San Jose State University

SJSU ScholarWorks

Master's Theses Master's Theses and Graduate Research

1991

Reducing risk factors for heart disease by telephone
follow-up after hospitalization

Barbara B. Lustig
San Jose State University

Follow this and additional works at: https://scholarworks.sjsu.edu/etd theses

Recommended Citation

Lustig, Barbara B., "Reducing risk factors for heart disease by telephone follow-up after hospitalization" (1991). Master’s Theses. 85.
DOI: https://doi.org/10.31979/etd.2c2x-dq63
https://scholarworks.sjsu.edu/etd_theses/85

This Thesis is brought to you for free and open access by the Master's Theses and Graduate Research at SJSU ScholarWorks. It has been accepted for

inclusion in Master's Theses by an authorized administrator of SJSU ScholarWorks. For more information, please contact scholarworks@sjsu.edu.


https://scholarworks.sjsu.edu?utm_source=scholarworks.sjsu.edu%2Fetd_theses%2F85&utm_medium=PDF&utm_campaign=PDFCoverPages
https://scholarworks.sjsu.edu/etd_theses?utm_source=scholarworks.sjsu.edu%2Fetd_theses%2F85&utm_medium=PDF&utm_campaign=PDFCoverPages
https://scholarworks.sjsu.edu/etd?utm_source=scholarworks.sjsu.edu%2Fetd_theses%2F85&utm_medium=PDF&utm_campaign=PDFCoverPages
https://scholarworks.sjsu.edu/etd_theses?utm_source=scholarworks.sjsu.edu%2Fetd_theses%2F85&utm_medium=PDF&utm_campaign=PDFCoverPages
https://scholarworks.sjsu.edu/etd_theses/85?utm_source=scholarworks.sjsu.edu%2Fetd_theses%2F85&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:scholarworks@sjsu.edu

INFORMATION TO USERS

This manuscript has been reproduced from the microfilm master. UMI
films the text directly from the original or copy submitted. Thus, some
thesis and dissertation copies are in typewriter face, while others may
be from any type of computer printer.

The quality of this reproduction is dependent upon the quality of the
copy submitted. Broken or indistinct print, colored or poor quality
illustrations and photographs, print bleedthrough, substandard margins,
and improper alignment can adversely affect reproduction.

In the unlikely event that the author did not send UMI a complete
manuscript and there are missing pages, these will be noted. Also, if
unauthorized copyright material had to be removed, a note will indicate
the deletion.

Oversize materials (e.g., maps, drawings, charts) are reproduced by
sectioning the original, beginning at the upper left-hand corner and
continuing from left to right in equal sections with small overlaps. Each
original is also photographed in one exposure and is included in
reduced form at the back of the book.

Photographs included in the original manuscript have been reproduced
xerographically in this copy. Higher quality 6" x 9" black and white
photographic prints are available for any photographs or illustrations
appearing in this copy for an additional charge. Contact UMI directly
to order.

University Microfilms International
A Beil & Howell Information Company

300 North Zeeb Road. Ann Arbor, MI 48106-1346 USA
313/761-4700 800.521-0600






Order Number 1344231

Reducing risk factors for heart disease by telephone follow-up
after hospitalization

Lustig, Barbara B., M.S.

San Jose State University, 1991

U-M-1

300 N. Zeeb Rd.
Ann Arbor, MI 48106






REDUCING RISK FACTORS FOR HEART DISEASE BY

TELEPHONE FOLLOW-UP AFTER HOSPITALIZATION

A Thesis
Presented to
The Faculty of the Department of Nursing

San Jose State University

In Partial Fulfillment
of the Requirements for the Degree

Master of Science

By
Barbara B. Lustig

August, 1991



APPROVED FOR THE DEPARTMENT OF NURSING

gy’

Sharon Wahl, M.S.N., R.N.

g W el

Terry Millef, M.SN,, RN.

Ann Doordan, M.S.N,, R.N.

APPROVED FOR THE UNIVERSITY




DEDICATION
To my wonderful children:
Gregg, Susan, Glenn,
Gordon, Julie, Gary and Fawn
who never stopped believing in me

and forced me to believe in myself.



ACKNOWLEDGEMENTS
To my advisor, Sharon Wahl,
for her assistance and support;
to Beth Noland, RN, and Carol Graham, RN,
who turned the dream into a reality;
to all the Kaiser health plan members and employees
who assisted me and provided new ideas along the way;
and especially to my friend, David Buchanan M.D.,

for his continuing encouragement and advice.

v



ABSTRACT

REDUCING RISK FACTORS FOR HEART DISEASE BY
TELEPHONE FOLLOW-UP AFTER HOSPITALIZATION

By Barbara B. Lustig

This study investigated the effects of telephone follow-up as an intervention
for reducing risk factors in patients with unstable angina after hospitalization.
The role of cardiac educator nurse (CEN) was introduced at the medical facility
where the study took place. The CEN provided telephone follow-up to patients
after hospital discharge. Using Pender’s health promotion model as the
conceptual framework, patients’ predisposition to changing behaviors was explored
in 10 areas. Changes in behaviors were measured through intake and follow-up
questionnaires developed for the study. As a result of the telephone intervention
7 subjects in the experimental group who returned questionnaires reported an
increased sense of empowerment over their bodies and general feelings of well
being. These results supported the need for research and development of
programs incorporating health promotion and health protection services. Patients
and staff were enthusiastic at the conclusion of the study, and the position of CEN

was funded by the hospital administration.
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Chapter 1
INTRODUCTION

Cardiac nurses are in a unique position to assist patients hospitalized with
coronary artery disease in behavior modifications which may lessen the risk for
future cardiac events. Although patients are encouraged to make lifestyle changes
during their hospital stay, this is rarely achieved (Briody, 1984). The emphasis on
teaching information, rather than changing attitudes and perceptions, has proven
to be ineffective. Briody (1984) cited a study by Kok and others which included
1,951 Dutch adults, which Briody felt was applicable to Americans. Kok, Matroos,
and vanden Ban (1982) concluded that the target group exhibited a distorted
perception of the healthfulness of its own lifestyle and unfavorable attitudes
toward modifying existing smoking patterns, eating habits, and physical activity.
Kok et al. recommended that both affective and cognitive domains of learning be
targeted in order to motivate behavioral changes (Briody, 1984). This presents a
challenge to health care providers who recognize the need for intervention but
who do not have the time or resources to provide the type of learning which is
required.

Patients with unstable angina, admitted to the urban hospital where the
study was conducted, are initially evaluated and treated by physicians. They are
placed in a monitored unit for surveillance and drug therapy, given noninvasive
tests to determine the severity of their disorders (treadmill test, echocardiogram,
or electrocardiogram), and are then either sent to another facility for cardiac
catheterization or discharged home.

During the short hospital stay, staff nurses instruct these patients on risk

factors leading to heart disease. The nurses are assisted by dieticians,



pharmacists, and social workers who come in daily to conduct classes in the
visitors’ lounge. Each day a different class is taught, using lectures and discussions
of diet, medications, psychological aspects of cardiac disease, and risk reduction.
Family members are invited to attend these classes. This is not a formal program,
and patients are at liberty to choose which classes they wish to attend. The short
length of stay (2 to 3 days) does not allow for attendance at all sessions.

There continues to be a need to empirically examine the effectiveness of
programs for hospitalized cardiac patients. The present study reﬂecfs the
development, implementation, and evaluation of telephone follow-up after
hospital discharge as one method of modifying patients’ behaviors in order to
reduce risk factors for cardiac disease.

Statement of the Problem

Patients’ desire to change behavior, but failure to achieve this goal after
discharge from the hospital, is the problem. The emphasis on teaching
information to hospitalized patients, rather than changing attitudes and
perceptions, has proven to be ineffective (Briody, 1984). Providing information to
patients about their disease while hospitalized does not appear to increase
compliance in behavioral modifications after discharge.

Lack of continuity and support for patients after hospital discharge has been
identified as a problem (Scalzi, Burke, & Greenland, 1980). Hospitalized patients
who express a sincere desire to stop smoking, lose weight, exercise on a regular
basis, lower their cholesterol levels, and utilize stress reduction techniques often
fail to accomplish any of these goals after they are discharged (Steele & Ruzicki,
1987). Without support and frequent reinforcement, they lose incentive and
motivation, and fail in their attempts to embark on a risk reduction program upon

returning home (Scalzi et al.,, 1980). These patients require a plan that will



enable them to carry out their desired goals. Follow-up by a health care
professional through telephone contact can provide reinforcement and reassurance
to these patients.

Telephone follow-up as an effective intervention for cardiac patients has
been substantiated by numerous studies (Bertera & Bertera, 1981; Garding, Kerr,
& Bay, 1988; Kirscht, Kirscht, & Rosenstock, 1981; Pozen, Stechmiller, Harris,
Smith, Fried, & Voight, 1977). There are many potential advantages for using the
telephone to teach patients: cost-effectiveness in providing reinforcement to
stable patients over time, convenience for the consumer, and delivery of
information to the patient in the setting in which the behavioral changes are to
take place. Bertera and Bertera (1981) found that telephone intervention has a
greater impact on behavior modification than clinic counseling. Thus, telephone
follow-up has demonstrated potential for effective intervention with patients after
discharge from the hospital.

An important aspect of telephone contact is that it enables teaching after
the patient is discharged from the hospital. There are several factors which
hinder progress in teaching hospitalized patients: (a) limited time allowance for
staff nurses, (b) shortened length of hospital stay, and (c) patients’ inability to
focus or concentrate on the material being taught. In addition, providing
information to patients about their disease while they are still hospitalized does
not appear to increase compliance (Kirscht et al., 1981).

Acquisition of correct information is only one of the many factors that
influence behavior change (Sivarajan, Newton, Almes, Kempf, Mansfield, &
Bruce, 1983). Readiness to learn may not occur until adjustments to life style

changes are being made at home after discharge (Garding et al., 1988). Thus,



telephone follow-up contact can be more practical for the nurse and more

meaningful and generalizable for the patient.

Null Hypothesis

At the end of 3 months, there will be no difference in self-reporting of

behavioral changes between angina patients who are followed-up by telephone

contact after discharge from the hospital by the nurse educator (experimental

group) and those who are not (control group). Behavioral changes measured

were:
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Smoking cessation.

Knowledge of cholesterol level.

Attainment of desirable weight goal.

Number of urgent care or emergency room (ER) visits.
Usage of nitroglycerine for angina pectoris.

Engaging in aerobic exercise at least three times a week.
Number of office visits for cardiac-related problems.
Participation in a risk reduction class or program.

Level of satisfaction with care received.

Compliance in taking medications.

Alternative Hypothesis

Alternatively, it was hypothesized that subjects in the experimental group

would exhibit the following changes in behavior at the conclusion of the study:

A

Smoking cessation.
Increased knowledge of cholesterol levels.
Attainment of desirable weight.

Decreased number of visits to urgent care or ER.

.Decreased usage of nitroglycerine.



Increased aerobic exercise.
Fewer office visits for cardiac-related problems.

Increased participation in risk reduction classes or programs.

© o N @

Increased satisfaction with care given.
10. Compliance in taking medication.
Purpose and Need

The purpose of this study was to evaluate the effectiveness of telephone
follow-up intervention by a cardiac educator nurse (CEN). This intervention was
studied as one method of reducing risk factors in patients admitted to the hospital
with a diagnosis of angina pectoris.

Telephone calls have been used in several medical facilities to make
personal contact and provide support to individuals undergoing life style changes
(King, Taylor, Haskell, & DeBusk, 1988; Taylor, Houston-Miller, Killen, &
DeBusk, 1990). Evidence suggests phone call interventions are a cost-effective
means to assist individuals in adopting and maintaining behavior changes. A
cardiac educator nurse to initiate inpatient education to persons hospitalized for
angina and to follow-up after hospital discharge with regularly scheduled
telephone calls would provide quality care in a cost-effective manner (Bertera &
Bertera, 1981). Patients with a diagnosis of angina are an ideal group to target
since they have not yet suffered any significant myocardial damage, are at high
risk, and would benefit from primary prevention efforts. The CEN would provide
continued support and education to patients and motivate them to make lifestyle
changes once they were at home. This could reduce their risk for future cardiac
events and enhance their sense of well being.

Although the literature over the past 25 years shows a proliferation of

information regarding cardiac teaching programs for patients with diagnosed
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myocardial infarction (MI), documented research on prevention programs before
an MI has occurred is only now beginning to emerge (Ornish et al., 1990). The
study by Ornish and associates was the first conducted on patients outside the
hospital setting. The results showed strong evidence that lifestyle changes alone
could bring about regression of severe coronary atherosclerosis within 1 year. The
authors of the study recommend that further research be carried out on patients
with coronary atherosclerosis to determine the effectiveness of making lifestyle
changes in reducing risk for an MI (Ornish et al., 1990).

The present study was intended as a pilot program to address the needs
articulated in the literature on health promotion. Using Pender’s (1987) health
promotion model as a conceptual framework for the program, this study explored
the effects of telephone follow-up intervention as a means of reducing risk factors
in patients’ post hospitalization. The concept of a cardiac educator nurse was
introduced as the liaison between patients (with a diagnosis of angina), physicians,
and other health care providers at a medical facility.

Definitions

1. Cardiac educator nurse (CEN) is a registered nurse who has had
extensive advanced education in coronary disease and treatment, including
teaching and communication skills. The nurse also has expertise in cardiac risk
factors and methods for changing behavioral life styles.

2. Angina (pectoris) refers to paroxysmal thoracic pain, with a feeling of
suffocation and impending death, due, most often, to anoxia of the myocardium,
sometimes resulting from spasm of the coronary arteries, precipitated by effort or
excitement, and often relieved by nitroglycerine (Blakiston’s Pocket Medical
Dictionary, 1973; Dorland’s Hlustrated Medical Dictionary, 26th Edition, 1985).
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Unstable angina refers to angina which is refractory to activity modification
or drug therapy as prescribed by a physician.

3. M ial infarction (MI) is a heart attack, i.e., the development of an
infarct (area of necrosis due to lack of blood supply) in the myocardium, usually
the result of myocardial ischemia following occlusion of a coronary artery (Taber’s
Cyclopedic Medical Dictionary, 1977).

4. Cholesterol level is a lab determination from a serum sample which
indicates the amount of cholesterol circulating in the bloodstream.

5. Risk factors are the lifestyle habits affecting one’s predisposition to
coronary heart disease. These § factors are smoking, high blood pressure, obesity,
high serum cholesterol level, and stress (Shurtleff, 1974).

6. Transitional Care Unit (TCU) describes the hospital unit where angina
patients are commonly admitted. In this study, the cardiac education program is
based in this unit.

7. Monitoring patients entails attaching them to a device that relays the
electrical activity of their hearts to a screen at the nurses’ station where the
rhythms are observed and recorded.

Sample and Setting

The sample included all patients who were admitted to the TCU of a large
urban hospital over a period of 6 months with a diagnosis of angina pectoris that
was confirmed upon discharge, who agreed to participate, and who met the
following criteria:

1. Were 70 years of age or younger.

2. Spoke and understood English.

3. No history of irreversible cardiomyopathy.

4. No history of diabetes.



5. No history of a documented ML

The experimental group included eligible angina patients who were admitted
to the unit every other week for 3 months. The control group included eligible
angina patients who were admitted on the alternate weeks. Even weeks were
selected for the experimental group by a random draw. This assignment of
patients limited contact between control and experimental patients. It also
decreased the possibility of control patients feeling that they were receiving
inferior or less treatment.

Data Collection

A convenience sample of patients (Kuzma, 1984) was used. These subjects
were self-selected in that they were already admitted to the hospital. Each
patient admitted to the TCU with a diagnosis of angina was contacted by the
CEN and offered the option to participate in the study. In order to remember
each patient after discharge, the CEN took a Polaroid photograph of each one on
admission. A signed consent (Appendix C) was obtained for this procedure. This
was helpful in identifying patients during ensuing months.

On the first day of admission to the TCU, individuals in both experimental
and control groups were interviewed by the CEN and an intake questionnaire
(Appendix A) was completed by the nurse and the patient. After discharge, at the
end of 3 months, both experimental and control groups were sent a follow-up
questionnaire (Appendix B) with a stamped, addressed envelope, and instructions
to fill out and return to the CEN.

Telephone follow-up of the experimental group was done at 5 days, 10 days,
4 weeks, and 3 months post hospital discharge. The control group received only

one telephone follow-up 3 months after hospital discharge, after they received the



follow-up questionnaire. The information gathered through the telephone calls
was documented on the Patient Progress Record (Appendix D).
Research Design

The design of this study was quasi experimental in nature. It compared
behavioral changes between experimental and control groups that occurred as a
result of experimental interventions.

Descriptive statistics were used to organize and summarize the data. Ten
variables were evaluated to measure the effects of the experimental intervention:
(a) smoking cessation, (b) knowledge of cholesterol level, (c) desirable weight, (d)
Emergency Department visits, (¢) NTG usage, (f) aerobic exercise, (g) office visits
for cardiac problems, (h) participation in health promotion classes, (i) satisfaction

with care, and (j) medication compliance.



Chapter 2
CONCEPTUAL FRAMEWORK AND REVIEW
OF THE LITERATURE

The Health Belief Model (Becker, 1974) described by Rosenstock (1988) has
been used to explain patient compliance in following prescribed diet, medication,
and treatment regimens. Becker and Janz (1984) elaborated on the many
interventions needed to influence compliance behaviors. These include raising
information and skill levels, altering characteristics of the regimen, assisting to
modify health-related attitudes, improving various aspects of the relationship
between the provider and patient, enlisting social supports such as the family, and
utilizing all members of the health care team. Becker (1974) reported that
compliance is a complex issue, with knowledge of the therapeutic regimen being
just one potential factor in influencing behaviors.

Health Promotion Model

In 1987, Pender expanded the Health Belief Model of Becker to emphasize
the importance of "cognitive mediating processes in the regulation of behavior"
(Pender, 1987, p. 60). Pender’s Health Promotion Model is based on a synthesis
of research findings from studies of health promotion and wellness behavior.
These studies showed that health promoting behaviors are continuing activities
that must be an integral part of an individual’s life style. "Health-promoting
behaviors are an expression of the actualizing tendency and are directed toward
maximizing positive arousal such as increased self-awareness, self-satisfaction,
enjoyment, and pleasure” (Pender, 1987, p. 59). Figure 1 illustrates the
connection between the cognitive-perceptual factors and the modifying factors

which lead patients to participate in health-promoting behavior.

10



Cognitive/Perceptual Factors

Modifying

Factors

1. Importance of health

Demographic
characteristics

2. Perceived control of health

Biologic
characteristics

3. Perceived self-efficacy

Interpersonal
influences

4. Definition of health

Situational
factors

5. Perceived health status

11

Participation in
Health Promoting

Behaviors

Behavioral
factors

Likelihood of
engaging in

health
promoting

6. Perceived benefits of health
promoting behaviors

7. Perceived barriers to health-
promoting behaviors

Figure 1. Health Promotion Model.

behaviors

Cues to
action

Note: From Health promotion and nursing practice by N. J. Pender (1987).

Norwalk, CN: Appleton Lange, p. 58.
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Pender stresses the importance of nurse/client follow-up to facilitate
continued practice of health behaviors. This follow-up can be a letter, a home
visit, or a telephone call. This follow-up phase of health promotion maintains a
supportive relationship with continuing clients.

Application of the Health Promotion Model to this study directs the
emphasis of nursing intervention to promoting health and increasing the level of
wellness. The model for health promotion fulfills three important functions: (a)
introduces order among concepts that may explain the occurrence of health-
promoting factors, i.e., risk factors that may lead to cardiac disease; (b) provides
for the generation of hypotheses to be tested empirically; and (c) integrates
disconnected research findings into a coherent pattern. The collection and
analysis of the data will demonstrate a pattern of learning that can be
incorporated into nursing practice.

Pender’s model views the patient as a proactive participant who acts on the
environment to raise his level of health rather than passively reacting to threats or
influences posed by the environment. The CEN can use this model to influence
patients in promoting their health awareness and optimally increasing their levels
of health. This can be achieved by following the outline of the model’s cognitive-
perceptual factor.

The first factor, the importance of health, is addressed by the CEN on first
contact with patients. The intake questionnaire (Appendix A) determines the
patients’ existing perception of health status. This is a starting point for the CEN
to motivate the patients to change their behaviors toward a higher level of health.

Perceived control of bealth, the second factor, is gained through the initial
interview with patients. The CEN encourages patients to take charge of their

health by soliciting input from them as to what behavioral changes will enhance
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daily activities of living. During this first interview, the CEN can also assist
patients in determining what risk factors are present, which ones are immutable,
and which ones can be lessened or removed through behavioral changes.

The third factor, perceived self-efficacy, is important in providing motivation
for behavior changes. This is a concept that refers to individuals’ convictions that
they can successfully execute the required behavior necessary to produce a desired
outcome (Bandura, 1986).. Pender cites the findings of DiClemente (1981) and
Condiotte and Lichtenstein (1981). Both studies found that perceived self-efficacy
was an important factor in the maintenance of smoking cessation. They found
that perceived inefficacy increased vulnerability to relapse following a period of
cessation. Pender also cites other studies that relate increased self-efficacy
perceptions to high levels of achievement in weight loss and walking regimens
(Pender, 1987, p. 62). The CEN promotes the patient’s self-efficacy perception
through education, dialogue, and praise for setting up and following prescribed
behavioral changes related to high risk factors.

The definition of health to which individuals subscribe is the fourth factor.
Pender (1987, p. 64) points out that the prevailing definition of health in the
medical community is "absence of illness." If hospitalized patients define their
health as being pain free rather than feeling optimally well, they will have less
incentive to work through uncomfortable changes to achieve their goals. The
CEN must encourage patients to set goals for high-level wellness as opposed to
absence of illness.

The fifth factor is health status. This factor appears to play a role in the
frequency and intensity of health-promoting behaviors (Pender, 1987, p. 65).
Pender cites several studies that found that individuals who perceived their health

status to be good reported a higher frequency of health-promoting behaviors than
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did individuals who perceived their health status to be poor (Christiansen, 1981;

Dishman et al. 1985; Kaplan & Cowles, 1978; Luikart, 1972; Pender & Pender,
1986). It would be challenging to alter patients’ perceptions of their health status
when they have been admitted to the hospital for an acknowledged illness.
However, the CEN can use this awareness of the perceived health status factor in
discussing goals for patients when they return home. Enrollment in risk reduction
classes and exercise programs should be encouraged with constant positive
reinforcement of the patients’ progress toward wellness goals.

The sixth factor, perceived benefits of health-promoting behaviors, must be
taken into consideration by the CEN when suggesting behavioral changes for
patients. Pender points out that perception of benefits from health-promoting
behavior appears to facilitate continued practice. In addition, repetition of the
behavior appears to strengthen and reinforce beliefs about benefits. Consistency
and repetition are important factors in providing activities to patients that will be
perceived as benefits to their health.

The final factor, perceived barriers to health-promoting behavior, is crucial.
It exerts a direct influence on patients’ predisposition to engage in health-
promoting behaviors. Real or imagined barriers to health-promoting behaviors
must be identified by the CEN early in the change process. Limitations, both
physical and psychological, as well as real and imagined, must be taken into
account and discussed with patients when embarking on a new health program.

Modifiers of the cognitive-perceptual factors within the model include
characteristics such as age, sex, race, ethnicity, education, and income.
Interpersonal influences also are modifying factors and include expectations of
significant others, family patterns of health care, and interactions with

professionals. This last modifying factor is of paramount importance in this study.
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The influence of a health professional on patients’ behaviors can be extremely
significant during the vulnerable period between hospitalization and return to
daily activity.

Telephone follow-up by the CEN is one method to provide for continuous
encouragement, reassurance, and reiteration of the regimens to be followed.
Interactions with health professionals have a profound effect on the health-
promoting behavior of individuals. Pender (1987, p. 100) describes a physical
activity program for adults, effective mainly because of the competent
participation and direction by health professionals. It is this human interaction
that is the key ingredient.

Literature Review

Epidemiological and clinical data support the correlation between life style
patterns and the incidence of heart disease. Changes in blood pressure, cigarette
smoking habits, serum cholesterol levels, diet, and exercise may influence clinical
status and the likelihood of further coronary events (Kannel et al.,1986; Kramer et
al., 1983; Schlant, Forman, & Stamlet, 1982). Recent evidence demonstrates the
reversibility of atherosclerosis in patients with coronary artery disease treated with
aggressive diet and drug therapy to lower their serum cholesterol levels
(Blankenhorn et al., 1987; Levy, Brensike, & Epstein, 1984). Ornish et al. (1990)
recently completed a study on patients with severe atherosclerosis who showed
regression of the disease after a year of lifestyle changes alone. Structured
outpatient teaching programs for post myocardial infarction (MI) patients are
extremely common.

Increasing patients’ knowledge was thought to result in change of life style
and therefore decrease the risk for further cardiovascular disease. Many such

programs have demonstrated effectiveness in increasing patients’ knowledge
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(Barbarowicz, Nelson, DeBusk, & Haskell, 1980; Murdaugh, 1982; Scalzi et al,,
1980). However, it has been shown that knowledge alone does not change
behavior or lead to compliance with medical regimes (Sivarajan et al., 1982;
Steele & Ruzicki, 1987). In addition, anxiety is highest in these patients early in
the illness, immediately after transfer from the critical care unit, and prior to
discharge from the hospital (Murdaugh, 1982).

In an investigation of knowledge gains in patients with cardiac disease, Scalzi
et al. (1980) concluded that retention of information was limited after negligible
gains from teaching programs during hospitalization. There was evidence to
suggest that a postdischarge teaching program had a positive effect on knowledge
and reported compliance with medications, exercise, weight reduction, and
symptom management. Scalzi et al. (1980) noted that during the first 6 weeks
after discharge patients and families seemed to have more questions and need
more guidance than had been anticipated. "This may be a period when patients
are more receptive to instruction. However, the current structure of follow-up
care tends to perpetuate the disruption in continuity of the instructional process"
(Scalzi et al. 1980, p. 853). Pozen et al. (1977) were able to demonstrate that
teaching given by a hospital-based rehabilitation nurse was effective in facilitating
return to work, improving patient knowledge, and decreasing smoking.

Fletcher (1986) studied the effect of rehabilitation after coronary angioplasty
and reported the low knowledge retention rate of patients while in the hospital.
Although patients were educated by staff nurses on risk factors and behavior
modification while hospitalized, 30 patients post angioplasty showed very low
compliance 3 months after discharge. Results of the study showed a need for post
hospitalization follow-up when patients are better able to assimilate the

information provided by the educator. Pender (1987, p. 65) points out that
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health-promoting behavior relies on the ability of the guide to help clients explore
their health situations and define concerns. A nurse has the necessary skills to
assist clients in activities, including values clarification, self-assessment, goal
setting, information acquisition, decision making, planning behavior change,
implementing life-style modification, sustaining health-promoting behaviors over
time, and social support building.

The effectiveness of the nurse as an educator for patients with cardiac
disease has been well documented (Scalzi et al., 1980). Interventions such as
imparting information and including family members in teaching sessions have not
consistently enhanced compliance. Linde and Janz (1979) and Scalzi et al. (1980)
concluded that, although knowledge retention is limited during the inpatient phase
of hospitalization, reinforcement after discharge may help improve knowledge and
compliance. This is noted most during the first 6 to 8 weeks after hospitalization
when patients and families have many questions.

Stanford University, California (DeBusk et al., 1988) is now conducting a
large research project on MI patients who are receiving follow-up education by a
nurse clinician to evaluate a multifaceted intervention for risk factor modification
commencing soon after MI. In previous studies on MI patients (DeBusk, 1985),
the Stanford group noted the importance of telephone surveillance provided by a
nurse clinician to review patients’ progress and to provide additional information
and support after discharge from the hospital.

The hospital staff nurse’s perception of what information the patient needs is
often quite different from the patient’s perception of what he needs (Grady,
Buckley, Cisar, Fink, & Ryan, 1988). Bilodeau and Hackett (1971) identified a
number of concerns expressed by a group of patients with MI after discharge from

the hospital. Concerns were related to illness, medication, risk factors, and
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personal health status. Although some of these were touched on briefly during

the hospital stay, the patients did not feel they had enough time or energy to
effectively cover all points of concern. The telephone was used as a method to
reduce anxiety and fear, by providing follow-up teaching and support for the
patient at home.

The telephone has also been used as a means of personal contact and social
support in a variety of risk factor modification programs. Among hypertensive
patients, phone calls by a social worker every 3 weeks for 6 months produced
lowered median blood pressures in the treatment group (Bertera & Bertera,
1981). In another hypertension study, a project nurse called each participant to
discuss the regimen and to reinforce any positive steps which the patient had
already taken. This resulted in increased adherence to taking medication (Kirscht
& Kirscht, 1981). In another randomized study, adoption and maintenance of
exercise were enhanced by regularly scheduled phone contacts by project staff.
The subjects who received supportive telephone contacts biweekly from the staff
significantly increased their oxygen uptake through exercise (King, Taylor,
Haskell, & DeBusk, 1982). Similarly, daily phone calls to an answering machine
was 1 of 4 strategies which produced comparable improvements in weight and
smoking behaviors among healthy volunteers (Jeffrey, Danaher, Killen, Farquhar,
& Kinnier, 1976). Weekly 5 minute phone calls for 10 weeks produced similar
weight loss to weekly 1 hour face-to-face counseling in groups of university
campus volunteers (Lindstrom, Balch, & Reese, 1976).

Periodic contacts with the nurse over time can facilitate continued practice
of health behaviors (Pender, 1987, p. 99). The very nature of most health-
protecting and health-promoting behaviors require their continued performance

throughout the life span. Imbuing patients with the perception that they are
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empowered to take control over health-promoting behaviors can lead to
achievement of this goal.

Cost-effectiveness of telephone follow-up programs is rarely documented in
the literature. Bertera and Bertera (1981) discuss cost savings in terms of
telephone follow-up as compared to clinic visits. Pozen et al. (1977) refer to the
problem of great social and economic magnitude of patients not returning to work

after an MI due to psychosocial maladjustments.



Chapter 3
METHOD
Introduction

This study used a quasi-experimental design with both an experimental and a
control group who completed intake and follow-up questionnaires. Only the
experimental group received continued contact by the cardiac education nurse
(CEN) with regularly scheduled telephone calls. This formal program consisted of
the CEN’s advice and intervention in 10 areas: (a) smoking, (b) cholesterol,
(c) diet, d) E.R. visits, (¢) NTG usage, (f) exercise, (g) office visits, (h) class
enrollment, (i) satisfaction with care, and (j) medication compliance.

Subjects

Fifty-four patients who were hospitalized with a diagnosis of angina pectoris
and satisfied the criteria described previously agreed to participate in the study.
The sample consisted of 39 men and 15 women. The average age of the subjects
was 53.4 years. The majority were Caucasian, married, and were employed. Of
the original 54 patients selected and who agreed to participate in the study, only
12 returned questionnaires (7 experimental and 5 control). Repeated requests by
telephone and 2 repeat mailings of questionnaires did not elicit an increased
response. Data are reported for the 12 patients who completed the study.

Approval was obtained from the Protection of Human Subjects Review
Committee of San Jose State University for the proposed study and the data
collection instrument after it was piloted for clarity and content validity (Appendix
E). The Hospital Administrator and Director of Nursing permitted the
investigator to use their population for the study (Appendix F). Each patient

signed a consent form before participating in the study (Appendix G).
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Instruments

The intake and follow-up questionnaires (Appendices A and B) were
designed to correlate with the planned interventions by the CEN. The CEN
received specialized training prior to assuming her position. This included
instruction in interviewing techniques by experts in the Medical Center Education
Department. She met regularly with the chief cardiologist to discuss methods of
eliciting accurate information from patients and how to communicate accurately
with patients.

The questionnaires were developed with the assistance of Nancy Gordon,
Ph.D., educator and researcher for Kaiser Hospital Regional Education
Department, and were piloted in the TCU for 3 months to check for validity. The
intake questionnaire was primarily designed to collect demographic data for the
CEN for reference during telephone follow-up after discharge. It was distributed
to the cardiologists; comments were favorable on its use. The CEN found it to be
an acceptable tool for determining patients’ risk factors and knowledge of health
status.

The follow-up questionnaire for the study was patterned on the intake
questionnaire. This ensured that the 10 variables to be studied would be included
in the follow-up telephone calls, and the patients would be familiar with the
general language of the questionnaire. There were 30 questions on the intake and
25 questions on the follow-up questionnaire.

The first 10 questions on the questionnaire were intended to discover the
patients’ risk factors relating to cardiac disease. They included questions
regarding hypertension, cholesterol level, smoking habit, weight, and family history
of heart disease.
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Questions 11 through 14 were designed to elicit the kinds of foods and
amounts per week that patients were eating. The questions on diet were quite
specific about types, amounts, and frequency of foods eaten in order to obtain a
picture of the patients’ intake of foods high in cholesterol and fats. In addition,
answers to these questions presented a dietary pattern for patients who stated they
felt they were not at normal weight. An example was, "About how many whole
eggs (with yolks) did you usually eat a week?" This information was gathered into
one summation about the patients’ intake of foods high in cholesterol and fats.
The follow-up questionnaire had the identical questions about diet in order to get
an accurate comparison.

Exercise was questioned by type of physical activity, time spent, and times
per week. The variable was measured by multiplying time spent on "aerobic
exercise" with number of times per week. This was then compared to the follow-
up question to determine if the patients’ exercise had increased.

Three questions dealt with medication compliance, especially NTG usage
and whether patients could identify when to take this medication. The
investigator also examined how often they forgot to take their medicines with a
scale using "always, sometimes, or never," and assigning a number to each answer
in order to compare it with the follow-up questions.

General feelings of well being and satisfaction with care given during and
after hospitalization were measured by questions rated on a Likert scale from 1 to
6, with 1 being "all of the time," and 6 being "none of the time." These numbers
were added and the overall scores were compared between intake and follow-up
questionnaires. Questions about smoking and enrollment in risk reduction classes

were compared at the end of the 6-month study.



Procedure

1. Each day during the week, the CEN checked the roster on the TCU,
Coronary Care Unit (CCU), and medical floor for new angina patients. If a
patient was eligible to participate, the CEN explained the study and asked the
patient to participate. Upon agreement by the patient, the patient read and
signed the consent form (Appendix G).

2. The CEN admitted the patient to the study by assigning a code number
to the patient and putting a tickler card in the file to ensure appropriate follow-
up. A photograph was taken to aid the CEN in remembering the patient after
discharge. A consent was obtained for photography (Appendix C).

3. The CEN checked that the intake questionnaire was completed on both
the experimental and control patients either with information from the medical
record or with the help of the patient.

4. Patients were weighed on the first day of hospitalization; weight was
recorded in pounds. They were asked if they felt their weight was normal, and
this question was asked again in the follow-up questionnaire. Metropolitan Life
Insurance Tables (1977) were used to define the upper limit of normal weight.

5. All patients were visited by the CEN during their hospitalization. The
patients were encouraged to attend all classes provided in the TCU, and were
shown a special bedside video tape on angina. Following the viewing of the video
tapes, the CEN met with the patients to discuss the tape and to reinforce
cessation of smoking, as well as review medications, diet, exercise, and relaxation
regimens. Attendance at educational meetings was documented on the Cardiac
Education Form (Appendix H). This form was initially filled out by the staff
nurses when they admitted the patient and was updated as the patient received

more information.
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6. Staff nurses continued to provide usual care in regard to cardiac
education, e.g., explaining medications, reminding patients of the classes being
held in the TCU, and providing information about available videos and tapes.

7. The CEN met with the patients (and family, if available) 1 to 2 days
prior to discharge to assess discharge and educational needs. Appropriate
referrals were made.

8. The experimental patients and families were called on days S and 10,
and the 4th week following discha:ge to see how they were doing, what their
needs were, and whether they were following the prescribed regimens or needed
reinforcement. Each telephone call was documented (Appendix I). The CEN
was instructed to elicit pertinent information regarding patients’ feelings and
perceptions and to encourage patients to continue their new regimens for
behavioral changes.

9. At the end of 3 months following discharge, both experimental and
control patients were called by the CEN. At this time, they were advised that a
follow-up questionnaire had been sent to their homes and were asked to compiete
it and return it to the CEN in the enclosed, addressed, stamped envelope. During
the telephone call, the CEN completed the telephone documentation form.

10. At the end of 6 months, all questionnaires were collected and data were
retrieved and organized by a research assistant. The data were tested and
correlated according to the hypotheses. Only those questions relating to risk
factors relevant to the study were retrieved. The retrieval was accomplished by a
college student who compiled and tabulated the data on both the control and

experimental groups.



Chapter 4
DATA ANALYSIS AND INTERPRETATION
Analysis of Data

The objective of this study was to evaluate the effectiveness of a telephone
follow-up intervention by a cardiac educator nurse (CEN) in patients hospitalized
with a documented diagnosis of angina. This was determined by measuring
whether or not telephone follow-up after discharge was an effective means of
encouraging patients to change their behaviors in order to reduce risk factors.
The CEN’s interventions utilized the concepts set forth in Pender’s (1987) health
Promotion Model.

Data from Qriginal Cohort

At the end of 6 months, there were 30 control patients and 24 experimental
patients. Data obtained by intake questionnaire showed that of the 30 control
patients, 73% were men (n = 22), and 27% were women (n = 8). The
experimental group consisted of 71% men (n = 17) and 29% women (n = 7).
The mean age of the experimental group was 56.8 years. The mean age of the
control group was 54.5 years. Of the control group, 63% (n = 19) worked at least
40 hours per week, 20% (n = 6) were retired, and 6% (n = 3) were on disability.
In the experimental group, 62.5% (n = 15) worked 40 or more hours a week, 25%
(n = 6) were retired, and 4% (n = 3) were on disability. In reporting family
history of heart disease, 47% (n = 14) of the control subjects and 42% (n = 10)
of the experimental group reported a history of hypertension. Race, education,
and socio-economic status were not measured. Comparisons were not made by
gender due to the small sample size. Table 1 shows demographics of the original

sample obtained from the intake questionnaire.
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Table 1.

Demographic Characteristics of Qriginal Cohort

@ = 12)
Characteristics Control Experimental
= 30 n =24
n % n %
Gender
Male 22 73.0 17 71.0
Female 8 27.0 7 29.0
Age
20-30 0 0
30-40 4 134 0 0
40-50 9 26.6 11 45.8
50-60 10 36.6 6 25.0
60-70 7 23.4 7 29.2
Employment
8-20 Hours 2 06.6 04.0
40 Hours or more 19 63.3 15 62.5
Retired 6 . 20.0 6 250
Disability 3 10.0 3 04.0
Family History
of Heart Disease 9 26.6 5 208
Increase B.P. 14 46.6 10 41.6
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Data from Subjects Returnin ionnair

Due to the small number of participants (22%) who returned the
questionnaire, the analyzed sample (n = 12) was 7 experimental and S control
patients. This was not an acceptable number to perform tests of statistical
significance. The small sample size did not present enough data to determine
reliability of the null hypothesis through inferential statistics. The alternative
hypothesis was summarized through analysis of returned questionnaires and
anecdotal material obtained by the CEN through telephone contact. Therefore,
the analysis was totally descriptive in nature.

Of the 30 patients in the initial control group, S (17%) completed the
follow-up questionnaires. Of the initial 24 experimental patients, 7 (29%)
returned the follow-up questionnaires. Only those patients who returned the
follow-up questionnaires were included in the study. Table 2 describes the
demographic makeup of these 12 patients. Nine (75%) of the returned
questionnaires were from men and three (25%) from women.

The behavioral changes that were reported by experimental and control
groups in the returned questionnaires are shown by frequency and percentage in
Table 3.

Substantial changes in weight were demonstrated in the experimental group,
with 6 (86%) of the experimental subjects achieving desirable weight after
intervention, compared to no change in the number of control subjects at their
desirable weight. Both the amount and time of exercise were increased by 6
(86%) subjects in the experimental group after invention, while only 3 of the
control subjects were exercising and 2 of these had decreased their amount of
exercise. More of the experimental group subjects were satisfied with their
treatment (71%) compared to control subjects (60%), although the majority of
both groups were satisfied. The Likert scale showed a mean of 4.5 for the



Table 2.

Demographic Characteristics of Cohort Returning Questionnaires
@ = 12)
Characteristics Control Experimental
n % n %
Gender
Male 5 100 4 57
Female 0 3 43
Age
30-35 1 20 0
40-55 2 40 3 43
50-65 2 40 4 57
Employed
Yes 3 60 5 71

No 2 40 2 29
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Table 3.

Comparison of Changes on 10 Indicators

B n erimental and Control Gr

Variables Control Experimental
n % n %

1. Quit Smoking 0 0

2. Knowledge of Cholesterol 4 80 1 14

3. Desirable Weight 3 60 6 86

4. Emergency Room Visits 0 3 43

5. Exercise 3 60 6 86

6. NTG Usage 0 0

7. Doctor Visits 1 20 5 71

8.  Class Participation 2 40 3 43

9. Satisfaction 3 60 5 71

10. Medication Compliance 1 20 1 14
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experimental group versus a mean scale of 3 for the control group. Both in the
experimental (43%) and control (40%) groups, several subjects were participating
in out-patient classes after discharge.

The control group reported better knowledge of cholesterol level than did
the experimental group both in the hospital and 3 months after discharge. In fact,
2 of the experimental subjects knew their cholesterol levels at the time of
admission to the hospital, and only one did so after discharge.

The experimental group reported more visits to the emergency room. There
also were more doctor visits after hospitalization by the experimental group than
by the control group.

Based on the sample of returned questionnaires, the experimental group
improved in the following ways:

1. Engaged in aerobic exercise at least three times a week.

2. Achieved desirable weight.

3. More experimental subjects than control subjects were satisfied with
their treatment.

The experimental group did not improve in the following ways:

1. Smoking cessation, except that the single smoker cut usage in half;
however, the number of control group smokers increased by 1.

2. Knowledge of cholesterol levels.

3. Usage of NTG.

4, Number of office visits for cardiac-related problems and urgent care or
emergency room visits after the intervention (numbers increased).

At the end of the study, there were 30 control patients and 24 experimental
patients. Only the experimental patients received telephone follow-up by the
CEN 35 days, 10 days, and 4 weeks after hospitalization. Anecdotal data from the
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telephone interviews of the 17 experimental patients who did not return the

follow-up questionnaire was supportive of the telephone follow-up intervention of
the CEN. This was reflected in the documentation of the telephone calls by the
CEN and is illustrated by the following comments from patients: "I changed to
vegetable oil, no frying, and eating mainly fish and chicken." "I went to the
Health Education Center for information on low cholesterol and low fat diets." "I
only eat oat bran and high fiber cereal.” "I am eating red meat only three times a
week now."

In addition, the telephone interviews revealed 3 (17.6%) of the
nonrespondent experimental group stopped smoking during hospital stay and had
not resumed smoking after 3 months. One patient enrolled in a chemical
dependency program. Weight loss was reported by 6 (35%); exercise was
increased by S (29%); and 15 (88%) were enrolled in the outpatient risk reduction
class. The CEN intervened with the patient’s physician for medication adjustment
for 5 patients (29%).

Several nonrespondent experimental patients commented on the "good care"
they felt they had received as well as their appreciation for the follow-up
encouragement and advice they received by telephone. The descriptive data
retrieved through the telephone follow-up documentation supports the evidence
that positive outcomes are achieved through telephone intervention and lead to
risk reduction behavior for cardiac patients, as well as increased patient and staff

satisfaction.



Chapter $
CONCLUSIONS AND RECOMMENDATIONS
Conclusions

Although this study originally sampled 54 subjects, follow-up questionnaires
were returned by only 12 subjects, S in the control group and 7 from the
experimental group. In the final sample, some differences were observed between
the experimental and control groups in exercise and weight reduction.
Additionally, the experimental group reported, through telephone interviews,
definite patterns of increased perception of wellness as defined by Pender (1987,
p. 65). Their anecdotal responses reflected a perception of trying to obtain
optimal wellness as opposed to perceiving themselves being treated for illness.
Furthermore, it could be conjectured that they may feel empowered by their
perception of themselves as participants in a health-promoting program which
would enhance their lives. This is seen as a positive outcome.

Weight loss by the experimental group changed positively relative to the
control group. It appeared that these subjects’ weight loss was closely tied to
interest in attending follow-up classes on diet and nutrition and increased exercise
programs. The outpatient nutrition classes assisted subjects in using discretion in
choosing foods low in cholesterol and fat. A trip to the supermarket enabled
subjects to see first hand what products are healthy and which ones have
misleading labels. Videos describing healthy versus unhealthy diets were valuable
to both experimental and control groups in teaching diet. Interestingly, patients
involved in cholesterol and fat-reducing programs were able to reduce their
weight without feeling that they were having to give up calories. The telephone

intervention may have reinforced that perception.
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Increase in experimental subjects’ exercise was an important finding.
Although there was no formal exercise follow-up program offered by the medical
facility, the CEN encouraged patients to participate in an aerobic exercise
regimen. The experimental group engaged in exercise at least 3 times a week,
reporting, via telephone follow-up, an increased sense of empowerment over their
bodies and general feelings of well being.

Intervention by telephone follow-up for smoking cessation showed only a
limited effect in this study. However, the efficacy of such intervention has been
well documented by the Stanford Multifit study (Debusk & Haskell, 1986).
Changes in smoking were not possible to detect in the small sample. Also, most
patients stated that they had stopped smoking upon admission to the hospital.
This frequently occurs when patients are frightened by the specter of possible
cardiac surgery or the impending threat of a heart attack (Sivarajan et al., 1983).
The enrollment of subjects into risk factor-reducing classes after discharge may
have had an effect on smoking cessation that was not measured.

While there was no substantial change in knowledge of cholesterol levels,
the control group reported they knew their cholesterol levels after discharge,
while the experimental group as a whole reported they did not. Actually, two
experimental respondents knew their cholesterol levels prior to intervention, but
only one did after intervention. This may be explained, in part, by the fact that
the experimental patients were instructed by the CEN to ask for a repeat
cholesterol test upon their first return visit to their doctor. At the time the
questionnaire was returned, the patients had not yet had their return visit and
could not accurately report a new level. Another factor that may have affected

the results was the physicians’ cooperation in ordering serum cholesterol tests
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after hospitalization. These were not routinely ordered on every patient after
discharge.

The amount of NTG used did not change in the control and experimental
groups. However, the experimental group did report better understanding of
when and how to take NTG in conjunction with anginal pain.

There was no difference in medication compliance between the experimental
and control groups. This relates directly with findings that patients do not hear or
retain information related to health problems unless there is constant repetition
and explanation (Garding, Kerr, & Bay, 1988). Perhaps 3 telephone calls were
not adequate.

Although visits to the emergency room increased in the experimental group,
it was believed that this was due to increased knowledge and heightened
sensitivity to symptoms of angina that had previously been ignored. Each
telephone call to the experimental group incuded reemphasis on warning signs
and instructions for intervention for anginal pain.

It was concluded, after telephone follow-up, that experimental subjects’
increased awareness of their illness led to heightened sensitivity about their care
after hospitalization. The increased number of emergency room visits was not
interpreted as necessarily a negative outcome. Although these subjects were more
sensitive, and perhaps more anxious, this provided them with the impetus to
improve their health and life style. This ties in with Pender’s model of perceived
benefits of health-promoting behaviors and perceived barriers to health-promoting
behaviors (Pender, 1987, p. 64). Increased anxiety is thought to be a side effect of
giving information which heightens the patients’ sensitivity to risk factors. Having
a small amount of anxiety may induce patients to take steps to reduce risk

behaviors. Pozen’s study (1977) employing a nurse rehabilitator for MI patients
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had similar findings. "Perhaps counseling and intensive efforts at reassurance in
an effort to reduce anxiety actually created some anxiety by detailed discussions of
heart disease" (p. 835).

Office visits were not well documented due to lack of resources for retrieval
of this information. A recommendation for further study would be to review the
number of visits and to ascertain how many of these visits were cardiac related.

Cost-effectiveness of telephone follow-up was not adequately measured due
to the small sample size, limitations of tracking and documentation of office visits,
and low reporting of phone calls to doctor’s offices. While cost-effectiveness is
implicit in any change that affects positive patient outcomes, it was not explicit in
this study and, therefore, cannot be regarded as a finding of the study.

Two major outcomes emerged from this study. First, telephone follow-up by
the nurse educator had positive effects on patients’ adaptations to changing
lifestyle behaviors: increased feelings of well-being and empowerment, engaging in
aerobic exercise, achieving desirable weight, and perceiving care as satisfactory. A
second outcome was that the CEN was hired by the participating hospital for a
permanent position to continue the cardiac education program. Hospital
administrators received sufficient positive feedback from physicians, patients, and
nursing staff about the program to give it permanent funding.

Limitations

The randomization of groups was subject to manipulation according to
diagnosis. Due to the limited sample size, it is not possible to generalize beyond
this sample or draw statistical conclusions to support or reject the hypotheses.

Other limitations within the program were economic constraints which
limited the amount of time the CEN could spend on this study. Also, the

variability in the clinical course of patients was a factor. There was no control
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over the variables of medical management, diagnostic tests ordered, the degree of
coronary artery disease, patients’ educational level, and the amount or kind of
social support received.

Methodological limitations included use of self-report measures. Utilization
of self-reports for data collection always presents the question of accuracy. It was
beyond the scope of this study to determine if patients were responding factually
or whether they may have been answering according to social desirability (Grady
et al. 1988). Additionally, the small return of follow-up questionnaires placed
severe limitations on the study.

Recommendations

Recommendations for future studies include increasing the sample size,
providing a longer period of time for data collection, decreasing the number of
variables studied, and increasing resources. Resources should include staff to
retrieve and record data and assist in obtaining completed questionnaires from
the subjects in the study.

The small sample size limited comparisons and generalizability. Although
the small sample may have been representative of the group being studied,
statistical analysis was limited.

Time is a most valuable resource. In order to accurately measure behavioral
changes, subjects need time to absorb, evaluate, and act upon the changes
necessary to improve their life styles. The time frame of the present study
allowed only a beginning for most of these changes. Hopefully, those subjects
who are in the process will continue to reduce their risk factors over time.

Working with individuals who are anxious, in pain, and hospitalized for a
very short period of time (usually less than 3 days) requires time and energy on

the part of the CEN. Concentrating on those areas that are of greatest concern,
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for example, cholesterol reduction and smoking cessation, might be more effective
and produce better data than attempting to look at multiple variables such as was
done in this study. While all the risk reduction variables are interactive, focusing
on 2 or 3 areas would be more productive.

Future studies should evaluate other methods for obtaining information from
this group of subjects. Written questionnaires fared poorly in this study. When
asked by telephone why the questionnaire was not returned, subjects stated that
they had returned them and they must have become lost, they were still going to
return them, or they had misplaced them. Ironically, the subjects reported they
thought the questionnaire was the best method for obtaining information. When
asked to complete the questionnaire over the telephone, almost all of the subjects
refused, saying they would rather mail the questionnaire because they needed
more time to think about the questions. However, the questionnaires were not
received. Subjects’ refusal to comply, even after agreeing to participate and after
being urged to do so by telephone follow-up, shows that this investigative modality
has inherent limitations in this study.

Although questionnaires have been successfully used in many studies (Grady
et al,, 1988; Raleigh & Odtohan, 1987; Stampfer, Willett, Colditz, Speizer, &
Hennekens, 1988; Steele & Ruzicki, 1987), the group response rate in the present
study was unacceptable. Raleigh and Odtohan (1987) administered their post
questionnaire through a home visit by a research assistant. This insured that the
data were collected and returned at a prescribed time. The posttest administered
by Steele and Ruzicki (1987) was completed by patients while still in the hospital.
Grady et al. (1988) administered their post discharge questionnaire during their
subjects’ return visits to the outpatient clinic. Stampfer et al., (1988) mailed

questionnaires to registered nurses at 2-year intervals (Nurses’ Health Study
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cohort) to evaluate the effects of oral contraceptive usage on risk for
cardiovascular disease. The compliance in returning questionnaires in Stampfer’s
study may possibly be ascribed to the cohort representation (registered nurses)
who may be more willing than others to fill out questionnaires. A
recommendation is that future studies may be modified by conducting face-to-face
exit interviews at the end of the study. At that time, the data could be obtained
and the concepts to be inculcated could be reinforced.

This study cannot be generalized to all patients hospitalized for angina
pectoris. It has validity, however, in demonstrating the need for further research
into follow-up interventions for changing risk behaviors in patients after discharge.
It is recommended that this study be replicated with larger sample sizes. While
hospitalized patients exhibit readiness to learn (Steele & Ruzicki, 1987), it might
also be effective to explore the possibility of providing ongoing contact with
patients who have not been hospitalized but who may be diagnosed with angina or
arteriosclerotic heart disease. Engaging these patients in activities that raise
cognitive perceptions of health behaviors (Pender, 1987, p. 61) might possibly lead
to positive results in long-term health promotion and prevention of illness.

Motivating patients to participate in a health promotion program is vitally
important and must be an ongoing goal for the nurse. Unless patients feel
empowered to move forward toward a goal of health, rather than run away from
the specter of disease, they will not be proactive in making lifestyle changes that
can enhance the quality of their lives. Pender (1987) states:
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Individuals of all ages are beginning to assume increased responsibility for
their own health and to expect greater mastery of personal and
environmental factors that impinge on health. It is possible that those
people with positive perceptions of their health promotion skills may be

more likely to initiate actions that enhance health. (p. 63)
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KAxSeR PERMANENTE-HAYWARD
CARDIAC EDUCATION PROGRAM

INTAKE QUESTIONNAIRE

Please print the following information:

46

QM. [ MISS
Nama: (0 »s. (] MRS.
T FIRST M. 1. LAST
Mailing
Address:
STRERT (48234 LZliriius
Phone number: Day: ( ) Evening: [ )

Personal physician’s name:

Your sex: [] MALE [] FEMALE
Your age:

—————————

Your date of birth (MONTH/DAY/YEAR):

Employment
status during

(] WORKED HOURS PER WEEK
(
the past month: {
(

]

] DID NOT WORK: RETIRED, HOMEMAKER, ETC.
] DID NOT WORK DUE TO PQOR HEALTH

] OTHER (describe):

NOW, PLEASE ANSWER THE QUESTIONS ON THE NEXT PAGE
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PAGE 2

By answering the following questions, you will help us assess the most appropriate kinds
of information and advice that we can give to help you in your recovery.

1. Have you had a parent, brother or sister who had a heart attack,
heart bypass surgery, or died suddenly of heart disease

before age 887 .....iiiiiiiiiiiaiieiieieiteiiatearaaraaneaesanann {1 NoO [] YES
2. Do you have high blood pressure? ...........ccciviviriiinennnnnns [] NO {] YES
3. Do you have diabetes (high blood sugar)? .............ccovivunn... {1 NO [] YES
4. Do you have a high cholesterol level? .............ccvvnnrinn. [] NO {] YES
5. When did you last have .your cholesterol level checked?
= WOWTH AWD YEAR

6. Do you know what your blood cholesterol level is in numbers? {1 NO {] YES

If yes, what is it?
7. How would you describe your weight?

VERY ABOUT VERY

[} UNDERWEIGHT [] UNDERWEIGHT (] RIGHT [] OVERWEIGHT (] OVERWEIGHT

8. What is your current weight? 1bs.

9. What do you think you should weigh (ideal weight)? 1bs.

Please answer the following questions with regards to your lifestyle during the month
fore v~ur current hospita jon.

10. Did you smoke cigarettes, cigars or a pipe?

[] NO e« [] T have never smoked {] T quit ago |
¢ MONTHS OR YEARS l

[] YES ==b | a. How much did you smoke per day:
# cigarettes: # cigars: # pipefuls:

b. Have you ever made a serious attempt to quit smoking?

[] NO
[] YES ==p When was the last time you tried to quit?
MOKTH AND YEAR

c. Do you want to quit smoking?

(] 8O
[] YES === I want to quit within the next

month(s)




During the month before your hospitalization:
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PAGE 3

11. How many times a week did you.g§g3111 eat (or drink) the following? ‘T ‘
mes 3 wee

(Each meal or snack = 1 time

Red meat, such as beef, pork, or hamburger ..........c.ceiviiiann..
Baked or broiled chicken or turkey .......coeeceecnronccnnncnseancas
8 - L e eeesasetescistseccacsannanan
Cheese (other than cottage CheesS8) .......cecveevccenccocacesncnsnns
Cold cuts, hot dogs, bacon Or SaUSAGe ...ceeeercveeerencosccsoccarans
Fried foods such as fried chicken, potato chips, french fries
Alccholic beverages (beer, wine, or hard liquor) .......ccevvveann..
Whole milk or ice cream (not nonfat or Towfat) .....cceveeveniencaenns
Fresh fruits and vegetables ..c.uvereeeneineieeierecnnencenrnnennnns

Whole grain or oat bran cereal, muffins, pasta, or

bread .....

......

Pastry, cake, pie, donuts, Or COOKI®S ..vieciieinnniennnconnnesannns

12. About how _many whole eggs (with yolks) did you usually eat a week? ...
13. If you drank alcocholic beverages, how_many drinks did you usually

SQMETIMIS
3 .

(1

(

—

{

—

(]
{]

have N 0N day? ..icvviereereceraansactonsacsosesnsosnsnstasoasssananss
14. How often did you do the following: ALMOST ALWAYS gg;ﬁ
1

Put salt on or in your food? ........cevviennns [l (1
Put butter on your food, or eat

food cooked in butter? ........cieiiiiiiiannnn. (] [}
Put margarine on your foad, or eat

food cooked in margarine or 0i1? ............. (1 [}
Put mayonnaise, suur cream, or

salad oil/dressing on your food? ............. (] {1
Eat the skin on chicken or turkey? ............. (1 [1
Eat the fat on meat? .....ccccvivenernnnnnnannns {3 1]

During the month before your hospitalization:

{]

NE VI

{

(!
(!
()

15. At least once a week, did you engage in physical activities or exercise strenuous
enough to make you work up a sweat or breathe hard? (e.g., jogging, calisthenics,

swimming, bicycling, brisk walking, climbing stairs)
[] NO (sxir 1o quesTiO 16) :[] YES (ANSWER QUESTION 1SA)

IYPE OF PHYSTCAL ACTIVITY 1mE_SPENT
1. MINUTES
2. MINUTES
3. WINUTES

PER

15A: List the types of exercise you regularly got, how long you usually spent
doing each physical activity, and how many times a week you usually did it.

X

I




16. During the month before your hospitalization, were you taking blood pressure or

heart medicine?
{] NO (SKIP TO QUESTION 21) r{] YES (ANSWER QUESTIONS 17-20)
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PAGE 4

17. If you took nitroglycerine pills: (skIP TO QUESTION 18 IF NOT APPLICABLE)
a. How often did you take them?  usua. # OF PILLS PER DAY: ___  OR  USUAL ¢ OF PILLS PSR W< |
OTHER (DESCRIBE): |
1
b. Did you take them when you had chest pains? [] ALWAYS [] SOMETIMES T ONEVE
¢. Did you take them before you exercised? [] aLwaYs [] SOMETIMES {: NE
e. When else did you usually take them? (oescrise) !
18. How often did you have trouble remembering to
take your medicines at the right times? {] ALWAYS [] SOMETIMES TONEVER
19. If you forgot to take your medicine at the right time, what did you usually do?
20. If you had any questions about your medicines or how they should be taken, did you
talk with someone (e.g., your doctor or a nurse) to get the information you needed?
{] NO [] YES, MY DOCTOR {] YES, A NURSE [] DIDN'T HAVE ANY QUESTIONS
21. This set of questions asks about how you felt and how things were with you during

the month before your hospitalization. For each question, please circle the one

answer that comes closest to the way you had been feeling.

A 6000 A LITTLE
AL OF  MOST OF BIT OF  SOME OF BIT OF  WONE CF
How much 2f the time: THE TIME  THE TIME  THE TIME  TWc T[ME  TWE T{uE  Iaf t-us
1 F3 3 g S T
a. Did you feel a lot of stress
in your work or personal life? . 1 2 3 4 5 §
b. Were you a very nervous person? 1 2 3 4 5 3
c. Did you feel calm and peaceful? 1 2 3 4 5 6
d. Did you feel down-hearted and
) 1T S 3 4 s 6
e. Were you a happy person? ....... 1 2 3 4 S 6
f. Diu you feel so down in the dumps
that nothing could cheer you up? 1 2 3 4 5 6
g. Did you act impatient or irritable
toward those around you? ....... 1 2 3 4 5 6
h. Were you worried about your
health? ...cverenccncrarnseenass 1 2 3 4 5 6
i. Were you afraid to do certain
things because of your health? . 1 2 3 4 S 6
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PAGE 5
Please answer the remaining questions with regards to your current situation.
22. How worried are you about your health right now?
NOT AT ALL SOMEWHAT FAIRLY VERY
(] WORRIED {] WORRIED {] WORRIED (] WORRIED

what are some of the things you are most worried about?

23. How confident are you that you can make changes in your lifestyle to reduce your
risk of having a heart attack?

NOT AT ALL SOMEWHAT FAIRLY VERY

[] CONFIDENT [] CONFIDENT [] CONFIDENT {] CONFIDENT

24. What kinds of changes would you like to make?

25. Do you think you will attend the "You Gotta Have Heart" outpatient cardiac
education program given at the Kaiser Permanente-Hayward medical center?

[] NO ==p Why not?

{] YES =» Will a spouse or close friend/relative attend with you? (] NO (]

26. Do you want information about other health improvement classes sponsored by the
Kaiser-Hayward facility: (CHECK ALL THAT aPPLY)

{] EXERCISE [] STRESS MANAGEMENT
{}] LOW CHOLESTEROL DIET [] WEIGHT CONTROL
[] STOP SMOKING [] OTHER:

YES

27. Do you have any questions about your medicines and wuw they should be taken?

{1 NO
[} YES (DESCRIBE):

28. Do you have any questinr< about what you should expect during the first few weeks
after you leave the hospital?

[} NO
[] YES (DESCRIBE):

29. What other information or help would you like from Kaiser Permanente?

30. Overall, how do you feel about the care you have received at Kaiser Permanente?
[] VERY SATISFIED [] SATISFIED [] DISSATISFIED [1 VERY DISSATISFIED

Additional comments or suggestions:

PLEASE RETURN THIS TO THE CARDIAC EDUCATION NURSE.
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Name: Date sent: / /
M.R. Number:

- KAISER PERMANENTE-~-HAYWARD )
CARDIAC EDUCATION PROGRAM

FoLLow-Up QUESTIONNAIRE

Please answer the following questions to help us Tearn what your 1ife has been
1ike during the past few months. If you have trouble filling out the form or
have any questions, call Carol Graham, Cardiac Education Nurse, at (415) 784-4584.
Please return the questionnaire in the pre-addressed envelope to: Supervisor,
Transitional Care Unit, Kaiser Permanente Medical Center, 27400 Hesperian Blvd.,
Hayward, CA 94545. Thank you.

Today’s date:

1. When did you last have your cholesterol level checked?
T WONTH AND YEAR

2. Do you know what your blood cholesterol level was at that time,
R -] o [] NO {1 YES

If yes, what was it? (E.G.. 260)

3. What is your current weight? Tbs.

Please answer the following questions with regards to your Tifestyle during the
past month. .
4. Have you been trying to Tose weight? .....c.vvenivinrincennennnnnns []1 NO [] YES

8. Have you smoked any cigarettes, cigars or a pipe?

[] NO =i []1 I have never smoked [] I quit ago
# MONTHS OR YEARS

[1 YES =& | 2. How much did you smoke per day:
# clgarettes: # cigars: # plpefuls:

b. When was the Tast time you made a serious attempt
to quit smoking? ({IF NEVER. WRITE "NEVER TRIED")

T HONTH KD YERT *
¢. Do you want to quit smoking?

f] wO
[] YES —% I want to quit within the next month(s)
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PASE 2
During the past month:
6. How ?E?thlﬂg? :rwggl:cgig gogi:_z_t}xﬂ_'l_y eat (or drink) the following? "
Red meat, such as beef, pork,h_or hamburger ....ceeveeeccccccccnncnas
Baked or broiled chicken or turkey ..........ccccevceenns
FISh ceveennnnnnceannns e tteteeerierieneeeeeeseireeaanas veeeees
Cheese (other than cottage cheese) ........
Cold cuts, hot dogs, bacon or Sausage ........eeeccessasvencscacsnns
Fried foods such as fried chicken, potato chips, french fries ......
Alcoholic beverages (beer, wine, or hard 1iquor) ....c...ceciavencas
Whole milk or ice cream (not nonfat or Jowfat) .....ccceeeeceenancan.
Fresh fruits and vegetables ......c.civieiecnnenecncccercnoansancess
Whole grain or oat bran cereal, muffins, pasta, or bread ...........
Pastry, cake, pie, donuts, or cookies .......c.ccceieeecnronncaanocens
7. About how many whole eggs (with yolks) did you usually eat a week? ...
8. When you drank alcoholic beverages, how many drinks did you usually
have in one day? (If you didn’t drink at all, write *0") .............
9. How often did you do the following: AL&STXALHAYS gf%gg §Qg§;mg§ gx_gg
Put salt on or in your f00d? .....ccvvvrevennnns N § 1] 1
Put butter on your food, or eat
food cooked in butter? .........cceeeiiieacns 0 {1 1 11
Put margarine on your food, or eat
food cooked in margarine or 0i1? ............. 7 - (1 [] 8]
Put mayonnaise, sour cream, or
salad oil/dressing on your food? ............. [1 9] n [1
Eat the skin on chicken or turkey? ............. i} (1 3 [l
Eat the fat on meat? .....cccviiiiiiineniinnanns ] {] [] 9]

During the past month:

10. At least once a week, did you engage in physical activities or exercise strenuously
enough to make you work up a sweat or breathe hard? (e.g., jogging, calisthenics,
swimming, bicycling, brisk walking, climbing stairs)

[] KO (sKIP TO QUESTION 11) r[] YES (ANSWER QUESTION 10A)

10A: List the types of exercise you regularly got, how long you usually spent
doing each physical activity, and how many times a week you usually did it.

TYPE_OF PHYSICAL ACTIVITY 1IN SPENT 1S PER VEER
1. MINUTES
HINUTES

3. MINUTES
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PASE 3
11. During the past month were you taking blood pressure or heart medicine?
[] NO (SKIP TO QUESTION 16) r(] YES (ANSWER QUESTIONS 12-15)
12. If you took nitroglycerine pills: (sip 10 QUESTION 13 IF NOT APPLICABLE)
a. How often did you take them?  usuAL # OF PILLS PER DAY: —  OR  USUAL # OF PILLS PER WEEK:___
OTHER (DESCRISE): )
b. Did you take them when you had chest pains? [] ALWAYS [] SOMETIMES [] NEVER
c. Did you take them before you exercised? [] ALWAYS [] SOMETIMES |[] NEVER
e. When else did you usually take them? (bescrise)
13. How often did you have trouble remembering to
take your medicines at the right times? [] ALWAYS [] SOMETIMES [] NEVER
14. If you forgot to take your medicine at the right time, what did you usually do?
15. If you had any questions about your medicines or how they shouid be taken, did you
talk with someone (e.g., your doctor or a nurse) to get the information you needed?
[} NO {) YES, MY DOCTOR [] YES, A NURSE [1 DIDN'T HAVE ANY QUESTIONS
16. This set of questions asks about how you have felt and haw things were with you

during the past month. For each question, please circle the one answer that
comes closest to the way you have been feeling.

A 6000 A LITIE
ALOF  #0ST OF BIT OF  SGiE OF BIT OF  KOHE OF
How much of the time: THE TIME  THE TIME  JTHE TINE  THE TIME  THE TIME  THE TIME
1 z 3 a 5 3
a. Did you feel a lot of stress
in your work or personal life? 1 2 3 4 s 6
b. Were you a very nervous person? 1 2 3 4 s 6
¢. Did you feel calm and peaceful? 1 2 3 4 5 6
d. Did you feel down-hearted and
blue? ......... ceccnesee cereceee 1 2 3 4 5 6
e. Were you a happy person? ....... 1 2 3 4 5 6
f. Did you feel so down in the dumps
that nothing could cheer you up? 1 2 3 4 5 6
g. Did you act impatient or irritable
toward those around you? ....... 1 2 3 4 5 6

h. Were you worried about your
health? ...iiiieicninrncanenens 1 2 3 4 ] 6

i. Were you afraid to do certain
things because of your health? . 1 2 3 4 S 6



17.

18.

19.

20.

21.

22.

23.
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PASE 4

If you were employed outside the home during the month before your hospitalization,
have you returned to work? (skip IF NOT APPLICABLE)

{] N0 ==p lAre you planning to go back to work?
[1 NO [} YES ==> When?

[] YEs == [On what date did you go back to work?
How many hours a week are you working? HOWRS
Are you working at the same job? (] NO [] YES

Since your hospitalization, what kinds of changes have you made in your lifestyle
to reduce your risk of having a heart attack?

Overall, how would you rate the cardiac education you received while in the
Transitional Care Unit?

[] EXCELLENT [} GOOD [] FAIR {1 POOR

How helpful were the follow-up phone calls you received from the Carol Graham, the
Cardiac Education Nurse?
VERY FAIRLY SOMEWHAT NOT AT ALL
[1 HELPFUL [} HELPFUL {] HELPFUL (] HELPFUL

Since your hospitalization (about three months ago):
a. How many times have you called Carol Graham (the Cardiac Education

Nurse at 784-4584) for information or advice?.........eeveeeevennnnns TIMES
b. How many times have you talked to your doctor or an Advice Nurse on

information or advice related to chest pains or your heart condition? TIMES
c. How many times have you seen your doctor on an outpatient basis

because of chest pain or heart trouble? ..........ccveeevrnnnnennnnns TINES
d. How many times have you been seen in the Emergency Room or Urgent

because of chest pain or heart trouble? ......ccueeeinininunrnenennns TIKES
Since your hospitalization, have you attended any of the following:

{] "YOU GOTTA HAVE HEART" CARDIAC EDUCATION {] EXERCISE PROGRAM

CLASS AT KAISER PERMANENTE-HAYWARD {] STOP SMOKING PROGRAM

[] CARDIAC/HEART EDUCATION CLASS AT: [] STRESS MANAGEMENT PROGRAM

{] DIET OR CHOLESTEROL CLASS AT KAISER PERMANENIE [] CARDIAC REHAB. PROGRAM

[] DIET OR CHOLESTEROL CLASS AT: AT:

[] WEIGHT LOSS PROGRAM {] OTHER:

Did a spouse or significant other attend any of these programs with you?
[] NO [] YES =P Which programs?
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PASE S

24. Do you want more information about programs or self-help materials to help you
better understand heart disease and what you can do to improve your health?

[} KO {] YES (DESCRIBE):

25. Additional comments or Suggestions:

Thank you for your cooperation. Please return this questionnaire in the
pre-addressed envelope enclosed.
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KAISER

PERMANENTE
MEDICAL CENTER

PHOTOGRAPHY CONSENTS

(Use Standard Consent Form (90440) For Clinical/Research Uses)

1.

NEWS MEDIA: | hereby authorize Kaiser Foundation Hospitals, Kaiser Foundation Health Plan, Inc., The
Permanente Medical Group, inc., and the attending physicians to permit news media representatives to photo-
graph, film, or videotape me or (name of patient), who is
my {specify relationship), while under the care of the
physicians and the hospital, and agree they may use, or permit others to use, the negatives, tapes, films, or
prints, prepared therefrom. -

| agree that the above named organizations, their employees, and agents, shall not be responsible in any way
for the content of news media coverage in which the photography authorized herein is used.

OCATE AND TIME “SIGNATURE OF PATIENT

w

| RELATIONSHIP

58

2. PUSLIC RELATIONS: | hereby certify to being over 18 years of age and authorize Kaiser Foundation Hos-
pitals, Kaiser Foundation Health Plan, Inc., and The Permanente Medical Group, Inc., their personnel or con-
tractors, to photograph me or. (name), who is my.

(specify relationship), and to use the negatives, tapes, films, or prints
for the purposes described below for up to 10 years from the date of this release:
PLEASE PRINT
Placed in Cardiac Education File.
Intended use of photograph
Name
Address
Telephone No.
DATE AND TIME SIGNATURE

WITNESS TO SIGNING OTHER'S SIGNATURE I RELATIONSHI®
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PATIENT PROGRESS RECORD

PATIENT'S NAME (LAST, FIRST, MIDOLE)

ADDRESS (NO., STREET)

[Tk ad

BIRTHOATE PHONE COBE

60

INITIAL VISIT:

CHOLESTEROL-

4.D.L.-

KNOWLEDGE DEFICIT:

RISK FACTORS:

MEDICATIONS:

PLAN:

————
90538 (REV. 1-86)



PATIENT PROGRESS RECORD

S ——— i —————C St T R —— S
E:ATI ENT'S NAME (LAST, FIRST, MIDOLE)

ADDRESS (NQ., STREET)

ciTyY

BIRTHOD HON CODE Fﬁouﬁ

61

TELEPHONE CALL # :

SMOKING:

Are you smoking cigarettes?

If *no” - wWhen did you stop?

If "yes® - How many cigarettes a day?

Are you planning to stop?

When and how do you plan to stop?

DIET:

EXERCISE:

MEDICATION:

Have you found it necessary to phone yvour physician?

How many times?

Reasons?

————————
90536 (REV. 1-846)



o8,
£ 2a
[PERMANENTE
PATIENT PROGRESS RECORD

PATIENT'S NAME (LAST, FIRST, MIODOLE)

ADDRESS (NO., STREED

[-1h a4

m———‘m CODE

Office Visits?

Why?

Emergency Room Visits?

why?

Urgent Care Visits?

Why?

Tests?

When?

Where?

YWhy?

Therapeutic Procedures?

Chest Discomfort?

COMMENTS

v —
90538 (REV. 1-86)
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SAN JOSE STATE UNIVERSITY
GRADUATE STUDIES AND RESEARCH

HUMAN SUBJECTS INSTITUTIONAL REVIEW BOARD
PROJECT PROPOSAL REVIEW
Regular Review D Expedited Review E] Deadline Date

1, the undersigned member of the San Jose State University Human Suly‘ects Institutional Review
Board, have reviewed the following proposal submitted to the Board on __6/1/89 by:

PRINCIPAL INVESTIG%EO]:R: BARBARA LUSTIG

PROTOCOL #: 7 DEPT: __Nursing
PROJECT TITLE: AC EDUCATION PROGRAM

I recommend the following action (indicate one):

1. Approved for clearance as invoiving minimal risk to Human Subjects.

2. Approved for clearance with risk to Human Subjects.

E]I:I[Q

3. Approval depends upon the satisfactory completion of the
following conditions.

4. 1 have serious concerns about this protocol and it should go before D
the full committee to review.

Falind Loddh | was. G289

Signature of IRB-HS member Date

5. Not Approved. D Approved. E
O LS SIGNIN R INSTITUTION
(ST IR

Chaic-luman Subjects linstitutional Heviéw Board Date
e, g@\M Y13/ 67
7 4

Serena Stanford, Ph.D. Date
AAVP for Graduate Studies & Research

Please return to: Graduate Studies and Research Office, Administration Building 150, San Jose State
University, One Washington Square, San Jose, CA 95192-0139
(408) 924-2480
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Kaiser Permanente Medical Center ivan L. Fawdey
27400 Hespenian Boulevard Administrator
Hayward, California 94545-4299
(415) 7844000 Paul H. Jewett, M.D.
Phsician-in-Chief
E ] . Y
N
KAISER PERMANENTE
Ivan Fawley May 10, 1989

Administrator

Carol Nothern, RN
Assistant Administrator

Kaiser Hospital
27400 Hesperian Blvd.
Hayward, California 94545

Dear

Enclosed please find a copy of the research project I plan to
conduct in the Tranmsitional Care Unit in conjunction with our
Cardiac Education Program. The educational program is in place,
having started February 1, 1989, The research project will be
implemented in August, 1989.

In order to comply with the regulations of the Human Subjects
Review Board, it is necessary for me to have permission in writing
from you for obtaining information from patients. A consent

form is also enclosed that would be given to all patients in the
study--both experimental group and control group.

This is an ambitious study that has generated muth enthusiasm and
support from the physicians, as well as other departments, including
Health Center Education, Medical Office Nursing, Dietary, Social
Services, and Pharmacy.
Thank you for your assistance in this study.
Sincerely yours,

; . / "
Barbara Lustig, RN
Supervisor, TCU

CC: Human Subjects Review Board
Paul Jewett, MD, P.I.C.

bl:Encl.



Kaiser Permanente Medical Center ivan L. Fawiey

27400 Hespenan Boulevard Administrator
rd. California 9454342
e S, v, W
Physician-in-Chief

May 15, 1989

Barbara Lustig, R.N.

Supervisor, TCU

Kaiser Permanente Medical Center
27400 Hesperian Boulevard
Hayward, California 94545

Dear Barbara,

Ivan and I discussed your research project. He joins me in
giving our consent to obtain information from patients for
this study as long as you obtain their written consent by
means of your Consent Form.

Again, I commend you, Barbara, for embarking on the first
Kaiser Permanente Nursing research study at Hayward.

Please let me know if I can be of any assistance.

Sincerely,

Cant

Carol Nothern, R.N.
Assistant Administrator

CN:ea
cc: I. Fawley
P. Jewett, M.D.
Human Subjects Review Board
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SAN |J_OSE A campua of The Califormia State University
iiliii STATE
UNIVERSITY

Crad
e (

Otfice of the Academic Vice President ¢ A /ate Academic Vice President

f te Studies and Ressarch
One Washington Square ® San Jose, California 95192-0025 e 408/924-2480

July 18, 1989

Barbara Lustig, RN

Dear Barbara:

Your human subjects protocol number 7521 has received final
approval. Attached is a copy of the final approval form with

the signature of the Chairperson of the Human Subjects
Institutional Review Board and my approval.

The Human Subjects Institutional Review Board must be notified

in writing of any changes to thds approved protocol, and approval
must be granted in writing before any change is instituted.

Congratulations and good luck with your research!

Sincerely,

Potarta 10 AT (,S,T',Z‘Q/‘? &

Serena W. Stanford, Ph.DY
AAVP for Graduate Studies & Research

Attachment
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Kawser Permanente Medical Cener tvan L Fewiey
17400 Hespenan Boulevard AL ISTRL00
l('{::*;:&ii California 335434299 Peal B .
e Phvmcan-in-Cluef
CONSENT FORM

Q\ﬂl %
KAISER PCRNV-\NEME
RESPONSIBLE INVISTIGAIOR:

AGREEMENT TO PARTICIPATE IN RESEARCH AT RAISER HOSPITAL, HAYWARD,

TITLE OF PROTOCOL: CARDIAC EDUCATION AS A MEANS TO REDUCE RISK FACTORS

I have Yeen asked to participate in a research study that is investigating
the effectivezess of a cardiac education program in reducing risk factors
lzading to heart disease. The results of this study should further our
understanding of what means are available to reduce risk factors and improve
quality of life.

1 understand that

(1) I will be asked to participate in classes while in the hospital for a
period of approximately 45 minutes each day.

(2) 1 will be expected to furnish information to the Cardiac Educator Nurse
on a regular basis both in the hospital and by telephone {rom home.

(3) I understand there is not risk, discomfort, or imconvenience to me in
rarticipating in this study.

(4) The possibie bemefits are that I will increase my knowledge of cardiac
risk factors, including diet, exarcise, stress reduction, and others.

(5) The results from this study may be published, but any information from
this study’ that can be identified with me will remain confidential and will
be disclosed only with my permission or as required by law.

(8) Any questions about my participation in this study will be amswered by
Earbara Lustig, RN, Supv. TCU Phone:ils - 784-4671

Complaints about the prograw may be presented to Sharom Wanl, PhD.

Phone: 438 - 924-3166. For questions or complaints about research subject's
rights, or 1in the evert of research-related injury, contact Serena Stanford.
Ph.D. (Assotiate Academic Vice President for Graduate Studies & Research at
San Jose State University) at 408 - 924-2480.

(7) My consent is given voluntarily without being coerced; I may refuse to
participate iz this study or in any part of this study, and I may withdraw at
any time, without prejudice to my relations with Kaiser Permanente Medical Center

(8) I have received a copy of thus cousent form for my file.
1 HAVE MADE A DECISION WHETHER OR NOT TO PARTICIPATE. MY SIGNATURE INDICATES

THAT I HAVZ READ THE INFORMATION PROVIDED ABOVE AND THAT I HAVE DECIDED TO
PARTICIPATE.

Subject's Signature Investigator's Signature

Date:
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CARDIAC EDUCATION PROGRAM
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IMPRINT AREA
Address:
STHEET NQ cry P
Phona.No.: o e
Primary Physician:
Admission Date: Diagnosis:
PATIENT/FAMILY EDUCATION
1. Risk Factors Identified:
1
3 4. .
Il.  Packet Received:
Date: Init
itl. Circle Classes Attended: Date: Pt. Response Init.
1 Nutrition
2 Pharmacology
3 Risk Factors
4 Psychological Reactions
IV. Physical Therapy Program: ___Yes _._.No
V.  Circle Videos seen:
1 "High Blood Pressura” 8 “Psychological Reactions to Heart Disease”
2 '“Stress Reduction 9 "Your Heart Attack and your Future'
3 “Quit for Life" 10 “Your Prescription for Heaith”
4 “Freedom from Fat” 11 “Move Into Action”
§ “Cholesterol” 12 "Angina”
6 “Signals for Action" 13 “Quit for Life”
7 “Bypass, Story of a Patient 14 Other (name)
Pt. Response: Init
DISCHARGE PLAN
. Diet Reviewed: Date Pt. Response Init
Il. Meds. Reviewed: Date Pt. Responss Init
. Home exercise program reviewed: Date Specify
IV. Referred to Health Education Canter for outpatient classes: (please circle)

1 Stress Reduction
1 Stop Smoking
3 Cholasterol

4

“You Gotta Have Heart"

5 Weight Reduction

6 Other (name)
Nurse Signature.

04482 (180

OISTRBUTION: WHTE = CHART * CANARY = CARDIAC EDUC. NURSE
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Telephone Protocol
Patients will be called at home on the S5th and 10th day, 4 weeks, 3 months,
and 6 months after discharge from the hospital.
Nurse will introduce herself and proceed with the following questions:
1. For smokers:
a. Are you smoking cigarettes?
b. If no, when did you stop?
c. If yes, how many cigarettes a day?
d. Are you planning to stop?
e. When and how do you plan to stop?
Encourage patient to enroll in the Health Education Center Stop Smoking
Classes. Tell patient the dates and times. Offer to enroll patient. Discuss
hazards of smoking and effects on cardiovascular system.
2. What did you eat today? Do you feel these are heart healthy foods?
Discuss a healthy diet. Remind patient of classes on lowering cholesterol.
Talk about foods low in cholesterol and fat. Ask if patient has read his

pamphlets on a healthy diet. Give patient recommendations for cookbooks

74

specific for heart patients. Encourage patient to include soluble fiber, such as

oat bran, apples, grapefruit, carrots, and metamucil in his diet.

3. How is your exercise program coming along?

Refer to patient’s baseline questionnaire and ask specific questions according

to the individual program patient has set up.
4. Are you taking your prescribed medications? Are you missing any doses or
times? Which ones? Why? Refer to patient’s discharge summary and be

certain that the stated medications are the same as those prescribed. Have

patient recite times. Ask if patient knows what each medication is prescribed

for. Clear up any misunderstandings and if there is a serious problem, check

with patient’s physician.



10.
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for. Clear up any misunderstandings and if there is a serious problem, check
with patient’s physician.

Have you found it necessary to telephone your physician? How many times
did you call? For what reasons? Did you need to go in for a visit? If yes,
why and to whom did you speak? Find out if patient was satisfied with the
response received.

Have you needed to call the Emergency Department or Urgent Care? If yes,
for what reason? Did you need to come in? For what reason?

Find out if patient was satisfied with the response he or she received. Discuss
with patient the symptoms of an MI. Have patient recite emergency measures
to be taken in the event of serious illness or a suspected ML

Have you been experiencing any chest discomfort? Let patient describe if yes.
Do you think it was angina? How long did it last? What did you do for it?
How many episodes of pain have you had. Over a day? Over a week? (If
patient took nitroglycerine, ask how many and at what time intervals; ask what
activity brought on the angina pain).

Have you had any cardiac tests (e.g., Treadmill, Holter, Echo, EKG, Cath.)?
Ask when, where, and results.

Have you had any therapeutic procedures (e.g., angioplasty, bypass surgery)?
At the end of the conversation, write your overall impression of how you
perceive the patient to be doing. Note whether patient stated whether or not

he felt better, and if he felt motivated to continue the program.
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