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ABSTRACT

It has been established that patient education is 
. important in the prevention of illness, adaptation to ill
ness and health maintenance. Based on the concepts drawn 
from theories of cognitive dissonance? and theories of 
practice it was. hypothesized that awareness of a difference 
in actual practice versus beliefs about practices, as they 
relate to patient teaching, would result in cognitive 
dissonance which would motivate the nurse to increase 
patient teaching activities.

Utilizing a quasi-experimental design and a work 
sample technique for data collection, the control and exper
imental groups were compared regarding patient teaching 
activities and attitudes. A series of t-tests and Pearson 
Correlation Coefficients were performed on the data.

The research treatment, which was to produce dis
sonance, was not effectively given to the experiments1 
group. The findings indicated no change in teaching ac
tivities between the control and experimental group in the 
post-test.
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CHAPTER 1

INTRODUCTION

. For years the primary function of the hospital has 
been to provide the diagnostic tests and the therapeutic 
treatments ordered by physicians for their patients.
These functions have generally been considered to be the 
sum and substance an individual could expect to receive 
during a hospitalization (Ulrich and Kelly 1972) . However, 
with the rising cost of hospitalization and increased 
utilization of the communicating media, the consumer pub
lic is now an informed and information-seeking body- 
demanding "the right to know."

Talk about patient teaching is commonplace and a 
universally accepted idea, but in truth this is not so 
(Storlie 1973). Patient teaching has gone from being the 

. "humane" thing to do, to a major point in accountability 
as processes have been enacted to protect and assist the 
health care consumer. The role of the registered nurse 
has been described as a change agent possessing both a 
core and peripheral body of knowledge and prepared to 
deliver this information to receptive/perspective 
clientele.



Lack of knowledge in any social situation places 
someone in an inferior position, produces a feeling of 
apprehension and fear and may serve to undermine the 
efficiency of the prescribed medical. regimen (Storlie 
1973 and Welford 1975),

Nurses, by virtue of their knowledge and avail
ability to patients, can reasonably be expected to provide 
appropriate information to patients„ However, nurses do 
not meet needs of the patients for such information.

' Statement of the Problem 
The problem for this study was how cOuld nurses 

be motivated to provide patients with information essen
tial to their health and well-being.

To assist those patients admitted to a Coronary 
Care Unit (CCU) with a diagnosis of rule-out myocardial 
infarction (RO/MX) or myocardial infarction (MI), the 
nurse needs to provide information which will reduce 
anxiety and assist in modifying their life style in 
order to minimize morbidity and/or mortality.

Significance of the Problem 
Patient education is important in the prevention 

of illness, adaptation to illness, and health maintenance 
(Redman 1975). Palm (1971, p. 669) states that "the rising 
incidence of chronic and long-term diseases requires that



patients have ah understanding of their conditions and'
treatments". Support for patient.teaching is found in
a 1974 study by Pender in which she stated (p. 263):

Since preparation of the patient for home care is 
achieved primarily through teaching activities, 
patient teaching emerges as an important component 
of nursing care to promote optimal health restora- 

• tion and adaptation to the residual effects of 
illness which may exist.

Opportunities for patient teaching are inherent in 
every nurse-patient interaction, yet studies indicate that 
nurses frequently do not do patient teaching (Pohl 1965 
and Palm 1971). Priority must be given to research in 
this area because of the increasing necessity of patient 
teaching and the effect on the health and welfare of the 
people. Further justification of such research is the 
cost of illness care to the individual and to society as 
a whole, since adequate patient education can reduce the 
need for illness care, including hospitalization 
(Heidgerken 1953, Kucha 1972 and Redman 1975) .

Categories of patient teaching needs have been 
identified not only in preventative aspects of the health 
care system but also in relation to acute, chronic and 
day-to-day health, maintenance (Redman 1975)„ Lack of an 
informed patient population negates advances made in 
individual medical treatment and follow through and may 
necessitate subsequent hospital readmissions.



Hypothesis
it was hypothesized .that awareness of a difference 

in actual practice versus beliefs about practice, as they 
relate to patient teaching, would result in cognitive 
dissonance which would motivate the nurse to increase 
patient teaching activities.

; Theoretical Framework
The theoretical framework for this study repre

sented an intermeshing of the theory of practice of 
Argyris and Schon (1975) and Festinger’s (1957) theory of 
Cognitive dissonance (see Figure 1). Argyris and Schon 
state that individuals have a "theory of practice".; that 
is, a set of interrelated theories of action which in a 
given situation will result in expected outcomes. Such 
theories of practice include theories of intervention 
believed to be appropriate in specific situations in which 
the individual practices (Argyris and Schon 1975) .

Argyris and Schon further state that in a practice 
situation, if someone were asked how they would behave 
under certain circumstances, the answer usually given 
would be the espoused theory of action for that situation. 
This is the theory of action to which the individual gives 
allegiance and which, upon request, will communicate to 
those asking the question. However, the theory that 
actually governs one1s actions in a given situation are
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his theory in use, and may or may not be consistent with 
his espoused theory. In such a situation, it is further 
understood that this dissonance between the two theories 
may or may not be within the awareness level of the 
involved individual (Argyris and Schon 1975).

Festinger's (1957) cognitive dissonance theory was 
the other theory incorporated in this framework. Elements 
of this theory are:

1. Cognition. The awareness of reality in the 
environment, behavior, opinion or belief present 
in one’s thinking domain.

2 . Consonance. A consistency or equilibrium existing 
among the cognitive elements in one’s behavior 
and/or environment.

3. Dissonance. The state of disequilibrium which 
may exist when one or more of the elements in 
one's cognitive domain do not match or are incon
sistent with one another (Festinger 1957,-p. 83).

Utilizing the above cognitive dissonance is the effect or 
condition which leads to actions which will realign those 
disequilibrate cognitive elements.

Two hypotheses are basic to Festinger’s (1957)
theory:



1. The existence of dissonance, being psychologi
cally uncomfortable, will motivate the person to 
reduce the dissonance and achieve consonance.

2. When dissonance is present, in addition to trying 
to reduce it, the person will actively avoid 
situations and information which would likely 
increase the dissonance.

A possible basis for dissonance may or may not 
exist within the hospital situation. What, then, is the 
significance of this theory? Festinger (1.957) postulates 
that dissonance exists at all times within any given 
situation/situations and that the magnitude of dissonance 
and, therefore, the level of perception felt by the indi
viduals involved is directly related to the importance of 
the elements involved. The magnitude of importance is the 
crucial variable in determining how much effort will be 
expended to reduce dissonance.

According to Festinger (1957, pp. 17-21)? reduction 
of dissonance can,be accomplished three,alternate ways:

1. Changing a Behavioral Cognitive Element.
In this alternative^ if consonance does not exist 
between behavioral cognitive elements and the 
environmental element, the individual changes 
his behavioral cognitive element. Thus, that
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action, feeling and belief is changed in such a 
way that it becomes consonant with the environ
ment .

2. Changing an Environmental Cognitive Element.
. In this alternative, the individual changes the' 
situation within the environment that does not ; 
match the cognitive elements and thereby makes 
the environment consonant with the behavioral 
element. There is some difficulty with this, 
primarily because rarely in the reality situation 
does an individual possess enough control to 
change those environmental elements which are not 
consonant with the behavioral elements.

3. Adding New Cognitive Elements.
Accomplishment here centers around adding new 
material to the cognitive element which supports 
and is consonant with the already existing 
behavioral cognitive elements, and avoidance 
with the individual behavior or beliefs.

Awareness of a difference between espoused theo
ries of action and theories in use regarding patient 
teaching will produce enough equilibrium to motivate 
behavior designed to reduce that disequilibrium. Since 
nurses have been socialized to accept patient teaching as 
a part of their nursing functions and have a knowledge



base to provide, such education, it seems reasonable to 
expect an increase in the amount of patient teaching.
This is identified as "Alternative A" in the model and 
would result in a change of action in order to make the 
theory in use consonant with the espoused theories iri 
action.

: Purpose of Study 
The purpose bf this study was to determine the ap

plicability o£;the■theories, of. Festinger .(19571-and Argyris 
and Schon as a ̂ .motivational force in relation to patient 
teaching by nurses in a Coronary Care Unit to provide 
some insight into those factors which may influence . 
professional nursing personnel activities in patient 
teaching.

' Assumptions
1. Nurses believe patient education is a nursing 

function and know what, when, where and how to 
teach. . ■ ; :. ;

2. There is a difference between what nurses say 
(espoused theory) and what they do (theory in 
use) .

3. Awareness of a difference between espoused 
theories and theories in use will create cog
nitive dissonance.



Nurses being observed will function in their 
usual manner and will therefore not perform in 
such a fashion as to distort the data.

Definitions
Espoused theory. A theory of action to which an 
individual gives allegiance and attests to as 
being true and valid.

. Theories in use. Those theories an individual 
actually uses in the day-to-day workings within 
a situation and which are identifiable only by 
observing behavior.
Cognitive dissonance  ̂ The effector which leads 
to actions which will put back into equilibrium 
those elements of belief, value and behavior 
which are in disagreement with one another in a 
state of disequilibrium among reality based 
value, belief and behavioral elements of an 
individual.
Teaching. Any activity by which the nurse assists 
a patient to learn what.is being done to and for 
him, the nature of his illness and self care. 
Motivation. The process of moving or tendency 
to move to action, the purpose of which is to 
achieve maximum performance.



Limitations
Observation of patient teaching activities was 
limited to those patients diagnosed with a 
rule-out myocardial infarction or an actual 
myocardial infarction.
Collection of data using the Observation check
lists was limited by the amount of time and the 
number of observations the investigator could 
realistically observe.
Sample size was limited by the number of regis
tered nurses employed in the Coronary Care Units 
of two hospitals.



CHAPTER 2

REVIEW OF THE LITERATURE

: Discussion of these readings is presented under ,
two general headings: (1) Motivation: General Studies
and Nursing Studies, and (2) Patient Teaching: General
Studies and Nursing Studies. A brief overview of some 
of the completed studies and research follows.

Motivation
\ Extensive research and review of the literature

has been done in relation to what motivates both animal and
human subjects. Gofer and Appley (1964, p. 811) concluded
that equilibration status is the fundamental principle
behind the psychology of motivation, and that

Whenever a state of disequilibrium is induced - 
in a healthy organism as a result of either 
endogenous or exogenous factors, a program of

. equilibrating responses may be presumed to occur
and continue until disequilibrium is in some manner 
reduced or abolished >

It is this,re-establishment of concept that is fundamental
to all motivational theories,

A key factor in motivational theory in terms of
behavioral events is that of arousal. The proposed
function of motivation has been explored and reviewed in
this study. One function is that behavior often has

12 '■



directional character that this direction follows as a 
result of the following multi-determinants: . (1) innate 
structures, (2) abilities; (3) control by external 
stimuli/ and (4) mediation by habit. Gofer and Appley 
(1964) identified that if, in fact, motivation does con- . 
trol and direct behavior, this occurs through stimuli 
which our motivational states provide.. Those states 
which sensitize the organism provide the incentive object 
to which they are orientated or activated, or habitually 
structured. Accordingly, motivation does not need to 
account for directional properties of behavior but rather 
that which provides for an invigoration of behavior.

.Gofer and Appley (1964) also identified the fol
lowing major human motives which constantly occur: 
anxiety, achievement, dependency, and aggression. Arousal 
as a main theme serves as a function of anxiety. Its 
occurrence is a function of anticipation of future events. 
The invigorating effect of arousal depends on the responses 
available and may or may not be consistent with the per
formance of the task in which the Individual is engaged.
The importance of arousal lies in the understanding that 
studies in social motivation usually incorporate into 
their procedure a means of creating a state of .arousal 
in their subjects. Thus,'in the research, arousal is
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usually, if not always, involved and, therefore, in dis
sonance formulation there is no question that arousal is 
postulated since dissonance or imbalance is an arousal 
state almost by definition.

Herzberg, Mausner and Block (1959) have contributed 
a major review and analysis of the literature in the field 
regarding job attitudes and the effect of these attitudes 
on work performance. This analysis revealed that in the 
study of attitudes it appeared that one of the major con
tributing factors to support the diversity of results was 
the unstable nature of the subjective data on which stud
ies in this field have been typically based.

Herzberg, et al. (1959, p. 126) expressed that "as
the present.century has progressed, there has been more
and more frantic search for ways of motivating people in
industry beyond the exercise of economic power." People
who do not have a voice in decisions which affect them in
their work subsequently work poorly regardless of the

'"hygiene" factors involved, Herzberg’s (1968, p. 57)
position is that

The only way to motivate the employee is to give 
him challenging work in which he can assume respon
sibility, that those factors intrinsic to the job 
in terms of motivation are achievement, recognition 
for achievement, the work itself, responsibility, 
and growth, or advancement.

Herzberg’S (1968) study also revealed that these motiva
tions were the primary cause of satisfaction and hygiene



factors were the primary cause of unhappiness on the job. 
The absence of such hygiene factors as a good supervisor, 
good employee relations, and liberal fringe benefits can 
make a worker unhappy but their presence will not make 
him want to work harder.

Another major contribution in the field of moti
vational study has been the work of Maslow (1970) which 
centers around the identification of basic needs as 
motivational factors in human behavior. Maslow (1970) 
has described "need" as those physiological, sociological 
and psychological requirements which are to be fulfilled 
for the comfort and well-being of the individual.
Maslowrs needs categories are: physiological, safety and
security, belongingness and love, esteem and self- 
activization. These needs can be placed in a hierarchical 
order with low level needs to be satisfied before a higher 
level need can emerge as a motivation (Benton and White 
1972). Needs subsequently become the effector of behavior 
which is intended to maintain the consonance of an indi
vidual .

What afouses individual changes in performance 
specifically in hospital situations? Jehring.(1972) . 
focused on work done by Maslow, while Herzberg (1968) 
focused attention on how to motivate the entire system 
rather than one individual. Monetary incentive programs
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have been an avenue explored in an effort to motivate the 
organisation. in two different field situations, two 
methods for in-house incentive programs have been ini
tiated. In California, at the Memorial Hospital Medioal 
Center in Long Beach, a total system incentive has been 
ihcorporated. The system is based on the concept of 
hospital employees sharing in the savings which can be 
generated through the most efficient use of labor and 
supplies. In this field setting, the program is hospital- 
wide compared to another field situation at the Baptist 
Hospital in Florida where the incentive system has been 
designed to function at the department level, although 
the basic concept remains the same. What effect do these 
types of incentive have on the quality of patient care? 
According to Jehring (1972) these programs, when properly 
administered, result in better quality patient care as 
they stress efficiency among all staff, and generate a 
concern that the patient have a positive feeling toward 
the hospital so that maximum utilization of the facility 
cohid occur.

Another facet of the motivational structure has 
been explored by Lasca (1972). She proposed the applica
tion of personnel evaluation as a tool for motivation in 
nursing from the evaluation system developed by Xerox. : ' v .
Corporation, the Vital Experience Route Technique (VERT).



The VERT system is a planned integrated system of 
. exposure to experience and education to be utilized to 
enhance and prepare individuals Sot a leadership position. 
Thus, it becomes a means to motivate personnel by provide 
ing an opportunity for advancement within the organization 
based on performance evaluation.

Palmer (1973) explored management by objectives in 
a paper written to shed light on personnel motivation. 
Management by objectives, according to Palmer, provides 
a logical framework for achievement and motivation. By 
establishing objectives, a system can be developed for 
the overall day-to-day appraisal of the performance Of 
individuals, enabling some prediction in the behavior of 
the individual. It also provides the directional guide
lines for activity within the institution,

Lysaught (1972) reviewed nursing from several 
commonly agreed upon generalizations about human motiva
tion and the factors that affect it- By any of the 
measures applied, the nursing profession suffers from an 
inability to provide the reinforcing contingencies 
(motivation) heeded to make a satisfying career in prac
tice. To correct these deficiencies, and to make nursing 
a more attractive, more motivating profession, the study 
advanced a number of basic recommendations related to 
nursing careers. Briefly, these recommendations are;



(1) to improve salary level thereby providing for a 
stronger reward system; (2) to differentiate levels of 
responsibility according to the content of the position; 
and (3) to develop different career patterns fdr nursing 
practice. One would emphasize curative and restorative 
nursing practice, and the other health and maintenance 
and disease prevention.

In 1965, a survey was conducted by Palola and 
Larson in' a 222 bed hospital. The sample population 
included all employees within.the institutional setting. 
The purpose of the study was to investigate the nature of 
job satisfaction for selected hospital, personnel cate
gories. This study attempted to explain the variable of 
job satisfaction rather than simply measuring it. The 
concerns of this study focused on: (1) the expressed
importance of certain work values and their fulfillment 
which may be tempered by occupational group membership 
rather than "needs"; (2) the area of work values specific
to the worker's environment? (3) attempts to identify 
particular dimensions of job satisfaction for individual 
occupational categories; and (4) the effect of the 
larger organization structure in which a worker Operates 
on his job satisfaction. The results Of this study indi
cated that job satisfaction is related to. different 
things for different occupations and variances exist 
among the occupational categories.
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In terms of nursing, it is significant to note

that the results of this study demonstrated that nurses ■
in comparison to the other occupational categories present 
in the study wanted the most from their job and got the 
least from it and ended up with the lowest average job’ 
satisfaction score.

In 1972, Benton and White conducted a survey of 565
registered nurses and their responses' to 16 job factors
and the significance of those factors in terms of job sat
isfaction. This study showed that the nurses perceived 
job factors deficient. The study was to identify those 
factors of need which, if utilized by nursing supervisors, 
would yield maximum performance by the nurses. Conclu
sions of the survey, in descending order of importance, 
identified the following: safety and security, social,
esteem, and self-actualization factors, pay and personnel 
policies. Generalizations from the findings in this 
Study suggest that with identification of each occupa
tional group of nurses within the institution needs and 
priorities could be established. This study revealed 
that not only do incentives vary in job satisfaction 
from nurses to nurses but also vary with the occupational 
group within which the individual nurse identifies. it; 
is within the agove stated framework.that factors are per
ceived as greatest in deficiency, and therefore greatest
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dissatisfaction will most likely lead to lowered perfor
mance. Within the organization, individuals tend to be 
motivated to overcome these deficiencies if they perceive 
their efforts to be rewarded.by those job factors they 
viewed as primary incentives.

Patient Teaching :
' In 1971, a study to review patient teaching activ

ities was initiated by Palm. She identified that patient 
teaching has been and is recognized as an independent 
function of nursing practice, and that, in fact, patients 
desire teaching and nurses value patient teaching.

Subsequently, a descriptive study was undertaken 
to determine whether or not nurses gave priority to 
patient teaching or to physical care, supportive emotional 
care, and liaison activities in the nurse-patient rela
tionship. One hundred fifty-one registered nurses giving 
care in a medical-surgical unit were sampled. Results of 
the study indicated that 59 percent of the subjects 
assigned high priority to patient education. A Chi square 
test was utilized in this study to determine if any rela
tionship existed between these factors: college education,
unit of assignment. Of work shift; and the priority that 
nurses gave to teaching. The Chi square of 6.0 is 
significant at the 0.02 level suggesting that, nurses 
with college education gave higher priority to patient
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teaching than nurses without higher education. No 
significant findings were noted in terms of unit of patient 
assignment or shift. Palm's (1971) study indicated that 
nurses do not recognize learning needs and would use 
teaching opportunities only when patients overtly asked 
for it. However, nurses would not initiate teaching when 
a learning need had been identified apart from any expres
sion of that need by the patient.

Pohl (1965) conducted a study to investigate the 
teaching activities of the nursing practitioner in order 
to clarify the teaching role, to examine the scope of the 
teaching and to identify the basic nursing preparation 
needed for this function. A total of 1500 usable ques
tionnaires were obtained by mail from respondents who were 
members of the American Nurses' Association as of August, 
1960. The sampling plan used was a stratified systematic 
sampling with the initial choice in each category random
ized. Categories of nurse respondents were: (1) private
duty, (2) general duty, (3) public health, (4) occupa
tional healths and (5) office nurses.. Derived from this 
study were two broad implications for the nurse's teaching 
role: (1) there is confusion as to what this role is, 
and (2) there is a marked lack of preparation for this 
role. Further, the findings presented a picture of a 
large number of practitioners who want to teach and think
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they should teach and who, in fact, are performing teach
ing activities, but who do not have a clear concept of 
their teaching role and report that their preparation 
for teaching is inadequate (Pohl 1965).

In a review done by Redman (1975) , she stated. . 
that patients generally do not get their questions 
answered, and that patient education is in a field of 
normlessness. As a result of this act of omission, 
gross errors in health teaching exist. For the purpose 
of professional practice, patient education should be 
defined as learning (change in behavior) brought about 
by contact with a health care worker or agency. There 
are process criteria by which the professional nurse 
can evaluate the patient's need for education. These 
criteria are: (1) document the need for teaching,
(.2) develop a priority system, (3) ensure adequate under
standing of material by the client, and (4) ensure ade
quate skill level of performance by the client. Redman 
(1975) then explained that there does.exist a system with 
which to categorize the need for patient teaching. She 
categorized these into acute, preventive and maintenance 
needs, which can be readily identified by the nurse and, 
therefore, form the baseline for information sought by 
client.



Redman (1971, p. 573) presented an inside look at 
the nursing function'as it related to patient education. 
She explained that "teaching is a highly versatile tool . 
that can be used in all four modes of nursing interven- • 
tion^-to prevent, promote, maintain and modify"> thus , 
teaching can be accomp1ished in a variety of formal and 
informal nurse-patient situations. However, due to the 
non-accountability position which teaching holds in prac
tice, each individual does what he feels necessary and 
not necessarily what needs to be done. Redman (1971) 
pointed out possible reasons for this apparent lack of 
patient education are lack of inter-professional communi
cation, inadequate nursing care planning, and lack of 
teaching skill. Based on her review, she posed some 
ideas for the development of patient education. These 
include; public education on "how to maximize the system 
for them, the consumer", further research concerning 
validity of patient teaching, attainment of more effective 
modes of teaching, and adequate opportunities to develop 
teaching skills.

In 1972, a study was conducted by the National 
Hospital Survey panel, The purpose of the study was to 
provide a numerical tabulation on patient education pro
grams available in hospitals. The definition used by 
this study to clarify patient education programs was;
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Planned patient education is a program with goals 
and objectives concerning educational experiences, 
planned for the patient/ by professional personnel 
as a component of this care and differentiates 
those experiences from unplanned learning experiences 
in the hospital (American Hospital Assn. 1972, p. 10.2) .

The sample population included 890 respondents.
The following represented the. study's findings: 15 per
cent responding had such patient education programs;
65 percent planned to establish a program within the fol
lowing 12 months and 28.5 percent of the hospitals did 
not have a program nor did they plan on developing one 
within the following 12 months.

Looking at the 78.5 percent responding with no 
program, data were collected to determine the rationale. 
Subsequent tabulation revealed 12.3 percent cited the 
attitude of the medical staff as reasoning behind no 
established program; 21.9 percent responded it was the 
attitude of the nursing staff toward the program, and 
7.6 percent blamed administration for the lack of such 
a program in these institutions. The major difficulty 
cited by.72,8 percent of the sample was lack of trained 
personnel hindering program development (American Hospital 
Association Research Capsules, December 1972).

Kucha (1972) identified the emerging emphasis on 
preventive medicine and the major role patient education 
plays in this concept. She conceded that the educational 
process is a time-consuming proposition and seems to
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conflict with increasing demands on time of all medical
personnel. In her study, she suggested three methods of 
instruction: Conventional Health Teaching, Programmed
Instruction, and a combination of the two methods. The 
purpose of this would be to establish the optimum method 
for patient instruction. Conclusions of the study demon
strated .the importance of programmed instruction but 
called attention to the fact that teaching needs to be 
re-examined in the patient care areas. in summary, Kucha 
stated that "the future direction of health care in this 
country points clearly to the mounting need for effective 
utilization of new educational techniques in the education 
of patient and in the areas of preventive medicine (Kucha 
1972, p. 36)

In 1974, Kucha again identified the need for 
patient education and discussed methods for determining 
learning needs as a whole. Although this focused on 
identification of learning needs in an outpatient setting, 
a possible transference of this methodology could also be 
adapted to the in-house setting. . She identified learning 
needs as those deficiencies in the learner separated from 
behavioral objectives and those which relate to what is 
to be learned. Her recommendation for models of data 
collection are not new but only reaffirm the methods of
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observation, listening, formal and informal interview, in 
assessment of patient educational needs.

Storlie (1972 and 1973) called mutual attention to 
the need of patient education by nurses„ Both articles 
acclaimed the lack of such teaching, but acknowledge the 
fact that nurses do possess a body of knowledge capable 
of informing or teaching patients. She offered no alter- ' 
natives or recommendations for alleviation Of the problem 
presented.

Review of the literature in motivation identified 
two basic concepts; (1) needs motivate action, but 
(2) only when need is'strong ehdugh :to create. a disequi- . 
librium. The motivational studies and those studies 
elaborating on the necessity of nurses to function effee-; 
tively in patient teaching prompted this specific study. 
Primary focus of this study was aimed at one alternate 
method for improving the professional nurse's teaching 
role. / " : " :



CHAPTER 3

DESIGN OF THE INVESTIGATION

Research Design
A partially controlled quasi-experimenta1 design 

was selected to carry out this study. The-design 
incorporated a work sampling technique, utilizing direct 
observation.

Population
The population studied was all registered nurses 

in two separate CCUs in a southwestern city. The regis
tered nurse staff in one CCU served as the experimental 
group; the registered nurse staff in the other CCU acted 
as the control group. Data was collected during two 
separate observation periods approximately two weeks 
apart and through administration of a questionnaire to the 
experimenta1 and control groups immediately following the 
first observation period.

independent Variable .
The independent variable in this study was the 

comparison of the teaching data showing the theory of 
.action;ffom.the first observation period and the espoused 
theory as evident in responses to Parts I and II of the

27 ■
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questionnaire. The independent variable treatment 
consisted of articulating the discrepancy in these two sets 
of data to the registered nurses in the experimental group..

The dependent variable was the frequency and con
tent of patient teaching provided for patients admitted to 
the CCU with a diagnosis of MI or R/0 MI.

Human Subjects -"."v''
Participation in this study was voluntary and 

included all registered nurses who worked more than three 
days a week in the CCU on the evening shift at the two 
selected hospitals and who agreed to sign the subject 
consent form (see Appendix A).

Data Collection . .
Observations were limited to the patient teaching 

activities of all registered nurses for patients admitted 
with a diagnosis of MI or R/0 Mi, without regard to the 
number of times the patient may have been admitted for 
diagnosis of a previous myocardial infarction. Each 
registered nurse was. assigned a number> i.e., RN^, RNg. 
Recording of patient teaching was accomplished utilizing 
a checklist of patient teaching items and a column for 
each registered nurse being observed (see Appendix B).
No attempt was made to determine the accuracy of the
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information provided to the patient by the registered 
nurse under observation.

The evening shift was selected as the time period 
to be used since this appeared to provide the Optimum 
situation in which patient teaching could occur. Nursing 
activities on the day shift usually focused on physical 
care, physician's orders, and alterations in patient care 
consistent with these orders. Staffing on the night shift 
was limited and patients.were encouraged to sleep during 
these hours.

It was assumed that the activities observed during 
the study would be representative of activities that could 
have been observed during a longer period of observation.
•It was further assumed that the use of this work-sampling 
technique was a valid method of observation and that the 
tool was adequate for this study. . ,

;Tools
The checklist utilized by the clinical researcher 

was based on a Coronary Heart Disease (CHD): Teaching 
Evaluation Form developed at UCLA Medical Center, Los 
AngelesCalifornia (Rhae and Scalzi 1975). The question
naire was designed to assess an in-hospital teaching 
program for patients with a myocardial infarction.

Categories for patient assessment in the CHD 
teaching form include knowledge of the nature of the



disease, emergency treatment (equipment and procedures), 
diet and smoking, resumption of physical activity, psycho 
logical factors important in heart disease and problems 
encountered when, returning home to. work.

The results from this study on a group of 24 
patients revealed a significant increase in their knowl
edge concerning their return home and to work following 
administration of the teaching program. Mean percentage 
correct scores for the entire questionnaire were between 
66 and 69 percent. The test, re-test technique was 
utilized and it was found that the practice effect was 
not significant and therefore did not support the notion 
that patients do better on the second administration due 
to the familiarity with it (Rahe and Scalzi 1975). The 
original authors did not report the correlation figures 
in their article,

.The questionnaire was divided into two parts.
Part I was structured to elicit espoused theories of 
action related to patient teaching in general, while 
Part II elicited Information specific to the MI patient 
as well as providing cues for the registered nurses 
regarding topics important to teach Ml patients. Part I 
was developed for this study following the review of the 
literature. Part II was a modified fool based on the 
CHD Teaching Evaluation Form which has been utilized by .
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the clinical researcher. Reliability and validity work 
was not reported by the original authors on this tool 
(Rahe and Scalzi 1975; see Appendix C).

An interrater reliability check was done on the 
investigator's observations and the observational checklist 
by having a trained observer accompany the investigator 
to the CCU to make simultaneous observations with the 
researcher utilizing the same Checklist. A total of four 
observational periods were utilized for this purpose. 
Comparison of the investigator and the.trained observer's 
observations showed 100 percent agreement in recorded 
observations on the patient teaching checklist. .

. The study was conducted in two southwestern
hospital CCUs of comparable size, one of which served as 
the control group, and the other as the experimental group. 
Necessary administrative clearance was obtained from the 
director of nursing service who had the delegated authority 
and responsibility, for matters of concern to nursing 
service (see Appendix D).

A trial period was conducted to test the study 
tool. As a result of the trial period, the number of 
observational cells was reduced from nine to eight to 
facilitate ease in handling the patient teaching checklist. 
In addition, following observations made at varying time
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blocks, it was established that the 6:30 to 9:30 P.M. 
time period provided the most suitable time reference for 
this Study. Thd data obtained during the trial period 
were not incorporated into the results of the study.

A period of three hours for four days, or a total 
of 48 hours of observation, for both the Control group and . 
the experimental group, was determined to be adequate for 
the purpose of this study. Nurses were observed for three- 
minute- forty- second intervals to maximize the number of 
opportunities when patient teaching might occur. Each 
registered nurse observed was assigned a number on a random 
basis during the first observation period,, and subsequent 
observations occurred on a sequential basis. The first 
nurse observed during the first observation period became 
RNj_ and subsequently was observed only after the total 
sequence of nurses had been observed.

Following the first observational data collection 
period, the questionnaire was administered to the subjects 
in both the experimental and control groups. Each ques
tionnaire was numbered and given to the registered nurse 
with the corresponding number to allow for later compar
ison of extraneous variables with performance in patient 
teaching,

Immediately following completion of the question
naires, data from Parts 1 and II of the questionnaire
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were tabulated and compared with data collected during the 
first observation period.

The total of composite data, rather than data 
related to each individual, was shared with the. experi
mental group following a brief explanation that theories 
in use can only be identified by observation of behavior 
(Argyris and Schon 1975). This meeting introduced the 
independent dissonance variable to the experimental group. 
Great care was taken during the feedback session to avoid 
disrupting the rapport established between the researcher 
and the subjects.

After introduction of the independent variable, 
the researcher made no further observations or appearance 
on the unit for a period of approximately two weeks. At 
that time the researcher again entered the selected CCUs 
and repeated the observational checklist of patient 
teaching activities.

A two-week time lapse was selected as appropriate 
for this study to enable the experimental group time to 
alter their behavior, based on the feedback from the 
investigator. This lapse allowed time to increase this 
change in behavior to a level that could be observed, but 
not enough time to allow for a decrease in behavior which 
occurs in maturation. It was assumed that any random 
variables that would occur during this two-week period

x



would occur for the experimental and control groups since 
both experienced the two-week time lapse.

Data Analysis 
The unit of analysis for comparison of .the data 

in this study was the patient teaching observations.
The mean and standard deviation and t-test values 

were computed for the initial observation period for both 
ths control and experimental groups. Material gathered 
on the second observation was also computed in terms of 
mean and standard deviation and t-test values,and compar
isons were then made between the two sets of data to 
verify any statistically significant changes in patient 
teaching activities following the introduction of the 
independent variable. . A paired t-test and an independent 
t-test were used as a test of significance of the differ
ence in the values of the summary measures obtained for 
observations one and two.

Measure of association comparing the two sets of 
data were computed using the Parson Correlation Coeffi
cient figure to test the strength of the relationship 
and the direction of the relationship between the extra
neous variables and patient teaching activities.



CHAPTER 4

PRESENTATION OF FINDINGS

.. The analysis of the data is presented in the 
following sequence: characteristics of the sample, ques
tionnaire results, pre-test results, post-test results, 
item correlation of time and teaching, and correlation of 
beliefs versus practice 1

Characteristics of the Sample 
The sample consisted of 12 registered nurses—

11 females' and one male. Eleven nurses were employed 
full-time and one was employed part-time (-3. days/week) . 
The year of graduation ranged from 1949 to 1976 with a 
mean of 1971.3, and a mode of 1974.0, and a standard 
deviation of 7.2 years. Five subjects obtained their 
preparation in a diploma school of nursing, two in an 
associate degree, and five in a baccalaureate degree 
program. The years of nursing experience ranged from one 
to 24 years with a mean of 5.9 years.and a standard 
deviation of 7.3 years. The length of time worked in 
the CCU ranged from five to 72 months with a mean of 31.6 
months, and a standard deviation of 21.9 months, and all 
respondents had received coronary care training within
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four months. All subjects had had Some form of continuing 
education within four months of the study, and all respon
dents read some professional journal. The mean number of 
journals read was 2.7 with a standard.deviation Qf 1.1.

Questionnaire :
. • A mean and standard deviation were calculated on

the responses to Parts I and II of the questionnaire for 
both the control and experimental groups to establish where 
on a four-point scale the subjects indicated their agree
ment or disagreement on the need for patient teaching in 
the Coronary Care Unit and items which were important for 
the patient to know.

Importance of information as perceived by the 
distribution of responses in both the experimental and 
control groups were skewed toward the high (strongly 
agree) end of the four-point scale. Table 1 represents 
a summary of the questionnaire findings according to 
experimental (M - 7) and control (N = 5) groups. Agree
ment with the five items in Part I Of the questionnaire 
ranged from 3.42 to 3.80. Agreement with the seven items 
in Part II of the questionnaire ranged from 3.40 to 3.85.
Of the given items in Part I, the subjects most strongly 
agreed with Item 2, "Patient teaching can facilitate the 
individual’s adaptive response to disease". Subjects 
agreed least with Item 3, "The most effective patient
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Table 1. Distribution of Mean Responses to Question

naire for Experimental Group and Control 
' Group .

Experimental Control
. . Mean Standard 

• Deviation Mean StandardDeviation

PART I ;
1.’ . Patient teaching is an essential part of nursing practice 3.57 0.54 3.80 . 0.45
2. Patient teaching can facilitate : the individual1s adaptive:reponses to disease- 3.71 0.49 . 3.80 ‘ 0.45
3c .The most effective patient ■ teaching is done informally/ based on individual patient •. inter e-st' ■ and needs • 3.57 . 0.54 3.60 0.55
4. Informal patient teaching canoften be accomplished when other patient care activities are .being performed• 3.57 0.54 3.80 0.45
5. All patients need certain kinds of information even though they may not ask. questions 3.42 . 0.54. • 3.80 0.45.

PART.II
1. Equipment, procedures andtechniques used to provide or monitor care 3.85 0.38 3.80, 0.45
2. Nature of the disease 3.42 0.54' 3.40 0.55
3. Physical activity: in hospital and. at home - 3.85 0.38 3 .60 0.55
4. Diet and smoking 3.57 0.54. 3.80 0.45 .
5• Psychological factors con- - tributing to MI and post-MI adaptation 3.57 0.79 3.20 0,45 *
6. Medications 3.57 0.54. 3,80 0.45
7c Signs and•symptoms of recurrence and/or complications ...... •• 3 o 57 0.5:4 3.60 0.55
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teaching is done informally, based On individual patient 
interest and needs'' and Item 5, "All patients need certain 
kinds of;information even though they may not ask gues- - 
tions'?:

Of the seven items in Part II, subjects- selected 
strongly agreed when asked if patients with a diagnosis of 
R/0 MI or MX,, even though previously hospitalized with an 
MI, should be provided information regarding Item 1, 
"Equipment, procedures and techniques used to provide or 
monitor care"- Item 2, "Nature of disease", and Item 5, 
"Psychological factors contributing to MI and Post MI 
adaptation", received the least support from the subjects, 
although no One disagreed with any item. .

Pre-Test Results
The mean and standard deviation and t-test values 

were employed to test for the pre-existing level of teach
ing activities for both the control and experimental 
groups.

Table 2 shows the mean number, of teaching activ- , 
ities which occurred in each of the categories identified 
on the observation checklist for both the control and 
experimenta1 groups in the pre-test. The mean number is 
computed on the basis of a total of 48 observations during 
Which patient teaching could have occurred. A zero in



Table 2. Mean, Standard Deviation and- t-rvalues for Teaching Activities
in Control and Experimental Groups by Category in the Pre-test

Control. ^ Experimental
Teaching activities (N = 48) Mean . - Standard Deviation Mean StandardDeviation t-values
Equipment, procedures and 
techniques used to provide/ 
monitor care 10.27 6.02 19.79 8.08 -2.23
Nature of disease 0.00 0.00 1.04 0.71 -1.46
Physical activity in 
hospital and at home 1.80 1.81 2,43 3.33 . -0.39
Diet and smoking 0.00 0.00 1.15 1.84 -1.54
Psychological factors 
contributing to MI and 
post~MI adaptation 0.00 0. 00 2.54' 5.00 -1.25
Medications 3.47 3.10 4.05 5.80 -0.21
S igns/symptoms of; 
r e cur r ehc e/0 omp1idationh 0.00 0.00 3.35 3.29 —2.49
Non-teaching . 84.50 7.15 . 74.42 12.71 1.67
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any column indicates that no patient teaching occurred 
for that category.

The results of the observational pre-test indi
cated that in those areas where teaching activities were 
present for the experimental and control groups', the 
groups were similar in patient teaching behaviors as 
evidenced by the means, standard deviation and t-test 
values obtained in computer analysis.

Pre-test t-values indicate that there were no 
pre-existing.differences in the two populations studied. 
Only Items 1 and 7 approach significance at p <0.05.

In summary, estimation of the actual teaching 
practices of the study population was obtained by observa
tion and it was found that patient teaching was done in 
some area by both groups, but absent in other areas. The 
experimental and control groups in their teaching activity 
were similar in the amount of teaching that was done in 
the observations taken during the pre-test. This observa
tion served to establish the theory in practice for both 
groups of subjects. The questionnaire served to establish 
whether or not the two groups held an espoused theory; the 
results of the questionnaire established that in fact the 
experimental and control group identified that patient 
teaching was an important activity and that these subjects 
did in fact value items of importance for patient education
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Therefore, the first part of the hypothesis was 

established that in fact there was an espoused theory and 
a theory in practice for this sample. Cognitive dissonance 
therefore could be created by presenting the experimental 
group with the data showing that their theory in practice 
did not match the espoused theory.

The experimental research treatment was not 
delivered, therefore.the experimental subjects did not 
experience dissonance. .Field problems within the study 
indicated that the feedback given as a group weakened the 
treatment to a point that it was non-existent.

The experimental group was also provided with 
feedback in relation to percent of teaching activity that 
was observed and this approached 30 percent. The percent 
scores appeared higher than the actual raw calculation of 
the patient teaching activities, which in retrospect was 
misleading to the experimental group.

' Post-Test Results
The post-test computations of the mean, standard 

.deviation and t-test were obtained for the control and 
experimental groups to detect a statistically significant 
difference in patient teaching activities following the 
research treatment.

In lieu of the absence of the research treatment 
. in this study the statistical analysis of the post-test
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data is inconclusive in the support of the stated hypothesis.

. ' ' ' ■ r  ■ - 'Table 3 is a summary of the data for the experimental and
control group on the post-test, using mean, standard
deviation, and t-test values.

The increase and decrease in the patient teaching 
activities within the population as demonstrated by the 
statistical data cannot be explained in relation to the 
study hypothesis and could be assumed to represent random 
variables within the study group.

One of these variables could have been the treat
ment effect of the questionnaire itself without the verbal 
feedback from the investigator. However, this explanation 
does not take into consideration the lack of change in the 
experimental group since both groups received the same 
questionnaire.

The results of the post-test for the experimental 
group did not substantiate the hypothesis that if disso- . 
nance was created that there would be a Change in the 
amount of patient teaching activities within the experi
mental group. It was hypothesized that there would be an 
increase in patient teaching which was not supported by 
the data.



Table 3. Mean, Standard Deviation and t-test for Teaching Activities in Control
. and Experimental Groups by Category in the Post-test .

Teaching. Activities (N = 48)
Control

Standard 
Mean Deviation Mean Standard

Deviation t-values .

1. Equipment, procedures and 
techniques used to provide 
or monitor care 15.82 5. 51 13.92: 10.21:: 0.37

2. Nature of the disease ; 4.17. 8.34 0.83 1.87 0.78
3. Physical activityi in 

hospital and at home 1.20: 1.40 4.48 3.01 -2.17
4. Diet and smoking 0.00* 0.00 0.00 0.00 0.00
5. Psychological factors 

contributing to MI and 
post-MI adaptation .68 1.35. 0.00 0.00 1.00

6. Medications 1,56 3.13 4,31.;: 4.821. —1.03
7. Signs and symptoms of 

recurrence and/or 
complications 0* 52 1.04.. .42; .. ’ ,93. 0.16 .

■8. Non-teaching 80.20! 6.43 77.70 9.69 . 0.56

*Indicate no teaching occurred

its.W
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Time and Teaching Item Correlation

Since this study focused on the amount of patient 
teaching that was done by the subjects, it was necessary 
to establish if the teaching items, were dependent on the 
time of the observations.

A Pearson Correlation Coefficient was computed 
to establish whether or not there was a relationship 
between the time of the observations (observational hours 
were 6:30 to 9:30 P.M.) and the teaching items as listed 
on the observation checklist for both control and experi
mental groups. None of the correlations were significant 
at p < 0.05 (see Table 4). Due to the lack of time- 
teaching item correlation, it was assumed that teaching 
activities were scattered throughout the observation 
period.

The beliefs of the subjects obtained on Part II 
of the questionnaire were correlated with the post-test 
observations to establish a correlation between what the 
subj ect believed was important to teach and what was 
taught in practice (see Table 5).

Utilizing a Pearson Correlation Coefficient, a 
weak Statistical relationship was established between 
Part II of the Questionnaire and the items on the Observa
tional Checklist for the post-test period. A significance
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Table 4. Summary of Correlation Data Between Time of

Observation and Teaching Items for Both Control 
■ and Experimental Groups (N = 32)

Item
No.

Correlation
Coefficient

1. Equipment, procedures and 
techniques used to provide/ 
monitor care 0.02 ;

2. ';. , Nature of disease 0.04 .
3. , Physical activity in 

hospital and at home 0.04
4. Diet and smoking 0.03
5. Psychological factors 

contributing to MI and 
MI adaptation 0.09

6. . Medications . 0,01,
7. Signs/symptoms of recur

rence/complications 0.04
8. . . Non-teaching . 0.01
*Significance =.p <0.05



Table 5. Matrix of Correlation Coefficients Between the Beliefs of Subjects 
Obtained in -Part II of the Questionnaire with Patient Teaching .

. \ Activities Observed in the Post-test (N =: 9) ..
Patient
TeachingActivities

Q U E S T  I 0 N N A- ][ R E I T E M S
2 •' 3 4 5 6 7 8

1 00 o 60 00.24 -00.04 99.00 00.19 00.42 00,29 : -00.80
2 00.23 00.61 -00.54 99.00 -00.19 -00.23 -00.29 -00.37
3 00.31 00.31 -00.01 99.00 -00.50 ' 00.56 .00.39 -00.60
4 00.88 00.22 -00,22 99 . 00 00.32 -00.36 00.06 -00.69
5 00.55 00.31 -00.23 99.00 -00.18 00.08 -00.27 . -00.67
6 00.88 00.22 -00.22 99.00 00.32 -00.36 . — 00.06 -00.69
7 .00.,6a . 00,32 -00.19 .. 99.00 -00.32 -00.19 00.06 -00.60

*p < 0.05 
**In post-test, 99.C0 reflects that no activity occurred in this area.

CT>
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level of 0.05 was established for purposes of analysis.
The number of cases utilized in this portion of the data 
analysis was nine (N = 9).

On the questionnaire, subjects indicated agreement 
that patient teaching should include Item 1, "Equipment, 
procedures and.techniques used to provide/monitor care", 
Item 4, "Diet and ; smoking" , Item 6, "Medications"", and 
Item 7, "Signs/symptoms of recurrence/complications"; 
Results of the post-test for each of these items showed 
a statistically significant increase in the teaching of 
Item 1 and a decrease in the amount of non-teaching 
activities (Item 8). Subjects also indicated agreement 
that teaching should include Item 2, "Nature of d i s e a s e ! '  - 
Results of the post-test showed subjects did teach Item 2 
but the number of non-teaching activities did not decrease. 
Subjects further agreed patient teaching should include 
Item 3, "Physical activity in hospital and at home", and 
Item 5, "Psychological factors contributing to MI and 
post—MI adaptation". Results of the post-tests for 
Items 3 and 5 showed no statistically significant change 
in the post-test items except for a decrease in non-- 
teaching activities.

From the data analysis, a trend seems to have 
developed in relationship to the questionnaire items and 
the observations. The population, regardless of the
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strength of their belief reflected by the questionnaire 
responses in any item, chose in the observational period 
to teach about "equipment, procedures and techniques used 
to provide/monitor care". The negative correlation 
coefficients in Items 3,4, 5 and 6, under observation 8, 
reflects that the amount of non-teaching activity went 
down, and the amount of patient teaching activity went up 
in the study population. Although there was a decrease 
in the amount of non-teaching activities which occurred, 
there was not a sufficient increase in teaching activities 
to show a statistically significant increase. The subjects 
did not increase the amount of patient teaching activities 
observed to provide a numerical calculation significant, 
even though the amount of non-teaching decreased.



CHAPTER 5

DISCUSSION OF FINDINGS

The problem addressed in this study was how to 
motivate nurses to provide patients with information 
essential to their health and well-being. The subjects 
were registered nurses working in selected coronary care 
units.

It was hypothesized that awareness of a difference 
in beliefs about practice and actual practice, as they 
related to patient teaching, would result in cognitive 
dissonance which would motivate the nurses to increase 
patient teaching activities. The data did not support 
the hypothesis.

In lieu of the1 absence of the research treatment 
in this study, a major factor worthy of reconsideration 
was the method of providing feedback to the experimental 
group. In the present study, the results of the first 
observational period were presented as a composite rather 
than on an individual subject basis.. This method of . 
reporting allowed individual members of the group to 
accept credit for a level of performance to which they 
may not have made a significant contribution, thus reducing 
the possibility of creating cognitive dissonance. . Should

49
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further research be done on the effectiveness of cognitive 
dissonance as a motivating force, it is recommended that 
there be provision for feedback to the entire group 
regarding individual performance.

Feedback also needs to be broken down into content 
areas. I.e., nature of disease, physical activity, diet and 
so forth. This kind of specific information is essential 
to improved performance in view of the lack of correlation 
between stated beliefs and actual performance identified 
in this study.

During the conduct of the study, reassignment of 
personnel resulted in the loss of three members Of the 
experimental group prior to the second observational . 
period. Of the four subjects observed, pre- and post- 
treatment , one knew she would be leaving theCCU soon, and 
three were staying. Of the subjects who were staying, one 
changed behavior in a positive direction after the treat
ment, and two did not. , One of those who did not change 
did not attend the meetings at which the treatment was 
given. The other subject who did not, when informed of 
the percent of. teaching activities versus all nursing 
activities, commented "that's not too bad." Any further 
discussion of the results of the post-test are invalid 
since the research treatment was not delivered.
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The length of time a subject worked in the CCU as 
a variable did not seem to differ in the amount of patient 
teaching that was done. A possible explanation for this 
occurrence could be drawn from studies done by Cartwright 
and Zander (1968), in which he correlated an individual's 
membership in a group and the inability of such individuals 
to deviate from acceptable norms once they have been 
established. This uniformity within groups could also 
account for the lack of data between full or part-time 
employment and patient teaching. For, regardless of the 
regularity with which a member meets with other group 
members, the adherence to norms established by the group 
and the significance of the group is heightened by cues 
that remind an individual that he is still "one of us" 
(Cartwright and Zander 1968, p. 145).

The lack of relationship between the recency of 
continuing education and patient teaching may be a reflec
tion of the kind of continuing education activity, since 
patient teaching is rarely a highly visible component of 
such activities. On the other hand, the findings may lend 
further support to the growing belief/opinion that there 
is no noticeable correlation between continuing education 
and competency in practice (Forni 1975).

The lack of correlation between the strong 
agreement with all the patient teaching items on the
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questionnaire and the observed patient teaching activities 
was an intriguing finding. Could it be that the subject 
did not have the information.appropriate to the specific 
areas and, recognizing the need for more patient teaching, 
increased the kind of teaching they did know how to do?
If so, this notion would be compatible with a basic prin
ciple of behavior, i.e., that in response to a stimulus, 
an organism can only do more of what it knows how to do.

The significance of this finding may relate closely 
to work in criterion-referenced measurements done by 
Jouett (1976) in which he found that criterion-reference - 
testing, which is characterized by a narrow foCus, clearly 
and specifically defined performance criteria for a given 
behavioral domain and ways in which individuals met or do 
not meet these criteriai .

Did, in fact, the experimental treatment make a 
difference in this study? Due to the weakness of the 
designs as evidenced by the lack of correlation between 
pre- and post-test data, sources of validity error will 
be addressed here and should be considered in a future 
redesign of the study.

Subjects in both the experimental and control 
groups did experience a period of two weeks between the 
pre-test and the post-test. Although there was this same, 
time length, in each group, it is difficult to assess the
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variety of extraneous variables that could have affected 
the subjects in this time interval besides the treatment 
variable.

The passage of time within the population in terms 
of maturation could have had an effect in this study. 
Although the subjects were evaluated using the same check
list for their patient teaching activities in both pre- 
and post-observation period, they may have become tired 
of being observed. They may also have been distressed 
with not knowing specifically what activities were being 
observed. Precaution was taken during the observational 
period to conceal the patient teaching checklist by" the 
investigator.

A major factor which affected the validity of this 
study was the experimental group mortality. Subjects 
within the experimental group were lost to shift changes, 
changes in unit assignment and vacations. Within the 
cOntrol group, losses Occurred due to illness and termina
tion of employment. Subsequently, observation of the 
intact experimental group from the beginning of the study 
to completion was impossible and'could account for the 
lack of treatment effect and post-teat correlation.



CHAPTER 6

SUMMARY, CONCLUSIONS, AND
.r e c o m m e n d a t i o n s

Summary
This study was designed to explore the usefulness : 

of cognitive dissonance as a motivational force to increase 
the amount of patient teaching by registered nurses in a 
coronary care unit.

All registered nurses employed more than 20 hours 
per week and working the evening shift in the CCUs of two 
separate hospitals were observed during two time periods 
approximately two weeks apart. Subjects for both the 
control and experimental group were observed for patient 
teaching utilizing a checklist adapted from the CHD 
Teaching Evaluation Form (UCLA). Following the first 
observational period, a questionnaire was administered to 
both the experimental and control groups. The question
naire obtained biographical data and beliefs of the 
research subjects regarding patient teaching in general 
as well as information needed by: MI patients specifically. 
The subjects in the experimental group were then given 
feedback regarding the percent of nursing activities

54
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identified as patient teaching. Approximately two weeks 
later, data were again collected regarding patient teach
ing activities.

Conclusions
In this study the hypothesis was not supported. 

Comparison.qf data from the first and second observational 
periods demonstrated a positive change in feabhing activi
ties, in only one subject in the experimental group, thus 
the hypothesis was not supported. Review of the procedure 
used to administer the treatment led to the conclusion that 
data presented as a composite for the total experimental 
group were not an effective means of providing feedback.
It must be concluded that the treatment was not given.

The extraneous variables of length of time worked 
in CCU, part-time versus full-time employment, and recency 
of continuing education were reviewed for their possible 
effect on the amount of patient teaching. No differences 
were, apparent.

Correlation of responses to items on Part II of 
the questionnaire with teaching activities of the experi
mental group during the second observation period demon
strated. a relationship between agreement with Items 1,
4, and 7, and the teaching of Item 1, but not Items 4 and
7. This finding led to the conclusion that although • 
subjects believe patient3 need this information, the



subjects were not prepared to provide the information and 
substituted information they were comfortable in giving.

. Recommenda tio n s 
Although the hypothesis Was not supported/ the 

study provides useful information which can serve as a 
basis for modification to bring about increased patient 
teaching by registered nurses.

It is recommended that the study be duplicated 
following establishment of specific objective performance 
standards for patient teaching. Such standards would be 
developed through group discussion and consensus. Addi
tionally, the procedure for administration of the treat
ment must be revised to present feedback on individual 
performance by content area,.e.g., medications. Further
more, individual feedback should occur while all group 
members are present.

In the opinion of the researcher, this study is 
closely related to current developments in criterion^ 
referenced examinations. If so, identification of 
specific behavioral deficiencies should lead to the 
development of learning modules designed to correct those 
deficiencies. The result could be the "prescriptive 
educational system” referred to by Jouett (1976, p. 952).

It is further recommended that coronary care 
courses and other continuing education activities be
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reviewed, to identify content which specifically addresses 
teaching methodology and information needed by patients. 
Opportunity to practice patient teaching must be provided 
just as opportunities to practice reading electrocardio
grams and other activites are.
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A study is being conducted on the activities of nursing 
personnel.:

Your participation in this study is voluntary•and'will 
require approximately 20 minutes of your time.. You will be 
asked to fill out a one-page report form with some data 
about yourself and to complete two short written question
naires. ■ :

Periodic observations of you will be made while working 
in the Coronary Cafe Unit by the researcher.

All the information you give will remain confidential 
and will be handled only by the investigator. The ques
tionnaires will be numbered for identification. Your name 
will be kept confidential, and will not appear on any of 
the questionnaires you complete or in any reports of the 
study. Data analysis will be carried out on coded data 
by a computer. , V' . , - ’

The data will be used only for the stated purpose of 
the study, and may be published ,in any professional book or 
journal. .

The purpose and outcome of this study will be revealed 
to you following the study's completion.

There will be no cost to you for this study nor will 
there be any remuneration.

I consent to participate in the study described above. 
The nature, demands, benefits and risks of the study have 
been explained to me. I understand that I may ask ques
tions and that I am free to withdraw from the study at any 
time without any untoward effects.

Date Date
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>3O Period 4 Period 3 ' Period 2 Period 1E; SH w to §w to j  :§A s:w to

Equipment, procedures 
and techniques used to 
provide/monitor care

Nature of disease

Physical activity in 
hospital and at home

■ ■■ ! : Diet and smoking

' ’ ' Psychological factors 
contributing to MI and 
post-MI adaptation

Medications
; . " , ; Signs/symptoms of recur

rence/complications

•! Non-teaching
Total
■‘Mean ' .

' '■ Standard Deviation

>
o

H
<
H
H3
H
W
m

o>H
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Questionnaire

The following statements are taken from recent 
medical and nur sing publications - Please indicate your 
agreement or disagreement by checking one of the columns 
on the r:

Part I refers to patient 
Part II refers to teaching MI patients

xn

xs as any activity by which the 
nurse assists a patient to learn what is being done to and 
for him, the nature of his illness and self-care.

Part II

>1 . CDH CD
Ufl 0) . <D tJ»

OQ> : CD (tl
U: M cn-P W . tn •HCO < i. ^ a

'5%tn U
S tu m-P eH
m  :p

1. Patient teaching is an 
essential part Of nursing 
practice

2. Patient teaching can 
facilitate the individual1s 
adaptive responses to disease

3. The most effective patient 
teaching is done informally, 
based on individual patient 
interest and needs,

4. Informal patient teaching:can 
often be accomplished when 
other patient care activities 
are being performed.

5. All patients need certain kinds 
of Ihformation even though they 
may not ask questions.
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Part II

Patients with a diagnosis of R/0 MI or MI, even 
though previously hospitalized with an MI, should be pro
vided information regarding the following items:

>i m

- p  - H
m Q

and
techniques used to 
or monitor care
Nature of the disease .
Physical

and at home
Diet and

5. Psychological factors or
:-Ml

Medications
and symptoms of

compli. recurrence a 
. cations.
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Biographical Information

Instructions: Please complete this form by filling in
spaces with requested information or by 
checking the appropraite space.

1 v Age: years 2. Sex: Female   Male _____
3. Year of graduation from basic nusing program: " .
4. Type of basic nursing program: associate degree ___

diploma __
baccalaureate

5. Highest academic degree held: none
associate 
baccalaureate 

- masters
6. Training in coronary/critical care nursing: Yes

No -
7. Years of nursing experience:
8. Worked in coronary care: ______ years . months
9. Employment status: 20-40 hours per week ;

less than 20 hours/week '" ' ,
10. Date of most recent continuing education activity, 

e.g., workshop, conference, etc. . .
11. Professional journals read:

Heart & Lung 
Nursing (176; *77)
American journal of Nursing 
Nursing Outlook ~
Nursing Research 
Other (specify)
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T H E  U N I V E R S I T Y  OF A R I Z O N A
T U C S O N - ,  A R I Z O N A  85 7 2 4

HUMAN SUBJECTS COMMITTEE .
Arizona Medical Center 2305

. March 7, T9 77 •

Deborah M. Castellan
College of- Nursing .
Arizona Health Sciences Center
Dear -Ms., Castellan:
I have reviewed your proposal entitled, "The Use of Dissonance Theory 
to Modify Patient Teaching Activities," which was submitted to the 
Human Subjects Committee and concur in the opinion of the Departmental 
Review Committee that this is a minimum risk project. Therefore, 
administrative approval is granted effective March 7, 1977, with the 
understanding that no changes in either the procedures followed or the 
consent form used (copies of which we have,on file) will be made 
without knowledge and approval of the Human Subjects Committee and 
the Departmental Review Commit tee. Any.physical or psychological 
harm to any subject must also be reported to each committee.
A university-wide policy requires that all signed consent forms be 
kept in a permanent file in the Departmental Office to assure their 
accessibility in the event that university officials need the 
information and the principal investigator is no longer on.the 
staff or unavailable for some other reason.
Sincerely yours,

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

MNspl
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,^'C*F.,

April 7, 1977 , :  ̂ .

Cass Castellan, R.N.3041N. Country Club #108 . - _Tucson, Arizona 85716
Dear Ms, Castellan,

After reviewing your research proposal with Donna Martin, 
Acting Head Nurse, CCU, we have approved" the use of the" Cardiac 
Care Unit for your data collection. You my begin data col
lection at the time you and Donna negotiate.' When you have 
finished data, collection, please notify this office that you 
have completed" and indicate a probable time that" you will be 
reporting the results of your study, to us. .

If you have any questions, please call me at extension
761.
Sincerely,

Lilah Harper , R.N., Director Staff Development and Research
m:gk



ST, MARY'S HOSPITAL a n d  HEALTH CENTER
P.O. BOX 5386 

TUCSON, ARIZONA 85703

May 9, 1977

TO WHOM IT MAY CONCERN:
This:statement attests to the fact 
that Cass Gastellum, a graduate 
student in the U. of A. College of 
Nursing Program, has my permission ■ 
to conduct her nursing research in
our Coronary Care Unit

Asst. Administrator of 
Nursing Service

PEsvt
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