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ABSTRACT 

The purpose of this study was to describe the 

relationship between health expectations and compliance in 

persons who were attending a cardiac rehabilitation 

program. Three subscales of the Olivas Health Motivation 

Scale were administered to a convenience sample of 23 

subjects at two points in time: at the beginning and at 

the completion of the prescribed sessions. 

A significant relationship was found between 

Stimulus Outcome Expectations and the duration of exercise 

at the beginning of the cardiac rehabilitation sessions 

(r = -.51, p = .02). The relationship between Regimen 

Efficacy Expectations and duration of exercise was also 

found to be significant at the beginning of the sessions 

(r = -.40, p = .05). There was no significant relationship 

between health expectations and compliance at the 

completion of the sessions. 

One measure of health expectations, Stimulus 

Outcome Expectations (F = 10.11, p = .01), and two measures 

of compliance, duration of exercise (F = 406.45, p = .00) 

and metabolic equivalents (F = 74.14, p = .00), were 

significantly different between the beginning and the 

completion of cardiac rehabilitation. 

viii 



CHAPTER 1 

INTRODUCTION 

The diagnosis of cardiovascular disease will 

usually mean lifestyle changes for the individual. The 

physician, or health care worker, will prescribe an 

individualized regimen in the areas of activity, diet, 

medications, smoking, and stress management. The regimen, 

which may include Cardiac Rehabilitation, is designed to 

reduce cardiovascular risk factors and provide a longer, 

fuller life. However, the regimen is not always easy to 

follow. Once the person is taught the changes that are 

needed and how each change can be accomplished, individuals 

must be motivated with health expectations that enable them 

to follow through and make the necessary lifestyle changes.. 

Health expectations have been difficult to define 

and measure. Attempts have been made to define health 

expectations through the Health Belief Model (Rosenstock, 

1974). The Model was developed by Hochbaum, Leventhal, 

Kegeles, and Rosenstock in an attempt to explain the 

motivation to seek prevention of diseases. The Model 

states that an individual will "take action" if that person 

believes he/she is susceptible to the disease and that 



having the disease will have serious consequences in 

his/her life. Any action that is taken will take into 

account the costs (barriers)/benefit ratio. The benefit 

from taking the action will be weighed against any 

physical, psychological, and economic expense. 

Demographic, sociopsychological and structural variables 

along with specific cues to action may assist in modifying 

the perception of the threat of having the disease for the 

individual and increase the likelihood of taking the 

appropriate action. (Miaman & Becker, 1974; Rosenstock, 

1974; Tirrell & Hart, 1980). 

Individuals will have different health expectations 

on each aspect of the health prescription. The different 

aspects include medications, diet, stress management, 

smoking, and activity. The value placed on medications is 

very high. The individual views medications as important 

in the maintenance of health. The minor side effects 

suffered and the inconvenience of the interpretations 

necessary to take the medications are minor compared to the 

benefits obtained from the medications (Miller, McMahon, 

Garrett & Johnson, 1982). 

The prescribed diet is important to the individual 

but is difficult to follow at times. The areas of 

difficulty include the limited variety and availability of 

foods allowed on the diet and the inconvenience of 



preparing special foods. These negative aspects of the 

diet may outweigh the benefits gained. So the diet is one 

of the more difficult aspects of the health prescription to 

follow (Miller, McMahon, Johnson & Garrett, 1983). 

Stress reduction is also one of the more difficult 

areas in the health prescription. The ability to identify 

the specific situations in which stress occurs can be a 

problem. General guidelines are outlined for use in 

stressful situations, but when specific stressful 

situations are identified, the general guidelines do not 

help the individual deal with that specific situation. 

Once the specific situations are identified, specific 

responses are needed to assist the individual to deal with 

those specific areas of stress (Miller, McMahon, Johnson & 

Garrett, 1983) . 

The smoking prescription is difficult for many to 

follow. The instruction is to stop smoking. For some, the 

decision not to smoke is an easy one to make. But for 

those who are not ready to stop smoking, compliance is 

difficult. Repeated reminders from others can be 

irritating and viewed as nagging. A negative effect may be 

created and the person returns to the smoking habit. For 

this person, the perceived susceptibility and seriousness 

of smoking and heart disease are not great enough to 

overcome the "cost" of breaking the habit (Miller, Wikoff, 
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McMahon, Garrett & Ringel, 1985). 

Regular physical activity is an important part of 

the prevention and treatment of cardiovascular disease. 

Following a myocardial infarction (MI), compliance in an 

exercise regimen three times a week has decreased the rate 

of recurrence of an MI. Shephard, Carey, and Kavanagh 

(1981) found a strong association between non-compliance 

with the prescribed exercise routine and episodes of 

reinfarction. The mortality rates of those compliant with 

a rehabilitation program were less than those of a control 

group (no regular exercise) over a three year period (Shaw, 

1981). Participation in a regular exercise program 

appeared to have reduced the death rate by 37 percent over 

those who did not exercise regularly. 

Compliance rates have been difficult to maintain in 

cardiac rehabilitation programs. In a review of the 

literature involving cardiac rehabilitation and preventive 

exercise programs, Oldridge (1982) found that the dropout 

rate ranged from 17 to 87 percent. The highest percentage 

of dropouts occurred in the first six months of 

participation. The dropout rates then decreased until 24 

months elapsed. After 24 months, dropout rates stabilized, 

with few people dropping out after that time. 

The ability to measure health expectations is 

important to those involved in cardiac rehabilitation 



programs. If persons who have health expectations that 

enable t'hem to complete the prescribed number of sessions 

as well as make the necessary lifestyle changes could be 

identified, additional support may be given to increase 

compliance rates for persons who have negative health 

expectations. 

Cardiac Rehabilitation 

The goals of a cardiac rehabilitation program 

include the elimination of psychological and physical 

barriers that prevent return to a productive, satisfying 

life and reduction of the risk of disease progression 

(Andreoli, Zipes, Wallace, Kinney & Fowkes, 1987). The 

exercise prescription that is given to an individual will 

include the type, intensity, duration, frequency and 

progression of physical activity. The individual is 

expected to exercise 3-5 times a week. The progression of 

exercise will depend on the heart rate response and 

perceptions of exertion during each session. Exercise will 

progress slowly and steadily over the prescribed sessions 

to maximal time and heart rate (American College of Sports 

Medicine, 1986). 

Education of the individual regarding the risk 

factors for the development and progression of heart 

disease is an important aspect of cardiac rehabilitation. 

Included in the risk factors are hypercholesterolemia and 



obesity. Hypercholesterolemia is one of the major risk 

factors for cardiovascular disease. A reduction in the 

cholesterol level would indicate compliance with the 

prescribed diet low in cholesterol and saturated fats. 

Compliance with an exercise regimen has resulted in a 

significant reduction of cholesterol levels (Thompson & 

Thompson, 1987). 

Obesity is a contributing factor for the 

development of heart disease. Obesity will increase blood 

pressure, blood cholesterol, and will contribute to the 

development of diabetes mellitus in some individuals. All 

these effects of obesity will also increase the risk of 

developing cardiovascular disease (American Heart 

Association [AHA], 1988). Weight reduction is prescribed 

for those individuals above ideal weight. A reduced 

calorie diet and regular exercise will assist the 

individual to reach and maintain ideal weight. 

Significance of the Problem 

Cardiovascular disease is the leading cause of 

death in the United States, accounting for 991,300 deaths 

in 1985 (AHA, 1988). These deaths are not occurring only 

in the elderly population. Twenty percent of these deaths 

occur in people under the age of 65 (AHA, 1988). The death 

rate from cardiovascular disease is declining, but efforts 

must continue so these rates will continue to decrease. 



It is estimated that 64,890,000 Americans have some 

form of cardiovascular disease (AHA, 1988). This includes 

heart disease (myocardial infarction, rheumatic heart 

disease, and congenital defects) and diseases of the blood 

vessels (hypertension and stroke). The cost of 

cardiovascular disease is estimated to be $83.7 billion in 

1988. This includes the cost of medical and nursing care, 

hospital and nursing home costs, medications, and loss of 

productivity in the work force as a result of disability 

(AHA, 1988). Noncompliance with the health prescription 

designed to prevent or treat cardiovascular disease also 

increases health care costs (Connelly, 1984). The 

prevention of Heart disease may reduce much of the cost 

involved in the treatment of the disease once it is allowed 

to occur. Compliance with the treatment regimen designed 

to reduce the major risk factors (hypercholesterolemia, 

hypertension, and smoking) will reduce the incidence of 

heart disease and reduce the risk of further damage once 

the diagnosis has been made. 

Compliance with a regular, monitored exercise 

program was found to increase the ratio of high density 

lipoproteins to total cholesterol. Exercise capacity 

measured by peak oxygen consumption also increased with 

regular exercise (Thompson & Thompson, 1987). 



Shepard, Corey and Kavanagh (1981) investigated the 

effect of exercise compliance on the recurrence of 

myocardial infarction. They found a strong association 

between non-compliance and recurrent MI. They noted that 

those with angina tended to be noncompliant with a 

prescribed exercise program. Those who continued to smoke 

were less likely to be compliant with exercise, and smoking 

was positively correlated with recurrence of infarction. 

Interestingly, smokers who were compliant with exercise did 

gain an advantage from the exercise as seen in the 

reduction in the rate of fatal MI. 

The mortality and morbidity rates of those 

compliant with a supervised exercise program have been 

compared to that of a control group (Shaw, 1981). While 

the results were not statistically significant, the death 

rate in the exercise group was lower than that of the 

control group. Morbidity rate, the rate of recurrent 

nonfatal MI, was similiar in both groups. The conclusion 

by the author was that while there was no clear proof of 

the benefit of exercise, there was no evidence that 

exercise will cause harm. 

Cardiovascular disease remains the leading cause of 

death in the United States. The large numbers of Americans 

with heart disease and the high cost of care points to the 

need to increase compliance with measures designed to 



prevent and control cardiovascular disease progression. 

The benefits gained from compliance with a cardiac 

rehabilitation program have been investigated. 

Purpose 

The purpose of this study was to describe the 

relationship between health expectations and compliance in 

persons who were participating in a cardiac rehabilitation 

program. The relationship was described at two points in 

time: at the initiation and at the completion of the 

prescribed number of sessions. 

Research Questions 

Research questions that were addressed in this 

study are: 

1. What is the relationship between health 

expectations and objective compliance measures obtained at 

the beginning of the cardiac rehabilitation sessions? 

2. What is the relationship between health 

expectations and objective compliance measures obtained at 

the completion of the cardiac rehabilitation sessions? 

3. What is the relationship between the patient 

self-report and objective compliance measures obtained at 

the beginning of the cardiac rehabilitation sessions? 

4. What is the relationship between the patient 

self-report and objective compliance measures obtained at 
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the completion of the cardiac rehabilitation sessions? 

5. Is there &• significant difference between 

health expectations at the beginning of the cardiac 

rehabilitation sessions and health expectations at the 

completion of the sessions? 

6. Is there a significant difference between the 

objective compliance measures at the beginning of the 

cardiac rehabilitation sessions and objective compliance 

measures at the completion of the sessions? 

Summary 

Cardiovascular disease is the leading cause of 

death in the United States. Compliance with a cardiac 

rehabilitation program will reduce the incidence and cost 

of cardiovascular disease. The health expectations that 

enable individuals to begin and continue cardiac 

rehabilitation can be explained through the Health Belief 

Model. The relationship between health expectations and 

compliance was investigated in this study. 



Chapter 2 

CONCEPTUAL FRAMEWORK 

The conceptual framework is presented in chapter 

two. The constructs and concepts and their relationship 

are presented. The literature is reviewed to identify 

research that supports the inclusion of the constructs and 

concepts in this study. 

Conceptual Framework 

A diagrammatic representation of the conceptual 

framework is presented in Figure 1. The present study is 

part of a larger project. The conceptual framework has 

been adapted from the framework for the larger project 

(Olivas & Cosentino, 1987) and related research (Olivas 

1986). 

Motivation is defined through the concept of Health 

Expectations and operationally defined through three 

subscales of the Olivas Health Motivation Scale. Self-Care 

Behavior is defined through the concept of Compliance and 

is operationally defined through specific measures of 

Weight, Resting Heart Rate, Duration of Exercise, Metabolic 

Equivalents, and Cholesterol. The relationship between 



Constructs Motivation ? Self-Care Behavior 

Concepts 

Operational 
Indicators 

Health Expectations Compliance 

Stimulus 
Outcome 

Expectations 

Regimen 
Barrier 

Expectations 

Regimen 
Efficacy 

Expectations 

Weight j Duration \ Cholesterol 
of 

Exercise 

Resting 
Heart 
Rate 

Metabolic 
Equivalents 

Figure 1. Conceptual Framework for Health Expectations and Compliance 
in Cardiac Rehabilitation 

S3 



Health Expectations and Compliance is not known and will be 

described in this study. 

Constructs; Motivation and Self-Care Behavior 

The constructs are Motivation and Self-Care 

Behavior. The exact relationship between Motivation and 

Self-Care Behavior is not known. 

Motivation 

Motivation is defined as "motivating or being 

furnished with some inner drive, impulse, intention, etc. 

that causes a person to do something or act in a certain 

way" (Webster's Deluxe Unabridged Dictionary, 1979, p. 

1173). In this study, motivation is defined as the 

intention that directs an individual to achieve an optimal 

state of health. The motivated individual will attempt to 

do what has been prescribed by the physician or health care 

personnel. Motivation is an important factor for full 

participation in a Cardiac Rehabilitation Program. If the 

level of motivation can be measured, attention could be 

directed to the person with low motivation and likely to 

drop out to encourage full participation (Dishman & Ickes, 

1981). 

Research available on motivation of individuals 

with cardiovascular disease is sparse. The few studies 

available support the need to develop scales that will 
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measure motivation and relate measures of motivation with 

compliance. 

Cox (1985) has attempted to define and measure the 

various dimensions of motivation as well as to measure the 

type and strength of motivation over time. If this could 

be accomplished, the motivational state of the individual 

could be studied as different intervention strategies are 

introduced in an attempt to change health behavior. The 

dimensions of motivation are in the areas of health 

judgement, health behavior, perceived competency, and 

internal-external cue responsiveness. 

In attempting to define motivation in health 

behavior, intrinsic motivation may be one of the primary 

constructs. Intrinsic motivation is defined as "the human 

need to be competent and self-determining with respect to 

the environment" (Cox & Wachs, 1985, p. 203). Intrinsic 

motivation is variable in each individual and as each 

health problem develops. Intrinsic motivation may be 

important to health-maintenance and health-protection. 

These behaviors come from within the individual and are 

based on choices to stop specific damaging behavior and/or 

initiate healthful behaviors. These choices are also based 

on personal goals. The health personnel can assist the 

individual in making decisions by providing information on 

the alternatives available and the possible outcomes of the 
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various choices (Cox & Wachs, 1985) 

Cox, Miller and Mull (1987) examined the 

relationship between intrinsic motivation and the behaviors 

of smoking, alcohol and tranquilizer use. They found that 

those who were intrinsically motivated were least likely to 

smoke or use tranquilizers. Alcohol consumption was 

related to internal cues. 

Motives result from needs, and motivation will lead 

to the achievement of goals. Once a need has been 

satisfied, the motivation to fulfill that need is 

eliminated. Needs must be continuously evaluated by the 

health personnel so motivation can be maintained. The 

goals that are outlined by the individual and the health 

personnel must have some value and the individual must 

believe that the goal can be reached (Bray, 1983). If the 

goals can be broken down into steps that can be 

accomplished over short periods of time, the success that 

is achieved will encourage and motivate the individual to 

continue the regimen (Padrick, 1986). 

The motives that influence an individual to begin 

and comply with an exercise program were investigated by 

Shephard (1985). "Feeling better" was the main reason 

given. Previous participation in an exercise regimen was 

evident among those who joined a program. This would 

indicate a belief in the benefits that can be gained from 
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exercise. The primary reason for non-compliance with a 

program was time. 

Motivation to comply with the exercise prescription 

is essential to maintain in a rehabilitation program so 

that the expected results are obtained. The participant is 

expected to exercise on the days that he/she is not 

exercising at the facility. The program director of the 

Cardiac Rehabilitation program can assist the participant 

to define specific goals, develop a program to reach or 

exceed those goals and to redefine goals if they are 

inappropriate (Oldridge & Stoedefalke, 1984). 

Dishman, Ickes and Morgan (1980) found that self-

motivation is an important factor in adherence to an 

exercise program. Body weight, percent body fat and self-

motivation were found to predict adherence to exercise. 

These findings were confirmed by Dishman and Gettman (1980) 

who added that body weight, body fat and self-motivation 

are able to discriminate between those who will adhere and 

those who drop out of an exercise program. 

Self-Care Behavior 

Self-care behavior is defined as the action taken 

by an individual to maintain or regain a state of optimal 

health. The individual works with the health care provider 

to identify strategies that can be used to maximize health 

and maintain compliance with the regimen. The 
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responsibility for health lies with the individual, not 

with the health care personnel. 

The individual who is diagnosed with a chronic 

illness, such as cardiovascular disease, may be faced with 

a long-term, complex treatment regimen. The prescription 

will be in the areas of diet, medications, stress 

reduction, smoking and activity. The illness is 

progressive with no known cure. And as the illness 

progresses, the treatment regimen may change. Adherence to 

the treatment regimen does not mean the symptoms of the 

disease will be controlled or eliminated. The disease may 

progress despite close adherence with the specific regimen. 

The individual becomes the "primary provider of direct 

care" (Connelly, 1987, p. 622). The care that is given is 

not the responsibility of the health care personnel. The 

daily management of the illness is the responsibility of 

the individual. The health care personnel provide guidance 

and support at varying intervals depending on the nature of 

the illness. The detection and reporting of symptoms or 

changes in symptoms by the individual, such as episodes of 

angina, allows the health care provider to focus on 

specific problems that may be developing or worsening over 

time and allows the provider to chart the progress of the 

disease over time (Connelly, 1987; Gulick, 1986). 
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As health care costs continue to rise, the consumer 

is required to take on a greater burden in terms of costs 

and in terms of the care provided. The consumer is 

required to become more involved in the care process. And 

the care providers are being required to change the focus 

to involve the consumer in the process and to educate the 

consumer to provide the care and evaluate the results 

(Johns, 1985). 

Kerr (1985) explored the effects of teaching, a 

self-care strategy, a combination of these or no 

intervention on adherence to a medical regimen and found no 

significant difference in adherence rates between the four 

groups. But adherence rates did increase over time for all 

groups except the control group. Special attention to the 

participant was controlled for and this may be the 

explanation for the lack of improvement in compliance rates 

in the group that performed self-monitoring. The lack of 

attention may have been interpreted as a lack of concern on 

the part of the researcher. Concern for the individual may 

be an important factor in compliance strategies. 

Lafferty, Loveland-Cherry and Winkler (1986) 

describe an approach to health care behavior that 

emphasizes the role of the individual in maintaining and 

promoting health. The entire health climate of the 

individual is considered and the health professional 
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assists the individual to achieve specific health goals. 

These goals are defined by the individual, not the health 

professional. 

Concepts; Health Expectations and Compliance 

The concepts are Health Expectations and 

Compliance. The exact relationship between Health 

Expectations and Compliance is not known. 

Health Expectations 

Health expectations motivate an individual to seek 

preventive and curative assistance from the health care 

industry and provide the incentive to follow through with 

the regimen that is prescribed. Health expectations are 

based on the Health Belief Model (Rosenstock, 1974). The 

Health Belief Model was developed in an attempt to explain 

specific health beliefs and actions taken in the prevention 

of disease. The Health Belief Model states that any action 

an individual takes to seek help from the health care 

industry or follow the health regimen prescribed will 

depend on the individual's perception of personal 

susceptibility to the specific disease or condition and the 

perception of seriousness from having the disease or 

condition. The perceived susceptibility to the specific 

disease or condition will vary for the individual at 

different points of time. The perceived seriousness is 



influenced in part by knowledge about the disease or 

condition. The effect the disease would have on the 

individual's life affects the perception of seriousness or 

severity of the disease (Becker, Maiman, Kirscht, Haefner, 

Drachman & Taylor, 1979). The perception of the 

seriousness and susceptibility of the disease together 

constitute the threat of having the disease. The 

likelihood of taking action to prevent or treat a condition 

is influenced by the perceived benefits and the perceived 

barriers to taking action. The perceived benefits from 

taking specific action against the threat of the disease or 

condition will depend on the perceived susceptibility and 

severity of the condition. If the individual believes 

there to be no effective method to control the disease 

despite perceived severity and seriousness, the benefit 

from taking action will be low and no action is likely to 

be taken. The benefit from taking action will be weighed 

against the perceived barriers to taking action. The 

barriers will take the form of cost, pain, embarrassment, 

and inconvenience. An alternative action that will provide 

equal benefits but fewer barriers may be available. The 

individual in a rehabilitation program may dislike walking 

on the treadmill but walking on an outdoor track or use of 

a cycle may be substituted with equal results (Becker, et 

al., 1979; Mikhail, 1981). 
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The threat from the disease or condition can be 

modified by certain demographic and sociopsychological 

variables, or a stimulus may occur that will increase the 

likelihood of taking appropriate action against the disease 

or condition. The death of a friend or family member may 

be such a stimulus. "Cues to action" can also modify the 

perceived threat. The cue may be internal (a specific 

symptom) or external (a reminder of a medical or dental 

appointment) (Rosenstock, 1974). 

The Health Belief Model attempts to explain the 

health expectations of individuals to take action when 

faced with a specific disease or condition. The model 

takes into account the value of a specific outcome to the 

individual and the likelihood of achieving that outcome as 

perceived by the individual. 

The Health Belief Model has attempted to explain 

health expectations enabling one to comply with the 

specific health prescription. Tirrell and Hart (1980) 

found that perceived barriers to walking to a prescribed 

heart rate was most likely to be the reason given for lack 

of compliance with the prescription. Also the perception 

of the efficacy of the exercise was found to influence 

compliance. 

Muench (1987) attempted to describe relationships 

between perceived seriousness, perceived susceptibility, 
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perceived benefits, perceived barriers, and motivation. 

Perceived benefits and percieved barriers were high among 

subjects with heart disease in a cardiac rehabilitation 

program. Barriers to attendance in the program remained 

high regardless of the length of time in the program. 

Motivation was able to affect the perceived barriers in 

that the more motivated a person was to attend the 

sessions, the fewer barriers there were to attendance. 

Also the more benefits the subject gained from the 

sessions, the more motivated he/she was to continue 

participating in the sessions. 

Weinberger, Greene, Mamlin and Jerin (1981) 

investigated the health beliefs of smokers and non-smokers. 

Non-smokers showed high perceived seriousness of smoking 

and high percieved susceptibility to the effects of smoking 

while smokers showed high perceived seriousness but not 

high susceptibility to the health problems from smoking. 

The perceived seriousness and susceptibility to the 

consequences of heart disease as well as the barriers and 

benefits that can be obtained from compliance with the 

health prescription need further study. The present study 

will address these issues. 

Compliance 

Compliance is defined as "the extent the patient's 

behavior (in terms of taking medications, following diets 



23 

or executing other lifestyle changes) coincides with the 

clinical prescription" (Sackett, 1976, p. 1). For the 

person who develops a short or long term illness, 

compliance with the health prescription will assist that 

person to maintain or return to a state of optimal health. 

For this study, a patient is labeled "compliant" if 

he/she completes the prescribed number of sessions in the 

cardiac rehabilitation program. A time frame for 

completion is not defined, only the specific number of 

sessions. 

Carmody, Senner, Malinow and Matarazzo (1980) 

studied the dropout rate from a cardiac rehabilitation 

program over a 40 month period. They found that 30 percent 

of the participants dropped out in the first 4 months. And 

at the end of the 40 months, only 18.7 percent of the 

original sample remained in the program, a dropout rate of 

over 80 percent (81.3%). 

Mirotznik, Speedling, Stein and Bronz (1985) 

studied factors that influenced individuals to join and 

adhere to an exercise program. Those that joined were able 

to exercise fewer minutes during a stress electrocardiogram 

(EKG) test, expressed more concern about health matters, 

and maintained the belief that improvement in health would 

allow the participant to increase general levels of 

activity. Those that complied with the program were able 



to exercise for greater time periods and maintained a 

greater maximum oxygen consumption than those who were non-

compliant. This study would indicate that health beliefs 

and concern about health may encourage participation in a 

program, the benefits gained from the program in terms of 

minutes and level of exercise will encourage continued 

participation in the program. A low level of exercise 

achieved is seen as a barrier to continued compliance. 

The reasons for high dropout rates from cardiac 

rehabilitation programs have been investigated. Smokers 

and blue collar workers were more likely to drop out of a 

program (Oldridge, Donner, Buck, Jones, Andrew, Parker, 

Cunningham, Kavanagh, Rechnitzer & Sutton, 1983; Oldridge & 

Spencer, 1985). The health beliefs of these individuals 

could explain this difference. Blue collar workers may not 

fully understand the disease and rehabilitation process. 

The perceived severity of the disease may create increased 

anxiety and concern over returning to a job that is 

physically more intense than the rehabilitation. Subjects 

with a history of angina were more likely to drop out than 

those without angina. The presence of angina during 

exercise would reflect the severity of the disease and 

would be viewed as a barrier to continuing the regimen. 

The dropout rate for this study was 46.7 percent over three 

years with the greatest rate in the first six months. 
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Oldridge and Spenser (1985) found that those with an 

inactive lifestyle at the initiation of the program were 

more likely to drop out. This reflects the health belief 

in the importance of exercise. Reasons for compliance with 

the program were investigated in this study. The main 

reason was the benefits of exercise including feedback from 

exercise testing, feeling better and improvement in 

performance and attitude at work. 

The effect of education on compliance has been 

investigated. An educational program in the form of 

telephone counseling for the subject and spouse was able to 

improve compliance in the first three months of an exercise 

program (Daltroy, 1985). The educational program consisted 

of the benefits of participating in the exercise program 

and the barriers that may be encountered along with 

strategies to cope with those encountered. In this study, 

the person with a spouse had a better attendance record 

than the person without a spouse. But the participant's 

perception of spousal support was not correlated with 

attendance. Also the influence of others to continue 

attendance was negatively correlated with attendance. This 

may be a reaction against being told what to do by others, 

but more likely the encouragement came after the poor 

attendance. The support of others is viewed as a barrier 

to compliance when it is perceived as nagging. 
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Linde and Janz (1979) investigated the relationship 

between knowledge and compliance following a comprehensive 

teaching program with persons following valve replacement 

and coronary bypass surgery. The teaching program included 

information on the disease process, the intervention 

performed, possible complications, and the benefits of 

following recommendations regarding activity, diet, and 

medications. They found compliance rates to be high in 

those with knowledge of the disease process. These 

individuals would be aware of the severity and the 

potential for progress of the disease if recommendations 

are ignored. 

The relationship between body image, knowledge of 

the disease process, and compliance with the physician's 

prescription in the post myocardial infarction patient was 

investigated (Bille, 1979). The investigator found there 

to be no relationship between body image and knowledge. 

But there was a significant correlation between body image 

and compliance. The individual would need to know and 

incorporate an altered view of his/her body after an insult 

such as a myocardial infarction (MI) to accept and comply 

with the physician's instructions. This altered body image 

would include the perception of susceptibility to 

cardiovascular disease following the diagnosis of MI and 

the susceptibility to further problems if the disease 
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progresses. 

Non-compliers have been differentiated from 

compilers on the basis of psychological variables. Non-

compliers were found to have psychological distress in the 

form of low ego strength and impaired coping mechanisms. 

Non-compliers tended to be more concerned about health, 

were more depressed and anxious, and tended to be socially 

introverted (Blumenthal, Williams, Wallace, Williams & 

Needles, 1982). The findings indicate these 

characteristics of the individual would constitute barriers 

to full participation in a cardiac rehabilitation program. 

Further studies are needed before predictions can be made 

regarding compliance or non-compliance based on these 

findings. 

Individuals place different values on the various 

aspects of the prescribed lifestyle changes after a 

cardiovascular event (an MI or bypass surgery). These 

values would include the perceived benefits of maintaining 

compliance with the cardiac rehabilitation program (Miller, 

McMahon, Garrett & Johnson, 1982). 

When patient attitudes toward the prescribed 

regimen were elicited, adherence to medications was 

easiest, while diet and stress management were the most 

difficult to maintain adherence (Miller, McMahon, Johnson & 

Garrett, 1983). Medications were viewed as very important 



to the individual in the treatment of the disease. The 

benefits from the medications outweighed the barriers from 

the side effects and inconveniences. The diet restrictions 

were difficult to manage at times because of barriers in 

the form of cost and the difficulty encountered when eating 

away from home. Stress is difficult for the individual to 

recognize and management techniques are difficult for the 

individual to apply in everyday situations. 

The attitude of the individual following a 

myocardial infarction, the attitude of significant others, 

and the intention to follow the regimen prescription after 

discharge from the hospital were significantly related in a 

study by Miller, Wikoff, McMahon, Garrett and Ringel 

(1985). The regimen prescription is in the areas of diet, 

medications, smoking, activity and stress. The 

relationship between the perceived benefit (attitude) and 

intention was greatest in the areas of medications and 

activity and lowest for smoking. Many individuals find it 

difficult to stop smoking and repeated reminders can be 

irritating and create a negative effect. The study points 

out the need for inclusion of the significant other in 

teaching involving the barriers and benefits encountered in 

the health regimen following a major event, such as an MI. 

The intention to adhere to the regimen prescription 

was also studied for four life situations (McMahon, Miller, 
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Wikoff, Garrett and Ringel, 1986). The four life 

situations include home, work, sport/recreation, and 

social. The individual expressed strong intentions to 

follow the prescription in all the situations, but the 

greatest barriers were preceived in the work situation and 

the fewest at home. The individual also expressed a strong 

association in what a significant other felt the subject 

should be doing in each of the life situations. The 

individual's perceived benefit from support of a 

significant other is important to consider when designing 

programs involving teaching and activities to maximize 

compliance. 

Compliance with a cardiac rehabilitation program is 

difficult to predict. The literature describes aspect of 

the program and attitudes of the individual that affect 

compliance. This study described the relationship between 

health expectations of the individual and compliance with a 

cardiac rehabilitation program. 

Conceptual Definitions 

The constructs and concepts for this study are 

defined as follows: 

Motivation is defined as the intention that directs 

an individual to achieve an optimal state of health. 

Self-care behavior is defined as the action taken 

by an individual to maintain or regain a state of optimal 
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health. 

Health expectations are defined as the beliefs that 

motivate an individual to seek preventive and curative 

assistance from the health care industry and provide the 

incentive to follow through with the regimen that is 

prescribed. 

Compliance is defined as "the extent the patient's 

behavior (in terms of taking medications, following diets 

or executing other lifestyle changes) coincides with the 

clinical prescription" (Sackett, 1976, p.l). 

Summary 

The conceptual framework for the study has been 

presented. The literature was reviewed as it reflects each 

of the constructs and concepts in the framework. The 

limited availability of literature that attempts to define 

a relationship between health expectations and compliance 

supports the need for the present study. 



CHAPTER 3 

METHODOLOGY 

The methodology is outlined in chapter three. The 

design, setting, sample, data collection procedures and 

data analysis plan are discussed in detail. The 

instruments utilized in this study are also discussed. 

Design 

A descriptive design was used to describe the 

relationship between health expectations and compliance in 

persons who attend cardiac rehabilitation. The 

relationship was examined at two points in time, 

specifically upon entering the program and at the 

completion of the prescribed sessions. 

Setting 

The study was conducted in a cardiac rehabilitation 

program of a large southwestern hospital. The program was 

established in 1987 and is coordinated by a physical 

therapist. The facilities include an outdoor track and 

indoor equipment, including Air-Dyne cycles and treadmill. 

The exercise prescription is written by the physician. The 

specific number of sessions prescribed will range from four 
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weeks to a total of 40 sessions, depending on insurance 

coverage. The individual will exercise at the facility an 

average of three times a week. An educational component, 

The Healthy Heart Series, is recommended for all the 

participants in Cardiac Rehabilitation. 

Sample 

A convenience sample of approximately 30 adults 

enrolled in the Cardiac Rehabilitation Program was 

recruited. The participants in the program included males 

and females who have sustained a myocardial infarction, 

coronary artery bypass surgery, valve replacement, coronary 

angioplasty, stable angina, cardiac arrhythmias, or a 

combination of these. Criteria for inclusion included 

enrollment in the Cardiac Rehabilitation Program with the 

anticipation of completion of a specified number of 

sessions, able to read and write English, and age eighteen 

or older. 

Protection of Human Rights 

Approval was obtained from the Human Subjects 

Committee of the University of Arizona (Appendix A). This 

study is part of a larger project, "Development and Testing 

of a Health Motivation Scale Among Cardiac Rehabilitation 

Program Participants" (Olivas & Cosentino, 1987). 



Prior to participation in the study, each subject 

was given an explanation of the study. Each subject was 

informed of the risks and benefits of the study and advised 

that he/she was free to withdraw at any time. Also each 

subject was informed that participation or non-

participation in the study would not affect the care 

received from the therapists. An informed consent was 

signed by each participant (Appendix B). Each participant 

was then assigned a subject number that was used throughout 

the study. Names were not included on the questionnaire, 

only the subject number. 

Instruments 

The instruments used to collect the data included 

three subscales of the Olivas Health Motivation Scale 

(OHMS), Demographic and General Illness Information, 

Objective Compliance Data, and Patient Self-Report (Olivas, 

1987). A copy of the instruments are included in Appendix 

C. 

The Olivas Health Motivation Scale was originally 

developed and tested for use with patients with a diagnosis 

of end stage renal disease receiving hemodialysis. The 

scale has been further refined to address issues specific 

to the person with cardiovascular disease who is attempting 

to modify risk factors. 



Health Expectations are operationally defined 

through three of the eight subscales of the Olivas Health 

Motivation Scale: Stimulus Outcome Expectations, Regimen 

Efficacy Expectations, and Regimen Barrier Expectations. 

These three subscales specifically measure aspects of the 

Health Belief Model. 

Stimulus Outcome Expectations measures, the amount 

of concern an individual develops regarding the physical 

distress, severity of physical distress, and susceptibility 

to unwanted health outcomes (Olivas, 1986). The 

seriousness and the likelihood of disease progression are 

assessed by the individual. The subscale contains a total 

of eighteen items which are divided into two parts, each 

with nine items. The first nine items are answered on a 

six-point Likert scale from "not at all serious" to 

"extremely serious". The second nine items are answered on 

a six-point Likert scale from "extremely unlikely" to 

"extremely likely". 

Regimen Efficacy Expectations assesses the 

individual's belief in the benefit of the health 

information and the health prescription. If the individual 

believes the prescription will assist in avoiding further 

problems and lead to improved health, the more likely it 

will be followed (Olivas, 1986). The subscale consists of 

twelve items answered on a six-point Likert scale from "not 



beneficial" to "extremely beneficial". 

Regimen Barrier Expectations measures the belief 

that the health prescription is possible "physically, 

psychologically, socially, and financially" (Olivas, 1986, 

p. 52). The subscale includes ten items answered on a six-

point Likert scale from "not at all" to "extremely often". 

Reliability and validity measures were obtained for 

the original OHMS. Content validity was obtained with six 

clinical experts from inpatient and outpatient dialysis 

centers. The average agreement for items in each subscale 

ranged from 92-100 percent (Olivas, 1986). Internal 

consistency reliability and trait construct validity ranged 

from .78 to .89 for the three subscales (Olivas, 1986). 

Reliability and validity estimates will be calculated for 

the refined subscales used in this study. 

The Demographic and General Illness Information and 

Objective Compliance Data forms were used to gather 

information from the participant and the participant's 

chart regarding demographic data, the extent of 

cardiovascular disease experienced, exercise, dietary, 

smoking, and attendance at the recommended and prescribed 

components of the program. 

Compliance was operationally defined with measures 

of Weight, Resting Hieart Rate, Duration of Exercise, 

Metabolic Equivalents, and Cholesterol. Weight was defined 



as the "heaviness" of an individual recorded in pounds 

(Webster's Deluxe Unabridged Dictionary, 1979). The weight 

was obtained prior to each exercise session. Resting Heart 

Rate was defined as the number of times the heart contracts 

in a one minute period while the individual was in a 

resting state. The resting heart rate was obtained prior 

to the exercise session when the individual was seated for 

the blood pressure measurement. The reading was obtained 

from the digital readout of the monitor or calculated 

manually from a six second strip. Duration of Exercise was 

defined as the total time period of activity during which 

the individual works to a preset target heart rate. It 

included the warm up, training, and cool down periods 

(Hojnacki & Halfman-Franey, 1985). The duration of 

exercise was calculated at the completion of the exercise 

session. Metabolic Equivalent (MET) is a measure of 

exercise intensity. The energy expenditure during exercise 

was calculated as the amount of oxygen used by the body 

when performing a specific task and will vary with the 

weight of the individual. "One MET represents 3.5cc of 

oxygen per kilogram of body weight per minute" (Hojnacki & 

Halfman-Franey, 1985, p. 23). The MET level was calculated 

at the completion of the exercise session. Cholesterol is 

a lipid substance used in the formation of hormones, bile 

salts, and cell membranes. Cholesterol is transported in 
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the blood by protein substances, lipoproteins (Fischbach, 

1988). An elevated cholesterol level is a major risk 

factor for cardiovascular disease. The cholesterol level 

was the actual value reported in mg/dl. 

The Reflotron (Typ Reflotron I, series number 

030429) was used to obtain the non-fasting cholesterol 

level from a fingerstick blood draw. The instrument was 

calibrated as per manufacturer instructions prior to use 

each day data were gathered. 

The Patient Self-Report asked the participant to 

rate the degree to which he/she followed the prescriptions 

in the areas of exercise, diet, smoking, medications and 

attendance in recommended programs. The instrument 

contains ten items answered on a six-point Likert scale. 

Literature supports the validity of self-reports by the 

individual. The accuracy of self-reported compliance was 

investigated by Hilbert (1985) who found that self-reported 

ratings correlated significantly with the judged ratings of 

the investigator following an interview. Gordis (1976) 

concluded that those who are non-compliant with regimens 

will report this during an interview. 

Data Collection Procedure 

Subjects were recruited to voluntarily participate 

in the study following an exercise session during the first 

nine sessions in the Cardiac Rehabilitation Program. The 



purpose of the study was explained in verbal and written 

form. Following informed consent, the questionnaire was 

given to the participant to complete on site or the 

questionnaire was taken home and returned at the next 

session. If the questionnaire was taken home and not 

returned the following session, a verbal reminder was 

given. At the time the questionnaire was distributed, a 

sample of blood was obtained for the cholesterol level. A 

minimum of 15-20 minutes was required to complete the 

questionnaire and 5 minutes to obtain the cholesterol 

results. The weight and resting heart rate were obtained 

prior to initiation of the exercise session. The duration 

of exercise and metabolic equivalents were calculated 

immediately following the exercise session. These 

compliance measures were recorded on the Objective 

Compliance Data form. 

When the completion of the prescribed number of 

sessions was approaching, the participant was again 

contacted to complete a second questionnaire and have a 

second sample of blood drawn for the cholesterol level. 

The weight and resting heart rate were obtained again prior 

to the exercise session. The duration of exercise and 

metabolic equivalents were calculated again immediately 

following the exercise session. 
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Data Analysis Plan 

Descriptive statistics were used to describe the 

sample. The frequency, mean, and standard deviation were 

obtained for each of the subscales of the OHMS that was 

used, the Patient Self-Report and each of the compliance 

measures. Correlational statistics were used to answer 

the following research questions: 

1. What is the relationship between health 

expectations and objective compliance measures obtained at 

the beginning of the cardiac rehabilitation sessions? 

2. What is the relationship between health 

expectations and objective compliance measures obtained at 

the completion of the cardiac rehabilitation sessions? 

3. What is the relationship between the patient 

self-report and objective compliance measures obtained at 

the beginning of the cardiac rehabilitation sessions? 

4. What is the relationship between the patient 

self-report and objective compliance measures obtained at 

the completion of the cardiac rehabilitation sessions? 

Multiple analysis of variance was used to answer 

the following questions: 

1. Is there a significant difference between 

health expectations at the beginning of the cardiac 

rehabilitation sessions health expectations and at the 

completion of the sessions? 
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2. Is there a significant difference between the 

objective compliance measures at the beginning of the 

cardiac rehabilitation sessions and objective compliance 

measures at the completion of the sessions? 

The significance level was p < .05. 

Reliability measures were obtained for the 

subscales of the OHMS since the subscales were refined for 

the patient with cardiovascular disease and no reliability 

estimates are available. Internal consistency reliability 

was measured with Cronbach's alpha. An alpha equal to or 

greater than .70 was accepted as this is an immature 

instrument. 

Summary 

The methodology that was used for data collection 

and data analysis was outlined. A descriptive design was 

used which included data collection at two points in time 

for each participant. The criteria for subject inclusion 

was described. The instruments that were used to collect 

the data included three subscales of the Olivas Health 

Motivation Scale, Demographic and General Illness 

Information, Objective Compliance Data, and Patient Self-

Report. The data collection protocol was presented. The 

plan for data analysis included descriptive and inferential 

statistics. 



Chapter 4 

RESULTS OF ANALYSIS OF DATA 

The results of the data analysis are presented in 

chapter four. Demographic characteristics of the sample 

are discussed. The reliability of the subscales of the 

Olivas Health Motivation Scale and the Patient Self-Report 

are presented. Correlational statistics describe the 

relationship between health expectations and the objective 

compliance measures obtained at the beginning and at the 

completion of the sessions. The results of the analysis of 

variance between health expectations and compliance at the 

beginning and at the completion of the sessions are also 

presented. 

Characteristics of the Sample 

A convenience sample of thirty-two individuals in 

the Cardiac Rehabilitation Program participated in the 

study. Of those 32 participants, three entered the study 

late and were eliminated from data analysis, and six did 

not complete the rehabilitation program. Of the six that 

did not complete the program, two experienced further 

complications and rehabilitation was stopped; one returned 
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to work and was unable to arrange time to complete the 

prescribed sessions; one dropped out of the program; and 

for two insurance coverage was stopped. The final sample 

contained 23 subjects. 

The age of the participants ranged from 40 years to 

80 years, with a mean of 61 years (standard deviation [SD] 

11.2). Table 1 presents the distribution of the sample by 

age. Twenty of the twenty-three subjects were male (87%) 

and only three were female (13%). Twenty-two of the 

participants were married and one was divorced. A majority 

(52%) of the sample was retired. Of the 48 percent that 

were employed, nine subjects (39.3%) were employed full 

time and two (8.7%) were employed part-time; The 

educational level of the participants ranged from 

completion of grade school to graduate school. Table 2 

describes the educational level of the sample. A majority 

(65%) of the participants received some college education. 

The range of family income level for the sample is 

presented in Table 3. A majority (56%) reported an income 

greater than $30,000. Three participants did not report 

the income level. 

The subjects entered with a diagnosis of myocardial 

infarction, coronary artery bypass surgery, angina, or 

other diagnosis, such as percutaneous transluminal coronary 

angioplasty (PTCA). Table 4 presents a description of the 



Table 1. Description of the Sample by Age 
(N=23) 

Age in years Frequency 
Percent of 
the sample 

40-44 2 8.7 

45-49 2 8.7 

50-54 2 8.7 

55-59 3 13.1 

60-64 4 17.4 

65-69 5 21.7 

70-74 3 13.1 

75-79 1 4.3 

80-84 1 4.3 

Totals 23 100.0 

Table 2. Description of the Educational Level of the 
Sample (N=23) 

Percent of 
Frequency the sample 

Grade school (1-8) 1 4.3 

High school (9-12) 5 21.7 

College (13-16) 15 65.3 

Graduate (17+) 2 8.7 

Totals 23 100.0 
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Table 3. Description of the Family Income Level of the 
Sample (N=23) 

Percent of 
Income range Frequency the sample 

Under $5,000 0 

$5,000-$9,999 1 4.3 

$10,000-$19,999 3 13.1 

$20,000-$29,999 3 13.1 

Above $30,000 13 56.4 

Not reported 3 13.1 

Totals 23 100.0 

Table 4. Description of Diagnosis of the Subjects on Entry 
into Cardiac Rehabilitation (N=23) 

Percent of 
Diagnosis Frequency the sample 

Myocardial Infarction 11 47.8 

Coronary artery bypass 
surgery 6 26.1 

Angina 2 8.7 

Other 4 17.4 

Totals 23 100.0 



diagnosis of the subjects. Seven subjects listed a second 

diagnosis. The second diagnosis included coronary artery 

bypass surgery (2), valve replacement (1), and other 

diagnoses (4). Other medical problems included lung 

problems, thyroid disorders, hypertension, arthritis, or 

other diagnosis. Table 5 presents the frequency 

distribution of each of the additional medical problems. 

Subjects were currently taking medications that included 

digoxin, beta blockers, calcium channel blockers, anti

arrhythmics, aspirin and/or persantine, anticoagulants, 

anti-hypertensives, and/or other medications. Some of the 

medications may affect the heart rate and rhythm which in 

turn could affect the resting heart rate and the intensity 

of activity during the exercise session. One subject 

reported taking no medications. However, the majority 

(91%) of the subjects reported taking more than one 

medication. The medications most frequently taken were 

aspirin and/or persantine (65%) and calcium channel 

blockers (49%). Table 6 describes the frequency of each of 

the medications reported. 

Smoking is one of the major risk factors for 

cardiovascular disease. Only one subject who initially 

reported having quit smoking, returned to the habit and 

smoked approximately ten cigarettes a day. Six subjects 

had never smoked. All of the other subjects had quit from 
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Table 5. Description of Other Medical Problems Experienced 
by the Subjects (N=23) 

Problem Frequency 
Percent of 
the sample 

Lung problems 1 4.3 

Thyroid disorders 2 8.7 

Hypertension 1 4.3 

Arthritis 1 4.3 

Other 6 26.1 

None 12 52.3 

Totals 23 100.0 

Table 6. Description 
(N=23) 

of Medications Listed by Subjects 

Medication Frequency 

Digoxin 4 

Beta Blockers 6 

Calcium Channel Blockers 11 

Anti-arrhythmics 3 

Aspirin and/or Persantine 15 

Anticoagulants 1 

Anti-hypertensives 2 

Other 12 



less than 1 year to 29 years ago. 

The subjects had attended a mean of three sessions 

when approached to participate in the study. They had 

attended a range of one to nine sessions. A majority (91%) 

had attended five or fewer sessions at the time the first 

questionnaire was completed. At the completion of the 

final questionnaire, the subjects had attended a mean of 30 

sessions, with a range of 20 to 34 sessions (SD 2.7). The 

range reflects the number of sessions allowed by insurance 

coverage. 

Objective Compliance Data 

For each of the subjects in the program, the weight 

and the resting heart rate were obtained at the beginning 

of each exercise session. The duration and the metabolic 

equivalents were calculated at the completion of each 

session. A chol.esterol level was obtained from a 

fingerstick blood draw at the time each questionnaire was 

distributed. These measures were obtained at two points in 

time: at the initiation of the prescribed sessions and at 

the completion of the sessions. 

The weight of the subjects at the intiation of the 

sessions ranged from 121.0 to 216.5 pounds, with a mean of 

174.0 pounds (SD 25.3). At the completion of the sessions, 

the subjects' weight ranged from 120.0 to 208.0 pounds, 

with a mean of 175.6 pounds (SD 24.1). 
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The resting heart rate obtained for each subject at 

the time of the first questionnaire ranged from 46 to 107 

beats per minute, with a mean of 79.2 beats per minute 

(SD 14.8). At the time the final questionnaire was 

completed, the resting heart rate ranged from 51 to 107 

beats per minute, with a mean of 74.4 beats per minute 

(SD 11.7). 

At the time of the first questionnaire, the 

duration of exercise for the subjects ranged from 5 minutes 

to 32 minutes, with a mean of 18.6 minutes (SD 7.1). The 

duration of exercise at the time of the final questionnaire 

ranged from 35 minutes to 50 minutes, with a mean of 44.1 

minutes (SD 3.1). A majority of the sample (70%) were 

exercising for 45 minutes at the end of the study. 

The metabolic equivalent (MET) is a measure of 

exercise intensity and is calculated at the completion of 

each exercise session. The METS calculated at the time of 

the first questionnaire ranged from 2.4 to 4.9, with a mean 

of 3.0 (SD 0.6). At the time of the final questionnaire, 

the METS ranged from 2.8 to 9.2, with a mean of 5.2 

(SD 1.5). 

The cholesterol level was obtained at the time each 

questionnaire was completed. The cholesterol level is a 

reflection of compliance with the dietary restrictions and 

the exercise regimen. A cholesterol level less than 
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200mg/dl is recommended as this reflects a reduced risk for 

coronary disease progression (AHA, 1988). The cholesterol 

level at the time of the first questionnaire ranged from 

122mg/dl to 277mg/dl, with a mean of 203mg/dl (SD 43.3). 

Seven values were missing because the Reflotron was not 

available to the researcher. At the second testing, the 

cholesterol level ranged from 139mg/dl to 267mg/dl, with a 

mean of 207mg/dl (SD 36.4). 

Reliability of the Instruments 

The internal consistency reliability of the refined 

subscales of the Olivas Health Motivation Scale (OHMS) was 

obtained as no reliability estimates were available. The 

internal consistency reliability of the Patient Self-Report 

was also obtained as none was available. Cronbach's alpha 

was used to obtain the internal consistency coefficient. 

Since the scales are immature an alpha of .70 or greater 

was acceptable. 

Coefficient alpha for the subscales of the OHMS 

ranged from .70 to .79. Coefficient alpha for the Patient 

Self-Report was .88. Table 7 presents the alpha 

coefficient for each of the subscales of the OHMS and the 

Patient Self-Report. 

Results Related to the Research Questions 

1. What is the relationship between health expectations 
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Table 7. Internal Consistency Reliability for Subscales 
and The Patient Self-Report (Cronbach's Alpha 
Reliability) 
(N=23) 

Subscale Coefficient Alpha 

Stimulus Outcome Expectations .79 

Regimen Efficacy Expectations .77 

Regimen Barrier Expectations .70 

Patient Self-Report .88 
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and objective compliance measures obtained at the beginning 

of the cardiac rehabilitation sessions? 

The Pearson Product Moment Correlation Coefficient 

was calculated to examine the relationship between the 

subscales: Stimulus Outcome Expectations, Regimen Efficacy 

Expectations, and Regimen Barrier Expectations and each of 

the compliance measures: Weight, Resting Heart Rate, 

Duration of Exercise, Metabolic Equivalents, and 

Cholesterol. A statistically significant relationship was 

found between Stimulus Outcome Expectations and the 

duration of exercise (r = -.51, p = .02). The negative 

relationship indicated that increased perception of disease 

susceptibility and severity was significantly correlated 

with a decreased duration of exercise. A statistically 

significant relationship between Regimen Efficacy 

Expectations and duration of exercise was also found 

(r = -.40, p = .05), indicating that perceived benefits of 

exercise in cardiac rehabilitation were significantly 

correlated with a decrease in the duration of exercise. 

The relationship between Regimen Barrier Expectations and 

metabolic equivalents approached significance (r = -.38, 

p = .06), indicating that fewer perceived barriers to 

participation in cardiac rehabilitation were significantly 

correlated with increased intensity of exercise as measured 

by metabolic equivalents. 
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2. What is the relationship between health expectations 

and the objective compliance measures obtained at the 

completion of the cardiac rehabilitation sessions? 

The Pearson Product Moment Correlation Coefficient 

was computed to examine the relationship between the 

subscales and the objective compliance measures obtained 

with the second questionnaire. No significant correlations 

were found between the variables. 

3. What is the relationship between the patient self-

report and objective compliance measures obtained at the 

beginning of the cardiac rehabilitation sessions? 

The first two questions of the Patient Self-Report 

addressed how well the individual had followed the low 

cholesterol diet restrictions and limited high calorie 

foods. These two questions were correlated with the weight 

and cholesterol level obtained with the first 

questionnaire. No significant correlations were found 

between patient self-report and weight and cholesterol 

level. 

The third question on the Patient Self-Report 

examined how well the individual had been exercising 

outside the cardiac rehabilitation sessions to a prescribed 

duration and intensity. The question was correlated with 

duration of exercise, metabolic equivalents, and resting 

heart rate. A statistically significant relationship was 
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noted between patient self-report and duration of exercise 

(r = .40, p = .03). The relationship between the patient 

self-report question and the metabolic equivalents was also 

statistically significant (r = .39, p = .03). 

4. What is the relationship between the patient self-

report and objective compliance measures obtained at the 

completion of the cardiac rehabilitation sessions? 

The first two questions on the Patient Self-Report 

ask the individual to rate the degree to which the dietary 

restrictions are being followed, as indicated above. Each 

question was correlated with the weight and cholesterol 

level obtained at the completion of the sessions. Only one 

of the correlations was significant. The reported ability 

of the individual to limit the amount of high calorie foods 

was significantly correlated with the cholesterol level 

(r = .51, p = .01). The relationship indicated that the 

ability to limit the amount of high calorie foods was 

correlated with a cholesterol level. 

Question three of the self-report measure addresses 

the degree to which the individual exercises at home to the 

duration and intensity prescribed. The question was 

correlated with duration of exercise, metabolic 

equivalents, and resting heart rate at the time the second 

questionnaire was completed. The ability of the individual 

to exercise outside the cardiac rehabilitation setting was 



significantly correlated with the duration of exercise 

(r = .47, p = .01) and metabolic equivalents (r = .56, 

p = .01), indicating that the ability to exercise outside 

cardiac rehabilitation was significantly correlated with 

the duration of exercise and metabolic equivalents. 

5. Is there a significant difference between health 

expectations at the beginning of the cardiac rehabilitation 

sessions and health expectations at the completion of the 

sessions? 

An analysis of variance was used to determine the 

difference between the health expectations of the subjects 

from the beginning to the completion of cardiac 

rehabilitation. Analysis was conducted for each of the 

subscales that measure health expectations. 

A statistically significant difference was found 

between Stimulus Outcome Expectations between the two time 

periods, indicating the perceived severity and 

susceptibility to cardiovascular disease and disease 

progression significantly increased. Table 8 presents the 

summary of the analysis of variance for the subscale. No 

significant difference was found between Regimen Efficacy 

Expectations and Regimen Barrier Expectations from the 

beginning to the completion of the cardiac rehabilitation 

sessions, indicating the perceived benefits and barriers to 

attendance in cardiac rehabilitation did not significantly 



change between the two time periods. 

6. Is there a significant difference between the objective 

compliance measures at the beginning of the cardiac 

rehabilitation sessions and objective compliance measures 

at the completion of the sessions? 

An analysis of variance was used to analyze 

significant differences between weight, resting heart rate, 

duration of exercise, metabolic equivalents, and 

cholesterol. No significant difference was noted for 

weight between the two time periods. The mean weight for 

the sample at the beginning (174.0 pounds) and at the 

completion of the sessions (175.6 pounds) indicate that no 

significant change took place. 

The difference between resting heart rate between 

the two time periods approached significance. The summary 

of the analysis of variance for resting heart rate is 

presented in Table 9. The resting heart rate decreased 

between the two time periods. 

A significant difference was noted between duration 

of exercise between the beginning and the completion of 

cardiac rehabilitation, indicating the duration of exercise 

significantly increased between the two time periods. 

Table 10 presents the summary of the analysis of variance 

for duration of exercise. 



Table 8. Summary of Analysis of Variance for Stimulus 
Outcome Expectations (N=23) 

Source of Variance SS df MS ]? £ 

Between groups 1769 13 136.14 10.11 .01 

Within groups 256 14 18.29 

Table 9. Summary of Analysis of Variance for Resting 
Heart Rate (N=23) 

Source of Variance SS df MS F P 

Between groups 6362 22 289.22 3.83 .06 

Within groups 1775 23 77.17 

Table 10. Summary of Analysis of Variance for Duration of 
Exercise (N=23) 

Source of Variance SS df MS F P. 

Between groups 901 22 40.97 406.45 .00 

Within groups 7923 23 344.48 

Table 11. Summary of Analysis of Variance for Metabolic 
Equivalents (N=23) 

Source of Variance SS. df MS F p 

Between groups 38 22 1.76 
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Within groups 73 23 3.18 



A statistically significant difference for 

metabolic equivalents was found between the beginning and 

the completion of the cardiac rehabilitation sessions, 

indicating the intensity of exercise as measured by 

metabolic equivalents significantly increased between the 

two time periods. The summary of the analysis of variance 

for the metabolic equivalents is presented in Table 11. 

No significant difference in the cholesterol level 

between the beginning and the end of the sessions was 

found. Fewer cases were included in this analysis as a 

result of missing data during the first testing. The mean 

cholesterol level at the beginning (203mg/dl) and the mean 

level at the completion of the sessions (207mg/dl) reveal a 

slight but insignificant increase in the levels. 

Summary 

The results of data analysis were presented in this 

chapter. The demographic and disease characteristics of 

the sample were presented. Descriptive statistics were 

used to present findings from the subscales and the 

compliance measures obtained at the beginning and at the 

completion of the cardiac rehabilitation sessions. 

Correlational statistics did reveal two significant 

negative relationships between health expectations and 

compliance. Stimulus Outcome Expectations and Regimen 

Efficacy Exectations were each significantly correlated 
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with duration of exercise at the beginning of the sessions. 

No significant relationships were found between health 

expectations and compliance at the completion of the 

sessions. 

One measure of health expectations, Stimulus 

Outcome Expectations, showed a significant difference 

between the beginning and the completion of the cardiac 

rehabilitation sessions. The compliance measures, duration 

of exercise and metabolic equivalents, also showed a 

significant difference between the beginning and the end of 

the sessions. 



Chapter 5 

CONCLUSIONS AND DISCUSSION 

The findings which support the conceptual framework 

are presented in chapter five. The limitations of the 

study are outlined and the implications for nursing 

practice and further research are discussed. 

Findings Related to Conceptual Framework 

The perception of the susceptibility and severity 

of the disease was negatively related with the duration of 

exercise at the beginning of cardiac rehabilitation. This 

finding suggests that perceptions of high severity and 

susceptibility to disease progression may reduce the period 

of time individuals believe they are able to exercise at 

the beginning of the cardiac rehabilitation program. High 

perceived susceptibility has been found in those least 

compliant with exercise (Tirrell & Hart, 1980). No 

significant relationship was found between perceived 

seriousness and susceptibility to the complications of 

cardiovascular disease and compliance at the completion of 

the cardiac rehabilitation sessions. Participation in a 

cardiac rehabilitation program has been proposed to 
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decrease susceptibility to disease progression. 

Participants feel that only time is needed to "get over 

most any illness" (Muench, .1987; Tirrell & Hart, 1980). 

This may explain the finding that seriousness and 

susceptibility was not related to compliance at the 

completion of the program. 

The perceived benefit of exercise was not 

significantly related to compliance at the completion of 

the program. A negative relationship between perceived 

benefits and the duration of exercise was noted at the 

beginning of the sessions. The finding suggests that the 

perceived benefits of exercise were not related to the time 

the subject was able to exercise at the initiation of the 

cardiac rehabilitation program. Other studies (Muench, 

1987; Tirrell & Hart, 1980) found perceived efficacy and 

the benefits gained from participation in a cardiac 

rehabilitation program are related to compliance with the 

program. 

At the beginning of the cardiac rehabilitation 

program, the perceived barriers to participation in cardiac 

rehabilitation approached significance with one measure of 

compliance, metabolic equivalents. This finding suggests 

that few perceived barriers to exercise was related to the 

intensity of exercise as measured by metabolic equivalents. 

Other studies (Tirrell & Hart, 1980) have found that the 



fewer the perceived barriers the greater the compliance. 

There was no relationship between perceived barriers and 

compliance at the completion of the program. 

Only one measure of health expectations was 

significantly different between the beginning and the 

completion of the cardiac rehabilitation sessions. The 

perceived severity and susceptibility to cardiovascular 

disease progression increased significantly between the two 

time periods. A possible explanation is the educational 

series that a majority of participants attended as well as 

the individualized instructions from the therapists during 

the exercise sessions. "Perceived susceptibility and 

severity having a strong cognitive component are at least 

partially dependent on knowledge" (Rosenstock, 1974, p. 4). 

Also, contact with persons with differing degrees of 

disease severity that have experienced complications and 

progression of cardiovascular disease may increase the 

perception of disease susceptibility and severity. 

Knowledge that disease progression does occur with others 

may affect individual susceptibility to complications of 

cardiovascular disease. 

Only two measures of compliance were significantly 

different between the beginning and the completion of the 

cardiac rehabilitation sessions. The duration of exercise 

and metabolic equivalents increased significantly between 
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the two time periods. The slow and steady progression of 

the time and intensity of exercise reflect this change from 

the beginning to the end of the sessions. The initial 

level of exercise will be based on physical limitations 

present and the duration of exercise prior to the first 

cardiac rehabilitation session. When the subject is able 

to tolerate the intensity of exercise for a specific period 

of time, the duration of exercise is increased slowly to a 

set maximum of forty-five minutes. The metabolic 

equivalents slowly increase as the response to exercise, 

measured by maximal heart rate and perceived exertion, 

decrease. Over time, increased levels of exercise will be 

needed to maintain the maximal heart rate during exercise 

(Hellerstein & Franklin, 1984; Hojnacki & Halfman-Franey, 

1985). 

Limitations 

The small sample size and the large amount of 

missing data limit the conclusions that can be drawn. The 

Reflotron was not available at the beginning of the study. 

This also reduced the amount of data available for 

analysis. 

All the data were collected by one researcher. 

Prior to this study, the researcher had not performed the 

procedure to obtain the cholesterol level from the 

Reflotron. The initial cholesterol was surprisingly low 



for several subjects and a sharp rise was noted at the 

completion of the study. The low cholesterol values 

obtained at the first testing may have resulted from 

inexperience with the technique and the Reflotron. As the 

study progressed, the investigator's technique may have 

improved and the values obtained may reflect a more correct 

reading. 

Several subjects expressed concern that they 

"passed the test" or answered the questions the same on 

each questionnaire. Several requested a copy of the 

previous questionnaire because they "could not remember the 

answers" they had given. The subjects were assured that 

there was no right answer and that the researcher was 

looking at opinions and feelings at that specific time and 

the previous questionnaire was not needed. Subjects may 

also have answered the questions in a manner that they 

thought the researcher wanted. In the overall project, 

subjects were asked to complete the questionnaire at three 

time periods. The social desirability of the answers may 

have increased over time. 

The researcher was not available to gather data 

during all cardiac rehabilitation sessions. As a result, 

subjects were asked to participate in the study after 

completing different numbers of sessions in the program. 

This may have affected the measure of health expectations 



at the beginning of the sessions. The subject that has 

attended as few as two exercise sessions is able to see 

progression of the duration and the intensity of exercise. 

Benefits of participation in the rehabilitation program as 

well as perception of the severity of the disease may be 

changed by each additional session attended. The 

therapists answer any questions asked by the subjects and 

this also may affect the perception of susceptibility and 

severity of the disease. 

Implications for Nursing Practice 

Further research is needed to describe the 

relationship between health expectations and compliance 

among individuals participating in a cardiac rehabilitation 

program. If a significant relationship can be defined, 

specific interventions can be introduced and the effect on 

the relationship described. 

A time frame for the completion of the prescribed 

number of sessions was not designated for the present 

study. However, insurance companies are beginning to allow 

cardiac rehabilitation only for a specific time period, 

such as two months, rather than a specific number of 

sessions. Attendance at all the sessions becomes more 

important since the lifestyle habits of the individual are 

being changed and new habits are being formed. 

"Approximately six weeks of physical activity are required 



to establish a habit pattern" (Oldridge & Stoedefalke, 

1984, p. 449). With the limited number of sessions, 

regular attendance is needed to establish the pattern of 

regular exercise. 

Implications for Nursing Research 

Further research is needed to examine the 

relationship between health expectations and compliance. 

Replication of the study with a larger sample size is 

indicated. A study with an equal number of subjects from 

each sex will permit the researcher to explore the 

similiarities and differences between males and females. 

A study of subjects who do not complete cardiac 

rehabilitation sessions is indicated. Questionnaires 

obtained from those that dropout may provide some insight 

into specific health expectations that changed over time. 

Summary 

The purpose of this study was to describe the 

relationship between health expectations and compliance in 

persons who are participating in a cardiac rehabilitation 

program. The relationship between perceived susceptibility 

and severity of disease progression and perceived benefits 

of exercise and one measure of compliance was significant 

at the initiation of the study. At the completion of the 

cardiac rehabilitation program, no significant relationship 
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between health expectations and compliance was found. 

Limitations were outlined. Recommendations for 

further study include replication with a larger sample and 

follow up with individuals who do not complete the program. 



APPENDIX A 

HUMAN SUBJECTS APPROVAL 

67 



68 

The University of Arizona 
Human Subjects Committee 
1690 N. Warren (BIdg. 526B| 
Tucson. Arizona 05724 
(602| 626-6721 or 626-7575 

23 November 1988 

Alice E. Posvogel, B.S., R.N. 
445 N. Wilmot 
Apt. 252 
Tucson, Arizona 85711 

KB: A88.179 THE RELATIONSHIP BETWEEN HEALTH EXPECTATIONS AND COMPLIANCE AMONG 
CARDIAC REHABILITATION PARTICIPANTS 

Dear Ms. Pasvogel: 

He have received your above cited project. The procedures to be followed in this 
study pose no more than minimal risk to participating subjects. Regulations 
issued by the U.S. Department of Health and Human Services [45 CPR Part 46.110(b)] 
authorize approval of this type project through the expedited review procedures, 
with the condition(s) that subjects' anonymity be maintained. Although full Commit
tee review is not required, a brief summary of the project procedures is submitted 
to the Committee for their endorsement and/or comment, if any, after adminis
trative approval is granted. This project is approved effective 23 November 1988. 

The Human Subjects Committee has noted the possible enrollment of some research 
subjects at sites other than at the University of Arizona and/or under immediate 
supervision of non University of Arizona health care personnel. Please be reminded 
that you as the Principal Investigator are committed by reason of the committee's 
approval of this protocol to insure that all basic elements of protection from 
research risks are extended to all subjects wherever located at community sites 
and attended therein by non-University of Arizona personnel. The Institutional 
Review Board is in compliance with the requirements of Part 56 Subchapter D, Part 
312 of the 21 Code of Federal Regulations published January 27, 1981. 

Approval is granted with the understanding that no changes or additions will be 
made either to the procedures followed or to the consent form(s) used (copies of 
which we have on file) without the knowledge and approval of the Human Subjects 
Committee and your College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported to each 

committee. 

A university policy requires that all signed subject consent forms be kept in a 
permanent file in an area designated for that purpose by the Department Head or 
comparable authority. This will assure their accessibility in the event that 
university officials require the information and the principal investigator is 
unavailable for some reason. 

Sincerely yours. 

-C.T — I' !/• ̂  

Milan Novak, M.D., Ph.D. 
Chairman 
Human Subjects Committee 

MN/ms 

cc: Departmental/College Review Comn-.ittee 
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TUCSON MEDICAL CENTER 
INFORMED CONSENT FORM 

Project Title: Development and Testing of a Health 
Motivation Scale Among Cardiac Rehabilitation 
Participants 

Investigators: Guadalupe S. Olivas, PhD. 
Andrew B. Cosentino, P.T. 

The purpose of this research project is to develop 
and test a questionnaire that will measure health 
motivation. You are being asked to voluntarily participate 
in this project because you are an adult who has been 
prescribed attendance to a cardiac rehabilitation program. 

Your participation will entail your responding to a 
series of questionnaires three times: 1) upon entering the 
cardiac rehabilitation program; 2) after being in the 
program for one (1) month; and 3) at the end of the 
program. You will be asked to give your opinion on the 
statements in the questionnaire. Responding to the 
questionnaire will take you about 15-20 minutes each time. 
Also, the researcher will review your cardiac 
rehabilitation medical chart to obtain some clinical 
information. You will also be asked to provide some 
general demographic and illness information. In addition, 
you will be asked to have a cholesterol laboratory test 
done by fingerstick at all three times you respond to the 
questionnaire. There will be no charge to you for these 
laboratory tests. 

There are no known or potential risks nor benefits 
for your participating in this research project. 
Information gained by this study, may, however, assist 
health care providers to assist other patients. 

There are no cost or payment to you for 
participation. You are free to inquire and to receive 
answers to questions at any point. Also, you are free to 
withdraw participation at any time, without there being any 
change in your care. 

All information obtained will be confidential, as 
all data will be number-coded and group-analyzed in any 
formal or published report given. Only the researcher and 
authorized representives will have access to the data and 
filed informed consent forms. 
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A copy of this form will be available to you upon 
request and will be filed in an area designated by the 
Human Research Committee. 

Your signature below indicates tha4z you have read 
and understand the contents of this form, and are willing 
to voluntarily participate in this research project. 

Signature Date 

Witness Signature Date 
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Length in program 
Date 

Subject No._ 
A B C  

Demographic and General Illness Information 

1. Age: 

2. Gender: Male Female 

3. Ethnic Group: Anglo Mexican American Other 

4. Phase II Cardiac Rehabilitation 
Length of time in 

Dr. Date Begun Program 

Reason for Cardiac Rehabilitation (check all that 
apply): 
Recent MI MI Location Infarction Date_ 
CABG Date Other(specify) 

Current Medications 

7. Other medical problems(Dx)_ 

8. Smoking history 
a. Number of cigarettes per day Brand_ 
b. For how long? If quit, when 

Marital status : Single Married Divorced 
Widowed Other ( specif y) 

10. Number in family living with cardiac rehabilitation 
participant: 

11. Employment 
a. Status: Full-time Part-time Unemployed 

Retired 
b. If employed, my occupation is: 

12. Family income: Under $5,000 
$5,000-$9,999 
$10,000-$19,999 
$20,000-$29,999 
Above $30,000 
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13. Education (circle last 
a. Grade School 
b. Junior High School 
c. High School 
d. College 

grade completed): 
1 2 3 4 5 6 
7 8 
9 10 11 12 
1 2 3 4 5 6 7 8 9  1 0  
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Objective Compliance Data 
Date begun Program 
Date enrolled Subject No. 

(date) (date) (date) 

I. Dietary 
Onset of 1 month in End of 
Program Program Program 

Cholesterol Level 

Weight 

Body Frame: 
Elbow 

Height: 

II. Exercise 

Resting Heart Rate 

Peak Metabolic 
Activity Level 

Duration of 
Exercise 

III. Smoking 

# of cigarettes 
per day currently 
smoking 

IV. Overall attendance to prescribed cardiac 
rehabilitation components 
A. Healthy Heart Series(HHS) Recommended: Yes No 

1. Pre-test knowledge score 
2. Post-test knowledge score 

a. Total number HHS 
b. Number of HHS sessions attended 

If smoking when began Cardiac Rehab, 
B. Quit Smoking (QS) Recommended: Yes No 

1. Total QS sessions 
2. Number QS sessions attended 

C. Cardiac Rehab Visits (CRV) 
1. Number CRV scheduled 
2. Number scheduled CRV visits attended 
3. Number "No-show" CRV 
4. Number appropriately cancelled 
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Subject No. 
A B C  

Patient Self-Report 

Please rate how well you have followed your medical 
treatment restrictions for the time period specified. 
Please circle the choice that best describes how well you 
have followed your specific restrictions on the different 
times noted. 

1. I have been following my low cholesterol diet like I am 
supposed to. 
1 2 3 4 5 6 

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 

2. I have been limiting the amount of high calorie foods I 
eat. 
1 2 3 4 5 6 

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 

3. I have been exercising at home at the level of 
intensity and duration I have been asked to do. 
1 2 3 4 5 6 

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 

4. I have been relaxing like I have been instructed. 
1 . 2  3  4  5  6  

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 

5. I have cut down in the number of cigarettes I smoke. 
1 2 3 4 5 6 

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 

6. I have attended my Cardiac Rehabilitation visits. 
1 2 3 4 5 6 

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 

7. I have been taking my medicines as they have been 
prescribed. 
1 2 3 4 5 6 

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 
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8. I have attended the Quit Smoking program that was 
prescribed for me. 
1 2 3 4 5 6 

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 

9. I have attended the Healthy Heart Series which was 
prescribed to me. 
1 2 3 4 5 6 

Not at all Occasionally Sometimes Half of Most of Always 
the time the time 

10. On a scale of 1 to 6, how valuable is your health to 
you? 

1 2 3 4 5 6 
Not Slightly Average Moderately Very Extremely 

Valuable Valuable Value Valuable Valuable Valuable 
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Stimulus Outcome Expectations 

Here is another list. Suppose each of these things were to 
happen to you in the next year. How serious would each be 
to you? Please circle the number that best describes your 
response to each statement. 

1. My getting high levels of cholesterol in my blood would 
be: 
1 2 3 4 5 6 

Not at all Slightly Moderately Above Avg. Very Extremely 
serious serious serious serious serious serious 

2. My not managing stress effectively in my life would be: 
1 2 3 .4 5 6 

Not at all Slightly Moderately Above Avg. Very Extremely 
serious serious serious serious serious serious 

3. My continued cigarette smoking would be: 
1 2 3 4 5 6 

Not at all Slightly Moderalely Above A"g. Very Extremely 
serious serious serious serious serious serious 

4. My having angina would be: 
1 2 3 4 5 6 

Not at all Slightly Moderately Above Avg. Very Extremely 
serious serious serious serious serious serious 

5. My becoming increasingly short of breath would be: 
1 2 3 4 5 6 

Not at all Slightly Moderately Above Avg. Very Extremely 
serious serious serious serious serious serious 

6. My having a heart attack would be: 
1 2 3 4 5 6 

Not at all Slightly Moderately Above Avg. Very Extremely 
serious serious serious serious serious serious 

7. My continued lack of physical fitness would be: 
1 2 3 4 5 6 

Not at all Slightly Moderately Above Avg. Very Extremely 
serious serious serious serious serious serious 

8. My gaining too much weight would be: 
1 2 3 4 5 6 

Not at all Slightly Moderately Above Avg. Very Extremely 
serious serious serious serious serious serious 
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9. My having poor health would be: 
1 2 3 4 5 6 

Not at all Slightly Moderately Above Avg. Very Extremely 
serious serious serious serious serious serious 

The following questions have slightly different response 
choices. If you do not follow the prescribed treatment 
orders (your medicine, diet and exercise regimen), how 
likely would it be for you to get the following things? 
Please read each statement and circle the number that best 
describes your response to each statement. 

1. If I do not follow my diet treatment, my getting high 
levels of cholesterol in my blood would be: 
1 2 3 4 5 6 

Extremely Very Moderately Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 

2. If I do not discontinue smoking, my getting a worsening 
of my coronary artery disease would be: 
1 2 3 4 5 6 

Extremely Very Moderately Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 

3. If I do not follow my diet treatment, my getting a 
worsening of my heart disease would be: 
1 2 3 4 5 6 

Extremely Very Moderately Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 

4. If I do not perform regular exercise, my getting more 
angina would be: 
1 2 3 4 5 6 

Extremely Very Moderately Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 

5. If I do not follow my treatment plan, becoming sicker 
would be: 
1 2 3 4 5 6 

Extremely Very Moderately Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 

6. If I do not follow my treatment plan, my having high 
blood pressure would be: 
1 2 3 4 5 6 

Extremely Very Moderately Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 



80 

7. If I do not follow my treatment plan, having a heart 
attack would be: 
1 2 3 4 5 6 

Extremely Very Moderately Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 

8. If I do not follow the doctor's orders, having a heart 
attack would be: 
1 2 3 4 5 6 

Extremely Very Moderatley Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 

9. If I do not gradually increase my physical activity 
over a period of time, my obtaining or even surpassing 
my previous degree of physical fitness would be: 
1 2 3 4 5 6 

Extremely Very Moderately Moderately Very Extremely 
unlikely unlikely unlikely likely likely likely 

Regimen Efficacy Expectations 

Please circle the response that best shows your opinion 
regarding how beneficial your treatment prescriptions are. 

1. My cardiac medications are: 
1 2 3 4 5 6 
Not Somewhat Beneficial Mod. Very Extremely 

beneficial beneficial beneficial beneficial beneficial 

2. My prescribed diet is: 
1 2 3 4 5 6 

Not Somewhat Beneficial Mod. Very Extremely 
beneficial beneficial beneficial beneficial beneficial 

3. Not smoking is: 
1 2 3 4 5 6 
Not Somewhat Beneficial Mod. Very Extremely 

beneficial beneficial beneficial beneficial beneficial 

4. Getting regular exercise is: 
1 2 3 4 5 6 
Not Somewhat Beneficial Mod. Very Extremely 

beneficial beneficial beneficial beneficial beneficial 

5. A prescribed diet is: 
1 2 3 4 5 6 

Not Somewhat Beneficial Mod. Very Extremely 
beneficial beneficial beneficial beneficial beneficial 
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6. A tolerance-building exercise program is: 
1 2 3 4 5 6 

Not Somewhat Beneficial Mod. Very Extremely 
beneficial beneficial beneficial beneficial beneficial 

7. Home remedies are: 
1 2 3 4 5 6 

Not Somewhat Beneficial Mod. Very Extremely 
beneficial beneficial beneficial beneficial beneficial 

8. Eating a nutritionally balanced diet along with 
exercise is: 
12 3 4 5 6 
Not Somewhat Beneficial Mod. Very Extremely 

beneficial beneficial beneficial beneficial beneficial 

9. Learning about coronary disease risk factors is: 
1 2 3 4 5 6 

Not Somewhat Beneficial Mod. Very Extremely 
beneficial beneficial beneficial beneficial beneficial 

10. A "quit smoking" program is: 
1 2 3 4 5 6 

Not Somewhat Beneficial Mod. Very Extremely 
beneficial beneficial beneficial beneficial beneficial 

11. The practice of relaxation techniques is: 
1 2 3 4 5 6 

Not Somewhat Beneficial Mod. Very Extremely 
beneficial beneficial beneficial beneficial beneficial 

12. Eating foods low in cholesterol is: 
1 2 3 4 5 6 

Not Somewhat Beneficial Mod. Very Extremely 
beneficial beneficial beneficial beneficial beneficial 

Regimen Barrier Expectations 

Instructions: How often do the things listed below prevent 
you from following your prescribed treatment plan of care? 
Please circle the response that best describes how often 
the listed item in the statement prevents you from 
following your prescribed treatment plan. 

1. Having cravings for food not permitted on my diet 
prevents me from following my prescribed diet. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 



82 

2. Being away from home prevents me from performing my 
prescribed exercises. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 

3. Having trouble preparing special meals prevents me from 
following my prescribed diet. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 

4. My cravings for cigarettes prevents me from kicking the 
habit. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 

5. Having to read the labels of food packages prevents me 
from following my diet restrictions. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 

6. Not remembering what I need to do to follow my 
treatment plan prevents me from following it. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 

7. Not having the money to buy the special things I need 
for my treatment plan prevents m.e from following it. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 

8. The instructions about my treatment plan being too 
complicated prevents me from following it. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 

9. Feeling worse by following my treatment restrictions 
prevents me from following it. 
1 2 3 4 5 6 

Not at all Few Occasionally Moderately Very Extremely 
times often often often 
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When my treatment plan is hard to fit in my daily 
routine, it prevents me from following it. 
1 2 3 4 5 6 
at all Few Occasionally Moderately Very Extremely 

times often often often 
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