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ABSTRACT 

The purpose of this study was to describe the relationship between quality of life 

(QOL) scores in post-AMI women who attend cardiac rehabilitation program (CRP) and 

women who do not attend. QOL scores were measured by the use of the modified 

Woman's Health Questionnaire and the MacNew QOL Questionnaire. A non-probability 

sample of women was obtained who were diagnosed with acute myocardial infarction 

(AMI) based on ( a) elevated cardiac enzymes, (b) electrocardiogram (EKG) changes of a 

significant nature, ( c) AMI diagnosis at least 8 weeks from study but no more than 1 year 

from study date, and ( d) English proficiency. Women were not excluded due to history 

of previous AMI. The Internal Review Board at Northwest Hospital in Tucson, Arizona 

approved a medical record review to contact their previous patients who met the criteria 

for inclusion. 

The sample of 30 women obtained had a mean age of 65.23 years (range 33-87), a 

majority were married, with a current relationship being spousal , a total income of greater 

than $50,001 per year, with Medicare as their primary insurance. Comorbidities included 

heart disease (100% ), followed by diabetes mellitus, osteoarthritis, and thyroid disease. 

Medications correspond to chronic diseases listed. 

The women studied did not exhibit any significant differences on QOL scores 

regarding enrollment or non-enrollment in CRP, attendance or non-attendance in CRP, 

nor was significance found in the relationship between QOL scores and attendance at 

CRP. Other findings suggest that those women with greater education were more likely 

to attend greater than 2 sessions of CRP. Number of medications used also showed high 
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correlational value with attendance at greater than 2 sessions of CRP. A significant 

relationship was found that with an increased number of comorbidities, QOL scores 

declined. The use of the MacNew QOL Questionnaire proved high internal consistancy, 

reliability for the total instrument and its subscales for this sample. 

Results of this small study showed no significant differences in post-AMI women 

and their QOL scores regarding attendance at CRP, illustrating a need for further nursing 

research. Advocating health promoting behaviors is essential for nursing to promote 

QOL in women who have experienced AMI. 



CHAPTER ONE 

The Study Problem 

Introduction 
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Coronary artery disease (CAD) is the leading cause of morbidity and mortality in 

the United States for both men and women (Deshotels, Planchock, Dech, & Prevost, 

1995). CAD is a silent, pathological process that slowly erodes the integrity of the 

vasculature of the body, leading to a potentially life-threatening event, acute myocardial 

infarction (AMI). There are a variety of signs and symptoms that warn of an existing 

problem, but these often are ignored resulting in over 500,000 deaths per year (Ashton, 

1997). More individuals must deal with the chronicity of CAD and its effects on their 

lives. 

Ten years ago, CAD and its manifestations were considered a man 's disease. 

Today CAD is the number one killer of women over the age of 40 (Brezinka & Kittel , 

1996). Women often have a later onset of symptomatology (up to 15 years later) than 

men, and are more likely to present with angina pectoris rather than AMI at the first event 

(Westin, Carlsson, Erhardt, Cantor-Graae, & McNeil, 1999). The deviations in presenting 

symptoms exacerbate women' s morbidity and mortality. Those women vvho do survive 

AMI exhibit poorer functional status in the first few years after incident than men 

(Moore, 1996). 

To improve mortality rates, functional status, and quality of life (QOL) in women 

that have experienced AMI , a cardiac rehabilitation program (CRP) is initiated within the 

hospital setting. This program, when completed, will advise the patient of the 
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essentialtasks to improve the functioning of their impaired heart by encouraging health 

promoting behaviors. Participation in a CRP has been shown to reduce fatal events by 

25 percent within the first year of recovery (Moore, 1998). The combination of specific 

regimens ideally improves symptoms, exercise intolerance, blood lipid levels, 

psychosocial well being, and reduces mortality (AACVPR, 1999). CRPs are designed to 

help patients regain an active and productive life despite the existence of a chronic 

situation for the rest of their lives. 

Women unfortunately have a high failure rate in attendance of CRP, especially 

through its entirety (Ades, Huang, & Weaver, 1992). There are multiple factors that are 

perceived as deterrents of attendance or completion of CRPs. These will be discussed 

further in Chapter Two. In this study, enrollment or non-enrollment and attendance or 

non-attendance of women in a CRP will be studied for possible significant differences in 

QOL scores. 

Significance of the Problem 

CAD is the number one killer of women in the U.S. today, contributing to over 

500,000 deaths annually (AHA, 1997). Women die within the first year post-AMI two 

times more frequently then men (Ginzel, 1996). It is an elusive disease process, often 

undetectable to the woman. Many variables contribute to the high morbidity and 

mortality rates of women. Comorbidities such as advanced age, cigarette smoking, 

hypertension, diabetes, hyperlipidemia, and obesity often negatively effect overall health 

status and QOL of women (McCance & Huther, 1998). 
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On admission to the emergency room setting, women with an AMI, have been 

shown to not be treated in an expedient manner due to the frequent variations in 

presenting symptoms (Alpert, 2000). Women tend to exhibit more anginal-type 

symptoms, chest pressure, pain, and shortness of breath that are vague in description 

(Schenck-Gustafsson, 1996). AMI in women often have no ST wave elevations on the 

electrocardiogram (EKG) as men exhibit (Schenck-Gustafsson, 1996). Accordingly, 

AMI women tend to delay up to one hour longer before arriving at the hospital with AMI, 

and their atypical presentation makes it more difficult for the physician to arrive at the 

correct diagnosis (Alpert, 2000). 

With these discrepancies in presentation, women are offered much fewer options 

regarding life-saving, invasive procedures that could improve their chances of survival. 

Men are documented as undergoing many more invasive, life-extending procedures such 

as percutaneous transluminal coronary angioplasty (PTCA) and/or coronary artery bypass 

graph (CABG) than women who present with the same diagnoses (Reeder & Hoffmann, 

1998). Post-AMI women report more anginal-type symptoms, thoracic pain, dyspnea, 

suffer more congestive heart failure (CHF) symptoms, occurrences of rehospitalizations, 

and reduced activity days than men (Ginzel, 1996). Return to a normal lifestyle is often a 

difficult process. Those women that do survive an AMI have difficulty in achieving 

attendance and completion of the CRP (Brezinka, Dusseldorp, & Maes, 1998). 

A cardiac rehabilitation program (CRP) is a key component in recovery for 

women seeking an acceptable QOL. Overall health status and QOL is perceived as being 

adversely affected for women that do not attend or complete a CRP (Ginzel , 1996). 
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These programs are designed to help patients regain for themselves an active and 

productive life, thus evaluating QOL is an effective tool in the measurement of success of 

CRPs (Oldridge, et al., 1998). Post-AMI women require exclusive observation to see if 

differences exist in their QOL of attendance or non-attendance at CRP. This data can 

provide additional evidence of the value of CRPs for women, and may lead to appropriate 

interventions that bolster attendance by women. 

Purpose of Study 

The purpose of the study is to describe the relationship between QOL scores in 

post-AMI women who attend a cardiac rehabilitation program and women who do not 

attend. 

Research Questions 

1. Is there a significant difference in QOL scores for post-AMI women who enroll in a 

cardiac rehabilitation program and women who do not enroll? 

2. Is there a significant difference in QOL scores for post-AMI women who attend a 

cardiac rehabilitation program and women who do not attend? 

3. Is there a relationship between QOL scores and frequency of attendance at cardiac 

rehabilitation classes for women post-AMI? 

Definitions of Terms 

Coronary Artery Disease (CAD): Is a proliferation of a variety of syndromes resulting 

from myocardial ischemia, or an imbalance between the supply (perfusion) and demand 

of the heai1 for oxygenated blood (Cotran, Kumar, & Collins, 1999). Certain behaviors 



have been documented in expediting CAD such as smoking, HTN, hyperlipidemia, and 

diabetes. 
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Acute Myocardial Infarction (AMI): This is the end result of the coronary artery disease

myocardial ischemia continuum. A prolonged, unrelieved ischemia that interrupts the 

blood supply to the myocardium results in an acute coronary event. Women in this study 

are diagnosed with AMI, by have elevated cardiac enzymes, and significant EKG 

changes. 

Cardiac Rehabilitation Program (CRP): A comprehensive, long-term service involving 

medical evaluation; prescribed exercise; cardiac risk factor modification; and education, 

counseling and behavioral interventions (Wenger, Froelicher, Smith, et al. 1995). A 

completed Phase II course is 1-2 hour classes, two to three times a week for 10-12 weeks 

(20-36 classes total). 

Health Promoting Behaviors: Activities that are directed towards increasing the well

being and actualization of the health potential of individuals. Behaviors that benefit the 

post-AMI woman are smoking cessation, dietary improvements, decrease in cholesterol 

and high blood pressure, and increase in physical activity. 

Quality of Life COOL): A range of core concepts for the cardiac patient which includes; 

social utility, happiness/affect, satisfaction, achievement of personal goals, normal life. 

This study will discuss the emotional, physical, and social domains of the post-AMI 

woman. 
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Enrollment: The actual consensus or agreement made by the recent female AMI patient 

and the health care provider (HCP) to participate safely in the CRP process. An exercise 

prescription has been ordered. 

Attendance: The process of physically appearing at a CRP center and completing two or 

more sessions involving health-promoting behaviors and life-style changes. 

Significance to Nursing 

Advanced practice nurses (APNs) are in need of understanding the post-AMI 

woman, and the unique situations that they face in the realm of rehabilitative practices. 

The health-promoting behaviors that ideally improve their quality of life are not 

implemented as readily as men are, because women are not offered a CRP. If they do 

begin, they frequently drop out, increasing the likelihood of morbidity and mortality. The 

APN has the ability within the primary care or specialty setting to follow up with this 

valuable, educational , and life-extending program by encouraging the continuation and 

completion of the CRP. Data about QOL related to CRP can motivate the APN to more 

fully support women's enrollment and attendance. QOL is improved in this special 

population, women post-AMJ. 

Summary 

Women that have experienced an AMI have high morbidity and mortality rates. 

AMI women experience delayed and frequently omitted life-saving procedures due to the 

physiological variants of acute presentation as found in men. Regardless of the physical , 

economic and social limitations women face , little research has explored their QOL 

issues post-AMI. Most studies of post-AMI patients have few women participants, 
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which can distort or overshadow the relevant issues of women in their QOL needs. 

Previous investigations have delved into the variables that lead toward non-completion of 

women in a CRP, but little on health promoting behaviors that ideally could improve 

QOL. Exploring the role of health promoting behaviors for post-AMI women may lead 

APNs to an appropriate plan of care in improving QOL in this ever-growing population. 
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CHAPTER TWO 

Theoretical Framework 

And 

Literature Review 

Chronic, disabling 'diseases persist in the United States despite great advances in 

medicine. The health care system has found it imperative to shift from a quantity of life 

and cure, to an emphasis on quality of life (Brandt & Pope, 1997). A large percentage of 

women have higher levels of functional impairment due to the severity of the cardiac 

disease that they present with, along with co-morbidities that occur such as hypertension, 

diabetes, and obesity (Con, et al., 1999). Post-AMI women have these physical changes 

occurring with social and psychological alterations that can be barriers to their optimal 

QOL. 

This section will introduce Stuifbergen & Rogers' Model of Quality of Life 

Theory, incorporating the concept of health promoting behaviors that directly affect an 

individual's quality of life (QOL ). Antecedents to QOL will be discussed given that 

these concepts directly and indirectly affect QOL. Observing for attendance in a CRP as 

the health promoting behavior to detect overall outcomes in QOL scores of post-AMI 

women is the study's goal. Relevant literature will examine health promoting behaviors 

that are involved within the CRP setting and possible relationships of QOL for women 

post-AMl. 

The literature review will approach two areas of interest for evaluation of QOL. 

First, the focus will be on the health promotion behaviors implemented post-AMI within 
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the CRP. The other aspect of the study will discuss the various instruments used to 

measure QOL post-AMI. The limitations will be outlined regarding measurements of 

health promoting behaviors, use of non-specific disease QOL questionnaires, and disease

specific (post-AMI) questionnaires. 

Stuifbergen & Rogers Theory of Quality of Life and 

Concepts of Health-Promoting Behaviors and Quality of Life 

Health promoting behaviors contribute to the improvement of pre-existing 

physical, psychological, and social conditions. QOL is believed to be directly and 

positively affected by health promoting behaviors. Stuifbergen & Rogers model 

illustrates that the severity of illness, and health promoting behaviors affect QOL 

throughout the course of chronic illness (2000). Health promoting behaviors are defined 

as actions that are both cognitive and emotional to sustain and improve health and well

being (Pender, 1987). These ongoing behavioral activities include, but are not limited 

to, physical exercise, nutritional eating practices, social support, and stress-management 

techniques (Stuifbergen, 1995). It is believed that through the incorporation of health 

promoting behaviors, QOL will improve. 

Health promoting behaviors have been studied in the literature for many years. 

These behaviors may not alter the course of the illness or the various barriers and 

resources existing in an individual's life, but they do contribute to the individual's 

response to such conditions, thereby mediating the effect of these variables on QOL 

(Stuifbergen, Seraphine, & Roberts, 2000). Stuifbergen & Rogers QOL theory suggests a 
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direct affect on QOL with severity of illness and health-promoting behaviors. 

Completion of a CRP is a health-promoting behavior that reflects improvement of QOL. 

The model (Fig 1) includes factors that influence health-promoting behaviors, 

which in turn affect QOL. Patients with chronically ill conditions, such as arthritis, 

emphysema, or heart disease can apply the variables to understand what is directly or 

indirectly affecting their QOL. Women that have had a body-altering experience such as 

an AMI often find out for the first time that they have an underlying pathology of 

cardiovascular disease. This transforms their outlook in every aspect of their lives. 

Figure 1. Quality of Life Model for Persons with Chronic Illness (Stuifbergen & Rogers, 

1997). 

(-) 
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The QOL model illustrates that the severity of illness and health promoting behaviors 

affect QOL. Antecedents that affect health promoting behaviors include resources, 

barriers, self-efficacy, and acceptance (Stuifbergen, Seraphine, & Roberts, 2000). These 

antecedents are described as they pertain to the post-AMI woman. 

Antecedents of QOL Model 

To study women that have experienced an AMI, certain antecedents are 

applicable to discovering a woman's potential obtainment to a satisfactory QOL. 

(See Figure 2). 

Figure 2. Quality of Life Model Incorporating Post-AMI Women's Variables 

(-) 

Smoking cessation 
Dieting 
Medication regimen 
Exercising 

(+) 
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The severity of the illness is a dominant, contextual variable influencing barriers, 

resources, and QOL directly. Barriers and resources are especially crucial for persons 

with chronic and disabling conditions whose life circumstances, even when they possess 

the necessary knowledge about good health practices, make it difficult for them to 

implement health promoting behaviors (Stuifbergen, 1995). Self-efficacy and acceptance 

directly affect health promoting behaviors, which in tum positively influences QOL 

(Stuifbergen, Seraphine, & Roberts, 2000). 

Severity of Illness 

Severity of illness, has direct and indirect influences on QOL (Stuifbergen, 

Seraphine, & Roberts, 2000). The model proposes that severity of illness has direct 

effects on barriers to health promoting behaviors, resources, and QOL; and indirect 

effects on self-efficacy, acceptance of illness, and health promoting behaviors 

(Stuifbergen, Seraphine, & Roberts, 2000). Severity of illness in AMI patients often 

extend to physical, psychological, and social domains. The physical realm of shortness of 

breath, chest pain, and lightheadedness from medications will limit the amount of daily 

activities and affect their exercise regimen, and inevitably their QOL. Psychological 

areas can encompass frustration, lack of self-confidence, and sense of being a burden on 

others. Social domains affected by the severity of the illness can be restricted or limited 

exercise, overprotective family , and inability to socialize. As the level of illness severity 

increases, the QOL is theoretically decreased (Pain , Dunn, Anderson, Darrah, & 

Kratochvil, 1998). 
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Barriers 

Barriers can arise from people's internal cognitions, from significant others, and 

from the environment (Stuifbergen, 1995). Barriers indirectly effect QOL through self

efficacy and acceptance. They are perceptions thought to evoke unavailability, 

inconvenience, or difficulty of a particular health-promoting option (Pender, 1987). The 

barriers most often accounted for are time, distance, cost, availability of services, and 

aspects of the provider-consumer relationship (Melnyk, 1988; Nosek, 1984). Many 

more studies are finding that gender is a barrier post-AMI because of stereotypes 

insinuated by the HCP caring for the patient; that the female post-AMI patient does not 

benefit from CRP referral (Chandra, et al., 1998). For women in particular, the provider

consumer relationship is a barrier in the failure to refer to a CRP. Health care providers 

do not sufficiently direct women towards CRP, in reality, only 15 percent are even 

offered the service after an acute cardiac event, trailing men who are offered the service 

only 25 percent of the time (Carhart & Ades, 1998). 

Women do not have the time of 10-12 weeks to devote towards the Phase II CRP 

because they must return home and give their time to their families. Distance, cost and 

availability of services have been frequent complaints of women in particular. They may 

not drive, and cannot afford public transportation (King, Humen, & Teo, 1999). The 

scheduled sessions of CRP classes are often occupied at convenient times by men, and 

women do not like to exercise in a room full of men (Tardivel, 1998). The social realm 

that exists within the CRP setting is a hindrance for many post-AMI women. 
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Resources 

Resources are environmental or personal characteristics that directly influence 

QOL, with the encouragement of the use of health promoting behaviors (Stuifbergen & 

Rogers, 1997). Resources indirectly affect QOL through acceptance, self-efficacy, and 

health promoting behaviors. Resources for CRP include availability of coverage from 

insurance companies, support from spouse, or other family members, and the ability to 

employ self-efficacy in a positive direction. There are approximately six major insurance 

companies within Tucson, Arizona that covers CRP with various stipulations as to the 

delivery of care (A.M. Sharifi, personal communication, January 9, 2001 ). Social 

support, as from a spouse or family member, serves as a counterweight to psychological 

stress, in that women need to have the perception of available social support, not 

necessarily a certain amount of support (Con, Linden, Thompson, & lgnaszewski, 1999). 

Support from family and friends has been one of the few variables consistently associated 

with sustained risk factor modification, weight loss, and improving QOL post-AMI 

(Wingate, 1995). Acceptance of current health status allows a patient to proceed forward 

with health promoting behaviors, with the sustenance of available resources. Self-efficacy 

can be a resource for the post-AMI woman to decrease her morbidity and mortality rate 

and improve QOL (Ginzel, 1996). 

Self-Efficacy 

Self-efficacy is the belief about one's ability to successfully perform specific 

health behaviors, and is influenced by barriers and resources and has direct effects on 

health promoting behaviors (Stuifbergen, 1995). The person must have a positive 
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perception of his/her abilities to complete a task and realistic expectations for particular 

behaviors. Self-efficacy can allow one to perform specific health behaviors with success, 

if able to overcome the barriers and resources that exist in chronic illness (Stuifbergen & 

Becker, 1994). Barriers are known to have more direct and negative influences on the 

self-efficacy and acceptance of the chronic disease process, where they have indirect 

influence health promoting behaviors and quality of life through self-efficacy and 

acceptance (Stuifbergen, Seraphine, & Roberts, 2000). 

Acceptance 

Acceptance is the integration of the disease into the overall lifestyle of the patient 

in order to get on with living (Stuifbergen, Seraphine, & Roberts, 2000). The acceptance 

of chronic illness does not warrant submission to expediting the inevitable, but to 

integrate it into activities of daily living (Brooks, & Matson, 1982). Having realistic 

expectations of a disease process encourages health-promoting behaviors practical for 

each patient. 

Health Promoting Behaviors 

Health promoting behaviors have direct and positive effects on QOL, while being 

fueled by the severity of illness, barriers, resources, self-efficacy, and acceptance. The 

definition of health promoting behaviors is the participation in activities that will improve 

the physical , psychological, and/or social well being of a person. Health promotion is an 

approach to any interaction or activity which is characterized by holism, equity , 

participation, collaboration, individualization, negotiation, facilitation , and support 

(Benson, & Latter, 1998). These behaviors can consist of smoking cessation, 
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modification ofhypercholesterolemia (decreasing dietary fats, and the use of HMGCo-A 

Reductase Inhibitors), control of hypertension, and the incorporation of an exercise 

regimen. Health promoting behaviors can serve to nurture the overall physical, mental 

and social health of the individual so that realistic improvement or maintenance of QOL 

is achieved (Holland, 1996). The health promoting behaviors in the present study is 

enrollment and attendance in a CRP by women post-AMI (Figure 3). These behaviors 

are believed to be directly affecting QOL as reflected on those scores utilizing the 

MacNew QOL questionnaire. 

Figure 3. Quality of Life Model for Present Study 

Enrollment 
Yes/No 

Attendance 
Yes= 2 or more 
No = less than 2 

Enrollment and Attendance 

(+) 
Quality of 
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Total scores on 

Mac New 

Enrollment and attendance practices will guide this study. These two concepts 

are believed to directly influence QOL scores in AMI women (Figure 3). Enrollment has 

multiple factors that influence participation in CRPs. This act of progressing the woman 

into a more functional lifestyle post-AMI, involves the physician ' s belief that she can · 

perform the functions involved within the CRP setting based on her physiological status 

of her heart, and other vital organs. Enrollment ideally moves from the Phase I (within 
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the acute care setting) whereby the cardiologist declares stability in the cardiovascular 

status of the patient, to a Phase II ( outside the acute care setting) process. This Phase II 

process incorporates health promoting behaviors which have been proven to increase the 

strength of the affected heart, encourage self-confidence in the patient, and improve 

overall QO L. 

Prior to admission from Phase I to II, a screening and assessment is required. All 

patients must undergo the following: I) current medical history, any complications or co

morbidities, 2) physical examination, skeletal assessment including lower extremities and 

back, 3) resting 12-lead electrocardiogram, 4) current medications, dosages and 

frequencies, and 5) cardiovascular disease risk profile; including smoking, HTN, lipid 

profiles, nutritional assessment, body composition analysis, fasting blood glucose or 

hemoglobin A IC, physical activity status, stress level, psychosocial history, particularly 

depression, family predisposition, age, gender, and menopausal status (AACVPR, 1999). 

Most major insurance companies cover the cost of the 12- week sessions of CRP. They 

vary in their protocols for coverage, but are competitive (A.M. Sharifi, personal 

communication, January 9, 2001). The number one reason for women to enroll is the 

physician's recommendation (Brezinka & Kittle, 1996). A major limitation to enrollment 

is the lack of this recommendation actually occurring. Older age, lower income and 

caring for a dependant spouse are other hindrances for non-enrollment (Brezinka & 

Kittle, 1996). 

Attendance is defined as the physical attendance within the CRP facility , after 

receiving a prescription from the physician that the woman is medically cleared to 
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participate. Ongoing evaluations are done on a session-by-session basis to detect new 

problems and better define ongoing issues. The cardiac rehabilitation specialists ideally 

reassess symptomatic status and vital signs, along with observing for abnormalities in 

cognitive function, mental depression, and barriers to ongoing participation (AACVPR, 

1999). Attendance will be defined in this study as two or more sessions completed by the 

post-AMI woman. 

Quality of Life 

The key dependant variable in Stuifbergen's as well as the present study is QOL. 

Stuifbergen defines quality of life (QOL) as a reflection of an individual's sense of well 

being and satisfaction with life (1995). QOL within cardiovascular research is described 

in five domains: (a) social utility or the opportunity to fulfill valued social roles, 

including work, (b) happiness/affect using measures of internal affective or emotional 

states, ( c) satisfaction with one's life condition, ( d) achievement of personal goals, and 

( e) normal life measured by comparing current status to either perfect health or to pre

illness conditions (Pain, et al. , 1998). The concept of QOL is highly individualized. 

QOL is enhanced when health promoting behaviors are able to manage the 

symptomatology of diseases (such as CAD) in the chronically ill patient. 

The theory of QOL stems from diverse theoretical perspectives. The social 

science paradigm focuses on a patient's perceived aspects of disease and psychosocial 

responses to symptoms (Engel , 1980). The medical model focuses on biological , 

physiological , and clinical outcomes having the primary relief of symptoms as they 

treatment goal (Patrick & Erickson, 1993). For those in economics, the theory of QOL 



has a set "value" in terms of trade-offs that an individual would make given a set of 

symptoms, which is described as quality-adjusted life years (Torrence, 1987). In other 

words, would a patient trade-off one good year of health to be ill then for ten years? 

Literature Review 
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The literature review discusses the variables of health-promoting behaviors and 

quality of life (QOL) post-AMI. The health promotion behaviors studied within the 

cardiac rehabilitation program (CRP) realm are vast. Quality of life (QOL) post-AMI has 

accumulated significant literature, but directions towards the experiences of women are 

minimal. These limitations to present research are recognized. Available information 

concerning women is included when applicable. 

Health Promoting Behaviors 

Health promoting behaviors are addressed extensively during CRP. The concepts 

regarding modification of hypercholesterolemia, hypertension, and cigarette smoking, 

aids in the reduction of recurrent AMI (Oldridge, et al., 1991 ). Individualized care plans, 

and the use of QOL evaluation tools aid in monitoring the progress of each participant. 

It has been noted that improvement in exercise tolerance, improvement in symptoms, 

improvement in blood lipid levels, reduction in cigarette smoking, improvement in 

psychosocial well-being and stress reduction, and reduction in mortality are attributed to 

CRP outcomes (Wenger, et al., 1995). A completed CRP will ideally address the 

following health-promoting behaviors according to the American Association of 

Cardiovascular and Pulmonary Rehabilitation (AACVPR) guidelines (1999) as follows: 
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Smoking Cessation 

Smoking facilitates catecholamine release due to nicotine, which increases the 

heart rate, blood pressure, and increased workload on the heart. Nicotine also increases 

platelet activation, decreasing HDL, and increasing LDL levels (Galan, et al., 1988). 

Smoking cessation behaviors may use a combination of self-reporting, CO levels and/or 

cotinine testing. One study by Carlsson, et al. suggests that implementation of smoking 

cessation information during the hospital setting allowed for a 50 percent cessation 

( 1997). Cessation of smoking results in an improved outcome with those who have heart 

disease, with the risk of reinfarction dropping by 50 percent within the first year of 

quitting and almost reaches that of a non-smoker by about ten years. Interventions should 

be multi-component strategies including strong physician recommendations, self-help 

materials, nicotine replacement therapy and other pham1acological agents, behavioral 

counseling, follow-up, relapse prevention, and physical activity (AACVPR, 1999). This 

is very significant behavioral change for a patient post-AMI, and adherence to this health 

promoting behavior is one of the most difficult. 

Hypercholesterolemia 

Those patients with a diet containing greater than 30 percent fat , greater than 10 

percent saturated fat and greater than 300 milligrams of cholesterol are at the highest risk 

for developing impairment of endothelial function , thus making the arteries unstable, 

which could accentuate another cardiac event (Anderson, et al , 1995). Dietary 

improvements per the AACVPR guidelines (1999) may implement all or part of the Diet 

Habit Survey, Harvard-Willett Food Frequency Questionnaire, Quick Check, or Food 
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Questionnaire. Dietary intervention should not preclude the immediate use of 

pharmacologic therapy of lipid-lowering medications. An ideal level of low-density 

lipoproteins (LDL) should be brought down below 1 OOmg/dL or less as soon as possible 

(NCEP, 1993). These drugs include the HMG Co-A Reductase Inhibitors (Statins), such 

as Cholestyramine, Niacin, or Gemfibrozil (NCEP, 1993). Hypercholesterolemia is 

monitored by change in blood levels ( cholesterol screenings), and/or reported adherence 

to medication regimen with interview or diaries. Adherence to chronic medicine 

regimens is important in the success of controlling the sequelae of CAD and maintaining 

QOL. Elderly patients are estimated at 10 percent compliance, and a middle-aged 

population can have less than 50 percent competence in proper medication use (Johnston, 

1999). Reductions in cardiovascular mortality, recurrent cardiac events, hospitalizations, 

and angiographic progression of atherosclerotic disease with cholesterol lowering have 

been demonstrated (Gotto, 1995). Benefits have also been shown in women (Sacks, et 

al. , 1996). 

Hypertension 

Hypertension is present when systolic pressure is 140 or greater, and diastolic is 90 or 

greater (JNC-Vl, 1997). Hypertension has been found in 47-65 percent of patients 

enrolled in CRP (Cannistra, et al. , 1992). Supervision of hypertension by checking blood 

pressure, weight control , and non-pharmacologic diet has been found to improve many of 

CAD symptoms. 
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Exercise 

Exercise is a component of the overall CRP, which incorporates the above aspects 

(smoking cessation, lowering of cholesterol levels, and blood pressure) necessary for 

health promotion for patients that have experienced AMI. Physical activity by self

report/diary, attendance, utilization of the Borg scale, and achievement of physiologic 

adaptations are variables utilized by AACVPR (1999). Awareness of co-morbidities 

must be factored into an exercise prescription, which can vary due to the conditions that 

the patient is experiencing at different points of the program. The elderly often have 

arthritis and osteoporosis to impair their physical improvements. These conditions can 

actually improve with the weight-bearing exercises suggested in a CRP. Conversely, 

patients who are obese ( existing in about 50 percent of the CRP population), often cannot 

tolerate the increase of exercise, defeating the purpose of a CRP with increased dropout 

(Barlow, et al. , 1995). 

Reduced strength often limits the performance of physical activity and ADL in 

women (AACVPR, 1999). For the older women population that are prescribed CRP with 

the exercise component, strength training is useful for those that often have a decrease in 

muscle mass and strength than men. Exercise needs to be directed towards what is 

enjoyable, yet beneficial to promote strength training and improved myocardial 

performance. Women and men differ at baseline risk factors , but both have shown 

similar improvements in exercise capacity, percent body fat , body mass index, lipid 

profiles behavioral characteristics, and QOL after outpatient CRP and exercise training 

after major cardiac events (Lavie & Milani , 1995). An exercise program has been found 
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in numerous studies to help improve physical, as well as mental symptoms of women 

post-AMI (Carhart, & Ades, 1998). Exercise is the main component of health promoting 

behaviors, and the single most difficult change to adhere to (Foster, et al., 1995). 

Limitations 

The major limitation to a CRP is its inability to implement a plan of care that is 

timely, systematic, and individualized for each patient. The post-AMI woman does not 

want to learn about something that does not pertain to her or her lifestyle, because it does 

not meet her needs (Mullen, Maims, & Velez, 1992). It is apparent that a significant 

number of women do not engage in risk reduction behaviors, such as reduction of LDL 

levels ( only nine percent of national goals), and less, than 40 percent of all women engage 

in moderate amounts of physical activity on a regular basis (King, Rowe, & Zerwic, 

2000). Vigorous encouragement is needed for women to pursue a CRP to enhance 

secondary prevention of the chronicity of CAD. It is important to evaluate patients in a 

CRP setting because it is designed to help patients regain for themselves as active and 

productive life as possible. 

A study recently published by Missik ( 1999) investigated the possibility of 

personal perceptions clouding the ability of women to promote health promoting 

behaviors that are offered in a CRP. Self-expectations of ability to perform CRP 

activities (self-efficacy), personal beliefs of value and worth (self-esteem), and perceived 

availability of interpersonal interactions (social support) were similar between women 

who did participate in CR and those women who did not participate (Missik, 1999). 

These were aspects believed to limit the woman from completion of a CRP. The 
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significance of the study is that no one personal perception variable or combination of 

variables studied predicted participation in CRP among the women in the sample (Easton, 

1999). The limited research conducted on women has shown that women have 

psychological and physical needs that are different from men during the recovery period, 

yet progress in gender-specific programs are slow (Ginzel, 1996). If these issues that are 

valued by women are not addressed, than a woman's recovery is hindered. What realm is 

approachable in finding any similar characteristics in women that complete or do not 

complete a CRP? This is a major limitation of previous studies on women that need to 

improve their health behaviors, and ideally their QOL. 

Quality of Life 

The evaluation of a patient's QOL becomes a very difficult process given that in 

1995, there were 1,243 different measures of QOL dimensions from 14 years of 

published articles (Hughes, Hwang, Kim, Eisenman & Killian, 1995). Evaluation of 

QOL should include domains such as physical function, occupational activities and job 

satisfaction, social activities and hobbies, relationships with family and friends, 

intellectual and cognitive functions, sense of self-control and self-reliance, sexual 

adjustment, coping behaviors, mood and satisfaction with life, and perceived health status 

relative to symptoms and consequences (AACVPR, 1999). There is no consensus on the 

best method of measuring QOL (Gandjour, & Lauterbach, 1999). QOL studies in 

research are divided into a variety of dimensions. There have been many questionnaires 

developed that encompass perceived domains that define QOL, but little directed towards 
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those who have had an AMI (Oldridge, Guyatt, Fischer, & Rimm, 1998). Even less can 

be found inquiring into women that have experienced an AMI, and their perceived QOL. 

There are generic and disease specific questionnaires that measure QOL issues 

with high degree of accuracy and validity. The following instruments described have 

been used in a variety of patient settings to measure perceived QOL in post-AMI patients: 

Generic Instruments 

The major generic instruments used in heart disease, including AMI is the 

Nottingham Health Profile (NHP), the Short Form-36 (SF-36), and the Sickness Impact 

Profile (SIP) (Dempster & Donnelly, 2000). Each of these tools assists in evaluating 

QOL of heart disease patients. The NHP is concentrated in two parts. Part One is 

grouped into six scales, regarding the following: mobility, pain, energy, sleep, emotional 

reactions, and social isolation (Dempster & Donnelly, 2000). Part Two asks about the 

effects of their health on their daily life: work, looking after the home, social life, home 

life, sex life, interest and hobbies, and holidays (Dempster & Donnelly, 2000). This is 

the most common, generic questionnaire utilized that measures heart related symptoms 

(Gandjour & Lauterbach, 1999). 

The SF-36 has 36 items surrounding the following: physical functioning, social 

functioning, role limitations caused by physical problems, role limitations caused by 

emotional problems, mental health, energy/vitality, bodily pain, and general health. 

Another item solicits a self- assessment of health over the past year. Even with the vast 

use of this tool, it is unable to measure changes for a cardiac patient as their condition 

improves or deteriorates. The NHP and the SF-36 however, generic by design, appear to 
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have better content validity in the area of heart disease because they both cover the areas 

of energy/vitality and bodily pain (Dempster & Donnelly, 2000). 

The SIP consists of 12 categories and 136 questions. It envelopes the domains of 

sleep and rest, eating, work, home management, recreation and pastimes, ambulation, 

mobility, body care and movement, social interaction, alertness behavior, emotional 

behavior, and communication (Gandjour & Lauterbach, 1999). The higher the scores, 

the greater the dysfunction. The SIP was utilized in a study that differentiated the 

genders in regards to QOL in a CRP by Loose and Femhall (1995): They found that 

women reported significantly greater dysfunction on the total, psychosocial, home 

management and emotional behavior scores. Factors that contributed to this decreased 

QOL included chest pain status, functional capacity, widowhood, and complicating 

medical conditions associated with chronic pain and impairment (Loose & Femhall , 

1995). 

Limitations 

Limitations of the use of generic instruments in a disease-specific population may 

obscure the issues that truly concern the post-AMI patient (Gandjour & Lauterbach, 

1999). The length of the questionnaires may tedious and true dysfunction may not be 

detected (Loose & Femhall, 1995). Use of the NHP and SF-36 specifically on women 

was not found in the available literature. 

Disease Specific Instruments 

There are disease-specific questionnaires, such as the Seattle Angina 

Questionnaire (SAQ) and the Quality of Life after Acute Myocardial Infarction-2 



40 

(QLMI-2) (also called the MacNew QOL Questionnaire), which are two of the most 

commonly used tools measuring QOL after AMI. The AACVPR utilizes other disease

specific questionnaires that are gaining popularity. The SAQ was published in 1995 

measuring five domains: physical limitation, angina stability, angina frequency, treatment 

satisfaction, and disease perception (Gandjour & Lauterbach, 1999). The angina 

stability assesses the change in the frequency of angina at the patient's most strenuous 

activity, and the disease perception scale characterizes the patient's perception of the 

impact of coronary heart disease on their quality of life (Gandjour & Lauterbach, 1999). 

The SAQ places more emphasis on functional status and its items on angina are more 

angina-specific. 

A systematic literature search of randomized controlled trials found by Gandjour 

and Lauterbach revealed six specific and 35 generic instruments used on patients with 

angina or CAD, with the most commonly used one being the original QLMI 

questionnaire (1999). The QLMI has the ability to discriminate between patients 

following AMl according to both their emotional function and their overall view of their 

life quality (Hillers, et al. , 1994). The QLMI-2 (MacNew QOL) questionnaire consisting 

of 27 items, are classified in five areas: symptoms, restriction, confidence, self-esteem, 

and emotion (Dempster & Donnelly, 2000). The domains are physical, emotional, and 

psychological. This has been shown to have moderate to high responsiveness indices, 

making it a useful tool in evaluative studies (Dempster & Donnelly, 2000). 

Other tools utilized in measuring QOL by the AACVPR is the Dartmouth Primary 

Care Cooperative (COOP) Information, Quality of Well-Being Index, Profile of Mood 
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Inventory (CES-D), and the Spielberger State-Trait Anxiety Inventory (1999). These 

forms of measurements for the outcomes of health promoting behaviors shown by an 

improvement of QOL scores by the CRP must be documented for the accreditation by 

JCAHO and Medicare (AACVPR, 1999). 

Oldridge (1997) stated that when documenting the effectiveness of health care, 

health-related QOL should be considered as it is multidimensional integrating the 

physical , psychological, and social domains with or without consideration of specific 

components such as role function , cognition, symptoms, general health perception, and 

economic factors. This allows, by definition, for nurses to provide holistic care by 

considering emotional , physical, functional , and spiritual status for the patient. 

Limitations 
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It is well documented that women have been under-represented in clinical 

research studies for cardiac disease (Wingate, 1991 ). The majority of studies found 

contained either all men, or more men than women, therefore generalizing the findings to 

the female population is not always applicable or possible (Deshotels, et al , 1995). The 

SAQ shows particular interest on functional status, which is not the overall concern of 

post-AMI women (Oldridge, 1997). There are other aspects important to the QOL for 

women. The QOL-MI instrument has not been investigated in the responsiveness of 

women (Dr. Oldridge, personal communication, October 30, 2000). Specific studies on 

women have emerged sporadically throughout the 1990' s, but without conclusive 



evidence for an increase or decrease in QOL between those of completion or non

completion of a CRP. This needs to be investigated. 

Summary 
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In summary, the model used to support this research is Stuifbergen and Rogers' 

Theory on Quality of Life ( 1997). This theory identifies those properties that contribute 

toward a certain level of quality oflife (QOL). There are a variety of antecedents that 

directly or indirectly influence the QOL someone possesses in congruence with chronic 

health conditions such as post-AMI and concurrent coronary heart disease (CAD). They 

are barriers, resources, self-efficacy, and acceptance. The study's elements, health 

promoting behaviors (enrollment and attendance in CRP) and quality oflife (QOL) have 

a direct relationship with each other. These variables are intertwined, whereby if health

promoting behaviors are in use; there will be a direct and cumulative outcome on QOL. 

For example, if women seek to follow the recommended regimen of smoking cessation, 

low-fat diet, medication regimen, and cardiac-strengthening exercises, then they will 

have delayed the course of their disease process, and improved their QOL. 

Unfortunately, women are under-represented in health-promoting behaviors, which could 

slow the progression of their chronic disease. The literature accentuates the need to study 

specifically women that have had an AMI, and inquire into their decision of attendance or 

non-attendance of CRPs. 

Quality of Life (QOL) isa difficult concept of chronically ill people to define. 

There are multitudes of descriptors that are important in a variety of disease processes. 

For cardiac patients, especially those that have experienced AMI , the domains of 
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symptoms, restriction, confidence, self-esteem, and emotion are of most significance. 

These domains have discussed in a primarily male setting. For studies pertaining strictly 

to women, the scores could vary. This study will provide information on women and 

their QOL measures following health promoting behaviors post-AMI in regards to 

enrollment and attendance within a CRP. 



CHAPTER THREE 

Methods 

Introduction 

44 

The purpose of this chapter is to describe the study design, sampling techniques, 

procedure for data collection, data management and analysis plan to answer the following 

study questions: 1) Is there a significant difference in QOL scores for post-AMI women 

who enroll in a cardiac rehabilitation program (CRP) and women who do not enroll? 2) 

Is there a significant difference in QOL scores for post-AMI women who attend a cardiac 

rehabilitation program and women who do not attend? 3) Is there a relationship between 

QOL scores and frequency of attendance at cardiac rehabilitation classes for women post

AMI? 

Research Design 

A cross-sectional comparative descriptive design was employed to answer the 

research questions. Research designs include the elements of (a) description of 

participants, (b) observation of the variables, ( c) measures of time, and ( d) selection of 

the setting (Woods, 1988). 

Description of Participants 

To study the effects of cardiac rehabilitation programs after hospital discharge 

(Phase II) on quality of life (QOL) of women diagnosed with AMI, a sample of women 

were selected via review of medical records at Northwest Medical Center (NWMC) in 

Tucson, Arizona. Selection criteria included, (a) diagnosis of AMI based on elevated 

cardiac enzymes, (b) electrocardiogram (EKG) changes of a significant nature (c) female 
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gender, ( d) AMI diagnosis at least 8 weeks from date of study but no more than one year 

from study date, and ( e) English language proficiency. The unit of analysis for the study 

was the individual woman with an AMI diagnosis. Women were not excluded due to 

history of previous AMI. All women with inclusion criteria were eligible for study entry. 

A convenience sample was selected to study women's quality of life after AMI. 

Nonprobability or convenience sampling does not represent the source population of all 

women possible, but allows selection of participants who have the qualities or conditions 

needed for the study. That condition for the present study was having had an AMI. The 

convenience sample was obtained through review of medical records obtained through 

NWMC. This measure assured the inclusion of women who met the criteria for diagnosis 

of AMI (from 8 weeks to 1 year) , and had potentially been offered CRP (Phase II) within 

the hospital setting for their continued healing process. 

The unique problems of sampling the population of women post-AMI include the 

multiple duties that co-exist regarding home, spouse, children, and employment outside 

the household. These time-consuming processes do not allow for research participation. 

Women are also concerned with confidentiality within the research process. Available 

participants are narrowed due to these variables. Furthermore, women may not want to 

participate if they were offered CRP but failed to enroll, participate, or complete. 

To offset the unique problems of sampling women post-AMI, participant burden 

was limited to the most parsimonious number of questions to be answered . In this way, 

the study did not place undue time burdens on participants. An additional strategy utilized 

to avoid undue participant burden was to search the medical records database for 
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potential participants via the International Classification of Disease -9th edition (ICD-9) 

code, rather than to do screening interviews with women hospitalized for AMI. This 

strategy limited participant time involvement in the study to one telephone interview. 

Confidentiality was assured and anonymity prevented women from embarrassment about 

answers to study questions as described below. In addition, value judgements were 

avoided regarding participation and non-participation in CRP. 

The use of nonprobability sampling reduced the external validity of the findings. 

However, probability sampling in health care research is very expensive. Nonprobability 

sampling is more feasible and takes less time and money. For these reasons, 

nonprobability is more commonly utilized in health care research. 

Observation of the Variables 

Variables chosen to study were selected from the literature review and from the 

opinion of experts. The dependent variable in this study is quality of life (QOL). The 

independent variable hypothesized to influence quality of life in women post AMI was 

attendance at CRP. 

Sample Size Estimation 

The time frame and feasibility of the sampling process allowed survey of 30 

participants. Sample size estimation is not required in descriptive research. Therefore, a 

power analysis was not conducted. 

Measure of Time 

The present study was cross-sectional. A cross-sectional comparative descriptive 

study has data collected at a point in time. A better approach to the study of quality of 
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life (QOL) post-AMI would be a longitudinal design, because quality of life exists over 

time and is variable. Longitudinal studies show the trend of improvement or decline, and 

allow for plausible relationships. However, longitudinal studies require more time and 

money. They also require more from participants. One goal of this project was to reduce 

participant burden and to reduce the time to graduation for the principal investigator. 

Therefore, a cross-sectional design was selected in order to reach a beginning 

understanding of the effects of attendance at CRP on quality of life. 

Selection of the Setting 

The selection for the setting is important for research with other populations. This 

study utilized women that were post-AMI , and had either attended not attended a CRP. 

Data were collected by a review of medical records at an area hospital, Northwest 

Medical Center (NWMC) in Tucson, Arizona. Agreement of participation was made by 

those women that fit the IDC-9 code of AMI during a telephone interview. Data was 

obtained from those participants through telephone interviews. These interviews were 

conducted during a point of time that was identified as convenient for the participant. 

Telephone interviewing with brief instruments has been found to be more economical, as 

well as yielding a higher response rate than other methods of data collection. The 

Internal Review Board at NWMC approval to collect data is found in Appendix A. 

Human Subjects 

Questionnaires were completed during the telephone interview by the principle 

investigator. The verbal disclaimer was described to the potential participant at the 

initiation of the conversation. Request for information by written consent is not required 
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when the study poses minimal risk such as the completion of a questionnaire (Polit & 

Bungler, 1999). Formal informed consent forms and procedures within this study were 

deemed exempt by the Human Subjects Committee of the University of Arizona due to 

the design of the study. Approval obtained by the Institutional Review Board at NWMC 

to approach potential participants superceded the need to approach the Human Subjects 

Committee at the University of Arizona for their endorsement. 

Procedure 

Women classified during their hospitalization at NWMC as being diagnosed with 

post AMI, were notified by telephone numbers made available by the medical records 

department. A disclaimer was stated by the principle investigator to potential participants 

regarding possible interest in a questionnaire-style study regarding QOL. This was done 

at the initiation of the conversation. The design and purpose of the study was explained, 

and verification that this was a convenient time to conduct the interview was established. 

The principle investigator would allow for a more appropriate time as desired if the 

woman agreed to participate in the study. Assurance by the principle investigator was 

made that the agreed telephone appointment would be kept. The participants were made 

aware that a period of approximately 25-30 minutes would cover the primary 

investigator' s explanation of the study ' s purpose, the participant's questions, and the two 

instruments to be recited. Participants were assured that their anonymity would be 

maintained, and questionnaires were marked with a chronological number determined as 

each interview proceeded. A check mark was made to verify enrollment or non

enrollment in a CRP. Another check mark was made for those participants that attended 
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two or less CRP sessions, or those participants that attended two or more CRP sessions. 

Those interested in participating were allowed to ask any questions prior to, during, or 

after the Women's Health Questionnaire and the McNew QOL questionnaire. These 

women were made aware that they could stop during any portion of the interview 

process. Risks, protection of confidentiality and subject disclaimer statement were 

explained as needed in detail (See Appendix B). Risks in the study exempted any 

physical, social, or legal dilemmas. In the event of any signs of distress occurred during 

the interview, the participant was reminded that the process can cease at any time. 

Some questions regarding QOL may invite psychological concerns over subject 

matter presented, but this was felt to be minimal. Possible benefits to the questions 

poised may lead participants in a re-evaluation of pre-existing health care behaviors, and 

invoke possible improvement in current manners of self-care practices. The participants 

may come to realize that health care professionals genuinely have concern about their 

QOL. The participants were assured that questionnaires completed would be viewed by 

the principle investigator, her committee's chair, Dr. Judith Berg, and those assistants in 

the Data Laboratory at the College of Nursing. 

Questionnaires 

Woman ' s Health Questionnaire 

Demographic information were obtained from a modified Women 's Health 

Questionnaire adapted from the Women's Health Surv·ey, Center for Women's Health 

Research, School of Nursing, University of Washington, Seattle, WA. (Appendix C). 

Information included age, highest level of education completed, current employment 



status, household composition, current relationship status, total household income, and 

health insurance coverage. The health history component of the questionnaire included 

the presence or absence of major health problems, current health problems, prescribed 

medication usage, and over-the-counter medication usage. This demographic 

questionnaire was comprised of 19 questions that took approximately five minutes to 

complete (Berg, 2000). 

MacNew OOL Questionnaire 
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Quality of life after myocardial infarction was measured with the MacNew QOL 

Questionnaire (MacNew). The MacNew is a modification of the original Quality of Life 

after Myocardial Infarction (QLMI) which is a valid, reliable, and responsive 

interviewer-administered, condition-specific health-related quality of life questionnaire. 

The MacNew is a self-administered, heart disease specific, health-related quality of life 

instrument that is valid, reliable, responsive, simple to administer, and is applicable to 

patients with myocardial infarction, angina pectoris, and heart failure and in patients over 

the age of 70 years (Oldridge, et al., 1998). The instrument took approximately 10 to 15 

minutes to complete. This version was administered in English, however the instrument is 

available in Dutch, English, Finnish, French, German, Italian, Norwegian, Portuguese, 

Spanish, and Swedish. Permission was obtained for the use of this questionnaire by Dr. 

Neil Oldridge (See Appendix D). 
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Validity and Reliability 

The original instrument, QLMI, had concurrent validity established by 

comparison with the Beck and Katz (Hillers et al. , 1994). Responsiveness (the 

instrument's ability to detect any clinically important changes in health-related quality of 

life) was established by studying within subjects change over time. Internal consistency 

reliability was calculated with Cronbach's coefficient alpha for the five domains, and 

these were low to moderate: symptoms, .59, restrictions, .73 , confidence, .5 , self-esteem, 

.78, and emotions, .83. The self-esteem and emotions proved to be the most rel iable. 

Instruments and Measures 

MacNew OOL Questionnaire 

The MacNew QOL Questionnaire (See Appendix E) addresses three major health-

related quality of life domains; the emotional , physical , and social domains (Lim et al. , 

1993; Valenti et al. , 1996). Factors of the domains include emotional (frustrated, 

worthless, confident, down in the dumps, relaxed, worn out, happy with personal life, 

restless, tearful , social activities, others/less confidence in you, lack self-confidence, 

frightened, burden on others), physical (frustrated, worn out, short of breath, social 

activities, chest pain, aching legs, sports/exercise limited, dizzy/light headed, restricted or 

limited, unsure about exercise, excluded, unable to socialize, physically restricted, sexual 

intercourse), and social (worthless, more dependent, social activities, others/less 

confidence in you, lack self confidence, sports/exercise limited, restricted or limited, 

unsure about exercise, overprotective family , burden on others, excluded, unable to 

socialize, physically restricted). 
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The MacNew is a self-administered questionnaire with a total of 27 questions. 

Each question has seven possible answers and participants are to respond to the question 

in the context of the past two weeks. The seven answers vary by item and include ( 1) all 

of the time, (2) most of the time, (3) a good bit of the time, (4) some of the time, (5) a 

little of the time, (6) hardly any of the time, (7) none of the time; (1) very dissatisfied, 

unhappy most of the time, (2) generally dissatisfied, unhappy, (3) somewhat dissatisfied, 

unhappy, ( 4) generally satisfied, pleased, ( 5) happy most of the time, ( 6) very happy most 

of the time, and (7) extremely happy, could not have been more satisfied or pleased; (1) 

extreme shortness of breath, (2) very short of breath, (3) quite a bit of shortness of breath, 

( 4) moderate shortness of breath, (5) some shortness of breath, (6) a little shortness of 

breath, (7) no shortness of breath.; (1) extremely limited, (2) very limited, (3) limited 

quite a bit, ( 4) moderately limited, (5) somewhat limited, (6) limited a little, and (7) not 

limited at all. Sometimes the choices are reversed in response to the negative wording of 

the question. 

The MacNew generates three subscale or domain scores. The maximum possible 

score in any domain is 7 and the minimum is 1. The score is obtained by taking a mean of 

the total items in a domain. Each of the 3 domains contain 14 questions assigned to 

measure emotional, physical, and social aspects of the participant's QOL. There are 

overlapping responses within the 3 domains (See Appendix E). Previous use of the 

questionnaire has shown similar weight in applicable domains (Oldridge, 1997). Missing 

responses do not contribute to the score. For example, if only 10 of the 14 emotional 

items are answered, the emotional score is the average of 10 responses. A total or global 



score for the instrument can be obtained by taking an average of the three, averaged 

domain scores. The instrument does not have a total or subscale total possible. 

Data Management 

Data were entered into a database program for management and statistical 
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manipulation via the Statistical Package for the Social Sciences (SPSS) format. Once all 

data were entered, they were checked for entry errors, outliers, or wild codes. This 

process allows for preventing error in the data analysis (Polit & Hungler, 1999). If 

participants had no answers for the demographic portion of the questionnaire, such as no 

insurance, no major health problem, or taking prescription medications, the appropriate 

answer was noted. This assignment was utilized in order to avoid losing participant's 

data in a stepwise deletion process. 

Data Analysis 

Descriptive Statistics 

Sample characteristics were examined using descriptive statistics and 

measurements of central tendency ( as appropriate). Demographic descriptors were 

grouped, including level of highest education completed, current employment status, 

living arrangements, current relationship, income, health insurance coverage, age, 

English proficiency, and any health problem that requires prescribed or over-the-counter 

medications. The status of enrollment or non-enrollment in a CRP was noted. The status 

of completion or non-completion of greater than 2 sessions of a CRP was also noted. 



These were calculated by the mean, standard deviation, percentage, frequency 

distribution and the range. 

The total score and 3 subscale scores of the MacNew Questionnaire were 

analyzed. The MacNew was categorized as ( 1) emotional, (2) physical, and (3) social 

domains. The mean, standard deviation, percentage, frequency distribution and range 

were calculated for each subscale and the total instrument. Analysis through inferential 

statistical methods were utilized to observe for relationships between demographic 

variables and the dependant variable, QOL. 

Inferential Statistics 

Study question one aims to answer: Is there any significant difference in QOL 

scores for post-AMI women who enroll in a cardiac rehabilitation program and women 

who do not enroll? The results for the QOL scores will be reported by descriptive 

techniques, frequency distribution, and proportions. The t-test will also be reported. 
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Study question two aims to answer: Is there a significant difference in QOL 

scores for post-AMI women who attend a cardiac rehabilitation program and women who 

do not attend? To determine the significant difference between these two groups of 

women, descriptive techniques, frequency distribution, and proportions, as well as the t

test were computed. 

Study question three aims to answer: Is there a relationship between QOL scores 

and frequency of attendance at cardiac rehabilitation classes for post-AMI women? 

Descriptive techniques were used. The QOL scoring was examined by Pearson' s 

correlation (r) using the total QOL score and the number of classes attended. 
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A total score, three subscales and the Cronbach's alpha coefficient for the total 

instrument were performed. Table 3.1 summarizes the analysis plan for the study's 

questions. 

Table 3 .1 Analysis Plan for Research Questions 

Question # Variables/Source Tools of Analysis 

One (page 54) Total QOL score (MacNew) 
Enrollment/non-enrollment 
(interview) 

Two (page 54) Total QOL score (MacNew) 
Subscale scores (MacNew) 
Attendance/non-attendance 
(interview) 

Three (page 54) Total QOL score (MacNew) 
Frequency of attendance 
(interview) 

Summary 

Descriptive, t-test 

Descriptive, t-test 

Descriptive, Pearson's 
product moment correlation 
(r) 

In summary, the research design, methodology, procedures, data management, 

and analysis were described in detail regarding women post-AMI. The dependant 

variable in the study, quality of life (QOL) is a concept believed to be influenced by the 

independent variable, attendance at a cardiac rehabilitation program (CRP). Statistical 

methods utilized for data analysis included descriptive techniques. These processes were 

reported for each of the three study questions. Inferential statistics measured possible 

relationships between the total QOL score and the frequency of attendance at CRP as 

well as with the demographic variables. Data from the MacNew QOL questionnaire was 

calculated to determine reliability of the instrument for the present study. The following 

chapter illustrates those results. 



CHAPTER FOUR 

Results 

Introduction 
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This chapter will present the data analyses for the study. The presentation of the 

results will be organized in sections. First to be discussed are the characteristics of the 

participants of the study, by demographic variables, based upon the answers given in the 

Women's Health Questionnaire (Appendix C). The second section analyzes the MacNew 

Quality of Life (QOL) Questionnaire (Appendix E) regarding its total score, and three 

subscale scores for emotional, physical and social domains. The next section will include 

the findings to the study questions: 1) is there a significant difference in QOL scores for 

post-AMI women who enroll in a cardiac rehabilitation program and women who do not 

enroll; 2) is there a significant difference in QOL scores for post-AMI women who 

attend a cardiac rehabilitation program and women who do not attend; and 3) is there a 

relationship between QOL scores and frequency of attendance at cardiac rehabilitation 

classes for women post-AMI? Other strong correlations will be mentioned that were 

incidental findings of the study. 

Data were collected from a cross-sectional convenience sampling of 30 women 

obtained from Northwest Medical Center's medical record review. These participants 

met the criteria as (a) diagnosis of AMI based on elevated cardiac enzymes, (b) female 

gender ( c) electrocardiogram (EKG) changes of a significant nature ( d) diagnosis at least 

8 weeks from date of study_ but no more than one year from study date, and ( e) English 

proficiency. Women were not excluded due to history of previous AMI. 
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Missing Data 

There were no missing data. The Woman's Health Questionnaire and the 

MacNew Quality of Life Questionnaire (QOL) were completed during a telephone 

interview with the principle investigator. Participants were aware throughout the 

interview that they were free to decline to participate or to answer any further questions. 

Those participants who requested additional description in order to understand a 

particular question were provided with the information. Only a few participants required 

questions to be clarified. For the QOL instrument, the most frequently repeated were 

# 11, which ask about feelings of dependency as a result of their heart problem; #20, 

regarding restriction or limitation as a result of their heart problem; and #24, which ask 

about feelings of exclusion from doing things with other people as a result of their heart 

problem. 

Sample Characteristics 

The total sample was 30 women. Their mean age was 65.23 years (range = 33-

87). As noted in Table 4.1, the demographic variables illustrated that a majority of the 

sample of women were married, a total income greater that $50,001 per year, and had 

Medicare as their primary insurance. 
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Table 4.1 Demographic Variables of Participants 

Variables !! Percentage (%) 

Living Arrangements 
Married 20 66.7 
Lived alone 7 23.3 
Lived with children 6 20.0 
Lived with others 6 20.0 

Current Relationship 
Spouse 19 63.3 
Widowed 5 16.7 
Divorced 4 13.3 
Single 2 6.7 

Yearly Income 
$50,001 or greater 7 23.3 
$35,001 to $50,000 2 6.7 
$25,001 to $35 ,000 3 10 
$15,001 to $25 ,000 5 16.7 
$7,501 to $15,000 4 13.3 
$7,500 or less 5 16.7 

Insurance Coverage 
Medicare 11 36.7 
HMO 8 26.7 
AHCCCS/ APIPA 3 10 
PPO 2 6.7 
Blue Cross/Blue Shield 2 6.7 
Military 1 3.3 
No Coverage 3 10 

Other areas that were analyzed included the percentage and frequency of 

comorbid conditions, and the use of prescription as well as over-the-counter medications. 

Heart disease was the dominating comorbidity, as well as diabetes mellitus , osteoarthritis 

and thyroid disease. Corresponding prescription and over-the-counter medications were 



also documented. See Table 4.2 for the details of the mean and percentage of those 

comorbid conditions and medication usage. 

Table 4.2 Comorbid Conditions and Medication Usage 

Variables 

Comorbid Conditions 
Heart Disease 
Diabetes Mellitus 
Osteoarthritis 
Thyroid Disease 
Cancer 
Kidney Disease 
Psychiatric Disease 
Respiratory Disease 
Neuropathy 
Lupus 

Prescription Medications 
Anti-hypertensives 
Anti-coagulants 
Anti-lipidemics 
Anti-anxiety agents 
Diuretics 
Anti-glycemics 
Thyroid Agents 
Estrogen Agents 

Over-The-Counter 
Medications 
Multivitamins (MVI) Only 
Calcium Supplements 

MVI, Calcium 
MVI , Herbal Supplements 

MVI , Calcium, and 
Herbal Supplements 

30 
10 
5 
5 
3 
3 
3 
2 
2 
1 

25 
24 
20 
12 
7 
6 
4 
9 

8 
2 

3 

Percentage (%) 

100 
33.3 
16.7 
16.7 
10.0 
10.0 
10.0 
6.7 
6.7 
3.3 

83.3 
80.0 
66.7 
40.0 
23 .3 
20.0 
13 .3 
30.0 

26.7 
6.7 

10.0 
3.3 

3.3 

59 



60 

The search for potential participants lasted for a period of three consecutive days, 

between the hours of 9 A.M. and 6 P .M. Eighty-one potential participants were contacted 

by telephone, with Table 4.3 illustrating the conditions found relating to each woman 

approached. Of the 81 calls made, 30 women agreed to participate, 10 were from 

outside the Tucson, Arizona city limits, 2 could not participate due to Spanish-speaking 

ability, and within the year's period of time, 3 women were deceased. 

Table 4.3 Sampling Contacts 

Contact Condition !! Percentage (%) 

Phone numbers disconnected 10 8.1 
Message left/busy line/no 18 14.6 
answer 
Refused to talk 7 5.7 
Out of town residents 10 8.1 
Nursing home residents 1 0.81 
Deceased 3 2.40 
Non-English proficiency 2 1.60 
Total agreeing participants 30 24.3 
Total inquiries 81 100.0 

Descriptive Results 

The MacNew Questionnaire is designed to measure QOL in those paiiicipants 

who have experienced an acute myocardial infarction (Oldridge, 1994). Scores could 

range from the 27 items at maximum possible score of 7 and the minimum as 1 in any of 

the three domains. It is important to note that various questions overlapped between the 

categories, thereby illustrating the 14-item availability in each of the three domains 

(Appendix E). See table 4.4 for details of the means and Cronbach alpha coefficients for 

the QOL instrument in the total sample. Note the high Cronbach ' s alpha scores overall, 



which indicate high internal consistency reliability for the total instrument and its 

subscales for this sample. 

Table 4.4 Results from the MacNew QOL Instrument for Total Sample 

Total Score 

27 items 

x= 150±37.2 
a= .96 

Study Question # 1 

Emotional Domain 

14 items 

x = 76.2±20.4 
a= .95 

Physical Domain 

14 items 

x = 78±3.4 
a= .94 

Social Domain 

14 items 

x= 74.6±19.3 
a= .93 

Is there a significant difference in the QOL scores for post-AMI women who 

enroll in a cardiac rehabilitation program (CRP) and those women who do not enroll? 

Participants who enrolled had scores on the MacNew QOL Questionnaire of x = 

154±32.7 compared to those who did not enroll in CRP (n=14; x = 146±42.7). There 

were no significant differences on QOL scores between the two groups !(28) = -.55, 

12=.60. 

Study Question #2 

ls there a significant difference in QOL scores for post-AMI women who attend 

CRP and women who do not attend? There were no significant differences on QOL 
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scores between the two groups !(28) = -.97, 12=.3 l. See Table 4.5 for details of subscale 

scores on the MacNew QOL Questionnaire for participants who did not attend and those 

who did attend CRP. 
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Table 4.5 Comparison Scores on the MacNew QOL Questionnaire Subscales 

Group Emotional Domain Physical Domain Social Domain Total 

No Attendance x = 71.8±23.8 x = 75.8±22.9 x= 72.0±22.0 x = 144.8±43.1 
(n= 17) 
( <2 sessions) 

Attendance x= 81.8±13.5 x = 80.8±16.3 x = 78.0±15.1 x = 158.2±27.6 
(n=l3) 
(z2 sessions) 

There were no significant difference between the two groups on QOL scores on 

subscales of the MacNew QOL Questionnaire: emotional domain !(28) = -1.4, 12=.19, 

physical domain !(28) = -.66, 12= .5 l , social domain !(28) = -.84, 12=.41, or the total scores 

!(28) = -.97. 

Study Question #3 

Is there a relationship between QOL scores and frequency of attendance at a CRP 

for women post-AMI? The Pearson Product Moment Correlation between the total QOL 

scores and attendance at CRP was r = .18, 12=.34. Therefore, there was no significant 

relationship between QOL scores and attendance at CRP. 

Other Findings 

Other variables were analyzed for significance. The Pearson Product Moment 

Correlation for education and attendance greater than 2 sessions of CRP was r = .428, 

12<.05 which indicates that women with greater education were more likely to attend z2 

sessions of CRP. Similarly, the relationship between number of medications used and 
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attendance at ~2 sessions of CRP was significant, r=.45, Q<.05, meaning that the higher 

the number of medications used, the more likely participants were to attend~ 2 sessions 

of CRP. The relationship between total number of comorbidities and QOL scores was 

significant, r=-.59, 12=<.0l, which indicates that with more comorbidities, QOL scores 

declined. 

Summary 

The sample characteristics and descriptive data were illustrated in this chapter to 

answer the study questions about post-AMI women and their enrollment, attendance, and 

frequency of attendance in a CRP. Descriptive statistics were utilized to answer the study 

questions when appropriate, with inferential statistics (Pearson's Product Moment, r) for 

study question three. Cronbach' s alpha was calculated for the total, and 3 domains of the 

MacNew QOL Questionnaire to determine its internal consistency reliability for the 

presenting subjects. Other analytical findings expressed significant correlational 

relationships within demographic variables and QOL of the sample of women studied. 
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CHAPTER FIVE 

Discussion 

Introduction 

The purpose of this study was to explore the quality oflife in post-AMI women. 

The demographic characteristics of the sample, answers to the research questions, 

findings from the MacNew QOL Questionnaire, and the relationship with the conceptual 

framework are discussed. Strengths, limitations, nursing implications, and 

recommendations for future research are outlined. 

Demographic Characteristics 

Data were collected from 30 women that had been diagnosed within the past year 

with AMI. The concept of QOL is difficult to define or generalize for women. It can be 

highly individualistic and be skewed by age, culture, income, insurance coverage, and 

educational level. Participants of this study illustrated trends to suspect these extraneous 

variables affected their QOL scores. For example, the total household incomes were high 

across the sample and may have influenced QOL scores for both enrollment and 

attendance categories of women. 

There were demographic and health history variable findings that demonstrated 

significant correlations to the dependant variable, QOL. Education level and attendance 

at ~2 sessions of CRP were significantly correlated in a positive direction. It may be that 

women with greater education have accessed information that supports attendance at 

CRP and this encouraged their attendance. Or these women may demonstrate the positive 

link made in previous research between education level and health promoting behaviors 
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in women. The number of medications and attendance at :2:2 sessions of CRP were 

significantly correlated in a positive direction in this study population. It may be that 

women taking a greater number of medications have more interaction with the health care 

system that promotes attendance at CRP. As expected, women with more comorbid 

conditions had lower QOL scores. These data support previous research that has made 

this connection. 

Research Questions 

Significant differences were not detected between enrollment and attendance 

groups on QOL scores. However, women in the attendance group had higher mean scores 

on the QOL Questionnaire. A larger sample size may have detected this as significant. 

Moreover, a different definition of attendance, that is attendance at more classes, may 

have affected significance detection positively. The limited definition of attendance in the 

present study may have constrained variability, thus preventing a detection of statistical 

significance. 

Findings Related to the MacNew QOL Questionnaire 

The MacNew QOL Questionnaire had a very high Cronbach's alpha indicating 

internal consistency for the total instrument and for each of the three domains in this 

sample. Further, the analyses of the total, emotional, physical , and social domains 

demonstrated reasonable and varied correlational matrices which supported the three 

domains as originally presented by Oldridge. The MacNew had not been used 

specifically on women, and previous Cronbach's alpha scores were only moderate (Dr. 
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Oldridge, personal communication, 2000). In the present study, the MacNew QOL 

questionnaire had no missing data, probably because it was completed by interview. The 

instrument does allow for omission of answers without affecting the total score, and this 

allows for paper and pencil administration. This flexibility adds to the attractiveness of its 

use in research. Findings on internal consistency reliability in the present study support 

continued research use with this population. 

Conceptual Framework 

In Stuifbergen and Roger's Model of QOL Theory, the utilization of health 

promoting behaviors in a chronically ill state positively affects QOL (2000). The present 

study did not support this link but may be related to the health promoting behavior 

selected ( attendance at CRP), by the limited sample size, or by the definition of 

attendance used in the study. 

Antecedents to health promoting behaviors are believed to be contributing factors 

to QOL. The antecedants in this group of women more directly affected their overall 

QOL as illustrated by women who did not attend CRP. This group had resources, 

barriers, and comorbidities which directly affected their QOL. Those women that were 

married, had higher education, higher income levels, health insurance, and took more 

medications had higher QOL scores, but only those with higher education and took more 

medications were significantly different on these scores. The inverse relationship 

between comorbidities and QOL found in this sample supported the relationship 

hypothesized in the theoretical framework. These characteristics are known to affect 

QOL (Evanson, Rosamond, & Luepker, 1998). 
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Strengths of the Study 

The greatest strength of this study is that it adds to our knowledge of QOL in 

post-AMI women, a group that has been under-researched. Further, this study joins the 

few that have focused on QOL as an issue post-AMI. The use of the MacNew QOL 

Questionnaire was a strength of the study, and the present findings support its continued 

use in research with this population. Data on the instrument's use with women are scarce. 

The instrument was useful at determining women at risk for low QOL post-AMI, 

specifically women with low education levels, low use of medications, and high 

comorbidities. 

The use of the interview method for data collection was a strength of the study. 

This technique led to a complete data set with no missing data. The researcher was able 

to answer questions or clarify questions such that participants could answer each item. 

The interview method added a participant benefit, particularly rapport and social support. 

These are known to affect adherence to CRP and may be an important intervention 

technique for future research. For the present study, participants expressed appreciation 

for the interest afforded them by inclusion in the research. 

Limitations of the Study 

Sample size was a study limitation. A larger sample may have detected significant 

differences between groups. The cross-sectional research design was a study limitation, 

as attendance at CRP is a longitudinal phenomenon. Prospective study over time may 

have provided a more realistic picture of attendance particularly. The cross-sectional 
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design may have introduced recall bias. Many could not remember the exact number of 

sessions attended since there was a range of 1-36 classes attended ( depending oindividual 

health insurance coverage) and a time from AMI to data collection of up to one year. 

However, the cross-sectional design was more time efficient and cost effective for the 

present study. 

The criteria for English proficiency was a study limitation. This eliminated 

important ethnic representation in the sample, and two participants were disqualified due 

to their Spanish language use. However, the time and cost of translating the study 

instruments precluded ethnic representation. Future research should focus on data 

collection from diverse groups of post-AMI women. 

The sample demographic profile was limited by the setting. Medical records 

obtained from Northwest Medical Center which is located in an urban, upwardly mobile 

economic setting, prevented inclusion of women without health insurance, or from lower 

income backgrounds. This limited the generalizability of the study findings to these 

groups. Of interest, however, is that some study participants lived in outlying rural 

communities with unknown CRP resources. These women were included as they had 

attended the nearest emergent facility for their AMI care. 

Implications for Nursing Science 

The QOL post-AMI needs further clarification in order to focus nursing 

interventions appropriately. The advanced practice nurse (APN) needs to assess 

enrollment, attendance, and completion of CRP throughout the post-AMI period. But 

more importantly, QOL appears to be affected by level of education, number of 
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medications taken, and comorbid conditions. APNs can target women with these 

characteristics with education and encouragement about attendance at CRP. Furthermore, 

anecdotal data gleaned from the present study identified varied referral rates to CRP. 

APNs can intervene by referring women post-AMI to existing CRP programs. For 

women from rural communities, APNs can assist women by identifying available 

programs in their communities and determining insurance coverage for this service. 

All post-AMI office visits to primary care providers should include information 

and referral to CRP. Furthermore, APNs can assess aspects of QOL through simple 

global questions. These can help to detect women at risk for low QOL that require 

specific intervention. 

Areas for Future Research 

Future research on QOL post-AMI requires a larger, more representative sample 

using a longitudinal research design with a more culturally diverse population. Studying a 

particular ethnic group may reveal varying QOL issues amenable to intervention by 

health care providers. Alternatively, this study might reveal that QOL is not an issue. 

Diverse groups may enlighten us about ways to improve QOL not already known. Use of 

the MacNew QOL Questionnaire with diverse groups would provide normative data for 

future research use. 

Pilot testing possible alternate variables as measures of attendance at CRP may 

determine more discriminating ones. Or, pilot testing alternate variables as measures of 

health promoting behaviors may provide data with more congruence to the theory base of 

the study. Others have tested health-promoting behaviors by smoking cessation, exercise 



activities, limiting alcohol use, and diet adherence. These should be studied in women 

post-AMI to determine their ability to affect QOL. 
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It may be useful to study the emotional, physical , and social barriers to health 

promoting behaviors in post-AMI women, as these may have affect on QOL. In addition, 

research into women's roles (person, woman, mother, employed person) which may 

affect QOL is essential. All research in this population should target the needs of post

AMI women within the context of their families and environment. Only then can we truly 

appreciate the variables most likely to affect their QOL. 

Summary 

This chapter included a discussion of the study findings related to demographic 

characteristics, the research questions, the MacNew QOL Questionnaire, and the 

conceptual framework. Strengths, limitations, implications for Nursing Science, and 

suggestions for future research were outlined. Education and number of medications was 

positively correlated with attendance at CRP. It may be that these variables increased 

access to information that stressed the value of CRP or increased interaction with health 

care professionals who stressed attendance. 

No significant differences were found on QOL scores between enrollment and 

attendance groups, possibly due to the limited sample size or the limited definition of 

attendance. The MacNew QOL Questionnaire had high internal consistency reliability in 

this sample which supports its use in future research. Only the inverse relationship 

between comorbidities and QOL was congruent with the theoretical framework used in 



the study, which may be due to limitations in how health promoting behaviors were 

measured. 
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This study points to a need for further clarification of QOL post-AMI in women, 

which indicates that APNs must assess enrollment, attendance, and completion of CRP in 

this group. All post-AMI office visits to primary care providers should include 

information and referral to CRP. Further research is needed using a longitudinal design 

with a larger, more culturally diverse sample. 
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UNIVERSITY OF ARlZONA HEALTH SCIENCE CENTER 
S UB.JECT'S DISCLAIMER FORM 

Quality of Life Scores of Women Post-Acute Myocardial Infarction and Their Participation or 
Non-Partic ipat ion in a Cardiac Rehabilitation Program 

You are being asked to voluntarily participate in a study exploring various results obtained from 
wo men that have had an acute myocardial infarction (heart attack), and their scores on a 
quest ionna ire that measures quality of life. By responding to questions of two short 
, .. p1estionnai re s the phone, you will be giving your consent to participate in the study . 

!he imerview \vi ii take place in a location conven ient to you (your home) and last approximately 
25 -30 minutes. You will not have yo ur voice taped over the phone. Your identity will not be 
i·l·vea led and your confide ntialit y wil l be maintained in all reports of this project. The 
questionnaires will not have your name or telephone number on it , only a chronological number 
:is the interviews are conducted , and a check mark on the appropriate line 1) if you have 
rnrnple ted two or more sessions of a cardiac rehabilitation program, or 2) if you have completed 
t wci ll r le ss s1.::ssions of a cardiac rehabilitation program. 

You rnay choose not to answer some or all of the questions. Any questions you have will be 
answe red and you may withdraw from the st udy at any time with no consequences whatsoever. 
!'here are no known ri sks involved in your participation. 

fhc ove rall aim of the study is to improve the knowledge base of the Advanced Practice Nurse 
( \P~J in observin g frH femal e patients that return to the primary care setting six weeks after an 
.,\!VI 1 ( heart attack ). The quality of life scores will observe for differences in those women that 
L:umplete two or more sess ions of CRP and those women that complete two or less sessions of 
CR.P. The APN can encourage completion of CRP and improvement ofoverall QOL. 

I can obtain further information from Agnes Marie Sharifi at (520) 299-4136, or beeper (520)-
7 12- !498. ff I have questions concerning my rights as a research subject, I may call the Human 
Subjects office at 626-6721, or the Institutional Review Board (lRB) at Northwest Medical 
Cente r 469-8553 (ask for Jan McIntire , IRB Chairman). 

I hank You. 

! 11\TSt iga tor 

l clepho nc Number 

Date _________ _ 

APPROVED BY NORTHWEST 

MEDICAL cm~1;: ~~EAR ON ALL 
THIS STAMP ~~BD TO CONSENT p_~T~E~!~ ~~!iifo I EXJ>tRAilON:~ 
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APPENDIX C 

WOMEN'S HEALTH QUESTIONNAIRE 



University of Arizona College of Nursing 

WOMEN'S SYMPTOM MANAGEMENT STUDY 

Judith A. Berg, PhD, RNC, WHNP, Principle Investigator 

Phone: (520) 626-2206 

WOMEN'S HEALTH QUESTIONNAJRE * 

The following questions ask you to telJ us about your background and health status. 

Please answer all questions which apply by circling the correct answer or filling in the 
appropriate blank . All information will be held in complete confidence by the staff of 
this research project . 

TODA Y"S DA TE 
-------

* Adapted and modified from: Women's Health Survey, Center for Women's Health Research, School of Nursing, 
Uni versit y of Washington, Seattle, WA; Health Report, The Tremin Trust, College of Nursing, University of Utah, Salt 
Lake City, UT; Menstrual Di sorders Program, Women's Health Questionnaire, School ofNursing, OHSU; 
Perim enstrual Symptom Management Program, Uni versity of Californi a, San Francisco, School ofNursing; Women's 
Symptom Management Study, Uni versity of Ari zona Tucson, AZ, School ofNursing. 
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Background Information 

1. What was the hiRhest grade or year of school you completed? 
1 Less than 71 grade 
2 Junior High School 
3 Partial High School 
4 High School graduate 
5 Partial College or specialized training 
6 College graduate 
7 Graduate degree 
8 Unsure or decline to state 

2. What is your current employment status? 
1 Working full-time 
2 Working part-time 
3 Temporarily laid off 
4 U nemployed 
5 Homemaker 
6 Student 
7 \I o lunteer 
8 Re tired 

ID# 

3. l f yo u have been or are employed , please describe your current or most recent job. 
(Write in your answer) 

Occupation/Job Title Type of Business or Industry 

4. In your current or most recent job, did you supervise the work of others or tell other 
employees what to do? 

0 No 
Yes 

5. Who lives at home with you now? (Check all that apply) 
1 Live alone 9 Other (specify) _______ _ 
2 Spouse/Partner 
3 Children 
4 Step Children 
5 Parents 
6 Roommate(s) 
7 Sister 
8 Mother 

2 
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6 Which of the following best describes your cun-ent relationship? 

Single or living alone 
2 Married or living with a partner 
3 Divorced or separated 
4 Widowed 

ID# __ _ 

7. If applicable, please indicate your spouse's/partner's main occupation. 

Occupation/Job Title Type of Business or Industry 

Income levels profoundly affect women's access to health care. For this reason, we 
are asking about you and your family's income. Remember that all information is 
rnnfidential. 

8. Check the appropriate range to indicate your total household income for the past year 
before taxes, no matter what the source. This figure should include income from your 
partner and/or parent if appropriate as well as your own. 

$7,500.00 or less 
2 $7,501 .00-15 ,000.00 
3 $ 15,001.00-25,000 .00 
4 $25,00 1.00-35,000.00 
5 $35,001.00-50,000.00 
6 $50,001.00 or more 
7 Unsure or decline to state 

9. Check all the item(s) which best describe your health insurance coverage. (Check all 
that apply) 

0 No coverage 
Blue Cross/Blue Shield 

2 Other private insurer (specify name if known) __________ _ 
3 Military 
4 Veteran's Administration 
5 Health Maintenance Organization (HMO) 
6 Prefen-ed Provider Organization (PPO) 
7 Medicare 
8 Medicaid/MediCal/ AHCCCS 
9 Other (specify) ____________ _ 
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ID# ----

HEALTH HISTORY* 

10 What is your date of b irth ') _______ _ Age? _ ____ years. 

l 1. Where were you born? _ _______ _____ _ 

lfoutside the U.S., how long have you lived in the U.S.? ___ ~ears. 

If outside the U.S., how often do you travel back to your country of birth? 

l More than once a year 
2 Once a year 
3 Every 2-3 years 
4 Once in 5 years 
5 Never 
6 Other (list) _ ____ _ 

What generation are you since inunigration to the U.S.? ____ _ _ 

12 . Do you speak, read, and wTite Eng lish? 

l""' . _)_ 

14. 

0 No 
Yes 

What language do you prefer to use? _________ _ 

This is a study of health during a woman's midlife years. Have you ever been told 
you have a major health problem by a health care pro_vider? 

0 No (go to item # 18) 
Yes (go to item # 15) 

15 . If yes, what has been the problem(s)? ___________ _ 

16. Are you still having the problem? 
0 No 

Yes 
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ID# __ _ 

17. Has a doctor or nurse ever told you that you have any of the following problems? 
No Yes Don't Know 

Thyroid disease 0 
Diabetes 0 1 
Cancer 0 1 

Heart Disease 0 
Kidney Disease 0 
Psychiatric Illness 0 

18. Are you taking prescribed medications? 

No Yes 

Water pills/diuretics 0 
Tranquilizers 0 
Antidepressants 0 
S Jeeping pills 0 
Steroids 0 
Birth control pills 0 
Hormones ( estrogen, 
progestin, or both) 0 

8 
8 
8 
8 
8 
8 

List names of medications now taking: ____ ______ _ 

19. Are you taking any over-the-counter medications? 
0 No 

Yes 

lfyes, please list: ________________ _ 

* Adapted from: Lee et al. (1994). Biobehavioral health in diverse midlife women. University of California at San 
Francisco, School of Nursing. NIH Grant# NR04259 ( 1995-2000). 

10/00 
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PERMISSION TO USE MACNEW QOL QUESTIONN 



Re: Utilization of your QOL-MI questionnaire 

From: Neil Oldridge [SMTP:noldridg@ iupui .edu] 

Agnes Sharifi To: 

Cc: 

Subject: Re: Utilization of your QOL-MI questionnaire 

Sent: I 0/30/00 7: 11 AM 

/ Ms. Sharifi 

i i J have been out of the country, hence no reply to your emails. 
I 
I J have anached the MacNew for you [in Word97]. 

! 

I The instrument has recently been examined for norms in males and females but has 

j not been well investigated in tenns of respoonsiveness in females . In the 

i or igina l study of20 I patients with MI, only 15% were females so your study 

I would add to the data on the usefu lness of the MacNew. l would be interested in 
i 

I 

being kept informed about your data collection. If l can help any other way, 

please let me know. 

i 

Nei l B. Oldridge, PhD 

Indiana University Center for Aging Research 

School of Allied Health Sciences 

Regenstrief Institute for Health Care, RG6 

I 050 Wishard Boulevard 

Indianapo li s, IN 46202 

Tel: 3 17-630-6195 

Fax: 3 l 7-630-6611 

~ Mac!'Jew English 0900 .doc 

Pagelofl 

Importance: Normal 

.. ./read.asp?command=open&obj=00000000340C6371445AD311913F005004A69F1007000378 4/24/0 1 
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Ir 

li MACNEW 
!i 

Ii HEART DISEASE HEALTH-RELATED QUALITY OF LIFE QUESTIONNAIRE 

The original OLM! is a valid, reliable, and responsive interviewer-administered condition

spec ific health-related quality of life questionnaire (1 , 2) . The MacNew heart disease 

ques iionnaire , a modification of the original QLMI , is a self-administered, heart disease specific , 

nealth -related quality of life instrument that 1s valid , reliable , and responsive , is simple to 

ad minister , is applicable to patients with myocardial infarction , angina pectoris , and heart failure 

( 3- 10) and in patients over the age of 70 years (9) 

The MacNew heart disease questionnaire addresses three major health-related quality 

of life domains . the Emotional , Physical . and Social domains (3 , 4) There are substantial 

co rrelations between the MacNew and other HRQL measures, and moderate concordance with 

predictions about how the instrument should behave if it is a valid measure of HROL. 

Co rre lations between the MacNew and other measures provide moderate to strong evidence to 

disc riminate between patients following myocardial infarction according to their HROL, and in 

meas uring changes in HRQL over time . The MacNew was recently favourably reviewed against 

a se lection of other disease-specific HROL instruments (11) Reference data have been 

produced and are currently under review for publication (7) . 

With rehabilitation , the time course of recovery of health-related quality of life, using the 

original OLMI , is more rapid than that of exercise tolerance (12) Predictors of health-related 

quality of life have been identified (13 , 14), and it is an independent predictor of later mortality 

and morbidity (15) There is a valid and responsive measure of health-related quality of life for 

spouses of survivors of an acute myocardial infarction (16) 

The MacNew is presently available in the following languages Dutch , English , Finnish , 

French, German . Italian . Norwegian , Portuguese , Spanish , Swedish . 

References: 

O ldridge N, Guyatt G , Jones N , et al. Effects on quality of life with comprehensive 
re r1 abilitation after acute myocardial infarction Am J Cardiol 1991 ;67 :1084-1089. 

2 Hillers TK , Guyatt GH , Oldridge N, et al. Quality of life after myocardial infarction . J Clin 
Epidemiol 1994:471287-1296 

" Lim LL-Y, Valenti LA, Knapp JC , et al. A self-administered quality of life questionnaire after 
acute myocardial infarction . J Clin Epidemiol 1993;46 : 1249-1256. 

4 Valenti L, Lim L, Heller RF . et al. An improved questionnaire for assessing quality of life 
after myocardial infarction Qual Life Res 1996;5:151-161 . 

5 Heller RF , Knapp JC , Valenti LA, et al. Secondary prevention after acute myocardial 
infarction . Am J Cardiol 1993 :72 759-762 

6 Heller RF . Lim L, Valenti L , et al. A randomised controlled trial of community based 
counselling among those discharged from hospital with ischaemic heart disease. Aust NZ 
Med J 1995 ;25 362 -364 
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MacNew Heart Disease HRQL Questionnaire 

Recommended Scoring System 

Item Emotional Physical Social 
1. Frustrated ./ ./ 
2 Worthless ./ ./ 
3 Confident ./ 
4 Down in the dumps ./ 
5. Relaxed ./ 
6 Worn Out ./ ./ 
7 Happy with Personal Life ./ 
8 Restless ./ 
9 Short of Breath ./ 
10 Tearful ./ 
11 More Dependent ./ 
12 Social Activities ./ ./ ./ 
13 Others/less Confidence in you ./ ./ 
14 . Chest Pain ./ 
15 Lack Self-Confidence ./ ./ 
16. Aching Legs ./ 
17 Sports/Exercise Limited ./ ./ 
18 . Frightened ./ 
19. Dizzy/Lightheaded ./ 
20 Restricted or Limited ./ ./ 
21 Unsure about Exercise ./ ./ 
22 . Overprotective Family ./ 
23 . Burden on Others ./ ./ 
24 Excluded ./ ./ 
25 Unable to Socialise ./ ./ 
26 . Physically Restricted ./ ./ 
27 . Sexual Intercourse ./ 

1 Ticks show domains to which the items contribute . 
2 The maximum possible Score in any domain is 7 and the minimum is 1. 
3 The Emotional Score is calculated as the average of the 14 item responses which 

contribute to the Emotional domain shown in the above table, the Physical Score is the 
average of 14 responses and the Social Score is the average of 13 responses . 

4. Missing responses do not contribute to the Score. For example, if only 10 of the 14 
Emotional items are answered , the Emotional Score is the average of 10 responses. 

3 If desired , a Global Score can be calculated as the average over all items. 
5. Item 27 , 'Sexual intercourse', may be excluded in the Physical domain . 
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ID# 
f~ _ M---,---~-1uJL 

>;} ~VJW - L:._ ;;) ~,(j 

MAC NEW 

HEART DISEASE HEALTH-RELATED QUALITY OF LIFE QUESTIONNAIRE 

We would now like to ask you some questions about how you have been feeling DURING THE 
LAST 2 WEEKS. 

Please check the box O that matches your answer 

In general , how much of the time during the last 2 weeks have you felt frustrated, 
impatient or angry? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 
3 0 A GOOD BIT OF THE TIME 
40 SOME OF THE TIME 
sO A LITTLE OF THE TIME 
60 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

2 How often during the last 2 weeks have you felt worthless or inadequate? 

10 ALL OF THE TIME 
20 MOST OF THE TIME 
3 0 A GOOD BIT OF THE TIME 
4 D SOME OF THE TIME 
5 D A LITTLE OF THE TIME 
6 D HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

3 In the last 2 weeks , how much of the time did you feel very confident and sure 
that you could deal with your heart problem? 

1 D NONE OF THE TIME 
2 D A LITTLE OF THE TIME 
3 0 SOME OF THE TIME 
40 A GOOD BIT OF THE TIME 

50 MOST OF THE TIME 
60 ALMOST ALL OF THE TIME 

70 ALL OF THE TIME 
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4 In general how much of the time did you feel discouraged or down in the dumps 
during the last 2 weeks? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 

7 0 NONE OF THE TIME 

5 How much of the time during the past 2 weeks did you feel relaxed and 
free of tension? 

10 NONE OF THE TIME 

2 D A LITTLE OF THE TIME 

3 D SOME OF THE TIME 

4 0 A GOOD BIT OF THE TIME 

5 0 MOST OF THE TIME 

60 ALMOST ALL OF THE TIME 

7 0 ALL OF THE TIME 

6. How often during the last 2 weeks have you felt worn out or low in energy? 

10 ALL OF THE TIME 

20 MOST OF THE TIME 

30 A GOOD BIT OF THE TIME 

40 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

7 How happy, satisfied, or pleased have you been with your personal life 
during the last 2 weeks? 

0 
2 0 
3 0 
40 
sD 
6 D 
70 

VERY DISSATISFIED, UNHAPPY MOST OF THE TIME 

GENERALLY DISSATISFIED, UNHAPPY 

SOMEWHAT DISSATISFIED, UNHAPPY 

GENERALLY SATISFIED, PLEASED 

HAPPY MOST OF THE TIME 

VERY HAPPY MOST OF THE TIME 

EXTREMELY HAPPY, COULD NOT HAVE BEEN 
MORE SATISFIED OR PLEASED 
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8. In general, how often during the last 2 weeks have you felt restless, or as if 
you were having difficulty trying to calm down? 

D ALL OF THE TIME 

2 D MOST OF THE TIME 

3 D A GOOD BIT OF THE TIME 
4 D SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 D HARDLY ANY OF THE TIME 

7 0 NONE OF THE TIME 

9 How much shortness of breath have you experienced during the last 2 weeks 
while doing your day-to-day physical activities? 

10 EXTREME SHORTNESS OF BREATH 

20 VERY SHORT OF BREATH 

3 D QUITE A BIT OF SHORTNESS OF BREATH 

4 D MODERATE SHORTNESS OF BREATH 

5 D SOME SHORTNESS OF BREA TH 

6 D A LITTLE SHORTNESS OF BREA TH 
7 0 NO SHORTNESS OF BREA TH 

10. How often during the last 2 weeks have you felt tearful, or like crying? 

1 D ALL OF THE TIME 

2 D MOST OF THE TIME 

3 D A GOOD BIT OF THE TIME 
4 D SOME OF THE TIME 

5 D A LITTLE OF THE TIME 

6 D HARDLY ANY OF THE TIME 

7 D NONE OF THE TIME 

11 How often during the last 2 weeks have you felt as if you are more dependent 
than you were before your heart problem? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 

7 0 NONE OF THE TIME 

89 

6 



12 . How often during the last 2 weeks have you felt you were unable to do your 
usual social activities , or social activities with your family? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

13 How often during the last 2 weeks have you felt as if others no longer have the 
same confidence in you as they did before your heart problem? 

1 0 ALL OF THE TIME 
2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

14 How often during the last 2 weeks have you experienced chest pain while doing 
your day-to-day activities? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 

7 0 NONE OF THE TIME 

15. How often during the last 2 weeks have you felt unsure of yourself or lacking 
in self-confidence? 

1 0 ALL OF THE TIME 
2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 
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16 How often during the last 2 weeks have you been bothered by aching or 
tired legs? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 
3 0 A GOOD BIT OF THE TIME 
4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

17 During the last 2 weeks, how much have you been limited in doing sports or 
exercise as a result of your heart problem? 

10 EXTREMELY LIMITED 
20 VERY LIMITED 
3 0 LIMITED QUITE A BIT 
40 MODERATELY LIMITED 
sD SOMEWHAT LIMITED 
6 0 LIMITED A LITTLE 
70 NOT LIMITED AT ALL 

18 How often during the last 2 weeks have you felt apprehensive or frightened? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 
4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 

7 0 NONE OF THE TIME 

19. How often during the last 2 weeks have you felt dizzy or lightheaded? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 
6 0 HARDLY ANY OF THE TIME 

7 0 NONE. OF THE TIME 
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20 In general during the last 2 weeks , how much have you been restricted or 
limited as a result of your heart problem? 

10 EXTREMELY LIMITED 
2 0 VERY LIMITED 
3 0 LIMITED QUITE A BIT 
40 MODERATELY LIMITED 

s O SOMEWHAT LIMITED 
60 LIMITED A LITTLE 
7 0 NOT LIMITED AT ALL 

21 How often during the last 2 weeks have you felt unsure as to how much 
exercise or physical activity you should be doing? 

10 ALL OF THE TIME 
2 0 MOST OF THE TIME 
3 0 A GOOD BIT OF THE TIME 
40 SOME OF THE TIME 
5 0 A LITTLE OF THE TIME 
6 0 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

22 How often during the last 2 weeks have you felt as if your family is being over-protective 
toward you? 

D ALL OF THE TIME 
2 0 MOST OF THE TIME 
3 0 A GOOD BIT OF THE TIME 
40 SOME OF THE TIME 
sO A LITTLE OF THE TIME 
60 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

23 How often during the past 2 weeks have you felt as if you were a burden on others? 

10 
2 0 
3 0 
40 
s D 
6 0 
70 

ALL OF THE TIME 

MOST OF THE TIME 

A GOOD BIT OF THE TIME 

SOME OF THE TIME 

A LITTLE OF THE TIME 

HARDLY ANY OF THE TIME 

NONE OF THE TIME 
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24. How often during the past 2 weeks have you felt excluded from doing things with other 
people because of your heart problem? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 

7 0 NONE OF THE TIME 

25. How often during the past 2 weeks have you felt unable to socialize because of 
your heart problem? 

1 0 ALL OF THE TIME 

2 0 MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 

4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 

7 0 NONE OF THE TIME 

26 In genera l, during the last 2 weeks how much have you been physically 
restricted or limited as a result of your heart problem? 

1 D EXTREMELY LIMITED 

2 0 VERY LIMITED 

3 0 LIMITED QUITE A BIT 

4 D MODERATELY LIMITE D 

5 0 SOMEWHAT LIMITED 

6 0 LIMITED A LITTLE 

7 D NOT LIMITED AT ALL 

27 How often during the last 2 weeks have you felt your heart problem limited or interfered 
with sexual intercourse? 

1 D ALL OF THE TIME 

2 D MOST OF THE TIME 

3 0 A GOOD BIT OF THE TIME 
4 0 SOME OF THE TIME 

5 0 A LITTLE OF THE TIME 

6 0 HARDLY ANY OF THE TIME 
7 0 NONE OF THE TIME 

0 NOT APPLICABLE 

That' $ the end . Thanks very much for answering the questions. [July 2000] 
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