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CHAPTER 1 

INTRODUCTION 

Coronary heart disease (CHD) accounts for approximately 

650,000 deaths annually in the United States. This death 

rate is twice as high as for cancer and three times as high 

as for cerebrovascular diseases, the next two leading 

causes of death (Wenger & Hellerstein, 1978). With advances 

in medical techniques, the mortality rate of people with 

CHD has declined; however the incidence remains high and it 

is now affecting younger individuals (Finlayson & McEwen, 

1977). Thus, the number of individuals returning to our 

society classified as cardiacs has increased. 

The emotional problems of patients who experience 

myocardial infarctions continue and often become greater 

after the acute stage of the illness. This can be threat

ening to the individuals and their families. Therefore, 

patients and their families require education and support 

to make adjustments and to help them return to as normal 

a level of functioning as possible. Rehabilitation 

programs have been developed to assist the cardiac patient 

in making emotional, social, and physical adjustments after 

a myocardial infarction. These programs have become an 

l 
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important phase of health care involving all health team 

members. 

The goals of cardiac rehabilitation programs are to 

aid the cardiac patient in adhering to his prescribed thera

peutic regimen, promote an optimum level of health, and 

prevent the occurrence of another acute cardiovascular 

event. Research has not shown that these programs can 

actually prevent another myocardial infarction from occur

ring; however the programs have made the adjustments after 

a myocardial infarction less difficult (Wenger & Hellerstein, 

1978). The problem with rehabilitation programs is the poor 

compliance of individuals to their prescribed therapeutic 

regimens. Studies have shown that at least one third of 

the patients fail to follow physicians instructions, with 

patient adherence to cardiac rehabilitation programs aver

aging 50% and below (Franklin, 1978). These low rates of 

compliance greatly reduce the effectiveness of health care. 

The reasons for poor compliance have been looked at as 

social, demographic or emotional influences. One specific 

influence on patient compliance might be the lack of 

knowledge that the spouse or family members have of the CHD 

patient's illness. One study examining the relationship 

between physical activity and changes in cardiovascular 

risk factors found that the wife's attitude or feelings 
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about her husband's therapeutic program was a significant 

variable in relation to his adherence to the program 

(Heinzelmann & Bagley, 1970). Wenger & Hellerstein (1978) 

also noted the approval of the spouse as an influencing 

factor in the adherence of cardiac patients to their reha

bilitation programs. Thus it seems that educating and 

including the spouse in the rehabilitation program can 

assist the patient in adhering to the therapeutic regimen 

once he has returned to his home environment. However 

additional research should be directed toward the spouse 

or other significant individuals to determine what influ

ence they have on patient compliance to the therapeutic 

regimen. 

Problem of Study 

Cardiac rehabilitation programs are providing education 

and training for cardiac patients with the hope of increas

ing patient compliance to prescribed therapeutic regimens. 

The problem of this study was to determine if the spouse or 

significant other plays a major role in the compliance of 

cardiac patients with their therapeutic regimen. 

Justification of the Problem 

The increasing number of cardiac patients within our 

society has stimulated the growth of cardiac rehabilitation 
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programs. One problem with the programs is the patients' 

poor compliance to their prescribed therapeutic regimens 

(Franklin, 1978). Research directed at increasing cardiac 

patients' compliance to their therapeutic regimen would be 

beneficial both in improving the effectiveness and decreas

ing the cost of health care. 

The benefits of including the spouse in the cardiac 

rehabilitation program are great. The knowledge of the 

disease entity and its risk factors would be understood by 

both the patient and the spouse. This could lead to less 

anxiety and greater understanding on the spouse's part. 

The wife's lack of knowledge about the husband's adjustment 

after a myocardial infarction is an area of stress for both 

the spouse and the patient (Finlayson & McEwen, 1977). 

Decreasing the cost factor is another benefit of 

educating the spouse. The positive influence of the spouse 

toward the patient's adherence to the prescribed therapeutic 

regimen could increase the patient's adherence to the pre

scribed therapeutic regimen and thus lead to a decrease in 

health care cost due to rehospitalization or other related 

medical complications (Finlayson & McEwen, 1977). Also 

the expense of the rehabilitation program would not be 

completely lost. Patients completing the programs and return

ing to the same home environment often fail to continue or 
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adhere to the recommendations of the program. If the spouse 

is included in the rehabilitation program, the home environ

ment will aid patient~ in continuing their therapeutic 

regimen and altering their risk factors. 

Theoretical Framework 

The Health Belief Model as formulated by Rosenstock 

(1966) utilizes the theory of motivation in predicting and 

explaining compliance behavior of individuals to prescribed 

therapeutic regimens. The first element of the model con

sists of factors which influence an individual's readiness 

to take necessary or suggested health actions. Secondly, 

the model considers social, demographic, psychological, and 

attitudinal factors of the individual and their effects 

upon compliance. The effect that both of these elements 

has on one another determines the third element of the 

model which is the "cue to action" that initiates the com

pliant behavior (Sackett & Haynes, 1976). 

Cardiac rehabilitation programs offering adequate 

amounts of education cannot be of benefit if patients fail 

to comply to prescribed regimens. Much research has been 

directed at finding variables which influence patient com

pliance. These studies have focused on social, demographic, 

and attitudinal data. One factor of importance is the 

influence of the spouse or other significant individuals on 
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the patient's illness and overall compliance. Hansen and 

Hill (1964) pointed out in their review of families under 

stress that "what an individual does as a family member 

depends on the expectations that other members place upon 

him" (p. 806). This could be a major influencing factor 

if the family or spouse fails to understand or is not 

properly educated about coronary heart disease. 

The cardiac patient is more often motivated by the 

first element of the health belief model. The severity and 

emotional impact of the acute stage of the illness has left 

the individual with fear of the illness recurring (Sackett 

& Haynes, 1976). This gives the cardiac patient the readi

ness to take action against the disease. In the second part 

of the model the psychological, social, and demographic 

variables must not interfere with the individual's readi

ness to act. The spouse, significant other, or any family 

member may play a major role at this time. If there are 

psychological barriers on their part such as denial or lack 

of education, the patient's cue to action may not occur and 

compliance will be poor. 

Assumptions 

The following assumptions were significant to this 

study: 
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1. Psychological, social, and demographic variables can 

interfere with the cardiac patient's readiness to seek 

or continue with health care. 

2. The spouse or significant other can act as a positive 

or negative stimulus in triggering the cardiac patient's 

11 cue to action 11 towards the advocated health behavior. 

Research Question 

For the purpose of this study the following research 

question was proposed: 

Do patients whose spouses or significant others 

participate in the cardiac rehabilitation program have 

a greater level of compliance with the therapeutic 

regimen than those who participate alone in the 

program? 

Definition of Terms 

The following terms were defined for the purpose of this 

study. 

Arteriosclerotic Coronary Heart Disease (Coronary Artery 

Disease or Coronary Heart Disease, CHD) -~'an irregular 

thickening of the inner layer of the walls of the 

coronary arteries whose lumen becomes narrowed with a 

resultant reduction in the blood and oxygen supply to 

the heart muscle" (Wenger & Hellerstein, 1978, p. 309) . 
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Compliance--the extent to which a patient follows the 

prescribed therapeutic regimen as indicated by a 

compliance score obtained from the questionnaire. 

Cardiac--an individual who has been diagnosed as having had 

a myocardial infarction (heart attack) or arterio

sclerotic coronary heart disease. 

Rehabilitation--the process of assisting an individual in 

attaining an optimal level of functioning after an 

insult to his/her heaith. 

Spouse or significant other--wife, husband or any other 

individual who plays a major role in the lifestyle of 

the patient. 

Therapeutic regimen--a prescribed program which regulates 

diet, sleep, exercise and manner of living to improve 

or maintain health. 

Limitations 

The following limitations were identified in the study: 

1. The patient or the spouse's knowledge of coronary artery 

disease obtained from sources other than the cardiac 

rehabilitation program cannot be controlled. 

2. The sample will include cardiac patients from only one 

rehabilitation unit; therefore findings cannot be gen

eralized to other groups of cardiac rehabilitation 

patients. 
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Summary 

Cardiac rehabilitation has become an important aspect 

of health care as the number of individuals with coronary 

heart disease increases. These programs play an important 

part in assisting the cardiac patient in attaining as nor

mal a level of functioning as possible. Poor compliance of 

the cardiac patient to the therapeutic regimen results in 

greater cost to the patient and poor delivery of health 

care. Educating the spouse or significant other along with 

the cardiac patient about the physical, social, and emo

tional changes in the patient's lifestyle can only aid the 

patient in complying to their therapeutic regimen and hope

fully improve their quality of health. 

The remainder of this paper is presented in four 

chapters. The Review of Literature, Chapter 2, concen

trates on CHD, its incidence and pathophysiology; the 

rehabilitation of CHD patients; and patient compliance, 

with emphasis on the influence of the spouse, significant 

other, or family. Chapter 3, Procedure for Collection and 

Treatment of Data presents the format of the study, popula

tion and sample, research instrument and methods for 

collection and treatment of data. In Chapter 4 an analysis 

of the data and description of the sample and findings will 

be presented. Chapter 5 will summarize the study and give 
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a discussion of the findings along with the conclusions, 

implications, and recommendations for further research. 



CHAPTER 2 

REVIEW OF LITERATURE 

The prevalence, development and rehabilitation of 

individuals with coronary heart disease (CHD) is addressed 

in this review. Since the problem of compliance of cardiac 

patients with their therapeutic regimens has become a 

major concern of health professionals, research reviewing 

factors influencing patient compliance has increased. One 

factor stressed in the literature as important to the com

pliance of patients to therapeutic regimens is the influ

ence of the spouse or family. Therefore this review of 

literature will concentrate on CHD, its incidence and 

pathophysiology; the rehabilitation of CHD patients; and 

patient compliance, with emphasis on the influence of the 

spouse, significant other, or family. 

Coronary Heart Disease 

Diseases of the heart and blood vessels (cardio

vascular diseases) remain the number one killer in the 

United States. Among the eight major categories of 

diseases, cardiovascular diseases (CVD) account for 51% 

of all deaths that occur. This mortality rate is almost 

twice as high as cancer, the second leading cause of 

11 
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death. The cardiovascular diseases include hypertension, 

coronary heart disease, rheumatic heart disease, and stroke. 

The prevalence of CVD in the American population is totaled 

at 40 million (AHA, 1980). 

Coronary heart disease (CHD) is the major cause of 

death among the four categories of cardiovascular diseases. 

In 1978, 641,000 of CVD related deaths were from CHD. 

Stroke was the next leading cause of death affecting 172,500 

of those individuals classified under CVD. The American 

Heart Association (AHA) estimates 1,500,000 Americans will 

have a heart attack in 1980 and 650,000 of them will die. 

This makes CHD the major cause of death in the United States 

and the nation's most important health problem (Oberman, 

19 79) . 

Regardless of the high incidence and mortality rates 

of CHD, the survival rate has been increasing since the end 

of the 1960s (Walker, 1977). In 1976 it was reported that 

the death rate from CHD was down 7% from 1970 (Declining 

Death Rates, 1976). The declining death rate has resulted 

from the progress made in medical and surgical treatment of 

CHD (Burch, 1973). Better emergency care, coronary inten

sive care units, behavior modification and overall improved 

health care have also contributed to the decreasing mor

tality rates of CHD (Stern & Gaskill, 1978). 
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Today there are over 4 million individua.ls alive who 

have survived a heart attack or have symptoms of CHD known 

as angina pectoris. The survivors of an acute cardiac 

event often return to an optimal level of functioning while 

approximately 40% of the survivors remain mildly to severely 

crippled from CHD (Naughton, 1975). This presents the 

health profession with a larger number of individuals 

returning to the community classified as cardiacs 

(Finlayson, 1976). 

Coronary heart disease (CHD) begins in early childhood 

with a process known as atherosclerosis. This process 

involves the deposit of fats and lipids onto the inner 

lining of the arterial wall. This slowly developing 

deposit of fats may form a thrombus (blood clot) in a 

narrow artery and eventually cause an occlusion of the 

vessel culminating in a diminished or completely blocked 

blood flow to the tissues. When an occlusion occurs in 

the coronary arteries the tissue deprived of blood is the 

heart muscle or myocardium. The damage resulting from 

this lack of oxygen and nutrients is known as a heart 

attack or a myocardial infarction. An embolus (wandering 

blood clot) also may cause a heart attack occluding blood 

flow to the heart muscle (Monteiro, 1979; Swan, 1979). 

Although the underlying disease process develops slowly 
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beginning early in childhood, the occurrence of an acute 

coronary event is frequently sudden and unexpected. 

The development of CHD is influenced by a number of 

risk factors which may be related to an individual's 

family history, physical condition or lifestyle. These 

risk factors include heredity, sex, age, race, smoking, 

high blood pressure (hypertension), elevated serum choles

terol, diabetes, stress, lack of exercise and obesity (AHA, 

1980; Maroc, 1980). Research has not been able to asso

ciate any one of these risk factors as the primary cause 

of CHD, though the combination of certain risk factors has 

proven to increase an individual's chances of CHD or an 

acute coronary event (Farcot, Hashimoto, Meerbaum, & Corday, 

1977). Primary or secondary prevention of CHD would need 

to be directed at eliminating all possible risk factors and 

decreasing the chances of an acute coronary event from 

occurring (McIntosh, Stamler, & Jackson, 1978; Braunweld, 

19 79) . 

There are certain risk factors over which the 

individual has no control and thus cannot alter. The first 

of these is the genetic background or family history of 

heart disease. There is no direct evidence that this con

tributes to the development of CHD, but there is evidence 

that an individual has a greater tendency towards inherit

ing this problem (AHA, 1980; Wenger & Hellerstein, 1978). 
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Other factors over which we have no control are age, sex, 

and race of individuals with CHD. Oberman (1979) noted that 

the incidence of heart disease is 1.9 per 1,000 population 

for 35-44 year old men and this increases to 11.9 per 1,000 

population for men ages 65-74. Women are at a lower risk 

until the age of 55 {Wenger & Hellerstein, 1978). The black 

American race is at an almost 50% higher risk for hyper

tension which is a major risk factor in CHD. This factor 

is not understood fully and is possibly related to stress, 

lifestyle, and familial tendencies (AHA, 1980). 

The remaining risk factors, smoking, high blood 

pressure, elevated serum cholesterol, diabetes, stress, 

exercise and obesity, could be controlled through preven

tive measures. As early as childhood, patterns which pre

vent risk factors from developing could be incorporated into 

lifestyles. This would be the best way of preventing a 

heart attack from occurring. Proper dietary habits, not 

smoking and controlling high blood pressure, weight, and 

exercising would all be beneficial to any individual but 

especially to those individuals that may have a family 

history of CHD or other factors over which they have no 

control {McIntosh, Stamler, & Jackson, 1978). 

Smoking, hypertension, and elevated serum cholesterol 

levels are the three major risk factors. These are all 

present in the adult population to some degree and each are 
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influential in the development of CHD. Other risk factors 

--diabetes, physical inactivity, obesity and stress--also 

play an important role in the development of CHD (Dick & 

Stone, 1978). The influence of these risk factors on CHD 

will be discussed separately in the following paragraphs. 

Smoking 

Population studies have identified cigarette smoking 

as being highly correlated to heart attacks and coronary 

mortality (Kannel, 1976). The risk of a first coronary 

event in men is 2-3 times higher in smokers than non-smokers 

(Kannel, 1976; Oberman, 1979). The risks are also directly 

related to the greater number of cigarettes smoked (Fuhs, 

1976). All cardiac patients should be encouraged to quit 

smoking since the effects of the habit can be reduced and 

the risk of CHD lessened to half of that if they continued 

to smoke (McIntosh, Stamler, & Jackson, 1978). 

The harmful effects of nicotine and carbon monoxide 

from smoking have been proven to directly affect the cardio

vascular system. Nicotine stimulates the release of 

catecholamines which results in an increase in heart rate, 

blood pressure, peripheral vasoconstriction, and cardiac 

output; these changes, in turn, increase the workload of the 

heart (Fuhs, 1976). Carbon monoxide has been found to be 

the most harmful agent in cigarettes. This by-product of 
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smoking interferes with the oxygen-carrying capacity of the 

blood and reduces the efficiency of the cardiovascular 

system (Farday, Bennett, Reitz, & Williams, 1980~ McIntosh, 

Entman, Evans, Martin, & Jackson, 1978). 

Hypertension 

High blood pressure is known to be a "silent killer" 

and a major risk factor in CHD. The American Heart Associa

tion (AHA, 1980) estimates that one out of every four adults 

has an elevation in blood pressure. Hypertension has also 

been found in children as young as four years of age 

(Farcot et al., 1977). 

There is a direct relationship between the risk of 

CHD and the degree of blood pressure elevation. The inci

dence of a first major coronary event occurring for individ

uals with a diastolic pressure of 95-104 mm Hg is 99 per 

1,000 and for pressures of 105 mm Hg and over the risk 

increases to 188 per 1,000 population. The elevated pres

sures should not be defined by only elevation in diastolic 

values, but also in systolic pressures. Rosenman, Sholtz, 

and Brand (1976) noted that there is just as high a corre

lation of risk of CHD with elevations in systolic pressures 

as there is for diastolic pressures. 

This silent killer is easily detected and can be 

controlled. The early detection of high blood pressure is 
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done by encouraging individuals to have their blood 

pressure checked regularly. Upon the early detection of 

hypertension, drugs can be used to control or reduce the 

elevated pressures (McIntosh, Eknoyan, & Jackson, 1978). 

Serum Cholesterol 

Diets high in cholesterol and saturated fats have been 

linked to the production of atherosclerosis (Farcot et al., 

1977). The serum levels of cholesterol and fats depend on 

the ingestion of foods high in these products and can be 

elevated or lowered by alterations in diet (Oberman, 1979). 

Individuals with elevated serum cholesterol levels greater 

than 300 mg/deciliters have a rate of CHD four times that 

of those with a serum cholesterol level below 225 mg/deci

liter (Oberman, 1970). 

Serum cholesterol levels can easily be measured by a 

blood test. If individuals are highly resistant, drugs 

are used to lower serum levels of cholesterol. Otherwise 

diets low in cholesterol and saturated fats will help to 

control this risk factor. 

Diabetes 

Diabetes has been recognized for a long time as a 

precursor of CHD. This incidence of CHD is higher in 

diabetic individuals and is of greater severity. The 

reasons for this are not well understood as the CHD process 
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progresses in these individuals even though the diabetes is 

under control (Farcot et al., 1977). 

In identifying diabetes as a risk factor it is 

important to encourage individuals with a family history of 

diabetes to seek regular medical exams. If diabetes is 

diagnosed it can be controlled with drugs, diet, and weight 

control (AHA, 1980). 

Obesity 

There were no percentages noted in the literature as 

to what risk the individual has for CHD if obesity is a 

factor. Some studies indicated that obesity is an impor

tant CHD risk factor. Gotto, Nichols, Scott, Foreyt, and 

Jackson (1978) indicated that obesity is possibly the most 

important risk factor primarily influencing other risk 

factors, e.g., hypertension and hyperlipemia, diabetes, 

stress , personality type, and cigarette smoking. 

The Framingham study of 5,209 men and women between 

the years 1949-1975 found that obesity was strongly asso

ciated with diabetes and low high-density lipoproteins, 

both of which are risk factors for CHD (Gordon, Castelli, 

Hjortland, Kannel, & Dawber, 1977). In another study on 

coronary risk factors among 3,064 men and women between 

1967-1969, it was noted that obesity was associated with 
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high glucose and high lipid levels, and also elevated 

systolic blood pressures (Ostrander & Lamphiear, 1976). 

The influence of obesity directly on the cardiovascular 

system is an important risk factor that can be prevented or 

modified (Gotto et al., 1978). The chances of CHD and the 

life expectancy of an individual improve with weight loss 

(Farcot et al., 1977). 

Exercise 

Lack of exercise has been indirectly related to CHD 

although its strength in association to acute episodes of 

CHD is not known. It is felt that exercise, although it 

does not prevent acute stroke and heart disease, enlarges 

blood vessels and thereby decreases incidence of myocardial 

infarction. Wenger and Hellerstein (1978) have stated that 

lack of exercise may be an underlying factor in CHD risk 

factors such as hypertension and elevated serum cholesterol 

levels. 

Paffenbarger, Hale, Brand, and Hyde (1977) reported a 

study involving San Francisco longshoremen. Using a cohort 

analysis technique, they assessed job activity and personal 

characteristics of 3,686 longshoremen. Multiphasic screen

ing of all longshoremen was used to evaluate CHD risk 

factors. Findings were that subjects with higher energy 

output on the job had a reduced risk of fatal heart attack, 



21 

as compared to the less active workers who had a threefold 

increased risk. 

Increased activity for individuals at high risk of CHD 

should be recommended by a physician after physical examina

tion and possibly exercise testing (Resnekov, 1973). 

Physicians may prescribe a light exercise program that 

gradually increases with the patient's tolerance and capa

bilities. The physician may also consult a cardiac rehabil

itation unit that can monitor the patient's electrocardio

gram during exercise and promote reconditioning (Brammell 

& Niccoli, 1976). 

Stress 

The AHA (1980) identified stress as an environmental 

factor which can contribute to the development of CHD. 

Jenkins (1975) defined stress as neither a situation nor a 

response, but a behavior which some people use in everyday 

life situations. The stress is usually a perceived chal

lenge to the individual and it may be pleasant. This 

behavior has been identified as coronary-prone behavior, 

because of its affect on the cardiovascular system (Jenkins, 

1975). 

Friedman (1979) identified the coronary prone behavior 

in 1959 and classified it as Type A behavior. He suggested 

after 18 years of research that this behavior is a risk 
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factor to CHD. Blumenthal, Williams, Kong, Schanberg, and 

Thompson (1978) studied 156 patients referred for diagnos

tic study who had been assessed for coronary prone behavior. 

He found that Type A behavior was in increasing proportions 

among groups of patients with moderate to severe CHD. The 

removal of Type A behavior is equivalent to a 31% reduction 

in the incidence of CHD. The rehabilitation of cardiac 

patients includes diagnostic evaluation of Type A behavior 

and alteration of Type A characteristics (Jenkins, 1975). 

Rehabilitation 

The development of CHD begins in childhood and 

progresses on to the adult years when lifestyles may be 

most difficult to adapt or change. Cardiac rehabilitation 

programs are important in assisting the cardiac patient in 

attaining or maintaining an optimal level of health. 

Programs for the rehabilitation of cardiac patients 

began as early as 1965 (Monteiro, 1979). The need then and 

now is to assist the cardiac patient in overcoming the 

physiological, psychological, and social impact of CHD. The 

World Health Organization {WHO) foresaw the impact of CHD 

and in 1969 defined the term "rehabilitation" for cardiac 

patients {Finlayson & McEwen, 1977). 

The sum of activities required to ensure them the best 
possible physical, mental and social conditions so 
that they may, by their own efforts, resume as normal 
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a place as possible in the life of the community. 
(p. 28) 

Today, even more individuals are survivors of acute 

cardiovascular events and need to be rehabilitated so that 

they may return to the community. 

The management of cardiac or cardiovascular surgical 

patients entails a comprehensive rehabilitation program. 

This rehabilitation program can be a simple program directed 

by a physician utilizing nurses, dietitians, physical 

therapists, and social workers within a community hospital 

(Foxworth, 1978). Some programs are extensive involving 

specialized professionals and expensive equipment (Monteiro, 

1979). Regardless of the program the goal must be directed 

at the restoration and maintenance of optimal physical, 

psychological, occupational, social, and recreational 

status (Bennett, 1980; Holland, 1977; Wenger, 1973). 

Rehabilitation programs are best defined by the 

specific phase of illness the cardiac patient is in at the 

time of acceptance into the program (Vyden, Alpern, 

Zimmerman, Ogawa, & Rose, 1979). Many programs begin with 

the patient's ad~ission into the hospital; this is consid

ered phase I of the rehabilitative process. In this 

phase, the acute stage of illness, the cardiac rehabilita

tion team provides emotional and psychological support. 

If the patient's condition is stable low energy level 
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activities are started to prevent the effects of prolonged 

bed rest (AHA, 1980). 

The second phase, phase II, of the rehabilitation 

program comprises the remainder of the patient's hospitali

zation. At this time the goal of the rehabilitation team 

is to gradually progress the physical activities of the 

patients, enabling them to manage their own self-care at 

home. Educational material is also emphasized at this 

phase so the patient can be informed of risk factors and 

preventive health behaviors (Bennett, 1980). This is a time 

when much attention must be given to patients and their 

families so that they have a clear understanding of the 

therapeutic regimen on discharge from the hospital 

(Davidson, 1979). 

Phase III begins as the patient is discharged from the 

hospital. During this phase the role of the physician and 

hospital rehabilitation team is lessened and the patient 

is more or less on his own to carry out the therapeutic 

regimen taught to him during phases I and II. A progressive 

exercise program is usually given to patients to perform on 

their own at home. Some patients have been able to pro

gress to activity levels which are greater than what is 

needed for some desk jobs (AHA, 1980). 

Wenger and Hellerstein (1978) noted phase IV as the 

"recovery-maintenance phase." These programs range from 
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simple exercise classes to complex extensive cardiac 

rehabilitation care units involving exercise testing and 

training, psychosocial and occupational services, and edu

cational material. This phase of the rehabilitation pro

gram is directed at the return of the cardiac patient to 

an optimal level of functioning in the home and community 

(Farday et al., 1980). 

Compliance 

Cardiac rehabilitation programs are beneficial only if 

the cardiac patient continues to adhere to the therapeutic 

regimen once the program has been completed. Noncompliance 

to the therapeutic regimen can lead to complications, 

rehospitalization or possibly death. Podell and Gary (1976) 

remarked in their study of compliance that "the best con

structed medical treatment plans can be only as effective 

as the degree to which the patient correctly complies with 

the physician's intentions" (p. 74). Sackett and Haynes 

(1976) defined the term compliance as "the extent to which 

the patient's behavior (in terms of taking medications, 

following diets or executing other life-style changes) 

coincides with the clinical prescriptions" (p. 1) • 

compliance to therapeutic regimens is a predominant 

factor in many studies of different patient populations. 

Sackett and Haynes (1976) have an annotated bibliography of 
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246 patient compliance studies written between 1956 and 

1973. Marston (1970), Podell and Gary (1976), and Blackwell 

(1976) have reviewed the literature and documented studies 

on patient compliance. Blackwell (1976) noted in his review 

of the literature on patient compliance that the number of 

articles has almost doubled for every five year period 

between 1956 and 1975. Marston (1970) and Blackwell (1976) 

noted that this increase in interest of patient compliance 

among health professionals is due to the development of 

highly effective drugs, the identification of preventive 

health behaviors, and the direction of hospitals as being 

primarily an acute treatment center. This has given 

patients more responsibility for their own care at home. 

Therefore, the problem of the patient adhering to the 

physician's instructions has become a major concern to 

health professionals. 

The literature reviews by Marston (1970), Sackett and 

Haynes (1976), and Davis (1967) noted that compliance rates 

vary from one study to another due to the investigators' 

definitions of compliance. Sackett and Haynes (1976) indi

cated that patients without symptoms have only 50% compli

ance compared to 80% compliance among patients exhibiting 

some symptoms. Davis (1967) noted that the compliance of 

patients that take their medications as prescribed is 

one-third, one-third fail to comply because of 
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misinterpretation of instructions, and one-third never 

comply. In other studies among low-income populations, non

compliance is reported to be more than 60% (Becker, 1979). 

Many studies in previous reviews of literature by Davis 

(1967), Marston (1970), and Sackett and Haynes (1976) have 

been directed at identifying variables characteristic of 

noncompliant patients. These studies have focused on medi

cal, economic, demographic, socioeconomic, sociocultural, 

personal, motivational, organizational, and geographic 

variables. However, identification of one or any combina

tion of these variables does not always enable health pro

fessionals to identify noncompliant patients {Becker, 1979). 

The variables that influence the compliance of cardiac 

rehabilitation patients to their therapeutic regimens have 

recently begun to be studied. Franklin (1978) and 

Oldridge, Wicks, Hanley, Sutton, and Jones (1978) cited 

the compliance scores of patients completing cardiac 

rehabilitation programs ranging from 60 to 36 months in 

duration. The compliance scores varied for each program 

and for the amount of months that the programs lasted. 

The adherence scores for the programs ranging from 6 to 

12 months were 42% (Bruce, Frederick, Bruce, & Fisher, 

1976), 39% (Wilhelmsen, Sanne, Elmfeldt, Gumley, Tibllin, 

& Wedel, 1975), and 53% (Oldridge et al., 1978). The com

pliance scores for the longer programs between 34 and 36 
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months were 27% adherence reported by Oldridge et al. (1978) 

and 60% reported by Gottheimer (1968). 

Tirell and Hart (1980) investigated the compliance 

scores of 32 coronary bypass surgical patients who had com

pleted a rehabilitation program. The study consisted of 

three interviews, one for each area of compliance measured. 

The first interview noted that 60% of the patients were 

compliant to the therapeutic regimen. At the completion of 

the third interview the scores were combined and only one 

patient was maintaining full compliance with the therapeutic 

regimen. Davis and Eichorn (1963) also supported these 

findings noting that 30% of their population of cardiac 

patients admitted a discrepancy in the doctors' advised 

behavior. The largest number of cardiac patients complied 

to only two areas of the therapeutic regimen which were 

apparently the easiest advice with which to adhere with the 

least amount of change. 

Many of the variables noted in noncompliance of cardiac 

rehabilitation patients are similar to those of other 

patient populations (Wenger& Hellerstein, 1978). Some of 

these include the patient-physician relationship, age of 

patient, length of rehabilitation program, the complexity 

of the therapeutic regimen and the patient's work values 

(Davis & Eichorn, 1963; Heinzelmann & Bagley, 1970). 
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Oldridge et al. (1978) identified Type A patients as being 

early noncompliers to cardiac rehabilitation programs. This 

study also noted other variables as lack of motivation and 

personal, psychosocial, and medical problems. These varia

bles and others have been identified by Sackett and Haynes 

(1976) in their review of literature of over 186 compliance 

studies. 

One other variable which has been identified as an 

influencing factor in the compliance of cardiac rehabilita

tion patients is the influence of the spouse, family, and 

friends on the patient. Heinzelmann and Bagley (1970) 

studied attitudes affecting patients enrolled in health 

programs. A total of 381 men with identified cardiac risk 

factors were interviewed to identify and define factors 

which influenced their response to the health program. They 

noted that the wife's attitude or feelings about the health 

program was significantly related to the adherence of her 

husband to the program. The findings indicated that for 

those husbands whose wives had a good opinion of the health 

program, 80% had excellent or good adherence patterns. The 

husbands of wives with poor attitudes had only 40% good 

adherence and 60% of the husbands had fair or poor adher

ence. The significance in this one variable affecting com

pliance could easily be modified or changed by educating 

and including the spouse in the health program. 
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Davis and Eichorn (1963) in their study of 435 farmers 

with cardiac disease noted that 52% of their participants 

were highly influenced by their relatives and friends con

cerning compliance to their doctor's advice. Adsett and 

Bruhn (1968) supported these findings when they studied 10 

postmyocardial infarction patients and their wives. They 

found that the attitudes of both the physician and the 

spouse were of special importance in influencing the 

patient's clinical course. 

Adsett and Bruhn (1968) also indicated from their 

interviews with wives of myocardial infarction patients 

that the wives expressed various attitudes toward their 

husbands' illness. The wives were anxious and often more 

depressed than their husbands. The majority of the wives 

also felt helpless toward their husbands' illness. Finlayson 

(1976) and Skelton and Dominion (1973) also studied wives 

of postmyocardial infarction patients and noted similar 

attitudes of wives. Finlayson indicated that patients 

whose spouses had favorable attitudes about their heart 

disease returned to work sooner than those with spouses 

whose attitude was unfavorable. Skelton and Dominion noted 

that 38% of the wives they interviewed were depressed and 

anxious about their husband's illness. This contributed to 

increased irritability and marital tension between the 

couples. 
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The family's reaction to heart disease is often 

exaggerated in proportion to the patient's degree of dis

ability. Family members often express an over-protective 

behavior which can become stressful for the cardiac 

patient's rehabilitation. The roles of the spouse, chil

dren, and relatives are changed with the occurrence of an 

acute myocardial infarction. Since their attitudes will 

influence the rehabilitation of the cardiac patient, the 

family needs to be included in the cardiac rehabilitation 

program (Granger, 1974). 

Ruskin, Stein, Shelsky, and Bailey (in collaboration 

with Jefferson, Braverman, and Zatzkin, 1970) administered 

the Minnesota Multiphasic Personality Inventories (MMPI) 

to 128 myocardial infarction patients and their spouses. 

They noted that depression and emotional problems were 

prevalent in both the spouse and the cardiac patient. The 

study indicated that the inclusion of the spouse in the 

rehabilitation of the cardiac patient is important in 

bringing about a more successful rehabilitation. 

Davidson (1979) approached the rehabilitation of 

cardiac patients as an integrated program of emotional sup

port, education, and physical activity which includes the 

family or significant other. Davidson noted that the 

family can be supportive to the patient beginning in the 
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coronary care unit and throughout the posthospitalization 

period. He further stated that "it is particularly impor

tant that the family have the same expectations and atti

tudes as the individual about his capabilities" (p. 256). 

The influence of the spouse, family or significant 

other on the patient's compliance to the therapeutic regi

men is not a problem significant to only coronary heart 

disease patients. Becker and Green (1975) selectively 

reviewed the literature for studies in which a family 

approach to compliance of numerous medical treatments was 

discussed. There is a growing awareness that not only is 

the family affected by a family member's illness but that 

they play a major role in the clinical course of that 

patient's illness. 

The spouse, family, or significant other's influence 

on patient compliance is divided into three major classes 

of reasons that influence a patient's compliance, and these 

are discussed by Becker and Green (1975) in their review of 

the literature. The first reason is the role that family 

members may assume for the responsibility of care of others 

such as children, the elderly or the disabled. Due to the 

inability of the ill individual to assume the responsibility 

of his care, it is placed upon the family who is ultimately 

the determinant of the degree to which these patients com

ply to the medical regimen. 
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This first reason is illustrated in the compliance of 

mothers to their children's medical treatment. The degree 

of noncompliance from administering the child's medication 

to remembering clinic appointments has been noted in the 

literature by Gordis, Markowitz, and Lilienfeld (1969) and 

Sackett and Haynes (1976). The numerous studies indicated 

variables influencing compliance related to the mother such 

as her beliefs about the child's illness, the degree of 

resusceptabili ty of the illness, and her belief in the 

medications prescribed to cure the illness. 

The second major reason for approaching compliance 

with a family-approach is the influence of the separate 

roles noted within a family structure. Becker and Green 

(1975) gave an example of this as seen by the mother as 

food purchaser and preparer and having the most influence 

on family members with dietary restrictions. Stuart and 

Davis (1972) acknowledged the influence of family members 

of patients on diets. They found that of the percentage 

of patients who received support from another family member, 

83% lost at least 20% of their body weight and maintained 

it for one year, while of the participants that had no 

family support, only 30% achieved the 20% body weight loss. 

The family may also be supportive to those members who quit 

smoking by reinforcing positive or negative behaviors 

accordingly. 
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The third major reason that Becker and Green (1975) 

classified as an influential approach to patient compliance 

is the positive or negative effect that an individual 

family member or all members may have upon the patient. 

These are: 

a) pressure to conform (or not to conform) to the 
requirements of the regimen; 

b) interspouse communication and concordance on the 
necessity of the health action; 

c) attitudes and/or behaviors of one family member 
as a role model for the patient. (p. 174) 

The first and second influences listed (a and b above) 

were noted previously in a study by Heinzelmann and Bagley 

(1970). They investigated factors that influenced cardiac 

patients to continue their health fitness programs and noted 

that the spouse was the most influential factor in contin

uation or withdrawal from the program. Other studies noted 

similar influence of family members on patient compliance 

for immunizations and preventive measures (Becker & Green, 

1975). 

The sick role that individuals assume can be influenced 

by family members, thereby influencing the clinical course 

and the compliance of the patient. Parsons and Fox (1952) 

noted that the tolerance or intolerance of family members 

can influence the treatment course that the patient con

tinues. Similarily Petroni (1969) noted that patients 
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frequently went to a physician too often or too late due to 

the influence of a family member. 

The influence of family members or significant others 

is becoming an important variable in the compliance of 

many patient populations. Hopefully with further research 

and the inclusion of the spouse or family member in the 

rehabilitation of patients, an increase in compliance will 

occur among patient populations. 

Summary 

With the increase in the number of individuals 

surviving acute episodes of coronary heart disease, it is 

the concern of health professionals to consider the task 

of rehabilitating these cardiac patients back into the 

working community. Rehabilitation programs have proved to 

be beneficial in educating the patient about the preventive 

health behaviors that are a part of the therapeutic regimen 

for coronary heart disease. The problem of continued com

pliance to the therapeutic regimen once the program is 

completed remains a problem. If the inclusion of the 

spouse, significant other or family members in the rehabil

itation programs increases the patient's compliance to the 

therapeutic regimen, then the answer to one of the nation's 

greatest health problems is beginning to be solved. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

This study was descriptive and nonexperimental in 

design. A population of CHD patients who completed a 

rehabilitation program was examined retrospectively to 

obtain data pertinent to their present level of compliance. 

This chapter presents the format of the study, the popula

tion and sample, research instrument, and methods for col

lection and treatment of data. 

Setting 

The study was conducted in a small metropolitan area 

of the southern United States, in the homes of the partici

pants after their discharge from the hospital. 

Population and Sample 

The population consisted of 134 patients who were 

previously hospitalized with a diagnosis of · CHD and who met 

the following criteria: 

1. Admitted under the care of a specific cardiologist. 

2. Able to read and understand English. 

3. Completed the hospital in-house cardiac rehabilitation 

program and was discharged home at least three months 

prior to receiving the questionnaire. 

36 
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The sample for this study was selected by total 

population sampling. Forty-four individuals completed and 

returned the mailed questionnaire. 

Protection of Human Subjects 

A letter of introduction was mailed to each cardiac 

rehabilitation patient selected for the study. The letter 

explained the topic under investigation and assured the 

exclusion of names from the research report. It was stated 

that completion and return of the questionnaire represented 

consent to participate in the study. It was also stated 

that no names of the participants would appear anywhere on 

the questionnaire (see Appendix A). 

Instrument 

The instrument used in this study contained a cardiac 

rehabilitation data sheet and a compliance questionnaire 

designed by this investigator. The rehabilitation data 

sheet was comprised of 11 questions which pertained to the 

patient's cardiac rehabilitation program and the participa

tion of the spouse or significant other in the program. 

Questions 1, 2, and 3 pertained to marital status, living 

arrangements, and risk factors of the patient. The follow

ing eight questions covered the four areas of the cardiac 

rehabilitation program. These included: a series of films 
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and pamphlets, visits by a physical therapist, and 

instructions from a dietitian. There were two questions 

for each area--one to determine what information the patient 

received and the second to determine if the spouse or sig

nificant other received the same information. The data 

sheet was designed for the particular cardiac rehabilitation 

unit that was studied (see Appendix A). 

The questionnaire contained 20 questions directed at 

determining the patient's present level of compliance. 

Questions 1, 2, 3, 4, 6, 9, 11, 15, 16, 17, 18, 19 and 20 

pertained to the compliance of all patients in the cardiac 

rehabilitation program. Questions 7, 8, and 13 pertained 

to those patients who had specific instructions to limit 

the amount of salt intake in their diet, lose weight, and 

quit smoking. There were also four questions which per

tained to the support the patient may receive from family 

members or friends in following the prescribed therapeutic 

regimen. These four questions are questions 5, 10, 12, and 

14. The responses for all questions were yes if the car

diac patient is compliant and no if they were no longer 

following the prescribed regimen. A third response was 

available if the question did not apply to the instructions 

the patient received. This response was N/A (not applica

ble) (see Appendix A). 



39 

The instrument was examined for content validity by 

a panel of three experts. The panel consisted of a cardi

ologist, a head nurse of an in-house cardiac rehabilitation 

program and medical floor, and a head nurse of an outpatient 

cardiac rehabilitation program. The experts examined the 

questionnaire for relevance and clarity of the questions 

(see Appendix B) . 

Reliability of the questionnaire was derived from the 

data obtained from the sample. The Kuder-Richardson 

Formula 20 was applied to these data and a reliability 

coefficient of£= .75 was obtained. 

Data Collection 

Upon approval from the Human Research Review Committee 

at Texas woman's University (Appendix C), a letter of intro

duction, data sheet, questionnaire, and a self-addressed 

return envelope were mailed to each patient who met inclusion 

criteria. Participants who completed the questionnaire and 

met the previously stated criteria were used as the 

sample. 

The questionnaire was coded for the purpose of 

facilitating follow-up of nonrespondents. An explanation 

of the code was included in the letter of introduction. 

The participants were informed that all information and 

responses were to be kept anonymous. The cover letter 
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also explained to the participants that the completion and 

return of the questionnaire was the patient's consent to 

participate in the study. Instructions for completing the 

data sheet and questionnaire were included at the beginning 

of each form. 

Treatment of Data 

Descriptive statistics were used to present the 

information derived from the data sheet and those questions 

referring to family support in the questionnaire. The data 

pertaining to spouse participation and patient compliance 

were hand scored. The patients whose spouses or signifi

cant others participated in two of the four areas of the 

rehabilitation program constituted adequate spouse partici

pation. Those patients whose spouses or other significant 

individual only participated in one of the areas of the 

rehabilitation program were considered as nonparticipatory. 

Compliance scores were determined from the total of 

compliant responses on the questionnaire. The response to 

a question must be marked "yes" for the question to be 

considered a compliant response. The total number of com

pliant responses were divided by the total number of ques

tions answered by the subject which were applicable to the 

subject's therapeutic regimen to obtain a percentage score. 
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The Mann-Whitney U Test was used to determine if the groups 

were significantly different. 

Summary 

This chapter has presented the methodology used in 

conducting this study. A tool prepared by the investigator 

was administered to CHD patients in order to determine 

their compliance and assess the relationship of educating 

the spouse or significant other as an influencing factor in 

the patient's level of compliance. The data were then 

analyzed using the Mann-Whitney U Test. The following 

chapter discusses the findings of the study. 



CHAPTER 4 

ANALYSIS OF DATA 

This nonexperimental study was designed to determine 

the relationship between compliance of cardiac rehabilita

tion patients and the inclusion of the spouse or signifi

cant other in the cardiac rehabilitation program. Cardiac 

rehabilitation program data sheets and compliance ques

tionnaires were sent to coronary heart disease patients who 

had completed a hospital cardiac rehabilitation program. 

This chapter describes the sample and presents an analysis 

of the data obtained. 

Description of the Sample 

Questionnaires were mailed to 134 coronary heart 

disease (CHD) patients under the care of a specific physi

cian. All of these patients had previously been admitted 

to the hospital with either signs and symptoms of CHD, a 

myocardial infarction, or cardiovascular surgery. The 

patients then completed a hospital cardiac rehabilitation 

program prior to their discharge. The patient population 

was derived from a list containing names of all patients 

who had completed the cardiac rehabilitation program during 

the time period beginning in March, 1978, and ending in 

42 
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December, 1979. Of the 134 questionnaires mailed, 48 (35%) 

were returned with the first mailing. A second mailing was 

used to return 17 of the original 48 questionnaires to the 

patients to allow them an opportunity to finish their incom

plete questionnaires. Of the questionnaires in this second 

mailing, 72% were returned. Thus, the sample was comprised 

of 44 patients (33%) who fully completed and returned the 

questionnaire. 

Of the 44 participants in the study, 41 (93.2%) were 

male and 3 (6.8%) were female. The ages of the subjects 

ranged between 40 and 76 years. The mean age was 58 years 

with a standard deviation of nine years. Table 1 categor

izes the subjects' ages. 

Table 1 

Frequency and Percentage Distribution of Subjects by Age 

in Number of Subjects Percent 
Age Years of Total 

40-49 10 22.7 

50-59 14 31.8 

60-69 18 40.8 

70-76 2 4.7 

Total 44 100.0 
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The interval of time that the subjects had between the 

completion of the cardiac rehabilitation program and com

pletion of the questionnaire ranged from 4 months to 31 

months. The time interval was derived from the physician's 

list of cardiac rehabilitation patients and also from the 

cardiac rehabilitation data sheet sent to each patient with 

the questionnaire. Only one subject completed the program 

in the year 1980; however, this patient had previously 

completed the program in 1979. Table 2 depicts the time 

interval categories of subjects completing the cardiac 

rehabilitation program to the month that the compliance 

questionnaire was completed. 

Table 2 

Frequency and Percentage Distribution of Time Interval 
from Completion of CRP 

Number of Months 

4-8 months (1980) 

9-21 months (1979) 

22-31 months (1978) 

Total 

Number of Subjects 

1 

18 

25 

44 

Percent 
of Total 

2.5 

40.8 

56.7 

100.0 
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The average number of months elapsing between a subject's 

completion of the cardiac rehabilitation program and answer

ing the questionnaire was 21.8 months with a standard 

deviation of 6.5 months. 

Forty-two (95.5%) of the subjects were married and 

two (4.5%) were divorced. All of the married subjects were 

presently living with their spouse. The two divorced sub

jects were females and were living alone. Forty-one of the 

married subjects were males and one was female. 

The subjects identified the coronary heart disease risk 

factors which pertained to them on the cardiac rehabilita

tion data sheet. The risk factor to which the most subjects 

responded affirmatively was the family history of heart 

disease. The least noted risk factors were alcohol con

sumption with four responses and gout without any affirma

tive responses. Table 3 illustrates the risk factors and 

the number of subjects as having identified these risk 

factors as part of their health problem. 

Findings 

Of the 44 subjects, 28 (63.7%) had a spouse or 

significant other who participated in at least two of the 

four parts of the cardiac rehabilitation program. Sixteen 

(36.4%) of the subjects' spouses or significant others had 

not participated in the cardiac rehabilitation program or 
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Table 3 

Frequency and Percentage Distribution of CHD Risk 
Factor Prevalence 

Risk Factors 

Family history of heart 
disease 

Diet high in cholesterol 

Lack of exercise 

Gout 

High blood pressure 

Smoking 

Overweight 

Alcohol 

Diabetes 

Number of Subjects 

27 

18 

14 

0 

15 

19 

19 

4 

6 

Percent 
of Total 

61. 4 

40.9 

31. 8 

34.1 

43.2 

43.2 

9.1 

13.6 

had participated in only one of the four sections of the 

program. 

Compliance scores were calculated by dividing the 

number of questions which were applicable to the subject's 

rehabilitation program by the number of affirmative 

responses on the questionnaire. The mean compliance score 

was 77.36, with a standard deviation of 16.187. 
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The difference between the compliance scores of the 

two groups of subjects with and without spouse or signifi

cant other participating in the cardiac rehabilitation 

program was determined using the Mann-Whitney U Test for 

nonparametric data. The score was Q = 198.5 and the level 

of significance was £~.533. This indicates that the two 

groups of subjects completing the cardiac rehabilitation 

program did not have a significant difference in their com

pliance scores. Therefore, the inclusion of the spouse or 

significant other with the patient in the cardiac rehabil

itation program was not significant in influencing the 

patient's level of compliance. 

The compliance questionnaire included four questions 

which pertained to the support of family or friends in 

helping the cardiac patient comply to diet, medication, 

exercise and smoking instructions from the physician. The 

questions did not apply to all patients; therefore the per

centages will apply to those patients that answered 

affirmatively or negatively to the question. 

The first question asked if any members of family or 

friends assisted the subject in adhering to his/her exer

cise program. Forty-three of the subjects responded to 

this question. Twenty-six (60.5%) felt that they had 

received support in adhering to an exercise regimen. The 

remaining 17 (39.5%) subjects responded negatively that no 
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support was received from family or friends. Table 4 

illustrates the support that the patients received in 

adhering to their exercise program. 

Table 4 

Frequency and Percentage Distribution of Significant 
Others' Support to Exercise Program 

Support of Family 
or Friends 

No 

Yes 

Not Applicable 

Total 

Number of Subjects 

17 

26 

1 

44 

Percent 
of Total 

39.5 

60.5 

100.0 

Question 10 on the compliance questionnaire asked the 

subjects if they received any support in adhering to their 

diet. Table 5 depicts the number of subjects that were 

instructed to follow a dietary regimen and the support they 

received from family or friends. 

Two additional questions asked subjects if they 

received any support in remembering to take their medica

tions or in cutting down the amount or stopping smoking. 

Tables 6 and 7 illustrate the responses of the subjects 

to receiving support to these therapeutic regimens. 
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Table 5 

Frequency and Percentage Distribution of Significant 
Others' Support to Adherence of Dietary Regimen 

Support of Family 
or Friends 

No 

Yes 

Not Applicable 

Total 

Number of Subjects 

Table 6 

9 

33 

2 

44 

Percent 
of Total 

21. 4 

78.6 

100.0 

Frequency and Percentage Distribution of Significant 
Others' Support in Self Medication Administration 

Support from Family 
or Friends 

No 

Yes 

Not Applicable 

Total 

Number of Subjects 

15 

27 

2 

44 

Percent 
of Total 

35.7 

64.3 

100.0 
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Table 7 

Frequency and Percentage Distribution of Significant 
Others' Support in Stopping Smoking 

Support from Family 
or Friends 

No 

Yes 

Not Applicable 

Totals 

Number of Subjects 

9 

12 

23 

44 

Percent 
of Total 

42.9 

57.1 

100.0 

It was of interest to the investigator to determine 

if there was a relationship between patient age and patient 

level of compliance and also the length of time between the 

completion of the cardiac rehabilitation program and level 

of compliance. Pearson Product Moment Correlation Coef

ficients were calculated to determine these relationships. 

The ages of the subjects were directly related to the 

compliance score of the subjects. The older the subject, 

the greater the compliance score, while lower compliance 

scores were associated with younger subjects. The level of 

significance was Q~.002 with a correlation coefficient of 

r = .4360. Although the length of time between completion 

of the cardiac rehabilitation program and completion of 

the compliance questionnaire was inversely related to 
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compliance scores, the relationship was not significant 

( r = - • 1210, 12~. 21 7) • 

Summary of Findings 

This chapter presented the description of the sample 

and findings of 44 CHD patients who had completed a hos

pital cardiac rehabilitation program. All subjects com

pleted a cardiac rehabilitation program data sheet and a 

compliance questionnaire. Compliance scores and the inclu

sion of the spouse or significant other in the cardiac 

rehabilitation program were determined. The inclusion of 

the spouse in the cardiac rehabilitation program was not 

significant in influencing the level of patient compliance. 

Other findings indicated a large percentage of subjects 

responded that their family or friends were supportive in 

helping them adhere to their diet, medications, exercise 

program and stopping smoking. The analysis also revealed 

that older patients are more compliant than younger patients 

and as the length of time increases from the completion of 

the cardiac rehabilitation program, level of compliance 

decreases. 



CHAPTER 5 

SUMMARY OF THE STUDY 

This study was conducted to determine if inclusion of 

the spouse or significant individual in the cardiac reha

bilitation program with the cardiac patient would increase 

the patient's compliance to the therapeutic regimen. In 

this chapter the findings are summarized and discussed. 

In addition the implications of the study findings and 

recommendations for further research are presented. 

Summary 

This study was conducted in a small metropolitan area 

of the southern United States. Forty-four patients who 

were admitted to the hospital under the care of a specific 

cardiologist and discharged after completing the hospital's 

cardiac rehabilitation program comprised the sample. The 

patients' ages ranged from 40 to 76. The sample contained 

41 men and 3 women. All patients had completed the cardiac 

program at least three months prior to receiving the 

questionnaire. 

A compliance questionnaire and cardiac rehabilitation 

data sheet were developed from the hospital's cardiac 

rehabilitation program for the collection of data. The 
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instrument was examined for content validity by a panel of 

experts. 

Each patient on the list of individuals completing the 

cardiac rehabilitation program in the years 1978 and 1979 

was mailed a copy of the cardiac rehabilitation data sheet 

and questionnaire. A cover letter from the cardiologist 

and the investigator accompanied the questionnaire. A 

self-addressed envelope was also included with the question

naire and all were returned by mail within two weeks. 

Seventeen of the questionnaires were returned to the 

patients to allow them the opportunity to complete all 

questions. Reliability of the compliance questionnaire was 

determined using the sample. A reliability coefficient of 

£KR 20 = .75 was obtained using the Kuder-Richardson 

Formula 20. 

The data sheet was used to determine whether the spouse 

had participated in the cardiac rehabilitation program with 

the patient. Compliance scores were then calculated from 

the number of questions answered affirmatively on the ques

tionnaire, divided by the total number of questions which 

were applicable to the patients' therapeutic regimen. The 

Mann-Whitney U Test was used to determine if there was any 

significant difference between the compliance scores of 

patients in which the spouse or significant other had 
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participated in the cardiac rehabilitation program and 

patients that completed the program alone. The compliance 

scores of the two groups were found not to be significantly 

different. 

Discussion of Findings 

The findings of this study indicated that the 

compliance scores of patients that had a spouse or signifi

cant other complete the cardiac rehabilitation program with 

them were not significantly greater than the compliance 

scores of cardiac patients that completed the program alone. 

However, other findings derived from the four questions in 

the compliance questionnaire on family support indicated 

that the majority of the subjects felt that their family 

and friends were supportive in helping them adhere to their 

therapeutic regimens. Other studies have indicated that 

family support is an influencing factor in the rehabilita

tion of the CHD patient. Davis and Eichorn (1963) studied 

397 farmers with symptoms of CHD for four years to learn 

what psychological and social factors figured in the accep

tance or rejection of medical regimens. Their results 

indicated that 52% of the subjects were highly influenced 

by their relatives and friends. Adsett and Bruhn (1968) 

also found similar results in their study of 65 post

infarction patients. They noted that the attitude of the 
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spouse is important in the patient's adaptation and future 

clinical course. 

The findings of this study have also indicated that 

older patients were more compliant than younger patients. 

Similar findings were noted in a study of myocardial 

infarction patients by Bille (1977). Bille found that 

older patients were more compliant and that the relation

ship between age and compliance was not related to the 

amount of knowledge a patient had since older patients 

scored lower in the patient education program. The higher 

compliance of older patients was explained by Bille (1977) 

to be related to the increased amount of time that older 

patients may have to devote to their therapeutic regimens. 

The findings from the present study also suggest an 

inverse relationship between length of time from completion 

of the rehabilitation program and compliance scores. There 

are few research studies that give compliance scores of 

cardiac rehabilitation patients to the therapeutic regimen 

in relation to the duration of the program and the period 

of time that noncompliance becomes most prevalent. 

Oldridge, Wicks, Hanley, Sutton, and Jones (1978) studied 

the problem of compliance among 163 men. They found that 

43% of these men were noncompliant within the first year of 

the rehabilitation program, with 46% of them noncompliers 
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within the first month. It is important for health 

professionals to look at factors that may increase compli

ance over a longer period of time. 

Conclusions and Implications 

Based upon the findings and within the limitations of 

the study the following conclusions and implications are 

presented: 

1. Inclusion of the spouse or significant other in 

the cardiac rehabilitation program does not increase the 

patient's level of compliance to the cardiac rehabilitation 

program. 

2. Older subjects demonstrate greater compliance 

than younger subjects. This finding is consistent with 

other studies of compliance and supports the need to recog

nize the importance of considering age and all aspects of 

an individual's life before prescribing a therapeutic 

regimen. If older, retired cardiac patients have more time 

to maintain a consistent lifestyle then it may be easier 

for them to adhere to the prescribed regimens. CHD is 

being seen more in younger individuals and therefore the 

compliance rates among this patient population could become 

an even greater problem. This implies that health profes

sionals must individualize the therapeutic regimen with the 

cardiac patient's lifestyle. The patient's work, home, and 
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social environment needs to be part of the educational 

process about CHD and the preventive health behaviors which 

pertain to the patient. 

3. Compliance scores tend to decrease as the length 

of time from completion of the program increases. This 

problem needs to be considered by physicians and nurses who 

have patients on long-term therapy or, just as importantly, 

patients that need to continue with their preventive health 

behaviors. Continuous follow-up of discharged patients is 

needed to identify any noncompliant behaviors. Patients 

should be encouraged to join reference groups such as 

Mended Hearts Association for added support. It is also 

important for these individuals to receive continued sup

port from their family and friends. 

Education and inclusion of the spouse or family in the 

rehabilitation program is a source of continued support for 

the cardiac patient once he has completed the rehabilitation 

program. It is necessary for health professionals to 

emphasize to the family their importance in supporting the 

patient's preventive health behaviors not only during the 

time of recuperation from an acute illness but during the 

remainder of the patient's life. 
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Recommendations 

Based upon the findings and conclusions of this study 

the following recommendations for research are presented: 

1. A study should be conducted using an outpatient 

cardiac rehabilitation program where spouses or signif

icant others participate in both the educational and 

exercise phases of the program. 

2. A similar study should be undertaken to determine the 

patients' spouses' or significant others' knowledge of 

CHD and their attitudes in supporting the cardiac 

rehabilitation patient. 

3. A study should be done to determine factors influencing 

the noncompliance of younger cardiac patients. 

4. Replication of this study should be done using a 

different cardiac rehabilitation program. 
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LESTER L DUCOTI!, JR., M.D. MOUNIR MNAYER. M.D. 
A PROPl!SSIONAL Ml!DICAL CORPORATION D■A LAWRENCE I. RUSSELL M.D. 

July 17, 1980 

Dear 

The Cardiac Rehabilitation Program at La.fayette General Hospital has now been 
in existence for several years. I have been very interested in trging to 
determine what benefit, if any, people have obtained from this program. With 
the help of Cecil Broussard, I am trying to collect data which will allow us 
to evaluate this program. 

I h'Ould appreciate it very much :i.f you would be so kind as to answer as many 
of the questions as you can on the enclosed forms, so that we might acqµire 
this information. If you have comments you would like to make regarding wags 
the program could be improved, please feel free to write these on the bottom 
of the paper. 

I hope you are doing well and thank you in advance for your help in this matter. 

Sincerely yours, 

134 HOSPITAL DRIV■ P.O. BOX 53'28 LAfl'AYl!TTB, LOUISIANA 701103 TsL■l'HON■ 318-233•3820 
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7950 N. Stadium Dr., #139 
Houston, Tx. 77030 
September 24, 1980 

I am a graduate student at Texas Woman's University 
studying the effectiveness of Cardiac Rehabilitation Programs 
for my thesis. I would appreciate if you would review the 
following statements and take a few minutes to complete the 
questionnaires and return them within 10 days in the self
addressed envelope. 

1. All information and individual responses will remain 
anonymous, therefore it is requested that no names 
appear on the questionnaires. 

2. The questionnaires will be coded for the purpose of 
facilitating follow-up of nonrespondents. 

3. I UNDERSTAND THAT MY RETURN OF THIS QUESTIONNAIRE 
CONSTITUTES MY INFORMED CONSENT TO ACT AS A SUBJECT 
IN THIS RESEARCH. 

4. No medical service or compensation is provided to 
subjects by the university as a result of injury from 
participation in research. 

Thank you in advance for your participation and 
cooperation. It is by your response that we can learn more 
about the effectiveness of cardiac rehabilitation programs 
and hopefully improve the quality of health care today. If 
you have any questions please write to me at the above 
address. 

Sincerely, 

Cecile L. Broussard, R.N. 
Graduate Student 
Texas Woman's University 
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CARDIAC REHABILITATION DATA SHEET 

Please check each answer which pertains to information 
you received during the Cardiac Rehabilitation Program. 
Also check the appropriate answers to the questions if your 
spouse or any other significant individual was able to 
watch films, read pamphlets, or participate with you in the 
Cardiac Rehabilitation Program. 

Age: Sex: Date: 

Date completed Cardiac Rehabilitation Program: 

1. Marital status (check one): 

2. 

3. 

4. 

5. 

A. Married 
B. Separated 
c. Widowed 

Do you live (check one): 
A. Alone 
B. With Spouse 

D. Divorced 
E. Never married 
F. Other 

Please check the following risk factors which pertained 
to you prior to your hospitalization: 

A. Family history of F. Smoking 
heart disease G. Overweight 

B. Diet high in cholesterol H. Alcohol 
c. Lack of exercise I. Diabetes 
D. Gout 
E. High blood pressure 

Please check the following films which you viewed: 
A. My Heart Attack 
B. Stress, Tension and the Relaxation Response 
c. Hypertension 
D. Low Fat Diet 
E. Post Coronary Care 
F. Discharge Slides 

Please check the following films which your spouse or 
other significant individual viewed: 

A. My Heart Attack 
B. stress, Tension and the Relaxation Response 
C. Hypertension 
D. Low Fat Diet 
E. Post Coronary Care 
F. Discharge Slides 
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6. Please c~eck the following pamphlets you received and 
read during your cardiac rehabilitation program: 

A. Heart Attack! What Now? 
B. High Blood Pressure 
C. Sexual Activity (The Sensuous Heart) 
D. Moving Right Along 
E. After a Coronary 
F. Taking Your Pulse 
G. Living with Your Pacemaker 
H. Mended Hearts 
I. Other: 

7. Please check the following pamphlets your spouse and/or 
other significant individual read during your cardiac 
rehabilitation program: 

A. Heart Attack! What Now? 
B. High Blook Pressure 
C. Sexual Activity (The Sensuous Heart) 
D. Moving Right Along 
E. After a Coronary 
F. Taking Your Pulse 
G. Living with Your Pacemaker 
H. Mended Hearts 
I. Other: 

8. Please check the number 
by a Physical Therapist 
tion program: 

A. One visit 
B. Two visits 
C. Three visits 
D. Four visits 

of times that you were visited 
during your cardiac rehabilita-

E. Five visits 
F. Daily (No. 
G. Other 

9. If your spouse or any other significant individual was 
with you during the visits with the Physical Therapist, 
please indicate how many visits this consisted of: 

10. Please check the number of times that you received 
dietary instructions from the dietitian: 

A. one visit E. Five visits 
B. Two visits F. Daily (No; __ ) 
c. Three visits G. Other 
D. Four visits 

11. If your spouse or any_o~her ~ignifica~t ~n~ividual was 
with vou during the visits with the Dietitian, please 
indic~te how many visits this consisted of: 
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QUESTIONNAIRE 

In accordance to your doctor's instructions please 
circle the appropr~ate response for each statem~nt (yes-
no). If the question does not apply to the instructions 
you received, please circle N/A (not applicable). 

(Please circle one) 
1. In your normal day's activities are 

you careful about not lifting heavy 
objects? 

2. In your normal day's activities are 
you careful about climbing an 

yes 

excessive number of stairs? yes 

3. Do you exercise during the day when 
exposure to extreme weather tempera-
tures can be avoided? yes 

4. Do you exercise as the doctor has 
told you? yes 

5. Do any members of your family or 
friends help you in adhering to 
your exercise program? yes 

6. In your daily diet do you use the 
appropriate low fat and low choles- , 
terol foods and products as instructe:i? yes 

7. In your daily diet do you limit the 
amount of salt or sodium intake as 
instructed? yes 

8. If you were advised to lose weight, 
do you follow the specific instruc-
tions for weight loss? yes 

9. Do you follow your diet as you were 
instructed? yes 

10. Do any members of your family or 
friends help you follow your diet? yes 

11. If your doctor has prescribed 
medications for you, do you take 
these as instructed? yes 

no N/A 

no N/A 

no N/A 

no N/A 

no N/A 

no N/A 

no N/A 

no N/A 

no N/A 

no N/A 

no N/A 
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12. Do any members of your family 
or friends help you to remember 
to take your medications? 

13. If you were told by your doctor 
to stop smoking, are you able 
to refrain from smoking? 

14. Do any members of your family or 
friends help you to cut down or 
stop smoking? 

15. Do you rest for approximately 
20-30 minutes twice a day? 

16. Do you get 6-8 hours of sleep 
every night? 

17. Do you space your activities to 
allow time for the heart to rest? 

18. Are you aware of stressful 
situations in home, business, 
traffic, etc.? 

19. When stressful situations occur 
are you able to handle these in 
a less stressful manner than 
prior to your illness? 

20. Do you weigh yourself every 
morning about the same time 
with approximately the same 
amount of clothes on? 

(Please circle one) 

yes no N/A 

yes no N/A 

yes no N/A 

yes no N/A 

yes no N/~. 

yes no N/A 

yes no N/A 

yes no N/A 

yes no N/A 
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Dear 

7950 N. Stadium Dr. #139 
Houston, Tx. 77030 

Enclosed is a copy of my proposal and instrument for 

data collection for my thesis: "Compliance of Coronary 

Heart Disease Patients with and without Spouse Participa

tion in the Cardiac Rehabilitation Program." I would 

appreciate you examining the questionnaire and data sheet 

for relevance and clarity, and then completing the attached 

evaluation form. Please make any additional comments as 

you feel necessary. 

Thank you for your time in examining this instrument 

and participating as a member of my panel of experts. 

Sincerely, 

Cecile L. Broussard, R.N. 
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Instrument Evaluation Tool 

Please mark one of the appropriate responses and make 
any additional comments. 

1. The questions on the Cardiac Rehabilitation Data Sheet 
are relevant to the patient's Cardiac Rehabilitation 
program: 
a. __ yes 
b. no 
c. Comments: 

2. The wording of the questions on the Cardiac Rehabilita
tion Data Sheet are clear to the reader. 
a. __ yes 
b. no 
c. Comments: 

3. The questions on the Compliance Questionnaire are 
relevant to the instructions patients received during 
the Cardiac Rehabilitation Program. 
a. __ yes 
b. no 
c. Comments: 

4. The wording of the questions on the Compliance Question
naire are clear to the reader. 
a. __ yes 
b. no 
c. Comments: 

5. The content of the data sheet and questionnaire is 
valid for study. 
a. __ yes 
b. no 
c. Comments: 

Additional comments: 
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TEXAS WCJ.1AN 'S UNIVERSITY 
tnJSTON CAMPUS 

HI.MAN RE.SEAROf REVIEW CD+tl'ITEE 
REroRT 

SltJDENT'S NAME ___ c_e_c_i_le_L_a_n_g_l_i_n_a_i_s_B_r_ou_s_sa_r_d _______ _ 

PR)R)SAL TITLE Comoliance of Coronary Heart Dise~se Patients 

with and without Spouse Participation in the Cardiac 

Rehabiiitation Program 

O>tENI'S: _________________________ _ 
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