














































































































































































































































































































Summary

Traditionally, midwives and health visitors have a well defined health
education role, especially in the areas of pre and post-natal care and child
rearing (Anderson 1979). The hospital nurse has no clearly defined role in
health education, although it has long been recognised that all health workers

have a role to play in this area, especially those dealing directly with the public.

However, nurses are in a unique position to carry out all levels of health
education as they are the most constant point of contact with patients (Smith
1979), and are thereby in a position to initiate and reinforce patient
education. The nurse is substantially aided in her task by the fact that she is
more likely than other members of the team to develop empathic
relationships and is then able to recognise a patient’s anxieties and failures in
communication. There is a world of difference between a prescriptive
approach and that of educating or helping people to make their own decisions
about changing their lifestyles or behaviour. Nurses must accept the
philosophy that the client should be actively involved. They must also be
armed with the appropriate knowledge and skills. Nurses need the skills to
act as facilitators, assisting patients to make their own decisions, which
requires infinitely more skill than giving prescriptive advice. The profession
must ensure that the emphasis is placed on providing resources for pre- and

post-registration education and training in communication skills for nurses.
Perhaps the Project 2000 training with its patient education and health

promotion components will produce nurses who are proficient health

educators and promoters of health.
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NURSE FACILITATION
Redman (1988) draws a similarity between teaching and nursing in that each
involves a helping relationship that has as its objective the development of

independence in the subject.

Jenny (1978) states that the determinants of credibility include expertness,
trustworthiness and power or social status. The credibility which the patient
accords the nurse will be a product of her professional knowledge, positive
self-concept, willingness to embrace the role of teacher/facilitator, her
initiative in establishing rapport with the patient and demonstrating her ability
to help, her skill in maintaining a supportive nurse-patient relationship and
her teaching skills. Jenny (1978) further states that "all of these qualities must
be bolstered by an evident commitment to protect and enhance the patient’s
right to self-care and knowledgeable participation in those decisions affecting
his wellbeing" (p.347). In delivering health education where the aim is not
merely to inform but to influence people, the credibility of the teacher is
important. This has long been recognised in attitude change theory
(Festinger 1957) which emphasises the importance of the communicator’s
personal characteristics in promoting behavioural change. The nurse has the
expertise and the image of credibility and trustworthiness with the public, and

as such, is well positioned to adopt the teaching role.

Before the nurse can contemplate implementing an effective health education
programme with either an individual or group of patients, it is necessary for
her to assess and evaluate the patient’s situation. The nursing process and
written care plans provide a useful framework for this. Woody, Ferguson &
Robertson (1984) questioned the validity of the nurse’s role as teacher by

asking patients pertinent questions after the teaching had taken place. The
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study involved 33 trained nurses and 51 patients from medical and surgical
wards. Each patient was taught using content categorised in the research
instruments. When the nurse felt that the patient had learned the content,
she was interviewed by the researcher who documented exactly what the
nurse had taught the patient. Inmediately thereafter, the researcher asked
the patient the verbatim questions related to the content the nurse had said
she taught. The authors found no statistical difference between what nurses
taught and what patients learned and assumed that patient teaching is a viable

nursing role for all types of nurses.

Both the nurse and patient groups knew they were to be questioned
immediately following teaching and this may have influenced results. There
was no measure of patients’ knowledge level prior to teaching nor was there
follow-up with regard to whether changes in behaviour that teaching seeks to
establish were maintained after patients’ discharge from hospital in this study.
Redman (1988) has argued that changes in behaviour, the real test of
learning, may not occur immediately after teaching. Perhaps a replication of
this study including a pre-test knowledge level and follow-up of patients’
knowledge and changes in behaviour in the longer term would provide a

measure of the value of the nurse’s role in patient education.

Tilley, Grigor & Thiessen (1987) measured the perceptions of 38 matched
nurse-patient dyads concerning the nurse’s role in patient education. The
results indicated that incongruencies existed between nurses’ and patients’

perceptions.
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Patients identified a general teaching role for nurses and most frequently
preferred to have a physician teach them specific information related to their
condition. Nurses most frequently chose a nurse as the current and most

desired patient teacher.

Nurses incorrectly assumed that the desires of their patients for patient
education were similar to their own. Tilley et al (1987) highlight the
importance of clearly defining the nurse’s role in patient education and
suggests that nurse practitioners and nurse educators should work to define
that body of knowledge which is the nurse’s unique responsibility to teach
patients. Because of the fairly small sample in Tilley et al’s study (1987), it

may be difficult to generalise on the authors’ findings.

Rather than providing medically orientated information, the nurse’s role may
be to provide assistance to patients with interpreting their illness experience
and integrating the implications of that experience into their lifestyle. Benner
(1984) describes such activities as the "teaching-coaching’ function of nurses.
This function goes beyond that of information-giving or formally planned
teaching sessions. Teaching-coaching competencies are embedded in skilled
nursing care and include helping patients cope with their illness and

mobilising them for recovery.

However, although the nurse is uniquely positioned to carry out health
education, it could be argued that she is still poorly equipped for this task and
frequently reluctant to carry it out. Syred (1981) found that although degree-
course nursing students were more frequently found just talking and listening
to patients during quiet times in the ward than traditionally trained students

and nurses, they did not consciously undertake the health educator’s role.
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Financial pressures and the realisation that many diseases and illnesses such
as heart and chest diseases are preventable through the adoption of a healthy
lifestyle, eg. exercise and diet, is resulting in health professionals turning their
attention to prevention. The nurse of the future is likely to emerge with skills
as a care specialist/educator, teaching people self-care and how to care for

their sick and dependents.

TEACHING AND LEARNING

Patient education has been defined by Bartlett (1985) as a planned learning
experience using a combination of methods such as teaching, counselling and
behaviour modification techniques that influence patients’ knowledge and
health behaviour. Redman (1988) suggests it is most useful to health
practitioners to view an interaction with patients as contributing to the broad
process and objectives of teaching-learning. Each time providers are with
patients, they are assessing patient needs, some of which can be met by
providing the patient with information, clarifying their thinking, reflecting
their feelings or teaching them a skill. Providers also communicate non-
verbally and by example about such topics as health and good hygiene
practices. The process of teaching-learning often begins when an individual
identifies a need for knowing or gaining an ability to do something. At other
times, the doctor or other members of the health team recognise that patients

need to learn even though the patients are not aware of their own needs.
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It is easy to identify the opportunity for teaching when the request is direct.
More difficult is inferring the need from observing physical condition and
behaviour and anticipating it from the treatment plan. The patient’s failure to
ask questions should not be construed as understanding. Indeed, it is
suggested that caregivers must become proficient at helping patients to

identify their needs.

Since learning requires motivation, a realistic goal cannot be set without
incorporating the learner’s desires. Individuals who are not convinced that
they need to learn a particular skill will resist efforts to teach them.
Sometimes lack of motivation is the result of difficulty in adapting to an
illness, and sometimes it is the result of differences of value systems and
concepts of health and illness between the professional health worker and the

client. Value systems vary by cultural group and socioeconomic class.

Two of the principles of adult learning suggest that learning is more effective
when the content is relevant and the patient participates in determining the
sequence and setting of goals. Scalzi & Burke (1982) recommend that to
manage the amount of information to be taught, the nurse and patient make a
joint decision, setting priorities for content. Lovell (1980) defines learning as
a relatively permanent change in our potential for performance as the result

of our past interaction with the environment.
Spicer (1982) feels that this definition is incomplete as it does not take into

account important changes in such as ageing, illness and disease. Jenny’s

engagement model (1978) is patient-centred and concentrates on the patient’s
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perceptions and perspectives. Jenny suggests that a patient accepts or
neglects advice depending on his values, beliefs and attitudes and that these

determine the extent of his co-operation with the teaching plan.

Teaching consists of assessing what the patient or family needs to learn,
planning the lesson, and actually doing the teaching. It also includes
ascertaining whether the desired behavioural change has occurred which is
accomplished by observation of the behaviour and by oral and written

questioning.

The objectives or goals of health teaching are the behaviours desired as a result
of the learning process. Determined by the patient and the health team, they

are based on the individual’s health, social needs, and capacity to learn.

Discrepancy in patient and staff objectives is not uncommon. Dodge’s (1972)
study of 139 adult patients in a New York hospital found nurses and patients
agreeing that patients should be informed about what is wrong with them,
how long the illness is likely to last, how they can participate in their own care
while in the hospital, and what symptoms to expect. Nurses and patients also
disagreed; patients were much more interested in how they would feel than in
what would be done to or for them. These findings may be related to patients’
desire for prognoses that nurses felt they could not give. Half of the patients
were from surgical wards and half were from medical wards, no other

diagnostic categories were described in the study.

In particular situations, there will be certain discrepancies in the patients’ and
staff’s ideas of education as well as other goals. They are worth considering

since they may adversely affect the teaching relationship. An important

106



problem is that people often do not maintain initial behaviour changes over a
long period of time. The factors that influence the patient to adopt a new
behaviour are apparently not the same as those required to maintain it.
Short-term training influences are usually no match for the multitude of

factors that affect the person’s behaviour in months and years to come.

Summary

Patient perception of control, convenience, cost, value of health and
understanding of risks are all factors that can modify behaviour (Reichmann
1985). Teaching cannot be effective in the absence of patient motivation
because as Fisher (1976) points out, the patient must take the information

and use it in order to make himself healthier.

TYPES OF LEARNING

There are two broad categories of learning - behaviouristic and cognitive.
Behaviouristic theory sees learning as a conditioning or a reinforcement of
behaviours. Motivation for behaviour change comes from the environment,
for example, when a person is deprived of something for which there is a
need. When the response satisfies the need, the individual is rewarded and

the response behaviour is reinforced.

Cognitive theory sees learning as the development of insights or
understandings that provide a potential guide for behaviour. Learning may
occur with or without a change in behaviour. Motivation becomes associated
with goals, expectancies, intentions and purpose. It is more efficient for an
individual to learn general information, skills and ways of thinking and apply

them to many situations instead of learning specifically for each situation.
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Forgetting learned material may be due to disuse of what was learned,
interference from other learning, loss during reorganisation of ideas, and

motivated forgetting, which may be subconscious (Redman 1988).

Ley (1979) summarised a series of studies on patient memory of clinical
advice and found no consistent relationship between age and intelligence and
recall. Recall of information was shown to be one third to one half of medical
information given to patients. Diagnostic statements were best recalled while
instructions and advice were most poorly recalled. Four methods were found
to increase recall - the use of shorter words and sentences, explicit
categorisation, repetition, and the use of specific rather than general
statements. Using these tactics, plus giving instructions and advice and
stressing their importance, showed significant differences in amounts recalled

by patients.

Robinson & Merav (1976) tested patients four and six months post
operatively and found patients could recall fewer than half the items covered

as verified against recordings made of the initial postoperative conversation.

Studies of provider-patient relationships have frequently raised questions
about quality of interactions. In one such study, physicians were found to
spend little time informing their patients, to overestimate the time they did

spend, and to underestimate patients’ desire for information (Waitzkin 1985).
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METHODS OF TEACHING

Preoperative teaching classes and one-to-one instruction are ideal methods of
patient teaching (Meeker 1989). However, because of busy schedules and
staffing limitations, nurses find less quality time to provide teaching solely

through these methods.

Several studies have shown that supplementing routine patient instruction
with videotapes and closed-circuit television systems has reduced patients’
anxiety and post-operative analgesia requirements (Weis, Sriwatanakul,
Weintraub & Lasagna 1983). Gaskey (1987) investigated the impact of
supplementing the routine preoperative anaesthesia visit with an educational
videotape presentation on anaesthesia procedures. Results showed that
patients who viewed the videotape found it to be very thorough in explaining
operating room and anaesthesia procedures. Gagliano (1988) reviewed the
efficacy of videotapes in patient education and concluded that they are
practical, establish consistency of information presented and appear to reach

a larger audience than other teaching methods.

Parrinello (1984) studied the effectiveness of a preoperative teaching booklet
on 28 arterial bypass patients. Eighty-five percent found the booklet to be
helpful to them during surgery preparation. Meeker (1989) found that
providing a short video with an accompanying information booklet containing
descriptions of procedures pre- and postoperatively, and showing the layout
of various pertinent areas in the hospital such as the x-ray department and
anaesthetic room, was advantageous to the patient and to the nursing staff.
The patient could read the booklet or view the videotape at his own pace and

still have the opportunity to ask related questions.
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Nursing staff could then reinforce the information given in the booklet and
videotape without neglecting other patients. This study also found the
booklets printed in the medical centre’s own printing department to cost half
as much as commercially prepared booklets and concluded that this was an
economical means of patient education. A similar programme studied by
Stanfield (1987) where the video was shown prior to surgery but the booklet
was administered at the physicians office when the surgery was at the planning
stage, showed patient compliance with dietary restrictions and surgery

preparation to be 99% effective.

It could be argued that this finding is the result of the patient being able to
read at his own pace and/or involving the family in this aspect of preparation
for surgery. Further study could confirm this as being a simple and cost-

effective means of having the patient comply with medical recommendations.

Summary

It is clear that more creativity and flexibility are needed to meet patient
education requirements of today. Studies identify and support the use of
videotapes, closed-circuit television, audiovisual presentations and written
instruction materials as effective alternative methods of preoperative

teaching.

COMPLIANCE
While studies have shown an increase in knowledge with the use of structured
teaching, this change in knowledge is not consistently associated with

compliance with health-promoting behaviours (Marshall, Penckofer &

Llewellyn 1986).
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Sivarajan, Newton, Almes, Kempf, Mansfield & Bruce (1983) conducted a
follow-up study of patients with MI and reported changes in compliance
behaviours in patients who attended group teaching/counselling sessions for
six months after discharge. The sample was divided into control, exercise and
teaching/counselling groups. No significant differences between groups were
noted for cigarette smoking, weight loss or dietary intake. However, more
patients in the teaching/counselling group reduced their sodium and caffeine

intake than in each of the other groups.

Becker & Maiman (1980) believe many interventions are necessary to
influence compliance. These include raising information and skill levels,
altering characteristics of the regime, assisting to modify health related
attitudes, improving various aspects of the relationship between the provider
and the patient, enlisting social supports such as the family, and utilising all

members of the health-care team.

STRUCTURED AND UNSTRUCTURED TEACHING

Marshall et al (1986) studied a convenience sample of two comparable groups
of 32 patients who had CABS. The study was designed to assess the
effectiveness of a structured teaching guide for use by the nurses to educate
the patient and family about normal post-operative recovery. Patients were
assessed preoperatively and risk factors for heart disease identified for each.
One group was taught by an unstructured method, the other group received
structured teaching. All patients were assessed on discharge and again six
weeks later, for postoperative health and compliance with their health risk
factors identified earlier. Analysis revealed that both groups had increased
total knowledge scores after surgery. Most post-operative health indicators

(angina, smoking, hypertension and diet) were comparable between groups.
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However, those patients who had structured post-op teaching walked further
after surgery and had higher total compliance scores (diet, medication,
smoking and activity) than those who had unstructured teaching. The authors
conclude that although structured teaching may not have initially affected
patients’ knowledge, it may have had an impact on their compliance with
postoperative health behaviours. Reduction of post-operative respiratory and
circulatory problems through deep breathing, coughing and leg exercises was

discussed as early as 1941 by Dripps and Waters.

Healy (1968) conducted a comparative study with 321 patients admitted
electively for surgery. Patients admitted on busy evenings were allocated to
the control group and those patients admitted on less busy evenings to the
experimental group. The experimental group received instruction from the
admitting nurse on deep breathing, coughing, turning and an explanation of
the specific procedures expected with the particular operation. A specific
care plan was devised for each patient - deep breathing was taught by
demonstration and practiced under supervision. The patients in the control
group received the same information but with fewer details. They had no
specific instructions or supervised practice in deep breathing, coughing or bed
exercises. Data showed 75% (135/181) of the experimental group went home
three to four days sooner than the expected day of discharge. Two percent
(3/140) of the control group went home prior to the expected discharge date.
In the experimental group 88% began oral narcotics on their fourth post-
operative day and were off all medication by the sixth post-operative day.
Oral narcotics were not begun until the sixth or seventh day for 91% of the
control group patients and ten percent of these patients were still on narcotics

on the day of discharge. There were three complications in the experimental
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group and sixteen in the control group. Healy argued that the research
supported the value of having a definite time set aside for preoperative
instruction of patients and their families about what they would encounter
following surgery. However, this study did not include random assignment of
subjects to the two groups or any assurance that the groups were comparable
preoperatively. There was no measure of postoperative ventilatory function,
making it impossible to know if this or some other factor contributed to the
experimental group being discharged sooner and requiring less narcotics. The

data were not tested for significance.

Lindeman & van Aerman (1971) examined the effect of structured versus
unstructured preoperative teaching on postoperative ventilatory function,
length of hospitalisation and postoperative analgesic use with a convenience
sample of 261 patients. Structured preoperative teaching using a ’sound on
slide’ programme was more effective than unstructured teaching in increasing

postoperative ventilatory function and decreasing length of hospital stay.

However, patients in the structured teaching group were admitted the week
before Thanksgiving which may have contributed to decreased hospital stay.
Differences in postoperative analgesia requirements between the groups were
not found though this may have been due to drugs being prescribed on a

regular basis by some surgeons and on request by other surgeons.

When Tarsitano & King (1982) replicated this study, length of hospital stay

was not significantly reduced.
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Summary

Although Healy’s early study (1968) supported structured teaching as being
more successful than unstructured teaching in terms of patient recovery from
surgery, more recent studies have not shown the same effect. However, one
clear advantage to a structured approach to teaching is that the information

given is standardised and all the necessary topics are covered.

TIMING OF INFORMATION

Carnevali (1971) suggested that the preoperative period is normally a
stressful, anxiety-ridden time in a patient’s life when the activities of the nurse
may be particularly important in providing support and comfort as well as the
routine physical ministrations required. Powers & Storlie (1969) state that the
aim of preoperative teaching is to get the patient into the best possible
condition for surgery. Zander (1978) has specified four aims of preoperative
teaching - to allay fear, to gain cooperation, to prevent emotional trauma and
to help the patient understand his disease and treatment. Achieving these
aims results in physical and psychological wellbeing preoperatively.

Postoperatively, the overall aim is to promote rehabilitation.

Preadmission clinics and testing is currently used in many institutions.
Preadmission teaching has been limited mainly to clinic settings (Williams
1986). Knowles (1970) stressed the importance of establishing a climate
conducive to learning, arguing that readiness to learn is promoted by a non-
threatening environment. Knowles also suggests that the best learning takes

place when learning is immediately useful.
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Williams (1986) studied a sample of orthopaedic (hip replacement) patients
to assess whether preoperative teaching in the home setting was better than
teaching on admission for surgery. The author found no difference in the
amount of analgesia required, systolic blood pressure, or length of stay
postoperatively but did find a significantly higher level of preoperative anxiety
in the hospital-taught group. However she was unable to conclude that this
was linked to home teaching as this could be due to the hospital setting
causing more anxiety or the hospital taught patients being assessed at a time
much closer to the actual time of surgery than the teaching and anxiety
measurement done in the home. The small sample of 30 patients led the

researcher to recommend replication using a larger sample size.

Christopherson and Pfeiffer (1980) suggest that a sizable number of patients
might not read written information sent to their homes. They sent an
information booklet to patients scheduled for open heart surgery
approximately two weeks prior to date of admission to hospital. Of the 41
patients who received the booklet, 12 (29%) chose not to read the material.
The booklet explained the surgical process but did not include instructions in
activities patients would be expected to perform. Patients may be more
motivated to learn exercises if they understand that the exercises will help

them to recover.
Patient literacy was not measured in the latter study although all participants

completed questionnaires. Although readability of the booklet was not

measured, the authors comment that the text may have been both too
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detailed for some patients and not detailed enough for others. It must also be
acknowledged that some patients who do not wish detailed information will

choose not to read booklets related to their forthcoming hospitalisation and

surgery.

Rice & Johnson (1984) carried out a study using preadmission self-instruction
booklets on hernia repair and cholecystectomy patients in a general hospital
serving a middle-class community. One hundred and thirty of the 135 subjects
contacted completed the project. They were randomly assigned to one of
three levels of preadmission instruction - specific exercise instruction, non-
specific exercise instruction and no exercise instruction for coughing, deep
breathing, ambulatory activity and leg movements. The booklets were sent to
the patients two weeks prior to admission. The authors found that during
hospitalisation, patients in the specific exercise group performed significantly
more of the exercises common to both books than did the non-specific
instruction group. Required post-admission teaching time did not differ
between the specific exercise and the non-specific exercise group but both
groups required significantly less teaching time than the no preadmission
instruction group. No differences in results were found between instructions
and the type of surgery. Rice & Johnson (1984) conclude that elective pre-
surgical patients will learn instructions about exercise behaviours, while
Christopherson & Pfeiffer’s (1980) study showed that patients might not read
information about the surgical process. It is not known whether the authors
of these studies took into account what the patients wanted to know when

deciding on the content of their booklets.
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Steele & Ruzicki (1987) suggest that inpatient teaching programmes can be
effective for short-term outcomes, such as information that prepares the
patient to deal with postoperative experiences ie. ambulation, exercise,
resumption of sexual activity. Limited knowledge gain was found in areas
which required long-term behaviour change, such as stress modification and
dietary changes. The research findings were based on an evaluation of a six
year-old cardiac teaching programme which was predominantly CABS
instruction and where the authors investigated knowledge acquisition of in-
patients and patients’ confidence level with required behaviours after
discharge. It was found that as length of stay decreases and acuity levels
increase for hospitalised patients, inpatient teaching must be limited to what
is possible and reasonable, that is, what is possible for the staff to teach during
the short length of stay and what is reasonable for patients to learn, given

their acuity.

Why the patients in the latter study learned the exercise behaviours at home
needs to be studied. Providing instructions for self care at home may allow
the patients to use that information to increase their sense of control over
some aspects of the impending experience. Anxiety and distractions in the
environment are present following admission to hospital and can interfere

with learning and feelings of control.

Rice & Johnson’s (1984) study demonstrated that most patients can learn
exercise behaviours prior to hospital admission. In addition, more complete
learning of the material occurred when the instructions were specific. As
patients are now hospitalised for shorter periods of time, nurses must find
ways to convey health information and/or instructions that compensate for the

reduced amount of time that the patient is available to the nurse for teaching.



Sending the information to the patient’s home and then reviewing it on
admission is one approach to solving this problem. It allows reinforcement of
what the client already knows and additional time to give support or

information based on an assessment of individualised needs.

TEACHING TOOLS

A number of teaching tools are available: printed materials in books and
pamphlets, programmed instruction, pictures and other visual aids (slides,
video), individuals or groups. In using written materials as teaching tools, one

must consider more than vocabulary and sentence length.

Other factors affect readability - format, illustrations, type size - but are not
incorporated into readability formulae. Printed teaching material provides
limited feedback but is constantly available. Print partially relaxes time
requirements and is more efficient than oral language (except for the
illiterate) because readers can control the speed at which they read and

comprehend.

Audiovisual aids represent additional ways to communicate. As with printed
material, they must be correct and complete. The primary disadvantage of
transient presentations is that the learner must store information because it is

not available in the environment for a long period of time.

Pamphlets can support patient instruction by serving a number of functions:
1. They provide a focus for discussion between the nurse and patient
about health related issues and they may serve as encouragement for

patients to ask questions about their concerns.
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2. They provide the nurse with a reminder of all the points that need to

be reviewed.
3. They are take-home reference material for patients.
4. Their use ensures that all patients on the unit receive standard,

approved information.
Often there is no one best medium or media mix for a given objective; one

chooses an alternative based on cost, availability and user preference (Tosti &

Ball 1969).

Readability

There are a number of readability formulae available to calculate the reading-
grade difficulty of the printed material. Spadero, Robinson & Smith (1980)
found a high level of correlation among the scores from the various tests.
Readability formulae are not hard and fast indicators of understandability.
This is why experts suggest that all printed materials be pretested on the

target audience (Miller 1985).

Bartlett (1984) estimates that the median literacy level in the US is tenth-
grade and that 20% of the population reads at fifth grade level. Redman
(1988) suggests that as a rule of thumb, education materials should be written

at eighth-grade level or lower. Eighth grade corresponds to secondary two in

the UK.

Content Of Education Materials
Content of patient education material must address the following - is it
accurate, is there enough information, is it consistent with hospital policies,

are there vital omissions, irrelevant facts or just too much information? Boyd
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(1987) suggests content should be organised so as to inform the patients
adequately but not overload them with "nice to know" details (as opposed to

"need to know").

Format Of Education Materials

Written patient education materials must also be in a readable format. One
method is to divide the material into sub-headings, another is using a question
and answer method where the patients can easily sift through questions to find
the topic of their interest. The use of technical jargon should be avoided
where possible, sentence length kept to a minimum and the most important
points should be covered first. Characteristics of the target group should be
taken into account when considcfing type size and layout of educational

materials, e.g. larger type for older or visually impaired patients.

Summary

The large body of evidence suggests that a variety of patient education
materials are useful in giving information and instruction to the pre-operative
patient. In reviewing the current literature, pamphlets and booklets appear to
be the most cost-effective and easily administered way of providing that
information. Whether booklets have a part to play in changing patients’

behaviours in the long-term is an area for further research.

With forced shorter hospital stays, increasing demands on available time, and
the need to give acutely ill patients highly technical information as quickly as
possfble, health professionals must strive to make patient education as
productive as it can be (Miller 1985). In today’s climate of "faster" health-

care, the nurse must try to teach in less time than ever before and still be
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effective. Miller (1985) suggests the nurse must use every patient encounter
as an opportunity to teach or perform one aspect of the teaching process such

as assessing readiness or reinforcing teaching that has already taken place.

Miller states that when viewed in this way, teaching is not a separate
intervention, it is an integral and deliberate part of almost every nursing

activity.

Bartlett (1984) defines patient education as a process of informing patients and

their families about the illness, treatment and other health related matters,

including how to adhere to the regime, and helping them change their

behaviour. Bartlett’s three-step approach includes:-

1. establishing rapport and reducing anxiety and fear;

2. teaching the patient about his illness, treatment plan and other health
matters; and

3. overcoming obstacles to behaviour change

Boyd (1987) suggests that an accurate and readable piece of patient education

material reinforces verbal instruction and can serve as a resource at home.

Many patients are already motivated to carry out prescribed regimes and have

the social systems to support them. The patients who are not motivated

present the greatest challenge.

The importance of patient education in the recovery of CABS patients has
been generally accepted. In total programme numbers in the US in 1984,
cardiac education in hospitals ranked second only to diabetes education
(Giloth 1984). Previous research focused on various aspects of teaching
CABS patients, including determining learning needs, teaching strategies,

assessing readiness to learn and evaluating whether teaching affects patient
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behaviour. Some studies have looked at long term effects of teaching
programmes on patient outcomes and compliance. Little attention has been
paid to information-giving in the waiting period prior to surgery. In the UK,
the current situation around the country shows a waiting time of 6-24 months

for coronary artery surgery for stable angina pectoris.

Brambilla (1968), in her investigation of patients’ questions, found that
patients requested information about the surgical experience and about the
activities following discharge. Her conclusion was that "a teaching plan should
include not only the material that nurses think the patients should know, but

also considers what the patients say they want to know".

SUMMARY OF LITERATURE REVIEW

This literature review has discussed the development and effects of CHD,
which leads to CABS for many patients. It considers the effect of anxiety on
the patient in the preoperative period and its effects on peri- and
postoperative recovery. Patient education has been examined, faking account
of theoretical background and teaching methods, paying particular attention

to the education of the pre-surgical patient.

Much of the existing research has been carried out in the post-admission,
preoperative period. Many CABS patients face an extensive waiting time
from referral to surgery, therefore it would seem appropriate to use this
waiting time to help prepare these patients for surgery. Information-giving is
known to be effective in reducing anxiety in other situations, and as CABS
patients suffer preoperative anxiety, it would be worthwhile to investigate

whether information-giving in the form of a booklet would be effective in
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reducing that anxiety in this group of patients. The information booklet
should also serve educational function with regard to modifying risk factors
for surgery and progression of CHD, perhaps evoking a positive change in
behaviour. The review has taken a comprehensive overview of risk factors
associated with the development and progression of CHD, however, the
scope of the study limits the number of risk factors which may be addressed.
Of the modifiable risk factors reviewed, diet, overweight and cigarette
smoking were chosen as changes in these factors were believed to be easily
measured by the researcher. In addition, exercise level was included to assess
whether patients maintained or improved their exercise level while waiting for
surgery. Improving on the above factors may also be seen as sensible

preparation for anaesthesia and major surgery.

This study proposed to test the following hypothesis:

Patients who receive information and advice while on the waiting list for

CABS will;

1. have increased knowledge and decreased anxiety prior to admission
for surgery, and

2. improve their exercise level, adopt healthy eating practices and stop
smoking, if currently a smoker.

In view of the limitations of the researcher’s time and experience, the

information package used in this study consisted of an information and advice

booklet, written for patients being admitted to the study centre.
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CHAPTER 3: METHODS
INFORMATION BOOKLET
An information booklet (Appendix VIII) was compiled by the researcher to
be given to patients when they were put on the waiting list for surgery. The
information and advice contained in the booklet was based on the comments
of patients discharged from the cardiac unit. The comments had been
obtained by the researcher while conducting a survey of postoperative
information for cardiac surgery patients. The last question in the survey was "
what information would you like to have had prior to admission for surgery?".
The responses formed the starting point for compiling the information and

advice booklet.

The content of the booklet fell into three sections. The first section contained
information in text and diagrammatic form, about the structure and function
of the heart, the development of coronary artery disease and a brief

description of the coronary bypass grafting procedure.

The second section was concerned with events surrounding admission for
surgery and the postoperative stay in hospital. This included a measure of the
patient’s capabilities prior to discharge with regard to degree of independence

and mobility.

The third section contained advice to help the patient prepare for surgery
while on the waiting list. This consisted of advice on and rationale for
increasing exercise level, stopping smoking, losing weight, cutting down on fats
in diet - particularly saturated fats, and reducing stress. It was felt that the
patient could decide whether any or all of these measures were appropriate in

helping him prepare for surgery.
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Two of the available readability measurement formulae, SMOG (McLaughlin
1969) and FRY (Fry 1968) were used to assess readability of the advice and
information booklet and the results were SMOG - grade 10, FRY - grade 7.
These are United States’ reading grades which are comparable to Secondary
3 and 1 in the United Kingdom. Formulae authors state that readability is
calculated to within two US reading grades. This suggests that although
results differed slightly, there is agreement between the formulae. Redman
(1985) recommends that patient education materials should be written at

around grade 8 reading level.

As readability formulae are not always reliable indicators of
understandability, the booklet was pretested on a group of ward nurses and

doctors and the target population of patients awaiting cardiac surgery.

The researcher planned to give the information and advice booklet to patients
at the clinic visit when they were put on the waiting list for surgery. The
average waiting time for surgery at the study centre was 3 months. It was felt
that 3 months would be a reasonable time prior to surgery for the patient to
be given information and advice and for him or her to act on that advice.
Giving the booklet at this time to back-up the surgeon’s advice was thought to
give a standardised approach. It was also hoped that the booklet would
appear more official if given out at this time rather than being sent

unsolicited, through the post.

Ley (1973) and Ley, Bradshaw & Eaves (1979) reported from their studies of
doctor-patient communication that although patients forget within five
minutes one half of what they have been told, they recall more of the

information presented to them if they are given written instruction to which
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they could refer repeatedly. More recently, Ley (1982) concluded that
patients remain dissatisfied with communication and often do not understand
much of what they have been told. Patients often forget what they have been
told and written information for patients is produced in a language too

difficult for its intended audience to understand.

An added advantage of patient education materials to be taken home is that if
the patient finds them difficult to read or understand, family members may be
able to read and pass on the information. Family members have also been

seen to benefit from preoperative information in studies by Raleigh et al

(1990) and Leske (1993).

PILOT STUDY

A pilot study is described by Fox (1982) as a miniature of some part of the
actual study in which the intended instrument is administered to subjects
drawn from the same population as will be used in the research, or a similar
population . Treece & Treece (1986) suggest that a pilot study should only
differ from the main study in terms of numbers of subjects, and that a

complete mini-study will identify weaknesses in the design.

Limitations of time in the present study made it necessary to follow Fox’s
definition and restrict piloting to certain parts of the study, namely the
information booklet and the knowledge questionnaire. Piloting of the entire
study may have identified weaknesses in the design, however, at the time of
piloting, the waiting list was 3 months long and the problems which resulted

from the extended waiting time would not have been evident.
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The pilot study was carried out to assess the readability and content of the
advice and information booklet and the applicability of the knowledge
questionnaire (Appendix V). This was performed by asking nursing and
medical staff on the cardiac surgery ward for feedback and comments on the
content of the booklet, and pretesting the booklet and knowledge

questionnaire on a group of fifteen patients on the waiting list for cardiac

surgery.

Fourteen patients (nine men and five women) waiting for coronary bypass
surgery agreed to read the booklet and answer the researcher’s questions -
namely, the knowledge questionnaire. These patients were due to have their
surgery within the next three months, and were believed to fulfil the criteria

set down for the proposed study population.

A telephone call of introduction and to obtain verbal permission to take part
in the piloting of the booklet was made to each patient by the researcher and
was followed by the advice and information booklet and covering letter
(Appendix I) being sent to them. The interview was carried out by the
researcher in the patient’s home where the knowledge questionnaire was
administered. All patients and staff questioned thought the booklet to be
useful information for cardiac patients. All patients felt it was easy to read
and understand and contained enough general information, although two
patients suggested that the stress section and the diet hints could be
expanded. One patient suggested clearer diagrams, particularly of the heart
valves. Following these comments, a diet fact-sheet was added to the text and
the valve diagram was re-drawn. The stress section was expanded to include

hints on how to deal with some potentially stressful situations.
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Two amendments were made to the knowledge questionnaire following the
pilot testing. Question 3a asked "what causes this (chest) pain?" The
investigator’s intention was to find out what the patient knew about the
physiology surrounding the development of atheroma in the coronary arteries.
Of the nine patients who responded to this question, the initial response of
four was to name a task or activity which caused chest pain. For that reason, a

prompt of "what is happening to the heart" was used in the study.

Questions 12-15 related to healthy eating guidelines. The term "substances"
did not appear to be clear to many patients, therefore, "types of food" was
substituted for the study. Both of the above were seen as minor changes and

the questionnaire was not re-piloted.

The other two instruments to be used in the research were not piloted. The
State Trait Anxiety Inventory had been extensively used in patient and non-
patient groups, and had established reliability and validity (Speilberger et al,
1983). The food frequency form (Holt 1978) had been successfully
administered to a similar group of patients and was to be used in this study to
establish a baseline measurement of dietary intake and indicate a trend over

the longitudinal study.

SAMPLE AND SETTING

The study was carried out by the researcher. Ethical Committee approval was
given and all four Cardiac Surgeons gave permission to approach patients on
their waiting lists. A letter was sent to the patient’s general practitioner

introducing the researcher and the study (Appendix III ).
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Subjects were recruited from the cardiac surgery waiting list of the Western
Infirmary, Glasgow. Coronary artery bypass patients were chosen as they
represent the large majority of patients admitted to the unit and these
patients tend to follow a similar pre- and postoperative course. A
convenience sample of patients judged to be three months from surgery was
contacted by the researcher. A convenience rather than a consecutive sample

of patients was used due to the vagaries of the cardiac surgery waiting list.

Patients are not admitted in the order that they are put on the list, rather, they
are admitted according to the degree of urgency for surgery, the surgeon’s

choice and availability of blood groups from the Transfusion Service.

Criteria and rationale for inclusion in the study were:

1. No previous CABS - previous CABS would alter the patient’s
preoperative knowledge level of the reasons for and the events
surrounding the operation and stay in hospital.

2. No other major disability - one of the measurements used in the
research was the distance the patient could or did walk.

3. Patients consented to be interviewed in their own homes - it was hoped
that the patients would feel more relaxed and comfortable in their
familiar surroundings and as the researcher was carrying out all the
data collection, it simplified organising interviews with patients. In a
longitudinal study, advantages of home visits for the subject include
being interviewed in a natural and comfortable setting, being spared
the inconvenience of trips to the research site. Advantages for the
researcher include an improved response rate and an opportunity to

develop a relationship with the subject (McCausland & Burgess 1989).
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4. Patients lived within the Glasgow area - this was to minimise the
researcher’s time travelling to and from interviews. The researcher
acknowledges that this criterion may limit the degree to which the
findings can be generalised to the CABS population as a whole, but as
the majority of patients on the waiting list lived in the Glasgow area,
excluding those from other health boards was not felt to make the
sample unrepresentative.

A fifth criterion was introduced early in the data collection - that the patient

should have a telephone at home. As previously stated, the researcher was

carrying out all the data collection and where there was no telephone contact,

a great deal of time was spent travelling to and from the patient’s home to

arrange a suitable time for each interview and then returning to carry out the

interview. Again, it must be acknowledged that this may limit the

representativeness of the study sample to the CABS population.

The majority of patients on the waiting list met the inclusion criteria and it
was felt that this group would provide a representative sample of waiting list
patients for the purpose of the study. Statistical advice was taken and it was
decided to recruit a sample of 120 patients, giving two groups of 60 subjects.
This sample size would achieve a 90% chance of detecting a real difference

between the groups at p < 0.05.

Once the initial interview was arranged, the patient was randomly assigned to

the control or the experimental group by means of a coin flip.
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INSTRUMENTS

Three instruments were used:

1. STAI Form-Y

The State-trait Anxiety Inventory (STAI) was originally published in 1970 as
Form-X, and was revised in 1980 as Form-Y (Appendix IV). The state-trait
anxiety theory states that stressful stimuli evoke differential levels of state

anxiety in persons who differ in levels of trait anxiety (Spielberger et al, 1983).

Trait Anxiety

The trait anxiety scale measures the relatively stable personality traits and
differences that are expressed in particular dispositions to react or behave in a
specified manner over time. The qualities evaluated in the scale are the
specifiable tendencies to perceive the world in a certain way. The trait anxiety
scores have a predictable stability over time as a stable indication of anxiety
proneness among people. Trait anxiety scores tend to be positively correlated

with state anxiety scores.

State Anxiety

The state anxiety scale measures the transitory emotional state which results
from an emotional reaction to a given stimulus. The qualities evaluated in the
scale are current feelings of apprehension, tension, nervousness and worry.
The tendency for state anxiety scores to increase when conditions are
perceived as threatening or dangerous is predictable. Persons with high state
anxiety scores tended to perceive the same condition as more threatening
than persons with low state anxiety scores. Thus, state anxiety is a reactive

process of varying intensity taking place at a particular moment.
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Each self-report scale consists of 20 statements to which subjects respond by
selecting one of four options which are assigned values of 1,2,3 or 4 according
to the intensity of emotion perceived for each statement. The range of

possible scores for each scale is therefore 20-80.

The questionnaire was used in this research because it was easy to understand
and administer, taking only a few minutes to complete. The STAI Form Y
has been used in a number of nursing research studies and with various
patient groups. Christopherson & Pfeiffer (1980) and Anderson (1987) used
STAI Form Y to assess pre- and postoperative CABS patients. Speilberger,
Gorusch & Lushene (1983) established construct validity and test-retest
reliability for this inventory using graduate students, military personnel and
medical, surgical, dental and psychiatric patients. Extensive reliability and
validity data and correlations with other anxiety measures have been

documented in the STAI Manual (Spielberger et al, 1983).

2. A knowledge questionnaire (Appendix V) was developed by the
investigator from the content of the information and advice booklet. As
previously stated, the content of the booklet was based on the responses of
previous CABS patients when they were asked what information they wished
they had had prior to the surgery. The questionnaire contained 20 questions,
19 of which were used to compile a knowledge score. Question 7 was asked of
the test group at the second interview to ascertain whether they had read and
remembered how long they were likely to be in the intensive care unit after
their operation. The investigator and colleagues felt this piece of information
was unlikely to be discussed in general information booklets or in
conversation and was only mentioned when the patient was admitted for

surgery. The remaining 18 questions were scored from one to 9: 1 being the
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correct response and 9 being "don’t know". Partially correct answers were
scored as 2 and incorrect answers were scoredas 3 for questions 1-10.Questions
11-14 related to healthy eating and were scored from 1-4 with 9 being "don’t
know", Questons 15-17 related to exercise level and were scored from 1-6.
Questions 18 and 19 were concerned with smoking habit and were scored 1-4.
The possible scoring range was 19 to 114. It was decided to score the
knowledge level in keeping with the scoring of the other instruments,

therefore, a lower knowledge score corresponded to a higher knowledge level.

3. A food frequency form (Appendix VI) used by Holt (1978) in her study of
the nurse practitioner role in coronary rehabilitation was adapted to assess
general eating patterns. It consisted of questions on fat, sugar and fibre
intake and whether the patient had been given dietary advice and, if so, from
which source. There were ten questions related to fat intake, nine questions
were each scored from 0 to 4, and one question was scored from 0 to 3, giving
a range of 0-39. There were ten questions related to sugar intake were
similarly scored giving a range of 1-39. A lower score for both these variables
corresponded to a lower dietary intake. There were five questions relating to
fibre intake with one question scored from 0 to 3, three questions scored from
0 to 4 and one question scored from 0 to 5, giving a range of 0-20. In this
instance, a lower score corresponded to a higher fibre intake. This
questionnaire was chosen as it asked the questions relevant to the purpose of
this study. It was easy to administer, again taking only a few minutes to

complete.
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Weight

Patient weight was measured to assess whether changes in eating and/or
exercise patterns resulted in weight changes. Weight was recorded on the
researcher’s own Salter scale on each occasion. This was a self-calibrating
digital scale used exclusively for the study. Most subjects were weighed in
indoor clothing without footwear. If the subject was weighed wearing slippers,
shoes or jacket, it was noted so that subsequent weighing would take the
clothing into account. Weight was recorded in pounds (1bs) as subjects were
more familiar with this value than kilograms. This enabled feedback to

subjects on any changes in weight.

The concept of validity used in this study is concerned with the extent to which
the instruments used will, in fact, measure that intended. With that in mind,

all three questionnaires appeared to fulfil the study criteria.

PROCEDURE

Patients fulfilling study criteria were sent a letter of introduction by the
researcher of introduction, with a brief description of the reasons for, and the
design of the study (Appendix II). The letter stated that the researcher would
contact them within the next week. Verbal consent was given over the
telephone and an initial interview arranged. For those patients without a
telephone, the researcher travelled to the patient’s home to arrange a date
and time for each interview. All interviews were carried out by the researcher
in the patient’s own home. At all interviews, the questionnaires were
administered in the same order. The STAI was completed first. The diet
questionnaire was administered prior to the knowledge questionnaire as it
was felt that some of the questions on healthy eating in the second might

influence some of the responses to the diet questionnaire.
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At the initial interview all three questionnaires were administered. The
patients who were assigned to the experimental group were then given the
information booklet. They were asked to read the booklet and show it to their
families if they felt it appropriate. (The researcher did not encourage
questions from the patient or spouse but did answer questions asked - at the

end of the interview.)

The initial interview was to be carried out three months prior to surgery. The
actual timing of this interview was 3 - 29 weeks (median 11). At the time of
arranging the interview, the researcher believed the patient to be three
months from surgery. The patient was not made aware of the likely date for
surgery and knew only the vague time scale of operation discussed by the
surgeon at the referral clinic. Reasons for the variation in timing are

described in detail in Chapter 5.

The second interview was to be conducted between the patient receiving a
date for admission for surgery and actual admission. At this time all three

questionnaires were administered.

The third interview was to be carried out two to three months after surgery
and at that time the STAI and the diet questionnaire were administered.

Objective comments from patients were noted at this time.
After 27 months of data collection, only 15 completed data sets were

obtained. Reasons for the small sample size were a sudden change in waiting-

time for CABS from 3 months to 1 year, and a subsequent waiting list
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initiative by the local health board. This led to 100 patients fulfilling the study
criteria having surgery at another centre and making them ineligible for

inclusion.

DATA ANALYSIS

Data analysis was carried out using Microsoft Minitab version 8 for the
Personal Computer. One-way analysis of variance was used to establish
whether differences existed between the means of the initial values of three
groups - the study sample made up of test and control subjects, and the group
of subjects who completed the initial interview but were then lost to follow-up.
Data within the test and control groups were found to be not normally
distributed. Therefore, initial values were analysed using the non-parametric
Kruskal-Wallis test. The Mann Whitney U and Mood Median tests were used
for all further analysis as both these tests are useful in analysis of small sample

sizes.

Significance was set at p < 0.01 to correct for multiple testing.

136



CHAPTER 4: RESULTS
Between September 1990 and July 1992, 78 subjects fulfilling study criteria
were sent a letter of introduction and explanation of the study by the
researcher which led to 48 initial interviews. Subjects were randomly assigned

to test or control groups when the initial interview was arranged.

Thirty subjects did not participate in the study for the reasons stated in Table
4.1. Thirty-three of the 48 subjects interviewed were lost to follow up for
reasons stated in Table 4.2. Fifteen of the 48 subjects initially interviewed

completed the study.

The sample of subjects who completed the study consisted of thirteen males
(86%) and two females (13%) with a median age of 65.5 years in the test
group (range 46-72) and 63 years in the control group (range 53-69). There

were 8 test subjects and 7 control subjects with 1 female in each group.

The initial interviews were carried out 3 - 29 weeks prior to surgery. There
was no difference in interview timing between the groups, test group 6 - 29

weeks (median 11), control group 3 - 26 weeks (median 11).
The second (pre-operative) interviews were carried out 2 -15 days before

surgery. There was no difference in interview timing between the groups, test

group 3 - 9 days (median 5), control group 2 - 15 days (median 3).
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TABLE 4.1: SUBJECTS LOST TO INTERVIEW

Reason Not Interviewed

Number of Patients

Unable to contact

Refused

Taken off waiting list

Died on waiting list
Admitted to local hospital
Operation in other hospital
Operation brought forward

Incomplete questionnaire

W AN = NN W

TOTAL

W
=
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TABLE 4.2: SUBJECTS LOST TO FOLLOW UP

Reason Not Interviewed Number of Patients
Unable to contact 2
Refused 2
Admitted to local hospital 1
Operation elsewhere 13
Operation brought forward 15
TOTAL 33
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The third (post-operative) interviews were carried out at 7 - 14 weeks after
surgery. There was no difference in interview timing between the groups, test

group 8 - 14 weeks (median 9.5), control group 7 - 13 weeks (median 12).

One-way analysis of variance was carried out to assess whether the subgroup
of 15 subjects who completed the study was similar to the group of 33 subjects
who completed the initial interview but were lost to follow up. Most of the
data were found to be not normally distributed, therefore, analysis was
repeated using the non-parametric Kruskal-Wallis test. There were no
differences in initial values for those who completed the study and those who
were lost to follow up (see Table 4.3). Mean values obtained from one-way

analysis of variance are reported in Appendix VII.

The Mann-Whitney U and Mood Median tests were used for the subsequent
analysis of the subgroup of fifteen individuals, eight test subjects and seven

control subjects who completed the study.

ANXIETY
Anxiety level was assessed using the Speilberger State-Trait Anxiety Inventory
(STAI) form Y.

Trait anxiety

Trait anxiety scores measure the relatively permanent personality traits and
differences. The scores have a predictable stability over time. The possible
score range is 20-80, the higher the score, the greater is the level of anxiety.
Analysis showed no difference between the test and control groups despite a

greater variation within the control group scores (see Table 4.3).
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TABLE 4.3: MEDIAN VALUES AT INITIAL INTERVIEW

Group Not

Initial Values Test Group Control Group Followed

n 8 7 33
Sex M:F 7:1 6:1 24:9
Age 65.5 58.0 62.0
(range) (46-72) (53-69) (42-70)
Trait Anxiety 35.5 39.0 37.0
(range) (27-42) (20-54) (22-67)
State Anxiety 325 34.0 36.0
(range) (25-37) (20-72) (20-62)
Knowledge Score 40.0 39.0 37.0
(range) (29-42) (33-48) (24-53)
Fat score 21.0 21.0 20.0
(range) (14-26) (18-26) (9-21)
Sugar score 18.0 16.0 17.0
(range) (11-27) (5-29) (7-29)
Fibre score 9.0 9.0 10.0
(range) (6-13) (8-13) (6-13)
Weight - Ibs 174.5 172.0 169.0
(range) (136-189) (150-185) (88-257)

Possible score ranges:

Trait Anxiety 20-80
State Anxiety 20-80
Knowledge 19-114
Fat 0-39
Sugar 1-39
Fibre 0-20
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The test group score ranged from 27-42 (median 35.50). The control group

score ranged from 20-54 (median 39.00).

State Anxiety
State Anxiety scores indicate how the person feels now and often reflects
situational factors that may influence anxiety levels. The possible score range

is 20-80, the higher the score, the higher is the level of anxiety.

Analysis was carried out using the Mann-Whitney U test.

Initial state anxiety scores did not differ between groups although the control
group median was very slightly higher. Test group scores ranged from 25-37,

(median 32.50) and control group scores ranged from 20-72, (median 34.00).

Initial state and trait anxiety scores were positively correlated. Spearman’s

rho correlation was 0.742, t = 3.988 which was significant at the p<0.005 level.

At the second (preoperative) interview, the groups showed differences in
anxiety consistent with the hypothesis. The test group state anxiety decreased
relative to the initial value, while that of the control group increased very
markedly. The test group scores ranged from 20-42 (median 28.50), the
control group scores ranged from 20-58 (median 43.00). Thus, although there
was an apparent difference between the groups in anxiety at this time, the
very great variation in anxiety scores meant that the difference was not

significant.
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At the third (postoperative) interview, anxiety scores between groups were
similar with the control group making the larger decrease from the second
interview score. The test group anxiety scores ranged from 20-39 (median
26.00), the control group anxiety scores ranged from 20-36 (median 24.00).
State Anxiety scores are presented in Table 4.4. Anxiety scores over time

(interviews one to three) did not differ between groups or within groups.

Anxiety scores between second and third interview showed a substantial

difference between the groups, test group median -3, control group median

-15 (see Fig 1).

KNOWLEDGE
Knowledge scores were obtained from all subjects at initial interview and
second (preoperative) interview. The possible score range is 19 - 114.

Reduction in score corresponds to an increase in knowledge.

The difference between first and second interview scores (2-1) showed an
improvement in both test and control group knowledge, but only in the case of
the test group was the difference significant (p <0.01). Group scores
decreased over time (see Table 4.5) but no statistical differences between the

groups were found.

Individual knowledge scores showed an improvement for thirteen subjects in
the sample who reduced their scores by five to fifteen points at second
interview. One test subject achieved the same score at second interview

(score =31) and one control subject increased his score from 48 to 49.
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Knowledge and State Anxiety
Knowledge and state anxiety scores were examined to assess whether there
was a correlation between increased knowledge and lower anxiety scores. No

significant correlation was found.
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TABLE 4.4: MEDIAN STATE ANXIETY SCORES

Group Initial Value Interview 2 Interview 3
Test = 8 32.50 28.50 26.00
(range) (25-37) (20 - 42) (20-39)
Control = 7 34.00 43.00 26.00
(range) (20-72) (20-58) (20-36)

Possible score range 20-80
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TABLE 4.5: MEDIAN KNOWLEDGE SCORES

Group Initial Value Interview 2 Difference 2-1
Test = 8 40.00 27.50 -10.00
(range) (29 - 42) (21-31) (-15-0)
Control = 7 39.00 30.00 -6.00
(range) (33-48) (27 - 49) (-14-1)

Possible score range 19 - 114
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DIET

The diet questionnaire was administered to all subjects at all three interviews.
Fat, sugar and fibre scores were obtained by adding together the individual
scores from relevant questions. Total diet score was obtained by adding the

fat, sugar and fibre scores.

Fat
The possible range for fat score was 0-39. A lower fat score corresponds to a

lower fat intake. The fat score values are presented in Table 4.6.

At the initial interview, the test group fat scores ranged from 14-26 (median
21.00) and control group scores ranged from 18-26 (median 21.00). At the
second interview, the test group scores ranged from 10-25 (median 20.00) and
control group score ranged from 17-23 (median 21.00). At the third interview,
the test group scores ranged from 11-26 (median 17.50) and control group

scores ranged from 12-26 (16.00).

Group fat scores were analysed for differences between groups at each
interview and group scores over time. There was no difference between
groups at each interview or for the test group over time. However, the control
group scores differed substantially but not significantly between the first and

third interview.
Sugar

The possible range for sugar score was 1-39. A lower sugar score corresponds

to a lower sugar intake. Sugar score values are presented in Table 4.7.
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TABLE 4.6: MEDIAN FAT SCORES

Group Initial Value Interview 2 Interview 3
Test = 8 21.00 20.50 17.50
(range) (14 - 26) (10-25) (11 - 26)
Control = 7 21.00 21.00 16.00
(range) (18 - 26) (17-23) (12 - 26)

Possible score range 0 - 39
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TABLE 4.7: MEDIAN SUGAR SCORES

Group Initial Value Interview 2 Interview 3
Test =8 18.00 20.50 22.00
(range) (11 -23) (15 -24) (16 - 25)
Control = 7 16.00 19.00 19.00
(range) (5-29) (6-26) (10-30)

Possible score range 1 - 39

150



At the first interview, the test group sugar scores ranged from 11-23 (median
18.00) and the control group scores ranged from 5-29 (median 16.00). At the
second interview, test group scores ranged from 15-24 (median 20.50) and
control group scores ranged from 6-26 (median 19.00). At the third interview,
test group scores ranged from 16-25 (median 22.00) and control group scores

ranged from 10-30 (median 19.00).

Although both groups increased their sugar scores over time, there were no
differences between group scores at each interview or for test and control

groups over the three interviews.

Fibre
The possible range for fibre score was 0-20. A lower fibre score corresponded

to a higher fibre intake. Fibre score values are presented in Table 4.8.

At the first interview, the test group fibre scores ranged from 6-13 (median
9.00) and the control group scores ranged from 5-13 (median 9.00). At the
second interview, the test group scores ranged from 6-15 (median 11.00) and
the control group scores ranged from 6-13 (median 9.00). At the third
interview, the test group scores ranged from 7-15 (median 9.50) and the

control group scores ranged from 7-12 (median 10.00).

There were no differences between group scores at each interview or for test

and control groups over the three interviews.
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TABLE 4.8: MEDIAN FIBRE SCORES

Group Initial Value Interview 2 Interview 3
Test = 8 9.00 11.00 9.50
(range) (6-13) (6-15) (7-15)
Control = 7 9.00 9.00 10.00
(range) (5-13) (6-13) (7-12)

Possible score range 0 - 20
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Total diet scores

Although the fat scores differed for the control group between the first and
third interviews, there was no difference in the total diet scores over time
within or between the groups. Table 4.9 presents the median values at each

interview and the differences in scores between interviews.

WEIGHT
All subjects were weighed at each interview on the researcher’s digital scale as
described in the Methods (Chapter 3). Weight was recorded in pounds (1bs).

Median weights are presented in Table 4.10.

Analysis of subjects’ weights found no differences between or within the test

and control groups at each measurement or over the course of the study.

Changes in individual subject’s weight showed 9 of the sample gained 2-191bs
and 6 subjects lost 0-61bs between first and second measurements. In the test
group 5 subjects gained weight, 1 subject’s weight was unchanged and 2
subjects lost weight. In the control group 4 subjects gained weight and 3

subjects lost weight.

Between the second and third measurement, 3 subjects (2 test and 1 control)
gained 1-91bs and 12 subjects (6 test and 6 control) lost 1-8lbs. Over the
course of the study, 6 subjects (4 test and 2 control) gained 1-18]bs, 1 test

subject’s weight was unchanged and 8 subjects (3 test and 5 control) lost 3-

111bs.
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TABLE 4.9: MEDIAN TOTAL DIET SCORES

Group Initial Value ~ Interview 2 Interview 3
Test =8 51.00 50.00 49.00
(range) (33-58) (32-58) (41-62)
Control =7 51.00 48.00 48.00
(range) (35-65) (41-62) (34-58)

Possible score range 1-98
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TABLE 4.10: MEDIAN WEIGHT (Ibs)

Group Initial Value Interview 2 Interview 3
Test =8 174.50 177.00 173.00
(range) (136 - 189) (140 - 194) (140-194)
Control = 7 172.00 175.00 174.00
(range) (150-185) (145 - 188) (148 -181)
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Two test subjects lost weight at each measurement, 1 test subject gained
weight from first to third measurement. All other subjects who lost weight
between first and second measurements gained weight between second and
third measurements. Those subjects who gained weight between first and
second measurements lost weight between second and third measurement.
Between the first and third interview, largest weight loss was eleven pounds

and largest weight gain was eighteen pounds.

Dietary Advice

Twelve subjects (7 test and 5 control) stated that they had received dietary
advice regarding their heart condition. Three subjects denied having received
dietary advice. The sources of advice are to be found in Table 4.11, the most
frequently reported source was the subject’s general practitioner (27%).
Eight subjects were advised to cut down on fats, 4 subjects were advised to
reduce weight and 2 subjects were advised to increase fibre intake. One
subject was advised on "eating for a healthy heart" but did not expand on the

meaning behind this comment.

Diet score and source of advice

There was no association between diet score and source of dietary advice.
Diet score and Weight

There was no relationship between dietary advice and weight loss. The three

subjects who did not receive advice lost weight over study period.
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TABLE 4.11: SOURCE OF DIETARY ADVICE (SAMPLE = 15)

Source Test (n=38) Control (n=7)
General Practitioner 3 1
Cardiologist 1 0
Liaison Health Visitor 1 0
Surgeon 0 1
Dietician 0 2
Lipid Clinic 1 0
Leaflets 1 1
No advice 1 2
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EXERCISE

Exercise level was estimated by scoring questions 15, 16 and 17 on knowledge
questionnaire. Exercise score was measured at initial interview and
preoperatively. The possible score range was 3 - 17, 3 being best, indicating
the subject was regularly active and taking part in a variety of exercises. A

score of 17 corresponded to the subject taking no part in any exercise.

Initial scores ranged from 4-10 (test group 5-10, control group 4-10). At the
preoperative interview, 8 scores (5 test, 3 control) were unchanged. Two
scores were improved (test subject -1, control subject -4) and 5 scores were

worse (2 test subjects +1 and +4, 3 control subjects +1, +3 and +4).

Exercise and Weight
There was no relationship between weight and exercise score over time.
Subjects who lost weight between initial and second interviews did not

improve their exercise score.

Those subjects who improved their exercise score gained weight over the

same period.

SMOKING
There were 2 smokers in the sample, 1 in each of the test and control groups.
Both subjects continued to smoke and did not report a decrease in the

number of cigarettes smoked per day.
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ADVICE AND INFORMATION BOOKLET
All 8 subjects in the test group stated that they read the information and
advice booklet prior to surgery. All subjects reported they found the booklet

easy to read and understand and stated that it was helpful and informative.

Other comments made were as follows:

1. ’Most of the information was covered by some other
booklets.”

2. ’General details okay, explains operation well.
Impersonal’

3. ’Found things happened much as expected.’

4, ’Helpful if no other information.’

5. ’Would like more information on time in hospital
and how you feel.’

6. ’Booklet true to events - knew what to expect. Wife
was well-versed on events in hospital.’

7. ’Enough information - felt he knew enough.’

Summary of Results

The analysis of results found no differences between the test and control
groups for any initial values. Despite apparent trends, there were no
significant differences in State Anxiety scores at each interview or over time.
State and Trait anxiety scores were positively correlated at the initial

interview.

There were no differences between the groups in knowledge scores at each
interview or over time although, the test group showed a significant difference

in scores from first to second interview.
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Fat, sugar, fibre and total diet scores did not differ between the groups, or

over time.

There were no differences in weight between the groups or over time. The

cigarette smoker in each group continued to smoke.
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CHAPTER 5: DISCUSSION
Introduction
When patients were referred for cardiac surgery at the study centre, there was
no structured preoperative programme offered. At the surgical clinic visit, the
surgeon assessed the patient, and then, with the patient’s spouse or partner,
would describe the operation. The surgeon advised on risk factor
modification, such as taking regular exercise, following a healthy diet and not

smoking. The patient would also be given an estimate of the waiting time to

surgery.

Many patients travel large distances from regions without a cardiac surgery
centre and these patients, along with local patients, would have no further
contact with the cardiac surgery department until ten to fourteen days before

surgery when they would be sent an admission date for the operation.

During the waiting time, the patient’s general practitioner would be his only

medical contact.

Sample size
A number of reasons led to the study sample size being substantially less than

was planned in the Methods (Chapter 2).

Although patients were not taken consecutively from the list at the time of
planning the study, it was felt that with a 3 month waiting list, time to surgery
would not be substantially altered for each individual patient. Factors such as
degree of priority, availability of blood supplies from the transfusion service
and patients being phoned at short notice to replace a cancellation which

were not thought to alter the waiting time substantially did, in fact, create
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difficulties in the follow-up of the patients already contacted by the researcher

or enrolled in the study when the waiting list lengthened.

With the assistance of the waiting list secretary, the researcher estimated
which patients on the list were likely to be 3 months from surgery. In reality,
the time taken from first interview to surgery varied from 3 to 29 weeks and

these were two consecutive patients on one surgeon’s list.

Added to this logistical problem, during the data collection the local health
board set up a waiting-list initiative to reduce the length of the cardiac surgery
waiting time. This involved sending 200 patients from the lists of the two
cardiac centres in the city to have their operations in a private hospital in the
area. Unfortunately for the researcher, criteria set by the health board for
patients to be operated at the private hospital were similar to the study
criteria and accounted for 20 patients the researcher had already enrolled
becoming unavailable to the study. Seven patients were lost prior to the initial
interview, 12 patients following the first interview and one patient, who was
admitted to the study centre as planned, had his operation cancelled due to
lack of an intensive care bed, and was transferred to and operated on in the

private hospital two days later.

Sample
The study was designed to provide a typical sample of patients undergoing

CABS in the Western Infirmary, Glasgow.
Initial criteria for inclusion were felt not to make the sample
unrepresentative, however, it became clear that the researcher was unable to

contact a number of otherwise suitable patients due to their not having a
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telephone and not being at home for the arranged interview. Itis
acknowledged that including only those patients on the waiting list who had a
telephone was likely to affect the representativeness of the sample to the
CABS population. Patients within the Glasgow area accounted for the
majority of patients on the waiting list. Including patients from the Glasgow
area only, could also be said to limit the representativeness of the sample but
as the researcher was carrying out all interviews, the time scale and the budget
available for the study precluded travelling to include patients from the
catchment area which consisted of much of the west of Scotland and some of

central Scotland and the Western Isles.

Three of the 78 patients initially contacted refused to take part in the study.
Reasons given were that they did not want reminding of the details of the
operation, or that they did not have time to take part. A further 2 patients
declined to take any further part in the study following the first interview. The
reason stated by both patients was that they would have much to organise just
prior to admission and felt that they could not afford the time to be
interviewed again. The study subjects were similar in age to the CABS
population in Scotland in 1992 (Common Services Agency [CSA], SMR
data,1995). The study sample consisted of 13% females whereas the CABS
population in 1992 consisted of 33% (CSA, SMR data,1995).

When compared to the 33 patients who completed the initial interview but
were subsequently lost to follow-up the study sample did not differ in any of

the initial values.
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Instruments
The knowledge questionnaire was developed for and was specific to the study.
It is acknowledged that this limits the ability to generalise the findings from

the questionnaire.

Despite the STAI being an American questionnaire, it has been widely used in
UK studies and appeared to be well understood by the study sample. One
subject was unfamiliar with the phrase "I feel inadequate" (Appendix IV,

Form Y-2, Statement 35) and asked the researcher for an explanation.

The diet questionnaire was found to be a rather subjective measure of dietary
intake, with the subject and his wife discussing and compromising on the
response to some questions in a number of interviews. However, as an
assessment of a trend towards healthy eating recommendations, the diet

questionnaire appeared to achieve its purpose.

Data collection

As previously stated, the researcher carried out all the interviews. All
interviews were conducted in the patients’ own homes. The main
disadvantage of home visits for the researcher in this study was the time

associated with travelling to and conducting the interviews.

Subjects were unaware that the researcher worked in the cardiac surgery
department. At the initial interview, the researcher did not volunteer any
information other than to explain the purpose of the study and the form the
interview would take. Any questions asked by the subjects were answered at

the end of the interview. It must be acknowledged that this may have led to
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knowledge acquisition by the control subjects although it was anticipated that
over the waiting time to surgery, both groups of subjects would obtain

relevant information from a variety of sources.

Following 27 months of data collecting and achieving only 15 complete data
sets, the investigator had no alternative but to discontinue collection due to
constraints of time. With only 5 of the 78 subjects contacted declining to take
part or continue in the study, the longitudinal design of the study, change in
waiting time for surgery and the vagaries of the waiting list management

accounts for the high level (81%) of attrition.

Timing of interviews

A number of reasons for the variation in the timing of the initial interview has
already been discussed. Given, Kielman, Collins & Given (1990) recommend
flexibility in scheduling data collection appointments around the subjects’
timetable as a means of retaining subjects over a longitudinal study.
Variations in the timing of interviews showed no difference between the
groups for each of the three interviews. It could be argued that those subjects
close to surgery at the time of the initial interview would be more anxious. No
correlation was found between timing of interviews and anxiety scores. At the
time of the interview, the subject did not know precisely when the operation
would be carried out, and the researcher believed the subject to be three

months from surgery.

At the time of the second interview, all subjects had received their letter
confirming the date of admission for surgery. Interviews were carried out as
close to that admission date as was convenient for the subject. One subject

who believed herself to be 5 days from surgery when interviewed, had her
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surgery postponed on the evening prior to her initial admission date and her
operation was carried out 15 days after the interview. Again, no correlation
was found between the timing of the second interview and anxiety scores. The
third interview was arranged after the subject had attended the routine
postoperative clinic which was usually six weeks after discharge. The
interview was carried out at the subject’s convenience which accounts for the

variation in timing.

RESULTS

Although the 15 subjects who completed the study did not differ from the 33
who completed the first interview but were then lost to follow-up, the sample
was still small and generalising any results to the CABS population is not
possible. Some trends in scores were noted over the course of the study
though no statistical differences were found between the groups for measures

of knowledge, anxiety and risk factor modification.

Knowledge

Both groups increased their knowledge scores between the first and second
interview, with the test group making a significant improvement compared to
the control group. Knowledge gain would suggest a willingness to learn. This
may have been due to reading the information and advice booklet but as the
control group score also improved, it may have been due to the interview
stimulating the patient to gain information from other sources. This may
imply that another group with no contact prior to the surgery may provide a
’control’. However, to deliberately shield patients from information would be
difficult to control for and may indeed be unethical. Hayward (1975) was

unable to distinguish between sources of information when comparing the
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effect of different types of information precisely because patients learned from
other sources. One possible source in this study may have been the

researcher who answered subjects’ questions at the end of the first interview.
Most subjects asked the researcher if she knew when his or her operation
would take place. A small number of subjects asked about timing of

mobilisation after surgery.

The greatest improvement in knowledge involved those questions about the
timing of mobilisation and discharge after surgery. Most patients improved
their scores on questions about reasons for surgery and the least improvement
was regarding questions on healthy eating. Having an information booklet to
read and perhaps re-read and discuss with the family may have influenced the

test group knowledge scores at the second interview.

Anxiety
State-trait anxiety theory (Speilberger, et al 1983) states that higher self-
reported trait anxiety is a predictive factor of higher state anxiety. Initial state

and trait anxiety scores for both groups were positively correlated.

Two control subjects accounted for the highest and lowest scores at the initial
interview. One subject whose state/trait scores were 20/20 viewed his
impending surgery as necessary and was willing to allow the experts to guide
and make decisions for him. This subject’s wife had had cardiac surgery two
years previously. The other subject, whose scores were 72/54 was a man with
many stresses in his life besides his impending surgery. The subject with the
lowest score maintained this score throughout the study. The subject with the
highest score at the initial interview also scored highest at the second

interview, but then reduced his score at the third interview to second highest.
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Speilberger et al (1983), quote normative data for state anxiety medical and
surgical patients is stated as 42.68 (SD 13.76). It is not known whether these
scores are fully applicable to those patients waiting for surgery but whose
operation may not be carried out for some months. At the second interview
the test group’s scores reduced, while those of the control group increased.
As the groups did not differ at the initial interview, this may be due to the
influence of significantly increased knowledge levels in the test group,
supporting the argument that increased knowledge leads to reduced anxiety.
However, with the small sample size, it is not possible to assume this effect,
despite the trend of this result being in the appropriate direction. With a
larger sample, there might have been a significant effect. It should be noted
that when some subjects show very extreme scores, as seen in this study, it
creates problems in small samples because the extreme score can completely

overwhelm any small effects of treatment in the other subjects in the sample.

No significant correlation was found between knowledge and state anxiety
scores. As there were no differences between the groups with regard to
knowledge scores and anxiety scores, the findings of this study did not support

the hypothesis.

Diet

The dietary questionnaire employed in this study was a very subjective
measure of dietary intake so no assumptions can be made with regard to the
slight, nonsignificant changes in fat and sugar scores. Weight gains and losses

were equivalent between the groups.
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One subject gained 18 pounds over the study period. This man had a bowel
resection three weeks prior to the initial interview and this weight gain
returned him to his 'normal’ weight. Body mass index (BMI) was not assessed
in this study and would have been a more accurate measure of whether, in
fact, subjects were overweight or obese and requiring to lose weight. This is

acknowledged to be a limitation of the study.

Interestingly, the main source of dietary advice stated by subjects in the study
was their general practitioner. Since the data collection for this study was
carried out, practice nurses have been involved in primary health promotion
and in secondary prevention clinics and may now be the major source of
advice for patients. As dietary habits are the result of years of practice,

individual advice on an out-patient basis may be appropriate.

Exercise

Although five test and three control subjects maintained their exercise level,
only one subject in each group improved. This finding was not unexpected, as
patients with increasing symptoms and/or disability are unlikely to be able to
increase their exercise level while waiting for surgery. However, as the
benefit of regular exercise such as walking was reinforced in the information
booklet, the researcher felt that the inclusion of this outcome would be an
indicator of the usefulness of preadmission information. The measure of
exercise level used was subjective and treadmill testing would have been a
more accurate measure of exercise tolerance as no assessment of severity of
CHD was made on entry to the study. Unfortunately, this measurement was

beyond the scope of the study.
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There were no changes found between the groups with regard to dietary
intake, smoking habit and exercise level, therefore, the second hypothesis was

not supported.

Information and advice booklet

All test subjects read the booklet, unlike the findings of Christopherson &
Pfeiffer (1980) where 12 of their sample of 41 CABS patients did not read
their information booklet. This may be the effect of the researcher in this
study giving the booklet directly to the patient and stating that the content
described the reasons for and events surrounding the surgery. One subject
stated the booklet to be impersonal. This is recognised as being a weakness of
this form of information. A more individualised approach to preoperative
advice and information would be likely to involve a personalised lifestyle
assessment for each patient in a clinic set-up and requiring a multidisciplinary

input.

One subject wished he had been given information on how he would feel
during his stay in hospital. Sensory information was found to be helpful in
studies by (Anderson 1987, Miller & Mangan 1983). However, the content of
the booklet used in this study was compiled from the comments of previous
CABS patients on what they would like to have known prior to the surgery

and sensory information was not highlighted by these patients.
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CHAPTER 6: CONCLUSIONS
In the past, patients were admitted to hospital a number of days prior to
surgery. Patients are now being admitted for surgery either the evening
before or the morning of the intended operation. In-patient teaching must
therefore be limited to what is possible and reasonable, that is, what is
possible for the staff to teach in the available time, and what is reasonable for
the patient to learn in that time. Using the waiting time to surgery appears a

useful period to allow the patient to learn at his or her own pace.

Given the complexity of the teaching/learning processes, an information and
advice booklet may appear an over-simple method of teaching. The booklet
used in this study was designed and tested on the basis of it being a time-
saving and economical way of giving preoperative CABS patients additional
information in the waiting time for surgery. It is also a way of reaching family
members with information during the waiting period to surgery. It was not
intended to take the place of individualised advice and recommendations
from medical staff and for that reason included non-specific advice. The
amount of information contained in such a booklet may appear too detailed
for some patients and not detailed enough for others. When interviewed
about the booklet used in this study, all subjects stated that they had read the

booklet, and that it was helpful.

Subjects improved their knowledge of the usual timing of mobilisation after
surgery; this may have had a positive effect on the subject’s family, as they also
knew what the patient would be required to do in the few days after the

operation.
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This study takes into account recommendations by Christopherson & Pfeiffer
(1980) in that subjects were assessed in the waiting period, and again
immediately preoperatively. However, the small sample size in this work does

not allow comparisons with previous research.

Limitations Of The Study And Their Implications For Further Research

Limitations
There are several limitations to this study which have not been discussed

previously.

The inexperience of the researcher may have contributed to methodological

problems.

Time constraints and limited resources led to a number of exclusion criteria
which may have rendered the final sample unrepresentative of the CABS

population being treated at the study centre and elsewhere.

The information and advice booklet was specific to the study centre.

Reliance on self-report measures is a clear limitation of the study. Subjective
measures require the patient to be completely honest, both to himself and to
the investigator. Patients may be tempted to answer according to how anxious
they or the investigator think they ought to be. In instances where the patient
is extremely anxious, it may be difficult to admit the fact. Brown (1990)
suggests that this may be harder for a male patient than for a female patient

where a female investigator is conducting the research.
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Postoperative recovery variables were not investigated. As this research was
concerned with the waiting time to CABS, measurement of postoperative
variables other than anxiety level and dietary intake were believed to be
beyond the scope of the study. Demographic data other than those specified
as criteria for inclusion in the study were not collected. Therefore, it was
possible that the two groups varied in such characteristics as educational level,

number of years with CHD and severity of illness.

Improved scores may have been a practice effect as the same questionnaires
were administered at each of the two preoperative interviews and the subject
may have been cued into learning the necessary information to answer the

questions.

Implications For Further Research
A number of factors which were believed to be beyond the scope of the

present study may be considered for further research.

The timing of the initial interview and the test subjects receiving the
information varied a great deal. Although those subjects who received the
booklet a number of months prior to surgery did not differ from those who
received the booklet only a few weeks before surgery, a larger sample may
indicate an appropriate time to give information to minimise anxiety, increase
knowledge and modify risk factors. Assessment of knowledge level should

account for educational level, years of CHD, severity of illness and age.
Additional patient teaching contact that may occur in any other setting, such
as clinics, should be taken into account to determine if those contacts affect

SCores.
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The food frequency questionnaire used in this study provided a subjective
assessment of the subject’s diet. A more detailed study of dietary intake may

show some changes which were not apparent in this research.

Further research, with a full-time investigator, may improve study attrition.
However, the longitudinal design is likely to be affected by the constraints of

the current clinical situation.

The number of limitations that occurred and small sample size minimise the
conclusions that can be drawn from this research. Replication of this study
with a larger sample is recommended. The inclusion of factors such as the
value the patient places on his or her health and the patient’s coping style may
provide insight into the type and form of information that should be provided.
Summary

Research on preparation of patients for surgical procedures has made
substantial progress in the last 30 years. During that time, improvements in
the care of surgical patients have permitted shorter hospital stays. Despite
progress in these areas, health provision in the UK has also undergone major
changes and waiting time for elective surgery such as CABS has increased and
shows no sign of decreasing. Rehabilitation following MI and CABS deals
with the initial care and recovery for these patients. The patient and his
family waiting for CABS also require support, advice and information from
healthcare providers to enable them to be as well prepared as possible for the

impending operation.
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APPENDIX (i)
PILOT STUDY - LETTER TO PATIENTS

Dear

Following my recent phone-call, I have enclosed a copy of the new
information booklet which you have agreed to read.

I am interested in finding out whether the booklet is easy to understand and
also, if it gives information that patients on the waiting list will find helpful.

As I would like to hear your comments and ask you a few questions about the
booklet, I will ’phone in a couple of weeks and arrange a convenient time to
call and see you.

Thank you for your help.

Yours sincerely

MARY MACKENZIE
Cardiac Rehabilitation Sister
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APPENDIX (ii)
LETTER TO PATIENTS

Dear

I am a nurse working in the Nursing Studies Department of Glasgow
University. I am carrying out a research project which has two purposes:

Firstly, to find out how patients on the waiting list for bypass surgery feel and
secondly, to find out how much information they have about what will happen
to them while they are in hospital.

If you agree to be part of the study, it will involve an interview in your home 1-
6 months before your operation, when you will be asked about your feelings at
that time. The same interview will be carried out around the time of your
admission to hospital, and again two months after you go home.

It should be noted that taking part in this study may not be of direct benefit to
you, but could help in the development of treatment of future patients. By
finding out how a number of patients feel at these times, we will be able to
design an information booklet to help patients prepare more fully for their
operation.

I'will be in touch again within the next few weeks and can then arrange a
convenient time to meet with you. If you do not wish to participate in this
study, or wish to withdraw at any time, your care will not be affected.

Yours sincerely

MARY MACKENZIE
Cardiac Rehabilitation Sister
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APPENDIX (iii)
LETTER TO PATIENT’S GENERAL PRACTITIONER

Department of Nursing Studies
University of Glasgow

Dear Doctor

Your patient, of

has agreed to be interviewed by me as part of a research MSc in the above
department.

I intend asking patients about their diet, knowledge of coronary artery disease
and their impending surgery, and asking them to complete a self report
anxiety inventory. Your patient has agreed to three interviews, each of which
will be carried out in the patient’s home. The first will be as soon as can be
arranged, the second just before admission for surgery and the third will be 2-
3 months after surgery.

I will be happy to supply any further information you require.

Yours sincerely

MARY MACKENZIE
Cardiac Rehabilitation Sister
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APPENDIX (iv)

SELF-EVALUATION QUESTIONNAIRE

Developed by Charles D. Spielberger
in collaboration with

R. L. Gorsuch, R. Lushene, P. R. Vagg, and G. A. Jacobs
STAI Form Y-1

Name Date S
Age_____ SexM___F___ T—
DIRECTIONS: A number of statements which people have used to
describe themselves are given below. Read each statement and then 4o,
blacken in the appfopriate circle to the r'ight of the statement to h:xdi- 1 5 J/.% %,
cate how you feel right now, that is, at this moment. There are no right e M, T, o,
or wr_ong answers. Do por spend too muszh time on any one s_tatement 4*,‘.,/ 4”){14’- " (("’r."r
but give the answer which seems to describe your present feelings best. i Lo ]
1. Lfeel calm oo e @ 0 3 @
2. T feel secure oo e e e o & @ @
K T ¥ o T =2 o YOO o ¢ & ©
4. 1 feel strained .............. o & 9 0
5. I feel al @ase .. .oii ittt e s 2 & @ 92
6. Ifeelupset ...........coiiiiiaiiiiia, R 2 @ @ @
7. 1 am presently worrving over possible misfortunes .............. ® & & @
8. Ifeelsatishied ... ... i e o T @ @
9. I'feelfrightened ......... .. ... . i o T @ @
10. I feel comfortable ... ... ... . . . . . i D @ @ @
1. I feel self-conBAent ..o e e e e e o @ 3 D
12, I feel Nervous ... i e ® ¢ @ ©
13, Tam jittery ... e o 2 &0 @
14. I feel indecisive ... ... ... it e i © ¢ 3 9
15, Tamrelaxed ... o i e ® @ 9 ©
16. Tfeelcontent .. ...t it D e & 9
[7. Tam worried ... oo e e ® & 3 @
18. Ifeel confused ... ... e i e o ¢ @ @
19. Ifeelsteady ... ... o i o @ @& @
20. Ifeel pleasant ...........ooiiiii i o ¢ & @

@ Consulting Psychologists Press

577 College Avenue, Palo Alto, California 94306
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APPENDIX (iv)

SELF-EVALUATION QUESTIONNAIRE
STAI Form Y-2

Name Date

DIRECTIONS: A number of statements which people have used to

describe themselves are given below. Read each statement and then
blacken in the appropriate circle to the right of the statement to in-
dicate how you generally feel. There are no right or wrong answers. Do
not spend too much time on any one statement but give the answer
which seems to describe how you generally feel.

21

39

40.

Ifeel pleasant .......... ... .. . il e
I feel nervous and restless ................ e e
I feel satished with myself ....... e e
I wish [ could be as happy as others seemtobe oo oo oo Lo
Ifeellikeafailure ... o i
Ifeel rested ..ot e
I am “cahn, cool, and collected™ ..... ... ... ... e
[ feel that difficulties are piling up so that 1 cannot overcome them .
[ worry too much over something that really doesnt matter ......
lamhag;py ..........................

I have disturbing thoughts .......... . ... ... FR PN

. Dlack self-confidence ........ .. ... ... ...... e

Ifeelsecure ..ol e
[ make dedisions easily oo oo oo oo
Ifeelinadequate oo s

L am COMEENt i e e .

. Some unimportant thought runs through my mind and bothers me

I take disappointments so keenly that I can’t put them out of my
MINd e
Famasteady person ...
I getinastate of tension or turmoil as I think over my recent concerns

FET TG BT TR -1 €

Coparight 1908 1977 by Charley D, Spiclborger. Reproduction of this test or any peotion thereaf
In oy peccess wothont wenittn pormission of the Publiher i probabited, '

179

@ 6 6 6 6 O © 6 6 6 O O

®

(] ©

©

o)

]

(@]

[S]

® ® © ©® ©

®

]

D

©

3]

®

©

©®

©

©

(]

& 6 9 0 o ©

(O]

®

@ ® ® ® ® 6 0 v O v e ® ®

®

®

®

®

®

®



3a.

3b.

3c.

Sb.

APPENDIX (v)
KNOWLEDGE QUESTIONNAIRE

WHAT IS THE SURGEON GOING TO DO?
1 correct

2 partially correct/vague

3 wrong

9 don’t know

WHAT DO YOU THINK THE CORONARY ARTERIES DO?
1 correct

2 partially correct/vague

3 wrong

9 don’t know

DO YOU EXPERIENCE CHEST PAIN?
1yes

2no

3 other symptom

IF YES, WHAT IS THIS PAIN CALLED?
1 correct

2 partially correct/vague

3 wrong

9 don’t know

WHAT CAUSES YOUR PAIN/JOTHER SYMPTOM?

gPrompt - what is happening to the heart to cause the pain?)
correct

2 partially correct/vague

3 wrong

9 don’t know

IN CABS, A VEIN IS USED. WHERE IS IT USUALLY TAKEN
FROM?

1 correct

2 partially correct/vague

3 wrong

9 don’t know

DO YOU EXPECT TO HAVE ANY TESTS CARRIED OUT
WHEN YOU ARE ADMITTED?

1 Yes

2 No

9 Don’t know

IF YES, WHAT TYPE OF TESTS?
1 5-6 correct

2 3-4 correct

3 1-2 correct

4 wrong
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8b.

10.

10b.

11.

DO YOU KNOW HOW LONG THE OPERATION WILL TAKE?
1 correct

2 partially correct/vague

3 wrong

9 don’t know

HOW LONG DO YOU EXPECT TO BE IN INTENSIVE CARE?
STest group only, second questionnaire)
correct
2 partially correct/vague
3 wrong
9 don’t know

WHEN WILL YOU BE ABLE TO SIT OUT OF BED?
1 correct
2 partially correct/vague

3 wrong
9 don’t know

WHEN WILL YOU BE ABLE TO WALK AROUND THE WARD?
1 correct

2 partially correct/vague

3 wrong

9 don’t know

HOW MANY DAYS WILL YOU BE IN HOSPITAL AFTER
YOUR OPERATION?

1 correct

2 partially correct/vague

3 wrong

9 don’t know

WHAT TYPE OF EXERCISE WILL YOU BE EXPECTED TO DO
AFTER YOUR OPERATION TO REGAIN YOUR STRENGTH?
1 correct

2 partially correct/vague

3 wrong

9 don’t know

HOW OFTEN SHOULD YOU DO THIS EXERCISE?
1 correct

2 partially correct/vague

3 wrong

9 don’t know

WHEN EATING A HEALTHY DIET, WHICH TYPES OF FOOD
SHOULD YOU CUT DOWN ON?

1 - 3 or more correct

2 - 2 correct

3 -1 correct

4 none correct

9 don’t know
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12.

13.

14.

15.

16.

17.

18.

19.

WHY SHOULD YOU CUT DOWN ON THESE FOODS?

1 -3 correct ‘
2 -2 correct

3 -1 correct

4 none correct

9 don’t know

WHICH TYPES OF FOOD SHOULD BE INCREASED IN A

HEALTHY DIET?
1 3 correct
2 2 correct
31 correct

4 none correct
9 don’t know

WHY SHOULD THESE FOODS BE INCREASED?

1 3 or more correct
2 2 correct

31 correct

4 none correct

9 don’t know

WHAT TYPE OF EXERCISE DO YOU TAKE?

1 walking + other/s
2 walking

3 other

4 none

HOW FAR CAN YOU WALK?
1> 1mile

2 < 1mile

3 < half mile

4 < quarter mile

5 <100 yards

6 can’t/don’t walk

HOW OFTEN DO YOU WAILK?
1 dail

2 4-6/week

3 2-4/week

4 1-2/week

5 less than once/week

DO YOU SMOKE?
1no
2yes

IF YES, HOW MANY/DAY?
1<10

210-20

3>20

4 no response
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5b.

APPENDIX (vi)
DIET QUESTIONNAIRE
MANY MEALS DO YOU HAVE EACH DAY?

-lkb)l\)b—lm

IA A IA A o

AWNH&

HOW OFTEN DO YOU EAT RED MEAT?
1 < 1/week

2 1-3/week

3 3-5/week

4 >5/week

6 not at all

HOW OFTEN DO YOU EAT FISH/CHICKEN?
1 > 5/week

2 3-5/week

3 1-3/week

4 < 1/week

6 not at all

HOW MANY EGGS DO YOU EAT/WEEK?
1<1

21-3

33-5

4<5

5 none

WHICH TYPE OF CHEESE DO YOU EAT?
1 hard cheeses

2 soft cheeses

3both1 &2

4 low fat cheese

5 none of the above

6 none

HOW MUCH CHEESE DO YOU EAT/WEEK?
1<1loz

21-20z

3<40z

4 <80z

5>8o0z

6 none

WHICH TYPE OF SPREAD DO YOU USE?
1 polyunsaturated, low-fat spread

2 polyunsaturated spread

3 low-fat spread

4 butter or margarine

6 none
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10.

10b.

11.

11b.

11c.

HOW MUCH TEA DO YOU DRINK EACH DAY?
1< 1cup

21-3 cups

33-5 cups

4 > 5 cups

6 none

HOW MUCH COFFEE DO YOU DRINK EACH DAY?
1<1cup

21-3 cups

3 3-5 cups

4 > 5 cups

6 none

DO YOU TAKE SUGAR IN TEA/COFFEE?
gmain drink if not evenly spread)
no
2 sweetener
3yes

HOW MUCH MILK DO YOU TAKE DAILY?
1< Soz

2< 100z

3 < 1pint

4 > 1 pint

6 none

IF YES, WHICH TYPE OF MILK DO YOU TAKE?
1 whole

2 semi-skimmed

3 skimmed

4 other type

5 mixture of types

HOW OFTEN DO YOU TAKE FRUIT JUICE/SOFT DRINKS?
1 < 1/week (rarely)

2 1-3/week (occasionally)

3 3-5/week (regularly)

4 >5/week (every day)

6 not at all

IF YES, WHICH TYPES?
1 fruit juice

2 carbonated drinks

3 squash

4 combination of above

ARE THESE?

1 low calorie

2 low calorie and regular
3 regular
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12.

12b.

13.

14.

15.

15b.

16.

16b.

HOW MANY UNITS OF ALCOHOL DO YOU TAKE/WEEK?

WHICH TYPE/S DO YOU TAKE?
1 wine

2 beer

3 spirits

4 mixture of above

DO YOU EAT FRIED FOOD?
1 yes, rarely

2yes

3 none at all

WHAT TYPE OF FAT IS USED FOR COOKING?
1 polyunsaturated oil

2 vegetable oil

3 cooking fat/lard

6 none

HOW MUCH BREAD DO YOU EAT/DAY?
1 < 15slice

2 1-3 slices

3 3-5 slices

4 > 5slices

6 none

WHICH TYPE OF BREAD?
1 wholemeal

2 brown

3 mixture of types

4 white

DO YOU TAKE A BREAKFAST CEREAL?
1 yes, regularly

2 yes, rarely/occasionally

6 no

IF YES, WHICH TYPE?
1 high fibre

2 regular

3 mixture of types

4 sugar coated
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17.

18.

19.

20.

21.

22.

23.

24.

HOW OFTEN DO YOU EAT CAKES, PASTRIES, CHOCOLATE

BISCUITS?
1 < 1/week
2 1-2 week
3 2-4 week
4 4-T/week
5 >1/day

6 none

HOW OFTEN DO YOU EAT FRESH FRUIT?
1 >1/day

2 4-7 fweek

3 2-4/week

4 1-2/week

5 <1/week

6 none

DO YOU TAKE JAM, MARMALADE, HONEY, ETC?
1 yes, rarely

2yes

6 no

HAVE YOU EVER BEEN GIVEN ADVICE ON YOUR DIET?
1yes

2no

9 don’t know

WHO GAVE YOU THE ADVICE (MAIN SOURCE)?
1 dietician

2 hospital

3 nurse

4 GP

5 other

9 don’t know

WHAT WAS THE ADVICE?
1 lose weight

2 cut down fats

3 cut down sugars

4 cut down salt

5 increase fibre

6 other

9 don’t know

HAS YOUR WEIGHT BEEN STEADY?
1yes
2 recent loss

3 recent gain
9 don’t know

WHAT IS YOUR WEIGHT? (lbs)
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APPENDIX (vii)

MEAN VALUES AT INITIAL INTERVIEW

WITH STANDARD DEVIATIONS (SD)

Group Not

Initial Values Test Group Control Group Followed

n 8 7 33
Age 61.00 60.43 60.03
SD (9.80) (6.32) (11.59)
Sex M:F 7:1 6:1 24:9
Trait Anxiety 35.38 38.57 38.94
SD (5.21) (13.10) (12.08)
State Anxiety 31.25 37.43 37.00
SD (3.81) (17.42) (12.03)
Knowledge Score 37.13 39.57 38.24
SD (5.46) (5.57) (8.73)
Fat Score 20.25 21.57 19.79
SD (4.50) (3.36) (5.02)
Sugar Score 17.88 18.43 18.06)
SD (4.89) (8.18) (6.67)
Fibre Score 9.13 9.57 9.79
SD (2.64) (2.70) (1.92)
Weight (Ibs) 167.13 168.57 171.97
SD (19.97) (14.66) (32.37)
Possible Score range:
Trait Anxiety: 20-80
State Anxiety: 20-80
Knowledge: 19-114
Fat: 0-39
Sugar: 1-39
Fibre: 0-20
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