day
you should take the medication. Also, on each bottle's label is the name
of your doctor, a prescription number, the name of the pharmacy, and if
you may have the prescription refilled. Names of medications can be either

in the form of a brand name or they can be the chemical name. For example,
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Tylenol, is a trade name of the medication whose chemical name is aceta-
minophen. Sometimes, the doctor prescribes the medication according to
a brand or trade name, and sometimes it will be prescribed according to
the chemical name. In either case, the medication is essentially the
same.

The dose of medication to take, is the number of pills to take, and
the number of times per day that you should take them. Most often the
dose is one tablet or capsule, but it is not unusual to take 1/2 tablet,
or two or three at a time. The pills are manufactured in certain sizes
and your doctor adjusts the number of pills to your body size and needs.
The dose is usually given in a certain number of "mg.", which is an abbre-
viation for milligrams. A few medicines are listed in "GM" (grams), or
"gr." (grains). Each of these are measured amounts.

The time that the medication should be taken is determined by your
doctor so that the effects of the pills will be in your body at the time
it needs to be in order to have adequate action. Some medications are
most effective when taken with meals, some need to be taken on an empty
stomach. A1l of the information will be included in the section about
the specific medication.

If you take more than one medication, it can be confusing to remember
day after day, if you have taken the pills. By taking the medicines at
regular times each day, it can become a part of your normal routine.

Some people set out their pills for the whole day so that they know if
they have taken certain pills. Most drug stores have special boxes which
have cubicles for your pills in which you can put the weeks' or days'

pills in. This acts as a reminder and can confirm that you have taken

the medication.



157

Except when you have a specific purpose, it is generally recommended
that you keep all your medications in their original containers. Then,
if for some reason you need to identify the pills, the name on the bottle
is the actual name of the pills inside. Another reminder, keep all medi-
cations out of children's reach. Most of the druggists give you child-
proof caps, but if you ask, they will give you a bottle with a regular
cap.

How do you get drugs refilled? Some prescriptions can be automati-
cally refilled by taking the bottle to the drug store. If you néed the
doctor's okay first, and you are almost out of pills, usually a call to
the office will allow you to get the medication refilled until you can
make an appointment. Most medications need to be taken continuously so
that it is important to arrange for refills a little before you run out.

Medications are often expensivé and when you are taking many of
them at the same time, it can add up quickly. There are some drug stores
which advertise lower prices. You can be sure that all medications must
be dispensed according to what the doctor has prescribed. If you can
find Tower prices, you can trust that the medicine is the same as if you
pay more. Some drug stores give senior citizen discounts. It pays to
shop a little.

On the next page is a list of your medications. The name, dose,
and time of day that they are to be taken, are written all on one page.
Information about your medication is given separately for each drug. If

you have further questions, be sure to ask your doctor.
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LIST OF MEDICATIONS

'NAME ‘DOSE ‘TIMES
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DIGITALIS: Lanoxin, Digoxin, and Digitoxin

Digitalis is a medication that has a direct effect on the heart.

It is pfescribed for three main reasons. One is to treat and prevent
recurrent rapid heart beats. Second, it can be used to control irregu-
lar heart beats. The last, and probably more common use, is to streng-
then the cardiac muscle by helping it squeeze more tightly with each
beat. Another effect of digitalis is to help the enlarged heart become
smaller. These mechanically-related effects make the heart more effi-
cient as a pump. That is, less energy is required by the heart to do
the same amount of work when the heart muscle is stronger.

Digoxin (Lanoxin) is a very potent form of digitalis and is pre-
scribed in fractions of milligrams (mg). Common doses taken daily are
0.125 mg., 0.25 mg., and 0.50 mg. Because of the very small doses needed
to maintain the desired effects from the medication and because it takes
24-72 hours for the medication to be completely eliminated from the body,
it is important that exact doses are followed. Interestingly, extra
doses of digitalis above the prescribed ones may have the opposite effects
from those desired. That is, in too high amounts, the digitalis may make
your heart weaker. During the first few days of treatment with digitalis,
you may be given a few extra doses. If this is done, it is to have the
medication build up in the blood quickly. Digitalis has no effect on
pain, so the only time to take extra doses is when your doctor specifi-
cally tells you.

The desired effects of digitalis are to strengthen the heart muscle

and to slow the rate of the heart. A few side effects may occur. Side
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effects are not dangerous usually, but are more often uncomfortable.
The most common side effect from digitalis is an upset stomach at the
time you take the pill. It is suggested that you take the medicine
with some food, a glass of milk, or at least have something on your
stomach to decrease the irritation. Many people have no difficulty at
all.

If the digitalis builds up in your body faster than it is being
eliminated, you may develop toxic effects. Toxic signs are things you
may feel when the usual dose is not correct for you. This might be due
to a dramatic change in your weight, in your overall health, or for many
other unknown reasons. It is important to know the toxic signs so that
you can report them to the doctor, should they occur.

The major toxic signs are:

1. An abnormally slow pulse for several days.***

Feeling very sick to your stomach or throwing up.

No appetite.

SOowoN

Persistent headache, that will not go away with your
usual treatment of aspirin, etc.

5. Changes in your vision, especially changes in how you
see colors, or seeing flickering dots, and sudden
burning in your eyes.

The occurrence of any of these signs for several days are good reason to |
notify your doctor. Although there are other reasons you may be having

these problems, digitalis is one possible reason and this needs to be

checked,

***For Pulse Taking Instructions, see next page.
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Pulse Taking:

Your puise is a measurement of the number of heart beats per minute.
The monitoring of your pulse is one way to observe the desired effects
of digitalis. Normally, digitalis will have a slowing effect on your
heart. However, if a sudden slowing occurs, it may be a sign that digi-
talis is building up in your body. It is difficult to tell you just how
slow your pulse may become because each person is an individual situation.
If, however, you take your pulse daily at a regular time of day, such as
when you normally would take your digitalis, then if you notice a drop
in your pulse of 10-20 beats per minute, then you have identified a sud-
den slowing. It is important to ask your physician what to do if you should
find your pulse suddenly slower than usual. You may want to ask this at
one of your regular appointments so that you know ahead of time. This
circumstance is not an emergency but needs to be solved before all your

digitalis is washed out of your body in 48-72 hours.

How to Take Your Pulse:

To find your pulse, place the fingers of one hand on the inside of
your other wrist (on the same side as your thumb). You will feel an al-
ternating surging. Each surge, or pulsation is one beat. Counted for a
fui] minute, your pulse rate is determined. At rest your pulse can range
from 60-100 beats per minute. A short cut, is to count your pulse for
10 seconds and multiply that number by 6. For example, if you count 12

beats in 10 seconds, your pulse would be 72 per minute.
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DIURETICS (Water Pills)
(Potassium Sparing Diuretics)

Diuretics are given to get rid of excess body water. They may be
used in the treatment of hypertension (high blood pressure) or congestive
heart failure. The medication acts on the kidneys to aid the kidneys in
getting rid of excess water. Excess water in the body may be noticed
three ways:

1. Sudden weight gain. Water is very heavy and even 5 pounds
of weight can reflect several quarts of water in the body.

2. Swelling in the feet or ankles. Although ankle swelling
(edema) is noticeable on hot days or if you are on your feet
a lot, the swelling referred to here is present at other times
also.

3. Shortness of breath or air hunger. This sign can mean an im-
balance of fluid with an abnormal fluid collection in the lungs.

Any of these signs may require treatment with diuretics. Some common
names are: Aldactone, Aldactazide, and Dyazide.

Diuretics tend to wash out some of the body's salts when the water
is washed out through the kidneys. The main salt, sodium, is desired
to be Towered. Another salt, potassium, is not washed out by these par-
ticular diuretics. Instead, potassium may be spared. This is mentioned
because some other diuretics wash out potassium along with the other salts.
Because potassium is spared, occasionally it may build up. The signs of
potassium build-up are: weakness, muscle aching, muscle cramps, stomach
cramps, and mental confusion.

If you have signs of an excess water build-up, or signs of potassium

build-up, then you should contact your doctor so that he can advise you.
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DIURETICS (Water Pills)
(Potassium Depleting Diuretics)

Diuretics are given to get rid of excess body water. They may be
used in the treatment of hypertension (high blood pressure) or congestive
heart failure. The medication acts on the kidneys. There are countless
types of medications which aid the kidneys in getting rid of excess water.
Excess water in the body may be noticed three ways:

1. Sudden weight gain. Water is very heavy and even 5 pounds
of weight can reflect several quarts of water in the body.

2. Swelling in the feet or ankles. Although some ankle swell-
ing is noticeable on hot days or if you are on your feet a
lot, the swelling referred to here is present at other times
also.

3. Shortness of breath or air hunger. This sign can mean an im-
balance of fluid with an abnormal fluid collection in the lungs.

Any of these signs may require treatment with diuretics. Some common names
are: Hydrodiuril, Lasix, Diuril, and Hygroton.

Some of these diuretics wash out some of the body's salts when the
water is washed out throughthe kidneys. The main salt, sodium (table
salt) is desired to be Towered. However, the potassium salt, when washed
out, can become a problem. The body will send out warning signs of not
having enough potassium. These sign§ are: weakness, dizziness, lack of
energy, muscle fatigue, leg cramps, loss of appetite, or vomiting. These
signs may be prevented by eating foods high in potassium (see following

Tist), or by taking a prescribed suppliement.

Foods High in Potassium and Low in Sodium:

Oranges, orange juice Squash Watermelon
Other fruit juices Sweet Potato Raisins -

but not fruit drinks Bananas Dried Prunes
Dry Beans Avocados Dried Apricots

Potatoes Yeast Cantaloupe
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For those of you taking medication which washes out the body's
potassium and who are also on a low sodium diet, these foods contain a
limited amount of sodium, but are rich in potassium. You may eat these
things a bit more freely.

If you are taking a water pill and you still have signs of excess
water build-up (such as a sudden weight gain, etc.), or some signs of
Tow potassium (weakness, lack of energy, leg cramps, or nausea and vomit-

ing), be sure to contact your physician.
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PROPRANOLOL (Inderal)

Inderal is used to treat irregular heart beats, recurring rapid
heart beats, to prevent and control angina, and to lower blood pressure.
Its main purpose is to decrease the amount of oxygen the heart needs in
order to do its work. This is why it is used to prevent angina. (Please
see the section in this Booklet about Angina.) The doses vary greatly
between one person and another, and can range from 40 mg (milligrams) to
320 mg or more. These are usually taken in divided doses three to six
times a day, depending on the desired effects.

Inderal is a very potent medicine. It can be extremely beneficial
but it can also have marked side effects and should be taken only under
the supervision of your doctor. Some of the side effects are:

1. Extremely siow pulse, less than 40-45 per minute. Inderal

may have a slowing effect on your heart, but an extreme
amount of slowing may become a problem.

2. Unusual weight gain of 5 pounds or more. This may occur

because of fluid retention by the body. It is usually

also noted that breathing is more difficult.

3. Asthma or asthma-Tike conditions. Asthma is experienced
by wheezing while breathing and may be worsened by Inderal.

If Inderal is taken, it is extremely important that it not be stoppéd
suddenly. For example, do not Tet your prescription run out or forget
to take it for several days. Stopping suddenly, unless advised by your
physician, may cause severe problems and may make your chest pains
(angina) worse. In spite of these comments about Inderal, do not be
afraid to take it. It has been one of the most helpful drugs for treat-

ment of coronary artery disease and angina.
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PRONESTYL OR QUINIDINE

Pronestyl and Quinidine are brand names for two medications that
are used for the treatment of an irregular heart beat and certain kinds
of fast heart beats. These irregularities are common during the first
few days following a heart attack, however occasionally the problem per-
sists and continued treatment is needed. When the heart does not beat
in its normal sequence it may be less efficient in its work as a pump.
These irregularities may occur for many of the same reasons angina occurs,
that is when the heart does not have enough oxygen, the timing mechanism
is altered. Pronestyl or Quinidine help to suppress the irregular beats
so that the normal timing mechanism can take over again.

Pronestyl is generally used for short periods while Quinidine may
be taken for indefinite time periods, The main problems from taking either
of these two medicines are that they may cause stomach upset or diarrhea.
These problems can generally be prevented by eating a cracker, drinking
some milk, or having some other food in the stomach at the time the pills
are taken. The diarrhea and stomach problems almost always go away after
taking the pills for a short time. These are considered side effects,
and generally are uncomfortaﬁ]e but not dangerous. Naturally, if either
of these persist or you feel they are a problem, call your doctor. He
may adjust the dose or have other suggestions to help.

Both Pronestyl and Quinidine are taken several times a day because
the effects are maintained for only 4-8 hours. If you are supposed to
take four doses a day, for example, it is a good idea to take one of them
first thing in the morning when you get up, and last thing at night be-

fore you go to bed. In this way you can have the maximum benefits lasting
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throughout the night as well as when you are awake. Pronestyl and

Quinidine are very effective for controlling irregularities in your heart.
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NORPACE

Norpace is a brand name for a medication that is used for the
treatment of an irregular heart beat. These irregularities are common
during the first few days following a heart attack, however occasionally
the problem persists and continued treatment is needed. When the heart
does not beat in its normal sequence it may be less efficient in its
work as a pump. These irregularities may occur for many of the same
reasons angina occurs, that is when the heart does nof‘have enough oxygen,
the timing mechanism is altered. Norpace helps to suppress the irregu-
lar beats so that the normal timing mechanism can take over again.

Norpace is a relatively new medication. Side effects are rare, but
a few have been reported. Dry mouth, constipation and urinary frequency
are the most common. Occasionally, urinary retention occurs. This is
when urine in the bladder is unable to be passed out of the body. It is
not due to an obstruction, but rather because of an inability to allow
the urine out of the bladder. If you are taking Norpace and have not
emptied your bladder for 16-24 hours, you should check with your doctor.
Usually these effects are temporary but they need to be reported.

Norpace is taken several times a day because the effects are ﬁain—
tained for only 6-10 hours. If you are supposed to take four doses a
day, for example, it is a good idea to take one of them first thing in
the morning when you get up, and last thing at night before you go to
bed. In this way you can have the maximum benefits Tasting throughout
the night as well as when you are awake. Norpace is very helpful in

controlling the irregularities in your heart.
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POTASSIUM SUPPLEMENTS
(Potassium Chloride)

Potassium supplements are prescribed when you are at risk or have
been found to have a low level of potassium in your body. This may be
due to the effects of other medication. Some of the brand names are:
K-Lor, Slow-K, Kaochlor, KCL, and K-Lyte. Some of these are liquid,
some powder, some tablet, and Slow-K is a pill. All of these, except
the pill are to be dissolved in water or fruit juice. The taste is very
bitter so some experimenting to find the best liquid for dilution is im-
portant. Cold water, orange juice, and grapefruit juice are the most
common choices.

There are two primary side effects from potassium supplements.
Stomach and intestinal irritation has occurred. The effects on your
stomach can be minimized by taking the medication after your meals, while
your stomach is full. If this is not possible, then eat some crackers
or bread at the time you take the medicine. This will help decrease the
irritation on your stomach.

Another effect from taking potassium supplements is a build-up of
potassium in the body. You may observe this if you feel:

1. Listlessness,

2. Mental confusion, and

3. Muscle cramping.

If these signs occur, you should inform your doctor. The side effects
from potassium supplements are uncommon. By replacing lost potassium,

you are able to take medication that otherwise might not be available to

you.



170

NITROCLYCERINS AND NITRATES

Nitroclycerins and nitrates are a type of medication which relieve:
the pain of angina. They are not addictive or habit forming. This is
because they act to relax and expand the coronary arteries, and do not
have an effect on the nervous system. The dilating action on the coronary
arteries allows more blood to reach the heart muscle. This can relieve
angina pains.

Nitroglycerin (Nitrostat) tablets are tablets that are taken by
putting them under your tongue (sub-lingual) and letting them dissolve
beneath your tongue. If swallowed, the stomach takes 45-60 minutes to
absorb the pills into the bloodstream. The area under the tongue con-
tains special pores called mucous membrane that absorb the nitroglycerin
direct]y into the blood. This rapid action lets the medication reach
thé heart via the blood and relief of pain is obtained in about 5 minutes.
Some peop]e‘require a higher dose than one tablet, so that if the angina
is not relieved in 5 minutes, you may take another nitroglycerin. This
can be repeated yet again until three nitroglycerin tablets have been
taken. If your pain is not relieved by three nitroglycerins, you should
call your physician.

The effects from nitroglycerin usually last about one hour. Occas-
jonally, people experience a headache after taking nitroglycerin. This
is due to the arteries in the head being dilated. This effect usually
is temporary and when your body becomes accustomed to the nitroglycerin,
the headaches usually do not occur. Headaches can be minimized by keep-

ing your head on the same level as your feet (laying down).
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Storage:

Nitroglycerin deteriorates with time and when exposed to 1ight and
air. Tablets should be replaced every three to six months. The pre-
scriptions come in small quantities and are supplied in brown colored
bottles. It is a good idea to keep your main bottle in the refrigerator.
A few tablets can be placed in a pill box or another tightly sealed con-
tainer which you carry with you at all times. These need to be replaced

once a week to insure that your tablets have all their potency.

Other Types of Nitrocliycerin:

Sometimes a longer acting nitroglycerin is prescribed. The purpose
of this is to prevent pain from occurring. Nitroglycerin ointment is one
of the medicines for this purpose. Nitrates (Sorbitrate and Isordil) are
also prescribed. These come in short acting forms (lasting 2-4 hours)
and longer acting forms that have an effect for 4-6 hours. These are to
be taken on a regular basis rather than after the pain begins.

A11 forms of nitroglycerins can help you in comfort and to be able
to build tolerance for activities that otherwise might be uncomfortable.
Angina is relieved quickly and effectively following proper use of nitro-

glycerin.
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The criteria for inclusion into the sample are:

-
2.

Patients 21 years or older, but less than 70 years old.

Patients having their first recognized acute myocardial
infarction.

Hospitalization in the stated hospital, preliminary housing

in the coronary care unit, and then on the intermediate care
ward for at Teast five days hospitalization (including the day
of admission, but not including the day of discharge).

Permission for the subject to be included in the study from
the attending physician.

Voluntary agreement on the part of the patient to participate
in the study, with the privilege of withdrawing at any time.
This is in accordance with the criteria of the Human Subjects'
committee, and the coronary care committee of the hospital.

Residence near the location of the study for the data collect-
ing period (within the tri-county area).

Having completed eight years of school.

Having vision, with or without glasses, that enables them to
read copy the size of the consent form.
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INFORMED CONSENT

i (First Name) (MiddTe Name) (Last Name)

herewith agree to serve as a subject in the investigation named,

“Development of and Individualized Patient Teaching Booklet for

Myocardial Infarction Rehabilitation™ by Mary Furrow, RN, under the

supervision of Dr. May Rawlinson (faculty advisor). The investigation

aims at evaluating a teaching booklet which is used as an adjunct to

the ongoing teaching program at the hospital. The procedures to which

I will be asked to take part in are:

1.

A paper and pencil test which asks questions about my mood

in relation to my present il1lness, and questions concerning
my knowledge about my illness and its treatment. These
questions will be given to me while I am still in the hospi-
tal and require about 20-30 minutes to complete. Another
brief questionnaire will be given which asks about my charac-
teristic way of coping with health issues.

There will be two visits by the nurse to my home. These
visits have the purpose of helping me ask questions and will
be audio-tape recorded. The first visit will be within one
to two weeks after I am discharged from the hospital.

The second visit to my home will be about six weeks after
hospitalization and I will also be asked to answer questions
about my mood and knowledge on a paper and pencil test. Each
of these visits will last about one hour.

Members of my family are allowed to be present and ask ques-
tions if I desire.

I may benefit from these procedures by learning more about my
illness.
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The information obtained will be kept confidential. My name will
not appear on the records and anonymity will be insured by the use of
code numbers. Mary Furrow, RN, has offered to answer any questions
that I might have about my participation in this study. I understand
that I am free to refuse to participate or to withdraw from participa-
tion in the study at any time without effect on my relationship with or

treatment at Willamette Falls Hospital. I have read the foregoing.

(Date) (Subject's Signature)

(Witness' Signature)
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DATA BASE
Chart # 2. Sex: Male Female
Date of Birth 4. Date of Admission
Education less than 8th grade

attended high school

completed high school

attended college

completed college

other
Occupation
Marital Status: Married ____ Single __ Divorced
Separated ___ Widowed
Length of stay in Coronary Care days.
Length of hospita}ization for this illness days.

IT1Tness other than heart disease:

diabetes ___asthma
tuberculosis e WIGRYS
cancer _____colitis
emphysema other

Have you ever been hospitalized for any of the above illnesses?

Yes ‘ No

Risk Factors:

smoking stress inactive Tifestyle
heredity high biood fat level
high bood pressure obesity

Complications: Killip Class I g LI s LI , 1V
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CONSULTATION SHEET

Name Date

Diagnosis Chart #

Indicate the specific areas in which you wish this patient to be
instructed.

Home Care Instructions: Risk Factor Modification:
Anatomy of the heart Smoking

The heart attack Height reduction

Angina Hypertension

Seeking emergency care Diets:

Use of Nitroglycerin Low Na

Activity regime Low Fat

Congestive heart failure Exercise

Stress reduction

MEDICATIONS:

Please indicate the dose and the major purpose of the medication (pain,
CHF, blood pressure control. arrythmias--atrial or ventricular).

NAME DOSE PURPOSE

A home visit will be made to answer the client's questions.

Physician's Signature
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Teaching Evaluation Form: A

Nature of your disease; circle the small letters for all statements
you feel to be true:

1. The damage in a heart attack is due to:

Too much fat in the blood.

Too 1ittle blood to the heart muscle.

Too 1ittle blood into the heart chambers.

No heart damage; only damage is a clot in a blood vessel.

o0 o

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

Heart irritability.

Too 1ittle oxygen to the heart muscle.
Too Tittle blood to the heart chambers.
Damaged heart muscle.

o0 oTw

3. The damage to the heart muscle from a heart attack is:

Similar to a deep cut.
Similar to a muscle sprain.
c. Similar to a bruise.

oo
. .

4. The healing of the heart following a heart attack is:

a. Never complete, leaving a "soft spot".
b. Totally complete, leaving no trace of damage.
c. Leaves a scar.

5. The chances of a new heart attack:

Decrease markedly over your first few days in the hospital.
Can be influenced by things you learn to do here in the
hospital.

c. Are always increased if you continue to feel chest pain.

d. Are reduced by a calm, quiet atmosphere.

[l =Y
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Teaching Evaluation Form: C

Physical activity:

Mark "T" for True; "F" for False:

After a heart attack one should stay at bedrest
for two to three weeks.

After a heart attack a patient will very likely
not return to his previous level of physical
activity.

After a heart attack one's sex life has to be
greatly reduced (in future years).

If one gradually increases his physical activity
over the six months or so following a heart attack,
he can obtain and may even surpass his previous
degree of physical fitness.

After the amount of rest one gets in the hospital
following a heart attack, one really feels "rarin'
to go" his first few days at home.

Probably too much physical activity causes heart
attacks.

It is important for the healing process of the
heart to gradually increase physical activity.



183

Teaching Evaluation Form: D

Diet and smoking:

10.

1¥a

12,

—

s

-

M M MM

True or False: (Mark T for True and F for False)

It was my last meal that led to my heart attack.
Even an occasional cocktail is bad for your heart.

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

High blood cholesterol signals a proneness to
heart attack.

As a rule, salt is bad for your heart.

Patients who develop heart attacks tend to be
overweight.

Losing weight is relatively easy.
I won't be able to eat rich foods again.
Food prepared without salt is flavorless.

If you have been a long time smoker, quitting now
won't be much help.

Smoking has definite psychological and physical
side effects.

Smoking tends to keep your body weight down.
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Teaching Evaluation Form: E

Psychological factors: In general, persons who develop a heart

10.

i
12.
13.

e e s T

—

attack: (Mark "T" for True and "F" for False)

Work several hours "overtime" and/or take their
work home with them.

Frequently Took back upon their accomplishments
with a high degree of personal satisfaction.

Tend to have jobs at the "top of the Tadder".
Don't take time to relax.

Are hard-driving, competitive persons.

Take on high degrees of responsibility.

Have well-defined goals in life.

Take their work, and Tife in general, very
intensely.

Not infrequently hold more than one job.

Are flexible people who can easily delegate work
and learn new routines.

Tend to rush themselves and fight time deadlines.
Are persons who have made their "own way" in 1life.

May have family problems.
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Treatment Evaluation Form: F

Return to home and work: Circle the small Tetter for all statements
you feel to be true:

1. The first 2 to 3 days after hospital discharge are:

a. Difficult for all family members.
b. Surprisingly joyous and trouble-free.

2. Children at home (if any) will:

a. Be on their best behavior over the first few weeks.
b. See you in a different way when you are home and not going to work.
c. Along with your spouse, tend to be overprotective of you.

3. Your spouse:

a. Should always be in the house with you during your first 2 to
3 months at home.

b. Should understand your illness and what you're supposed to do to
avoid a future heart attack.

c. Had to cope with many stresses during your hospitalization.

4. Your medications:

a. You should not become dependent on them as a "crutch".

b. It may help to carry nitroglycerine tablets in your pocket.

c. Once you leave the hospital, the medications you are given are
not apt to be changed in the future by your doctor.

5. About physical activity:

a. You must rest for the first month or more before starting
walking outdoors, etc. ‘

b. You can begin a graduated physical activity program within the
first few days after you arrive home.

c. The walking you normally do at work can suffice for future
physical exercise requirements.

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

a. Call your doctor immediately.
b. Immediately return to the hospital.
c. Try a nitroglycerine tablet (under your tongue).

7. When you are ready to return to work:

a. If you don't change to a different kind of work, it will be
very difficult to alter any previous work stresses.

b. Most employers don't understand about heart attacks and won't
allow persons to gradually readjust to their work.
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Instructions: Please answer each of the following questions for each
medication that is prescribed by your doctor. A separate
sheet is provided for each medication.

1. What is the name of your medication?

2. Describe what the medicine is for.

3. Describe the action of the drug in your body.

4. When would you need to call the doctor?

5. When do you take your medicine and how much do you take?

6. Is there anything special you need to do before taking your
medicine? |
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Structured Interview: Ask each patient during the first home visit.

1. What do you feel caused you to get sick?
2. How has this illness affected your usual way of life?

3. How long do you think it will be before you are back on your feet
again?

4. How has this illness affected your family?
5. Has it made any difference in terms of your friends?

6. These questions have to do with how you are getting along in more
personal ways. (If the response is yes, ask, In what way?)
a. Has your illness had an effect on your rest?
b. Elimination?
o8 Nourishmeﬁt?

d. Comfort?

e. Personal hygiene?
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Structured Interview: To be asked at the closing interview
(six weeks post-infarct).

1. What do you feel caused you to get sick?
2. How has this illness affected your usual way of life?

3. How Tong do you think it will be before you are back on your feet
again?

4. How has this illness affected your family?
5. Has it made any difference in terms of your friends?
6. These questions have to do with how you are getting along in more
personal ways.(If the response is yes, ask, In what way?)
a. Has your illness had an effect on your rest?
b. Elimination?
c. Comfort?
d. Nourishment?
e. Personal hygiene?
7. Is there something that happened to you either in the hospital or

in the doctor's office, or here at home that has been especially
helpful in your recovery?

8. Was there something that really seemed to make things more difficult?

9. Is there any topic or warning that you could pass on to another
person faced with a similar problem?
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Raw Zung Self-Rating Depression Scores

Control Group Experimental Group
N=26 N=6

Pre- Post- Pre- Post-
36 41 b3 54
33 34 31 31
41 35 41 45
49 50 56 49
43 48 34 38

30 4 ) 35
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Scoring Key for the Teaching Evaluation Form

T = true; F = false

Section A:

O W Ny —
o I o U TS « T I o 3}
1

—
I
-
ws

Section C: .-F; 3.-F; 4.-T; 5.-F; 6.-F; 7.-T

Section D: 1.-F; 2.-F; 3.-T; 4.-T; 5.-F; 6.-T; 7.-F
8.-F; 9.-F; 10.-F; 11.-T; 12.-T

Section E: 1.-T; 2.-F; 3.-F; 4.-T; 5.-T; 6.-T; 7.-F
8.-T; 9.-T; 10.-F; 11.-T; 12.-T; 13.-T

Section F:

~NoOYOoOT R who
o Rrrile e me eroE—,
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Scoring Key for the Medication Questionnaire

Items 1 through 6:
Left blank: O points
Some response, but wrong: 1 point
Partially correct: 2 points

Specifically correct: 3 points



Note:

10.
1k
D
13,
14.
15.
16.
17.
18.
4.1
20.

None or a little
of the time

1
4

Some of
the time

RN W N W W NN NN W W NN W N

w W W

Scoring Key for the Zung Self-Rating Depression Scale

Good part
of the time

3
2

w W

RN N W W w W NN

w

4
1

Ll B ~ R -]

A~ s 2 s
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Each item is given a point value for marks as indicated below.

Most or all
of the time
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Attachment 3

Willamette falls Community g‘[ospital

TO:  wHOM IT MAY CONCERN DATE: 17 DECEMBER 1978

FROM: DR. CORDOVA RE:
CHAIRMAN, CCU COMMITTEE

The CCU Committee has authorized Mary Furrow, R.N. to initiate

the attached Myocardial Infarction Rehabilitation Program.

Lee, J. Cordova, M.D.

¢&: Mary Furrow, R.N.

Form 2446 {1/27/76)



AN ABSTRACT OF THE CLINICAL INVESTIGATION OF

MARY A. FURROW

For the MASTER OF NURSING

Date of Receiving this Degree: June, 1980

Title: THE DEVELOPMENT OF AN INDIVIDUALIZED TEACHING BOOKLET FOR

MYOCARDIAL INFARCTION REHABILITATION

Approved:

May Rawlinson, Ph.D., Investigator Advisor

This study focused on patient response to education following
myocardial infarction. Since patients' hospital stays have become pro-
gressively shorter, the rehabilitation information they require must
necessarily be presented in a shorter period of time. To facilitate
this, a modular, individualized and comprehensive teaching booklet was
first developed, and then pilot tested for the purpose of providing
supplemental information following the patients' hospital discharge.

The study design consisted of both pre- and post-tests for knowledge and
depression, using both experimental and control groups. Twelve patients,
between the ages of 21 and 70, who had incurred their first myocardial
infarction and met the other study criteria were randomly assigned to
either the experimental or control groups. Half of the patients received

the teaching booklet, and half did not. Two subsequent home visits were



employed to provide follow-up information by means of a standardized

interview format. The results of the pilot test indicated that all the
patients had a high level of knowledge, and that there was no signifi-
cant difference between the gain scores of knowledge in the two groups.
However, the patients in the experimental group did show a significant

reduction in their level of depression.





