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ABSTRACT

This comparative, descriptive study aimed to identify the level of patients’
discharge information needs regarding myocardial infarction, the level of nurses’
discharge information support to patients with myocardial infarction and compare
patients’ discharge information needs and nurses’ discharge information support to
patients with myocardial infarction. The study was conducted at one tertiary level,
government hospital in the central part of Bangladesh. The participants comprised 130
patients with myocardial infarction and 120 nurses. The Modified Cardiac Patient
Learning Need Inventory, Patient Version (MCPLNI-Patient) was used to assess the
discharge information needs of patients with myocardial infarction. The Cardiac Patients
Learning Support Inventory, Nurse Version (CPLSI-Nurse) was used for assessing the
nurses’ discharge information support to patients with MI. The content validity of both
instruments was examined by three experts and the reliability was obtained by using
Cronbach’s alpha coefficient yielding values of .90 and .98, respectively. The data were

analyzed by using descriptive statistics, independent t-test and Mann-Whitney U test.
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The results of this study show that the mean score of patients’ discharge
information needs was high (M = 4.40, SD = 0.37). For each category they scored
medication at the highest level, followed by symptom management. Whereas, the mean
score of nurses’ discharge information support was at a moderate level (M = 3.60, SD =
0.59. The categories of medication, dietary and symptom management were at a high
level. The mean score of patients’ discharge information needs was significantly higher
than that of the nurses’ discharge information support (M = 4.40, SD = 0.37 vs M = 3.60,
SD =0.59, t = 12.76, p < .001).

Based on the study findings, it is recommended to improve existing
nursing practice regarding MI patients’ education to reduce the gap between patients’

discharge information needs and nurses’ discharge information support to M.
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CHAPTER |

INTRODUCTION

Background and Significance of the Problem

Myocardial infarction (MI) is a common manifestation of coronary
heart disease and the leading cause of death among all cardiovascular diseases world-
wide. According to the World Health Organization [WHO] (2011), an estimated 7.3
million people died due to MI from 17.3 million of all cardiovascular disease (CVD)
deaths which represent 30% of all global deaths in 2008. In the United States, an
estimated number of 610,000 patients suffer from acute myocardial infarction (AMI),
325,000 patients have recurrent MI and an additional 195,000 have silent MI each
year (Roger et al., 2011), and 20% of the survivors are readmitted within a year
(Kolansky, 2009).

Cardiovascular diseases (CVD) including Ml have increased in low
and middle-income countries and it takes place in more than 80% of all global CVD
deaths (WHO, 2011). In Asian countries, the mortality rates were on average 70%
higher than the developed /OECD (The Organization for Economic Co-operation and
Development) countries for the year 2008 (WHO, 2012). In Bangladesh coronary
heart diseases, especially ischemic heart disease is the first leading cause that
represents 12% of all deaths in the country (“Chronic Disease,” 2009). From the top

ten causes of mortality in Bangladesh, 4.5% people died from Ml in Upazila health



complexes, 6.4% in the district and general hospitals, and 6.1% in medical college
hospitals in 2010 (Government of the People’s Republic of Bangladesh, 2011).

There are some risk factors that increase the chance of developing MI.
They are classified as major and contributing risk factors. Risk factors may also be
classified in two groups, 1) non-modifiable factors (increase age, male gender,
heredity) and 2) modifiable factors (tobacco smoke, high blood cholesterol, high
blood pressure, physical inactivity, obesity and overweight, diabetes mellitus). On the
other hand, stress, alcohol drinking and an unhealthy diet and nutrition are considered
as contributing risk factors for M1 (American Heart Association, 2014).

The increasing rate of MI mortality in Bangladesh as a low-income
country has emerged as a likely a result of multiple risk factors. The specific risk
factors for Bangladesh are pointed out by the Centre for Control of Chronic Diseases
in Bangladesh (“Chronic Disease,” 2009) as high blood pressure, smoking, high
cholesterol, physical inactivity, low fruits and vegetable intake, and urban air
pollution. Yusuf and colleagues (2004) conducted a study from 52 countries in Asia,
Europe, the Middle East, Africa, Australia, North America and South America. They
found that abnormal lipids, smoking, hypertension, diabetes, abdominal obesity,
psychological factors, consumption of fruits, vegetables, and alcohol and regular
physical activity account for most of the risks of Ml in all regions of those countries.

Ml is a life threatening disease and M1 occurs when a complete cutoff
of the blood supplies result in the death of heart cells. Eighty to ninety percent of all
acute M1 can develop a secondary thrombus. When a thrombus develops, perfusion to

the myocardium distal to the occlusion is halted, resulting in necrosis (Martinez &



Bucher, 2007). Once myocardial Infarction (MI) develops, without prompt treatment,
it can damage the affected part of the heart.

Nowadays, patients with M1 gain benefit from rapid diagnosis by using
new technology and devices and timely intervention resulting in increased survival
rate, a shorter length of hospital stay and reduced hospital costs. Early discharge from
the hospital means that- patients need to continue care at home. Appropriate discharge
information given to patients and families can manage the gap in this care in the
setting of the home. One study found that patient-focused, nurse-delivered discharge
information increases self-care adherence, improves the clinical outcome and reduces
the cost of care (Koelling, Johnson, Cody & Aaronson, 2005). Meeting the Ml
patients’ information needs prior to discharge can enable them to cope with potential
health problems they may have, so that they can care for themselves at home as well
as recover and maintain their health.

Discharge information is important and influences patients’ recovery
and potentially reduces the risk of heart attack recurrence. Gerard and Peterson (1984)
mentioned the eight categories of information as important areas of information for
cardiac patients: introduction to CCU, anatomy and physiology, psychological
concerns, risk factor, medication, dietary information, physical activity and
miscellaneous. From this perspective, nurses are in a prime position to support cardiac
patients especially patients with MI.

Before effective educational sessions are given, health care
professionals must assess the information necessary for patients’ recovery. As a nurse,
providing information for an M1 patient is an important nursing function in enhancing

cardiac rehabilitation (Smith & Liles, 2007). Although the study reported that patients



preferred physicians over nurses to provide them with information (Scott &
Thompson, 2003), in reality, particularly when large numbers of patients are waiting
for medical services, nurses play an active role as sources of information.

Patient education in the nursing profession indicates the quality of
nursing care. The principal aim of cardiac education for M1 patient is to provide
necessary information that is important to them. Successful self-management for
recovery at home can be ensured by meeting the patients’ information needs prior to
hospital discharge (Maloney & Weiss, 2008). Reasonably, people want to learn what
they perceive as important to them. The learning process would be meaningful to
patients with MI if nurses could recognize the existing knowledge that the MI patients
already have and then integrate new information with their prior knowledge resulting
in intrinsic motivation. This idea is supported by Ausubel’s learning theory (Ausubel,
as cited in Novak, 2011). Moreover, successful education regarding cardiac disease
and recovery takes place if there is a similar perception between patients and nurses
about MI patients’ information needs. However, there is still a gap in nurses’
perception about the patients’ perceived needs. One study has shown that patients
were more likely to emphasize the practical information about their condition, its
causes and prevention, whereas nurses focused more on the medical aspect of care,
such as medication, anatomy and physiology (Timmins & Kaliszer, 2003). Similarly,
other studies have also found the incongruity in different content areas (Scott &
Thompson, 2003; Smith & Liles, 2007; Turton, 1998). These incongruent findings
could imply ineffective information provided.

The cardiac education program by nurses for M1 patients should focus

on the content areas that patients consider most important, but there is a lack of



studies identifying the contents and the amount of perceived important information
provided by the nurses to M1 patients. Turton (1998) reviewed previous literature and
concluded that the post MI patients can manage themselves during post discharge
period safely and make informed decisions about potential life changes if they are
given information about their condition, risk factors, medications, diet, psychology,
physical activities and ways to deal with the potential symptoms. Thus, it is important
to assess whether a gap exists between what the patients need and what nurses
actually provide them with. This knowledge would be used to form a discharge
information plan for them.

In Bangladesh, discharge information is influenced mainly by doctors’
self-selected information. Doctors write the necessary information on the discharge
certificate specifically focusing on medication and follow up visit, sometimes
concerning diet, smoking cessation, reduction of body weight and any further
investigation required according to the patient’s condition. Nurses make this
information understandable to M1 patients during discharge time. However,
sometimes nurses provide information to Ml patients without making any discharge
plan. They provide information that they perceive as important for MI patients
without formally assessing the Ml patient’s information needs. On the other hand, the
concept of cardiac rehabilitation at a primitive stage in Bangladesh, there is no visible
activity regarding this matter. One study has found that clear ideas about a cardiac
rehabilitation program were absent among almost all nurses even after they have
worked for several years in cardiology (Zahan, 2013).

Moreover, in Bangladesh there is no known study related to patients’

perception about discharge information needs or nurses’ discharge information



support. Therefore, detecting the difference between the perception of patients with
myocardial infarction regarding their discharge information needs and the nurses’

discharge information support in Bangladesh would be beneficial. This knowledge
will be helpful for an effective cardiac education plan for the myocardial infarction

patients, and perhaps may lead to prevention of further readmission and death.

Objectives of the Study

There were three objectives of this study:

1. To describe the level of patients’ discharge information needs
regarding myocardial infarction

2. To describe the level of nurses’ discharge information support to
patients with myocardial infarction

3. To compare patients’ discharge information needs and nurses’
discharge information support to patients with myocardial infarction

Research Questions

There were three research questions as follows:

1. What is the level of patients’ discharge information needs regarding
myocardial infarctions?

2. What is the level of nurses ‘discharge information support to
patients with myocardial infarction?

3. Is there any difference between the patients’ discharge information

needs and nurses’ discharge information support?



Conceptual Framework

This study was guided by, partly, an adult learning theory. Ausubel’s
learning theory (Ausubel, as cited in Novak, 2011). Known as the “Assimilation
Theory of Meaningful Learning”, the theory posits that people make their learning
meaningful through the integration of new information and prior knowledge which
consequently leads to intrinsic motivation. In the case of patients with Ml, their
learning about care at home given by nurses would be effective if the nurses who
support or provide them such information know what they need to learn. There would
be a perfect match if nurses have been able to identify patients’ information need or
the patients indicate their needs to the nurses. In fact, this was currently unknown in
the context of Bangladesh.

As this study focused on the needs of patients with MI regarding
discharge information, related literature in the field was used to help identify specific
content areas that the patients may need. The work of Gerard and Peterson (1984) was
integrated into the conceptualization of patients’ discharge needs. They
conceptualized the learning needs of cardiac patients and categorized them into eight
categories, namely, introduction to CCU, anatomy and physiology, psychological
concerns, risk factors information, medication information, dietary information,
physical activity information, and miscellaneous information.

For specific use in this study, the researcher modified Gerard and
Peterson’s conceptualization and tool devised by Gerard. Specially, “Introduction to
CCU?” deleted since it was considered inappropriate for patients who need no longer

CCU care. Each of the other seven categories is briefly described as follows:



1)

2)

3)

4)

5)

6)

7)

Anatomy and physiology is the structural and functional information
of the heart. It includes the normal shape, its normal function, causes of
its alteration, effect of this alteration and how long it takes to come back
to normal.

Psychological concerns refers to the normal psychological response
following M, the importance of sharing fear, feelings and thought, the
effect of stress on heart, the way to manage this stress at present and in
future.

Risk factors information includes the meaning of risk factors, the
factors which have affected the heart, the way to decrease the chance of
another heart attack, the way these factors affect the heart.

Medication information refers to the general rules about taking
medications, indication of taking specific medications, the side effects
of each medication and the management of that side effect.

Dietary information includes the general rules for eating, the function
of diet that affects the patient’s heart, the meaning of cholesterol and
triglyceride and in what food it is found, the restrictions of diet and
ways to adapt to the recommended diet with one’s lifestyle.

Physical activity information refers to the reasons for the limitation of
physical activity, general guideline for physical activity, and activities
which are not allowed for the patient, the way to know when to increase
activities.

Miscellaneous information includes the available support services for

the patient after being discharged, the support available for his/her



family and the tests and investigations that will be conducted in the

future with regard to his/her heart.

In addition, the category “Symptom management” was added similar to
Turton’s study (1998). She modified the Cardiac Patient Learning Need Inventory
(CPLNI) after a pilot study by adding this category according to subjects’ suggestion.
After modification, she found that all three groups (patient, spouse/partner and nurse)
of that study rated this category as either first or second in importance. Two other
different studies also used this category (Timmins & Kaliszer, 2003; Uysal & Enc,
2012). The patients and all nurses' groups (CCU nurses, ward nurses and rehab
nurses) in Timmins and Kaliszer’s study (2003) ranked this category as first in
importance. All eight categories, including ‘symptom management,” were considered
relevant to content areas for further investigation. The last category, miscellaneous
information, identified non-specific needs. This was further modified by adding an
open-ended question to capture other needs that are not listed. Figure 1 depicts the
conceptualization of the key concepts of this study, patients’ discharge information
needs and nurses’ discharge information support regarding myocardial infarction
before patients’ discharge.

Although there is no research evidence direct comparison of the
difference between these two parties, a systematic review study conducted by Scott
and Thompson (2003) showed that patients and nurses prioritized content areas
differently. It is then hypothesized that, within the context of care in Bangladesh, this

gap may exist.
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Discharge Information Regarding

Myocardial Infarction

--Anatomy and Physiology

--Psychological concerns

Patients’ Nurses’

--Risk factors

Needs Support

--Medication

--Dietary

--Physical activity
--Symptom management

--Miscellaneous

Figure 1

Conceptual Framework of the Study

Hypothesis

There is a difference between patients’ discharge information needs
and nurses’ discharge information support regarding myocardial infarction in

Bangladesh.
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Definition of Terms

Patients’ Discharge Information Needs Regarding Myocardial Infarction

Patients’ discharge information needs regarding myocardial Infarction
refers to important contents reported by patients with myocardial infarction that they
need to know in order to help them understand the nature of the disease, its
treatments, as well as the required contribution to lessen complications. Eight content
areas are identified as important: Anatomy and physiology, psychological concerns,
risk factors, medications, dietary, physical activity, symptom management and
miscellaneous. In this study, information needs were measured by a questionnaire
adapted from the Modified Cardiac Patient Learning Needs Inventory, Patient VVersion
(MCPLNI-Patient), using a rating scale ranging from not important to very important.
The higher score indicates the more important information that the myocardial
infarction patients need to learn.

Nurses’ Discharge Information Support Regarding Myocardial Infarction

Nurses’ discharge information support regarding myocardial infarction
refers to information provided by the nurses to the patients with myocardial
infarction. Eight areas of content similar to the MCPLNI-Patient are covered. It was
measured by the- Cardiac Patient Learning Support Inventory, Nurse Version
(CPLSI-Nurse), using the rating scale ranging from not supported to highly supported.
The higher score indicates the more supported information nurses provide to their

patients.
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Scope of the Study

This study focused on exploring and comparing the level of patients’
discharge information needs and nurses’ discharge information support regarding
myocardial infarction. The participants of the study comprised nurses and patients
with M1 recruited from the National Institute of Cardiovascular Diseases and
Hospital, Dhaka which is a 414-bedded tertiary level government hospital in
Bangladesh. Nurses who were working and patients with M1 who were admitted

during a period of October 2013 to January 2014 were enrolled.

Significance of the Study

The result of this study would be helpful for further development of a
cardiac educational program for patients with myocardial infarction before discharge.
More specifically, it is beneficial in the following ways:

1. To facilitate nurses in providing appropriate information for patients
with MI before discharge.

2. To assist nurses in developing discharge information materials for
patients with MI.

3. To develop a training program for new nursing staff to support

knowledge related to discharge information for patients with M.
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CHAPTER 2

LITERATURE REVIEW

This chapter gives a further insight pertaining to patients with
myocardial infarction, particularly patients’ discharge information needs and nurses’
information support. The following topics were reviewed and presented: 1) Overview
of Myocardial Infarction, 2) Patients information needs, 3) Discharge information for
patients with myocardial infarction, 4) Factors related to patients’ information needs

and nurses’ information support.

Overview of Myocardial Infarction

Myocardial Infarction (Ml)

Myocardial infarction occurs when the blood flow that brings oxygen
to the heart muscle is severely reduced or cut off completely. This happens because
coronary arteries that supply the heart muscle with blood flow can slowly
become narrow from a buildup of fat, cholesterol and other substances that together
are called plaque. This slow process is known as atherosclerosis. Plaque at high risk
of disruption leads to thrombosis it is called “vulnerable plaque” or “High-risk
plaque”. There are several histological types of vulnerable plaque. The most common
type of suspected vulnerable plaque is an inflamed thin-cap fibro-atheroma, which is
thought to account for 60% to 70% of coronary events (Waxman, Ishibashi, & Muller,

2006).
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With the diagnostic test through ECG infarcts are defined as either ST-
Elevation (STEMI) or Non-ST-Elevation (NSTEMI) with the pathophysiological
difference being related to the degree of coronary artery occlusion. When this plaque
ruptures exposing the underlying membrane it results in platelet aggregation, fibrin
accumulation and thrombus formation. The thrombus either partially occludes the
vessel causing a NSTEMI, or completely occludes the vessel causing ST-segment
elevation (STEMI) (Browne, 2010). When the heart muscle is starved for oxygen
and nutrients, it is called ischemia. When damaged or death of part of the heart
muscle occurs as a result of ischemia, it is called a heart attack or myocardial

infarction (MI). Prolonged ischemia causes irreversible cell damage and muscle death.

There are many risk factors that contribute to the development of MlI.
Some of them are modifiable. These include high blood cholesterol, hypertension,
physical inactivity, obesity, being overweight, taking birth control pills, excessive
drinking of alcohol and diabetes mellitus. Some other factors are non-modifiable such
as age, heredity, sex hormones, and race (Morton et al., 2005). A large prospective
study recruited patients from 52 countries and identified nine potentially modifiable
risk factors including abnormal lipids, smoking, hypertension, diabetes, abdominal
obesity, psychosocial factors, consumption of fruits and vegetables, consumption of
alcohol, and regular physical activity that accounted for over 90% of the population
attributable risk (PAR) for first myocardial infarction in men and 94% in women
(Yusuf et al., 2004).

A MI patient suffers from chest pain which occurs suddenly and
continually despite rest and medication and this symptom occurs in most Ml patients.

The nature of chest pain is severe, persistent and unlike any other pain, immobilizing
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chest pain is not relieved by rest, or changing position. Ml patients usually describe
the pain as heaviness, pressure, tightness, burning, constriction, or crushing. The pain
begins in the center of the chest, and is most commonly located in substernal,
retrosternal, or epigastric areas which may radiate to the neck, jaw, and arm or to the
back. It may occur while the patient is active or at rest, or asleep or awake. However,
it commonly occurs in the early morning hours. It usually lasts for 20 minutes or
more. Some patients may not experience pain but may have discomfort, weakness, or
shortness of breath. They may have ashen, clammy, and cool skin. They also may
experience nausea and vomiting. Their body temperature may increase within the first
24 hours up to 100.4° F and occasionally to 102.2° F. Their heart rates and respiratory
rates may be faster than normal (Martinez & Bucher, 2007). An MI patient may
develop various complications like sudden death, arrhythmias, cardiac failure,
hypoxia, hypotension, cardiogenic shock, papillary muscle insufficiency, ventricular
aneurysm, myocardial rupture, pulmonary embolus, pericarditis, deep vein
thrombosis, post M1 syndrome, and emotional difficulty (Morton, Fontaine, Hudak, &
Gallo, 2005). Patients with M1 may be diagnosed by a clinical history of ischemic
type chest pain, changes in serial ECG tracing, and abnormal serum cardiac
biomarkers such as creatinine kinase-MB fraction and troponin (Das et al., 2011).
Thygesen et al. (2012) provided the criteria for diagnosis of
myocardial infarction. They mentioned that the term acute myocardial infarction (MI)
should be used when there is evidence of myocardial necrosis in a clinical setting
consistent with acute myocardial ischemia. Under these conditions any one of the
following criteria meets the diagnosis for MI: 1) Detection of a rise and/or fall of

cardiac biomarker values (preferably cardiac troponin) with at least one value above



16

the 99th percentile upper reference limit (URL) and with at least one of the following:
1) Symptoms of ischemia, ii) New or presumed new significant ST-segment—T wave
(ST-T) changes or new left bundle branch block (LBBB)), iii) Development of
pathological Q waves in the ECG, iv) Imaging evidence of new loss of viable
myocardium or new regional wall motion abnormality, v) Identification of an
intracoronary thrombus by angiography or autopsy, 2) Cardiac death with symptoms
suggestive of myocardial ischemia and presumed new ischemic ECG changes or new
LBBB, but death occurred before cardiac biomarkers were obtained, or before cardiac
biomarker values would be increased, 3) Percutaneous coronary intervention (PCI)
related M1 is arbitrarily defined by elevation of troponin values (> 5 x 99th percentile
URL) in patients with normal baseline values (< 99th percentile URL) or a rise of
troponin values >20% if the baseline values are elevated and are stable or falling. In
addition, either (i) symptoms suggestive of myocardial ischemia or (ii) new ischemic
ECG changes or (iii) angiographic findings consistent with a procedural complication
or (iv) imaging demonstration of new loss of viable myocardium or new regional wall
motion abnormality are required, 4) Stent thrombosis associated with MI when
detected by coronary angiography or autopsy in the setting of myocardial ischemia
and with a rise and/or fall of cardiac biomarker values with at least one value above
the 99th percentile URL, 5) Coronary artery bypass grafting (CABG) related Ml is
arbitrarily defined by elevation of cardiac biomarker values (> 10 x 99th percentile
URL) in patients with normal baseline cTn values (< 99th percentile URL).

Patients with M1 are treated by anticoagulation therapy.
Anticoagulation therapy may be used with either mechanical reperfusion

(Percutaneous Coronary Intervention, Coronary Angioplasty) or pharmacological
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agents (fibrinolytic agents such as streptokinase, anistreplase, or urokinase) (Antman
et al., 2004). These may be considered as having a role to maintain potency after
successful reperfusion as well as prevention of deep vein thrombosis, pulmonary
embolism and left ventricular thrombus (McCann & Menown, 2008). Primary PCI
(Percutaneous Coronary Intervention) with stent or balloon operated on the occluded
infracted-related artery (Campbell-Scherer & Green, 2009). Pharmacological therapy
is an essential component for the management of MI. The main purposes of
pharmacological therapy are anticoagulation, decrease myocardial workload, and
relief of pain. Early management of Ml patients involves maintaining the oxygen
saturation above 95% by administering oxygen, pain relief through Morphine, and
reperfusion therapy Nitroglycerin, ASA (antiplatelet therapy), and Streptokinase.
Beta blockers are administered to M| patients to reduce the myocardial oxygen
consumption by reducing myocardial contractibility. Calcium antagonists decrease
myocardial oxygen demands by decreasing the afterload, contractibility, and the heart
rate (Morton et al., 2005). MI patients’ drug regimen may be guided by the severity of

patients’ symptoms, hemodynamic status and the medication history.

Pathologically, myocardial infarction passes through three phases as
acute, healing and healed. The timing of acute phase is considered a duration from 6
hours of the onset of the infarction to 7 days, healing phase 7 days to 28 days and
healed phase 29 days and beyond. The entire process usually takes at least 5 to 6
weeks (Thygesen, Alpert, & White, 2007). Nursing intervention is an important part
in combination with pharmacological intervention in the management of patients with
M1 specially at healing phase that can contribute to prompt healing of infarction.

Provision of sufficient information through education for patients with
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MI can help them to adjust to manage their lives after discharge from hospital. Prior
education nurses should focus on assessing patients’ discharge information needs and
provide appropriate information that patients need to know in order to reduce

suffering, prevent complications and recurrence.

The Situation of MI in Bangladesh

There is a lack of exact data on the incidence and prevalence of Ml in
Bangladesh. The estimated mortality rate of cardiovascular disease in 2008 in
Bangladesh was 397 per 100,000 and about 10% of that was attributed to ischemic
heart disease (WHO, 2012). Moreover, ischemic heart disease was the first leading
cause of mortality in 2002 that caused 12% of the total deaths in Bangladesh
(“Chronic Disease,” 2009). Furthermore, Hoque’s study (as cited in Asgar, 2010)
reported the incidence of ischemic heart disease which includes angina pectoris,
unstable angina and myocardial infarction at approximately three per thousand until
1976. He also noted that a study in 1985 reported it to be approximately 14 per
thousand. The prevalence in urban population was reported to be as high as
approximately 100 per thousand population. Economic transition, urbanization,
industrialization and globalization bring about lifestyle changes that promote heart
disease. This trend is due to increased risk factors of tobacco use, physical inactivity
and having an unhealthy diet. As a consequence, higher MI prevalence in the urban
population was observed. The Ml rate in Bangladesh increases day by day. Every day
about10 to 20 M1 patients are admitted to the National Institute of Cardiovascular

Diseases and Hospital, Bangladesh (Hospital Record, 2012).
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The National Institute of Cardiovascular Diseases and Hospital
(NICVD), Bangladesh was established in 1978. It is a postgraduate specialized
teaching hospital. Patients with MI come from both rural and urban areas and they
receive the tertiary level of care from this hospital. It is the only specialized cardiac
government hospital in Bangladesh which provides all the cardiac facilities. Ml
patients are treated in this hospital by administrating oxygen, use of pain killers
through morphine, and pharmacological and mechanical reperfusion therapy. For
pharmacological reperfusion therapy, Nitroglycerin, ASA are freely supplied to all
patients, and Streptokinase is supplied for a limited number, of poor patients by the
government. The patients who can afford the bill, buy the necessary medication from
outside the hospital. In recent years, the number of the mechanical reperfusion
procedures has increased in this hospital. According to the National Health Bulletin
(Government of the People’s Republic of Bangladesh, 2011), the number of
angioplasty procedures performed in 2010 was 25, whereas, in 2005 it was only four
with the peak of 43 in 2007. Moreover, the total number of PCI in 2010 was 1,312
whereas in 2003 it was only 371. On the other hand, the number of surgical
procedures performed, such as CABG was 152 in 2010 whereas in 2000, it was only
44,

According to the admission criteria, the more serious patients with Ml
come to the emergency department and are admitted to the cardiac care unit (CCU).
After recovering from the acute state they are referred to the post cardiac care unit
(PCCU), then to general wards for further care. The majority of patients with Ml are
discharged from a general ward. Few patients are discharged from PCCU directly.

During the time of discharge, a discharge certificate is made by a cardiologist in
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which the key contents are addressed, including diagnosis, treatment, medication that
patients need to continue, risk factors needing control ( body weight, blood pressure,
blood sugar, cholesterol, quit smoking), details on how to maintain a healthy diet and
an appointment for next follow-up visit with the cardiologist. Nurses explain all
information to the M1 patients that are mentioned on the discharge certificate during
the actual time of discharge. After discharge, MI patients attain in the outpatient

department for follow-up visit as instructed by a cardiologist.

Impact of Ml

Despite level of mortality associated with myocardial infarction having
significantly improved due to advances in the management of Ml, still there is a high
mortality rate due to impact of MI (Crilley & Farrer, 2001). Ml patients face
numerous impacts on their health, not only on their physical health but also social and
psychological health.

Physiological impact of MI. Patients with MI often shows a variety
of physical symptoms, i.e., pain in the arm, chest, shoulder or back. There is an
individual difference in pain intensity, location and duration (Khan, Albarran, Lopez,
and Chair, 2010). MI patients may experience other symptoms beside chest pain, such
as discomfort, weakness, shortness of breath, nausea, vomiting, increased body
temperature, and increased pulse rate. They may also have ashen, clammy, and cool
skin (Martinez & Bucher, 2007). M1 patients have higher levels of fatigue than others
as a result of decreased motivation and activity, especially in patients undergoing
percutaneous coronary intervention (PCI) (Alsen, Brink, Brandstrom, Karlson, &

Persson, 2010). Moreover, after MI various complications may arise, such as
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ventricular tachycardia, ventricular fibrillation, atrial tachycardia, atrial fibrillation,
bradycardia, second-degree heart block, third-degree heart block, myocardial
ischemia, congestive heart failure, cardiac arrest, reinfarction and cardiac death
(Cherrington, Moser, Lennie, & Kennedy, 2004).

Psychological impact of MI. Experiencing an M1 is an upsetting event
in a patient’s life. The initial reaction to an Ml is usually anxiety rather than
depression (Hanssen, Nordrehaug, Eede, Bjelland, & Rokne, 2009). Hanssen et al.
conducted an 18-month follow up study in 288 patients with acute MI. They found
that at baseline the patients were more anxious when compared with the reference
population, Norwegian general population (p<. 001). Anxiety level decreased after 3
to 18 months and was not higher than those of the reference population. In other
words, patients with Ml in this study reported to have anxiety levels similar to the
reference population after 3 to 18 months. Ruz, Lennie, and Moser (2011) reviewed
and found from previous studies that anxiety was the most common psychological
response that represented 70% to 80% of all patients with acute cardiac events. As a
consequence, patients who were anxious during the first 48 hours after AMI had 4.9
times risk of in-hospital complications, such as infarction, recurrent ischemia,
ventricular fibrillation, or tachycardia. In addition, anxiety was found to be correlated
with long term complications, such as recurrent M1 and an increased rate of 5-year
mortality.

Depression is another coexisting psychological response in patient with
MI. Green et al. (2009), as a part of the ‘Post-MI Guideline Panel’, reviewed evidence
on the effect of depression on persons after myocardial infarction. They found that

depression was common in patients following MI. According to their updated review,
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the prevalence of depression can range from 41% in the acute phase to 60% at one
month after MI. Another study found that the prevalence of depression was more
common in patients who had shorter hospital stays compared to patients with a longer
hospital stay after controlling their complications (Hanssen et al., 2009).

Uncertainty is a major factor and can dramatically affect psychological
adaptation. According to the theory of uncertainty in chronic illness, Ml patients
experience uncertainty during diagnosis and treatment and when illness has a
downward trajectory, and continual uncertainty in and ongoing chronic condition and
also with the possibility of recurrence (Smith & Liehr, 2014). Liao and Lo (2006)
conducted a study to explore the adaptation and impact of uncertainty on individuals
with acute MI during hospitalization. The patient’s behaviors were analyzed in the
frame of uncertainty theory and found that patients’ behaviors when facing
uncertainty, noted three phases during hospitalization. First phase, patients reported
the uncertainty of the progress of disease and symptoms, second, the uncertainty of
technical examination and the effectiveness of its treatment and third, the uncertainty
of prognosis and his/her self-care abilities. MI patients who experience uncertainty or
angst at the time of discharge may develop depression. After the concept analysis of
uncertainty in illness, McCormick (2002) found that most studies showed a
relationship between high uncertainty with high emotional distress, anxiety and
depression.

Social and economical impacts of MI. Social impact is another
important consequence affecting patients with MI. Most of patients with Ml fail to
return to work due to reduced health status. As a result, patients become unemployed

and have a decreased income (Crilley & Ferrer, 2001). Moreover, they feel dependent
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on other family members who may need to quit their job in order to take care of this
patient. In addition, patients with M1 need money to cover the costs of investigation,
treatment and medication. As a result individual patients and families may face an
economic crisis. Poor social support also affects patients with MI. Patients who
develop physical disabilities become a family and social burden. Avoiding this
consequence, patients isolate themselves socially. The study found that patients with
MI often try to keep their worries to themselves and avoid talking to their close family
about their everyday problems such as anxiety, loneliness and the balance between
security and insecurity (Delmar, Jakobsen, Forup, & Pedersen, 2012). Patients with
MI in social isolation with a high level of stress have more than four times the
mortality risk of those who are neither isolated nor suffered from stress (Burg et al.,

2005).

Patients’ Information Needs

Overview of Information Needs

Provision of health care is now need-based rather than routine care.
When providing care to the patient, health care professionals, especially nurses, need
to have a clear understanding about the concept of information needs. In simple terms,
information needs are what clients need to know. In its broader sense, it is widely
used to represent a gap or deficit in the clients” knowledge that might be corrected by
information and/or education (Timmins, 2006).

Through a concept analysis study using Rodger’s framework, Timmins

identified several antecedents of information needs. These antecedents include major
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life changes, other events or life threatening or incapacitating illness following the
work of Lazarus and Folkman (as cited in Timmins, 2006). These can be perceived as
a challenge or a threat, depending on novelty, timing in life and the level of
uncertainty or unpredictability about the event. In response to events, individuals
displayed two major coping mechanisms: managing the problem by problem-focused
coping and regulating their response by emotion-focused coping (Timmins). Problem-
focused coping includes seeking information, trying to get help, inhibiting action and
taking direct action. It is this quest for information that creates information needs.

Timmins (2006) further identified the consequences of the information
need. The information received helps them to adapt to their situation. The expressing
of need and the receiving of information increases satisfaction and reduces stress, in
turn, assisting coping skills. On the other hand, those clients who do not express a
need for specific information might be adversely affected if too much information is
given. This may result in dissatisfaction with the communication process, and may
increase the level of stress and difficulty with coping. The provision of information by
nurses through assessment of patients’ individual information need is a component of
the professional care task for the appropriate individual and group.

Definitions of information need. According to Miranda & Tarapanoff
(2008), information need is a state or process started when one perceives that there is
a gap between the information and knowledge available to solve a problem and the
actual solution of the problem. In other word, an information need is the recognition
that one’s knowledge is inadequate to satisfy the goal within the context/ situation that
one finds oneself at a specific time (Ormandy, 2011). Timmins (2006) states that an

information need is a personal item that an individual requires information about.
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These needs occur as a result of the individual’s natural coping mechanism, whereby
they seek out information in response to a problem-focused approach. Furthermore,
an information need is defined as a state or process started when one perceives that
there is a gap between the information and knowledge available to solve a problem
and the actual solution of the problem (Miranda & Tarapanoff, 2008).

However, in this study, patients’ discharge information needs refers to
important contents reported by patients with myocardial infarction that they need to
know in order to help them understand the nature of the disease, its treatments, as well
as required contribution to lessen complications.

Importance of measuring information needs. In recent years,
education has been considered an integral component of care for patients after
myocardial infarction (Chan, 1990). According to Ausubel’s assimilation theory of
meaningful learning as an adult, a successful instructional process is dependent both
on a learner and a teacher, in this case, a patient with M1 and a nurse. In this theory,
Ausubel explained the process of teaching as expositing teaching in which the teacher
presents the concepts and ideas a student should learn, and to reception learning in
which the teacher places new ideas in the context of learners’ cognitive structure. The
most important single factor influencing learning is what the learner already knows
and then, integrating the new knowledge with the relevant existing knowledge
(“Assimilation theory”, 2011). Thus, the new information is not simply added to the
old in a cumulative way, rather it acts upon the existing information and both are
transformed into a new and more detailed cognitive structure.

Ausubel stated that meaningful learning would not occur unless the

learner makes an active attempt to relate new knowledge to the already acquired
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knowledge and without well anchored and integrated knowledge in the cognitive
structure it would remain unrelated and therefore be easily forgotten. After assuring
that the learner has required prior knowledge, the teacher has to present learning
material in an organized and structured manner with a sufficient amount of practice in
the form of application of learning material in order to facilitate its assimilation.

Similarly, learning about care at MI patients” home would be
meaningful if patients would be able to identify the content areas that they already
know and what they need to know (to be informed of) and then integrate the new
information with their relevant existing knowledge. On the other hand, nurses’
support or information provided has to compliment MI patients’ existing knowledge
and their need to learn. This mutual understanding will aid the success of a cardiac
educational program.
Measurement of Information Needs

To measure myocardial infarction patients’ information needs, there
are some existing tools. The most popular existing tools are the Cardiac Patient
Learning Need Inventory (CPLNI), the Patient Learning Need Scale (PLNS), the
Turkish Cardiac Patient Learning Need Inventory (TR-CPLNI), and the self-
administered questionnaire, “Everything You Ever Wanted to Know About Heart
Disease”. All of these instruments are adapted from the original CPLNI developed by
Gerard and Peterson in 1984. All of them are more or less the same. Some items were
changed, added or deducted to best fit the culture where the research was completed.

Further details of the tools are described below.

The Patient Learning Needs Scale (PLNS). The PLNS is one of the

cardiac patient’s learning needs assessment tools. The tool has 40 items consisting of
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a questionnaire which measures five categories of information needs (medication,
complication and symptoms, treatment and activities of living, illness related
concerns, support and care in the community). The 40 items in the PLNS are graded
with a five-point Likert scale (1 = not at all important to 5 = extremely important).
Internal consistency reliability has been confirmed with the Cronbach’s alpha scale of

.92. Factor analysis was done to support construct validity (Smith & Liles, 2007).

The Cardiac Patient Learning Needs Inventory (CPLNI). The
Cardiac Patient Learning Needs Inventory (CPLNI) was first developed by Gerard
(Gerard & Peterson, 1984) and measures eight categories of information needs with
43 items. The eight categories of information were: introduction to the CCU,
cardiovascular anatomy & physiology, psychological concerns, risk factors,
information about medication, dietary information, physical activity information and
miscellaneous information. The 43 items are graded on a five-point Likert scale (1 =
not at all important to 5 = extremely important). The Cronbach’s alpha for total items
was .91 and Cronbach’s alpha for each item ranged from .68 to .96 (Gerard &
Peterson, 1984). This tool was modified by Karlik and Yarcheski (1987), Chan

(1990), Turton (1998), Timmins and Kaliszer (2003).

In Karlik and Yarcheski’s study (1987), the same CPLNI was used as
originally developed by Gerard (Gerard & Peterson, 1984), but in this study the
wording on the CPLNI was modified for the nurses to “read in the third rather than
the first person”. The coefficient o for the total test in this study was .95 and the

coefficient o for the individual categories ranged from .77 to .85 (Karlik & Yarcheski,
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1987). For this value, they did not mention if either value comes from the patients’ or

nurses’ questionnaire.

For the purpose of Chan’s study (1990), the CPLNI was used after
modification. In this study two dimensions used were “important to learn” and
“realistic to learn”. The category “Introduction to CCU” was deleted as it was
considered inappropriate for the subjects. A total of thirty seven items were used in
both dimensions. One additional item was used to ask subjects to list and rate any
other informational topic they might also have perceived as important and realistic to
learn. Face and content validity of the modified instruments were assessed
independently by several experts in the field of cardiovascular patient teaching. All
interviews were conducted by a single interviewer to enhance reliability. Surprisingly,

they did not report whether the tool was consistently reliable.

The CPLNI was used in Turton’s study after modification (1998). This
modification resulted from expert’s recommendations and answers from structured
interviews with subjects. Prior to the pilot study, the content validity was measured by
four experienced nurses who were currently working in CCU. According to experts’
comments, a column “non-applicable” was added to the spouse/partner’s instrument.
Some of the individual items were also modified. The category “introduction to CCU”
was removed as it was considered inappropriate for subjects following hospital
discharge. During the pilot study, the modified CPLNI consisted of 37 items, grouped
in seven categories. Some comments were obtained from subjects by using structured
interview. Based on the results of a pilot study, the CPLNI was modified by using the

term “life-style factors” instead of “risk factors.” The category “symptom
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management was added, and three additional pieces of informations were added.

After this modification, the CPLNI contained eight categories with 38 items.

Turton’s version of the CPLNI (1998) was used in Timmins and

Kaliszer (2003) to study in an Irish population. This is the latest version of the CPLNI
(as cited in Uysal & Enc, 2012) that has eight categories with 37 items using the same
response format, a five-point Likert scale with an added ‘not applicable’ response.
The categories were: Anatomy and physiology of the heart, psychological factors,
lifestyle factor, medication information, dietary factor, physical activity, symptom
management and miscellaneous. Each item of the nurses’ version started with the
stem “the patient needs to know”. The Face and content validity was established in the
Irish setting by a panel of six experts from the field of coronary care nursing and
changes were made according to their comments. In this study, no reliability value

was reported.

The Turkish Cardiac Patient Learning Needs Inventory
TR-CPLNI. The CPLNI has been translated into many languages. Uysal and Enc
(2012) used it for testing a validity-reliability of the CPLNI with Turkish populations.
It had eight categories, 38 items and six levels of the rating scale: 1= not important, 2
= somewhat important, 3 = moderately important, 4 = important, 5 = very important,
6 = not appropriate. The content validity index was used to determine the validity of
the instrument items. The CVI of the TR-CPLNI items was determined as .96. The
reliability was measured by means of Cronbach’s alpha resulting in a value of .96 for

the entire scale and for subscales the coefficients ranged from .78 to .92. The test-
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retest reliability analysis was also performed with a 15-day interval, yielding a value

of .77 (Uysal & Enc, 2012).

The Self-administered Questionnaire “Everything You Ever
Wanted To Know About Heart Disease. This questionnaire was also modified from
Gerard’s tool (Gerard & Peterson, 1984). It was specifically developed from a
questionnaire that was used in a preliminary study (Czar & Jenkins as cited in Czar &
Engler, 1997) of learning needs in 51 patients with coronary artery disease in an out
patients cardiology clinic. Patients were asked in the preliminary study to recall their
perceived learning needs during their previous hospitalization. The internal
consistency reliability of the instrument was reported with coefficient alpha of .92. A
limitation of that study was, the patients had difficulties recalling their needs, and the
level of importance of each need was not determined. As a result, that the
questionnaire was modified. The modified questionnaire contained 10 categories with
38 items, a 5- point Likert scale ranging from 1 (not important) to 5 (very important).
The categories included cardiac anatomy and physiology, food restrictions, exercise,
recognizing symptoms, sex, medications, smoking, work, stress, and general
concerns. An open-ended item subscale called questions that come to mind was
included at the end of the questionnaire. Face and content validity was tested by a

panel of experts (Czar & Engler, 1997).

In summary, several versions of the CPLNI and other questionnaires
have been used to assess the information needs of patients with MI. Most of the
studies used the CPLNI. The categories of information were modified according to

the stage of recovery and study settings either by adding or deleting some categories
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to best fit the study population. From the above discussion about the measurement of
information needs, Turton’s (1998) version of the CPLNI was chosen because in this
version the category introduction to CCU was deleted as that it might not be
appropriate for the patients in this study who had declared to discharge. Moreover, the
symptom management of Turton’s version may be appropriate for this study because
in recent years some other studies (Timmins & Kaliszer, 2003; Uysal & Enc, 2012)
have used this category that was highly valid and reliable. In this study the CPLNI
needs to be modified to best fit with Bangladeshi culture because most of the previous
studies were conducted in the UK and the US (Gerard & Peterson; Chan; Ashton; and

Hughes as cited in Timmins & Kaliszer, 2003) over the past 20 years.

Nurses’ Role in Providing Information Support

As a health care professional, providing information for patients with
M1 is an important nursing function in delivery of cardiac rehabilitation (Smith &
Liles, 2007). Before providing information nurses need to assess the patient’s
individual needs then plan to meet these needs in order to provide the most effective
education for the individual patient (Garvey & Noonan, 2011). Liljeroos, Snellman,
and Ekstedt (2011) described in their phenomenological study that uncertainty and
inactivity in patients with MI during convalescence is due to lack of knowledge, since
the patient does not know what changes they need to make. For post MI education
nurses are identified most frequently as the existing teacher (Bridin, 2003). They can
provide information and help in acquiring related knowledge by establishing
relationships through patient-nurse communication (Liljeroos et al., 2011). Nurses
also clarify the information that patients gather from other sources like doctors and

other health care providers. The study found that nurses have not only underlined the
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major role in re-wording and re-explaining but also informing and assisting patients
in taking their part in medical decisions that concern them (Roberts, Schofield,
Freeman, Hill, Akkerman, & Rodger, 2002 as cited in Moret, Rochedreux, Chevalier,

Lombrail, & Gasquet, 2008).

Discharge Information for Patients With Myocardial Infarction

The information that is identified as most importantly needed by the
patient with M1 may guide to develop guidelines for developing teaching plans.
Karlik and Yarcheski (1987) conducted a replication study and found that 12 items
were replicated as the most important considered by CCU patients and nurses, of the
18 items in the original study (Gerard & Peterson, 1984). They claimed that the items
they identified can serve as guidelines for developing teaching plans for patient with
MI.

Guideline-based instruction or information at the point of discharge
can improve the outcomes in patients with MI (Rogers et al., 2007). In the Rogers et
al.’s (2007) study, the American College of Cardiology’s Guidelines Applied in
Practice (GAP) was initiated for patients with MI. The GAP emphasized guideline-
based medications, lifestyle modification and follow-up planning. They analyzed 1-
year follow-up mortality both pre and post-GAP and compared the mortality. The
result showed that the use of GAP at the point of discharge significantly decreased the
post-GAP mortality as well as 1-year mortality of patient with MI (Rogers et al.,

2007).
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Several studies mentioned different contents for assessing the
discharge information need of patient with MI. The most common, up to date and
culturally fit discharge information contents could be used to guide the development
of an appropriate discharge care plan for patients with MI education. The following

contents were commonly used to assess the discharge information for patient with MI.



Discharge Information Contents for Patients With Myocardial Infarction

The contents of discharge information should include all issues related to secondary prevention of myocardial infarction.

Based on the literature review, the contents of discharge information provided for patients with MI are presented in Table 1.

Table 1

The Contents of Discharge Information for the Patients With Ml

Authors
Content areas i _ i

Gerard Karlik & | Chan, Czar & | Turton, | Timmins | Smith & | Uysal

&Peterson, | Yarcheski, | 1990 Engler, | 1998 & Liles, & Enc,

1984 1987 1997 Kaliszer, | 2007 2012

2003

1. Introduction to CCU v % - - - -- -- -
2. Anatomy and physiology v % % % % % -- %
3. Psychological information or v 4 4 -- % % -- %
information about psychological factor
4. Stress -- -- -- 4 -- -- -- --
5. Risk factors v v v - - - - -
6. Lifestyle factor - - - . v v v v
7. Smoking -- -- -- % -- -- -- --
8. Medication or medication information v % % % - % % %

o




Table 1 (Continued)

Authors
Contents areas Gerard Karlik & [ Chan, [Czar& | Turton, [ Timmins | Smith & | Uysal
&Peterson, | Yarcheski, | 1990 Engler, | 1998 & Liles, & Enc,
1984 1987 1997 Kaliszer, | 2007 2012
2003

9. Drug information -- -- -- - v/ -- - -
10. Treatment and activity of living -- -- -- -- -- -- / --
11. Diet or dietary or dietary factor or v v v - v v v 4
dietary information

12.Food -- -- -- v/ -- -- -- -
13.Activity or Physical activities v v v - v v v v
14.Exercise -- -- -- v -- -- -- -
15. Work -- -- -- v/ -- - -- -
16. Sex - -- -- v -- -- -- --
17. Symptom management -- -- -- -- v v -- v
18. Symptom recognition -- - - J/ - - - -
19. Complications and symptoms -- -- -- -- - - % -
20. Miscellaneous v v v - v v - v
21.General concerns -- -- -- v -- - -- -
22. Support and care in the community - -- - - - - v/ -

Ge
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The original CPLNI for identifying MI patients’ educational needs was
developed by Gerard (Gerard & Peterson, 1984). It is still used as a valuable and
effective cardiac patients’ educational need measurement instrument. During its
lifetime this tool has been modified by several researcher by adding or deleting or
changing some terms, e.g.- the content area of education about introduction to CCU
was deleted because it was inappropriate for patients who no longer required CCU
care (Chan, 1990; Turton, 1998). Moreover, a recent study was conducted by
Galdeano, Furuya, Rodrigues, Dontas, and Rossi (2012) to validate and to evaluate
the reliability of the CPLNI in Portuguese patients with coronary artery disease. They
found that the domain introduction to CCU vyielded the lowest values with Cronbach’s
alpha and test-retest value of .47 and .51, respectively.

Czar and Engler (1997) used the term stress only as an alternative to
psychological factor from the original study. Instead of risk factor from the original
instrument some studies used the term lifestyle factors (Smith & Lilies, 2007;
Timmins & Kaliszer, 2003; Turton, 1998; Uysal & Enc, 2012) and one study (Czar &
Engler, 1997) also used the term smoking only. Similarly, in Turton (1998) the term
drug information was used as a substitute for medication information. Moreover, the
term food was used in Czar and Engler’s study (1997) instead of dietary information.
Furthermore, Czar and Engler’s study (1997) also used the terms exercise, work and
sex as the different three categories that were covered by only one category in original
study named physical activity.

In addition, some studies have added different categories rather than
use the original CPLNI, e.g. - Symptom management (Timmins & Kaliszer, 2003;

Turton, 1998), this term was also used in two other studies differently as symptom
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recognition and complications and symptoms respectively (Czar & Engler, 1997,
Smith & Lilies, 2007). Treatment and activity of living is the another term that was
not used in the original study (Smith & Liles, 2007). Two other dissimilar terms with
original study were used as general concerns, and support and care in the community
(Czar & Engler, 1997; Smith & Liles, 2007). After analyzing the above mentioned
studies, it can be said that the following eight content areas are the important
educational need content for an MI patient before discharge and will be used in this
study:

Anatomy and physiology. Anatomy and physiology describes the
structural and functional information of the heart. The basic informations of the heart
is: It is a hollow, muscular, cone-shaped organ. It works as a pump whose purpose is
to drive the blood into and through the arteries throughout the whole body. This organ
also has its own unique blood supply known as the coronary circulation. Coronary
blood supplies through two main coronary arteries, left and right coronary artery. The
main left coronary artery supplies the left atrium, inter ventricular septum, left
ventricle and the anterior wall of the right ventricle. On the other hand, the right
coronary artery supplies the right atrium, the right ventricle and Sino-atrial node
(Ahmed, 2013).

In patients with M1, coronary blood flow may be reduced, due to
atherosclerosis and the presence of plaques within the coronary arteries. As a result,
this patient supply can often fail to meet the increased demand for oxygen, causing
angina pectoris (Ahmed, 2013), thus patients face various symptoms including chest
pain. Ml occurs, when the complete cutoff of blood supplies results in the death of

heart cells. Without prompt treatment it can result in necrosis of the affected part of
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the heart (Martinez & Bucher, 2007). After successful reperfusion, infarct resorption
occurs at steady pace following the acute injury of an MI. The percent reduction in
infarct size is independent of the initial infarct size. The healing process occurs
rapidly within the first few months following acute injury with gradual reduction over
the course of the next year (Pokorney et al., 2012). Pokorney et al. (2012) reported a
reduction of 24% in infarct size over a mean 4-month time period.

From the literature, it is found that this category of information, the
item for education should consist of the reasons why the patient had chest pain, what
the heart looks like and its works (Gerard & Peterson,1984) including blood supply
(Timmins & Kaliszer, 2003; Uysal & Enc, 2012), the causes of heart attack (Gerard &
Peterson, 1984; Timmins & Kaliszer, 2003; Uysal & Enc, 2012), what happens when
a person has a heart attack (Gerard & Peterson, 1984; Timmins & Kaliszer, 2003;
Uysal & Enc, 2012), time for healing the damaged heart muscle (Timmins & Kaliszer,
2003; Uysal & Enc, 2012), process of heart healing (Gerard & Peterson, 1984; Uysal
& Enc, 2012) and the reason for irregular heart beat or skipped beat (Gerard &
Peterson, 1984).

Psychological concerns. Patients after M1 suffer from various
psychological symptoms that adversely affect patient’s quality of life with increases
cardiac morbidity and risk of recurrent cardiac events (Strik, Denollet, Lousberg, &
Honig, 2003). Patients with M1 usually worried about their social role, interpersonal
relations and personal health, which can worsen symptoms and complicate their future
care. Discharge information including relaxation methods after discharge decrease the

post discharge psychological symptoms (Aghakhani et al., 2011).
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The NICE guideline (2007) provided some recommendations that are
necessary for management of post MI anxiety after discharge. They are: (1) provide
evidence-based information about treatments to facilitate shared decision-making, (2)
provide information on the nature, course and treatment of panic disorder or
generalized anxiety disorder, including the use and likely side-effect profile of
medication, (3) patient should be informed of self-help groups and support groups and
be encouraged to participate in such programs where appropriate, (4) all patients
prescribed antidepressants should be informed that, although the drugs are not
associated with tolerance and craving, discontinuation/ withdrawal symptoms may
occur on stopping or missing doses or, reducing the dose of the drug. These symptoms
are usually mild and self-limiting but occasionally can be severe, particularly if the
drug is stopped abruptly. (5) the most commonly experienced discontinuation/
withdrawal symptoms are dizziness, numbness and tingling, gastrointestinal
disturbances (particularly nausea, and vomiting), headache, sweating, anxiety and
sleep disturbances, (6) they should seek advice from their medical practitioner if they

experience significant discontinuation/ withdrawal symptoms.

Similarly, depression NICE clinical guideline 23 (2009) mentioned
some important techniques to recognize an initial management of depression that can
help a patient with M| after discharge. The patients may have often been bothered by
feeling down, depressed or hopeless, having little interest or pleasure in doing things,
feeling of worthlessness, poor concentration and thoughts of death. For the
management of the post discharge period, the patients and their families should ensure
that they know how to seek help promptly if required. Such as the potential for

increased agitation, anxiety and suicidal ideation early in treatment, actively seek out
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these symptoms and review treatment if they develop marked and / or prolonged
agitation, the need to be vigilant for mood changes, negativity, hopelessness and
suicidal ideation, particularly when starting or changing treatment and at a time of
increased stress. If the patient is assessed to be at risk of suicide, consider: providing
increased support such as more frequent contact, referral to specialist mental health

services.

Risk factor. A risk factor is something that increases the chances of
getting a disease. For myocardial infarction, there are some modifiable and non-
modifiable risk factors for getting the disease. The majority can be controlled, treated
or modified. In addition to the modifiable risk factor, there are some non-modifiable
risk factors that cannot be changed or modified, such as age (increased risk with
advancing age), gender (a man is at greater risk than a pre-menopausal woman),
family history (increased risk with a first-degree blood relative has had Ml or CHD
before the age of 55 years for a male or 65 years for a female relative) (World Heart
Federation, 2013). The modifiable risk factors include hypertension, cholesterol,

overweight/obesity, Smoking, lack of physical activity and diabetes.

Hypertension. Hypertension or high blood pressure is defined as blood
pressure measurements that repeatedly exceed 140/90mmHg (Smeltzer & Bare,
2004). Babatsikou and Zavitsanou (2010) provided the risk values of hypertension
presented by the National American Guidelines for Hypertension. They mentioned
that the values of 120-139mm Hg and 80-89 mmHg, for systolic and diastolic blood
pressure respectively, are characterized as a precursor stage of hypertension, since

these values are associated with increased risk of hypertension development compared
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to lower values of arterial pressure. Babatsikou and Zavitsanou (2010) also reviewed
a previous study in which they mentioned that patients with hypertension are 2 to 3
times more likely to develop coronary heart disease including angina pectoris,
myocardial infarction and sudden death compare to healthy non-hypertensive

population group.

Cholesterol. There are four elements of lipid including total
cholesterol, low-density lipoprotein cholesterol (LDL-C), high-density lipoprotein
cholesterol (HDL-C), and triglycerides that are considered as primary influencing
factors for developing heart disease. The American Heart Association (2010)
provided the desirable level of cholesterol. Total cholesterol level should be less than
200 mg/ dl, the LDL-C less than 100 mg/dl, the HDL-C not less than 40 mg/dl for
men and 50 mg/dl for women and ideally 60mg/dl or higher, the triglyceride less than

150 mg/dl.

Overweight/Obesity. Obesity is an independent predictor of coronary
artery disease (Matbew, Francis, Kayalar, & Cane, 2008). Overweight and obesity are
determined by measuring weight and height to calculate body mass index (BMlI), a
numeric value that indicates the relative weight to height. A BMI between 25 and 29.9
is considered as overweight and the BMI > 30 is considered as obesity (Matbew et al.,

2008).

Smoking. Smoking is a significant risk factor for myocardial infarction
and death. The incidence of smoking caused 71% of MI and 37% of death (Engstrom
et al., 2000). The risk is higher by three to four times than that of the non-smoker.

One review study about smoking and its relation to the cardiovascular health
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summarized and concluded that both the adverse effects of cigarette smoke and the
benefits of smoking cessation on cardiovascular health occur rapidly. The risk of
myocardial infarction falls by 50% within a year of cessation (Prasad, Kabir, Dash, &
Das, 2009). The adverse effects of cigarette smoke include increased catecholamine,
increased blood pressure and heart rate, increased myocardial oxygen demand,
impaired oxygen exchange, and increased carboxyhemoglobin that can produce or

exacerbate myocardial ischemia (Prasad et al., 2009).

Lack of physical activity. A lack of physical activity has an
important role in developing heart disease. The risk of heart disease can be further
enhanced by less regular exercise that is combined with over eating or obesity, and
high cholesterol (Morton, Fontaine, Hudak, & Gallo, 2005). Regular activity and
exercise reduces the risk factor of cardiovascular diseases and the chance of having a
heart attack by increasing exercise tolerance, reducing body weight, reducing blood
pressure, reducing LDL and total cholesterol, increasing HDL, increasing insulin

sensitivity (Myers, 2003).

Diabetes. Diabetes acts as an associated disease with an increased risk
of myocardial infarction. Myocardial infarction is two to three times more common
among diabetic people and carries a worse prognosis than in the general population
(Boras, Pavlic-Renar, Car, & Metelko, 2002). Baal et al. (2011) found that diabetes is
common in patients with M1 as pair disease prevalence. In patients with Ml it is the
largest cause of excess mortality among diabetic patients. Hyperglycemia of diabetes
fosters dyslipidemia, increases platelet aggregation, and alters red blood cell function

which can lead to thrombus formation (Smeltzer & Bare, 2004).
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The discharge information about the risk factors include the
information about the meaning of the terms risk factor or life-style factor, the risk
factor or life-style factor that may have contributed the heart attack, the way of
preventing another heart attack risk factor or life-style factor (Gerard & Peterson,
1984; Timmins & Kaliszer, 2003; Uysal & Enc, 2012), and the process of affecting

the heart by risk factor (Gerard & Peterson, 1984).

Medication. Medication is an important component for long term care
after MI. It should be started in hospital with aspirin, heparin, beta-adrenoceptor
blocking agents and possibly nitrates, as well as with appropriate analgesia to reduce
pain and anxiety. An Angiotensin-Converting Enzyme (ACE) inhibitor or
Angiotensin-Receptor Blocker (ARB) and a statin are also often prescribed shortly
after MI, as are other drugs to reduce clotting and minimize blockages. The type and
other factors are related to Ml influence further medication therapy (Goldmann,
2006).

Medication regimens are associated with improved outcomes. Aspirin
should be taken by every patient at the time of discharge unless a true allergy or
bleeding tendency is present. Because no prescription is written, aspirin is prone to be
inadvertently omitted. Beta-blockers medications have been shown to be effective in
preventing death, reinfarction, and ventricular fibrillation in long-term follow-up.
ACE inhibitor in doses that have been shown to be beneficial are mandatory in
patients with an ejection fraction of less than 40% unless a specific contraindication is
present and appears to benefit a wide spectrum of patients with coronary artery

disease and preserved left ventricular function (Goldmann, 2006).
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For patient safety and to reduce medical errors in the post discharge
period it is necessary to prevent recurrence of Ml, by supplying patients with detailed
information concerning medication. According to the American Society of Consultant
Pharmacists (as cited in Ellowood et al., 2007), the patient needs to know: “1) what
condition the medicine was prescribed to treat; 2) what the medicine is, why it is
needed and how it works in the body; 3) why the medicine was selected; 4) the dosage
schedule and related instructions about how to take the medicine (before eating, with
food, etc.); 5) whether the medicine will work safely with other medicines being taken
(both prescription and nonprescription medicines); 6) what to do if doses are missed
or delayed; 7) the common adverse effects that may occur and what to do about them;
8) how to monitor whether the medicine is having its intended effect (are lab tests or
blood work necessary; if so, how often); 9) serious adverse effects to look out for and
what to do if they occur; 10) what action to take when the prescription is about to run
out.”

One study reported that after hospital discharge, approximately half of
the adults experience a medical error and 19% to 23% suffer an adverse event most
commonly from the drug (as cited in Kripalani, Jackson, Schnipper, & Coleman,
2007). To prevent this adverse event in Ml patients, nurses should provide the above
information.

Dietary information. Poor choice of diet is one of the most common
risk factors that contribute to a myocardial infarction. A higher intake of saturated
fatty acid (Yamagishi et al., 2013), intake of fried foods, salty snacks and meat (Igbal

et al., 2008) increase the risk of AMI. The selection of right diet will not only help in
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healing the heart after an attack but also reduce the risk of further attack (Argyriou et
al., 2011).

Based on the American Heart Association Dietary Guideline (AHA,
2007), there are several dietary recommendations for reducing risk, such as: “1) burn
at least as many as those taken in; 2) aim for at least 30 minutes of physical activity
on most, if not all days. To lose weight, do enough activity to burn more calories than
those consumed every day; 3) eat a diet rich in vegetables and fruits; 4) choose whole-
grain, high-fiber foods; 5) eat fish at least twice a week; 6) limit the amount of
saturated fat, trans fat, and cholesterol; 7) select fat free, 1% fat, and low-fat products;
8) cut back on foods containing partially hydrogenated vegetables oils to reduce trans-
fat in diet; 9) cut back on beverages and foods high in calories and low in nutrition
such as soft drinks and foods with added sugar; 10) choose and prepare foods with
little or no salt” (Nix, 2009).

Moreover, WHO (2007) mentioned some dietary recommendations for
prevention of cardiovascular disease. They mentioned that all individuals should be
encouraged to reduce total fat and saturated fat intake. The total fat intake should be
approximately 30% of calories, saturated fat be less than 10% of calories, trans-fatty
acid intake should be reduced as much as possible or eliminated and most dietary fat
should be polyunsaturated (up to 10% of calories) or monounsaturated (10-15% of
calories). Individuals should also be encouraged to reduce daily salt intake by at least
one third, if possible, to <5 g or 90 mmol per day, to eat at least 400 g a day of a range
of fruits and vegetables as well as whole grains and pulses.

Physical activity. Physical activity or exercise is an important part of

recovery for patients with MI. To return to full normal activities, the patients with Ml
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need to know about the time to begin or resume their physical activity and the level of
activity safe for them. Usually, after an uncomplicated or low risk heart attack, most
people are able to return to work within 6 to 8 weeks (as cited in Kovoor et al., 2006).
The same study also stated that very low risk patients could return to normal activity
in 2 weeks without any adverse effects.

An early mobilization program promotes the patients' self-confidence
to be independent in basic self-care at the time of discharge. The rate of progress of
mobilization depends on several factors, such as co-morbidity, age, habitual activity,
surgical and medical condition and specific medical instructions. In some situations,
e.g.- uncomplicated myocardial infarction, cardiac surgery or coronary angioplasty,
some stages may be notional and mobilization may be achieved in a single day. This
can be compared with complicated conditions in which mobilization may be much
slower (National Heart Foundation, 2004).

Before discharge from hospital, the patients with MI need to be
advised to walk a short distance daily after which they can gradually increase their
activities as part of their daily routine (Antman et al., 2004). The patients with balloon
angioplasty can usually return to work as soon as they feel able, generally about a
week after leaving hospital since it is often psychological and socioeconomic issues,
rather than medical issues, that keep people from returning to work sooner. After a
heart attack, angioplasty, or bypass surgery, patients experience depression and as a
result are less likely to return to full time work (Soderman, Lisspers, & Sundin, 2003).

Patients with M1 who return to work have been shown to benefit and
report less physical and mental complaints as well as tending to have a more positive

outlook than those who do not return to work (Boudrez & Backer, 2000). Evidence
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suggests that, brief advice on physical activity advice is effective in increasing levels
of physical activity as well as accelerating functional capacity and lowering
subsequent risk of cardiovascular events (Briffa et al., 2006). Briffa et al. (2006)
mentioned the physical activity recommendation as: 1) patient should be provided
brief, appropriate and written physical activity advice; 2) they should be advised to
participate in a short period (up to 12 weeks) of supervised exercise rehabilitation; 3)
they should be advised to attainment of daily low to moderate physical activity for at
least 30 minutes unless contraindicated. Patients with M1 should stop physical
activity, if they experience the sign-symptoms of chest pain or symptoms of heart
attack (Briffa et al., 2006).

Information on sexual activities is another important aspect of physical
activity information. Cooper et al. (2007) reviewed evidence and revealed that: 1)
after recovery from MI, sexual activity has no greater risk of triggering a subsequent
MI than if they had never had an MI; 2) patients who have made an uncomplicated
recovery after their M1 can resume sexual activity when they feel comfortable to do
so, usually after about 4 weeks; 3) the subject of sexual activity should be raised with
patients within the context of cardiac rehabilitation and aftercare; 4) when treating
erectile dysfunction, treatment with a PDE5 (phosphodiesterase type 5) inhibitor may
be considered in patients who had an MI more than 6months earlier and who are now
stable; 5) PDES5 inhibitors must be avoided in patients treated with nitrates and/or
nicorandil because this can lead to dangerously low blood pressure.

Moreover, some other studies have mentioned discharge education
about physical activity that should include the information about the reason for

limitation of activities (Gerard & Peterson, 1984), General guideline for physical
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activity after heart attack, the activities that need to be restricted for the patients with
M1, the way to recognize the time to increase the level of activities, the time to resume
sexual activities (Gerard & Peterson, 1984; Timmins & Kaliszer, 2003; Uysal & Enc,
2012), the time to return to work (Timmins & Kaliszer, 2003; Uysal & Enc, 2012).

Symptom management. The patient with MI may experience
different types of chest pain or other clinical signs and symptoms especially during
exertion or physical activities. The patients should be informed that if they
experience the signs or symptoms of: 1) squeezing, discomfort or typical pain in the
centre of the chest or behind the breastbone that may spread to the shoulders, neck,
jaw and/or arms; 2) symptoms evocative of previous myocardial ischaemia; 3)
dizziness, light-headedness or feeling faint; 4) difficulty breathing; 5) nausea; 6)
uncharacteristic excessive sweating; 7) palpitations associated with feeling unwell; 8)
undue fatigue; 9) leg ache that curtails function; 10) physical inability to continue
physical activity; 11) for patient with diabetes: shakiness, tingling lips, hunger,
weakness and palpitations, they should stop physical activity (Briffa et al., 2006).

For management of symptoms of angina, chest pains or discomfort
during physical activity, the patient should be informed to carry their nitrate with
them when they engage in physical activity. After stopping physical activity and
taking immediate rest, if pain/discomfort is not relieved, the patient should be
instructed to take nitrate medication (e.g. Anginine or Isordil sublingual tablets placed
under tongue or Nitrolingual spray). If the pain/discomfort goes away with rest and
one tablet or spray, then inform doctor as soon as possible. If this does not go away
with rest and one tablet or spray, the dose of nitrate medication may be repeated 5

minutes after the initial dose. If the symptoms are not relieved completely within 10-
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15 minutes by medication and rest, call an ambulance immediately, and rest quietly
while waiting for transport or assistance regard this pain/discomfort as a heart attack.
The patients may take aspirin (150-300 mg) unless the doctor has advised not to do
so. Where an ambulance is not readily available, quickly notify the nearest hospital,
health clinic or doctor for advice, it may also be appropriate to arrange for someone to
drive the patient to hospital (Briffa et al., 2006).

Miscellaneous. This category carries the widest range of information
that is not under the above categories. The information concerns the techniques of
taking pulse, different kinds of test regarding the heart after being discharged from the
hospital (Gerard & Peterson, 1984; Timmins & Kaliszer, 2003; Uysal & Enc, 2012),
the reason for further testing after going home (Gerard & Peterson, 1984), the support
services that are available when patients are discharged home, the support services
that are available for the patient’s family (Timmins & Kaliszer, 2003; Uysal & Enc,
2012), the place where the patient’s family can go to learn CPR ( Gerard & Peterson,
1984; Uysal & Enc, 2012).

In this study, the researcher explored which contents nurses provide to
their patients with MI. Thus, after permission had been granted by the developer of
the CPLNI (Appendix F) the above eight content areas of the CPLNI were used as a
template to guide the construction of the Cardiac Patient Learning Support Inventory,

Nurse Version (CPLSI-Nurse).
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Factors Related to Patients’ Information Needs and Nurses’

Information Support

Factors Related to Patients’ Information Needs

Patients’ information needs are different from individual patient to
patient. There are some factors that may influence their information needs as follows:

Age. Age of patients can contribute to his/her information needs.
Timmins and Kaliszer (2003) conducted a study with 27 Ml patients. The researchers
divided the patients into five different age groups. They found that the patients’
information needs concerning driving, sex and work significantly differed according
to almost all age groups except those who were 70 to 79 and 80 to 89. They responded
similarly about their information need concerning sex. Smith and Liles (2007) also
conducted another study on 20 M1 patients to examine the perceptions of their needs
for information before being discharged and to discover whether there are significant
differences in the needs of certain groups of MI patients. The subjects’ age range was
35 to 92 years old. The study found that only five patients whose age was between 53
and 65, identified the additional areas where they would have liked to receive
predischarge information. Whereas a previous study showed there was no relation

between age and information needs (Czar & Engler, 1997).

Employment status. Employment status can contribute to the
information needs of patients’ with myocardial infarction. Retired people desired
more information than employed people (Smith & Liles, 2007). Although, Czar &
Engler (1997) found that there is no relationship between occupation and perceived

information need:s.
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Gender. Gender differences regarding the needs of information exist.
In a literature review conducted by Polikandrioti and Babatsikou (2013), they found
that male and female patients differed in the contents of information they needed, but
they did not report what contents women and men may need differently. Women
reported that they preferred to have the information before cardiac intervention (i.e.,
percutaneous transluminal coronary angioplasty) whereas male patients needed it
afterwards. In this same review study, Polikandrioti and Babatsikou found that
women preferred to have physicians provided them the information as opposed to

men who preferred nurses.

In a longitudinal, prospective study involving 906 patients with acute
ischemic coronary events admitted in coronary intensive care units (CICUS) in
Canada, Stewart, Abbey, Shnck, Irvine, and Grace (2004) explored gender differences
in health information needs and decisional preferences. They found that at 6-month
follow up, overall there were no gender differences, except in some certain areas.
Women were 1.77 times more likely than men to want information about angina and
1.57 times about blood pressure. Men were 1.32 times more likely to want

information about sexual function.

Perceived severity of illness. The patient’s perception about the
severity of illness can influence the information needs of the patient with myocardial
infarction (Polikandrioti & Babatsikou, 2013). Sometimes individuals undergoing
angioplasty reported less information needs as they perceived the severity to be less
due to their perception about the simplicity of the procedure of PCI. Their perception

of simplicity was due to a number of reasons: the short length of time it took; that it is
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only performed under a local anesthesia; there were no large visible scars; a short
hospitalization period; and some participants experienced nil or minimal pain or

stress. (Corones, Coyer & Theobald, 2009).

Perceived risk of survival. The patients’ perceived risk related to
survival influences the perceived needs regarding symptom recognition, symptoms
management and medication (Smith & Liles, 2007; Timmin & Kilzer, 2003;
Timmins, 2005). Polikandrioti and Babatsikou (2013), claim that physical activity is
the area where the patients place low priority but it may be crucial to their overall

well-being.

Income. Patients’ income or economic Status may influence their
information needs. Usually, the continuous treatment of the patients with Ml includes
spending money for medication and investigation and is related to their financial
capacity. The study found that the low income group of patients with Ml had a
significantly higher 30 days and long term mortality rate in all age groups (Rasmussen
et al., 2006). As probability of having financial issues increased the study found that
the most common categories of information needs were related to medication (Czar &

Engler, 1997; Polikandrioti & Babatsikou, 2013; Smith & Liles, 2007).

Education. The educational level of patients with MI has an impact on
their health. One study revealed that patients with low level of education had a
significantly higher 30 days and long term mortality rates (Rasmussen et al., 2006).
This may be due to the patients with different levels of education having different
levels of understanding about the information received. This issue seems to suggest

patients' perception of discharge information needs is different.
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Stage of recovery. The stage of recovery, particularly the early stage
IS most important, during which, cardiac patients’ learning needs are related to
psychological or emotional responses (Polikandrioti & Babatsikou, 2013; Timmins,
2005). Moreover, within 72 hours of their intended discharge, myocardial infarction
patient perceived information needs related to medication, disease complication and

physical activities (Smith & Liles, 2007).

Previous experience. Previous patients’ experience about cardiac
event can influence information needs. Corones, Coyer and Theobald (2009), claimed
that initially patients thought their chest pain was a normal indigestion but after the
recognition of their actual chest pain they perceived the information need about the

signs and symptoms of chest pain related to myocardial infarction.

Marital status. The category of information needs may differ
according to patients’ marital status. Sexual activity is an important part of married
patients’ lives. After suffering M1 patients may believe that sexual activity overstrains
the heart and may lead to another M1 or even death. As a consequence they believe
that sexual activity is prohibited for them (O’Donovan, 2010). Therefore education
regarding sexual activity becomes an important informational issue for patient with
MI who are married. However, Czar and Engler (1997) conducted a study to
determine the perceived learning needs and their level of importance in 20 patients
with angina pectoris and myocardial infarction. They found that there was no

correlation between the importance of perceived learning needs and marital status.
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Factors Related to Nurses’ Information Support

There is no known study available on nurses’ information support.
Usually people act as they perceive. Nurses’ perception about patients’ information
need may influence their information support for patients with MI. However, there are
several studies that have assessed the factors of nurses’ performance in relation to
different types of patients. Similar factors may influence the nurses’ support to
patients with Ml.

Age. With increasing age, people tend to increase in maturity in all
areas including at work. Several studies have shown that age is related to the caring
behaviors of nurses. Lange, Thom, and Kline (2008) and Prompahakul (2011)
conducted studies to assess the factors related to nurses’ behavior in relation to dying
patients and found that the senior or older nurses had higher level of caring behavior
towards dying patients than younger nurses. So, the age of nurses might influence the
support provided to MI patients. However, the previous study (Bailey, 2004) assessed
the relationship between nurses’ demographic variables and perception of cardiac
patients’ education need. The study found that there was no significant relationship
between the age of nurses and their perception of cardiac patients education need.

Nursing experience. Nursing experience is very important for better
performance or better support for the patients. Al-Ahmadi (2008) conducted a study
to examine the factors influencing performance of 15 hospital nurses and found that
nurses’ performance positively related to year of experience. Another study
(Prompahakul, 2011) found that longer professional experience resulted in a higher

level of nurses’ caring behavior for patients. Conversely, Baily (2004) found that the
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nurses’ perception of cardiac patients education need did not differ with nurses’
experience.

Experience as a cardiac nurse. Experience of taking care of specific
types of patients may increase the competency in those areas of patients care.
Prompahakul (2011) reviewed literature and concluded that the nurses direct
experience in taking care of end of life patients, helps nurses to learn and understand
their role in taking care of those patients. This direct experience in taking care of
specific type of patients significantly correlated with nursing competency in taking
care of those patients. However, Baily (2004) found that there was no relationship
between experience as a cardiac nurses and their perception of cardiac patients
education need.

Educational level. The performance of nurses may be influenced by
their level of education. The individuals with higher educational level usually have
more knowledge than the persons with lower level. A nurse’s support in providing
discharge information to the patient with MI may be influenced by a nurse’s
knowledge on that topic. Ozdemir and Akdemir (2008) conducted a study to
determine the knowledge level of cardiology nurses in relation to sexual and other
lifestyle adjustments required by their patients following myocardial infarction and
indirectly identified their approach in addressing this issue. The nurses’ general
knowledge was evaluated based on their answers to 15 relevant questions. Only a
negligible percentage of the nurses (0.9%) were able to give an appropriate answer to
a maximum of nine out of the 15 knowledge questions, a minority (23.1%) knew one
acceptable answer, and some (13%) could answer none. The researcher concluded and

reported from the present study findings and nurses’ status and comments on
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providing education to post-MI patients. The researcher reported that the nurses did
not receive any formal education on this issue. Consequently almost all nurses
(99.4%) did not educate the patient regarding this issue.

Al-Ahmadi (2008) found that the nurses’ performance is related to
level of their education.

Training experience. Training is an important method that may
improve the nurses’ skill and performance of patient care. Prompahakul (2011) found
that the trained nurses had better caring behavior than untrained nurses.

Workload. Nurses workload may influence the nurses performance or
care of patients. Nurses with less work may perform or provide care better than those
who have a high workload. Top (2013) conducted study to measure the influence of
28 organizational variables on nurses performance and found that nurses workload
was the most influential factor on the nurses job performance.

Unit of work. A nurse’s perception of M1 patient information needs
can differ according to their working unit. The study found that the nurses who
worked in CCU had different perceptions than those who worked in PCCU (Gerard &
Peterson, 1984). As a result they may be provided support to MI patients differently.
The CCU nurses rated the category of anatomy and physiology as a higher need,
whereas the PCCU nurses rated that as the lowest one. Different perceptions may be a
reflection of the role and responsibilities of different unit nurses.

Nurses’ assessment of patient feeling or needs. Bailey (2004)
reviewed previous studies and reported that nurses were either uncertain about or did
not understand their clients beliefs regarding their illness, how the patient managed

previous illness, the clients’ personal preferences about nursing care, their
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expectations of nursing care and the care that was perceived to be helpful. They also,
did not understand how the client felt about the nursing care delivered to them. The
study showed that the majority of nurses were either unaware, or did not understand
their patient’s feelings or needs. The researcher concluded, in this study, that there
was a lack of assessment by the nurses concerning the patients’ needs. This situation
resulted in dissatisfaction with the quality of health care teaching received from their
nurses.

Difficulties in delivering information to the patient. Some
difficulties can affect the support information to the patients with MI. The study
(Moret, Rochedreux, chevalier, Lombrail, & Gasquet, 2008) explored the difficulties
encountered by nurses in delivering information to patients as connected with not
knowing enough about the information already provided by the physician, lack of
time, practical difficulties, difficulties connected with specific characteristics of
certain patients in care, and potential reactions of patients to the information to be

delivered.

Summary

Myocardial infarction is the leading cause of death in the world
including Bangladesh. After recovery, Ml patients commonly suffer from the impact
of the disease. Many of them do not understand what has happened to them and how
to manage their lives after discharge and how to prevent the recurrence of MI. The
provision of information plays an important role in the post discharge period at home.

The literature review of patients’ information needs of patients with MI includes
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information about the disease, symptoms related to disease, treatment and its side
effects, impact of disease and its management.

The categories of discharge information needs of patients with Ml
discussed in this chapter consist of anatomy and physiology, psychological concerns,
risk factors, medication, dietary information, physical activity, symptom management
and miscellaneous. However, there are several factors that influence the discharge
information needs of patients with Ml including age, employment status, gender,
perceived severity of illness, perceived risk of survival, income, education, stage of
recovery, previous experiences, and marital status. On the other hand, the discharge
information support of nurses also has been influenced by some factors including the
nurses’ age, experience, knowledge, unit of work, nurses’ assessment of the patient’s
feelings or needs, and difficulties in delivering information to the patient.

It is vital to adhere to information concerning the patient’s perceived
needs as part of the post discharge treatment and care plan. Information needs of Ml
patients must be assessed by the nurses prior to discharge to facilitate effective

management in the post discharge period.
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CHAPTER 3

RESEARCH METHODOLOGY

A comparative, descriptive study was conducted. This chapter presents
the research methodology of this study. It consists of population and setting, sample
and sampling, instrumentation, data collection procedure and data analysis of the

study.

Population and Setting

Population
The population of this study was patients with myocardial infarction
who were admitted to this hospital and all nurses working at the target hospital

(NICVD).

Setting

This study was conducted at the National Institute of Cardiovascular
Diseases and Hospital, Dhaka which is a tertiary level government hospital in the
central part of Bangladesh. It is the only specialized cardiac government hospital in
Bangladesh which provides all cardiac care facilities. The patients are referred from
all districts of the country with various kinds of cardiac problems. There are two
coronary care units, one intensive care unit, one post coronary care unit, seven general
wards and thirty cabins (single room for one patient who wants to stay separate from

other patients). There are three wards under the cardiac medicine unit and three wards
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under cardiac surgery unit for adult patients, one ward for pediatrics and cabins for all
types of cardiac patients. There are 47-117 different types of cardiac patients together
with all cardiac problems including AMI, unstable angina, non STEMI, old Ml,
recurrent MI, LVF, ASD and VSD, valvular disease, rheumatic heart disease,
ischemic cardiac myopathy (Government of the People’s Republic of Bangladesh,
2011) with about 10-20 M1 patients admitted daily at this hospital (Hospital Record,
2012). The more serious patients are admitted to CCU and ICU where patients stay
for a short period of time (approximately one to two days except those who require a
mechanical ventilator). After recovering from the acute state they are referred to
PCCU. After one to two days some of them are directly discharged from here but the
majority is referred to a general ward or cabin after their general condition improves.

Usually cardiac patients in this hospital are discharged from the
general ward or cabin. Each of the general wards has 50-70 beds. In each ward two to
seven nurses are on duty during the morning, evening and night shifts. In the morning
shift, there are more nurses than other shifts, usually six to seven nurses because of
work load, such as attending medical rounds, receiving prescriptions for a new
treatment order or discharge order etc. If the patient is going to be discharged, an on-
call cardiologist writes the patient discharge certificate with the necessary information
that the patient needs to follow. Nurses explain this information in lay terms during
the time of the patient’s discharge. Sometimes they provide discharge information that
they feel it is important that the patient asks questions about this. However this is
done without making any plan.

The researcher conveniently selected this hospital to be a target setting

because it is the most appropriate place that provides specialized care to this group of



61

the population. In addition, it is assumed that patients coming from several areas of

the country would help make the study more generalizable.

Sample and Sampling

Sample
The samples in this study were all nurses working in PCCU, general
wards, cabins and all patients with myocardial infarction at the same places in the
target hospital. As the numbers of nurse subjects are limited, they were all included.
For patient participants, the following inclusion criteria were used: (1)
confirmed diagnosis of MI by a physician, (2) able to read and understand Bangla
language, and (3) be mentally competent and able to participate in the study (4) be

declared discharged by a primary physician.

Sample Size

A sample size was estimated using power analysis. The effect size was
calculated based on the findings of a previous study: Needs of families who have
members admitted to critical care units: Perception of families and nurses, conducted
in central Java, Indonesia (Indriyawati, 2004). It was considered closest to the
proposed study. In that study, the families’ perception mean score was 26.55 (SD =
2.13) and the nurses’ perception mean score was 25.54 (SD = 2.64) yielding an effect
size of 0.42 (Appendix D). Most nursing studies reported the effect size in the range
of 0.20 to 0.40 (Polit & Beck, 2012). The researcher rounded down the effect size to

0.40 to lessen type Il error as this study was conducted in another context. According
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to Cohen (1988), using an alpha level of .05, accepted power of .80 and an estimated
effect size of 0.40, a minimum sample size of 99 in each group was needed (as cited
in Polit & Beck, 2012).

The total number of nurses in the selected areas of the targeted hospital
was about 130. So, the researcher recruited all of them to account for the probability
of having non-response subjects. The researcher also made an equal sample size in
both groups. The sample sizes of each group were planned for 130. Finally, there
were 120 nurses who returned the completed questionnaire (response rate were

92.31%).

Sampling
Patients with myocardial infarction admitted during the study period
were recruited if they met the inclusion criteria until achieving the total required

numbers and all nurses were approached.

Instrumentation

The instruments for this study consisted of two parts to measure
subjects’ characteristic and the study variables. The first part was a demographic data
questionnaire for patients with myocardial infarction and nurses, and the second part
was the Modified Cardiac Patient Learning Need Inventory, Patient Version
(MCPLNI-Patient) for assessment of myocardial infarction patients’ discharge

information needs and the Cardiac Patient Learning Support Inventory, Nurse Version
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(CPLSI-Nurse) for assessment of nurses’ discharge information support to patient

with MlI.

Part-1 A: Demographic Data Questionnaire for Patient with Myocardial
Infarction.

The demographic questionnaire for patients with myocardial infarction
consisted of 15 items including age, gender, marital status, level of education,
religion, occupation, monthly income, duration of admission, duration as diagnosed of
M, history of previous admission with cardiac problem, family history of MI, reason
for the current admission, smoking habits, underlying disease and perceived severity

of illness.

Part-1B: Demographic Data Questionnaire for Nurses

The demographic questionnaire for nurses consisted of ten items: age,
gender, marital status, religion, years of registration as a nurse, years of working in
cardiac unit, degree in nursing profession and experience in teaching of cardiac

patients, working unit and special cardiac training.

Part-2 A: Modified Cardiac Patient Learning Need Inventory, Patient Version
(MCPLNI-Patient).

In this study, the Cardiac Learning Need Inventory developed by
Gerard (CPLNI) (Gerard & Peterson, 1984) was used after modification. The
instrument has been widely used with diverse groups. Most of these studies took place
in Western countries. Some of the original items might not be appropriate for Asian

countries because of their different cultures, religions and demographic factors. In this
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study the researcher requested and received permission from the developer to use and
modify the CPLNI (Appendix F).

This questionnaire consisted of eight categories of content areas with
38 items, including:

(1) Anatomy and physiology, 5 items, 1-5

(2) Psychological concerns, 4 items, 6-9

(3) Risk factors, 4 items, 10-13

(4) Medication, 5 items, 14- 18

(5) Dietary, 5 items, 19-23

(6) Physical activity, 5 items, 24-28

(7) Symptom management, 6 items, 29-34

(8) Miscellaneous, 4 items, 35-38

The MCPLNI-Patient was used to assess the level of discharge
information needs of patient with myocardial infarction. Each item was rated on a 5-
point Likert-type scale ranging from 1 = not important, 2 = somewhat important, 3 =
moderately important, 4 = important, and 5 = very important.

The total MCPLNI-Patient score for 38 items had a range from 38 to
190. The modification was done by the researcher. From the original CPLNI, for the
category of anatomy and physiology, two items were modified and one item was
deleted. The item ‘what causes a heart attack?’ was modified to ‘what are the causes
of a heart attack?’ and ‘how my heart heal’ to ‘how long the damaged heart muscle
take to heal’ to make it easily understandable. The item ‘why my heartbeat may be

irregular or I may have “skipped beat”?” was deleted according to the suggestion of
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Bangladeshi expert. The expert had observed that for Bangladeshi patients,
introducing this statement may induce high anxiety.

For the category of psychological concerns, two items were modified
and two items were combined with modification. The item ‘the normal psychological
response to having a serious illness’ was changed to ‘the normal psychological
response to having a heart attack’ and ‘what effect stress has on my heart?’ was
changed to ‘what is the effect of stress has on my heart?’. The items ‘what I can do to
reduce stress while in the hospital?” and ‘what I can do to reduce stress when | go
home? were modified and combined in ‘what | can do to reduce stress in my life?’

In the category of medication information, one item was added as
‘when I should take each of my medications’. For the category dietary information,
one item was changed and one was deleted. The item ‘general rules about eating’ was
changed to ‘general rules about healthy diet” and ‘how to adapt the recommended diet
to my lifestyle’ was deleted as it did not fit with Bangladeshi culture.

The item ‘general guidelines for physical activity’ was changed to
‘general guidelines for physical activity after heart attack’ from the category physical
activity. The category symptom management contains 6 items. Two items ‘the signs
and symptoms of angina and a heart attack?’ and ‘when to call the doctor?” were
added from the category miscellaneous information as they will fit the symptom
management category. Four new items were added.

For the miscellaneous information category, one item was modified
and two items were deleted. The item ‘If any other tests will be done after I leave the
hospital?” was changed to ‘what test and investigation will be done after discharge

from hospital?’. The items ‘the signs and symptoms of congestive heart failure’ and
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‘where my family can go to learn C.P.R?’ were deleted. The last item, an open-ended
question, ‘Please indicate if you need any other information not listed above’ was
added to the MCPLNI-Patient to capture other needs that are not listed in any
category.

The total and subscale scores were computed by summing all items in
those categories, then averaging by the total number of items. Thus, the possible
ranges of scores were similar, ranging from 1-5. This can be further categorized in

three levels as follows:

Score Level of Information Needs
1-2.33 Low (Least important)

2.34 — 3.66 Moderate (Moderately important)
3.67 - 5.00 High (Highly important)

Part-2 B: Cardiac Patient Learning Support Inventory, Nurse Version (CPLSI-
Nurse).

This part was developed to assess nurses’ discharge information
support of patients with myocardial infarction. This questionnaire was covered all
content areas similar to the MCPLNI-Patient, using a 5- point Likert-type scale,
ranging from not support to highly support. The higher score indicates the high level
of supported information nurses provided to their patients. For interpretation, the
score will be categorized similar to the MCPLNI-Patient.

Score Level of Information Support

1-233 Low (Least support)

2.34 — 3.66 Moderate (Moderately support)



67

3.67 —5.00 High (Highly support)

The last item of the CPLSI-nurse, an open-ended question, was added
as ‘Please indicate if you have given any other information to your patients not listed
above’ to capture other discharge information support that are not listed in any

category.

Validity and Reliability of the Instruments

The original instrument of the Cardiac Patient Learning Need
Inventory (CPLNI) has been assessed for validity and reliability (Galdeano et al.,
2012; Turton, 1998; Uysal & Enc, 2012) for use in different cultures and settings. The
researcher used the modified version of CPLNI in this study together with the newly
developed nurse version. Therefore, validity and reliability test are needed.

Validity of the instruments. The content validity of MCPLNI-Patient
and CPLSI-Nurse were analyzed by a panel of three nursing experts. The first expert
was from the Faculty of Nursing Prince of Songkla University, Thailand; the second
expert was from the critical care unit Songklanagarind Hospital, Thailand, and the
third expert was from the National Institute of Cardiovascular Diseases and Hospital,
Dhaka, Bangladesh, who had expertise in the related field. They evaluated each item
of all subscales of the MCPLNI-Patient and the CPLSI-Nurse for accuracy and
relevance. After receiving the experts’ suggestions for the instruments, the necessary
changes were made by the researcher in line with the experts’ opinions under
supervision of the advisory committee. To reduce the strength of the terms “side

effect” and “problems” and possibility of non-adherence with treatment, the item
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“what are the side effects of taking each medication?”” was changed to “what are the
consequences of taking each medication?”” and “what to do if | have problems with
my medication?”” was changed to “what to do if I have undesired consequences from
my medication?” according to local expert’s recommendations. Another item “when
to call the doctor?”” was changed to “when to visit the doctor?” to fit with the cultural
practice.

Reliability of the instruments. A pilot study was conducted to test the
reliability of the instruments. The internal consistency reliability of the MCPLNI-
Patient of the Bangla version was tested among 20 myocardial infarction patients and
the CPLSI-Nurse Bangla version was tested among 20 nurses from the National Heart
Foundation Hospital & Research Institute, who have the same characteristics as the
study sample, using Cronbach’s alpha coefficient. The alpha coefficient of the total
scale of the MCPLNI-Patient was .90, and the alpha coefficients of the MCPLNI-
Patient subscales were .61, .55, .71, .57, .52, .48, .54, .59, respectively for anatomy
and physiology, psychological concerns, risk factors, medication, dietary, physical
activity, symptom management and miscellaneous.

The alpha coefficient of the total scale of the CPLSI-Nurse was tested
twice. The first time, the alpha coefficient of the total scale of the CPLSI-Nurse was
.78 and the subscales were .21, .76, .30, .24, .63, .64, .51 and .67, accordingly, for
anatomy and physiology, psychological concerns, risk factors, medication, dietary,
physical activity, symptom management and miscellaneous. Even though, the total
scale of the CPLSI-Nurse demonstrated a good internal consistency but some of the
subscales were poor. For this reason, the researcher decided to interview the samples

about their understanding of the items while re-checking the translated instrument for
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its accuracy by an expert in translation of instruments. The researcher found that all
items were clearly understandable but a small sample size use in the reliability test

(n = 20) might contribute to restricted variance. Therefore, the researcher computed
the alpha coefficient of the CPLSI-Nurse with the actual nurses sample (n = 120). As
expected, the alpha coefficients of both the total scale and the subscales showed better
internal consistency. The alpha coefficient of the total scale of CPLSI-Nurse was .98
and the subscales were .85, .92, .87, .86, .91, .90, .93 and .84 sequentially for anatomy
and physiology, psychological concerns, risk factors, medication, dietary, physical
activity, symptom management and miscellaneous. The translated instrument was
considered as having good internal consistency reliability. For a newly developed
instrument (CPLSI-Nurse) the minimum acceptable coefficient value is .70 (Polit &
Beck, 2012) and the modified version of CPLNI (MCPLNI-Patient) was considered

new after modifications concerning the local context of Bangladesh.

Translation of the Instruments

After validation of the instruments by three experts, the MCPLNI-
Patient and the CPLSI-Nurse were translated by three bilingual translators using back
translation process. First, the original English version of the instruments was
translated into a Bangla version by a bilingual translator. Then, the second translator
translated the Bangla version back to an English version without seeing the original
one. Lastly, the third bilingual translator clarified and compared the original English
version and translated English version to check the consistency and appropriateness of
the meaning of the instruments. This process needs to be repeated multiple times until

the meaning of the translated instrument is equivalent (Brislin, 1970; Jones, Lee,
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Phillips, Zhang, & Jaceldo, 2001 as cited in Lee, Li, Arai & Puntillo, 2009). There
were no discrepancies. Then the Bangla version of the instruments was used for data

collection.

Data Collection Procedure

The data collection procedure was comprised of two phases:

Preparation phase and implementation phase.

Preparation Phase

After getting written permission from the Faculty of Nursing, Prince
of Songkla University, the researcher asked for permission to collect data from the
Director of NICVD and Hospital. After obtaining permission from the Director, the
researcher met the Nursing superintendent of the nursing department, and then she
was introduced to the head nurse of PCCU, wards and cabin followed by the nurses in
same place in order to obtain volunteer nurses to participate in the study. The
researcher explained the objectives to the head nurse and other nurses and asked
permission for data collection. After receiving permission from head nurses, the

researcher started data collection.

Implementation Phase
For patients.
1. The researcher was introduced to the potential participants by unit

nurses.



71

2. The participants who met the inclusion criteria, were approached to
participate in the study. Then, the researcher gave an explanation about the
information concerning the study including informed consent.

3. After receiving the explanations and the participant agreed to
participate in the study, the researcher provided the informed consent form before
giving out the questionnaire.

4. After signing the informed consent form, the researcher provided the
questionnaire to the participants.

5. The researcher explained the questionnaires to ensure they were
understood. The researcher allowed time for them to answer all the questions and
clarify the questionnaires if necessary.

6. The researcher checked whether the answers to all questions were
completed or not. If not completed, the researcher requested the participant to
complete the remaining questions as necessary.

7. The researcher used code for each questionnaire to assure the
anonymity of the participant.

For nurses.

1. The researcher provided consent forms and questionnaires to the
head nurses to distribute to nurses who volunteered to participate in the study.

2. The researcher requested the subjects to complete and return the
questionnaire and the consent form to head nurses within one week.

3. After one week, the researcher collected the returned questionnaires

from head nurses and checked for completeness.
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4. The researcher coded the questionnaires to assure the anonymity of
the subjects. Finally, the researcher entered the data into the computer software for

data analysis.

Ethical Considerations

Ethical approval was obtained from the Research Ethics Committee,
Faculty of Nursing, Prince of Songkla University (PSU), Thailand. After receiving
permission from PSU, the researcher obtained permission from the director, nursing
superintendent and the head nurses of the study setting to conduct the study. The
participants were provided with all relevant information before being asked for a
written or verbal consent (Appendix A). Participants were also informed that they had
the right to refuse to participate and could withdraw from this study at any time
without any conditions being imposed and the identity of the participants would be
kept anonymous and the data collection form would be destroyed after entering data
into the software program. The participants would be free to ask any questions about
the study. The confidentiality of the collected data was maintained throughout the

study.
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Data Analysis

After data collection, the data were processed and analyzed with
analytical computer software. In this study, the data were analyzed by using the
following statistical techniques:

1. Demographic data

Descriptive statistics were used for presenting demographic data
comprised of frequencies, percentages, means and standard deviations and range.

2. The Patients’ discharge information needs and Nurses’ information
support

Descriptive statistics including frequency, percentage, means (M),
standard deviation (SD), minimum (Min), maximum (Max) score, median (Mdn), and
interquartile range (IQR) were used to present the scores and the levels of the patients’
discharge information needs and nurses’ discharge information support regarding
myocardial infarction.

Inferential statistics were employed to examine the differences in the
patients’ information needs and nurses’ information support. The independent t-test
and the Mann-Whitney U test were used to compare the mean differences between the
two groups. Preliminary data analysis was conducted to test the assumptions of
independent t-test including normality and homogeneity of variances between two
groups. The data set of psychological concerns, miscellaneous and total patients’
needs and nurses’ support met the assumptions. These data sets were analyzed using

the independent t-test. However, the data set of anatomy and physiology, risk factors,



medication, dietary, physical activity, and symptom management did not meet the
assumptions. Therefore, these data sets were analyzed using the Mann-Whitney U

test.

For the open-ended question, the simple content analysis was used to

analyze the data.
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CHAPTER 4

RESULTS AND DISCUSSION

This comparative, descriptive study was conducted to describe the
level of patients’ discharge information needs, nurses’ discharge information support
and compare the patients’ discharge information needs and nurses’ discharge
information support to patients with myocardial infarction in Bangladesh. This

chapter presents the results and further discusses of the key major findings.

Results

The results of this study are presented as follows: Participants’
characteristics, the level of patients’ discharge information needs regarding
myocardial infarction, the level of nurses’ discharge information support to patients
with myocardial infarction and the comparison of patients’ discharge information
needs and nurses’ discharge information support to patients with myocardial
infarction in Bangladesh.

Participants’ Characteristics

A total of 130 patients with myocardial infarction and 120 nurses were
enrolled in the study. The characteristics of each group are presented as follows:

Myocardial infarction patients’ characteristics. Table 2 shows the
demographic characteristics of the patients in this study. Their age ranged from 24 to
90 years with a mean of 53.61 years (SD = 11.65) and the highest number of them had

age between 50-59 years (32.3%). A majority of them was male (95.4%), married
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(52.3%). About one-fourth were private employees (23.8%). One-third of the patient

(33.1%) had an average monthly income between 10,000 --20,000 Taka. Another one-

third (33.1%) had no income.

Table 2
Frequency and Percentage of the Patients Classified by Demographic Characteristics
(n =130)
Demographic Characteristics n %
Age (years)
<40 11 8.5
40 - 49 37 28.5
50 - 59 42 32.3
60 — 69 25 19.2
70 and higher 15 115
M =53.61, SD = 11.65, Min- Max = 24-90 years
Gender
Male 106 95.4
Female 24 18.5
Marital status
Married 124 95.4
Widowed 6 4.6
Level of education
Primary school 68 52.3
High school 39 30
College 14 10.8
University 9 6.9
Religion
Islam 116 89.2
Hindu 14 10.8
Occupation
Farmer 12 9.2
Government employee 18 13.8
Private employee 31 23.8
Business 24 18.5
Retired 29 22.3
Housewife 16 12.3
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Table 2 (Continued)

Demographic Characteristics

Income per month

No income 43 33.1
1,000 Tk-- 5,000Tk 8 6.2
5,001Tk--10,000 TK 26 20
10,001 TK--20,000 TK 43 33.1
>20,000 TK 10 7.7

Table 3 presents the health-related characteristics of the patients.

Duration of admission of the patients ranged from 2 to 23 days with a median of 6
days and being diagnosed from 2 days to 13 years with a median of 10 days. Nearly
half of the patients (44.6%) had history of previous admission with cardiac problem
for 1 to 15 times with a median of 1 time. One-third of them (33.1%) had the family
history of ischemic heart disease. Approximately two-thirds of the patients admitted
for medical reason or medical interventions. Nearly two-thirds of the patients (63.1%)
had smoking habit and among these patients, more than half of them were ex-smokers
(59.3%). Nearly two-thirds (64.6%) had underlying disease including DM (31.5%),
HTN (45.4%), kidney diseases (3.1%), lung diseases (6.2%) and gallstone (0.8%).
Patients perceived their illness as moderately to highly severe (Mdn = 7.00, M = 6.89,

SD = 1.94).

Table 3

Frequency and Percentage of the Patients Classified by Health-Related
Characteristics (n = 130)

Health-Related Characteristics n %

Duration of admission (days)
Mdn =6, IQR = 25, Min- Max = 2-23
Duration of being diagnosed of Ml (days)
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Health-Related Characteristics n %
Mdn = 10, IQR =85, Min-Max = 2 days—13 years
History of previous admission with cardiac problem
No 72 55.4
Yes 58 44.6
Mdn =1, IQR =1, Min-Max = 1-15 times
Family history of ischemic heart disease
No 87 66.9
Yes 43 33.1
Reason for the current admission
Medical reason 80 61.5
Surgical reason 50 38.5
Smoking habit
No 49 37.7
Yes 81 62.3
Types of smoker (n = 81)
Current smoker 33 40.7
Ex-smoker 48 59.3
Underlying disease
No 46 35.4
Yes 84 64.6
DM 41 315
HTN 59 45.4
Kidney diseases 4 3.1
Lung diseases 8 6.2
Gallstone 1 0.8

Perceived severity of illness

M =6.89, SD =1.94, Mdn =7.00, IQR =2, Min- Max = 0-10

Nurses’ characteristics. Table 4 shows the demographic

characteristics of the nurses participating in this study. The nurses’ age ranged from

30 to 53 years with a mean of 38.89 years (SD = 5.35), and more than half had age

ranged between 30 and 39 years old (56.7%). Most of the nurses were female (92.5%)

and married (91.7%). More than two-thirds (68.3%) were Muslim. The majority of

them (63.3%) had been working as a registered nurse for 10 to 20 years with a mean
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of 18.27 years (SD = 5.36) and more than one-third worked as a cardiac nurse for 6 to
10 years (35%) with a mean of 9.40 years (SD = 5.65). The degree in nursing
profession was mainly Diploma (75.8%). Only one-fourth of them (25%) had
experience in teaching cardiac patients. Forty six percent worked in a cardiac
medicine unit. Only about less than one-fourth of nurses (28.3%) had training related
to care of cardiac patients. For those who received training, forty one percent had

intensive care and coronary care training.

Table 4

Frequency and Percentage of the Nurses Classified by Demographic Characteristics
(n = 120)

Demographic Characteristics n %
Age (years) M = 38.89, SD = 5.35, Min-Max = 30-53 years
30-39 68 56.7
40-49 29 40.8
50 and over 3 2.5
Gender
Female 111 925
Male 9 7.5
Marital status
Married 110 91.7
Single 8 6.7
Widowed 2 1.6
Religion
Islam 82 68.3
Hindu 30 25.0
Christianity 7 5.8
Buddhism 1 0.8
Work as a registered nurse (years) M = 18.27, SD = 5.36, Min-Max = 8-30 years
Less than 10 2 1.7
10-20 76 63.3
20 and over 42 35.0
Work as a cardiac nurse (years) M = 9.40, SD = 5.65, Min-Max = 1-24 years
1-5 37 30.8
6-10 42 35.0
11-15 22 18.3

16-20 11 9.2
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Demographic Characteristics n %

20 and over 8 6.7
Degree in the nursing profession

Diploma 91 75.8

BSc 21 17.5

Master 8 6.7
Experience in teaching cardiac patients

Yes 30 25

No 90 75
Working unit

Cardiac medicine 55 45.8

Cardiac surgery 29 24.2

PCCU 24 20.0

Cabin (Combined medicine & surgery) 12 10.0
Training related to care of cardiac patients

Yes 34 28.3

No 86 71.7

Types of cardiac training (n = 34)

Cardiac care management 5 14.7

Intensive care 12 35.3

Intensive care and coronary care 14 41.2

Cardiac nursing 2 5.9

Nursing bridge program 1 2.9

The Level of Patients’ Discharge Information Needs Regarding Myocardial

Infarction

Patients with M1 reported needs for discharge information at a high

level with a mean score of 4.40 (SD = 0.37) and with the score ranged from 3.42 to 5.

The majority of them (97.6%) rated the discharge information needs score at a high

level (3.67 — 5.00) (Table 5).

Table 6 shows that patients perceived the discharge information needs

of all subscales at high levels: anatomy and physiology of heart (M = 4.30, SD =
0.63), psychological concern (M = 4.03, SD = 0.61), risk factors (M =4.17, SD =

0.60), medication (M = 4.82, SD = 0.26), dietary (M = 4.52, SD = 0.34), physical
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miscellaneous (M = 3.99, SD = 0.59). Remarkably, medication information was rated

the highest, followed by symptom management, whereas miscellaneous information

was rated the lowest.

Table 5

Frequency and Percentage of the Patients Classified by the Level of Patients’
Discharge Information Needs of Patients With MI (n = 130)

Level of Information Needs Possible score n %
Low 1-233 0 0.0
Moderate 2.34 - 3.66 03 2.4
High 3.67 -5.00 127 97.6

M = 4.40, SD = 0.37, Min-Max = 3.42-5.00

Table 6

Means, Standard Deviation, and the Levels of Patients’ Discharge Information Needs

of Each Category (n = 130)

Subscales M SD Level
Anatomy & Physiology 4.30 0.63 High
Psychological concerns 4.03 0.61 High
Risk factors 4.17 0.60 High
Medication 4.82 0.26 High
Dietary 4.52 0.34 High
Physical activity 4.27 0.65 High
Symptom management 4.80 0.25 High
Miscellaneous 3.99 0.59 High
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Additional Information Needs

From the open ended question ‘Please indicate if you need any other
information not listed above’, no one mentioned any additional needed information.
All patients said that they already got all necessary information items that they needed
to know which mentioned and covered in the MCPLNI

Additional Analysis

In order to investigate any contribution of some factors including age,
gender, marital status, education, income per month, previous admission and smoking
habit to patients’ discharge information needs the Mann-Whitney U test, Kruskal-
Wallis test and t-test were performed. There were significant differences from the

identified factors, except marital status and previous admission (Table 7).

Table 7

Comparisons of Patients’ Discharge Information Needs Between Age Groups,
Gender, Marital Status, Among Educational Level and Income per Month, Between
Previous Admission and Smoking Habit of Patients With MI (n = 130)

Factors Patients’ information needs
MR/M SR Z/X**1t p
Age
<60 7158 644250 -2.76 .006***
>60 51.81 2072.50
Gender
Male 62.44 6619.00 -1.94  .05**
Female 79.00 1896.00
Marital status
Married 66.41 823500 -1.25 .210™
Widowed 79.00 28.00
Education
Primary school 55.24 13.03* .005***
High school 71.04

College 87.39
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Table 7 (Continued)

Factors Patients’ information needs

MRM SR ZIX®™t_ p

University 84.94
Income per month
No income 57.03 10.17* .04**
1000 TK--5000TK  72.63
5001TK--10000TK  53.54
10001TK--20000TK  76.99

>20000TK 77.90

Previous admission
No 4.51M 4,08t  .000***
Yes 4.26 4.06

Smoking habit
No 4.45M 1.21t 23"
Yes 4.37 1.24

M = Mean, MR = Mean Rank, t = t-test, Z = Mann-Whitney U test, X* = Kruskal-

Wallis test (*), ** p < .05, *** p <.01, NS = not significant

The Level of Nurses’ Discharge Information Support to Patients With Ml
Nurses reported that they supported to the patients with Ml at a
moderate level with a mean of 3.60 (SD = 0.59) and the score ranged from 2.32 to 5
(SD =0.59). Sixty four nurses, who were the highest number of sample (52.9%),
scored their discharge information support to MI patients at a moderate level (2.34 —

3.66) (Table 8).

Table 9 shows the means, standard deviation, and the levels of nurses’
discharge information support of each category to patient with MI by nurses. The
nurses mentioned that the medication information is the area that they provide highest
support (M =4.21, SD = 0.60) to the patients with MI followed by dietary information

(M =3.80, SD =0.73), and symptom management (M = 3.97, SD = 0.62). Only these
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three categories of information that they rated at high level of support. The rest of
other five categories they rated at a moderate level. Among the moderate level of
information support categories, the anatomy and physiology was rated at the lowest
rank with a mean of 3.10 (SD = 0.96), followed by psychological concerns (M = 3.21,
SD =0.98), risk factors (M = 3.43, SD = 0.92), physical activity (M = 3.36, SD =

0.84), and miscellaneous (M = 3.57, SD = 0.77).

Table 8

Frequency and Percentage of the Nurses Classified by the Level of Nurses’ Discharge
Information Support to Patients With MI by Nurses (n = 120)

Level of Information Support Possible score n %
Low 1-233 01 0.8
Moderate 2.34 —3.66 64 52.9
High 3.67-5.00 55 45.7

M = 3.60, SD = 0.59, Min-Max = 2.32-5.00

Table 9

Means, Standard Deviation, and the Levels of Nurses’ Discharge Information Support
to Patients With MI by Nurses Categorized by Each Subscale (n = 120)

Subscales Mean SD Level
Anatomy and physiology 3.10 0.96 Moderate
Psychological concerns 3.21 0.98 Moderate
Risk factors 3.43 0.92 Moderate
Medication 4.21 0.60 High
Dietary 3.80 0.73 High
Physical activity 3.36 0.84 Moderate
Symptom management 3.97 0.62 High

Miscellaneous 3.57 0.77 Moderate
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Additional Information Support

Nurses were asked ‘Please indicate if you have given any other
information to your patients not listed above’, nobody indicated any additional
support that they had provided for their patients. They said that all the items were

already mentioned and covered the information support to MI patients.

Additional Analysis

The t-test and Chi square and Mann-Whitney U test were conducted to
analyze if there were any contributions from some factors including age, marital
status, degree in the nursing profession, training related to care of cardiac patients,
working unit to the nurses’ discharge information support. There were significant
differences from the identified factors, except age and marital status and training

related to care of cardiac patients (Table 10).

Table 10

Means, Standard Deviation, Mean Rank, t-test, Chi Square Test and Mann-Whitney U
Test Result of Demographic Variables and Total Score of Discharge Information

Support by Nurses (n = 120)

Demographic Variable Nurses’ information support
M*MR  SD/SR  t/X*/MW p
Age (years)
<40 3.58* 57°°  -.861' 39N
>40 3.67* 63°°
Marital status
Married 59.93 1.92% 38"
Single 59.94
Widowed 94.25
Degree in the nursing profession
Diploma 54.79 11.79"%  003***

BSc 73.36
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Demographic Variable

Nurses’ information support

M*/MR  SD/SR  t/X2/MW p
Master 91.75
Training related to care of cardiac patients
Yes 63.07 214450 -51MV 61N
No 59.48  5115.50
Working unit
Cardiac medicine 68.72 10.16"%  017**
Cardiac surgery 43.40
PCCU 60.92
Cabin 63.33

(Combined medicine & surgery)

M = Mean (*), MR = Mean Rank, SR = Sum Rank, t = t-test, X* = Chi square, MW =

Mann-Whitney U test, NS = not significant, **p < .05, ***p < .01

Comparison of the Patients’ Discharge Information Needs and Nurses’

Discharge Information Support to Patients With Myocardial Infarction

The mean scores between patients’ discharge information needs and

nurses’ discharge information support were compared by using inferential statistics.

The assumptions of the independent t-test including normality and homogeneity of

variances between two groups were examined. Some variables met the assumptions

and some did not. Independent t-test was used when the assumptions were met and

the Mann-Whitney U test was used when the assumptions for independent t-test were

violated.

Table 11 shows the discrepancies between patients’ discharge

information needs and nurses’ discharge information support in psychological

concern, miscellaneous and total patients’ needs and nurses’ support. In all three

variables: psychological concerns (t = 8.01, p <.001), miscellaneous (t = 4.81, p <
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.01), and total patients’ needs and nurses’ support (t = 12.76, p < .001), patients’
needs scores were significantly higher than those of nurses’ support scores.

Similar to Table 11, Table 12 shows that the patients’ needs were
significantly higher than the nurses’ support. The patients ranked their needs higher
than the nurses’ support in all categories namely anatomy and physiology (MR =
166.80 vs MR = 80.76, Z = -9.43, p < .001), risk factors (MR = 154.64 vs MR = 93.93,
Z=-6.67, p < .001), medication (MR = 165.03 vs MR = 82.67, Z = -9.21, p < .001),
dietary (MR = 163.90 vs MR = 83.90, Z = -8.80, p < .001), physical activity (MR =
161.37 vs MR = 86.64, Z =-8.19, p <.001), and symptom management (MR = 173.45
vs MR = 73.55, Z = -11.06, p < .001), respectively.

Patients ranked information needs and nurses ranked information
support in 4 categories similarly. Medication information was ranked the first,
followed by symptom management the second, dietary information the third and
psychological concern in the 7th place. All other categories they ranked differently.
Patient prioritized anatomy and physiology as their information need and ranked in
fourth place, whereas nurses ranked this category in the last place (Table 13).

Table 11

Comparison of the Mean Scores Between Patients’ Discharge Information Needs

(n=130) and Nurses’ Discharge Information Support (n=120) by t-test

Variables M SD t p

Psychological concerns Patient 4.04 0.60 8.01  .000**
Nurse 3.21 0.98

Miscellaneous Patient 3.99 0.59 481 .007*
Nurse 3.57 0.77

Total patients’ needs and Patient 4.40 0.37 12.76  .000**

nurses’ support Nurse 3.60 0.59

*p <.01**p<.001



Table 12

88

Comparison Between Patients’ Discharge Information Needs (n=130) and Nurses’

Discharge Information Support (n = 120) by Mann-Whitney U test

Variables MR SR z p

Anatomy and physiology Patient  166.80 21683.50 -9.43 .000***
Nurse 80.76 9691.50

Risk factors Patient  154.64 20103.50 -6.67  .000***
Nurse 93.93  11271.50

Medication Patient  165.03 2145450 -9.21  .000***
Nurse 82.67 9920.50

Dietary Patient  163.90 2130750 -8.80 .000***
Nurse 83.90 10067.50

Physical activity Patient  161.37 20978.00 -8.19  .000***
Nurse 86.64  10397.00

Symptom management Patient ~ 173.45 22549.00 -11.06 .000***
Nurse 73.55 8826.00

Notes: MR = Mean rank, SR = Sum rank, ***p < .001

Table 13

Discharge Information Needs and Support Categories, Means and Ranks (Ordered by

Patient Ranks)
Variables Patients’ need Nurses’ support

Mean Rank Mean Rank

Medication 4.82 1 4.21 1
Symptom management 4.80 2 3.97 2
Dietary 4.52 3 3.80 3
Anatomy and physiology 4.30 4 3.10 8
Physical activity 4.27 5 3.36 6
Risk factors 4.17 6 3.43 5
Psychological concerns 4.03 7 3.21 7
Miscellaneous 3.99 8 3.57 4

1 = highest importance and support; 8 = lowest importance and support
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Discussion

This present study has highlighted information needs of patients with
MI. It indicates that they needed to know and learn before they were discharged
home. Along with it, information supported by nurses were reported. The findings
shed some lights to improve care provided to this group of Bangladeshi patients. The
major findings of the study are discussed to offer logical rationale, elaborate issues

that may contribute to the findings, especially methodological issues.

The patients participating in this study had characteristics typical to
patients with MI from other parts of the world. They were late middle-aged adults
(M =53.61 years, SD = 11.65), male (95.4%), and smokers (62.3%) who had
underlying disease or co-morbid disease (64.6%), hypertension and diabetes,
especially. Aging, male gender, smoking and co-morbidity are well-acknowledged as
major risk factors to MI (Morton et al., 2005). One factor that the Bangladeshi
patients may be different from patients with M1 in Western and European countries
was that the majority of them were low (no income - < 10,000 TK/month) to moderate

(10,001 — 20,000 TK/month) income groups.

A recent study (Li et al., 2014) found that the individual with low
socioeconomic status had the higher risk for cardiovascular events including MI. The
fact is that this low socioeconomic status group may have limited knowledge of
cardiovascular disease and limited access to health care resources. Raising

unemployment rate was also suggested as a contributing factor to the increasing trend
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of acute MI occurrence in low socioeconomic countries and Bangladesh has no

exception in this regard.

In Bangladesh, most of low income group of patients with M1 struggle
to afford the essential medicine (Zahan, 2013). This situation may affect their own
care and may lead to limit their willingness to seek information. They usually may
pay attention mostly with their job. The current study also found that the lower
income group perceived comparatively lower discharge information need than the

higher income group (X? = 10.17, p = <.05).

The increasing trend of Ml is now a public issue for making awareness
among Bangladeshi people to prevent readmission and death. Bangladeshi people
may have less knowledge on the disease and its prevention (Rankin & Bhopal, 2001).
In this situation mass media e.qg. television, local newspaper, radio and internet
resources may play an important role for promoting health messages or information
(Booth, Bauman, Oldenburg, Owen, & Magnus as cited in Shilton et al., 2001). The
information of this source may be insufficient or limited. As a result, the patients with
MI participating in this study may be reported their discharge information needs
regarding myocardial infarction at a high level (Table 5). This situation flags an
urgent need of offering key information in the area of the disease and its prevention

by healthcare providers, particularly by nurses.

The high level of patients reported discharge information needs also
may be related to their perception about the severity of illness at a moderate to high

level (M =6.89, SD =1.94) (Table 3). The perception of severity of illness can
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influence the information needs of the patients with myocardial infarction

(Polikandrioti & Babatsikou, 2013).

The patients’ discharge information needs may be influenced by some
other factors (Table 7). This present study found that patients who were < 60 years old
and had female gender responded their higher level of discharge information needs
compared with those > 60 years old and being male (Z =-2.76,p=<.01; Z=-1.94,p
= .05, respectively). Opposite to this present study, Timmins and Kaliszer (2003) and
Smith and Liles (2007) found that older patients reported more information needs than
younger patients did. These may be due to the fact that the MI occurrence is high in
the young age group in Bangladesh. For gender difference, female patients reporting
higher level of information needs was not surprising. Generally, women tend to be
attentive to their health. Previous studies showed that females made much more use of

health service than men did (Gerristen & Deville, 2009; Keene & Li, 2005)

In this study, according to the rank order, the highest discharge
information need perceived by patients was the medication information (M = 4.82, SD
= 0.34). The symptom management category was ranked as the second (M = 4.80, SD
= 0.25), followed by dietary information (M = 4.52, SD = 0.34). The three least but
still high in the level of importance were miscellaneous information (M = 3.99, SD =
0.59), psychological concerns (M = 4.04, SD = 0.61), risk factors (M =4.17, SD =

0.60) according to lowest to highest rank order (Table 6).

The medication information ranked highest place may reflect the
patients’ desire to adhere with their treatments and to avoid future problems (Chan,

1990). As a result, they may want to understand all necessary information related to
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medication being taken. They may also concern about money to get medications.
Unlike other countries, in Bangladesh patients must pay for most of their medication
bills as there is inadequate health care coverage, particularly for the poor. The Health
Bulletin report of the Bangladesh government which indicated 42% of health facilities
paid by government and 64% paid by the private sector (Government of the People’s
Republic of Bangladesh, 2011). As a consequence, they may want to know all
information related to medication and consequences of not taking it. In many of the
previous studies, medication information was ranked in one of the top three areas of
information need by the patients with MI (Bailey, 2004; Chan, 1990; Gerard &

Peterson, 1984; Karlik & Yarcheski, 1987).

Symptom management is the second important category of information
need rated by the patients. This information may be related to perceived risk for
survival (Smith & Liles, 2007; Timmins & Kaliszer, 2003). When symptoms occur to
patients with MI, they think they will die. As a result, they may want to know if there
will be similar symptoms occurred after discharge, how they will manage at home.
Patients of some studies also rated this category at one of the top two ranks in

importance (Timmins & Kaliszer, 2003; Turton, 1998).

Dietary information was the category of information that patients
placed third priority of importance. Whereas in the original study (Gerard & Peterson,
1984), patients placed least importance on it. This difference may be because
nowadays the society places more emphasis on diet management. As the effects of
globalization, there is an increased consumption of unhealthy diet specifically the

energy-dense diet with unhealthy fat, oil, sodium, and sugars. This may result in
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increasing cardiovascular disease trends (Hu, 2008). Patients are subjected to
advertisements about heart disease and its causes including unhealthy diet pattern. So
that patients of this study may manage their post discharge life through the knowledge

of heart healthy diet.

Another reason for giving priority on diet may be because they have
some background knowledge about the effects of diet on MI. Chan (1990) reported
that the background knowledge may increase interest in the topics. There are some
sources of getting background information about diet. They may get information from
media, their relatives or family member with same disease or during their previous
admission. In this present study some MI patients had family history of Ml (33.1%),
some had previous admission with same disease (44.6%) (Table 3). They may have
previous knowledge on it. Thus, they feel interest in this subject. In most of the
previous studies, patients placed this category comparatively in lower place (Czar and
Engler, 1997; Karlik and Yarcheski, 1987; Turton, 1998; Timmins and Kaliszer,

2003).

Anatomy and physiology was considered as an important area of
concern in previous studies (Karlik & Yarcheski, 1987; Czar & Engler, 1997;
Jaworski, 2005). If the patients want to truly understand their disease, they must start
with understanding the process of the MI and what damage has been done to the heart
muscle (Jaworski, 2005). In this present study, patients ranked this category relatively
in lower place than the previous studies. This difference may be due to the

educational level of the patients. More than half of the patients of the present study
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(52.3%) had primary school education. They may not be able to realize the

importance of anatomy and physiology.

There are numerous risk factors for developing Ml in Bangladesh.
Rapid urbanization may increase the risk of tobacco use, obesity, unhealthy dietary
intake, and a decline of physical activities or increased the occupational health risk
including sedentariness (Goyal & Yusuf, 2006). Regular activity and exercise reduces
the risk of cardiovascular disease and the chance of heart attack (Myers, 2003). It is
observed that the media provides more emphasis on the risk factor to inform public
awareness (Jaworski, 2005). For this regard, the discharge information about risk
factors and physical activity are important areas for patients with MI. In reality, in this
present study, the patients reported their information needs in these two areas
relatively low. This finding is inconsistent with the previous studies (Gerard &
Peterson, 1984; Karlik & Yarcheski, 1987; Turton, 1998), where the risk factor was
considered as the most important learning need by the patients with MI. It may be a
result of less awareness of the benefits of exercise together with unavailability of

place for exercise and having low income.

Zahan (2013) recently conducted a secondary source review in order to
determine the cardiovascular situation in Bangladesh as well as an ethnographic study
to identify the current status of cardiac rehabilitation in Bangladesh. Interestingly, a
part of the finding out of Zahan’s study showed that 17.4 million adult people have
low physical activity level and female are more inactive. In addition, urban

populations were reported to have less activity than rural population. These findings



95

provide support to the present study that generally, Bangladeshi people are already

physically inactive.

Patient placed psychological concerns and miscellaneous information
in the least three importance of information needs similar to those found in Timmins
and Kaliszer’s study (2003) and Turton’s study (1998). This result shows that patients

did not take into account the psychological problems as serious as physical problems.

For nurses’ characteristics, the nurses participated in this study could
be good representatives of Bangladeshi nurses. They were young to middle-age adults
with a mean age of 38.39 years, female (92.5%), Muslim (68.3%), and had diploma in
nursing certificate (75.8%). These characteristics were mostly comparable to those
reported in previous studies (Hossain, 2008; Islam, 2010; Latif, 2010). It was noted
that although more than two-thirds of the nurses(69.2%) had working experience as a
cardiac nurse for more than 5 years, only one-fourth (28.3%) of them had training
related to care of cardiac patients. These findings revealed that although nurses are
working in the specialized hospital but it is in primitive stage of prepared specialized

nurses.

In this present study, nurses rated discharge information support
regarding myocardial infarction at a moderate level (M = 3.60, SD = 0.59) (Table 8).
More than half of them supported at moderate level (52.9%). Five out of eight
categories of information support were rated at a moderate level, except medication,
dietary and symptom management (Table 9). Some factors may contribute to this
finding. Firstly, these may be due to the working environment in Bangladesh health

care system. The shortage of nursing staff and the limited working time available for
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direct patient care may be related to their moderate level of information support. The
shortages of nurses in Bangladesh, making a nurse: patient ratio to be 1:15-20
(Fardaus as cited in Latif, 2010). For this, it may be difficult for nurses to prioritize
this educational kind of care to their patients. In addition, in government hospital of
Bangladesh nurses spent only 5.3% of their working time in direct contact of the
patients (Hadley & Roques, 2007). So, it is too short time to arrange educational

session for M1 patient except routine care.

Secondly, the education and training of nurses and supplies of
educational resources for MI patients may be lacking. In this study, the majority of
nurses were educated only at diploma level and had no training related to cardiac care
or intensive care (Table 4). The researcher further found that the lower education of
nurses (diploma), the lower the information being given or supported to their patients
as compared to those received bachelor degree and master’s degree (X2 =11.79, p<
.01) but there was no significant difference between the nurses’ information support
of those who had training or had no training related to care of cardiac patients (Table
10). This finding was somewhat surprising. One plausible reason is that training
courses being offered may contain inadequate information for guiding nursing
practice. Further exploration of the contents of the existing training courses is

recommended.

Nurses ranked medication information most supported to their patients
(M =4.21, SD = 0.60), followed by symptom management (M = 3.97, SD = 0.62) and
dietary information (M = 3.80, SD = 0.73). This finding is not surprising. Nurses

spend most of their time to administer medication during their working hours. Karlik
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and Yarcheski (1987) reviewed previous study in which the researcher investigated
the responsibilities of different level of personnel in intensive care units. The activity
of administering drug was ranked the highest among 16 specific functions performed
by registered nurses. Similar reason may drive the nurses in present study to rank the
medication information as the most supported information to their patients. There may
be another reason for placing medication support at the top rank. Nurses are aware
about the life saving implication related to medication (Karlik & Yarcheski, 1987). In
addition, most of the nurses in this present study were working in cardiac medicine
units (45.8%), where the patients are treated specially by medicine. After further
analyzing the data, it was found that the nurses of cardiac medicine unit provided the
higher support to their patients as compared to those working in cardiac surgery,

PCCU and cabin (X? = 10.16, p < .05) (Table 10).

Symptom management was ranked as the second highest information
supported by nurses. This may be related to the urgency of the patients’ condition.
When symptoms occur to M1 patients, they need an immediate management,
otherwise the patients may die. Similarly, in previous studies, nurses reported this
category as highest learning need for patients with MI (Timmins & Kaliszer, 2003;
Turton, 1998). The prime importance of this category may be due to its relation with

the patients’ survival (Chan, 1990).

Dietary information was the third rank in order. Socio-economic
transition is the new emerged situation in Bangladesh driving people tend to eat
outside their home. The dietary pattern has been changed specially, in increasing high

intake of processed foods (Islam & Majumder, 2013), which may increase a risk for



98

getting another MI. More importantly, Ml is well-acknowledged as a disease of
unhealthy dietary behavior. Together, these may make the nurses to provide high
support regarding dietary information to M1 patients. This result is different from
other studies where nurses ranked the dietary information in lower place (Gerard &
Peterson, 1984; Karlik & Yarcheski, 1987; Timmins & Kaliszer, 2003; Turton, 1998).
It is noteworthy that these studies were considered outdated. Nowadays, it is well-
accepted that dietary modification is very important in reducing risk factors of

coronary artery diseases.

Nurses ranked miscellaneous information in the fourth place in order.
Specifically, for the items ‘when does patient can return to work?’, ‘what tests and
investigations will be done after discharge from hospital?’ and ‘the reason for further
testing (e.g. lab, EKG etc) after patient go home?’, they provided support highly
(Appendix F). These information are of importance and are ones of ‘frequently ask

questions’ by patients in general, not limited to patients with MI.

Risk factors, another important category of information that nurses
ranked comparatively in lower place. Either nurses are not aware about the
importance of risk factors or they have insufficient knowledge in this area. Additional
analysis finding supports that knowledge may play a role here. The nurses who had
higher degree in nursing (BSc and master) provided relatively higher support to the
patients than nurses who had lower degree (X? = 11.79, p < .01) (Table 10). However,
the nurses in Turton’s study (1998) reported this category of information as the most

important learning needs for patients with MI.
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Physical activity information support ranked in relatively lower place.
Even though evidence suggested that the physical activity information can help the
patient to adjust to their normal life as well as prevent unexpected occurrence (Briffa
et al., 2006), after heart attack patients may restrict their activities because of fear
from having another heart attack. This issue may increase the importance the items
‘the general guidelines for physical activities after heart attack’, ‘what are patient’s
physical activity restrictions, if any?’, and ‘how to tell if the patient can increase
his/her activity?’ as the necessary information to resume normal activity in life. This
finding of lower support regarding physical activity may be due to lack of knowledge

in this important area.

In addition, the item from physical activity category ‘when can patient
engage in sexual activity?’, nurses rated low score because they may be feeling
uneasy to discuss such type of information to their patients, particularly those with
their different sex. In this present study, most of the patients were male (95.4%) and
nurses were female (92.5%). Moreover, from Muslim culture, it is forbidden to bring

sexual issue in open discussion with others of different sex.

Nurses reported the psychological concerns as the 7th rank of their
supported information. This may be due to the nurses focused more on the
management of physical symptoms. The shortage of nurses may contribute to their
high work load. As a result, they may prioritize and pay more attention to life saving
aspect of the patients rather than psychological aspects. This is a common
phenomenon among nurses working with critical patients where more concerns are

placed on physical tasks (Price, 2004).
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Anatomy and physiology is the category of information that nurses
rated in lowest place similar to previous studies (Gerard & Peterson, 1984; Karlik &
Yarcheski, 1987; Timmins & Kaliszer, 2003). There may be the same reason to have
the lack of specific knowledge on this area as those previous studies. Additionally,
nurses may think that this information is less important to their patients and it may

also be difficult to make the patients understand.

Comparing whether there were discrepancies between the two groups,
MI patients and nurses, it was found that overall patients’ discharge information needs
and nurses’ discharge information support was significantly different (t = 12.76, p <
.001) (Table 11). The differences were also found in all categories (Table 11 and 12).
The patients rated higher scores than the nurses did. In other words, Ml patients
indicated the information they needed significantly higher than the information the
nurses reported to support them. This finding flags that a provision of patients’ needs
assessment is highly needed to offer important information for MI patients according

to their needs before discharge.

In spite of the score discrepancies, Ml patients and nurses in this study
rated their information needs and support in nearly the same rank orders, except those
of anatomy and physiology (4th and 8th) and miscellaneous (8th and 4th). For the top
three ranks, the score on medication, symptom management, and dietary were rated at
the same rank orders for both groups (Table 13). For these areas, the patients
mentioned their most needed areas of learning information. This finding would be

helpful for nurses to make an effective cardiac teaching plan for patients with Ml
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before discharge from hospital. Thus, there would be effective learning taking place

for patients as the law of adult learning theory (Ausubel as cited in Novak, 2011).

The top three areas of concern by patients with MI and nurses were not
consistence with most of the previous studies. Only one study (Timmins & Kaliszer,
2003) in which the patients and nurses ranked the medication and symptom
management as the top two categories similar to the current study. In some studies,
only the medication information was prioritized by both parties (Gerard & Peterson,
1984; Karlik & Yarcheski, 1987) and symptom management in Turton’s study (1998)
was placed in the top two areas of discharge information. None of known study
reported the dietary information ranked in the top three category of information by

both groups.

For the lower three ranks, the score on physical activity, risk factors
and psychological concerns were also rated at the nearly same rank order by both
groups. All three categories patients rated at high level, whereas, nurses rated
moderate level (Table 6 and 9). This gap has a strong implication for assessing the

needs of patients before providing any information to them.

All eight categories of information are considered as important areas of
learning needs of patients with MI for managing their post discharge life effectively.
In the present study, patients also rated all categories at high levels. Thus, the findings

provide recommendation for training nurses on the details of cardiac teaching.
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CHAPTER 5

CONCLUSION AND RECOMMENDATIONS

This chapter presents the conclusion of the study based on the research
findings, the strengths and limitations, and the implications and recommendations of

the study for clinical practice, nursing education and nursing research.

Conclusion

A comparative, descriptive study was conducted to identify the level of
patients’ discharge information needs regarding myocardial infarction and the level of
nurses’ information support to patients with myocardial infarction and to compare
patients’ discharge information needs and nurses’ discharge information support. The
total 120 nurses and 130 patients were recruited from National Institute of
Cardiovascular Diseases and Hospital. Data were collected between October 2013 and
January 2014. Both groups of participants, patients and nurses were asked to respond
to a set of self-reported questionnaires. All questionnaires originally developed in
English language were back translated to Bangla language. The Modified Cardiac
Patient Learning Need Inventory, Patient Version (MCPLNI-Patient) measuring
patients’ discharge information needs was tested among 20 myocardial infarction

patients for its reliability and yielded a Cronbach’s alpha coefficient of .90 and the
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Cardiac Patient Learning Support Inventory, Nurse Version (CPLSI-Nurse)
measuring nurses’ information support was tested with 20 nurses and yielded an alpha
coefficient of .98.

Data were analyzed by descriptive statistics including frequency,
percentage, mean (M), standard deviation (SD), minimum (Min), maximum (Max)
score, median (Mdn), and interquartile range (IQR) and the inferential statistics
including the independent t-test and the Mann-Whitney U test.

The age of the patients samples ranged from 24 to 90 years old (M =
53.61 years). The majority of them were male, married and Muslim. More than half of
the patients had primary school education. About one-fourth was private employees.
One-third of the patients had an average monthly income between 10,000 --20,000
Taka and another one-third had no income. Duration of admission of the patients
ranged from 2 to 23 days (Mdn = 6 days) and being diagnosed from 2 days to 13 years
(Mdn = 10 days). Nearly half of the patients had history of previous admission with
cardiac problem for 1 to 15 times. One-third of them had the family history of the
same disease. Nearly two-thirds of them had smoking habit and among these patients,
more than half of them were ex-smokers. Nearly two-thirds had underlying disease
including DM, HTN, kidney diseases, lung diseases and gallstone. Patients perceived

their illness as moderately to highly severe (Mdn = 7.00).

Patients’ discharge information needs was at a high level. The
information needs of all eight categories were also high. According to their rank of
information needs, medication was rated the highest followed by symptom
management, dietary information, anatomy and physiology, physical activity

information, risk factors, psychological concerns and miscellaneous.
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The nurses’ discharge information support total score was at a
moderate level. Among eight categories, medication information, dietary information
and symptom management were at a high level. Other five categories were moderate
level of support to M1 patients. According to their rank of information support,
medication was the highest information support followed by symptom management,
dietary information, miscellaneous, risk factors, physical activity, psychological

concern and anatomy and physiology.

The total score of patients’ discharge information needs was
significantly higher than the nurses’ discharge information support. There were also
significant differences in all other eight categories of patients’ information needs and
nurses’ information support indicated that MI patients’ information needs were

significantly higher than the information the nurses reported to support them.

Strengths and Limitations

Some strengths of this study were identified. This study was the first
comparative, descriptive study exploring patients’ discharge information needs and
nurses’ discharge information support regarding myocardial infarction in Bangladesh.
The findings of this study provide a foundation for developing intervention for this

group of patients in Bangladesh.

This study was conducted at a tertiary level specialized hospital where

only cardiac patients coming from all districts of Bangladesh were treated and nurses
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who worked at this hospital were considered to be nurse specialists in providing care
to their patients. In other words, the generalizability of the study findings in the

context of government hospital of Bangladesh was high.

Similar to any research studies, this study has some limitations. A non-
probability, convenience sampling used to recruit the patient participants of the
desired sample size may contribute to unintentional sampling bias. Although the study
findings are generalizable to government hospital, its limitation is to other private
hospitals. This study only focused on the patients’ information needs and nurses’
information support but it did not measure how much information patients actually
received from nurses. For this reason, the findings should be interpreted with caution.
Lastly, in this study, the data were collected for only one time. The results reflected
only on immediate before discharge information needs of the patients. Their need
might be changed at post discharge period. Thus, future study may explore their needs

at follow-ups to capture this change.

Implication and Recommendations

The findings of this study provide supporting evidence on the level of
patients’ discharge information needs and nurses’ discharge information support
regarding myocardial infarction in Bangladesh. The findings of this study may imply
and recommend for further improvement in many areas of the nursing profession as

follows:
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Clinical Practice

In this study patients indicated that their discharge information needs
were high in all categories. However, nurses cannot always support the patients
according to their needs due to shortage of nurses. In order to improve this situation,
the nurses can make and utilize a simple check-list to guide them to pay attention on
the areas of discharge information needs that the patients most likely to know. This
can be helpful to all Ml patients to get minimum amount of information prior to
hospital discharge.

For quality improvement to meet the patients’ information needs, a
formal educational program should be arranged by individualizing and prioritizing
their needs based upon the research findings. It is very important for effective
teaching and learning if both parties make a common ground for the educational
items. The findings of this study may have positive implication for effective cardiac

teaching to patients with Ml by developing educational materials for patients with MlI.

Nursing Education

The findings of this study can be utilized by nursing educators to
emphasize the role of nurses and nursing students to meet the discharge information
needs of patients with MI. Nurse Educators should emphasize the importance of
understanding these needs and encourage / coach nursing students to provide

discharge information according to the priority of the patients’ needs.
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In addition, through the specialized in-service education course of
cardiac nurses on patients’ education, nurses need to develop their knowledge and
skill in patients teaching. It would be helpful for MI patient to meet their information
needs regarding MI. So that, this would beneficial for minimizing the discrepancies
between patients’ information needs and nurses’ information support regarding

myocardial infarction.

Nursing Research

The result of this study would be used as a source of information for
further research. Based on the current research findings, the researcher would like to
recommend in the following areas:

1. An experimental research is recommended by providing educational program
to find the effective way to educate the patients with MI.

2. A longitudinal research study is recommended to examine the post discharge
information needs of the patients with MI.

3. Further research also needed to identify the amount of information actually

received by the patients from nurses.
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APPENDIX A

Informed Consent Form

(For Patient)

Dear participant,

My name is Robina Sultana. | am a senior staff nurse at NICVD and
Hospital, Bangladesh, and currently a student of master’s degree in International
program of Master of Nursing Science at Prince of Songkla University, Thailand. I
am conducting a research study with the title “Patients’ discharge information needs
and nurses’ discharge information support regarding myocardial infarction in

Bangladesh”.

The purpose of the study is to find the differences between patients’
discharge information needs and nurses’ discharge information support regarding
myocardial infarction. Although the study will not benefit you directly, the research
findings would be helpful for further development of the cardiac educational program
as well as improve quality of care for patients with myocardial infarction before
discharge. You are asked to participate in the study because you are a patient with

myocardial infarction.

The Research Ethics Committee, Faculty of Nursing, Prince of
Songkla University, Thailand, has approved this study and its procedures. If you
decide to participate in this study, you will be asked about your personal information
and your information needs by giving your opinions on the given questionnaires. This

may take approximately 20-30 minutes.
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Your participation in this study is entirely voluntary and you may
refuse to complete the study. You have the right to withdraw at any time without any
reason. Your signature and returning the questionnaire indicate that you understand
and wish to be involved and agreed to participate in this study. There will be no
compensation in participating in the study. Your decision to participate or not
participate will not create any harm to you or the hospital. Your information will be
always kept confidential by using the code number instead of a name and
confidentiality will be maintained all the time. The completed form will be destroyed

after entering your data into a software program.

You have the opportunity to ask any questions and get satisfactory
answers about this research study. If you have any questions , complaints, or
comments about your participation in this study, please contact Faculty of Nursing ,
Prince of Songkla University , Hat Yai , Thailand, or to Robina Sultana, Mobile no:
0865970789 (Thailand), 008801670668484 (Bangladesh), or E. Mail :

robinasultana79@gmail.com. If you agree to participate in this study, please sign your

name. Thank you for your co-operation.

Name of the subject Signature of subject Date

Robina Sultana

Name of researcher Signature of Researcher Date


mailto:robinasultana79@gmail.com
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Informed Consent Form

(For Nurse)

Dear participant,

My name is Robina Sultana. | am a senior staff nurse at NICVD and
Hospital, Bangladesh, and currently a student of master’s degree in the International
program of Master of Nursing Science at Prince of Songkla University, Thailand. I
am conducting a research study with the title “Patients’ discharge information needs
and nurses’ discharge information support regarding myocardial infarction in

Bangladesh”.

The purpose of the study is to find the differences between patients’
discharge information needs and nurses’ discharge information support regarding
myocardial infarction. Although the study will not benefit you directly, the research
findings would be helpful for further development of the cardiac educational program
as well as improve quality of care for patients with myocardial infarction before
discharge. You are asked to participate in the study because you have experience in

caring for patients with MI.

The Research Ethics Committee, Faculty of Nursing, Prince of
Songkla University, Thailand, has approved this study and its procedures. If you
decide to participate in this study, you will be asked about your personal information
and your practice of providing information to support the needs of patients with Ml
before they are discharged from the hospital. This may take approximately 20-30
minutes. And you are allowed to return the questionnaires to the researcher within one

week.
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Your participation in this study is entirely voluntary and you may
refuse to complete the study. You have the right to withdraw at any time without any
reason. Your signature and returning the questionnaires indicate that you understand
and are willing be involved in this study. There will be no compensation in
participating in the study. Your decision to participate or not participate will not
create any harm or have any effect on your nursing career. Your information will be
always kept confidential by using the code number instead of a name and
confidentiality will be maintained all the time.The completed form will be destroyed

after entering your data into a software program.

You have the opportunity to ask any questions and get satisfactory
answers about this research study. If you have any questions , complaints, or
comments about your participation in this study, please communicate to Faculty of
Nursing , Prince of Songkla University , Hat Yai , Thailand, or to Robina Sultana,
Mobile no: 0865970789 (Thailand), 008801670668484 (Bangladesh), or E. Mail :

robinasultana79@gmail.com. If you agree to participate in this study, please sign your

name. Thank you for your co-operation.

Name of the subject Signature of subject Date

Robina Sultana

Name of researcher Signature of Researcher Date


mailto:robinasultana79@gmail.com
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APPENDIX B

Questionnaire for Myocardial Infarction Patients (Form-1)

(Patient)

This Instrument consists of two parts. Part 1 comprises demographic data
questionnaire for patients with myocardial infarction, part 2 comprises of discharge

information needs questionnaire.

Part 1: Demographic Data Questionnaire for the patient

1. What is your age in years? ...........ccceeeiennnnn.. years
2. Gender
()1 Male () 2. Female

3. Marital status

( ) 1. Married ( ) 2.Single

( ) 3. Divorced ( ) 4. Widowed
e
5...
L

| | | | | | | | L1 |
| | | | | | | 1 T
0 1 2 3 4 5 6 7 8 9 10

Not severe Most severe
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Part 2: Modified Cardiac Patient Learning Need Inventory, Patient Version

(MCPLNI-Patient).

Instruction: According to the degree of importance from 1 (= not important) to 5 (=

very important). The more important information means the more needed information.

Please rate each of the statements to show how important the following discharge

information needs are for you. One column for each statement.

Degree of importance

I need to know

Not
important

Somewhat
important

Moderately
important

Important

Very
important

Anatomy & Physiology of
heart ( the function of the
heart)

1. Why do | have chest
pain?

2. What does my heart look
like and how it works?

3.

4.

5

Psychological concern

6. The normal psychological
response to having a heart
attack.

7.

8.

9

Risk factor

10. What does the term ‘risk
factors’ mean?

11.

12.

13.

Medication information

14. The general rules about
taking medications

15.

16.

17.

18.
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I need to know

Not
important

Somewhat
important

Moderately
important

Important

Very
important

Dietary information
19. The general rules about
healthy diet

1

2

3

5

20.

21.

22.

23.

Physical activity
information

24. Why am | not able to do
as much physically as | was
before | had my heart
attack?

25.

26.

27.

28.

Symptom management

29. What are the different
causes and varieties of chest
pain?

30.

31.

32.

33.

34.

Miscellaneous information

35. How to take my pulse?

36.

37.

38. When can | return to
work?

Please indicate if you need any other information not listed above.

Thank you for your cooperation
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APPENDIX C

Questionnaire for Nurses (Form-2)

This Instrument consists of two parts. Part 1 comprises demographic data for nurses,

and part 2 comprises of discharge information needs questionnaire.

Part 1: Demographic Data Questionnaire for the nurses

1. What is your age in years? ...l years
2. What is your gender?

( )1 Male ( ) 2. Female

4. What is your religion?
( )1 Islam () 2. Hindu
() 3. Christian () 4. Buddhism

( ) 5. Others

10. Do you have any special cardiac training?

( )1.No ( )2.Yes
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Part 2: Cardiac Patient Learning Support Inventory, Nurse Version (CPLSI-

Nurse).

Instruction: The following statements are contents you may provide to your patients
with M1 before they discharge home. Please read each statement carefully and rate the
degree of support you, as a nurse, has supported your patients, from 1 (= not
supported) to 5 (= highly supported) by circling the number indicated. The more
supported information means the more information you have provided to them.

Degree of support

Information you support to | Not Somewhat | Moderately | Supported | Highly
patients supported | supported | supported supported

Anatomy & Physiology of
heart ( the function of the
heart)

1. Why does patient have 1 2 3 4 5
chest pain?

2. What the patient’s heart 1 2 3 4 5
looks like and how it
works?

3.

4.

5

Psychological concerns

6.The normal psychological 1 2 3 4 5
response to having a heart
attack?

7.

8.

9

Risk factor

10. What the term ‘risk 1 2 3 4 5
factor’ means?

11.

12.

13.

Medication information

14. The general rules about 1 2 3 4 5
taking medications
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Information you support to
patients

Not
supported

Somewhat
supported

Moderately
supported

Supported

Highly
supported

15.

16.

17.

18.

Dietary information

19. The general rules about
healthy diet

20.

21.

22.

23.

Physical activity
information

24. Why is patient not able
to do as much physically as
he/she was before he/she
had his/her heart attack?

25.

26.

217.

28.

Symptom management

29. What are the different
causes and varieties of chest
pain?

34.

Miscellaneous information

35. How to take the
patient’s pulse?

36.

37.

38. When does patient can
return to work ?

Please indicate if you have given any other information to your patients not listed

above

Thank you for your cooperation




APPENDIX D

Effect Size Calculation

M2-M1
Pooled SD

ES=
ES= Effect size
M1=Mean score of nurses perception
M2=Mean score of families perception
SD=Standard Deviation

SD1=Standard Deviation of nurses perception

SD2=Standard Deviation of families perception

J(SD1)2+(SD2)2
2

Pooled SD=

=/ (2.13)> + (264)2/2

= /454 +6.97/2

_ |1151
- 2

=5.75

=24

M2-M1

Effect size= m

_ 26.55-25.54
2.4
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APPENDIX E

PERMISSION FOR USE OF THE INSTRUMENT

To: Peggy Gerard <Psgerard@purduecal.edu>
Date: Fri, May 24, 2013 at 9:39 AM

Subject: To get original Cardiac Patient Learning Needs Inventory (CPLNI) with
permission for use this tool in study

Mailed-by: gmail.com
Dear Madam (Prof. Dr. Peggy S. Gerard),

Good morning. This letter is asked your kindly permission of using the Cardiac
Patient Learning Need Inventory for my master degree study in Nursing. | am Robina
Sultana, from Bangladesh. Now I am studying at Prince of Songkla University in
Thailand. Currently I am conducting a research study titled "Patients’ Discharge
Information Need and Nurses’ Discharge Information Support regarding Myocardial
Infarction in Bangladesh". | may revise some items of your tool to fit with situations
in Bangladesh as well.

Hopefully, I will be really grateful if you can help me by sending your original tool
and grant me the permission. | am looking forward to hearing from you. Thank you so
much.

Sincerely

Robina Sultana

Masters student

Prince of Songkla University

From: Peggy Gerard <Psgerard@purduecal.edu>

To: "robinasultana79@gmail.com” <robinasultana79@gmail.com>
Date: Mon, Jun 10, 2013 at 11:35 PM

Subject: Permission to use CPLNI

Mailed-by: purduecal.edu
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Dear Robina:

Thank you for your interest in my research on “Learning Needs of Cardiac Patients.”
I’ve enclosed a copy of the CPLNI as you requested. You have my permission to
duplicate this tool and revise it if necessary to use in your study. Information on the
reliability and validity of these tools is provided in my article in Cardiovascular
Nursing and in an article by Karlik in Heart & Lung.

If you decide to use this instrument, I ask that you send me a summary of the results
of your study including demographic information on your sample and results of
reliability/validity statistics you obtain. In addition, I would like to receive a copy of
any changes you make to the survey instrument. If you have any questions you may
call me at (219) 989-2821 or write me at Purdue University using the address listed on
the bottom this sheet.

| wish you success with your research study.
Yours truly,
Dr. Gerard
Peggy S. Gerard, PhD, RN
Dean and Professor
School of Nursing
Purdue University Calumet
Hammond, IN 46323
(219)989-2818 phone
(219)989-2848 fax
3 attachments — Download all attachments
Cardio Vascular Nursing Learning Needs of Cardiac Patients.pdf
762K View Download
Heart and Lung Learning Needs of Cardiac Patients.pdf
1010K View Download
CARDIAC PATIENTS LEARNING NEEDS INVENTORY _05.doc
108K View Download
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APPENDIX F

Additional Items Analysis

The Difference of Mean Scores of MI Patients’ Discharge Information Needs (n = 130) and Nurses (n = 120) Discharge Information

Support

Items of discharge information needs M Items of discharge information support M Mean Diff.

Anatomy and physiology Anatomy and physiology
1. Why do | have the chest pain? 441 1. Why does patient have chest pain? 3.35 1.06
2. What does my heart look like and how it 3.78 2. What the patient’s heart looks like and 2.65 1.13
works? how it works?
3. What are the causes of a heart attack? 4.57 3. What are the causes of a heart attack? 3.47 1.1
4. What happens when someone has a heart 4.08 4. What happens when someone has a heart 3.25 .83
attack? attack?
5. How long does the damaged heart muscle 4.66 5. How long does the damaged heart muscle 2.78 1.88
take to heal? take to heal?

Psychological concerns Psychological concerns

6. The normal psychological response to 3.62 6. The normal psychological response to 3.04 .58
having a heart attack. having a heart attack?
7. The importance to talk to someone about 3.64 7. The importance to talk to someone about 3.01 .63

my fears, feeling and thoughts.

the patient’s fears, feelings and thoughts.

TET



Table 14 (Continued)

Items of discharge information needs M Items of discharge information support M  Mean Diff.

8. What is the effect of stress has on heart? 4.15 8. What is the effect of stress has on the patient’s heart? 3.20 .95

9. What can | do to reduce stress in my life? 4.75 9. What can patient does to reduce stress in his/her life?  3.61 1.14

Risk factors Risk factor

10. What does the term ‘risk factor’ mean? 2.98 10. What the term ‘risk factor’ means? 2.73 .25

11. Which risk factors may have contributedto ~ 4.40 11.Which risk factors may have contributed to the 3.50 .90

the onset of my heart attack? onset of the patient’s heart disease?

12. What can | do to decrease my chances of 4.82 12. What the patient can do to decrease his/her chances  3.93 .89

having another heart attack? of having another heart attack

13. How do these risk factors affect my heart? 4.50 13. How these risk factors affect patient’s heart? 3.56 .94

Medication information Medication information

14. The general rules about taking medications  4.86 14. The general rules about taking medications 4.65 21

15. Why am | taking each of my medication? 4.70 15. Why is patient taking each of his/her medications?  4.29 41

16. When should I take each of my medication? 4.99 16. When patient should take each of his/her 4.63 .36
medications?

17. What are the consequences of taking each 458 17. What are the consequences of taking each 3.77 81

medication? medication?

18. What to do if I have undesired 4,96 18. What to do if the patient has undesired 3.74 1.22

consequences from my medication?

consequences from his/her medication?

cel



Table 14 (Continued)

Items of discharge information needs M Items of discharge information support M  Mean Diff
Dietary information Dietary information

19. The general rules about healthy diet 4.65 19. The general rules about healthy diet 4.26 .39
20. How does diet affect my heart disease? 4.62 20. How does diet affect the patient’s heart disease? 3.79 .83
21. What do the words cholesterol and 3.50 21. What do the words cholesterol and triglycerides mean?  2.77 73
triglycerides mean?

22. What foods contain cholesterol and 4.90 22. What foods contain cholesterol and triglycerides? 3.85 1.05
triglycerides?

23. What are my diet restrictions, if any ? 4.98 23. What are patient’s diet restrictions, if any ? 4.38 .60
Physical activity information Physical activity information

24. Why am | not able to do as much 3.85 24. Why is patient not able to do as much physically as 3.12 73
physically as | was before | had my heart he/she was before he/she had his/her heart attack?

attack?

25. The general guidelines for physical 4.46 25. The general guidelines for physical activities after heart 3.36 1.1
activities after heart attack attack

26. What are my physical activity 4.73 26. What are patient’s physical activity restriction, if any?  3.99 e
restrictions, if any?

27. How to tell if I can increase my activity?  4.45 27. How to tell if the patient can increase his/her activity?  3.18 1.27
28. When can | engage in sexual activity? 3.87 28. When can patient engage in sexual activity? 3.18 .69
Symptom management Symptom management

29. What are the different causes and 451 29. What are the different causes and varieties of chest 3.44 1.07

varieties of chest pain?

pain?

€eT



Table 14 (Continued)

Items of discharge information needs M Items of discharge information support M Mean Diff
30. What to do if | have chest pain? 4.84  30. What to do if the patient have chest pain? 423 .61
31. What are the signs and symptoms of angina  4.73  31. What are the signs and symptoms of anginaanda 3.35 1.38
and a heart attack? heart attack?

32. When to visit the doctor? 4.89  32. When to visit the doctor? 443 .46
33. In what sort of cases can | most likely to 4.89  33.In what sort of cases can patient most likely to have 3.82  1.07
have chest pain? chest pain?

34. When and how to use Nitroglycerin spray 494  34. When and how to use Nitroglycerin spray and 456 .38
and tablets? tablets?

Miscellaneous information Miscellaneous information

35. How to take my pulse? 3.18  35. How to take the patient’s pulse? 274 44
36. What tests and investigations will be done  4.40  36. What tests and investigations will be done after 3.73 .67
after discharge from hospital? discharge from hospital?

37. The reason for further testing (e.g. lab, EKG 4.22  37. The reason for further testing (e.g. lab, EKG etc) 381 41
etc) after | go home? after patient go home?

38. When can | return to work? 4.18  38. When does patient can return to work? 403 .15

vET
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APPENDIX G
List of Experts

Three experts who validated the content validity of MCPLNI-Patient and

CPLSI-Nurse questionnaire were:

1. Assist. Prof. Dr. Ploenpit Thaniwattananon
Faculty of Nursing Prince of Songkla University, Thailand
2. Miss. Uma Jantawises, APN, RN
Critical Care Unit, Songklanagarind Hospital, Thailand
3. Assist. Prof. Dr. Kazol Kumar Karmaker
National Institute of Cardiovascular Diseases and Hospital, Dhaka,

Bangladesh
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APPENDIX G
VITAE

Name Robina Sultana

Student ID 5510420025

Educational attainment

Degree Name of institution Year of graduation
Bachelor of College of Nursing, University of 2006
Nursing Science Dhaka, Bangladesh

Scholarship Awards during Enrollment

2012-2013 Scholarship for the Degree of Master of Nursing Science (International
Program), Faculty of Nursing, Prince of Songkla University, Hat Yali,
Thailand, Funded by the Ministry of Health and Family Welfare,

Government of the People’s Republic of Bangladesh

Work position and Address

Senior Staff nurse

National Institute of Cardiovascular Diseases and Hospital, Sher-e-
Bangla Nagar, Dhaka 1207, Bangladesh. Cell phone +8801670668484.

Email: robinasultana79@gmail.com
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