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ABSTRACT

The purpose of this study was to describe the effects
of a supportive-educative telephone program on the levels
af anxiety and gquality of life of patients’ and their
spouses undergoing coronary artery bypass graft surgery
during the first & weeks after hospital discharge.
Subjects were recruited from a western Canadian hospital
follaowing coronary artery bypass graft surgery. Frior ta
discharge from hospital, subjects (20 patients and their
spouses) were assigned randomly to a cantrol or
experimental group. Both groups were pre-tested on state-
trait anxiety levels and on quality of life measures.
Fallowing discharge from hospital, the experimental
subjects were given the researchers pager number wham they
could contact if they had questions or concerns related to
their convalescence. As well, the researcher initiated
weakly telephone contact with the experimental
participants. The control subjects had no further caontact
with the researcher until post-testing. The research was
unigue in that it offered these two streams of nursing
care to the experimental participants. Firstly, it was
patient directed, the patient or spouse initiated
telephone contact when they were ready and able.

Secondly, it was nurse directed, the nurse initiated
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weekly supportive-educative telephone follow-up. Both
groups were post-tested on anxiety and quality of life at
seven weeks post hospital discharge. Contrary to the
hypothesis, data analysis with Analysis of Covariance did
not reveal statistically significant differences (p > .03)
on the State~Trait Anxiety Inventory or the Index of Well-
Being. Lack of statistically significant differences
between the groups may be explained by the significant
morbidity and rehospitalization rates (S0%4) experienced by
the experimental subjects. Additionally, the types of
problems and concerns encountered at home by patients and
their families following discharge from hospital are
reported and described. The most frequently reported
patient concerns were related to cardiovascular problems,
medications and arrythmia’s. These reports are closely
aligned to previous research findings. From these
findings, several implications and recommendations for

nursing practice and research have been generated.
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CHAFTER I

INTRODUCTION

Despite recent declines in its morbidity and
mortality, coronary artery disease (CAD)Y is the leading
cause of death and disability in Canada. Forty-one
percent of all Canadian deaths in 1988 were due to
cardicovascular disease. Ischemic heart disease accounts
for 285% of all deaths, of which aover half are attributable
to acute myocardial infarction. Stroke and octher
cardiovascular disease (i.e. rheumatic heart disease) are
responsible for 74 and 94 of deaths respectively in Canada
(Health % Wel fare Canada, 1991).

In cne year, an estimated 264 individuals per 100,000
in Canada will die from cardiovascular disease. For those
individuals who survive myocardial infarct (MI), morbidity
statistics remain discouwraging, as more than one half of
MI survivors will experience significant physiological,
psychological, and social disabilities.

For individuals with extensive coronary artery
disease, coronary artery bypass graft (CABG) surgery has
become the mainstay of palliative treatment (Callaghan,
19863. A total of 13,618 coronary artery bypass graft
surgical procedures (50 per 100,000 population) were

performed in Canada between January 1, 1991 and December
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31, 1931 (Higginson, Cairns & Smith, 1994). While
caraonary bypass grafting affords palliative treatment, it
does not correct or alter the progression of
arteriosclerasis. Management of this pathaologic
progression usually requires changes in the patient’s
lifestyle. The success of the treatment for any one
individual is dependent, in part, on that person’s degree
of adherence to the prescribed dietary, exercise, and
medication regimen.

Coronary artery disease is the greatest cause of
permanent disability claims among individuals under age
65 In 1920, in a U.S5. based study, the cost of CAD to
society was estimated at $94.35 billion (Hiatt, Hoenshell-
Nelson, % Zimmerman, 19390). In Canada, 26% of disability
pensions paid through the Canada Pension Plan in 1986 were
far cardiovascular disease (Heart and Stroke Foundation of
Canada, 19391). Although peaople are living longer with
CAD, there exists an imbalance between the advances made
in medical and surgical treatments and the attention paid
to the psycholaogical and social adjustments to this

chronic illness.



31, 1991 (Higginsan, Cairns % Smith, 19394). While
coronary bypass grafting affords palliative treatment, it
does not corvect ar alter the progression of
artericsclerasis. Management of this pathologic
progression usually requires changes in the patient’s
lifestyle. The success of the treatment for any one
individual is dependent, in part, on that person’s degree
of adherence to the prescribed dietary, exercise, and
medication regimen.

Coronary artery disease is the greatest cause of
permanent disability claims among individuals under age
63. In 1990, in a U.S5. based study, the cost of CAD to
society was estimated at $94.5 billion (Hiatt, Hosnshell-
Nelson, & Zimmerman, 1990). In Canada, 26% of disability
pensions paid through the Canada Pension Plan in 1986 were
for cardicvascular disease (Heart and Stroke Foundation of
Canada, 1991). Although peaple are living langer with
CAD, there exists an imbalance between the advances made
in medical and surgical treatments and the attention paid
ta the psychological and social adjustments to this

chronic illness.



In-Hospital Vs. In-Home Rehabilitation Programs:

Statement of the Problem

Rehabilitation of the person with cardiac problems is
not a new area of nursing care, nor is it an emerging
specialty; it is a well established field of advanced
practice and research. Interventions aimed at the return
of cardiac patients to health have been developed,
described and refined. Clinical and research literature
in nursing focuses on programs for cardiac rehabilitation
and presents a host of interventions.

Rehabilitatiocn of the patient after coronary artery
bypass grafting involves many diverse interrelated
factors. The goal of cardiac rehabilitation is the
restoration and maintenance of the individual’s cptimal
physical, psychalogical, social and vocational status. As
well, cardiac rehabilitation is directed toward limiting
ar preventing the progression of the underlying disease.
However, rehabilitation has tended to ignore the early
home convalescent period.

During hospitalization for cardiac surgery or
myccardial infarction, patients assume dependent rales
while they recaver. In-haspital pre-discharge cardiac
rehabilitation programs are the norm and patient
participation within a cardiac program is an expectation
(Raleigh % QOdtohan, 1987). It is believed that through

participation in a pre-discharge rehabilitation praogram



individuals and their families progress into more
independent functioning by the time of discharge.

Most in—-hospital programs provide informaticon on
anataomy and physiclogy, pathophysiology, medications,
diet, exercise and risk factor management. This
information is often presented within 10 days of surgery
aor infarct. Although it is well recognized that patients
who are provided with information and emctional support
cope better during the recovery process (Blumenthal, 198%5;
Gillis, 1984; Oldenburg, Perkins, & Andrews, 1984)
teaching is often done at a time of increased stress
levels and decreased attention span. Foar this reason,
some have questioned the accuracy of patients?
interpretation of information and the retention of
information during in~haspital education programs
(Marshall, Penckofer, & Llewellyn, 1986; Newby, 13980;
Tirrell % Hart, 13980).

At the time of discharge, the expectation of patients
is that they will function independently at home while
they continue their convalescence. However, freguently
patients or their family guestion their understanding of
their illness, the necessity of making life style changes,
and their ability to cope effectively. Learning needs
also change between hospitalized and ocutpatient settings
as new concerns, problems, and gquestions arise that were
nat anticipated while the patient was hospitalized (Murray

& Beller, 1983; Nicklin, 1986).
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Coammonly, patients and their spouses do not have
access to information or assistance until they see their
cardioclogist or surgeon at approximately six to ten weeks
post discharge. This six to ten week pericd is a
significant gap in the health care system at a critical
time for cardiac patients. This lack of contact with the
patient and family makes it difficult to know how they are
coping or to know how to support them in the convalescent
pericd. As well, this lack of contact limits assessment
and evaluation of the effectiveness of the in-haspital

cardiac rehabilitation program.

Purpose of the Study

The purpose of this study was to investigate the
impact of a supportive-educative telephone program on the
levels of anxiety and quality of life of patients and
their spouses undergoing CARG during the first & weeks
after hospital discharge. In order to better meet the
needs of paost CABG patients and their spouses during the
home convalescent period, a suppartive-educative telephone
program was conducted and evaluated. The averall goal of
the supportive-educative program was to assist
participants in making the transition from a dependent
role while hospitalized to a sel f-confident role within
their home. It was anticipated that the shift in rales
would be hallmarked by responsible and safe decision

making. This goal would be reached by reinforcing



cognitive and affective information gained during in-
hospital programs. The supportive-~educative telephone
program attempted to assist individuals and their spouses
to understand their illness and the impact it has on their
lives, provide supplementary information regarding
cancerns that accompany the home convalescent pericd, and

assist in improving decision making and coping skills.

Research Guestions

Because research to date has tended to focus
predaominantly on the medical cardiac patient, there is a
relative lack of research concerning the effects of post-—
discharge surgical cardiac education programs on both the
patient and his cor her spouse. The purpose of this study
was to describe the effects of a 6 week paost-discharge
contact program on anxiety and gquality of life on post
coronary artery bypass graft patients and their spouses.
Secondly, it was to describe the type and frequency of
questicons and concerns expressed by patients and their
SpOUSes.

Specifically, the investigation attempted to answer
the following questions: 1) Does a 6 week supportive-
educative telephone follow-up on post CABG patients and
their spouses decrease levels of anxiety? 2) Does a &
week supportive-educative telephone follow-up on post CABG
patients and their spouses enhance quality of life? The

final cbjective in this thesis was to report the type and



frequency aof questions, concerns, and symptoms experienced
by patients and their spouses in the early convalescence

period of CARBG surgery.

n Y ur

The supportive-educative telephone program was an
interactive program inveolving information exchange between
the post CABG patients and their spouses and the cardiac
nurse researcher. Frior to discharge from hospital,
subjects were assigned randomly to a control ar
experimental group. Both groups were pre—-tested on state-
trait anxiety levels and on guality of life. Following
discharge from haspital, the experimental subjects were
given the telephone number of a cardiac nurse whom they
could contact if they had questions or concerns related to
their convalescence. In addition, the researcher
initiated weekly telephone caontact with the experimental
participants. The research was unique in that it offered
two streams of nursing care. Firstly, it was patient
directed, the patient or spouse initiated telephone
cantact when they were ready and able. Secondly, it was
nurse directed, the nurse initiated weekly supportive-—
educative telephone follow—-up. The control subjects had
no further contact with the researcher until post-testing.
Both groups were post-tested on anxiety and quality of
life approximately 7 weeks following discharge fram

haspital.



Summary

In summary the purpose of this study was to describe
the effects of a 6 week post discharge telephone contact
program on anxiety and quality of life on post CAERG
patients and their spouses. In addition, the frequency
and types of questions and concerns expressed by
participants are reported and described. Fraom the
research results, several implications and recommendaticns
for nursing practice are generated.

Education and information transfer are key elements
in the cardiac rehabilitative process. The underlying
purpose of the following chapter is to discuss
psychological and behavioral variables and their
relationship to cardiac rehabilitation. These cbjectives
will be accomplished by reviewing the extant literature.
FParalleling the stages of rehabilitation from early
convalescence of the individual to the later phases of
recovery, the impact of knowledge, compliance, anxiety and
postoperative stressors along with their implicaticns for

satisfactory adjustment are discussed.



i

CHAFTER II

LITERATIVE REVIEW

Before examining the nature of the rehabilitative
process it is helpful to examine it in relation to health
belief models generally employed in predicting health-
related behaviour. The purpose of the first secticn of
this chapter is to praovide this contextual framework.
Follawing this, five areas related to the process of
rehabilitation of the cardiac surgical patient will he
discussed and the results of previously conducted research
will be briefly summarized.

Health belief models have been developed by social
scientists to assist in the process of predicting health-
related behavicur (Kenner, Guzzetta, % Dossey, 1985;
Fosenstock, 1974). The health belief madel serves as a
conceptual core for many compliance studies (Marshall,
Penckafer % Llewellyn 1986; McMahon, Miller, Wikoff,
Garrett, % Ringel, 1986). This model emphasizes that
beliefs held by an individual form the basis for that
person’s decisions regarding health care. Individuals are
unlikely to undertake changes in health-related behaviour
unless they perceive themselves to be susceptible to the
disease in gquestion, perceive the effects of the disease

to be serious, perceive the benefits of health actions to



cutweigh the barriers of taking these actions, possess a
level of knowledge sufficient to understand the disease
implications and acticons, and receive cues for action
(Rosenstock, 1974) Potentially, these perceptions, levels
of knowledge, and cues can be altered through education
and patients’ health actions can then be influenced
(McMahon et al., 1986; Marshall et al., 1986).

A key element of this motivation is the individual’s
state of readiness. Readiness arises from an individual’s
perception of his or her personal susceptibility to a
health prablem and his or her perception of the severity
of the consequences of that problem. The individual's
perception of the balance between the benefits of a
particular health activity and the cost of that activity
can be actual or anticipated physical, psycholegical, or
economic expenditures which will be incurred by the

recommended health activity (Marshall et al., 1986).

The Early Recovery Period

The immediate home convalescent period is for many
caronary artery bypass surgery and myoccardial infarction
patients an extremely anxiety producing pericd. In an
evaluative study by Jenkins, Stanton, Savageau, Delinger,
and Klein (1983) examining the physical, psychalagical ,
sccial, and economic outcomes following coronary artery
bypass grafting, it was found that S1% of participants

visited their physician at least cnce in the per iod
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between discharge from hospital and the first scheduled
follow—up appointment. 0Of these early visits to their
physicians, approximately 404 of patients had gquestions
related to their cardiac surgery or cardiac disease and
19% of these patients had other paostoperative concerns.
The results of this study lend credence to the hypothesis
that patient interpretation and retention of information
presented during in-hospital education programs may be of
limited value.

In terms of subjective feelings, both physical and
psycholagical, the improvements over the duraticn of the
study were impressive. In the early post-operative phase
of recovery, 40% of participants reported feelings of
sadness, depression, or crying, and 38% of patients
reported feelings of anxiety, warry, or fear. However, at
six months after surgery patients reported no disturbing
cardiac symptoms and postoperative scores on mood scales
had improved markedly. Interestingly, it was found that
levels of satisfaction regarding social life, family
interactions, marriage, and sexual function were similar
before and at six months after surgery (Jenkins et al.
(1983).

Nicklin (1986) reported that the anxiety experienced
in the early discharge pericd may be related to problems,
questions, and concerns which occurred that were not
anticipated or answered prior to discharge. In her study,

the post-discharge concerns of cardiac patients were



examined by means of a telephone callback system. Of the
217 telephone calls received over three months, 55% of all
the concerns arose within the first 2 weeks after
discharge, 404 of which were within the first week. A
substantial portion of these concerns (43.6%) were
assessed by the nursing coordinator as significant enough
to necessitate directing the patient to an emergency
department or to contact his/her doctor. As suggested by
the researchers, patients and or families sought advice at
the appropriate time and that predischarge information
equipped patients and families with some decision—-making
ability to assess a problem and thus to seek the
assistance of a health professional.

Nicklin (1986) alsc repoarted that nearly one-third
(31.3%) of the calls related to cardiocpulmonary concerns.
The second largest category of concern was related to
medicaticns. Concerns regarding medications were varied
and individualized. Questions and concerns related to
chest and leg incisions comprised a third large category
(18.8%). Although these concerns are generally contained
in & pre-discharge teaching program, Nicklin suggests that
a number of these potential postdischarge problems could
be emphasized in the predischarge class alleviating ar
mitigating some concerns.

Not all problems can be anticipated befare discharge.
Therefore, other supplementary means of aobtaining

information and guidance are indicated. There are
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significant differences in learning needs between the
outpatient and the inpatient phases of recovery.

Nicklin's research findings suggests that the learning
needs of the patient be considered as well as the stage of
rehabilitation at which time information is most useful

and meaningful.

Enowledge and Compliance

Education of the patient and spouse recovering from
CARG surgery is an important nursing concern. To prepare
for self-care after surgery, the patient who undergoes
CABG requires specific information about medications,
postoperative problems, activity progression, and
nutrition. The operative success of coronary
revascularization is limited unless the patient
understands and adheres to the prescribed diet, exercise
and medical regimen after surgery (Marshall et al., 198&).

Marshall et al., (1986) studied the effects of a
structured teaching program on knowledge and compliance
for patients recovering from coronary artery bypass
surgery. A nonequivalent contraol group, guasi-
experimental design was used, and participants were
assigned randomly to an experimental or contral agroup.
The experimental group participated in a structured
individualized teaching program; whereas the contral group

members received an informal unstructured program.
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The results showed that there was a significant
increase in knowledge between pretest and posttest for
both control and experimental groups. The groups did not,
however, show a significant difference in knowledge. The
findings lead the researchers to suggest that nurses who
are knowledgeable about postoperative recovery taught
basically similar concepts with or without the use of a
structured guide. Interestingly, it was found that
patients who received the structured teaching progaram
displayed significantly better compliance in a number of
cardiac risk factor categories. The authors suggested the
reason for the increased compliance in the experimental
group can be attributed to the "tailoring" of the
treatment regimen to the patient’s lifestyle and
modification of the patient-provider relationship.

Although the study by Marshal et al. showed
significant results in an increase in compliance, research
has alsco shown that a change in knowledge is not
necessarily associated consistently with compliant heal th
promoting behavicurs. The relationship of spousal support
and its influence on adherence to the medical regimen was
nat reported by Marshall (McMahan et al., 1986).

McMahon et al., (1986) followed 112 MI patients over
at to 9 month period. Their purpose was to investigate
the intentions and adherence behaviocurs of the patient to
a prescribed medical regimen. The intentions and

adherence behaviours of subjects with MI were clasely



related to their perceptions of significant others!’
expectations. Adherence and compliance of the patient to
maedical regimens were influenced by spousal or family
suppart.

The effects of an educational program on knowledge
and compliance was also researched by Scalzi, Burke, and
Greenland (19B0). They investigated the introduction of
an organized educational program for patients with
coronary disease and their families. Knowledge and
compliance were measured over a two year period with a
quasi-experimental time series design. An interesting
result of the study was that posttest scores did not
increase fallowing introduction of the in-hospital
education pragram. This finding suggested that knowledge
retention is limited during the acute phase of illness.
However, continued instruction after discharge improved
knowledge and compliance in the following areas:
medication, progression of physical activity, resumpticn
of sexual activity, weight reducticon, and treatment and
reporting of chest pain and shortness of breath.

Although patients displayed limited retentiacn, Scalzi
et al. suggested that inpatient cardiac teaching programs
created an atmosphere that encouraged patients and
families to ask questions which provided an opportunity to
of fer specific information. The researchers suggested
that once patients have received answers to their

questicons there appeared to be a reduction in anxiety.
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They further noted that patients and families had more
frequent questions and required more guidance than
anticipated the first week after discharge. These results
may indicate that this is a period when patients and
families would be more receptive to further instruction.
Tirrell and Hart (1980) evaluated the effect aof an
exercise teaching program on post CABG patients long term
compliance. They found that the in—-hospital post-
operative exercise training program helped less than one-
third of their cardiac bypass patients to maintain long
term compliance with the exercise regimen. Knowledge of
the exercise regimen and the number of barriers toc the
regimen were the two factors that showed the strongest
relationship to compliance levels. Individual perception
aof the efficacy of the exercise treatment was alsc
strongly related to compliance. The researchers suggested
that a program utilizing these three factors might enhance
long-term compliance maintenance. As an example, it was
posited that a comprehensive group exercise program could
decrease barriers to the regimen by providing participants
with a place for exercising and an exercise schedule.
Individualized or group teaching during this contact time
could clarify the exercise protocol and emphasize the
efficacy af the treatment. In particular, it was
suggested that efficacy could be reinforced by sel f-

monitoring weekly progress, by verbal praise and
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encouragement, and/or by vicariously viewing a peer engage

in a similar activity.

Fost-Operative Stressors

Many researchers (cf. Marshall et al., 1986; Nicklin,
19862 have indicated that while in hospital during the
acute phase of an illness, many factors may interfere with
cognitive functioning and thus make retention of
information difficult. Some of the contributing factors
which may interfere with knowledge retention include:
unfamiliar surroundings, technological environments,
hospital routines, medications, lack of trust, rappart,
motivation, physiclogical conditicns, and patient’s other
concerns (Nicklin, 1986; Wenger, 1986).

Gillis (1984) has suggested strategies for reducing
stress which may influence knowledge retenticon, encourage
compliance and foster recovery. Based on the results of
her study, Gillis proposed a family focused program of
care during hospitalization and post discharge. The
purpose of the study was to examine the relationship of a
patient’s subjective stress to that of the spouse’s
subjective stress; to report the major sources of stress
associated with coronary artery bypass surgery and
recovery as described by patients and spouses; and, to
explaore the couple’s social process of recovery as related

to subjective stress.
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The most frequently reported stressor identified by
patients and their spouses was waiting for suwrgery.
Another major stress reported by spouses was their lack of
contrel of events. They often felt cutcomes were
uncontraollable despite their efforts. Both patients and
spouses were distraught when uninformed. Patients wanted
to know when they could go home, exercise, and return to
wark. Spouses wanted to know what they should do when the
patient developed difficulties at home. Additionally,
patients and spouses expressed frustration with the
limited access to health care professiconals.

For patients and spouses, discharge home was a mixed
blessing. Spouses frequently expressed fear and concern
aver the responsibility of caring for their mates. Common
concerns were related to limiting pain, anticipating
needs, preparing new menus, becaming familiar with new
medications and confusion over exercise and "acceptable"
activities.

Additicnally in the Gillis study, patients reparted
experiencing pain, discomfort and fatigue and they
identified the early days of recovery as being both
difficult and frightening. Fatients who found it
difficult or painful to accomplish an activity chosen as
their cwn "test" often became discouraged or depressed.
Some reported their fear that they would never be "normal
again. Others who did succeed in their sel f-imposed

"test" continued to extend themselves in an attempt to



find their actual physical limitaticon. This in itself
lent to increased concerns expressed by their spouse who
believed it was their respansibility to protect the
patient from himself or herself.

Hillis suggested that there seems to be a pattern to
the interaction within couples as they resclve these
conflicts. Patients attempt to test their physical limits
and spouses attempt to accumulate proof that the patient
is no longer fragile. To the spouse the successful
completion of activities constitutes proof of recovery
(e.g., watching the patient cut the grass without the aid
aof nitroglycerin indicated that he or she was "safe" to do
it againd.

A second major source of evidence about recovery is
pravided by the appraisal of a third party, primarily the
physician. Patients and their spouses commonly had no
contact with a health care provider for appraximately six
weeks following discharge from hospital. Couples viewed
this first visit as a milestone. Based on the physicians
appraisal and their first contact with a health care
pravider, they approached this visit with high hopes and
many questicons. Most couples reported great
dissatisfaction with this contact. Gillis (1984) reported
that couples frequently felt that gquestions were not
adequately answered, complaints were minimized as being
"normal", and the amount of time the physician devoted to

them was inadequate.



Gillis' study demonstrated that patients and spouses
reported high levels of marital conflict, dissatisfaction,
and discord during the first six months after surgery.
Many indicated that they were unprepared for these
experiences. Further, they found it difficult to maintain
continuity with a provider who could answer their

questions about recovery.

Cardiac Rehabilitaticon Strategies

Education of patients recavering from CABG surgery is
an important nursing concern. In order to maximally
benefit from myccardial revascularization, reduce
possibilities of further ischemic damage, and promote
effective sel f-care activities it is imperative that
patients understand and follow recommendations for diet,
exercise, medical regimens, as well as other life-style
changes (Marshall, 19835).

Education is one of the most important components of
any cardiac rehabilitation program. Despite varicous
difficulties encountered when trying to teach in a
haospital environment, the health care team attempts to
teach the patient and his or her family about the disease,
the appropriate coping methods, and the importance of
adherence to the prescribed medical regime. For the
patient and the spouse, barriers to learning may include a

noisy hospital enviranment, drug effects, sleep



deprivation, lack of energy, pain, and an inability to
concentrate.

Researchers suggest that many in-hospital education
programs do not consistently increase knowledge (Marshall
et al., 1986; Scalzi et al., 1980). Even in studies that
have shown an increase in knowledge from in-hospital
educaticon programs (Christopherson & Pfeiffer, 1980;
Milazzo, 1980; Mills, Barnes, Rodell, % Terry, 198355
Raleigh, % Odtohan, 1987; Steele % Ruzicki, 1987),
retention of this knowledge is not always maintained in
the convalescent pericd. Researchers have repeatedly
suggested that an increase in knowledge does not
necessarily correlate with an increase in compliance.

Fesearchers have suggested that patients with
increased information abtained through in-hogpital
educaticon programs recover more quickly (Christophersaon %
FPfeiffer, 1980). However, with closer examination aof the
data, the subjects who were discharged earlier were
younger, had the least number of coronary arteries
bypassed, and had a shorter duration of cardiocpulmonary
bypass, thus, making it difficult to distinguish between
the effects of changes in knowledge and the recovery
variables. Naotwithstanding these confounding findings, it
is possible to tentatively extrapolate to the supportive-
educative pragram of the post discharge CARG patient and
hypathesize that increased knowledge and support may

facilitate a faster recovery and rehabilitation.
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Steele and Ruzicki (1987) demonstrated that inpatient
teaching programs can be effective for shart-term
outcomes. In their evaluation of an existing in-haspital
cardiac teaching program, patients readily learned
informatiaon that prepared them to deal with postoperative
experiences (e.g., ambulation, exercise, resumption of
sexual activity and symptoms to report which indicate a
lack af tolerance to such activities). Areas that showed
limited knowledge gain were those which required long-term
behavicral change, such as stress modification and dietary
changes.

Numerous studies report that post CARG patients feel
ill prepared for activities of daily living once
discharged from hospital (RBeckie, 19893 Christopherson &
Ffeiffer, 1980; Marshallet al., 1986; Scalzi et al.,
1980). Irrespective of research findings, an underpinning
principle with respect to patient teaching is that
teaching must be limited to what is possible and
reasonable. As length of stay decreases and patient
acuity increases, what is possible for the staff to teach
during a shorter hospitalization, and what is reasconable
for patients to learn given their acuity, must be
considered (Steele % Ruzicki, 1987).

While the literature supports the need for follow-up
during the convalescence period at home for cardiac
disease patients, a lack of continuity between hospital

and home has been identified. Again, this lack of



continuity may become more pronounced as duration of
hospitalization shortens and patient acuity increases.

Hillis (1984) proposed a strateqy for providing
continuous care incorporating an in—haspital cardiac
rehabilitation program and a follow-up telephone contact
program with patient and spouse to provide an opportunity
to seek information, to obtain validation, or ta
experience catharsis. Telephone contact programs
according to Gillis should be provided by an experienced
cardiac nurse who would be able to follow—-up and tao
reinforce the hospital based cardiac teaching program.
GHillis suggested that early detection of problems could be
achieved by monitoring the patient’s weight, breathing,
symptoms, activity level, and the couples progress in
salving prablems.

To lend support to Gillis'! strategy for praviding
continuous care, Beckie (1983) evaluated a supportive-
educative telephone program implemented during the first €
weeks of the home convalescent period post CARG.  The goal
of the telephone program was to reinforce cognitive and
affective information that patients received during
hospitalization and to supplement information about
specific concerns accompanying the home convalescent
pericd which may not have been covered by the hospital
health care team. Beckie demonstrated an inverse
relationship between knowledoge and anxiety. As

hypothesized, the suppartive-educative telephone program



increased the patients’ knowledge about coronary artery
disease, diet, medications, physical activity
restrictions, exercise, rest and related self-care
measures and subsequently decreased their state anxiety
levels. Although Beckie'’s research found a positive
relationship between patient knowledge and a supportive-
educative telephone contact program, knowledge does not
necessarily equate with an increase in patient compliance.
Garding Kerr and Bay (1988) assessed the impact of a
patient education follow-up by telephone on the knowledge
of the postmyocardial infarction patient. Patients
participated in a telephone teaching program for & to 8
weeks following discharge from hospital. It was
postul ated that a planned program of nursing support would
increase patient knowledge in six content areas. The
program covered physiclogical effects, medications, diet,
exercise, rest and physical activity restrictions.
Significant differences were found in the knowledge level
of the telephone contact group in the areas of disease,
its effects, related sel f-care measures, recommended
exercises, and all teaching areas together. The
researchers suggested that a telephone teaching program
for MI patients € to 8 weeks after hospital discharge
could be effective in increasing knowledge relative to the
disease Although the investigators demonstrated an

increase in knowledge level of the experimental group,
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their study did not show any associated increase of

patient campliance.

Enowledge and Anxiety

Anxiety is a common emcticnal reaction of myccardial
infarct and coracnary artery bypass graft patients. The
cancept of anxiety, as used in a number of cardiac
research studies, is based on work by Spielberger
(Spielberger, Garsuch, % Lushene, 1970). If individuals
perceive a situaticon as threatening, regardless of
objective danger, they will respond with an elevation in
"anxiety state", defined as a complex emoticnal reaction
consisting of subjective feelings of tension,
apprehension, nervousness, and warry. Spielberger
distinguishes between this "transitory" emcticonal state
and a relatively "stable" anxiety proneness called
"anxiety trait" (Spielberger et al., 1970). Fear of death
and perceived threats to financial security, family
integrity, and life-style are predictable reactions that
contribute to the anxiety state of the cardiac patient.

Fsychosocial disability has increasingly been
acknowledged to be a greater barrvier to recovery than the
physiclagical or cardiac impairment in patients with
myccardial infarction (Wiklund % Welin, 1992). Further,
psychological variables such as depression and anxiety
have been found to predict mortality cor morbidity after a

myoccardial infarct (Bohachiak, 1384; Wiklund & Welin,



1992). For some individuals, these psychological
disturbances are particularly persistent over time.

The relaticnship between learning and heightened
anxiety statés in cardiac patients is unclear. Theorists
suggest that the relationship between anxiety and learning
is complex. Mild to moderate anxiety improves the use of
a parson’s capacities and facilitates learning.
Increasingly severe levels of anxiety, however, result in
a reduced perceptual field and the imability to focus
attention. Incidental learning is last and behavicur
becomes oriented toward avoidance. The learner lases the
ability to search far relevant infarmation, analyze,
farmulate meanings, and integrate and retrieve
information.

Many studies have focused on the relaticonship between
knowledge and anxiety. However, the results of these
studies have been contradictory. Far example,
Barborowicz, Nelson, DeBusk, and Haskell (1980) evaluated
the effects of knowledge, anxiety and health related
behavicurs on post CABG patients. Their results revealed
no relationship of anxiety levels to knowledge levels.
Anxiety scores decreased significantly by cne month after
discharge but decreases in anxiety were not related to
patient’s knowledge scores. The researchers suggest that
these results are not surprising since anxiety following
CARG is influenced by a variety of factors in addition to

health knowledge.



A second finding of the study by Barborowicz and her
col leagues revealed that more positive changes in health
behaviours, other than physical activity, were not related
to increases in knowledge. This is similar to the
findings of others that increased health knowledge does
not assure per formances of more health—enhancing
behaviours. While increased health knowledge alone is
frequently insufficient in effecting changes in health
behaviours, it has been shown to be an influential factor
in increasing readiness to undertake recommended health
behaviour .

In the supportive-educative telephone program
implemented by Beckie (1289) the levels of knowledge were
found to be correlated inversely with anxiety. As she
hypothesized, the supportive educative telephone program
increased participants' knowledge about coronary artery
disease and related self-care measures, diet, medications,
physical activity restrictions, exercise, and decreased
their state anxiety levels.

Budan (13983) explored relationships between learning
and selected variables such as anxiety, stress, age and
education. After ewposure to the cardicovascular education
program, patients demonstrated significant increases in
knowledge with an inversely asscciated decrease in
anxiety. Advancing age did not hinder patient’s ability
to learn, but patients with a high school education or

less did not demonstrate statistically significant
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knowledge gains. Budan suggested that cardiac patients
are able to learn in the haospital setting despite the
presumably negative intervening effects of stress and
anviety.

FRaleigh and Odtohan (1987) investigated the effects
af a cardiac teaching program an patient rehabilitation.
Specifically, they asked whether patients with myccardial
infarct who receive structured education learn more and
have better retention than patients who do not participate
in such a program. The researchers also wanted to
determine whether the patients who participated in a
structured learning program were less anxious than non-
participants and whether or not they reported a faster
return to their prehogpitalization activity level. The
study findings suggested that a structured teaching
program is effective in imparting knowledge about heart
disease and its treatment to the experimental group. At
the time of discharge, the anxiety level of the
exper imental group had decreased, while the anxiety level
af the control group increased. At a two month post
discharge home interview, the experimental group had
resumed more of their prehospitalization activities than
had the control group. These findings supported the
researcher’s hypothesis that with lack of information,
patients tend to limit their activities mare than is

medically indicated.



Raleigh and Odtchans’ research findings demonstrates
the effectiveness of a structured education pragram far
patients with myoccardial infarct. The study findings
suggest that a structured health education program for
patients with myccardial infarct may be effective in
reducing anxiety and increasing return to normal activity
levels after discharge from the hospital. The results
suppart the importance aof patient education in influencing

health outcomes for patients.

Canclusion

Faced with complex behaviours which are aoften
resistant to change, cardiac rehabilitation efforts are
anly minimally successful (Fleury, 1921). The conflicting
reports of the relationship between knowledge and anxiety
in the cardiac patient suggests further research is
necessary. Research has identified conditions that may
motivate the patient toward life style change, yet many
individuals remain unmotivated to initiate such changes
after a cardiac event.

The ultimate goal of rehabilitation for any
individual is the maintenance or enhancement of gquality of
life. QBGuality af life involves subjective judgments about
the relative individual or social worth, value, usefulness
ar quality of the lives of individuals. By shifting the
focus from exclusively physiclogical determinants,

patients and health care proaviders can measure the merits



af cardiac rehabilitation through the subjective
indicataors of increased life satisfaction, optimistic
mood, resolution and fortitude and perceived health
status. For this reason, a supportive—educative telephone
follow up program of post CABG patients was conducted to
investigate the relationship of support, knowledge,
anxiety and guality of life. At the cutset, it was
hypothesized that a supportive-educative telephone program
will improve knowledge, lower anxiety, and generally
enhance guality of life in the rehabilitating coronary

artery bypass graft patient and their spouse.



CHAFPTER III

METHOD

Setting

The study was conducted at the Raoyal Jubilee
Hospital, a large urban acute care facility in Victoria,
B.C. The Greater Victoria Hospital Society (GVHS)
provides 1358 beds, 767 of which are acute care. Its
catchment area includes specifically Vancouver Island, the
Gulf Islands and some referrals and emergencies from the
remainder of the Province of British Columbia. Open heart
cardiac services are provided by the Royal Jubilee
Hospital under the auspices of GVHS.

Fatient selection for open heart surgery is provided
by physician referral and a Provincial central registry.
The total number of open heart surgeries performed in 1994
in the Royal Jubilee Haspital was 736. 0f this number,
621 were coronary artery bypass grafts and 115 were
valvular replacement. Approximately 46% (2Z83) of all the
caronary artery bypass graft patients were undergoing a
second or third time re—operative surgery. In 1993, the
average length of stay for the post graft patient was 10
days. Today (1995), the average length of stay for the
post—-op coronary artery bypass graft patient is 7 days
(Statistics and Patient Costing, Royal Jubillee Hospital,

13994).



The setting for the supportive-educative telephone
aspect of the study was the researcher’s and participant’s

haome.

Farticipants

Subjects for the study were recruited fraom the
cardiac rehabilitation ward (4 Center) at the REoyal
Jubilee Haspital. Inclusion criteria included:

1 residency within the greater Victoria area, &) first
time, non-emergent, CABRG surgery, 3) oriented to person,
place, and time and no documented psychiatric history,

4) ability to read, write and speak English, 9) access
to a telephone 6£) willingness to complete post tests at
appraoximately 6 weeks following discharge,

73 relationship with a co-habiting significant support
person.

Demographic information and medical histories were
aobtained by reviewing patients' charts on the ward prior
tao patient contact. Of 47 charts reviewed, 34 patients
met inclusion criteria. Of 34 patients approached toa
participate, six (17.6%) patients were discharged pricor to
campletion of the tests, six (17.6%) patients refused, one
(2.9%) patient was readmitted the evening of discharge
with cardiac tamponade, and one (Z.9%) patient withdrew at
& weeks post intervention. Twenty patients and their
spouses (58.8%) were formally entered into the study.

Fatients and their spouses were assigned equally to an
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experimental or control group. Assignment was on a random
basis.

Participants were recruited into the study through a
staggered entry access. This procedure allowed for
flexibility in accessing potential participants (related
to the number and availability of post CABG patients who
met inclusion criteria), in patients’ and spouses’
willingness to participate, and in the researcher’s
restrictions and capabilities. Prior to completing the
pretest measures, subjects were asked to complete a
demographic information sheet (Appendix A). Subjects were
recruited from November 1, 1994 through to February 4,

1995.

FResearcher

The nature and purpose of the study, demographic
and bicgraphical information and informed consent were
provided to and cbtained from the participants by the
researcher. As well, both pre- and post-measures were
administered by the researcher and all telephone contact,
whether initiated by patient or nurse was fielded by the
researcher. The researcher is a Registered Nurse with a
Baccalaureate degree in Nursing (BSN), a Critical Care
Registered Nurse (CCREM) with a specialty in cardiovascular
nursing, and approximately ten years of cardiac nursing

experience.



Treatment

The treatment used in this study was a suppartive-
educative telephone follow-up program. It was designed to
allow experimental patients and their spouses, regular
pre—arranged telephone access to a cardiac nurse who would
be available to answer their guestions and deal with
ongoing concerns related to their recovery from coronary
artery bypass grafting. The nurse initiated weekly
telephone contact with either the patient and or their
spouse for a period of & weeks. In addition, patients and
spouses were encouraged to contact the nurse at times
cther than those pre—arvanged if they had concerns. The
hours of pager accessibility were from 0800 to 1700 daily,
seven days a week. Farticipants within the control group
had no further contact with the researcher for six weeks.
At six weeks post discharge, telephaone arrangements were
made for post testing.

The specific content of the nurse initiated telephone
contact consisted of questions related to the
participant’s cardiovascular illness, its effect and its
related health care behaviours, diet, activity,
medications, and rest. The content was consistent with
the Fayal Jubilee’s in-hospital program and the
recommendations included in the guidelines entitled
"Moving Right Along After Open Heart Surgery. It was
anticipated that nurse initiated contact would last for

approximately ten to fifteen minutes per call but the



researcher recognized that contact would ultimately be
directed by the needs of the participants.

By means of the weekly contact, the nurse attempted
ta establish a relationship which offered emcticonal
support and allowed for expression of feelings. As it was
recognized that the lack of nonverbal clues might have
reduced the quality of the interaction, the researcher was
particularly attentive to the participants' inflection and
choice of language to assist in assessing the meanings of
the conversation.

The supportive component of the telephone contact was
an important element of the praogram. The participants
were encouraged to express their feelings, prablems, and
concerns.  As well, they were assisted to set realistic
goals and pricrities compatible with their heart disease,
health care beliefs, and lifestyle.

In addition, it was recocgnized that situations could
arise that were beyond the scope of the nurse’s practice
and these situations would be referved to the patient’s
general practitioner or dealt with in consultation with

the participant’s cardiclogist or cardiothoracic surgecon.



INSTRUMENTATION

Twaz instruments were selected to measure the
effectiveness of the supportive-educative telephone
follow-up program. A pretest posttest design was used to
evaluate individual anxiety levels and quality of life
prior to discharge from hospital and at six weeks
following discharge. Anxiety was measured by the State-
Trait Anxiety Inventory (Appendix B) developed by
Spielberger, Gorsuch, Lushene, Vagg and Jacobs (13970). In
addition, the Index of Well-Being, an instrument develcoped
by Campbell, Converse and Rodgers (1976), was used to

determine the patients guality of life.

Spielberger State-Trait Inventory

In the present study, the State-Trait Anxiety
Inventory (8TAI) (Spielberger et al., 1970} was used to
measure participant anxiety. The S8TAI has been used
extensively in research and clinical practice. It has
been widely used in assessing clinical anxiety in medical,
surgical, psychosomatic, and psychiatric patients. The
inventory comprises separate sel f-report scales for
measuring state and trait anxiety. The S-Anxiety scale
(Form Y=1) consists of twenty statements that evaluate how
respondents feel "right now", at this moment. The T-

Anxiety scale (Form Y-2) consists of twenty statements



that assess how people generally feel. Both scales are
reproduced in their entirety in Appendix B.

Each STAI item is given a weighted score of 1 to 4,
Arating of 4 indicates the presence of a high level of
anxiety for ten S-Anxiety items and eleven T-Anxiety items
(Beguy "I feel frightened,” "I feel upset"). A high
rating indicates the absence of anxiety for the remaining
ten S-Anxiety items and nine T—-Anxiety items (e.g., "I
feel calm," "I feel relaxed"). Scores for both the 8-
Anxiety and the T-Anxiety scales can vary from a minimum
of 20 to a maximum of 80. Scores for the S-Anxiety and T-
Anxiety scales are cbtained by adding the weighted scores.

Given the transitory nature of anxiety states,
internal consistency has been used as an index of
reliability. State anxiety alpha-coefficients of .90 have
been reported for samples of students, working adults, and
military recruits (Spielberger et al., 1983). Construct
and concurrent validity have alsc been established by
Spielberger et al. (13983).

The STAI was administered as a pretest, 1 to 2 days
prior to hospital discharge and as a posttest

approximately 7 weeks following hospital discharge.



Index of Well-Reing

The second instrument selected to measure the
effectiveness of the supportive-educative telephone
follow-up program was the Index of Well-Being (Appendix
C). The Index of Well-Being was developed by Campbell,
Converse, and Rodgers (1976) for a nation wide study of
the quality of American life. This quality of life
measure has been used in previous studies of cardiac
patients (Maolzahn, 1991). The Index of Well-Being
consists of eleven items. The first ten items (Index of
General Affect) relate to haow individuals feel about their
present life. These items are measured on a seven point
semantic differential scale, ranging from a low af cne

(completely dissatisfied) to a high of seven (com tel

satisfied). The scale points indicate an endorsement of
the negative or positive side of the scale (BuQay
miserable vs. enjoyable). The last question is a similar
bipolar gquestion relating to overall satisfaction with
life. This question is weighted 1.1 times the other
questions in calculation of the Index of Well-Being.
Scoves can vary from a minimum of 11.1 to a maximum of
77.7. Campbell et al. (1976) determined that the
internal consistency reliability score af the Index was

=



Telephone 1o

In addition to the two sel f-evaluation instruments, a
phone log was developed to categorize freguent questions
or concerns asked by post CABG patients and theilr spouses.
The procedure used to develop the log is described below

as part of pre-treatment activities.

FROCEDURES

Fretreatment Activities

Before conducting the supportive—-educative telephone
program several preliminary activities were completed.
The first step was to field-test procedures that would be
used in the final study and to evaluate the suitability of
the chosen instruments. The field-testing allowed the
researcher to become familiar with the introductory
interview, scheduling of testing, arrangement of telephone
follow-up, and a general fielding of questions and
concerns related to the study. The amount of time
required by the subjects to complete the instruments was
determined and the language and instructions of the
instruments was evaluated. This development stage of fered
the researcher the opportunity to ewperience the program,
the participants, the methodology, and the research
instruments. Data obtained from the two field-test

subjects were not included in the final study.
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A second aspect of field testing was the development
of a phone leog. The development of a phone log, as a
warking tool, was necessary to categorize questions ar
concerns asked by post CABG patients and their spouses.
An information sheet about the nature and purpose of the
study and a request for assistance in developing the log
was distributed to the nursing staff on the surgical
cardiac rehabilitation ward (4 Center). The preliminary
draft for the phone log was left at the nursing station,
along with a request for comments and feedback. After
abtaining feedback from the ward nursing staff, the final
version of the log was developed. In its final form, the
phone lag was the result of the extant research
literature, clinical expertise of the researcher and the
assistance of the post cardiac surgery ward nurses. Once
the study was in progress, the log was maodified on the
basis of participant calls.

Cardioclogists and cardicthoracic surgeons were
informed by letter and or verbally of their patients?
patential participation within the study. Prior to the
onset of the study, all cardiclogists and cardicthoracic
surgeons within the Foyal Jubilee Hospital received an
explanatory letter about the research (Appendix D).
Explanatory letters were sent to the cardiac specialists
as they would remain directly responsible for the ongoing
care of their patients. As well, letters of explanaticon

were sent to the Medical Advisory Committee Chairman ,
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Vice FPresident FPatient Care, Assistant Vice President
Fatient Care, Nurse Manager (CVU/4C), and Clinical Teacher
Surgical Cardiclagy.

Following appraoval from the Greater Victoria Hospital
Society Research Review and Ethical Appraval Committee,
Committee on Research and Other Activities Inveolving Human
Subjects at the University of Victoria, and cardiclogists
and cardiothaoracic surgeons at the Royal Jubilee Hospital,
the study was initiated.

Once inclusion criteria were met, the potential
participants were interviewed on the ward by the primary
researcher. Interviews were conducted cne to two days
prior to discharge. A general explanation as to the
nature and purpose of the study was given. Patential
participants were told the purpose was to investigate the
effects of a post discharge & week faollow-up telephane
program on recovery from CARG surgery, and, that the
results of this study would provide nurses with a better
understanding of how to help patients and significant
others cope with recovering from CABG surgery at home.
Evplanation of the study was given at the bedside which
required approximately 10 minutes. Predischarge, prior to
campletion of the psychological instruments, participants
were assigned randomly to either control or experimental
groups. After group assignment and prior to discharge,
patients and spouses signed a letter of consent (Appendix

E) and completed a demographic profile (Appendix A) alaong



with the two psychological sel f-evaluation gquestionnaires
(Appendix B & C)., QGuestionnaires were completed
simultanscusly by patient and spouse. Given the numerous
interruptions of a hospital environment, participants
typically required appraximately 30 to 40 minutes to
complete the questiconnaires.

Following completion of the instruments, a
prearranged telephone contact time for the first week
following discharge was established. Telephons contact
was organized for only those participants within the
experimental group. This prearranged contact time was
nurse initiated and was formatted to address common
concerns of post-operative CABG rehabilitation in both
patient and spouse. Subsequent nurse initiated contact
times were negotiated on a weekly basis. In addition, the
participants were given the pager number of the cardiac
nurse with whom they could initiate contact if required.
Farticipants were encouraged to telephone the nurse as a
means of providing follow-up care post CABG. Questions
related to medications, diet, exercise, rest, physical
activity restrictions, and the physiclaogical and
psychalogical effects of recovery from CABG were provided.
The hours of pager accessibility were from 0800 inclusive
to 1700, seven dayvs a week.

Office telephone numbers of the patients
cardiclogist, cardiovascular surgecn, and general

practitioner were provided to all participants prior to



43

discharge home. A tentative appointment was made for the
six week, at home, follow-up and readministration of the

measurement instruments.

Treatment Activities

Data collection started November 1, 1994 and was
completed March 17, 1995. For the participants in the
experimental group of the research study, telephone
contact was made on a weekly basis for a duration of six
weeks following hospital discharge. If participants were
not available at the prearranged time the researcher
attempted to cantact them later in the same day. Weekly
contact was made with all experimental patients, contact
was not consistently made on a weekly basis with
experimental spouses.

Following discharge from hospital and completion of
the pretests, the contral group participants had no
further contact with the researcher for six weeks. After
the six week duration telephone contact was made and

arrangements for post testing were finalized.
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CHAPTER IV

RESULTS

The results of this study are discussed in five
sections. In the first section descriptive statistics are
reported for the sample. In the second and third section
pretest and posttest comparisons between groups are
reported for the Spielberger State-Trait Anxiety Inventory
(STAI)» and the Index of Well-Being (IWR). In the fourth
section a description of the results ocbtained from
telephone interviews are reported and in the final section

post discharge complications are discussed briefly.

Characteristics of FParticipants

The overall sample consisted of 40 participants, 20
patients and their spouses, assigned randomly to a control
ar experimental group. All 20 patients were married males
between the ages of 45 to B4 with a mean age of 61.7 years
(8D = 9.63). The mean ages for the experimental and

contral patient groups were 61.8 (8D = 9.6) and €1.6 (8D =

10.9) years, respectively. The age of spouses ranged from
37 to 81 with a mean age of 58.6 years. The mean age for
the experimental and control spousal populatiaon was 7.2
(8D = 11.1) and 359.9 (8D = 9.73) years, respectively.

Thirty five percent of the patient sample was retired, 60%



of the retirees fell within the experimental group, 40%
within the control group.

The average length of hospital stay for all
participants was 6.7 days. For the experimental and
control group the mean length of stay was 7.1 (8D = 1.5
and 6.3 (8D = 1.16) days, respectively. The average
number of coronary artery bypass grafts for all
participants was 3.5. Fuor the experimental and contral
aroups, the mean number of grafts was 3.9 (8D = 1.1) and
3.1 (gD = 1.13, respectively.

Inspection of group means across the demographic
variables suggests that experimental and control groups
were equivalent. There were no statistically significant
differences between groups on number of corconary artery

bypass grafts, length of hospital stay, patient age or

spousal age.

Group Compariscons

State-Trait Anxiety Inventory: Analysis of

covariance (ANCOVAY was computed to examine group
differences for patients on the 8TAI. Pretest scores were
used as cavariates. Checks on the assumptions of linearity
and homogeneity of regression slopes indicated that all
assumptions were met.

The ANCOVA on patient state anxiety did not detect
differences at posttest between experimental and cantrol

groups (F (1,172 = .28 p » .085). Similar results were
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cbtained in comparisons an patient trait anxiety (£ (1,170
= LOZ; p o » 051, Table 1 includes means and standard
deviations for these comparisons.

The assumpticn of homogeneity of regression slope was
not met when conducting an ANCOVA on spousal state
anxiety; therefore, two t-~tests were computed on pretest
and posttest anxiety scores. Mo differences were detected
at pretest (¢ = .48, df = 18, p *» .03) or at posttest (t =
03, df = 18, p » .05). Table 2 contains means and
standard deviations for these comparisons.

At ANCOVA contrasting spousal trait anxiety reflected
no statistically significant differences between groups (F
€1,17) = 3.2; p * .083). Table 2 contains the means and
standard deviations for the experimental and contral
aroups.

A correlation matrix between spousal and patient
anxiety across groups was also computed. These
correlations are reported in Table 3. All correlations

were small and statistically nonsignificant (p > .035).
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TABRLE 1

Means and Standard Deviaticons for Fatient Group

on FPretest-Posttest S5TAI

Experimental Fatients Control Patients
tn = 103 (n = 102
Measures ] 8D M sD
Fretest State 7.7 7.8 36.5 11.2
Fosttest Btate 35.4 10.0 AP 10.6
Fretest Trait < Er G.9 B9 10.9

Posttest Trait 31.9 L7 35.4 10.2
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TABLE 2

Means and Standard Deviaticns for Spousal Group on

Fretest—-Posttest S5TAI

Experimental Spouse Control Spouse
(n=10) (n=10)
Measures ™M sD ) sSD
Fretest State 39.8 15.4 36.3 1.3
FPosttest State 32.49 10.7 33.1 12.5
Fretest Trait b 1 B 10,2 35.8 12.0

Posttest Trait 22.4 10.6 e 7 14.4




TABLE &

Correlations Between Fatient and Spousal Anxiety

Variable Pretest Fosttest
State =123 . 228
Trait «213 . 239

Note. All correlations are nonsignificant (p > .03



INDEX OF WELL~-BEING. Analysis of covariance (ANCOVA)
was computed to examine group differences for patients on
the IWRB . Pretest scores were used as covariates. Checks
on the assumptions of linearity and homogeneity of
regression slopes indicated that all assumptions were met.

The ANCOVA on patients’ Index of Well-Being did not
detect differences at posttest between experimental and
contral groups (F (1,16) = .240, p » .05)., Table 4
displays means and standard deviations for these
compar isons.

An ANCOVA cantrasting spousal Index of Well-Being
reflected no statistically significant differences between
groups (F (1,16) = .376, p > .05). Table S displays the
means and standard deviations for the experimental and
control groups.

Correlations were computed between spouses’ and
patients’ Index of Well-Being at pretest and posttest.
There was no significant correlation at pretest (r = ,129,
p *» .03). At posttest, however, a significant carrelation

was obtained (y = .458, p » .05).



TABLE 4

Means and Standard Deviations for FPatient Group on Pretest

and Posttest Index of Well-Being

Experimental Patients Control Patients

tn = 10) tn = 10D
Measures M =10 M SD
Fretest IWR 63.4 S8 a98.7 12,3

FPosttest IWR 62.6 10.4 &4, 4 10.7




TABLE 5

Means and Standard Deviations for Spousal Group on Pretest

and FPosttest Index of Well-Being

Experimental SBpouse Control Spouse
(n = 102 tn = 10
Measures M =30 ] SD
Fretest ITWR 7L.7 a3 &0.7 1.7

Posttest IWR 61.0 11.4 56.3 17.6
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QUALITATIVE RESULTS: The focus of treatment was a
supportive-educative telephone follow-up program. During
the period of NMovember 17, 1994 to February 4, 1993, the
total number of telephone interactions was 74.

Frearranged weekly contact of one call per patient
and or spouses was responsible for 60 of the 62 nurse
initiated calls. Two additiocnal calls were made to
follow—up & specific patient experiencing angina-like
chest pain and to update the patient’s spouse on her
husband’s progress in hospital following his recent MI.

The total number of patient or spouse initiated
telephone calls was 12. The majority (8) aof calls to the
nurse were made during the first two weeks after
participants’ haspital discharge; 6 were made in the first
week., Thirty-three percent of participant calls were made
by the patient’s spouse. Table & shows the distribution

of the participant calls over time.



TABLE 6

TIME INTERVAL BETWEEN DISCHARGE AND PATIENT CALL

S

After discharge No. aof calls Z

Q 7 days & S0.0
a8 14 days 2 16.6
15 21 days 0 o
22 28 days 2 16.6
29 35 days i .38
36 42 days 1 8.3
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0f the 12 patient or spouse initiated calls, S04 were
related to chest pain. The remaining calls, equally
distributed at 25% each, were related to arrythmias and
medicaticrns. Table 7 contains the categories of concerns
as presented by patient or spouse.

Of the &2 nurse initiated telephone calls, numerous
individuals presented more than one cancern, resulting in
a total of 104 concerns for which advice or suppart was
given. The data revealed that 37% of the concerns were
cardicpulmonary in nature. Cancerns related to
medications (32.2%) resulted in the second largest
category. Incisions, including chest incision, leg
incision, and chest tube sites resulted in 24.1% of the
participants concerns. Table 8 contains a summary of the
categories of concerns as presented via nurse initiated
telephone calls. It should be noted that since 104
concerns were presented by 62 calls, the totals of each
category were calculated as a percentage of 6€2. Thus,

multiple concerns were present in numercus calls.



TABLE 7

CATEGORIES OF CONCERNS DURING FATIENT OR

SFOUSE INITIATED

CALLS
Concerns n %
Chest pain & S0
Arrythmia 3 25
Medications 3 25

Note:

Total number
was 12.

of patient or spouse

initiated calls



TARLE &
CATEGORIES OF CONCERNS DURING NURSE INITIATED TELEPHONE
CALLS
Concerns n %

Cardicpulmonary

Chest / arm pain 10 16.1

Arrhythmias 9 14.5

Shartness of breath 4 6.
Subtotal 23 37.0
Medication 20 32.2
Incision

Leg incision g 14.5

Chest incision 4 6.4

Chest tube sites = Sl

Subtotal 15 24,1
Peychological

Fear 5 8.0

Depression E 6.4

Anger 3 4.8

Subtotal 12 19.3
Activity

Activity tolerance & 9.6

Rest / Sleep ) 8.0

Subtotal 11 b s

Gastrointestinal

Diet B 6.
Constipation, diarrhea 3 4.8
Subtotal 7 11.2
Leg (sore, swollen, tensors) 5 8.0
Miscellaneous
Musculoskeletal & 3.6
Community Eesources Z 3.2
Other b o s
Temperature 1 1.6
Subtotal 11 17+7

Note: Total number of nurse initiated calls (N) was 62,




All advice given to the various callers by the nurse
was hased on her assessment and Jjudgment of the problem.
Frequently, two or more items of advice were given to the
patient or spouse for each problem. For example, Mr.
Smith presented a cancern about his "angina like" chest
and arm discamfort. After questioning by the nurse, it
was apparent that the patient’s chest discomfort was
precipitated by activity and relieved by rest. Mr. Smith
was instructed to use his nitroglycerine if his chest pain
should reccecur and to contact his family doctor or present
to the emergency department.

In another situation, Mr. Jones verbalized concerns
that his leg incision was still ocozing serous drainage.

He had been discharged 4 days before the call. It was
noted that the oozing was no worse since discharge from
hospital and he was asymptomatic for signs and symptoms of
infection. Mr. Jones was given advice on care of his leg
incision, including warm saline compress, 20 minutes four
times a day, betadine applied to the incision line and a
dry dressing to cover. As well, he was reminded to keep
legs elevated when sitting in a chair and to continue to
use his tensor stockings.

In ancther situaticon, a participant telephoned
complaining of a "fast heart rate" and wanted to know if
he should take an extra digoxin., 0On gquestioning the

patient, it was determined that his heart rate was not
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averly fast (i.e., 94 beats per minute and regular), he
had Jjust come in from his walk, his resting heart rate was
narmally 70 beats per minute (BFM) and there was no
shortness of breath assocciated with this increased rate.
He was instructed not to take an extra digoxin and that
doing so could potentially be harmful. Information was
given regarding the normal response of the heart to
increased physiclogical demand and if post activity heart

rate was greater that 20 BFM to reduce activity.

Postdischarge Complications

The experimental and control aroups differed
significantly in the incidence of rehaospitalization. Five
exper imental group (50%4) participants were rehospitalized.
One patient was readmitted twenty-four days postdischarge
with a small (i.e., creatinine phosphokinase, CFK 480)
myccardial infarct (i.e., cccluded graft with an
unsuccessful percutanecus transluminal coronary
angioplasty, FTCA). One patient was readmitted ten days
postdischarge with rapid atrial fibrillation which
required cardioversion and a medication change. One
patient experienced angina-like chest pain and presented
to the Emergency Department. Following readmission,
serial CFK bloodwork was drawn and a treadmill was
per formed, both were found to be negative. The fourth
patient was admitted with an elevated white blood count

and flu—like symptoms, he was treated with antibiotics and
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discharged fraom hospital the following day. Unrelated to
cardicopulmonary concerns, the fifth experimental patient
to be rehospitalized was due to an insulin overdose.

The rehospitalization rate was markedly different in
the control group. On review of the control subjects
charts, only one subject (10%) was readmitted to hospital

for epigastric pain and was discharged the fallowing day.
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CHAFTER V

GENERAL DISCUSSION

In this chapter the substantive findings of the
present study will be discussed in relation to prior
research on supportive educative telephone follow-up
programs for post CABRG patients in general. In the second
secticon the results of the Spielberger State-Trait Anxiety
Inventary and the Index of Well-Being are discussed. The
results of the instruments are examined in light of
limitaticons of the investigation. The third section
provides a discussion of the qualitative data and draws
racommendations for nursing practice in relation to
rehabilitative care within the environs of the hospital
and at home. In consideration of the limitations of the
current study, the final section concludes with
suggestions for future directions in nursing research of
telephone fallow-up programs for cardiac patients.

Several studies found in-haspital cardiovascular
patient education programs effective in reducing patient
anxiety (Barborowicz et al., 1380; Budan, 1983). However,
acther research results have found education programs
ineffective in reducing patient anxiety (Christopherson &

Pfeiffer, 1980; Raleigh % Odtohan, 1287).



In keeping with the above conflicting findings, the
present study’s results are substantially different from
those of Beckie ¢1989). In Beckie's study, experimental
subjects demonstrated lower state anxiety scores than the
contraol subjects following a & week telephone intervention
pYagy am. In the present study, no statistically
significant differences were found between the
experimental and control groups. The following discussion
explores possible reasons for the difference in findings.

The information component of the telephone program
may have been expected to reduce anxiety. As earlier
alluded ta, the research is conflicting with respect to
knowledge and anxiety levels (c.f., Barborowicz et al.,
1980; Budan, 1983; Christopherson % FPfeiffer, 1980;
Faleigh % Odtohan, 1987). Beckie (1989) reported a
statistically significant inverse relationship between
participant’s knowledge and anxiety levels. However, as
Beckie used a posttest-only design, her claim of increased
knowledge levels fallowing telephone intervention has
limited merit.

Other aspects of the program, such as the available
psychological support might have been expected to reduce
some anxiety. However, patients in the experimental group
experienced significantly higher morbidity consequently a
reduction in anxiety in this group may have praoven to be
more challenging. In other words, patients in the

experimental group experienced substantially more anxiety



provoking events, thus, making state anxiety more
resistant to change. The control group, in contrast,
experienced a more stable postoperative recovery.

In addition, the sample size of each group is small
tn = 103. Finding statistically significant differences
with small sample size is difficult as the statistical
power of tests is reduced. In contrast, Beckie’s study
had 37 participants in each group. Sample size is an
important consideration in the interpretation of results
for this study’s instruments (i.e., STAI and the Index af
Well—-Being).

Some researchers (Christopherson & Pfeiffer, 1980)
suggest that completing a lengthy pretest is difficult the
first week after CARG because patients often have poor
concentration and memory deficits. It has been suggested
that cognitive function aof post CABRG patients has
decreased. It is likely that the physical enviranment of
the hospital further influences the patients ability to
complete tests and questionnaires. At the time of
discharge patients and spouses are typically bombarded
with information and instructions. Frequently, the ward
itself is active with numerous intervuptions and at times
crisis. Raleigh and Odtohan (1987) have suggested that
the patient’s ability to integrate information with all
the extranecus variables present may well be limited, and
thus, have a negative impact on testing. Accordingly, in

the present study, pretesting may have been negatively
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influenced by environmental and psychological factors.
Beckie's study which utilized a posttest-only contraol
group design circumvented these variables.

Az earlier outlined, there were significant
differences in rehaospitalization between the experimental
and the control group. In Beckie's (1989) study only two
(5.4%) of the experimental subjects were rehospitalized.
The two participants were hospitalized for ulnar nerve
compression and mild pulmonary edema, respectively.
However, nine control participants (24.3%) were
rehospitalized during their convalescent periocd. Five
control subjects were unable to diagnose their chest pain,
two required medication adjustments, and two were
investigated for shortness of breath later diagnosed as
anxiety. Beckie’s findings displayed significantly higher
state anxiety scores for the control group as compared to
the experimental group, prabably as a result of the
increased hospitalization.

In contrast, in this study, the rate of
rehospitalization was reversed far the groups. Fifty
percent (n = ) of experimental subjects were
rehospitalized as compared to 10% (n = 1) of the contral
subjects. It is unlikely that the telephone intervention
had a negative effect on state anxiety levels; differences
in the rates of rehopitalization may, however, account for

the lack of group differences in anxiety.



For the patient, anxiety may not have been asscciated
with group assignment but rather, anxiety may have been
associated with morbidity. In the current study, it was
the experimental patients and not the contral patients who
experienced higher morbidity. Therefore, it may be
reasonable to suggest that there is a stronger
relationship between morbidity and anxiety than between
anxiety and participation in a telephone support program.
In other words, as morbidity increases so does anxiety.

Anxiety is likely influenced by a variety of factaors.
FPerhaps, as individuals perceive events (i.e. morbidity)
as uncontrollable, levels of anxiety increase.
Irrespective of group assignment or intervention, it is
the individual’s perception and interpretation of events
that drives levels of anxiety.

Although findings for the spousal groups are not
statistically significant, there appears to be a trend of
less anxiety post telephone intervention for the
experimental spouses. Raleigh and Odtohan’s (1387)
research findings suggest that the wife usually is eager
to care for her husband coarrectly, however, they further
sugaest that lack of information makes this a stressful
experience. That the supportive-educative telephone
program displayed a trend in lowering spousal anxiety may
raflect the combination of supportive interaction with the

cardiac nurse, meaningful and timely content and a progy am
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tailored to meet the unique needs and individual concerns

of the spouse.

Index of Well-Being

The second instrument used in the current research
was the Index of Well-Being. Well-being was not
statistically different between the groups. Although
findings for the patient’s guality of life was not
statistically significant, the data sugaested a trend in
an enhanced quality of life for the contral subjects. As
earlier proposed, the increased morbidity experienced by
the experimental patients may have made their percepticon
aof guality aof life more resistant to change. In contrast,
the control patients experienced a more stable
postoperative recovery and displayed a trend in enhanced
quality of life. Spousal quality of life did not appear
to be affected by the experimental intervention.

The present study was similar to that of Gillis
1993 in a serial measurement of quality of life. Gillis
measured guality of life of post CABRG patients at 4, 12
and Z4 weeks during a telephone contact periocd. Gillis
€19393) reports that at 4 weeks the gquality of life of the
control group was substantially (10%4) below that of the
experimental group. Ry 12 weeks, the contral group had
caught up with the experimental group (1% higher at 12
weeks and 3% higher at 24 weeks). Both groups showed

improvement with time. Ouality of life measure in this
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research was taken at 7 weeks post discharge. Ferhaps, in
the current research as with Gillis et al’s (1993), the
duration of time resulted in both groups being equivalent

in quality of life measures.

Qualitative Findings

The gqualitative findings are particularly useful in
tailoring in-haospital and postdischarge programs. In this
secticn, the nature and incidence of patient and spousal
concerns are presented and implications for practice
provided.

In the current study, the majority (E6.6%4) of calls
to the nurse were made during the first two weeks after
participants’ haospital discharge, S04 of which were within
the first week. These findings are similar to those
reported by Nicklin (1986) in her study of postdischarge
concerns of cardiac patients as presented via a telephone
callback system. Nicklin reported that 854 of all the
concerns arcse within the first 2 weeks after discharge,
40% of which were within the first week. Nicklin further
raporited that nearly one-third (21.3%) aof the calls were
related to cardiocpulmonary concerns; 20% of calls were
related to medications and 10% of calls were related to
arrythmias. Closely aligned to NMicklin’s study, in the
current research, S04 of patient initiated calls were
cardiopulmonary in nature, 254 of calls were related to

medications, and 284 of calls were related to arrythmias.
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A substantial portion (43.6%) of the calle in
MNicklin's (1986) study were assessed by the nursing
researcher as significant enocugh to necessitate directing
the patient to an emergency department or to contact his
ar her doctor. Approximately, 24% of Nicklin’s patients
were advised to go to an emergency department and another
0% were directed to contact their family doctor or
cardiac physician, however, in this research, only 16.6%
of patient initiated calls were advised to contact their
family doctor. Although no patients were directed to an
emergency department, it should be noted that the
exper imental subjects experienced significant morbidity.
In this research, subjects who presented to an emergency
department, presented without pricor nursing contact. It
appears, based on these results, that patients or spouses
saught advice or medical intervention at the appropriate
time. As Nicklin (1986) suggested, this finding may
indicate that predischarge information eguipped patients
and spouses with some decision making ability to assess a
problem and thus to seek the assistance of a health
prafessional.

In this study, on examination of concerns during
nurse initiated telephone contact, the trend was similar
to Nicklin’s reports. Thirty seven percent of nurse
initiated calls expressed concerns that were
cardiovascular in nature. Thirty two percent of concerns

were related tao medications and Z9.1% of concerns were



related incisions. Micklin €1398&) reports 18.8% of call
back concerns were related to incisions.

Not reported by Nicklin (1986), but of significance
in the current research, is the number of psychological
concerns (19.3%4) expressed during the nurse initiated
contact. In the present study, participant’s reparted
feelings of sadness and depression. One participant in
particular, reported crying when he viewed animal
commercials. He expressed concerns that he was "not sure
what was happening to him" but was relieved that "someone
out there understands.” In addition, spouses would report
that their husband’'s "were down in the dumps." One
participant frequently used the expression that his days
fluctuated between "diamonds and stones.”

Although not always explicitly expressed, there was
frequently an undertone of fear or worry for many of the
participants. Even desgspite the "normal" worries and fears
of the convalescing post CABG patient and spouse, the
incidence of high morbidity in the experimental group
would understandibly escalate those fears.

Jenkins et al. (1983) report that in the early
postoperative phase of recovery, 40% of participants
reported feelings of sadness, depression or crying, and
28% of patients reported feelings of anxiety, warry or
fear. Research supports the suggesticon that cardiac

events have a power ful impact on the psychological and



70

emational well-being of the patient and their family
(Bluementhal, 1985; Gillis, 1984; Jenkins et al., 1983).

Rased on the similarity of results of previously
published research, some recommendations for nursing
practice for post CABS patients and families can be
suggested. Since a large majarity (66.6%) of the concerns
arcse within the first two weeks at home, some of these
potential postdischarge problems should be emphasized in
the predischarge teaching. Although in-heospital cardiac
teaching proarams address common concerns of patients and
families, evidently, as supported by the research, once
the patient is discharged, these concerns resurface.
Withdrawal aof existing predischarge cardiac teaching
programs would not be prudent, but perhaps, "emphasis" of
common problems will help mitigate these post discharge
CONCEYNS.

Consistently in the studies reviewed, cardiopulmonary
concerns were paramount. Emphasizing the distinguishing
characteristics between postoperative sternal discomfort
and angina-like symptoms may assist patients assess the
problem, equip them with some decision—-making ability, and
determine an appropriate sclution. Arrythmias and
medications were the second largest category in patient
initiated calls. Pricr to discharge, individuals should
be advised about the management of an irrvegular heart

rate.
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Concerns regarding medication were guite varied.
Pricor to discharge, written and verbal informaticon should
be given based on the individual'’s prescription.
Recognizing that offering infarmation does not necessarily
result in patients understanding or compliance, other
suggestions for medication information may be necessary.
The community pharmacist is a valuable resource and
questions related to medications may be addressed to them.
Information would be provided at a time when the patient
is ready and able to learn.

Activity, rest and sleep concerns were raised in
17.7% of the nurse intitiated calls. In most cases,
symptomatic advice was given, and patients were advised to
contact their doctor if the problem persisted.
Gastrointestinal disturbances resulted in 11.2% of
concerns It would be appropriate to discuss methods of
dealing with these problems at the predischarge bedside
teaching class.

Not all problems can be anticipated before discharge.
There are significant differences in learning needs
between the ocutpatient and the inpatient phases of
recavery. Fardy, Bennett, Reitz % Williams (1980, cited
in Nicklin, 1986) support the need for postdischarge
education: "Some information will not be retained after
discharge because of the high anxiety levels coupled with
the tremendous amount of new infarmation given tao the

patient during hospitalization,” and "reinforcement and



follow-up are important to continued motivation! (pp.271).
The qualitative results in this study support this
suggestion, that the learning needs of the patient should
be considered as well as the stage of rehabilitation.
Given these considerations, information becomes useful and

meaningful .

Implications For Future FEesearch

Based on the findings of this study, several
implications and recommendaticons for nursing practice and
research can be generated. This study should be
replicated with minor alterations. Similarly designed
studies have shown statistically significant results;
perhaps, in part, due to larger sample size. Future
studies should be designed with less restrictive inclusion
criteria. Freqgquently (46% of all patients within GVHS)
today, patients are receiving their second or third time
re-~cperative surgery. The current study along with others
(Beckie, 1989; Gillis et al., 1987) restricted subject
participation because of re-operative surgery.
Restrictions based on re-operative surgery significantly
limits generalizability.

In this study, patients and spouses whom received
telephane follow-up following CABG surgery did not show
any statistically significant differences from the cantraol
group when tested for anxiety and quality of life. These

results may have been influenced by high morbidity of the
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evperimental subjects and small sample size. Duration of
intervention, may be ancther coansideraticon for the lack of
statistically significant results. Given that the
intervention lasted only & weeks, and the experimental
participants experienced significant morbidity within that
time frame, the intervention may not have been long enough
to display any measurable differences, perhaps too, the
strength of the intervention was not sufficient to warrant
changes in anxiety or quality of life. In any case, given
the results of this study, the question was not answered
completely: Is supportive telephone follow—up for post
CARE patients and spouses effective in reducing state
anxiety and enhancing quality of life?

Although this study is limited by small sample size
and restricted by generalizability, the gualitative
results indicated some of the patient-spouse concerns that
arise after discharge. The richness of the telephone
interactions may suggest a qualitative approach for future
follow-up studies. The gualitative data supports the need
for a method of follow-up after discharge. Some of the
concerns can be anticipated and coping strategies provided
in advance. 0Others cannot be foreseen. After discharge,
alternative ways for the patient and spouse to obtain
advice and support are essential to ensure that the
quality aof care received while in the haospital is not
negated by the inappropriate management of problems after

discharge. Despite the lack of statistically significant
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results, participants frequently voiced relief and comford
that they had somecne to share their worries and cancerns
with. They supressed the viewpoint that the information
given to them was helpful and timely. Farticipants felt
that contact with a cardiac nurse following discharge,
assisted them to a better understanding of the disease
process, allowed them to develop some degree of acceptance
of the disease process, and encouraged them to gain
independence aon the road to recovery. It is in these
implicit gualities that the strength of this intervention
lies. Participants enacted contral over their lives by
directing their own learning needs, this in turn, enhanced
their sense of being empowersed. Through the telephone
interactions they expressed the viewpoint that they felt
better informed and therefore made better decisions.
Ultimately, it is this that the health care provider in
participation with the patient strive for.

Keeping in mind the limitations of this study, but
alsa the findings of previous research, it is suggested
that nurses continue to develop and refine teaching and
suppaort programs for patients and spouses following

coronary artery bypass grafting.
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Appendix A
Inclusion Criteria

1) Do you live within Greater Victoria® Yes ¢ 03 Noo £00)

{2y Do you have access to a telephone within your home?
Yes ( 3 No ¢ b

(32 Are you willing to complete 2 gquestiocnnaires within
your home at approximately € weeks following
discharge? Yes ( ) No € )

(4) Do you have a spouse? Yes () No 0

(5) Was this your first time non-emergency CABG surgery™
Yes ¢ 3 Nao €D
£33 Are you able to read, write and speak English?

Yes ¢ ) Na € )
(6 Oriented to person, place, time and no documented
psychiatric history®™ Yes ( 3 Na ¢ 3

BIOGRAPHICAL DEMOGRAFPHIC INFORMATION

Name : Gender: ™M c »F ¢ )]
Address:
Ages
Phone: Marital Status:
Level of Educatiaon: Income:

some high school less than $20,000/yr.
completicn Gr. 12 $21,000 - $40,000/yr.
some University/college . $41,000 - $60,000/vr.
undergraduate degree $61, 000 - 480,000/ /yr.

agraduate degree 80, 000, +
Cardiologist: Surgeon
= 8 = Meds @ discharge:
Date of Surgery: Date of Discharge:
Previous MI: Ht = Wtz
Attendance of in—haspital rehab programs.
physic:
dietary:
video: tplease identifyl

bedside nurse instruction & teaching:
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AFPFENDIX B

Spielberger State~Trait Anxiety Inventory Scale
(5TAI Y-12

Example:

The S—Anxiety scale consists of twenty statements that
evaluate how respondents feel "right now, at this moment.”

1 = NOT AT ALL

2 = SOMEWHAT

3 = MODERATELY 50

4 = VERY MUCH S0
A. I fTeel At BASE c.wwnsunvansonenanmnnnnsnan i 2 3 4
B. I TEEL UPERY & weamows o o e 8 8 SeeR § e esese v ¥ 2 EF 4
C. I am tense ....nana ¢ W TR R R e 3 & 3 4
D. I gm Fadbhery §aoasiisdaans 7 saimiang 5 naeims » 1 2 3 4



AFFENDIX E

g1

Spielberger State-Trait Anxiety Inventory Beoale
(B5TALI Y-22

Example:

The T—Anxiety scale consists of twenty
assess how respondents feel "generally”

NOT AT ALL
SOMEWHAT
MODERATELY &0
VERY MUCH SO0

£ Wk
i

i

A. I am a steady person ....
E. I lack self-confidence ..
G I make decisicns easily .

D. I feel inadequate .....u.

R I I I I A A

statements that

w1 2 3 4



APFENDIX

INDEX OF WELL-BEING

Here are some words and phrases which we would like you to
use to describe how you feel about your present life. For
example, if youw think your present life is very "boring”
put an X in the box right next to the word "boring”. If
you think it is very "interesting", put an X in the baox
right next to the word "interesting". If you think it is
somewhere in between, put an X where you think it belongs.
Fut an X in one baox on every line.

Boring Interesting
Enjoyable Miserable
Easy Hard

Useless Worthwhile
Friendly Lonely

Full Empty
Discouraging Hopeful
Tied down Free
Disappointing __ Rewarding
Brings out the Dogsn’t give
best in me me much chance

How satisfied are you with your life as a whole these
days?

Mot at all
satisfied Very satisfied

Source:  Campbell, Converse, and Rodgers, 1376,
pe. S0, p. 328.



Appendix D

Judy MNevett

1172 Schram Drive,
Victoria, RBR.C.

VaF 2kl

TO: CARDIOLOGISTS AND CARDIOVASCULAR SURGEONS

RE: ROYAL JURILEE COMPARISON STUDY ON A SUPFORTIVE
EDUCATIVE TELEFHONE FOLLOW-UFP PROGRAM FOR FOST
ARTERY RBYPASS SURGERY FATIENTS.

INVESTIGATOR: J. Nevett

PURFOSE: To investigate the use of a telephone program as
a method of decreasing the level of the patient and their
spouses anxiety and enhancing quality of life during the
first 6 weeks following coronary artery bypass surgery.

It is expected that the results of this study will provide
nurees with a better understanding of how to help patient
and spouses cope with recovering from coronary artery
bypass suwgery at home.

FROCEDURE: Post CABRG patients will participate in the
existing cardiac rehabilitation program offered within
FEJH. Fatients and their spouses will be randomly assigned
to an experimental (telephone contact group) or a cantral
group. Frior to discharge, both groups will be pretested
on psychological and emotional measures.

Following discharge, the intervention group will have
a mutually arrvanged, weekly telephone contact with a
cardiology nurse. Additionally, the intervention group
will have the option of initiating telephone contact with
the nurse to address any questions or concerns regarding
their convalescence during the 6 week study pericd. The
control group will not have any telephone contact with the
MUY SE .



&4

After completion of the intervention phase, both
groups will be posttested on the same measures. It is
hypothesized that those patients with telephone access to
a cardiclogy nurse will ewperience less anxiety, have a
better understanding of their illness and its treatment
regimens, and an enhanced quality of life.

STUDY DURATION AND FPATIENT ENROLLMENT: There will be a
maximum number of 30 post CABG patients recruited from the
Foyal Jubilee’s open heart program. The study is expected
to start in September and be approximately 4 months in
duraticn.

Thanking you in advance for youwr support.

cc. Dr. J.W. Dutton - Head of Cardiovascular Surgery
Dr. M.B. Williams -~ Medical Advisory Committee
Chairman
F. Coward - Vice President Patient Care
L. Stevenson - Assistant Vice President Fatient Care
M. Walker - Nurse Manager CVU, 40, PAR, BDC.
D. Morris — Clinical Teacher Surgical Cardioclaogy



AFFENDIX E
INFORMED CONSENT FORM

PROJECT TITLE: A SUFFORTIVE EDUCATIVE TELEPHONE FOLLOW UF
FOR FOST CORONARY ARTERY BYFABS PATIENTS

INVESTIGATOR: JUDY NEVETT R.N. BSN. CCEN., M.A.
(Candidate)

FURFOSE OF THE STUDY: The purpase of this study is to
investigate the effects of a post discharge 6 week follow-
up telephone program on vecovery from coronary artery
bypass graft surgery. It is expected that the results of
this study will provide nurses with a better understanding
of haow to help patients and spouses cope with recovering
from caronary artery bypass surgery at home.

CONSENT: This is to certify that I,
consent to participate in the study ocutlined above. 1
understand that I may be contacted by telephone. I
understand that telephone contact with the investigator
will be related to expressing my feelings, guestions and
concerns regarding recovery from coronary artery bypass
graft surgery. I further agree to participate in
completing two guestionnaires prior to discharge from
hospital and at approximately six weeks after discharge.

I UNDERSTAND THAT:

i Infarmation aobtained from all sources will be used
solely for the purpose of this study.

Z. All informaticn including that obtained from my
hospital chart pertinent to the study, will be held in
a locked file cabinet by the investigator, Ms. Judy
Nevett, for 5 years after which time it will be
destroyed. No one other than the investigator will
have access to this infarmation.

3. I have been provided with the telephone numbers of
varicus health care providers whom I may call should I
have any questions or concerns. If I have further
questions regarding the study, I may contact Ms.
Nevett at (pager number to be provided).

4. My name will not appear on any documents or reports.

5. I am free to withdraw my consent and terminate
participation at any time without affecting any
medical or nursing care.

6. I may not benefit directly from participating in the
study, which it is hoped will contribute to a greater
understanding of the nursing needs of patients.




7. It is recocgnized that situations may arise that are
beyond the scope of the investigator and these
situations will be referred to the patient
cardiologist or cardiovascular surgeon.

8. There are no costs related to this study.

9. The investigator will use all reascnable means to
praotect my anonymity and that my name will not in
any way be attached to any published results.

I HAVE BEEN GIVEN THE OPFORTUNITY TO ASE WHATEVER
QUESTIONS I DESIRE AND ALL SUCH QUESTIONS HAVE BEEN
ANSWERED TO MY

SATISFACTION.

I ACENOWLEDGE RECEIVING A COFY OF THIS CONSENT FORM
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{(Signature) {Date)

tSignaturel tDate)



Surname: Nevett
Given Mames: Judy Ann
Flace of Birth: Whiterock, RB.C.

Date of Birth: NMov. 9, 1985

Educational Institutions Attended:

Camosun College
University of Victoria

British Columbia Institute of Technology

Degrees Awarded:

A
owmZz

« M.
Fa bl

Honours and Awards:

Nursing Aggregate Award

19821984
1983-1387
1989-1'390

1984
13987
1992

1984



PARTIAL COPYRIGHT LICENSE

I hereby grant the right to lend my thesis to users of the
University of Victoria Library, and to make single copies
only for such users or in response to a reguest from the
Library of any other university, or similar institution, on
its behalf or for one of its users. I further agree that
permission for extensive copying of this thesis for
scholarly purposes may be granted by me or a member of the
University designated by me. It is understood that copying
or publication of this thesis for financial gain shall not
be allowed without my written permission.

Title of Thesis: A Supportive-Educative Telephone Follow-Up

for Fost Coranary Artery Bypass Graft Fatients

Author .
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ignature)

Juny ANN NEVETT

L
h_luﬂ—,«_.f‘_-,&| -:-9(:)) )C;Ci S
(Date)






