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ABSTRACT 

A descriptive design was utilized to identify the relationship 

between perceived cardiac rehabilitation at the time of discharge and 

perceived self-care three months later. perceived cardiac 

rehabilitation was indicated by perceived quality of the cardiac 

rehabilitation program, perceived understanding of self-care, and 

satisfaction with hospital care. Perceived self-care was indicated by 

sel f-reported self-care related exercise, stress management, and 

medication. Fifty-three patients from a community hospital 

voluntarily participated in the study by responding to four 

questionnaires. 

A low positive relationship was found between (a) perceived 

quality of the cardiac rehabilitation program and self-reported stress 

management, (b) perceived understanding of self-care and self-reported 

exercise and stress management, and (c) satisfaction with hospital 

care and self-reported exercise and medication administration. These 

findings of post-hospital care are useful in the evaluation of the 

effectiveness of one nurse-coordinated cardiac rehabilitation program. 
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CHAPTER 1 

INTRODUCTION 

Rehabilitation is accepted as a method of preventive health 

care that seeks health maintenance and promotion by reducing 

dysfunctional states. Self-care is integral to rehabilitation. Self-

responsibility in day-to-day living necessarily extends to 

responsibility to meet self-care requisites with or without assistance 

from others. Rehabilitation, from a nursing perspective, is viewed as 

a process of human development for clients as persons with a life 

focus. Emphasis is not on their dysfunctions, but on their personal 

maturation and their effective living in coexistence with otriers in 

specific environmental settings. Providing patients with relevant 

information about health promotion and maintenance is a critical 

aspect of self-care (Orem, 1985). Cardiac rehabilitation programs 

have been established based on this purpose. Once a program is 

developed and implemented, nurses are interested in whether it is 

effective and what impact the cardiac rehabilitation program has on 

patients' self-care. The relationship between patients' perceptions 

of a cardiac rehabilitation program at the time of discharge from the 

hospital and patients' perceptions of their performance of self-care 

activities related to exercise, stress management, and medications 

three months after discharge from the hospital is significant to the 

planning of rehabilitation programs. 
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Cardiac rehabilitation programs which include teaching and 

counseling about exercise, nutrition, and medications are systematic 

programs established to help patients with cardiac disease return to a 

normal life, thus promoting an optimal level of health. Bondar (1984) 

stated that there were six goals in cardiac rehabilitation. These 

were: (1) To minimize deconditioning, (2) to promote cardiovascular 

fitness, (3) to prepare the patient for self-care and daily 

activities, (4) to identify and modify risk factors, (5) to produce 

psychological support for patients and their families, and (6) to 

minimize time away from work. 

Davidson (1979) stated that research over the last 10 to 15 

years provided empirical data which suggested that cardiac 

rehabilitation programs were not only safe and effective, but also 

greatly enhanced the quality of life for cardiac patients. Therefore, 

the evaluation of effectiveness of a cardiac rehabilitation program 

and its relationship to the self-care of patients with cardiac 

diseases is of interest. In addition, the perceptions of the cardiac 

rehabilitation program and self-care from the patient's viewpoint and 

the relationship between both are also of interest. 

Statement of The Problem 

In 1984, the average hospital stay of a patient with a 

myocardial infarction was 10 to 14 days. By 1987, the average 

hospital stay of a patient with a niyocardial infarction had decreased 

to 7 to 10 days due to the prospective payment system. The average 

stay for a patient undergoing a coronary artery bypass graft, 7 to 10 
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clays in 1984, decreased to 5 to 9 days by 1987 (Arnoldhemry, 1988). 

These shorter hospital stays challenge health care providers and 

increase their concern about the ability of patients to engage in 

self-care after participating in cardiac rehabilitation programs. 

Provision of high-quality cardiac rehabilitation services in 

small to medium-si zed hospitals is particularly challenging, 

considering the limited availability of human and physical resources. 

One approach to provide an effective cardiac rehabilitation program 

with limited resources is to use a well-trained registered nurse as a 

coordinator of services (Comoss, Burke & Swails, 1979). Such an 

approach needs to be demonstrated and evaluated. 

In reviewing the literature, it was found that tne 

effectiveness of cardiac renabilitation programs had been investigated 

and reported by examining patients' knowledge and compliance. 

However, there was less evidence of the impact of the cardiac 

rehabilitation program on self-care of patients with cardiac disease, 

and the relationship between factors such as patient perceptions of 

cardiac rehabilitation and self-care. 

Perceived cardiac rehabilitation which includes patients' 

perceptions of the quality of the cardiac rehabilitation program, 

their perceptions of understanding of post-hospital self-care, as well 

as their satisfaction with hospital care during rehabilitation, are 

important to investigate. Perceived self-care related to doing 

exercise, stress management, and medications administration at certain 

times after discharge from the hospital is also necessary to explore. 
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Therefore, the relationship between patients' perceptions of cardiac 

rehabilitation and patients' perceptions of self-care is the focus of 

this study. 

Significance of Study 

Nursing research in cardiac rehabilitation continues to be 

significant because it assists health care providers to evaluate the 

quality of cardiac rehabilitation and to better understand the quality 

of self-care for patients who have participated in a cardiac 

rehabilitation program. Specifically, the significance of this study 

is to help health care providers gain knowledge of the effectiveness 

of implementing a nurse-coordinated cardiac rehabilitation program and 

the relationship between patients' perceptions of cardiac 

rehabilitation and their perceptions of performance of self-care 

activities. Health care providers include physicians, nurses, 

pharmacists, dietitians, physical therapists, and social workers. The 

ultimate significance of improved service is of benefit to tne public. 

The results of this study may provide suggestions about what is 

effective that should be retained in the nurse-coordinated cardiac 

rehabilitation program, and wnat is ineffective that should be revised 

to provide better service for patients. 

Purpose of Study 

Based on a secondary data analysis, the primary purpose of 

this study was to describe tne relationship between patients' 

perceptions of a nurse-coordinated cardiac rehabilitation program at 
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the time of discharge from the hospital and patients' perceptions of 

their performance of self-care activities three months after discharge 

from the hospital. Secondly, the relationships between selected 

demographic characteristics of these patients with cardiac diseases 

and their perceptions of cardiac rehabilitation, and their perception 

of performance of self-care activities were investigated. 

Research Questions 

The research questions addressed the relationship between 

patients' perceptions of a cardiac rehabilitation program at the time 

of discharge from the hospital and patients' perceptions of their 

performance of self-care activities three months after discharge from 

the hospital. The patients' self-reported perceptions of the quality 

of the cardiac rehabil itation program, perceptions of understanding of 

post-hospital self-care, and satisfaction with hospital care were the 

variables of perceived cardiac rehabilitation. The patients' self-

reported perceptions of performance of the self-care activities 

related to exercise, stress management, and medication administration 

were the variables of perceived self-care. The research questions 

emerged as follows: 

1. What is the relationship between perceived quality of the 

cardiac rehabilitation program and the subjects' self-reported 

number of minutes per walk? 

2. What is the relationship between perceived quality of the 

cardiac rehabilitation program and the subjects' self-

reported number of miles per walk? 
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3. What is the relationship between perceived quality of the 

cardiac rehabilitation program and self-reported self-care 

exercise? 

4. What is the relationship between perceived quality of the 

cardiac rehabilitation program and sel f-reported self-care 

stress management? 

5. What is the relationship between perceived quality of the 

cardiac rehabilitation program ana sel f-reported self-care 

medication administration? 

6. What is the relationship between perceived understanding of 

self-care and the subjects' self-reported number of minutes 

per walk? 

7. What is the relationship between perceived understanding of 

self-care and the subjects' self-reported number of miles per 

walk? 

8. What is the relationship between perceived understanding of 

self-care and sel f-reported self-care exercise? 

9. What is the relationship between perceived understanding of 

self-care and sel f-reported self-care stress management? 

10. What is the relationship between perceived understanding of 

self-care and sel f-reported self-care medication 

administration? 

11. What is the relationship between the subjects' satisfaction 

with hospital care and the subjects' self-reported number of 

minutes per walk? 



12. What is the relationship between the subjects' satisfaction 

with hospital care and the subjects' self-reported number of 

miles per walk? 

13. What is the relationship between the subjects's satisfaction 

with hospital care and self-reported self-care exercise? 

14. What is the relationship between the subjects' satisfaction 

with hospital care and sel f-reported self-care stress 

management? 

15. What is the relationship between the subjects' satisfaction 

with hospital care and self-reported self-care medication? 

16. What are the relationships among selected demographic 

variables and perceived cardiac rehabilitation variables and 

perceived self-care variables? The selected demographic 

variables included sex, age, the number of medications 

prescribed at the time of discharge from the hospital, and the 

length of hospital stay. 

Summary 

Cardiac rehabilitation programs are developed to help clients 

not only recover from their disease and dysfunction, but also to 

maintain and promote an optimal high quality of life and well-being. 

The long term goals of a cardiac rehabilitation program are 

established to help clients perform self-care after discharge from the 

hospital. Several studies have been conducted to evaluate the 

effectiveness of a cardiac rehabilitation program. Patients' 

knowledge and compliance as a result of participating in this kind of 



17 

program have been examined in the review of the literature. However, 

there are fewer reports which describe the relationship between 

perceived cardiac rehabilitation and perceived self-care from the 

patient's point of view. Therefore, the purpose of this study was to 

describe the relationship between patients' perceptions of a nurse-

coordinated cardiac rehabilitation program and their self-reported 

self-care activities three months following discharge from the 

hospital. The significance of the study is to help health care 

providers recognize the effectiveness of a nurse-coordinated cardiac 

rehabilitation program from the patient's point of view. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK AND REVIEW OF 

RELATED LITERATURE 

A review of the pertinent literature based on the conceptual 

framework is presented in this chapter. The conceptual framework for 

the study is depicted in Figure 1. 

The conceptual framework includes cardiac rehabilitation and 

self-care at the more abstract construct level. Perceived cardiac 

rehabilitation at the first concept level is based upon the perceived 

quality of the cardiac rehabilitation program, perceived understanding 

of self-care, and satisfaction with hospital care at the second 

concept level. The concept of perceived cardiac rehabilitation is 

operationalized by three self-reported measures: Perceived Quality of 

the Cardiac Rehabilitation Program Questionnaire (PQCRPQ), Perceived 

Understanding of Self-Care Questionnaire (PUSCQ), and Satisfaction 

with Hospital Care Questionnaire (SHCQ). 

In addition, the concept of perceived self-care at the first 

concept level is based upon self-care in exercise, stress management, 

and medications at the second concept level. The concept of perceived 

self-care is operationalized by five self-reported measures: the 

number of Minutes per Walk (Min. W.), the number of Miles per Walk 

(Mil. W.), and Self-Care Questionnaire Exercise (SCQE). The others 



Construction Level Concept Level Operational Level 

Cardiac 
Rehabilitation -

Sel f-Care-

Perceived 
Cardiac 

^Rehabilitation^ 

Perceived 
-Self-Care 

Perceived Quality 
''of CRP 

Perceived Understanding 
of Self-Care 

Satisfaction with 
Hospital Care 

Self-Care Exercise 

PQCRPQ 

PUSCQ 

SHCQ 

-Self-Care Stress Management 

-Self-Care Medication 

Min. VI 

Mil. U 

PQCRPQ = Perceived Quality of the Cardiac 
Rehabilitation Program Questionnaire 

PUSCQ = Perceived Understanding of Self-Care 
Questionnaire 

SHCQ = Satisfaction with Hospital Care 
Questionnaire 

Min. W. = Minutes per Walk 
Mil. W. = Miles per Walk 
SCQE = Self-Care Questionnaire Exercise 
SCQS = Self-Care Questionnaire 

Stress Management 
SCQM = Self-Care Questionnaire Medication. 

Figure 1. Conceptual Framework for the Study 
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are Self-Care Questionnaire Stress-Management (SCQS), and Self-Care 

Questionnaire Medication (SCQM). 

Construct Level 

Cardiac Rehabilitation 

The overall objective of cardiac rehabilitation is to restore 

the patient to an active life compatible with his disease and to 

educate him about his health status (Hoskins & Habasevich, 1978). 

Cardiac rehabilitation is a process of initiating a change in a 

patient's lifestyle to reduce risk factors associated with coronary 

artery disease. Cardiac rehabilitation, the process of actively 

assisting the known patient with cardiac disease to achieve and 

maintain his or her optimal state of health, has become an important 

specialty of cardiovascular care during the past decade (Comoss, Burke 

& Swails, 1979). 

Nelson (1984) addressed the fact that cardiac rehabilitation 

programs were concerned with restoration and maintenance of each 

cardiac patient's physical, psychological, social, educational and 

vocational potential. She stated that the goals of cardiac 

rehabilitation programs were to prepare patients for self-care and 

daily activities. Certo (1985) stated that cardiac rehabilitation 

programs had increased dramatically in recent years. Inpatient and 

out-patient programs in the hospital and in the community were 

implemented all over the country. 
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Ries (1987) showed that the benefits of pulmonary 

rehabilitation included the following: (1) improved quality of life, 

(2) greater independence, (3) decreased hospitalization, (4) increased 

knowledge about disease, (5) increased physical activity including 

exercise capacity and endurance, and (6) a decrease in physiological 

and psychological symptoms and signs. Perhaps cardiac rehabilitation 

programs also include the same benefits for patients with cardiac 

di sease. 

Hospital-based cardiac rehabilitation programs have become 

much more widespread since their introduction in the 1960s (Price, 

1987). Price (1987) stated that the short-term and long-term benefits 

of progressive cardiac rehabilitation to the patient and family, in 

terms of increases in functional capacity, knowledge base and 

preventive health behaviors, continued to be supported in the 

literature. 

A comprehensive cardiac rehabilitation program today consists 

of several phases. Each phase has its own objectives for patient care 

and progression. Each phase also has an educational component related 

to the patient's level of knowledge of the disability and level of 

activity. Nurses are frequently responsible for directing cardiac 

rehabilitation programs in various health care facilities. 

Self-Care 

Self-care was defined as the process whereby patients 

deliberately act on their own behalf in health promotion, prevention 

of illness, and the detection and treatment of health deviations 



(Levin, Katz & Hoist, 1979). Orem (1985) viewed human beings as self-

care agents. She stated that the person is a unit that can be viewed 

as functioning biologically, symbolically, and socially. She stated 

that self-care is the result of actions directed to self or to the 

environment to regulate functioning and well-being (Orem, 1985). 

According to Orem, the person's ability to perform self-care is the 

practice of activities that individuals initiate and perform on their 

own behalf in maintaining life, health, and well-being (Orem, 1985). 

When a person is unable to meet the demand of the requisites for self-

care, a deficit exists and nursing care is needed. Nursing has as its 

special concern man's need for self-care action and the provision and 

management of action on a continuous basis to sustain life and health, 

recover from disease or injury, and cope with the effects (Orem, 

1980). As a consequence, providing the patient with relevant 

information about health promotion and maintenance is a critical 

aspect of self-care and nursing. 

Dean (1981) described self-care as the basic level of health 

care in all societies. It can be preventive, curative and 

rehabilitative, but is neither contemporary nor reactionary. She 

described the range of individual health behaviors as health 

maintenance and life style, utilization of preventive health services, 

symptom evaluation, sel f-treatment, and interaction with the 

professional sectors. 

Harper (1984) stated that the self-care concept of health 

emphasized personal control over health care and health actions. The 
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necessary prerequisites for self-care include knowledge about health, 

motivation for health, and the ability to initiate and perform self-

care behaviors. Great importance is being noted in the current 

literature on self-care or self-management as promoting health 

(Whetstone, 1987). She stated that more importantly, there was 

increased public and professional awareness of the individual's role 

in assuming greater responsibility both in caring and in maintaining 

health. 

Chang (1980) identified four roles in self-care: Health 

maintenance; disease prevention; self-diagnosis, self-medication and 

sel f-treatment; and patient participation in use of nealth care 

services. Barofsky (1978) also identified four functions of self-

care. They were: (1) Following a provider's directions for treatment 

of diagnosed illness, (2) treating symptoms without a health care 

professional's assistance, (3) reducing lifestyle risk factors that 

may affect the onset of disease, and (4) regulating physiological 

processes required for daily living. 

Fitzgerald {1980) stated that the key to the education of the 

person with diabetes mellitus using Orem's self-care model was to 

maintain a view of the human being as capable of participating 

actively in health care. The role of nursing became one of assisting 

the individual and the family to capitalize on their strengths, and 

overcome limitations. By involving the individual, a more realistic 

acnievable plan was developed to enable the person with a health 
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deviation to adjust to alterations in life and to participate 

maximally in self-care. 

Concept Level 

Perceived Cardiac Rehabilitation 

A cardiac rehabilitation program is usually developed by 

varying methods depending on the situation and institution. The 

concept of perceived cardiac rehabilitation from the patient's point 

of view is important to recognize in the evaluation of the 

effectiveness of the processes in the program. Determining indices to 

measure the perceived effectiveness of a cardiac rehabilitation 

program is necessary. However, discussions of patients' perceptions 

of a cardiac rehabilitation program have not been explored. 

The goals of the nurse-coordinated cardiac rehabilitation 

program under study consist of three aspects. Physiologically, the 

goals of the program were to enable the patient to carry out routine 

self-care, prevent the negative effects of activity, and resume 

activities of daily living, such as self-care in exercise. 

Psychologically, the goals of the program were to assist the patient 

and families to realize the impact of cardiac disease on lifestyle and 

be able to adjust it, such as self-care in stress management. 

Educationally, the goals of the program were to help the patient 

understand the process of disease and its treatment and be 

knowledgeable in the accomplishment of change in lifestyle (Appendix 



25 

A). According to the goals of the program, it suggested indices for 

measurement of the program's effectiveness. 

Perceived Quality of the 
Cardiac Rehabilitation Program 

Moynihan (1984) stated that the concept of cardiac 

rehabilitation is based on the realization that patients who have had 

a myocardial infarction can return to normal independence and 

productive living after experiencing this acute event. As a result of 

this realization, health care teams have developed, implemented, 

evaluated, and organized cardiac rehabilitation programs. However, 

there is no evidence in the literature to describe cardiac 

rehabilitation from the patient's point of view. 

Perceived Understanding of Self-Care 

Understanding involves knowledge, interpretation, acceptance 

of information, or condition. Foxworth (1978) stated that a cardiac 

renabilitation program is designed with the goal of returning patients 

to active, normal or nearly normal lives. In her study, 260 patients 

participated in a cardiac rehabilitation program. She found that the 

patients had (1) a shorter hospital stay, (2) a higher level of 

physical activity at discharge, and (3) better knowledge in 

controlling risk factors of heart diseases. She concluded that the 

greatest impact of cardiac rehabilitation programs was a positive 

effect on the quality of life experienced after surgery, whether or 

not the individual returned to work. 



Levin et al. (1979) stated that the motivation to improve 

adherence would be enhanced if patients were knowledgeable about their 

disease and had some technical skill that was relevant to their 

participation in their treatment regimen. Owens, McCann and Hutelmyer 

(1978) designed a study using pre-tests and post-tests to determine if 

there were significant differences in the level of knowledge of 

patients after participating in a cardiac rehabilitation education 

program. The sample comprised 36 patients who completed the items 

included in the knowledge test. The results indicated that there were 

significant increases in knowledge among the study subjects. 

Linde and Janz (1979) introduced a comprehensive post

operative education program for patients who had cardiac surgery. 

Individual teaching sessions were used to address the content areas. 

In this study, 30 patients were examined about the effect of this 

teaching program on knowledge and compliance. Patients were given a 

knowledge test before teaching, at discharge, and at the first and 

second post-operative visits. There was a significant increase in 

knowledge from the pre-test to the discharge test, and this knowledge 

remained stable at the post-operative visits. So, the investigators 

concluded that reinforcement of knowledge at post-operative visits nad 

a positive effect on knowledge retention and compliance. 

Scalzi (1980) investigated the influence of the introduction 

of an organized educational program for patients with coronary disease 

and their families. Knowledge and compliance were measured over a 

two-year period with a quasi-experimental time series design. An 



interesting finding of this study was that post-test scores did not 

initially increase during hospitalization after the educational 

program was introduced. This suggested that knowledge retention was 

limited during the acute phase of illness. Continued instruction 

after discharge from the nospital reportedly improved knowledge and 

compliance. Therefore, motivation, reinforcement of knowledge, or 

continued instruction after discharge from the hospital are recognized 

as factors to affect knowledge retention and understanding for self-

care. 

Satisfaction with Hospital Care 

Chang (1980) stated that there was an increase in the 

recognition that patient satisfaction constituted a legitimate measure 

of quality of care. National standards of practice in nursing 

emphasize accountability, thus making patient evaluation of health 

care a key factor. Patient satisfaction as part of the evaluation of 

quality of care has been observed in the care provided by nurses in 

hospital settings (Chang, 1980). However, patients' satisfaction with 

hospital care related to cardiac rehabilitation was not found in the 

review of literature. 

Perceived Self-Care 

The long-term goals of an established cardiac rehabilitation 

program are to help patients with cardiac disease perform self-care 

and maintain and/or promote health and well-being after discharge from 

the hospital. Compliance with post-hospital treatment and self-care 
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can be influenced by the patient's perception of self-care. 

Therefore, it is important to investigate patients' perceptions of 

self-care as they relate to cardiac rehabilitation. However, no study 

has been found dealing with this concept in tne literature. 

Self-Care Exercise 

An appropriate exercise plan can promote health. Hoskins and 

Habasevich (1978) stated that although the evidence accumulated was 

inconclusive, it strongly suggested that habitual physical activity 

was beneficial to the rehabilitation of patients having heart disease. 

Dion et al . (1982) stated that exercise was a part of total inpatient 

cardiac rehabilitation programs because it could prevent and reduce 

anxiety, depression, and the deleterious effects of prolonged bed 

rest. Charts of 521 consecutive patients were reviewed at Mount Sinai 

Medical Center. These patients had undergone coronary artery bypass 

graft between December 1978 and April 1980 and were then referred to 

cardiac rehabilitation. Medical problems and physical responses of 

patients during attendance at supervised inpatient cardiac 

rehabilitation programs were studied. When patients were physically 

stable, they were transferred to a general cardiology ward and 

participated in the exercise sessions which were in the Inpatient 

Exercise Center. In Dion et al.'s (1982) study, the duration of 

exercise performed was markedly increased from the first day to the 

last day in the Inpatient Exercise Center. 

Ott et al. (1983) used the Sickness Impact Profile as an 

assessment tool to evaluate perceived dysfunction of 258 niyocardial 



infarction patients. They concluded that the benefits of exercise 

programs on cardiac rehabilitation after myocardial infarction may not 

decrease morbidity and death, but improvements in functional capacity 

and quality of life were noted. Tirrell and Hart (1980) studied long-

term exercise compliance in 219 patients who had undergone coronary 

artery bypass surgery. Perception of barriers to compliance was 

strongly correlated with whether or not the individual followed advice 

to walk at least 25 minutes three or more times a week. Knowledge of 

the exercise regimen and perception of efficacy of treatment were also 

related to compliance, although not significantly. Tirrell and Hart 

(1980) concluded that follow-up after discharge was important in 

reinforcing knowledge and counseling to reduce barriers to compliance. 

Mickus (1986) used a retrospective study to compare the level 

of physical activity in 25 women who had a myocardial infarction 

during the post-convalescent phase of recovery with their level of 

activity before the myocardial infarction. Subjects were selected 

from patients who had sustained an uncomplicated myocardial 

infarction. The results indicated that there was a significant 

difference in activity levels in women before and after myocardial 

infarction. When asked to judge the results subjectively, 60 percent 

of the women stated that they were less active after a inyocardial 

infarction and 40 percent of the women were equally or more active 

than before. Objectively, the investigation indicated that there was 

a symptomatic decrease in activity by using the New York Heart 

Association Functional Class as a measurement instrument. The benefit 



of exercise in a cardiac rehabilitation program has been identified. 

The follow-up after discharge in reinforcing knowledge was addressed 

and reduce the barriers of compliance. 

Self-Care Stress Management 

Stress has been reported as playing a role in the development 

of symptoms in cardiac patients. However, the role that stress plays 

is currently unclear (Utz & Grass, 1987). Stress is a complex 

biological, psychological, and social phenomenon. Raleigh and Odtohan 

(1987) stated that increasing patients' knowledge would result in a 

change of lifestyle and therefore a decrease in risk for further 

cardiovascular disease. In addition, patients are usually discharged 

from the hospital with medications that require special knowledge for 

safe administration. So, an experimental design was used to test the 

effectiveness of a structured cardiac teaching program which was 

established for myocardial infarction patients at Harbor Hospital. 

Nine patients participated and were assigned to an experimental and or 

a control group and given a knowledge test before and after discharge 

from the hospital. The findings showed that the experimental group 

gained significantly more knowledge than the control group. At test 

time before discharge from the hospital, the anxiety level in the 

experimental group decreased while the anxiety level in the control 

group increased. At testing time after discharge from the hospital, 

the anxiety level of both groups decreased but tne level of the 

experimental group was lower. The findings supported the importance 

of patient education in influencing health activities for patients. 
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Raleigh and Odtohan (1987) also concluded that a structured health 

education program for patients following a myocardial infarction may 

be effective in reducing anxiety and increasing return to normal 

activity level after discharge from the hospital. 

Self-Care Medication 

In tltz and Grass1 (1987) study about self-care needs, nursing 

diagnosis, and interventions in patients with mitral valve collapse, 

tney defined the nursing diagnosis as "potential for injury: 

medication." They stated that medications become a hazard for 

patients when taken inappropriately. Side-effects and potential drug 

interactions are also hazards. Therefore, the patient should 

understand trie purpose of the medication in the treatment of symptoms 

along with the time to be taken and possible drug interactions. 

Hospitalization was a time to begin teaching the patient safe and 

timely self-administration of medications. 

Harper (1984) studied 60 black, elderly hypertensive women who 

participated in a medication self-care program and compared them with 

a similar group of women who participated in a program teaching 

patients about hypertension. She used a pre-test and post-test to 

measure the dependent variables of knowledge, health locus of control, 

and self-care related to medications administration behaviors. She 

concluded that women in the self-care in medications administration 

program demonstrated greater knowledge about medications and higher 

levels of self-care behaviors than those in the teaching program about 

hypertension. 
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In Steele and Ruzicki's (1987) study about the evaluation of 

tne effectiveness of cardiac teaching during hospitalization, it was 

found that 491 coronary artery bypass graft surgery patients who 

participated in the teaching program in 1984 demonstrated a 

significant increase in knowledge. In addition, before discharge from 

the hospital, patients reported feeling confident that they would 

comply with the medical regimen. Six weeks after discharge, they 

reported that tney did comply with pre-discnarge instructions. From 

the report, it was evident that medication regimen is one part of 

treatment for cardiac patients, even after they are discharged from 

the hospital. It is important to patients to initiate and perform 

self-care in maintaining life, and to recover from disease and injury. 

Operational Level 

At tne operational level, three scales were used as 

measurement instruments at the time of discharge from the hospital to 

measure patients' sel f-reported perceptions of a cardiac 

rehabilitation program. They were the Perceived Quality of the 

Cardiac Renabilitation Program Questionnaire (PQCRPQ), the Perceived 

Understanding of Self-Care Questionnaire (PUSCQ), and Satisfaction 

with Hospital Care Questionnaire (SHCQ). The reliability and validity 

of the scales have been estimated (Bustamante, Gerber & Higgins, 

1988). 

Johns (1985) stated that if self-care was to become a major 

component of our delivery system, it must be defined in measurable 

terms so that it could be used in planning, resource allocation, and 



professional preparation. However, a broad and widely accepted 

definition of self-care does not yet exist. Johns stated that patient 

education, self-help, compliance, adherence and therapeutic alliance 

were often used synonymously with self-care. In this study, the 

concept of perceived self-care was measured by the self-reported Self-

Care Questionnaire regarding patients' perceptions of their 

performance of self-care activities in exercise, stress management, 

and medication administration. 

Summary 

The conceptual framework of the study and the review of the 

literature have been discussed in this chapter. Cardiac 

rehabilitation and self-care are at the construct level. The goal of 

cardiac rehabilitation is to restore the patient to an active life 

compatible with his disease. The objectives of cardiac rehabilitation 

program are to prepare patients for self-care and daily activities. 

Self-care is described as personal control over health care and health 

actions. The concepts of perceived cardiac rehabilitation and 

perceived self-care are important in the evaluation of the 

effectiveness of a cardiac rehabilitation program. 

Perceived cardiac rehabilitation is described in the 

literature as aspects of perceived quality of the cardiac 

rehabilitation program, perceived understanding of self-care, and 

satisfaction with hospital care of patients. The Perceived Quality of 

the Cardiac Rehabilitation Program Questionnaire (PQCRPQ), Perceived 

Understanding of Self-Care Questionnaire (PUSCQ), and Satisfaction 
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with Hospital Care Questionnaire (SHCQ) which are at the operational 

level were described as the instruments used to measure perceived 

cardiac rehabilitation at the concept level. 

The concept of perceived self-care is described in the 

literature in relation to patients' perceptions of their performance 

of self-care activities in exercise, stress management, and medication 

administration. The number of Minutes per Walk (Min. W.), the number 

of Miles per Walk (Mil. W.), Self-Care Questionnaire Exercise (SCQE), 

Self-Care Questionnaire Stress Management (SCQS), and Self-Care 

Questionnaire Medication (SCQM) which are at the operational level 

were described as the instruments to measure perceived self-care at 

the concept level. 
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CHAPTER 3 

METHODOLOGY 

The design of the study, the setting and sample criteria, the 

protection of human subjects, and the instrumentation are described in 

this cnapter. The method of data collection and the method of data 

analysis are also presented. 

Research Design 

A descriptive correlational design was used to describe the 

relationship between patients' perceptions of a nurse-coordinated 

cardiac rehabilitation program and patients' self-reports of their 

performance of self-care activities at three months after discharge 

from the hospital. The relationships among some selected demographic 

characteristics and perceived cardiac rehabilitation program, and 

perceived self-care were also described. 

This study was based on a secondary analysis of data obtained 

from Bustamante, Gerber and Higgins' (1988) project which was 

conducted to evaluate the effectiveness of a nurse-coordinated, 

multidisciplinary cardiac rehabilitation program in a 375-bed 

community hospital. The survey method was used in the original study. 

All subjects were fully informed of the purpose and the nature of the 

study. In the original study, data were obtained within 24 hours 

preceding hospital discharge as well as at six weeks and three months 

after discharge from the hospital. In this secondary data analysis, 



the six week data were not addressed because of more interest in the 

longer-term behaviors of cardiac rehabilitation participants. Three 

questionnaires administered at the time of discharge from the hospital 

included the Perceived Quality of the Cardiac Rehabilitation Program 

Questionnaire, Perceived Understanding of Self-Care Questionnaire, and 

Satisfaction with Hospital Care Questionnaire. The Self-Care 

Questionnaire relating to exercise, stress management, and medication 

was mailed to the cardiac rehabilitation program participants three 

months after discharge. 

Setting 

The original study was conducted in a 375-bed community 

hospital in southern Arizona. The hospital houses a 40-bed critical 

care unit (SICU, MICU, CICU) and a 34-bed step-down unit with 44 

cardiac monitors. 

Description of the Cardiac Rehabilitation Program 

The cardiac rehabilitation program under study was a newly 

implemented nurse-coordinated multidisciplinary team approach 

providing multifaceted cardiac rehabilitation within a medium-sized 

community hospital. The roles and responsibilities of the cardiac 

rehabilitation program team members are presented in Appendix A. The 

Cardiac Rehabilitation Supervisor served as the program coordinator. 

Sample 

The convenience sample in Bustamante, Gerber, and Higgins 

(1988) study consisted of 70 subjects with diagnosis-related groups of 



myocardial infarction without complications, myocardial infarction 

with complications, open-neart surgery, and percutaneous transluminal 

coronary angioplasty (PTCA). Additional criteria for admission to the 

study were that subjects should be 18 years of age or older, mentally 

alert, and able to read and speak English. Both men and women were 

included. All cardiac rehabilitation program participants who met the 

above criteria and conditions were invited to participate in the 

original study process. The secondary data analysis was conducted on 

53 subjects who provided complete data at the time of discharge from 

the hospital and again at three months after discharge from the 

hospital and included the data on the number of minutes and miles per 

walk of patients. 

Human Subjects 

The data for this secondary analysis were collected in the 

project entitled "Effectiveness of a Nurse-Coordinated, 

Multidisci pi inary Cardiac Rehabilitation Program" (Bustamante, Gerber 

& Higgins, 1988). Written permission (Appendix B) to conduct the 

study was obtained from the Nursing Service Department at St. Mary's 

Hospital and Health Center as well as the hospital human subjects 

committee. A disclaimer was given to each subject at the first time 

o f  d a t a  c o l l e c t i o n  ( A p p e n d i x  C ) .  

No human subject contact was involved in this secondary data 

analysis. There was no potential harm to subjects, either directly or 

indirectly. Approval to complete tne secondary data analysis was 
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obtained from the Ethical Review Committee of The University of 

A r i z o n a  C o l l e g e  o f  N u r s i n g  ( A p p e n d i x  D ) .  

Instrumentation 

A Demographic Data Form and four questionnaires were used for 

data collection in Bustamante, Gerber and Higgi ns1{1988) study 

(Appendix E, F, G, H, I). All instruments were developed and tested 

for the study. The Demographic Data Form was used to collect data 

related to sex, age, ethnicity, marital status, admitting diagnosis, 

surgery, and the number of medications prescribed at the time of 

discnarge from the hospital to provide information about the 

background of subjects. 

The perceived quality of the cardiac rehabilitation program 

was measured by the Perceived Quality of the Cardiac Rehabilitation 

Program Questionnaire (PQCRPQ) which was an 8-item Likert-type scale. 

Subjects checked responses of "excellent" (value = 4), "good" (value = 

3), "fair" (value = 2), "poor" (value = 1), or "not applicable." The 

questions asked subjects to judge the quality of several aspects of 

the cardiac rehabilitation program including the values of videotapes 

and booklets/pamphlets as teaching tools, as well as the teaching 

activities of the various team members. The PQCRPQ was judged to have 

content validity by a panel of nurse experts. There was a 

demonstrated internal consistency reliability coefficient of .84 in 

the original sample of 70 subjects (Bustamante, Gerber & Higgins, 

1988). In this secondary analysis of data witn a sample of 53 

s u b j e c t s ,  t h e  c o e f f i c i e n t  a l p h a  r e l i a b i l i t y  w a s  . 8 3  ( T a b l e  1 ) .  
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Table i. Internal Consistency Reliability of Study Instruments. --
(N=53) 

Scale/Subscale Coefficient Alpha 

PQCRPQ 0.83 
PUSCQ 0.9U 
SHCQ 0.95 

*Teaching Subscale 0.82 
*Caring Subscale 0.88 
*Skill Subscale 0.86 

SCQE 0.70 
SCQS 0.73 
SCQM 0.67 

PQCRPQ = Perceived Quality of the Cardiac Rehabilitation 
Program Questionnaire 

PUSCQ = Perceived Understanding of Self-Care Questionnaire 
SHCQ = Satisfaction with Hospital Care Questionnaire 
SCQE = Self-Care Questionnaire Exercise 
SCQS = Self-Care Questionnaire Stress Management 
SCQM = Self-Care Questionnaire Medication 



Perceived understanding of self-care was measured by the 

Perceived Understanding of Self-Care Questionnaire (PUSCQ) win*ch was a 

7-item Likert-type scale. Subjects checked responses of "excellent" 

(value = 4), "good" (value = 3), "fair" (value = 2), "poor" (value = 

1), or "not applicable." The questions asked subjects to judge the 

understanding of several aspects of self-care including heart 

condition, diet, medications, physical activities/exercise, risk 

factors, signs and symptoms of complications, and the time to notify 

the physician. The PUSCQ was judged to have content validity by a 

panel of nurse experts. There was a demonstrated internal consistency 

reliability coefficient of .89 in the original sample of 70 subjects. 

In the secondary data analysis with a sample of 53 subjects, the 

c o e f f i c i e n t  a l p h a  r e l i a b i l i t y  w a s  . 9 0  ( T a b l e  1 ) .  

The concept of satisfaction with hospital care was measured by 

the Satisfaction with Hospital Care Questionnaire (SHCQ) which was a 

25-item Likert-type scale. Subjects checked responses of "strongly 

a g r e e "  ( v a l u e  =  5 ) ,  " a g r e e "  ( v a l u e  =  4 ) ,  " u n c e r t a i n "  ( v a l u e  =  3 ) ,  

"disagree" (value = 2), or "strongly disagree" (value = 1). The 

questions asked subjects to give their opinions of hospital care in 

the areas of teaching, caring, and skills. For instance, "Things were 

always explained to me clearly" was categorized as the patient's 

opinion of hospital care related to the subscale of teaching. The 

SHCQ was judged to have content validity by a panel of nurse experts 

and demonstrated an internal consistency reliability coefficient of 

.94 in the original sample of 70 subjects. In this secondary data 



analysis with a sample of 53 subjects, the coefficient alpha 

r e l i a b i l i t y  w a s  . 9 b  ( T a b l e  1 ) .  

In Bustamante, Gerber and Higgins' (1988) study, self-care was 

conceptualized as achievements and challenges in self-care activities 

related to diet, exercise, stress management, self-medication, self-

observation, and smoking. However, in this secondary data analysis, 

perceived self-care was conceptualized to focus only on perceptions of 

performance of self-care activities in exercise, stress management, 

and medication administration due to the lack of internal consistency 

reliability of the scales designed to measure the other aspects of 

self-care. Therefore, tne perceived self-care was measured using the 

Self-Care Questionnaire which included the number of Minutes per Walk 

(Mi. W.), the number of Miles per Walk (Mil. W.), Self-Care 

Questionnaire Exercise (SCQE), Self-Care Questionnaire Stress 

Management (SCQS), and Self-Care Questionnaire Medication (SCQM). The 

questions related to the number of Minutes per Walk and tne number of 

Miles per Walk both were open-ended questions. In addition, the Self-

Care Questionnaire consisted of subscales measuring exercise, stress-

management, and medication. It was a 22-item Likert-type scale which 

included 6 items for Self-Care Questionnaire Exercise, 8 items for 

Self-Care Questionnaire Stress Management, and 8 items for Self-Care 

Questionnaire Medications. Subjects checked responses of "strongly 

a g r e e "  ( v a l u e  =  5 ) ,  " a g r e e "  ( v a l u e  =  4 ) ,  " u n c e r t a i n "  ( v a l u e  =  3 ) ,  

"disagree" (value = 2), "strongly disagree" (value = 1). The 

questions asked subjects to answer the questions related to self-care 
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exercise, stress management, and medication. These three scales of 

trie Self-Care Questionnaire were judged to have content validity by a 

panel of nurse experts. An internal consistency reliability 

coefficient was demonstrated of .82 for the Self-Care Questionnaire 

Exercise scale; .80 for the Self-Care Questionnaire Stress management 

scale; and .80 for the Self-Care Questionnaire Medication scale in the 

original sample of 70 subjects. In this secondary data analysis with 

a sample of 53 subjects, the coefficient alpha reliability was .70 for 

the Self-Care Questionnaire Exercise scale; .73 for the Self-Care 

Questionnaire Stress Management scale, and .67 for the Self-Care 

Q u e s t i o n n a i r e  M e d i c a t i o n  s c a l e  ( T a b l e  1 ) .  

Data Collection Procedure 

The procedure used in data collection in the Bustamante, 

Gerber and Higgins' (1988) project included giving three 

questionnaires and the human subjects disclaimer in an envelope to the 

subjects the day before anticipated discharge from the hospital. 

These three questionnaires included a questionnaire related to 

perceived quality of the cardiac rehabilitation program, a 

questionnaire related to perceived understanding of self-care, and a 

questionnaire related to satisfaction with hospital care pertinent to 

teaching, caring, and skill performed by hospital staff members. 

Questionnaires were presented in different arrangements to eliminate 

possible error from the order in which they were answered. Subjects 

were informed that their responses would be known only to the 

principal investigators and they were encouraged to complete the 
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questionnaires and to return them in a sealed envelope to a nurse on 

the unit before leaving the hospital. 

The second step was to mail the Self-Care Questionnaire and a 

self-addressed, stamped envelope to all participants. Participants 

were called on the telephone prior to the mailing, and were called 

again if the questionnaires were not received within approximately 

three weeks of mailing. The rate of return of the questionnaires was 

about 52 percent. 

Data Analysis 

Pearson (r) product-moment correlations were used to analyze 

the data to determine the relationship between perceived cardiac 

rehabilitation and perceived self-care, and the relationships among 

selected demographic variables and perceived cardiac rehabilitation 

and perceived self-care. Sex, age, the number of medications 

prescribed at the time of discharge from the hospital, and the length 

of hospital stay were the selected demographic indicators. The data 

were analyzed in the order of the research questions. The decision 

rule for determining statistical significance was set at p < 0.05. 

Frequency, percentage, mean, and standard deviation, were used to 

describe the demographic characteristics of the sample. Only the 

statistically significant correlation coefficients are reported. 

Summary 

A descriptive correlational design was used in this study. 

The sample was selected from subjects with cardiac disease in a 



37b-bed community hospital. The sample size for the secondary data 

analysis in this study was 53 subjects. A Demographic Data Form (DDF) 

and four questionnaires developed by Bustamante, Gerber and Higgins 

(1988) were used as the measurement instruments to collect data. 

These four questionnaires were the Perceived Quality of the Cardiac 

Rehabilitation Program Questionnaire (PQCRPQ), Perceived Understanding 

of Self-Care Questionnaire (PUSCQ), Satisfaction with Hospital Care 

Questionnaire (SHCQ), and Self-Care Questionnaire (SCQ). The Self-

Care Questionnaire included the number of Minutes per Walk (Min. W.), 

the number of Miles per Walk (Mil. W.), Self-Care Questionnaire 

Exercise (SCQE), Self-Care Questionnaire Stress Management (SCQS) and 

Self-Care Questionnaire Medication (SCQM). Pearson (r) product-moment 

correlations were the major method of statistical analysis of the 

study questions. 
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CHAPTER 4 

ANALYSIS OF THE DATA 

The purpose of the study was to investigate the relationship 

between perceived cardiac rehabi1itation and perceived self-care, and 

the relationships among selected demographics, perceived cardiac 

rehabilitation, and perceived self-care. This chapter describes the 

demographic characteristics of the sample. The statistical analysis 

of the data and the results of the study are presented. 

Demographic Characteristies of Sample 

Fifty-two of the 53 subjects participated in the total cardiac 

rehabilitation program which included education and physical activity; 

one subject participated only in the educational aspects of the 

program. Presented in Table 2 are the categorical data of the sample 

related to sex, ethnicity, marital status, admitting diagnosis, and 

surgery experience. Thirty-nine subjects (73.6%) were men and 14 

( 2 6 . 4 % )  w e r e  w o m e n .  T h e r e  w e r e  5 1  ( 9 6 . 2 % )  A n g l o s  a n d  t w o  ( 3 . 8 % )  

Hispanics. Eleven (20.7%) subjects were single and lived alone, 41 

(77.4%) subjects were married, and the status of one (1.9%) was 

unknown. 

Twenty (37.7%) subjects had an admission diagnosis of angina, 

26 (49.0%) had a diagnosis of myocardial infarction, and two (3.8%) 



Table 2. Categorical Data of Sample. -- (N = 53) 
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Characteristics Frequency Percent 

Sex: 
Male 
Female 

Total 

Ethnicity: 
Anglo 
Hispanic 

Total 

Marital Status: 
Single 
Married 
Unknown 

Total 

Admitting Diagnosis: 
Angina 
MI 
CABG/Pre-op 
Val ve/Pre-op 
Unknown 

Total 

Surgery: 
Yes 
No 

Total 

39 73.6 
14 26.4 

53 100.0 

51 96.2 
_2 3.8 

53 100.0 

11 20.7 
41 77.4 
_1 1.9 

53 100.0 

20 37.7 
26 49.0 

2 3.8 
1 1.9 

_4 7.6 

53 100.0 

32 60.4 
21 39.6 

53 100.0 



had a diagnosis of coronary artery bypass graft (CAB6). One (1.9%) 

subject had a diagnosis of valve surgery, ana the admission diagnosis 

of four (7.6%) subjects was unknown. It is interesting to note that 

32 (60.4%) subjects had surgery during this hospitalization, ana 21 

(39.6%) subjects did not. 

Presented in Table 3 are the mean and standard aeviation of 

the age of the subjects, the length of hospital stay, and the number 

of medications prescribed at the time of discharge from the hospital. 

The mean age for the subjects was 66.6 years (s.d. = 7.7) with a range 

from 44 to 79 years. The mean length of hospital stay was 11.2 days 

(s.d. = 5.3). The mean number of medications prescribed at the time 

of discharge from the hospital was 3.6 (s.d. = 1.4). 

Results of Perceived Cardiac Rehabilitation 

The scores of perceived cardiac rehabilitation variables are 

presented in Table 4. They are the perceived quality of the cardiac 

rehabilitation program, perceived understanding of self-care, and 

satisfaction with hospital care. These scores were measured at the 

time of the subjects' discharge from the hospital. There were 8 items 

in the Perceived Quality of the Cardiac Rehabilitation Program 

Questionnaire and 7 items in the Perceived Understanding of Self-Care 

Questionnaire. The range of each item in both questionnaires was from 

1 (poor) to 4 (excellent). The mean score of Perceived Quality of the 

Cardiac Rehabilitation Program Questionnaire was 3.14 (s.d.= .67) or 

"good." The mean score of Perceived Understanding of Self-Care 

Questionnaire was 3.09 (s.d. = 63), also "good." The scores of 



48 

Table 3. Continuous Data of Sample. — (N = 53) 

Characteri stic Frequency Mean s.d. 

Age 53 66.6 7.7 

Length of 
Hospital Stay 53 11.2 5.3 

Number of 
Medications 52 3.6 1.4 

Table 4. Description (Means, Standard Deviations) 
PUSCQ at the Time of Discharge. « (N = 

of PQCRPQ and 
53) 

Perceived Cardiac 
Rehabil itation 
Variables Frequency Mean* s.d. 

PQCRPQ 53 3.14 0.67 

PUSCQ 53 3.09 0.63 

* Range: 1 (Low) to 4 (High) 
PQCRPQ = Perceived Quality of the Cardiac Rehabilitation Program 

Questionnaire 
PUSCQ = Perceived Understanding of Self-Care Questionnaire 
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subjects' satisfaction with hospital care at the time of discharge 

from the hospital are presented in Table 5. Twenty-five items were in 

the Satisfaction with Hospital Care Questionnaire. These consisted of 

8 items related to teaching, 10 items related to caring, and 7 items 

related to skill. The range of each item of questionnaire was from 1 

(low) to 5 (high). The total mean score for Satisfaction with 

Hospital Care Questionnaire was 4.20 (s.d. = .48), a relatively high 

score. The mean score for tne teaching scale was 4.09 (s.d. = .55), 

tne mean score for the caring scale was 4.25 (s.d. = .48), and the 

mean score for the skill scale was 4.27 (s.d. = .54). Assessing the 

mean scores in the Satisfaction with Hospital Care Scale and its 

subscales, the results were at a moderate to high level (Table 5). 

Results of Perceived Self-Care 

The scores of perceived self-care are presented in Table 6. 

These scores are from the perception of performance of self-care 

activities related to exercise, stress management, and medication 

administration. Self-care related to exercise was measured by three 

scales which consisted of the number of minutes per walk, tne number 

of miles per walk, and the Self-Care Questionnaire Exercise. The 

number of minutes per walk was measured using an open-ended question 

asking subjects about how many minutes they spent in each walk. On 

the average, subjects spent 37.9 minutes (s.d. = 23.2) in each walk. 

This indicated that 68 percent of the subjects spent anywhere from 

14.7 to 61.1 minutes in each walk. The number of miles per walk was 

also measured using an open-ended question asking subjects about how 
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Table 5. Description (Mean, Standard Deviation) of Satisfaction 
with Hospital Care at the time of Discharge. -- (N = 53) 

Perceived Cardiac 
Rehabilitation 
Variable Frequency Mean* s.d. 

Satisfaction with 
Hospital Care 53 4.20 0.48 

Teaching 53 4.09 0.55 

Cari ng 53 4.25 0.48 

Skill 53 4.27 0.54 

* Range: 1 (Low) to 5 (High) 



Table 6. Description (Mean, Standard Deviation) of Three-Month 
Reported Self-Care Questionnaire. — (N = 53) 

Sel f-Care 
Variables Frequency Mean s.d. 

Self-Care Exercise: 

Min. W. 

Mil . W. 

SCQE 

Self-Care 
Stress Management: 

SCQS 

Self-Care Medication; 

SCQM 

50 

51 

53 

53 

52 

37.90 

1.97 

3.43* 

2.41* 

3.85* 

23.2 

1 . 1  

0.85 

0.49 

0.49 

* Range: 1 (Low) to 5 (High) 
Min. W. = Minutes per Walk 
Mil. W. = Miles per Walk 
SCQE = Self-Care Questionnaire Exercise 
SCQS = Self-Care Questionnaire Stress Management 
SCQM = Self-Care Questionnaire Medication 



many miles they walked each time. The mean miles per walk was 1.97 

miles (s.d. = 1.1). This indicated that the majority of the subjects 

walked anywhere from less than one mile to more than three miles in 

each walk, a ratner wide range. There were 6 items in the Self-Care 

Questionnaire Exercise measuring the subjects' perceptions of their 

performance of self-care activities in doing exercise. The range of 

each item of the questionnaire was from 1 (low) to 5 (high). The mean 

score for the Self-Care Exercise Scale was 3.43 (s.d. = .85). Tnis 

indicated that the subjects' perceptions of their performance of self-

care activities in doing exercise were at a moderate level. 

Self-care stress management was measured by the Self-Care 

Questionnaire Stress Management which asked subjects about the 

perceptions of their performance of self-care activities in stress 

management. Eight items were in the Self-Care Questionnaire Stress 

Management. Self-care medication was measured by the Self-Care 

Questionnaire Medication and asked subjects about their perceptions of 

performance of self-care activities in medication administration. 

Also 8 items were in the Self-Care Questionnaire Medication. The 

range of each item in both scales was from 1 (low) to 5 (high). The 

mean score for the Self-Care Stress Management Scale was 2.41 (s.d. = 

.49). This indicated that subjects' perceptions of performance of 

self-care activities in stress management were at a lower level. The 

mean score for the Self-Care Medication Scale was 3.85 (s.d. = .49). 

This indicated that the subjects' perceptions of performance of 



self-care activities in medication administration were at a higher 

level (Table 6). 

Findings Related to Study Questions 

The findings in relation to those study questions wnich were 

analyzed using the Pearson (r) correlation coefficient are presented 

in Table 7. Research questions 1 to 5 were: 

1. What is the relationship between perceived quality of the 

cardiac rehabilitation program and the subjects' self-

reported number of minutes per walk? 

2. What is the relationship between perceived quality of the 

cardiac rehabilitation program and the subjects' self-

reported number of miles per walk? 

3. What is tne relationship between perceived quality of the 

cardiac rehabilitation program and self-reported self-care 

exercise? 

4. What is the relationship between perceived quality of the 

cardiac rehabilitation program and self-reported self-care 

stress management? 

5. What is the relationship between perceived quality of cardiac 

rehabilitation program and self-reported self-care medication? 

The results suggest that a low positive correlation (r = .26) 

existed between perceived quality of the cardiac rehabilitation 

program and self-reported self-care stress management at three months 

following discharge from the hospital. As the subjects perceived that 
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Table 7. Pearson Product-Moment Correlation Matrix among Perceived 
Cardiac Renabilitation Variables and Self-Care 
Variables. — (N =53) 

Perceived Cardiac Rehabilitation Variables 
Perceived 
Self-Care 
Variables PQCRP PUSC SHC 

Self-Care Exercise: 

Min. W. --- —-

Mil . W. — —-

SCQE — 0.2b 0.24 

Self-Care 
Stress Management: 

SCQS 0.26 0.38 

Self-Care 
Medications: 

SCQM — — 0.24 

P < .05 

PQCRP 
PUSC 
SHC 
Min. W. 
Mil. W. 
SCQE 
SCQS 
SCQM 

= Perceived Quality of the Cardiac Rehabilitation Program 
= Perceived Understanding of Sel f-Care 
= Satisfaction with Hospital Care 
= Minutes per Walk 
= Miles per Walk 
= Self-Care Questionnaire Exercise 
= Self-Care Questionnaire Stress Management 
= Self-Care Questionnaire Medication 
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the quality of the cardiac rehabilitation programincreased, the 

perceptions of their performance of self-care activities in stress 

management also increased. No significant relationships were found 

between perceived quality of the cardiac rehabilitation program and 

the number of minutes walked, and the number of miles walked, and 

self-care exercise, and self-care medication (Table 7). Research 

questions 6 to 10 were: 

6. What is the relationship between perceived understanding of 

self-care and the subjects' sel f-reported number of minutes 

per walk? 

7. What is the relationship between perceived understanding of 

self-care and the subjects' self-reported number of miles per 

walk? 

8. What is the relationship between perceived understanding of 

self-care and sel f-reported self-care exercise? 

9. What is the relationship between perceived understanding of 

self-care and self-reported self-care stress management? 

1U. What is the relationship between perceived understanding of 

self-care and self-reported self-care medication? 

The results suggest that a low positive correlation (r = .25) 

existed between perceived understanding of self-care at time of 

discharge and self-reported self-care exercise three monthslater. As 

the subjects' perceived understanding of post-hospital self-care 

increased, their perceived performance of self-care activities in 

doing exercise also increased. A low positive correlation (r =.38) 



was also found between perceived understanding of self-care and self-

reported self-care stress management. As the subjects' perceived 

understanding of post-hospital self-care increased, the perceptions of 

their performance of self-care activities in stress management also 

increased. No significant relationships were found between perceived 

understanding of self-care and the number of minutes walked, and the 

number of miles walked, and self-care medication (Table 7). Research 

questions 11 to 15 were: 

11. What is the relationship between the subjects' satisfaction 

with hospital care and the subjects' self-reported number of 

minutes per walk? 

12. What is the relationship between the subjects' satisfaction 

with hospital care and self-reported number of miles per walk? 

13. What is the relationship between the subjects' satisfaction 

with hospital care and self-reported self-care exercise? 

14. What is the relationship between the subjects' satisfaction 

with hospital care and sel f-reported self-care stress 

management? 

15. What is trie relationship between the subjects' satisfaction 

with hospital care and self-reported self-care medication? 

The results suggest that a low positive correlation (r = .24) 

existed between subjects' satisfaction with hospital care and self-

reported self-care exercise. As the subjects' satisfaction with 

hospital care increased, the perceptions of their performance of self-

care activities in doing exercise also increased. A low positive 



correlation (r = .24) was also found between the subjects' 

satisfaction with' hospital care and self-reported self-care 

medication. As the subjects' satisfaction with hospital care 

increased, the perceptions of their performance of self-care 

activities in medication administration also increased. No 

significant relationships were found between satisfaction with 

hospital care and the number of minutes walked, and the number of 

miles walked, and self-care stress management (Table 7). 

Question 16 asked what the relationships among selected 

demographic variables and perceived cardiac rehabilitation variables, 

and perceived self-care variables were. The demographic variables 

chosen were sex, age, the number of medications prescribed at the time 

of discharge from the hospital, and the length of hospital stay. 

The only statistically significant correlation existed between 

the number of medications prescribed at the time of discharge from the 

hospital and perceived quality of the cardiac rehabilitation program. 

Evidently those subjects who took fewer prescribed medications at the 

time of discharge from the hospital perceived a higher quality of the 

cardiac rehabilitation program than those who took more medications. 

No significant relationships were found between sex and perceived 

quality of the cardiac rehabilitation program, and perceived 

understanding of self-care, and satisfaction with hospital care. No 

significant relationships were found between age and perceived quality 

of the cardiac rehabilitation program, and perceived understanding of 

self-care, and satisfaction with hospital care also. No significant 



relationships were found between the number of medications prescribed 

at the time of discharge from the hospital and perceived understanding 

of self-care, and satisfaction with hospital care. There were also no 

significant relationships between the length of hospital stay and 

perceived quality of the cardiac rehabilitation program, and perceived 

understanding of self-care, and satisfaction with nospital care 

(Table 8). 

Presented in Table 8 are the Pearson (r) product-moment 

correlation coefficients between the demographic variables and self-

care variables. The demographic variables included sex, age, the 

number of medications prescribed at the time of discharge from the 

hospital, the length of hospital stay. The self-care variables 

included the number of minutes per walk, the number of miles per walk, 

self-care exercise, self-care stress management, and self-care 

medication. A low negative correlation (r = -.28) was found between 

sex and tne number of miles walked. Males reported longer walks than 

females. A low negative correlation (r = -.35) was also found between 

sex and self-care exercise, suggesting the perceptions of performance 

of self-care activities in doing exercise in male subjects were higher 

than in female subjects. No significant relationships were found 

between sex and the number of minutes walked, and self-care stress 

management, and self-care medication. 

A low negative correlation (r = -.29) was found between the 

age and the number of minutes walked. Younger subjects reported 

longer walks than older subjects. A negative correlation (r = -.46) 
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Table 8. Pearson Product-Moment Correlation Matrix among Demographic 
Variables and Self-Care Variables. — (N = 53) 

Self-Care Variables 
Selected 
Demographic 
Variables MIN. W. MIL. W. SCQE SCQS SCQM 

Sex 

Age -.29 

No. Med. — 

LOS 

p < .05 

Min. W. = Minutes per Walk 
Mil . W. = Miles per Walk 
SCQE = Self-Care Questionnaire Exercise 
SCQS = Self-Care Questionnaire Stress Management 
SCQM = Self-Care Questionnaire Medication 
No. Med. = Number of Medications 
LOS = Length of Hospital Stay 

, 2 8  

.46 

-.35 

- . 2 6  -.25 
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was found between age and the number of miles walked. No significant 

relationships were found between age and self-care exercise, self-care 

stress management, and self-care medication. 

No significant relationships were found between the number of 

medications prescribed at the time of discharge from the hospital and 

the number of minutes per walk, the number of miles per walk, self-

care exercise, self-care stress management, and self-care medication. 

A low negative correlation (r = -.26) was found between the length of 

hospital stay and self-care exercise. The subjects with a shorter 

hospital stay perceived that their performance of self-care activities 

in doing exercise was higher than wno those had a longer hospital 

stay. A low negative correlation (r = -.25) was also found between 

the length of hospital stay and self-care medication. The subjects 

with a shorter hospital stay perceived that their performance of self-

care activities in medication administration was also greater than 

those who had longer hospital stay. No significant relationships were 

found between the length of hospital stay and the number of minutes 

walked, the number of miles walked, and self-care stress management 

(Table 8). 

Sunniary 

The results of the study presented in this chapter include the 

relationships between the variables of perceived cardiac 

rehabilitation and the variables of perceived self-care. The 

variables of perceived cardiac rehabilitation included perceived 

quality of the cardiac rehabilitation program, perceived understanding 
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of self-care, and satisfaction with hospital care. The variables of 

perceived self-care included the number of minutes walked, the number 

of miles walked, self-care exercise, self-care stress management, and 

self-care medication. The relationships between some selected 

demographic characteristics such as sex, age, the numbers of 

medications prescribed at the time of discharge from the hospital, and 

the length of hospital stay, and the variables of perceived cardiac 

rehabilitation, and the variables of perceived self-care are also 

described. 

The results suggest tnat a low positive correlation (r = .26) 

existed between perceived quality of the cardiac rehabilitation 

program and self-care stress management. A low positive correlation 

(r = .25) was found between perceived understanding of self-care and 

self-care exercise. There was also a low positive correlation (r = 

.38) between perceived understanding of self-care and self-care stress 

management. A low positive correlation (r = .24) was found between 

satisfaction with hospital care and perceived self-care exercise. 

There was also a low positive correlation (r = .24) between 

satisfaction with hospital care and self-care medication. 

In addition, a low negative correlation (r = -.28) was found 

between sex and the number of miles walked and between sex and self-

care exercise (r = -.35) with men reporting higher levels of exercise. 

A low negative correlation (r = -.29) was found between age and the 

number of minutes walked. A negative correlation (r = -.46) was found 

between age and the number of miles walked. A low negative 
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correlation (r = -.25) was found between the number of medications 
9 

prescribed at the time of discharge from the hospital and perceived 

quality of the cardiac rehabilitation program. A low negative 

correlation (r = -.26) was found between the length of hospital stay 

and self-care exercise. A low negative correlation (r = -.25) was 

found between the length of hospital stay and self-care medication. 
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CHAPTER 5 

DISCUSSION OF FINDINGS, THE IMPLICATIONS 

AND RECOMMENDATIONS 

In this chapter, the findings of the study are presented in 

relation to tne conceptual framework and literature review. The 

limitations of the study are outlined. The implications for nursing 

practice and recommendations for further research are also discussed. 

Findings in Relation to the Conceptual Framework 

In this study, perceived cardiac rehabilitation was measured 

by asking subjects about their perceptions of the nurse-coordinated 

cardiac rehabilitation program. These perceptions dealt with the 

quality of the cardiac rehabilitation program, understanding of post-

hospital self-care, and satisfaction with hospital care. All of these 

scores were measured at the time of subjects' discharge from the 

hospital. Perceived self-care was measured by asking subjects about 

their perceptions of performance of self-care activities. These 

activities consisted of doing exercise, stress management, and 

medication administration for the subjects at three months after 

discharge from the hospital. 

The findings indicated that there was a low positive 

relationship between perceived quality of the cardiac rehabilitation 

program at the time of discharge and the subjects' self-reported 
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perceptions of performance of self-care activities in stress 

management three months later. In Raleigh and Odtohan's (1987) study, 

a structured health education program for patients with myocardial 

infarction was found to be effective in reducing anxiety and 

increasing return to a normal activity level. The results of this 

study suggest that when subjects perceived that the quality of the 

cardiac rehabilitation program was better, trie perceptions of their 

performance of self-care activities in stress management were also 

higher. 

There was a low positive relationship between the 

subjects'perceived understanding of self-care and the subjects' self-

reported perceptions of their performance of self-care activities in 

doing exercise and stress management. In Linde and Janz's (1979) 

study, the effects of a teaching program for patients with cardiac 

disease on knowledge and compliance were examined. They concluded 

that reinforcement of knowledge at the post-hospital visit had a 

positive effect on knowledge retention and compliance. Scalzi (198U) 

also suggested that continued instruction after discharge from the 

hospital improved knowledge and compliance. The results of Scalzi's 

study suggest that when subjects perceived that they knew more about 

post-hospital self-care, their perceptions of performance of self-care 

activities in doing exercise and stress management were also higher. 

There was a low positive relationship between the subjects' 

satisfaction with hospital care and the subjects' self-reported 

perceptions of performance of self-care activities in doing exercise 
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and medication administration. In Ott et al.'s (1983) study, they 

concluded that follow-up after discharge was important in reinforcing 

knowledge and counseling patients to help reduce barriers to 

compliance. Steele and Ruzickis (1987) investigated patients' feeling 

and confidence in compliance with the medical regimen after discharge 

from the hospital. Their results indicated that patients felt 

confident in complying with the medical regimen after participation in 

a teaching program and they did comply with it after discharge from 

the hospital. The results of this study suggest that when subjects' 

satisfaction with hospital care was higher, trie perceptions of their 

performance of self-care activities in doing exercise and medication 

administration were also higher. Although all of the above 

correlations were statistically significant, there might have been 

other factors which influenced the variables of perceived cardiac 

rehabilitation and perceived self-care. In addition, since all the 

significant correlation coefficients were low, it may indicate that 

subjects' perceptions of cardiac rehabilitation were not important 

enough clinically or decisive enough to influence subjects' 

perceptions of performance of self-care activities related to 

exercise, stress management, and medication three month later. 

Interestingly, the perceptions of performance of self-care 

activities in exercise in male subjects was higher than females. The 

male subjects also reported that they had longer walks than female 

subjects. There was a low negative relationship between subjects' age 

and the number of minutes and miles walked. These findings suggest 
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that when subjects were older, they reported spending less time 

walking and walked less distance in each walk. In addition, there was 

a low negative relationship between the number of medications 

prescribed at the time of discharge from the hospital and perceived 

quality of the cardiac rehabilitation program. This finding suggests 

that the subjects who were taking fewer medications perceived that the 

quality of the cardiac rehabilitation program was better at the time 

of discharge from the hospital. There was a negative relationship 

between the length of hospital stay and the perceptions of performance 

of self-care activities in doing exercise and medication 

administration. These findings suggest that the subjects with a 

shorter hospital stay, had higher perceptions of performance of self-

care activities in doing exercise and medication administration. 

However, since those were low negatively correlated, they were not 

likely to be the only factors which influence the variables of 

perceived cardiac rehabilitation and perceived self-care. 

Limitations 

Limitations of the study include the following: 

1. This study was limited to self-care variables of exercise, 

stress management, and medications as indicators of perceived 

self-care of subjects. Other clinically significant self-care 

variables such as diet, smoking, or risk factors were not 

included due to a lack of valid and reliable measures. 

2. The perceived cardiac rehabilitation was measured by the 

Perceived Quality of the Cardiac Rehabilitation Program 
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Questionnaire, Perceived Understanding of Self-Care 

Questionnaire, and Satisfaction with Hospital Care 

Questionnaire in this study. Although the internal 

consistency reliability was satisfactory, the construct 

validity of the instruments remains unknown. The results of 

this study may be influenced by the presence of unknown 

systematic errors. 

3. The sample of the study was limited to one convenience sample 

from one institution, which limits the generalization of the 

results. 

4. The self-reported self-care questionnaire was mailed to 

subjects and did not allow for subjects to ask for 

clarification of questionnaires, a limitation common to self-

report measures. Misunderstanding of questions could have 

influenced the accuracy of data collection. 

Nursing Implications 

This study investigated the subjects' sel f-reported 

perceptions of a nurse-coordinated cardiac rehabilitation program and 

their satisfaction with the hospital care provided to them. The 

results indicate that these subjects were satisfied with the nurse-

coordinated cardiac rehabilitation program. They also viewed the 

quality of the program and understanding of post-hospital as good. 

The subjects' sel f-reported perceptions of performance of self-care 

were also investigated. In particular, it was found that perceived 

cardiac rehabilitation related to the subjects' self-reported 



perceptions of performance of self-care activities in exercise, stress 

management and medication administration. Although there were low 

positive correlations, they are significant. Therefore, health care 

providers should note that perceived quality of the cardiac 

rehabilitation program, perceived understanding of post-hospital self-

care, and patients' satisfaction with hospital care may be recognized 

as factors influencing patients' performance of self-care activities. 

On the other hand, the significant correlation coefficients between 

perceived cardiac rehabilitation and perceived self-care were low, 

implying that follow-up after discharge to reinforce knowledge and 

motivation may be determinants that influence the results. 

From the findings, health care providers may be stimulated to 

think about the following questions. First, why were the scores of 

patients' perceptions of their performance of self-care activities in 

stress management lower than the other two scores, self-care exercise 

and self-care medications ? Secondly, why did perceived quality of the 

cardiac rehabilitation program only relate to the subjects' 

perceptions of performance of self-care activities in stress 

management, but not in exercise and medication administration? Third, 

why did tne perceived understanding of post-hospital self-care not 

relate to patients' perceptions of performance of self-care activities 

in stress management? And last, why did patients' satisfaction with 

hospital care only relate to their perceptions of performance of self-

care activities in exercise and medication administration, but not 

relate to stress management? In evaluating the cardiac rehabilitation 
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program, these questions provide health care providers with an 

opportunity to improve and increase the effectiveness of the cardiac 

rehabilitation program. 

In addition, it is interesting to note that subjects who took 

less medications prescribed at the time of discharge from the 

hospital, perceived that the quality of the cardiac rehabilitation 

program was better titan those who took more medications. Subjects, 

who had a shorter hospital stay, perceived that their performance of 

self-care activities in exercise and medication administration was 

higher than those who had a longer hospital stay. The same in not 

true of stress management. 

In sunmary, although the results of this study cannot strongly 

provide implications for clinical practice, they do imply tnat 

continued research is needed to identify more precisely the factors 

that contribute to self-care in cardiac patients and to develop 

interventions dealing with specific areas. 

Recommendations for Further Research 

Based on this study, the following recommendations for further 

research are proposed. 

1. Conduct a study which has a prospective time series design, 

such as six weeks, three months, and six months, to compare 

the differences of patients' perceptions at different time 

periods. 

2. Design a study to include the factors which may influence 

subjects' perceptions, such as beliefs, values, and behavior. 
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3. Further study is needed to compare the differences of 

perceptions of cardiac rehabilitation in the surgical cardiac 

population with tnose receiving different treatment approaches 

such as medical management, percutaneous transluminal 

angioplasty (PCTA), or heart transplantation. Assessment of 

subjects' perceptions in different groups will provide a basis 

for acceptable outcome standards on rehabilitation for these 

groups of patients. 

Summary 

This was a descriptive correlational study to examine the 

relationship between perceived cardiac rehabilitation at the time of 

discharge from the hospital and perceived self-care at three months 

after discharge from the hospital. Fifty-three subjects from a 

middle-size (375-beds) community hospital voluntarily participated in 

the study and completed questionnaires. Data were collected using a 

Demographic Data Form, a Perceived Quality of the Cardiac 

Rehabilitation Program Questionnaire, a Perceived Understanding of 

Self-Care Questionnaire, a Satisfaction with Hospital Care 

Questionnaire, and a Self-Care Questionnaire. The Self-Care 

Questionnaire included two open-ended questions related to walking and 

a Self-Care Questionnaire Exercise, a Self-Care Questionnaire Stress-

Management, and a Self-Care Questionnaire Medications. All 

measurement instruments were developed by the investigators in the 

original study (Bustamante, Gerber & Higgins, 1988). 
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Data analysis revealed that there was a low positive 

relationship between perceived quality of the cardiac rehabilitation 

program and self-care stress management. There was a low positive 

relationship between perceived understanding of self-care and self-

care exercise. A low positive relationship was also found between 

perceived understanding of self-care and self-care stress management. 

There was a low positive relationship between satisfaction with 

hospital care and self-care exercise. A low positive relationship was 

also found between satisfaction with hospital care and self-care 

medications. Although all of those correlation coefficients are low, 

they are still significant for health care providers in implementing 

nursing practice and developing further nursing research related to 

cardiac rehabilitation. 
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APPENDIX A 

DESCRIPTION OF CARDIAC REHABILITATION PROGRAM 

AT ST. MARY'S HOSPITAL AND HEALTH CENTER 

Cardiac Rehabilitation Team 

The Cardiac Rehabilitation Program is a multidisciplinary team 

approach used in St. Mary's Hospital and Health Center. This team 

includes a Medical Director, Primary Physician, Nurse Coordinator/ 

Supervisor, Physical Therapist, Social Worker, Dietitian, and 

Pharmacist. Members of the Cardiac Rehabilitation Team make team 

rounds on all patients in the Cardiac Rehabilitation Program on a 

weekly basis. The purpose of this is to allow the patient to get to 

know the team members, and afford tne patient an opportunity to ask 

questions of the numbers of the group. 

The Cardiac Rehabilitation Supervisor develops, implements, 

and evaluates the formal teaching programs for patients and their 

families congruent with medical regimen prescribed by primary 

physician. She also designs, selects, and evaluates teaching 

materials and Audio-Visual aids appropriate for cardiovascular 

patient/family education. 

The primary nursing staff on unit collaborates with the 

Cardiac Rehabilitation Supervisor to establish plans of rehabilitation 

activities and access to all the educational media /materials for 

participating patients and their families. 
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Goals of Cardiac Rehabilitation Program 
in Phase I and II 

Physiological Goals: 

1. To enable the patient to carry out routine self-care. 

2. To prevent the negative effects of inactivity. 

3. To assist the patient to gradually resume activities of daily 

living through a continuous activity program. 

Psychological Goals: 

1. To assist the cardiac patient and families in their 

realization of the impact of cardiac disease on lifestyle. 

2. To assist the cardiac patient and significant others in 

adjusting to a sudden change in health status. 

Educational Goals: 

1. To help the patient and significant others understand what has 

happened, what is being done, and what they can do for 

themselves and each other. 

2. To provide the patient and significant others with knowledge 

to understand and effect changes in lifestyle. 

3. To provide the patient and significant others with skills 

needed to accomplish change. 

4. To provide the patient and significant others with attitudes 

and motivation to sustain change. 
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General Protocol of Cardiac Rehabilitation Program 

I. Criteria for Inclusion in the Rehabilitation Program 

Patients admitted for myocardial infarction, angina pectoris, or 

open heart surgery, post coronary artery bypass grafts but 

medically stable. Patients with cognitive impairment may not 

benefit from education, but may need physical activity. 

II. Method of Physician Referral to Program 

Physician must request rehabilitation services by writing an 

appropriate order on the patient's chart, then patients are 

referred when considered medically stable. Activity level of 

patients will be specified. 

III. Types of Program 

Types of program prescribed by physician include educational 

component only, progressive activity component only, both 

progressive activity and educational components, and pre

operative admission to program. 

IV. Intake Procedure for the Cardiac Rehabilitation Program 

Primary nurse will establish the patient information of 

diagnosis, then notify the Cardiac Rehabilitation Program 

Coordinator of patient's admission to the program. Coordinator 

notifies the cardiac rehabilitation team members, initiates 

patient interview, and identifies individual patient problems. 

V. Components of In-Patient Rehabilitation Program 

A. Progressive activity component 

I. Physician is to review daily and prescribe progression. 
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Z .  Primary nurse shall record assessment daily. 

3. Activity program done by Physical Therapist twice daily 

and six days a week. 

4. Activity guidelines given to the patient. 

B. Education component 

1. Individualized teaching by rehabilitation team personnel 

and nursing staff in CICU or cardiac step-down unit. 

2. Individualized supplementary instruction. For example: 

Exercise, diet instruction, medications reviewed, and 

discharge plan reviewed with the patient. 

Discharge Procedure for Program 

Patient will receive prescribed, written, and taken home 

instructions from nurse including activities, diet, medications, 

resources/emergency phone numbers, and schedule of weekly group 

sessions beginning approximately one week after discharge. 
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INSTITUTIONAL PERMISSION 



MARYS 
H O S P ' T A L  A N D  

March 20, 1987 

American Heart Association 
Arizona Affiliate 
Program Department 
1445 E. Thomas Road 
Phoenix, AZ 85014 

Dear Program Coordinator: 

In 1984, a long range plan was established by reviewing all 
intensive programs within St. Mary's Hospital and Health Center. 
Cardiac care was Identified as one of the most utilized services 
within the hospital setting. At that particular time, a plan to 
expand those services was Initiated. The last phase was Cardiac 
Rehabilitation which was instituted in July 1 9 8 6 .  

This proposal, is being submitted to the American Heart Associ
ation, Arizona Affiliate, for monies to study the effectiveness 
of the program. This project will be a cooperative effort 
between the Nursing Service Department at St. Mary's Hospital and 
Health Center and a faculty member of the University of Arizona, 
College of Nursing. 

This letter is in support of this project, and any consideration 
given to this proposal will be appreciated. 

PE/lt 

gUS ' CARONDELET HEA1TH SERVICES INC 
1 6 0 1  W E S T  S T .  M A R Y ' S  R O A D  /  P.O .  B O X  5 3 8 6  T U C S O N ,  A R I Z O N A  8 5 7 0 3  

6 0 2  -• 6 2 2 - 5 8 3 3  

Darrell K. Stewart 
Senior Vice-President & 
Administrator 

Sincerely, 

Phyllis Ethridge 
Vice-President, 
Patient Care Services 
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APPENDIX C 

HUMAN SUBJECTS DISCLAIMER 

Cardiac Rehabilitation Program Evaluation 

You are invited to participate in an evaluation of the nurse-
coordinated, multidisciplinary cardiac rehabilitation program at St. 
Mary's Hospital. Participation involves answering several 
questionnaires at the time you are discharged from the hospital. 

The questionnaires are related to how YOU feel about the 
cardiac rehabilitation program and your care while you were in the 
hospital. This is NOT a test and there are no right or wrong answers. 
Your own persona opinoin —that is, what you believe or how you feel 
about things — is what is important. 

Only your confidential code numbe will be on the 
questionnaires and your answers will be known only to the 
investigators. Your responses will in no way affect the care you are 
receiving. However, what is learned from this study is expected to 
improve the cardiac rehabilitation program in the future. 

There are no known risks to you. You may cnoose to answer 
all, some or none of the questions and you may ask questions of the 
investigators at any time during the study. 

By responding to the questionnaires, you will be voluntarily 
giving your consent to participate. If you choose to participate, 
your assistance is appreciated. If you choose not to participate, 
your decision will be respected and will in no way affect your care. 

Thank you. 

Co-Investigators: 

Rose M. Gerber, RN, PhD 
Associate Professor 
College of Nursing 
University of Arizona 
Tucson, AZ 85721 

Phone: (602) 622-5833 
Extension 3104 

Linda Bustamante, RN, MS 
Unit Director, 3100 
St. Mary's Hospital & 

Health Center 
Tucson, AZ 85705 
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APPROVED LETTER FOR THE STUDY 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
TUCSON. ARIZONA 85721 

C OLLEGE OF NURSING 

MEMORANDUM 

TO: Ms. Shieh Shew Fa 

FROM: Linda R. Phillips, PhD, RN, FAAN 
hssociate Dean tor Research 

DATE: March 29, 1989 

RE: Human Subjects Review: "Self Care of Patients Following a Nurse-
Coordinated Cardiac Rehabilitation Program" 

Your project has been reviewed and approved as exempt from University review by the 
College of Nursing Ethical Review Subcommittee of the Research Committee and the 
Director of Research. A consent form with subject signature is not required for 
projects exempt from full University review. The Human Subjects Project Approval 
Form is filed in the office of the Director of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

LRP/ms 
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APPENDIX E 

DEMOGRAPHIC DATA FORM (DDF) SUMMARY 

Subject ID Number 

Date of Admission to Hospital 

Sex ; Age ; Ethnicity 

Marital Status 

Admitting Diagnosis 

Date of Surgery, if performed 

Date of Discharge from tne Hospital 

Medications Prescribed at the Time of Hospital Discharge 
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APPENDIX F 

PERCEIVED QUALITY OF THE CARDIAC REHABILITATION 

PROGRAM QUESTIONNAIRE (PQCRPQ) 

Tell us about the quality of the program: 

P
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The videotapes were 1. 2. 3. 4. 

The booklets/pamphlets were 1. 2. 3. 4. 

Teaching provided by Unit nurses was 1. 2. 3. 4. 

Teaching provided by pharmacists was 1. 2. 3. 4. 

Teaching provided by dietitians was i. 2. 3. 4. 

Teaching provided by physicians was 1. 2. 3. 4. 

Teaching provided by the cardiac 

rehabilitation nurse was 1. 2. 3. 4. 

Teaching provided by physical therapists 

was 1. 2. 3. 4. 

*1 = Poor, 2 = Fair, 3 = Good, 4 = Excellent. 
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APPENDIX G 

PERCEIVED UNDERSTANDING OF SELF-CARE QUESTIONNAIRE (PUSCQ) 

Please describe YOUR understanding of : 

P
o

o
r 

F
a

ir
 

G
oo

d 

E
x

c
e

ll
e

n
t 

Your heart condition 2. 3. 4. 

Your diet 1. 2. 3. 4. 

Your medications 1. 2. 3. 4. 

Your physical activities/exercises 1. 2. 3. 4. 

Your risk factors 1. 2. 3. 4. 

Signs and symptoms of complications 1. 2. 3. 4. 

When to notify your physician 1. 2. 3. 4. 

*1 = Poor, 2 = Fair, 3 = Good, 4 = Excellent. 



APPENDIX H 

SATISFACTION WITH HOSPITAL CARE QUESTIONNAIRE (SHCQ) 

Examples for teaching subscale of SHCQ : 

1. Things were always explained to me clearly. 

STRONGLY 
AGREE 

AGREE UNCERTAIN DISAGREE STRONGLY 
DISAGREE 

2. The teaching program was very beneficial. 

STRONGLY 
AGREE 

AGREE UNCERTAIN DISAGREE STRONGLY 
DISAGREE 

Examples for caring subscale of SHCQ : 

1. I was seldom treated as an individual. 

STRONGLY 
AGREE 

AGREE UNCERTAIN DISAGREE STRONGLY 
DISAGREE 

2. I usually felt better after talking with the staff members. 

STRONGLY 
AGREE 

AGREE UNCERTAIN DISAGREE STRONGLY 
DISAGREE 



Examples for skill subscale of SHCQ : 

1. The staff members did not seem very knowledgeable. 
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STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY 
AGREE DISAGREE 

2. Everyone seemed very skillful at their work. 

STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY 
AGREE DISAGREE 



APPENDIX I 

SELF-CARE QUESTIONNAIRE (SCQ) 

Examples for self-care exercise scale: 

1. If you are walking, what is the approximate distance? 

miles per walk. 

2. How long does it take you to walk this distance? 

minutes per walk. 

I. SELF-CARE QUESTIONNAIRE EXERCISE (SCQE) 

3. I walk less than the prescribed number of time each week. 

STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY 
AGREE DISAGREE 

4. I almost always follow the exercise program suggested for me. 

STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY 
AGREE DISAGREE 

II. SELF-CARE QUESTIONNAIRE STRESS MANAGEMENT (SCQS) 

Examples for self-care stress management scale: 

1. I am able to relax when I want to. 

STRONGLY 
AGREE 

AGREE UNCERTAIN DISAGREE STRONGLY 
DISAGREE 



2. I feel less stressed now than before I was hospitalized. 

STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY 
AGREE DISAGREE 

III. SELF-CARE QUESTIONNAIRE MEDICATION (SCQM) 

Examples for self-care medications scale: 

1. I always take my medication as prescribed. 

STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY 
AGREE DISAGREE 

2. I cannot remember the actions of some of my medications. 

STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY 
AGREE DISAGREE 
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