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ABSTRACT

This study was designed to ask the following questions: What

do clients know about the medications they take for rheumatoid arthri

tis? What personal factors are related to this knowledge? How do 

clients with arthritis perceive their knowledge of their medications?

The sample included 16 subjects aged 18 years or older who were 

able to speak and understand English, had a diagnosis of rheumatoid 

arthritis, and were taking at least one medication for arthritis at 

the time of the interview.

Data were collected using a researcher developed interview- 

questionnaire and were submitted for computer analysis. T-tests and 

correlation coefficients were the major statistics used for analysis.

The findings revealed low overall knowledge scores for the sub

jects. The greatest identified areas of weakness were those regarding 

knowledge of side effects, purposes, and directions for taking medica

tions. Subjects knew most about the names and the total number of their 

arthritis medications.

Significant relationships were not found between knowledge of 

medications and the variables of sex, age, race, education, total num

ber of medications taken, number of years with arthritis, or marital 

status. Overall, clients said they were satisfied with their level of 

knowledge about their medications.

ix



CHAPTER 1

INTRODUCTION

At this particular time in the history of health care delivery 

in the United States, increasing emphasis is being placed on health as 

a basic human right for every person* Included in this philosophy is 

the belief that every client involved in the health care system has the 

right to know about his care, to be involved in decisions that affect 

his health, and to actively participate in his own therapy and treat

ment. Such rights of the client are clearly emphasized in A Patient1s 

Bill of Rights, . a document developed and approved by the American 

Hospital Association in 1973. This document clearly spells out, in 

terms clients can understand, their right to know both the reasons for 

their treatments and the methods used for such treatments. The very use 

of the word "client11 implies active participation in the treatment plan 

as opposed to the passive observer implications of the term "patient" 

(Murray and Zentner 1975).

The nursing profession emphasizes wellness and works toward the 

goal of an optimum level of functioning for each human being. Upholding 

this philosophy, nurses have, along with physicians, assumed the major

ity of the responsibility for providing health knowledge to clients.

As early as 1937, the Curriculum Guide of the National League of Nursing 

Education stated that "the nurse is essentially a teacher and an agent



of health in whatever field she may be working" (National League of 

Nursing Education 1937, p, 42), Health teaching, then, can be viewed 

as both a basic nursing intervention and a major nursing responsibility. 

More such people are being cared for at home than ever before. 

Chronic illness, often viewed as this nation's number one health prob

lem, is on the increase and has its highest incidence in persons over 

the age of 65 years (Benson and McDevitt 1976), At the same time, 

rapid advances in medicine and technology have led to drastic increases 

in the numbers of older people. Some older persons with chronic ill

ness are institutionalized. They are the exception, however, as the 

majority of elderly persons live independently and only five out of 

every hundred are institutionalized (Lenhart 1976), Benson and McDevitt 

(1976) report that 85 percent of individuals 65 years of age and over 

living outside institutions have at least one chronic condition. Most 

of these persons are at home and many become the responsibility of 

community health nurses.

Arthritis, in its various forms, is probably the most crippling, 

disabling, painful, and widespread chronic disease in the United States, 

A nationwide study has shown that 10,3 percent of the population report 

having one of the major forms of arthritis, suggesting that at least 2 2  

million Americans suffer from the disease (National Center for Health 

Statistics 1969),

The impact of the cost of arthritis to the national economy is 

staggering. Estimates place the price tag for arthritis in 1975 at more 

than 13 billion dollars. Prescription drugs cost arthritic patients 

690 million dollars annually, while an additional 575 million dollars



is spent for non-prescript ion arthritis medications (Arthritis Founda

tion 1975)<,

The term "arthritis” means joint inflammation and includes a 

number of specific diseases. The two main types of arthritis are 

osteoarthritis, often called degenerative arthritis, and rheumatoid 

arthritis. Osteoarthritis is a progressive, degenerative process of 

the movable joints which is often associated with the normal aging 

process. Age at onset of osteoarthritis is usually over 40 years and 

occurs with equal frequency in both sexes (Rodnan 1973).

In contrast to osteoarthritis, rheumatoid arthritis is primarily 

an inflammatory disease of the synovium of the joints. It is a debili

tating and disfiguring chronic disease which ranks second only to heart 

disease in the production of total disability. Although the cause of 

rheumatoid arthritis remains unknown, recent theories link the disease 

to autoimmune reactions in which patients produce antibodies to their 

own tissues. A virus may be responsible for initiating the process 

(Rodnan 1973).

The onset of rheumatoid arthritis is most common in the fourth 

decade but may occur at any time from infandy to old age. It occurs 

three times more often in women than in men (Walike, Maromor and Upshaw 

1967).

The majority of patients with rheumatoid arthritis are treated 

on an outpatient basis and, as with any long term chronic disease, a 

primary requirement of care is regular medical re-evaluation. Since 

drug therapy is a cornerstone in the treatment of arthritis, a large 

portion of this re-evaluation is directed toward the medication regimen.



Community health nurses often care for arthritic patients at home and 

thereby become responsible for teaching about medications and evaluating 

the medication plan.

The preferred and most frequently used drug for the treatment of 

rheumatoid arthritis is aspirin or some other form of salicylate. These 

agents tend to suppress the inflammatory process as well as relieve pain 

and are often the only drugs needed by arthritic patients. The most 

common adverse reactions to salicylate therapy are tinnitus, gastro

intestinal bleeding, hyperpnea, and hearing loss. Propoxyphene hydro

chloride may be prescribed for its combined analgesic and . 

anti-inflammatory effects. Side effects from propoxyphene hydrochloride 

may be dizziness, rash, sedation, or gastro-intestinal disturbance.

The Phenylbutazones are drugs that are sometimes prescribed for 

rheumatoid arthritis that have a moderate to low anti-inflammatory ef

fect, They are usually used only briefly, about seven days although 

sometimes longer, because of frequent toxicity and side effects such as 

fatigue, anemia, nausea, edema, rash, hypertension, bone marrow suppres

sion, gastro-intestinal bleeding, fever, sore throat, and symptoms of 

blood dyscrasia.

Penicillamine was first used in the treatment of rheumatoid 

arthritis in 1960, and although it is part of the penicillin molecule, 

the drug does not act as an antibiotic and its mode of action is unknown. 

Penicillamine improves joint disease in about three-quarters of any pa

tient group. The drug also produces a wide range of side effects such 

as anorexia, nausea, vomiting, loss of taste, skin rashes, thrombocyto

penia, albuminuria, and nephrotic syndrome.



Indomethacin is often used to supplement salicylate therapy in 

the treatment of rheumatoid arthritis and is effective in about one- 

third of patients. Side effects include headaches, dizziness, nausea, 

anorexia, vomiting, diarrhea, gastro-intestinal bleeding, and tinnitus. 

Antimalarial drugs are often given for rheumatoid arthritis 

when a history of gastro-intestinal bleeding contraindicates other 

drugs, Beneficial effects from these drugs take three to six months 

since irreversible blindness may result from their use. Other possible 

side effects of antimalarial drug therapy include skin lesions, leuko

penia, gastro-intestinal symptoms, headaches, and dizziness.

Gold salts have moderate to high anti-inflammatory effects in 

arthritis treatment but are limited in use because of frequent side 

effects and undependable results, Side effects of gold therapy include 

dermatitis, stomatitis, hepatitis, colitis, hematuria, blood dyscrasias 

or nephritis. Frequent complete blood counts and urinalyses are required 

during treatment making therapy expensive and time consuming.

The use of immunosuppressive drugs in the treatment of rheumatoid 

arthritis is limited to patients who respond unsatisfactorily to con

ventional therapy. Side effects include gastro-intestinal disturbances, 

alopecia, and blood dyscrasias.

Systemic corticosteroids, which have a high anti-inflammatory 

effect, are used only with great caution in the treatment of arthritis 

and only when more conservative measures have proved ineffective or are 

contraindicated. Steroid therapy is sometimes used briefly until other 

therapy can begin. Minor side effects include moonface, acne vulgaris, 

hirsutism, fat deposition, weight gain, dyspepsia, or sleeplessness.



Major side effects of steroid therapy may be peptic ulcer9 osteoporosis, 

edema due to sodium and water retention, frank psychosis, ecchymosis, 

hypertension, muscle weakness, abdominal bleeding, kidney stones or 

glycosuria.

During the last few years, a number of new analgesic anti

inflammatory agents have been introduced for the treatment of arthritis. 

These drugs are chemically similar to aspirin with therapeutic effects 

similar to those of aspirin but with a greatly reduced incidence of 

side effects, particularly indigestion. Such drugs include the pro

pionic acids and the fenemates. Side effects from these drugs may 

include headaches, dizziness, nausea and skin rashes.

It becomes obvious from the above discussion that a carefully 

tailored drug treatment plan is essential for the client with rheumatoid 

arthritis, Mowat and Davies (1975) emphasize that an individually 

planned drug program and patient education are two essential components 

of any effective rheumatoid arthritis management program.

Patient education in regard to drug therapy can be viewed as an 

essential component of community health nursing practice since health 

teaching is one of the major acknowledged functions of the community 

health nurse, "Teaching sound health practices to patient and family 

was recognized early in its history as basic to all community health 

nursing" (Leahy, Cobb, and Jones 1972, p, 171), The Standards of Com

munity Health Nursing Practice issued by the American Nurses1 Associa

tion (1973) emphasizes the importance of teaching as essential for 

planning nursing care, "Teaching-learning principles are incorporated 

into the plan of care. Objectives for learning are stated in behavioral



terms; reinforcement is planned; readiness is considered, and the con

tent is at the learner's level" (American Nurses' Association 1973, 

unnumbered pages)» Etzwiler (1975, p. 582) writes that "effective 

care of chronic disease' and health maintenance cannot be carried out 

without the cooperation of an informed patient supported by an inter

ested and knowledgeable professional care group,"

Providing information about medications is just one of the im

portant aspects of the community health nurse's teaching task. The 

significance of this area of home health teaching cannot be overem

phasized when considering the high incidence of self-medication and 

the consequences that result from inaccurate knowledge of medications. 

This study is concerned with identifying clients' knowledge about the 

medications they are taking for rheumatoid arthritis.

Purpose of the Study 

The purpose of this study was to measure clients' knowledge 

about the prescription and non-prescription medications they were tak

ing for rheumatoid arthritis, to identify personal factors, which relate 

to this level of knowledge, and to identify clients' perceptions of 

their knowledge about their medications.

Statement of the Problem 

This study asked the following questions: What do clients

know about the prescription and non-prescription medications they are 

taking for rheumatoid arthritis? Is there a relationship between 

client knowledge of medications and the personal factors of age, sex, 

marital status, ethnic background, employment status, number of years



with arthritis9 living arrangements9 education, number of medications 

taken, or stated number of medical conditions? How do these clients 

perceive: (1 ) need for knowledge about medications, (2 ) sources of

knowledge about medications, (3) satisfaction with knowledge about 

medications, (4) major concerns about medications, and (5) overall 

level of knowledge about medications?

Significance of the Study

This investigation is relevant to nursing practice and signifi

cant to the nursing profession for a number of reasons„ Many persons 

take medications at home and many errors are made in the course of 

self-medication (Hecht 1970; Curtis 1961; Bergman and Werner 1963),

Over half the people taking medications at home do so incorrectly. 

Studies have shown that most people know very little about the medi

cines that they are taking (Marks and Clarke 1972; Leary, Vessella, and 

Ye aw 1971), Community health nurses are in a unique position to pro

vide such knowledge about medications to clients. In order to dis

seminate such information effectively, nurses need objective data 

about specific client needs in relation to their medication knowledge. 

This study has attempted to provide such data.

The numbers of clients being treated at home for chronic 

diseases such as rheumatoid arthritis will continue to increase. 

Community health nurses will increasingly be called upon to assist 

these people in meeting their needs for health information' and knowl

edge. To meet this challenge, nurses will need insight into the per

sonal and sociological aspects of the needs of people with chronic



illness who live at home. This study has attempted to provide such 

insights,

It is a generally accepted fact in the modern health care com

munity that there is a definite need for increased client health educa

tion. Nurses are prime candidates to deliver such information, yet 

there has never been a clear definition of the nurse's role in health 

teaching (Schweer and Dayani 1973). Nursing can work toward correction 

of this deficiency through objective evaluation of clients? perceptions 

of both their own information needs and of the nurse's role in meeting 

those needs„ This study attempts to provide such evaluation of client 

perceptions.

Conceptual Framework

The conceptual framework for this study has been taken from 

theories of learning, perception, and motivation. Figure 1 presents 

a diagrammatic representation of the conceptual framework.

The diagram in Figure 1 shows that knowledge of medications 

is viewed as one aspect of the total learning process. Perception and 

motivation are visualized as two of the most important individual dif

ference variables which influence this learning process. Perception 

and motivation are dynamically inter-related and constantly interact 

with each other.

Learning may be described as "the process by which changes are 

brought about in an individual's response to his environment" (Pohl 

1968, p. 6 ). Learning may also be thought of as a learner developing 

ways of attaining goals or satisfying motives (Leahy et al. 1972).
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Individual Differences

Perception 
(Readiness 
to learn)

inter- Motivation
related (“Satisfaction)

Learning Process

Knowledge of Medications

Figure 1«, Diagrammatic Representation of the Conceptual Framework
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Knowledge9 as defined by Bloom (19569 p. 62)9 involves the recall of 

universals and specifics9 or the psychological processes of remembering. 

Individual differences must be considered whenever learning 

takes place, Thorndike (I9 O6 9  p, 83) states that "the practical conse

quence of the fact of individual differences is that every general law 

of teaching has to be applied with consideration of the particular per

son in question,"

Tolman (1958) postulated that a variety of intervening variables 

exist between the complex stimulus situation and the learned response of 

an organism. The specific behavior of the organism can be described as 

determined by the interaction of independent variables which give rise 

to intervening variables9 whichg in turng determine the actual behavior. 

These independent variables9 according to Tolman9 are of two types, en

vironmental and individual difference variables. The individual differ

ence variables are described as age, heredity, previous training, and 

special conditions of endocrine, drug, or vitamin factors. These four 

sets of individual difference variables act upon each of the environ

mental variables to produce conditions in the organism which directly 

affect its behavior.

On the topic of patient learning, Pohl (1968) states that such 

learning will depend upon the nature of the patient's mental, physical, 

and emotional development and upon his past and present experiences,

"If we take into consideration the great variety of individual differ

ences among human beings and the multiplicity of factors in the environ

ment to which they are exposed, it becomes apparent that learning is



12
never exactly the same for any two persons, or indeed, for any one 

person on different occasions11 (Pohl 1968, p, 6 ) *

Motivation, either from within or without the individual, is 

essential for learning (McDonald 1965)„ Motivation can be defined as 

"that which impels one to move, whether such impulsion is conscious or 

unconscious" (Clayton 1965, p, 81). If an individual is not motivated, 

he will not expend the psychological energy necessary to learn and will 

avoid learning situations which might produce the desired changes 

(McDonald 1965), A distinction can be made between intrinsic and ex

trinsic motivation. Intrinsic motivation is that in which needs are 

satisfied by the learning itself. This type of motivation is the most 

effective and probably produces the most pervasive, efficient and per

manent learning. Extrinsic motivation, on the other hand, involves the 

utilization of secondary or intermediary incentives to carry the learn

ing. Extrinsic motivation is frequently necessary in learning situa

tions but is not as effective as the intrinsic type (Clayton 1965).

Pressey, Robinson, and Horrocks (1959, p. 355) wrote that 

"learning feeds on success" and that an individual, in order to be 

motivated to learn, must find the learning task to represent a meaning

ful contribution. In other words, learning takes place most effectively 

when the individual has a sense of satisfaction and when he feels the 

learning is his. The idea of satisfaction in learning is closely re

lated to the concept of motivation. "In order to maintain motivation 

and be truly self-directing, an individual must also receive satisfac

tion from learning" (Redman 1976, p. 90). The learning experiences 

must be within an individual's range of accomplishment as evidenced by
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his successfully reaching certain preset realistic goals (Leahy et al. 

1972)e Pohl (1968) points out that satisfaction in learning can also 

come as a result of reward from external factors, such as approval and 

encouragement from persons whose opinions are valued*

Perception relates to what is taken in through the senses and 

also refers to the process which occurs between sensing and thinking 

(Carter 1976), Frandsen (1961) views perception as an attachment of 

meaning to, an awareness of, or an interpretation of a stimulus, What 

an individual learns in any given situation will depend on his percep

tion of that situation. Such "individual differences in perception and 

unrecognized errors in perception constitute a serious problem in the 

process of learning" (Pohl 1968, p. 8 ), The individual’s biological 

needs and experiences are important factors that influence perception, 

as are intactness of the sense organs, direct suggestion, intelligence, 

surroundings, anxiety level, culture, and the influence of others, 

Perception also usually involves symbolic and emotional responses 

(Carter 1976).

An individual learns what he actually uses or what has rele

vance for him. "A learning task is most effective when it is within 

the awareness of the learner’s own needs as he perceives them" (Pressey 

et al. 1959, p. 339). Clayton (1965) emphasized that incentives that 

either satisfy needs or are perceived as satisfying needs will be the 

most influential in directing learning and behavior.

Learning takes place most effectively when an individual is 

ready, both physically and mentally, to learn. Pressey et al. (1959, 

p. 195) defined readiness as "a physical and mental capacity to learn



14

that is accompanied by the wish and the skills and proper background to 

do so." All learning must begin with readiness. If readiness is not 

present, then learning proceeds only with great inefficiency if it 

proceeds at all (Pressey et al. 1959). Sorenson (1954, p. 405) states 

that "when a person feels ready to act or to learn, he acts or learns 

more effectively and with greater satisfaction than when not ready," 

Clayton (1965) points out that the frequent prescription for teaching 

which recommends that teaching begin at the learner's level is derived 

from the readiness principle of learning. Redman (1976) emphasizes 

that readiness to learn includes both motivation and experiential 

readiness.

The above theories indicate that learning and knowledge are 

highly individual and unique for each human being. The amount and type 

of knowledge that a person will have in regard to any topic at a par

ticular point in time will be the result of multiple, varied, and highly 

individualized past and present learning situations and experiences.

Such individual differences in learning attainment are largely deter

mined by variations among persons in motivation for learning, satisfac

tion from learning experiences, perceptions of various aspects of the 

learning situation, and readiness to learn.

This study measured client knowledge of medications taken for 

rheumatoid arthritis and.attempted to identify some of the personal and 

sociological factors related to this knowledge in terms of individual 

differences. In addition, this study explored client perceptions in 

regard to their knowledge about their medications.
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Definition of Terms 

The following definitions were used for this study:

1, Clients with rheumatoid arthritis— persons who had "rheumatoid 

arthritis" in their written medical diagnosis or who said they 

were being treated for "rheumatoid arthritis,"

2, Level of knowledge-specific information or facts which clients 

could express about their medications,

3o Personal factors--refer to the individual difference variables 

of age, sex, marital status, ethnic background, employment 

status, number of years with rheumatoid arthritis, living ar

rangements, education, number of medications taken, and stated 

number of medical conditions.

4. Clients' perceptions--any feelings, opinions, or attitudes 

expressed by the interviewed clients.

Basic Assumptions 

For the purpose of this study the following two general assump

tions were made:

1. Knowledge can be measured.

2. It is desirable for clients to have knowledge about their 

medications.



CHAPTER 2

SELECTED REVIEW OF THE LITERATURE

This chapter contains a selected review of the literature in 

four areas: (1 ) client knowledge of medications, (2 ) knowledge and

errors in self-medication, (3) teaching about medications, and (4) 

medications and clients with arthritis»

Literature on Client Knowledge of Medications 

Leary et al. (1971) conducted a study in six New England hos

pitals to investigate the level of knowledge that patients possessed 

regarding medications administered at home» Two hundred and sixty- 

seven persons, both inpatients and outpatients, were interviewed con

cerning their knowledge of life-sustaining medications they were 

currently taking, or in the recent past had taken at home. Three 

categories of knowledge were formulated: "least informed", "less

informed", and "informed". In this sample group, 49.2 percent of the 

subjects, nearly half, were in the "least informed" category. Eighty- 

three point five percent of the subjects scored in the "least" or "less 

informed" categories combined. Patients in this study scored poorly in 

all areas of information with the greatest deficiencies existing in the 

knowledge of purposes and side effects of their medications. Patients 

in the sample who had a family member present at the time they were 

taught about medications were found to be significantly more informed

16
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than those who did not have a family member present „ This finding has 

implications for community health nurses and teaching about medications 

in the home, "Family involvement seems to provide a realistic impetus 

to patient learning. . (Leary et al. 1971, p. 1194).

The Leary et al. (1971) study also found that knowledge about 

medications was not associated with sex, marital status, occupation, 

educational level, number of medications being taken, perception as to 

severity of illness, occurrence of side effects, length of time the \ 

patient had been taking his medication, or the professional identity of 

the person who had taught him about his medication. Knowledge was found 

to be associated with age in that as age increased, knowledge increased. 

Likewise, knowledge was found to be associated with employment status in 

that patients who were currently employed had significantly higher levels ' 

of knowledge than those who were unemployed. A relationship existed be

tween knowledge and previous exposure to illness in that those who had 

heard about their illnesses before being placed on a medication regimen 

were significantly more informed than were those patients who had not 

heard about their illnesses. The investigators of this study stated that 

"the simple fact that such a lack of knowledge can be observed among such 

a large group of patients suggests that teaching about medications is 

currently insufficient to meet patient needs" (Leary et al. 1971, p. 1194).

Marks and Clarke (1972) conducted a study of 60 patients in one 

hospital to investigate their knowledge of drugs, how their information 

was gained and the patients' attitudes toward the information. In gen

eral, the study showed that patients had little information about the 

drugs they were taking, especially in terms of being aware of possible
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dangers and side-effects„ Nineteen of the 60 patients incorrectly 

stated the frequency with which they took at least one of their drugs,

Linehan (1966) interviewed 450 patients at the time of hospital 

discharge to identify what they felt they needed to know before going 

home. Seventeen categories of knowledge needs were established on the 

basis of volumes of questions asked by patients. Medications were given 

a rank of eight on the list of things patients felt they needed to know 

before being discharged from the hospital.

Dodge (1969) conducted a study of 116 medical-surgical patients 

with both long and short term illnesses in one general hospital. The 

patients were interviewed regarding the kinds of information they them

selves felt they should be given and the relative importance they at

tributed to receiving various kinds of information. Importance for 

community health nursing lies in the finding that long-term patients, 

both medical and surgical, placed more emphasis on knowledge regarding 

their medications and asked more questions regarding their roles in 

their own care than did short-term patients.

Shimko (1966) reported on the initial phase of an ongoing study 

by the College of Pharmacy at the State University of Iowa. This study 

attempted to determine how much patients who had prescriptions filled in 

a hospital outpatient department knew about the medications they took 

home with them. Pharmacists interviewed 50 patients and asked if they 

knew why they were taking the medication and whether they were taking . 

additional medications at home. These interviews were conducted after 

patients had been seen by both a doctor and a pharmacist and immediately 

prior to their leaving the hospital. The majority of the 35 patients
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whose interviews produced usable data had been provided with labeled 

drugs9 and most knew the names of the drugs and why they were taking 

them. Most physicians had explained how the medication was to be taken. 

Importance for nursing lies in the finding that although 20 of the 35 

patients had received instructions from the pharmacist, 33 out of the 

35 had received no instructions from the nurses in the clinics.

Literature on Knowledge and Errors 
in Self-Medication

Numerous studies have been conducted in the general areas of 

non-compliance with medication regimens and errors in self-medication. 

This review will be directed toward those studies specifically concerned 

with the relationship between knowledge about medications and self- 

medication errors.

A study conducted by Schwartz et al. (1962) is enlightening in 

terms of knowledge about medications and medication errors. The investi

gators classified medication errors into five types: omission, self-

medication, incorrect dosage, improper timing or sequence, and inaccurate 

knowledge. Omission was found to be the most common error and inaccurate 

knowledge was the second most common error. "Lack of knowledge in itself 

is not an error, but a patient who does not have at least rudimentary 

understanding of why he is taking a medication is assumed to be far more 

likely to commit errors" (Hecht 1970, p. 31). This is an excellent point 

for all nurses to remember, especially those who are responsible for 

medication supervision in homes.

Curtis (1961) conducted a study to determine the incidence of 

medication errors among patients who take their own drugs at home and
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the degree of knowledge these patients had regarding the purposes of 

their medications„ Twenty-six home-care patients were interviewed in 

their residences. It was found that 16 out of the 26 patients were tak

ing at least one medicine inaccurately. Of 90 prescribed medications 

being taken by the 26 patients9 27 were being taken inaccurately. All 

of the patients who were on a regimen calling for five to six medica

tions per day made at least one error consistently. Only 12 of the 26 

patients interviewed in this study had a reasonably accurate idea of 

the purposes for all their medications. Six of the ten patients who 

made no mistakes,with their medications were aware of the purpose for 

each medication. This is important for community health nurses because 

patients who knew what action their medications had "seemed to feel that 

because they knew the rationale behind their medical regimen, they were 

working in cooperation with the physician toward recovery" (Curtis 1961, 

p, 291), Curtis (1961) also noted that patients most comfortable with 

and confident of their medical regimens were those who had posted 

schedules,

Neely and Patrick (1968) conducted a study to identify types of 

medication errors patients made at home. The sample consisted of 236 

patients 60 years of age and over who were under private medical care 

and lived at home, Findings showed that although 41 percent of the 

respondents made no medication errors, 59 percent made a total of 80 

errors. One-half of all these errors were errors of omission where a 

respondent omitted taking at least one dose of medication daily. 

Thirty-four percent of errors were classified as errors of inaccurate 

knowledge. Knowledge errors were counted both when the respondents had
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no idea of why they were taking a prescribed medication and when they 

had incorrect information about the purpose of their medication.

Benedict (1974) conducted a study to determine relationships 

among knowledge, understanding and compliance of 30 ambulatory patients 

on oral anticoagulant medication at home. Findings indicated that the 

more accurate the knowledge a patient had regarding side effects of his 

anticoagulant therapy, the more his behavior reflected an understanding 

of this knowledge. Benedict (1974) found a discrepancy in the pill 

count of ten out of 27 patients who claimed to take accurate doses of 

Warfarin and concluded that "this finding indicates additional need to 

give patients critical information about the need to take their medica

tion on a regular basis" (Benedict 1974, p. 117).

Ellig's (1960) study included 80 families with children 12 years 

of age and under who were being treated for rheumatic fever in a pedi

atric cardiac clinic. It was found that mothers who had a "fair" to 

"good" understanding of the action of penicillin in the treatment of 

rheumatic fever had a high participation rate as measured by regular 

clinic visits of their children (70 percent), while those mothers who 

had a "poor" understanding of penicillin rated low on clinic participa

tion (27 percent). Such relationships between understanding of medica

tion and participation in health care activities are important for 

community health nurses who are responsible for coordinating medications 

and activities of patients at home.

Bergman and Werner (1963) followed 59 children for whom a ten 

day course of penicillin by mouth was prescribed. The children were 

divided into three groups and were visited at home three, six, and nine
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days after being seen in a clinic. Through interviews it was ascertained 

that 80 percent of the families had an adequate understanding of the 

diagnosis that the doctor made and knew why the child was being treated 

with penicillin. Also, 90 percent of the 59 families knew that the pre

scribed medicine was penicillin, and 95 percent were familiar with 

proper directions for giving the drug. By counts of remaining tablets 

or liquid, it was determined that 56 percent of the patients had stopped 

taking the penicillin by the third day, 71 percent by the sixth day, and 

85 percent by the ninth day after treatment had begun. No relationship 

was found between knowledge and understanding of penicillin and proper 

compliance with its administration.

A study by Watkins et ale (1967) was conducted with 60 diabetic 

patients from two metabolic clinics to determine the relationships among 

knowledge, management, and control of the disease. Interviews and ob

servations were carried out at home. The knowledge protocol tested 

general knowledge of the disease with emphasis on "knowing why." It 

was found that those who had some general information about diabetes 

managed better in terms of insulin administration and dosage, urine 

testing, meals and foot care. The correlation coefficient of overall 

knowledge with overall management was found to be significant at the .01 

level.

Findings similar to those determined by Watkins et al. (1967) 

were ascertained through a study by Williams et al. (1967). Two hundred 

and eleven adult diabetic patients who took insulin were interviewed in 

four different settings to measure knowledge about diabetes and to ob

tain information about social and psychological characteristics of the
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sample population. This study found a positive correlation between 

patient knowledge and performance, in that the more patients knew about 

the disease the better they carried out recommended therapy at home.

Literature on Teaching about Medications 

Malahy (1966) studied the role of nurse teaching in reducing 

patient medication error at home. Using a sample of 40 patients, the 

effects of drug labeling and nurse teaching on patient error were ex

plored, It was found that 90 percent of the patients in the sample 

erred and that neither teaching nor labeling made any difference in 

patient errors, The study did show that patients who knew the purpose 

for the medication made approximately ten percent fewer errors than 

patients who did not, In regard to the findings of this study, Malahy 

(1966, p, 283) stated, "It is probably not that teaching does not help 

reduce errors, but that teaching in this study was not effective."

Hecht (1974) studied 47 adult patients with tuberculosis and 

found that a large improvement in the accuracy with which patients took 

their medications occurred with increased amounts of nurse teaching.

This teaching by nurses included giving the patients information about 

their drugs, reinforcing already existing knowledge, answering questions, 

and correcting any misinformation. Based on a pill count, serious errors 

were reduced from 53 percent in the control group to 17 percent of the 

patients in the group which received the most intensive nurse teaching.

A study of 75 hospitalized patients was conducted by Cole and 

Emmanuel (1971) to determine the relationship between pharmacist teach

ing about medications at time of discharge and patient compliance with



the drug regimen at home» Patients were divided equally into three 

groups * The first group received pharmacist medication consultation 

at the time of hospital discharge, the second group received no phar

macist medication consultation, and the third group received pharmacist 

medication consultation and in addition were taught how to self- 

administer medications prior to hospital discharge. It was found that 

76 percent of the 25 patients who received no consultation prior to 

discharge deviated significantly from their prescribed drug regimen at 

home. Overall, 90 percent of the patients who had received pharmacist 

discharge drug consultation showed no deviation from prescribed drug 

regimens at home, These patients also had fewer medication problems 

than those who were not provided consultation service prior to discharge. 

Of the two groups of patients who received consultation, eight percent 

of the patients who received pharmacist discharge consultation deviated 

from their prescribed drug regimens, while only 12 percent of the pa

tients who were also taught to self-administer their medications while 

in the hospital deviated from their regimen after discharge. Seventy- 

six percent of the patients who did not receive consultation showed 

signs of deviation from prescribed drug regimens,

Rosenberg (1971) reported on a study conducted with 50 patients 

with congestive heart failure, An initial inventory of patient knowledge 

and practices regarding medications, diet, diagnosis, activities of daily 

living was conducted. This inventory was then measured against pre

determined set standards of desirable knowledge, The resultant deficit 

of knowledge was then "ordered” by the physician, termed the "Education

al Prescription," and made a part of the chart, The physician not only
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ordered the information he wanted the patient to have, but also ordered 

prime responsibility to the discipline he thought should do the teach

ing . In addition, all disciplines had the responsibility for reinforc

ing the information. At completion of the study, overall medication 

knowledge for the 50 patients had increased by almost 30 percent. Sig

nificant for the community health nurse is the knowledge that patient 

deficits of information can be objectively determined and that conscious 

efforts to correct such deficits can make a measurable difference. It 

goes without saying that nurses need not wait for an "educational pre

scription" from a physician before teaching patients about their medi- 

cations I

Literature on Medications and Clients 
with Arthritis

Wiener (1975) used a grounded theory approach to study patients 

with rheumatoid arthritis. Twenty-one arthritic patients, both in

patients and outpatients, were interviewed to examine disease conditions 

which produce variable uncertainty in lives of victims of rheumatoid 

arthritis and to analyze strategies arthritics develop in order to 

tolerate this uncertainty. Data collected in this study suggested that 

to tolerate the uncertainty of their condition, arthritics are constant

ly in a state of balancing limited options; of weighing one option 

against another especially in regard to their strict drug regimen. It 

was found that patients with arthritis frequently were not told what 

was in their injections and they did not ask. For them, the balancing 

was weighted in favor of relief at any cost. The clients in this study 

had a varying degree of knowledge about specificity of possible drug
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side effects, although exact data were not presented. The study found 

that usually the specific realization of a side effect only followed an 

actual occurrence, and even then, direct causation was not always fully 

comprehended. Some persons, when warned of the potency of their drug, 

purposely did not ask for specifics. This study was very significant 

for nurses in that it emphasized the uniqueness of patients who had 

rheumatoid arthritis, especially in terms of their attitudes toward and 

reactions to their drug therapy,

Geertsen, Gray and Ward (1973) noted that long-range treatment 

programs presented some special problems relative to patient compliance 

and that some patients with rheumatoid arthritis were more compliant 

than others. They consequently designed a study to explore this problem. 

One hundred twenty-three patients over 18 years of age with a diagnosis 

of rheumatoid arthritis were interviewed to determine the relationships 

between certain perceived factors and patient compliance. Patient com

pliance was defined as following the doctor's instructions with respect 

to taking medications and going to the clinic. Level of compliance was 

determined by physician rating of patients. Significant relationships 

were found between being kept waiting and compliance and expressing ir

ritation over being kept waiting and compliance. Thirty-one percent of 

arthritic patients who said that they usually waited over 60 minutes to 

see the doctor were full compilers. Sixty-one percent of those patients 

who perceived the doctor to be personal were full compilers as opposed 

to only 35 percent of those who felt that the relationship with the 

physician was more businesslike. Thirty-seven percent of arthritic 

patients who felt that the crippling effects of arthritis were
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inevitable or that treatment would be unsuccessful were full compilers 

in contrast to 61 percent of those who had greater faith in their 

treatment program,, In general, this study indicated that the patient's 

perception of factors encountered within the context of seeking medical 

help was associated with patient non-compliance. This study indicated 

that among clients with rheumatoid arthritis, a personal rather than 

businesslike relationship appeared to bring better results in compliance, 

a finding which community health nurses can utilize in their dealings 

with these patients.

Summary of Literature Review 

A review of the literature showed that many errors are made by 

clients who take medications at home and that insufficient knowledge or 

a lack of knowledge can be an important contributing factor to this 

error. It is well documented that the majority of clients know very 

little about the medications they take, and that few have received any 

information from nurses. Clients expressed a need to know more about 

the medications that they take.' There is some evidence that teaching 

about medications, either by nurses or other health care professionals, 

may help to reduce the incidence of client medication error. Patients 

with rheumatoid arthritis have special problems and needs in relations 

to their medications. Patients' perceptions of their condition and of 

the entire health care system significantly influence their knowledge 

of and attitude toward their medication regimen.



CHAPTER 3

METHODOLOGY

This chapter describes the design of the study9 the sample and 

setting, data collection, and the development and scoring of the mea

surement instrument»

Design of the Study

This was a descriptive study designed to: (1) measure clients'

knowledge of prescription and non-prescription medications that they 

take for rheumatoid arthritis, (2) identify personal factors which re

late to this level of knowledge, and (3) identify clients' perceptions 

of their knowledge about their medications.

To determine the level of knowledge clients had about medica

tions, subjects in this study were interviewed and asked to answer 

specific questions about all of the prescription and non-prescription 

rheumatoid arthritis drugs that they were taking at the time of the 

interview.

Clients were also asked to answer questions pertaining to select

ed personal and sociological factors. These data were correlated with 

the calculated level of knowledge to determine what relationships, if 

any, existed between such factors and the measured knowledge level.

Questions were asked to elicit clients' perceptions regarding 

their need for knowledge about their medications, their satisfaction

28
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with their knowledge about their medications, and their major concerns 

about their medications.

This study was approved by The University of Arizona Committee 

for Research on Human Subjects„ Permission to conduct the study was 

obtained from the Director of Nursing Services of the local health 

department,

The Sample and Setting 

The setting for this study was a city in the Southwest United 

States with a population of approximately 350,000, The sample for this 

study consisted of 16 persons with the diagnosis of rheumatoid arthritis 

who were: (1) over the age of 18, (2) able to speak and understand

English, (3) willing to participate in the study, and (4) taking, at 

the time of the interview, at least one medication, either prescription 

or non-prescription, for the treatment of rheumatoid arthritis. The 

Home Health Services Division of the local health department, which 

generally serves approximately 100 persons in need of home health care, 

was contacted for a sample population. The researcher was provided with 

the charts of all the clients from this service who had a diagnosis of 

rheumatoid arthritis. Twenty charts were obtained and reviewed by the 

researcher to determine client eligibility for participation in the 

study. One client was disqualified since she had participated in the 

pre-test of the measurement instrument, The remaining charts provided 

the names of 19 Home Health clients who met the study criteria. In ad

dition, the charts mentioned two relatives of clients, one spouse and 

one sibling, who met the criteria for inclusion in the study sample.



Data Collection 

Each of the 21 individuals who, through 'chart review by the 

researcher, was found to meet the study criteria, was contacted by 

telephone and asked to participate in the study. Two clients could not 

be located, either by telephone or at home, Three clients refused to 

participate. Subsequently, interviews were scheduled with the remaining 

16 clients in their homes.

At the time of the home interviews, the purpose of the study was 

explained to the clients and written permission obtained (see Appendix 

A), Clients were assured that the information would be confidential and 

that no names would be used. The participants were instructed that they 

were free to refuse to answer any questions and or withdraw from the 

study at any time. They were given the opportunity to ask questions 

concerning the study after completion of the interview and to request 

a summary of the study results.

Data for this study were collected during September, 1977.

Development and Scoring of 
the Measurement Instrument

The instrument used to collect data for this study was a four

part interview questionnaire developed by the investigator (Appendix B).

Part One of the questionnaire was designed to obtain personal

data from each client participant. These data included birthdate, sex,

marital status, ethnicity, current employment status, number of years

with arthritis, living arrangements, education, number of medications

taken, and the stated number of medical conditions being treated at the
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time of the interview» These data were collected to measure possible 

relationships between them and clients' knowledge of medications taken 

for rheumatoid arthritis.

Part Two of the questionnaire was designed to measure clients' 

level of knowledge about their arthritis medications. Questions were 

based on knowledge pertinent to name, purpose, dosage, timing, side 

effects, and directions for use of medications, since nursing and medi

cal literature emphasized such knowledge to be essential for a safe and 

effective therapeutic program (Leary et al. 1971). In addition, ques

tions were asked to determine client knowledge of the number of medica

tions being taken as well as knowledge of the habit forming properties 

of the medications.

Part Three of the questionnaire was designed to ascertain 

clients' perceptions of their knowledge about their arthritis medica

tions. Open-ended questions were asked to determine: (1) client sources

of information about medications, (2) client satisfaction with their 

knowledge about their medications, (3) expressed client needs for knowl

edge about their medications, (4) client feelings about community health 

nurse teaching about medications, (5) client concerns about their medi

cations, and (6) client feelings about responsibility for their knowing 

about their medications.

Part Four of the questionnaire was designed to determine correct 

information about the medications being taken by clients for their 

arthritis at the time of the interview. Following the initial three 

parts of the interview, the clients were asked to show the containers 

of all 'prescription and non-prescription medications that they were



taking at that time for rheumatoid arthritis. Information from the 

labels was recorded, including name, dosage, timing, directions, and 

date of prescription. These data were used to ascertain correct answers 

for Questions One, Two, Four, Five, and Eight of Part Two of the ques

tionnaire, Clients were also asked to name any medications that they 

were receiving outside of the home at a doctor's office, hospital, or 

clinic. Although these data were necessary in order to calculate cor

rect and incorrect responses to the knowledge questions, they were col

lected at the end of the interview so as to provide a smooth flow of 

information.

Correct information regarding side effects, purposes, habit 

formation, and possible directions were prepared on separate index 

cards on the basis of major categories of drugs used in the treatment 

of rheumatoid arthritis (Appendix C), These categories included: 

Salicylates, Acetaminophen, Narcotics, Propoxyphrene hydrochloride.

Gold, Penicillamine, Proprionic acids, Fenemates, Lidocaine, Adreno- 

corticosteroids, Antimalarials, Immunosuppressives, Indomethacin. 

Caffeine, Pyrazolon Analgesic Derivatives, and Barbiturates, Although 

drugs in the Narcotics, Caffeine, and Barbiturates categories are rare

ly used alone to treat rheumatoid arthritis, they are frequently found 

in combination with the more popular medications, such as Acetaminophen 

and Salicylates, This fact made it essential that these categories be 

included in the study. Only the major documented side effects and pur

poses for each drug category were listed on the cards. Additional major 

information about each drug category was included on the cards to make 

them complete and thereby possibly useful in areas outside of this study.
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The information on these cards was taken from recognized pharmacolog

ical and medical references thereby giving them content validity.

Side effects and purposes were accepted for each category when they 

were mentioned in three different references„ The information on the 

cards was additionally validated by the registered pharmacist who 

served as consultant for this study.

Question One of Part Two was designed to determine client 

knowledge of the number of medications they were taking for their 

arthritis, A response was considered correct when the number given 

matched the number identified in Part Four of the questionnaire.

Question Two of Part Two was designed to test client knowledge 

of the names of their medications. A response was considered correct 

when the medication named matched one of those identified in Part Four 

of the questionnaire.

Question Three of Part Two was designed to test client knowledge 

of the habit forming properties of their medications, A response was 

considered correct when the medication was correctly identified as being 

in either an "addictive" or "non-addictive" category as stated on the 

prepared cards.

Question Four of Part Two was designed to test client knowledge 

of dosages of their medications. A response was considered correct if 

the number of tablets, pills, or capsules named matched the number 

identified in Part Four of the questionnaire.

Question Five of Part Two was designed to determine client 

knowledge of timing of their medications. A response was considered
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correct when the times given corresponded with those identified in 

Part Four of the questionnaire.

Question Six of Part Two was designed to determine client 

knowledge of the purposes of their medications, A response to this 

question was considered correct when it matched one of the major pur

poses given on the category card.

Question Seven of Part Two was designed to determine client 

knowledge of side effects for their medications, A response to this 

question was considered correct when it matched one of the major side 

effects given on the prepared medication category cards. The inabil

ity to name a side effect of a medication was considered to be an in

correct response.

Question Eight of Part Two was designed to determine client 

knowledge of special directions for their medications, A response 

was considered correct when the directions given by the client matched 

those identified from the labels in Part Four of the questionnaire or 

when they matched any special directions given on the prepared medica

tion category cards. The inability to name a special direction for 

taking a medication was considered to be an incorrect response,

In the event that any medication named contained more than one 

drug9 correct responses for questions relating to habit formation, pur

pose, side effects, or special directions were determined by comparison 

of the client response with the multiple categories into which the 

medication fell.

The following method was used for scoring the instrument:
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1 <, The total number of medications actually being taken by each 

client for rheumatoid arthritis was calculated from Part IV of the 

questionnaire»

20 Responses to each of the eight knowledge questions were deter

mined to be either correct or incorrect„ Criteria used for determining 

correct responses have already been presented (see pp. 31-34). Any re

sponse was considered incorrect when: (a) the information given by the

client was in error as determined by the prepared criteria, or (b) the 

client gave no response to the question or said "I don't know." When a 

client failed to name a medication that had been identified in Part IV 

as one actually being taken for rheumatoid arthritis, an incorrect re

sponse was counted for each of the eight medication questions» The low

est possible response score for each knowledge question was 0, indicating 

no knowledgee The highest possible overall response score differed from 

client to client and was determined by the actual number of medications 

the client was taking for rheumatoid arthritis„ The highest possible 

response score for a question was obtained when the number of responses 

for that question corresponded with the total number of medications ac

tually being taken. This scoring of correct or incorrect responses for 

each knowledge question and comparison with total number of actual medi

cations was done by the computer.

3. The total correct responses for each knowledge question were 

used by the computer to determine an overall correct answer for that 

question. A correct answer for each knowledge question was based bn 

the client's ability to answer that question for each of the medica

tions he was actually taking for rheumatoid arthritis. A question was
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considered totally correct only when the number of correct responses 

given for that question corresponded with the total number of medica

tions actually being taken.

4. Total scores were calculated for each client by the computer 

on the basis of the number of knowledge questions answered correctly.

A correct answer signified that the client correctly answered that 

question about all of his arthritis medications. The lowest possible 

total knowledge score for each client was 09 while the highest possible 

score was 8.

This measurement instrument was pre-tested with two clients 

with rheumatoid arthritis. Based on the results of those pre-tests, 

minor changes were made in the wording of some of the questions. The 

entire instrument was evaluated by a registered pharmacist who acted as 

consultant for the study.

Limitations

The limitations of this study included the following:

1. Random selection was not utilized in obtaining the sample 

population.

2. The sample population was small, consisting of 16 clients.

3. The measurement instrument was not tested for reliability and 

validity.

4. Knowledge was ascertained only for medications being taken at 

the time of the interviews.



CHAPTER 4

PRESENTATION AND ANALYSIS OF DATA

This study asked the questions: What do clients know about the

prescription and non-prescription medications that they take for 

rheumatoid arthritis? Is there a relationship between client knowledge 

of medications and certain personal factors? How do clients perceive 

(a) their need for knowledge about their medications, (b) their 

sources of knowledge about their medications, (c) their satisfaction 

with their knowledge about medications, and (d) their major concerns 

about their medications? In this chapter the findings and statistical 

analyses of the data are presented.

Characteristics of the Sample: Findings
Related to Personal Factors

The findings are based on a sample of 16 subjects who met pre

selected criteria; they were 18 years of age or older, able to speak 

and understand English, had a diagnosis of rheumatoid arthritis, and 

were taking at least one prescription or non-prescription medication 

for arthritis at the time of the interview. The participants were se

lected from the Home Health Services records of the local county 

health department.

The data gathered from Part One of the questionnaire were coded 

and submitted to the computer for analysis. Analysis included the

37
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frequency distribution, mean, standard deviation, and the standard 

error of measurement for each personal variable.

The ages of the sample population were 34, 49, 50, 51, 66, 68, 

70, 71, 72, 74, 76, 78, 79, 80, 81, and 88. The mean age was 67.9 

years.
/

Table 1 represents sex and marital status characteristics of 

the sample. Twelve of the subjects are female and four are male.

Seven subjects are married, one divorced, six widowed and two have 

never been married.

The ethnic background of the subjects showed little variabil

ity; one subject was black and 15 were white. The sample showed no 

variability in terms of employment status since all 16 subjects were . 

unemployed. Table 2 presents these data.

Table 1. Distribution of Subjects with Rheumatoid Arthritis 
by Marital Status and Sex

Sex
Females Males Totals

Marital status No. % No. 7= No. 7»
Married 4 25.0 3 18.8 7 43.8

Divorced 1 6.2 0 0 1 6.2

Widowed 5 31.3 1 6.2 6 37.5

Never married 2 12.5 0 0 2 12.5

Total 12 75.0 4 25.0 16 100.0
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Table 2„ Distribution of Subjects with Rheumatoid Arthritis 
by Ethnic Background and Employment Status

Ethnic Background
Black White Totals

Employment No. 7, No. % No. 7c

Not employed 1 6.2 15 93.8 16 100.0

Employed 0 0 0 0 0 0

Total 1 6.2 15 93.8 16 100.0

Table 3 presents data pertinent to the number of years subjects 

have had rheumatoid arthritis. Eight participants have had arthritis 

from one to 15 years,while six have had the disease from 16 to 30 

years, and two from 31 to 60 years. The average length of time that 

the subjects have had rheumatoid arthritis is 18.2 years.

Fifteen of the subjects lived with their family and one lived 

alone. Two of the subjects had between zero and six years of education, 

nine had between seven and 12 years, while five had between 13 and 15 

years of schooling. Fifty-six percent of the subjects had seven to 

12 years of schooling. The mean number of years of education was 

10.5 years. See Table 4.

The total number of medications currently, being taken by sub

jects for all conditions ranged from one to 16, with an average number 

of 6.8 medications. The average number of total medications taken 

regularly was seven and the average number of medications taken only 

occasionally was 2.8. See Table 5.
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Table 3. Distribution of Subjects by Number of Years 
They Have Had Rheumatoid Arthritis

Number of Years
1-15 16-30 31-60 Total

Number of subjects 8 6 2 16

Percent 50.0 37.6 12.4 100.0

X = 18.2

Table 4. Distribution of Subjects with Rheumatoid Arthritis 
by Years of Education and Living Arrangements

i • *

Years of Education
1

Living 0-•6 7-12 13-15 Totals
Arrangements No.. 7= No. % No. % No. %

Alone 0 0.0 1 6.2 1 6.2 2 12.4

With family 2 12.4 8 50.3 4 24.9 14 87.6

Total 2 12.4 9 56.5 5 31.1 16 100.0

X = 10.5
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Table 5. Distribution of Medications Being Taken Regularly 
and Occasionally by Individual Subjects for All 
Medical Conditions, Including Rheumatoid Arthritis

Subject ID 
Number

Medications Taken
Regular 
No.

Occasional 
No.

Total
No.

1 14 0 14

2 14 1 15

3 4 1 5

. 4 8 0 8

5 1 0 1

6 6 0 6

7 8 0 8

8 4 0 4

9 5 0 5

10 2 0 2

11 13 0 13

12 3 0 3

13 14 2 16

14 2 0 2

15 4 1 5

16 6 0 6

X = 7 X ±, 2.8 X = 6.8



Table 6 shows that the stated number of medical conditions 

being treated at the time of the interview ranged from two to five, 

with an average number of 2,8 conditions named for each subject,

Findings Related to Knowledge of Medications 

Part Two of the interview questionnaire measured client knowl

edge of medications taken for rheumatoid arthritis,

To provide the basis for determining correct responses for 

knowledge questions one through eight, the actual number of medica

tions currently taken for rheumatoid arthritis was determined from 

Part Four of the questionnaire. This information was copied from 

clients' medication containers at the conclusion of the interviews,

Table 7 shows that the actual number of medications being taken by 

subjects for rheumatoid arthritis ranged from one to five, ' Five of 

the subjects were taking one medication for arthritis, six were taking 

two, four were taking three, and one subject was taking five medications. 

The average number of medications actually being taken for rheumatoid 

arthritis was 2,1 per subject,

Medications named by clients as being taken for arthritis fell 

into nine of the 16 prepared drug categories. The distribution of the 

medications into these categories was as follows: Salicylates, ten

responses; Acetaminophen, four responses; Propoxyphene hydrochloride, 

six responses; Gold, one response, Proprionic Acids, three responses; 

Adrenocorticosteroids, four responses; Narcotic Analgesics, four 

responses; and Pyrazolon Analgesic Derivatives, one response.

Salicylates and Propoxyphene hydrochloride were the most frequently
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Table 6. Distribution of Subjects by Stated Number of 
Medical Conditions Being Treated Including 
Rheumatoid Arthritis

Number of Medical Conditions
One Two Three Four Five Total

Number 2 5 5 2 2 16

Percent 12.5 31.3 31.3 12.5 12.5 100.0

XI II N> 00

Table 7. Distribution of Subjects by Actual Number of 
Medications Being Taken for Rheumatoid Arthritis

. Number of Actual Medications
One Two Three Four Five Total

Number 5 6 4 0 1 16

Percent 31.3 37.5 25.0 , 0 6.3 100.0

X = 2,1
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named medication categories» A breakdown of specific medications 

named by clients as being taken for rheumatoid arthritis at the time 

of tHe interviews is presented on each medication category card 

(Appendix C) „

Data regarding knowledge of medications were coded for the 

computer on the basis of the number of correct responses given by each 

client to each of the eight knowledge questions. These correct re

sponses were determined through prior scoring by the investigator. 

Analysis consisted of a comparison of the number of correct responses 

to each question with the actual number of medications being taken by 

each client. If these two numbers were the same, the answer to the 

question was calculated as being overall correct. If the numbers were 

not the same, the overall answer was calculated to be incorrect.

Total knowledge scores for each subject were then computed on the 

basis of the number of overall correct answers to the eight knowledge 

questions.

Question One of the knowledge portion of the questionnaire re

lated to client knowledge of the number of medications being taken for 

rheumatoid arthritis at the time of the interview. Table 8 presents 

the number and percent of subjects who correctly identified the number 

of drugs they were taking for arthritis. Ten subjects (62 percent) 

were correct while six (37 percent) were incorrect.

Question Two determined subject knowledge of the names of 

names of their arthritis medications. Table 9 shows that eleven sub

jects (69 percent) correctly named all of their medications while five 

subjects (31 percent) gave incorrect responses to the question.
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Table 8, Number and Percent of Subjects with Rheumatoid Arthritis 
who Correctly Identified the Number of Medications Taken

Correct Incorrect Total

Number 10 6 16

Percent 62.5 37.5 100.0

Table 9» Number and Percent of Subjects who Correctly 
Named All of Their Arthritis Medications '

Correct Incorrect Total

Number 11

Percent 69.0

5

31.0

16

100.0
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Question Three tested client knowledge of the habit forming 

properties of their arthritis medications» Six clients (38 percent) 

correctly identified whether or not' their medications were habit form

ing. Ten clients (62 percent) gave incorrect responses to this ques

tion. See Table 10.

Question Four was concerned with client knowledge of dosage 

of their arthritis medications. Table 11 shows that nine subjects 

(56 percent) correctly identified the dosages of all their medications 

while seven (44 percent) did not.

Table 10. Number and Percent of Subjects who Correctly Identified 
the Habit Forming Properties of All Their Arthritis 
Medications

Correct Incorrect Total

Number 6 10 16

Percent 37.5 62.5 100.0

Table 11. Number and Percent of Subjects who Correctly Identified 
Dosages of All of Their Arthritis Medications

Correct Incorrect Total

Number 9 7 16

Percent 56.3 43.8 100.0

V
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Question Five tested client knowledge of timing for their 
arthritis medications„ Nine subjects (56 percent) correctly identified 
timing for all their medications while seven subjects (44 percent) 
scored incorrectly. See Table 12,

Question Six was designed to determine client knowledge of the 

purposes for their arthritis medications. Table 13 shows that six 

subjects (38 percent) correctly identified the purposes of all their 
medications and ten subjects gave incorrect responses,

Table 12, Number and Percent of Subjects who Correctly Identified 
Timing for All of Their Arthritis Medications

Correct Incorrect Total

Number 9 7 16

Percent 56.3 43.8 100.0

Table 13, Number and Percent of Subjects who Correctly'learned™ the 
Purposes of All of Their Arthritis Medications

Correct Incorrect Total

Number 6 10 16
Percent 37,5 62,5 100,0
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Question Seven determined client knowledge about side effects 

of their arthritis medications. The data presented in Table 14 show 

that three subjects (19 percent) correctly named a side effect for all 
their medications while 13 (81 percent) did so incorrectly.

Question Eight tested client knowledge of special directions 

regarding their arthritis medications. Only one subject (6 percent) 
gave correct responses when questioned about directions for taking all 
arthritis medications. Fifteen subjects (94 percent) gave incorrect 
responses to this question. See Table 15,

Table 14, Number and Percent of Subjects who Correctly Named 
Side Effects for All of Their Arthritis Medications

Correct Incorrect Total

Number 3 13 16
Percent 18.8 81.3 100.0

Table 15. Number and 
Directions

Percent of Subjects who Correctly Named 
for Taking All of Their Arthritis Medications

Correct Incorrect Total

Number 1 15 16
Percent 6.2 93.8 100.0



49
Total knowledge scores for each subject were computed on the 

basis of the number of correct answers to the eight questions in Part II 
of the questionnaire» Four of the subjects (25 percent) answered five 
of the eight questions correctly; three of the subjects (18,8 percent) 
answered four questions correctly; two subjects (12,5 percent) answered 
two questions correctly; two subjects (12,5 percent) answered three 

questions correctly; one subject (6,3 percent) answered six questions 

correctly; one subject (6,3 percent) answered seven questions correctly; 
and three subjects (18,8 percent) answered none of the eight questions 
correctly. No subject answered all eight questions correctly.

Analysis of the scores on each question in the knowledge test 
showed that the subjects had the highest scores related to the areas 
of number and names of medications. Lowest scores were in the areas 

of directions, purposes and side effects. None of the subjects gave 

correct responses in all eight areas of medication knowledge while three 
subjects gave incorrect responses in all eight areas. The average num
ber of knowledge questions answered correctly by each subject was 3,4 

out of eight.

Findings Related to Relationships between Personal 
Factors and Total Knowledge Scores

Analysis of the data indicated that the personal variables of 

ethnicity, employment status, and living arrangements lacked sufficient 
variability in the small sample to allow correlation with total knowl
edge scores (see Tables 2 and 4),
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The ,01 level of probability was adopted iii judging the sig

nificance of findings for all tests in this study in order to reduce 
the possibility of chance findings from a small sample.

Two-tailed T-tests using 14 degrees of freedom were employed to 

determine whether significant differences existed between means of total 
knowledge scores and the variables of sex and marital status, Due to 
the small sample size, marital status was divided into "Married" and 
"Not Married" categories to allow sufficient variability to conduct 

analysis. Table 16 shows that no difference was seen at the ,01 level 
of significance between male and female participants in regard to their 
total knowledge scores. Likewise, Table 17 indicates that no significant 

difference was shown at the ,01 level between married and unmarried sub
jects and their total knowledge scores.

Table 16, Differences between Means of Total Knowledge 
Scores on Basis of Sex

Total Knowledge Scores T- „ 2-Tailed
Sex No, of Cases Mean Value Probability

Female 12 3,58
,46 ,65.6

Male 4 3,00
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Table 17, Differences between Means of Total Knowledge 

Scores on Basis of Marital Status

Marital Total Knowledge Scores T- 2-Tailed
Status No. of Cases Mean Value Probability

Not Married 
Married

9 3.33 
7 3.57

-.21 .835

The Pearson product moment correlation was the method used to 
explore the relationships between total knowledge scores and the vari
ables of age, number of years with arthritis, education," total medica
tions taken, and number of medical conditions being treated* Table 18 
presents a summary of these correlations. No significant relationships 

were shown for any of these variables with total knowledge scores at 

the .01 level of significance. Education showed a trend toward a posi
tive correlation with knowledge, at a significance level of .07. Total 
number of medications showed a trend toward a negative correlation at 

a significance level of .08. Although not significant within the .01 
level demanded of this study, these two variables showed a possible 
trend toward a relationship with total knowledge scores.

Findings Related to Clients' Perceptions 
of Their Knowledge of Medications

Question One of Part Three of the questionnaire asked clients 

who had given them special directions about any of their medications. 
Subjects were instructed that more than one person could be named.
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Table 18. Pearson Correlation Coefficients and Levels of 

Significance between Total Knowledge Scores 
and Personal Factors

Variable Pearson r Significant R

Education 00CO .07

Total Medications -.36 .08

Total Medical Conditions -.32 .11
Years with Arthritis .29 .13

Age -.24 H 00

Fourteen subjects named the doctor as the only person giving them 

special directions, one subject named both doctor and a hospital nurse, 
and one subject said noone had ever-given her any special directions 
about medications.

Question Two queried clients concerning who they asked when they 

needed information about medications. Subjects mentioned the doctor 

15 times, a pharmacist once, a friend once, and a community health and 

hospital nurse once each.
Question Three asked clients if they were satisfied with what 

they knew about their arthritis medications. If response to Question 

Three was negative. Question Four gave subjects a chance to say what 
it was they would like to know. Ten subjects said that they were 
satisfied. Four subjects said they were not satisfied with what they 
knew about their arthritis medications. One response was ambiguous 

since the subject stated emphatically that she was satisfied with what
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she knew but felt there were still things she needed to know about her 

medications» Four subjects said they wanted to know more about the 
side effects of their medications; two mentioned purposes, two men
tioned effectiveness; one subject named length of treatment,

Question Five was asked to determine if clients felt like any
one had talked to them about their medications, and, if yes, to iden
tify who that person(s) was» Eight subjects said that noone had talked 

to them about medications while eight subjects identified information 

sources. The doctor was mentioned seven times, a friend once, a phar
macist once, and a community health nurse was mentioned twice.

Question Six was designed to have clients rate the amount they 
felt they had been taught about their arthritis medications. They were 
asked to do this on a scale of 0 to 10, with 0 being absolutely nothing 
and 10 being absolutely everything. Two subjects said they could not 

answer this question. Five subjects gave a rating of ten on the scale 
while two subjects gave a rating of zero. One subject rated three, one 
rated four, four rated five, and one rated seven. The average rating 
given by the subjects who responded to this question was 6.0.

Question Seven was designed to determine what things clients 
felt the information-giver, if any, usually discussed with them about 
their medications. Six subjects said ’’nothing" and ten subjects re

sponded with information. Name of medication and effectiveness were 

mentioned once each as information given to subjects, purpose was men

tioned five times, side effects were mentioned twice, and directions 

for taking medications was mentioned three times. One subject said 
"I don’t know."
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Question Eight was asked to determine clients’ perceptions of 

what community health nurses could do to most help people at home with 

their medications. Five subjects responded that they felt there was 
nothing a community health nurse could do to help, while one subject 
said "I don’t know.” One subject said that community health nurses 

should help to keep medicines within people’s reach at home and one 
participant felt that community health nurses should help people cor
rect problems with caps on medicine containers. Eight subjects said 
that community health nurses should give people information about their 
medications. Specifically mentioned under information giving by com
munity health nurses were directions for taking medications, dosages, 

benefits, and what to expect from different medications.

Question Nine was meant to determine what clients felt they 
had learned about their medications from reading, television, or radio. 
Concerning reading as a source of information about medications, two 
subjects stated that they had learned nothing about medicines by this 
method, while 14 subjects said they had learned something about their 
medications from literature. Six subjects said they had learned a 

’’large” amount, six subjects said they had learned a "small" amount, 

while two subjects said they had learned a "moderate” amount about 

their medications from reading. Eleven subjects said they had learned 
something about their medications from television while five subjects 
said that they had not. Six of these said that they had learned only 
a "small" amount, two had learned a "large" amount, and three subjects 
had learned a "moderate" amount about their medications from television. 
Fourteen subjects said they had learned nothing about their medications



from listening to the radio, while two said they had learned something 

from this media. One subject had learned a "moderate" amount from 
radio and one subject had learned a "large” amount. It is obvious that 
subjects in this study felt they had learned the most about their medi~ 
cations through their own reading.

Question Ten was asked to determine clients' perceptions of 

their biggest worry about their medications. Seven subjects said they 
had no worries at all. Three admitted to being concerned about side 

effects of medications. Two subjects were concerned about cost; two 
said they were afraid of "running out of their medicines;" two feared 

a "loss of effectiveness" of their medications. Over half of the sub
jects (9) expressed concerns about their arthritis medications.

Question Eleven was asked to determine whom clients perceived 
as being responsible for seeing that they knew what they should about 

their medicines. Two subjects said that the patient should be totally 
responsible. Two subjects mentioned a nurse but only in addition to a 
physician. Fourteen subjects said that it was the doctor's responsi

bility to tell clients what they needed to know about their medications. 
Question Twelve was asked to determine the kinds of caps, easy- 

open or safety, that clients had on their medication bottles, if. they 
ever had trouble with them, and, if so, what they usually did about it. 
Seven subjects had only safety caps on their medications, five had 
easy-open caps, while four subjects had both types. Twelve subjects 
said that they had trouble getting their medicine caps off and four 
subjects said they did not, . Two subjects said that they complained at 
the pharmacy and insisted on easy-open caps. Five subjects said that
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they had someone else remove the caps for them. One subject stated 
that he cut the caps off with a knife. Two subjects said that they 
just kept trying until they got the lids off. One subject reminded 
the doctor and pharmacist about caps, while one subject changed medi

cine containers on her own. Twelve subjects stated that once they got 
the containers open, they left the caps loose to facilitate getting at 

the pills. The results of this question show that medicine container 
caps are definitely a problem for the majority of subjects' in this 
study and that many of them deal with this by simply leaving the caps 
loose or changing medicine containers.

Summary of Findings
The findings of this study were7categorized in the following 

areas: characteristics of the sample in terms of personal factors,
knowledge of medications, relationships between personal factors and 
knowledge, and clients’ perceptions of their knowledge of medications. 
The findings from this study showed that the subjects scored low in 
terms of total overall knowledge of their medications. Analysis of 
scores bn each knowledge question showed that subjects scored highest 
on questions related to number and names of medications and scored low

est in the areas of directions, purposes and side effects.

Using a significance level of .01, the findings of this study 
showed no significant relationship between knowledge of medications and 

the variables of age, marital status, education, number of years with 
arthritis, total medications taken, or number of medical conditions 
being treated. Findings did indicate, however, that possible trends 
might exist toward a positive relationship between knowledge of
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medications and the variable of education, in that as education in

creases, knowledge of medications increases; and a negative relation
ship between knowledge of medications and the variable of total number 
of medications taken, in that as the total number of medications taken 
increases, knowledge of medications decreases»

In general, clients perceived doctors as the primary persons to 
give them directions and information about their medications and as the 

persons they would ask when needing such information. Subjects were, 
in general, satisfied with what they knew about their medications,
Five of the subjects (31 percent) felt that there was nothing a com

munity health nurse could do to help people at home with their medica
tions, Eight of the subjects (50 percent) felt that community health 
nurses could give people information about their medications, Nine of 
the subjects (56 percent) worried about their arthritis medications. 

Fourteen of the subjects (87 percent) said that it was the physician's 
responsibility to tell clients what they needed to know about their 

medications,
The data as presented represent the major findings of the study. 

Chapter 5 will present a discussion of findings, conclusions and 
recommendations,



CHAPTER 5

DISCUSSION OF FINDINGS, CONCLUSIONS,
AND RECOMMENDATIONS

' The purpose of this study was to measure clients* knowledge
about the prescription and non-prescription medications they were 

taking for rheumatoid arthritis, to identify personal factors which 
relate to this level of knowledge, and to identify clients* percep

tions of their knowledge about their medications, This chapter will 
discuss the findings of the study, present conclusions, and submit 
recommendations„

Characteristics of the Sample:
Personal Factors

The sample population for this study consisted of 16 persons 
with rheumatoid arthritis* The fact that 14 of these subjects were 

female and only four were males ,was not surprising since it has been 
documented that rheumatoid arthritis occurs three times more frequently 
in women than men (Walike et al» 1967)* All subjects, as determined by 
the study criteria, spoke and understood English, a criterion which 
aided the researcher but limited the sample, The average age of the 
sample population was 67*9 years, with 77 percent of the subjects being 
over the age of 50 years. Fifteen subjects were white and one was 
black* None of the subjects were employed outside of their homes.



Forty-four percent of the sample were married while 56 percent were 
unmarriede Fifteen of the study subjects lived with their families and 
only one lived alone. Subjects were found to have had rheumatoid 
arthritis an average of 18,2 years each. The average number of years 
of education for the sample population was 10,5, Subjects were taking 
an average of 6,8 medications each for all medical conditions and were 

being treated for an average of three medical conditions each. All 
subjects, by nature of the sample selection, were, at the time of the 
interviews, either directly receiving visits from a community health 

nurse or exposed to such visits through another family member. This 
fact should be kept in mind as the findings of this study are explored 
and discussed.

Knowledge of Medications
This study found that subjects scored low in terms of total 

knowledge about their medications, a finding consistent with what was 

found in the literature in studies by Leary et al, (1971) and Marks and 
Clarke (1972), Subjects in this study scored highest in the areas of 
knowledge related to the number and names of medications and lowest in
the areas of purposes, directions, and side effects. Similar deficient

/

cies were found in studies by Leary et al, (1971) and Marks and Clarke 
(1972),

Patients with rheumatoid arthritis in this sample differed 

little in terms of knowledge about their medications from patients with 

other medical conditions that have been tested in other studies. All 
subjects in this sample had a chronic illness and had been under
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medical care for a long time, an average of 18 years each. Subjects 
also had an average of 10,5 years of education. The fact that so many 
of these reasonably well educated people, who had been exposed to the 

health care system for an extended period of time, knew so little 
about their treatment is important for all health care professionals. 

This finding should be of special interest to community health nurses 
since they are often, through home visits, the health professionals who 
have the most frequent contacts with patients.

This study looked only at medications clients were taking for 
arthritis at the time of the interviews. No effort was made to deter

mine the length of time clients had been taking each of their medica
tions, a factor that might well be related to their knowledge, although 
Leary et al, (1971) found that no such association exists. Expanding 

this study to include measurement of knowledge about both past and 
present medications taken for arthritis, as well as the length of time 
each medication has been taken, could provide useful information.

_ All subjects in this sample were, at the time of the interviews, 
either directly receiving visits from a community health nurse or ex
posed to such visits through another family member. The fact that these 

subjects scored low regarding knowledge about their medications is of 

special significance to community health nursing, which has always 
placed a special emphasis on health education and maintenance. The 
following questions arise from the findings:

1. What priority do community health nurses give to teaching 
clients about medications?



61

2 0 How do community health nurses perceive clients' knowledge of 

medications?
3„ How much do community health nurses know about arthritis 

medications?
4# How much time do community health nurses have to spend teach

ing clients?
5» Who do community health nurses perceive as being responsible 

for seeing that clients know what they should about their medications?
The subjects in this study scored highest in their knowledge of 

the number and names of their arthritis medications, a finding not sur
prising since this information is in constant evidence through labels 
on medication containers and is included in routine discussions about 
medications, Even though the highest scores were in these areas of 

knowledge, many clients still did not know this basic information 
about their medications„ Six subjects (37,5 percent) did not know the 
number of medications they were taking for arthritis, while five sub

jects (31 percent) could not even name their medications. The next 
highest knowledge scores occurred in the areas of dosage and timing of 
medications with seven subjects (43 percent) giving incorrect responses 
in each of these categories„ If knowledge given by subjects in this 
study was any reflection of their behavior, then nearly half of them 
were taking incorrect dosages of medications or dosages of medication 
at the incorrect time. Such inaccuracies should be of interest to com

munity health nurses in terms of routine evaluation of clients at home. 
Symptoms and problems might well arise that are due to improper treat
ment of a medical condition through inaccurate dosage and timing of
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medications» Frequent9 complete, and careful re-evaluations of 

clients' medication schedules would appear to be a necessity for health 
professionals when caring for people at home.

Clients in this study ranked low in terms of knowledge of the 

purposes and habit forming properties of their arthritis medications. 
Ten subjects (62,5 percent) gave incorrect responses in each of these 
areas of knowledge. Scoring on the question regarding habit-forming 
properties of medications may have led to misleading results in this 
area of knowledge. It was noted that when clients did not know if a 
medication was habit-forming, they said "none". Since the majority 
of drug categories did not have habit-forming properties, chances were 
that the client's response was recorded as correct in scoring when in 
fact the subject did not know this information. Knowledge scores in 
this area of medications, then, were not a true reflection of what 

these subjects knew about the habit-forming properties of their medica
tions, In reality, they knew much less. Re-evaluation and further 
testing of this question would appear to be indicated.

Extremely low knowledge scores were recorded in the area of 

side effects of medications, with 13 incorrect responses (81 percent), 
and in the area concerning directions for taking medications, with 15 

incorrect responses (93 percent). These areas of knowledge should be 
a primary focus for health care professionals concerned with teaching 
clients about medications.



63
Relationships between Personal Factors 

and Total Knowledge
The Leary et al» study (1971) showed that knowledge about 

medications was associated with employment status in that patients who 
were currently employed had significantly higher levels of knowledge 

than those who were unemployed. This study, although collecting the 

data, could not explore this relationship since the entire sample 
population was unemployed. Similarly, a relationship between living 
arrangements and knowledge could not be explored since only two of the 
subjects lived alone. Ethnic background could not be evaluated in 
terms of knowledge, as only one subject was non-white. Age in this 
study was not found to be associated with knowledge, although Leary 
et al, (1971) found this relationship to be significant in that as 
age increased, knowledge increased. This study may have failed to 
detect an association due to the small sample size and consequent lack 

of variability in age distribution. In this study, knowledge of medi
cations was not found to be associated with sex, marital status, edu
cational level, or number of medications being taken. In addition, 
this study showed no significant relationship between knowledge of 
medications and the number of medical conditions being treated or be
tween knowledge and the number of years a subject had rheumatoid 
arthritis. This study did, however, give evidence of a possible trend 

toward a positive relationship between knowledge of medications and 

educational level, with a r=,07 , and a similar trend toward a negative 
relationship with total number of medications being taken, with a r=,08. 

Further investigations to test for such relationships would be useful.
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Clients1 Perceptions of Their Knowledge 

about Medications

Subjects in this study overwhelmingly named the physician as 

the person giving them special directions about their medications and 
the person they asked when they needed information about medications. 
The following facts seem to be significant for nurses: (1) only one
hospital nurse was named as a giver of special directions about medi
cations, and then, only in addition to a physician, (2) no.community 

health nurses were named as givers of special directions, (3) all of 

the subjects were exposed to community health nurses, (4) only two 
subjects mentioned asking nurses, one hospital nurse and one community 

health nurse, when they needed information about medications„
Ten of the 16 subjects said that they were satisfied with what 

they knew about their arthritis medications, significant in terms of 
the overall low knowledge scores» It is suspected that the responses 
to the question were not a true reflection of the clients' satisfaction 

with knowledge but a subjective attempt to please the interviewer who 
was viewed as part of the "system<," It is suggested that this ques

tion was not an adequate test of patient satisfaction and that a more 
objective measurement of satisfaction might show more meaningful and 

useful results„
Eight subjects, half the sample, stated that noone had talked 

to them about their medications, a surprising finding in light of the 
fact that all clients named someone who had given them directions, 
mostly physicians. Apparently, clients' definitions of "being talked 

to" differ from their ideas of being given directions or information.



An appreciation of such a difference could be well utilized by com
munity health nurses in planning methods of delivering information 
and facts about medications <,

When asked to rate information givers on a scale of one to ten 

in terms of amount taught about medications* subjects gave an average 
rating of 6*0. The fact that five subjects gave a rating of ten seems 
surprising in terms of the number of clients that had previously said 
noone had talked" to them about their medications. The interpretation 
of this ambiguity might well lie in the fact that the information- 
giver for-most of these subjects was the physician* and the majority 
of subjects* throughout the interviews, seemed- to guard against saying 
anything too negative about their doctors.

When questioned about what community health nurses could do 

to most help people at home with their medications, it was significant 
that six subjects felt there was nothing they could do. Eight sub

jects said the community health nurses should give clients information. 
It is important to note that included in the areas named for the 

nurses to give information were directions for taking, what to expect, 
and dosages, all areas of low scores on the knowledge test.

Knowing that most clients in this study have obtained a large 

amount of knowledge from their own reading can assist community health 

nurses to appreciate people's ability to learn on their own when pro
vided resource materials appropriate to their individual needs. For 
community health nurses that feel that lack of time is a factor which 
prevents teaching patients about medications, perhaps appropriate pre
pared reading materials could serve a useful purpose.
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It seems highly significant that subjects in this study named 

the physician as being the person who should be responsible for seeing 
that clients know what they should about their medication. In the last 
few years, it seems that nurses, caught up in the consumer movement and 
anxious to be patient advocates, are encouraging people to be respon

sible for their own health care and to take the initiative in meeting 
their own health and knowledge needs. This approach seems to be ef
fective when the consumer is as aggressive as the nurse in pursuing 
these goals and when the consumer also views the responsibility for 
learning as his own. The danger with this approach seems to lie in the 
possibility that the nurse provides little more than encouragement in 

the belief that the client "wants to do it on his own" when in reality 

the client is waiting for the nurse to "give me what I need," The end . 
result, of course, is that there is an "information gap" and the client 
gets little or no constructive information,. In this study, only two 
clients felt that the patient should be responsible for learning about 
his medications while 14 subjects felt the responsibility belonged to 
the physician. These data point out to the community health nurse the 

importance of considering each client individually!in terms of readi

ness to learn and ability to assume responsibility for learning.
The data regarding medicine container lids were not surprising 

in terms of patients having difficulties, What was most significant 
for community health nurses were the ways in which patients dealt with 
the problem. Most patients in the study had the caps loose on their 

containers to facilitate getting to the pills, and most were surprised 

to learn that doctors and pharmacists could aid them with the problem
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if they spoke up. Most were also surprised to learn that medications 
could lose potency and effectiveness when stored incorrectly.

Approximately one hour was spent by the researcher after each 

interview talking to clients and answering questions about arthritis 

and medications. It seemed that their major concern, aside from 
arthritis cures, was not with information, medications, teaching, or 
treatments. Rather, most clients expressed the desire to have someone 
from the health care system simply take the time to talk to them as 
useful and interesting human beings. Many expressed concerns that 
focused not on their physical disabilities and limitations, but on 
their inability to find meaningful ways to contribute to society men

tally and spiritually. Many expressed anger and hostility toward "the 
system" because of an apparent lack of time, concern, or ability of 
care-givers to meet their individual needs for emotional and mental 

growth and for making meaningful contributions to society.

Conclusions
From the data presented in the preceding pages, the following 

conclusions are derived:
1, This study showed that patients are being taught very little 

about their medications by any health professional,

2, Data from this study indicate that the subjects interviewed 
knew little about the medications they were taking for rheumatoid 

arthritis,
3, The data indicate that subjects in this study knew the most 

about the names and number of medications they were taking for rheumatoid
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arthritis and the least about purposes, directions, and side effects 
of those medications«,

4. There were no significant relationships between total knowledge 
of medications and the personal factors of sex, age, marital status, 
education, number of years with arthritis, total medications taken, or 
number of medical conditions being treated.

5. In general, subjects in this study were satisfied with what 

they knew about their arthritis medications, and perceived the 

physician as the person who gave them directions about their medica
tions and to whom they go when they need information about medications.

6. In general, subjects felt that the physician should be respon
sible for seeing that clients know what they should about their 
arthritis medications.

7. Eight persons in this study felt that community health nurses 

could help people at home by giving them information about their med
ications, and five persons felt that there was nothing community - 
health nurses could do to help people at home with their medications.

Re commendations 
The researcher recommends:

1. Expand the study to measure knowledge of all medications taken 
for rheumatoid arthritis, past and present.

2c Test for the validity and reliability of the measurement tool 
used in this study.

3. Designing a study to measure and ascertain community health 

nurses1 attitudes toward teaching clients about medications and 
community health nurses' knowledge of arthritis medications.



4„ implementation of a teaching program for community health 
nurses to stress the importance of patient education and teaching.



CHAPTER 6

SUMMARY

This was a descriptive study to measure clients’ knowledge of 

prescription and non-prescription medications that they take for 
rheumatoid arthritis* to identify personal factors which relate to 
this level of knowledge* and to identify clients’ perceptions of 
knowledge about their medications.

The conceptual framework for this study was taken from theories 
of learning* perception* and motivation. Knowledge of medications was 

viewed as one aspect of the total learning process* with perception and 

motivation being visualized as two of the most important individual 
difference variables which influence this process. Perception and moti

vation were considered to be dynamically interrelated and constantly 
interacting with each other*

The study sample consisted of 16 persons with the diagnosis of 
rheumatoid arthritis who were: (1) over the age of 18* (2) able to

speak and understand English* and (3) taking at the time of the inter
view* at least one prescription or non-prescription drug for the treat
ment of rheumatoid arthritis. To ascertain the level of knowledge 

clients had about their medications* subjects in this study were inter
viewed and asked to answer specific questions about all of the prescript 
tion and non-prescription drugs that they were taking at the time of 
the interview for rheumatoid arthritis* Subjects were also asked to
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answer questions pertaining to the following selected personal and 

sociological factors: age* sex* ethnic background* marital status*
living arrangements* number of years with rheumatoid arthritis* educa

tion* employment status* total number of medication taken* and total 
number of medical conditions being treated. These data were correlated 
with the calculated total level of knowledge results to determine if 
relationships existed between such factors and measured knowledge. A 
set of questions was also asked to elicit clients' perceptions regard

ing their need for knowledge about their medications* their satisfac

tion with their knowledge about their medications* and their major 

concerns about their medications.
T-tests and Pearson correlation coefficients were chosen for 

data analysis to explore the relationship between total knowledge of 
medications and the various personal variables. Insufficient data 
variability precluded correlation between knowledge and the factors 
of ethnic background* living arrangements* or employment status. No 
significant relationships were determined between total knowledge and 

any of the personal variables at the .01 level. Possible trends toward 
relationships between knowledge and education and knowledge and total 
number of medications taken were identified.

Analysis of knowledge scores showed that* in general* the sub
jects knew little about the medications they were taking for rheumatoid 
arthritis. Eight areas of medication knowledge were explored: (1)
Names* (2) Number of Medications* (3) Purpose* (4) Habit-Forming Prop
erties* (5) Timing* (6) Dosage* (7) Side Effects* and (8) Directions. 
None of the subjects gave correct responses in all eight areas of
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medication knowledge while three subjects gave incorrect responses in 
all eight areas. The average number of questions answered correctly 
by each subject was 3,4 out of eight. Subjects had the highest scores 
in the areas of number and names of medications, while the lowest 
scores occurred in the areas of directions, purposes, and side effects, 

Clients in this study perceived the physician as the person who 

gave them directions about their medications and to whom they go when 
needing information about medications. Nurses were mentioned infre

quently, In general, subjects were satisfied with what they knew 
about their arthritis medications. The majority of subjects felt that 
the physician should be responsible for seeing that patients know what 
they should about their arthritis medications. Over half the subjects 

stated that they had worries about their medications. Eight persons in 
this study felt that community health nurses could help people at home 

by giving them information about their medications.
Recommendations for further study include: (1) expanding the

study to measure knowledge of all medications taken for arthritis, past 
and present, (2) testing for the validity and reliability of the mea

surement tool, and (3) designing a study to measure and ascertain com
munity health nurses' attitudes toward teaching clients .about 
medications and community health nurses' knowledge of arthritis medica
tions, and (4) implementing a teaching program for community health 

nurses to stress the importance of patient education and teaching.



APPENDIX A

CLIENT CONSENT FORM

I, Carol Bohn3 am a registered nurse and am conducting a study 
which deals with people's knowledge of their medicines. The main pur
pose of this study is to determine what persons who have rheumatoid 
arthritis know about the medicines that they take at home and what 
these persons feel could be done by nurses to help them with their 
medication problems <,

Your participation in this study is voluntary9 and will re
quire about 30 minutes of your time in your home. You will be asked 
to answer about 30 questions about yourself, your medicines, and your 
feelings about your medicines. After reading this letter you may 
choose to participate or you may refuse. Even if you choose to par
ticipate you may still omit the answer to any question you do not wish 
to answer.

All the information you give will remain confidential and will 
be handled only by the investigator. The questionnaires will be num
bered for identification and your name will not be recorded on them. 
Your name will not appear in any reports of the study. Data analysis 
will be carried out on coded data by a computer.

The data will be used only for the stated purpose of the study, 
and may be published in any professional book or journal. The individ
uals responsible for your health care will not have access to your 
responses, nor will your responses be used to endanger the jobs of any 
of these individuals. You are free to withdraw from this study at any 
time.

If you decide not to participate in this study, it will not 
change your? relationship with any doctor or nurse, nor will it affect 
the quality of your treatment or care in any way. The results of the 
study will be made available to you by the investigator upon request.

One of the benefits of this study will be to help nurses and 
other health professionals understand what people know about the medi
cines that they take at home and what these persons feel can be done 
to help them with problems related to their medicines.
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If you understand what is involved and you consent to partic

ipate in this study, please sign in the space provided below.
The nature, demands, risks, and benefits of the project have 

been explained to me and I understand what my participation involves. 
Furthermore, I understand that I am free to ask questions and with
draw from the project at any time without affecting my relationship 
with any institution or person*

Client1s Signature _______________________  Date

I have explained the nature of the above project to the subject. 
I certify that to the best of my knowledge the subject signing this con
sent form understands the nature, demands, risks, and benefits of par
ticipation in this study.

Investigator1s Signature Date



APPENDIX B

CLIENT DATA COLLECTION FORM

Date:______________
Client No,:________

PART I— PERSONAL AND SOCIOLOGICAL FACTORS

1, Birthdate:______________
2, Sex:____________________
3, Marital Status: S____ M____ D____ W___
4, Ethnic or Cultural Group: B1, W.   Mex, Am,_  Ind.
5, Currently employed? Yes No___
6, Number of years with arthritis: ____________
7, Living arrangements: Alone____ With family____ Other___ _
8, Education: Years completed: 0-6____  7-9___  10-11____ 12

College: 1______2____ 3 4___   Graduate Degree____
9* Total number of all medications<, prescription and non-prescription, 

being taken at present time for any condition

a. How many of these are taken regularly? ______
b. How many of these are taken only occasionally?

10, What conditions do you take these medicines for?

a,______   b.  . c,_____________
d,   e, ' f.
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PART II— LEVEL OF KNOWLEDGE OF ARTHRITIS MEDICATIONS

1, How many medicines, prescription and non-prescription, are you 
presently taking for your arthritis ? Please include any that you 
receive at a hospital, clinic, or doctor's office,

(Scoring: No, correct = ________ )
2, Can you name the medicines, prescription, that you are now taking 

for your arthritis ? Please include any that you receive at a hos~
pital. clinic, or doctor's office.

A. B. C.

D,_____________  E,___ ____________ F,

(Scoring: No, correct =  )
3, Which of the above medicines, if any, do you consider to be habit 

forming?
A. B. C.
D. E. F.

(Scoring: No. correct = )

4. Can you tell me how much of each of these medicines you 
supposed to take every day? (No. of tablets, pills, or

A. B. C.

are
capsules).

D. E. F. -

(Scoring: No. correct = )

5. Can you tell me how often you are supposed to take each 
medicines that you; mentioned above?
A. B. C.

of the

D. E. F.

(Scoring: No. correct = )



77
PART II--LEVEL OF KNOWLEDGE (continued)
6. What does each of these drugs do to help your'arthritis?

A,_______________  B,____________ C.______________
d ,_______________  e ,____________ ;__ F.

(Scoring: No. correct =  )
7. Can you name any special side effects or signs or symptoms you 

should look for or expect while taking each of the above men
tioned medicines?

A.___________   B._______ ______ C. ________________
' D.______________^ __ E._______________ F. _________

(Scoring: No. correct =______
8. Can you tell me any special directions you are supposed to follow 

when taking each of the medicines mentioned above?

A._______________  B._______________  C. ________
D. E._______________  F._______________

(Scoring: No. correct =  )

PART III- -CLIENT PERCEPTIONS OF KNOWLEDGE OF MEDICATIONS
1. If special directions were given to you about any of your 

medications, who gave these to you?

2. When you need information about your medicines, whom do you ask?

3. Are you satisfied with what you know about your arthritis 
medications? Yes , No___

4. If no, What else do you think you need to know about them?
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PART III— 'CLIENT PERCEPTIONS (continued)

5* Has anyone talked to you about. your medicines? Yes   No____
If yes, who?_________________________ _________________

6» On a scale of 0 to 10, with 0 being absolutely nothing and 10 being
absolutely everything, how much would you say this person has
taught you about your arthritis medicines? Give a number_________

7. What kinds of things does this person usually talk about in regard
to your medicines?

8» What do you think community health nurses could do to most help 
people at home with their medicines?

9» What information have you gotten about your medications from 
reading? television? radio?

10, What is your biggest worry about your medicines?

11, Who do you think should be responsible for seeing that you know 
what you should about your medicines?

12, What kinds of caps are on your medicine containers? 
Do you ever have trouble with them?

What do you do about i t ? ________



PART IV-~INFORMATION FROM CLIENT' S MEDICATION BOTTLES
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1) Name: 
Dosage: 
Timing: 
Directions: 
Date:

2) Name: 
Dosage: 
Timing: 
Directions: 
Date:

3) Name: 
Dosage: 
Timing: 
Directions: 
Date:

4) Name: 
Dosage: 
Timing: 
Directions: 
Date:

5) Name: 
Dosage: 
Timing: 
Directions: 
Date:

6) * Name: 
Dosage: 
Timing: 
Directions: 
Date:

What medicines do you receive in a doctor's office, clinic, or hospital?

Has the physician given you any samples of medications to take that you 
have not named?



APPENDIX C 

MEDICATION CATEGORY CARDS

CARD 1
SALICYLATES (Front)

Aspirin
*Empirin (Phenacetin & Caffeine)
Ascriptin (Maalox)
Vanquish (Tylenol)
*Bufferin (Antacid)
-Excedrin (Tylenol and Caffeine)
Measurin (Time-release)
Persistin (Sustained release)
Duragesic (Salicylic Acid)
Ecotrin (Enteric-coated)
Fiorinal (APC and Barbiturate)
Percodan (APC & Synthetic Narcotic)
Synirin (Pentobarbital)
Darvon with Aspirin
^Ecotrin (* =5 named by clients)

(Back)
Purpose: 1, relieves pain Usual route: oral

2» reduces inflammation
3. reduces fever

Dosage: Approximately 12.5 gr» (.3 Cm) tablets/day
Usual side effects: 1. dizziness

2. ringing in ears
3, impaired hearing/hearing loss
4, nausea and/or vomiting
5» dyspepsia
6, gastro-intestinal bleeding
7, drowsiness
8, visual disturbances

Possible Directions: With meals. With Antacid, High Fluids
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CARD 2
(Front) /

ACETAMINOPHEN
PHENACETIN (Non-Narcotic Analgesics)

^Tylenol Datrol
Vanquish (Aspirin) Valadol
Arthralgen (Salicylamide) Temlo
Capital
Coastaldyne (Codeine, Caffeine, Barbiturate)
Codalan (Codeine, Salicylate, Caffeine)
Dengensic (Barbiturate, Salicylate) .
Dialog (Allobarbital)
Dularin (Caffeine, Barbiturate)
DU0-3X (Salicylamide)
Excedrin (Aspirin, Caffeine)
Gaysal (Antacid, Barbiturate, Salicylate)
Nebs
Percogesic (Sedative)
Repan (Caffeine, Phenacetin) (* = named by clients)

(Back)
Purpose: 1» relieves pain 

2. reduces fever
Dosage: Approximately 5-10 gr. 3-4 times/day
Usual side effects: (Rare)

1, redness or itching of skin 
2» gastric discomfort 
3, dizziness

Possible Directions: Take with meals

Usual Route: oral
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CARD 3

(Front)
DARVON

(Propoxyphene Hydrochloride)
*Darvon plain
-Darvon Compound (Aspirin, Phenacetin, Caffeine) 
Darvon-N (Proposocyphene napsylate)
Darvon-N with Aspirin 
*Darvocet-N

(* = named by clients)

Purpose:. 1, relieves
(Back)

pain MAY BE HABIT FORMING
(General pharmacological 

Dosage: 65 mg» 3=4 times/day properties are narcotic)
Usual side effects: 1. dizziness

2, headache
3, sedation
4, somnolence
5, paraxdoxical excitement
6» skin rashes
7, insomnia
8, gastro=intestinal disturbances
9, euphoria

Usual Route: oral •
Possible Directions: 1 avoid hazardous tasks

2 avoid driving or operating machinery
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- CARD 4

(Front)
CAFFEINE

(Psychomotor stimulant)
Not used alone for treatment of arthritis
Occurs frequently in analgesic compounds used in

treatment of arthritis, primarily aspirin and tylenol

(Back)
Purpose: 1, added to medications MAY BE HABIT FORMING

used to treat headache 
(Aspirin and Tylenol)--for
vaso-constricting effect on cerebral blood vessels 

Dosage: Not given alone in treatment of arthritis
Usual side effects: 1, cardiac irregularities (Palpitations)

2, gastro-intestinal upset
3, restlessness
4, tremors

Usual Route: oral in combination with analgesic
Possible Directions: Take with meals, do not take at bedtime
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CARD 5
(Front)

PENICILLAMINE
Part of penicillin molecule but not an antibiotic
2nd line drug in arthritis treatment
Produces slow, steady improvement over months rather 

than days
Tends to produce improvement in 15-20% of patients 
Has unknown mode of action

(Back)
Purpose: 1, reduces inflammation (in small blood vessels

and thereby controls development of skin
nodules and pulmonary complications)

Dosage: 1-1.5 gm daily

Usual side effects: 1. skin rash
2. loss of taste
3. indigestion
4. thrombocytopenia

Usual Route: oral

Possible Directions: Have blood and urine tested frequently
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CARD 6

(Front)
PROPIONIC ACIDS

*Ibuprofen (Motrin)
Brufen
Fenoprofen
Naproxen
Fluphenamic acid

Purpose: . 1» 
2, 
3,

(Back) 
anti"inflammatory 
relieves pain 
reduces fever

Dosage: 300-400 mgs„ tid or qid
Usual side effects: 1 gastro"intestinal distress (cramps, 

indigestion)
2 , nausea and vomiting 
3c constipation and/or diarrhea
4, skin rashes
5, dizziness 
6c edema
7 c eye symptoms--blurred vision

Usual Route: oral

Possible Directions: Take with meals, have frequent eye exams
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CARD 7

(Front)
FENEMATES
Ponstan (Flufenamic acid)

Arlef (Mefenamic acid)

(Back)
Purpose: . 1, reduces inflammation 

2„ relieves pain 
3» reduces fever

Dosage: varies
Usual side effects: 1.- dyspepsia 

2„ diarrhea
3o gastro-intestinal bleeding 
4, rash

Usual Route: oral
Possible Directions: Take with meals, watch stools for

blood, have frequent blood tests
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CARD 8

(Front)
IMMUNO su ppre s s ive s

(2nd stage drugs)

Cytoxan (Cyclophosphamide)
Imuran (Azathioprine)
Leukeran (Chlorambucil) .

(Back)
Purpose: '1* suppresses inflammation 
Dosage: varies--highly individual

Usual side effects: 1, mouth ulcers
2. nausea and/or vomiting
3, intestinal bleeding
4. diarrhea
5, loss of hair

Usual Route: oral or intramuscular
Possible Directions: Watch stools for blood, frequent

blood tests
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CARD 9

(Front)
NARCOTIC ANALGESICS

(Rarely used in treatment of chronic arthritis9 
however9 sometimes found in combination with 
other pain relievers prescribed, such as 
Aspirin or Tylenol)

-Codeine '
Morphine
Demerol
Percodan (Synthetic narcotin~Oxycodone)

(- = named by clients)

(Back)
Purpose: . relief of pain MAY BE HABIT FORMING

Dosage: varies

Usual side effects: 1. drowsiness
2. nervousness or restlessness
3, dizziness
4, lightheadedness
.'5/ nausea or vomititig
6, warm, flushed and/or itchy skin
7, constipation

Usual Route: oral or intramuscular
Possible Directions: No driving or operating heavy machinery.

caution with alcohol
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CARD 10
(Front)

ANTIMALARIALS
(Improvement only slowly, with safe small doses)

Chloroquine Phosphate (Aralen)
Hydroxychloroquine Sulfate (Plaquenil)
Quinacrine Hydrochloride (Atabrine)

(Back)
Purpose: reduces inflammation

Dosage: varies9 usually 200-400 mgm. daily
Usual side effects: 1, gastro-intestinal discomfort

2 , headache
3, skin rash and/or lesions
4, reduced visual acuity (irreversible)
5, dizziness

Usual Route: oral
Possible Directions: Have frequent eye exams
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CARD 11

; (Front)
*G0LD SALTS (Chrysotherapy)

(Mode of action unknown)
Aurothioglucose (Solganal) 
Aurothioglycanide (Lauron)
Gold Sodium Thiomalate (Myochrysine) 
Gold Sodium Thiosulfate (Sanochrysine)

(* = named by clients)

(Back)
Purpose: reduces inflammation

Dosage: varies-'-initial dose then gradual increments over
weeks

Usual side effects: 1„ dermatitis (result of bone marrow
depression)

2» sore throat
3» kidney damage--’hematuria, proteinuria 

Usual Route: intramuscular
Possible Directions: Watch for blood in urine, have frequent

blood tests and urinalyses
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CARD 12

(Front)
INDOMETHACIN 

Indocin

(Back)
Purpose: reduces inflammation
Dosage: 50-200 mgm. daily
Usual side effects: 1. headache

2, dizziness
3, nausea/vomit ing
4, anorexia
5. diarrhea
6, gastro-intestinal bleeding
7, tinnitus
8, mental confusion
9, eye symptoms--blurring of vision

Usual Route: oral
Possible Directions: Watch stools for blood, have frequent

eye checks, no driving if dizzy
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CARD 13
(Front)

PYRAZOLON ANALGESIC 
DERIVATIVES

^Phenylbutazone (Butazolidin-Butazolidin-Alka) 
Oxyphenbutazone (Tandearil)

(* = named by clients)

(Back)
Purpose: 1, reduces swelling

2, reduces inflammation
3, relieves pain and tenderness

Dosage: 300-600 mgm, daily
Usual side effects: 1, stomach pain

2, edema
3, hypertension
4, fever
5, sore throat or mouth (blood dyscrasias) 
6  ̂ gastro-intestinal bleeding
7„ nausea/vomiting

Usual Route: oral
Possible Directions: Frequent blood counts, 

blood (Black tarry), 
pressure checks

watch stools for 
frequent blood
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CARD 14
(Front)

LIDOCAINE HYDROCHLORIDE

(For articular injection) 
Xylocaine Hydrochloride

(Back)
Purpose: local anesthetic

Dosage: up to 500 mgm.
Usual side effects: 1, dizziness

2, blurred or double vision
3, nausea and/or vomiting
4, drowsiness
5, twitching
6, apprehension
1 * lightheadedness

Usual Route: injected into area to be anesthetized
Possible Directions: Be careful until feeling comes back

to area anesthetized
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CARD 15
(Front)

BARBITURATES (Sedative
Hypnotics)

(Rarely prescribed alone for treatment of arthritis, but 
may be found sometimes combined with analgesics taken 
for arthritis, such as Aspirin and Tylenol)

Amobarbital (Amytal)
Aprobarbital (Alurate)
Barbital (Veronal)
Butabarbital Sodium (Butisol)
Butalbital (Lotusate)
Pentobarbital Sodium (Nembutal)
Phenobarbital (Luminal)
Secobarbital (Seconal)
Vinbarbital (Delvinal)

(Back)
Purpose: 1, relieves anxiety MAY BE HABIT FORMING

2 , produces sleep
Dosage: varies

Usual side effects: 1» drowsiness
2. weakness
3, dizziness
4, headache
5, skin eruptions-~rashes
6, slurred speech
7, confusion
8, ocular disturbances~~blurred vision
9» nausea and/or vomiting

Usual Route: oral or intramuscular
Possible Directions : Do not operate or drive heavy machinery.

frequent eye tests~~avoid alcohol
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CARD 16

(Front)
ADRENO CORTICOSTEROIDS

*Dexamethasone (Decadron)
Methylprednisolone (Medrol? Depo-Medrol, Wyacort)
^Triamcinolone (Aristocort, Kenacort)
Prednisolone (Cotolone, Delta-Cortef9 Fernisolone, Hydeltra,

Meti-Derm, Meticortelone^ Paracortol? Predne-Dome, 
Prednis, Sterane, Sterolone, Ulacort)

*Predisone (Cotone, Deltasone, Deltra, Liscort, Metasone, 
Meticorten, Paracort)

Hydrocortisone (Cort-Dome, Cortef, Cortifan, Cortispray,
Cortril, Domolene-HC, Heb-Cort, Hycortole,
Hydro cort one, Hytone Lotion, Optef)

Cortisone Acetate (Cortisone Acetate Cortogen, Cortivite,
Isopto»Cortisone)

j (* = named by clients)

(Back)
Purpose: 1, suppresses inflammatory processes

2 » reduces pain, swelling, heat, redness

Dosage: varies
Usual side effects: 1, moonface

2, acne vulgaris
3, hirsutism (hair growth)
4, fat deposition
5, weight gain
6, sleeplessness
7, dyspepsia
8, flushing
9, thinning of hair
10, vertigo
11, cataracts

Usual Route: oral or intra-articular

Possible Directions : Take with meals, frequent eye checks
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