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ABSTRACT

. An experimental study was condﬁcted to measuré the ..
effects of a health teaching unit on the ahxiétyiievelbofv
patients with chrénic obstructiﬁe‘lung disease attending an
Qut-patient chest.clihic° The health teéching‘program was
administeféd via an automated audio/slide unit in two
_sessions of-thifty minutes each,vusing group,interaction as
one means and nurse-patient interaétion as the other. A
third group served as the control. The Institute for
Personality and Ability Testing (IPAT) Anxiety Scale was
utilized to measure trait anxiety and the Affect Adjectivé
Check List (AACL) was utilized to measure staﬁe anxiety.

| The research hypothesis that health teaching done
in-a sméll group by the professionél nurse will result in a
significant reduction of mean traiﬁ_and state anxiety scorés
for individuals with chronic obsﬁructive lung disease was
not supported. The subjects who received the héalth teach-
ing unit in a nﬁrse—patient interaction had the lowest mean
trait and state anxiety scores, indicating a trend toward
the preference of individual instruction over group
~instruction when the goal is reduced anxiety,‘ The highest
IPAT anxiety scores were obtained by the two smoking
subjects in the group setting. This suggested the posSi;
bility of increased dissonanée for subjects who smoke and,

viii




Jix
are ‘exposed to anti-smoking information in a group composed

of smokers and nonsmokers.




CHAPTER I
INTRODUCTION - o o

Illness,:esbecially prolonged illness, is an
ahxiety—producing situation for the individual (Lederer,
1952); To speak of‘anxietyvas unequivocally undesirable is
- not realistic (Gage;v1963), but it is recognized‘that
Vpersistent, high anxiety results in distortions, shifts in
‘emphasis, and inability to éomprehend and adapt (Bard, 1966;
Peplau, 1963). The negative effects Of_high anxiety upon
appropriate'health behavior cannot be overlooked (Robbins,
1962), |
| Chronic obstructive lung disease which encompasses
asthma, chronic bronchitis, and eﬁphysema, can certéinly be
considered an anxietyfprodUCing situatidn° "Difficulty in
breathiﬁg i; frequently relatéd térdeep concerns about life
and death and primitive fears of suffocation" (Hargreaves,
‘1968:481)0 This concerﬁ‘with life and deathAis realistic,
since the United Statesrhas experienced rapidly rising
mortality ratés from.l950 to 1963 due to emphysema with or
without chronié bronchitise Arizona's rate was more than

four times the United States rate for white males for this

same period (Oppenheimer, 1965).
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Chrohiclobstructive lung diseasevalso-resuits in'ajr:
:high rate OfVmQrbidity ana disability. ‘The estimates fr6m7, 
the surveys of the "Réport of the Task Force:oﬁ.ChrOnic
Bronchitis and Emphysema" (1967) indicate that.l4;000,000
persons in the Uhited Stafés have somé-degreé of chronic
7obstructive'lﬁng disease., The séme report indicates that in
1963, the pensions for disability due to emphysema cdst,the
Social Security Administration about ninety million dollars.
Emphysema is second only to heart diseése in terms of most
frequent diagnosis among workers eligible for a disabiiity
pension.

How can the préfessioﬁal nurse influence the
individual's ability to cope with the stresses of a pro-
lbnged»illness such as chronic obstructive lung,disease?

Cap the nurse make the experience of illness less anxiety-
‘producing through health teaching? Wheeler (1970) believes
that health teaching by the nurse decreases the emphysemétous
patient's anxiety. Through this reduction of anxiety, he

éan more fully comprehend the reasons for his. therapy,
'cooperaté'more positively in his treatment, and thus cope

more effectively with his situation.

Statement of the Problem
The specific problem identified for study is: What
is the effect of health teaching related to chronic

obstructive lung disease on the individual's anxiety level?



The purpose of the study is to explore,the.relatioﬁship
between health teaching aﬁd anxiety;: |

The problem is worthy of study in view of th.e loss
of human resources due to the rising morbidity and. mortality
rates of chronic obstructive lung disease‘and the dollar;r
cost to society from the disabilities resulting from
_emphysema.

The problem is significant to nursing because it
attempfs partialvvalidation of the assumption that health
teaching alters the degree of anxiety experienced.duringr
iilness° The inference of this aséumption is that a
reduced anxiety level enhances a positive response to the
therapéutic modalitiés° ﬁrescriptions for nursing practice
directed towardvpromotion of patient welfare too often rely
on intuitive fathér than scientific knowledge._,Assumptidns
vneed[toAbe tested through clinical research to establish
_predicted.outcomes of nursing actions and thus‘increase

nursing's body of theory (Conant, 1967).

Research Hypothesis

The research hypothesis is that health teaching done
in a small group'by the professional nurse will-résult.in
significantly gréater'reduction of fhe mean trait‘and state
anxiety_séorés as measu;gd_bykthe Institute for Personality
_and»Ability Testing (IEAT) Aﬁxiety Scale and the Affeét

Adjective Check List (AACL) for individuals with chronic
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obstructive lung disease than for individuals with ch:onié
obstructive lung disease who are not exposed to health

teaching and/or group interaction.

" Theoretical Framework

The theoretical framework for this experimental
study utilizes Lazarus' theory of psychological streés
(Lazarus,. 1966), and Festinger's cognitive dissonance theory

(Festinger, 1957).

Theory of Psycholbgicaletressl

Lazarus (l966)_usesAUstreSS" as a coilectiye term
for the area of study thét“includes the stimuli producing
stress reéétions,.the'reéctions themselves, and. the'factdfs
linfluencing thé_proéesses intervening between the stress
stimulus and"thé stress response.

Thfeat, a state in which the individual anticipates
hérm, is the.key—intervenin@ variable. Stimuli resulting
ih thfeat>reactiOns;are cues évaluéteapby a cognifive
prdcess of apﬁfaisal¢'lThe proceés of appraisal depends on
two major classes., These classes are the stimulus con-
figuration and.the pSyghological.structure of the indi-
vidual.

The.three factors in the'stimulus configuration
that determine the appraisél of threat are: (1) the
comparétive_power of the hafm~producing condition which is

dependent on the information available and the individual®s




countefharm resources, (2) the témporal nearness of the
harmful_coﬁfrontation; andv(3) the degree of ambiguity in
the significancévof the stimuli cues.

Thé‘Seéoﬁd class of factors that determine the
appréisal fall within the individual's pSychological
.structuref These are: (1) the pattern aﬁd strength of .
motivationé Where-sfimuli would lead to appraisal of threat

if a'confrontation»wasvanticipated that would thwart a

motive; (2) belief systems concerning interaction'with the

enVironment where, for‘example, beliefs about death are
relevant in éituations where death is a major portion of
kfhé thréét;‘and (3) knowledge, education, and intelleqtual
feédufcésvﬁﬁeré thé iack would inérease the likelihood;of

threat appraisal or incorrect evaluation of the situation.

Lazarus (1966) suggests that thé reverse relationship could

also occur.

'Followihg the appraisal of a stimulus as threatening,

coping processes function to reduce or eliminate the
anticipated haﬁm, ‘The cognitiVe activity related to the
copingAp¥océss is termed seéondary appraisal and is
influenced by the degree bf threat and factors in the
stimulus configuration such as location of the.agent of
harm, the feasibility of alternative actions, and situa-
tional_'coﬁstréints° The psychological strﬁcture of the
individual is thévthird'cléss of facﬁors influencing the

secondary appraisal process. These include the pattern of




motivatioﬁ which determiﬁés the cost of coping alternatives{
ego strength, defensive.diSpositions; and general beiiefs
about the‘environmenf and. oﬁe's resourbes for dealing with =
it. : , B -

Beéaﬁse cognitive processes take place.rapidly and
secondary appraisal makes use of information that may have
registered.simultaneously with the‘primary process of
appraisal; the.£WO stages of app;aisaltmerge or overlap with
one another. One cannot clearly speak of a sequence.
Appraisal also does notfnecessarily_imp}yVawareness and
. good reality-testing, only that thought processes such as
beiiefs, expectations, perceptions, evaluations, learning,
and.memory‘are involved°

Thfeat reactions are’ associated with the process of
coping with threat and both are the result, at least |
,paftially, of the process of secondary appraisal. The
nature of‘the‘affect~experiehced, as well as the motor and-
physiological reactions; depends upon the action tendency
resulting from the secondary'appraisal'proceSS°

The advantageé of regarding emdtions;ASpecifically
anxiety as the consequences of interveniﬁg cognitive
processes are two-fold. The complexity of the determination
of the coping process is recognized, and through appraisal,
transactions betweén the individual and the situation are

emphasized. Secondly, investigation is directed toward
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aspects in the environment and qualities in the individual -
which influence his action when threatened (Lazarus, 1966).

From this‘brief'summary,'itais'eviaentﬁthat Lazarus

regards the hypothetical construct of anxiety as a-responSe.[{

to threat appraisal with antecedent and consequent condi-
tions. Anxiety is the inevitable initial response to being

threatened, and will disappear if the danger is actually

overcome by the coping process. However, anxiety can remain

theidominant affective response to threat_When the sourée
of threatifemains ambiguoué and defensé is‘unsuccessfulo-
The response then becomes free floafing ahxiety since it
“attaches itself to readily shifting objects in the external
environment; |
Using Lazarus' model, anxiety for the individual
with chronic obétructive'lung disease could occur following
secondary appraisal in this pattern:
| 1. Breathlessness due to decreased ventilatory capacity
'and aCcompanied with fear of suffocation and death
is'appraiséd as a threat. |
2. The agent of harm is ambiguous since there is no
specifié recognized cause for the puimonary |
dysfuhction (Burrows and Earle, 1969)°
3. Due to the absence of pertinent knowledgé to cope
with the breathlessness, there is no basis for
either attack, avoidance, or an estimate of hope-

lessness.



4, Free-floating anxiety results, with concurrent
changes in the efferént—impﬁléés to the respiratory
muscies and/or,smooth mugcles_in the bronchioles. -
Total pulmOnary'Ventilationfisfafféctéd With -
'secondary changes in alveolar gas exchange and -
’arteriél'blood.gas_1evels,(Ganong,-l969)° Increased

breathlessness results, and a vicious cycle ensues.

/

:Theory of Cognitive Dissonance

Festinger's theory of dissdnance,is concerned with
AfheApsychological processes which occur ip the»ind_ividﬁal°
- The basic hypotheses of the theory are extremélQ'simple.
These hypotheses are that‘théYSimﬁltaneous existence of
cognitions (any kﬁowledge, opinion or belief>about the
enﬁironment,-about the individual, or about his behavior)
which do not fit together (diséonénée)-leads to efforts. on
the part of ‘the person to.somehow make them fit better
(dissonance reduction). Secohdly,vwhen'diésonance is
?reSént,’in addition to trying to reduce it, the individual‘
will activély avoid situationé and.infbrmatidn which would
increase the dissonance (Festingér, 19-57)°

Cognitive dissonance can be-Viéwea as an antecedent
~condition, similar to Lazarus' stimulus configuration and
Athe_indiﬁidual's psychological,structure, .The cognitive
dissonance-leads £o activity directed toward dissonance

reduction, similar to Lazarus' coping process.
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Festiuger (1957) suogests-that one means of reducing . -
. dissouauoe'for the-iuoiviouai;ispthrough group iuteraotion;
. The two processesrinvolued;arevreducingtdiSSonance by
obtalnlng support from people: who already believe what the.
1nd1v1dual wants to persuade hlmself about or by persuadlng
others that they should also belleve,what he wants to
- believe, If an indiuidual has beehlexposed‘to evidence -

- contrary to an Opinion~he hoids; he is more likely to seek

Asocial,support from persons who hold.the same opinion he
does. Persons who agree with him can provide new informa-
tion and arguments which are consonant with his belief and
discredit arguments which are'dissonaut with his belief to
reduce the dissonance.. ﬁowever, if agreement from others
‘does not result, then the dissonance may persist or even be.
increased. |

Beliefs regarding smoking and the value of a daily

bronohial-hygiene program are  two eXamples.of cognitions.
that could lead to,dissonance in individuals with chronic
obstructiVe lung disease.. The»individualﬁknows smoking is
A harmful for him and that his,physibian advises him to quit
smoking, but he enjoys smoking and he is acquainted with
other people with chronic obstructive lung disease who
continue to smokes He may also realize the benefits to be
accrued from a daily bronchial hygiene program, but he does
not seeé how he can take the timeeeach morning and evening

" to assume the various positions for postural drainage. - The
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individual would then experience cognitive-dissonance and .

symptoms of.psychological discomfort would be observable;

If this individualxsought support from a group who believes

smoking is harmful and attempts to quit smoking and follow

a daily bronchial hygiene program are sanctioned, the indi-

vidual would experience dissonance reduction, and, there-

fore, reduced anxiety.

Assumptidns

‘The assumptions basic to this study are:

' Chronic obstructive luhg disease  is stressful and

anxietyfprOducing;

With a primifive’knowledgé of'the disease, the un-
known facﬁors provide»the.background for disabling
anxieties.

The prdfessional nurse, throughAher.teaching—
éounseling'fole, contributes to the individual's
knowledge of the nature of his illness..
Group,ihteraction and nurse-patient interaction are
tWo means of feducing anxiety.

Anxiety can be measured.

Reduction of excessive anxiety enhances the indi-

vidualts receptiveness to the treatment modalities

and ability.to'adapt to the physical 1imitations

imposed by chronic obstructive lung disease.
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Working Definitions

Fof the'purpose”of this study, the following terms

-are defined°, 

Health~Teaching
Health teaching is instrumental and eXpressive'
communication designed to provide information and reduce the

 anxiety of illness.-

Anxiety

Anxiéty_is:trait_and state responses to threat
 appraisal. Trait anxiety is a general disposition to act in
some way and state anxiety is a response to a given set of
conditions. The Institufe for Personality and Ability
Testing (IPAT) Anxiety scale is utitlized as a measure of.
trait anxiety and the Affect Adjective Check List (AACL) is

utilized as a measure of state anxiety.

Chronic Obstructive Lung Disease
Chronic obstructive lung disease includes all long-
term conditions with expiratory airway obstruction such as

asthma, chronic bronchitis, and emphysema.




CHAPTER II
"REVIEW OF THE LITERATURE " S

' The.reviéw of the literatﬁre focuses on patients:?
reactions to chronic‘obétructive lung disease and the need
vfor teaching, the effect bf‘anxiety on learning, health.
teaching and behavioral change, heélth teéChing and reduced
tension, studies.utilizing a teaching—counseling-approach,'
and, methoés of patient .teaching. |

Patients' Reactions to Chronic Obstructive
Lung Disease and the Need for Teaching

Johes (1967:53) in the personal account of his
efforts to live with emphysema, dramatically related the
emotional reaction to dyspnéa:

" We actually experience a perpetual mental burden of
apprehension, physical tension, constant fright,
severe depression, and conscious and unconscious
irritability. . . . Frequently we are beset with |
feelings of personal inadequacy, and we feel

-neglected to the point of complete frustration.

o o o These burdens of the patient can be greatly
relieved, relaxed and lightened if the doctors,

- nurses, and therapists teach the patient and his

“family how to live with breathlessness. Most
important and helpful is instruction in proper-
posture, diaphragmatic breathing, isometric
exercises, room ventilation, and better breathing
habits. : ' '

Because chronic obstructive lung disease represents
a lifelong complex illness, Petty and Nett (1969:117) deemed
it essential "that patients learn about their illness,

12
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cdmprehehd factots in prevéntion and understand care so that
thé? can‘bé moré'indepéndent and thus able to cope wifh
their many diseaéé related préblemsQ"

Secor (1969) commented on the anxiety a person who
suffers from bréathing-diffiéuities experiences, ©She

recognized the néed for health teaching>through skillful

communication between the patient and nurse to reduce the

patient's anxiety and enable him to care for himself to the
fuli limits . of his ability.

Dudley,(l969):§iewed responses_of.resentment, anger,
fear, ér depression as.the mofe common reactions to attempts
tQ édjust7to'increasing Wéakngss, dyspnea, cough, andl
sputum production. Thééé emotions can readiiy upset a
therapeutic program with chronicvobstructive lung disease;
The patient may be too anxious to see his physician or carry
out his medical régime, or he may be too depressed and
therefore lack ﬁotivation to take adequate care of himselff

| Education of the patient and his family as the first
and most important task of management of patients with
obstructive lung disease is cited by Dudley (1969). He
believed‘that frank and-open discussion concerning the
nature of the diseasé,Aits social implications, and its
prognosis with comprehensive medical care relieved the

disabling fears;
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.Effecf Qf Ahxiéty on Learning

Is anxiety én innate potential or a diffuse emo-
tional response with §Vert and covert ﬁanifesﬁations?j,ls
anxiety a cue‘fqr defensive reéctions-br a learned drive,_“
a habitual‘reaction? Akutagawa (1968)'briefly.sUrVeyedithé:"
theoretiéal properties of anxiety, emphasizing the variety
of terms.andpéoncepts to be found in the psychologicéi and.
psychoanalytic litératur’e° | |

Spence (1958) emphasized the drive aspéct of
,‘anxiéty,' The point of view is basedfon'Hulifs postulate .
that drive multiplies the strengths of all habits, includiné
fhe habits associated with task performance. Spence postu-
lated that high ievels.of drive, as measuréd Ey the Taylor
Manifest Anxiety Scale, increase the strengthé of correct
and inccrrect responses in task pefformances-conhected with.
learning. If the task is difficult or complex, high drive
will ‘impair pérformance‘becaﬁse the habit:Strengths of many
wrong‘resﬁonses will be fécilitated,. If the task is simple
and contains few competing responses, performance will be
.facilitafed by high drive. Critiques have béen offered for
this position and the findings involved (Saraéon, 1960).
Lazarus (1966) commented fhat_since aﬁxiety is regarded'as
-another term fbf-general-drivé,»the.issue of the'ﬁafurebéf |
‘anxiety:as compared;with"other affects such as,énger becomes

irrelevant.
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ReSearchfby Spielberger and Smith (1966) demon; :
| étrated the complexity of the relatioﬁship of4anxiety to .
performancei In an experiment involving the learnihg of a-
'Sérial list of nonseﬁse syilables, someAsubjects learned the
list under thréat while others did,so under néﬁtral condi;;
 tions. . The statement that the quality of the subject's
performance_reflected his intelligence was the threét,-
Under no threat conditions; there were no significant dif-
ferences befween the high and low anxiety subjecté;”:Under
threat,‘the high anxiety subjects began to exceed the low -
anxiety subjects late in performance. In comparing the
learning curves of subjects high and low in anxiety for the
easy and difficult Sillables under the threat condition; it
Awas found that subjects high in anxiety showed a performance-
that rapialy became superior to fhose low in anxiety on the
easy words. But on difficult words, highéanxiety subjects
performed more poorly and achieved superiority over subjects
rlbw in anxiety very late in the learning situation when the
syllables had-been well mastered. These results seem to
:show that a Qréater amount of threat impairs the performance
of chroniéally aﬁxioussubjects°

Another view of the effect of anxiety on learning
is offered by Sarason, Mandler, and éraighiil (1952). These
authors studied the effects of anxiety on intellectuaiftask

performance. Anxiety is viewed as a threat response that
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may compete or interfere with the responses required for
succeésful task performance.

- Easterbrook (l959)_has.argued that anxiety dis-
_6rganizes the utilization of stimulus cues in learning and
performance by narrowing the range of attention and limiting
. perceptual—cﬁeﬁtilization° This constriction of perception
occurs because only things that appear to be relevant to the
_ danger receive attention.
"The effect of emotion on behavior has been dis-
cussed in reference to the empirically derived
generalization that the number of cues utilized
in any situation tends to become smaller with
increase in emotion.
- On some tasks, reduction in the range of cue
utilization improves performance. Irrelevant
cues are excluded and drive is then said to be
organizing or motivating. In other tasks, pro-
ficiency demands the.use of a wide range of cues,
and drive is disorganizing.or emotional. There

seems to be an optimal range of cue utilization
for each task (Easterbrook, 1959:197-198),

‘Wachtel (1968) attempted to gain further evidence of‘
the "reducfion in the range of cue utilization" (Easterbrook,
1959) under anxieﬁy‘and to determine how. this céuld be
modified when a meaﬁé ié‘provided to cope with the anxiety—
prédﬁcing threat. He found that subjects threatened With
shock performed no différently than an unthreatenea control
-vgroup on a tracking test occupying the center of their
attention, but had significantiy longer reaction times to
iightS»which went on at the periphery of their visual fieid,

The subjects who were told they could avoid the shock
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through goddxperformance showed, nojsuch‘increase in.reaction
time;, | | |

~The theories'advanbed_by SpeﬁCey(l958)}'Saraédn et
al. (1952), and Easterbrook (1959) spécify some of the
processes that intervene befween the threat stimulus and
changes in cognitive performance. But Lazarus (1966) pre-
ferred the more complex propositions-that are in line with
his theory of psychological stress.. He emphasized the
coping processes which determine the behavioral.and per-
formance outcome of threat conditions (for example, Lazarus,
Deese, and Osler, 1952:¢ Lazarusraﬁd Speisman, 1960; Folkins

° 4.

- et al., 1968).

| Thus, "anxiety is a response of‘an individual to a
situation of danger, and is adaptive to the degree that it
aidsvthebindividual in. coping with the threat" (Wachtel,
1968:137); Research has indicated that high an#iety producés_
more rapid learniﬁg on simple tasks.than 1ow.anxiety,-but

the reverse is true in complex tasks. Performance is, of
course, also related to other variables irrelevant to

threat--for example fatigue, capacity, distraction, learning

processes, and individual response styles.

Health Teaching and Behavioral Change

Redman (1968) defined teaching as a special form of
- communication designed to produce learning, -and eventually,

behavioral change. The concept of change in behavior is
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worth"iemphasizingo . Kasey end-McMahan (1964:8) in their
dlscus51on concernlng patlent educatlon' differentiated
between tralnlng and educatlon.

If the major objective,is to train patients to T
‘respond to- certain stimuli, to cooperate, to comply, '
to accept what they are told, then the procedure
should be called patient tralnlngo If the hospital
staff is concerned about providing experiences that
will enable the patient to understand, to acquire
skills, and to develop attitudes that "will help him
become an "inner dlrected i self—Operatlng 1earner_
then education is the objectlve. D '

A report of World Health Organlzatlon commlttee"v~f
(1969 8) agreed that health educatlon is- focused on people
and their action (UPlannlngvand.Evaluatlon“'; M)

In general, its aims are to peréuade people to adopt
and sustain healthful life practices, to use
jud1c1ously and wisely the health services: avallable
to them, and to take their own decisions, both
1nd1V1dually and; collectively, to 1mprove thelr
~ health status and environment.

Correct healthrknowledge in itself is not the-
inevitable trigger of desirable behavior change or health
action. Three separate studles reported by Young (1968)
compare the relatlonshlp between knowledge about dlabetes
and control. . Each study obtained the same surprlslng and.
significant results: knowledge concerning diabetes is in-
versely correlated with control. It is suggested that
factors affecting diabetic control apply to the control of -

other chronic diseases. These factors ‘include biological

and. psychological factors, appropriateness of the medical
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'recommendations, and the patient's péfformanée of the
ﬁécommended therapy.

Behaviof change ‘is related to motivatioﬁ and feit
‘need. Health as an exXplicit, valued, and cbnsciously4 e

vpervaSive need lies in é rather lowly position in‘the scale
' of human motivation (Redman, 19683 Sééuart, 1967).

chial‘and psychological realitiés’affect the

‘attainment of change in health behavioro :"The'aéceptabiiity
ofrthe.proposed health practice iﬁ'térms of the customs and ..
traditions that the individuéls, familieé, ana groups |
: bbserve, the beliéfsithat they hold, and the attitudes of
their peers" ("Planning andiEvaluation of Health Eduéation
Sefvices: Report of a World Heélth'Organiiation Committee;”
'1969:8) are important chsideratiohs, Practical ease of
implementation in terms of finances3aﬁd time is .another
variable.

Measurement of appropriate health behaviors is
difficult. In“cqntrolléd.studies, limited single—event
Vbéhavior may be measured, but not complex ones, Even simple -
behévior must be narrbwly défined béfore.it,can be measured
in any practical sense (Kerrick and.Claik, 1969); Wheelexr
(1970), in measuring the effect of nurse teaching inter-
views on patients with emphysema, recognized the lack of
standardized measurementé in the psychomotér domain. She
éxpefienced difficulty in.obtainingfobjective measurements

of changes in pursed lip and diaphragmatic breathing.
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Heaith Teaching.and Reduced Tension
. Instead of cencentfating‘on'the long term:goalrof”
behavioral change~andhthe difficulties encountered in
measuring the change; the focus will now turn to the more -
immediate goal of "relie?ing the ‘tensions of illness byv
means of learning" (Redmah,,i968:3)o

Skipper (1965) offered several untested hypotheses
in his discussion ef the'consequenees_of limited communica-
tion between patients and hospital functions. 'One of his
hypotheses "the greatefrthe patientts fear and.anxiety about
the nature and the extent of his illness, the greater the
probablllty that this fear and anx1ety w1ll not be reduced
when such 1nformatlon is not communlcated to him" (Skipper,
1965:79)9 supports this goal_of health teaching.

Kauffman (1965) studied thirﬁy patients"per—<
ception of stress within a university hospital setting and
found  that ail patientsAperceived the lack of'informatioh
about illhess as stress-producing. The information which
~patients wanted concerning-their illness was'knowledge of
the'medicalAplan,of treatment, prognosis, ceuse of illness,
damage done,'and discharge date. They believed that the
nurse couid,reduce stress through showing a personal
interest in the patient, providing for his physical comfort,
and giving information about treatments, routines, and the

'patient's illness.
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>-Counsellng, regarded by Relter (1966) as emotlonalv

intellectual, and psychologlcal support “is related to
'feachihg, Freeman (l963).placed eounsellng end teaching;on'
da'contihuum_with.the differenee being related to the degree
| of self direction that is possible. Peplau. (1952) had a.
.broad eonception of the teaching'roie of the nurse, that it
is a combination of roles, including counsel:'rng°

| Heiming (1968:419—420) discussed the teaching-
counseling roledof the nurse in relation to chronic
obstructive_luﬂg disease:

For the patient to participate in a plan of care
that will assist him to utilize his optimum
functional capacities, two conditions must be met.
He must understand his disease--the reasons for
his dyspnea, cough, and fatigue--and how the
various therapies assist him to minimize them. Then
he must be provided with the opportunlty to exXpress
his feelings about his health and given direction
to assist him to gain insight into the. meanlng of .
his behavior. Hopefully he can then begin to’
accept his situation and cope satisfactorily with
the limitations it imposes upon him.

In collaboration with the physician and other
members of the health team, the nurse.can contribute
in each of these areas. Her teachlng and counsellng
functions can be fully utilized here..

Studies Utilizing a Teaching-
Counseling Approach

'Stddies have been eonducted.that utilize the
teaching-counseling role. Wheeler (1970) found that
patients with emphysema who were ihdividually instructed
about their disease and self care by a nurse who enCOuraged

“discussion about their anxieties had fewer misunderstandings
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about,their disease and greater confidence in their ability -
to live within;their physical limitation than the baﬁiehts'
who. did not receive such instruction. Mezzanotte (1970)
gave preoperative instruction to twenty-four patients iﬁ
groups of four and ekplained what to 'expect pre- and post-
operatively. The patients reported a gain in theiriability
to participate in the postopérative activityrand.séveral
'patients reported decréésed.anxiety‘as a_result of the
instruction and group discussion;'

Dumas and Léonard (1963) found that gynecologic
patients who received the expérimental nursing approachvas
parf of their'predperative care experienéed less post-"
aperafivé vomiting than those‘who did not have their
distress relieved through the suppdrtive nursing approach.
In a similar study conducted.by'anesthesiologiéts, instfuc;
tion, suggestion, and encouragementvconéerning the severity
of postoperative,pain resulted in decreased postoperat;ve
narcotic requirements and earlier hospital discharge for

the treatment group- (Egbert et al., 1964).

Methods_andLTools of Patient Teaching
Teaching of patients varies from informal,

incidental communication between two individuals: to formal

structured. classes. (Monteiro, 1964). Methods of instruction -

include lectures, discussion, and -demonstration and practice

for teaching motor skills.
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'“The>1e¢ture can be an efficient and;intereéting  |
means for giving-inférmatién, fqr shdwing relationshipé
among céncepté,Vfor,demonstrétingVhigher—level ihtélléctual
skill, and for influencing ai-:titudés° But; uhlike the dis~- -
Cuséion method,:the lecture does not focus on fhé exéhénéé
of .ideas among individuals, so- that active involvement is
less possible (Redman, 1968).. |
Discussion groups are useful in patient teacﬁing
because it is an economical way to teach a number of
individuals at one time, and the experience of.being part of
'a‘group may be educative regarding the development of .
attitudes or concepts alfeady attained (Redman,rl968;
Hirsch, 1969). Levine and Butler (1952) éompared the
“results of a formal lecture method with group deéision in
influencing twenty;nine supervisors of 395 factory workers
to overcome their biased performance in rating workers. -
Only-the group of supervisors involved in.group decision
improved their ratings. According to Steuart (1967), group
 pressure to conform to appropriate health-related behavior
is more likely to produce desirable changes than communica-
tion flowing directly from expert to a group of individuals.
Slater (1958) suggested that'maximal,group satis-
faction is achieved when the group is large enough so
members feel free to express positive and negétiye feelings
safeiy, yvet small enough so some regard is shown. for the

feelings of others. He found. that a group size of five is
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optimum for taské of discussing human_relations problems |
(Siater, 1958). Roth and Mirsa (1963) found that change in-
atfitude due to group discussion iS'maximally seen in-a -
grOUp:sizé of seven. Groups>of threevand eleven members'
did not differ significantly.: |

Teaching tools include written materials such as
vpamphlets, programmed instruction, and audiovisual-aidé;
The physical'objeét, records, pictures,'posters, motion
pictures,vtelevision,.and-audio/slide program areexampl'es-°
Although the initial production of an audio/slide program
may be expeﬁsive, the advantages‘are attracfive° ’These
include‘low maintenance cost to the.siide and sound.equip—
ment and easy médificatibn of the program by changing the
slides used or by editing the tape (Chez, 1969).

McNab (1969) reported that by using-thé-lecture
method of teaching, adults on the average will rapidly lose
all but 20 per cent of the information impartéd'in ther
course of.a twenty minute lecture.' Retention can be
improved 40 to 45 per cent when the sense of sight'is
utilized; 70 per.ceﬁt when partiéipatioﬁvis utilized, and

100 per cent when repetitibn of lesson material occurs.




CHAPTER III
DESIGN OF THE STUDY - : Lo

The topics discussed in this chapter are the experi—

mental design, population, descripfion, samples size and

selection, variables, measurement instruments, and limita-

tions of the experimental study.

Experimental Design’

A "posttest only" control group design was utilized

in this experimental study.

While the pretest is a concept deeply embedded in
the thinking of research workers in education and
psychology, it is not actually essential to true
experimental designs. For psychological reasons

it is difficult to give up "knowing for sure" that
the experimental and control groups were "éequal"
before the differential experimental treatment.-
Nonetheless, the most adequate all-purpose assurance
of lack of initial biases between groups is random-
ization. Within the limits of confidence stated
by the tests of significance, randomization can
suffice without the pretest (Campbell and Stanley,
1963:25). '

Population

The target population was fifty-nine patients with

chronic obstructive lung disease who were actively

participating in an outpatient chest clinic rehabilitation-

program as of February 6, 1970, at a 475-bed accredited

general hospital in an urban center in southern Arizona.

25




26
The purp@se of the chest clinic is to provide . |
comprehensiye rehabilitative care to ambnlétnryipatienﬁs”
with chronic obétrUétiﬁe lung disease. Each patient is
- referred to the chest c¢clinic by his private physician. .The
private physician retains responsibility for the individual's
care, wifh the chest clinic physicién assuming responsibility-
only for the immediate care of the chest condition. |
The staff of the cheSt clinic consists of a
physician director, two staff physicians, a-registered nurse,
a social worker, an inhalafion therapist, physical therapist
and. assistant,vnnd a secr’étary—receptioniS’c° The modalities
‘of treatment include inpalation theiapy,lthsical‘therapy,

drug therapy, and services of a nurse and social worker.

SamEie.

The random sample, selected through the use of a
table of random numbers, was to consist of three groups of
seven patients with chronic obstructive lung disease who
were.activeiy participating in the chest clinic program.
Treatment Group I consistedrof six rather than seven
patients due to an_illneés of one patient and received the
planned health teaching unit in a group setting. Treat-
‘ment Group II, consisting.of seven patients, received the
planned health teaching unit in individual sessions. Treat-
ment.Group III, also consisting of seven patients,

received the routine care of the chest clinic and served
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as the control group. Each patient received a written -
explanatibn of the nature of theastudy‘appropriate to his

group and signed a consent form (Appendix A and B).

Variables

The indepéndent variable Was the planned health
teaching.unit admihisferéd.by fhe nurse researcher via two
methods: group interacfion and;nurse—pétient interaction.
The planned healthﬁtéaéhingfunif Was divided into four
sections‘whichvincluded.the chest clinic program, the
diseaseiprocess, freatmént_modalities, and healthful living
practices;.'lt was administered via an automated audio/siidé
program in‘two sessions., each approximately thirty minutes
in length andgseéaraﬁed in time by one week. The initial
outline for'the health teaching unit was prepared by the
nurse reSeéréher,in conjunction with the medical director
when the nurse researcher was employed at the cﬁest clinic°
The development of the program was. accomplished by the
 education coordinator of the hospital. This study initiated

the utilization of the audio/slide program.

Measurement Instruments

It is recognized that problems exist in developingv
defensib;e criteria for assessing the process and effects
of quality nursing practice on patient welfaré (Abdellah,
1970). Reliability and.Validity of measurement tools are

éspecially important. With these thoughts in mind, the
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tools selected for the measurement'of-anxiety were the
Instltute for Personallty and Ablllty Testing (IPAT) Anx1ety

- Scale and the Affect Adjective Check LlSt (AACL) .

TPAT Anxiety Scale

"The IPAT Anxiety Scale is primarily designed to
measure free—floating; manifest ahkietyrlevel; whether'it
:be situationaliy—determined.or relativelydindependent of
the immediate situation" (Cattell and Scheier, 1963:13).
'it_is e brief, non—stressful,.forty—item questidnnaire that -
can be answered in five or ten minutes and scored in about
one-half minute.

Cattell (1966) differentiated between anxiety as a
trait and anxiety as a state. Trait anxiety is a relatively
stablerdisposition to respond in the’same'way in a variety
of situations,v State aﬁxiety isra reaction to a particular
stimuli and is transient. In trait ahxiety, the reaction is
treatedras an independent variable useful .in predicting
‘othef behaviors. In state anxiety, eméhasis is placed on
-the'conditiCns that influénce the reactidn° Lazarus (1966)
p01nted out .that standardized pencil-and-paper tests of
-anx1ety usually measure a general trait of anxiety-
proneness, as 1$ evidenced by the use of such terms as
"often'" or "usually" in questicnsfabout the reaction--for

exanple, "I usually fall asleep quickly, in a few minutes,
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when I go to bed" (Appendix C). Thus the IPAT Anxiety,Scalei
is primarily a-measu'r,e._of'fraitbénxiety° |

The construct.vaiidityiwhichlis the correlation of

- the test items and components with the anxiety factor of the

scale is estimated in The Handbook of the IPAT Anxiety Scale

Questionnaire to be +.85 to .90 and the reliability is

estimated at .93 for test-retest at one-week interval and
.87 at two-weeks intervai (Cattell and'Scheier; 1963).
Cohen (1965:256) commented on the '"impressive systematic.
researchkbackground"'of the "IPAT Anxiety Scale and stated
it had'”no peer“ as a guick measure of anxiety fof'literate

adolescents and adults.

AACL Anxiety Scale ‘
.The Affecthdjective Check List differs from the

IPAT Anxiety Scale Questionnaire.iﬁ that it is designed
speéifically to assess changes in'an'individuai's anxiety
over time (Zuckerman, 1960).

| .Subjects are instructed to cheék from a list of
adjectives those words that best describe their feelings
"now--today." Eleven adjectives are anxiety-plus words
and ten are anxiety;minﬁs words (Appendix D). The anxiety-

plus words such as afraid, nervous, and shaky are checked

significantly more frequéntly by psychiatric patients

rated high in anxiety than by normal subjects rated low in

anxiety; the anxiety-minus words such as calm, contented,
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and{jdyfhl_are:checkedfsignificantly more fréquenfly:by g
m@rmai{suhjedt&rfhan:by'psychiatric.patients (Zuckerﬁén,.
IQGQ);.'Anxiety;piusfwords-are‘scored.Qné if Checkedxand
anxiety;miﬁussWdrd&'&re:scored one if not chéékedm

The: Tow reliability of .00 tO',28ron fest—retesf'
'  indicate&.mea$uremeht:af;day to day fluctuations in
"anxiety; -The;validityfofﬁthe AACL has been estabiished
»thraugh.démonstratedjSensitivity to such variables as
anticigaﬁian;afféntexam;jexam'threat, exaﬁ failure; Chiidr
birth fear,, anaimatianzpicture stimuli (Datel et al.,
1966). Tike the IPAT Anxiety Scale, the AACL can be

administered and: scored: in.a short period of time.

Limitations

Limitations: of this experimental study are as
follows i

I.. 'Theastudy'was:&ﬂfield experiment with limitations
antéontrol af;variables.

2. The design. did not. control for intersession history.

F¥.. The small,sample.limited the amount of generaliia—
tion. possible to. the universe of patients with
chronic obstructive lung disease. |

4. The shortr period’ of time between application of
the: independent. variable of health teaching, via
the group interaction and nurse-patient interaction,

and the measurement of the dependent variables,
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trzit- and: state anxiety, may have been insufficient .-

time: for- significance to be revealed.

TheaSample,consiSted'of individuéls with chronic
obstroctive: lung disease who were not recently -
diagnosed” and had been attending the chest clinic

fﬁr:twafto,twenty—six months.




. CHAPTER IV
PRESENTATION OF DATA -

'Thls chapter presents a proflle of the subjects in
_the sample who prOV1ded the data the raw data resultlng
from “the measurements of the. dependent varlable anx1ety,
statistical analy51s.of'the f;ndlngs, apprOprlateness of the
measurement instruments,'and'the‘relatlonshlp_between the;

level of dyspnea. and. the IPAT anxiety score. -

Profile of the Subjects

- Of the twenty patients with chronlc obstructive lung'
disease Vflfteen were males and five were. females° -The ages
ranged from thlrty to seventy—one years w1th a mean age of
60720 years, The number'of anths each subject_had:been
attending the chesticlinic at the-time of the study varied
from twé months -to twenty—SiX months; with a meanfef 14.95
months. |
| | Tne range of the dyspnea grade was from one to five,
with ankaverage of 3.42. The_dyspnea grade_is'assessed,by
che patient's chest clinic physician duringvthe.initial
evaluation and periodically thereafter,‘ The dyspnea grade
listed was the latest grade recorded in thespatient‘s

chart. It was estimated by using -the “DySpnea Assessment-

PreSent”'section of_the.Chest Clinic Questionnaire on

Respiratory Symptoms. A grade of one is given if the

32
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patient is not troubled by shortness of breath Wheﬁ hu?ryihg;
on the levél or walking up a slight hill; ‘The highest gfadé_
of five is given to the patient-if he becomes shorfzof
breathing On,waShinQ or-dressing. Five of the twenty

- patients were currently sﬁoking. This information appears.

in Table I.

Table I. Profile of Subjects with Chronic Obstructive Lung. .
Disease According to Age, Sex, Number of Months
Attending the Chest Clinic, Dyspnea Grade, and.
Smoking Habits ’ T : :

No. of Months

o . ~ Attending Dyspnea Smoking
Group Subject Age Sex Chest Clinic Grade Now
I 1 55 M 17 4 no
2 69 M 11 4 no
3 72 M 14 1 no
4 67 M 14 4 no
5 61 F 7 4 ves
6 46 M 24 5 yes
IT 7 70, P 2 5 no
: : 8 30 M 5 3 no’
9 70 M 5 5 no
10 50 M 14 45 : yes
11 71 F 12 3 no
12 64 M 26 2 no
13 56 M 6 4 no
ITT 14 69 M . 24 1 ves
15 55 M 26 5 no
16 65 M 25 3 no
17 60 M 27 1 no
18 . 54 F 5 5 ‘yes
19 - 69 M 26 3 no
20 - 51 F 9 2 . no

w
>
N

Mean . 60.20 . 14.95
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Raw Data from Measuremeﬁt Ihstrument§7
| The IPAT]Anxiéty ScélezwaS‘utiliZed,toimeasufe the -

trait anxiety of patients'with'ChrOniC'obstrucfive.iungr
'Ediséasé;folloWing présentatidh of the health ‘teaching unit. -
G?oup;I,.consisting of six-patieﬁts, received the health
;feaqhiﬁg'unit'ﬁié group.interactiOn in two sessioﬁs? The‘
fotai scéres dn the IPAT ranged frémiZO'to 46, with a mean
,ofv34,0.0 and a standard deviation of 10.18. Group ITI,
consisting of seven patients,~received:the'health3tééching
,ﬁnit_vié_nurse-patient'interactioh in tWo sessionsoi The
séoresvranged from 17'to 40;lwith’a meén'of 27;00 ahd'a,,
stahdérd‘deviation,df 8.87. Group iII, alsé Cénsisting'qf
'éévenvpatients, served as the_control»groﬁp'and‘did not
receive the health teaching unit. Their scores réngedffrom
15 to 43, with a mean of 31.14 and a standard deviati@n of
11.39. | |

The IPAT Anxiety Scale raw ‘score for the general
~po§ulationhof 935 men and wémeh.is 27;lO, with a siandafd
deviation of ll°4ﬁv(Cattell and Scheier, 1963).- The:iPAT
Faw. score meénrfor»fhévtotal‘sémple’was 3Qy55 and. the
standard de&iation was iOeOB»- |

The AACL. Anxiety Scalé‘waS“utilizéd to measure the
- state anxiety of patieﬁté with-éhronic obstructive lung-
VdiseaSejfollowing.presentatiqh'of.the health teaching uﬁito
The scores of Group I rangedAfrom 1 to l2;vwith_éﬂmean of

7.33 and a standard deviation of 10.18. The AACL scores
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for Group IIfranged_from;Ovtojl3;fwith a mean of 67O0'and_éti.
standafd deviation o£'4,65°7.For‘G:buplllI;,the scofes‘ |

: ranged‘frém'Z.to 13. The mean Was 7;86‘and the~Standardz
deviation was 4.67. Table;iI'shows thé.IPATvAnxietyuSCélé,!'
and the AACL'rawvscores for the subjects. in Groups.I, Iit"

_ and. I_Ii°

Statistical Analysis of the Findings

The_Kruskall;Wéllis one-way anaiysis dfrvafianCe_Was .
used to test thé null hypothesis that there are‘no signifi—
‘cant differénces inrthe»mean'tfait and state anxiety level
';scores émong‘fhe threé groups of individuals withlchronic
_obsffuctive luﬁg diséase. According to Popham (i967§,'this'
ndn—parametric testgiscuseful with three or more independent
samples, ordinal or'stfonger data;'and small sample sizes,
Aé‘shown on,Table III, there are ﬂo significant differencés
" between the three.groups_for'either the IPAT_Anxiety Scale
or the AACL scoreéa;jit can be hofed,from the data, however,
that»there‘are score differences between the three groups.
Wiéh 1érger'number of subjects 'in each group and a per-
sistence of the trend of these differences, statistical
7 signifidaﬁce woula,be-expectedm
:The.one;tail t-test of the,differences.between
C sample means was then utiiized tb meaéure the differences
>between GroupsuI:éndviI, Groupé IT and IIT, and Groups T and.

III. No significant differences between groups for the
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Table IT. Raw Scores of the IPAT Anxiety Scale and AACL

‘Anxiety Scale for Subjects with Chronic o
" Obstructive Lung Disease :

IPAT Anxiety

Group - -Subject . ‘Scale AACL
I 1 20 1
2 30 8
3 31 4
4 31 12
5 46 8
6 46 11,
Mean . . o ' .+ 34.00 7.33
Standard Deviation : 10.18 4.18
T ' 7 - : 17 0
' 8 ' 19 6
9 24 2
10 . 24 8
11 : 27 13
12 38 10
13 , 40 3
Mean ' ‘ , 27.00 6.00
Standard. Deviation : 8.87 4.65
11T » v 14 15 2
15 - 16 5
16 30. )
17 ‘ - 37 12
18 - 37 13
19 . 40 4
20 43 13
Mean ' 31.14 7.86

Standard Deviation ; 11.39 4.67
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Tahle ITI. Xruskall-Wallis One-Way Analysis of Variance of

‘ ‘ IPAT Anxiety Scale and AACL Scores for Three -
Groups: of Subjects with Chronic Obstructive
ILung Disease '

Iﬁstrumeﬁt,‘ - ags : ‘ H
TPAT 2 - 1.67
. BACL 2 | 0.668

dependent: variable- of’ anxiety were found. - Table IV presents™
the probabilities obtained through the use of the t-test.
@mﬁz ﬁhe;camgarisanzaf;the difference between the covert (A
score) IPA$ Anxiety'SCale means for Group I which receivéd
theuheaith.teachiﬁg§unit via group intefaction and Group iI
which received thes health teaching unit via nursé;patient
interactiqn.aéproached significance with a'probability'of
@.06, and the significance was in the opposite direction
than that hypothesized. The null hypofheses cannot be
rejected. |

A.twd—téil,trtest was done to determine the proba-
bility that a statiétically sighificant_mean difference

existed between the general populationts IPAT AnxietyVScale

mean score as: reported in. The Handbook of the IPAT Anxiety

Scale Questionnaire and the mean score of the total -sample.
The t—test was significant beyond the 0.05 level as

indicated in Table V. The interpretation of this
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.and. Probabilities

Table IV.. t-Values, ‘
for Groups I, II, and III Us1ng the Mean Total,
Covert, and Overt IPAT Anx1ety Scale and AACL
Scores :
Score Group t-value - d4df Probabilityff
IPAT Total = I and II 1.326 11 S11
' IT and III 473 11 .32
I and IIT _ - 759 12 23
I, IT, and III .188 18 .43
IPAT Covert I and IT 1.648 11 .06
: ’ II and III .895 - 12 .19
I and III . 897 11 .19
IPAT Overt T and II . 606" 11 .28
' IT and III . 555 12 29"
I and III . 000 11 .50 -
AACL I and II .539 11 .30
IT and ITI . 745 12 .23
I and III. . 211 11 .41
I, IT,-and III . 597 . 18 .28
Table V. A Comparison of IPAT Anxiety Scale Scores for

Subjects with Chronic Obstructlve Lung Dlsease
and the General Population

General Population

Standard Mean IPAT
Group Number Deviation Raw Score t-value
Chronic Obstructive
Lung Disease 20 10.08 30.55.
' 1.513%
935 11.40 27.10

*Significant beyond”the 0.05 level.
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.Significance is that patients with chronic. obstructive.lung't'

'dlsease attendlng the chest cllnlc do not come - from the same -

f_general populatlon as reported 1n the IPAT handbook when

tra1t_anX1ety is considered. T : S

Approprlateness of the IPAT Anx1ety Scale
and the AACL

The fact that no significant differences'were found -
among the three.groups in this study-seems to indicate that
theVIPAT'AnXiety Scale and the AACL are not sensitiveAto
the independent variable of health teaching es_ntilized.fer
this sampie with quiescent ehronic obstructive lung diseaseé
patients. Since health is a low-prierity conscioue need of
the general population (Steuart, 1967), it may be that
health teaching is also a low-priority need for the general
population and for patients with chronic db§trUctive lung
disease who have not been recently diagnosed, and'are in a
stable phase of their disease.

| Another feasible explanatlon for the lack of
significant differences is the short period of time between
;eompletion of the health teaching unit and measurement of
the criterion. This could lead to a Type I error or rejec-
tion of a true hypothesis (Popham, 1967).

Pride (1968), in her study of the effect of an
interpersonal nursing approach on urine potassium output as
“an indek of hospitalization stress, did not find a positive

relationship between the IPAT_AnXiety Scale scores and
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:milliéqﬁivalents of urine potassium. She~suggésted that
‘there could be a discrepancy between the concept of stress
as defined for her study and the faCtorially—defihed concept:"
‘of anxiety used to develop the IPAT instrument° She»also:
suggeéted the possibility of a diffeiehée in seHSitivity -
‘betweén milliequivalents'of urine potassium and the rAW‘
scores for the IPAT questionhaife° |
| Putt (1969) used the‘IPAT_questionnaire as one’
~criterion of the'éffectiveness of an instruqtional ap?roach
and a psychblogical«sﬁpport approach against‘the control of
hospital nuréing‘care,on thirty-six adults hospitalized for
peptic ﬁicersf The group receiving individual instruction
‘had an adjusted mean IPAT total score of 28.26 which was
the lqwest‘of the three groups. The group receiving
_péycthogicai support had an adjusted mean score of 33.81,
andvfhé controlrgroup's‘adjusted mean was 33.93. Even though
-  }£éQ$£a1ysis of variance indicated that the scores were not

:_Qéntly"different, the scores did indicate a trend

'-sign
“toward the reséarch hYpothesis that individualvinstruction
is more effective than psychological Support'and.routine
~hospital nursing.

In this study, the IPAT questionnaire was Sensitiver'
to the mean score differences between the total and covert
IPAT scores for Group I and Group II. Dalzell (1965)
suggested that since health is of such é‘personal nature,

- the individual approach is better than the group approache
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She'reported an evaluation of a public.health;departmenf |
prenafal teaehing program;which utilized three methods of
instruction: (l)eprenatal clinic classes, (2) home visits,
and (3) individual counseling. Mean»scdres_Cf'an‘objective;
type Eest.indicated that individual counseling methods were'
significently better than the class methods. These resuits

are.similar to the results of this study.

Dyspriea Grade and IPAT Anxiety Scores

In an attempt to explain the higher trait anXiety-
level found in patients with chronic obstructive lung
disease as compared to the general populationi the correla-
tien between‘dySpnea grade and. IPAT Anxiety scores was
explored.°

Figure l.shows the lack of relationship between
dyspnea and trait anxiety scores. Dudley (1969) supports
this finding of a lack of correlation. In a follow-up
study of twenty patiehts; the onset and relief of dyspnea
wes related with both the hyperventilation and hyperpnea
associated with anger and anxiety, and.With'the hypoventila-
tionrand decreaSed ventilation associated withrdepressien;
He statesAthat "no explanation can as yet be offered as to'
why subjects with seemingly identical emotional and
'physiologie change_do not experience dyspnea, or why its
description differs with the same»SUbjectrat different times

and between subjects" (Dudley, 1969:338).
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Scatter Diagram for Comparison Between IPAT Anxiety Scale Scores and
Dyspnea Grade for Twenty Subjects with Chronic Obstructive Lung
Disease
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Summari_ |
The.KfuskaIl—Wallis.oné;way analysis of‘variance'of:
'thefmean trait and state anxiety.scores_of subjects with |
chronic obstructive Iung disease feVealed thatrthe subjects
in'Grdup'I who received the health’teaching unit via g;oup
interaction, the subjects in Group IT who received the
health.teaching'unit_via,nurse—patient inferactiqn, and'the
subjects in Group ITIT th-did_ﬁot:receive the heaith teaching
were from the_same population. Thesone—tail t-test of the
difference between.mean:Cover£ IPAT Anxiety scoreé for
Group I énd Group II approached significance, with Group II
haﬁing a lower‘cdvert Anxiety'score than Group I. A
statistiéally siéﬁiiidant mean differenée existed betwéén
the tétal sample mean IPAT raw score and the general popula-
tion mean IPAT raw score. The existence-of corrélétidn
between dyspnea and the IPAT Anxiety Scale scores was’
explored,to explain this finding, but no relationship was
found.
Explanations offE;ed for no significant association
between health teaching and anxiety were the insensitivity
of the IPAT Anxiety Scale and the AACL fo heaith teaching in
subjects with long-standing chronic obstructive lung disease
who‘are.in,a stable phase of theif disease, the low felt
need for'healfh'teachinQH and the short time interval between-
completion of the health teaching unit and measuremgnt‘of‘

anxiety.
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CHAPTER V
IMPLICATIONS

This chapter discusses the relationship of the
findings to the theOretiCal framework and the Cohclusion

and recommendations for further study°

Theoretical Framework

Lazarus' theory of psychologicél stress and the
theory of cognitive dissonance provide nursing with a useful
theoretical framwork. They delineate the process of how the

professional can.achievé her goalrof reduced anxiety for  the
patient through the action of health teaéhinga By providing
information of the disease process and the means of coping
with the 1imitations imposed by the disease, the patient's
cognitive process of appraisal of the stimuli of breathless—_
ness can be reevaluated. The'stimulus.configuration of . |
breathlessness becomes less ambiguous for the patient, and
he has accurate knowledge by which he can evaluate the
significance of his symptoms.and the degree of threat
inherent in them,.

As indicated by  the mean IPAT and AACL anxiety
scores, exposure to the knowledge was associatéd with in-
creaSed anXiety for the patients iﬁ the group setting and
decreased anxiety for the patienfs in the individual |
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setting. FeSfinger?s theory of cognitive dissonance
a.nticipatéd,..thisvfindi-ng° Festinger (1957) hypothésizéd‘
that for persons who do nét find égréement fof their beliéfs'
in a sbcial group, dissonance may persist or even inCrease; 

The two highest IPAT raw scores of forty-six were
obtained by the two'subjécts in Group I who smoked. ‘When
the topics of decreased cilia action due to smoking and
cessaﬁion of smoking as a healthful practigerweré discuSsed;
the Subjects who did not.smoké noéded.their heads or gave
testimony to the harmful effects of smoking. The two who
did smoke did not make any attempt to dissuade their fellow
members fromithié belief, and may have. exXperienced cognitive
dissonance. |

itwis intéreSting to note the range of IPAT scores
bétween the»othér threé Subjeqts who did smoke andAthe two
in Group I. The IPAT raw scores for the three nét in Group
I were fiffeen, tWehty—foﬁf, and thirty-seven, which are
within the normal‘score'range‘of seventeeh‘to thirty-nine
for men and women together in the general population
(Cattell and Scheier, 1963).

This finding hés implications for the process of
patient teaching. _An,éssessment of the patientts teaching
needs which includes'the‘patient's~psychosocial status and
knowledge>of the patient's current health practices in
relation to his disease are necessary to determine What type

- of group or individual sessions are the most appropriate
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méans.for=presentin§-the health information° va'the
,objective fof pafient teaching is cessationuof Smbkingn'
throﬁgh awarenéss'of £he harmful physiological effectéfofj
' Smokihg; would the method of group discussién aﬁdhg
individuals who do sﬁoke be more effective than a mixed
group of smokers and nonsmokers? The findings_bfvthis.study
suggest a'Homogeneous grdup_in terms of smoking would be;

-preferredw

Conclusion

1. The research hypothesis that health teéching done
in a small group by the professional nufse will
result in significanfly‘greater reduction of mean
trait and.state anxiety scores for individuals with
bchronic obéfructive lung disease than for individuals‘
with chronic .obstructive lung disease who are not
exposed to health teachihg and group intéraction was
not supported.

2, The subjects who received the health teaching unif
in a nurse-patient intefaction had the lowest mean
trait and state anxiety scores. Although the
differences between the three groups did not reach
significance, the fawAscores.indicated a trend
toward the preference of individual instruction over -

group instruction when the goal is reduced anxiety. .
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3. The hignest IPAT anxietynscores'were obtained by the
two smoking  subjects in the~group‘setting. 'Tnis
suggested‘the possibility of increasedvdisspnance
for subjects who smoke and'are.ekposed td'anti—'
smoking'information in a group cémposed Qf.smnkers
and‘nonsmokers. |

4. The total sample of subjects with.chronic obstructivenn
lung disease had a significantly higher mean IPAT
anxiety4score than the'ge.neralpopulation° This
difference could not be eXplained by the subjective
phenomenon of dyspnea. |

5. The theory of psychologicél stresé and the theory of
cognitive dissonance complement one another.  Both
proved. to be a useful framework for describing the

process of threat reduction through health teaching.

Recommendations for Further Study

The findings of this study indicate a need for
continued effort in the development and refinement of
instruments. for measnriné the affective resuits of health
teaching. . The value of. health teaching to individﬁals and
the most effective means for énacting the health teaching
process need additional study. Further investigations which - -
may ‘augment nursing's body of knowledgé concerning the |

stress of illness and the role of health teaching includéﬁ
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'A_regiicatian:affth135s¢udy~using a larger sampie,vr
‘wiﬁh;the.é&mpie&cansisiing of-individuélsrrecently'~_7
diagnosed as;h&ving;chr@nic dbstructive lung disease,
A replicatian:affthis€study'using‘ijectivé criteria-
such. as theiuse:afiabdbmiﬁal bfeathinQ*ahd'measured,j
wélking.in.canjunctian:with-the‘affeétive measure-—
ments..
A sitody utilizing smoking and heaith teaching as
imdeggndéht;vaﬁi&biESig Stokers would be placed in

one group and non-smokKers: in a different group.

. A study comparing the: value of health teaching to

individuals: with: clironic. diseases that are
stabilizéd’withiihdiyiduals with chronic diseases

that are not stabilized..




CHAPTER VI
SUMMARY ' o o

,“ThE-éufpése'of this_study was to exploie the rela-
tiqnshipxbetweenqheaith teaching and-anxiety,_ The research
hYpothesis»was that.heélth»téaching dpﬁe in'a small group by
the prafessicnal_nurseJWill result in signifibantly greater
re&uction.af the}mean;trait-and state'anxiety:sCores for ..
individuals with chronic5Obstructive'lung disease than for
- individuals with. chronic Obstructive luhg'disease who afe
noﬁ exposed £a health teééhih@ and/dr'group interaction.

,The;thearetical framéﬁork consisted of ﬁhe theory
of pSyéhologic&I;stress_(Lazarus, 1966) and'the cégnitive
diséonance tﬁeory'(Festinger,'l957), Using Lazarus' theory,
anxiety in,chranic*abstructive‘lung'diseasé could occur in
- this manner: |

L. iBreathIeséness; due.to>decreésed ventilatory
cipacity“and accompahiéd with fear of suffocation
and deafh, is appraised as a threat.

2. -ihe agent,of‘hérm is émbiguous since there is no
Specificﬂrecognized causerfor the pulménary dys-

A functicnm‘

Fe Due~t0~the-absehce of péftinenf knowledge to cope
with the'bréathleSSness, there is no basis for
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either attack, avoidance, or ah'éstimateréf hobe%
lésshessg | |

4, ;Frée—floatiﬁé anxiety results,:WithiCOncﬁrreﬁt'
changes in the efferent impulséé to'tﬁe respiratory"
,mﬁscies'énd/or_smooth muséles infthe:bronCHiolés;

Total'pulmonary ventilation is affeéted,‘Wiﬁh the

result of increased breathlessness.

Festinger (l957)’hyp6thesized_thét thersimultaheoﬁs._ 
eiistencé of nghifions (any anWledgé,-opinion, or belief
ébout,the environment;-about the indiVidual, or abéut his
behévior) whiéh'db-not‘fit together:(diSSOHance) leads to
efforts on thé part of fhe pefson to somehow make them fit.
béttér-"(dissonance.reduétion)° He sugggsted,thatrone.means
of'reducing'dissoﬁance for the‘indi§iéuaivis through group
'interaction.-.The individual may,obtain support from people
who already beliéve what he wants to believe or by per--
suading othérs that they should also believe What he wants
to believe,‘ if agreement fme others-does.not résult; then
the dissonance may persisf or even be increased.

A_"posttest—only”,controlVgroup desigh was gsed'in
this experimental study. The target population was fifty-
nine'patienfs Qith chronic obstructivé.lung disease who Were
actively participating‘in/an oﬁt—patiént chest,élinicf’
rehabilitative program. Thé-randbm:sample, selectéd through

' the use of a table of random numbers;,consisted of three
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groups. Treatment Group I consisted of six patients ahd

received the planned health teaching unit in a:group setting,t,A.

Treatment Group II, cqnsiéting of~seVen patients,_rééeived
the planned ‘health teaching'in indiﬁidual‘sessioné° ‘Treat-
ment Group IIT, also cOnSisting of SeVen’patients, re- -
ceived the routine care of the chest clinic and served as’
the .control groupo‘

The planned health. teaching was dividedAinto;fOﬁr
vsectionso, These sections were the chestrcliniC'programL thé
" ‘disease process, treatment modalities, and healthful living
practices. The teaching program was administered"via ah
automated audio/slide unif in tWo"sessions, eaéh approxi~
mately thirty minuteS'iﬁ‘lengfh and separafed in time bybone
week,

The tools seiected for the méasurement of anXiety,
were the IPAT Anxiety Scale and tﬁe AACL., The IPAT measured.
the generalvtrait ofranxiety;proneﬁess and the AACL measured
ﬁransient state anxietyg The statistical prbcedures_to
analyze the data were the Kruskall-Wallis one-way analysis
of variance and the t-test of the difference between Sample
means. The'acceptablg.level.of significance was 0.05.

Limitations'of this fiéid of experiment were sevéral,
The design did not control for intérsession history, the
sample consisted of individuals with_Chronic»obstructive»
lung disease who hadlbeen'étténding the chest'clinié for two

to twenty-six months and were not recently diagnosed, and
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,lthe short period of tlme between appllcatlon of the

1ndependent varlable of. health teachlng and ‘the measurement '
of the dependent varlable of tralt and’ state anx1ety.may |

have been insufficient time for significance to be revealed

Flndlngs of the Study

The Kruskall Wallls one-way analy81s of variance
Qf“the mean trait and state anx1ety scores of subjects with
chronic obstructive lung'disease revealed no slgnificant
differences among the three groups. Explanations offered
for no significant_association’between health teaching and
auxiety were the insensitivity of the lPAT Aﬂkiety Scale
ana the AACL.to health teachihg in subjects with long-
'etanding chronic obstructive lung disease who are in a
Stable phaee of their disease, the low felt need for health
teaching) and the short time interval;between completion of
the health teaching unithand criterion measurement.

The subjects who received the health teaching unit
in the individual setting had the lowest mean trait and
' state'anxiety level. Although the differencee'between~the
~three groups did not reach significance, the raw scores
indicated a trend toward the preference of individual
lnstruetion over group instruction when the,goal is reduced .
'anxietyo |

A statlstlcally 51gn1f1cant mean difference existed

v

'between the general populatlon's IPAT Anxiety Scale mean
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score and the mean score of the total sample. rPatients
attending the chest c¢linic had a significantly.higherrtrait
anxietyAlevel then the general_population,' The subjective
phenomena of dyspnea in the subjects of the sample ceuld
net eXpiain this finding.

The ﬁighest IPAT Anxiety Scale ‘scores were obtained
by the two smoking eubjects in the group setting. Thisb
suggested the possibility of increased dissonance for.
,subjects-who smoke and are exposed to anti-smoking informa-..
tion in a group»composed»of smokers and. non-smokers.

Finally, the theory of psychological stress and the -
theory ef cognitiye dissonance proved to be useful frame- . |
works for describing the process of threat reduction through
health:teachingg

Further investigations were recommended that may
augnent nursing's body of knowledge concerning the stress of
. illness and the role of health teaching. Recommendations
included a replicetion of this study using a larger sample,
with the sample consisting of ihdividuals recently diagnosed
as having chronic obstructive lung disease, and using
objective. criteria such as abdominal breathing and measured,
» welking in conjunction with the affective-treatment° A
sfudy utilizing smeking and health tedching as the
independent variables, with smokers in one group and non-
smokers in anofher.group was recommended. The last sugges- .

tion was étudying the value of health teaching to
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individuals with.chronic diseases who -are in a stable phase
compared with individuals with chronic.diseases that are not ;

stabilized. .




"APPENDIX A

INFORMATION AND CONSENT FORM (1) FOR PARTI(;_IPA&I,ON IN -

AN INVESTIGATION UTILIZING PATIENTS ATTENDING

' THE CHEST CLINIC '

A study is being conducted'by M. Nield, R;N;, on
patients with breathing problems. The purpoée of:this form
'is to describe briefly the study and to ask if you will-
participate in it;, | |

If you will participate, you will be shown slides by
~ the investigator in two 30-minute sessions. You will thenr
be asked to check from a short list of words, those Words.
which describe best your feelings at that time, In addi-
tion, you will be.asked to answer forty generél life-type
situation questions. Checking of the list and answeriné the
questions will take about fifteen minutes.

All information which is obtained will be kept
confidential; 'All information will be identified by a
number, not your name.

Your doctor at the Chest Clinic has,alread§ given
permission for you to participate in this stﬁdy. The
record of your feelings could,contribute some very important
informgtion to health workers in finding out how they can be

more helpful to patients with breathing problems. I£f you -
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56 .
‘are willing to participate, please sign your name in the

space provided: below.

I consent to participate in this study as described
above. I understand that if I choose to withdraw from the-

study at any time I will be able to do so.

Signature

Date - -




APPENDIX B

INFORMATION AND  CONSENT FORM -(2) FOR PARTICIPA?ION IN
AN. INVESTIGATION UTILIZING PATIENTS -
ATTENDING THE CHEST CLINIC

A study is being conducted by M. Nield, R,N,,'on_;
patients with breathing proBlems. The'purpOSe.df this form
is to describe briefly the study and to ask if7fou will
participate in it.

If you Will participate, you will be shdwn slides.by
the investigator iﬁ two 30-minute sessions,_ You will then.
vbe'asked to Check from a»shorﬁ list of words; those words .
which describe best yéur feelings at that time. In addi-
tion, you will be asked to answer forty general life-type:
situation gquestions. Checking of the list.and answering the
questions will take about fifteen minutes.

All information which is obtained will be kept
confidential. All information will be identified by a
number, not your name.

Your doctor at the Chest Clinic has already given

permission for you to participate in this study. The record

of your feelings could contribute some very important
information to health workers in finding out how they can be

more helpful to patients with breathing problems. If you
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are-willing to participate, please sign your name.in the

space provided below.

I consent to participate. in this study as described
above. I understand that if I choose to withdraw from the

study atrany time I will be able to do so. -

Signature

Date




APPENDIX C

IPAT QUESTIONNAIRE
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2

In betwean

In butwean

I find that my interests, in paeple and amus»ments, tend to change -+ Trge
fairly rapidly |
It people think poorly of me I can still go on quite serenely in my Troe
own mind : L

8. I like to wait till T am-sure that What Tam saymg is correet before  vu
¥ put forward an argument..
' T Bogzoe
4. I am inclined to let my actions get swayed by feelings of jealousy...... gtl
5. If T had my life to live over again I.would: R
(A) plan very differently, (B) want it the same 0
6. I admire my parents in all important matters.... ‘ E]

7. I find it hard to “take ‘no’ for an aﬁswez‘” even when I know what 1,

20.

I ask ig impossible M|
8. I doubt the honesty of people who are more xmend}y than I would  rve
naturally expect them to bp ]
9. In demanding and enforcing obedience my parents (or guardians) A
were: (A) dlwayo -very reassonsble, (B) often unreascnable....... - O
10. I rieed my friends more than they seem to need me Bﬁy
11, I feel sure that I could “pulE myself together” to deal with an . Atwars
emergency . _ 0
12. As & child I was afraid of the dark . [u}
18, People sometimes tell me that I show iny excitement in voice and Yen
manner too obviously
14, 1f people take advantage of my friendliness I: N
(A) soon forget and forgzve (B) resent it and hold it agaznst them..” []
15. 1 find myself upset rather than helped by the kind-of personal Often
criticism that many pedple make..
18. Often I geot angry with people téq quickly ™
. . . . Very
17. 1 feel restless as if I want something but do not know what..enn o
18. I sometimes doubt whether people I am talking fo are really Tene
interested in what I am saying
19. I have dlways been free from any végue feelings of ill-health, such' 1.
as obscure paing, digestive upsets, awareness of heart action, ete.......... -
In discussion with some people, I get so annoyed that I can hardly Bome-

trust myself to speak

©CONTINUE ON NEXT PAGE,

- Inbetwesn

Seldom -

Inbetweon
In between

In bstween

-In between

In between

Sometimes

Often

Sometimen

Uneertain |

Inbstwesn

Occasionally

In between

Somietimea

In bstween

Uncertalh

Rarely

Faloo

Peloo

g 2 5 7
D.g- ; = ; g 2 [O= Dg %

z
®
F]
8
-

Fulso

Novey

O
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STOP HERE.

. 1 sometimes get in a state of tension or turmoil as I think over my
recent concerns and interests

BE SURE YOU HAVE ANSWES«‘.E@ EVERY QUESTION,

3.

' 21;, Through getting tense I use up more energy than most people in Truo
gettmg things done
) . Truo
. Tmakea p‘oint of not being absent-minded or forgetful of detaxls..,.n;., 1
23, However difficult and unpleasant the obstacles, I always stlck to Fes
my original intentions
. . . ) Yes
24, 1 tend to get over-excited and “rattled” in upsetting sitvations........ [J
, . . Ye
25. I occasionally ha,ve vivid dreams that disturb my sleep
Yeu
26. I always have enough energy when faced with dlfﬁcul’ues :
. . . True
27. I sometimes feel compelled to count things for no particular purpose... [ ]
28. Most people are a little queer. men‘tally, though they do not like t0  goue
admit it
7 ’ V : . Yao
29, If I make an a‘wkward social mistake I can soon forget it = O
30, I feel grouchy and just do ‘not want to see people: A
(&) occaswnall v, (B) rather often O
) . Ne;ez
3L I am brought’ almost to tears by havmg t}'mgs go 55 00) 7 1
82. In the midst of social groups I am nevertheless sometimes over- ves
come by feelings of loneliness and worthlessness
38. I wake in the night and, through worry, have some difficulty in - often
sleeping again :
84, My spirits generally stay high no matter how many troubles I meet..... ﬁ
8b. 1 sometimes get feelings of guilt or remorse over quite small matters.. ﬁ
386. My nerves geton edge so that certain sounds, e.g., a screechy hinge,  open
are unbearable and give-me the shivers
8T If sormething badly upsets me I generally calm down again quite Teme
_ quickly
3. I tend to tremble or perspire when I think of a difficult task ahead ... ﬁ
89, T usually fall asleep quickly, in a few minutes, when I go to bed..... Y[:ml

Uncertain
Unecertain
In between
In between

Inbetween

I between .

. Uncertain

Uncertain
In between
In l;etween
Very
rarely
In between
Somctimen
I_n between
In hetweon
Sometimes

Uncertain

In between

In between

Uneertaln

Pelso

Palse

O O O

Ne

O

Falso
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Nevor
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APPENDIX D
THE AFFECT ADJECTIVE CHECK LIST I

Date ' 3 . Code Number

Below you will find words which describe different
kinds of feelings. ‘Check the words which describe how you -
feel now--today. Some of the words may sound alike but we
want you to check all the words that descrlbe your feelings.
Work rapidly.

AFRAID 31, LIGHT-HEARTED

1.

2, AGITATED : 32, LONELY

3. ANGRY g '33.  LOVING

4, BITTER 34, ~ MAD -

5. CALM 35. MEAN

6. - -CHARMING , 36, MERRY

7. __CHEERFUL , : 37. MISERABLE

8. COMPLAINING : ‘ 38. NERVOUS.

9. CONTENTED ‘ 39. OVERCONCERNED
- 10, CONTRARY ' 40. ~ OVERWHELMED
11. COOL 41. ~ PANICKY "
12, CROSS : 42, PEACEFUL
13. DESPERATE ‘ : 43. " PLEASANT .
14. EASY-GOING 44, RATTLED

15. FEARFUL 45, SAD

16. FEARLESS ‘ 46. SECURE _
17. FRETFUL 47, SENTIMENTAL
18. FRIENDLY 48. SERIOUS

19. FRIGHTENED 49, SHAKY

20. ~ FURIOUS A ' 50. - SOLEMN

21. GAY 51. STEADY

22, GLOOMY 52. TENDER

23. GRIM ‘ . 53, "TENSE

24. HAPPY. . 54, TERRIFIED
25, HELPLESS 55. THREATENED
26, - . HOPELESS 56. THOUGHTFUL
27. INSECURE 57. UNCONCERNED
28. JEALOUS 58, - UNEASY
29, JOYFUL . 59. UPSET

30. KINDLY - 60. WARM

61, ___ WORRYING
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