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ABSTRACT
The framework of this study was based on the con
cepts of knowledge, anxiety, and coping as they relate to
strategies of adaptation in illness.

Two approaches to

teaching pulmonary outpatients were investigated to ascertain
which yielded a greater level of patient knowledge about
their disease and its management, and examine these patients'
anxiety and coping levels in relation to knowledge and
method of instruction.
A convenience sample of 35 outpatients diagnosed as
having chronic airways obstructive disease (CAOD) was used.
Nineteen subjects composing group I received unstructured,
individual teaching from health professionals during routine
clinic visits.

Sixteen patients (group II) received addi

tional information by attending.a series of structured,
small group outpatient classes.

Each subject completed a

questionnaire consisting of a 20-item investigator-designed
knowledge test quesionnaire, the State-Trait Anxiety
Inventory, and the Coping Scale.

.

A series of correlation coefficients and analysis
of variance were performed on the data.

Results demonstrated

no significant differences between the two groups in rela
tion to knowledge, state and trait anxiety levels, and
coping ability.

The findings did indicate significant

X

relationships between trait anxiety and coping (p = .001)
and state and trait anxiety levels (p = .003).

CHAPTER 1

INTRODUCTION
Chronic airways obstructive diseases are a major
health problem and a common cause of disability.

The

incidence of these diseases has been increasing and is
projected to continue to do so with cigarette smoking and
environmental pollution still on the rise.

An estimated 15

million Americans suffer from the three most common condi
tions: chronic obstructive bronchitis, bronchial asthma, and
emphysema, all of which share the common characteristic of
airways obstruction.
Two of these conditions, chronic obstructive
bronchitis and emphysema, are slowly progressive disorders
that are thought to begin many years before the onset of
clinical symptoms.

With the diagnosis of one of these

chronic diseases, the person is faced with conflicts,
physiological adjustments,, and psychosocial situations to
which he must adapt.

Although each person sees his illness

in a unique manner, a few generalizations can be made which
pertain to one's perception of his illness and his means of
dealing with it.

First, people have a need for balanced

social and psychological states as well as physiological
homeostasis.

Illness is usually seen as a form of

psychological stress which arouses deep-seated anxieties and
fears.

Illness also involves a threat to, or loss in, body

integrity, suffering, and may create an upset in daily
routine.

Secondly, people generally have certain charac

teristic patterns of behavior.

For example, normally when

one encounters something which upsets his equilibrium, he
employs his usual problem-solving mechanisms to regain a
balanced state.

But when exposed to a situation which is so

new or prolonged that the usual mechanisms are inadequate,
a crisis develops which leads to a state of disorganization.
The diagnosis of a chronic illness almost always constitutes
a stressful situation (Hamburg and Adams, 1967; Udelman,
1979; Moos, 1977).

This disorganized state may be

accompanied by anxiety, fear, and other uncomfortable
feelings which contribute even further to the disorganiza
tion.

Since a person cannot remain in an extreme state of

disequilibrium for long, some resolution, even if temporary,
must be found so that he can begin to reestablish
equilibrium.
In acknowledging stress, loss, and anxiety caused by
chronic illness, the patient must actively take steps, or
perform behavioral tasks, to adjust his lifestyle to cope
with the imposed challenges and loss.

Both his adaptation

pattern and the duration of the stress are affected to a
great extent by the characteristics of the illness itself.

the meaning it has to the patient, and the patient's
problem-solving and coping mechanisms.
The general aim of therapy, in any chronic illness
is to lessen symptoms by preventing progression of the
underlying disorder and overcoming, as much as possible
the functional disturbances that are present (Lertzman and
Cherniack, 1976).

Patient education, one component of

therapy in the management of chronic disease, has become
much more widely employed in recent years.

Providing

information to patients about their disease process and
treatment is crucial.

Educating them in self care

facilitates an increased autonomy in the control of
symptoms.

In addition, the patient's attempt to understand

his illness and adopt new behaviors as a result constitutes
adaptive tasks necessary for his preserving a reasonable
emotional balance, self-image, and relationships with
significant others.

The patient's, increased understanding

and active participation in his disease management may also
lead to a reduction in associated stress and anxiety
levels.
In summary, the care, information, and advice
patients receive from their physician, nurse, and other
health professionals concerning the disease process has the
potential to help them better adapt to life-altering condi
tions such as chronic airways obstructive disease.

Statement of the Problem
Chronic illness requires that an individual make
successful adaptive changes.

Lipowski (19701 defined

adaptive changes as those things one must do so that
behavior and attitudes conform to the new circumstances
One key to successful adaptation is the acquisition of
information by patients.

In the. past few decades patient

education has become more widely incorporated into the
management and treatment of chronic airways obstructive
disease.

Various methods of instruction are employed in

presenting information to patients.

Some institutions are

currently using individualized, unstructured methods which
may vary according to health personnel providing the
information, the setting itself, and time available for
instruction.

A second commonly employed method involves a

series of structured group education.classes with specific
planned content and behavioral objectives„

There are other

additional methods such as extensive.rehabilitation/
education programs which may also be utilized in educating
patients.

Unfortunately there are a lack of data to allow

precise evaluation of each of these methods in relation to
educating the chronically ill, specifically those with
chronic airways obstructive disease.

Purpose of Study
The purpose of this study was to investigate two
approaches to teaching patients with chronic airways
obstructive disease to ascertain which yielded a greater
level of knowledge concerning the disease process and its
management.

The two approaches evaluated were unstructured

individual and structured small group instruction.

It was

assumed that all patients in the study received informal,
individualized, unstructured information through contact
with physicians, nurses, and other health professionals
during the course of their outpatient care.

Some patients

also attended a series of group outpatient classes, with
specific content and behavioral objectives.

The investi

gator compared the knowledge level of subjects who attended
the series of classes with that of those subjects who
received only individualized teaching.

Differences in

anxiety level and coping abilities of the subjects in the
two groups were also examined.
Research Questions
1.

Will adult subjects with chronic airways obstructive
disease who have attended the series of structured
group outpatient classes show a higher degree of
knowledge concerning their disease process and its
management, as evidenced by scores on the knowledge

test, than those outpatients who have not attended
such classes?
Will adult subjects with chronic airways obstructive
disease who have attended structured outpatient
classes demonstrate a lower anxiety level on the
State-Trait Anxiety Inventory (Spielberger, Gorsuch,
and Lushene, 1970) than those subjects who have not
attended such classes?
Will adult subjects with chronic airways obstructive
disease who have attended structured outpatient
classes demonstrate a higher coping score on the
Coping Scale (Dudley and Welke, 1977) than those
subjects who have not attended these classes?
Operational Definitions
Individual instruction: refers to an informal,
spontaneous, chance, nonstructured method of
instruction in which the patient is generally in a
one-to-one relationship with the instructor.
Group instruction: refers to a series of structured,
small group classes with planned content and
specific behavioral objectives conducted in a
combined lecture/discussion format.
Level of knowledge: specific information or facts
which patients can express about their chronic

airways obstructive disease and its management as
demonstrated on the Knowledge Test.
4.

State anxiety: as measured by the State-Trait
Anxiety Inventory (STkl) refers to anxiety
experienced at any given moment in time.

The

anxiety state measured was being short of breath.
5.

Trait anxiety: as measured by the STAI, refers to a .
predisposition to reactions of anxiety to. a variety
of stimuli and situations.

6.

Coping ability: as measured by the Coping Scale,
reflects the effectiveness of the person's ability
to deal with stressful situations by changing his
environment to meet his needs (Dudley and Sitzman,
1979).
Significance to Nursing
Helping an individual to adapt to chronic illness

and evolve toward a more independent role involves a series
of goal-directed nursing activities.

Patient teaching is

only one of these activities but is a key to enhancing the
patient's ability to change and move toward his optimal .
level of health.

One goal of teaching is to provide the

patient with the necessary information and assistance to
better help him understand those factors which promote
health and those Which threaten it.

This increased under

standing in turn allows him to make informed choices in his
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own life and complete the behavioral tasks necessary for
adaptation.

Without effective patient teaching, this goal

can never be attained.
In the practice of nursing, an increased sensitivity
to understanding, the meaning which illness has to patients
and the conflicts associated with chronic illness must be
developed.

In order to more effectively disseminate health

information and assist patients in planning for changes
which must be made in their lifestyle, the nurse must be
able to identify those needs and behaviors created by
I

interference in the normal problem-solving mechanisms and/of
inadequate coping mechanisms.

Anxiety states can greatly

interfere with, or result from one's learning capacity and
coping mechanisms.
As the number of persons with chronic airways
obstructive disease increases, it becomes essential that the
more effective method for educating them about their disease
and its management be determined. . With a continuing
emphasis on self-care, this method can be routinely employed
to encourage the patient.' s active participation in his care
and enhance his ability to adapt to the illness and move
toward his optimum health level.
Conceptual Framework
The conceptual framework for this study is based
upon several areas of investigation.

These areas are: (1)

coping ability as a determinant of adaptation to illness;
(2) general factors affecting one's perception of his
illness;

(3) information-seeking and anxiety levels as they

relate to strategies of adaptation in illness.

A proposed

State-Trait Anxiety Theory is discussed which suggests possible interrelationships among these three areas and
their influence on patients' ability to adapt to chronic
airways obstructive disease.

A comparison of individual and

group outpatient teaching approaches is included to demon
strate advantages and disadvantages of each, as they relate
to information-seeking by the patient.
Coping Ability
Mechanic (1968:32) defined coping as the "instru
mental behavior and problem-solving.capacities of persons in
meeting life demands and goals."

Weisman (1976) defined

coping as what one does about a perceived problem in order
to bring relief, reward, quiescence, or equilibrium.
Lipowski (19 70) further related the definition of coping to
illness.

Coping is "all cognitive and motor activities

which a sick person employs to preserve his bodily and
psychic integrity to recover reversibly impaired function
and compensate to the limit for any irreversible impair
ment" (Lipowski, 1970:93),

This definition involves the

application of skills, techniques, and knowledge that a
person has acquired.

It represents an adaptational view

emphasizing the tasks and challenges which one must attempt
to master for adaptation to occur.

Moos and Tsu (1976)

described several major types of coping skills which are
commonly employed to deal with adaptive tasks.

The first

category consists of those skills based on denying or
minimizing the seriousness of the crisis situation.

Persons

may tend to rely more heavily on projection, denial, or
displacement to a less threatening target to prevent the
anxiety level from increasing.

Although potentially

maladaptive, these mechanisms initially may be helpful in
reducing the strong, unpleasant characteristics of the
anxiety state.

As the anxiety, stress, and disorganization

are lessened, additional strategies can be employed to
better deal with the crisis situation.

It is important to

reduce or minimize the stress of a crisis since persons
who display high levels of fear or anxiety may have greater
difficulty in assimilating available information due to the
higher degree of internal disorganization (Redman, 1976;
White, 1974).
A second set of coping skills relates to seeking
relevant information and using intellectual resources
effectively (Moos and Tsu, 1976),

"Adequate information can

often relieve moderate anxiety caused by uncertainty or mis
conception"

(Moos and Tsu, 1976:13).

Information—seeking

also helps restore one's sense of having some control over
his situation and not be totally directed by others,

Total
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direction by others frequently acts to only further increase
anxiety, frustration, and helplessness»

Closely related to

information-seeking are the categories of requesting
reassurance and emotional support from concerned family and
medical personnel, and that of learning specific illnessrelated procedures (Moos and Tsu> 1976).
Although premorbid factors and assets are very
important in determining one's coping ability, it is
possible to intervene to improve the coping abilities of
individuals with chronic airways obstructive diseases.
Caregivers can provide support and assistance to the
individual during the adaptation process.

Health profes

sionals are also in the position to identify the information
that the individual must learn in order to manage his ill
ness at home.

For example, a basic fear in patients with

chronic airways obstructive disease is that activity brings
on dyspnea (Dudley et al., 1969).

If the patient, however,

learns techniques with which to control this symptom, he
will be able to recognize the shortness of breath as a
physiological event rather than a crisis (Sexton, 1981).
This approach helps to control the panic which secondarily
aggravates the symptoms.
Clearly one's level of self-esteem, the ability and
freedom to make choices and to maintain autonomy, and one's
means of handling anxiety can have a. significant impact on
adaptive ability.

Sexton (1981) and Dudley and Sitzman
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(1979) stated that a person with good premorbid coping
abilities and an abundance of psychosocial assets is more
likely to do well in adjusting to his disease.
Factors Affecting Perception of
Illness

-

The diagnosis of a chronic illness is generally
viewed as a major life crisis (Weisman, 1979; Moos, 1977).
Basically the patient perceives the illness as a threat to
his bodily integrity resulting in physiological as well as
psychological, stress.

Thus, how he accepts this threat, and

the personal meaning it has for him become of prime •
importance.

Essentially there are three major categories

of general determinants of how one perceives his illness:
(1) background and personal characteristics,

(2). illness-

related factors, and (3) features of the physical and
sociocultural environment.
The first of these determinants encompasses back
ground and personal characteristics such as age, personality,
intelligence, cognitive and emotional development, previous
coping experiences, beliefs, and values (Lipowski, 1970).Udelman (1979:684) elaborated further in stating that
"chronic illness represents a particular kind of stress
which is determined by such factors as psychological genetic
exposure to illness, hereditary predisposition, sex and role
definitions and existing and preexisting support systems."
All of these factors contribute to the subjective meaning

that the illness carries for an individual while also
influencing the psychological.and intellectual resources he
has available to meet the crisis.

Persons with low psycho

social assets often have limited options for dealing with
environmental changes and disease (de Araugo et al., 1973).
The timing of an illness in the life cycle is also frequently
significant (Moos, 1977).

Greater maturity and more exten

sive coping experiences often provide the elderly with
greater personal resources upon which to draw.

Intelligence,

the level of cognitive development and capacity, plays a
major role in determining an individual's ability to seek,
and utilize information to counteract the feelings of fear
and anxiety related to the illness (Moos, 1977).
The second category consists of illness-related
factors.

Included are the type, location, rate of onset and

degree of reversibility of symptoms, functional impairment,
and the pathological process.

These factors are major

components in defining the steps or adaptive tasks that the
patient must undertake to reestablish equilibrium.

One's

ability to carry out his adaptive tasks may be directly
related to his physiological or psychological capacity.
Weakness, decreased mental alertness, or a compromised
respiratory or cardiovascular system may limit his choice
of adaptive strategies and their overall effectiveness.
Features of the physical and sociocultural environ
ment constitute the third category of factors.

Living
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arrangements, working conditions or extracurricular
activities, family and friends, and climate as well as many
other factors may contribute further to the stress of the
illness.

Thus, these factors influence an individual's

overall appraisal of an illness, the perception of specific
tasks, his initial choice of coping skills, and subsequent
change in his coping strategy (Moos, 1977).
Information-Seeking Behavior
Adaptive behavior involves the simultaneous manage
ment of at least three variables,: securing adequate
information, maintaining satisfactory internal conditions,
and keeping up some degree of autonomy (White, 1974).
Securing adequate information about the environment, the
disease itself, related conditions, and imposed limitations
is necessary for adaptive behavior.

The need for informa

tion about a stressful situation is related to the need for
safety and security.

Even though having information may not

eliminate the stressor, a feeling of .safety and security is
enhanced when the -person is given information about his
situation (Hudak, Gallo, and Lohr, 1977).

Therefore the

person "feels" less anxious, psychological tension is
reduced, and less energy is expended in maladaptive coping
behaviors

(Hudak et al., 1977),

The patient's search for information serves several .
purposes.

Included are:

(1) keeping distress within
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manageable limits, (2) restoring relations with significant
other people, (3) maintaining a sense of personal worth, (4)
enhancing prospects for recovery of bodily functions, and
(5) increasing the likelihood of working out a personally
valued.and socially acceptable situation after maximum physical recovery has been attained (Hamburg and Adams ,
1967).
The crisis of a chronic illness , through the
patient's cognitive appraisal of its significance, sets
forth basic adaptive tasks to which various coping skills'
can be applied.

A major role, then, of the patient is to

seek information and actively participate in activities
which lead to his increased understanding of the disease
process.

Gathering information about a situation provides

"cognitive structure" to the situation, allows some predic
tion about the nature of the situation and gives a feeling
of control (Mechanic, 1968).

Information-seeking, therefore,

has the potential to better facilitate the patient's coping
ability.
,

The task of information-seeking can be most

successfully carried out when the amount of information to
be assimilated is neither too small nor too large.

It has

been shown that the patient is more likely to incorporate
the information into his adaptive behavior when he can see
the meaning that the information has in terms of potential
benefits and in alleviating suffering (Redman, 1976).

In
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essence, adaptive behavior requires that the person’s
cognitive field has the "right” amount of information at
just the "right" time to serve as a guide to action
(White, 1974).
It can be difficult to determine the right amount of
information and the best time for teaching since individuals
vary greatly in their ability and readiness to learn.
means of teaching is the individualized approach,

One

A large

proportion of patient education today is provided on a oneto-one basis by physicians, nurses, and other, health
professionals at the time of an outpatient visit to the
hospital or clinic.

Some investigators feel that an indi

vidualized approach to patient teaching is an ideal method
of instruction.

The patient clearly has an advantage of

receiving individual attention, and informal and personalized
instruction on his specific illness.

Medications, limita

tions or restrictions, and therapies and treatments can also
be explained on his level of understanding.

The patient is

free to ask questions and obtain immediate feedback regarding
his understanding and progress at any time.

Unfortunately,

health professionals are often under severe time constraints
and cannot always provide the in-depth coverage of the
educational material necessary, nor the followup required to
determine the effectiveness of teaching.

This instructional

method, therefore, often results in a rather episodic and
fragmented means of providing information.

The teaching is
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often done without the use of a checklist of established
criteria, and is not documented,. It becomes apparent that
the quality and quantity of the material presented can vary
widely from patient to patient and from visit to visit since
the various health care providers may not know what informa
tion had previously been given by other individuals.
Organized classes for groups of patients are becoming
more and more commonly employed in health care settings.
Possible gains of group teaching include the economical
benefits of teaching a number of persons simultaneously, and
the group's serving as both a peer-pressure and moral support
system.

Hamburg and Adams (1967) found that, in general,

individuals cope more effectively with disability and
problems when they have a sense of belonging to one or more
groups.

Group participation offers a setting for mutual

encouragement and further knowledge about the disease manage
ment.

Members who are less severely disabled or appear to

be adapting and coping more effectively often tend to
support one another's efforts in rehabilitation by
complimenting on signs of strength and improvement, and by
sympathetic listening (Kimbel et ai., 1971),
It is important to recognize that there are both
positive and negative aspects of information-seeking.

A

patient may employ an overly intellectual approach to his
illness to help alleviate unpleasant effects such as anxiety
about his illness.

He may find it necessary to continually
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seek more information about his disease by reading, asking
questions, and attending classes, workshops, or group
encounters to master his fear, anxiety, and emotional
conflicts.

Although this approach may remove the ,lemotional

sting" of the diagnosis and the threat which it. represents,
it may in itself, result in maladaptive behavior.
Anxiety
Anxiety is a complex, multidimensional emotional
reaction (Izard, .1972).

,Stress produced by external

(environmental) or internal factors can precipitate anxiety
reactions (Lipowski, 1970).

These reactions generally are

characterized by an increased alertness and responsiveness
to stimuli resulting in various bodily.manifestations such
as tension and/or nervousness which result from autonomic
nervous system dysfunction.
It becomes necessary to distinguish between anxiety
as a transitory state (A~State) and as a relatively stable
personality trait (A-Trait) when developing, an anxiety
theory.

One theory, the State^Trait Anxiety Theory

(Spielberger et al., 1970), is based on the assumption that
the arousal of anxiety states involves a sequence of events
initiated by either external or internal stimuli.

These

stimuli then are perceived by the individual to be dangerous
or threatening.

State anxiety (A-State) refers to the

complex emotional reactions that are evoked when an

individual interprets a specific situation as personally
threatening (Spielberger, 1972).

Internal stimuli such as

feelings, thoughts, attitudes and biological needs, and
external or environmental stimuli which are cognitively
appraised by the individual as threatening function as stressors and cause the anxiety state to develop.

The

person experiences an immediate increase in the intensity
of an emotional state generally characterized by subjective,
consciously perceived feelings of tension and apprehension.
Also, depending on the intensity of the perceived threat,
the person may experience sweating, restlessness, heart
palpitations or disturbances in respiration, and tremor, •
Once the individual recognizes that the anxiety
state is present, he may try to alter his appraisal of the
situation by using coping mechanisms or by initiating
behaviors to avoid the threat of the situation.

Spielberger

(1972) found the coping mechanisms and behaviors most fre
quently utilized were those which had previously reduced or
eliminated the unpleasantness of high anxiety-state reac
tions.

The duration of an anxiety-state reaction is mainly

determined by the degree to which the threat is felt and the
persistence of the individual's interpretation of the situa
tion and its clinical manifestations.

It is assumed that

A-States vary in intensity and fluctuate over time as a
function of the stresses perceived by the individual,
level of anxiety also tends to increase with prolonged

The
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duration and increased severity of threat.

When one's usual

problem-solving mechanisms fail to alleviate the stress, a
positive feedback mechanism is activated.
Anxiety trait refers to an individual's anxietyproneness or the probability that he will manifest the anxiety state in response to a stimulus (Spielberger, 1972)„
In other words, trait anxiety reflects one's predisposition
to reactions of anxiety.

A person with high trait anxiety

may not be experiencing state anxiety at any particular
instant, but will show a much greater tendency to do so than
a person with low trait anxiety (Rees, 1973).

This tendency

is most likely due to factors which seem to influence the
intensity and/or frequency of the anxiety state reaction
including one's A-Trait level, the amount of threat generated
by the stressors, and the presence and effectiveness of
coping mechanisms.

Individual personality traits may also

predispose certain persons to the development of anxiety
reactions.

Differences in A-Trait are thought to evolve

from genetic factors, childhood experiences, punishments,
rewards, and support systems.

Studies have shown that

persons with high levels of trait—anxiety tend to perceive,
either consciously or subconsciously, greater numbers of
stimuli as potentially anxiety-provoking (‘Spielberger,
1972).

i
While measures of A-Trait provide useful information

regarding the probability that high levels of A-State will
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be aroused, it is necessary to measure A-State in each
specific stress situation to assess its.impact.

The level

of A-Trait .will not necessarily be expected to influence the
intensity of A-State responses to all stressors, but only to
those that persons with high A-Trait perceive as more
threatening (Rees, 1973).
The theory of anxiety state and trait can readily be
applied to the patient with chronic airways obstructive,
disease.

Agle et al.

(1973) stated that the interrelation

ships between psychological factors of stress and respiratory
function are well known: the combination of voluntary and
involuntary control in respiration results in the respiratory
system reacting to psychological processes.

Normally when a

person without respiratory disease becomes anxious he
breathes in a rapid shallow manner, sometimes with frequent
sighing.

For the patient with chronic airways obstructive

disease, the association between respiration and anxiety may
become a significant problem since airflow obstruction can
hinder the person's normal ability to respond to stressors.
In chronic airways obstructive disease, respiration, which
is normally an automatic and effortless process, becomes .
conscious and labored.

Because respiration is known to be

essential to life, an awareness of struggling to catch one's
breath arouses panic in the person with respiratory dysfunc
tion (Nett and Petty, 1970),

Once the anxiety state

develops, the resultant increases in the respiratory rate
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and depth cause even more dyspnea by imposing an additional
burden on the already compromised respiratory system.

The

dyspnea secondarily increases anxiety, which feeds back in
a vicious cycle of increasing dyspnea.
Some persons will actively avoid any potentially
emotional or anxious situation, fearing that the resulting
respiratory condition will cause them to. die.

Dudley et al.

(1980) found that as a person encounters more severe
problems with advancing disease, he believes he cannot deal
with interpersonal conflicts or face his own feelings
without risking an exacerbation.

These feelings of anger,

anxiety, depression, and helplessness place an additional
strain on the already limited respiratory system and may
result in dyspnea.

Again, he becomes involved in a vicious

cycle since dyspnea significantly increases his level of
anxiety which results in even further functional disability.
Epstein (.1967) suggested that anxiety states are
evoked by stressors, .cognitive, incongruity, and response

unavailability.

Individuals who tend to perceive dyspnea as

threatening are more likely to react to this symptom by
developing an anxiety state reaction..

As previously stated,

the consequences of elevations in anxiety level are usually
debilitating, but actually depend on the nature of the
person's adaptive tasks and the stressful situation itself.

As anxiety becomes severe, the individuals'
perception of what is going on around them
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becomes limited; they are oriented more toward
gaining relief than toward attending to
learning, and they show advancing physical
signs and symptoms of anxiety (Redman, 1976;
50).
Summary
In summary, professional caregivers have a special
responsibility to help those patients whose lives have been
disrupted by illness.

Beyond the realm of physical care,

this includes patient education. . Patient instruction has
the potential to better help the patient to understand and
adapt to his illness.

An increased understanding of his

disease and treatment may, in turn, lead to a reduction in
anxiety concerning the illness.

This education process

must be evaluated, however, to determine its effectiveness
in increasing the knowledge level of the patients, and its
effects on the patient's anxiety and coping levels.
The responsibility of health caregivers also extends
to sympathetic understanding of each patient's coping
mechanisms.

If those who are vulnerable because of poor

use of coping skills can be identified, perhaps some addi
tional means of helping them can be instigated.

With a

general understanding of the coping, tasks and skills
involved in dealing with, chronic illness, health profes
sionals should be able to carry out their care-giving,
minimizing the negative impact of the illness experience
while supporting healthy coping skills.

CHAPTER 2
REVIEW OF LITERATURE

The review of the literature focused on studies
involving individual and group patient teaching.

Studies

utilizing structured and unstructured formats are also
included since the investigator examined unstructured
individual teaching and structured group instruction.
Research involving the concepts of anxiety and coping in
relation to knowledge or information-seeking and stress is
discussed.

Finally, a review of two of the measurement

instruments used in the study— the State-Trait Anxiety
Inventory and the Coping Scale— is included.
Individual vs. Small.Group Instruction
Individual teaching consists of any teaching
arrangement in which the learner is in a one-to-one
situation with an instructor.

Major educational advantages

for the learner are the constant feedback regarding his
progress, and his ability to set the pace of the teaching.
Audio-visual materials are often incorporated into teaching
programs and may afford some of the benefits of indi
vidualized instruction.

In addition, audio-visual aids are

more cost effective and less time consuming for the
instructor than some forms of individual instruction.
24
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Group instruction is a more economical way to teach
a number of people simultaneously.

Small groups are also

often conducive to open discussion and serve as an
appropriate method to meet objectives relevant to the
development of concepts and attitudes (Redman, 1976).
Linde and Janz (1979) conducted a study of 55
subjects who had had coronary bypass or valve repair.

Their

purpose was to examine the effects of a comprehensive
inpatient, postoperative teaching program on patient
knowledge and compliance.

An individualized but highly

structured comprehensive teaching program using a variety
of teaching materials was utilized for all subjects.

The

program content included information on the disease process,
surgical intervention, activity progression, medications, and
dietary regimens.

All teaching was done by individual

rather than by group instruction.

Five to six sessions were

required to complete the program.

Measurements of knowledge

and compliance were obtained preoperatively, at the time of
discharge, and during the first two postoperative visits.
Results on the knowledge test showed a significant increase
in knowledge scores from the preoperative to the discharge
test, and stability in most subjects' scores from discharge
to both postoperative visits.

Compliance was measured in

four ways: patient reports on reduction of risk factors,
laboratory followup, diet adherence, and attendance at
clinic appointments.

The hypothesis that patients who
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receive the postoperative patient education program would
have higher rates of compliance than the rates reported in a
.196 3 study on compliance of cardiac patients was supported.
Rahe, Scalzi, and Shine (1975) published a
methodologic paper on the construction of a questionnaire
to evaluate the knowledge of patients with coronary heart
disease in six areas of post myocardial management.
Questions covered the areas of: nature of the disease,
emergency treatment, physical activity, diet and smoking,
psychological factors, and return to home and work.

The

questionnaire was first administered after the patient had
medically stabilized— usually between the fourth and seventh
day after the myocardial infarction.

These data served as

a baseline estimate of patient knowledge.

A prepared booklet

which covered the six major physical and psychological
problem areas was then given to the subjects.

Several nurse-

patient sessions took place over the next few days with the
same nurse reviewing various sections of the booklet with
the patient.

Shortly before discharge the questionnaire

was readministered.

A statistically significant increase

in total number of correct responses for the entire
questionnaire was seen.

The highest percentage of correct

responses was seen for the sections concerning emergency
treatment and psychological factors.
A review of the literature found that organized
classes for small groups of patients are becoming more
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frequently employed in health care settings.

Utilizing a

large number of subjects, Lindeman (1972) found that small
group preoperative teaching of deep breathing, coughing, and
bed exercises was as effective as individual prepperative
teaching as measured by postoperative ventilatory function,
length of hospital stay, and amount of analgesics adminis
tered postpperatively.

The investigator also found group

teaching to be more efficient than individual instruction as
measured by learning time and teaching time.
Owens, McCann, and Hutelmyer (1978) investigated the
effectiveness of health teaching on 36 hospitalized cardiac
patients in a group setting.

Their study demonstrated that

patients were able to learn in a group setting.

Results of

the posttest showed a marked increase in the general level
of knowledge from that documented by the pretest.

Further

more, a followup study utilizing the same posttest showed
that patients continued to gain knowledge after conclusion
of the group discussions.
A third study supporting group education was that of
Vignos, Parker, and Thompson (1976).

They developed a group

education program for patients with rheumatoid arthritis.
Results from ’a multiple choice pre- and posttest showed an
improvement in both short- and long-term retention of
knowledge.
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Unstructured vs. Structured Teaching
Lindeman and Van Aernam (1971) did a comparative
investigation of effects of structured and unstructured
preoperative teaching of deep breathing, coughing, and bed
exercises upon postoperative ventilatory function, length of
hospital stay, and postoperative need for analgesics.

The

implementation of a teaching approach standardized for
content and method, on the evening before surgery, consti
tuted their structured method.

Unstructured preoperative

teaching consisted of the nurse teaching what, how, and when
she decided to teach.

There was, however, an assumption

that preoperative teaching was done.

Preoperative testing

was carried out the evening before surgery, and before the
patient had received any individual teaching.

Postoperative

testing was done 24 hours after the time listed for the
start of surgery on the operative report.

Results showed

that the ability of subjects to deep breathe and cough postoperatively was significantly improved by the structured
preoperative teaching method.

The effectiveness of

structured preoperative teaching and the value of it in
terms of patient welfare were demonstrated by the decreased
length of hospital stay and higher tests of ventilatory
function.
A study by Black and Mitchell (1977) demonstrated
that their individualized structured audio-visual teaching
program for chronic obstructive pulmonary disease patients
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was an effective educational method of instruction„

The

major objective of the program was to provide the patient
with key information about COPD to serve as background
material for the subsequent consultation with the
physician.

A pretest was given just prior to the viewing

of the audio-visual program.

The posttest was administered

at the completion of the AV program, but before the conference with the physician.

Scores from the posttest

indicated an increase in the factual knowledge about COPD
and its treatment.

In addition, the investigators found

that patients with varying educational backgrounds achieved
significant gains in knowledge.
Palmer (1976) demonstrated that 16 cardiovascular
patients who were taught about digitalis in an organized,
theory-based and structured manner had a greater degree of
knowledge at the 0.10 level of significance than patients
who were taught by the unstructured protocol of the institu
tion.

It was, however, questioned by the investigator as

to whether or not the patients who did not receive the
structured teaching were given any instruction at all.
An experimental study to compare the effectiveness
of two methods.of teaching post myocardial infarction
patients was conducted by Tickle (1972).

The two methods

utilized were a structured and an unstructured approach
to teaching.

It was hypothesized that patients taught in

the unstructured method would be able to demonstrate a
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significantly higher degree of knowledge retention and a
change in behavior.

Data from the researcher-designed

questionnaire and objective test did not support the
hypothesis.

Those taught by the unstructured method did

not show a greater degree of knowledge retention than
those taught by the structured method.

-

In fact, the

structured group scored slightly higher as a whole than the
unstructured group, but the finding was not statistically
significant.
Bille (1977) believed the potential for the use of a
structured teaching program with hospitalized patients to be
tremendous.

He conducted a study of patients who had a -

myocardial infarction to not only make a comparison between
the effectiveness of two approaches to patient education,
one structured and one unstructured, but to also investigate
the possible relationship between knowledge of disease and
compliance with post-hospitalization prescriptions— diet,
physical activity, stress, body weight, and smoking.

In the

unstructured format, patients were allowed to learn about
their disease in whatever manner was being used at the time,
and were given the knowledge test just prior to discharge.
Those patients in the structured program were given written
learning objectives, pamphlets, and a booklet.

The investi

gator visited each, subject in the structured program at
least twice to assess progress and clarify and answer
questions.

Before discharge, these subjects were tesffced for

knowledge.

One month after discharge, patients in each

group were interviewed by the investigator to assess their
compliance to the medical regimens.

Results of knowledge

test scores showed that those patients taught with a
structured format scored higher than those of the un
structured format, but the difference was not statistically
significant.

In addition, an inverse correlation was found

to exist between knowledge

and

compliance, which was

partly attributed to the age of the subjects rather than
just to the teaching program,
A quasi-experimental time-series study design was
used by Scalzi, Burke, and Greenland (1980) to evaluate
differences in learning and compliance in control and
experimental groups of post myocardial infarction patients
over a two-year followup period.

The 19 experimental

patients were given printed materials to study and take
home.

This material was supplemented by audiotapes and

individual instruction by the investigator.. The 13 subjects
in the control group did not participate in an organized
educational program, and did not receive educational
materials or individual instruction.

These patients

received only, the usual care by their physicians plus
periodic followup medical examinations.

-j

All instruction of

the experimental subjects was initiated during hospitaliza
tion and continued throughout the two-year followup period.
Instruments for data collection were administered to all
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patients on an identical time schedule.

A pre^ and posttest

teaching evaluation questionnaire was utilized to assess
knowledge in the specific content areas of disease process f
emergency treatment, gradual progression of physical
activity, diet, smoking, psychological factors, resumption
of sexual activity, and problems related to returning home
and to work.

The investigators had expected to see a

greater improvement in the posttest scores of the experi
mental subjects after participation in the inpatient educa
tion program.

No significant changes in the teaching

evaluation scores were found, nor was there a significant
difference in the knowledge scores between the two groups.
The negligible increase in scores suggests that retention,
of information during the acute phase of illness is limited,
no matter the method of instruction.

Results of followup

testing suggested that continued instruction during the
postdischarge phase appeared to improve knowledge and
reported compliance.

Mean scores of both groups showed a

slight increase; the experimental group scores were slightly
higher than those of the control group.
Roth (1970) measured the effects of preoperative
instruction and therapeutic communication on the anxiety
level of major vascular surgery patients during the post
operative period.

Subjects were randomly assigned to three

groups; (1) instruction group— provided with a 30 minute
structured teaching session the evening prior to surgery,
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(2) individual approach groups— received therapeutic
communication techniques the evening prior to surgery and
throughout the postoperative period,

(3) control group^-

received routine hospital nursing care.

The research

hypothesis that preoperative instruction would result in .
decreased levels of the physiological measurements— length
of hospitalization, amount of analgesics required, and
incidence of nausea or vomiting-— was not supported.

A

second hypothesis concerning the effectiveness of
therapeutic communication over the usual hospital nursing
care was also not supported.

No significant difference in

the effects of the two nursing approaches of instruction
and therapeutic communication in relation to the physio
logical measurements was found.

The Institute for

Personality and Ability Testing Anxiety Scale (IPAT) was
administered to all subjects on approximately the seventh
to tenth postoperative day.

Results, showed those who

received the preoperative instruction to have lower mean
scores in the psychological measurements of stress than
subjects in the two other groups.

No preinstruction or

presurgery measurements were made, however.
The variety of results seen in the review of these
studies on individual, group, structured, and unstructured
methods of patient teaching seems to indicate that addi
tional data are necessary in order to make any valid
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assumptions regarding the worth of structured, small group
teaching.
Anxiety
White (1974) stated that adaptive behavior involves
the simultaneous management of at least three variables:
securing adequate information, maintaining satisfactory
internal conditions, and keeping up some degree of
autonomy.

The need for information about a: stressful

situation can be related to the need for safety and
security.

Even though the stressor may not be eliminated

by acquiring information, the person may feel less anxious
as psychological tension is reduced.

The decreased anxiety

in turn is expected to decrease the amount of energy
expended in maladaptive coping mechanisms.

There is,

however, a need to validate the assumption that health
teaching alters the degree of anxiety experienced during
illness.

The inference of this assumption is that a

reduced anxiety level enhances adaptive behavior.
Nield (1970) conducted a study to determine the
effects of health teaching on the anxiety level of patients
with COPD.

Subjects were divided into three groups.

Group

I received the planned health teaching unit consisting of
an audio-slide program in a group setting.

Treatment group

II received the planned health teaching unit in individual
sessions.

The control group, group III, received the
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routine care of the clinic.. The Institute for Personality
and Ability Testing Anxiety Scale (IPAT), to measure trait
anxiety, and the Affect Adjective Check List (AACL), to
measure state anxiety, were administered following the
presentation of the health teaching unit for groups I and
II, or routine teaching for those in group ITT,

Differences

in state and trait anxiety between the three groups did not
reach significance.

Raw scores showed the subjects who

received the health teaching unit in a nurse-patient
interaction to have the lowest mean trait and state anxiety
scores indicating a trend toward the preference of individual.
instruction over group instruction when the goal is to
reduce anxiety.

No preinstruction testing was carried out

to determine changes in anxiety levels of each group of
subjects after teaching, however.
Wallace and Wallace (197.7) hypothesized that patients
who had had post myocardial infarction education in group
settings would be found to have made a better psychological
adjustment to their post infarct state than those patients
who were not given special group education.

Subjects were

in two groups: group A consisting of 60 patients; some of
whom had received planned education, and group B consisting
of 23 patients who all received formal post myocardial
infarction instruction.

All subjects were given the

Eysenck Personality Inventory (EPIj, the IPAT, and an
investigator-designed questionnaire relating specifically to

variables which might be expected to affect post myocardial
infarction psychological status.

Those of group B received

the IPAT while hospitalized and four months after discharge.
Those in group A were given the IPAT only once— about 10
months after discharge.

Contrary to expectation, the IPAT

scores demonstrated higher anxiety levels among those
patients who had taken part in group meetings and received
health education.

Higher anxiety levels were.also seen in

some subjects from group A who had received health teaching.
Within group B, the IPAT scores did not show a significant
increase between the test performed during hospitalization
and that recorded after discharge.

Results of the IPAT

raised the question of whether the education groups were
poorly conducted, or whether they were conducive to anxiety
by stressing the responsibility for self-care.

The raw

scores of the EPI showed no difference between the two
groups.
The effects of structured teaching done by operating
room nurses on the anxiety levels in 14 patients was investi
gated by Koch (1971).
of two groups.

'Subjects were randomly assigned to one

The experimental group received structured

instruction from the investigator the evening prior to
surgery, while the control group received the usual instruc
tion from a regularly assigned staff nurse.

Results of the

IPAT anxiety scale administered on the second or third
postoperative day did not demonstrate a lower postoperative
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anxiety level of those who had received the structured pre
operative teaching as anticipated by the investigator.
The complexity of the effect of anxiety on learning
was studied by Spielberger and Smith (1966).

They conducted

an experiment involving the learning of a list of nonsense
syllables under two different conditions.

Subjects of one

group were required to learn the list under the threat that
their speed of learning reflected their intelligence.

The

second group' learned under no threat or neutral conditions.
All subjects had previously been given the Taylor (.1953)
Manifest Anxiety Scale and grouped as either extreme high
or low anxiety subjects.

Under the no threat conditions,

there were no significant differences between the high and
low anxiety subjects.

Under threat conditions, the high

anxiety subjects began to exceed the low anxiety subjects
late in the performance.

It was found that subjects high in

anxiety showed a performance that rapidly became superior to
those low in anxiety on the easy words.

On the more diffi

cult words, however, high anxiety subjects performed more
poorly.

These results 6seem to indicate that a greater

amount of threat impairs the performance of chronically
anxious subjects.
In a study of 108 male undergraduate students,
Hodges (1968) found the increase in state anxiety levels to
be significantly greater in ego-threat situations than in
non-ego threatening situations.

Individuals with high
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anxiety traits (A-Trait) responded to failure^threat condi
tions with a greater .increase in state anxiety than did the
low A-Trait individuals.

Hodges emphasized that it is the

cognitive appraisal and coping processes employed by the
individual rather than the stressor itself, which determine
the A-State response.
Four anxiety scales and two physiological measures,
the palmer sweat prick and pulse rate, were administered to
25 subjects under three different sets of demand charac
teristics to determine the effect of situational aspects on
anxiety scale scores (Allen, 1970).

The three situations •

evaluated were a regularly scheduled class, a role playing
condition to determine if subjects could fake the scales
in the direction of increased anxiety, and immediately
before an examination.

Measures of academic performance

including quizzes, examinations, and grades on an experiment
were also obtained.

The hypothesis that specific demand

characteristics would differentially influence subjects'
scoring on trait and state anxiety scales was supported.
Subjects scored significantly higher on state test anxiety
scales when these were administered immediately before an
examination, in comparison with scores under regular class
conditions.
Hodges and Felling (1970) found that females
responded to situations involving physical danger and pain
with a higher level of apprehension than did males in a
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study of 22 8 psychology undergraduates„

No sex difference

was found for ego-threat situations, however.

The factors

which included threat to self-esteem correlated significantly
with A-Trait, while threat of physical danger and pain did
not correlate significantly with A-Trait.
In a study of 50 COPD outpatients, Schnitzer (1977)
found a significant relationship between dyspnea level and
state anxiety, although the relationship was not. entirely
linear.

The State-Trait Anxiety Inventory (STAI) was

administered to subjects to determine the.level of anxiety
in relation to severity of dyspnea.

Significant positive

correlations were found between state and trait anxiety
levels.

The State-Trait Anxiety Inventory (STAI)
The State-Trait Anxiety Inventory was developed by
Spielberger et al.

(1970) to obtain reliable and objective

measures of both state and trait anxiety using two easily
administered, self-report scales.

As discussed in the STAI

Manual (Spielberger et al., 1970) the test-retest reliability
of the STAI is relatively high for the A-Trait scale.

The.

A-State scale, however, tends to have a lower test-retest
reliability, possibly due to environmental and situational
factors present at the time of the testing,
A high degree of internal consistency was demon
strated for both the A-State and A-Trait scales (Spielberger

"
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et al. , 1970) „

Both the item^-remainder correlation

coefficients and alpha reliability coefficients tend to be
higher for the A-State scale when given under stressful
situations (Spielberger et al ., 1970),
General measures of trait anxiety, such as Taylor
(1953) Manifest Anxiety Scale, the Institute for Personality
and Ability Testing (IPAT) Anxiety Scale (Cattell and
Scheier, 1963), and the A-Trait Scale of the STAI are highly
correlated with one another (Spielberger, 1972).

In two

studies, one involving college students, and the other
neuropsychiatric patients, moderate correlations were
established between the STAI and the Zuckerman (‘I960) Affect
Adjective Checklist (Spielberger et al,, 1970).
The STAI Manual also lists many other studies which
document the construct validity of the STAI for high school
and college students, and for patient populations.

Research

studies utilizing patients include those of Auerbach (1973);
De Long (1971)? Edwards (1970); Florell (1971); Gentry,
Foster, and Haney (1972) ; Lucas (1972); Newmark (1972);
Parrino (1971); and Spihetta (1972);

These studies further

contribute to the construction validity of the STAX.
Coping
In recent years there has been increasing recogni
tion of the need to explore the major ways in which persons
cope with stressful situations.

Behavioral scientists have
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begun to be seriously concerned with coping, problem
solving, and adaptive behavior.
Observations of parents of children suffering from
leukemia demonstrated the parents' intense need to know a
great deal about the disease (Chodoff, Friedman, and
Hamburg, 1964).

The parents began an extensive search for

additional information on leukemia, its treatment, and
management soon after the diagnosis was made.
In reviewing studies in which active and passive
coping behaviors were compared. Gal and Lazarus (.1975)
identified activity as being highly effective in coping
with threat and distress.

They concluded that hospitalized

patients display more successful coping when the'y were
provided with information and performed activities directly
related to their physical condition.
Wolfer and Visintainer (.1975) examined parental
anxiety and coping in relationship to presurgical psycho
logical preparation and instruction.

They hypothesized that

in receiving presurgical preparation the parents and
children would, be better able to cope with the stress of
surgery by having less anxiety.

Results supported their

hypothesis, as the experimental group had significantly
lower ratings of anxiety.
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Coping Scale
Ber.le et al.

(1952) found a direct correlation

between psychosocial assets and coping ability in studying
patients with various chronic diseases.

They isolated

psychologic and social variables associated with improvement
or lack of improvement in these patients.

Based on these

items, a relatively objective three-part instrument for
assessing "psychosocial assets" was developed and entitled
the Berle Index (BI).

Dudley and Sitzman (1979;62) defined

psychosocial assets as "a person's overall ability to deal
with the environment."
The first part of the BI deals with data such as
age , social status, and past medical history.

Part II

relates items associated with the patient's family and
interpersonal relationships as they are perceived by the .
patient.

The third part consists of'the physician's evalua

tion of the patient's past performance, personality structure,
and attitudes toward his illness.
The Coping Scale, a Dudley and Welke (1977) adapta
tion of part II of the "Berle Index, serves as a quick and
easy self-report instrument to obtain a rough measurement
of coping abilities.

Coping ability, as defined by Dudley

and Sitzman (1979) is the person's ability to change
environments to meet needs. . On the coping scale, "a score
of above 80 represents excellent ability to deal with life;
with a negative score the person would be considered
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deficient in the ability to deal with life" (Dudley and
Sitzman,.1979:63).

Most people fall between the positive

40 and the positive 80 range.
The Berle Index has been utilized in many studies to
measure persons' overall ability to deal with the environ
ment.

Holmes et al.

(1961) utilized the BI on a group of

patients with pulmonary tuberculosis to predict outcome of
treatment.

They found that treatment failure was associated

with low BI values, and that these psychosocial assets
scores remained relatively constant, over time.
De Araujo, Dudley, and Van Arsdel (1972) and
Dudley et al.

(196 9) clinically observed that emphysema

patients with low coping ability (as determined by the
Berle Index) and high life change were continually in
capacitated and needed continuous medical care.

Conversely,

patients with high coping ability were noted-to adequately
deal with life change without activation of physiologic
systems.

In other words, successful adaptation to severely

diminished pulmonary function in patients with CAOD is in
part dependent on a combination of good coping ability, and
adaptive psychologic defensive systems.
. A study conducted on 36 chronic intrinsic asthma
patients by De Araujo et al.

(1973) substantiated the

premise that patients with low psychosocial assets as
determined by the BI have limited options for dealing with
environmental change and disease.

Patients with high
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psychosocial assets, on the other hand, have the potential
to utilize many resources in an appropriate way to deal
with life change and disease.

This study supports the

concept that development of certain enduring methods of
living results in varying ability to adjust to life situa
tions and has a significant influence on the clinical course
of subsequently developed disease processes.
The relationships between physiological and psycho
social variables that influence ability to participate in
group therapy was examined by Pattison, Rhodes, and Dudley
(1971).

They found the BI to be an accurate predictor of

ability to deal with emotions.

Those patients who had

reasonable interpersonal social resources and some physio
logical reserves had the capacity to respond to the
frustrations of their illnesses and hospitalization.

These

were also the patients who were able to participate in group
discussions and profit from them.
Summary
In summary, the literature reviewed shows that many
individuals examined the concepts of coping, anxiety, and
methods of instruction.

Yet there is a lack of data

collected using the scientific method to evaluate the
possible relationships between these three concepts.

This

project was undertaken in order to investigate the correla
tion between approaches to patient teaching and anxiety and

coping in outpatients with chronic airways obstructive
disease.

CHAPTER 3

>
•

METHODOLOGY
The research design, population and sample, the

development of the measurement tools, and method of data
collection are presented in this chapter.
Research Design
A quasi-experimental design was used to investigate
two approaches to patient teaching.
pulmonary outpatients were utilized.

Two specific groups of
The study was designed

to measure patients1 knowledge of their chronic airways
obstructive disease in the areas of general knowledge of the
disease, the use of medications, pulmonary hygiene measures,
exercise, and diet.

In addition, state and trait anxiety

levels and coping ability of the subjects were examined.
Permission to conduct this study was obtained from
The University of Arizona Human Subjects Committee (see
Appendix C). Permission from the director of the clinic to
allow collection of data from clinic patients was also
received (see Appendix B) .
Population and Sample
The patient population for this study consisted of
persons with chronic airways obstructive disease who were
•
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receiving health care at a pulmonary outpatient clinic of a
southwestern university medical center.
sample was obtained.

A convenience

Group T consisted of 19 patients

from the population who met the following criteria:
1.

Diagnosed as having chronic airways obstructivedisease— chronic bronchitis, chronic obstructive,
pulmonary disease (COPD), emphysema, asthmatic
bronchitis, asthma, or some combination of these.

2.

Followed as an outpatient in the pulmonary clinic,

3.

Able to speak, read, and understand English.

4.

Have an FEV^ of less than 1.5 Liters (L);

5.

Had not previously attended pulmonary group out
patient classes.

Group II consisted of 16 patients who met the first four
criteria listed above.

In addition, they had attended a

series of group outpatient classes held at this same
facility within the past 24 months.
All subjects were assumed to have received informal,
unstructured, individualized teaching through contact with
physicians, nurses, and other health professionals during the
course of their outpatient care.

Subjects meeting the above

criteria were given an explanation by the investigator as to
the nature and purpose of this study.

These subjects were

also informed as to what their participation would involve,
and that their participation would in no way affect their
health care.

Subjects agreeing to participate were then
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given the four part self-completion questionnaire containing
the three measurement instruments.

A disclaimer was

utilized for subject consent (see Appendix A) »

Confi

dentiality of replies was assured by assigning a number to •
each subject and by explaining that the data would be coded
for analysis.
Directions for filling out each of the parts was
briefly reviewed with the subjects and questions were
answered.

Approximately 45 minutes was required to complete

the questionnaire.

Each subject was given as much time as

needed to finish, however.

The investigator remained in

the area at all times to answer questions.
The first part of the questionnaire
"Personal/Demographic Data."

was

entitled

Information concerning the

patients' diagnoses and demographic data was collected from
medical records and subjects prior.to administration of the
three measurement instruments (see Appendix F).

Subjects

were asked their age, sex, race, formal education, occupa
tion, employment status, marital status, length of time
known to have lung disease, length of time attended the
pulmonary clinic,and if they have attended pulmonary out
patient classes.

The investigator obtained the FEV^ and

diagnosis from each subject's medical record.
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Measurement Instruments
Three measurement instruments were utilized to
collect data.

These were the Knowledge Test, the State-

Trait Anxiety Inventory, and the Coping Scale.
Knowledge Test
The knowledge test was an instrument designed by the
investigator to assess patients' knowledge in the areas
identified in the study design (see Appendix G).

This

instrument consisted of 20 items divided into two parts.
Part A contained 10 single option multiple choice questions.
Part B consisted of 10 multiple-option questions; each
option answered by a "Yes" or "No. "
The wording of the questions was made as non
technical as possible.

Content validity was established by

asking three physicians in the pulmonary clinic to verify
that the instrument contained representative items in each
content area stated in the study design..

It was judged

that most patients with chronic airways obstructive disease
should be able to answer these questions.

The tool was

pilot-tested on eight persons not having pulmonary disease.
Part A was scored as follows: a correct response
received 4 points, an incorrect response received a negative
4 points, and omitted questions scored zero points.

Thus,

for part A, scores could range from positive 40 to a
negative 40.

For part B, the subjects answered "Yes" or "No"
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to each of the four options for each question.

Correct

responses received one point, incorrect responses a negative
point, and omitted items.received no score.

Scores for

part B could range from positive 40 to a negative 40.

The

scores from parts A and B were added together giving a total
score range from positive 80 to negative 80.

The higher the

total score, the greater the knowledge level of the subject.
The State-Trait Anxiety Inventory
(STAI)
The second measurement tool was the State-Trait
Anxiety Inventory (STAI) entitled "Self-Evaluation Question
naire. "

Permission was obtained for its use (see

Appendix D).

The self-report inventory is composed of two

20-item scales, one each to measure state and trait anxiety
(see Appendix H).
on each scale.

The directions for the STAI are written

Possible scores for each of the state and

trait scales range from 20 to 80, with the higher scores
indicating higher anxiety levels.
According to the STAI Manual (Spielberger eh al.,
1970:4) "instructions may be modified to evaluate the level
of A-State intensity for any situation or time interval
that is of interest to an experimentor."
Since the anxiety state is a transitory state,
the A-State Scale asks the subject how he feels
at a particular moment in time. For the purpose
of this study, the instructions, for the A-State
Scale were changed from •". . . indicate how you
feel right now, that is, at this moment" to

51

". . . indicate how you feel when you are short
of breath" (Schnitzer, 1977:28).
These same instructions were used on the A-State Scale for
this study.

Thus, the A-State Score obtained in this study

reflected the degree of anxiety experienced by the subject
when he is short of breath.
The A-Trait Scale asks the subject to describe how
he "generally" feels.

Spielberger et al.

(1970) suggest

that the A-State scale be administered before the A-Trait
scale.

This suggestion was followed in the present study.

Coping Scale
The third measurement tool was the Coping Scale, a
Dudley and Welke (1977) modification of one part of the
Berle Index.

Permission for use of this tool was received

(see Appendix E).

This is a two-part instrument, each part

consisting of 10 items.

The directions are clearly stated

on the questionnaire itself.
follows:

score 5 points for every "yes" in part A except

items number 1 and 2.
answers.

For these, score 5 points for "no"

In part B, score 5 points for every "yes" answer

except item 6.
answer.

Scoring of the scale is as

For this item, score 5 points for a "no"

Whenever a question is answered the opposite of

above, score a negative 5 points.

A question answered with

both a "yes" and "no" receives zero points.

Thus it is

possible for the score to range from positive 100 to nega
tive 100 combining the scores from parts A and B.

Data Collection
Data were collected in one of two settings.*---either
the pulmonary outpatient clinic or the patient's home.

The

initial attempt to collect data from each.subject was made
during a regularly scheduled clinic visit, except for six
subjects from group II.

If time was not sufficient for

completion of the questionnaire, a home visit was made.

The

six subjects from group II were initially contacted by
telephone to arrange for a mutually convenient date and
time for a home visit by the investigator.
Statistical Analysis
The data collected in this study were analyzed by
use of analysis of variance and by correlation of the
variables.

Analysis of variance was used to measure the

difference in mean scores.

Pearson product-moment correla

tion coefficients were performed on each of the variables
with the acceptable level of significance being .05.
-h
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Limitations
This study recognizes the following limitations:
1.

The population Who attended the series of group
outpatient classes were limited in number.

2.

The sample consisted of patients not recently
diagnosed with chronic airways obstructive disease
who had been attending the pulmonary clinic for
various lengths of time.

CHAPTER 4

PRESENTATION AND ANALYSIS OF DATA
This chapter presents the results of the study.
Findings related to the characteristics of the sample and
the presentation and statistical analysis Of the data are
presented.
Characteristics of the Sample
3

The sample consisted of 35 adult subjects/ 16 male
and 19 female, all with the diagnosis of chronic airways
obstructive disease.

Eleven subjects had a diagnosis of

asthma, three with asthmatic bronchitis, three with
chronic bronchitis, two with emphysema, and 16 with chronic
obstructive pulmonary disease (COPD).

The number of years

since the subjects had first been diagnosed as having CAOD
ranged from three to 40 years.

The mean length of time was

16.46 years.
The mean age of the sample was 63.41 years with, a
range of 25 to 82 years of age.

Five subjects were less

than 55 years of age, and five were 75 years of age or
older.
Formal education of the subjects ranged from eight
to 18 years with a mean of 13.47 years.

Twenty-nine of the

35 subjects (82.86%) were high school graduates, and of
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these, 20 (57%) had some level of college education or its
technical equivalent.

Two.subjects (5.7%) completed their

education through the tenth grade, and three subjects
(8.57%) had an eighth grade education.

One subject did not

disclose this information.
Characteristics of the sample population are further
described according to the two groups of subjects who
participated in the study.

Group I consisted of those

subjects who received only the unstructured, individual
teaching provided through routine clinic .visits.

These

patients did not attend the series of group outpatient
classes.

Group II subjects had attended the series of out

patient classes, and therefore received information in a
group setting as well as in an individual manner through
the clinic setting.
The mean ages of the two groups were very similar.
Group I 1s mean was 63.68 years with a range of 39 to 82
years, and that of Group II was 64.12 years with a range
from 25 to 78 years.
Years of formal education varied only slightly
between the two groups.

The range in Group I was from eight

to 18 years with a mean of 12.84 years, while.Group II had
a slightly higher mean of 14.27 with a range of 12 to 18
years.
Values of the forced expiratory volume in one second
(FEV^) ranged from 0.44 to 2.20 Liters (L) with a mean of

1.03 L for the sample.

Although one of the criteria for

entry into the study was an FEV^ of less than 1.50 L, two
subjects having FEV^ values of 2.0 and 2.20 L were included.
Due to the limited number of patients who had attended the
series of group outpatient classes, all patient participants
were contacted, and those consenting were included in the
study.

Thus, these two subjects were included in Group II.

There was very little difference in the mean FEV^ values
between the two groups.

FEV^ mean for Group I was 1.078 L

with a standard deviation of 0.33.

Group II's mean was

slightly less at 0.976 L with a standard deviation of 0.582.
Results
Knowledge Questionnaire
An investigator-designed 20-item multiple choice
questionnaire was administered to each subject to evaluate
his knowledge of chronic airways obstructive disease (CAOD),
use of medications, pulmonary hygiene measures, exercise,,
and diet.

The total possible score on the questionnaire was

80; the higher the score, the greater the knowledge of the
subject.

The range of scores was from 22 (27.5% correct) to

72 (90%) with a mean raw score of 49.42 (61.78% correct) and
a standard deviation of 12.99.

Eight subjects attained 75%

correct or above, while Seven persons scored less than 50%
correct.

Interestingly, the 19 females had a slightly

higher mean score than the 16 males in the sample.

The mean
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score for females was 50.21 with a standard deviation of
14.73 while that of the men was 48.5 with a standard devia
tion of 10.98.

This'difference in the means was not,

however, significant (p = .7041).
Group I raw scores ranged from 22 to 69 with a mean
score of 46.84 (58.55% correct) and a standard deviation of
13.64.

Raw scores of Group II ranged from 27 to 72 with a

mean of 52.5 (65.63%) and a standard deviation of 11.87.
Statistically, there was no significant difference (p =
.2040) between the two groups in relation to knowledge
level (see Table 1).

Table 1.

Means and Standard Deviations (S.D.) for
Knowledge, State Anxiety Norm, Trait Anxiety
Norm, and Coping Levels
Total Sample

Group I

' Group II

Mean

S.D.

Mean

S.D.

Mean

S.D.

Knowledge

49.43

12.99

46.84

13.64

52.5

11. 87

State Anxiety

57.60

8.79

56.94.

9.62

58.4

7.90

Trait Anxiety

48.14

6.99

48.21

7.38

48.1

6. 75

Coping Scale

42.29

20.45

43.42

22.05

40.93

18.99
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A difference was noted, however, in the percentage
of each group falling below one standard deviation for the
sample.

Six of the seven subjects scoring a 36 (45%

correct) or less were from Group 1«
of Group I.

This constituted 31.58%

The other subject falling below one standard

deviation was from Group II (6.25% of group).

The seven

subjects scoring above one standard deviation (77.5%
correct) were more evenly divided between the two groups.
Four were from Group I (21.05% of group) while three were
from Group II (18.75%).

These subjects attained 62 or more

out of the 80 points.
State-Trait Anxiety Inventory
The State-Trait Anxiety Inventory (STAI) is a selfreport inventory composed of two 2 0-item scales, one each to
measure state and trait anxiety.

Possible scores for each

of the scales range from 20 to 80, with the higher scores
indicating higher anxiety levels.
The state anxiety raw scores ranged from 26 to 75 .
with a mean of 53.25 and a standard deviation of 13.21.

The

mean score for all males, 52.25, was slightly less than that
of the females, 54.0.

Those subjects of Group I had a mean

score of 52.7 and standard deviation of 14.27 as compared
with the mean score of 53.8 and standard deviation of 11.84
in Group II.

Raw scores of Group I ranged from 26 to 75

with those of Group II varying from 30 to 74.
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The STAI raw scores were converted to normative
values established by Spielberger et al.

(.1970) as a means

of comparing this sample to experimental groups.

The mean

score for the state norm scores was 57.60 with a standard
deviation of 8.785.

The Group I mean score was 56.94 and

the standard deviation was 9.62.

The normative mean score

and standard deviation of Group II were 58.4 and 7.90
respectively.

The mean score of the.females in the sample

was 58.375 and that of males, 56.947.

The standard devia

tion of the females was 7.906 and 9.629 for the males.
Raw scores on the trait anxiety scale ranged from 26
to 58 with a mean of 38.7 and standard deviation of 8.36 for
the sample.

The raw score for males, 39.31, was slightly

above that for females, 38.21.

The Group I raw scores ranged

from 28 to 58 with a mean of 38.8 and standard deviation of
8.72.

The mean of Group II was very similar, 38.6 with the

standard deviation being 7.91; scores ranged from 26 to 52.
The normative values for the trait anxiety scale are
as follows.

Group I 's mean score was 48.21 with the standard

deviation 7.375.

Group II subjects had a mean score of 48.1
■
/
and a standard deviation of 6.75. The mean score of males,
48.687, was higher than that of females, 47.68.

The standard

deviation for the former was 6.508, and for the latter,
7.52.

Table 1 summarizes these values.
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Coping Scale
The Coping Scale consisted of a two-part instrument?
each part contained 10 items.

Possible scores could vary

from positive 100 to negative 100 when combining the scores
from the two parts.

Coping scores of the sample ranged '

from a minus 10 to positive 80.

The mean score was 42.28

with a standard deviation of 20.45 for the sample.

Six of

the 35 subjects (17%) fell below one standard deviation
having scores less than 22.

Four of these were from Group I

(21%) while two were from Group II (12.5%).

Five subjects

from Group I (26.32%) scored greater than 62 while only one
subject from Group II (6.25%) attained this score.
The mean of Group I was 43.42 with a standard
deviation of 22.05.

Scores ranged from 5 to 80.

Scores in

Group II varied from a minus 10 to 70 with a mean score of
40.9 and a standard deviation of 18.99.

In comparing the

mean scores between males and females in the sample,
females had a slightly higher mean, 43.15, than the males,
41.25.

These values of the Coping Scale are summarized in

Table 1.
Statistical Analysis
Analysis of variance was utilized to analyze the
difference between the means of the variables of age, sex,
educational status, known length of diagnosis, and FEV^.
The three research questions presented in Chapter 1 were

T
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also evaluated by performing analysis of variance on the
means of the knowledge test, state anxiety scale, trait
anxiety scale, and coping scale.

In addition, Pearson

product-moment correlations were calculated to determine
any interrelationships between the variables.
An analysis of variance determined that there was no
significant difference at t h e . 05 level between the two
groups of subjects for the variables of age (p = .9155),
sex (p = .6521), educational level (p = ,1366), length of
diagnosis (p = .5072), and FEV^ (p = .5221).

Analysis of

variance was also used to evaluate the three research
questions of the study.
The first research question, "Will adult subjects
with. CAOD who have attended the series of structured group
outpatient classes show a higher degree of knowledge con
cerning their disease process and its management as
evidenced by scores on the knowledge test than the out
patients who did not attend these classes," demonstrated no
significant difference (p = .204) between the mean scores
of the two groups of subjects.
The second research question, "Will adult subjects
with CAOD who attended the series of structured group out
patient classes demonstrate lower anxiety levels on the
State-Trait Anxiety Inventory than the subjects who did not
attend these classes," showed no significant difference in
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the state anxiety mean scores (p = .6390) nor in the trait
anxiety mean scores (p = .9514) between the two groups.
The third research question, "Will, adult subjects
with CAOD.whp attended.the series of structured group out
patient classes demonstrate a higher coping score on the
Coping Scale than those subjects who had not attended the
classes," demonstrated no significant difference (p = .7261)
between the two groups.
Pearson product-moment correlation coefficients were
calculated between the variables.
was determined as .05.

The level of significance

Significant correlations were found

between age and education (p = .028), level of knowledge
and age (p = .001), state and trait anxiety levels (p =
.003), and trait anxiety score and coping ability (p =
.001) in the sample population (see Appendix J).
Summary
The following conclusions are drawn from this study
as a result of statistical analysis:
1.

There was no significant difference between the two
groups of subjects in relation to:
a.

level of knowledge,

b.

state anxiety,

c.

trait anxiety,

d.

coping ability.

There was a positive significant correlation between
state and trait anxiety levels of the sample popula
tion.
There was a significant negative correlation
between trait anxiety level and coping ability of
the sample population.
In the sample population, there was no significant
relationship, between:
a.

level of knowledge and state anxiety,

b.

level of knowledge arid trait anxiety,

c.

level of knowledge and

d.

state anxiety and coping ability.

coping ability,

There were no significant differences between the
two groups of subjects in relation to demographic
variables of age, years of education, sex, length
of known diagnosis, or FEV^.

CHAPTER 5

INTERPRETATION AND IMPLICATIONS
This chapter discusses interpretations, implications, and the relationships of the findings to the con
ceptual framework.
Findings in Relation to Conceptual Framework
The concepts of coping, anxiety, and knowledge as
determinants of the outcome of illness.provided a useful
framework for this study.

Two approaches to teaching

patients, individual and small group instruction, were
investigated to ascertain which yielded a higher level of
knowledge.

The role of health care professionals in

reducing anxiety and promoting coping mechanisms was also
examined.
With the diagnosis of a chronic illness > patients
are faced with many stresses and potentially threatening
situations.

The way persons perceive and cognitively

appraise or define a situation constitute for them its
reality.

By providing information on the disease process,

and sharing various means of coping with the imposed limita
tions, the health professional can assist patients in re
evaluating their cognitive process of appraising the
stressors.
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Knowledge Questionnaire
The intent of this study was to investigate two
approaches to teaching pulmonary outpatients to determine
which yielded a greater level of knowledge about their
chronic airways obstructive disease and its management, and
examine anxiety and coping levels in these patients in
relation to knowledge and method of instruction.

Two groups

of outpatients were used; one received unstructured,
individual instruction, the other, structured small group
instruction.
The findings of this study indicate that there was
no significant difference in knowledge level between these
two groups of outpatients

(p = .204).

The lack of differ

ence between the two groups may, in part, be attributed to
the study setting itself.

The subjects in the study were

generally seen by either a pulmonary fellow or clinical
nurse specialist prior to being seen by their own
physician during each clinic visit.

Between clinic visits,

patient progress is often monitored by the physician and/or
clinical nurse specialist by means of telephone calls.

In

addition, patients are encouraged to call or come into the
clinic, or contact their physician or clinical nurse
specialist if their condition changes significantly before
their next scheduled clinic visit.

This arrangement

provides for continuity of care, increased patient education,
and emotional support.

Thus, all pulmonary outpatients in
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this setting are provided with opportunities to seek and
receive information concerning their illness and related
therapies and treatments..
The mean knowledge score of Group II (52.5) was,
however, slightly higher than that of Group I (46.84).

-A

possible explanation for this difference is that the
subjects who attended the group classes (Group II) were
informed about the various conditions included in CAOD and
several treatment measures, actions anddpurposes of medica
tions, nutritional information, pulmonary hygiene skills,
and care of equipment.

Psychosocial needs of chronic ill

ness patients were also discussed.

These classes were

conducted by a clinical nurse specialist with an occasional
guest presenting a specific topic.
in the classes followed an outline.

Information presented
Patients’ questions

were encouraged and often resulted in group discussions.
These classes may have provided the patients with greater
insight into answering the test questions, and also may
have stimulated them to seek further clarification on
class content from their physician and clinic personnel on
subsequent clinic visits.

Thus, Group IT subjects were

provided with two different settings to seek and obtain
information about their illness, and may have resulted in
the slightly higher mean knowledge score.
Many factors have been cited which may influence a
person's ability to learn, such as age, educational level.
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state of health, and stress or anxiety (Storlie, 1975?
Bille, 1977; Aiken, 1970).
in this study.

Several variables were examined

Related findings include significant

negative correlations between age and formal education
(p = .008), and between age and knowledge (p = .001).
No statistical significance was found between length
of known diagnosis and level of knowledge (p = .272).

Two

ideas are offered for consideration in relation to these
variables.

One was that those subjects more recently

diagnosed would be more motivated to seek out information
concerning their diagnosis and its management, and would
therefore demonstrate a higher level of knowledge.

Closely

related is. the idea that persons who have been experiencing
their illness for longer time periods would be content to
continue management of their self-care activities using
previously gained information, and are not interested in new
information.

Thus, one would expect to see lower scores on

the knowledge test as a result of loss of recall, lack of
interest or motivation, and perhaps confusion.

A second is

that the longer the known diagnosis, the greater the time
and opportunity for learning through clinic visits,
hospitalizations, literature, and other spontaneous learning
situations.

Additional research is needed in this area

before conclusions can be made concerning any relation
ships between length of known diagnosis and level of
knowledge in pulmonary outpatients.
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It was also questioned whether ventilatory function,
as measured by a forced expiratory volume in one second
maneuver (FEV^), affected patients' ability to learn or
recall information.

No correlation was found between

knowledge level and FEV^ (p = .257) in these CAOD patients
with limited ventilatory functioning.
Patients' attempts to understand their illness,
such as making the effort to attend outpatient classes, and
to adopt new behaviors as a result, constitute adaptive
tasks necessary for preserving a reasonable emotional
balance, self-image, and relationships with significant
others.

By providing information, the health professionals

assist patients in learning to evaluate themselves in terms
of their illness and to act accordingly.

It is interesting

that this study demonstrated no significant differences
between the two groups in relation to knowledge level
(p = .204) and coping ability (p = .726).

In addition, no

correlation was documented between knowledge level and
coping ability (p = .342) for the sample.

Thus, in

answering the first research question, "will those subjects
who attended the group outpatient classes show a higher
degree of knowledge concerning their disease process and
its management than those outpatients who did not attend,"
no difference was found.

The correlation between the mean

knowledge scores was not significant at the .05 level.

In

summary, small group education classes do not appear to be
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more.effective than individual instruction in teaching CAOD
patients about their disease and its management.

Since the

knowledge tool has not previously been used, however, it is
difficult to assess the overall knowledge level of the
sample population.
State-Trait Anxiety Inventory
Trait anxiety (A-Trait) reflects one's predisposi
tion to develop anxiety reactions.

Individuals with higher

A-Trait levels tend to perceive a larger number of situa- .
tions as threatening, and generally respond to those situa
tions with greater anxiety state (A-State) intensity.
Spielberger (1972) stated that the intensity of the A-State
will increase in proportion to the amount of threat
generated by the stimulus.

Genetic factors, childhood

experiences, support systems, and acquired behavioral
dispositions inherent in trait anxiety are thought to pre
dispose an individual to appraise specific stimuli as
threatening.

If the stimulus is perceived as threatening,,

the A-State will arise.
theory stated that:

Rees (.1973) in supporting this

(1) a person with high trait anxiety

will show a much greater tendency to experience state .
anxiety reactions, and (2) those persons with lower overall
trait anxiety levels seem to be able to deal more effectively
with stress situations.
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Schnitzer (1977) found that dyspnea was perceived by
individuals as a threat to biological"integrity and
activated the A-State.

Her study showed that as pulmonary

function deteriorated, dyspnea increased in either
intensity, frequency, duration, or some combination of all
three, contributing to higher levels of.state anxiety.
Shortness of breath was used as the stimulus in this
study to evoke the anxiety state.

Subjects were asked to

recall how they feel when they are experiencing shortness of
breath.

The moderately high correlation between state and

trait anxiety scales (r = .457) suggests that the stimulus
of dyspnea did evoke the A-State by threatening patients'
self-esteem and physical existence.

Correlations are

expected between the state and trait anxiety scales when
they are given under conditions which pose some threat to
self-esteem, rather than when measurements are obtained in
situations characterized by threat of physical danger
(Spielberger, 1972).

It would seem that the limitations

imposed upon the individual by his shortness of breath
threaten his self-esteem since many, if not all, aspects of
his life must be modified in relation to ventilatory
function.

Hence, it may be theorized that dyspnea, as a

stimulus, is cognitively appraised by the individual.as a
threat to both physical existence and self-esteem
(Schnitzer, 1977).

No significant correlation between

FEV^ and anxiety state (p = .454) was found in this study,
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however.

The FEV^ values were, with the exception of two,

less than 1.5 L.

It was thought that the decreased

ventilatory function would result in increased A-State
reactions, but this was not demonstrated.
Approaching significance was a negative correlation
between age and state anxiety (p = .09).

Possible explana

tions for this finding include the idea that younger persons
have not found effective ways of dealing with the stressful
situation of dyspnea.

However, no significant correlation

was found between age and coping, or between length of
illness and state anxiety to support this idea.
No difference was found between the two groups in
regards to state anxiety (p = .639) or trait anxiety
(p = .951) levels.

It was shown by Wallace and Wallace

(1977) that group education can lead to an increased
anxiety level in patients, perhaps as a result of their
exposure to others1 problems, the pressure to learn or to
conform to practices and ideas, or the patients1 realization
of his role and responsibility in self-care activities.
Nield (1970) found no significant.differences in state and
trait anxiety in patients taught by three different methods.
Since anxiety levels were not measured in this study before
teaching was initiated, there is no way to determine if
anxiety levels changed in either direction as a result of
instruction.
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The mean scores on both the normative anxiety state
and trait scales in the present study were higher than those
of Spielberger et al.'s (1970) male, medical-surgical
population.

The mean score for state anxiety in the present

study was 57.66 with a standard deviation of 8.785.
Further analysis of the sample according to sex showed the
mean and standard deviation for the males to be 57.06 and
8.426 respectively.

Spielberger et al.'s (1970) all-male

experimental medical-surgical group had a mean of 42.68 and
a standard deviation of 13.76 for state anxiety.
findings were found for the trait scale.

Similar

The mean and

standard deviation for the present study were 48.15 and
6.99 respectively.

The values for the males in this sample

were 48.687 for the mean, and 6.34 for the standard devia
tion.

Spielberger et al.'s (1970) study had a mean score

of 41.33 with a standard deviation of 12.55 for trait
anxiety.
Raw state and trait anxiety scores obtained in this
study are similar to those in the study by Schnitzer (1977).
The raw state anxiety scores ranged from 26 to 75 in this
study; Schnitzer's were 22 to 73.

The mean score in this

study was 53.25 with a standard deviation of 13.21, while
those of Schnitzer were 52.48 and 14.057 respectively.
Similar findings were also documented with the trait anxiety
scale.

Raw scores ranged from 26 to 58 in this study

compared with 21 to 63 in Schnitzer's (1977).

Mean score
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and standard deviations were also similar.

Results of this

study showed a mean of 38.7 and standard deviation of 8.36;
Schnitzer's mean was 39.78 with a standard deviation of 8.63.
An unexpected finding on the trait anxiety scores
showed males as having slightly higher mean score than "
females.

Schnitzer (1977) found this to be true in her

study also.

In addition, the mean trait scores in both

these studies were higher than that of Spielberger et al.'s
population by at least six.points.
In an attempt to explain this higher trait anxiety
level found in patients with CAOD, the relationship between
FEV^ and trait anxiety was explored.

The correlation

between the two was not statistically significant (p —
.189).

Additionally, there was no correlation between age

and trait scores (p = .43).

Thus, the higher mean trait

score does not appear to be related to the decreased
ventilatory function or the higher mean age of the sample.
A significant negative correlation (p = ,001) was
documented between trait anxiety and coping ability.
Persons with lower trait anxiety scores appear to. cope
better with stressful situations.

This finding supports

the theories of Spielberger (1972) and Rees (1973) who
found that persons with lower overall anxiety level seem
to be able to deal more effectively with stressful or
threatening situations.
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Redman (19 76) stated that some anxiety may be
necessary to motivate or stimulate the desire to learn.
Again, it would be interesting to determine anxiety levels
of both groups prior to initiating teaching to see if there
is a difference, and to assess whether the preinstruction
levels are elevated such that they could interfere with
their ability to learn.

No correlation was documented

between knowledge level and trait anxiety (p = .342) or
between knowledge level and state anxiety (p = .395) in the
sample.

Without the benefit of preinstruction anxiety

levels, one can only suggest that the method of instruction
had no apparent effect on patients' trait anxiety level,
and that neither method was more effective in teaching
patients how to reduce the A-State associated with shortness
of breath.

Thus, the health educator must not only evaluate

more closely what is being offered to the patient, but also
the means by which it is taught, when concerned with pro
moting coping strategies and reducing anxiety levels.
Coping Scale
Based on the statement that individuals seek and"
attend more to information which they perceive as. central to
their physical, emotional, or social survival (Redman, 1976)
it would be interesting to further investigate what type of
individual elects to attend the series of group outpatient
classes.

Various questions can be posed for consideration.
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Do people attend the classes because they are not coping
well and are having difficulty understanding the need for
health practices, or are unable to perform skills necessary
to carry out self-care activities at home?

Are these

individuals "high anxiety information-seekers11 who are ■
continually searching for information which coincides with
their own ideas and practices?

Perhaps these persons are in.

need of emotional support and understanding.

Was it

suggested by health care personnel that they attend (as
was true with a few in this study) because they do not
appear to be adjusting to their illness?

Are they dis

satisfied with previous health teaching and feeling anxious
or frustrated?

An opposite viewpoint suggests that these

persons are perhaps coping better than many pulmonary out
patients and are interested in learning more information
about treatments, the disease itself, and further means of
alleviating some of their existing problems thereby
increasing the quality of their life.

Could it be that

these individuals find reward and satisfaction in sharing
their experiences with others while assisting them with
their adjustment to illness?
endless.

The list of questions is

Unfortunately, no answers were found as a result

of this study.

No significant difference was shown between

the two patient groups in relation to coping ability
(p = .726), or trait anxiety (p = .9514).

It was hoped

that certain characteristics would become evident to help
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identify those perons who might best learn in a small group
teaching arrangement, or who were more interested in this
method of instruction as a means of meeting their needs.
It has been questioned whether one's level of educa
tion affects his ability to cope.

An increased level of

education could perhaps raise the person's ability to per
ceive what is happening to him, and enhance his decision
making capacity.

An increased ability to make decisions

may help restore his. sense of having some control over his
situation so he is better able to adapt.

No correlation

was found in this study between years of education and
coping ability (p = .100).

It is interesting to note that

subjects in Group II did have a higher mean for education
but a lower mean score for coping (40.94) than did Group I
subjects (43.42).

Statistically, however, there was no

difference between the two groups regarding education (p =
.1366) or coping ability (p = .7261).
According to Dudley and Sitzraan (1979), higher
coping scores reflect better ability to deal with life
situations and stresses.

They defined high copers as persons

attaining scores of 80 or above on the Coping Scale.

Two

subjects (5.71%) therefore can be classified as high
copers.

Dudley and Sitzman further stated that persons

scoring less than 60 tend to do poorly in controlling their
disease without a.great deal of difficulty. . Twenty-nine
subjects (82.86%) did score less than 60.

In addition, one
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subject received a minus 10 score, and according to the
designers of the tool, this individual would be considered
deficient in the ability to deal with life situations.
Dudley and Sitzman stated that it is usually not possible
to predict outcomes of persons with scores between 61 and
79.

Four persons (11.43%) had scores in this range.

According to Dudley and Sitzman, most people score between
40 and 80.

Twenty-three subjects (65.71%) fell into this

range.
When defining coping as "the .instrumental behavior
and problem-solving capacities of-persons in meeting life
demands and goals" (Mechanic, 1968:32), qne might expect to
see a greater coping ability in the older individual.
Extensive coping experiences and maturity often provide the
elderly with greater personal resources.upon which to draw
in new crisis situations.

Results of this study, however,

demonstrated no statistically significant relationship
between age and coping ability (p = .43) in CAOD out
patients.

The lack of correlation shown here may partly

be a reflection of the measurement tool itself, and will
be discussed later.
The possibility of a relationship between coping
ability and length of illness was examined in this study.
Theories suggest that as a person learns to adjust to his
illness with time, and derives strength from overcoming
stresses, he will show a higher coping score.

An opposing
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idea is the possibility that over time , a person loses the
capacity or desire to deal with stresses, or his energy to
invest in coping skills decreases, and feelings of helpless
ness, frustration,, worthlessness, and disorganization arise.
The results from this study demonstrated no significant"
>

relationship between length of disease and coping (p = ,589).
Thus, nothing further was revealed concerning these theories.
FEV^ was assessed in all subjects to determine if
ventilatory function had an effect on coping ability.

It

is recognized that a decreased ventilatory, capacity limits
energy available to not only carry out normal everyday
activities, but to also experience emotional situations.
Engaging in both of these activities is necessary to
effectively deal with chronic illness such as CAOD.
Thirty-three of the 35 subjects had an FEV^ of less than
1.5 L, thus creating a homogenous group in regards to
decreased ventilatory function.

Since no statistical

significance was documented between coping ability and
FEV^ (p = .48)., further investigation is necessary before
any conclusions can be drawn.
In summary, it is important to recognize

thatthere

are similarities in styles of coping and that each individual
copes in the ways which have been

successful for himin the

past.

to recognizing un^-

By becoming more sensitive

successful coping mechanisms, the health professional can
more effectively interact with those having difficulty and
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assist them in dealing with illness.

These interventions.

offered by the health professional may ease the influence
of highly negative, interruptive stressful symptoms, and
expand the influence of positive coping strategies.
Appropriateness of Measurement Instruments
There are several potential limitations of any
anxiety-measuring instrument.

Limitations include:

(1)

the possible ambiguity of the test.items (different meanings
for different people); (2) the inappropriateness of some
items to the anxiety situation being measured (A-State);
(3) the unwillingness of subjects to admit negative feelings
about themselves; and (4) the extent to which subjects know
themselves, which in turn, influences their ability to give
truthful answers (Spielberger, 1972) .

Schnitzer (.1977)

noted an additional limitation of the State-Trait Anxiety .
Inventory (STAI) when used with pulmonary outpatients.
Possible physical and physiological conditions may be the
basis for their anxiety symptoms.

Hence, in subjects with

CAOD, the response to "I feel rested" and "I tire quickly"
may be positive because of. the physical concomitants of
their disease, not because of anxiety (Schnitzer, 1977).
Results of this study demonstrate possible limita
tions in measuring coping ability of CAOD outpatients
utilizing the Coping Scale,

It is questioned whether

several of the test items are appropriate for the older

79

person.

For example, questions ask about satisfaction with

occupation, working conditions, and income.

Since the

majority of the sample were either disabled or retired, it
is difficult to determine the basis for their response to
these questions.

Also, the majority of the subjects answered

that they did not have good health, which is scored as a
negative five points.

Many patients answered the question

of "do you think housing is a problem" with a yes, since it
is for many elderly, disabled, and retired persons, and were
penalized five points.

Thus, this tool requires further

testing and analysis to determine its validity for use with
the older population.
Recommendations
Recommendations for further study include:
1.

Conduct a study using a pre- and posttest design
with these same measurement instruments.

2.

Revise the knowledge questionnaire and test for
discriminant power and validity.

3.

Administer an investigator-designed questionnaire
to assess why persons choose or avoid attending
small group outpatient classes.

CHAPTER 6

'SUMMARY
The conceptual framework for this study was based
upon several areas of investigation.

These areas were

coping ability as a determinant of the outcome of illness,
general factors affecting one's perception of his illness, and information-seeking and anxiety level as they relate to
strategies of adaptation in illness.
A quasi-experimental design was utilized to investi
gate two approaches to teaching pulmonary outpatients to
ascertain which yielded a higher level of knowledge about
the disease and its management, and examine their anxiety
and coping levels in relation to knowledge and method of
instruction.

Thirty-five outpatients with chronic airways

obstructive disease participated in the study.

Subjects

were divided into two groups according to the method in
which they had received their health education.

Group I

consisted of 19 patients who had received informal, un
structured, individual teaching from health care profes
sionals during their routine clinic visits.

In addition to

receiving individual teaching, the 16 patients in Group II
attended a series of structured, semi-formal, small group
classes with specific content and objectives.
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Each subject
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completed a four part questionnaire containing three
measurement instruments: a 20-item investigator-designed
knowledge test, the State-Trait Anxiety Inventory, and the
Coping Scale, and a Personal/Demographic Data sheet.
Results of statistical analyses demonstrated that
subjects who had attended the series of structured group
outpatient classes: (1) did not show a higher degree of
knowledge concerning their disease process and its manage
ment on the knowledge test;, (2) did not demonstrate a lower
anxiety level on the STAI; and (3) did not demonstrate a
higher coping score on the Coping Scale, than those subjects
who did not attend these classes.

No statistically signifi

cant differences were found between the two groups in rela
tion to these three variables.

The extraneous variables of

age, sex, FEV^, length of known diagnosis, and education
were examined for their possible effect on knowledge level,
state and trait anxiety, and coping ability.

No significant

differences were apparent between the two groups of
subjects.

Significant correlations were demonstrated between

trait anxiety level and coping ability, knowledge level and
age, state and trait anxiety levels, and age and formal
education level.
These findings lead to the conclusion that in
subjects with chronic airways obstructive disease, small
group education classes had no beneficial or detrimental
effect on knowledge, anxiety, and coping levels.

Further
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study is necessary before the health professional is able to
objectively evaluate the value of individual and small
group instruction with CAOD outpatients when concerned
with increasing knowledge and coping levels, and decreasing
anxiety levels.
Recommendations for further study include conducting
a study using a pre- and posttest design with these same
measurement instruments, and revising the knowledge question
naire and testing for discriminant power and validity.

It .

would also be interesting to assess why persons choose or
avoid attending small group outpatient classes.

APPENDIX A

DISCLAIMER FOR SUBJECT'S INFORMED CONSENT
I am requesting your voluntary participation in the
completion of these questionnaires entitled, "Personal/
Demographic Data," "Knowledge," "Self-Evaluation Question
naire," and "Coping Scale." The purposes and objectives of
this study are to determine pulmonary outpatients1 knowledge
level, evaluation of how they feel, and coping ability. The
personal/demographic data sheet is to gather some basic
information from you and your medical record about yourself
and your disease. The knowledge questionnaire is to
determine your general knowledge and understanding about
your illness and its treatment. The self-evaluation
questionnaire measures how you generally feel and how you
feel when you are short of breath. Coping scale refers to
your ability to deal with a variety of types of stress and
anxiety.
If you decide to participate, please answer as
many of the questions as you are able to answer with
confidence. About 45 minutes of your time will be required
for completion of this questionnaire.and will indicate
your consent as a willing participant in this study. All
data received will be treated with anonymity and confi
dentiality. You are free to withdraw from the study at any
time without incurring ill will.

Lorrie Longstaff, R.N.
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APPENDIX B

PERMISSION FROM CLINIC DIRECTOR TO
CONDUCT STUDY

1451 No 7/arren Ave.
Tucson, AZ* 85719
April 20, 1981

Robert Barbee,-il-i.D,
Director, St. Luke1s Clinic
Arizona Health Sciences Center
Tucson, Arizona 85724
Dr. Barbee,
I am writing to ask your permission to gather data
from approximately 4-0 outpatients of St. Luke ‘s clinic.
I:y thesis for ray M.S. degree includes investigating
knowledge, anxiety and coping levels of chronic airways
obstructive disease outpatients after two approaches to
patient education. - The two approaches are individual and
group instruction.
I will be utilizing a three part questionnaire to
gather ray data, and will require about 45 minutes of each
subject’s tine. I plan to have them complete the question
naire at the time of a regular clinic visit.
I will be happy to share ray findings with you in
return. Thank you very much.
Sincerely
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APPENDIX C

HUMAN SUBJECTS COMMITTEE LETTER OF APPROVAL

TO:

Lorrie Jane Longstaff
1451 N. Warren Avenue

FROM:

,
85719 .

Ada Sue Hinshaw, R.N., Ph.D.
Director of Research

DATE: May 6, 1981
- . . . n . - "Knowledge, Anxiety and Coping Level After Two Aporoaches
Human Subjects Ravisv/:
RE:
to Patient Education"
Your project*has been-reviewed and approved es exsnpt frca University review by the
College of Nursing Ethical Review Sub-cocnittee of the Research Ccmlttee, and the
Director of Research. A consent form with subject signature is not required for
projects exempt from full University review. Please use only a disclaimer format
for subjects to read before giving their oral consent tc the research. The Human
Subjects Project Approval Perm is filed In the office of the Director of Research,
if you need access to It.
vie wish you a valuable and stimulating experience with your research*
ASH:ss
4 /8 1

.
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APPENDIX D

PERMISSION TO USE THE STATE-TRAIT
ANXIETY INVENTORY

CONSULTING PSYCHOLOGISTS PRESS INC.
577 COLLEGE AVENUE
PALO ALTO. CALIFORNIA 94306

r

Mso L o r r ie L o n g s t a f f
1 5 0 8 IK G roat
T u c s o n , A r iz -85716

L
In response to your request o f
15» 1 9 3 1
permission is hereby
granted you to
t o r e p r o d u c e and u se i n g a t h e r in g d a ta f o r y o u r t h e s i s ,
3 0 c o p i e s o f t h e STAI f o r a X - l and F ora X - 2 . You may m o d ify t h e
d ir e c t io n s fo r fo r a X -l a s in d ic a te d in your l e t t e r *

subject to the following restrictions:
(a)

Any and all material used will contain proper acknowledgments; e.g.,
“ Reproduced by special permission from
__________ The S t a t e T r a i t A n x ie t y I n v e n t o r y _______________
(p u b lic a tio n )

by

C h a r le s S p i e l b e r g e r , R ic h a r d G orsuch and R o b e r t Ln g h en e
( a u th o r )

Copyright _ —
,by------------------------------------------- -------------Published by Consulting Psychologists Press Inc., Palo Alto, CA 94306.’*
(b)

None o f the materials may be sold or used for purposes other than those
mentioned above.

(c)

One copy of any material reproduced will be sent to the Publisher.

(d)

Payment o f a royalty/license fee o f ________________ ;_____
NO FEE

<e)

CONSULTING PSYCHOLOGISTS PRESS INC.

i_

APPENDIX E

PERMISSION TO USE THE COPING SCALE

Donald L. Dudley, M.D.
CAB R i m MEDICAL. TOWER
901 BOREN AVENUE

SUITE 1 020

SEATTLE. WAS HI NOTON SB 104
1206) 631-1134

April 10, 1981

Ms. Lorrie Jane Longstaff
1451 North Warren Avenue
Tucson, Arizona 85719
Dear Ms. Longstaff:
Thank you for your recent letter. Please feel free to .
use anything that is useful from our work in your research.
Good luck!
S i n n A T A 1v

Donald L. Dudley, M.D
DLD:imd
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APPENDIX F

PERSONAL/DEMOGRAPHIC DATA
To be completed by subject:
Age: _____
Sex:

M _____ , F______

Race:
Marital status: Single ___ , Married

,Separated

,

Divorced ___ , Widowed____
Number of years of formal education:
Usual occupation: ____________ ;
______ ____ ________________
Current employment status: Full time ___ , Part time

,

Sick leave ___ , Disabled

,

Retired ___ , Unemployed ___
How long have you known that you have lung disease: ____
How long have you been attending St. Luke's clinic: ____
Have you ever attended outpatient classes to learn about
your lungs: _____
If yes, when: ________________ ____
To be completed by investigator:. (from medical record)
Diagnosis: ___________________________ __
Spirometry: FEV^:

'
__________ _

FEV^ after bronchodilator: ____
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.
_____ ____

APPENDIX G
KNOWLEDGE QUESTIONNAIRE

Part A
Directions:
Circle your choice of the one best answer for each
of the following questions„
1.

Chronic bronchitis is a condition in which:
a. .The walls of the air sacs (alveoli) are destroyed
and they become enlarged and "floppy"
b. Something irritates the muscles of the air tubes
and they go into spasm, often causing wheezing
c. There is inflammation and swelling of the lining of
the air tubes, and excess secretions are produced
d. There is infection of the air sacs so that air
cannot move in and out of the lungs

2.

What is the reason that you may hear wheezing sounds
when you breathe?
a. The bronchial air tubes are narrowed and have more
mucus or secretions than normal
b. There is not enough oxygen in your body
c. The blood flowing in the lungs has slowed down
d. Fluid is trapped in the air sacs in the lungs

3.

Postural drainage, cupping (clapping), and vibrating of
the lungs is done to:
a. Increase the amount of blood circulating in the
lungs
b. Loosen secretions in the lungs
c. Help distribute medicine in the lungs
d. Deflate the air sacs in the lungs

4.

Why
a.
b.
c.
d.

should you practice your breathing exercises?
To strengthen your back muscles
To decrease the amount of sputum you produce
To prevent infection in your lungs
To be able to control attacks of shortness of
breath
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5.

When your sputum becomes thick, you should:
a. Drink more water
b. Decrease the amount of humidity in your home
c. Drink less water
d. Increase the amount of exercise that you do

6.

Why would the doctor prescribe oxygen therapy for
patients?
a. They have difficulty taking oral bfonchodilator
medications
b. They become short of breath when exercising
c. They have a low amount of oxygen in their blood
d. They tend to get frequent colds or pneumonia

7.

If eating tires you out, you should:
a. Eat two meals each day
b. Drink a lot of milk at mealtimes
c. Eat your meals more quickly
d. Eat .small amounts 5 to 6 times each day

8.

Which food has a lot of sodium (salt)?
a. Bacon
b. Milk
c. Bananas
d. Liver

9.

Which activity can help you expectorate secretions from
the bronchial air.tubes?
a. Walking a little more each day to increase exercise
ability
b. Keeping the room air as dry as possible
c. Using medication as prescribed by your physician
before beginning percussion and postural drainage
d. Using pursed-lip breathing when exercising

10.

Which is a benefit of good productive coughing?
a. Maintains open air tubes by removing excess
secretions
b. Strengthens the diaphragm so that deeper breaths
can be taken
c. Opens up the air sacs deep in the lung
d. Eliminates the need to use oxygen equipment for
breathing
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Part B
Directions:
Please answer each of the four responses to each
question with a "yes" or "no." If you feel the answer is
correct, write "yes" in the blank; if you feel it is not
correct, write "no."
11.

The disease chronic bronchitis may result from: ,
cigarette smoking
air pollution
inhaling cold air
frequent use of alcohol

12.

Persons who have chronic bronchitis or emphysema:
should walk as little as possible
should walk a little each day and increase the
amount a little more each time
should stop exercising before they get short of
breath
should exercise to a point where it takes about 10
minutes to recuperate and catch their breath

13.

Ways, in which you can save yourself energy as you go
about your daily activities are:
allow extra time so that you do not have to rush
bend over from the waist to pick up objects
avoid lifting and carrying large or heavy things
when possible, sit down to do your work

14.

If you are becoming short of breath, you should:
sit up and lean slightly forward
lie on your left side with a pillow behind your
back
use pursed-lip breathing and,try to breathe out
slowly
lie down with your head elevated on one pillow

15.

Postural drainage of the lungs should be done:
immediately before an aerosol treatment
immediately after breakfast
about one hour before eating
when arising in the morning

16.

You should take your antibiotics as prescribed by your
physician if:
.
___ your sputum becomes more watery than normal
your sputum changes to yellow or green color
you are exposed to the flu
___ you get a fever
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,17.

The breathing medications called bronchodilators:
relax muscle and open up the airways of the lungs
make your heart beat slower
help fight infections in the lungs
help prevent extra fluid from being retained in
your body

18.

The major side effects of your breathing medication
are:
upset stomach
feeling jittery or nervous
difficulty falling asleep
swelling of your ankles

19.

A sign that you are. retaining excess fluid in
your body
is that:
your sputum becomes more watery
your ankles or fingers become puffy
you gain 3 to 5 pounds in a couple of days
you feel unusually dizzy or sleepy

20.

Aerosol or "mist" treatments may be given to:
deliver medication and/or water into the bronchial
air tubes
increase the amount of blood flowing to the lungs
help relieve lung congestion caused bythick
secretions
___ decrease spasms in the walls of the bronchial air
tubes

APPENDIX H

THE STATE-TRAIT ANXIETY INVENTORY
SELF-EVALUATION QUESTIONNAIRE*
Part A
Directions:
A number of statements which people have used to
describe themselves are given below. Read each statement
and then circle the number to the right of the statement to
indicate how you feel when you are short of breath. There
are no right or wrong answers. Do not spend too much time
on any one statement but give the answer which seems to
describe your feelings best.
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f e e l c a l m ..................... .. .
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a m t e n s e .................. . . .
am regretful
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feel at ease
.....................
feel u p s e t
.......................
am presently worrying over
possible misfortunes
.............
I f e e l r e s t e d ........................ ,
I feel anxious
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I feel comfortable
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I feel s e l f - c o n f i d e n t . . . . . .
I feel nervous
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I feel "high strung"
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I am relaxed
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Part B
Directions:
A number of statements which people have used to
describe themselves are given below. Read each statement
and then circle the number to the right of the statement to
indicate how you generally feel. There are no right or
wrong answers. Do not spend too much time on any one
statement but give the answer which seems to describe how
you generally feel.
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28.
29.

I feel p l e a s a n t ..............
.. .
I tire quickly . . . . ............
I feel like crying .................
I wish I could be as happy as others
seem to b e .................. . , . .
I am losing out on thingsbecause
I
can11 make up mymind soon enough . .
I feel r e s t e d .............
I am "cool, calm, and collected"
. .
I feel that difficulties are piling
up so that I cannot overcome them . .
I worry too much over something that
really doesn't matter ..............
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31.
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39.
40.

I am happy
.........................
I am inclined to take things bad
. .
I lack self-co n f i d e n c e .........
1
I feel s e c u r e
I try to.avoid facing a crisis or
d i f f i c u l t y ...................... .
I feel b l u e .....................
1
I am c o n t e n t .......................
Some unimportant thought runs through
my mind and bothers m e .......... ..
I take disappointments so keenly that
I can't put them out of my mind . . .
I am a steady p e r s o n ...........
1
I get in a state of tension or
turmoil as I think over my recent
concerns and interests
........

always
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APPENDIX I

COPING SCALE*
Part A
Directions:
For each question, circle "yes" or "no" to indicate
your answer. Give "yes" or "no" if at all possible. If
you feel that you do not know the answer, or if it is onehalf "yes" and one-half "no," circle both "yes" and "no."
There are no right or wrong answers.
1.
2.
3.

4.
5.
6.

7.

8.

Do people who know you well think you get
upset easily?

yes

no

Do people who know you well think you are
stubborn?

yes

no

Do people who know you well think you
understand other people1s points of view
and accept them the way they are?

yes

no

Do people who know you well think that .
when you get mad you get over it quickly?

yes

no

Do people who know you well think that you
overcome problems easily?

yes

no

Do people who know you well think you are
reliable and responsible in meeting your
financial obligations?

yes

no

Do people who know you well think you have
continued to mature and grow emotionally as
you have gotten older?

yes

no

Do you think the way you adjust to life
can contribute to getting sick?

yes

no

*Reproduced with permission of copyright holder.
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9.

10.

Do you think that changing your life in some
way might make it easier to get well once you
get sick?
yes
If you are sick and are told to treat your
self with something that you do not under
stand and is difficult, but which no one
will know about if you do not do it, would
you do it?

no

yes - ho

Part B
Directions:
For each question, circle "yes" or "no" to indicate
your answer. Give "yes" or "no" if at all possible. If
you feel that you do not know the answer, or if it is onehalf "yes" and one-half "no," circle both "yes" and "no."
There are no right or wrong answers.
1.

Do you have good health?

yes

no

2.

Do you think you had a satisfying religious
education?

yes

no

Do you think your father was supportive
understanding?

and
yes

no

Do you think your mother was supportive
understanding?

and
yes

no

Do you think those close to you provide
emotional support you need?

the
yes

no

3.
4.
5.
6.

Do you think housing is a problem?

yes

no

7.

Are you satisfied with your occupation?

yes

no

8.

Are you satisfied with your working
conditions?

yes

no

Is your income satisfactory?

yes

no

Have you set goals for the future that
satisfy you and are realistic?

yes

no

9.
10.

APPENDIX J

PEARSON CORRELATION COEFFICIENTS (r) BETWEEN VARIABLES
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Age

Education

Length of
diagnosis

FEV^

Knowledge

Education

.3321*

Length of
diagnosis

.0918

-.1687

FEV1

.3197

.0410

-.0583

Knowledge

.5389*

.2631

.1061

.1143

State
anxiety

.2309

-.1199

.1206

.0202

.0466

Trait
anxiety

.1453

-.0699

-.0332

.1539

-.1749

Coping

.0311

.2251

.0049

.0086

^Significant at .05 level.

.0715

State
anxiety

Trait
anxiety

.4577*
-.1888

-.6709*

LIST OF REFERENCES

Agle, D. P. , G. L~. Baum, E. H. Chester, and M. Wendt.
"Multidiscipline Treatment of Chronic Pulmonary
Insufficiency— Psychologic Aspects of Rehabilita
tion," Psychosomatic Medicine, 35:41-49, 1973.
Aiken, L. H. "Patient Problems are Problems in Learning,"
. American Journal of Nursing, 70(9):1916-1918, 1970.
Allen, G. J. "Effect of Three Conditions of Administration
on 1Trait1 and 1State* Measures of Anxiety,"
Journal of Consulting and Clinical Psychology,
34 (3) :355-359, 1970.
Auerbach, S. M. "The Effects of Surgery-Induced Stress on
State and Trait Anxiety," Journal of Consulting
and Clinical Psychology, .40 :264-271, 1973.
Berle, B. B., R. H. Pinsky, S. Wolf, and H. G. Wolf.
"Berle Index: A Clinical Guide to Prognosis in
Stress Disease," Journal of the American Medical
Association, 149:1624-1628, 1952.
Bille, D. A. "A Study of Patients' Knowledge in Relation to
Teaching Format and Compliance," Supervisor Nurse,
8:55-62, 1977.
Black, L. F., and M. M. Mitchell.
"Evaluation of a Patient
Education Program for Chronic Obstructive Pulmonary
Disease," Mayo Clinic Proceedings, 52:106-111, 1977.
Cattell, R. B., and I. H. Scheier. Handbook for the IPAT
Anxiety Scale. Second Edition. Champagne, 111.:
Institute for Personality and Ability Testing, 1963.
Chodoff, P., S. Friedman, and D. Hamburg.
"Stress,
Defenses and Coping Behavior: Observations in
Parents of Children with Malignant Disease,"
American Journal of Psychiatry, 120:743-749, 1964.
de Araujo, .G. , D. L. Dudley, and P. P. Van Arsdel.
"Psychosocial Assets and Severity of Chronic
Asthma," Journal of Allergy and Immunology, 50:
257-263, 1972.

100

101

de Araujo, G., P. P. .Van _Arsdel, T. Holmes, and D. LDudley.
"Life Change, Coping Ability and Chronic
Intrinsic Asthma," Journal of Psychosomatic
Research, 17:359-363, 1973.
De Long, R. D.
"Individual Differences in Patterns of
Anxiety Arousal, Stress, Relevant Information and
Recovery from Surgery," Dissertation Abstracts
International, 32B:554, 1971.
Dudley, D. L. , E. M. Glaser, B. N. Jorgenson, and D. L.
Logan.
"Psychosocial Concomitants to Rehabilita
tion in Chronic Obstructive Pulmonary Disease.
Part I. Psychosocial and Psychological Considera
tions," Chest, 77:413-420, 1980.
Dudley, D. L., C. J. Martin, J. W. Verhey, and T. H. Holmes.
"Response to Noxious Stimulation as an Indication of
Successful Psychologic Defense Mechanisms in the
Diffuse Obstructive Pulmonary Syndrome," American
Review of Respiratory Disease, 100:572-574, 1969.
Dudley, D. L . , and J. Sitzman.
"Psychosocial and Psychophysiologic Approach to the Patient," Seminars in
Respiratory Medicine, 1(1). :59-83, 1979.
Dudley, D. L., and E. WeIke. How to Survive Being Alive.
New York: Doubleday and Co., Inc., 1977.
Edwards, K. R. "Psychological Changes Associated with
Pregnancy and Obstetric Complications," Dissertation
Abstracts International, 30B:3864-3865, 1970.
Epstein, S.
"Toward a Unified Theory of Anxiety." In
Progress in Experimental Personality Research,
4:1-89, ed. by B. A. Maher. New York: Academic
Press, 19 67.
Florell, J. L. "Crisis Intervention in Orthopedic Surgery,"
Dissertation Abstracts International, 32B:3633,
1971.
Gal, R., and R. Lazarus.
"The Role of Activity in
Anticipating and Confronting Stressful Situations,"
Journal of Human Stress, pp. 4-18, 1975.
Gentry, W. D., S. Foster, and T. Haney.
"Denial as a
Determinant of Anxiety and Perceived Health Status
in the Coronary Care Unit," Psychosomatic Medicine,
34:39-44, 1972.

102

Hamburg, D. A . , and J. E. Adams. "A Perspective on Coping
Behavior: Seeking and Utilizing Information in Major
Transitions,'' Archives of General Psychology, 17:
277-284, 1967.
Hodges, W. F.
"Effects of Ego Threat and Threat of Pain on
State Anxiety,11 Journal of Personality and Social
Psychology, 8 :364-372, 1968. .
Hodges, W. F ., and J. P. Felling.. "Types of Stressful
Situations and Their Relation to Trait Anxiety and
Sex," Journal of Consulting and Clinical Psychology,
34:333-337, 1970.
Holmes, T. H., J. Joffe, J. W. Ketcham, and T. F. Sheehy.
"Experimental Study of Prognosis," Journal of
Psychosomatic Research, 5 :235-252, 1961.
Hudak, C. M. , B. Gallo, and T. Bohr.. Critical Care Nursing.
Second Edition. Philadelphia: J. B. Lippincott
Co., 1977.
Izard, C. E. "Anxiety: A Variable Combination of Inter
acting Fundamental Emotions." In Anxiety— Current
Trends in Theory and Research, pp. 51-106, ed. by
C. D. Spielberger. Vol. I. New York:, Academic
Press, 1972.
Kimbel, P., A. S. Kaplan, I. Aikalay, and D. Lester.
"An
In—hospital Program for Rehabilitation of Patients
with COPD," Chest, 60 (.2) :6s-10s, 1971.
Koch, F. T. "The Effects of Preoperative Instruction by a
Professional Operating Room Nurse in Postoperative
Anxiety." Unpublished master's thesis. The
University of Arizona, 1971.
Lertzman, M. M . , and R. M. Cherniack.
"Rehabilitation of
Patients with Chronic Obstructive Pulmonary
Disease," American Review.of Respiratory Disease,
114:1145-1165, 1976.
Linde, B. J., and N. M. Janz.
"Effect of a Teaching Program
on Knowledge and Compliance of Cardiac Patients,"
Nursing Research, 28:282-286, 1979.
Lindeman, C. A. "Nursing Intervention with the Presurgical
Patient," Nursing Research, 21:196-209, 1972.

103

Lindeman, C. A . , and B. Van Aernam.
"Nursing Intervention
with the Presurgical Patient’— the Effects of
Structured and Unstructured Preoperative Teaching,"
Nursing Research, 2 0 C4);319-332, 1971.
Lipowski, Z. J. "Physical Illness, the Individual and the
Coping Processes," Psychiatry in Medicine, 1:91-102,
1970.
Lucas, R. A.
"A Comparative Study of Measures of General
Anxiety and Death Anxiety Among Three Medical Groups
Including Patient and Wife," Dissertation Abstracts
International, 33B:1290, 1972.
Mechanic, D.

Medical Sociology.

New York: Free Press, 1968.

Moos, R. H. (ed.). Coping with Physical Illness.
Plenum Medical Book Co., 1977.

New York:

Moos, R. H., and V. D. Tsu. Human Adaptation: Coping with
Life Crisis. Lexington, MA: D . C. Heath, 1976.
Nett, L. M., and T. L. Petty.
"Why Emphysema Patients are
the Way They Are," American Journal of Nursing, 70:
1251-1253,1970.
Newmark, C. S. "The Effects of Electroconvulsive Therapy on
State and Trait Anxiety," Journal of Clinical
Psychology, 28:413-415, 1972.
Nield, M. A.
"The Effect of Health Teaching on the Anxiety
Level of Patients with Chronic Obstructive Lung
Disease." Unpublished master's thesis, The
University of Arizona, 1970.
Owens, J. F., C. S. McCann, and C. H. Hutelmyer.
"Cardiac
Rehabilitation: .A Patient. Education Program,"
Nursing Research, 27:148-150, 1978.
Palmer, R. A.
"A Comparison of Structured and Unstructured
Methods of Teaching Patients about Digitalis."
Unpublished master's thesis. The University of
Arizona, 1976.
Parrino, J, J.
"Effects of Pretherapy Information on
Learning in Psychotherapy," Journal of Abnormal
Psychology, 77:17-24, 1971.

104

Pattison, E. M . , R. J„ Rhodes, and D. L, Dudley.
"Response
to Group Treatment in Patients with Severe Chronic
Lung Disease," International Journal of Group
Psychotherapy, 21:214-225, 1971.
Rahe, R. H., C. Scalzi, and K. Shine.
"A Teaching Evalua
tion Questionnaire for Postmyocardial Infarction
Patients," Heart and Lung, 4 (.5) :759-766, 1975.
Redman, B. K. The Process of Patient Teaching in Nursing.
St. Louis: C. V. Mosby Co., 1976.
Rees, W. L. (ed.). Anxiety Factors in Comprehensive Patient
Care. New York: Excerpta Medica Amsterdam American
Elsevier Co., Inc., 1973.
Roth, P. A.
"Preoperative Nursing Intervention in the
Reduction of Postoperative Stress." Unpublished
master's thesis. The University of Arizona, 1970.
Scalzi, C., L. Burke, and S. Greenland.
"Evaluation of an
Inpatient Educational Program for Coronary
Patients," Heart and Lung, 9:846-853, 1980. ■
Schnitzer, B. L. R. "Anxiety, Depression, and Dyspnea in
Patients with Chronic Obstructive Pulmonary Disease."
Unpublished master's thesis. The University of
Arizona, 1977.
Sexton, D. L. Chronic Obstructive Pulmonary Disease.
Louis: C. V. Mosby Co., 1981.

St.

Spielberger, C. D. (ed.). Anxiety: Current Trends in Theory,
and Research. Vol. I. New York: Academic Press, '
1972.
Spielberger, C. D., R. L. Gorsuch, and R. E. Lushene.
Manual for the State-Trait Anxiety Inventory. Palo
Alto, Calif.: Consulting Psychologist Press, 1970.
Spielberger, C. D., and L. H. Smith.
"Anxiety (Drive),
Stress, and Serial-Position Effects in Serial
Verbal Learning," Journal of Experimental Psychology,
72:589-595, 1966.
Spinetta, J. J. "Death Anxiety in Leukemic Children,"
Dissertation Abstracts International, 33B:1807,
1972.

105

Storlie , F. Patient Teaching in Critical Care.
Appleton-Century-Crofts, 1975.

New York:

Taylor, J. A. "A Personality Scale of Manifest Anxiety,"
Journal of Abnormal and Social Psychology, 48:285290, 1953.
Tickle, E. H. "A Comparison of Two Methods of Teaching
Post Myocardial Infarction Patients." Unpublished
master's thesis. The University of Arizona, 1972.
Udelman

D. L.
"Chronic Illness Treatment and the SelfConcept," Arizona Medicine, 36:684-685, 1979.

"Evalua
Vignos, P. J., W. T. Parker, and H. M. Thompson.
tion of a Clinic Education Program for Patients with
Rheumatoid Arthritis," Journal of Rheumatology,
3(2):155-165, 1976.
Wallace

N ., and D. C. Wallace.
"Group Education after
Myocardial Infarction— Is It Effective?," Medical
Journal of Australia, 2 (8): 245-247, 1977.

Weisman

A. D. "Early Diagnosis of Vulnerability in Cancer
Patients," American Journal of the Medical Sciences,
27:187-196, 1976.

Weisman

A. D.
1979.

Coping with Cancer.

New York: McGraw-Hill,

White, ]I
. W. "Strategies of Adaptation: An Attempt at
Systematic Description." In Coping and Adaptation,
pp. 47-68, ed. by G. V. Coelho, D. A. Hamburg, and
J. E. Adams. New York: Basic Books Inc., 1974.
Wolfer, J. A . , and M. A. Visintainer.
"Pediatric Surgical
Patients' and Parents' Stress Response and Adjust
ment," Nursing Research, 24 :244-255, 1975.
Zuckerman, M.
"The Development of an Affect Adjective
Check List for the Measurement of Anxiety," Journal
of Consulting Psychology, 24 :457-462, 1960.

