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CHAPTER 1 

INTRODUCTION 

Heart disease is a leading cause of death in this 

country. Reports show that 28,830,000 Americans suffer 

from some form of heart and blood vessel disease which 

in 1973 caused 684,066 deaths. There are approximately 

3,990,000 persons alive who have a history of heart 

attack and angina pectoris (American Heart Association, 

1976). 

The health professions recognize that they have a 

responsibility for the well-being of cardiac patients 

who survive an acute episode of heart disease as well 

as for those who exhibit chronic heart disease. Emphasis 

currently is placed on saving the lives of those indi

viduals stricken with an acute episode of heart disease; 

however, extension of care also includes the patient in 

the convalescent phase of the illness. The health pro

fessions have identified that many patients leave the 

hospital in need of continuing care or supervision; there

fore, a greater number of rehabilitation programs for the 

cardiac patient are being established. 

1 
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Rehabilitation of cardiac victims is recognized as 

the restoration of individuals to the fullest physical, 

mental, social, vocational, and economic capacity possible. 

This process of restoration is accomplished through the 

use of both in-patient and out-patient cardiac rehabilita

tion programs. The programs stress adherence to the pre

scribed medical regimen, understanding of the disease 

process, diet, medications, physical activity, emotional 

aspects related to the disease, and risk factors associ

ated with heart disease. 

Rehabilitation of the cardiac patient is multifaceted; 

therefore, the entire health team should be involved in 

the patient's care and education. It becomes essential 

that someone coordinate the total care of the patient and 

the professional nurse is the best member of the health 

team to do this (Winslow, 1976). The nurse not only 

possesses the communication and assessment skills neces

sary to identify the patient's needs; but, is able to 

provide physical and emotional care as well as teach the 

patient about his disease and its treatment. 

Health professionals have believed that if patients 

have information about their illness, they will make the 

right decision in relation to compliance with a health 

regimen (Weintraub, 1975). The nurse, as the primary 
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teacher in cardiac rehabilitation programs has operated 

on the premise that knowledge can lead to a change in be

havior and compliance with a prescribed health regimen. 

If the nurse spends time and effort educating the 

patient, she should know whether the knowledge the 

patient gains in a cardiac rehabilitation program in

fluences his compliance to the prescribed health regimen. 

Identification of the areas not known or adhered to can 

serve to guide the nurse in further educating the patient. 

Statement of Problem 

The problem of this study was to determine whether 

there is a relationship between the patient's knowledge 

gained in an in-patient cardiac rehabilitation program and 

the patient's reported compliance with the prescribed 

health regimen. 

Statement of Purposes 

The purposes of this study were to determine: 

1. The cardiac patient's knowledge of the disease 

process, medications, diet, smoking, and physical activity 

after completing a cardiac rehabilitation program 

2. The area(s) of the prescribed health regimen 

with which the cardiac patient is complying 
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3. The relationship between the patient's area(s) 

of knowledge and the area(s) of compliance. 

Background and Significance 

Nurses have identified some major areas in treating 

individuals with heart disease as maintaining a close 

observation of the patient in the acute phase, aiding 

the patient to return to a near normal life style, and 

preventing complications associated with the disease. 

One means by which nurses may be able to better assist 

the patient with heart disease is by educating him about 

the disease and the various aspects of treatment for the 

disease. 

An approach to organized patient education is accom

plished through cardiac rehabilitation programs. This 

approach to patient teaching is based on the assumption 

that teaching cardiac victims about the disease process, 

risk factors, treatment, and physical activity will en

hance the patient's knowledge and thus his compliance 

with his health regimen (Weintraub, 1975). 

In general, the goals of rehabilitation programs are 

to coordinate the total care components of the prescribed 

treatment; to teach the patient facts about his disease 

in order to aid his understanding of, adjustment to, and 
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cooperation with the treatment plan; and to build a hope

ful and forward-looking attitude in the patient and his 

family (Houser, 1973). The in-patient cardiac rehabilita

tion program focuses on teaching the patient about 

medications, diet, the disease process, physical activity, 

dealing with emotional problems that may occur secondary 

to heart disease, and risk factors associated with heart 

disease. The program prepares the patient for discharge 

from the hospital and an easier adjustment to being home 

(Gusfe, Christoff, & Headley, 1975). 

Some stud\ies support the belief that teaching patients 

about the disease process, risk factors, treatment, and 

physical activity will enhance the patient's knowledge and 

thus his compliance with his treatment plan. However, 

Vincent (1971) studied out-patients with a diagnosis of 

glaucoma and discovered that the patient's knowledge of 

the disease did not affect his compliance with treatment. 

While Vincent's (1971) study did not demonstrate a posi

tive relationship between knowledge and compliance, Boyd 

(1974) found that when patient's compliance with prescribed 

medication was examined that simply giving clear instruc

tions did not mean the patient understands and will comply 

with his treatment plan. 
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In contrast to the findings of these studies, results 

of other studies do report a positive relationship between 

patient knowledge and compliance with prescribed health 

regimen. Johnston, Cantwell, and Fletcher's (1976) study 

presents an example. The investigators studied 89 cardiac 

patients who had completed an in-patient cardiac rehabilita

tion program. The subjects were pretested prior to attend

ing the program and then posttested after completion of the 

program. As the investigators had anticipated, the subjects 

showed an increase in knowledge of the material presented. 

Over the next year, these same subjects were studied in 

relation to risk factor modification. Results indicated 

that 60% to 90% of the subjects had continued their exer

cise regimen, lost weight, stopped smoking, and complied 

with the prescribed diet. The investigators concluded 

that compliance was influenced positively by the teaching 

the patient had received. 

Since part of the role of the nurse in total care is 

patient teaching, it is important for her to evaluate the 

effectiveness of this teaching. A goal of cardiac reha

bilitation programs is for the patient to understand the 

disease process and treatment, to follow the treatment 

plan to reduce the risk of complications, and to enable 

the patient to return to his normal life style. 



7 

Evaluation of the patient's understanding of the disease 

process and its treatment can be measured as Johnston et al. 

(1976) did with pretest-posttest of knowledge gained in the 

program. The pretest-posttest method has been used to 

measure effectiveness of specific programs. It was 

assumed that compliance did not need to be measured be

cause if the patient were knowledgeable about the disease 

and its treatment he would comply with his treatment plan 

(Weintraub, 1975). Compliance is believed to be more dif

ficult to measure because there is a wide array of factors 

that may influence a patient's compliance. 

Motivation is one factor which affects both compli

ance and knowledge. When a person is faced with a decision 

to comply or not to comply with his recommended health 

regimen, he feels psychologically uncomfortable. The un

comfortable feeling, which Davis (1967) referred to as 

dissonance, motivates the person to achieve a feeling of 

harmony, which is defined as consonance. Depending on the 

degree of dissonance, the patient's motivation may be the 

factor causing him to comply or not to comply. 

A study conducted on 159 Black patients with various 

illnesses showed that knowledge of the illness added the 

motivational element needed for some people to comply. The 

researchers found, that, those patients who were 
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kno~ledgeable about their illness more frequently attended 

clinics for out-patient care (Tagliacozzo & Kenji, 1970). 

The patient's and his family's attitude toward the 

illness and its treatment may influence the degree to 

which the patient complies with a prescribed health regi

men. In a study conducted by Oakes (1970), it was found 

that the patient's attitude and compliance were influenced 

by the family's attitude. The family which exhibited a 

positive attitude toKard the patient and his illness was 

the stimulus needed by the patient to comply with his health 

regimen. A study by Davis and Eicchorn (1963) concluded 

that patients who have a positive attitude toward health 

are more likely to comply with the health recommendations 

than those who have a negative attitude toward health. 

The relationship the patient has established with his 

physician may be another factor influencing compliance. 

Davis (1968) found that patients often comply with the 
/ 

regimen because the physician is an authoritarian figure 

and the patient has complete trust in the doctor. In con-

trast, one may find some patients who do not comply with 

any of the recommended treatments because in this one area 

of his life the patient can still exert control. Compli

ance has been found to be greatest where the physician and 
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patient have a reciprocal relationship (Davis & Eicchorn, 

1963). 

Nurses can utilize the knowledge gained in studies 

on doctor-patient relationships in their own relation

ship with the patient. Redman (1976) identified that 

the patient's adherence with recommended treatment can 

be affected by the nurse's ability to use communication 

skills properly, convey a positive open attitude, and 

indicate willingness to allow the patient to participate 

as much as possible in developing his plan of care. 

Patients whose health regimen is complex and consists 

of many changes are less compliant than those who have fe~ 

changes to make. Davis and Eicchorn (1963) concluded 

that persons whose medical regimen consisted of one or 

two changes, such as medication and diet or diet and 

exercise, comply more frequently with their total regimen 

than persons whose regimen are more complex, consisting 

of three or more changes in their pattern of living. 

Taking medications seems to be the easiest recommendation 

to follow while recommendations to change personal habits 

such as smoking are more difficult to follow (Davis, 1968). 

However, Weintraub (1975) found that a decrease in compli

ance was noted when cardiac patients presently on digoxin 

also were prescribed potassium and a diuretic. It was 
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concluded, from this study, that changes in medication 

regimen which increase the number of medications the 

patient is taking may influence the patient's ability 

to comply. 

Health professionals have indicated that the major 

determinants of compliance are related to demographic 

variables; however, most studies do not support this 

belief. Demographic variables such as age, sex, socio

economic status, and education rarely have been predic

tive of compliance with prescribed health regimen 

(Donabedian & Rosenfeld, 1964; Hecht, 1974; Marston, 

1970). 

Patient compliance with the physician's, nurse's, or 

other health professional's recommendations is very 

important to the nurse. The nurse, as the patient educa

tor and coordinator of the cardiac rehabilitation program, 

aids the patient in restoration to a normal or near normal 

life style. She evaluates the effectiveness of patient 

education by testing the patient's knowledge about his 

disease. If it could be determined that a positive rela

tionship exists between patient's knowledge of his disease 

and compliance with a prescribed health regimen, the nurse 

may be able to predict compliance. Incorporation of the 
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health regimen into one's life style could then be mea

sured by measuring knowledge. 

Hypothesis 

The following hypothesis was tested in this study: 

There is no significant relationship between the 

cardiac patient's knowledge of a cardiac rehabilitation 

program and his compliance with the prescribed health 

regimen. 

Definition of Terms 

For the purposes of this study, the follo~ing terms 

were utilized: 

1. Cornpliance--the patient's reported behavior 

which exists when he carries out a prescribed health 

regimen as measured by the post-hospital questionnaire 

2. Prescribed health regimen--specific health care 

recommendations made by the health team for the myocardial 

infarction patient. Recommended parameters include diet, 

exercise, medications, and those factors which increase 

the risk of re-infarction 

3. Cardiac rehabilitation program--a specific educa

tional program for patients, who have experienced a myo

cardial infarction, and their family members. The content 
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includes medications, diet, exercise, activity or work, 

risk factors of heart disease, and explanation of the 

disease process, as well as the presentation of methods 

of coping with the emotional aspects of the disease. 

Limitations 

For the purposes of this study, the following 

limitations were identified: 

1. The background knowledge and experience of each 

subject may vary from individual to individual 

2. The extent to which each subject participates 

in the teaching-learning process involved in the cardiac 

rehabilitation program may vary 

3. The home situation from which the patient comes 

and must return may influence compliance since the atti

tude of the patient's family and significant others are 

associated with patient compliance 

4. The effects of the health professional-patient 

relationship which exists between each subject and his 

physician may influence compliance 

5. The effects of other than the normally accepted 

treatment for post myocardial infarction patients may 

influence the results of the study. 
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Delimitations 

For the purposes of this study, the following 

delimitations were identified: 

1. All subjects must have had a myocardial infarc

tion as diagnosed by a physician 6 to 8 weeks prior to 

the time of the study 

2. Subjects who have experienced one myocardial 

infarction will be included in the study 

3. Subjects with diagnoses of chronic diseases 

such as renal disease, respiratory disease, diabetes, 

or any other endocrine disorder will be excluded from the 

study 

4. All subjects must be 65 years or younger 

5. All subjects must have completed the established 

cardiac rehabilitation program. 

Assumptions 

The following assumptions were identified for the 

purposes of this study: 

1. The teaching of patients is a part of the nurse's 

function in the care of patients 

2. Learning is personal and will result from the 

individual's motivation to acquire knowledge. 
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Summary 

Previous research documents the rehabilitation of 

the cardiac patient through the use of specific cardiac 

rehabilitation programs. It has also been reported 

that an increase in knowledge of the disease and its 

treatment is noted in patients who have completed a 

rehabilitation program. While some studies report that 

with an increase in patient knowledge patient compliance 

also increases, other studies refute these findings. This 

study evaluated the relationship which existed in post 

myocardial infarction patient's knowledge gained in an 

in-patient cardiac rehabilitation program and their re

ported compliance with prescribed health regimen. This 

first chapter introduced the problem. 

Chapter 2, Review of the Literature, contains back

ground information on patient education, cardiac rehabili

tation programs and the nurse's role in the program, 

compliance and factors that influence patient compliance. 

Chapter 3, Procedure for Collection and Treatment of Data, 

describes the setting, population and sample, and the 

instrument. Data collection is detailed and treatment of 

the data is included, with a description of the selected 

statistical test presented. Chapter 4, Analysis of Data, 

contains the data obtained, with an interpretation of 
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the data. Chapter 5, Summary of the Study, includes a 

brief summary of the findings of the study along with 

suggestions for future studies. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The literature has established the importance of 

patient education to increase patient's kno~ledge of 

his disease and its treatment. The role of the nurse 

in patient education is well substantiated in the litera

ture. Studies have shown that the cardiac patient in

creases knowledge of his illness and its treatment through 

cardiac rehabilitation programs. There is only limited 

research in the area of determining how well the cardiac 

victim has incorporated these learning experiences into 

his life style. The format of this chapter includes back

ground material on the nurse's role in patient education, 

cardiac rehabilitation programs, and compliance. This 

approach serves to identify the importance of patient 

knowledge and compliance to the nurse as a patient educa

tor. 

Patient Education 

"The nurse is essentially a teacher and an agent of 

health in whatever field she may be working" (National 

League for Nursing, 1937, p. 6). Pohl (1965) surveyed 

16 
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1,500 nurses in relation to their beliefs about teaching. 

The majority of those nurses surveyed indicated that 

teaching is a responsibility of the nurse. Gusfe et al. 

(1975) indicated that teaching is a function of the nurse 

in her daily care of patients. Teaching should begin at 

the initial contact with the patient and continue through

out the relationship. A somewhat different point of view 

is presented by Winslow (1976). This author believed 

patient education to be the responsibility of every member 

of the health team. However, Winslow (1976) also believed 

the nurse is the best person to teach the patient because 

nurses are with the patient 24 hours a day; a nurse may be 

better able than the physician to assume the patient's 

point of view; and a nurse may be more capable of speaking 

at the patient's level of understanding. Along with indi

cating that teaching is a function of the nurse, Gusfe 

et al. (1975) also cited several reasons for patient teach

ing. Among the reasons are to provide patients with an 

understanding of the disease process and to assist the 

patient to his maximal level of health and independent 

status. 

Even though nursing has long been committed to an 

instructional role with patients and their families, 

nurses have not always committed themselves to implementing 
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this role. Winslow (1976) cited several factors which 

interfere with patient teaching. Among these factors 

are lack of time because of the nurse's heavy workload, 

inadequate staffing, or poor organization of nursing 

duties. The nurse may feel she is inadequately prepared 

to teach, or that she lacks the knowledge required to 

teach the patient. Other factors may be lack of support 

from nursing service and poor communication between mem

bers of the health team. However, if nursing is utilizing 

the "holistic" approach to practice in health as well as 

in illness, it is then clear that assisting the patient 

and his family in learning about health is a primary func

tion of the nurse. 

In order to assist patients and families to learn 

about health and illness, the nurse must have an under

standing of the teaching-learning process. Redman (1976) 

discussed this process in relation to different roles. 

She identified the role of the teacher as centering on 

activities to promote learning and to assess learning 

that should, or has, taken place. The role of the learner 

is to participate in, or initiate, activities that will 

lead toward the desired change in behavior. The teaching

learning process can then be viewed as an interpersonal 
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interaction between teacher and learner aimed at 

changing the way the learner will behave. 

The teaching-learning process begins when an indi

vidual patient or his family identifies a need to know 

something or to gain ability in doing something. The 

nurse intervenes by assessing this need, implementing a 

plan of action, and evaluating the outcome. At other 

times the patient or his family may not be aware of their 

needs for education, thus the nurse and other members 

of the health team must recognize these needs and strive 

to meet them. 

An endeavor to meet the patient's educational needs 

may be very frustrating for the nurse unless she under

stands the factors that influence the teaching-learning 

process. The most important factor is the patient's 

recognition of the need. If the need has been perceived 

by the nurse rather than the patient, the nurse must aid 

the patient in recognizing this need before a realistic 

goal for teaching-learning can be identified. 

The patient's acknowledgement of this need may also 

influence his motivation for learning. Man's very nature 

is inquisitive and for most people motivation will be 

high to learn. However, Redman (1976) identified many 

factors which may influence motivation. Many times lack 
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of motivation is a result of the patient's difficulty in 

accepting his illness. When this is the case his emo

tional state may be such that he is not motivated to 

learn anything about his illness. A difference in value 

systems or the concepts of what constitutes health and 

illness may influence the patient's motivation to learn. 

Motivation is a very important factor in learning. With

out the motivation to learn, the required change in 

behavior may not occur. The nurse, as a teacher, should 

be skilled in enhancing the motivation of her patients 

to learn the material required to affect a change in 

their behavior. 

Ascertaining whether the desired behavioral change 

has occurred is also an aspect of the teaching-learning 

process that must be of concern to the nurse. Depending 

on the change that is desired, evidence of the change may 

be easy or difficult to obtain. Determining whether an 

individual has gained knowledge of his disease and its 

treatment can easily be observed in oral and written 

examinations (Reilly, 1975). The nurse may have more 

difficulty in noticing changes related to life style, 

personal habits, medications, and~ because she is 

not able to observe the patient while at home, where 

these changes should be made. Indirectly, the 
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incorporation of these changes may be measured through 

personal interview or a questionnaire (Sackett & Haynes, 

1976). 

Thus, patient educator is an important role of the 

nurse. As a function of the nurse's role, patient educa

tion consists of assessing what the patient and his family 

should learn, planning and presenting the material, and 

ascertaining whether the desired behavior change has 

occurred. 

Even though patient education has always played a 

role in the care of the patient, it will become increas

ingly important in the future. With the increase in long 

term illnesses, such as chronic heart disease, both the 

patient and his family should possess a high degree of 

understanding of the disease and its treatment. 

Cardiac Rehabilitation 

When considering the complexity of the human body 

and the large number of possible sources of illness and 

death, it seems unbelieveable that the life of so many 

individuals depends on the health of two small arteries, 

the coronary arteries. Occlusion of one of these arteries 

results in infarction of myocardial tissue. Arterio

sclerosis is the main cause of occlusion in coronary 
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arteries (Luckmann & Sorensen, 1974). Over half a million 

people die every year of coronary heart disease and its 

complications. This disease ranks first as a cause of 

death among persons in North America and western Europe. 

The reason coronary heart disease is the leading cause 

of death in this country and western Europe is because 

the etiology of atherosclerosis is not known (Meltzer, 

Pinneo, & Kitchell, 1977). However, theories have been 

proposed which explain the disease. Also, predisposing 

factors to the disease have been identified. Some of 

these predisposing or risk factors include age, sex, diet, 

hypertension, weight, family history, smoking, stress, 

and activity (DiGirolamo & Schlant, 1978). 

At the present time the prevention of coronary 

heart disease rests on recognition, control, and preven

tion of the risk factors previously mentioned. One 

approach to the prevention of coronary heart disease is 

through educating the public of the risk factors and en

couraging everyone over the age of 35 to have a yearly 

physical examination (DiGirolamo & Schlant, 1978). How

ever, for someone who has experienced a myocardial infarc

tion or exhibited other signs of coronary heart disease, 

the approach to prevention lies in controlling the indi-

vidual's disease. Controlling the individual's disease 
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can be done through treatment of the signs and symptoms, 

and through patient education and rehabilitation programs 

(Johnston et al., 1976; Rahe, Scalzi, & Shine, 1975). 

Teaching the patient about his disease and its 

treatment is most often accomplished through cardiac 

rehabilitation programs. Rehabilitation of the cardiac 

patient is described by Rubin, Gross, and Arbeit (1972) 

as the process of restoring the patient to his maximal 

social, physical, psychological, and economic usefulness. 

Houser (1973), however, has identified three main goals 

in rehabilitation of the cardiac patient. The first goal 

is coordinating the total care components of the prescribed 

treatment plan. The second goal is teaching the patient 

facts about his disease in order to aid his understanding 

of, adjustment to, and cooperation with the treatment plan. 

The third goal is building a hopeful and forward-looking 

attitude in the patient and his family. The in-patient 

cardiac rehabilitation program focuses on teaching the 

patient about medications, diet, the disease process, 

physical activity, dealing with emotional problems that 

may occur secondary to heart disease, and risk factors 

associated with heart disease (Duncan, 1973; Holub, Eklund, 

& Keenan, 1975). Gusfe et al. (1975) stated that the 
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program prepares the patient for discharge from the hos

pital and an easier adjustment to being home. 

Many studies have been conducted relating to the 

importance and need for cardiac rehabilitation programs. 

Most of the research has been specific to a particular 

program such as an exercise plan (Wenger, 1975) or the 

benefits of group sessions for wives (Tyzenhouse, 1973). 

However, some recent studies focused on patient knowledge 

and compliance as well as other variables. Johnston et 

al. (1976) studied 89 cardiac patients who had completed 

an in-patient cardiac rehabilitation program. The subjects 

in this study were divided into two groups, one in which 

ambulation was initiated on the eighth hospital day and 

the second group in which ambulation was begun on the 

21st hospital day. In the first 8 months after infarc

tion there was little significant difference between the 

groups in regard to cardiac mortality or morbidity or 

the development of post infarction complications. The 

greatest significant difference was seen in the return 

to work of post myocardial infarction patients. Two 

months after infarction 41% of the subjects in the early 

ambulation group had returned to work compared to 17% of 

the subjects in the group in which ambulation began later 

in their hospitalization. 
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In another aspect of this study, the subjects were 

pretested prior to attending the program and then post

tested after completion of the program. As the investi

gators had anticipated, the subjects showed an increase 

in knowledge of the material presented. Over the next 

year these same subjects were studied in relation to risk 

factor modification. Results indicated that 60% to 90% 

of the subjects had continued their exercise regimen, 

lost weight, stopped smoking, and complied with the pre

scribed diet. The investigators concluded that early 

mobilization can decrease the hospitalization period in 

uncomplicated post myocardial infarction patients, and 

risk factor modification was affected positively by the 

teaching the patient had received. 

The cardiac patient, through cardiac rehabilitation 

programs, learns of many changes that he should incorpo

rate into his life style in order to decrease the risk of 

complications and to enable him to return to his normal or 

near normal way of life. The nurse and other health pro

fessionals can measure the cardiac patient's incorporation 

of these changes into his life style as Johnston et al. 

(1976) did with pretest and posttest of knowledge of in

formation presented in the program. The pretest and post

test method to measure the effectiveness of specific 
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programs has been used. This choice of measurement is 

based on the premise that if patients are given informa

tion about their illness they will make the right deci

sion related to its treatment (Weintraub, 1975). That 

is to say if a patient increases his knowledge of his 

disease he will comply with his treatment plan; there

fore, it was assumed that measuring the patient's 

kno~ledge is an effective indication of compliance and 

compliance need not be measured. 

Some investigators of patient knowledge and compli

ance have supported the premise that increased patient 

knowledge also increases patient compliance. One of these 

investigators, Simonds (1967), studied patients with a 

diagnosis of congestive heart failure. The subjects in 

this study were followed in an out-patient clinic where 

they participated in an educational program related to 

drug therapy. After the initiation of this program, a 

decrease in readmission of these patients to the hospital 

was noted. Simonds (1967) concluded that it is possible 

to achieve improved adherence to a prescribed regimen, 

and decreased readmissions to the hospital for congestive 

heart failure by use of continuing educational programs. 

A study by Cole and Emmanuel (1971) determined the 

significance of drug education to compliance in the 



27 

discharged hospital patient. The investigators studied 

patients with various illnesses which required a treatment 

plan including medications. The experimental group of 

patients was given information on name, dosage, reasons 

for the medication treatment, and the adverse affects of 

the drug or drugs they were to take after discharge from 

the hospital; the control group received no information 

about their medications. It was concluded that compliance 

was increased in those patients who were taught about 

their medications prior to discharge from the hospital. 

Similar results were found in a more recent study con

ducted by Johnston et al. (1976). The investigators 

studied cardiac patients and concluded that compliance 

with a prescribed health regimen was enhanced by informa

tion the patient had received in an in-patient cardiac 

rehabilitation program. 

In contrast, other research does not support the 

positive correlation between patient knowledge and patient 

compliance. An early study conducted on compliance of 

children with oral penicillin for acute streptococcal 

infections indicated that the parents' knowledge of the 

illness and its treatment had no significant affect on 

compliance (Bergman & Werner, 1963). Later studies also 

supported this conclusion. Vincent (1971) studied 
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out-patients with a diagnosis of glaucoma and discovered 

that the patient's knowledge of the disease did not 

affect his compliance with treatment. While Vincent's 

(1971) study did not demonstrate a positive relationship 

between knowledge and compliance, Boyd (1974) found that 

when patient's compliance with prescribed medication was 

examined that simply giving clear instructions did not 

mean the patient understands and will comply with his 

health regimen. Weintraub (1975) in his study of cardiac 

patients also noted results similar to Boyd's (1974) 

results. In Boyd's (1974) study there was no observed 

changes noted in compliance of the cardiac patient with 

prescribed medications even though some teaching about 

medications was done. 

Looking at the disparate findings of studies of the 

relationships between patient knowledge and patient com

pliance, one cannot disregard other factors that may in

fluence compliance. The following section of the 

literature review will delve into these factors. 

Compliance with Therapeutic 
Regimen 

Compliance as related to medical regimen is defined 

by Davis (1967) as "carrying out the doctor's orders" (p. 

265). While Sackett and Haynes (1976) defined compliance 
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as "the extent to which the patient's behavior coincides 

with the clinical prescription'' (p. 1). When an indi

vidual is exposed to a change regarding work, diet, exer

cise, or medication which differs from his existing 

pattern of living, he must make a decision to comply 

or not to comply with this change. There is a wide 

array of factors that may influence a patient's com

pliance with prescribed therapy. These factors include 

motivation, knowledge of illness, attitudes, the doctor

patient relationship, complexity of the treatment plan, 

and demographic variables. 

Motivation 

Motivation may be defined by specific theories, of 

which there are many. Lewis, Murray, and Freud (cited 

in Ballis, 1975) all have similar theories which relate 

closely with feelings of dissonance and consonance. 

These writers indicated that an individual constantly is 

seeking to rid himself of tension that threatens his 

well-being. In contrast, Gage and Berliner (1975) 

described motivation as "what energizes a person and 

what directs his activities" (p. 275). Gage and Berliner 

(1975) also note that motivation accounts for the dif

ferences in a person's behavior over time or over tasks 
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and differences between similar types of people. While 

the above descriptions of motivation are more general, 

Heijn and Granger (1974) are more specific and described 

motivation as it relates to rehabilitation. They stated 

that motivation is "the emotional factors contributing to 

a patient's active participation in the rehabilitation 

program" (Heijn & Granger, 1974, p. 26). 

Motivation is personal and affected by many factors. 

These factors, including interest, need, value, attitude, 

aspiration, and incentive may affect the individual 

patient's reaction to illness and motivation for rehabili

tation (Gage & Berliner, 1975). For a person who has 

experienced a myocardial infarction this is a time of dis

sonance. He may react to this experience in various ways. 

Heijn and Granger (1974) identified two of the most common 

reactions seen in the cardiac patient as depression and 

dependence. The depressed person will not be highly moti

vated and will not actively participate or comply with 

the treatment plan because he feels it is useless. The 

dependent person will not be highly motivated either. He 

does not actively participate in the treatment plan be

cause the illness or disability role is gratifying for 

him (Heijn & Granger, 1974). 
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Knowledge of Illness 

A study conducted on 159 Black patients with various 

illnesses showed that knowledge of the illness added the 

motivational element needed for some people in order to 

comply. The researchers found that those patients who 

were knowledgeable about their illness more frequently 

attended clinics for out-patient care (Tagliacozzo & 

Kenji, 1970). In a very early study by Pratt, Seligman, 

and Reader (1957), similar results were found. In this 

study of 214 patients in a medical clinic, those patients 

who received some explanation of their illness from their 

physicians were more likely to comply with the medical 

regimen than those patients who received little informa

tion about their condition. 

More recently, studies have been conducted related 

to specific teaching programs. A study by Woodward and 

Gauthier (1972) utilized a structured teaching program 

with 38 cardiac patients to evaluate their post-hospital 

compliance. A control and an experimental group were 

studied for knowledge, compliance, and post-coronary 

disability. The subjects who had received special in

structions achieved high scores in testing knowledge and 

compliance. Nineteen subjects were studied in each group 

and 16 subjects in the experimental group showed higher 
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scores on compliance; only 3 subjects of the control 

group showed higher scores. In contrast to these studies, 

a study conducted by Vincent (1971) of out-patients with 

a diagnosis of glaucoma showed that patient knowledge of 

the disease did not affect his compliance with the treat

ment. As can be seen, research indicates various results 

in the study of patient knowledge and patient compliance, 

therefore both should be studied as patient knowledge is 

not always an indication of patient compliance. 

Attitudes 

The patient and his family's attitude toward the 

illness and its treatment may affect the degree to which 

the patient complies with a prescribed treatment plan. 

In a study conducted by Oakes (1970), it was found that 

the patient's attitude and his compliance were affected 

by the family's attitude. The family which exhibited a 

positive attitude toward the patient and his illness was 

the stimulus needed by the patient to comply with his 

health regimen. Elling, Whittemore, and Green (1960) 

have observed that when there is family discord there is 

a decrease in the ill member's compliance. Davis and 

Eicchorn (1963) concluded that patients who have a posi

tive attitude toward health are more likely to comply with 
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the health recommendations than those who have a negative 

attitude toward health. 

Doctor-Patient Relationship 

Davis (1968) found that the doctor-patient relation

ship is associated with patient compliance. In situations 

where the doctor gave the patient the impression of rejec

tion, controlling, or did not allow the patient to express 

his feelings, the patient tended not to comply with medical 

regimen. The relationship between the physician and the 

patient is of primary importance; explanation and recip

rocal understanding of the patient's and doctor's values 

are appropriate means in affecting increased compliance 

with a medical regimen. 

In a study of 397 farmers with cardiac disease, 

Davis and Eicchorn (1963) found that patients who reported 

formal interactions with their doctors complied initially 

and continued to comply, and those patients who had a less 

formal interaction with their doctor complied less fre

quently. It was felt that the ambiguity of the relation

ship made it easier for these patients not to comply, 

while the formal relationship gave the physician power 

which was more of an assurance the patient would comply. 
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Becker, Drachman, and Kirscht (1972) conducted two 

studies on mothers with pediatric medical regimens for 

their children. These studies indicated motivation and 

the parent's health belief had a great affect on compli

ance but could be altered by her relationship with the 

physician. A trusting relationship in which she re

ceived reassurance had a positive influence on the 

patient's compliance. 

Despite the evidence that supports the idea that a 

positive relationship between the physician and patient 

increases patient compliance; it has been found that some 

patients do not comply with any of the recommended treat

ments. Those instances of noncompliance may result be

cause this is one area of his life that the patient can 

still exert some control. 

Complexity of Regimen 

Patients whose plan of treatment is complex and con

sists of many changes are less compliant than those who 

have few changes to make. Davis and Eicchorn (1963) con

cluded that persons whose medical megimen consisted of 

one or two changes, such as medication and diet or diet 

and exercise, complied more frequently with their total 

regimen than persons whose regimen are more complex, 
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consisting of three or more changes in their pattern of 

living. This study that Davis and Eicchorn (1963) con

ducted showed 42% of the people complied with two out 

of three changes in their life pattern, while only 9% 

complied with three or more changes. 

Medications appear to be the easiest recommendation 

to follow, while restrictions on behavior or changes in 

personal habits are the most difficult to follow. Sixty

three percent of the physicians interviewed by Davis 

(1968) felt that restrictions on well established routines 

such as smoking, drinking, and physical activity were the 

most difficult to follow. However, Weintraub (1975) found 

that a decrease in compliance was noted when cardiac 

patients presently on digoxin were also prescribed potas

sium and a diuretic. It was concluded in Weintraub's 

(1975) study that changes in medication regimen which in

crease the number of medications the patient is taking 

also influence the patient's ability to comply. 

Demographic Variables 

Demographic variables such as age, sex, socioeconomic 

status, and education have rarely been predictive of com

pliance with medical regimen. Davis (1967) reported that 

children were more compliant and adolescents through the 
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age of 30 were less compliant. The poorest compliers 

of all age groups were between the ages of 46 and 65 

years of age (Davis, 1966). This is supported by an 

earlier study which Davis and Eicchorn (1963) conducted 

on farmers with cardiac disease. The results showed 

that persons younger than 45 years complied with their 

medical regimen more than those older than 45 years. In 

contrast, Oakes (1970) studied 66 rheumatoid arthritis 

patients and found that older persons complied with their 

medical regimen better than younger persons. 

There appears to be no significant difference between 

sex and compliance in the literature; however, Oakes 

(1970) concluded that females tend to comply a greater 

percentage of the time. This finding was also supported 

by Davis' (1968) and Marston's (1970) study. 

Patients from the lower socioeconomic levels have 

frequently been considered less likely to comply with 

medical regimen, but Martson (1970) and Davis (1968) have 

found no significant differences between patients in dif

ferent socioeconomic groups. In Davis' (1968) study of 

218 physicians, 60% reported no relationship between socio

economic status and the degree of compliance. On the 

other hand, Oakes (1970) found that members of the lower 
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social class, more than members of the middle or upper 

class, complied with prescribed health regimen. 

Like the other demographic variables, educational 

level appears to have little association with compliance. 

It has been considered that patients with a higher educa

tion comply with their medical regimen while those with 

little education are less likely to comply (Davis, 1968). 

Donabedian and Rosenfeld (1964) in their research con

cluded that there is little association between education 

and compliance. 

Summary 

From the review of the literature it is apparent that 

following an acute myocardial infarction the physician 

and other health team members recommend a certain treat

ment plan for the patient. It is also recognized that 

patients have problems complying with their prescribed 

health regimen. The literature reflects growing concern 

with identifying the determinants of compliance in order 

to help patients more effectively participate in their 

prescribed plan of treatment. 

Although there seems to be uncertainty whether knowl

e~ge of the disease has a significant effect on compliance, 

Sackett and Haynes (1976) have concluded that planned and 
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organized patient education programs modify compliance. 

This may be important for the nurse, as the patient 

educator in cardiac rehabilitation programs, to know 

and understand. If the relationship of patient knowledge 

about his illness and compliance to a health regimen can 

be determined, the nurse may be able to use patient knowl

edge as a predictor of the patient's incorporation of 

specific recommended behavioral changes in his life style. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

This study was quantitative and descriptive in 

nature. Fellin, Tripody, and Mayer (1969) identifietl 

a quantitative and descriptive study as one in which 

quantitative relationships among variables are studied. 

Cardiac patients were surveyed after discharge from the 

hospital. Patient knowledge and compliance with the 

prescribed health regimen after completion of a cardiac 

rehabilitation program was studied. 

Setting 

Data were collected by questionnaire from subjects 

who had completed an in-patient cardiac rehabilitation 

program and returned to their previous home environment. 

The questionnaires were mailed to the homes of the sub

jects. All participants lived in a city with a population 

of 80,000, whose main business is related to agriculture, 

or the nearby surrounding rural area of a Midwestern 

state. 

39 
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Population and Sample 

The population for this study was derived from a 

400-bed community hospital which has an established 

cardiac rehabilitation program. The sample was selected 

by the convenience method and consisted of 30 individuals 

who had experienced their first myocardial infarction, 

as diagnosed by a physician, 6 to 8 weeks prior to the 

time of the study. The individuals exhibited no other 

chronic diseases, were 65 years of age or younger, and 

had participated in the established cardiac rehabilitation 

program. 

Protection of Human Subjects 

Permission was obtained from the Human Rights 

Committee of the Texas Woman's University to collect the 

data for this study (Appendix A). Agency permission was 

received from the participating hospital (Appendix B). 

In an effort to protect the rights of each participant 

several measures were taken. The purposes of the re

search and the general procedure for the collection of 

the data were described to the participants through a 

letter mailed to them prior to their participation in the 

study. Each individual signed a consent form to be a 

research subject (Appendix C). Each consenting individual 
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completed the questionnaire (Appendix D) which was matched 

to a demographic data sheet (Appendix D) completed by 

the investigator. The questionnaires and the demographic 

data sheets remained anonymous. 

Instrument 

Patient knowledge of his disease and its treatment 

was measured by an objective written test consisting of 

material presented in an in-patient cardiac rehabilitation 

program. Johnston et al. (1976) utilized this method to 

test patient knowledge after completing a cardiac rehabili

tation program. This method is reliable when it is car

ried out immediately after or within a short period of 

time following the presentation of the specified material. 

It can also be used after longer periods of time to deter

mine the amount of material the individual has retained 

(Redman, 1976). However, there are some disadvantages to 

using a written tool to determine patient knowledge, 

especially if this tool is in the form of a questionnaire. 

The main disadvantage is the need for clarification on 

some items and the fact that some items may be overlooked 

by the subject (Treece & Treece, 1973). 

The questionnaire developed by Johnston et al. (1976) 

to measure cardiac patient knowledge of material presented 
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in an in-patient cardiac rehabilitation program was 

utilized in this study. The validity and reliability 

of this test were not reported by Johnston et al. (1976). 

Face and content validity of the questionnaire were estab

lished for this study by review of the questionnaire by 

the two registered nurse program coordinators and the 

one contributing dietitian. 

The test consists of 25 objective questions. Thir

teen multiple choice and 12 true-false questions related 

to disease process, diet, exercise, smoking, and medica

tions comprise the knowledge portion of the instrument. 

The questions were equally weighted with each assigned a 

value of 1. The range of possible scores for testing 

knowledge was Oto 25. 

Compliance is much more difficult to measure. Two 

means of measuring compliance have been identified, the 

direct and the indirect methods. Sacket and Haynes 

(1976) described ain example of the direct method as measur

ing medication level in the blood or urine. While the 

indirect method is concerned with personal interview or 

written questionnaire in which the patient reports his 

compliance. For many years each investigator who studied 

compliance developed a questionnaire on compliance which 

was appropriate to his study. Because of this approach, 
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it has been difficult to replicate such studies; there

fore, the reliability and validity of the compliance 

questionnaires have not been proven. Within the last 

few years a questionnaire was developed at a symposium 

on compliance (Sackett & Haynes, 1976). Sackett and 

Haynes (1976) reported the successful use of the Stan

dardized Questionnaire on Compliance in many studies 

where compliance and the predictors of compliance were 

determined. However, these studies have not been reported 

in the literature. The reliability and validity of the 

questionnaire continue to be investigated. 

For the purposes of this study the investigator 

utilized the compliance portion of the Standardized Ques

tionnaire on Compliance by Sackett and Haynes (1976). 

The questionnaire consists of 21 short answer questions. 

The items relate to the patient's prescribed health 

regimen of medications, weight control, diet, smoking, 

and exercise. The items relating to a specific topic, 

such as diet, were evaluated as a group to indicate 

whether the subject was compliant with that specific 

aspect of the prescribed health regimen. Each area of the 

health regimen was weighted equally with an assigned 

value of 1. The range of possible scores for measuring 

compliance was Oto 5. 
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Data Collection 

After agency permission was obtained, medical records 

of post myocardial infarction patients were reviewed to 

obtain the names and addresses of those subjects who met 

the established criteria for inclusion in the study. 

Subjects who had experienced a myocardial infarction 6 to 

8 weeks prior to the study, were 65 years of age or 

younger, had no other chronic diseases, no previously 

diagnosed myocardial infarction, and had completed the 

established cardiac rehabilitation program were selected 

by the convenience method to be included in the study. 

Demographic data such as age, sex, and occuption were 

also obtained from the medical records. 

The questionnaire, consisting of the test for knowl

edge and compliance, was mailed to the homes of the sample 

6 to 8 weeks after the subject had experienced a myocardial 

infarction. Written instructions (Appendix D) were given 

in relation to completing the questionnaire. A stamped, 

self-addressed envelope was provided and 2 weeks were 

allowed for the subject to return the questionnaire to 

the investigator. A follow-up letter was then sent to 

the subjects asking those who had not returned the ques

tionnaire to please do so. Only those questionnaires 

returned within 4 weeks of the date the questionnaire 
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was mailed to the subject were utilized in the analysis 

of the data. 

Treatment of Data 

Each questionnaire was hand scored; an item analysis 

was done. Raw scores were found for each subject on 

knowledge and compliance. The Pearson product-moment 

correlation coefficient was then performed to determine 

whether there was a statistically significant relationship 

between the patient's knowledge of and compliance to a 

prescribed health regimen. 



CHAPTER 4 

ANALYSIS OF DATA 

This quantitative descriptive study was conducted 

to determine whether there was a, relationship between 

cardiac patient's knowledge gained in an in-patient 

cardiac rehabilitation program and compliance with the 

prescribed health regimen. The data were collected from 

30 conveniently selected cardiac patients who had com

pleted a cardiac rehabilitation program. Questionnaires 

on knowledge gained in an in-patient cardiac rehabilita

tion program and compliance with prescribed health regimen 

were sent to the homes of the subjects. Data were ana

lyzed by the Pearson product-moment correlation coeffic

ient to determine whether there was a statistically 

significant relationship between patient's knowledge 

and compliance to a prescribed health regimen. Analysis 

of the data is presented in this chapter. 

Description of Sample 

The sample of this study consisted of 30 subjects 

who had experienced a myoca!dial infarction and completed 

an in-patient cardiac rehabilitation program. The ages df 

46 
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the subjects ranged from 33 to 64 years. Eleven of the 

subjects were female, aged 47 to 64, and 19 of the sub

jects were male, aged 33 to 64. Ten various occupations 

were represented in the sample. The demographic data of 

the subjects are summarized in Table 1. 

Sex 
Age Male 

47-64 

43-60 6 

54-64 5 

40-57 3 

39 1 

33 1 

57 1 

57 1 

55 

54 1 

n = 30 

Table 1 

Demographic Data 

Female Occupation 

9 housewife 

business 

farmer 

1 educator 

plumber 

truck driver 

butcher 

physician 

1 registered 
nurse 

mailman 

Findings 

Number of 
Subjects 

9 

6 

5 

4 

1 

1 

1 

1 

1 

1 

The hypothesis, there is no significant relationship 

between the cardiac patient's knowledge of a cardiac 
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rehabilitation program and his compliance with the pre

scribed health regimen was accepted. Raw scores were 

utilized in the Pearson product-moment correlation co

efficient to determine whether a statistically signifi

cant relationship existed between patient knowledge and 

compliance to a prescribed health regimen. The Pearson 

product-moment correlation coefficient value of .0007 

indicated an absence of a significant relationship between 

the two variables. 

Raw scores were determined in the areas of knowledge 

and compliance. These scores indicated that two, of the 

30, participants obtained a perfect score of 25 on the 

knowledge portion of the questionnaire. Twenty-five 

subjects demonstrated a high level of knowledge as indi

cated by the scores of 20-24. Two participants demon

strated a moderate level of knowledge as indicated by 

the score of 19, and one subject indicated a low level 

of knowledge with a score of 13. The mean score for the 

knowledge portion of the questionnaire was 21.2. 

The mean score on the test of knowledge was deter

mined for the compliant and noncompliant subjects. The 

mean score for each group was 21.2. The mean scores indi

cate that both the compliant and noncompliant subjects 
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demonstrated similar levels of knowledge in relation to 

the disease process and prescribed health regimen. 

Raw scores on compliance indicated that 21, of the 

30, participants were compliant in all areas. Nine sub

jects were less than 100% compliant. Eight, of these 9, 

subjects were compliant in all but one area of compliance. 

One individual was compliant in all but two of the five 

areas of compliance. Raw scores on knowledge and com

pliance are reported in Table 2. 

Table 2 also identifies the areas of difficulty each 

subject demonstrated on the knowledge portion of the ques

tionnaire and the areas of noncompliance. _Five subjects, 

of the 9, who were less than 100% compliant were non

compliant in an area in which they also demonstrated lack 

of knowledge, as measured by the questionnaire. Four of 

the participants were noncompliant in areas they had 

indicated a high level of knowledge. 

The demographic data of age, sex, and occupation of 

the subjects were analyzed in relation to noncompliance. 

The 30 subjects consisted of 11 females and 19 males. 

Five female and 4 male subjects were noncompliant; a total 

of 9 noncompliant _participants. Age range of the noncom

pliant subjects was 42 through 64 years. Occupations of 

the 9 noncompliant subjects were 4 housewives, 2 educators, 



Table 2 

Raw Scores of Knowledge and Compliance 

Knowledge index* Knowledge area Compliance Noncompliant 
difficulties index** areas 

High level of knowledge 

25 5 

25 4 smoking 

24 diet 5 

23 diet, disease 5 V, 

0 

23 diet, disease 5 

23 diet, disease 5 

23 diet 4 diet 

22 disease 5 

22 diet, disease 5 

22 diet, disease s 

22 diet 4 diet 

22 diet, disease 4 diet 

22 diet, disease 4 medication 



Knowledge index* 

22 

21 

21 

21 

21 

21 

20 

20 

20 

20 

20 

20 

Table 2 (continued) 

Knowledge area Compliance 
difficulties index** 

diet, disease 3 

diet, disease 5 

diet, disease, 5 
exercise 

diet, disease, 5 
smoking 

diet, disease 4 

diet, disease 4 

diet, disease 5 

diet, smoking, 5 
exercise 

diet, disease, 5 
exercise 

diet, disease s 

diet s 

diet, smoking, s 
medication 

Noncompliant 
areas 

diet, smoking 

smoking 

diet 

u, 
I-' 



Knowledge index* 

20 

20 

Moderate level of 
knowledge 

19 

19 

Low level 

13 

n = 30 

*Range = 
*Mean = 

**Range = 
**Mean = 

of knowledge 

0-25 
21. 2 

0-5 
4.66 

Table 2 (continued) 

Knowledge area 
difficulties 

diet, disease 

diet, disease 

diet, disease 

diet, exercise, 
medication 

diet, disease 

Compliance 
index** 

5 

5 

5 

5 

4 

Noncompliant 
areas 

smoking 

V, 

N 
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2 businessmen, and 1 registered nurse. Table 3 summarizes 

the relationship of demographic data and noncompliance. 

Age 

57-64 

50-60 

42-57 

55 

n = 9 

Table 3 

Presentation of Pemographic Data 
and Noncompliance 

Sex Occupation 

F housewife 

M business 

M educator 

F registered 
nurse 

Summary of Findings 

Number of 
noncompliant 
subjects 

4 

2 

2 

1 

The Pearson product-moment correlation coefficient was 

utilized to determine the relationship between the cardiac 

patient's knowledge and compliance with a prescribed health 

regimen. In this study it was demonstrated that there was 

not a correlation between the two variables. 



CHAPTER 5 

SUMMARY OF THE STUDY 

This chapter presents a review of the study. The 

problem of the study was to determine if there was a 

significant relationship between the cardiac patient's 

knowledge of a cardiac rehabilitation program_ and com

pliance with a health regimen. Analysis of the data 

indicated that the null hypothesis, there is no signifi

cant relationship between the cardiac patient's knowledge 

of a cardiac rehabilitation program and his compliance 

to a health regimen, could not be rejected. Conclusions, 

identification of significant elements, and suggestions 

for further research that can be derived from the study 

are included in this chapter. 

Summary 

A quantitative and descriptive research study was 

conducted to determine whether there was a relationship 

between the patient's knowledge of an in-patient cardiac 

rehabilitation program and the patient's reported compli

ance with the prescribed health regimen. The purposes of 

the study were: 

54 
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1. To determine the cardiac patient's knowledge 

of the disease process, medications, diet, smoking, and 

physical activity after completing a cardiac rehabilita

tion program 

2. To determine the area(s) of the prescribed health 

regimen with which the cardiac patient is complying 

3. To determine the relationship between the 

patient's area(s) of knowledge and the area(s) of com

pliance. 

The review of the literature focused on patient 

education and factors relating to teaching-learning, 

cardiac rehabilitation programs, and the nurse's role 

in the program. Pertinent research on compliance, factors 

that influence compliance, and their application to nurs

ing was reviewed. 

A questionnaire was utilized to determine subject 

knowledge gained in an in-patient cardiac rehabilitation 

program and reported compliance with a prescribed health 

regimen. The sample was composed of 30 subjects who had 

been hospitalized for a myocardial infarction and com

pleted the in-patient cardiac rehabilitation program. 

The data were statistically analyzed by the Pearson 

product-moment correlation coefficient. The results of 

data analysis indicated that there was no statistically 
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significant relationship between patient knowledge and 

compliance to a prescribed health regimen. The hypothesis, 

there is no significant relationship between the cardiac 

patient's knowledge of a cardiac rehabilitation program 

and his compliance with the prescribed health regimen was 

accepted. 

Discussion of Findings 

Results of this study indicated that there was not a 

significant relationship between patient knowledge of a 

cardiac rehabilitation program and compliance to a pre

scribed health regimen. Raw scores of knowledge and com

pliance for compliant and noncompliant subjects were 

similar; indicating knowledge did not influence the par

ticipants' compliance to a prescribed health regimen. 

Twenty-seven, of the 30, subjects demonstrated a high 

level of knowledge of a cardiac rehabilitation program. 

This high level of knowledge had no significant influence 

on the individuals' compliance. It was identified that 

7 of these 27, subjects with a high level of knowledge 

were noncompliant in 1 of the 5 areas of compliance. One 

individual was noncompliant in 2 areas of compliance. 

The subjects who demonstrated a moderate level of knowl

edge were 100% compliant. The subject who demonstrated 
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a low level of knowledge was noncompliant in 1 area of 

compliance. 

The results of this study are consistent with 

earlier studies. Bowen, Rich, and Schlotfeldt (1961) 

studied diabetic patients' knowledge and improvements 

of clinical manifestations of the disease. The experi

mental group, who participated in an organized education 

program, demonstrated a greater increase in knowledge of 

the disease process and its treatment than the control 

group. Improvements of clinical manifestations were the 

same for both the experimental and control groups. Simi

lar results were obtained in a study conducted by Vincent 

(1971). This investigator studied out-patients with 

glaucoma, and found that patient knowledge did not in

fluence compliance to a prescribed health regimen. Studies 

conducted by Bergman and Werner (1963), Lowe (1970), and 

Tyzenhouse (1973) demonstrated similar results. In all 

these studies, knowledge was not the significant factor 

that influenced patient compliance. 

Results indicated that the majority of subjects 

demonstrated a high level of knowledge of disease process, 

diet, smoking, exercise, and medications after completing 

a cardiac rehabilitation program. The majority of indi

vidual subjects also reported a high degree of compliance 
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with prescribed health regimen. Although most of the 

subjects indicated a high level of knowledge and com

pliance, the study did not indicate a statistically 

significant relationship between patient knowledge and 

compliance. There was some indication that subjects who 

demonstrated difficulty in a specific area of kno\\ledge, 

also demonstrated some noncompliance in that area. Five 

subjects indicated noncompliance with the prescribed diet. 

These same five subjects also demonstrated a lack of 

knowledge about the prescribed diet, as measured by the 

questionnaire. These results may indicate a need to 

revise the diet content of the program or the teaching 

approach. 

In reviewing the results of the study, it was iden

tified that disease process and diet were the two areas 

found most difficult by the majority of the participants. 

The questions on diet which were most frequently answered 

incorrectly dealt with foods not found or consumed in 

abundance in this part of the country. The questions re

lating to disease process which were answered incorrectly 

were not consistent; therefore, no conclusions were drawn · 

from this aspect of the data analysis. 

Analysis of the participants' reported compliance 

indicated that diet and smoking were the two areas subjects 



59 

had difficulty in being compliant. It is possible that 

since these two areas require change of personal habits 

that they are more difficult with which to comply. This 

is supported by Davis' (1968) study on physician's beliefs 

about predictors of compliance. Sixty-three percent of 

the physicians indicated that smoking, diet, alcohol con

sumption, exercise pattern, and work pattern are personal 

and established habits. A change in one or more of these 

personal habits was more difficult to incorporate into 

one's life style than taking medications, an impersonal 

change. 

Results of the study indicated that 5, of the 11, 

female participants were noncompliant and 4 of the 19 

males were noncompliant. The male subjects in this study 

were more compliant than the female subjects. Conclusions 

from the results of this study cannot be drawn without 

further investigation into the predictors of compliance, 

and the use of a larger sample. Most studies report that 

sex is rarely predictive of compliance (Davis, 1967; 

Donabedian & Rosenfeld, 1964). 

Age is another demographic variable which rarely pre

dicts compliance. Davis (1967) identified that children 

are more compliant than adolescents and adults through the 

age of 30 years. He also found in an earlier study (Davis, 
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1966), that the poorest compliers were age 46 through 64 

years. The conclusions drawn in Davis' (1966) study 

support the results of this study. The age range of 

the noncompliant subjects was 42 through 64 years. 

The demographic data of occupations, of the non

compliant subjects, varied. The influence of occupation 

on compliance could not be determined from the results 

of this study. However, Davis (1967) identified that 

occupation did not influence patient compliance. 

Conclusions 

Based on the findings of this study, it is concluded 

that a high level of knowledge of a cardiac rehabilitation 

program did not influence patient compliance for the 

selected sample. This suggests that factors other than 

knowledge may influence compliance. 

Recommendations for Further 
Study 

Based on the findings of this study, the following 

recommendations have been made: 

1. More investigation be made into means of measuring 

compliance 

2. More investigation be made into compliance pre

dictors 
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3. The present study be replicated with a larger 

sample population. 
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Your study entitled 

63 

Center : 

Curd.iac Patient '~ ;.;,;-,.....- l ,._~ ard 
O:llpli!!ll'"ICC With A Healtr. FeE;iJre~ 

has been reviewed hy a colllllilttec of the Human Re~l·arch Revic1,; Committ1.: 

and it appears to me~t our requirements in regar~ to protection of the 

individual's ri&hts. 

Please be re:TiinJi:.·u that l,otl1 the Uninrsity and the Department 

of Health, Education and ~~]fare regulatioD~ rc4L1re that wr:tten 

consent:; must be ohtaincJ 1ro..i all hurnar: suhjet:t~ in your studies. 

These forms must be kept on file by you. 

Furthenaore, should your project change, another revie-.. by 

the Committee is required, according to DHEW regulations. 

Sincerely, 

Chairman, Human Research 
Review Committee 

at tRllaE 
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TEXAS \IOHAN Is UtlIVERSITY 

COLLEGE OF NURSING 
DEHTON, TEXAS 

HOUSTON CENTER 
1130 M,D, Anderson Blvd. 
Hou1ton, Texa ■ 77025 

AGENCY PERMISSION FOR CONDUCTING S'l'UDY* 

'l'HE. _____________________________ _ 

GRANTS TO CHARLENE BI~ 

a •tudent enrolled in a program of nursing leading to a Maater 's Dagrea at 
Tex.as Wom.an's University, the privilege of its facilitiea in order to study 
the following problem: 

To determine whether there is a relationship between the patient's 
knowledge of info:ni.ation presented 1n an in-patient e&?d.i&c rehabili
tation program &lld the patient's reported coapli&nce with the 
prescribed treataent. 

The conditions mutually agreed upon are as follows: 

1. The agency (may) gbe identified in the final report, 

2 . The names of ~u tat 
agency (mayY(may not) - - or administrative personnel in the 

identified in the final report. 

3. The agency oes not want) a conference with the stu-
dent when the report is completed. 

4. 
,,--:-------

The agency is (willingl' (unvillin~o allow the completed 
report to be circulated~terlibrary loan. 

5. 
Other:, ___________________________ _ 

Date JP:/1/ s Personnel 

Signature of student 

•Fill out and sign three copies to be distributed as follows: Original -
Student; first copy -- agency; second co;,y -- T.W.U. College of Nursing . 
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Dear 

I am an R.N. from At the present time 
I am conducting a study in partial fulfillment of the 
requirements for a Master's Degree at Texas Woman's 
University. I am undertaking a study on how well you, 
a person who has experienced a heart attack, have re
membered the information presented in the hospital's 
cardiac rehabilitation program and how well you have 
been able to follow these medical recommendations at 
home. The information that you provide can be of help 
to nurses who care for patients who have experienced 
a heart attack. 

Your name is not required and in no way will you be 
personally identified in the study. A permission form 
is provided for you to sign and return to me; a small, 
stamped, self-addressed envelope is provided for this 
purpose. Upon return of the permission form you will 
be sent the questionnaire that is being utilized in this 
study. 

Your participation in the study is sincerely appreciated. 
If you have any questions please feel free to contact me 
at the following address: 

Charlene Bierema 

Sincerely, 

Charlene Bierema 

Enclosed: Permission form 
one stamped, self-addressed envelope 
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TEXAS WOMAN'S UNIVERSITY 

Consent to Act as a Subject for Research and Investigation: 

1. I hereby authorize CHARLENE BIEREMA to perform the 
following investigations 

A survey, through the use of a mail out questionnaire, 
of my knowledge of my disease and its treatment, and 
how well I have been able to follow medical recommend
ations since discharge from the hospital. 

2. The procedure of investigation listed in paragraph l 
has been explained to me by CHARLENE BIEREMA • 

J. I understand that the procedures or investigation 
described in paragraph 1 involves the following 
possible risks or discomforts: 

Some of the questions are of 
are essential to the study. 
emotional discomfort related 
very minimal. 

a personal nature but 
However the risk of 
to these questions is 

4. I understand that the procedures and investigations 
described in paragraph l have the following potential 
benefits to myself and others: 

The study will aid nurses in total care of patients, 
specifically patients experiencing a heart attack. 
Patient knowledge and ability to follow medical 
recommendations will be studied in order for nurses to 
identify means of more effective patient education. 
Therefore aiding patients in returning to their normal 
or near normal life style. 

An offer to answer all of my questions regarding the 
study has been made. If alternative procedures are 
more advantageous to me, they have been explained. I 
understand that I may terminate my participation in 
the study at any time. 

Subject's Signiture Date 
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Dear 

Thank you for agreeing to participate in the study I 
am conducting regarding how well you, a person who has 
experienced a heart attack, have been able to remember 
the information presented in the hospital's cardiac 
rehabilitation program and how well you have been able 
to follow these recommendations at home. 

Since the purpose of the study is to provide information 
that nurses can use in caring for patients, please answer 
each question to the best of your ability. Please return 
the completed questionnaire by~---:---~-------' 
a stamped, self-addressed envelope is enclosed. 

Your participation in the study is sincerely appreciated. 
If you have any questions please feel free to contact me 
at the following addresss 

Charlene Bierema 

Sincerely, 

Charlene Bierema 

Encloseds questionnaire 
one stamped, self-addressed envelope 
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POST-HOSPITAL QUESTIONNAIRE 

This questionnaire is designed to determine your know
ledge of your illness and how well you have been able 
to follow prescribed medical recommendations at home. 

Please choose~ answer for the following: 

1. Atherosclerosis is: 

2. 

3. 

a) chest pain 
b) a clot in an artery supplying blood to the brain 
c) a build-up of cholesterol and other material 

inside the arteries 
d) an inflamed sac around the heart 

The length of the time for the heart to heal after a 
heart attack is: 

a) one week 
b) two to four weeks 
c) two to three months 
d) six months 

Cholesterol is best described as: 

a) a fatty substance found in many foods and 
produced in part by the body 

b) a fatty material found only in egg yolk, liver, 
and shrimp 

c) a form of triglycerides 
d) a substance that causes increase in collateral 

circulation 

4. Which of the following is highest in polyunsaturated 
fat? 

a) dry roasted peanuts 
b) broiled red snapper 
c) grilled sirloin steak 
d) chicken livers 

"'The word clinician refers to doctor 
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5. Proper exercise, for heart patients as recommended 
by doctors: 

a) tones up only the heart muscle 
b) greatly increases ones appetite and makes one 

gain weight 
c) is dangerous for anyone with high blood pressure 

or heart disease 
d) stimulates circulation, "tones" muscles and 

helps prevent obesity 

6. The one work below that does not mean "heart attack" 
is: 

a) atherosclerosis 
b) · a "coronary" 
c) myocardial infarction 
d) coronary occlusion 

7. Which of the following statements about smoking 
is true? 

a) If you don't inhale there is no risk in smoking 
cigarettes. 

b) Smoking is not a health hazard for women. 
c) Everyone will gain weight when they quit smoking. 
d) In middle aged men who are heavy cigarette 

smokers, the heart attack rate is twice as high 
as in non-smokers. 

8. Which of the following symptoms are often associated 
with the pain of a heart attack? 

a) squeezing or heaviness in the chest 
b) diarrhea and headaches 
c) nausea, sweating, and shortness of breath 
d) answers a and c 

For the first few weeks after discharge from the 
hospital, I can help around the house by: 

a) moving the furniture to clean 
b ) washing the windows 
c) bringing in the groceries 
d) either cooking a meal or washing dishes afterward 
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10. After I leave the hospital and have begun to resume 

activities I may engage ins 

a) yard work in very cold or very hot weather 
b) sexual relations 
c) situations that make me very angry, tense or 

afraid 
d) cigarettes 

11. Which of the following concerning high blood 
pressure is true? 

a) People only get high blood pressure after they 
have had a heart attack. 

b) You may have high blood pressure and not know it. 
c) People only get high blood pressure after they 

reach J5 years of age. 
d) The way to take blood pressure pills depends on 

the way you feel. 

12. For which of the following would you notify your 
doctor or go to the nearest emergency room? 

a) a very slow or very fast heart rate 
b) increase in shortness of breath 
c) angina lasting longer than 15 minutes and not 

responding to 3 nitroglycerin tablets taken 
S minutes apart 

d) all of the above 

lJ. Dietary changes my family should make are: 

a) 

b) 
c) 

d) 

no change is necessary; the diet is only for 
someone with heart disease 
cut down on foods high in polyunsaturated fats 
cut down on red meats, whole milk, ice cream 
and eggs 
substitute 2% milk for whole milk 
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TRUE OR FALSE 

Please circle only~ word for each question. 

TRUE FALSE 1. Filters or low tar and nicotine 
cigarettes make cigarettes safe. 

TRUE FALSE 2. Lung cancer is the only serious 
disease associated with smoking. 

TRUE FALSE J. Coconut oil is a polyunsaturated fat. 

TRUE FALSE 4. Everyone who has a heart attack will 
have angina pectoris afterward. 

TRUE FALSE 5. Regular exercise conditions our 
bodies so that we can do the same 
amount of work with less energy. 

TRUE FALSE 6. The risk of heart disease is likely 

TRUE FALSE 

TRUE FALSE 

TRUE FALSE 

TRUE FALSE 

TRUE FALSE 

TRUE FALSE 

to be reduced by limiting calories and 
fat in your diet. 

7. · Nitroglycerin should be taken for 
angina only if it persists for 20 
minutes or more. 

8. 

10. 

11. 

12. 

One of the most important aspects 
of anyone's diet is to reach your 
ideal weight and maintain that weight. 

Relaxation and properly advised 
recreation are basic needs in every
one sick or well. 

High blood pressure (hypertension) 
is more often a condition that can be 
controlled rather than cured. 

Salty foods do not affect blood 
pressure. 

People who are aggressive, ambitious 
and highly competitive are more likely 
to have a heart attack than people 
who are "easy going". 
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Please answer each of the following questions to the 
best of your ability. Some of the questions require 
checking a "yes" or "no" for an answer while others 
require a brief written statement. 

1. Have you been prescribed or advised to take any 
medication for this illness or problem? 

_ no; go to question #3 

_ yes 

2. What is/are the name(s) of the medication? 
(List additional medications on the back of the page) 

Name of No. of No. of Milli- Date to Date "to 
med• pills, doses grams begin, end, 

cation or per (Mg) month, month, 
lilttld day per pill day, day, 

mea- or year, year, 
sure liquid 
for measure 

each (if kn,wn) 
dose 

J. Has your clinician advised you to lose weight? 

_ no; go to question #7 

- yes 
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4. How many pounds have you been advised to lose? 

_ no set amount; simply advised 
to lose weight 

_ specified number of pounds to 
be lost 

5. Please indicate what your weight was prior to 
hospitalization. 

6. Please indicate what your weight is at the present 
time. 

7. Has your clinician advised you to follow any 
particular diet for this illness or problem? 

__ no; go to question #13 

just weight reduction diet; go to 
- question #9 

__ yes 

8. What type of diet have you been following since 
discharge? 

_ low cholesterol/triglycerides 

diabetic diet 

low sodium diet (salt) 

other ------------
When were you to start on this diet? 

(month, day, year) 



77 

10. When do you expect to stop having to follow this 
diet? 

_ know definite date; please list 
month, day, and year 

will have to follow it from now on 
or for the rest of my life 

wiil have to follow it until I lose 
a certain amount of weight or until 
my blood cholesterol/triglycerides 
are under control 

do not know 

11. Are there particular foods or types of foods that 
your clinician as advised you to avoid or cut down 
on in your diet? 

_ no particular food, just cut down on 
total calories; go to question #13 

_ yes 

12. What particular foods or types of foods have you 
avoided or cut down on? 

lJ. Did you smoke (cigarettes, cigars, or a pipe) prior 
to your hospitalization? 

_ no; go to question #18 

_ yes 

14. How much did you smoke per day prior to your 
hospitalization? ,1 · 

(examples 15 cigarettes, S cigars, the pipe twice 
a day) 
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15. Has your clinician advised you to cut down or 
stop smoking? 

_ no; go to question #18 

advised to cut down 

advised to stop 

16. When were you to cut down or stop smoking? 
(month, day, and year) 

17. How much do you presently smoke per day? 

18. Has your clinician advised you to get more exercise? 

no 

_ yes 

19. What sort of exercise have you been advised to take? 

_ no specific sort just advised to 

20. 

21. 

get more exercise 

_ specific exercise recommended: Please 
list the recommended exercise and the 
length of time (minutes) each exercise 
session is to last. 

How many times a day or week are you to take this 
exercise? 

no specific recommended times 
; 

list number of times per day 

list number of times per week 

When were you to start to 
(month, day, and year) 

get more exercise? 



DEMOGRAPHIC DATA 

Age_ Sex __ 
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Occupation _____ _ 

Prescribed medical regimen upon discharge from the 
hospital. 

Medications: 

Diet: 

Exercise or physical activity: 

Smokings 

Weight reduction: 

Scheduled return appointment with physicians 
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