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CHAPTER I 

INTRODUCTION 



CHAPl'ER I 

INTRODUCTION 

Heart disease has become this nation's number one 

killer and sends more people to the hospital yearly than any 

other single disease process, There could be no more im

portant reason for being concerned with the nursing care of 

the cardiac patient. 

The nurse has the most continuous contact with pa

tients and, therefore, has the greatest opportunity to learn 

about the needs of the individual patients. As more infor

mation about the patient is discovered, the nurse is able 

to get a more complete picture of the person for whom she 

is caring, As more information is available, the nurse is 

able to make a plan of care that reflects a patient•s indi

viduality and meets his needs, whether physical or psycho

logical, 

Are the psychological and physical needs of the pa

tient being met, or is there more emphasis placed on one 
" aspect of care than the other? During life-threatening 

situations, the physical needs of the patient are of utmost 

importance, During the post crisis phase when the physical 

needs are met with less urgency, the psychological needs 

may not be recognized by the health team, while such needs 
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may well be of paramount importance to the patient. 

Statement of the Problem 

The study investigated the relative importance which 

nurses assign to the physical and psychological needs of the 

post crisis myocardial infarction patient. 

Purposes 

It was the purpose of this study tos 

1. Determine the level of importance nurses place 
on physical needs of the post crisis myocardial 
infarction patient. 

2. Determine the level of importance nurses place 
on the psychological needs of the post crisis 
myocardial infarction patient. 

3. Compare the level of importance nurses place 
on physical and psychological needs of the post 
crisis myocardial infarction patient. 

4. Determine the effect of academic preparation, 
age, and years of experience on the level of 
importance nurses place on physical and psy
chological needs of the post crisis myocardial 
infarction patient. 

Background and Significance 

In order to comprehend man, he must be viewed as a 

whole and not merely as a collection of subsystems . There 

has been an increasing awareness that laws which govern 

segments of man's being cannot adequately explain man. The 

study of man produces meaningful concepts and theories as 

man's wholeness is perceived (Rogers, 1971, p. 44). 



4 

Rogers { 1971) declares 1 "the whole cannot be 

understood when it is reduced to its particulars" { p. 44). 
, • 

The characteristics of man cannot be inferred from the study 

of biology, psychology, sociology, or physics. This does 

not negate the interaction between subsystems or between 

levels of organization, but rather shows the difficulties 

that could arise when it is not recognized that the prop

erties of the whole are not those of its parts {p. 45). 

The central concern of nursing is with man in his 

entirety. To understand the many manifestations of human 

behavior, one must have knowledge of life's characteristics. 

Human behavior reflects the combining of physical, biological, 

social, cultural, and spiritual qualities into an inseparable 

whole {Rogers, 1971, p. 41). 

An article appearing in Supervisor Nurse by Kelly 

(1971) points out: "as a profession, nurses are committed 

to giving planned comprehensive patient care. It is a 

professional goal" {p. 40). A nurse must gather all the in

formation available to her from the patient, other team mem

bers, and the charts in order to develop a plan of care 

which includes the patient's total needs and individual 

dignity {p. 40). 

Zimmerman {1970) agrees and adds that nursing care 

"based solely on intuition or on routine carries with it no 

assurance that the individual needs of each patient will 
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be met" (p. 310), In caring for a patient with a par

ticular diagnosis, for example myocardial infarction, the 

nurse will utilize her knowledge of disease processes and 

pathophysiology. However, other problems such as inade

quate bowel elimination or anxiety over finances might well 

be present. If the nurse plans her care only for the dis

ease process, other patient needs may go unmet (Zimmerman, 

1970, P• 310). 

Nurses are taught that patients are complete persons 

with varying needs1 accordingly, efforts to develop better 

comprehensive care have grown (Levine, 1967, p. 53), Many 

nursing theorists feel this is a difficult goal to meet, 

Brown (1965) states, 

obviously the problem of how to provide total 
patient care is one of such magnitude and com
plexity that it deserves the best thought of 
many persons from varied disciplines who can 
contribute something to its solution (p. 15), 

Beland (1965) points out that an attempt has been 

made to present " ••• the person who is ill as a total indi

vidual, not as a sick arm, leg, or heart" (p. v). She 

demonstrates how a variety of elements such as age, heredity, 

cultural background, causative agents, _and the part of the 

body affected all have an effect on the illness itself, the 

behavior shown by the patient, and his nursing requirements 

(p. v). 

Beland's (1965) definition of .medical-surgical 
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nursing is based on the philosophy that each person is an 

individual with his own rights and dignity. An individual 

has definite needs which, if he is to become productive and 

survive must be met. These include physiological, psycholog

ical, social, and spiritual needs. When a person is_ healthy 

he is usually able to meet his needs but may not be able to 

in times of sickness. This is where the assistance of the 

nurse is required. No person should lose his rights or 

dignity because of sickness, whether old or young, unclean, 

or poor (Beland, 1965, P• 30). 

Matheney (1964) places emphasis on the "inter

relationships of systems, the physical-emotional-cultural 

interrelationship within the individual, and the unity of 

man" (p. 6). She points out that nursing care is for people 

and each person is unique, necessitating the uniqueness of 

each nursing care plan. Each care plan is designed for re

cognizing all factors that affect an individual•s behavior 

( p. 6). 

The interrelatedness of systems can be illustrated 

particularly well when examining the needs of the cardiac 

patient. The genesis of cardiac disease involves not only 

pathophysiological findings but also emotional and social 

factors. Jenkins (1970) maintains that there is a definite 

relationship between behavioral factors and coronary disease. 

His extensive study indicates that several psychosocial 
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elements are considered among the major risk factors in 

heart disease (p. 315). 

Epstein (1965) agrees that there is such an inter

play of social and psychological factors associated with 

heart disease that it is "impossible and, in fact, un

desirable to consider them separately" (p. 756). 

Caffrey (1967) examined the literature dealing with 

the psychological and interpersonal characteristics asso

ciated with coronary heart disease and concluded that the 

disease is a result of many factors interacting over a long 

period of time. t!o one factor is the cause ( p. 139). 

Over the last JO years psychiatrists, psycholog ists, 

and internists have all been working together to determine 

the relationship between psychosocial variables and cardio

vascular disease. This relationship is an ongoing process 

and the psychosocial factors remain an integral part of the 

disease process during the crisis stage and on into the pa

tient's rehabilitation (Ostfeld, 1967, p. 18). 

In addition to the psychological aspects apparent 

in the development of coronary disease, there are also 

those new psychological stresses that develop as a direct 

result of the acute attack. Modell (1966) explains the 

phase "heart attack" carries with it the connotation of 

sudden death, and most people fear disease connected with 

the heart far more than that of any other vital organ (p. 2). 
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Carnes (1971) supports this and adds that few other com

ditions are viewed with as much gloom. After an attack, the 

cardiac patient concentrates this disastrous viewpoint to 

himself (p. 1188). 

Today ' s culture has symbolically used the heart to 

represent a myriad of ideas ranging from courage and strength 

(lionhearted) to love and generosity (heart of gold) (Carnes, 

19 71 , p. 1188). ~.~any people believe the heart to be the 

center of emotions, to control the conscience, and to be 

the seat of judgement. Not just the center of life , the 

heart is the very core of all that is good and strong. As 

a result, when an ind ividual suffers a heart attack , it is 

not just a physiological, but a psychological crisis (~~odell, 

1966 , p. 2). 

An editorial appearing in Lancet concisely presents 

the problem facing those caring for the myocardial infarction 

patient. I t states that there are two main issues involved 

in the rehabilitation of infarction patients, the physio

log ical and medical limitat ions caused by the actual infarct 

and the psychological problems encountered with any serious 

illness (1971, p . 1055). 

Can nurses poss i bl y meet all of a patient ' s needs? 

Poole (1972) declares that it is "unrealistic to claim that 

a nurse meet the physiological , psychological , social, 

spiritual, and you name them needs of her patients" (p. 486). 
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But she went on to say that if a nurse accurately assesses 

some of these needs, she can meet some and assist the pa

tient in self directed problem solving for the needs she is 

unable to meet (p. 487). 

Nurses must realize that there are more than simply 

physical problems arising in the care of the cardiac patient. 

Carnes (1971) concluded that the nurse must understand that 

the myocardial infarction patient has more than just his 

life at stake, and by that realization she can then help 

him overcome the psychological losses he may ·be experiencing 

(p. 1188). 

According to Salter (1970), there is frequently an 

inconsistency occurring in intensive care units. Such areas 

which are so highly automated are the precise facilities in 

which human relations are of utmost importance. "Intensity 

of physical care ••• must be matched by intensity of care of 

the patient as a human, frightened, and often conscious 

being" ( p. 486) • 

Acker (1969) points out that nurses in coronary care 

units, while performing excellently in physical care respon

sibilit ies, are all too often deficient in their regard for 

rehabilitative technique. He believes that frequently there 

is a lack of continuity in care and that patients make the 

move from a coronary care unit to floor care, to home, and 

to work, mentally unprepared (p. 65) . 
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Therefore, it can be seen that care of the coronary 

patient involves many intricate psychological and social ad

justments as well as physiological adaptations all of which 

must be considered by the health team (Croog and Levine, 

1969, p. 997). 

Hypothesis 

The following hypothesis was tested, 

There will be no significant difference in 
the importance nurses place on physical and 
psychological needs of the post crisis myo
cardial infarction patient, 

Definition of Terms 

For the purpose of clarification, the following 

terms were defined for use in this study1 

1. Nurse--any Registered Nurse, regardless of 
academic preparation, involved in the planning 
or implementation of post crisis myocardial 
infarction patient's care. 

2. Post crisis myocardial infarction patient-
an individual with a diagnosis of myocardial 
infarction, heart attack, or coronary, who is 
no longer being treated in an intensive care 
facility. 

3, Need--physical or psychological requirements 
which the patient is unable to meet without 
assistance. 

Delimitations 

Delimitations for this study were1 

1. Nurses participating in this study must, at 
the time of participation, be involved in the 
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planning or implementation of care given the 
post crisis myocardial infarction patient. 

2. Nurses participating in this study must be 
able to read and write English. 

Assumptions 

The study was based on the following assumptions: 

1. Cardiovascular disease is the result of many 
interacti ng factors. 

2. Heart disease is viewed as a catastrophic 
illness, both physically and psychologically, 

J. Health care of the cardiac patient must focus 
on all aspects of his being, and not solely 
the physical manifestat ions. 

Summary 

Nursing care of the total individual is an important 

factor in the care of the coronary patient. Attention must 

be paid to not only the physical needs but the psychosocial 

needs as well. The organization of the remaining chapters 

will be as follows, Chapter II, the Review of Literature, 

contains discussion of the coronary patient and his nursing 

needs. Chapter III, Procedure for Collection and Treatment 

of Data, describes the tool developed for use in this study 

and the method of data collection. Chapter IV, the Analysis 

of Data, describes the data collected and the statistical 

devices used in the interpretation of the data. Chapter V, 

the Summary , Recommendations , Implications, and Conclusions, 

summarizes the study, suggest recommendations and implications, 



12 

and draws conclusions from the study. 



CHAPTER II 

REVIEW OF THE LITERATURE 



CHAPI'ER II 

REVIEW OF THE LITERATURE 

Introduction 

Care of an individual should reflect knowledge of 

man as a collection of interacting systems. Regardless of 

the disease entity, the multiplicity of possible responses 

is explained through knowledge of man's complex composition. 

This chapter investigates man's integrated systems and how 

those systems are evidenced in the cardiac patient. Nurs ing 

interventions which assist in meeting the psychological and 

physical needs of the cardiac patient are also reviewed. 

Unified Man 

Man must be viewed as a totality. His behavior is 

holistic, not segmental, and seldom reflects clear dis

tinctions between purposes, emotions or reactions. Within 

the body, there are many balancing forces which preserve 

the tendency for man to react in a unified manner (Knutson , 

1966, p. 38-39). 

The wholeness of man cannot be reduced to systems. 

His properties cannot be inferred from the study of various 

behavioral and physical sciences. "Human beings are 

characterized by mass, structure, function, and feelings. 

14 
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They are not disembodied entities ••• " (Rogers, 1971, p. L~6). 

They are identifiable and behave as a totality. Only as 

the holistic nature of man is understood is it then possible 

to determine man's distinctive qualities (p. 44). 

"Man•s biochemical and psychosocial systems are 

fused to make him respond in an integrated fashion" (Knutson, 

1966, p. 39) . Stress may first be noted in one particular 

system , but if that strain becomes too great, adaptive 

mechanisms from other systems are utilized in order to cope 

with the stressful stimuli. This brings attention to the 

complexity of causation in regard to man•s behavior and it 

is believed that multiple causation is generally the rule 

rather than the exception (Knutson, 1966, p. 40) . As the 

various systems are exposed to stressful stimuli all will 

contribute to man's holistic behavioral response. So that, 

as Knutson (1966) points out, man•s behavior in sickness, 

as well as in health , is unified (p. 42) . 

Nursing is a humanisti c science and, as such, holds 

man , a unified being, as its nucleus. Nursing practice 

must, therefore, be based upon the concept and knowledge of 

man as a totally integrated phenomenon (Rogers, 1971). 

This need has been well recognized within the nursing 

field, Abdellah (1964) explains that comprehensive nursing 

c,are is that which meets all the health needs of the patient, 

whether physical , emotional , or soci ological. She feels 



16 

that the functional approach to nursing, or that based upon 

treatment of specific diseases rather than upon total heal th 

needs, tends to fractionalize nursing care , Through compre

hensive care, man is viewed in his entirety, and accordingly 

care is directed to his total needs (p. 6-7), 

Beland (1967) also subscribes to the theory and 

practice of treating man as a unified entity, She states: 

"derangement in the function of one part is likely to affect 

other functions, including psychological and emotional func

tioning,,," (p. v). Many factors are involved in comprehend

i ng the behavior of the patient, his illness, and his nursing 

r e~uirements , His needs include physiological, psycholog ical, 

social, and spiritual components which require the nurse's 

assistance if they are to be met (p. JO). 

In defining the scope of the profession, Beland (1967) 

states that nursing•s broad base of knowledge is founded upon 

a blend of behavioral, physical, and biol ogical sciences. 

Whatever its nature, any illness is the 
consequence of the interaction of multiple 
factors. Moreover , disturbances at any 
level or organization--biochemical, cellular, 
organ, psychological, interpersonal or 
social--are likely to result in disturbances 
at other levels (p. 31). 

Very closely tied to Beland•s (1967) definition above, 

the nurs inG profess i on and its responsibilities to caring 

for the patient•s total requirements is Matheney's (1964) 

well-known position on the interrelationships of man's 
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individual systems, She states that the relationship be

tween health and social, cultural, and economic conditions 

is a reciprocal one, with each component affecting the other. 

Likewise, Kelly (1971) points out the fact that pro

fessionally nurses are committed to providing comprehensive 

care (p. 40). They are taught that man is indeed a complex 

being with a wide variety of needs, and that working by 

intuition or routine alone will not insure that these needs 

are met, Therefore, it is imperative that nurses draw upon 

a truly broad base of knowledge to develop plans of care 

that will meet the interrelated needs of their patients 

(Zimmerman, 1970, p, _310), 

The Cardiac Patient 

Perhaps nowhere is the need for understanding the 

totality of man's various subsystems more evident than i n 

the treatment of the cardiac patient. As Jenkins (1965) 

and Epstein (1970) explain, cardiovascular disease has, 

in its orgin, a psychosocial component that must be con

sidered as important as the physical elements. No factor 

has been determined as the singular cause of heart disease. 

Caffrey (1967) postulates that it is the interplay of 

psychological and interpersonal qualities simultaneously 

occurring with physical changes that contribute to the 

etiology of heart disease (p, 139). Supporting Caffrey's 
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position is Epstein (1970) who assigns such priority to those 

psychosocial elements in the genesis of heart disease, that 

he believes it erroneous to consider them separately. 

Studies by Friedman and Rosenman (1959, 1963, 1964, 

1967, 1970) have extensively examined various physical and 

psychological factors contributing to the composite view of 

the coronary patient. One significant product of their 

research is the well-known identification of personality 

traits among coronary-prone individuals. 

Three behavior patterns were identified. Type A 

behavior pattern is identifiable in patients who suffer 

myocardial infarctions and is characterized by: 

1. 

2. 

3. 

4. 

6. 

Intense, sustained drive to achieve self
selected but usually poorly defined goals. 
Profound inclination and eagerness to 
compete. 
Persistent desire for recognition and 
advancement. 
Continuous involvement in multiple and 
diverse functions constantly subject to 
time restrictions (deadlines) . 
Habitual propensity to accelerate the 
rate of execution of many physical and 
mental functions. 
Extraordinary mental and physical alert-
ness (Friedman and Rosenman, 1959, p. 1035). 

Behavior pattern B demonstrates essentially opposite pat-

terns including minimum drive, ambition and a disconcern with 

time limitations. A third behavior pattern, or pattern C, 

refl8cts all the characteristics assi_gned pattern B with the 

additional traits of insecurity or a chronic anxiety state. 
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Subsequent studies by Friedman and Rosenman (1959, 

1964, 1970) have correlated certain physical factors with 

behavior patterns, so that in essence a complete profile of 

a coronary patient can be i dentified. This is not to say 

that all coronary patients will parallel the behavior 

patterns as stated, but that many similar patterns can be 

projected. 

Their research confirmed that among the three 

personality patterns the variables of a ge , height, weight, 

calorie and fat intake, physical activity, smoker/non

smoker status, and alcohol consumption quantities were 

virtually comparable. A very notable exception was the 

determination that those persons exhibiting behavior 

pattern A characteristics had markedly higher serum 

cholesterol l evels. Additionally, in those persons ex

hibiting full development of behavior pattern A, clotting 

time was found to be significantly decreased. 

Based upon these findings, Friedman and Rosenman 

determined that clinical coronary artery disease appeared 

seven times more frequently among members of group A than 

among members of the other two groups. The conclusions 

reached by these studies strongly suggest that the be

havior pattern demonstrated by tne men of group A was "in 

itself largely responsible" (1959, p. 1037) for the 

increases seen in the serum cholesterol levels, the 
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possible speeding of the clotting time, and the marked 

increased incidence of coronary artery disease, 

It is not merely in the etiology of coronary 

disease that an interplay of subsystems can be established, 

As with any acute illness, a heart attack is viewed as 

catastrophic both physically and psychologically, Carnes 

(1971) implies that because of the diversity of learned, 

inherited and accepted meanings assigned ·the heart by 

contemporary society, such lay impressions certainly must 

be considered in examining the psychological states of 

myocardial infarction patients (p. 1108) . 

A heart attack carries with it the concept 
of death, helpless dependency, inactivity , 
and incapacity ••• After a heart attack the 
cardiac patient applies this catastrophic 
viewpoint to himself, and the consequent 
tension and emotional arousal are very 
harmful to his recovery (p. 1188). 

Wynn's (1967) study demonstrates a high level of 

emotiona.l d i stress associated with invalidism. In this 

study, 219 of the 400 subjects were disabled by psycho

loe;ical problems which Wynn considered avoidable (p, 847) , 

rv:a jor causes of distress included s 

Inadequate explanation and reassurance. 
Inadequate planning of rehabilitation and 

future work, 
Lack of recognition and effective treatment 

of nervous disorders. 
Patient's personality. 
Fear induced by own doctor. 
Fear induced by hospital treatment •. 
Fear induced by unduly gloomy prognosis. 
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Fear induced by bad family history. 
Inadequate treatment of heart disease. 
Inadequate treatment of other diseases. 
( p. 848) . 

Among those psychologically disabled, anxiety was 

considered moderate to severe, or beyond that level rou

tinely expected in conjunction with the nature of the ill

ness. Another important source of suffering stems from 

the failure to recognize or treat depression. Generally 

most myocardial infarction patients suffer from depression 

to some degree, but it should not be inordinately severe 

or last longer than three months , unless associated with 

extreme physical limitations (Wynn, 1967; Miller, 1965). 

Wynn (1967) also explains that the reactions of any pa

tient depend upon his personality and not just upon the 

illness or medical regime. However, failure in compre

hending the patient•s continuing desire for both explana

tion and supportiveness through all phases of confinement 

will produce unnecessary discomfort and anguish (p. 851). 

Ruskin (1970) conducted a study probing the psy

chological profile of myocardial infarction patients and 

his findings were in accord with those of Wynn (1967). His 

results indicate that an overview of a cardiac patient•s 

personality reveals depression, a narrowing of interests 

and a pessimistic outlook for the future. The patient is 

preoccupied with his physical well-being extending beyond 
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his heart to his entire being (p. 100). 

This same profile can be seen when reviewin~ 
' 0 

Fisher's (1970) international survey probing the psycho

social aspects of the heart patient. Anxiety and depres

sion were again seen as major elements, as the patients 

expressed a lack of confidence, a loss of motivation and 

an overconcern of their physical conditions (p. 73). The 

two principal concerns established from this study, and 

those by Adsett (1968) and Wishnie (1971), are a fear of 

sudden death and fear of physical activity. These fears 

are seen more clearly as the patient is progressed in his 

rehabilitation program. 

Cleveland (1962) maintains that anxiety and fear, 

fixating upon loss of life or loss of physical capacity, 

result from the traumatic experience of the illness itself. 

Although the myocardial infarction patient may seemingly . 

display an accepting image of himself, he might internally 

hold an opposite concept in which he views himself as 

being defenseles·s, with his life "held in delicate balance" 

(p. 609) . While these observations may be partially true, 

the significant point is that in effect the coronary pa

tien~ cannot cope with his actual situation. He continues 

to view himself, at least outwardly, in an accepting 

manner (p. 609). 

This can lead to denial, which according to 
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~cKinnon (1972) is a common characteristic among cardiac 

patients, Bethell and Nixon (1972) also have discovered 

that denial is a significant occurrence among hospitalized 

myocardial infarction patients. Croog (1971), in his study 

"Denial Among Heart Patients" investigated the duration 

of the denial process among myocardial infarction patients. 

He found that the process can continue as long as one year 

after the initial infarction. He felt that denial was a 

"persistent phenomenon" (p. 396), 

The denial process was demonstrated through re

futing knowledge of heart disease, denying presence of 

symptoms, disregarding medical advice and minimizing 

possible effects of the illness upon life style. Deniers 

also experienced frequent depression, but this depression 

was found to be less severe than in the non-deniers 

(Croog , 1971, p. 396). From this evidence it should be 

considered that a coronary patient's "protests of well

being may serve to deny underlying apprehension" (Cleveland, 

1962, p. 609) . 

A study conducted by Rosen and Behring (1966) 

examined fifty male heart patients and found several factors 

influencing a patient's response to the disease process. 

These includeds 

••• his premorbid personality s·truc~ure,. the 
severity of his illness, his relationships 
with his physician and family, what the illness 
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means to him, his financial position, and 
whether he is able to return to work with
out loss of status or income (p. 809). 

They proceeded to point out that a patient's emotional re

action to the diagnosis has a definite effect upon his 

treatment and prognosis. 

Other psychological factors have been established 

by Hinohara (1970). He states that an improper disease 

process explanation emphasizing debilitating aspects rather 

than positive facets, cause undue anxiety. Therefore it is 

necessary for the health team to stress successful rehabil

itation and maintain a positive, open attitude with the 

coronary patient (p. 54). 

Rehabilitation of the cardiac patient begins the 

moment he is diagnosed. Wishnie (1971) considers it the 

responsibility of the professionals caring for myocardial 

infarction patients to become fully involved with the con

cepts of rehabilitation and to prepare the patient with the 

best psychological framework for the return to his ordinary 

affairs. This process, he continues, must begin during the 

acute illness. Numerous studies have investigated the re

habilitation of the myocardial infarction patient and have 

conclusively determined that both physical and socio

emotional factors influence the functional level reached 

by the patient (p. 1294). 

The concepts of rehabilitation focusing upon the 
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physical aspects of care are primarily based upon obtaining 

as high a functional level as possible for the patient. 

Brevity of hospital stay and graduated exercise programs, 

beginning in the hospital, reflect the general attitudes 

seen today in treatment programs (Wigle, 1971, p. 104). 

Cooper (1970), one of the foremost advocates of 

planned exercise rehabilitation, has developed exercise 

programs for both healthy and post-infarction patients. He 

contends that physical inactivity may be a significant 

factor in the death rate seen among myocardial infarction 

patients. Exercise, he continues, may aid in the preven

tion and rehabilitation of patients with coronary and other 

types of cardiovascular disease (p. 1666), 

One such exercise program has been outlined by 

Bannister and Taunton (1972). Fourteen post myocardial 

infarction patients, ranging in age from thirty-four to 

fifty-six years, were included in the study. All received 

complete physical examinations, laboratory tests, and 

physiological assessment of their work capacities. Work 

capacity status was re-evaluated every two weeks. Exercise 

programs were individually established and also periodically 

re-evaluated. The influence of this progressive exercise 

program can be seen in thats 

.•• the efficiency of the heart has been im
proved during the course of training so that 
the external work of the heart, as would be 
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evidenced in the cardiac output, is no longer 
compromised by the excessive myocardial oxygen 
demands needed to maintain the active state 
and myocardial tension (p. 235). 

A progressive exercise program is one which is begun 

in the hospitals as soon as the patient is able to leave the 

bed, his exercise is gradually progressed from chair sitting, 

to walking, to eventual jogging or other more intense ex

ercise if indicated (Woodwark and Gauthier, 1972). 

Germain (1972) describes a planned physical activity 

program which utilizes clearly defined activities for the 

heart patient, precise educational programs for the patient 

and his family, and early preparation for discharge. She 

points out that for the cardiac patient the psychosocial 

aspects of rehabilitation are "inextricably bound up with 

his return to physical activity" (p. 2169). 

The Challenge to Nursing 

The nursing care of the myocardial infarction pa

tient must include attention to both the physical and psy

chological needs. Nurses have been trained to meet the 

physical needs of the patient. They are able to operate 

complex machinery which monitors bodily functions and 

interpret laboratory data indicative of the body's internal 

condition. Nurses must also be able to identify signs and 

symptoms of psychological disturbances or unmet needs of 

the cardiac patient and to assist in the fulfillment of 
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these needs. The manner in which the cardiac patient is 

treated. emotionally may affect the entire course of his 

illness (Carnes, 1971). 

The nurse can institute a rehabilitation program 

focusing upon psychosocial as well as physical needs. 

Through observation of a patient's response, the nurse 

i s able to anticipate stressful situations and reduce or 

prevent the impact produced by such stress. Assistance 

is provided the patient through the nurse•s ability to 

alleviate anxiety, reinforce feelings of effectiveness 

and competence, promote rest, and personalize the hospital 

environment (Andreoli, 1970, p. 2J46). 

Active listening, encouraging verbalization, and 

providing accurate information concerning the patient•s 

condition and his medical treatment all assist in allaying 

his anxiety. Manipulation and personalization of the 

environment can be achieved by allowing patient partici

pation in the planning of his care, including food selection 

in accordance with his diet, and progression of his physical 

activity as his condition allows. This also provides the 

patient with evidence of a return of his independence. An 

honest, positive attitud~ by the health team promotes the 

patient•s feelings of improved self-concept (Andreoli, 1970, 

p . 2J46) . 

Teaching is a nursing responsibility, and as such, 
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allows the nurse to assist in the patie~t•s adjustment to 

his illness and his future life situations. Teaching can: 

(1) help the patient to accept the fact that he has suffered 

heart damage and to understand relevant facts concerning his 

condition, (2) facilitate the patient's identification and 

expression of the psychological signifi cance of the illness 

and promote the all eviation of devel oping fears and anxieties; 

and (3) assist the patient in coping with the limitations 

i mposed upon him by the heart condition (Baden, 1972, p. 564). 

Nurses can be prepared to meet both the physical and 

psychological needs of the myocardial i nfarction patient 

through expertise in both the pathophysiological as well as 

the socio-emotional components of care. This preparation 

would then reflect comprehensive care , inclusive of man's 

interacting systems. 

Summary 

It can be seen that ther e are many physical and 

psychosocial needs of the myocardial infarction patient. 

Research has indicated both types of needs are obvious in 

not only the etiology of cardiac .disease, but during the 

acute phase and progressing on to t he rehabilitative phase 

of the illness. rt is the responsibility of those pro

viding care to recognize the various ne.eds and to direct 

their treatment toward the alleviation of these needs . 
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CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Introduction 

This study was conducted to investigate the priority 

which nurses assign to the needs of the post crisis myo

cardial infarction patient. Since no controls were placed 

upon the variables under investigation in this study, a 

nonexperimental approach was used. A descriptive research 

design was utilized for the purposes of this study as it 

provides an important basis for analysis in the social and 

behavioral sciences where human behavior cannot be described 

with the clarity of the physical sciences. The descriptive 

design allows for a precise and meaningful account of events 

occurring in the study (Harnett, 1970, p. 2). The develop

ment of an appropriate tool, the pretesting of that tool, 

and the procedure for data collection will be reviewed. A 

brief description of the statistical devices utilized in 

the treatment of the data also will be discussed. 

Setting for the Study 

Three private hospitals ranging in size from 

approximately 485 beds to over 1,000 b~ds, located in a 

larGe metropolitan city were selected for use in this study. 

30 
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Permission was obtained from each hospital to utilize its 

facilities for this research project (Appendix A-1, A-2, 

A-3), Each hospital has a Coronary Care Unit into which 

all patients needing intensive therapy during a coronary 

crisis are placed. After stabilization of the patient•s 

condition, he is transferred from the Coronary Care Unit 

to an Intermediate Care or Step Down Unit. The Intermediate 

Care Units in the three hospitals range in size from thirty 

to thirty-eight beds, and are staffed with all l evels of 

nursing personnel including registered nurses, licensed 

vocational nurses, and nurse aides. The average length 

of a patient's stay in the Intermediate Care Unit is two 

weeks. This unit provides some of the same services as the 

Coronary Care Unit such as electrocardiographic monitoring 

through telemetry and specially trained personnel. While 

the Coronary Care Unit focuses on the care during the 

critical phase of the myocardial crisis, the Intermediate 

Care Unit primarily focuses upon progressive rehabilitation 

of the patient after the crisis period of his illness has 

passed. 

Sample Population 

rtegistered nurses employed by the hospitals and 

working in the Intermediate Care Units comprised the sample 

population. In one of the hospitals, nurses from the 
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Coronary Care Unit rotate and work in the Intermediate 

Care Unit approximately every two weeks on a regular basisi 

therefore, these nurses were included in the sample. Be

caus e priorities of patient needs must be established by 

nursing personnel regardless of time of day, nurses working 

on all three shift rotations were included in the sample. 

The population was selected on the basis of con

venience sampling and included all those nurses willing to 

participate in this study, Participants were informed that· 

this study was being conducted for partial fulfillment of 

the requirements of the graduate nursing program of Texas 

Woman's University and their cooperation was obtained. They 

were assured that anonymity would be maintained through the 

use of code numbers rather than names. Background infor

mation collected wass a ge, sex, academic preparation, and 

the number of years of experience on an Intermediate Care 

Unit. This demographic information was used as part of the 

overall data analysis, The total sample population con

sisted of twenty-six registered nurses. 

Development of the Tool 

The research tool utilized in this study was a 

~! Sort of Abdellah, s ( 1964) twenty-one patient needs based 

on a case study of a typical post crisis myocardial 

infarction patient. 
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The major purpose of this study was to evaluate the 

priorities placed upon the cardiac patient's physical and 

psychological needs by nurses working on the Intermediate 

Care Units. In order to establish this priority, nurses 

initially must assess a post crisis myocardial infarction 

patient in order to identify his needs. Only after this 

identification has been made can nurses establish a 

hierarchy of needs which reflects the direction of t he 

plan of patient care (Abdellah, 1964, p. 82). 

The uniqueness of every patient becomes readily 

apparent upon examining the means through which needs are 

expressed. Despite the frequent similarity of needs, the 

communication patterns are never identical among patients, 

and the nurses• response will vary as she attempts to 

interpret various patient reactions (Beland, 1967, p. 363). 

Because of the individual variability of nurses• response 

to different patient situations, it was necessary to 

establish a means of control, a case study of a typical 

cardiac patient was developed, 

The collection of data was composed of two parts. 

The first part was the case study of the typical post crisis 

cardiac patient. The second part consisted of a Q Sort of 

Abdellah•s twenty-one patient needs, Because controlled 

as well as established information was presented to the 

nurses to facilitate the establishment of a priority of 
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physical and psychological patient needs, the many 

variables due to the individuality of the nurses were 

minimized. 

The case study was developed through the litera

ture review and included a description of a patient who 

had suffered a myocardial infarction. The typical post 

crisis cardiac patient was described as being out of the 

Coronary Care Unit in the post crisis phase of his illness. 

He is a fifty year old Caucasian male who is married, 

has two children, and was steadily employed at the time 

of his illness. He presented certain risk factors common 

to those patients who develop heart disease, His pre

senting symptoms and course of hospitalization were those 

most frequently seen in patients with myocardial infarc

tion. Both physical and psychological manifestations of 

his illness were described (Appendix B). 

For the purposes of this research project two 

studies were developed from the basic case study des

cribed above. The same information was presented in each 

study; however, in study A (Appendix C) descriptive 

adjectives were utilized to portray in more detail the 

Patient's psychological constitution. Case study B 

(Appendix D) did not employ the descriptive adjectives 

and examined in more detail the physical condition of the 

patient. The rationale for the development of two case 
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studies was that specific needs were made more identifiable 

as the amount of information concerning those needs in

creased (Abdellah, 1964). Using descriptive adjectives 

in the portrayal of the patient's psychological condition 

facilitated recognition of the patient's psychological 

needs by providing more data upon which to base an assess

ment. 

The case studies were used to determine the 

following: if the psychological needs of the patient were 

made more apparent, as in case study A, would nurses rate 

the psychological needs as more important than physical 

needs; conversely, if more emphasis was placed on the 

physical needs of the patient, would nurses then rate the 

physical needs higher than psychological needs; finally, 

would the nurses, based upon their past personal experi

ence and regardless of case orientation, place the needs 

in a predetermined order. 

The case studies were presented to a panel of three 

judges to test for validity (Appendix E). Content validity 

is explained by demonstrating how well the content of a 

test or tool "samples the situations about which conclusions 

are to be drawn" (Roscoe, 1969, p. 107). It generally 

implies the use of expertise to defin~ the content (Roscoe, 

1969, p. 107). The number of judges is less important 

than their knowledge in the subject to be investigated 
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( Goode and Hatt, 1952, p. 256). The panel of judges 

included: 

1. James Baldwin, MD, a cardiologist in private 
practice, 

2. Marguerite McCord, RN, B. S. , I\~. S. , an in
structor in cardiovascular nursing at Dallas 
Baptist College. 

3, r·,~argaretSwinburne, RN, B.S., M.A., an assist
ant professor in graduate psychiatric nursing 
at Texas Woman's University. 

This panel was selected because of the professional 

competences which its members, collectively and singularly, 

could demonstrate in establishing the validity of the two 

case studies employed. 

The judges were given both case study A and Band 

wer e asked to determine the followings 

1. Is the case study clear and concise? 

2. Does the case study describe a myocardial 
infarction patient in the post crisis phase 
of his illness? 

3, This case study is, 
a. psychologically oriented? 
b. physically oriented? 

The judges were then asked to make additional comments 

which they felt necessary concerning the case studies. To 

enhance the validity 100 per cent agreement was desired of 

t he judr,es, and was obtained as seen in Table 1, No 

additional comments were obtained. 
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TABLE 1 

JUDGES RESPONSE TO QUESTIONNAIRE 

Response - Case A Response - Case 
Questions Yes No Yes No 

1. Is the case study 
clear and concise? 3 0 3 0 

2. Does the case study 
describe a myocar-
dial infarction pa-
tient in the post 
crisis phase of his 
illness? 3 0 3 0 

3, This case s t udy i ss 
a. psychologically 

oriented? 3 0 0 3 
b, physically 

oriented? 0 3 3 0 

The second par t of the t ool was also developed from 

the literature review. In order to plan adequately the 

care of any patient, his needs must first be identified . 

Nursing's focus is upon hel ping the patient solve health 

problems, therefore, nursing can be considered a problem 

solving process (Abdellah, 1964, p. 80) . A nurs i ng problem 

was considered synonymous, in the context of t his study , 

with a patient need, both requir ing identification and 

resolution. 

Abdellah (1964) describes twenty- one nursing 

B 
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of the sample population to sort the twenty-one patient 

need cards in the requested order. The pretest was ad

ministered in two private hospitals, distinct from those 

hospitals used for data collection. The two hospitals 

involved in the pretest have Intermediate Care Units, and 

personnel in these units were used for testing the tools. 

In the pretest, a total of six registered nurses 

were asked whether they had difficulty in .either following 

the directions or implementing the Q Sort. Since no ex

pressions of difficulty were received, the tool was con

sidered ready for use in the collection of data for this 

study. 

Procedure for Data Collection 

Nurses participating in the study were asked to 

complete a data sheet. They were then given a page of 

written instructions (Appendix G) and either the psycho

logically or physically oriented case study distributed 

alternately. The case studies were not labelled at this 

point in order to minimize bias in the participants response, 

and were simply titled "Case Study". They were asked to 

place each card into one of five envelopes labelleds 

1. Fost Important--Place Two Cards Only 

2. Very Important--Place Five Cards Only 

3. Important--Place Seven Cards Only 
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4. Less Important--Place Five Cards Only 

5. Least Important--Place Two Cards Only 

Participants were asked to read the patient case 

study and imagine that they were involved in the care of 

the patient described. After reading the case study , they 

were instructed to read each of the patient need cards and 

decide whether they felt each need wasa MOST I MPORTANT, 

VERY n r:PORTANT , I MPORTANT, LESS IMPORTANT, or LEAST I M

PORTANT as it applied to the patient presented in the case 

study. After deciding what level of importance each need 

carried, they were instructed to place the need cards into 

the appropriately labelled envelope . 

This type of ordering is called a Q Sort. The forced 

Q Sort technique which allows limited numbers in each cat

egory was utilized. After completion of the Q Sort , the 

nurses were instructed not to separate the envelopes from 

the data sheet. The data sheets were unobtrusively coded 

enabling the investigator to ident ify which case study had 

been used . Although the format of each data sheet was 

identical, the physically oriented case study was identified 

by a numbering system (Appendix H-1 ) , while the psychologi

cally orie~ted case study was identified by capital letters 

(Appendix H- 2) . A total of twenty-six Q Sorts was made , 

thirteen using the physically oriented case study and thir

teen using the psychologically oriented case study. 
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Method of Data Analysis 

The Q Sort technique provided certain advantages 

to the data collection of this study, the most important 

being that the sorters were forced to make decisions they 

would not otherwise be willing to make. It also allowed 

the data to be collected in a convenient and easily pro

cessed form (Abdellah, 1971, p. 707; Block, 1961, p. 78). 

The analysis of data gathered utilized at-test. 

The .05 level of significance was arbitrarily selected. 

The Chi- square test was also used to compare the observed 

frequencies of sorting as related to age, academic pre

paration, and nursing experience. 

Summary 

The rationale and procedure for the development 

of a tool which would facilitate in the priority establish

ment of patient needs has been discussed. The application 

of the tool through data collection was explained along 

with methods for examination of the data. 



CHAPTER IV 

ANALYSIS OF DATA 
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dealing with working experience. Since the overall modal 

response of the nurses fe l l into the one to five year cat

egory, no statistical analysis was possibl e. Could this 

response have been anticipated in any way, a mor e dis

criminating manner of division (one to two years, two to 

three years; three to four years , etc.) could have been 

utilized. 

Statistical Analysis of the Data 

At-test was applied to determine the significance 

of difference between mean responses to psychological and 

physical needs. While at-value of 2.1 is indicative of 

a significant difference between ranking of psychological 
' 

and physical needs (,05 leve l ) certain methodological 

issues should be raised. 

Specifical ly, these issues or problems stem from 

assumptions relative to the nature of the data themselves 

and the respective levels of measurement. Clearly the 

ordering of patient needs cannot be treated in such a 

standardized and highly discriminatory fashion; that is , 

placing an absolute numerical value on the mental responses 

and the above measure (t-test or difference of means) is 

· just such a statistical attempt. Therefore, it is 

suggested that a more appropri ate analytical model be used. 

The Chi-square test of significance allows not 
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only the testing of the significance of the relationship 

between the type of post crisis myocardial infarction 

patient's needs and the manner in which it is ranked, but 

also considers priorities in what is perhaps a more real

i stic "rank-order" fashion. 

The Chi-square test of significance belongs to 

that category of statistics which are non-parametric in 

nature . It is applicable to situations in which assump

tions concerning the nature of the population distri

bution are unknown. Essentially the Chi-square test allows 

categorization of both the independent and dependent vari

ables and the construction of a matrix which indicates the 

simultaneous distribution of both attributes or levels of 

the variables. The calculated value of Chi-square is a 

measure of the extent to which the observed distribution 

(or what appears in the matrix) differs from what would 

occur if chance alone were operating. If there is a sub

stantial difference between the observed and expected 

distributions the null hyp9thesis under investigation is 

then rejected; that is, the idea of a chance relationship 

is abandoned with a specified probability that rejection 

of the null hypothesis was in error (Roscoe, 1969) . 

An initial application of the -Chi-square test was 

performed on the data but failed to obtain significant 

results at the .05 level (Table 2). 
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TABLE 2 

SUMMATION OF THE RANKING 
OF PATIENT NEEDS 

Low Medium 

Psychological need 94 88 

Physical need 88 94 

Level of significance= .05 
Chi- square= 2.91 not significant 

Hi gh 

78 

104 

While such a finding suggests a failure to reject 

the null hypothesis some control for extraneous variables 

should be introduced. The initial findings suggested that 

there is no discernible difference in the overall manner 

psychological and physical needs are ranked and that they 

are, in essence, ranlced in equal importance, other factors 

should be noted which might have an effect on such findings. 

When examining the d~ta on the basis on academic 

preparation (Baccalaureate, non-Baccalaureate) no sig

nificant relationship was established. That is to say when 

controlling fo r the variable of educational experience a 

relationship between type of needs and ranking of those 

needs failed to obtain a significant ~alue (Tables 3 and 4). 
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TABLE 3 

RANKING OF NEEDS BY NURSES 
WITH BACCALAUREATE STATUS 

Low Medium 

Psychological need 20 14 

Physical need 15 21 

Level of significance= .05 
Chi-square= 2.95 not significant 

TABLE 4 

RANKING OF NEEDS BY NURSES 
WITH NON-BACCALAUREATE STATUS 

Low Medium 

Psychological need 75 74 

Physical need 73 73 

Level of significance= .05 
Chi-square= 1.41 not significant 

High 

16 

19 

High 

61 

85 

In as much as the sample was divided on the basis 

of the case orientation employed to introduce the attitu

dinal measure (one-half of the sample receiving a psycho

logical orientation while the other half was introduced to 

a case study emphasizing physical needs), it is reasonable 

to question to what extent the case study orientation itself 
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had on test results, To examine the possibility of such 

an extraneous or contaminating effect, the Chi-square test 

was again applied but separately on the basis of case 

study orientation (Tables 5 and 6). 

TABLE 5 

RANKING OF NEEDS BY NURSES 
RECEIVING THE PHYSICAL CASE STUDY 

Low Medium 

Psychological need 59 38 

Physical need 32 53 

Level of significance~ ,05 
Chi-square= 16,79 significant 

TABLE 6 

High 

33 

58 

RANKING OF NEEDS BY NURSES 
RECEIVING THE PSYCHOLOGICAL CASE STUDY 

Low Medium 

Psychological need 35 50 

Physical need 56 41 

Level of significance= ,05 
Chi- square= 5,59 not significant 

High 

45 

46 

rt is interesting to note that a significant 

relationship was found between the type of patient need 
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(physical or psychological) and the manner in which such 

needs were ranked with respect to the sample of nurses 

receiving the physical case study orientation. However, 

no significant relationship was found within the sample 

of nurses receiving the psychological case study. These 

findings mught be subject to a variety of interpretations. 

Theoretically, the use of a panel of judges to 

determine the character of each case study orientation 

should act as a control in itself, insuring that , indeed, 

the psychological case study was a reliable representation 

of psychological needs of a post crisis myocardial in

farction patient and that the physical case study provided 

an equally reliable characterization of the physical needs 

of a post crisis myocardial infarction patient. If the 

assumption is accepted that the case studies provided 

reliable and accurate orientations then it would be diffi

cult to attribute the differences in the ranking patterns 

between the respondents receiving psychologically oriented 

case studies and those receiving physically oriented case 

studies to the particular case study itself •. At the same 

time, however, the results could be due to the fact that 

while both case studies are "reliable" reflections of both 

physical and psycholof,ical needs, the ·physical needs could 

have simply been overemphasized relative to the emphasis 

Placed on psychological needs. 
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Methodological issues aside, further control may 

serve to provide explanation for what appears to be con

founding results. After dividing the sample on the basis 

of age (under thirty years of age and thirty or more years 

of age) the Chi-square test was again applied. Findings 

indicate that while there was a significant relationship 

between the manner in which needs were ranked and type of 

myocardial infarction patient ' s needs this relationship 

held only for the older age group. That is, the older 

respondents appeared to exhibit a marked difference in 

the ranking of needs whereas the younger respondents showed 

no discernible pattern (Tables 7 and 8). 

Before accepting these findings as a final con

clusion some attention should be given to the joint 

effects of both case study orientation and a ge as relevant 

variables. This can be accomplished by examining the 

responses of the nurses under simultaneous control of both 

case study orientation and age variables (Tables 9, 10, 

11, and 12). 
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TABLE 7 

RANKING OF NEEDS BY NURSES 
UNDER THIRTY YEARS OF AGE 

Low Medium 

Psychological need 59 53 

Physical need 60 66 

Level of significance= .05 
Chi-square = .60 not significant 

TABLE 8 

RANKING OF NEEDS BY NURSES 
THIRTY OR MORE YEARS OF AGE 

Low Medium 

Psychological need 38 31 

Physical need 25 32 

Level of s i gnificance= .05 
Chi-square = 9. 28 significant 

High 

58 

61 

High 

21 

42 
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TABLE 9 

RANKING OF NEEDS BY NURSES RECEIVING 
THE PHYSICAL CASE STUDY UNDER 

THIRTY YEARS OF AGE 

Low Medium High 

Psychological need 17 28 

Physical need 39 28 

Level of significance= ,05 

Chi-square= 11,80 significant 

TABLE 10 

RANKING OF NEEDS BY NURSES RECEIVING 
THE PHYSICAL CASE STUDY THIRTY 

OR MORE YEARS OF AGE 

35 

21 

Low Medium High 

Psychological need 18 

Physical need 17 

Level of significance= ,05 
Chi-square= 8,56 significant 

22 10 

13 25 
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TABLE 11 

RANKING OR NEEDS BY NURSES RECEIVING 
THE PSYCHOLOGICAL CASE STUDY 

UNDER THIRTY YEARS OF AGE 

Low Medium . High 

Psychological need 39 

Physical need 24 

Level of significance= .05 
Chi-square= 9,28 significant 

TABLE 12 

29 

34 

RANKING OF NEEDS BY NURSES RECEIVING 
THE PSYCHOLOGICAL CASE STUDY 

THIRTY OR MORE YEARS OF AGE 

22 

41 

Low Medium High 

Psychological need 20 

Physical need 8 

Level of significance= .05 
Chi-square= 9,84 significant 

9 11 

19 17 

On the basis of these final findings as well as 

those previously presented, several interpretations may 

be advanced. 
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Interpretation of Findings 

With respect to the basic hypothesis advanced in 

this study, that there is no significant difference in 

the importance nurses place on physical and psychological 

needs of the post crisis myocardial infarction patient, 

the data as presented in Table 2 suggest a failure to 

reject or acceptance of the null hypothesis. This is to 

say that upon cursory examination of the data, nurses in 

the sample failed to exhibit any marked difference in the 

way physical and psychological post crisis myocardial 

infarction patient•s needs were ranked in priority. It 

is recalled, however, that controls were introduced in 

an effort to see if such a relationship could be found 

under specified conditions. 

The initial step in this direction was to 

dichotomize the sample on the basis of the academic 

preparation of the nurses in the sample. If in fact 

academic preparation had some effect on the manner in 

which respondents tended to rank patient needs, a relation

ship between type of need and ranking would appear with 

respect to at least one of the sub-groups. In other 

words, the relationship between type of need and ranking 

would be significant for the Baccalaureate group, the non

Baccalaureate group, or both groups. Data presented in 
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Tables 3 and 4, however, indicated that no relationship 

was found when controlling for the variable of academic 

preparation. 

As a methodological consideration, a control of 

the case study orientation was introduced. Essentially 

this allowed for the examination of the extent of effect 

case orientations may have had on the res·ponse patterns. 

Employing the same control technique as outlined above, 

the sample was divided into two groups, one group having 

been introduced to a physical case study orientation, 

and the other group having been introduced to a psycholog

ical case study. The data as presented in Tables 5 and 

6 suggested that the case study orientation did have some 

effect in as much as significant results were obtained 

with respect to those nurses having received the physical 

case study orientation, It should be noted that among 

those receiving the physical case study, higher priorities 

were assigned to the physical needs of the myocardial 

infarction patient (Table 5), Before accepting a singular 

interpretation that the case study orientation did have 

an effect, but only with respect to the physical case study, 

still further control s were introduced. 

A control for age (Tables 7 and 8) indicated that 

there was a significant difference between type of patient 

need and ranking patterns among those nurses thirty or more 
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years of age while no significant relationship was found 

for the under thirty years of age group. It is interesting 

to note that the thirty or more years of age group not only 

showed a significant difference in the way physical and 

psychological needs were ranked but that higher priorities 

were again given to the physical needs of the patient. 

Only with still another control mechanism, however, 

is it possible to establish any meaningful interpretation. 

By simultaneously controlling for the factors of case study 

orientation and age several interesting results emerge 

(Tables 9, 10, 11, and 12). 

For the sak:e of clarity, the findings are pre

sented as followss 

1. The older nurses tended to rank the physical 
needs of the post crisis myocardial infarc
tion patient significantly higher than the 
psychological needs, regardless of the specific 
case study orientation rece ived (Tables 9 and 
10). 

2. The younger nurses receiving the psychological 
case study tended to rank the psychological 
needs of the post crisis myocardial infarc
tion patient significantly higher than the 
physical needs (Table 11), whereas those 
younger nurses.receiving the physical cas~ 
study orientat10~ tend~d ~o.rank the_physical 
needs of the patient significantly higher 
than the psychological needs (Table 12). 

In summary it appears that the older nurses are 

sensitive to the physical needs of the patient, regardless 

of how the needs of the patient are presented and that the 
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younger nurses appear to respond according to which type 

of need is made more evident. 

On the basis of these findings some speculation 

might be offered, particularly within the context of 

current professional nursing trends. The recent professional 

literature tends to favor a balance between caring for both 

the physical and psychological needs of the post crisis myo

cardial infarction patient. The data here suggests that the 

younger nurses tend to be sensitive to both types of patient 

needs, at least under these test conditions. As was noted, 

however, the older nurses appear to assign higher priori

ties to the physical needs of the post crisis myocardial 

infarction patient under all the conditions of the present 

research. This may be reflective of a more traditional 

approach to nursing and one in which the care is directed 

toward the physical or more overt needs of the patient. 

Summary 

After a description of the sample, statistical 

analysis was performed on the data collected for this study. 

Interpretation of the statistical findings and speculation 

into the possible conditions leading to these findings was 

offered. 
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CHAPTER V 

SUI·,1f';:ARY, RECOMMENDATIONS, I MPLICATIONS , 
AND CONCLUSIONS 

Summary 

This study was conducted to establish the priori

ties nurses place upon the needs of the post crisis myo

cardial infarction patient. Both physical and psychological 

needs were considered, and methods to help determine these 

priorities were developed. 

The major purpose of this study was to determine 

whether nurses would place more importance on either the 

physical or psychological needs of the patient. To test 

this, a means of measuring or ranking of the patient needs 

was necessary. This ranking was achieved through the use 

of a Q Sort of Abdellah•s (1964) twenty-one patient needs. 

These needs include both physical and psychological emphasis 

and were arranged in a Q Sort. 

A patient case study was developed from a literature 

review which described a typical myocardial infarction pa

tient in the post crisis phase of his illness. From this 

case study two subsequent studies were devised and vali

dated by a panel of three judges and included the same basic 

information. One case study emphasized tpe patient's 
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physical needs while the other case study emphasized the 

psychological needs of the patient. The Q Sort was then 

applied to both the physically oriented case study or the 

psychologically oriented case study. 

Twenty-six registered nurses employed on an Inter

mediate Care, or Step Down Unit, were included in the sample 

obtained from three private metropolitan city hospitals; 

thirteen nurses received the physically oriented case 

study and ·cnii.~teen nurses received the psychologically 

oriented case study. They were first instructed to read 

the case study and then decide the priority of the twenty

one patient needs as they applied to the patient presented 

in the case study which they had received. 

Statistical interpretations of the findings were 

conducted on the data received and included analysis of 

the information obtained by the entire sample and by the 

sample divided on the basis of case study orientation. 

Further analysis was achieved through information gathered 

on a data sheet which included age, academic preparation, 

and working experience on an Intermediate Care Unit . 

A Chi-square test of significance was utilized to 

determine the relationship between the dependent variables 

(type of patient need) and the independent variables (case 

study orientation, age, working experience) , With respect 

to the basic hypothesis of this study, no significant 
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relationship was found when exploring all the data and 

that data examining academic preparation at the .05 level 

of significance, A significant relationship was observed, 

however, in the data investigating case study orientation 

and age of the sample, 

RECOMMENDATIONS 

Based on the findings of this study the following 

research recommendations are offered: 

1. Further research to establish the actual 
validity and reliability of the case studies 
as ·have been in this study through a com
parison of subsequent case studies. 

2. A similar study utilizing a more discriminatory 
breakdown of the nurses' years of experience, 

3. A similar study utilizing a larger sample to 
add validity to results obtained. 

4. Further investigation into how nurses actually 
do rank and meet patient needs achieved through 
observation, process recording, and inter
viewing. 

5, A study designed to investigate a nurse's 
response to both a physical case study and 
a psychological case study administered at 
appropriate intervals to minimize biasing 
responses to either case study. 

Implications 

For Nursing Practice 

Current literature dealing with the care and treat

ment of myocardial infarction patients particularly in the 

post crisis phase of their illness indicates that equal 
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emphasis should be placed on both the physical and psy

chological needs of the patient. Results of the study 

indicate, however, that this emphasis on both types of 

needs is not being met by the nurses caring for the post 

crisis cardiac patient. 

In order to provide comprehensive care nurses 

must be aware of the patient as a whole human being with 

physiological and psychosocial elements contributing to 

his behavior. It i s interesting to note that when the 

nurses in the under thirty group were presented with a 

case study emphasizing physical needs, these needs were 

rated as more important , and conversely, when presented 

a psychologically oriented case study, the psychological 

needs were ranked with more importance. Perhaps this is 

as it must be when needs are "ranked" on a priority basis 

as is necessary when planning the care of a patient. It 

is understood that many needs, whether physical or psy

chological, could simultaneously be met. 

The fact that the older nurses ranked the physical 

needs of the patient with .more importance regardless of the 

case study orientation which they received is the sie

nificant point of the findings, What measures should be 

taken t o assist the nurses of the thirty or more years of 

a~e g~oup to evaluate with more precision ~he interwoven 

needs of the post crisis myocardial infarction patient? 
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One met hod may be an age specific inservice 

education program which would provide a t i me for all 

nurses , but particularl y t hose in the thirty or more years 

of a ge group , to revi ew their knowledge of man, his inter

act i ng systems and the effects of the cardiac cr isis on 

the patient in his totality. A second approach may lie i n 

a more effective use of current literature. Pertinent 

articles could be made mor e available to the nursing staff 

and a learning atmosphere encouraged. Reprints of these 

articl es could be circul ated through the units for the 

nursing staff. 

Cont i nued emphas i s on i mprovement of. patient care 

must, in itself , provide the impetus for nur ses to con

s tantly expand their knowl edge . For without this impetus 

any teaching program, regardless of planning , will be 

ineffective. 

For Nursing Education 

In order to continue the preparation of nurses 

sensitive to both t he physical and psychologi cal needs of 

the patient , nursing education must continue t o offer a 

curriculum rich in both the behavioral as well as the 

physical s c iences. Theory of these sciences must be a pplied 

knowledr-e of interpersonal re l ations as we l l as patho

Phys iology must be refl ected in the care provided patients 
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by the student nurses . 

Nursing education shoul d strive to implant within 

its students an attitude of l earning, a realization that 

the knowledge needed to provide effectivel y for the lives 

of their patients is never sufficient, Once finished the 

academic preparation necessary to obtain licensure within 

the nursing profession, a personal. education program should 

start, enabling the nurse to continuall y expand her basic 

store of knowledge . 

Conclusions 

This study was conducted to establish the priority 

nurses place on the physical and psychological needs of 

the post crisis myocardial infarction patient. It was 

discovered that ol der nurses (thir ty or more years of age) 

tended to rank the physical needs of the patient signifi

cantly higher than the psychol ogical needs , regardless of 

the specific case study orientation received. 

The younger nurses rece i ving the psychological 

case study tended to rank the psychological needs of the 

patient significantly higher than the physical needs, 

whereas those youneer nurses receiving the physical case 

study orientation tended to rank the :physical needs of the 

~at ient sir;ni f icantly higher than the psychological needs. 
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Dallas, Tx. 75235 

APPENDIX A-1 

TEXAS UOl1AN 1 S UNIVERSITY 
COLLEGE OF NURSING 

DENTON, TEXAS 

HOUSTON CENTER 
11)0 H.o. Anderson Blvd. 
Houston, Tx. 77025 

AGE~CY PERH I ss ION FOR conoucT ING STUDY• 

THE ______ S.,;;.t .;. ..... P_a:.;;:ul;;;...,;;:Ho= sp:::.i:.::t~al--------------------

GAANTS TO_....;E;;.:ll= en;;;.:..:B;;.:r:.::ruro=.:.:.;we::.:t~h~---------------------

a student enrolled In a program of nursing leading to a Master's Oegree et 
Texas Woman's Unlverslty, the privilege of Its facilities In order to study 
the following problem: 

uAn Evaluation of Nursing Priorities Placed Upon the Post Crisis 
i'llYocardial Infaretion Patient ' s Needs . 11 'Ihe study will investigate 
the priority nurses place on pi'\ysical and psychol ogical needs of 
the post crisis reyocardial infarction patient . The tool t o be used 
will be a quest ionnaire given t o nurses giving care in the post 
crisis area. . Ano'1YITlity will be IT'aint ained t hroughout the study. 

The conditions mutually agreed upon are as follows: 

I. The agency (may) (llla¥-f'O~) be Identified In the final report. 

2, The names of consultative or administrative personn~ Jn the ag,e!'CY of, 
(m.1y) (1118.~) he Identified In the final report. -v.f e/;;~::.:, " 

3, The agency (wants) (does 11et ~ent) a conference with the student 
when the report Is comnleted, 

~. The agency Is (willing) (YM~llllaj to allow the completed report 
to be circulated throu~h Interlibrary loan. 

5, Other· ________________________ _ 

Oate._--=k-1--,/2-'-· ~efr.-.7 __ .J __ _ (Uu/. t1 ~~JtN'u.7Z.&v 
Personnel 

Signature o · Student 

•FIii out and sign three copies to be distributed as follows: Original- Student: 
first copy-agency; second copy-THU College of tlurslng. 

Whl tc/Jr:an/9/17/70 
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APPENDIX A-2 · 

TEXAS H011AN 1S UNIVERSITY 
COLLEGE OF NURSING 

DENTON, TE'XAS 

HOUSTON CENTER 
1130 H.D. Anderson Blvd. 
Houston, Tx. 77025 

AGEMCY PERMISSION FOR COtlDUCTING STUDY* 

GRANTS TO Ellen Bramo••?.th 

a student enrolled In a program of nursing lead ing toe Master 's Degree at 
Te.xas \.'Olllan 's University, the privilege of Its facilities In order to study 
the following problem: 

"An Evaluation of Nursing Priorities Placed Upon the Post Crisis 
t,tyocardial Infarction Patient's Needs." The study will investigate 
the priority nurses place on physical and psychological needs of 
the post crisis reyocardial infarction patient . The tool to be used 
will be a questioonaire given to nurses giving care in the post 
crisis area. Anonymity will be maintained throl..lWJ.out the study. 

The conditions mutually agreed upon are as follows: 

1. The agency (may) (may not) be Identified In the final report . 

2. The names of consultat·lve or administrat ive personnel In the agency 
(m.,y) (~ n,Q.X) he Identified In the final report. 

3. The a!;~ncy (wants) (does not want) a con_ference with the stu~~ ~ f ·"-4~-c.., 
when the report Is comoleted, , .. .,,,, , ; ./(tu, ~ u,p-"7:) "t>r., . 1 ··v 

Ii. The agency Is ,{_wllllnru (unwllllnq) to a llow the c01111>leted report 
to be circulated through lnterllbrary loan. 

5. Other·------:----------------------

Signature of Agen~y Personnel 

~FIil out and sign three copies to be distributed as follows: Original-Student; 
first eo~y-ugency; second eopy•T\IU College of Nursing, 

Whl te/Jrm,/9/17/70 
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APPENDIX A-3 

TEXAS ~/OHAN' S UN IVERS I TY 
COLLEGE OF NURSING 

DENTO>f, TEXAS 

HOUSTntl CENTER 
1130 H.O. Anderson Blvd . 
Houston. Tx. 77025 

AGENCY PERHISSION FOR COtJDUCTING STUDY* 

THE ____ _.5r..,n.,.y._.J ... a ... r_J ... 1n.._j..,y.._P.._m ... i ... ty-..,MP<l.., ... 1...,c.._a.J ... c ... P.,_n..,ts1.e.r _______________ _ 

GRANTS TO Ellen Brairo1·1eth 
__ ...._ ______ ..;;..; ___ __, ____________________ _ 

a student enrolled In a progra~ of nursing teadlng to a Master's negree ot 
Texas ~oman 's University, the privilege of Its facilities In order to study 
the following probl em: 

" An Evaluation of Nursing Priorities Placed Upon the Post Crisis 
f'lyocaroial Infarction Patient's Needs . " 'Ihe study will investigate 
the priority nurses place on physical and psychological needs of 
the post crisis 11\YOCaroial infarction patient . The tool to be used 
will be a questionnaire given to nurses gl ving care in the post 
crisis area. Anonymity will be maintained throughout the study. 

The conditions mutually agreed upon are as follows: 

I . The agency (may) fi•,· ut) be Identified In the flnat rep0rt. 

2. The names of consultative or administrative personnel In the agency 
~) (may not) he Identified In the final report. 

3. The agency (wants) (Iles: ::as 1100:t) a conference with the student 
~hen the report Is comnleted. 

Ii. Tho agency Is (wllllng) (uz MIi ,j to allow the comoleted report 
to be circulated throu9h Interlibrary loan, 

5. Other _________________________ _ 

Signature of Agency Personnel 

Signature of Student 

*Fill out and s ign three cop ies to be distributed as follows: Orlglnal•Student; 
firs t copy-agency; second copy·T\/U College of Nursing , 

~hltc/Jrrrn/9/17/70 
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APPENDIX B 

PATIENT CARE STUDY 

George Smith is a 50 year old Caucasian male. He 

is married and has two children, a boy and a girl. He works 

as an accountant for an insurance company and frequently 

works overtime or brings work home with him at night and 

over the weekends. His wife is a legal secretary for a 

small law firm (Heart facts, 1973) . 

Both of his children attend college and live on 

campus, which places somewhat of a financial strain on the 

family. His son , the older of the two children, has not 

been ctoing well in school and has talked about dropping 

out for a short time until he "finds himself". JV:r. Smith 

finds this quite disturbing as he has always wanted his 

childrPn to have a college education. 

~r. Smith has been in generally good health. His 

blood pressure was found to be upper limits of normal on 

his last physical examination, nearly two years ago . He 

has never taken medicat ion for this. He has felt good except 

for occasional episodes of fatigue which he attributed to 

excessive overtime at work. For relaxation he generally 

~~tchrs TV or ~oes to a bal l game, but does not participate 
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in any kind of sports himself (Heart facts, 1973, Clark, 

1972). 

f.~r. Smith is a solidly built man of 5'10" weighing 

180 pounds. He tries to watch his weight, but states that 

he enjoys eating. During the day he drinks no less than 

five cups of coffee and smokes between 1½ and 2 packs of 

cigarettes. His alcohol intake is restricted to social 

occasions or weekend parties (Heart facts, 197); Clark, 

1972; Medell, 1966). 

r r. Smith's father died of a heart attack at the 

age of 62, his mother is living and able to care for her

self and a small apartment, although Mr. Smith takes respon

sibility for her financial support, 

Mr. Smith was at work when he noticed a squeezing 

pain in the middle of his chest which increased in inten

sity, and made him short of breath. He became nauseated 

and vomited once before calling for help (Clark, 1972; 

Harrison, 1972; Medell, 1966). 

He was taken by ambulance to a nearby community 

hospital. Upon arrival at the Emergency Room he was found 

to be semi-conscious, diaphoretic, and dyspneic. An 

electrocardiogram showed that he was in normal sinus rhythm, 

Hith freq uent premature venticular contractions (PVC•s). 

He was admitted to the Coronary Care Unit .and found to 

have an acute inferior myocardial infarction with 
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electrocardiographic changes evident in the development 

of Q waves and T wave inversion in leacts ·rr, III, and 

AVF. Elevation of serum enzymes, white blood count, and 

sedimentation rate were also present (Harrison, 1972; 

Modell, 1966; Meltzer , 1970). 

During his first two days in the Coronary Care 

Unit, he was given Morphine Sulpha~e gr. 1/6 for pain 

and Lidocaine IV push for several episodes of multifocal 

PVC•s. This condition and the pain stabilized and he pro

gressed steadily during his next three days in the Coronary 

Care Unit. He was released from the Coronary Care Unit 

yesterday. His electrocardiogram has been stable showing 

a normal sinus rhythm with T wave inversion. His enzymes 

have all returned to normal with the exception of the LDH 

which has been steadily decreasing (Harrison, 1972; 

Meltzer, 1970). 

His activity order is bedrest with the use of the 

bedside commode , and he may be up in a chair three times a 

day for thirty minute periods. Although Mr. Smith has not 

had any pain for several days, he still moves very cau

tiously when getting out of bed, as if to protect himself 

in case the pain should return (Medell, 1966; Carnes, 1971). 

He is on a mild diuretic and a two Gm. Sodium diet . 

He is a l so taking KCL, one teaspoon twice daily. He is 

having a hard time adjusting to the salt restriction in 
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his diet and has frequently complained about the lack of 

flavor in his food (Harrison, 1972; Medell, 1966). 

His doctor has briefly described the rehabilitation 

period, its expected length, the gradual increase in ac

tivity, and the eventual return to work if no complica

tions occur. Although he has not discussed his working 

situation with any of the staff, Mr. Smith appeared upset 

when he received flowers and a get well card from his 

office. He requested no visitors other than his family. 

His wife was at the hospital constantly while he 

was in the Coronary Care Unit, but now has returned to 

work and visits only at night and on weekends. His 

daughter has been down from school to see him on several 

occasions, but his son came only once while he was in the 

Coronary Care Unit. Mr. Smith is allowed to read books 

and magazines but is frequently seen just sitting in his 

semi-darkened room. Although he is always polite to the 

staff he rarely carries on more than a brief and casual 

conversation. His morale appears low, and his outlook 

for the future somewhat pessimistic, 



APPENDIX C 

CASE STUDY 

George Smith is a 50 year old Caucasian male . He 

is married and has two children, a boy and a girl . He 

works as an accountant for an insurance company and is an 

aggressive worker. His excessive drive causes him to 

frequently work overtime or bring work home with him at 

night and over the weekends. His wife is a legal secretary 

for a small law firm (Friedman and Rosenman, 1959, 1970). 

Both of his children attend college and live on 

campus, which places somewhat of a financial strain on the 

family. His son, the older of the two children, has not 

been doing well in school and has talked about dropping 

out for a short time until he "finds himself''. Mr. Smith 

finds this terribly disturbing as he has always wanted his 

children to have a college education. Also, communication 

between father and son has become increasingly difficult 

adding to Mr. Smith's distress concerning his son. 

Mr. Smith has been in generally good health. His 

blood pressure was found to be upper limits of normal on 

his last physical examination, nearly two years a go. He 

has never taken medication for this. He has felt good 
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except for occasional episodes of fatigue which he attri

buted to excessive overtime at work. For relaxation he 

generally watches TV or goes to a ball game, but does not 

participate in any kind of sports himself (Friedman and 

Rosenman , 1959, 1963, 1964, 1967, 1970; Heart facts, 1973), 

Mr. Smith is a solidly built man of 5'10" weighing 

180 pounds. He tries to watch his weight, but states that 

he enjoys eating. During t he day he drinks no less than 

five cups of coffee and smokes between one and one-half to 

two packs of cigarettes. His alcohol intake is restricted 

to social occasions or weekend parties (Heart facts, 1973; 

Clark , 1972), 

r·,1r. Smith's father died of a heart attack at the age 

of 62. His mother is living and although she is able to 

ca.re for herself and a small apartment, she is quite de

pendent on r:'ir, Smith for both financial and emotional support . 

Mr. Smith was at work when he noticed a squeezing 

pain in the middle of his chest which increased in intensity, 

and made him short of breath. He .became nauseated and 

vomited once before calling for help (Heart facts, 1973; 

Harrison, 1972), 

:re was taken by ambulance to a nearby community 

'h • t 7 .1ospi a_, t;pon arrival at the Emergency Room he was found 

to be seni-conscious, diaphoretic, and dyspneic. An 

electrocardiogram showed that he was in normal sinus rhythm, 
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with frequent premature ventricular contractions (PVC's) . 

He was admitted to the Coronary Care Unit and found to have 

an a cute inferior myocardial i nfarct ion with electrocardio

graphic changes evident in the development of Q waves and 

T wave inversion in leads II , I II , AVF. Elevation of serum 

enzymes , white blood count, and se·dimenta tion rate was also 

present (Harrison, 1972; Medell, 19661 Meltzer , 1970). 

During his first two days in the Coronary Care Unit, 

he was given I/orphine Sul phate g. 1/6 for pain and Lidocaine 

IV push for several episodes of multifocal PVC•s. This con-' 

dition and the pain stabilized and he progressed steadily 

during his next three days in the Coronary Care Unit. He 

was released from the Coronary Care Unit yesterday. His 

electrocard iogram has been stable showing a normal s i nus 

rhythm with T wave inversion. His enzymes have all returned 

to normal with the exception of the LDH which has been 

steadily decreas i ng (Harr ison, 1972r Medell, 1966; Meltzer, 

1970). 

His activity order is bedrest with the use of the 

bedside commode , and he may ·be up in a chair three times a 

day for thirty minute periods . Although Mr. Smith has not 

hact any uain fo r several days, he still moves very cautiously 

~hen getting out of bed, as if to protect himself in case 

the pain should return (Medell, 1966; Carnes, 1971). 

He is on a mild diuretic and a two Gm. Sodium diet . 
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He is also taking KCL, one teaspoon twice daily. He is 

having a hard time adjusting to the salt restriction in 

his diet and has frequently complained about the lack of 

flavor in his food (Harrison, 1972, Modell, 1966). 

His doctor has briefly described the rehabilitation 

period, its expected length, the gradual increase in ac

tivity, and the eventual return to work if no complica

tions arise. Although he has not discussed his working 

situation with any of the staff, Mr, Smith appeared upset 

when he received flowers and a get well card from his 

office. He requested that his visitors be restricted to 

family only. 

His wife was at the hospital const~ntly while he 

was in the Coronary Care Unit, but now has returned to 

work and visits only at night and on weekends. His 

daughter has been down from school to see him on several 

occasions, but his son came only once while he was in the 

Coronary Care Unit. ~':r. Smith is allowed to .read books 

and ma~azines but is frequently seen just sitting in his 

semi-darkened room. Although he is always polite to the 

staff, he rarely carries on more than a brief and casual 

conversation. His morale appears low~ and his outlook for 

the future somewhat pessimistic (Fisher, 1970; Groden, 1970; 

Ruskin, 1970) . 



APPENDIX D 

CASE STUDY 

George Smith is a 50 year old Caucasian male. He 

is married and has two children, a boy and a girl. He 

works as an accountant for an insurance company and fre

auently works overtime or brings work home with him at 

night and over the weekends. His wife is a legal sec

retary for a small law firm (Heart facts, 1973). 

Both of his children attend college and live on 

campus, which places somewhat of a financial strain on the 

family. His son, the older of the t,vo children, has not 

been doing well in school and has talked about dropping 

out for a short time until he "finds himself". rr.r. Smith 

finds this disturbing as he has always wanted his children 

to have a college education. 

:-·:r. Smith has been in generally good heal th. His 

blood pressure was found to be upper limits of normal on 

his last physical examination, nearly two years ago. He 

has never taken medication for this. He has felt good 

except for occasional episodes of fatigue which he attri

buted to excessive overtime at work. For relaxation he 

.t:,;enerally watches TV or goes to a ball game, but does not 
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participate in any kind of sports himself (Heart facts, 

1973; Clark, 1972). 

Mr. Smith is a solidly built man of 5 •10 " weighing 

180 pounds. He tries to watch his weight, but states that 

he enjoys eating. During the day he drinks no less than 

five cups of coffee and smokes between one and one- half to 

two packs of cigarettes. His alcohol intake is restricted 

to social occasions or weekend parties (Heart facts, 1973 ; 

Clark, 1972; Nodell , 1966). 

iir. Smith ' s father died of a heart attack at the age 

of 62. His mother is living and able to care for herself 

and a small apartment , although Mr. Smith contributes to 

her financial support. 

;.:r. Smith was at work when he noticed a squeezing 

pain in the middle of his chest which increased in inten

s ity, and made him short of breath, He became nauseated 

and vomited once before calling for help (Clark , 1962; 

Harrison, 1972; Modell, 1966). 

He was taken by ambul ance to a nearby community 

hospital . Upon arrival at the Emergency Room he was found 

to be semi-conscious , d i aphoretic, and dyspneic . An 

electrocardiogram showed that he was in normal sinus 

r hyt hm, \'lith frequent premature ventricular contractions 

(PVC • s). He \•1as admitted to the Coronary Care Unit and 

found to have an acute inferior myocardial infarction with 
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electrocardiogram changes evident in the development of 

Q waves and T wave inversion in leads II, III, and A.VF. 

Elevation of serum enzymes, white blood count, and sedi

mentation rate was also present (Harrison, 1972; Medell, 

1966; Meltzer, 1970). 

During his first two days i n the Coronary Care 

Unit, ~:r. Smith experienced several episodes of chest pain 

requiring r.~orphine Sulphate gr. 1/6 for relief. These 

painful episodes decreased in frequency and duration during 

the next few days. Lidocaine IV push was given on several 

occasions when runs of multifocal PVC•s were noted on the 

cardiac monitor. This condition also stabilized during 

his next three days in the Coronary Care Unit, and he was 

transferred out of the Coronary Care Unit yesterday. His 

electrocardiogram has been stable showing a normal sinus 

rhythm with T wave inversion. His enzymes have all re

turne d to normal with the exception of the LDH which has 

been steadily decreasing (Harrison, 1972; Meltzer, 1970). 

His activity order is bedrest with the use of the 

bedside commode, and he may be up in a chair three times 

a day for thirty minute periods. Although Mr. Smith has 

not had any pain for several days, he · still moves very 

cautiously ,•,hen getting out of bed, as if to protect him

self in case the pain should return ( r odell, 1966, Carnes, 

1971). 
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He is on a mild diuretic and a two Gm. Sodium diet. 

He is also taking KCL, one teaspoon twice daily. His 

electrolytes have remained within the range of normal. His 

appetite has been only fair, as he is having difficulty 

adjusting to the salt restriction in his diet (Harrison, 

1972; Modell, 1966). 

His doctor has briefly described the rehabilitation 

period, its expected length , the gradual increase in ac

tivity, and the eventual return to work if no complications 

arise. His wife has come to visit him regularly since h i s 

admission to the hospital, and his children have come down 

from school to visit on several occasions. 



APPENDIX E 

June 15, 1973 

Dear 

Thank you for participating on the panel of judges 
needed for the development of a tool in the "Evalua
tion of Nursing Priorities of the Post Crisis Myo
cardial Infarction Patient's Needs." Enclosed are the 
instructions and the items for your consideration. 

I would appreciate it if you could complete the ques
tionnaire as soon as possible. I will pick it up on 
Wednesday, June 20 , 1973. 

Thank you again for your help in this matter. 

Sincerely yours, 

Ellen Bramoweth 
Graduate Student 
Texas Woman's University 
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APPENDIX F 

Abdellah's (1964) twenty-one patient needs. 

Physically oriented 

1, To maintain good hygiene and physical comfort. 

2. To promote optimal activity; -exercise, rest, and 
sleep. 

J. To promote safety through prevention of accident, 
injury, or other trauma and through t he prevention 
of the spread of infection. 

4. To maintain good body mechanics and prevent and 
correct deformities. 

5. To facilitate the maintenance of a supply of oxygen 
to all body cells . 

6. To facilitate the maintenance of nutrition of all 
body cells. 

7, To facilitate the maintenance of elimination. 

8. To facilitate the maintenance of fluid and electro
lyte balance. 

9, To recognize the physiological responses of the body 
to disease conditions--pathological, physiological, 
and compensatory. 

10. To facilitate the maintenance of regulatory mecha
nisms and functions . 

11 . To facilitate the maintenance of sensory function. 

Psychologically oriented 

12. To identify and accept positive and negative ex
pressions , feelings and reactions. 
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13. To identify and accept the interrelatedness of 
emotions and organic illness. 

14. To facilitate the maintenance of effective verbal 
and non-verbal communication. 

15, To promote the development of productive inter
personal relationships. 

16. To facilitate progress toward achievement of 
personal spiritual goals . 

17, To create and/or maintain a therapeutic environ
ment. 

18. To facilitate awareness of self as an individual 
with varying physical, emotional, and developmental 
needs. 

19. To accept the optimum possible goals in the light 
of limitations, physical and emotional. 

20 , To use community resources as an aid in resolving 
problems arising from illness. 

21 . To understand the role of social problems as 
influencing factors in the cause of illness. 

Abdellah , F. 
nursing. 

1964. Patient centered approaches to 
New Yorks MacMillan Company. 



APPENDIX G 

DIRECTIONS 

Please read the following case study from beginning 

to end. Read the 21 statement cards. The statement 

cards are patient needs and are to be applied to the 

case study you have just read. Now reread each card 

carefully and decide whether you feel if that patient 

need is MOST I MPORTANT, VERY IMPORTANT, IMPORTANT, 

LESS I MPORTANT , or LEAST I MPORTANT, as it concerns 

the patient in the case study. Five envelopes are 

labelled and specify the number of cards which are 

to be placed in each. Place the exact number of cards 

specified in the envelopes according to the importance 

you have given each need. 
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APPENDIX H-1 

DATA SHEET 

DATE ______ _ STUDY CODE NUMBER --------
EDUCATIONAL BACKGROUND (please circle most appropriate) 

1 . Associate Degree 

2. Dipl oma 

J . Baccalaureate Degree or higher 

AGE ___ ____ _ SEX 

NU?BER OF YEARS EXPERIENCE on an intermediate care or 

"step-down" unit with heart patients. Please 

include experiences of this type in other hospitals 

or agenc i es. (Circle most appr opriate) 

1 . Less than one year 

2. One through five years 

3. :":ore than five years 
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