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CHAPTER |
INTRODUCTION

Background and significance of the Study

Coronary Heart Disease (CHD) is an incurable serious progressive chronic
disease. Particularly, first diagnosed CHD - paticnts have a new experience of life
threatening illness that Tncludes a risk of death as much as 15 times higher than
general population (American” Heart Association [AHA], 2003). They also have a
history of risky healthdbehaviors that caulseq an increase in cardiac risk factors leading
to their current health problems. All of thejsé problems significantly contributed to low
health related quality of life (HRQOL) (D’éatbn and Namasivayam, 2004; Fitzsimons,
Parahoo, and Stringer, 2000; Lukaarrinen, 1999 Rubenach et al., 2002).

Nowadays CHD has been a crucial ﬁeéﬁh problem being importance burden
for health care system worldwide (Mather'sféﬁd'Loncar, 2006; Mathers, Lopez, and
Murray, 2001; WHQO; 2002). Populations around the world were death from coronary
heart disease about 17.5 million in the year 2005, and increase to 25 million in the
year 2020.

Thailand, CHDis the 3" leading cause of déath and trend of morbidity from
this disease is als0; increasing every yeari(Ministry of/Public"Hezlth:[MPH], 2007).
According to a report of non communicable disease department, Ministry of Public
Health (2010), the CHD morbidity rate in 2007 was 262.32 up to 359.34/100,000
population in 2009. The reason for increasing of CHD patient is due to Thai people
has increased in cardiac risk factors from non healthy lifestyle that lead their current

health problems.



The diagnosis of CHD causes the patients to shift, often quite unexpectedly,
from the role of healthy person to the role of a patient, and to be upsetting and
shocking disruption of everyday life. These things did not proceed smoothly, but
precede long — term personal crisis with various problems (Lukkarinen, 1999).
Immediately after the life-threatening disease process including CHD becomes
evident, patients place substantial burdens~0n«the health, economic status, and
HRQOL of individuals, families, andr communities (Chodosh et al., 2005). All
HRQOL dimensions oi*CHDspatients were negatively affected by disease occurrence
(Beck, 2001; Brinky Karlson, fand Hall_perg, 2002; 2006; Boini et al., 2005;
Lukkarinen and Heniinen,1997; Mendes de Leon et al., 1998; Plevier et al., 2001;
Worcestor et al., 2007). !

HRQOL is a construct which mea[-w_s_t:he extent to which perceived health or
response to changing health status-impacts ag;i’rilaividual. HRQOL refers to the impact
of health conditionsytheir symptoms, and |ts fféfa&rhents onyindividual’s quality of life
(Ferrans et al., 2005). For this study, HRQOL is defined.as “first diagnosed CHD
patients’ sense of well<being that stems from life satisfaction with the specific aspects
of life in health @and gfunetioning,csocial and economicy psychological/spiritual, and
family as a whole that are important to him/her”.

The findings“from previous' studies showed: that" first, diagnosed CHD
patients have lower HRQOL in all dimensions of HRQOL (Benzer, Hofer, and
Oldridge, 2003; Brink et al., 2002; Daly et al., 2000; Kristofferzon, Lofmark, and
Carlson, 2005; Lukkarinen, 2005; Worcestor et al., 2007). They had low scores and
the slowest recovery in the physiological dimension especially in physical

functioning, and physical component (Brink et al., 2002; Worcestor et al., 2007).



In addition, these studies also found low scores in psychological and social
dimensions with emphasis on emotional distress and limitation, the sum of mental
components scores, social functioning, and social isolation. The mean HRQOL score
of first diagnosed CHD patients was 56.89 from a possible 100 (Siriporn Leingkobkij,
1999). The HRQOL scores of Thai post myogardial infarction patients were not good
at 65.78 percent (Chantana Lortajakul, 2006).

An overall reduction.of HRQOL in first diagnosed CHD patients caused by
all health problems (Chan, Chau, and Chang, 2005) in physiological, psychological,
socioeconomic, and.spiritual J/All health p_:roblems were developed from their risky
health behaviors relatéd to increased cardiac risk factors (Bengtsson, Hagman, and
Wedel, 2001; Brink et'al. ;2006; Drory etla_l.,__2002; Rubenach et al., 2002; Siriporn
Leangkobkij, 2001; Westin et al., '1997). '-[:h(_e:underlying mechanism of their health
problems can be traced from coronary arteriéé Bgélusion by atherosclerotic plague that
influenced by cardiac risk factors and riski/f ﬁ_éaith behaviors. All of these processes
were resulted in health problems which influence the patient views of his/her health
related quality of life:

Persornis swhoshavey risky jhealthy behaviorssincluding eating high cholesterol
diet consumption, lack of physical activity and exercise, cigarette smoking, having
chroni¢ Iife stressy.and inadequate relaxation behaviors (Chulaporn, Changperk, 2001;
Rozanski, Blumenthal, and Kaplan, 1999; Supatra Thumatisthan, 2000) were related
to increase cardiac risk factors. Cardiac risk factors are the factors that significantly
contributed to the coronary arteries occlusion from the atherosclerosis plaque (Supatra
Thumatisthan, 2000) including type A personality, obesity, and having comorbidities

such as hypertension, diabetes mellitus, hypercholesterolemia (Linchong Pothiban et



al., 2000). All of these risky health behaviors increase cardiac risk factors which
causes the onset and recurrence of coronary occlusion (Sirilak Sriprasong, 2000).

In addition, after being diagnosed with CHD, 70.7 percent of patients showed
and still retained risky health behaviors regarding the consumption of high cholesterol
food (Supatra Thumatisthan, 2000; Thitaporn Keinwong, 2004). Most of patients
rarely exercised and did not understand its dsefulness (Chanpen Chuprapawan, 2000;
Atchara Poungkeaw, 1997) and some pétients do.not resume activity or over exertion
of activities (Chulapomn Changperk, 2001; Sirilak Sriprasong, 2000). CHD patients
have continued smoking /76.5 percent:(l_.?:;oonyanee Wongmaneewan, Chamaiporn
Twichsri, and Chayanthora Pathummanont, 2002). CHD patients have psychological
distress related to theirhealth problems an';i t_he_:_ir lives due to having no understanding
about their illness (Dixon et al., 2000; Stewért_ét al., 2000).

The health problems of first diagnoééd']f:HD patients were apparent through
the signs and symptems particularly chest b;i'ﬁ;;éhanges insphysical condition, failure
to attain a previous<level of functional status and well being (Drory et al., 2002;
Hildingh, Fridlund, and The MISS-W Study Group, 4997; Jaarsma et al., 1995;
Lukkarinen, 2005).; The signs and symptemsyof CHD+patients: were occurred with
stress, anxiety;!depression, and uncertainty (Brink et al., 2006; Dixon et al., 2000;
Stewart et al., 2000):, They ofterr failed to return to normal social-<tunction and could
not maintain their family and financial responsibility. They have experienced
interpersonal problems relating to friends and family, convalescence, and vocational
problems (Dixon et al., 2000; Jaarsma et al., 1995). Their heart was no longer healthy
and their life will never be the same again (Lukkarinen, 1999). They were living with

many significant health problems, fears about a recurrence of myocardial infarction



and limitations imposed by their illness and risk of coronary events that may cause
further complications, hospital readmissions, cardiac damage and death (Bengtsson et
al., 2004; Lukkarinen, 1999).

All risky health behaviors, cardiac risk factors, and health problems as
mentioned previously are regarding the first diagnosed CHD patients and contributed
to low HRQOL. The onset of chronic iliness*leads to a change overall by reducing
opportunities for satisfaction.in imporfant life domains (Schwartz and Sprangers,
2000). The diagnosis.ef CHD causes many changes in the lives of the patients and
their families (Lukkarinen and: Kyngas, __:_2003) that they have to manage when
confronted with a lifethreatening chronic disease like CHD.

The existing knowledge found Ithat__first diagnosed CHD patients who
participated in comprehensive cardiac progﬁa_rﬁ had improved HRQOL (Campbell et
al., 1998; Lisspers et al., 1998; Tingstrom et alt 2005; Warrington, Cholowski, and
Peters, 2003; Yu etial.; 2003; 2004). In addltlbn Hofer et al (2006a) revealed that
their comprehensive/ cardiac program had improved both-cardiac risk factors and
HRQOL. However, seme studies found no significant improvement in HRQOL (Chan
et al., 2005;-Hawkes; INowak;yand Speare, (2003; Mendes .de Leon et al., 2006;
Tingstrom et“al., 2005). From Thai studies, there were three nursing cardiac
interventions‘enhaicing HRQOL for Thai*CHD patients who were ot first diagnosed,
and were not self-management intervention; two studies had significantly improved
HRQOL (Phasuk Kewcharoenta, 2003; Nithivadee Methajan, 2001), another one
found that HRQOL scores remained unchanged (Aem-Orn Saengsiri, 2003).
Therefore, previous studies both Thai and western demonstrated controversial result

related to HRQOL.



Moreover, the previous studies suggest that self-management intervention is
the most successful for promote health outcome (Barlow et al., 2002; Newmann,
Steed, and Mulligan, 2004; Norris, Engelgau, and Narayan, 2001) including support
patients to live the best possible HRQOL with their chronic condition (Bodenheimer
et al., 2002), particularly in CHD patients (Fernandez et al., 2009a; Yusuf et al.,
2004). Self-management is widely recognizea as.anecessary method for maintaining
and improving patients’ health behavior and health status (Dongbo et al., 2003). Self-
management is a learning precess that emphasizes changes in behavior (Browder and
Shapiro, 1985), supperting frem social resource, and collaboration with health care
professions (Holroyd-@nd Cregr, 4986). Changes in behavior would be associated with
improvement in healthsStatus, and better HRQOL (Ferrans et al., 2005).

Self-management interventions can_@_ai(e a difference in terms of changes in
behavior, health status, and*-health caré; "inlization. One more characteristic
distinguishes self-management from the t};aiiféhal health~promotion and patient’s
education programs; self-tailoring, or using self-management skills and knowledge
and applying these to-oneself as appropriate (Lorig, 1993):

The goal of jcaring~firstyCHD patientsis net only .to, prolong life, but also to
relieve symptoms, improve function and ability to participate in everyday activity,
and improve HROQOL (Benzer, et al., 2003; Thompson et al.,l 1998). Then, the nursing
role for caring these patients should include a plan to modify or manage risky health
behaviors in order to bring about reducing health problems and improving HRQOL.
Without essential knowledge and management skills, first diagnosed CHD patients
continue to perform risky health behaviors, which may eventually lead them to

serious health deterioration by developing a severe recurrent symptom of chest pain,



and myocardial infarction which will led them to readmission prior to their regular
appointment (Boini et al., 2005; Chulaporn Changperk, 2001; Fox et al., 2001; Sirilak
Sriprasong, 2000).

Currently, it’s very necessary to develop the self-management intervention
for enhancing HRQOL in first diagnosed CHD patients. This phenomenon is a critical
issue for the nurse to take more active role in-conducting effective strategies for those
patients. The support from nurses facilitates patients to manage their health behaviors
through their changing™of .nealth status. Consistently, effective self management
interventions help them manage ‘their :he:_alth behaviors and health status further
supports enhancing a€latively high Tevel of HRQOL is needed.

Then, the aim‘of this study was tc;d_ey_elop self management intervention that
named Comprehensive Cardiac Nursing Priqrém (CCNP) for improving HRQOL in
first diagnosed CHD patients."CCNP was gﬁﬂlti-components nursing intervention
and was developed-based on the self-manééé_rh;én't model (Kanfer and Gaelick-Buys,
1991), Ornish’s heart disease reversal program (Onish, 1990), and existing
knowledge.

The€CNP mwas~accompaniedy by a imutual~of-patients and nurse with
supporting from family member. It provided the significant information for enhancing
participant’s ‘knowledge," understanding, and ‘management about-CHD, cardiac risk
factor, ‘and risky health behaviors management. It also trained and practiced the
participants for risky health behavior management including diet management,
physical activities and exercise management, smoking cessation management, and
stress management based on Ornish’s heart disease reversal program and existing

knowledge.



The reason for developing CCNP based on self-management model of
Kanfer and Gaelick-Buys (1991) due to it allow the patients to identify their problems,
and provide techniques to help patients make decisions from sufficient knowledge of
their condition, take appropriate actions for manage their risky health behaviors,
applications of the necessary skills to maintain adequate physical-psychological-social
functioning, and alter their actions as they.enceunter changes in circumstances or
disease. The effective self—managemeht encompasses the ability to monitor one’s
condition and to affect.the cognitive, behavioral and emetional responses necessary to
maintain a satisfactory quality.oflife (Clarl_g et al., 1991). The CCNP is different from
others in the aspects of selff managenent that are significant for managing risky health
behaviors and accommodate health prtljb!e_ms with improve HRQOL for first
diagnosed CHD patients. As Creer (ZOO_C))_ énd Kanfer and Gaelick-Buys (1991)
revealed that improving HRQOL should use;fi‘é?:tive self- management strategies.

Developingy CCNP to improve HRQOL sincesfirst diagnosed CHD is
necessary for nursing’s role so that patients can better respend to living with chronic
disease. It is expected that patients who were received this program with usual care
can increase~they HRQOL than thoserwho treceived=only wsual care. Improving
HRQOL is thé best way to prevent further health deterioration, reduce the incidence
of subsequent myeocardial infarction, ‘decrease the need far|surgieal procedures, and
reduce ‘re-admission, morbidity and mortality (Boini et al., 2005; Daly et al., 2000;
2002; Fox et al., 2001). In addition, managing the changing health status of this
nursing intervention is an effective therapeutic effort to improve HRQOL that
represent the quality of nursing care, and the best way to decrease cost of caring this

disease (Aldana et al., 2003; Berra, 2003; Michelle, 2001).



Research question
Does the comprehensive cardiac nursing program improve health related

quality of life of the first diagnosed CHD patients?

Research objective
1. To develop comprehensive cardiacsnursing program for improving health
related quality of life in first diagnosed coronary-heart disease patients.
2. To examine the.effect of comprehensive cardiac nursing program on
health related quality of Life infirst diagnosed coronary heart disease patients.
- Compare the difference -of health related quality of life between before
and after receiving comprehensive cardiaé;.nu'rsing program.

- Compare the difference of health related quality of life between the

#

experimental and control group.

Theoretical framework

HRQOL of first diagnosed CHD patients are negatively affected by chronic
progressive life threatening as CHD occurrence. There is.no cure for chronic disease;
as a significant ,alternative, .effective .self-management .which take into account
adaptation to dllness and its treatment is necessary (Boini et al., 2005; Holman and
Lorig,}2004; RleVier fet-al 4+~2001). Then, (self-management madel fof Kanfer and
Gaelick-Buys (1991) was used as a framework for this study.

Self-management is widely recognized as a necessary method for maintaining
and improving patient’s health behavior and health status (Dongbo et al., 2003). It

reflects the holistic care and the most applicable of essential nursing approach,
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especially in people with chronic conditions. It also reflects the ultimately changes in
participant’s health related quality of life (Tobin et al., 1986).

Self-management aim at helping patients to maintain a wellness in their
foreground perspective, and supporting patients to reduce disability, health care costs,
mortality and to live the best possible health related quality of life with their chronic
condition (Bodenheimer et al., 2002; Lorig-et.al:; 2000). Self-management allows
participants to make informed choices,;.to adopt -new perspectives and generic skills
that can be applied_ie"new problems, as they arise, and to practice new health
behaviors. The resulis of changing health t;ehaviors are associated with improvement
in healthful behaviors; improvement in héélth status, and also resulted in better health
related quality of life for the indiyidual (Felrran_s_ etal.; 2005).

Self-management in chronic diseasé;_g;.)nditions has been defined as learning
and practicing the skill necessary to change;k-iéhavior (Browder and Shapiro, 1985),
particularly in collaboration with health ca-r':etb_Fidféssions and supporting from social
resource (Holroyd and Creer, 1986). The relationship between patients and health care
providers are called partnerships which include active cellaborative care. They share
responsibility~fomsolvingsproblems and-attaining desired .outeames. The patients set
their goals about behavioral change and the professional helps the patients make
informed: choicess Patients identify: their risky 'health behaviors groblems and gain
understanding and confidence to accomplish their new health behaviors through help
from health care providers. Patients accept responsibility to manage their own
conditions and are encouraged to solve their own problems with information that is

provided.
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Self - management for chronic illnesses such as CHD requires not only
behavioral change related to reduce risk factors but also new management strategies,
because various symptoms and health problems have a greater occurrence at various
times and affected to many areas of life. Self-management for caring long-term health
conditions of patients is a critical component of the chronic care model (Mead et al.,
2009). The process of self-management mode! (Kanfer and Goelick-Buy, 1991) can
be described into 3 processes.as followihg;

1) Self-monitoring.

This process s essentially describeg as deliberately and carefully attending to
his/her own behaviofs. Past/experience will motivate the person to change the
behaviors that needs t0 bg changed, to r;mt_ic_i_pate the outcomes of change, and to
compare the behaviors with standard criteri—a_ll;’_ b |

2) Self-evaluation. » 4

This stage isia discriminating respoh;‘é /SétWeen self=monitored behaviors and
the subject standard-behavior in order to evaluate whether'the behaviors should be
maintained or discontinued. This process requires the chient to continually evaluate
the situation and considering theymanyaresources available,to revise or change plan of
action as needed.

3)  Self- reinforcement.

After comparing his/her behaviors with the standard criteria, the person will
have both positive and negative reactions which affect the expectation of the
outcomes and subsequent behaviors. Negative reaction would inhibit the behaviors,
whereas positive reaction would motivate for the continuation of behaviors

management.
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Moreover, for the successful self-management of chronic illness, Clark et al
(1991) suggested that it requires individuals master three separate but related
categories of activities. First, they must be sufficiently knowledgeable about their
condition and its treatment to make informed decisions about care. Second, they must
perform activities aimed at management of the condition. Finally, they must apply
skills necessary for maintaining adequate physieal-psychological-social functioning.
The effective self-management encompésses ability to monitor one’s condition and to
affect the cognitive, behavieral and emotional responses necessary to maintain a
satisfactory quality oflife (Clark et al., 199_;).

For this study” “Cemprehensive Cardiac Nursing Program” was developed
based on a self management model (Kanlfer g_nd Gaelick-Buys, 1991) that provides
patients with multi holistic companents and_:wa;s accompanied by mutual activities for
participants and nurse with supperting from famllly member.

The family “member was cooperaté(;I '-_ih_i_léarning and training process, self-
monitoring, self-evaluation, and self reinforcement for manage the patients’ risky
health behaviors in the real life situation as supporter and assistant. The supporting
from family meémber was defined as therenvirenmental:suppertzaimed at promotes the
achieving in his/her patients’ goal in risky health behavior management (Kanfer and
Goelick-Buy, 1991)s Similarity to the study’ of ‘Mead et al’ (2009) ‘mentioned that
combining social support was more effective to improve self-management for
achieving the goals.

The CCNP would provide the sufficiently knowledge and practice skills that
patients can perform to manage their risky health behavior by using self-monitoring,

self-evaluation, and self-reinforcement process for improving their health status and
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health related quality of life. The conceptual framework of this study was summarized

in figure 1.

Comprehensive Cardiac Nursing Program
(CCNP): multi-components nursing intervention
which promoted self-management in first
diagnosed CHD patients on the basis of cognitive
and behavioral techniques with supporting from
family member by using self-monitoring, self-

Health related quality of life;

- Health and functioning
- domain

evaluation, and self-reinforcement processesibased - Social and economic domain
on self-management model. The. CENP was - Psychological and spiritual
emphasized in patient’s risky health.pehavior domain

management including diei'management, physical - Family domain

activities and exercise management, smoking

cessation management, and stress management.

Figure 1 Conceptual frameworl of the effect.of comprehensive cardiac nursing
program on health related quality of life infirst diagnosed coronary heart disease
patients. s o

Research hypothesis .

According to Kanfer (1980) and*Ka,hfer and Goelick-Buy (1991), self-
management is asignificani-process—of-self-coniiol-and monitoring of modified
behaviors that help patients learn to response or to develop the expected behaviors
with reducing the severity-of disease and improving health status. Self-management
interventions: support.patients: to live ithe best possible: HRQOL with their chronic
condition. (Bodenheimer et al, 2002), particularly-in CHD patients(Fernandez et al,
2009; Yusuf et al., 2004). Self-management is widely recognized 'as a necessary
method for maintaining and improving patients’ health behavior and health status
(Dongbo et al., 2003). Self-management is a learning process that emphasizes changes
in behavior (Browder and Shapiro, 1985), particularly in collaboration with health

care professions and supporting from social resource (Holroyd and Creer, 1986).
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Changes in behavior would be associated with changes in health status that are further
associated with improvement in healthful behaviors resulting in improvements in
health status. All these changes are results in better HRQOL (Ferrans et al., 2005).

For this study, Comprehensive Cardiac Nursing Program (CCNP) was multi-
components nursing intervention which prometed self-management in first diagnosed
coronary heart disease patients on the basis-of eegnitive and behavioral techniques
with supporting from family..member by using self-monitoring, self-evaluation, and
self-reinforcement preeesses” based on self-management model of Kanfer and
Goelick-Buy (1991).«The participants Who__:_participated in the CCNP would received
the significant information/for'enhanting participant’s knowledge, understanding, and
management about CHD, cardiac risk fact;)r,_ a_r_ld risky health behaviors management.
They were also trained and practiced for ris_k_y :health behavior management including
diet management, physical activities and (aiieir'](:}ise management, smoking cessation
management, and “stress management ba{é;e:o_l/;(_)h Ornish’s heart disease reversal
program (Ornish, 1290), and existing knowledge.

In addition, the family member was cooperated in learning and training
process, selfsmonitoring,~self-evaluation,zandj self-remfaercement for manage the
patients’ risky‘health behaviors in the real life situation as supporter and assistant. The
supporting from family member was pramoted the achieving ‘in his/her patients’ goal
in risky health behavior management (Kanfer and Goelick-Buy, 1991). As the
existing knowledge mentioned that combining social support was more effective to
improve self-management for achieving the goals (Barlow et al., 2002; Mead et al.,

2009).
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Major objectives of risky health behaviors management intervention in
patients with established CHD are to reduce cardiac risk factors, and prevent the
recurrence of further coronary and other atherosclerotic events through change their
risky behavior with improve their health status, to increase life expectancy, and to
improve quality of life (Wood et al, 1998). Agccordingly, risky health behavior related
to increase cardiac risk factors are responsiblefor.the development and acceleration of
coronary atherosclerosis plague that ca{hse the changing of health status and health
problems. When their-healthsstatus and health problem were improved, all of these
improved were contributedo better HRQO__!..

Moreover, this" intervention ‘s ntit only risky behavioral changes but also
provide management strategiesr, sufﬁcielnt_ k_nowledge of the conditions and its
treatment, performance of individual’s abiliiy_té manage his/her condition, symptoms,
treatment, risk behaviors management and;b’ﬁllications of the necessary skills for
maintaining adequate physicél-psycholog-;'i-.ééifs_dcial fupction and improving a
person’s perceived sehse of well being that stem from life satisfaction.

Then, the study hypothesis to be explored in this study was first diagnosed
CHD patients-who participated inthecomprehensive cardiac nursing program would

have significantly higher HRQOL scores than patients who receive usual care.

Scope of the study,

The researcher indicated the scope of the study as follows:

1. A randomized control trial two groups’ pretest-posttest research design was
conducted to develop and evaluate effects of comprehensive cardiac nursing program

on health related quality of life in first diagnosed CHD patients.
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2. The population of this study was first diagnosed CHD patients by
electrocardiography or troponin T investigation including ST-segment elevation
myocardial infarction (STEMI), Non-ST-segment elevation myocardial infarction
(NSTEMI), and Unstable Angina (UA) who received medical treatment, and lack of
complication to cooperate in this study. The participants in the control group received
the usual care, while the participants in the experimental group received the usual care
plus comprehensive cardiac nursing program during the 8 weeks periods.

3. The independent variable was the comprehensive cardiac nursing program.
The dependent variable was health related quality of life including overall HRQOL
and 4 domains of health @and functioning, social and economic, psychological and

spiritual, and family.

Operational definition 77,

1. Comprehensive Cardiac Nursing _l?r’;)gram (CCNP) is multi-components
nursing interventian-which promoted self-management in first diagnosed coronary
heart disease patients on the basis of cognitive and behavioral techniques with
supporting from family.member by using self-monitoring, self-evaluation, and self-
reinforcement processes based on self-management model of Kanfer and Goelick-Buy
(1991). The CCNP was emphasized in patient’ssrisky health behavior management
including' diet management, physicaltactivities' and exercise management, smoking
cessation management, and stress management based on Ornish’s heart disease
reversal program and existing knowledge.

2. Health related quality of life (HRQOL) is defined as first diagnosed coronary

heart disease patient’s perceived sense of well being that stem from life satisfaction

with the various aspects of life in health and functioning, social and economic,
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psychological/spiritual, and family as a whole that are important to him/her. HRQOL
will be measured with specific HRQOL instrument by The Quality of life Index-
Cardiac version 1V (Ferrans and Powers, 1985; 1998), and translated into Thai by
Atchra Sukhonthasarn.

3. Usual care is the conventional health information that was given by nurse,
physician, and other health eare provider foiCaring first diagnosed CHD patients at
the medical ward and out-patient depart?nent of the secondary health care setting. The
usual care is also including information that nurse gives during bed site nursing care,
gives leaflet about CHD and lifestyle mod_!_fication, provides health education before
discharge home, telephong calls after dist‘ha}rge from the hospital, gives information
to group of patients by using pamphiet \;v_h_ile_:_ patients wait to see the physician at
in/out patients department. " |

4. First diagnosed CHE patients |méant that patients who were first time
diagnosed with Unstable Angina (UA),-'-.Nb-irl_-ST-segment elevation myocardial
infarction (NSTEMI),- and ST-segment elevation myocardial infarction (STEMI) by

physician based on EKG or cardiac enzyme investigation at secondary health care

setting.

Expected benefit

1."The study could betused-as @nursing practice guideline'at secondary health
care setting for improving health related quality of life in first diagnosed coronary
heart disease patients.

2. The result of this study could be used for nursing administration providing

direction for setting policies.
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3. Improving HRQOL of first diagnosed CHD patients represent the quality of

nursing care and decrease cost of caring this disease.

AULINENTNEINS
PRIAATUAMINYAE



CHEPTER I
LITERATURE REVIEW

In order to develop the comprehensive cardiac nursing program and examine
the effect of this program on health related quality of life in first diagnosed coronary
heart disease patients, this chapter provides” an integrative research review of
empirical finding with the state of the summarization that related to the concepts of

interest. The literature reviewssare included as the following;
!

1. Coronary Heart Disease (CHD)
1.1 Definigionof coronaryEeart disease
1.2 Pathophysiology: of corahary heart disease
1.3 Management ofcoronar;/"_;_'l_egr_t disease

1.4 Impacts of coronary heart disease on patients health’s problems

o el

1.5.Risk factors of pjrqronary Heart disease -
2. Health related quality of life (HRQOL)

2.1 Def"irnition of health related quality of life

2.2 Theory of health-related quality of life

2.3 Measurement of health related quality of life

2.4,Factors related/predicted health related quality of life
3. Self-management model

3.1 Definition of self-management

3.2 Theoretical underpinning self-management model

3.3 Kanfer & Gaelick-Buys’s self-management model

3.4 Self-management intervention for improving HRQOL
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4. Nursing care for enhancing HRQOL in first diagnosed CHD patients
4.1 Nursing care for first diagnosed CHD patients
4.2 Comprehensive cardiac program
4.3 Ornish’s heart disease reversal program

5. Developing comprehensive cardiag nursing program for enhancing

HRQOL in first diagnosed CHD paticits

1. Coronary Heart Disease

Coronary heart disease i widely used previously before conclusion and
defined these signs andssymptoms ‘into Acute Coronary Syndrome (ACS). The
population for this study will be the patier'_1:ts with coronary heart disease (CHD) in the
meaning of 3 types of ACS Jincluding ST;_segment elevation myocardial infarction
(STEMI), non-ST-segment elevation myoCérdia_l infarction (NSTEMI), and unstable

Ad

angina (UA) (Alpert et al, 2000). =

1.1 Definition of AcuteVVCoronary Syngrome

Acute Coronary Syndrome (ACS) Is referred to signs and symptoms
compatible with acute myocardial infarction ischemia, including different subtypes of
acute myocardial| infarction. This term also reflects the similar pathophysiology of
myocardial infarction (Bertoni et al., 2005). The diagnosis of acute myocardial
infarCtion was defined by using the WHO criteria in the presence at least two of three
criteria (Anderson, 2007; Antman, 2004);

1) Typical ischemic chest pain

2) Changes on serially obtained electrocardiographic tracings; typical finding

included development of pathological Q-waves or ST-segment elevation.

3) A rise of CK-MB > 25 mg/ml or troponin T > 0.1 mg/ml
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However, CK-MB is not a sensitive marker of myocardial necrosis. Therefore,
application of WHO definition in clinical practice results in several patients
erroneously diagnosed with non-myocardial infarction. Available for much more
sensitive detection of myocardial damage is including assays for the cardiac troponins
T and I. These developments formed the basis of revised definition of myocardial
infarction by using the definition as codified.in_ the ACS registry by American Heart
Association, The American College of VCardioIogy (ACC), and European Society of
Cardiology (ESC) (Anderson, 2007; Antman, 2004). Thai Heart Association was
defined and classified” AgutesCoronary. S_yndrome similarly to all associations as
mention previously that should be manifested a more rapid typical of biochemical
markers of myocardialnecgosis including (ITha_i_ Heart Association, 2002):

1) ST-segment  elgvation myoca_r;d_iezll infarction (STEMI): ST-segment
elevation, new or presumed new-LBBB or S:'l?r-"silreri'gment elevation at the J point in 2 or
more contiguous leads with the cutoff poin;[é: éfééfer than grequal to 0.2 mV in leads
V1, V2, or V3, orgeeater than or equal to 0.1 mV/ in othereads or Creatine Kinase-
MB (CK-MB) >5 ugfk and/or troponin T > .15 pg/L

2) Non=ST-segmentielevation myocardial infarction(NSTEMI): Either of the
following (in“the absence of ST elevation), ST-segment depression or T wave
abnormalitres with, ischemic symptoms in‘the presence or absence af chest discomfort
and/or troponin T 0.05 to 0.14 ug/L

3) Unstable Angina (UA): Defined as angina pectoris (or equivalent type of
ischemic discomfort) by troponin T <0.05 pg/L with any 1 of the 3 following features;

- Angina occurring at rest and prolonged, usually greater than 20 minutes
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- New onset angina of at least CCS classification Il severity (CCS; the
Canadian Cardiovascular Society Classification system)

- Recent acceleration of angina reflected by an increase in severity of at least 1
CCS class to at least CCS class I11.

Accordingly, grading of angina pectoris by the Canadian Cardiovascular
Society Classification system was following (FhaiHeart Association, 2002);

Class I: Ordinary physieal acti\)ity does not cause angina, such as walking,
climbing stairs. Angina“(occurs) with strenuous, rapid or prolonged exertion at work
or recreation.

Class 11: Slight limitation of ordinary activity. Angina occurs on walking or
climbing stairs rapidly; walking uphill; V\;al_ki_r)g or stair climbing after meals, or in
cold or in wind, or under, emotional strg-sg,: or only during the few hours after
awakening. Angina occurs on walking more;- thén 2 blocks on the level and climbing
more than one flightof ordinary stairs at a normél pace ands«in normal condition.

Class I11: Marked limitations of ordinary physical activity. Angina occurs on
walking one to two Blocks on the level and climbing one flight of stairs in normal
conditions and-atia normal-pace:

Class 1V: Inability to carry on any physical activity without discomfort-
anginal symptoms.may be present at rest.

Twenty five percent of men and 38% of women will die within one year of
their initial M1 and about 80% of CHD mortality in people under the age of 65 occurs
during their first acute presentation (Duvall and Vorchheimer, 2004). Patients with
acute myocardial infarction during the first year had worse HRQOL and related to

death within ten years (Westin, 2005). In addition, survivors of the acute stage of
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myocardial infarction have a risk of illness and death as much as 15 times higher than
the general population, and approximately two thirds fail to make a complete recovery
(AHA, 2003). Moreover, the 6 months after discharge of patients surviving acute
myocardial infarction is the most vulnerable time in the chronic course of disease
(Ladwig et al., 1994), especially the ‘short time within 4 weeks as a period
considerable distress in whieh comprised of‘anumber of emotions, over solicitousness
toward the survivor (Daly et-al, 20027). Then, first diagnosed CHD patients were
interested and need help due to they faced with the new life threatening chronic
condition that they didn’t haveenough knoyyledge and experience.

1.2 Pathophysiology of goronary heart disease

From the evidence indicated that alth(_ergsclerosis Is the underlining pathologic
evidence of CHD. In addition, cerfain risk—‘_feictors linked with the development of
atherosclerotic plaques (Boersma et al., 2003: Harrington, 2004). Atherosclerotic
plaques of abnormal coronary blood ves:é:e:l_é_i_céused by the deposition of a fat
containing substanee’forming fatty streak plaque, which lead to the development of
atherosclerotic lesions” within the coronary artery. Atherosclerosis is a progressive
disease process af theslarge, arteries thatyinvolyes the gradual aecumulation of lipids,
inflammatory ¢eélls, and fibrous elements of plaques in the vessel walls. Progression of
atherasclerosis | is« triggered “and | enhanced by “several “factors,~which can cause
mediating diseases or directly affect of the arterial wall that involves dietary, genetic,
metabolic, hemodynamic, and other factors in its development.

The raised plasma low density lipoprotein cholesterol, decreased high density
lipoprotein cholesterol, smoking, high blood pressure, and glucose concentrations

were cardiac risk factors that stimulate atherosclerosis plaque via several pathways
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when entry and activate of inflammatory cells into the arterial wall. The process
begins decades earlier than it is clinically evident as "fatty streak”. These early
atherosclerotic lesions are consisting of subendothelial accumulations of cholesterol-
laden macrophages, or "foam cells" first appear in the aorta in the first decade of life,
in the coronaries in the second decade. The /mere advanced lesions which evolve from
these precursors are characterized by a necrotic,dipid-rich core covered by a fibrous
cap and can become clinically significaht if they-grow large enough to obstruct blood
flow or if plaque rupture or the formation of overlying thrombosis causes myocardial
infarction (Boersma etal., 2003; Rosamonq:, 2002).

Fissuring and«@isruption of atherosclerotic plagues can take place at any time
during this chronic precess, initiating intrlatlL_mj_inal thrombosis. Intraluminal thrombi,
superimposed on the ruptured plague, car_f_ géuse total occlusion of the epicardial
coronary artery, so that the ‘toronary bI(J:b,di'lflow is interrupted and delivery of
nutrients to myocardium is blocked. This 5|tua7uon might e further complicated by
coronary vasoconstriction and thrombi micro-embolization.-If the vessel were narrow
more than fifty pereent from normal, the patients would show the symptoms of
ischemic heart diseases TFhegsymptomninzits; acuter phasey iszchest pain (Patiporn
Boonyapatkul? 2000). If a coronary occlusion persists for longer than 30 minutes,
irreversible damageé to the myocardium. Long term occlusion resuils in a progressive
increase of the infarct size. After about 6 hours of continuous occlusion the entire
jeopardized area becomes necrotic. Loss of functional myocardium results in reduced
left-ventricular function, which can affect the patient’s quality of life, and generally

causes premature death (Boersma et al., 2003).
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1.3 Management of coronary heart disease
The specific treatment for CHD is determined by the severity of the
symptoms, the size and quantity of areas with ischemia (reduce blood flow), how well
left ventricle of the heart is pumping, and other medical factors such as severity of
chest pain (AHA, 2001). The main treatment of CHD is composed of medication
treatment and surgical treatment as follow:
1.3.1 Medical treatment
Medicalstreatment of CHD clients with angina pectoris focuses on two
goals, the first beingsrelief of the acute at_t;ick and the second, prevention of further
involvement of myogardium 0 reduce the risk of MI. The major types of medication
in coronary heart disease are opiatesla_na_l_lgesics, vasodilators, beta-adrenergic
blocking agents, angiotensin-converting en_éy_rﬁe (ACE) inhibitors, calcium —channel
blockers and antiplatelet medication that cor;ifi’lblﬁted to improved long term prognosis
in survivors of disease (Boersma et al., 2003)_ :
1.3.2.8urgical treatment
There-are two main forms of invasive surgery to deal with blockages:
angioplasty (Percutaneous-Caronany; Intervention: PCl)-andyCaronary Artery Bypass
Graft (CABG),
1.3:2.15PCl is ‘an established and effective-invasive treatment
procedure by done to open a partially blocked blood vessel so that blood can flow
through it more easily. This procedure involves the insertion of a thin, flexible tube
through an artery in the groin or arm, which is carefully guided into the narrowed
artery. Once the tube reaches the narrowed artery, a small balloon at the end of tube is

inflated. The balloon may remain inflated from 20 seconds to 3 minutes. The pressure
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from the inflated balloon pushes the plaque against the wall of the artery opening up
the passageway to improve blood flow. Once the fat and calcium build up is
compressed, a small, expandable wire tube called a stent is sometimes inserted into
the artery to keep open. Coronary stents provide a mechanical framework that holds
the artery wall open, preventing stenosis, or narrowing, of coronary arteries. PCI with
stenting has been shown to be superior to angieplasty alone in patient outcome by
keeping arteries patent for a-lenger périod of time (Gandhi and Dawkins, 1999).
Nowadays newer drug=eluting sients (DES) are traditional stents that are coated with
drugs, which placed.in theartery, released __pertain drugs over time. It has been shown
that these types of stents help prevent restenosis of the artery through several different
physiological mechanisSms, which rely uplon_ t_he suppression of tissue growth at the
stent site and local modulation of the boq:y'_s: inflammatory and immune responses
(European Society of Cardiology-Science NewsJZOO7 Windecker et al., 2008).
1.3.2.2. CABG involz\;é-s;/fiéking a bleod vessel from elsewhere
in the body (usually the chest or leg) and using it to redirect blood flow around a
severely blocked artery. Blood is redirected through the*new blood vessel, bypassing
the blocked artéry, andirestoringrbleod flow:to thejaffected portion of the heart muscle.
Although PCl and CABG are the effective treatment to improve
HRQOL(Penroong Polkanchanakorn; 1998; Pornpimol Masnaragern, 2001), there is
still a risk of continued coronary heart disease progression and of future coronary
recurrences (Lisspers et al., 2005).
Even though, the surgical treatments are effective for CHD patients.
However, there are available only in the tertiary and university hospitals. The

secondary health care setting of Thailand that mostly located in various provinces can



27

provide only medical treatment. Then, CHD patients at secondary health settings have
difficulty to access to these benefits that affected to their HRQOL (Mongkol
Maraprasertsak, 2006).

1.4 Impacts of coronary heart disease on patients health’s problems

CHD patients described “the heart is not only viewed culturally as the body’s
central organ, but also as the centre of entire individual and the source of both life and
living” (Fitzsimons et al., 2000). Each CHD patients could not escape a sense of an
altered life, unexpectedrhearivatiack, fear of loss and premature death (Johnston et al.,
1999). 7

CHD patients‘stated that they had experienced problems during the first 6
months after discharge: Despite the fife wi!Il never be the same again. Several of CHD
patients talked about thelr future with tears-j:n_t:heir eyes and expressed grief over their
lost health. Their heart was no-fonger hea;itrh")'lr;':(Eva Bergman and Berteroe, 2001,
Lukkarinen and Hentinen, 1998; Rubenachf é_t/_iail.', 2002).,They felt uncertain about
what happened, what to do or what to not do, no self confidence in doing things,
afraid the future, amxious, frightened and crying a ot (Jaarsma et al., 1995).
Moreover, all-patientsifelt-uncertaintyrdueto financial problems; poorly planned care
and unexpectedichanges in the course of the disease.

First diagnosed CHD patients have various“healths” proolems involved in
physiological, psychological, social, socioeconomic, and spiritual that accompanied
the life threatening and affected to their HRQOL.

1.4.1 Impacts of CHD on physical health’s problems
First diagnosed CHD patients were threatened by various health

problems in chest pain, arrhythmia, dyspnea, lack of energy, less satisfaction in sex
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life, high cholesterol, poor physical condition, and difficulty to performing physical
activity in a variety of everyday tasks (Brink et al., 2006; Dixon et al., 2000; Westin et
al., 1997). A significant change in physiological problems was mostly evident with
angina (Hildingh et al., 1997). The heart function is often decreased, which means
decreased functional capacity that related to have recurrent of physical symptoms
especially new episode of angina, and increascd«cardiac event (Drory et al., 2002;
Jaarsma et al., 1995; Lukkarinen; 2005).7 These problems have not established a stable
health conditions 6 menths.after first time CHD (Brink et al., 2006). In addition,
evidence found that"CHD patients who__:_ have angina pectoris or other cardiac
symptoms also reporidower HRQOL (Bengtsson et al., 2001; Heller et al., 1997).
CHD patients usually havelse_vg_re crushing chest pain and also suffer
from others signs and" symptoms, and -fét_azl complications such as arrhythmia,
congestive heart failure, acute ‘myocardial igfz;fgtion, cardiogenic shock, and so forth
(Ignatavicius, Worman, and Misher, 1995).:-T;ﬁ_é_is_ymptoms of CHD are varies intense,
oppressive chest paia to left arm or discomfort. The heart function is decreased which
often represent by angina symptom. Angina is not only negative impact but also being
important determinant on~HRQQL | (Mcgithian etaal.;~2004;<Strauss et al., 1995).
Patients who have symptoms of angina only once or twice a week, which consider
having much impect ‘on-lifestyle, have significantlylower HRQOL (Brown et al.,
1999; Kiebzak et al., 2002; Strauss et al., 1995). In some cases, the pain component is
not always dominant, and other symptoms such as weakness, shortness of breath,
syncope, sweaty, arm/back/jaw pain, indisposition, nausea and vomiting, unconscious,

and poor sleep quality can occur (McSweeney, Cody, and Crane, 2001).
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If the blood vessels became narrow greater than a half of their
diameter, the coronary blood flow would decrease (Suraphan Sitisuk, 1996). The
patients eventually experienced the following myocardial ischemia symptoms (Sirirat
Ngaosomkul, 2000):

Angina is the mest common initial symptom that reflected the
inadequate myocardial oxygenation and ‘local.accumulation of metabolic waste
products (lactate, serotonin). Patients;. deseribed angina such as a “pressure”,
“tightness”, or “constiietion that radiates to the shoulders and inner aspect of the
arms, especially on the left.side (Evert, Kar_!son, and Wahrborg, 1996).

Palpitation /Diaphoresis, aﬁd Nausea were automatic and conductivity
occurred due to generalized sympathetic aérd _pz_a_rasympathetic stimulation.

Syncope ‘was resulted in dégr_éased of cardiac output. The cell and
organ systems were also deprived of oxygéﬁéﬁd nutrients. Especially, the cells of
brain organ are deprived of oxygen suddenly-;\}h;i_ch can cause syncope.

Fatigué was occurred because the imbalance of oxygen supplies and
demands that gave rise to anaerobic metabolism with<increased lactic acid. The
patients descriied, fatigue as expenience ofaveariness,|loss .of, pewer and perceived the
effect of fatiguie was limited to functions of daily living.

Dyspnea was occurred when heart pumping power was diminished that
related to a complication from congestive heart failure.

Almost of first diagnosed CHD had experienced more than one
symptom (Chulaporn Changperk, 2001). After cardiac event, two third of CHD
patient had at least one remaining symptom as weakness, short breathless, chest pain

continuous for a time longer one year (Stewart et al., 2000). Most CHD patients (94-
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99%) reported chest pain symptom (Penque, Halm, and Smith, 1998). Some patients
denied pain sensation but referred to a vague sensation, a strange feeling, pressure
squeezing, severe indigestion or burning (Somchat Lohajaya and Tonpaichi, 1993).
Many patients perceived discomfort, and experienced severe dyspnea. Most of
discomfort by persons with angina appeared at substernal, usually occurred in the
neck and radiated to various-locations including the jaw, shoulder, and down the arms
(Evert et al., 1996). The reason-for refefring to cardiac pain to different locations was
the occlusion of the ceronary arteries. Myocardial nerve fibers were irritated by the
increased lactic acid«and transmitted. a :pa:jn message to the cardiac nerve and the
upper thoracic posterior roots, T

In addition, €HD caused décr_ea_t_se functional capacity of the heart, and
then diminished physical ability  in daily-j:i_v_i:ng. After the occurrence of a cardiac
event some patients with CHD were not abié;éé"'return to their previous work (Jariya
Tantitum, 1993). Limitation in physical fuh;:fib;r{ihg linked-clinical variables such as
the number of diseaseé vessels and the number of risk factors led to a worse general
health perception that‘can cause significant directional influence on global HRQOL
(Hofer et al.,;2005).

Health status and physical functioning played a major influential role
on global HRQOL! (Benzer‘et al., 2003; ‘Bosworth| et al., 2000). Fatients with more
frequent and severe symptoms have more impaired HRQOL (Kang and Bahler, 2004).
Moreover, physical limitation also strongly correlated with psychological problems

(Gustafsson, Svanberg, and Swahn, 2006).
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1.4.2 Impacts of CHD on psychological health’s problems

Psychological problems are common among patients who have
experienced first time of CHD. Numerous psychological problems of CHD patients
have been reported to be significant predictors of morbidity, mortality and HRQOL
(Dixon et al., 2000). These psyechological problems are not only increasing after
discharge, but also often remain over at least thefirst year after infarction (Bennett
and Mayfield, 1998; Dixon et aI.,V 2000; Stewart et al., 2000). Moreover,
psychological problems are. being risk factors for the development and process of
CHD, and an acute trgger for further CHD__gvents (Clark, 2003).

First diagnosed CHD ‘patients have negative emotional state including
hostility, fear, anxiety; and depression (5rqry_ et al., 2002; Shen et al., 2006). This
disease cause changes of emotional balancg-:’_in: high levels of anxiety and depression,
over solicitousness, fear about a new myocaédiéilf"'infarction, psychosocial dependency,
and worries in many issues of everyday:ifii-‘é;(baly et al:, 2000; Lukkarinen and
Kyngas, 2003; Stewart et al., 2000). Many of them have no-Self confidence, poor self
esteem, more emotioral distress, and poorer general heaith perception (Dixon et al.,
2000). CHD increased:psychologicalidistress and decreased:psychological well being.

Anxiety and depression

Anxlety: and “depression (in 'CHD" have been’ conducted on patients
immediately after disease occurrence and which remains for a long time in chronic
course of disease (Campbell et al., 1998; Drory et al., 2002; Heller et al., 1997,
Kristofferzon et al., 2005). Anxiety and depression are not only being the risk factors
for onset of and relapse in CHD (Hofer et al., 2005; Rozanski, Blumenthal, and

Kaplan, 1999; Shen et al., 2006), but also being the most significant factors
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influencing HRQOL in first diagnosed CHD patients (Hofer et al., 2005; Lane et al.,
2000; Oldridge et al., 1998; Ruo et al., 2003). Anxiety and depression are
significantly associated with reduced physio-psycho and social functioning interfering
4 months later cardiac events (Riegel and Gocka, 1995; Fauerbach et al., 2005;
Frasure-Smith and Lesperance, 2005) and play the best predictor as an independent
adverse effect on the patients prognosis andtisk ei*mortality within 6 months (Lim, et
al., 1998). In addition, anxiety and depression are the most important roles as
mediator variables in.the proeess toward HRQOL (Boswaorth et al., 2000; Lane et al.,
2000; Shen et al., 2006).

Stress 1

CHD patients stated ‘that sltre_\ss__ as apart of day to day life and as a
response to major’ life events. They said tba’g :“stress likes an explosion in their life,
everything changes, and it invelved sensait-ibh];of panic, worry, fright, sweats and
anger”. They feel had bombs dropping all overjrhe place. They think about the future
and quite a stressful.person and worrier. Stress as a response to major life events that
associated emotionally demanding events with chronic personal stress and the
development.of MIy(Clark;+2003)sMany: patients considered stress as having a more
influential rol€ than other risk factors, such as smoking and diet. The increased levels
of stress precipitate a significant infarct followed by sudden'death~(Greenwood et al.,
1996).

Depression

Depressive symptoms are common prevalence and persistence in CHD
patients, and associated with increase cardiac risk symptoms (Greenwood et al.,

1996). Both syndromal and subsyndromal depressions are strongly associated with
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patient reported health status affecting symptom burden and HRQOL (Bosworth et
al., 2000; Shimbo et al., 2004) which increased severity of chest pain, dyspnea, and
increased myocardial infarction by increased platelet reactivity, abnormal blood
coagulation, inflammatory activation, endothelial dysfunction, and autonomic
dysfunction (Shimbo et al., 2004). CHD patients who have severe depression failed to
recovery 6 months after disease occurrence (Lacwig et al., 1994).

Anxiety

The presencesof anxiety symptoms showed a weak but significant
positive relationshipwith symptom status; _t:he higher level of anxiety is reported more
severe symptom (Boesworth et al., ZOOOT:C__Qrace and Endler, 2003). Symptoms of
anxiety and depression‘after an acute myolcar_di_al infarction have been associated with
re-infarction and death due to cardiac diseésg :(Romanelli et al., 2002). Patients with
continued anxiety, uncertainty and depressidr; Jﬁre less likely to return to work and
tend to have higher hospital readmission rateénd mortality rate (Wong and Chair,
2006).

Uncertainty

Uncertainty=is canperceptionzofacantrol ~Uncertainty regarding illness
has been identified as the single greatest psychological stressor for the patient with a
life-threatening ilness beginning from: diagnosis through 'living with! a course of
chronic disease and affected to the recovery of CHD patients (Eastwood, 2004).

Locus of control

Patients' perception of control is thought to be mediated via their
impact of individual perceived control over their disease process, and high

perceptions of control is less likely to experience anxiety and depression (McGillion
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et al., 2004; Moser and Dracup, 1995). Self-esteem, internal control, self-efficacy,
personal autonomy, and perceived control are often referred to as crucial for
perception of control (Eastwood, 2004; Fauerbachet al., 2005; Hofer et al., 2005).
Moser and Dracup (1995) found that feelings of perceived control are important for
psychosocial recovery after a cardiac event,

Dependency

Psychosocial dependency may be.a normal response of humans to
stressful events such asseardiac illness, but prolonged dependency may slow recovery
and interfere with adjustment. Overprotect__i:on after myocardial infarction encourages
patient’s dependencys€ontrary should be facilitating psychosocial adjustment instead.
Dependency at 1 month was associatedlw_ith_ continued dependency at 4 months,
indicating the need to stop the sequence earL\z (beaton and Namasivayam, 2004).

Hostility

Hostilityat time of acute:-;j'iééhbsis ands treatment for CHD had
significant effect on/heart disease threat appraisal, which had a significant effect on
patient quality of life 4 weeks later (Deaton and Namasivayam, 2004; Delunas,
Potempa, and-Qre; 1999).

Optimism

Steele, 'and Wade- (2005) founded that' two week~after discharge of
CHD patients has the relationship between optimism and depressive symptoms.
Optimism has been identified as a predictor of better health outcomes. Lower scores
of optimism and higher scores of avoidant coping style predicted lower self reported

adherence to recommended risk modifications (Catherine, 2001).
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Coping

Active coping had related to fewer depressive symptoms (Rene, 2005).
Active and cognitive coping strategies had associated with better adaptation and
recovery. Avoidant coping styles have been linked to poorer adherence to risk
modification (Catherine, 2001).

Sense of coherence

CHD patients.who had pbor or moderate sense of coherence had lower
HRQOL than the patients wiih sirong sense of coherence (Kattainen, Merillainen, and
Sintonen, 2006).

There.was @ sifong evidence for a link between psychosocial factors
that have all been contributed to the pathlog_en_esis and expression of coronary heart
disease (Greenwood et al.; 1996; GurunQ-;_éOOG; Rozanski et al., 1999). Patho-
physiological mechanisms underlying the }éi%’iionship between these entities and
CHD can be divided into behavioral mecHé{ﬁié_fﬁé, whereby psychosocial conditions
contribute to a higher frequency of adverse health behaviors, such as poor diet and
smoking; and directpatho-physiological mechanisms, 'stich as neuroendocrine and
platelet activation:

Chronic psychosocial stress can lead, probably via a mechanism
involving - excessives, 'sympathetic nervous: system ‘activation; ie exacerbation of
coronary artery atherosclerosis as well as to transient endothelial dysfunction and
even necrosis. New technologies and researches demonstrate that acute stress triggers
myocardial ischemia, promotes arrhythmogenesis, stimulates platelet function, and
increases blood viscosity through hemoconcentration. In the presence of underlying

atherosclerosis, acute stress also causes coronary vasoconstriction. Hyperresponsivity
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of the sympathetic nervous system, manifested by exaggerated heart rate and blood
pressure responses to psychological stimuli, is an intrinsic characteristic among some
individuals. Current data link sympathetic nervous system hyperresponsivity to
accelerated development of carotid atherosclerosis and to exacerbated coronary and
carotid atherosclerosis (Greenwood et al., 1996; Gurung, 2006; Rozanski et al., 1999).

All psycholegical factors ‘have.been reported to be significant
predictors of morbidity, mortality and HRQOL in.CHD patients (Dixon et al., 2000).
After life-threatening.iliness,smost patients have symptoms of depression, anxiety and
uncertainty (Lukkarinen and Hentinen, 199§) tend to have higher hospital readmission
rate (Wong and Chair, 2006), significantly worse. HRQOL (Beck et al., 2001;
Lukkarinen and Hentinen, 1998), re-inférc_tign, and death due to cardiac disease
(Romanelli et al., 2002). Numerous studjgé indicated that psychosocial factors
contribute significantly to the pathogenesi;;éﬁ'd expression of CHD (Bennett and
Mayfield, 1998; Dixon et al., 2000; Lavie:;r:l_d_il_\/iilani, 2004; Rozanski et al., 1999;
Stewart et al., 2000). All psychological variables showed-a high relationship with
emotional QOL as part of the global HRQOL (Boswerth et al., 2000). Negative
emotions areskhawn to jhave detrimental effectjonchealth .outecomes in CHD patients
that influencing HRQOL. Poor HRQOL not only predicted a poorer long term
outcome"hut “also~predicted ‘psychosocial “‘dependency: that affected to-slow recovery
and interfere with adjustment (Fauerbach et al., 2005).

1.4.3 Impacts of CHD on social health’s problems

First diagnosed CHD patients often failed to return to previous work,
inability to return to usual social activities (Dixon et al., 2000), failed to previous

levels of sexual functioning (Skyes et al., 1999), and social isolation (Moser and
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Dracup, 1995). Most CHD patients have experiences in interpersonal problems
relating to friends and family, convalescence, and vocational problems (Dixon et al.,
2000; Jaarsma et al., 1995).

Shen et al (2006) found that social support has been independently
related to higher HRQOL. Social support plays minor, but still significant roles as
mediator variables to HRQOL (Bosworth gi“aly+2000; Hofer et al., 2005). Social
support also has been influenced on survival-and adjustment to CHD after cardiac
event (Greenwood et alr; 1996; Shen et\al., 2006). CHD patients who had low social
support and higher uncertainty were more. likely to have worse psychological well
being (Lin et al., 2000). 1

CHD patients who had emc;tic_)n_a_ll disturbance led to isolation behavior,
which decrease interpersonal relationship in_::'_sp:cial life (Dixon et al., 2000; Jaarsma et
al., 1995). Witchaya Pariyawatee (1999) founld that male CHD patients withdrew
themselves from family activities. Similari); '-t_b_ii‘émale patients, they exhibited poor
relationship with ~spouse and other family members /(Fleury, Kimbrell, and
Kruszewski, 1995). Fhe CHD separated patients from-their families, less likely to
return to work;{the future wascdismal and desolate, and-they-lived one day at that time
(Mortensen etal., 2000).

Overprotection, ‘after “myocardial ‘infarction” enedurages patient’s
dependency (Deaton and Namasivayam, 2004). CHD patients had problems of the
overprotection and disrespect within the social context constrained health behavior
change (Karner Goransson, and Bergdahl, 2005).

Daily life activity limitation was an obstacle to active social

participation. Sexual activity was also a major problem because the patients, both
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male and female were afraid of cardiac symptoms that might occur due to physical
exertion during sexual intercourse. In addition, the cardiac event caused distress in
patients as well as partners from the onset of disease, and remained over the whole
course of recovery (Moser et al., 2005). Patient’s well being was, therefore, highly
linked to the well being of the partner in @ close relationship. The need to modify
everyday activities of CHD patients could be“a.ground for conflicts between patient
and spouse (Karner et al.,..2005). As has-been emphasized already, cardiac
rehabilitation should start _early .on and should include the partners of patients
(Johnston et al., 1999).

1.4.4 impagts of CHD on socio-economic health’s problems

First diagnased' CHD patielnt_s _have significant pressures of financial
and material well being. They are decreasé‘_d_ ;:ompetency to work, which cause the
decreased income. They cannot-maintain tfziéi"r'lg'i"amily status and responsibilities, as
their socio-economig status cannot be mai:n:t:éih_ie_d'. CHD patients have to depend on
other people whileshaving to face more financial difficulties from being out of work.
In addition, cardiac tavestigation procedures, which are-considerably expensive, are
also required:-“Economic jproklems aceur .in-patients;especially=whose money is not
reimbursed and with no money to pay for treatment or medicine, which it is quite
expensive  (Chuanpit, “Tumnong,” 1998). They could:not avoid ‘being a burden of
family." Socioeconomic problems were an indicator for psychosocial risk factors that
negatively affected to decrease in HRQOL following discharge from hospital

(Kristofferson et al., 2005; Skyles et al., 1999).
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1.4.5 Impacts of CHD on spiritual health’s problems

CHD alter values and life goals of patients. The new values discerned
in their everyday life in terms of social relationship rather than money and material
things (Lukkarinen, 1999). After diagnosis, CHD patients stated that life would never
be the same again, they talked about their future with tears in their eyes and expressed
grief over their lost health, and their heart was nelonger healthy (Eva Bergman and
BerteroE, 2001; Jaarsma et ak; 1995).' Spiritual _distress can lead to physical and
emotional distress. \WWihen patients and| family faced with the crisis of illness that
impeding death, they«look i0 other for spi:rif;:ual support (Chuanpit Tumnong, 1998).

Conclusion/©of the impacts of CHD on patients’ health problems

The diagnasis jof CHD cl:au_sg_S the patients to shift, often quite
unexpectedly, from the‘role of healthy pér_s_c;n to the role of a patient, and to be
upsetting and shocking disruption-of ever&dé& life. These things did not proceed
smoothly, but precede long — term personalz crlsfs withavarieus problems (Lukkarinen,
1999). It’s accompanied the life threatening involved in physiological, psychological,
social, socioeconomi¢ and spiritual problems that related to mirroring through
dimension of*HRQQL (Bengtssen; et rals-2004;2Boini «et, al; 2005; Deaton and
Namasivayam; 2004; Drory et al., 1999; Evangelista, 2005; Rubenach et al., 2002;
Westin et al., 1997). All of these problems have a signiticant inverse relation with
HRQOL (Lukkarinen, 1999) that hard for patient to manage.

An overall reduction in HRQOL is affected by disease occurrence and
overall life satisfaction restrictions imposed by this disease (Bengston et al., 2001;
Benzer et al.,, 2003; Boini et al., 2005; Brink et al., 2002; Chan et al., 2005;

Evangelista, 2005; Chantana Lortajakul, 2006; Pornpimol Masnaragorn, 2001;
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Oldridge et al., 1998; Wong and Chair, 2006). In addition, low HRQOL appears to be
a marker of increase morbidity and mortality (Eastwood et al., 2008; Fauerbach et al.,
2005; Rubenach et al., 2002; Tingstrom et al., 2005). Then, they need help for
adjustment to improve HRQOL.
1.5 Risk factors of coronary heart.disease
Cardiac risk factors refer to factors that'Contribute to increase artheroscerosis

in coronary artery. If patients.had limited awareness of their personal risk, they were
not prepared to deal wiih preveniing of worse progression disease (Oliver-McNeil and
Artinian, 2002). Cardiac risk factors can be__:_divided into nen modifiable risk factors
and modifiable risk factors/(Bertoni et al., 2005):

1.5.1 Nen modifiable cardliac_ r__isk factors

Non modifiable cardiac ris_k_ _f:actors such as age, sex, and family
history cannot be changed. The risk factor }bxr'lghaving a CHD increases as a person
gets older, men younger than women, and hlstor_y of CHD in family are more likely to
develop a problem (Gurung, 2006). Then, non modifiable-cardiac risk factors were
included male, increasing age, family history of CHD-(Copp, Brown, and Davis,
2006).

1.5.1.1 Gender; the studies had shown that cardiovascular

disease was a leading-cause of death ‘and disability, in/males rathei than females and
morbidity from cardiovascular disease in female occurred 5 year later than male. The
incidence of CHD increased substantially beyond age 45 in men and 55 in women
(Chanpen Chuprapawan, 2000; Fleury et al., 1995). The proportion of a risk to be
CHD patient between male and female is 4:1 because female have estrogen to prevent

ischemic heart disease (Christensen and Kockrow, 2003; Sadowsky, 2001). However
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after menopause, females faced two to three time greater risk of developing CHD than
their prior to menopause morbidity. Postmenopausal females had a decreased estrogen
level accompanied by decreased cardio-protective effects, because estrogen decreased
LDL and increased HDL.

1.5.1.2 Age; persons with age more than 40 years old have a
risk in developing CHD, especially male age >45.years old, and female age >55 years
old (Stanley, 1999). The data-from The Institute of Health Care Research Thailand
(2000) found that CHBD"was«found prevalence in the group of people aged over 30.
The thickening of bleod vessels in the eldg_rly developed from the diminished elastic
fiber of internal vessels couple with the accumulation of fat. Arteries are hard, low
elasticity due to increased collagen and pllaq_ug_ that significant to atherosclerosis. All
of these decrease blood flow to heart and-_i\gg;j to death (Christensen and Kockrow,
2003). In addition, patients age over sixty-fi:t;e"'lgri'éars always have high systolic blood
pressure which increase risk to be CHD twot_lmes than elderly with normal blood
pressure.

1.5.1.3 Family history; Chulaporn‘€hangperk (2001) found that
about 23% of-first diagnosed €HDypatients:hadja family, history-of CHD. As a result,
all patients wauld have a 30% increase in risk factor for CHD occurring before age
60. Family history made ‘anyindependent ‘contribution ta. cholesieral vascular risk
beyond its influenced risk factor, including blood pressure, cholesterol, body mass
index, and diabetes mellitus (Black and Matassarin-Jacobs, 1993). In addition, there
was a strong association between death of a biologic parent before age of fifty and
death from cardiovascular cause in the adoptee whom rose apart from their biologic

parents.
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1.5.2 Modifiable cardiac risk factors

Modifiable cardiac risk factors are factors that can all be modified
depending on a person’s health behaviors. From Western and Thai literature reviews
found that a number of modifiable cardiac risk factors including smoking,
dyslipidemia, hypertension, diabetes mellitus, obesity, physical inactivity/sedentary
lifestyle, poor dietary and alcohol consumpiiQn,=stress and exaggerated responses,
type A personality behavioral-patiern, social support, hostility, anger and negative
emotions, and social.iselatien have been reported (Copp et al., 2006; Hanna and
Wenger, 2005; Karneret ak, 2005; Linchon_g Pothiban, 2000; Ratja Srisuthep, 1999).

1.5.2"1 Smoking

Thaifstudies foundlth_at__ 76.5 % of patients died from acute
myocardial infarction had smoking (Boonjan;ee \Wongmaneewan et al., 2002). The
risk of acute myocardial infarction for sm(;ke"r'g was significantly 3.24 times higher
than non smokers. in addition, smokers ha;/;e:;ai_ir_iék of death from CHD two to three
times higher than-nonsmokers (Goldenberg et al., 2003;-Hathai Chitanont, 2002;
Jairath, 1999). In addition, secondhand smoke or environmental tobacco smoke (ETS)
is the tobacce-smoke inhaled byjnensmokers whao are inithepresence of smoker. This
passive smoking is also linked to cardiovascular disease (Christensen and Kockrow,
2003;, Jamroozike; 2004, Sadowsky, 2001).

Cigarette smoking and secondhand smoke have deleterious
effects on the cardiovascular system; increased plaque formation and platelet
adhesives, elevated catecholamine level, decreased high density lipoprotein
cholesterol (HDL), decreased serum oxygen-caring capacity, and impaired arterial

vasodilatation (Hanna and Wenger, 2005; Jairath, 1999). All of these influences in
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developing atherosclerosis, which can increase blood pressure, hasten the occurrence
of artery obstruction, chest pain, and cardiac arrest (Christensen and Kockrow, 2003;
Jamroozike, 2004; Sadowsky, 2001).

Stop smoking will reduce the risk even if the person has smoke
for many years. There are short and long term benefits. Within 8 hours nicotine level
will be reduce by half and within 24-48 hours carbon monoxide level will be
comparable to those of a nonsmoker. The long term benefits are considerable; excess
cardiovascular risk from'smeking reduce by half within.one year and after five years
reverse to about the same level as someone who has never smoked. Furthermore, the
data is promising onee'a persen quits, for the risk of CHD decreases 50% by the first
year of abstinence, and'by 45 years the risi<. a_\pproaches that of a life-long non-smoker

(Crithchley and Capwell; 2003).

S

1.5.2.2 Dyslipidemia »

Dyslipidemia is a méjfd-r_/éér'diac riskefactor that effected to the
atherosclerosis (Chanpen Chuprapawan, 2000; Cunningham, 1992). Plasma level of
total cholesterol, low-density lipoprotein cholesterol (LDL), and triglyceride were all
positively assoCiated with-incidence; af €HD.cFor gach~10:mgfdl increased in serum
cholesterol, the cardiovascular-death rate increased 9% (AHA, 2001). Abnormal
cholesterol levels-are major risk factors for CHD‘and are responsible for at least 46%
of all new case of CHD (Foxton, 2004). To reduce risk of being diagnosed CHD was
significantly related to decrease low density lipoprotein cholesterol (LDL) and
increase high-density lipoprotein cholesterol (HDL), furthermore was also decreased
the risk of worse progression of disease (Foxton, 2004). Treatment of lipids has

proven to reduce cardiovascular mortality in many recent randomized studies, and it is
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estimated that a 10% decrease in total cholesterol levels may translate into a 30%
reduction in the incidence of CHD (AHA, 2002).

To reduce risk of being diagnosed CHD was significantly
related to decrease low density lipoprotein cholesterol (LDL) and increase high-
density lipoprotein cholesterol (HDL), furthermore was also decreased the risk of
worse progression and secondary cardiovaseular events (Foxton, 2004).

15z Hyperten§ion

Hyperiension (defined as a systolic blood pressure greater than
140 mmHg or a diastolic pressure greater ghan 90 mmHg) is the most common CHD
risk factor which was thesmaost prevalen?;‘e in working adult and elderly population
(Chanpen Chuprapawan, 2000).Hypertenlsjqn__has an estimate five to six times risk
being CHD patients than those with noﬁ-ﬁlél blood pressure. It is also a well-
established risk factor for the development and ’Erogression of coronary heart disease,
cerebrovascular disease; renovascular diseé;é; énd chronig heart failure (Levy et al,
1996). The majority. df first diagnosed CHD had a chronic disease at least one disease
(86.7%). The most cammon chronic disease was hypertension (33.3%), hypertension
with other chronic disease(56:7%); dyslipidemiag(16:7%);,dyslipidemia with other
chronic disease (40.0%) (Chulaporn Changperk, 2001). Previous of Thai studies
found, that the 'risk factors for coronary heart disease would be similar to those in
Western countries (Aem-Orn Saengsiri, 2003; Monsin Yamsakul, 1999).

Benefits of controlling hypertension; control blood pressure
had also decreased the risk of occurrence and reoccurrence of coronary heart disease
and cardiac arrest (Christensen and Kockrow, 2003; Jamroozike, 2004; Sadowsky,

2001).
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1.5.2.4 Diabetes Mellitus

Diabetes Mellitus or abnormal carbohydrate metabolism is a
risk factor for the development and worse progression of CHD. Person who had
fasting plasma glucose greater than 140 mg/dl will have two to four times risk to be
CHD patients than general population. Furthermore, two-thirds of people with
diabetes will die of some form of cardiovaseulaisdisease. Insulin resistance places a
patient at higher risk of death-and re-infarction following an initial coronary event
(Cannistra, O’Malley,#and Balady, 1995). Insulin resistance is associated with
vascular smooth muscle sproliferation,. glevated plasminogen activator inhibitor
activity, and a disruption/of normal endothelium (Reusch, 2002). In CHD patient,
insulin resistance is usually associated Witrl1_s_yr_1_drome X, manifested by a combination
of hypertension, hyperglycemia, low HDL I_é_v_ezls, high triglyceride levels, and clotting
abnormalities. » %

Benefits of controllir:ﬁ:;:b_ii_abetes Meilitus; controlling diabetes
mellitus is increase.function of vascular muscle by enhancing normal endothelium
function which related to decrease risk of being and*“worse progression of CHD
(Cannistra etal:, £995; Reusch;2002).

1.5.2.4 Obesity

Obesity, has | been identified “as ‘a ' significant | independent
predictor of cardiovascular disease. Obesity is a highly prevalent condition among
patients with cardiovascular disease and a risk factors for CHD by likely mediated
through its association with insulin resistance, hypertension, and hyperlipidemia
(Hanna and Wenger, 2005).Visceral obesity, defined as excess intra-abdominal fat, is

particularly linked to a poor cardiac-risk profile. Visceral adiposity is closely linked to
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insulin resistance and hyperinsulinemia with a secondary link to hyperglycemia,
hyperlipidemia, and hypertension (Reaven, 2002). In older women with coronary
heart disease, the waist circumference is the best predictor of fasting insulin
concentrations, plasma triglyceride levels, and HDL levels (Ades, Green, and Coello,
2003).

Benefits of controlling.nody-weight; any amount of weight loss
is beneficial. It has been shown that even a 5% weight loss reduces cardiovascular
risk factors, and a.20% _weight 'loss Improves insulin resistance, control of
hypertension, the lipid profile; and clotting:_ abnormalities. A decrease in the BMI by
3.5 kg/m2 is associated with a signiﬁcéht___reduction in hyperinsulinemia (Reusch,
2002). !

1.5.2.5 Physical inactjyitS//Sedentary lifestyle

The Natieonal Institutc;;é 6f Health (NIH) Consensus Statement
(1995) defined physical activity as ‘bodily frﬁ_dfi/ér'nent produced by skeletal muscles
that requires energy.expenditure and produces progressive health benefits’(Caspersen,
Powell, and Christensen, 1985; The National Institutes-of Health (NIH) Consensus
Statement (1995)). \While~exercise was describedas plannedsphysical activity with
bodily movements that were structured and repetitive performed for improving or
maintainirg physical, Titness (NIH 1995). A physical  activity Is aiy ‘woluntary body
movement that burns calories. Exercise is a physical activity that follows a planned
format. It’s done with repeated movement, with the goal of improving or keeping up
one or more specific areas of fitness’ (USDHHS, 1999). Exercise contributes to our
level of fitness, defined as the ability to perform daily tasks by vigor and alertness

without undue fatigue, enjoy leisure time and meet unforeseen challenges.
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Physical inactivity and sedentary lifestyle; passive lifestyle
increases the risk of acute myocardial infarction 1.9 times higher than active lifestyle
(Linchong Pothipan, 1995). Physical activity leads to increase fibrinolysis, decrease
coagulability, reduce coronary vasospasm, improve hyperemic myocardial blood
flow, improve insulin sensitivity and glucose tolerance, increase HDL level,
especially positive affect in slowing atherosclerosis process by improved endothelium
function (Williams et al., 2006). CHD rhortality rate has a strong association with the
prevalence of a sedentary lifestyle (Yeager et al., 1995).

Previous studies fouqd that exercise behaviors in CHD patients
were at a fair level#(Raija Srisuthep, 1999; Sirirat Ngaosomkul, 2000; Yuwaret
Saiseesub, 2000). Most CHD' patients raltr_e_ly_exercise and did not understand the
usefulness of exercise. From the study of A’_ﬁchéra Pongkeaw (1997) found only 3% of
patients who exercise checked theirpulse ar;d héid information about it. A person who
had low habitual level of physical activity hadFugher risk of morbidity and mortality
from CHD. Sirilak.Sriprasong (2000) also found that the level of activity after
hospital discharge of patients with acute myocardial infarction performed risk
exercise whieh caused recurrenceof myocardial jinfarction:in.one to three weeks. In
addition, the limitation of activities also directly influenced physical, psychological,
and socioeconomi¢ aspects oficoronary heart disease patients (Nithiwadee Methajarn,
2001; Saiphon Jubjal, 1997; Sirilak Sriprasong, 2001).

Benefits of regular physical activity; many benefits of regular
physical activity were including lowered blood pressure, weight loss, stress reduction,
increased self-confidence, enhance cardiovascular function, and less likely to develop

coronary heart disease and subsequent coronary events. The regular physical activity



48

is also benefits to cardiovascular by increased fibrinolysis, decreased coagulability,
reduced coronary vasospasm, improved in hyperemic myocardial blood flow,
improved insulin sensitivity and glucose tolerance, increased HDL level, especially
positive affected in slowing atherosclerosis process by improved endothelium
function (Hanna and Wenger, 2005; Williams et al., 2006). Physical activity is not
only related to reduce mortality from “different diseases but also increase life
expectancy and improve quality of life (Thompson and Bowman, 1998). In addition,
being physically activeds probably beneficial for psychological health as well.

1.5.2(6 Poor dietary z__a:nd alcohol consumption

‘There are many,. die’tar_y factors that influence the incidence and
progression of CHD. Food containing thelhi_ghest cholesterol, saturated fat level and
sodium has significantly related to increas_éd_ :blood pressure, which has an indirect
occurrence of CHD and its comglications. ISiéi'lfan influence cholesterol level, blood
pressure, tolerancefor. glucose, Iikelihood: toBe overweight, and even how blood
coagulates. Alcohel/effects on elevated triglyceride levelin person who drinks over
300 grams of alcoholper week by had four times greaterfisk of CHD than nondrinker
(Foxton, 20043 Jamroozike; 2004): Insaddition,sconsuming-toe-much alcohol causes
arrhythmias, €¢gagulopathy, hypertension, cardiomegaly, dyslipidemia, and damage
the cardiac muscle,(Foxton, 2004; Griffin and Whitehead, 2004).

Benefits of appropriate dietary and alcohol consumption; diet
can influence cholesterol level, blood pressure, tolerance for glucose, likelihood to be
overweight, and blood coagulates. All of theses are risk factors for the incidence and
progression of CHD. Then, appropriate dietary can decrease the risk of being CHD

patients and reduce the worse progression of CHD. In addition, moderate alcohol
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consumption reduces the risk of CHD by potentially increasing high density
lipoprotein cholesterol and reduces thrombotic tendencies (one to two units daily for
women, two to three units daily for men; a unit is defined as a half pint of beer, larger
or cider or a pub measure of wine sherry or spirit) (Foxton, 2004).

1.5.2.7 Psychosacial cardiac risk factors

Stress; stress makes ‘aiteries constriction, increases blood clot
speed and lipid release, increases secreti:on of stress hormones such as catecholamine,
testosterone, and cortisel inte the bloodstream that activate CHD via arterial lumen
injury from high heart rateg€levate blood. pressure. Stress can exacerbate symptoms in
people with pre-existing heartdisease and acts as a trigger for myocardial ischemia in
person with type A personality (Gurung, 2606)_._

Type A personality; |s géscribed as a behavior pattern in which
the individual was driven to achieve higheriﬁ% normal level which abnormal desire
for achievement, bescompetitive, excessive -f;é_l_i-ﬁ_gs of pressure and time urgency, and
exhibits higher Ievel- of hostility. This behavior accelerates the constriction of
coronary artery (Thempson and Bowman, 1998). In addition, the initiation of the
neuro-endocringé gpathwaysy, may gcause; secretions of~stress=hormones, cortisone,
catecholamine; ‘and testosterone. The stress response may promote CHD via arterial
lumen | injury froi«high heart- rate; elevated ‘blood | pressure,~increased platelet
aggregation, and lipid release (Chulaporn Changperk, 2001).

Hostility, anger, and all negative emotions; can increase worse

progression of CHD, trigger heart attack and sudden death (Gurung, 2006).
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Social support; social support could influence the development
of CHD by buffering the person from the effects of stress as moderator role. A variety
of different types of social supports also related to CHD (Gurung, 2006).

Benefits of stress reduction and relaxation therapy; is currently
encouraged as a self-administered technigue for many conditions, including chronic
diseases such as CHD (Asbury and Coilins,-2005). The evidence from randomized,
controlled trial indicated that time to ST segment depression, frequency of chest pain
and quality of life all.improved.following the course of meditation. In addition, total
coronary events (death, infarction, bypass surgery, and cardiac hospitalizations) were
decreased in the relaxationftraining group’(Dj_xhoorn and Duivenvoorden, 1999).

£'5.208 Endothelial (ijsfq_nction

Multipgle cardiac risl_%_ jéctors have been demonstrated to be
associated with endothelial dysfunction. Eleiléiéa total cholesterol and LDL-C levels,
increased mental stress; hyperglycemia, arzla:_s/ﬁ_oking have all been shown to have
negative effects on.coronary endothelium (Levine, Keaney, and Vita, 1995). With
modification of theseisk factors, normal endothelial funetion can be preserved.

Endotheljal function;zwhen the vaseularzendothelium is intact,
the normal response to shear stress or acetylcholine is nitric oxide—mediated
vasodilatation. The endothelium also regulates platelet activity, mediates thrombosis,
and limits vascular inflammation. Endothelial dysfunction is linked to an impedance
of coronary flow, in that the infusion of an endothelium releasing factor agonist
(acetylcholine) vasodilates normal coronary arteries but paradoxically constricts

atherosclerotic or otherwise damaged arteries. In the presence of coronary risk factors,
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normal vasodilatation does not occur, and this abnormality predicts adverse coronary

events (Schachinger, Britten, and Zeiher, 2000).

Exercise training in patients with established CHD improves
endothelial function. After exercise, coronary artery constriction was reduced,
correlating with a greater blood flow velocity /A vasodilatory response was present
with endothelium-dependent acetylcholine, -whereas there was no vasodilatory

response with endothelium=independent nitroglycerine (Hambrecht et al, 2000).

2. Health related qualityof life

The term ‘quality of /ife’ der:iy"éd from social sciences, but in health
perspective it is used in & narrower sense as a health related quality of life that focus
on the effects of health, illngss; and treaﬁﬁent on quality of life (Marguerite et al.,
1996; Jurkiewicz et al., 2005). Chronic illh?é}s_s,ﬁl_l_most all areas of life are affected by
health, and so become “health-relaied” (Gl_:I&_/_Q.T_:t_, Feeny, and Patrick, 1993). Health
related quality of life (HROOL) is usually used to refer 10 guality of life specifically
related to health (Testa and Nackley, 1994). Then, this study will use QOL in the term
of HRQOL.

The diagnosis “‘of CHD has major dmplications for individuals in terms of
HRQOL (Condon and McCarthy, 2006; Oldridge.et al., 1998). HRQOL is a dynamic
continuing relating'to*many aspects ofone’s life (Ferrans.et al., 2005). The onset of
chronic illness is a life-changing event, and a lifelong process of adapting to
significant physical psychological social and environmental change (Bishop, 2005).
Ocecurring of chronic illness is a changing of health status that disrupts an individual

in term of HRQOL and leads to reduce in overall HRQOL by reducing opportunities
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for satisfaction and controlling in personally important domains (Devins, 1994;
Livneh, 2001).

Then, a multidimensional model of HRQOL is appropriates and provides a
useful framework for assessing and understanding an individual’s response to chronic
illness on changing in HRQOL (Gurung, 2006). Specifically, in assessing people at
the point of diagnosis and then at subsequentantesvals with regard to HRQOL change
over time. The individual’s responds to Ehese changes Is defined as attempt to increase
or restore HRQOL (Bishop,«2005). Furthermore, assessing HRQOL must determine
patient responds to diseasesoceurrence, responds to rehabilitation efforts, and address
trajectories in the course of a patient’s dis;e‘asg experience (Boersma et al., 2003).

Health related quality of life“1s ;:o_ns_i_dered to be the significant effect of
coronary heart disease and_ its treaiment as p.erceived by patients (Oldridge et al.,
1998). The aim of caring in first diagnosedi:f—’lf-b patients is not only to have a long
life but also to enhance the HRQOL during theﬁvmg of life'time.

2.1 Definition-of health related quality of life (HRQOL)

Quality of life' (QOL) has many definitions, which vary worldwide due to
differences among cultures-and depends-on:different models: “QOL is a perception of
life satisfaction or well being or happiness of patients”. All of these are used
synonymously \wiih«quahity of flife (Fayers ‘and Machin, 2000)-/QOL is a broad
concept that encompasses varying dimensions based on theory from study to study for
example;

Hornquist (1982) and Karlson, Berglin, and Larsson, (2000) defined QOL as
“the degree of need satisfaction within the physical, psychological, social, activity,

material and structural areas”. In addition, Naess (1987 cited in Meeberg, 1993) and
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Karlson et al (2000) emphasized that the quality of life and well being are synonyms
and defined them *“A person enjoys a high quality of life to the degree that person 1)
is active, 2) relates well to others 3) has self-esteem and 4) a basic mood of
happiness”.

Ferrans and Powers (1984) stated a definition that characterizes overall quality
of life in term of life satisfaction “A person’s.sense of well being that stem from
satisfaction or dissatisfaction-with the areas of life that are important to him/her”.
Ferran and Powers’s cencepiual.model for QOL is composed of 4 aspects or domains
which were health and functional domain,__psychological and spiritual domain, social
and economic domain;‘andfamily domain.

Bergner (1989) defined “QOL is he;alf[h_ status which is a consequence from the
illness and/or treatment and affected to pati_é_n_tl% to conduct activity daily living”. It is
composted of 3 dimensions which were phy]smal psychosocial, and independent
dimensions. Kutner«et al (1992) suggeste(:jf the_lt ;‘QOL is~hierarchical relationships
between the global construct and four major life domains ef health and functioning,
socioeconomic, psychelogical/spiritual and family”.

Roberts and)Cliftony(1991 eited indMandzuk and, MeMillan, 2005) mentioned
that QOL foctsed on social programs such as education and manpower, community
development and fiousing, and health“and welfare. They believe irat “QOL refers to
the degree of satisfaction or sense of well being people experience in a specific
environment”.

Gotay et al. (1992 cited in Yarbro, Frogge, and Goodman, 2005) defined
“QOL is a state of well-being that is a composite of two components: 1) the ability to

perform everyday activity that reflect physical, psychological, and social well-being
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and 2) patients satisfaction with the levels of functioning and the control of disease
and/or treatment-related symptoms”.

The American Heritage Dictionary (1992) defined QOL as a noun meaning
“the degree of emotional, intellectual, or cultural satisfaction in a person’s everyday
life as distinct from the degree of material comfort”.

Zhan (1992) defined QOL as “the degree.to which a person’s life experiences
are satisfying, a multi-dimensional cor{;:ept that cannot be completely measured by
either a subjective or.an objective approach”. It has 4 dimensions; Life satisfaction,
Self-concept, Health.and functioning, and S__pcioeconomic factors.

Berzon, Hays; and Shumaker (1‘933) described QOL includes “physical,
mental, psychological,andsocial health, als_v_ve_l_l as global perceptions of function and
well-being”. " |

Meeberg (1993) conceptualized QOLJas “a multi-faceted construct that
encompass the individual’s behavioral and cogn]tlve capacities, emotional well-being,
and abilities requiring-the performance of domestic, vocational, and social roles”

Underwood, Firmin, and Jeho (1993) described “QOL is frequently impaired
and high levels ofirelated morbidity and documented that.induced subjective and
objective indications of physical and psychological well being”.

WHO (1993), defined QOL as'“an individual®s' perception-of ‘Ris/her position
of life in the context of the culture and value systems in which he/she live, as well as
in relation to their objectives, expectations, standards and concerns”. This definition
includes 6 domains; physical health, psychological state, level of independence, social

relationships, environment features, and spiritual concerns.
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McSweeny and Creer (1995) defined “QOL is a multidimensional concept
reflecting the overall subjective condition of the physical and mental welfare of
individual, which is a consequence not only of the disease but also of the family and
social conditions forming the environment of the patient”.

Westin et al (1997) described “QOL is operationally defined as a composite
construct consisting of various aspects of somatie-health, mental health, self esteem,
degree of optimism/pessimisi; and the ability._to perform and enjoy everyday
activities associated .with work, ‘home and family life, sexual relationships and
hobbies”. :

Ferrell et al (4998); Efficace and Marrone (2002); and Horton (2002) believe
that spiritual well-being is @lso instrumenltal_ i_n determining QOL, and described the
dimensions of personality as the mind, body_:;lnd spirit and discuss the influence of
these dimensions on the subjective aspects oif Q(JDL

Lukkarinen-and Hentinen (1998) deflnédQOL issrecognized as “a concept
representing individual responses to the physical, mental, and social effects of illness
on daily living that«influence the extent to which personal satisfaction with life
circumstances-¢an be achieved’:

Hass (1999) defined QOL from theoretical literature as “an individual’s
perceptior, satisfaction with'life,-and well=being that is a/subjective.evaluation”.

Awad and Voruganti (2000) described the perceptions of QOL that following
World War Il “economic growth and improvements in living standards in people’s
expectations of satisfaction, well-being, and psychological fulfillment”.

Karlson et al (2000) defined “QOL is multi-dimensional in nature and includes

several aspects of the individual’s life, involves values judgments that are highly
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subjective and that some of our most profound satisfactions derive from activities of
daily living”.

Ross and Ostrow (2001) suggested “QOL induced subjective and objective
indications of physical and psychological well being, physical response, and ability to
conduct normal daily activities without drug therapy, life style modification and
return to work”.

Pornpimol Masnaragorn (2001)7;suggested “QOL is strongly associated with
health viewed as the_ ability.0f function to perform activities of daily living, living
independently, or with minimal assistance”__.._

Berra (2003) described QOL must‘bg_viewed within the context of a person’s
emotional status; physical functjoning; helzal_th__status; family and social functioning;
emotional; financial; educational status; anq;-’_tbg.eir cultural and religious beliefs. “QOL
is a dynamic continuum relating tc-all aspecééf?bne’s life”.

Kang and Bahler (2004) defined Q(Si-___;réfers to assubjective evaluation in a
social, cultural, and ehvironmental context.

Mandzuk and-McMillan (2005) described characteristics of “QOL is viewed
as multi-dimenSienal that influenced by culturesandsspirituality.”;

Tingstrom et al (2005) defined “QOL is commonly used to mean health status,
physical . functioning; symptoms, “psychosocial’ ‘adjustments,~!well-being, life
satisfaction, or happiness”.

Kang (2006) defined QOL as “an individual’s perception of their position in
life in the context of the culture and value systems in which they live and in relation

to their goals, expectations, standards”.
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Chantana Lortajakul (2006) studied the QOL of post myocardial infarction
patients in Thai context that compost of 9 dimensions; symptom and complication,
psychological comfort, families ties, adapted ADL, economic stability, spiritual
health, social engagement, basic physical capacity, and feeling empowered.

From three studies about concept @analysis of QOL found that; the critical
attributes of quality of life eemposed of 1) afeeling of satisfaction with one’ life in
general 2) the mental capacity-to evaluate one’s-own life as satisfactory or otherwise
3) an acceptable state.or physical, mental, social and emotional health as determined
by the individual referredstoy and 4) an __pbjective assessment by another that the
person’s living conditions are adequate and not life threatening (Meeberg, 1993).

Hass (1999) identified the critical allttr_ib__utes of quality of life that composed of
1) is an evaluation of an‘individual’s curren_t-:’_ljfze circumstances 2) is multidimensional
in nature 3) is values based and dynamic 4) iébmprises subjective and/or objective
indicators, and 5) is. most reliability meas:ljr:e_(/zl_j _by subjective indicators by persons
capable of self-evaluation.

Mandzuk and-Mcmillan (2005) identified the critical attributes of quality of
life that composed of i) individuals make a:subjective appraisal-of their own lives, 2)
individuals identify their satisfaction with their lives as it pertains to the physical,
psychological, jand social! domains of their” life, jJand | 3). objective “measures may
supplement people’s subjective evaluations of the QOL.

All mentioned previously, QOL has many definitions, which vary worldwide
due to different models. QOL is a broad complex concept and encompasses multi-
varying dimensions that differ by social, cultural, perception, and experiences of

individual in any time and place. All of various dimensions usually reflect
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significantly to health and referred to health specifically related to QOL (Rapley,
2003). For conclusion; QOL is “individual’ perception of multi-dimensional dynamic
continuum of life satisfaction with well- being relating to many aspects of one's life in
physical, psychological, social, and health status in the aspect of conducting normal
daily activities”.

Health related quality of life (HROOL) is a multidimensional concept.
HRQOL is a widely accepted.and frequéntly used outcome measure in clinical trials
and health services research..The definition and dimension of HRQOL may vary from
study to study (Fayerand Machin 2000), fo__r_ example:

King and Hick'(1992) defined “HRQOL is considered to be multidimensional
and incorporated in physieal, psychologilca! z_al_nd social domain”. The definition of
HRQOL represents the patient’s perceptiorl;-’_qf: the functional effect of an illness and
consequent therapy on him. » 4

Guyatt, Feeny, and Patrick (1993) defméd HRQOL as “the functional effect of
an illness and its consequent therapy upon a patient, as perceived by the patient”

Osoba (1994)-defined “HRQOL Is a multidimenstonal construct encompassing
perceptions ofi{both positive and megative=aspectsnof «dimensions, such as physical,
emotional, social, and cognitive functions, as well as the negative aspects of somatic
discomifort and others symptoms praduced by a disease or its treatmant”.

Bowling (1995); Karlsson et al (2000); and Roebuck, Furze, and Thompson
(2001) defined “HRQOL is multidimensional in nature considering both positive and
negative aspects of health that included physiological, psychological, emotion and

social components”.
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Cella (1995) defined “HRQOL refers to the extent to which one’s usual or
expected physical, emotional, and social well-being are affected by a medical
condition or its treatment”.

Ebrahim (1995) suggested HRQOL may be thought of as those aspects of self-
perceived well-being that are related to or affected by the presence of disease or
treatment.

Wilson and Kaplan (1995) notea that HRQOL measures include “symptoms,
mental health, physicalsffunctioning, role functioning, and overall health perceptions”.

Padilla et al«(1996) defined “HR__QOL is a personal, evaluative statement
summarizing the pesitivity ;jor negatithyJ_ of attributes that characterize one’s
psychological, physical, sogial; and spiritu:la'l \_/v_e_ll being at a point of time when health,
iliness, and treatment conditions aré relevan_té’._ j

Mortensen et al (2000) ‘described HRQéL measure by self report information
on health, symptoms, and drug consumpti-c;ﬁ-_é;s_ wellhas information on functioning
capacity in daily roUtines including social, intellectual, .emotional, and financial
dimensions.

Revicki et al (2000) defined 'HRQOL iscthe~subjective assessment of the
impact of diséase and its treatment across the physical, psychological, social, and
somatic domains ef functioning ‘and well being”.

Thomson and Roebuck (2001) defined HRQOL refers to the impact that health
conditions and their symptoms have on an individual’s quality of life and represents

the illness and its treatment as perceived by patient.
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Rubenach et al (2002) defined “HRQOL is generally defined as the extent to
which perceived health, or changes in health, impact on an individual’s physical,
psychological, and social functioning”.

Benzer et al (2003) defined “HRQOL consisted of at least four broad domains:
physical function, psychological state, social interaction, and symptoms”.

Pirpaglia et al (2003) defined “HRQOL Composed of: physical function, social
function, role-physical, vitality; pain, méntal health, and general health”.

Johansson et al«(2004) defined “HRQOL is a multi-dimensional construct that
can be assessed on«the pasis of four. p_yincipal components: physical condition,
psychological well-being, social activities and everyday activities, which include both
subjective and objective components™. !

Jurkiewicz et al (2005) defined “HR@QL IS @ multidimensional concept based
on the patient's perception of his or her heallth and integrates not only physical
functioning, but alse, psychological status aif;d_égcial dimepnsion”. HRQOL composed
of: physical functiening, physical role functioning, bodily-pain, general perception of
health, energy and vitality, social functioning, emotional-role functioning, and mental
health.

All of ftHRQOL definitions are concluded to be a multidimensional concept
based,on'the patient's perception-of his ar‘her health and must be regarded to physical
health status, mental health status, social health status, financial, educational, cultural,
religious beliefs and overall life satisfaction (Berra, 2003; Eastwood, 2004; Guyatt et
al., 1993; Jurkiewicz et al., 2005; Pirpaglia et al., 2003). HRQOL represent the
patient’s perception of the functional effect of an illness and consequent of therapy on

him/her. In addition, HRQOL is a dynamic continuing relating many aspects of one’s



61

life and refers to the impact of health conditions, their symptoms, and its treatments
(Revicki et al., 2000; Thompson and Roebuck, 2001). HRQOL is also encompassing
perceptions of both positive and negative aspects of health (Bowling, 1995; Karlsson
et al., 2000; Padilla et al., 1996; Roebuck et al., 2001).

Although it is now accepted that HROQOL is a useful and relevant outcome
measure, it has been no universal agreement cara definition that comprehensively
describes the multidimensional-nature of this eoncept. This stems from the fact that
HRQOL is an individual phenomenon that means different things to different people,
depending on their«own €ircumstances, perceptions, fears, aspirations and, more
importantly, on their.own disgase. In"spite of this, several authors have tried to define
this construct, and mest agree that any dlefi_ni_t_ion must recognize the physiological,
psychological, emotional, and social effects_ét ihe disease (Guyatt et al., 1993).

2.2 Measurement of health related :iq;j%i'ity of life

Although HRQOL is a broad constru_ct the.measurement of HRQOL in
patients with CHD./usually follows one of two approaches: general and disease
specific instruments~(Fayers and Machin, 2000). The advantages of general
instruments are that they address @ wide variety;of domains, thereby assessing both
anticipated an@d unpredictable treatment effects, as well as adverse effects. The major
limitation Of these instrumentsis that they, may not examine| treatment or adverse
effects “in detail. Disease-specific instruments, which focus on the problems of a
defined population, address this limitation. While disease-specific instruments cannot
be used to compare populations with different illnesses or problems, which have an
important role in elucidating areas of HRQOL impairment in patient groups of special

interest (Hillers et al., 1994).
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However, both general and disease specific instruments used in measuring
HRQOL must be (1) valid (it is really measuring what is supposed to measure), (2)
reliable (it gives the same measurement after repeated administration in stable
patients), (3) sensitive (it is able to reflect clinically meaningful differences in
HRQOL across the broad spectrum of the €linical conditions), and (4) responsive (it
detects changes when the patients' conditions.ehange) (Fayers and Machin, 2000).

2.1.1 Generalinstruments
Generalsnstruments were used in general and various populations that
could compared across thase populations.

2.1.11 Medical Outcomes Study 86-item Short Form (SF-36)
developed by Ware and Sherbourne (19I9_2_) _to evaluate general health status that
provided assessments involving generic héa_ll;[h concepts not specific to any age,
disease or treatment group. Emphasis is plécre’&fupon physical, social and emotional
functioning (Fayers, and Machin, 2000).: Thé SF=36 fealth status survey is a
standardized and validated instrument recommended by the/American Association of
Cardiovascular and “Pulmonary Rehabilitation used for evaluating health related
quality of lifesingpatients with cardiovascular idisorders: Itzenables the assessment of
any limitation‘of patient's physical, psychological and social functioning. The SF-36
could.be‘used to maasure'changes in health status over time,

This instrument is widely used to evaluate HRQOL across
various populations. The SF-36 has proven useful in surveys of general and specific
populations, comparing the relative burden of diseases. It has become the most widely
used of the general health status (Boini et al., 2005; Campbell et al., 1998; Favarato et

al., 2006; Jurkiewicz et al., 2005; Kang and Bahler, 2004; Mortensen et al., 2000;
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Tingstrom et al., 2005;). It has been translated in more than 50 countries as part of the
International Quality of Life Assessment (IQOLA) Project; nearly 4,000 publications.
The SF-36 was constructed to satisfy minimum psychometric standards necessary for
group comparisons. Those chosen represent the most frequently measured concepts in
widely-used health surveys and these most affected by disease and treatment.

The SE-36 is a mulii-purpese, short-form health survey with
only 36 questions which cover 8 constructs. The constructs are physical functioning
(ten items), role limitawons _due to physical health problems (four items), bodily pain
(two items), social functioning (two items__), general mental health (five items), role
limitations due to emetional problems (three items), vitality and energy (four items),
and general health pereeptions (five itemé!); _O\_/_erall physical and mental health status
derived from these eight constructs. is presc—:;-nt_e:d as the physical component summary
(PCS) and mental component summary (MéS;)".'J;irhe questionnaire items selected also
represent multiple operational indicators of heaTth including behavioral function and
dysfunction, distress.and well-being, objective reports and subjective ratings, and both
favorable and unfaverable self-evaluations of general~health status (Fayers and
Machin, 2000):

It yields an 8-scale profile of functional health and well-being
scores | as. well ‘asi psychometrically=based: physicali'and. ‘mentai' health summary
measures and a preference-based health utility index. Variable scaling for different
questions includes excellent, very good, good, fair, and poor; Limited a lot, limited a
little, and not limited at all; Yes/No; Not at all, slightly, moderately, quite a bit, and

extremely; None, very mild, mild, moderate, severe, and very severe; All of the time,
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most of the time, a good bit of the time, some of the time, a little of the time, and none
of the time; and others.

2.1.1.2 Sickness Impact Profile (SIP) developed by Bergner et
al. (1981) is a measure of perceived health status as measured by its impact upon
behaviors. The SIP consisted of 136 items that described everyday activities,
negatively worded, and representing dysfunction.(Fayers and Machin, 2000).

2 e Nottingham Health Profile (NHP) developed by Hunt,
et al. (1981) consists o2 pais 38 statements. Part |, health problems is making up six
dimensions of subjeetive health: physical__:_ mobility, pain, sleep, energy, emotional
reactions, and socialssolation. Each queéﬁo__r_l takes a yes/no answer that wording is
simple and easily understood. Part i, 7I_rgv__ealed as the area of daily living are
affected by their state of health: work, honje_life, social life, home relationships, sex
life, interest/hobbies, and holidays (Lukkariaér;'lgénd Hentinen, 1997; Caine, Sharples,
and Wallwork, 1999). i

2.1.14 Euro QOI (EQ-5D) of Brooks et al. (1996) that
emphasizes both simplicity and the multi-country aspects, aims to capture physical,
mental and social functioning: rit compaesed efsfive dimensions: mobility, self-care,
usual activities, pain/discomfort, and anxiety/depression.

2.1.1.5"Schedule for Evaluation of _Individual ‘Quality of life
(SEIQOL) and the Patient Generated Index (PGI) of Hickey, et al. (1996) and Ruta, et
al. (1994) this procedures composed of five most important aspects of their quality of
life.

2.1.1.6. WHOQOL-Bref is 26 items version of the WHOQOL-

100 assessment instrument (Ohaeri, Olusina, and Al-Abassi, 2004).
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2.1.2 Disease specific instruments
Disease specific instruments were used in defined population. Wiebe et
al (2003) illustrated that specific instruments tend to be more responsive than generic
instruments, but generic instruments still provide very useful information beyond that
provided by specific instruments. The need for a disease-specific measure for patients
following AMI arises because generic measures.do not focus in sufficient detail on
the unique problems encouniered by these patients (Hillers et al., 1994). Due to
coronary heart patients«are living with chronic health problems, health related quality
of life is influenced #from theigiliness, dise__gse specific instrument should be used for
evaluating their HRQOL . The specific instruments clarify how HRQOL is effect by
disease and illness than'generi¢ instrument!s. 4
2/4.2. L The Quality éf_l;ife Index (QLI) — Cardiac IV Version
(Ferrans and Powers, 1985) developed the Qualllty of Life Index to measure quality of
life in terms of satisfaction with life, cons:i.-cjt:(-::(/zl_j of two parts with 70 items: the first
part measures satisfaction with various aspects of life and.the second part measures
the importance of these same aspects. Scores are calculated in four domains which
were health and functioning, sociah and ecenomic, psyehological/spiritual, and family
(Ferrans et al.f12005).
2.1.2.27The Seattle:Angina Questionnaire (SAQ) is the most
commonly used of the disease-specific instruments (Borkon et al., 2002; Spertus et
al., 2004, 2005, and Zhang et al., 2005 cited in Wong and Chair, 2006). The use of
SAQ allowed sensitive assessment of the impact of CHD on patients’ daily living. A
disease specific instrument like SAQ is able to detect changes on HRQOL of CAD

patients. The SAQ contains 19 items to quantify five clinically relevant domains of
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CHD including physical limitations due to symptoms of angina, angina stability,
angina frequency, treatment satisfaction and disease perception (Wong and Chair,
2006).

2.1.2.3 The self-administered Mac New Heart Disease HRQOL
questionnaire was assessed QOL which caonsist of 24 item 7 likerts scale, the score
from 1-7 (poor to high) with-a physical limitations'Scale, an emotional function scale,
and a social function scale..Fhe questironnaire also includes seven questions about
symptoms (angina/chest pain=2; shortness of breath, fatigue, dizziness, aching legs,
and restlessness) (Apples etaly 2006; Benz__ger et al., 2003; Dixon et al., 2000; Hofer et
al., 2005).

2.1.2¢4 ;Minnesota Ili\_/in_g with Heart Failure questionnaire
(Guyatt, et al., 1993; Oldridge, 1997) N

2.1.2.5 “The Qualit);; olf life after Myocardial infarction
questionnaire (Guyait et-al., 1993; Oldridge; 19§7)

HRQOL of patients with CHD is usually evaluaied with use of objective
clinical findings: however, objective findings do not telf the whole concerning the
subjective qualityyof life (QOk)rofthuman individuals: FhenHRQOL can measure by
self report information on health, symptoms, and drug consumption as well as
information on fuilctioning “capacity ‘in' daily routines including -social, intellectual,
emotional, and financial dimensions (Mortensen et al, 2000).

For this study, was used The Quality of Life Index (QLI) — Cardiac Version
IV (Ferrans and Powers, 1985; 1998) because the definition of HRQOL that used in

this study was similarly to the concept for developing this instrument. It evaluated a
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target construct that composed of health and functioning, social and economic,

psychological/spiritual, and family particularly reflects to the HRQOL as a whole.

2.3 Theory of HRQOL

Health-related quality of life (HRQoL) was introduced and commonly used to
narrow the focus of the effects of health, iliness, and treatment on quality of life. This
term excludes aspects of quality of life that-are'not related to health, such as cultural,
political, or societal attributes. Even when we consider only health-related quality of
life, we find that this"termshasbeen used to mean many different things to different
people, and takes on difiereat meanings according to the area. The examples were
common used in the health area such xés ‘health status, psychosocial adjustment,
symptoms, physical functioning, well-béi'r]g,__:.life satisfaction, and happiness. The
differences in definitions :and instrumehtéfFan lead to profound differences in

i

outcomes for research, and clinicat practice.flfhén, this study used the QOL definition
of Ferrans and Powers (1985) in the meaning -cn:heélth related quality of life.

The Ferrans and Powers conceptual model of quality of life was developed
based on the adoption of an individualistic ideology, which recognizes that quality of
life depends on the unique experience of life far.each person, Individuals are the only
proper judge of their quality of life, because people differ in_what they value.
Consistent'with this ideology, quality of life was defined in terms of satisfaction with
the aspects of life that are important to the individual. Satisfaction implies a cognitive
experience resulting from judgment of life’s conditions. Then, quality of life is "a

person's sense of well-being that stems from satisfaction or dissatisfaction with the

areas of life that are important to him/her" (Ferrans and Powers, 1985).
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The conceptualizing quality of life in terms of satisfaction was most congruent
with the individualistic approach. The individualistic approach recognizes that
different people value different things. Because of this, there is no single quality of
life for all people with the same life condition. Quality of life in its essence is
uniquely personal. It conveys the idea of a value judgment about a person's life.
People use their own internal standards fer .what they consider a desirable or
undesirable quality of life. \When deterrﬁining the quality of life of an individual, the
person's own judgmenisis theronly one that is ethically justifiable. If one's values are
not to be imposed on anather; there is no__§ubstitute for personal appraisals of well-
being. 1
This model was developed by Iusin_g gualitative methodology, extensive
literatures review, and' factor analysis o_f_ _duantitative methodology. The factor
analysis of patient data was used to cluster relatéd elements into domains of quality of
life. The resulting=model identifies four:;i:c;ffiléirns of quality of life: health and
functioning, psychaelegical/spiritual, social and economic, and family.

Health and functioning domain were composed of usefulness to others,
physical independence, abilityritey meet family responsibilities, own health, pain,
energy (fatigug), stress or worries, control over own life, leisure time activities,
potential for a happy. ald-agefretirement, ability to travel an vacations, potential for a
long life, sex life, and health care. Social and economic domain were composed of
standard of living, financial independence, home (house, apartment), neighborhood,
job/unemployment, friends, emotional support from others, and education.
Psychological and spiritual domain was composed of satisfaction with life, happiness

in general, satisfaction with self, achievement of personal goals, peace of mind,
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personal appearance, and faith in God. Family domain was composed of family
happiness, children, relationship with spouse, and family health.

The personal evaluations provide an understanding of the impact of illness
from the viewpoint of the patient, which were different from health status and
physical functioning. Subjective well-being does not represent a single construct; it
includes pleasant and unpleasant affect, global.judgments of life satisfaction, and
satisfaction with individual domains of iife. Ferrans and Powers’s model, which links
satisfaction and QOL.,.has a _strong conceptual basis, clearly distinguishes between the
domains, and provides a«solid example__:_ of the connection between theory and
research. 1
2.4 Factors related/predicted h(leal_th_related quality of life
It is well known that multipies asbeg’és of one’s HRQOL can be affected by
the development of CHD. Impreving HRQC:')-I;_"'sljﬁould be manipulated to these factors
with early intervention (Oldridge et al., 19985 From. evidence found that various
factors related to-and/or predicted HRQOL in first diagnosed CHD patients as
following:

Patients’ bagkground nfagtorsyy Agess gendery;~inceme; and education are
effected to HRQOL in CHD patients (Beck et al., 2001; Bengtsson et al., 2001; Chan
et al.;,2005; Christlan-et al., 2007; Helleret al.,; 1997; Lukkarineny, 2005; Oldridge et
al., 1998). In addition marital status, employment status, working-aged persons (34—
65 yr), persons on disability pension, poor financial status, history of traumatic life
experiences, and smokers are also influenced to HRQOL (Chan et al. 2005;

Lukkarinen, 2005). Age and gender as individual characteristics showed a constant

effect on symptom status and physical functioning (Gottlieb et al., 2004; Mallik et al.,
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2005). Male and female were significant differences in their HRQOL scores (Chan et
al. 2005). Female patients and older patients appeared to perceive a lower level of
ability to perform physical tasks (Hofer et al., 2005). Young women were poorer
HRQOL than young men (Lukkarinen and Hentinen, 1998). Male and female CHD
patients in the youngest age group had the poorest HRQOL (Lukkarinen, 2005).
Marital status indicated significant differences.in the HRQOL scores. Participants
who were married had significantly higﬁ.er physical functioning scores than those who
were widowed and diverced«(Chan &t al. 2005). As individual characteristics showed
a constant effect on symptem status and.p_t]ysical functioning which were significant
construct of HRQOL«(Hofer et al., 2005; l:;ulg_karinen, 2005).

Baseline HRQOL ; baseline HRQIO_L__directIy and independently affected to
HRQOL outcomes (Beck et al., 2001; Chrisﬁa_ﬁ et al., 2007; Shen et al., 2006).

Symptoms, physical status and phyméal functioning in the acute phase of
treatment have a greater effected on HRQO-i:_t'r_hgrl'individual factors. Symptom status
is a key predictor, and a major influential role on global-HRQOL (Bengtsson et al.,
2001; Brink et al., 2002; 2005; Christian et al., 2007; Hefer et al., 2005; Oldridge et
al., 1998). Limitationdnjphysieal functioning led tora worse:general health perception,
and reduced global HRQOL (Hofer et al., 2005).

Angina wassan important determinant of HRQOL. Improved HRQOL scores
were associated with improved angina severity and frequency (Bengtsson et al., 2001;
Benzer et al., 2003; Heller et al., 1997; Oldridge et al., 1998). In addition, the severity
of CHD affected to physical and social function aspects of HRQOL (Siriporn

Leingkobkij, 1999).
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Numbers of risk factors affected to global HRQOL (Heller et al., 1997;
Jamieson et al., 2002, and Oldridge et al., 1998) through the mediating effected of
experience actual symptoms, physical functioning, and general health perception
(Benzer et al., 2003; Hofer et al., 2005).

Anxiety and depression symptoms have major effects on global HRQOL in
CHD patients and play the most important roles.as mediator variables in the process
toward HRQOL (Beck, 2001;-2002; Christian et al., 2007; Fauerbach et al., 2005;
Hofer et al., 2005; Mayou gt al; 2000; Shen et al., 2006). Depression was the best
predictor of HRQOLy has.significantly i:nf_!uenced the emotional aspect of HRQOL,
and has a major considegfable effect on physical functioning and general health
perception, exerting a‘major indirect effelct_o_r_l global HRQOL (Hofer et al., 2005;
Jamieson et al., 2002). L |

Coping strategies In minimization (E)bé'i{ively) and fatalism (negatively) were
associated with HRQOL and maladaptive: cop_lng alse centributed to baseline and
follow up HRQOL(Benzer et al., 2003; Brink et al., 2002; Shen et al., 2006)

Increase pereeption of uncertainty was relatedto decrease perception of
health statussandyHRQOL: Uneentaintywas & significant«negative relationship with
psychologicalwell being. Locus of control; has been shown to have a direct effect on
general heelth perception and-global HRQOL. Locus of cantrol is<playing minor, but
still significant roles as mediator variables to HRQOL (Hofer et al., 2005).

Hostility directly and independently predicted HRQOL outcome. Hostility,
social support, and maladaptive coping are also contributed to baseline and follow up

HRQOL by their associations with depression (Drory et al., 1999; Shen et al., 2006).
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There was a correlation between HRQOL and sense of coherence. Patients
who had poor or moderate sense of coherence have lower HRQOL than the patients
with strong sense of coherence (Drory et al., 1999; Shen et al., 2006).

All psychological factors showed a high relationship with emotional HRQOL
as part of the global health. Psychological factors have also been reported to be
significant predictors of morbidity, mortality.and-HRQOL in cardiac patients (Dixon
et al., 2000).

Social supporiswas_found to have an influence on survival and adjustment to
CHD after cardiac event (Shen et al., 200§_). Patient’s well being is highly linked to
the well being of the partner in a close relationship. Social support not only played an
important role at the‘onset of and thelre_cc_)_very process of CHD, but also still
significant roles as mediator variables to-_:t_-I_R:QOL (Hofer et al., 2005). Increased
social support is associated with-improved HRQbL after being CHD patients (Shen et
al., 2006). i

The low seeloeconomic provided the lowest mean scores of HRQOL. Poor
financial situation was'correlated with low HRQOL on emotional reactions and social
isolation in beth sex groupsy(leukkarinen; 2005; Lukkarinenzand:Hentinen, 1998).

Invasive treatments were significant difference in HRQOL after PCI and
CABG. Patients who, were treated invasively ‘have better HRQOL:scares in physical
variable when compared with conservative patients (Graham et al., 2006).

Patients admitted at sites with angiography were slightly superior HRQOL
than those patients at sites without angiography in the early period within six months

after AMI (Pilote et al., 2002).
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Smoking was correlated with low HRQOL on emotional reactions and social
isolation in both sex groups (Heller et al., 1997; Jamieson et al., 2002; Lukkarinen and
Hentinen, 1998; Oldridge et al., 1998).

Exercise was associated with decrease CHD risk factors and increase
HRQOL (Deaton and Namasivayam, 2004; Heller et al., 1997; Jamieson et al., 2002;
Jeng and Braum, 1997).

Patients who had_comerbidities were reported poorer HRQOL than did
patients without comosidities (Christian et al., 2007, Jamieson et al., 2002).

Others faciors such as acute onset of illness at young age, unexpected
termination of career, financial’ problems, concern for ene’s family, and lack of
emotional support have been reported to t;e _si_g_nificant predictors and related to poor
psychosocial HRQOL (LLukkarinen; 2004). L |

In conclusion; smoking, chronicidigéase, exercise, physical status and
physical functioning, anxiety, depression air;d_h;égative emotions, and social support
are not only being-factors predicted HRQOL, but also being cardiac risk factors. In
addition, health problems are being factors predicted HRQOL that occurred when
developed cardiag risk [factors./iThe; ethersfactors grelated«te HRQOL but could not
manipulate su¢h as patients’ background, baseline HRQOL, and low socioeconomic
that Similerly to neh modifiable cardiac risk'factors.

Moreover, CHD treatment for the patients at secondary health care setting of
Thailand cannot provide the angiography or invasive treatments that effected to the
patients” HRQOL. Then, improving HRQOL should be manipulated in significant
factors predicted HRQOL as mention previously.

3. Self-management model
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3.1 Definition of self-management

The concept of self-management has been developed by experts in various
disciplines, including nurses, physicians, physiotherapists, and psychologists. While
this term is commonly used, there is no universal definition of self-management in the
health arena. The self-management eoncept has been broadly used in chronic illness.
The review of related literature found several.definitions of self-management as
follows:

Tobin et al (1980) wrote that! self-management is a protective action or
performance of therapeuticactivities for health care that aims to promote self- control.
In their definition, the final goal of self-management is to reduce morbidity and
mortality rate, and to promete guality of Iife._ 4

Clark et al (1991) defined self-mahagement as the daily activities an
individual must engage in to“control or d;cféfése the impact of disease on health
status, which includes contending with Vtrh'é’bsychosocial difficulties caused or
intensified by the disorder.

Kanfer and Gaelick-Buys (1991) defined self-management as the process of
self-control and monitoring,ofi changerbehayiar ongthe basisyof:eognitive process and
learning fromfpast experience. The obtained information is then evaluated to make
decision ‘11 response or to' induce the desired-behaviaor.

Bartholomew et al (1993) described self-management as the behaviors that
patients and family members perform to lessen the impact of chronic illness. They
also explain that self-management is different from strict compliance with medical
regimens in that it includes the complex cognitive-behavioral skills of self-

monitoring, decision making, and communicating about symptoms and treatment
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regiments.

Lorig (1993) defined self-management as learning and practicing the skills
necessary to carry on an active and emotionally satisfying life in the face of a chronic
condition.

Nakagawa-Kogan (1996)  described sself-management as a treatment that
combines biological, psychological and social‘iniervention techniques, with a goal of
maximal functioning of regulatory procééses.

von Korff et .al"(1997) defined self-management based on a comprehensive
literature review as engaging in activities t_t]at protect and promote health, monitoring
and managing systems and sSigns of iljhegs, managing the impact of illness on
functioning, emotions"and interpersonall'_rt_elqtionships and adhering to treatment
regimens. A |

Lam et al (1999) defined self-mane;ée-’r’ﬁent as the process involves patients
increasingly taking-a more active role in controlﬁng and.managing their illness.

Creer (2000) described self-management as a procedure where patients change
some aspects of their‘own behaviors. Successful mastery and performance of self-
management strategies resultsimchanges in:the mortality, and morbidity indices of the
disease, improvement in the quality of life of patients and families, and development
of self:efficacy in, that they could contribute to’ the ' management of their disorder.
They became partners with their healthcare providers in controlling the chronic
disease or disorder.

Edworthy (2000) wrote that self-management is the process in which the
patient accepts and take responsibility for behavior modification with knowledge

about the disease and treatment. The process is developed along with a good



76

relationship between the patient and the health care team.

Kennedy and Rogers (2001) referred to self-management as a range of
activities undertaken by individuals or others in their social network aimed at
managing illness or promoting maximum health potential.

Lorig et al (2001) defined self-management as strategies that involve
responsibility for and making decisions about.when to use health care providers,
practicing appropriate health behaviors; using a problem solving approach to make
decisions, and appropriately” using ' family, friends, ‘and community resource as
necessary.

Barlow et al(2002) defined” self-management as the individual’s ability to
manage the symptoms, treatment, physilca_l _and psychological consequences and
lifestyle change inherent in living with ch—r_-Qr_li:c condition. Barlow further states that
for self management to be effective, it neédéi']fb encompass the “ability to monitor
one’s condition and, to affect the cogniti\:/ia',-_/t;éhavioural and emotional responses
necessary to maintaia a satisfactory quality of life”.

Bodenheimer-et al (2002) proposed that self-management is most important
for best living-with chronicillness:

Glasgow et al (2002) stated that self-management is a specific feature of
chroni¢ iliness management.“However, it is Trequently: overlooKed or insufficiently
acknowledged because it involved certain capability that needs to be actually applied
into practice.

Supaporn Duangpaeng (2002) stated that self-management is one of the
learning processes in which individuals will learn about their illness and manage them

from their accumulated experience. Self-management is the combination of
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individuals’ cognitive and behavioral skills in order to develop expertise in managing
their illness.

Dorsey and Murdaugh (2003) wrote that self-management is a combination of
therapeutic behavior and practice to seek supportive resources for the improvement of
health status and quality of life.

Bourbeau, Nault, and Dangtan (2004) defined self-management as a set of
skilled behaviors and various.tasks that a person.carried out for management of their
condition.

Holman and k£orig.(2004) defined §e|f-management as an individual’s ability
to live with chronicsiliness. That ability involves self-esteem in combination with
medical management, role management, z;mq _Qmotiona| management concerning the
illness. _

According to the above stated definitiéi%é, self management was described as
activities, abilities, skills, behaviors, procedljfééf _strategies, and processes that patient
accepts and takes responsibility of active role to manage-and control the effect of
disease on health status. It also described as the process of self-control monitoring of
change behaviarsion the basisiof,cognitive process and.earping=about their illness and
manage themfrom their accumulated experience by using the cognitive and
behavioral sKills; gracticing ‘appropriate heaith behaviors; ‘apprapriately using family,
friends, and community resource as necessary; the procedures where patients change
some aspects of their own behaviors for controlling and managing their illness with a
good relationship between the patient and the health care team.

The collaboration between patient and health care provider is characterized as

a partner with supporting from family and social resources. All of these activities of
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self-management aimed at control or decrease the impact of disease on health status,
monitor and manage their illness, induce the desired behavior, promote self-control
and maximum health, reduce morbidity and mortality rate, improve health status, and
promote health related quality of life.

3.2 Theoretical underpinning self-management model

Self-management is-an accurate assessment of one’s own knowledge, skill,
and abilities; well defined and realistic personal.goals, monitoring progress toward
goal attainment and.leing.motivated \through goal achievement, exhibiting self-
control and responding torfeed back. It _i_§ interpreted as the day to day tasks an
individual must undertake‘to A4) control or reduce the impact of disease on physical
health status; 2) copewith the psychosoclial_ p_roblems generated by chronic disease;
and 3) manage daily living according to th@ii_r_fzinancial and social conditions (Barlow
et al., 2002). Self-management enables a persoln to make informed choices; to adapt
new perspectives and generic skills that c::;ﬁ_/fi)é'applied to new problems as they
arises; to practice new health behaviors; and to maintain or-regain emotional stability
(Lorig and Holman, £993).

There~are two; theoretical | frameworks wnderlying.the self-management
concept: self-control and self-regulation (Creer, 2000; Nakagawa-Kogan, 1996).

3.2:L Self-control is the concept that postulatesthat personal.control, a locus
of control (LOC), is either internal or external. LOC is described as a general principle that
a person’s attempt to control their personal environment is influenced by internal or external
factors. Control is generally defined as “the perceived ability to significantly alter events”.
Perceived control is defined as “the belief that one has at one’s disposal a response that can

influence the aversiveness of an event”.
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In addition, Kanfer and Gaelick-Buys (1991) use the term self-control for a
person’s actions in a specific situation, rather than as a personality trait. Moreover, they
describe self-control as the probability behavior of the response to a situation. For example,
a person who was in self-management training acquired self-control skills in the early
period of the training program. At the moment of initiating self-control skills, the person
was not under direct environmental control even-though their success in perception of self-
control related to the consequenees of suprport by the social environment. Self-control is a
cornerstone in the goal @rientaiion of self-management training. The indicator of success of
self-management training is«@ restoration of §glf-control; therefore self-control is clearly a
matter of central focus'in the selffmanagement coneept (Creer, 2000; Nakagawa-Kogan,
1996). !

Having knowledge, about se[f—ﬁanagement cannot guarantee that self-
management strategies will be used appropria;él)"i?Patients must have self-control that is,
the belief in their capability to perform these s;[;aféaieé to reachrthe pretest goals (Creer and
Holroyd, 1997). Patients who perceive themselves as lacking the capability to acquire self-
management skills may be less persistent, more prone to frustration, and tend to be non
compliant with! treatment srecemmendations:-Henee;: some patients might demonstrate
adequate understanding of a particular treatment rationale, but be non-compliant due to
their’,perceived inability to “preduce" the ‘behavior “necessary te,! follow treatment
recommendations (Shutty, Cundiff, and DeGood, 1992).

3.2.2 The second philosophical basis of the self-management concept is the
self-regulation model. It addresses adaptive and maladaptive states. In maladaptive states,
persons need the necessary self-regulatory strategies to achieve adaptive states. Therefore

the major goal of these persons is adaptation. The three aspects of adaptive systems that
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persons employ as a means to coping with maladaptive states include learning, regulation of
arousal, and maintenance of an organized conceptual system. Regulation implies
maintaining a bodily homeostatic state, whereas dysregulation is the breakdown of this
homeostatic state. If illness is dysregulation of health then; self-regulation is a logical
method of achieving health.

Self-regulation IS the concepi” of+"mind-body interface (Baumeister,
Heatherton, and Tice, 1994; Nakagawa—Kbgan, 19996). This term refers to self-generated
processes that are plaaned and cyclically adapted in an attempt to control personal,
behavioral, and environmenifaciors (Clark et__fal., 1991; Zimmerman, 2000). Self-regulation
is also defined by Maes and Karoly (ZOQS)J_as a goal-guidance process aimed at the
attainment and maintenance: of pgrsonal go:a*ls_. '_I_'he self-regulation process requires self-
observation, self-judgment, ‘and self—reacti-ér_l.j Self-regulatory processes encourage
individuals to learn the strategies t¢.manage thta-i,édfgease (Clark and Zimmerman, 1990).

Self-regulation and self-managjéﬁiéﬁ Concepts focus on patient’s goals, but
the two concepts are -different (Creer, 2000). According te.Sulzer-Azaroff and Mayer
(1991), self-regulation~implies that people follow goals which are pretested by them.
However, self<management-connotes thatindividuals follow goals:which are mutually set
by themselves; caregivers, and healthcare providers (Sulzer-Azaroff and Mayer, 1991).
Researchers working with chronically ill patients at present acceptthat the terms point to
the same goal to perform self-management strategies to control symptoms through

changing the patients’ thoughts, feelings, and actions (Creer, 2000).

3.3 Kanfer & Gaelick-Buys’s self-management model
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Self-management is widely recognized as a necessary method for maintaining
and improving patient’s health behavior and health status (Dongbo et al., 2003). It is
an essential nursing approach, especially in people with chronic conditions. Self-
management in chronic disease conditions has been defined as learning and practicing
the skill necessary to carry on an active and emotionally satisfying life (Lorig, 1993).
Self-management implies menitoring and managing symptoms, adhering to treatment
regimens, keeping a healthy lifestyle, and managing the impact of the illness on daily
functioning, emotionsy#and.social relationship n chrenic illness (Schreurs et al.,
2003).

There were many seélf;management theorists and models. Kanfer and Goelick-
Buy’s self-management madel is widely acpe_pted In current nursing practice. It has
been developed to promote self—managemenf among patients with cognitive and
behavioral techniques. Patients-who have: ,b‘é'én trained with a self-management
program demonstrate changes in physical and Edgnitive, and they develop cognitive
and emotional behaviors that help them in improving self-management. For the reason
as mentioned previously, researcher used Kanfer and Goelick-Buy’s self-management
model as a framework:for thissstudy.

According to Kanfer and Goelick-Buy (1991), self-management is a process
of self-control and! manitoring of modified behavior befare evaluating the obtained
information and making decision to response or to develop the expected behavior.
Kanfer (1980) and Kanfer and Goelick-Buy (1991) introduced the concept of self-
management to enhance understanding about mental process in the development of
self-control. This concept was based on the belief that each person has potential for

seeking help and making effort in changing problematic situations with self-



82

management. As a result, that person will learn new behavior within the boundary of
self-control.

Kanfer (1980) and Kanfer and Goelick-Buy (1991) proposed that self-
management is the process of self-control that requires attentive monitoring of one’s
behavioral changes, based on information: from the cognitive process and learning
from past experience. The ebtained information«is applied to self-appraisal of and
decision-making about the respanse or the behavior that could lead to expected
outcomes. Self-managementis assignificant process that helps patients learn to modify
their behaviors in responsgto environment__gl stimulation and in reducing the severity
of symptoms. Inaccufate /Self-appraisal will lead to inappropriate decisions about
responsive behaviors,fesulting in ineffecltiv_e __self—management or symptom control.
Nevertheless, provision of support may heI—é—’_a_ herson to conduct appropriate behavior
and achieve the expected outcomes. As a regglxt}lg"ihe person will continue to behave in
that manner and have increased self-controI:. o

Self-management is a preventive action or any therapeutic activities for health
care (Tobin et al., 1986). The final target of self-management is to decrease the
morbidity and{mortality ratesandyimprove-the qualitysof:lifex(Tobin et al., 1986).
According to“Kanfer and Goelick-Buy (1991) the significant in self-management
training composew, of three processes namely self-monitaring or seliobservation, self-
evaluation, and self- reinforcement.

3.3.1 Self-monitoring that involves deliberately attending to one’s
own behavior. Self-monitoring was initially proposed as an operation that parallels the
measurement of behavior in situations where a client is under the continuous

observation of a therapist or an experiment. Self-monitoring is independently assessed
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by an observer, the valence of the target behavior, reinforcement for accurate self-
monitoring, and the nature of the instructions is among the variables that affects self-
monitoring accuracy. Changes in the target behavior can result when the self-
monitoring task triggers the self-regulation process.

The finding of favorable behavior change can result when another
person monitors the target-behavior. Extetnal imonitoring is effective if obtrusive
feedback is given to the person; thereby disrupting ongoing automatic process. Self-
monitoring does not lead to favorable behavior change unless other conditions of self-
regulation are met. Ghange does not oceur if the person lacks standards for a given
behavior or if there.iS nodiscrepancy between these standards and the monitored
behavior. Reactivity is'influenced by thelc_a_usfal attributions the person makes about
the behavior and by the‘important he or sh_é’_ gésigns t0 the behavior. Self-monitoring
tasks that emphasize the negative effectsiéf"];é target behavior can also increase
reactivity. The conquered urge can also eliéi-;'-féé_lihgs of seif-satisfaction, introducing
a reinforcement component to this technique.

For establishing self-monitoring in individual programs, both client
and health care proyider shouldiclearly specify the:class of*behaviors to be observed
and should discuss examples to illustrate the limits of the class. If the goals of
self-monitoring are tq foster behaviar change, ‘selection af time periods:would invokes
consideration of the intervals in which change most easily occurs. The health care
provider should discuss with the client the recording method. Care must be taken to
select a recording instrument that is always available where and when the behavior is
likely to occur. The recording instrument should be simple, unobtrusive, and

convenient. The health care provider should role-play and rehearse the entire self-
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monitoring sequence with the client. The health care provider should also demonstrate
the graphing of a set of frequency recording or time intervals for visual inspection.
Self-monitoring assignments should be reviewed during the interviews
following the session in which they were assigned. Self-monitoring is a useful
component of a total self-management program. It does not always provide a
sufficiently reliable assessment technique, but it.ean serve as an important program
component and motivation dewvice. When self-monitoring is employed as an agent of
behavior change, it issimportant o add additional teehniques such as contracting,
self-reinforcement, and stigulus control ang to insure that the self-evaluative and self-
reinforcement stages.@ccup. T
The additiopal technigques olf_s_el_f-monitoring;

3T1LE A therapeutié_;:ontract is a written statement that
outlines specific actions that the client :iléxs'lg"'agreed to execute and establishes
consequences for fulfillment and non fulfilzl-;ﬁé/r_it_ of the agreement. Contracts can be
used to help the-glient initiate specific actions, establish clear-cut criteria for
achievement, and provide a mechanism for clarifying the-eonsequences of engaging in
the behavior,

3.1.1.2 Environmental stimulus control; self-management
techniques have probanly made repeated previous attempts to ‘alter-{lis‘or her behavior
including modification of the environment. Failure might have been due to lack of
environmental support, lack of knowledge of specific behavior change methods, or
lack of sufficient incentives for trying to change. Stimulus control procedures are
including repeated self-instructions that emphasize long-rang aversive consequences

of the behavior, statements about the positive aspects of tolerating an unpleasant



85

situation or resisting a temptation, self-rewarding statements about one’s willpower,
or similar verbal cues can serve as stimuli that exert powerful control over subsequent
action. Stimulus control techniques involve manipulations of the physical
environment, rearrangement of the social environment, and self-generation of
controlling stimuli and controlling responses.

The self-regulation model describes€vents at a time when self-directed
action is needed. The precursors to self-directed action begin much earlier. Kanfer and
Hagerman (1981) have«emphasized the importance of atiribution process at two stages
of the model. First,«t0 begin self-regulzat__i:on the person must be engaged in goal
directed behavior. He'or shie must also view the requisite behavior as being under his
or her control. The hehavior ds also evaiua_lte_q with respect to its relevance to the
individual’s short and long term goals. Seco_hdl&, in evaluating the cause of success or
failure to reach the aspired “criterion; th;;ijlérson can attribute the cause of a
discrepancy to somesaspect of self or to son;(; :ék:itéfnal factor:

As the goal Is formulated more clearly, the person begins to examine,
usually by imagery or thoughts, some possible strategies and pathways toward the
desired goal thatecanseall-anticipatory:selfsregulation. /Anticipatory self-regulation is
useful to invoke specific emotions or moods that can help mobilize a person for
action.

The feelings of pride and confidence resulting from imagining
successful assertive behavior can help to energize action that transform the imaginary
scene into reality. These “thought experiment” can shape realistic goals, reduce
anxiety, enhance motivation, deepen commitment to act toward the goal, and increase

readiness to act.
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Once a decision has been made to work toward a certain goal, the
person shifts attention from the earlier predominantly cognitive-evaluative activity to
the task of translating the decision into action. During this stage, the client needs to
confront reality. He or she must enact strategies, monitor and correct the behavior,
develop rules to facilitate generalization, and finally continue the new behavior to
maintain the desire goal state.

During initial_sessions, the main task may consist in establishing the
therapeutic relationshiprand.eonverting a vague intention for change into a clear and
deeply committed deCision. In this stage of anticipatory self-regulation, problem
solving activity, rolesplay,‘and tasks that make the therapeutic goals more attractive
are often used. Goal and value clarification _tgc_hnique help the client specify particular
goals and increase motivation for, achieving __them. The goal and value clarification
procedure is designed to help “the client shi-ft ‘fjérspectives from current concerns to
long-term goals. e

Aftersthe client establishes major goals, the client should focus of
treatment shifts to censideration of sub goals and speeific change strategies. The
client should,bé moniton and increase the,activity level sdecrease-self-critical thoughts,
practicing assertive behaviors, and enhance sensory awareness of pleasurable
experiences.

Once a firm commitment has been made, the program becomes more
heavily action oriented. There are many specific techniques that can insure that the
person does not recycle to reevaluating his or her commitment and that the firm
decision is protected from alternatives at this stage. For example, seek opportunities to

execute planned behavior in their everyday life, attend to factors that improve
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performance, boost self-confidence and familiarity with new behaviors, and anticipate
how to cope with obstacles that may be encountered.

In this section, the systematic attention needs to be paid to the
development of goals and maintenance of their attractiveness throughout therapy. A
therapeutic alliance and utilization of varigus cognitive and behavioral techniques in
sessions are important to lay the ground waoik, centinuous client efforts to apply the
new gained knowledge and skills in ev:aryday life are essential. The development of
goals and channeling.motivations towards them is not only a cognitive enterprise.
Feelings, moods, and emeotions also affgct client activities, either to support or
interfere with goal-directed action. 1

Self-managementmethodslre_ly__ heavily on tasks and assignments to
serve the dual purpose of enhancing cliedt_rﬁotivation and structuring the change
program. Homework assignments-play a pwo]tal role in most treatment programs.
Assignment of partieular tasks has long bee-ﬁ-.ri-jé-eid asan adjunct therapeutic technique
and takes on a central -role. There are four steps to follow whenever a client is asked to
complete a task or assignment:

¢ gnformatireng thaty invelve: didactic ~instruction about particular
technique or discussion of how the technique can be tailored to fit the client’s daily
routine.

- Anticipatory practice or prehearsal is an application of anticipatory
self-regulation to a specific situation. The client imagines and practices the assigned
task within the safety of the therapy environment.

- Execution in natural settings, and
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- In reviewing a task, the health care provider should also promote the
client’s sense of self-efficacy. Inclusion of all four steps increase the probability of
success and maximizes the learning potential of the experience.

3.1.2 Self-evaluating consists of a comparison between the
information obtained from self-monitoring and the person’s standard for the given
behavior. The clients will judges his @i her own behaviors compared with
performance criteria or standards tha’f influenced by social values and personal
experience. It involvess«a comparison between what one is doing and what one ought
to be doing. Self-evaltiation based on inappropriate or insufficient self-monitoring or
on a vague and unrealistic standard interfeffeg with effective self-regulatory behavior.

3.13 Self-reinforcemerlrt,_ _t_he person reacts cognitively and
emotionally to the results of the self-evalua-t_ipjn. These reactions have both feedback
effects, affecting the strength of the precediégt’gehavior, and they have feed forward
effects, influencingthe client’s éxpectations;';ﬁd;t_aéhavior on-future occasion.

-3.1.3.1 Positive self-reinforcement,-or self-reward, is most
commonly used in ‘self-management programs and has been the focus of most
research. Avefsive) self-reinforcement delivered ain ~from, ef+ self-criticism, self-
punishment, of withholding of positive self-reinforcement. Positive self-administered
reinforcement encompasses twa- different: operations which were-a) ‘approaching or
consuming a material reinforce that is freely available in the person’s environment or
b) delivery of contingent verbal-symbolic self-reinforcement such as self-praise for a
complex task.

- Selection of appropriate reinforcers. It is desirable to discuss

and negotiate individual reinforcers, asking the client about his or her current
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practices of self-reward, both symptomatic and material; inquiring about luxury items
that the client would like to acquire; and obtaining verbal statements that would
express self-satisfaction frequently yield suggestions for appropriate self-reward.
Novel material self-reinforcement can be added as a special incentive for a prolong
program. Verbal-symbolic reinforces include positive self-statements that are
employed in self-praise; reaffirmation of one's adequately, self-worth or competence;
congratulating oneself on physieal appeérance, physical strength, social attractiveness,
interpersonal skill, or.any other appropriate content. If a complex and long-range
program is designed,several reinforcement__:_stimuli should be equated for approximate
value. T

£ Definition of spe(;i_fi_c__response-reinforcement contingencies.
The client is encouraged to list variation—s_::’_wzithin the target response class and to
indicate the precise conditions and-methods %orr"'a'élivery of self-reinforcement.

- Practice of procedu:r-;e:s_./_After selecting appropriate reinforces
and establishing reward contingencies, the helper should-rehearse with the client
several instances of-occurrence of the target behavier and the self-reinforcing
sequence.

- Checking and revising procedures. The client should bring in
records of the target.behavior, and contingent for selt-reinforcement discussion with
the health care provider and for necessary adjustment of the procedure. The ultimate
goal is not to eliminate long-range luxury reinforcers completely but to make them
sufficiently infrequent and to increase the desired performance to the point where it
can be maintained by the client.

3.1.3.2 Self-generated aversive consequences
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There are essentially two different types of self-generated
aversive consequences that can be used in the control of behavior, self-punishment
and negative self-reinforcement. These two sets of operations differ in that self-
punishment is aimed at interrupting or decelerating a response, whereas negative
reinforcement is aimed at increasing a response that serve to terminate or avoid an
unpleasant stimulus. Self punishment is the use.ef an aversive conditioned reinforce
in the though-stopping technigue: Self—punishment can also involve the removal of a
positive stimulus following an undesirable behavior.

In addition,the self-manage__ment implementation can be used self-help
resources for more su€cessfuls Self-help resources refer to instructional materials and
supporting from individual and groups tlha_t are designed to facilitate or maintain
behavior change. Recent growth 'in the s_(-é_lf—:help movement has led to increased
availability of books, tapes, films, other i:iwét"r'];ri'ctional devices, and social support.
However, these programs vary widely in qugl'ﬁy—i,_and theress little empirical evidence
for their effectivenegss and validity. Carefully chosen self-help resources can be
integrated into the total self-management program.

The failure-of self-management:modeljimplementation will occur if the
clients unless‘accepts the treatment goals as desirable and is motivated toward their
achievement. Thei, «health “care’ professional who assist patienis' ta. develop self-
management require three significant strategies comprising 1) motivating the patients
to be satisfied with the self-management program, 2) training self-management
regarding modification of specific behavior and 3) giving support for the maintenance
of certain behavior by providing reinforcement to enhance patients’ effort in

achieving self- management. Most importantly, the health care professionals have to
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establish rapport with the patients at the beginning of the therapy to ensure their
cooperation in the self- management program.

The self-monitoring, self-evaluation, and self-reinforcement processes based
on self-management model of Kanfer and Goelick-Buy (1991) were used and applied
as the activities of the CCNP. that presented in the topic of the developing
comprehensive cardiac nursing program fer-enhancing HRQOL in first diagnosed

CHD patients.

3.4 Self-management intervention for improving HRQOL
3.4.1 Self-mpanagement intervention in CHD patients
Participation in cardiac rehabilitation has been shown to improve
health related quality of life, reduce mortality @and reduce cardiovascular risk through
secondary prevention strategies (Sundarai;faj‘an et al.,, 2004). The example of

randomized control trial in coronary heartrdis;ease patients which were used self-
management model are following. ’

1) A_randomized clinical trial of a comprehensive lifestyle
management program (very low-fat vegetarian diet, smoking cessation, stress-
management training, moderate exercise, and group-support) has been shown to result
in significant changes in behavioral.risk factors among postmenopausal women with
CHDThe program produced significant behaviaoral improvements.in 4and 12 months
adherence to diet, physical activity, and stress-management (Toobert et al., 1998).

2) A randomized controlled trial of a self-management plan for patients
with newly diagnosed angina showed a greater reduction in anxiety and depression,

the frequency of angina, the use of Glyceryl trinitrate (reduced by 4.19 fewer doses

per week versus a reduction of 0.59 per week), and physical limitations. Participants
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were also more likely to report having changed their diet and increased their daily
walking than non-participants. A disease-specific health-related quality of life
measure from the Seattle Angina Questionnaire that was available at the six-month
follow-up showed improved psychological, symptomatic, and functional status of
patients newly diagnosed with angina (Lewin et al., 2002).

3) A short course cardiac rehabilitation program (an 8-wk exercise and
education class in phase 2) wasshown o significantly improve 6 of the 8 dimensions
of SF-36 by phase 2,.and has maintained throughout the 2 year study period. The
result showed that this CCRP was highly:cq_st effective in‘improving long term quality
of life in patients with fregént myocardial infarction or percutaneous coronary
intervention (Yu et al.;2004). !

4) The Chronic Angina Self-_-ryl_a;nagement Program (CASMP) is a low-
cost program with two hour sessions weekl;/;f"(')lf six-week periods for the purpose of
self-management ofi.chronic cardiac pain tlj\z/i-ézc_i;_ilrlion et al:; 2008) In a randomized
controlled trial of ‘this psychoeducation program, the result from ANOVA yielded
significant improvements in the treatment group’s physical functioning and general
health aspects-of genenic HRQOL yangina frequency, angina-stability and self-efficacy
to manage diséase at three months. The result from MANOVA vyielded significantly
greater, positive ‘¢hange - for-the | treatment group: on  the! overail physical health
component of the SF-36, compared to the usual care group; no significant differences
were found for the overall mental health component of the participants. MANOVA
also yielded significantly greater positive change for the treatment group on the
Seattle Angina Questionnaire (McGillion et al., 2008).

5) A randomized controlled trial of a health-related lifestyle self-
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management intervention (HeLM) demonstrated that participants in the HeLM
intervention group had a reduced systolic blood pressure at 8-week follow-up but no
significant differences in diastolic blood pressure and cholesterol levels. Participation
in physical activity and mean changes in body mass index, fat intake, and fruit and
vegetable intake were greater in the intervention group. There was no difference in the
number of people who had given up smoking«between the two groups. Patients
reported high levels of satisfaction with this intervention (Fernandez et al., 2009).

6) A randomized.controlled trial of The Expert Patient Program (EPP),
a lay led self-management for myocardia:l infarction, has revealed no statistically
significant changes in" iniéntion to treat and course attendance. However, trends
towards improvementdn the intervention Igr(_)u_p were noted for anxiety, self-efficacy
for disease, depression, and cognitive symp'g;or_ﬁ management. The EPP was thought to
be more successful at providing-the motivatiér;'lﬁnd techniques to translate the advice
received into positive behavior change. Ho:\;v'-é\//_ie_r; patients'may have perceived little
need for the EPP as.they had recently completed CR. The-EPP appears to hold few
additional benefits fer MI patients who have attended* CR (Barlow, Turner, and
Gilchrist, 2009).

7) A non-randomized comparative study design of cardiac
rehabilitation progiamy for women suffering from their first M1 shovied that four years
after the M1 and regardless of CR participation or non-participation, more women had
given up smoking, started physical exercise and become more conscious of their diet.
The behavioral factors improved, irrespective of CRP participation or not, with the
exception of time stress, which was consistently high in the CRP group both 1- and 4-

years after the M1 (Winberg and Fridlund, 2002).
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In conclusion, the content, intensity, and efficacy of self-management
programs for CHD are different. Although the programs were affected by the
objectives of management of the illness, the interventions differed substantially even
within various chronic illnesses. Most cardiac interventions are multiphase, multi-
factorial, interdisciplinary, and consist of physical training, health education and
psychosocial support. All patients have several of cardiac risk factors, the intended
outcome of education and psyehesocial éupport in.the area of risk factor management
is to produce observable, sustainable changes in patient behavior. Changes in their
risk health behavior are aimed at improving health, redueing the risk of deterioration
in the condition, and improve their health related quality of life.

3.4.2 Self-management intetl'vgn_t_ion In chronic disease patients

The previous studies suggest_:t_he;t the most successful outcomes of self-
management intervention are improvementg;ir}'lg'knowledge, self-efficacy, changes in
lifestyle behavior,“self-management behawofs ands selfcare. These have been
demonstrated after-self-management interventions for diabetes, asthma, arthritis and
coronary artery disease (Barlow et al., 2002; Newmann et-al., 2004; Norris, Engelgau,
Narayan, 2001).

In addition, Newmann et al (2004) found that self-management
progtams have resulted ‘inisignificant benefits measured in guality. of life in asthma,
diabetes, and arthritis patients. Furthermore, meta-analysis of data from 53
randomized, controlled trials of self-management interventions for adults with
diabetes mellitus, hypertension, or osteoarthritis showed that self-management helped

reduce hemoglobin Alc and blood pressure levels in diabetes and hypertension,
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respectively, but had minimal effect on pain and function in patients with arthritis
(Chodosh et al., 2005).

A randomized controlled trial of Chronic Disease Self-Management
Program (CDSMP) based on a heterogeneous group of chronic disease patients (heart
disease, lung disease, stroke and arthritis) was done. The CDSMP covers generic
topics including: an overview of self-management principles, exercise, pain
management, relaxation technigues (e.g. guided. 1magery and breathing exercises),
dealing with depression, «nuirition, | communication. with family and health
professionals, and geal setiing: Goals shou__!d be achieved during the following week,
be personally relevant; achievable, challenging, have proximal outcomes and depend
largely upon a person's‘own efforts, The erlnp_hg_sis on enhancing self efficacy and goal
setting along with inclusion of 'topics su_ch as problem solving, dealing with
depression and exercise, suggest-that the CDSI\/fC may be relevant for those who have
experienced a MI (Barlow, Turner, and Gilc,:f-;f-i_s/'fi,_2009).

This study was an evaluation of a seli~management education
intervention for persens with one or more different conditions. The format of the
intervention had the) attributescofy medium-sized classesylay:leaders, and heterogeneity
of participantsiin terms of type and severity of disease. These results indicate that it is
possihle 10 educate patients with different chronic diseases successfully in the same
intervention at the same time.

This study showed that, at six months, the intervention group had
significant improvements in physical and psychological health status through
improvements in weekly minutes of exercise, frequency of cognitive symptom

management, communication with physicians, self-reported health, health distress,
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fatigue, disability, and social/role activities limitations. They also had fewer
hospitalizations and days in the hospital (Lorig et al, 1999). The results at two-year
follow-up, benefits remained evident, despite worsening disease (Lorig et al., 2001).
Another non-randomized, one-year follow-up study carried out by Lorig and
colleagues among patients recruited through Kaiser Permanente (a non-profit health
maintenance organization) similarly found-imprevements on health behaviors, self-
efficacy and health status (Lorigetal., 2001).

Self-management training for people with chronic diseases (included
endometriosis, depressiony diabetes, mya__!gic encephalomyelitis, osteoporosis and
polio) can offer benefits in tefms of enhanced self-efficacy, greater use of cognitive
behavioral techniques, and improvemént_ |n some aspects of physical and
psychological well-being (Wright et al., 200_-31.:

The literatures review relatediibiéélf-management education in diabetes
included 72 studies eonducted by Centers for '5f§ease Control and Prevention (Norris,
et al., 2001). Forty six studies showed an effect on.patient knowledge and
performance of technical skills: 33 studies showed positive impact and 13 showed
negative impagctszon patient knowledgerand: performanee«of technical skills. Patient
education led"to a reduction in cardiovascular risk measures (elevated weight,
cholesterol levels; and bloodypressure) lin anly: 18| of 45 studiess The CDC review
indicates that patient education by itself is not sufficient to improve clinical outcomes,
and that greater patient knowledge does not correlate with improved glycemic control.

In conclusion, of the studies in chronic disease that were reviewed,
self-management intervention were delivered in a variety of setting with the most

popular being clinical locations (hospital) or the home environment. Self-management
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approaches were either group-based, an individualized approach, or a combination of
both. The format of self-management intervention approaches varied and included
booklets, lectures, role play and contracting (goal setting). Most approaches combined
at least two formats of delivery. In addition, a diverse range of self-management
components was broadly identified as ‘providing information, drug management,
symptom management, management of psyeholegical consequence, lifestyle, social
support, communication, and-other éelf—management strategies such as career
planning, goal setting,.and aecessing support services. Multi-component programs are
usually designed to-increase .the repertoine of participants’ self-management skills
within the realities of'living with a chronic condition. The approaches used are not
specific to the country.0f origin. !

The effective self: managers Wlll feel confident in selecting the
techniques that they believe wili-meet their spec1f|c needs at a given point of time and
in a given environment or situation. Multi- components pragrams are best considered
as a “package” ofself-management skills, similar to the standard packages of care
provided in clinical setting. However, no specific intervention has proved to produce
superior results therefore there is no gold standard of ;self-management (Barlow et al.,
2002).

Thus,«the ‘comprehensive cardiac ‘nursing ‘programsof this study was
approached the individual participant and delivered both clinical setting at medical
ward and home visit. The approaches were combined multi-components including
giving information, training for risky health behaviors management, goal setting,
risky health behaviors management in the real life situation, monitoring and

evaluating for the achieving of risky health behaviors management, and reinforcing
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related to the achieving of their goal. In addition, the family members were
cooperated in this program and acted as the supporter and assistant to promote the

achieving the risky health behavior management of the participant.

4. Nursing care for enhancing HRQOL in first diagnosed CHD patients

4.1 Nursing care for first diagnosed/CHD patients

Patients judged to be at intermediate 0i-high likelihood of significant CHD are
often hospitalized for further evaluation and therapeutic intervention. The nursing
priorities for caring“CHD«"patients: were composed of 1) relieve/control pain, 2)
prevent or minimize development  of © myocardial complications, 3) provide
information about diSeasg process/progngéis--and treatment, and 4) support patient in
initiating necessary lifestyle or behaviorélj'__chgnges. In addition, the discharge goals
were composed of 1) achieves -desired acgiiyity level, meets self-care needs with

Ad

minimal or no pain, 2) free of complica@iprr{:s, 3) disease process/prognosis and
therapeutic regimen -understood, 4) partiéib_étirng in treatment program about
behavioral changes, and 5) plan in place to meet needs afier discharge (National Heart
Lung and Blood Institute Disease, 2011). Then, the significant component of both
nursing care plan and discharge ‘plan’ were supported the patients for lifestyle or
behavioral change.

4.2'Comprehensive cardiac program

The cardiac interventions for caring CHD patients were composted of multi-
components that mostly integrated cardiac rehabilitation in the comprehensive
manner, and mostly used the term of cardiac rehabilitation. Comprehensive cardiac

rehabilitation programs tend to provide a range of services to aid the recovery and

adaptation of patients, and to support family members.
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Cardiac rehabilitation had been defined by the World Health Organization
(1993a) as “the sum of activities required to influence favorably the underlying cause
of the disease, as well as to ensure the patients the best possible physical, mental and
social conditions so that they may, by their own efforts, preserve, or resume when
lost, as normal a place as possible in the life'of the community”.

In addition, the American Heart Association stated that cardiac rehabilitation
programs should consist of a multifaceted and multidisciplinary approach to overall
cardiovascular risk reduction.. The ‘cardiac rehabulitation provides the most
comprehensive  review ~ofs sthe sciezntific literature and  evidence-based
recommendations regarding /all aspects of the discipline. The American Heart
Association and the s Amerigan Associz;ltipn_ of Cardiovascular and Pulmonary
Rehabilitation (AACVPR) recognize that-_él_lzcardiac rehabilitation should contain
specific core components that“aim to optirlzcrli;z"e'l;"'cardiovascular risk reduction, foster
healthy behaviors, improve functional capé;::i-t_yf_r'educe the risk of further coronary
events and disability, and reduce subsequent morbidity and mortality due to
cardiovascular illness«(Balady et al., 2000). The ultimate'goal of cardiac rehabilitation
is to restore and maintain.an individual’s,optimal physiological;:psychological, social,
and vocational status.

The clinical practice guidelines for cardiac rehabilitation siated that “‘cardiac
rehabilitation services are comprehensive, long-term programs involving medical
evaluation, prescribed exercise, cardiac risk-factor modification, education and
counseling (Ades et al., 2003) which congruence with the recommendation form the
American Heart Association. Comprehensive and detailed guidelines regarding

cardiac rehabilitation have been published by the AACVPR and endorsed by the
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American Heart Association (Balady et al.,, 2000) suggested that the cardiac
rehabilitation should be composed of the core components of baseline patient
assessment (medical history, physical examination, and testing), nutritional
counseling, risk factor management (lipids, hypertension, weight, diabetes, and
smoking), psychosocial management, physical activity counseling, and exercise
training.

As such, cardiac rehabilitation is standard care that should be integrated into
the overall treatment.plan_of patients, with CHD. CHD patient’s particular with
multiple cardiac risk* facters should rece__i:_ve the high standard of treatment from
cardiac rehabilitationdfor effective care. Logistically, cardiac rehabilitation can best be
accomplished by comprehensive programsl,_ye'_t_ these programs are not always readily
accessible. Then, for this study used the terr_ﬁ _cbmprehensive cardiac nursing program
and was meant that this program-has multi-i&b’()’ﬁam components nursing intervention
including promotion, prevention, caring, é:rzl:d/;réhabilitation related to risky health
behaviors management.

First diagnosed CHD patients who participated-in cardiac rehabilitation that
emphasized in' lifestyle modification relateds to misk~factors=reduction in various
intense, components, and strategies including administered in exercise, diet
management, chelesterol | and *blood 'pressure” control;. reduciig “weight, stress
management, and smoking cessation were significantly improved HRQOL (Lisspers
et al., 1999; Warrington et al., 2003; Yu et al., 2003; 2004). In addition, the study of
Hofer et al. (2006) found that recent CHD patients who participated in comprehensive

cardiac rehabilitation had improved in cardiac risk factors and HRQOL. However,
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some studies found no significant improvement in HRQOL (Chan et al., 2005;
Hawkes et al., 2003; Mendes de Leon et al., 2006; Tingstrém et al., 2005).

From Thai studies, there were many studies about cardiac rehabilitation that
affected to enhance various expected outcomes including physical functioning,
symptom health outcomes, psychological outcomes, adaptation, risk factors reduction,
lifestyle, health behavior, and health related-quality of life (Sineenut Senivong na
ayudthaya, 2004), whereas..not found comprehensive cardiac intervention has
implemented for enhancing HROQOL in first diagnosed CHD patients. At present,
researcher found one‘Study of nursing intgrvention implemented for first diagnosed
CHD patients, one siudy gmphasized on lifestyle modification to improve functional
capacity, and three studies had been promolteq _I_—IRQOL in CHD patients;

Chulaporn Changperk (2001) studie_d_the effect of transitional care on health
perception and health behavior in first diagr;bééa CHD patients. This transitional care
was developed based .on Transition thedf:);_/ghd King of goal attainment. After
obtaining transitions care, patients in one experimental’ group design showed
significantly higher health perception and health behavior:

Sopida{ Rattanapruksg (2002)y rstudied p ithe 1 effecty .of intensive lifestyle
modification program on functional capacity in stable coronary artery disease
patients. “Forty-twe asymptomatic or “mild angina pectaris patients randomized into
experimental and control group. An intensive lifestyle modification program (ILM
program) composed of low-fat plant-based diet, smoking cessation, stress
management, moderate exercise and group support without lipid lowering agents that
implemented 4 months. Patients in ILM group demonstrated significant more

improvements in functional capacity.
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For three studies of nursing interventions enhancing quality of life; two studies
about the effects of cardiac rehabilitation program on maximum oxygen uptake and
QOL in patients’ undergone coronary angioplasty (Nithiwadee Methajan, 2001) and
in patients who received medication (Phasuk Keawcharenta, 2003). Both researchers
developed these interventions based on cardia¢ rehabilitation society of Thailand. The
result of both studies showed that these interventions were significantly improved
QOL. Although both interventions were significantly improved on QOL, but the
limitations are purposive selection; small sample size, and the first study no standard
procedure in psychesocial aspect ‘that can effect to Improved QOL. Another one,
Aem-Orn Saengsiri (2003) studied the effects of a self-care promotion program on
QOL and reduction of‘riskifactors of CHIi!)_ pa‘_[_ients. This intervention was developed
base on Orem’s nursing theory and Ornish_’;s_ﬁeart disease reversal program. Sample
was selected by purposive sampling in patieléit;si{;f?ho received treatment by medication,
PTCA, and CABG+ The results revealed LDL_and QOL gsremained unchanged. The
reasons for non significant of this study were high QOL scores at the base line in both
groups and an averagé monthly personal income was higher than other studies. In
addition, the sample was purposivesselection-from lisetting:

The limitation of all these studies provided for positive cardiovascular health
especially tmprove HRQOL "but the results were inconsistent, purpasive sample sizes
were small, and the outcomes differed among studies.

The commonality of effective cardiac rehabilitation seems to be an intense and
comprehensive format in combination with long duration of contact and follow-up
(Aldana et al., 2006; Gordon and Haskell, 1997; Jolly et al., 1999). Interventions that

are less intensive, comprising only a single or very few sessions and/or follow-up
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contacts have been shown to be less effective (Gordon and Haskell, 1997; Jolly et al.,
1999; Nordmann et al., 2001). Correspondence to The American College of
Cardiology and The American Heart Association (2001; 2007) suggested that cardiac
rehabilitation significantly reduce cardiac risk factor and enhance HRQOL should be
emphasized in multi-components related to/lifestyle modification by covering cardiac
risk factors reduction.

4.3 Ornish’s heart disease reve}sal program

The existing knewledge found that Ornish’s heart disease reversal program is
emphasized in lifestyle modification relate_q to risk factors reduction which extremely
implemented worldwide for a'long time. Drp_ish’s heart disease reversal program has
indicated with an aggressive focus on mc;difip_ation of risk factor related to lifestyle
modification for CHD ‘patients that can -_fégérd or even reverse underlying CHD
progression and enhance various-expected o&b&hes (Ornish et al., 1990; 1998).

The main componénts of lifestyle m-()-.d-i_fi-i(;_ation relaged to risk factors reduction
of Ornish’s heart diséase reversal program were composed.of 4 components that can

conclude as following:

4.3.1 Relaxation

The, relaxationtechniques of this program used Yaga or, the stretching
exercise, breathing techniques (abdominal breathing, deep breathing), meditation
(focusing on your breathing, focusing on a sound, mindfulness, prayer or devotion),
communication skill, progressive relaxation, visualization techniques, and group
support.

4.3.2 Quit smoking
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The single most important factor for people who successful quit
smoking was belief and confidence that they could do it, and you can do it. But there
is no magical quick fix. Don’t quit until you are ready. Do it in your own way and in
your own time. Then, Ornish’s heart disease reversal program supported the
participants for self-confidence to accomplish their quit smoking with supporting
from several methods.

4.3.3 Physical.aetivity and exercise

This pregram suggested the participanis for increasing physical
activities and moderate exergise in their normal life. The moderate exercise was
defined as at least 30°minutes a day of light or moderate intensity activities such as
walking. Walking 30 minuges a day or for an h_pur three times a week is the minimum
amount of exercise recommended, |

4.3.4 Diet

The diet based on this progrrarrﬁ_ were composed of very low in fat and
cholesterol, has less‘than 10 percent of calories from fai; excludes foods in high
saturated fat, excludes high salted food and MSG, includes high in fiber and egg
white, not restrictedjimcalories.

Many Studies examined the effects of the Ornish’s heart reversing program
have been reported significance in cardiac risk factors reduction; hpid-profiles, blood
glucose, percent body fat, blood pressure, nutrition consumption, anginal pain
outcome, functional capacity, and reversal of atherosclerosis in diameter stenosis
(Aldana et al., 2003; 2006; Frattaroli et al., 2008; Haskell et al., 1994; Ornish et al.,
1990; Ornish and The Multicenter Lifestyle Demonstration Project Research Group.,

1998; Schuler et al., 1992; Watts et al., 1992). In addition, some studies examined the
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effects of the Ornish’s reversing program have also shown improvements in HRQOL
(Aldana et al., 2006; Frattaroli et al., 2008; Koertge et al., 2003; Pischke et al., 2006).
All these data supported that the Ornish’s reversing program is effective CCNP that
providing many expected health outcomes.

The example of cardiac rehabilitation programs were implemented based on
Ornish’s heart disease reversal program.

Ornish et al (1998) developed prbgram for lifestyle modification. The program
included; 10% fat whole foods vegetarians diet, aerobie exercise, stress management
training, smoking cessation, .Qroup psych:_osocial support, (without lipid lowering
drugs). The 48 patients with ¢oronary heart disease were assessed and 35 completed
the 5 year follow up attended to stenosis m coronary artery vessels. They found that
the experimental group, 28 patients had the ﬂérage percent diameter stenosis at based
line decreased 1.75 absolute ‘percentage pomlts after 1 year and by 3.1 absolute
percentage points after 5 years. In contrast:, ::t'-fié_j é\/erage percent diameter stenosis in
the control group-increased by 2.3 percentage points after 1 year and by 11.8
percentage points after 5 years. Finding from the study suggested that intensive
lifestyle change creduced~reducing jcoronarypheart idisease avithout lipid-lowering
drug.The study supported that lifestyle modification can reduce risk factors of
coronary heart| disease, which ‘a self-care jactivity. is/the-way, to, promote lifestyle
change:

Aldana et al (2006) examined the effect of the Ornish program for reversing
heart disease and cardiac rehabilitation (CR) on psychosocial risk factors and quality
of life in patients with confirmed coronary artery disease. Participants had previously

undergone a revascularization procedure. The 84 patients self-selected to participate
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in the Ornish program for reversing heart disease (n = 507 28), CR (n = 28), or a
control group (n = 28). Twelve psychosocial risk factors and quality of life variables
were collected from all three groups at baseline, 3 months, and 6 months. At 3 and 6
months, Ornish group participants demonstrated significant improvements in all 12
outcome measures. The rehabilitation group improved in 7 of the 12, and the control
group showed significant mmprovements in-6_of the variables. Intensive lifestyle
modification programs significantly affect psychosocial risk factors and quality of
life.

Frattaroli et al (2008) studied the __gaffects of intensive lifestyle modification
(10% calories from fat, plant based; engége___in moderate exercise 3 hours/week; and
practice stress management 4 hour/day;_ on, symptom relief, changes in angina
pectoris, coronary risk factors, quality of IifeL ;emd lifestyle behaviors in patients with
stable coronary artery disease ‘earciied in ttléx'ilﬁultisite cardiac lifestyle intervention
program, at 22 sites, in-the United Sta’tes.:%h_é_j restlt:showved that improvements in
angina in patients-making intensive lifestyle changes could drastically reduce their
need for revascularization procedures. Significant improvements in cardiac risk
factors, quality: of; lifey and-lifestyle behaviorspand-patients-with angina who became
angina free by 12 weeks showed the greatest improvements in exercise capacity,
depressiori, and health-related-quality of lite'(p <0.05):

All these data supported the Ornish’s heart disease reversing program is
effective comprehensive cardiac intervention that providing many expected health
outcomes, especially in reduce cardiac risk factors and improve HRQOL. Then, the

researcher used and translated the Ornish’s heart disease reversal program into Thai
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content which provided for first diagnosed CHD patients and cooperated in the

booklet and DVD.

5. Developing comprehensive cardiac nursing program for enhancing HRQOL in
first diagnosed CHD patients

CCNP was developed based on self-management model (Kanfer and Goelick-
Buy, 1991). CCNP would. provide the knowledge and practice skills to manage the
risky health behaviors that-significantly related to improve health status with improve
health related quality“of life. All-activities of this program which implemented into
five sessions can be desciibed and divided into 1) self-monitoring, 2) self-evaluation,
and 3) self-reinforcement.processes basedxé)n-self-management model as follows:

1) Self-monitoring process. Thisri:s__ continuous independently assessed by an
observer that leads to change frem the ri's{éy’hrealth behaviors to the desired health
behaviors. Self-monitoring not only provides a:fpl-;?\dation but it is a necessary condition to
determine if goals are to be achieved, as well al-s;eightening self-awareness. To improve
self-monitoring of chronic illness, three suggestions are offered (Creer and Bender, 1993).
First, patients should monitor only the phenomena that are operationally defined as the
target behavion Second, an abjective measure should: be included. Finally, in gathering
information, it is important for individuals to observe and record information only during
specified periods of time.

Self-monitoring of CCNP was implemented with the participants record their risky
health behavior to obtain baseline frequencies of target behaviors in “the health behaviors
related to cardiac risk factors questionnaire”. Their target behaviors were composed of
diet behavior, physical activity and exercise behavior, smoking behavior, and stress

behavior due to all of these behaviors are related to increase cardiac risk factors that
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influence to the progression of coronary heart disease. The participants have to record their
target behaviors in the easy way that altered or measured, counted frequencies, and noted
the circumstances of occurrence in the diary heart book by recording the first two selected
target behaviors in the first week after discharge, and add the last two selected target
behaviors in the second weeks. After that, they have to continuous monitor and record all
target behaviors until finished this program (8 weeksafter discharge). Both intervener and
the participants clearly specify-the priofity setting of target behaviors to be observed
and discussed the entiresselt.monitor recording method to illustrate the limits of target
behaviors. The diary heait hook can avq@lable at anywhere and anytime that the
behavior is likely to.eccur Selfsmonitoring assignments will be reviewed following
the session in which they were assigned.

Establishment of criteria and individuél goal setting would occur only after
careful systematic preparation {(Creer and Halr(])yd 1997) by giving CHD significant
information both CHD knowledge and CH:D; '-éé_ili‘-rmanagement skills that reflects the
information collection of self management model. Patienis must primarily acquire
knowledge of their health problems or condition of thei¥chronic illness that is to be
prevented or managediand-how;thein risk factor or the disorder-itself can be managed.
CHD significant information would provide at the second day of admission for
enhancing patients €CHD knowledge. ‘The participants’ self-management skills would
cover the cardiac risk factors management including diet management, physical
activity and exercise management, smoking cessation management, and stress
management by using anticipatory regulation practice and would provide at the third

day of admission.
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Following the participants learn about their illness and their roles in its
management, specific goals can be set to improve their health and well-being. Setting
realistic goals is the key to goal attainment. Goal-setting for this study was undertaken
according to the SMART principles which have been demonstrated to enable
individuals to stay motivated and achieve their goals (Armstrong, 2006 cited in
Kanfer and Goelick-Buy, 1991). The acronym SMART stands for Specific,
Measurable, Achievable, Realistic and Time. The participants were instructed to set
goals that were flexiblesto aceommodate any unexpected challenges.

Successful cellaboration between i__ptervener and participants in goal setting
guides the participani‘in grganizing and applying self-management skills to achieve
selected goals. The relationship between Ithe_z p_articipants and intervener were called
partnership which active experience collabg-k_r@t:ive care in manage their health, rather
than passive recipients of health care inté&éhtions. In addition, intervener used
contracting and stimulus control as additionzéfl 'fééhhiques for-achieving the goal.

2) Self-evaluation process. This process consists of @ comparison between the
information obtained-from self-monitoring and the persen’s standard for the given
behavior. Kanferand GoelicksBuy:(1991) have,emphasized:thesimportance attribution
of self-evaluation process at two stages of the model. First, the participants must be
engaged ‘in goal tirected behavior. The behaviors were evaluated-with respect to its
relevance to the individual’s short and long term goals. Secondly, in evaluating the
cause of success or failure to reach the aspired criterion, the participants must be
attributed the cause of a discrepancy to some aspect of self or to some external factor.

To achieve the participant’s goal, the person’s standard for the given behavior

would be set and related to an objective measurement. The performance criteria or
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standards of the risky health behavior’s management were included 1) eat the very
low fat and salt diet everyday, 2) take more physical activities and exercise at least 30
minutes 3 times a week, 3) play a yoga, deep breathing, and meditation at least 30
minutes everyday, and 4) quit smoking and distant from the secondhand smoking area
everyday.

In addition, the participants have to evaluate and make adjustment about the
recording health behavior data; and evaluate the antecedent and consequences of
success or failure to reach theaspired criterion with considering the intrapersonal and
contextual factors. The patiCipants can compare collected data about their condition with
standards criteria in ortler 10 evaluate and make adjustment about their health status or
health problems. !

3) Self-reinforcement process. T-ﬁi_s_ zprocess presents that the participants
react cognitively and emotionally to thé; }'é'éults of the self-evaluation. After
comparing his/ hersbehavior with the stan:d-;i-r_d_iér'iteria, the participants would have
both positive and negative reactions, which affected the participants to maintain the
behavior, thus strengthening it. Negative reaction, in“€ontrast, would inhibit the
behavior, leading; to modificationsof chehavior. Pesitive reaction, therefore, was an
important motivation for the continuation of behavior.

In this stuay,the participants have'to evaluate and present fils/her positive and
negative reactions and outcomes. After that, the participants used the negative
reactions to prohibit the behaviors or leading to modification of behaviors, and used
the positive reactions to motivate the continuation of desired health behaviors.
Intervener and family member used enacting motivation, and emphasized the

continuation of desired health behaviors. Intervener gave the scenario of negative role
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model with showed the negative consequences and asked the participants to critique
the scenario “What do you feel? If it belongs to you, what will you do next?”
Intervener trained the participants and family member to use self-reinforcement when
the participants accomplished the risky health behaviors management by using the
material reinforcement or verbal symboli¢ self-reinforcement that related or promoted
their better health. Intervener also usually used thewerbal reinforcement to participant
when the participants accomplished the changing. behaviors that related or promoted
their better health, andsincreased the desired health behaviors. The participants were
asked to imagine the.eonsequences of acco__mplished and not accomplished the desired
health behaviors by intervener 1

Self-management techniques havelpr_ot_)_ably made repeated previous attempts
to change his or her risky health behavior_.-:’_EéiIure might have been due to lack of
environmental support, lack of knowledge :of"é;becific behavior change methods, or
lack of sufficient incentives for trying to: -V;:'H%;r{g'e (Kanfer & Goelick-Buy, 1991).
Then, CCNP would.promote self-management by using family member cooperate in
this program and they-can call intervener at any time for-environmental support. The
family member was cooperate in €CNP, to:-takejaction-roles .as* supporting, helping,
and assisting the participants to conduct appropriate health behavior and achieve the
expected qutcomeg in risky “health behaviers management. “As 4vlead et al (2009)
mentioned that combining social support was more effective to improve self-
management for achieving the goals. In addition, this intervention used CHD self-
management education from booklet for enhancing knowledge specific to behavior

change, and using the negative/positive scenario for enhancing incentives for more

successful from the self-help resources as the model suggestion.
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The target health behaviors management of this program was composed of
diet management, physical activity and exercise management, smoking cessation
management, and stress management based on Ornish’s heart disease reversal
program (Ornish, 1990), and existing knowledge. The processes of the target health
behaviors management were developed based on self-management model of Kanfer
and Goelick-Buy (1991). The main contenis.weresdeveloped based on Ornish’s heart
disease reversal program (Ornish; 1990), and existing knowledge.

1) Diet.management. Participants were encouraged to adopt a very low
fat and very low cholesterol diet,which inc__!_ude egg whites and fat-free products (fish,
beans, skinless poulty, and lean meats). The diet consists of less than 10% of total
calories from fat, 15% of ealories from plr_o_te_i_n, and 75% of calories from complex
carbohydrates. Non sweet fruits, vegetablésL Qrains, and soybean products can eat
without caloric restriction. Limit intake ofhlglh calories foods including foods like
soft drinks, Thai dessert, ice cream and cah-;iy/?ﬁét have arlot of sugars. Participants
were instructed to have less than 5 mg of cholesterol and 2 eunces of alcohol per day.
One cupper day of nen-fat milk can provide. No caffeine-is allowed, and salt intake is
also restricted-especially for,those with:hypertension, heart-failure, or kidney disease.

2) Physical activity and exercise management. This program suggested
in moderaie exercise, by walking 30 minutes at least three times per week. Reaching
the target of heart rate is to be 70% of maximum heart rate that most appropriate for
coronary heart patients. The intervener would describe the benefit of aerobic exercise
and regular physical activity to heart function, and train the participants to check their
heart rate. In addition, the participants were encouraged to balance a level of physical

activity that keep fit with the number of calories intake.
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3) Smoking cessation management. Promote the participants awareness
of high risk behavior and how to reduce risk form it; the participants were encouraged
to consider behavior changes in tobacco use; quit smoking and distant from the
secondhand smoking area everyday; motivational patients to take action and to
maintain these new health promoting behaviors. The single most important factor for
people who successful quit smoking was belief and confidence that they could do it,
and you can do it. Don’t quit.unti! you are ready.. Do it in your own way and in your
own time. Quitting smeking.4s a'process, not a one-time event. At first, you may feel
ambivalent about quitting. After that, quit s_moking provides a lot of benefits.

4) Stress management, This program suggests yoga, deep breathing,

and meditation. The @ims of use theselac_tiyities were to increase concentration,
awareness, and sense of‘relaxation. The reséa[(,:her demonstrates and trains participant
to practice stress management and encourag(;; b;élfforming 30 minute’s everyday.
The monitoring for, this intervention usedf Tﬁe 'Coronary Heart Disease Patient’s
Management Questionnaire to test the participants meet the.standard criteria, used the
diary heart book for+monitoring and evaluating risky health behaviors management
related to reduce; cardiac-risk sfactars and:awareness~of<health problems, and use
telephone call‘at 4 and 6 weeks post intervention implementation.

The media, of ‘this program \were ‘composed of DVD; booklet, and the diary
heart book for enforcing the knowledge and practice skills for CHD management with
enhance HRQOL. DVD would describe and demonstrate about risky health behaviors
management related to cardiac risk factors reduction. Coronary Heart Disease Booklet
would provide information about cardiac risk factors, clinical course and patho-

physiology of disease, cognitive affective and behavioral factors affected to worse
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progressive of CHD, management, complication, and risky health behaviors
management. The diary heart book was used for self-monitoring and self-evaluation
about risky health behavior management.

It can be considered that first diagnosed CHD patients are staying in the stage
of adjustment to improve health status. Unhealthy lifestyle or risky health behaviors is
a key determinant of whether or not yod.wiliedevelop CHD. Consequently, the
diagnosis requires risky health behavio;s management that related to reduce cardiac
risk factors such as_manages io diet, smoking habit, physical activity, and stress
management (Condon andMcCarthy, 2006—.; Warrington et al., 2003; Yu et al., 2004).
First diagnosed CHD#patienis have manyf‘cqr_diac risk factors that related to the need
risky health behaviorsimanagement, and cIQp_in__g with chronic course of disease (Jolly
et al., 1999; Moser et al.; 1993). Correspondirlély, risky health behaviors management
is one of the most critical treatmentoptions 1;0 tﬁfevent the development of symptoms,
relieve the symptoms, improve HRQOL, aﬁa:c_ié;éréase the risk of the heart attack and
death.

Offering early~intervention of risky health behaviors management related to
risk factors reduction toja.target-grouprofifirst diagnosed-CHD patients must benefit in
improving their HRQOL. The importance reinforces of addressing health behavior
management as sbonas possible after CHD, particularly!in-patients, with higher levels
of cardiovascular risk, as this possibly will optimize improvement in HRQOL (Berra,

2003; Michelle, 2001; Oldridge et al., 1998).
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@ffering early intervention of risky health behaviors management related to
risk facters reduction to a target group of first diagnosed CHD patients must benefit in
impreving their HRQOL. The importance reinforces of addressing health behavior
management as soon as possible after CHD, particularly in patients with higher levels
of cardievascular risk, as this possibly, will optimize improvement in HRQOL (Berra,

841//)

2003; Michelle, 2001; Oldridge et al., 1994
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CHAPTER I
RESEARCH METHODOLOGY

In this chapter, methodological aspects including the research design,
population and sampling, the setting, instruments, data collection, protection of the

participants’ human rights and data analysis.aredeseribed.

Research Design

In order to examipe the effect pf the CCNP on HRQOL in first diagnosed
CHD patients, the randomized control-tri_a! two groups pretest and posttest research
design was conducted (Friedman, Furberg'; and DeMets, 1998; Knapp, 1998; Shadish,
Cook, and Campbel, 2002). The particibér_\_'_[s__were randomly assigned to either the
experimental or the control group. This research design diagram was showed as

it

following; = :

Experimental group O1 X 02

Control 'gréup 03 04

A
v

8 weeks

Figure 2 Research design

R = Random assignment in order to place samples into either experimental
or control group by using four blocked randomization
O1 = Pretest in the experimental group at second day of admission

03 = Pretest in the control group at second day of admission



117

02 = Posttest in experimental group at 8 weeks after discharge
O4 = Posttest in control group at 8 weeks after discharge

X = Comprehensive Cardiac Nursing Program

Setting

This study was conducted at Singburi and Angthong hospitals. Due to
Singburi and Angthong haospitals are the first.and second ranks of CHD incidence rate
(average five years retrospective) (MP;ﬁ, 2001; 2007). In each setting composed of
experimental and control groups. Both hospitals are the secondary health care setting
which belonged to Ministry of Public Health and covered 300-320 beds. They
provided an intermediate level of health céjre»for CHD patients that included diagnosis
and medical treatment by medical doctorrf's___.o_r_. physicians. They cannot provide the

cardiologist or invasive treatment such as‘Percutaneous Coronary Intervention and
.: -!J-._.

Coronary Artery Bypass Graft.

Population
The population for this study was first diagnosed CHD patients who received

medication treatment.

Sample

The sampla for this<study was [first diagnesed ' CHD patients' who received
medication treatment at Singburi and Angthong hospitals. Sample was recruited
through the eligibility criteria. The following eligibility criteria were as follows.

1) Diagnose with CHD including STEMI, NSTEMI and UA by physician
based on electrocardiography, cardiac enzyme or troponin T investigation and were

received the medical treatment.
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2) Lack of complication that barrier to cooperate in the study such as severe
congestive heart failure, or severe arrhythmia, or severe uncontrolled hypertension
(systolic blood pressure > 200 mmHg and/or diastolic blood pressure >100 mmHg),
or physical problems that precluded exercise.

3) Classify in class Il or IV base on Canadian Cardiovascular Society
Classification system.

4) Competent to read. and write Thai

5) Willing to partiCipate in the investigation

1. Sample size

Researcher calculated the sample Size for sequencing of assignment to group
that could be completed before initiation of_d_at_a collection. For this study, sample size
was calculated base on statistical power anajygis and effect size determinations, which
used a sample size table to determine the:'-re‘(j'ﬁired sample size. The significance
criteria was set =:05, effect size = .63rrbés’ed on thesprevious study that had
characteristic same-as$ this study (Hofer et al., 2006a) and power = .80 based on the
accepted value of power (Cohen, 1988; Polit and Beck, 2606).

Effect-sizes ifer thescemparison baseline/follow=up-were calculated from the
study of Hofer et al., (2006). Effect size = (Mean of the overall HRQOL at pretest -
Mean, of the  overalh HRQOL; at posttest)/Standard aeviation of .everall HRQOL at
pretest, = (4.80-5.51)/1.12= -0.63. According to the table of sample size from the
principle of Cohen (1988) found that 35 cases in each group were sufficient for the
comparison. This study would follow up the participants 8 weeks after discharge. To
prevent withdrawal of participants which assume an attrition rate at 20% based on

drop out rate from previous study, the sample size should be adding recruit 7
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participants per group. Then, the sample size was recruited 42 participants per group
and the total numbering was 84 participants.

2. Sampling procedures

Researcher used random assignment the participants into experimental or
control group by using blocked randomization. The randomization tends to produce
the study groups comparable with respect to-knewn and unknown factors, removes
researcher bias in the allocation of parﬁcipants, and guarantees that statistical tests
will have valid significance levels (Friedman, Furberg, and DeMets, 1998).

When the participants who met _t:he eligibility eriteria admitted at medical
ward, a research assistant approached the participant by individual. If he/she decided
to join this study, they have to signed :[hg _i_nform consent. After that, researcher
assigned participants into experimental g[éub or control group by using blocked
randomization that already conducted prior to (}I'g{fa collection. The advantage of using
block randomization, was the equal numbe:rf 'éf;bérticipants in the experimental and
control groups that-enhance the equivalence between groups (Friedman, Furberg, and
DeMets, 1998).

Four-block size \wasyset toj randemize) four patients at+a time ensuring that
two patients vere allocated to the experimental group and two patients to control
(Friedman at'al., £4998; VicKers, 2006). As It happens; there are six!ditferent possible
ways (EECC, ECEC, CEEC, CECE, CCEE, and ECCE), to randomize four patients
equally to two groups. So researcher used draw technique to randomly select one of
the six types of block at the time when the first patient was randomized and this
determines the treatments received by the first four patients. A second block was

randomly selected when the fifth patient was registered in order to create allocations
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for patients 5-8. Researcher continually used draw technique to randomly select one
of the six types of block until complete the total number in each group. The sampling

procedures that were explained as previously, can present and conclude in Figure 3.

Singburi and Angthong hospitals

Recruited the sample lby using eligibility criteria

: 7 L

Sample in Singburi hespitals Sample in Angthong hospitals

Rardom assignment by using four blecked randgmization

] NN

EECC ECEC CEEC CECE CCEE ECCE
Comprehengive Cardiac Usual Care
Nursing Program Group i Group

de s A

Figlire 3 The sampling procedures

All of these procedures minimize the possibility of imbalance among
potentially confounding variables and achieves better balance between the experiment
and control ‘group’ (Friedman et-al.; 1998; Shadish et al., 12002). Seventy-four
participants who fulfilled the eligibility criteria were approached. All,of them decided
and appreciated 't@ participate ningthis’ study, ne: one refused.3Then, the sample
consisted of 74 patients, 37 of them were random assigned in the control group who
obtained usual care while the other 37 were random assigned in the experimental
group who obtained usual care in addition to comprehensive cardiac nursing program.

No one has to dropout from this study that might be related to the researcher used the
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appointment schedule and telephone call for reminding them prior to the appointment

date.

Research Instruments

The instruments that were used in this study comprised of three types; 1) data
collection instruments, 2) intervention Instruments, and 3) experimental monitoring
instruments. The content validity of instrumenis'Wwas examined by 7 experts including
four nurse instructors frem various institutes who expert in self-management, quality
of life, cardiac rehabilitation, and coronary heart disease, two advanced practitioner
nurses who expert in cardiovaseular nursing care, and one physician who experts in
coronary heart disease and gardiac rehaB:iIitation. Furthermore, researcher had one
additional in mass media communicationf"i_ns_t_ructor who experts in multimedia for

#

approving the media of this program. —

1. Data collection instruments ¥

All participants in both groups have to complete; 1)-Medical record was used
for collecting the medical and laboratory investigation that provided the significant
data of this study, 2) Personal data and the health behaviors related to cardiac risk
factors questionnaire was used for obtaining the data that affected to their coronary
heart disease and health related quality of life, and 3) Quality ofalife index-cardiac
version IV 'was used to ‘'measure the fealth related quality.'of life’s outcome of this
study. The instruments no 1-2 were used only pretest to compare the factors that
might be affected the equivalence between the participants who received the CCNP in

the experimental group and the participants who received the usual care in the control

groups.
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1.1 Medical record
This instrument was developed by researcher for collection of personal

data about medical and laboratory investigation. All data were included the cardiac
risk factors that related to the occurrence and progression of disease, factors predicted
health related quality of life, data supporting to be diagnosed with CHD, and medical
treatment. Then, weight, height, BMI, systolic/diastolic blood pressure, symptoms,
EKG, Troponin T, total cholesteral, triglyceride, high density lipoprotein, low density
lipoprotein, fasting bleod swgar, HbAlc, and type of medication were recorded
(Appendix A).

1.2 Personal data and the health behaviors related to cardiac risk
factors questionnaire

This instrument was develgpéd by researcher based on extensive
literature review about modifiable-and non r:hoa'ifiable cardiac risk factors and factors
affected to health related quality of life. ThIS instruifent was divided into two parts
(Appendix B). The dirst part twelve questions concerning.personal data were asked
including age, gender; marital status, religious, education; occupation, working status,
income, econpomic status,“comorhidties; family, history;, and significant others. The
participants have to check only one of the following answer choices in each item that
mostly dirgcted orrelated to‘them

The second part asked about the health behaviors related to cardiac risk
factors including 5 domains 36 items of 1) eating behavior 10 items, 2) coping with
stress 10 items, 3) personality 10 items, 4) physical activity and exercise behaviors 4
items, and 5) smoking behavior 2 items. The score points for the second part were

various depending on each behavior. The scores of eating behavior and coping with
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stress questionnaires were rated by the frequency of doing with the answer choices
which were not conduct (1), once or twice a week (2), three-five times a week (3), and
six-seven times a week (4). The total scores were ranged from 10-40 in each part. The
high scores indicated good health behaviors or low cardiac risk factor in eating and
coping with stress behaviors.

The scale of personality questionnaire was classified into two answer
choices: yes (1) and no (0). Fhe total scores were ranged from 0-10. The high scores
indicated the type A persopality that related io the occurrence and progression of
coronary heart disease. The scale of phy_gical activity and exercise behavior were
classified into two amSwer choiges: Ves (1) and no (0). In addition, the participants
have to fill the data in the blank form, alnd_ q_hecked the frequency and duration of
physical activity and exercise behavior. Thg;-’_f_réquency was divided into three groups:
less than 3 days (1), more than3-days (2), ar;d ;é{f;eryday (3). The duration was divided
into two groups: less than 30 minutes (1):;r:1_d_ir_nbre thans30 minutes (2). The high
scores indicated goed health behaviors for physical activity.and exercise.

The last domain, smoking behavior was-classified into two answer
choices: yes (1) and noj(0): In additian;the-participants, weresasked ex-smoking that
the answers were also classified into two answer choices: yes (1) and no (0). The high
scores indicated high.cardiac risk factor in'smoking behavior.

The content validity of this instrument by the 7 experts showed the
CVI = .98, and =.85 for the personal data questionnaire of the first part and the health
behaviors related to cardiac risk questionnaire of the second part respectively. This
instrument also tried out with 30 first diagnosed CHD patients. The resulted of

internal consistency reliability for the overall questionnaire was .73, eating behavior =



124

.63, coping with stress =.72, personality =.88, physical activity and exercise behaviors
=.71, smoking behavior =.66.

1.3 The Quality of life Index-Cardiac version IV

The instrument evaluating the outcome of this study was specific
HRQOL instrument in which a global measure. The Quality of life Index-Cardiac
version 1V (QLI-cardiac version 1V) was developed by Ferrans and Powers (1985;
1998) and translated to Thai Dy Atchara Sukornthasan. This instrument was used with
permission of Dr. Ferrans and Dr. Atchara Sukornthasan who developed, translated

and published it on website" (hetp/Aww.uic.edu/orgs/glif). The reasons to choose this

instrument were the gongruent concept of health related quality of life in this study. In
addition, the psychometric properties of tlhi_s _i_nstrument from previous studies were
good (Appendix D). _

They developed the Quality of Lllfe Index to measure quality of life in
terms of satisfaction with life. This instrljr;éh_{Was eonstructed into two parts, 70
items: the first measures satisfaction with various aspecis of life and the second
measures the importafice of those same aspects, and the overall HRQOL score refer to
perceived HRQQL  Searesywere calculated-im foun domains: shealth and functioning
(15 items), s@cial and economic (8 items), psychological/spiritual (7 items), and
family (5 itams) (Rérranset al;, 2005).

The QLI - Cardiac version IV was a six-point likert scale rating.
Patient had to decide for each item, which one best describes how satisfied was in
their lives and choose one of the following options in the scoring system: very

dissatisfied, moderately dissatisfied, slightly dissatisfied, slightly satisfied, moderate

satisfied, and very satisfied from 1-6, respectively. And which one best describes how
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important was in their lives and choose one of following options in the scoring
system: very unimportant, moderately unimportant, slightly unimportant, slightly
important, moderate important, and very important from 1- 6, respectively.

Overall QLI scores

1) Recode satisfaction scores to center the scale on zero, subtract 3.5
from satisfaction response for each item.

2) The scores.der-the Wéight satisfaction responses are multiplied by
the paired importancesrespenses, the raw importance responses for each pair of
satisfaction and importance items.

3) Thesoverall or total quali_fy __qf life scores are obtained by summing the
scores in step 2. :

4) To preventbias ih overal_l_:égélity of life scores due to missing data,
divide, each sum score will obtain in step 31bj"£-he number of items answered by that
individual. Next, to_eliminate negative numbers for:the fipal score, add 15 to every
score. This procedureé will show the overall quality of life scares range from 0-30. The
lower scores indicate_lower quality of life and higher scares indicate higher quality of
life.

The QLI-cardiac version IV was test the content validity based both on
an extensive iterature: review and jalsoj was provided /byran-aceeptably high rating
using the content validity index. Construct validity test by convergent validity with
strong correlation r =.93. The reliability was supported by internal consistency
reliability with used Cronbach's alphas ranging from .86-.98 across 7 studies,
temporal (stability) reliability r =.87, Responsiveness to change (sensitivity) of the

QLI has been demonstrated in 27 published intervention studies
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(http://www.uic.edu/orgs/qli/). The QLI-cardiac IV Thai version was test internal

consistency reliability by Cronbach's alphas .79 (Aem-Orn Sangsiri, 2004) and .88
(Kusuma Kuwatsamrith, 1996).

The QLI-cardiac version IV were tried out with 30 first diagnosed
CHD patients which the resulted of internal consistency reliability by Cronbach's
alpha coefficient was .95 for the overall HRQOL; and .96, .94, .95, .91 for each of
domain respectively. This instrument would be assessing health related quality of life
for both groups in twertimes of pretest at second day of admission and posttest at

eight weeks after disehargg:

2. Intervention instrument
Comprehensive Cardiac Nursing"'__Prggram (CCNP) is multi-components
nursing intervention which prometed self-—ﬁjanagement in first diagnosed coronary

i

heart disease patients on the basis of cog‘_rli-t;.ive and behavioral techniques with
supporting from family member by using se-lf;_fnénitoring, self-evaluation, and self-
reinforcement processes based on self-management model of Kanfer and Goelick-Buy
(1991).

The CCNP was emphasized in' patient’s risky health behavior management
that composed of diet management, physical activities and exercise management,
smokKing cessation: management, ‘and stress management” based. an Ornish’s heart
disease reversal program and existing knowledge. Accordingly, risky health behavior
related to increase cardiac risk factors are responsible for the development and

acceleration of coronary atherosclerosis plaque that cause the changing of health

status with resulting in health problems.
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Researcher would describe about CCNP in 3 topics of 1. The comprehensive
cardiac nursing program development. 2. The comprehensive cardiac nursing program

trial and 3. The comprehensive cardiac nursing program modification as following:

1. The CCNP development

CCNP was developed based on.self-management model (Kanfer and
Goelick-Buy, 1991), Ornish’s heart disease-reversal program (Ornish, 1990), and
existing knowledge as shewn in ehapter 2. CCNP would provide the knowledge and
practice skills to managesthesrisky health behaviors that significantly related to
improve health status with improve health related quality of life. In addition, the
participants have at least/l family membxér cooperated in all 5 sessions as supporter
and assistant for conducting self—managerﬁént._.]’his program was flexible and allowed
for individual implementation. -

S

This program composed of 4‘_ ﬁﬁases that covered the 5 sessions of
implementation within 8 weeks after admiséi;n from first diagnosed CHD. The 4
phases of this program were 1) the risky health behavior assessment phase, 2) the
preparation for the coronary heart disease patients’ self-management phase, 3) the
practice for the coronary heart disease patients! self-management phase, and 4) the
evaluation for the coronary heart disease patients’ self-management phase as describe
following:

1) The risky health behavior assessment phase. The aims of this phase
were to develop relationships and promote participant to accept the changing of health
status; to assess the risky health behaviors and previous knowledge and experiences

about CHD. This phase is an important step for nurse to understand the participant’s

condition.
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The activities in this phase were cooperated in the first session of this
program that began with the assessment and identified the personal data that related to
the cardiac risk factors and risky health behaviors by a research assistant. Intervener
made the good relationship with the participant and their family member, and
encouraged the participant to accept the changing health which ready to participate in
this program. In addition, the most important in“this phase, the participants were
encouraged for self-confidence in their coronary heart disease patients’ self-
management competeney (Appendix F).

2) The preparation’ for :th__(:e coronary heart disease patients’ self-
management phase. Fhe aims of this phase were compesed of 1) to enhance the
participant’s knowledge and managementlsk_ill__for managing health behaviors related
to cardiac risk factor reduction, 2) to help-ﬂ]g :participants to set their short and long
term goal for managing their risky health begé;i{fbrs, 3) to promote the participants for
correct monitoring,-and recording their heéliﬁ_b;éhaviors in“the diary heart book, and
4) to enhance the ‘participants self-confidence and self reinforcement for their goal
accomplishment and-use the effective management of their health status and health
behavior to live with senious progressive-life-threatening-chronic-disease as CHD.

The activities in this phase were cooperated in the second and third
sessions of this pregram which implemented in the second-and third day of admission
about 45-60 minutes respectively at medical ward. The major activity of this phase
were emphasized about providing significant information for enhancing participant’s
knowledge, understanding, and management about CHD, cardiac risk factor, and risky
health behaviors management by using the coronary heart disease booklet in the

second day of admission. The participants were also trained and practiced the skills
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for their risky health behavior management by using the DVD about risky health
behavior management of CHD patients in the third day of admission. Intervener not
only help participants to set their short and long term goal for managing health
behaviors related to cardiac risk factor reduction but also enhance the participants
self-confidence and self reinforcement for accomplishment their goal. In addition,
intervener support the partieipants for correct menitoring, recording, and evaluating
their risky health behaviors.management in the diary heart book and support the
participant to readiness for.managing their risky health behaviors when discharge
from the hospital.

3) The practices for the coronary heart disease patients’ self-
management phase. The aimg of this phas_e were composed of 1) to promote the
participants for continuous managing their rjsky health behavior related to cardiac risk
factors reduction in everyday ‘life, 2) to m:bn‘i't'fbr, evaluate, and reinforcement their
risky health behavior .management, andrir%)'_ to supportsthe participants analyze,
evaluate, and reorganize their goals, plans, and strategies of health behavior
management based of'their self-monitoring and self-evaiuation from the diary heart
book for necessary adjustmentito achieve theirigoals:

The activities in this phase were cooperated in the thirds and forth
sessions 'of this program. Thesthird session was implemented ‘at paiticipant’s home at
two weeks after hospital discharge about 60 minutes. The activities were included,;
monitor and evaluate short term goals of risky health behavior management and
support the participant to adjusts/reorganizes his/her health behavior management
related to data from the diary heart book for necessary adjustment to increase the

desired health behaviors. In addition, the activities were also supported and reinforced
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the participant for using appropriate self-reinforcement related to his/her goal
achievement, for using the technique of self-instruction from the utilization resource
of booklet, and supporting from family member. Moreover, the intervener was also
supported the participant’s management of cognition, affective, and behavior with
induce change of health status and improve HROQOL.

The activities of forth sessionwas-tised the telephone call at 4 and 6
weeks after discharge from.the hospitél. These phone calls would limit to 10-15
minutes. The topic fortalking were reinforce, moniior, and evaluate the participants
for maintaining risky-health behavior management and regular recording in the dairy
heart book. In addition the intervener reinforce the participant for using effective
decision making to eorrect their healthl_prc_)blems, and support the participant’s
management of cognition, affective, and beb‘_a_vzior with induce change of health status
and improve HRQOL. » 4

4) The evaluation for thé 66?6hary heart disease patients’ self-
management phase. The aims of this phase were to evaluate the participants meet the
standard criteria of this program, to evaluate the short and long term achievement of
the participants, and te evaluatesthe:effective-ofi the program:

The activities in this phase were cooperated in the second, thirds, and
fifth“sessions of ihis\program; The activities for ‘evaluating the paiticipants meet the
standard criteria of this program were composed of 1) participants have to present
their knowledge about CHD through the test by using “coronary heart disease’s
knowledge questionnaire” in the second session, and 2) the participants have to take

the test about “coronary heart disease’s self-management questionnaire” in the third

session. The participants have to meet the standard criteria 75% both the first and
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second parts of The Coronary Heart Disease Patient’s Management Questionnaire as
mentioned previously. They have to meet the standard criteria before continuing into
the next session. If he/she cannot meet the standard criteria, the implementation in
each session will be take place again.

The activities to evaluate the short and long term goal achievement of
the participants were compesed of the ini€pvener; the participants, and the family
member evaluate and discuss-the achievement of short and long tem goal from the
action plan in the diaryheari#book at the third session and fifth session or the second
and eight week after.discharge respectively__.:_

The activities 0 evaluate the effective of the program were composed
of the research assistants gbtained the siéni_fi(_:_ant data by using the medical record,
personal data and the health behaviors relétgd to cardiac risk factors questionnaire,
and the Quality of life Index-Cardiac versio:h; I\Jf in the last session of the program at
out-patient department 8 weeks after disch:afr\é-;_e/._j All 4 phases of this program can be

described as the figure 2.

Assessment phase

1

Partnership between
participants and intervener

A 4

Evaluation phase [ Preparation phase

A
Practice phase

Figure 4 The processes of the comprehensive cardiac nursing program
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The media of this program were composed of DVD, booklet, and the
diary heart book for enforcing the knowledge and practice skills for CHD
management with enhance HRQOL. DVD would describe and demonstrate about
risky health behaviors management related to cardiac risk factors reduction. Coronary
Heart Disease Booklet would provide information about cardiac risk factors, clinical
course and patho-physiology of disease, cOgnitive affective and behavioral factors
affected to worse progressive.-of CHD,Vmanagement, complication, and risky health
behaviors managemenieThe.diary heart book was used for self-monitoring and self-
evaluation about risky health behavior management.

2) The!CCNP trial

This CENP was examinedlth_e _(;ontent validity, media of the program
by eight experts: four nurse instructors in sé!thanagement, quality of life, CHD, and
cardiac rehabilitation; two cardicvascular clmlcéﬂ nurse specialists; one physician who
experts in coronary«heart disease and cardir;'ié/?éhabilitation; and an expert in mass
media communication. After that, researcher reviewed the.content and media of the
program according te-the suggestions from experts before field testing. Field testing
would be implemented at;secondaryhealthzcare:setting-for;test:the feasibility and the
problem for CCNP implementation.

The revised CCNP was try=out on’5 first diagnosed-CHD patients who
were met the eligibilities criteria as the participants in this study. The objectives for
conducting the field testing were 1) determine the feasibility of the propose study, 2)
to identify the problems of comprehensive cardiac nursing program implementation,
and 3) to examine the validity and reliability of the research instrument. After that,

researcher reported any problems to advisors. The result of try-out of CCNP indicated
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that the researcher should combine some related contents because there were too
many content to follow in some sessions.

3) The CCNP modification

The suggestions from the experts and the result from try-out indicated
that the researcher should modify and abbreviate the content in the CHD booklet and
DVD due to there were too much content, and extending more time in some session.
In addition, the CCNP implementation should move the second session from the day
before discharge to the“third day of admission due te most of the patients didn’t

receive the plan for dischaige day.

3. Experimental monitoring instruments
The experimental /monitoring instfgm_gnts for this study comprised of The
Coronary Heart Disease Patient’s Manage{ﬁent Questionnaire, and The diary heart

A4

book. =

3.1 The Coronary Heart Diseésé!Pétient’s Management Questionnaire
was developed by researcher based on extensive review literature. The aim of this
instrument was to examine the knowledge about coronary heart disease and the
competency (far “corgnary ‘heat ‘disease’symanagement of ‘the participants. This
questionnaire was divided into 2 parts. The first_part was coronary heart disease’s
knowledge' questionnaire and the.second’ part was ‘coronary| heart; disease’s self-
management questionnaire (Appendix C).

The coronary heart disease’s knowledge questionnaire covered and
related to the significant information providing to participant in the experimental

group. This questionnaire composed of 45 items. The scale was classified into 2

choices; right (1 score) and wrong (0 score) that participants have to choose only one
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choice in each item. The aim of this instrument was to evaluate the participant’s
knowledge and understanding about coronary heart disease, patho-physiology, health
behaviors related to cardiac risk factors, and risky health behaviors management
related to reduce cardiac risk factors. The total scores were ranged 0-45. The higher
score was meant the participants have more knowledge and more understanding about
coronary heart disease than lower score. This‘paitwas used after finished the second
session of the comprehensive.cardiac nufsing program at the third day of admission.

The corenary heart disease’s self-management questionnaire also
covered and related 40 thesSignificant info__gmation providing to participant, however
difference from the.previous one which emphasized about self-management in 5
domains. This part asked about self-mana:ge_m_ent of coronary heart disease patients;
general management (10 items), diet manég@hent (10 items), physical activity and
exercise management (10 items), smoking cééssfion management (7 items), and stress
management (8 items). All questions comp&éd%f 45 items: The scale was rated into
five likert scales;eannot conduct, fair conducting, moderate conducting, many
conducting, and the most conducting. The participants have to choose only one scale
in each item thatomostly directed to ithem.<The total scoreswere ranged 45-180. The
high score was /meant that the participants can conduct the self-management of their
coronary heart disease:

This questionnaire was used for monitoring research intervention in the
experimental group by testing the participant to meet the standard criteria of CCNP
about 75% in each part. The first part was used at the third day of admission after
completed the first and second sessions of CCNP. The second part was used two

weeks after discharge at participant’s home. The reason for use the second part at this
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time due to the participants must have experienced about coronary heart disease
management in the real life situation before answer this questionnaire.

Researcher tested the psychometric property by using content validity
and internal consistency reliability. This questionnaire was brought to 7 experts that
composed of 4 nurse instructors, 2 advanced practitioner nurses, and 1 physician. The
content validity would be validated by those.eXperts which resulted of CVI1=.85, and
CVI =.71 for the first and seeond parts. The internal consistency reliability of this
instrument was tested.in"30 first. diagnosed CHD patients by using Kuder-Richardson-
20 (KR-20) for the first part was'.35, and by Cronbach's alpha coefficient was .85 for
the second part. 1

3.2 The" diary/ heart' 'hook was developed by researcher for the
participants in the experimental group tol.-ménitor and record the achievement of
participant in short and long term goal thr(;uéﬁ' risky health behaviors management
that related to selfsmonitoring and self-éVéintion processes of self-management
model (Appendix E). The participants have to monitor their daily self-management
while staying home. “Researcher brought the diary heart'book to 7 experts as mention
previously. ln-addition, researcher corrected thej diary~heart hook as the suggestion
from experts for the easiest, most convenience and practical for participants that
might, be' fay personor low education. “Aifter  that, researcher tied-out in 3 first
diagnosed CHD patients who completed elementary school, and re-correct it again.

The checklist in diary heart book was divided into 4 parts in each week
including diet management, physical activity and exercise management, smoking

cessation management, and stress management. The participants have to check their

management in each part every week that related to their goals setting. In each part,
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participant have to check for setting their goal, activities, results about the frequency
and competency of conducting, and name of recorder. The participants were asked to
monitor themselves according to the checklist in this book for 8 weeks after
recruitment to the program (the first 2 weeks for short-term goal, and the next 6 weeks
for long term goal). Researcher collected /this diary heart book at 2 weeks, and 8
weeks related to the time’s goal setting. 1n addiiion, to ensure that each participant
kept trace with this procedure-designed of this study, researcher used telephone call
for remind and encourage them at 4 and 6 weeks. No participants failed to follow this

monitoring procedure

Experimental proceduge
Researcher divided and explained the ‘experimental procedures into 3 phases
including preparation, implementation, and-léfv'é.lrgation.
1. Preparation phase :
1.1.Instrument preparation
The manual of the CCNP, media of this program, and all instruments
were developed by researcher and were proved the content validity by 7 experts.
1.2 Research and research assistant preparation
Researcher who had the experiences for caring the' patients in the
medical ‘department “was' trained. and ‘practiced about.’ risky. ‘health behaviors
management that used in this program. The training and practice were included;
cooking the very low fat and salt diet; taking the stress management with Yoga, deep
breathing, and meditation; taking the moderate exercise by walking 30 minutes

everyday.
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Two research assistants in this study were the volunteer register nurses
at medical ward who have the experiences for caring the patients in the medical ward
for 8 year and 12 year form Singburi and Angthong hospital respectively. Both of
them had the certificated in caring coronary heart disease patients and have been
taken action role as the ACS nurse’s manager in each hospital. The research
assistance’s role was obtaining the pretest and pesttest data in both the experimental
and control groups. Prior (o the impleméntation of this study, both research assistants
were described, discussed abeut.all of the instruments those were used for the correct
understanding and obtainiag the significan__@ data for pretest and posttest. In addition,
both of them were #faingd and' practiced to use those instruments until have the
accurately and reliability prior to the implelmgn_';ation as well.

1.3 Place preparation 5

Researcher informed-the dire:é:ﬁcgfg"bf nursing, and collaborated with the
head nurse and staff, nurse of medical War:o-lf 'éh‘d medical out-patients department of
both hospitals. The @bjectives, procedures, and the approximately length of time for
data collection were taformed. In addition, researcher alse requested and prepared the
living roomor gmeeting-roemy for the firstyands second+ sessions of the CCNP
implementation;

2. Implementation phase

2.1 Procedures in the control group

The participants in the control group were completed the questionnaire
for pretest including the personal data, health behaviors related to cardiac risk factors,
and HRQOL at the second day of admission. They were received the usual care

during the 8weeks since admission from first diagnosed CHD. The usual care was
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meant the conventional health information that was given by nurse, physician, and
other health care provider for caring first diagnosed CHD patients at the medical ward
and out-patient department. The usual care is also including information that nurse
gives during bed site nursing care, gives leaflet about CHD and lifestyle modification,
provides health education before discharge home, telephone calls after discharge from
the hospital, gives information to group of paticats by using pamphlet while patients
wait to see the physician at in/out patienfs department. The participants were complete
the QLI-cardiac version™1\/_jor positest at 8 weeks after discharge, and were got the
CHD booklet when they followed up at megical out-patients department.

2.2 Procedures in the experimental group

The participants in the expelrimgntal group were received the usual care
and the CCNP that compesed of four Qﬁ@ées and covered the five sessions of
implementation within 8 weeks after admisgié’rilg'i‘rom first diagnosed CHD as present
in the diagram of timetable of contract wifh'-_éabjects (Appendix G) and the CCNP
manual (Appendix-E@and H). All activities of this program were implemented into five
sessions that can be cencluded as following:

Session 1; thefirstosessionawas implemented in-medical ward at the
second day ofiadmission about 45 minutes. The aims were to develop relationships
and promote participant to accept the changing of health status; to-assess the previous
knowledge and experiences about CHD; and to support participant for understanding
about CHD, cardiac risk factors, and CHD self management. The major activity of
this phase was emphasized about providing significant information for enhancing

participant’s knowledge, understanding, and management about CHD, cardiac risk
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factor, and risky health behaviors management by using the coronary heart disease
booklet.

Session 2; the second session was implemented in the same place at the
third day of admission about 60 minutes. Intervener prepared and supported the
participants for gain more knowledge, understanding, and practicing the skills for
his/her risky health behavier management by using the DVD about risky health
behavior management of CHD patienté. Intervener not only help participant to set
their short and long tesm goal for managing health behaviors related to cardiac risk
factor reduction but" also enhance thg_ participants self-confidence and self
reinforcement for acedomplishment their goal. The participants have to present their
knowledge about CHD'through the test bylugir_x_g “coronary heart disease’s knowledge
questionnaire” the first'part of The Coron_ﬁ_ryz Heart Disease Patient’s Management
Questionnaire to meet the standard criteria (75%) of this program before continuing
into the next sessiony, If he/she cannot pass the _s/fiein'dard criteria, the implementation of
this session will beftake place again at the forth day of admission. In addition,
intervener support participant for correct monitoring;~recording, and evaluating
his/her risky~tiealth behaviorsrymanagement rin the; diary:<heart book and support
participant for‘continuing risky health behaviors management in everyday life.

Session 37 this, session witl implement’ at participant’s home at two
weeks ‘after discharge about 60 minutes. The aims of this phase are to promote
participant continuing health behaviors management related to cardiac risk factors
reduction in everyday life. The activities of this session were included; monitor and
evaluate short term goals of risky health behavior management and support the

participant to adjusts/reorganizes his/her health behavior management related to data
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from the diary heart book for necessary adjustment to increase the desired health
behaviors. In addition, the activities were also supported and reinforced the
participant for wusing appropriate self-reinforcement related to his/her goal
achievement, for using the technique of self-instruction from the utilization resource
of booklet, and supporting from family member. Moreover, the intervener was also
supported the participant’s management of .eogaition, affective, and behavior with
induce change of health status-and impfove HRQOL . In this session, the participant
has to take the test about“coronary heat disease’s self-management questionnaire” the
second part of The Coronary Heart Diseasg_ Patient’s Management Questionnaire and
has to pass the standard criteria 75% of the program before continuing into the next
session. If he/she cannot meet the standardlc_rit_e_:ria, the Implementation of this session
will be take place again at tomorrow: " |

Session 4; Intervener-will useifr;é"'telephone call at 4 and 6 weeks after
discharge from the hospital. These phone callstII limit t9-10-15 minutes. The aims
are to reinforce, ‘monitor, and evaluate participant for..maintaining risky health
behavior management  and regular recording in the dairy heart book, to reinforce
participant for-using effectiverdecision:makingstojcorrect; his/her-health problems, and
to support participant’s management of cognition, affective, and behavior with induce
change of health siatus and improve HRQOL.

Session 5; the last session will implement at out-patient department at
8 weeks after discharge from the hospital. The aims are to evaluate the achievement
of participant’s long term goal, to reinforce the participant for continuing risky health

behavior management in daily life, to answer the questions from the participant and
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support the participant for giving information to the others, and to terminate the

program. The CCNP process was summarized in the table 1.

Table 1 The summarization of the comprehensive cardiac nursing program process

Session & Place Content Method
Time

Session 1 A medical - Developrelationship - Individual
45 minutes ward - Introduce ineqprogram learning with
(The second - Assess the previous family cooperation
day of knowletlge and-experiences | by using CHD
admission) about CHD booklet

-Provide information about

CHD, cardiac risk factors,

and CHD patients’ health

behaviors management
Session 2 A medical + Enhance knowledge and - Individual
60 minutes ward management skill by training | training with

(The third day
of admission)

and practiging for risky
health behaviors
management

“Use approptiate self-

“Vreinforcement related to

histher goal achievement

-~ +Set his/her shert-and long

term goal for risky health.

behaviors management =
- Evaluate CHD knowledge
through the test by using
“The Coronary Heart
Disease Patient’s
Management Questionnaire

supporting from
family member by
using DVD for
CHD risky health
behavior
management

Session 3

60 minutes
(Tworweeks
after discharge)

Participant’s
home

- Self-monitoring, self-
evaluation, self-
reinfercement-forrisky
health behaviors
management

- Evaluate the short term
goal of the participant for
risky health behaviors
management

- Evaluate CHD
management through the test
by using “The Coronary
Heart Disease Patient’s
Management Questionnaire

- Manage their
risky health
behaviors
management with
supporting from
family member

- Daily monitor and
record risky health
behaviors
management in the
diary heart book
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Session & Place Content Method
Time
- Analyzes, evaluates,
reframes expectation, and
reorganize goals, plans, and
strategies of health behavior
management for necessary
adjustment to increase the
desired health behaviors
Session 4 Participant’s | - Monitor, evaluate, and - Telephone call for
10-15 minutes | home and reinforce Tairisky health monitoring,
(4 and 6 week | Intervener’s | behaviors management evaluation, and
after discharge) | office = Promote the continuing reinforcement

risky health behaviors
mianagement with supporting
from family member

v

- Daily monitor and
record risky health
behaviors
management in the
diary heart book

Session 5 Out=patients
45 minutes department
(8 weeks after

discharge)

= Evaluate the long term goal
of the participant for risky
health behaviors
management

-, Promote the continuing
risky_ health:behaviors
management with supporting

- - from family member

- Terminate the program

- Daily monitor and
record risky health
behaviors
management in the
diary heart book

3. Evaluation phase

The final [phase”is the evaluation the!efféct ofi CENP that included the

outcome evaluation and terminate the program. This phase was conducted at medical

out-patient department 8 weeks after discharge laimed to evaluate“the lang term goal

of participant in experimental group by intervener and to obtain the data about

HRQOL for posttest both groups by a research assistant. This phase need the

interactive between the participants in the experimental groups and intervener about

the evaluation of their long term goal accomplishment. The participants in the control

group were also received the coronary heart disease booklet in the day of posttest. All
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the participants were reinforced to continue risky health behaviors management. In

addition, researcher thank you all the participants for their cooperating in this study.

Data collection

In this study, the time spent in the program was 8 weeks. However, the
participants in this study could not recruited.inio the study at the same time due to the
participants were first diagnesed CHD patienis-at different point of time. Therefore,
the participants in both groupswere could not start to participate in this study at the
same time. Consequence; the length of time for this study was 6 months. The
procedures for data collection were describéd as following:

1. Researcher Prought the letter from faculty of nursing, Chulalongkorn
University to the director 0f Singburt and Angt‘hong hospitals for the ethical approval

and data collection permission. 1,

2. After that, this study was proved_»f_h/e_-_ ethical from the ethical committee of
Singburi and Angthong hospitals, and permission for the data‘collection.

3. When the patients who met the eligibility criteria admitted at medical
ward, research assistant.approached and explained the objectives, procedures, and the
protection of human right of the participants. Once they decided to participate in this
study, they have to sign the consentform.

4." Researcher randomly “assighed ‘the participants to the experimental or
control group by using four block randomization technique.

5. The obtaining data for pretest was conducted by a research assistant at the
second day of admission at medical ward which included the personal data, health

behaviors related to cardiac risk factors, and HRQOL. Blinding between the

participants and research assistants who collected the pretest and posttest data would



144

be used for controlling confounding factors, decrease bias, and increase validity of the

outcome.

6. The participants in the control group received the usual care, while

participants in the experimental group received the usual care and CCNP from

intervener. Intervener was mean a rese vho providing CCNP both hospitals.

7. The obtaining data for prei ucted by a research assistant at 8
i‘
weeks after discharge w medical out-patient department.
8. Researc d cleaned the data prior to data
analysis.
The researck the table 2

AULINENTNEINS
RINNIUUNIININY
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The second
day of
admission

The second
day of
admission

The third
day of
admission

The second
weeks after
discharge

The forth
and sixth
weeks after
discharge

The eighth
weeks after
discharge

The eighth
weeks after
discharge

Pretest
1. Medical record

2. Personal data and the health behaviors related to cardiac risk factors questionnaire

3. The Quality of life Index-Cardiac version IV

l

l

Experimental group
Comprehensive Cardiac Nursing.Pregram

Session 1: (medical ward at the second day:
of admission-about45 minutes)

-to develop.relationships and promote the
participant to accept the changing of health
status

-to providesthe significant information for
enhancingiparticipant’s knowledge,
understanding; and management apout CHD by
using the GHD booklet
Session2: (medical ward at the thlrd day of
admission about 60/minutes) .

-to train the necessary skills about risky
health behavior management by using.the
DVD -

-to support the participant set thmr_short and
long term goals

-to train for correct monitoring, recordlng,
and evaluating risky health behaviors .+
management in the eiary-heart book =~

-to evaluate about CHD knowledge
Session 3: (at participant’s hoime two weeks
after-discharge about 60 minutes)

-to promote continuing risky health
behaviarsimanagement in daily living

-to monitor and evaluate short term goals

-to evaluatezabout coronary heart.disease’s
Self-maniagenient
Session 4: (telephaone calllat 4 and 6 weeks
after discharge about 10-15 minutes)

-to monitor, reinforce,;and evaluate the
participant forymaintaining risky health
behavior,management and regular recording.in
the'dairy heart'book
Session 5: at out-patient department at 8
weeks after discharge about 20-30 minutes)

-to monitor and evaluate the long term goal

-to reinforce the participant for continuing
risky health behavior management in daily life

-to terminate the program

Control group
Usual care

The conventional health
information that was given by
nurse, physician, and other
health care provider for caring
first diagnosed CHD patients at
the medical ward and out-
patient department of the
secondary health care setting.
The usual care is also including
information that nurse gives
during bed site nursing care,
gives leaflet about CHD and
lifestyle modification, provides
health education before
discharge home, telephone calls
after discharge from the
hospital, gives information to
group of patients by using
pamphlet while patients wait to
see the physician at in/out
patients department.

!

Posttest

1. The Quality of life Index-Cardiac version IV
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Protection of Rights of Human Subjects

This study was proved the ethical and permission for data collection from
the ethical committee both Singburi and Angthong hospitals before collecting the
data. The potential participants who met the eligibility criteria were approached and
informed in non technical term about the purpose, procedure, potential benefits and
risks of the study, and right to confidentiality and withdrawal by research-assistant.
This procedure was conducted-1n order to seek-their approval to participate in the
study. Once the participant.agrees to participate in this study, he/she would sign a
consent form (AppendiX P):

In addition, hefshe/€ould refuse ta answer any. specific questions which make
them feel uncomfortable, and he/she coui!d f[e_r_minate their participation at any time.
They were assured that their Willingneg;s_':[o participate in this study had no
implications for the health care services tlziét"'lfhey were received. The decision to
discontinue participating in this study was n:c;t';{ﬁébt their refationship with health care
providers or their access to any services available at the hespital. Confidentiality of

data collection was ensured both during data collection and after collection.

Data Analysis

The Statistical Package for“Social Sciences (SPSS) versions13 was used to
analyze the data."The“assigned study‘number for €ach participant was.used for data
entry to ensure the anonymity of subjects. The statistical significance for all analysis
was set satisfy significance at the p<.05 level.

Descriptive statistics were use to describe the personal data, medical
laboratory investigation, risky health behaviors, CHD self-management, and HRQOL

scores with frequency, range, mean, standard deviation, and percentage. The personal
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characteristics and the personal data that related to the cardiac risk factors of both
groups would compare by chi-square test and independent t-test. In addition,
independent t-test was performed to determine the differences in HRQOL scores
between control and experimental group, and pair t-test was performed to compare the
differences in HRQOL scores between pretest and posttest in each group (Appendix
K, L).

Prior to use the (-test statistié, the assumption testing was proved and
represented that 1) eaeh of«the two populations being compared should follow a
normal distribution. Fhis gan be tested usj.ng a normality test, such as the Shapiro-
Wilk or Kolmogorov=Smirnov test, or itf(:ap_ be assessed graphically using a normal
quantile plot. The data must be sampled '}rqm_ a normally distributed population. 2)
The two populations must have equal varigihgés or homogeneity of variances. If the
sample sizes in the two groups beihg compaéé&’gre roughly equal, Student's original t-
test is highly robustito the prze's;é'hce of uned'l;gl_i/é‘riances. Welch's t-test is insensitive
to equality of the vari}inces regardless of whether the samplé sizes are similar, and 3)

Each score must be independent of all other scores (Berns-and Grove, 2005).



CHAPTER IV

RESEARCH RESULTS

The purpose of the study was to develop and examine the effect of
comprehensive cardiac nursing program on health related quality of life in first
diagnosed CHD patients. The sample weas composed of 74 first diagnosed CHD
patients at Singburi and Aungthong hospitals.-All“the participants met the eligibility
criteria were randomly-assigned to either experimental or control group by using four
blocked randomization whichsresulting 37 participants in each group. Participants in
the experimental group keceived the usual care and the CCNP, whereas participants in
the control group received the usual care';.fr()'m health care professions. The personal
data and health behaviors related to cardia;(-:-'risk factors, and HRQOL were collected
at the second day of admission for pretest. f}lé_HRQOL data was collected at 8 weeks
after discharge for posttest. The obtained da_t'_a_\_;\{ere analyzed to answer the research
question. The research findings were presented in three parts.

Part 1: The descriptive analysis of the personal characteristics and health

behaviors of the samples

Part 2:" The.results of hypotheses testing

Part.1: The descriptive analysis.of the personal characteristics and.health
behaviors of the samples

The personal characteristic of the samples in the experimental and control
group were presented. The 74 first diagnosed CHD were male 56.76%, female
43.24%. The age was ranged from 35 to 90 years which mean 61.89, SD 13.85. Most

of them were married 72.97%, completed the elementary school 74.32%. The
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occupations were various which full time worked 41.89%, and 35.14% unemployed.
The income was mostly less than 5,000 bath/month 41.89%. The economic status was
enough 52.70%. Eighty two % of them were not having family history of CHD. Most
of caregivers were their family member 98.65%. The type of diagnosed were included
3 types; unstable angina, NSTEMI, and NSTEMI. Most of diagnosed were NSTEMI
55.41%. The EKG that related to coronary.neasi-disease was included ST-depress,
ST-elevate, Invert-T wave, and-non spécific EKG which were mostly occurred of 2
types 31.08%. The BMirless.ihan 25 kg/m2 were mostly 64.86%.

The symptoms wei€ included chesl_t pain, dyspnea, stomach pain, sweating,
nausea/vomiting, refer pain, and faintir‘fg.d_Most of them were have chest pain,
dyspnea, and refer pain symptoms 93.24{%{ 55.41%, and 29.73% respectively. The
comorbidities were hypertension, diabetes rh‘;é_llijtus, dyslipidemia, no history, and others.
Most of them were have hypertensibn 70.27%;a%ly 24.32% didn’t have any history of

gl T

comorbidities.

The Chi-square statistical was used to test the difference of personal
characteristics at pre=test. The result showed that all of those personal characteristics
were not significantly difference between-experimental and control groups as shown

on the table 3.
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Table 3 Personal characteristic of the experimental and control groups

Experimental Control
Personal group group x* df p-value
characteristics N=37 N=37
Number (%) Number (%)

Gender .00 1 1.00
Male
Female
Age group (Year) .16 5 1.00
31-40
41-50
51-60
61-70
71-80

81-90

Marital Status
Single
Married
Divorced yf 7

Widowed B

.32 3 .95

Education p T an 3 44

Elemental p . ; .

Secondarﬁ_ u EI ?Sﬁﬁ ﬂ iﬂg ’] ﬂ i

Diploma Y 2(5.41)¢ o 'y

h .

~ARINNTUARTNEIRE

Unemployed 15(40.54) 11(29.73)

Day laborer 8(21.62) 4(10.81)

Agriculturist 4(10.81) 7(18.92)

Merchant 2(5.41) 10(27.03)

Government 2(5.41) 1(2.70)

Government Pension 1(2.70) 2(5.41)




151

Table 3 Personal characteristic of the experimental and control groups (Cont’)

Experimental Control
Personal group group ' df p-value
characteristics N=37 N=37

Number (%) Number (%)

Employee 5(13.51) 1(2.70)
_ ' l/// 70)
24 2 .89

Priest
Working status

Full time
Part time
Unemployed
Income (Bath/month) 8.10 5 .15
<5,000
5,000-10,000
10,001-15,000
15,001-20,000
20,001-25,000
>25,000
Economic status

Enough

Not enough ~ 14(37.84
Family history "

No family history 30(81.08) 31(83.78)
Family hi
Caregiver ﬁnu EI 3 ﬁzﬂ ﬂ fw EI ’] n Ej 8 .295
Spouse 14(37.84)s 8(21
)

AN uwﬁgﬂmaa
Parent 1(2.70)
Sibling 2(5.41) 1(2.70)
Spouse & sibling 1(2.70) -
Nephew - 1(2.70)
Parent & offspring - 1(2.70)

Out of family - 1(2.70)
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Table 3 Personal characteristic of the experimental and control groups (Cont’)

Experimental Control
Personal group group ' df p-value
characteristics N=37 N=37

Diagnosed

Number (%) Number (%)
Unstable Angina
NSTEMI

9(24.32) V//g.n)
STEMI ﬁ‘ 9 SBD
EKG 7 b \\§ 479 5 44
ST depress 4(10.

ST elevate
Non specific
T- invert
2 types
3 types
BMI (kg/m2) 1 .33
<25
> 25
Symptoms 81 6 05
Chest pain
Dyspnea 7 5.
Refer pain ' 7(18.92) 15(40.54)
Sweating i( §’ .73)
Stomach ;ﬂ u 8 miﬂ ﬂ 5@5@ ’] ﬂ j
Nausea/Vo iting 3(8.11) & 7(18
A 619N T TR Y126 8
Comoqald ty .55
Hypertension 27(72.97) 25(67.57)
Dyslipidemia 15(40.54) 12(32.43)
Diabetes Mellitus 9(24.32) 12(32.43)
No History 8(21.62) 10(27.03)

Others 11(29.73) 5(13.51)
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The personal data and health behaviors that related to the cardiac risk factors
of the samples in both experimental and control groups were studied. The health
behaviors were reported in this study including diet, stress, personality, physical
activity and exercise, and smoking behaviors. The researcher would like to explain the
health behaviors into 2 parts; the first part was composed of diet, stress, and
personality that were examined by independent L-test, and the last part was composed
of exercise, physical activity,.and smokihg behaviors that were examined by ¥

The result showed that the mean age of the samples in both groups were 61.89
years, SD 13.85, weight mean 60.97 kg:a[}d SD 10.91, height mean 1.61 m and SD
0.07. The BMI mean 23.88 kg/m2 Which were in the normal level. The mean of
systolic and diastolic”were 141.14 andI82.3_5 mmHg respectively. The mean of
cholesterol, triglyceride, HDL, LDL; and FB_S investigation were all abnormal level
including 245.91 mg/dl, 212.81 mg/di, 3897mlg/dl 176.49 mg/dl, and 130.24 mg%
respectively. i

The diet and.stress behaviors have 50 total scores in.each behavior. The higher
scores showed the gead health behaviors. On the other*hand, the personality has 10
total scores; the highen scoresishowed the relation withtype-A personality. The results
of health behaviors in both the experimental and control groups showed that they had
no good hgaalth beRaviars in diet and stress, and had no good persongality.

The result showed that all of those personal data and health behaviors were not
significantly difference between experimental and control groups at pretest. It
represented the homogeneity of the participants in both experimental and control

groups as showed on the table 4.
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Table 4 Personal data and health behaviors that related to the cardiac risk factors

between experimental and control groups at pretest

Personal data Experimental Group Control Group t df p-value
(units) (N=37) (N=37)
Mean SD Mean SD
Age (years) 61.24 14.50 62'54 13.33 -0.40 72 .69
Weight (kg) 59.96 11.80 61.97 9.99 079 72 43
BMI (m2) 22.81 4.19 23.96 3.25 -1.39 72 A7
Systolic (mmHg) 140'50 2114 142.22 2203  -043 72 67
Diastolic (mmHg) 80#73 11,96 83.97 15.03 -1.03 68.55 31
Cholesterol (mg/dl) 2524071 43.82 239.70 42.39 1.17 72 .25
Triglyceride(mg/dl)  222.54 85.18 203.08 65.06 1.10 72 27
HDL (mg/dI) 40.46 9.73 | 37.49 8.19 014 72 16
LDL (mg/dl) 177.89 43300 1176.49 4845 013 72 .90
FBS (mg%) 137.35 63.88 iZBI’i4 40.39 1.14 60.82 .26
Diet behaviors 24.81 4477 23.68 4.08 1.10 72 .28
Stress behaviors 24.24 483 2527 377 097 67.99 34
Personality 5.62 38 641_ - 3.08 -1.02 72 31

The exercise,-physical activity, and smoking behaviors that related to cardiac

risk factors were also.examined-in-this,study. The exercise-behaviors were set at least

30 minutes 3atimes a week based on the standard criteria of the American Heart

AssaCiation, and Thai‘Heart*Association. ‘In-addition) physical actility' was classified

into two groups; active and inactive. For this study, active physical activity was meant

the continuing of the bodily movement for house working or job working at least 30

minutes 3 times a week too. Smoking behaviors were classified into two types;

smoking, and second-hand smoking. The chi-square statistical was used to examine

the different of the exercise, physical activity, and smoking behaviors’ between the
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experimental and control groups at pretest. The result showed that the exercise,
physical activity, and smoking behaviors were not different between experimental and
control groups at pretest as showed on the table 5.

Table 5 The exercise, physical activity, and smoking behaviors between the

experimental and control groups at pretest

Experimental Control
Health group group v df  p-value
behaviors N=37 N=37
Number (%0) Number (%)
Exercise behaviors | 1.915 2 .384
No exercise 28070 27~ -5 #h 31(834/3)
Exercise (not meet 9(24432) ¥ S0
the standard criteria) - J
Exercise (meet the A5:41) - 1k 4(2.70)
standard criteria) -jj;‘ 7
House working 3 — 74 1.088 2 .580
No house working 9(24.32) _—711892)
Inactive 19(51.35) 4 17(45.95)
Active T S————0{24-3)— 13(35.14)
Job working . 4.167 2 124
No working 16(43.24) 13(35.14)
Inactive 3(8.11) -
Active 18(48.65) 24(64.86)
Smoking 1.431 2 .489
Smoking 9(24-32) 7(18.92)
Not smoking 19(52.35) 24(64.86)
Had ever smoked 9(24.32) 6(16.22)
Second hand smoking 1.510 1 219
Second hand smoking 27(72.97) 22(59.46)

Non second hand
smoking 10(27.03) 15(40.54)




156

Part 2: The results of hypothesis testing

Hypothesis: First diagnosed CHD patients who participated in comprehensive
cardiac nursing program would have significantly higher HRQOL scores than patients
who receive usual care.

The HRQOL of the samples in the experimental and control group at pretest
and posttest were presented. The HRQOL was reporied into the overall and each of 4
domains including health and functioFling domain, social and economic domain,
psychological and spimttal domain, and family domain. To answer the hypothesis,
independent t-test statiStical was performed._ to test the difference of HRQOL between
the experimental and control groups. IT_i addition, pair t-test statistical was also
performed to test the.difference betweenlliJolefo_re and after receiving comprehensive
cardiac nursing program in: the experimeh;’a_l jgroup and before and after receiving

S

usual care in the control group. : T y

The result showed that the overall HRQOL health-and functioning domain,
social and economic domain, psychological and spiritual dormain, and family domain
scores were not significantly different between experimental and control groups at
pretest. The overall and all, of these domainsywere significantly difference between
experimental and control groups at posttest (p<.05). The mean scores of the overall

and each domain-of HRQOL in the experimental group were higher ‘than the means

scores of the control group as shown on the table 6.
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Table 6 The comparison of the overall and each domain of health related quality of

life between the experimental and control groups at pretest and posttest

Experimental Control
HRQOL group group t df  p-value
N=37 N=37

Mean (SD) Mean (SD)

Pretest

Overall HRQOL 18.24(2.75) 18:22(2.05) 0.036 72 972
Health and functioning 16.46(2.97) 16.30(2.42) 0.254 72 .800
domain
Social and economic 22440(2.98) 22.57(237) -0274 72 .785
domain

Psychological/spirittal 17,05(3.98)- 17.35(2.55) . -0.378 61.29 .707

domain
Family domain 8. 5713 33k __18.22(1.82) 0.563 55.79 575
Posttest ¥R
Overall HRQOL 23:24(1.89)+ 18.37(1.68)  11.637 72 .000
Health and functioning 22.37(1.74) ,,',_1’6_.39(2.03) 13619 72 .000
domain -
Social and economic 26.83(1.97) 23.01(1.79) = !8.732 72 .000
domain

Psychological/spiritual 21.18(3.48) 17.53(2.80)  4.970 72 .000

domain
Family domain 22.29(2.28) 18.07(1.56) 9.315 63.75 .000

In addition, the pair t-test was used to examine the difference of the overall
and each domain of HRQOL. The result show that the overall HRQOL, health and
functioning domain, social and economic domain, psychological and spiritual domain,
and family domain were significantly difference between pretest and posttest only the

experimental group (p<.05) as shown on the table 7.
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Table 7 The comparison of the overall and each dimension of health related quality of

life between pretest and posttest of the experimental and control groups

Health related Pretest Posttest Mean Eit;jd r df p-value
quality of life Difference  Mean
Mean(SD) Mean(SD)

Experimental group (N=37)

Overall HRQOL 18.24(2.75) . 23.2U189)" _ 4 97 028 17.583 36 .000

Health and functioning 16.46(2.97) 22.37(1.74) 17.765 36 .000
. 5.91 0.33

domain

Social and economic 22.40(2.98) | 26.83(1.97) 12.205 36 .000
. 4.43 0.36

domain

Psychological/spiritual «47.05(3.98)" -21.18(3.48) 10.789 36 .000
. — 4.13 0.38

domain

Family domain 18i57(3.33) 22.2!9(2.28) 372 0.39 9.567 36 .000

Control group (N=37) f )

Overall HRQOL 18:22(2,05)- 18.37(1.68) ' 15 010 1486 36 .146

Health and functioning 16.30(2.42} 16.39(2:03-) 0.710 36 .482
. e 0.09 0.13

domain

Social and economie 22.51(2.37)23.01(1.79) 1.803 36 .080
. 0.44 0.25

domain

Psychological/spiritual’  17.35(2.55) 17.53(2.80) 1.709 36 .096
. 0.18 A1

domain

Family domain 18.22(1.82) = 18.07(1.56) 0.15 16 -0.973 36 .337

The participants who received the comprehensive cardiac nursing program in

the experimental group has significantly higher of HRQOL score than the participants

who received usual care in the control group. Then, the comprehensive cardiac

nursing program could make the significantly higher scores of the overall, health and

functioning domain, social and economic domain, psychological and spiritual domain,
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and family domain of HRQOL scores in first diagnosed coronary heart disease

patients.

AULINENTNEINS
ARIAN TN TN



CHAPTER V
DISCUSSION IMPLICATION AND RECOMMENDATION

This chapter presents the summary of the study, a discussion of the research
finding is the results from the effect of comprehensive cardiac nursing program on
health related quality of dife In first driagnosed goronary heart disease patients. In
addition, the limitation-of'the siudy, implications for nursing, and recommendations

for future research were described.

Summary of the study.

This study was a randomized tontrol Jt-rial tWo groups’ pretest-posttest research
aiming to evaluate the effect of cbmprehe-'[].si:i-/e cardiac nursing program on health
related quality of life in first diagnosed co;él;é{y heart disease patients. The patients
who met the eligibilities critesa; = first dia@hé’sed CHD who received the medical
treatment, lacked of-complication that barrier to cooperate:in the study, and classified
into class 11l or IV based on Canadian Cardiovascular Saciety Classification system
were included to the study:The sample composed of 74 first diagnosed coronary heart
disease patients who-received the“medical treatment at' Singburi and Aungthong
hospitalsswhieh were randomly assigned to,either-experimental or, control group by
using the four blocked randomization technique. Both settings were having the
incidence rate of coronary heart disease in the first and second rank of Thailand that
could be representative of first diagnosed CHD patients.

The patients who participated in the experimental group received the usual

care and the comprehensive cardiac nursing program, whereas the participant in the
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control group received the usual care from the health care professions. The
comprehensive cardiac nursing program had been implemented into 5 sessions which
included at least one family member all sessions. The first and second sessions were
implemented at a medical ward in the second and third day of admission which
provided the significant information about ceronary heart disease and practiced the
necessary skills for his/her risky health ‘bBehawior management. In addition, the
participant had to set his/her short and Idng term goals for achieving their risky health
behavior management.The thirdsession had been implemented at participant’s home
to promote the partieipant.for,continuing r__:lsky health behaviors management related
to cardiac risk factorsifeduction in everyday life, and to monitor and evaluate the short
term goal. !

The forth session was implemented’_ b):/ using the telephone call at 4 and 6
weeks after discharge from the hospital :'t-é"'lrjéinforce, monitor, and evaluate the
participant for maintaining their risky hé;l—ih_i_behavior management and regular
recording in the dairy heart book. The last session would-implement at out-patient
department at 8 weeks after discharge from the hospital-The aims were to evaluate
the achievementgof participant’sglongterm rgoaly to~reinforce the participant for
continuing risky health behavior management in daily life. The participants in the
experimenital group met the"standard ‘criteria 'of the program ‘whieil pass 75% of the
Coronary Heart Disease Patient’s Management Questionnaire about CHD knowledge
and CHD risky health’s management in the second and third sessions.

The personal data, health behaviors related to cardiac risk factors, and
HRQOL were collected at the second day of admission for pretest, and HRQOL were

also collected at 8 weeks after discharge for posttest. Descriptive, chi-square,
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independent t-test, and pair t-test statistics were used to analyze the data for answering
the research question. The results were discussed according to the research

hypothesis.

Discussion

The sample in this study was composed of 74 first diagnosed coronary heart
disease patients. Most of them were male, the“mean of age was 61.89 years which
congruence with the studies  of-Aem-Orn Saengsiri(2003); Chulaporn Changperk
(2001), and Thiataporn Keipwong (2004). Christensen and Kockrow (2003),
Sadowsky (2001), and Sianlgy (1999) were also mentioried that the proportion of a
risk to be CHD patient petween male arx1;d female is 4.1, and the persons with age
more than 40 years old have arisk in deverlbpin:g CHD.

The risk of being CHD -patients of fffemales was lower than male because

i

females have estrogen that could decreased LDL and increased HDL to prevent the
accumulation of atherosclerosis. Conversely, -aiz{errmenopause, females had decreased
estrogen level which_faced two to three time greater risk of developing CHD than
their prior to menopause (Christensen and Kockrow, 2003; Sadowsky, 2001).
Whensthe  people ‘gat ‘older, their blood \vessels were ‘thickening, diminished
elastic fiber, ‘accumulated of fat,.and increased the plaque that significant to
atherosclerosis, All of these factors decreased the.blood flow to.the heart then, the
blood supply to their heart were not enough. All as mention previously was the reason
supported that first diagnosed coronary heart disease patient in this study was
occurred in the people who got older. Otherwise, the youngest participant in this study

was 35 years old that related to the prevalence of CHD in Thailand was found in the

group of people aged over 30 (The Institute of Health Care Research Thailand, 2000).
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17.57% of the participants were have a family history of CHD that contrast to the
literature review (Luckmann and Sorensen, 1993; Moulton and Staropoli, 1995) but
congruence with the studies of Chulaporn Changperk (2001) and Thitaporn Keinwong
(2004). They found that 23% of first diagnosed CHD patients (Chulaporn Changperk,
2001), and 18.80% of coronary heart disease patients in Thailand (Thitaporn
Keinwong, 2004) had a family history of CHD"

The majority of them.was married 72.917%, completed the elementary school
74.32%, unemployed.«85.14%, income were less than 5,000 baths/month which
congruence with the studies of/Chulaporn Qhangperk (2001) and Thitaporn Keinwong
(2004). The economie status was enough;52__._70% and was not enough 47.30%. Most
of caregivers were within their family 9865% The personal characteristics were
reported as previously due to the Iiteratureg-:’_r_e:view showed that all the personal data
have a constant effect to HRQQL in CHIibéiﬁents (Beck, 2001; Bengtsson, 2001;
Christian et al., 2007; Heller et al., 1997; Hoferét él., 20055 L.ukkarinen, 2005).

The personal«data that related to being diagnosed coronary heart disease were
studied as following.<¥he type of diagnosed were included NSTEMI 55.41%, unstable
angina 27.3%;{and STEM, 17:57% respectively. iMost, ofthem have two types of
abnormal EKG 'that included ST-depress, ST-elevate, Invert T-wave, and not specific
abnormal EKG. Te\symptoms that mostly- brought them: to ‘the ‘haspital were chest
pain, dyspnea, refer pain, and sweating which showed 93.24%, 55.41%, 29.73% and
22.97% respectively. These symptoms that mostly occurred in first diagnosed
coronary heart disease patients were congruence with the study of Chulaporn

Changperk (2001).
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In addition, the personal data that related to cardiac risk factors were also
described. Most of the sample (75.68%) in this study has comorbidity. 35.14% of
participants had 2 comorbidities, and 24.32% of participants had 3 comobidities. Only
24.30% of the participants have no history of any comorbidity. The most prevalence
of comorbidity was hypertension (70.27%); dyslipidemia (36.49%), and diabetes
mellitus (28.38%) respectively. All of these data.were congruence with the study of
Chulaporn Changperk (2001).who repofted that the majority of first diagnosed CHD
had a chronic disease ai'leasisone disease (86.7%). The most common chronic disease
was hypertension (33.3%), hypertensioq_ with “other chronic disease (56.7%),
dyslipidemia (16.7%); dyslipidemia with other chronic disease (40.0%). In addition, it
had also similarly to the previgus of westelrn_s'g_udies (Aldana et al., 2006; Frattaroli et
al., 2008).

Hypertension is the most common i}rf"'gérdiac risk factor. The hypertensive
patients have an estimate five to six tirzr-{e:s_/_ir_iék beings CHD patients (Chanpen
Chuprapawan, 2000). The mean, median, and mode of systolic and diastolic blood
pressures of the totalparticipant at pretest were similarly=among them about 140 and
80 mmHg. These jshowed, within ;normal- level ;due~tocmast of the participants
perceived them as hypertensive patients and were previously treated with medical
treatment. The diaDetes patients have an estimate twao to four times risk being CHD
patients (Reusch, 2002). At pretest, the participants in the experimental group have
the abnormal level of fasting blood sugar and higher level of fasting blood sugar than
the control group.

All the participants both experimental and control groups have the abnormal

level of all lipid profile including cholesterol, triglyceride, HDL, LDL. Plasma level
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of total cholesterol, LDL, and triglyceride were all positively associated with
incidence of CHD (Foxton, 2004). Abnormal cholesterol levels were major risk
factors for CHD and were responsible for at least 46% of all new case of CHD
(Foxton, 2004). For each 10 mg/dl increased in serum cholesterol, the cardiovascular-
death rate increased 9% (AHA, 2001).

All of the comorbidities were significanily related to each others including
hypertension, hyperglycemia,-low HDL levels, high triglyceride levels, and clotting
abnormalities. Controlling the biood pressure, plasma glucose level, and lipid profile
were related to decrease the cardiac risk__:_factor which improved the endothelium
function and blood clotting, and decreased the plaque and atherosclerosis. All those
comorbidities were the cardiag risk factorlfqr__developing of CHD. In addition, there
were also a well-established risk' factor -fic_)[:the development and progression of
coronary heart disease, and others cerebm\:}és’é]ﬂlar disease. Most of first diagnosed
CHD patients in this study have multiple: ;:é_fai_ab risk factors, and then they were
developed to be thefirst diagnosed CHD patients.

Even though,the body mass index of the participants were mostly less than 25
kg/m2 64.86%; and mean-of the hody:mass-indexbdaoth-the~experimental and control
group were stated in the normal level. However it’s showed the high normal level.
Obesity has been-identified as a significant independent ‘predictor. 'of cardiovascular
disease. In addition, obesity is a highly prevalent condition among patients with CHD
by likely mediated through its association with insulin resistance, hypertension, and
hyperlipidemia (Ades et al., 2003; Hanna and Wenger, 2005).

Additionally, the health behaviors that related to the cardiac risk factors of the

samples in the experimental and control group were studied. The health behaviors
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were examined in this study including diet, stress, personality, exercise, physical
activity, and smoking behaviors. The participants in both experimental and control
groups had the low level of diet and stress behaviors scores (24.24 and 25.76
respectively from the total 50 scores) which mean they were not good health
behaviors in diet and stress. They were usually have a food containing with the
highest cholesterol, saturated fat, and sodidin that significantly related to increased
blood pressure, which has an.indirect accurrence.and progression of CHD. Diet can
influence cholesterol level, bloed pressure, tolerance for glucose, likelihood to be
overweight, and eveashow bload coagulategz_ (Foxton, 2004; Jamroozike, 2004).

The mean of#personality scores were 6.01 from the total 10 scores which
represented that they were not have a goocipgr_s_onality. Most of them usually have the
stress behaviors and type A personality that_b_qﬁld make coronary arteries constriction,
increase blood clot speed and lipid release, i}lé;é'ése secretion of stress hormones such
as catecholamine, testosterone, and cortisozlf i'-r_{tfi)_ the bloodstream that activate CHD
via arterial lumen injury with high heart rate, and elevate blood pressure (Thompson
and Bowman, 1998).

58.119% of jparticipant ring thissstudyp were 1 not ssmeking. 21.62% of the
participants were smoking, and 20.27 had ever smoked but already quitted. The
people who ‘smoked, 'were Significantly 3.24 times ‘of  being myocardial infarction
patients than non smoker (Goldenberg et al., 2003; Hathai Chitanont, 2002). In
addition, the secondhand smoke was also linked to cardiovascular disease
(Christensen and Kockrow, 2003; Jamroozike, 2004; Sadowsky, 2001). 66.22% of

participants in this study were being the secondhand smoke.



167

Both of smoking and secondhand smoke have deleterious effects on the
cardiovascular system which increased plaque formation and platelet adhesives,
elevated catecholamine level, decreased HDL, decreased serum oxygen-caring
capacity, and impaired arterial vasodilatation (Hanna and Wenger, 2005; Jairath,
1999). All of these influences in developing atherosclerosis, which can increase blood
pressure, hasten the occurrence of artery obstruetion, chest pain, and cardiac arrest
(Christensen and Kockrow, 2003; Jamrorozike, 2004; Sadowsky, 2001).

The participantwere.exercised only 4.05%. Most of the participants were not
exercise 77.03% and" exerCiseé was not r_peeting the standard criteria 18.92%. In
addition, the physical” activity from. house working were mostly represented the
inactive 70.27%, and<the physical activ;ty_ f_(om job working were presented the
inactive 43.24%. All of these data congrue[-rp_e:with the previous studies of Linchong
Pothipan (1995), Ratja Srisuthep-{1999), Slrlrlat Ngaosomkul (2000), and Yuwaret
Saiseesub (2000). The people who have thé ;):Hy_is_iéal inactiyity and sedentary lifestyle
increased the risk of.acute myocardial infarction 1.9 times higher than active lifestyle
(Linchong Pothipan, £995). Most CHD patients rarely exercise and did not understand
the usefulness-ofexereisesT,he exercise behaviors in CHD patients were at a fair level
(Ratja Srisuthép, 1999; Sirirat Ngaosomkul, 2000; and Yuwaret Saiseesub, 2000).

Most ‘of the participants in this study have|the multiple cardiac risk factors.
The multiple cardiac risk factors have been demonstrated to be associated with
endothelial dysfunction. Elevated total cholesterol and LDL levels, increased mental
stress, hyperglycemia, and smoking have all been shown to have negative effects on

coronary endothelium (Levine et al., 1995). In the presence of coronary risk factors,
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normal vasodilatation does not occur, and this abnormality predicts adverse coronary
events (Schachinger et al., 2000).

The overall HRQOL of the participants both experimental and control groups
at pretest were stated at 18.23 (the total scores were 30) that lower than the previous
studies of Aem-Orn Saengsiri, (2003) and Kusuma Khuwatsamrit (1996). It meant
that first diagnosed CHD patients have the lower'HRQOL. The result of this study
were congruence with the study of Bengtsson et-al. (2004); Boini et al. (2005); Brink
et al. (2002, 2006); Chantana‘l ortajakul (2006); Christian (2007); Kristofferzon et al.
(2005); and Siripora*Leangkebkij (2001)_._:_ In addition, the lowest scores were the
health and functioning domain (16.38);:fq_llowed by psychological and spiritual
domain (17.20), family demain (18.39),Iar?d__social and economic domain (22.49)
respectively. A |

The reasons for low level-of the ov:éfz;ilf"- and each of HRQOL domains were
discussed. During the time of pretest, all the :bé_ir_tibipants were admitted at a medical
ward due to they-had many symptoms including chest pain, dyspnea, sweating,
fainting, stomach pain, nausea and vomiting, lack of energy, and difficulty to
performing physical activity gim dailysliving that eongruencecwith previous studies
(Johansson, Stromberg, and Swahn, 2004; McSweeney, et al., 2001). Most of first
diagnosed CHD had+experienced more than-one symptom that related 1o the study of
Chulaporn Changperk (2001). Stewart et al (2000) also stated that the symptoms were
remaining for a time longer than one year. In addition, the result of this study was
congruence with the studies of Bengtsson et al., (2001); Benzer et al., (2003); Heller
et al., (1997); Mcgillion et al., (2004); and Oldridge et al., (1998). They found that

CHD patients who have angina pectoris or other cardiac symptoms had reported lower
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HRQOL. All of their symptoms, health problems and physical functioning were
significantly affected to the overall, and health and functioning domain of HRQOL
(Bengtsson, 2001; Benzer et al., 2003; Brink et al., 2002; 2005; Christian et al., 2007;
Hofer et al., 2005; and Oldridge et al., 1998). Moreover, from this study also found
that most of the participants have the numerous of cardiac risk factors that affected to
the overall HRQOL as reported by Heller‘eial(1997); Jamieson et al (2002); and
Oldridge et al (1998). Then, the ovefall, and.health and functioning domain of
HRQOL were stated atdow levelas mentioned previously.

The psycholegical and spiritual :dQ:main was the second rank of the lowest
scores of HRQOL. Most of the participaﬁ said that they felt almost died when they
have chest pain and they werg feeling Iikle_q _r_ebirth when the chest pain was relief.
After their life-threatening illness, most of-f:i_r;s'é diagnosed CHD patients usually have
negative emotional state that“ceongruence wntlh various studies including hostility
(Drory et al., 2002), fear (Stewart et aI.,: 20(50) anxiety(Fauerbach et al., 2005;
Frasure-Smith and- Ilesperance, 2005), depression (Shen et al., 2006), uncertainty
(Eastwood, 2004), and worries in many issues of everyday life (Daly et al., 2000;
Lukkarinen and Kyngas; 2003) rAnxiety-and-depression-in<CHD-have been conducted
on the patients/immediately after disease occurrence and which remains for a long
time in chronic course of disease (Drory et al., 2002; Heller et al.;»1997; Hofer et al.,
2005; Kristofferzon et al., 2005; Shen et al., 2006).

In addition, when patients and family faced with the crisis of illness that
impeding death, they look to other for spiritual support (Chuanpit Tumnong, 1998).

First diagnosed CHD patients also stated that life would never be the same again, they
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expressed grief over their lost health, and their heart was no longer healthy (Eva
Bergman and BerteroE, 2001; Jaarsma et al., 1995).

The low score of psychological and spiritual domain of HRQOL in this study
congruence with the numerous previous studies. All psychological problems of CHD
patients have been reported to be significant factors influencing to low HRQOL (Beck
et al., 2001; Christian et al.;»2007; Dixon et al., 2000; Jamieson et al., 2002; Hofer et
al., 2005; Mayou et al., 2000; Oldridge ét al., 1998, and Shen et al., 2006).

The family domain seores were, being the third rank of the lowest scores of
HRQOL that congruence with the studies__:_of Dixon et al (2000) and Jaarsma et al
(1995). They mentioned that/mest CHD patients have experiences in interpersonal
problems relating to friends and family,l_cpr_l_valescence, and vocational problems.
Vitchaya Pariyawatee (1999) found: that -r_ﬁ_qlé CHD patients withdrew themselves
from family activities. Similarly to female ;Jéiilénts, they exhibited poor relationship
with spouse and other family members (Flzefu-fj/_j et al.,;»1995). In addition, being first
diagnosed CHD patient not only caused distress In patients but also affected to
partners from the onset of disease, and remained over the whole course of recovery
(Moser and Pracup; 2005) Ratient’s well<being jwas, therefore; highly linked to the
well being of the partner in a close relationship (Karner et al., 2005).

The sacial and econamic domain of HRQOL was the highest score due to
they still have to admit in the hospital when assessed at the pretest. They might be not
feeling bad situation on social and economic domain because they didn’t stay in the
real life situation. They took the role as only patients’ role in a short time period
during admitted 4-7 days of admission that might not be affected to their working role

or family role. Most of the participants (41.89%) have the income less than 5,000
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bath/month. However, the perception of them found that their economic status were
enough that related to the study of Lukkarinen, (2005) and Lukkarinen and Hentinen
(1998). They revealed that the high socioeconomic status was correlated with high
HRQOL.

Furthermore, all of the participant didn’t have to pay the health care cost due
to everyone has the health insurance from the‘government that might not affect to the
majority of their financial. JFhe result about the social and economic scores was
conversely with the siudy of Chuanpit Tumnong (1998). She mentioned that the
economic problems were oecurred in CHD__patients especially whose money could not
reimbursed. All as mentions was the reason supported the highest score in social and

economic domain of HRQOL..

The development of comprehensive cardif;cnursing program

Ad

Comprehensive Cardiac Nutsing Pr@gf;';{_.m (CCNP) was developed based on
self-management model, Ornish’s heart di-sé;sé reversal  program, and existing
knowledge. The reason for selecting self-management madel due to self-management
is widely recognized as a necessary method for maintaining and improving patient’s
health behavier and health status (Dangbo et al.;12003). It reflects the holistic care and
also reflects the ultimately changes in participant’s health related quality of life
(Tobin et al., 1986).

The CCNP used the self-management model as the activities of the participant to
learn the significant information and practice the necessary skills for managing their risky

health behaviors with the collaboration with the intervener. When the changing health

behaviors was occurred, it was significantly associated with improvement in healthful
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behaviors, improvement in health status, and also resulted in better health related
quality of life (Ferrans et al., 2005).

The activities of the participants who cooperated in CCNP were developed
based on the processes of self-management model (Kanfer and Goelick-Buy, 1991)
including self-monitoring, self-evaluation, @and self-reinforcement. Self-management
was defined as the cognitive process and leatning from the past experience. The
participants learned and practiced the skills necessary.to carry on an active and emotionally
satisfying life (Lorig, .2993) ithai requires attentive monitoring of one’s behavioral
changes based on reeeiving information. '[he obtained significant CHD information
and training for risky.healih behaviors management aimed to gain more understanding
and confidence to manage their behaviclars_ I_gad to accomplish their good health
behaviors. A |

Most of them have numercus cardiaic-:; rllsk factors related to their risky health
behaviors. Then, eaeh of participants identi:f}éa_ithéir risky health behaviors problems
and set the priority.of their short and long term goal te accomplish them. If they
already have the good health behaviors in each of target-health behaviors, they also
have to increase maresactivities-level for betten health. Fhefirst:week after discharge,
the participants set the changing their first and second priorities of risky health
behaviors management and add the third and forth priorities in the-secand weeks. The
participant applied and tailored the risky health behavior management to fit their daily
routine in natural settings at his/nher home. Most of them set their first priority of their
goal directed behaviors in physical activity and exercise management 43.20%, diet
management 35.10%, smoking cessation management 18.90%, and stress

management 2.7% (Appendix M).
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The CCNP used the self-monitoring process as the initially continuous
observation by him/herself. Self-monitoring is very useful and significant component
of the self-management program as showed in CCNP and employed as an agent of
behaviors changing. The self-monitoring of behavior directed to their goals was also
fostered behavior change during the setting time period. Intervener and participants
clearly discussed and specified the target behawiers to gain more understanding for
self-monitoring. The participants have {0 monitor, record their risky health behaviors
management in the diary heart book and compare with the given standard behaviors.
The diary heart bookswas easily and simplg to record for the participant which whom
lay person by checking the'Specific activities related their goals that they would like to
conduct and checking the establishing clealrrgu'_[_criteria for achievement.

Self-monitoring whigh recording thé’_diary heart book was the assignment of
particular tasks served as the pivotal role ag }ﬁgﬁvation to manage their risky health
behaviors. In additien, researcher added th:ef édﬁifacting additional techniques as the
reinforcement to accomplish their goal by signing a contraet in the diary heart book
among the participant; family member, and intervener. The participant can repeat self-
instructions by:reviewing.the goronary;:heart-disease bookletiatzall times as a resource
was designedito facilitate or maintain their risky health behavior management.
Moreover, family~member tookK action role as supporter, assistant, sacial support to
reinforce them accomplish the behaviors directed goals of the participants. All of
these activities of self-monitoring as mention previously promoted the successful the
participant’s risky health behavior management.

For the self-evaluation process, the participants compared their self-

monitoring information obtained from the diary heart book and the person’s standard
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for the given behavior. The performance criteria or standards of the risky health
behavior’s management including that they have to eat the very low fat and salt diet
everyday, take more physical activities and exercise at least 30 minutes 3 times a
week, play a yoga, deep breathing, and meditation at least 30 minutes everyday, and
quit smoking and distant from the secondhand smoking area everyday. If they
accomplished in each behavior management.ihat.were set by them, they can increase
more level of their goal.

The self-reinforeement processes were used for the cognitive and emotional
reaction to the results'of their self-evaluation. They can use positive self-administered
reinforcement encompass: both “matérial reinforcement and verbal-symbolic self-
reinforcement. Both of them have ‘to relate_ fc_he accomplishment of their goal and
express their self-satisfaction. Several reim’:q_réement stimuli should be equated for
approximate value. In addition, the partiéip;é{ﬁts can use self-generated aversive
consequences for eontrolling their beha\rliro:r_,’éelf-punishment and negative self-
reinforcement.

All of these pracesses based on self-management'model of the CCNP aimed at
control or decrease the impact of disease en healthystatus,zmonitor and manage their
illness, induce|the desired behavior, promote self-control and maximum health, and

improve health status, and promote health'related ‘quality of life.

The effective of comprehensive cardiac nursing program
The hypothesis: first diagnosed CHD patients who participated in
comprehensive cardiac nursing program would have significantly higher HRQOL

scores than patients who receive usual care. The result supported that this program
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could help the first diagnosed CHD patients had significantly higher HRQOL scores
(p<.05) due to several reasons;

1) Based on the self-management model, the participants have the sufficiently
knowledgeable about coronary heart disease and their condition from the cognitive
technique of this program. Everyone have to meet the standard criteria about 75% of
the coronary heart disease’ knowledge questionnaire that covered the significant
knowledge and understanding-about corbnary heart disease, patho-physiology, health
behaviors related to cardiac mskfactors; and risky health behaviors management. The
participants in the experimental group had__:_the average of the coronary heart disease
knowledge’s score at"88.77%, maximum 100%, minimum 84.44% (Appendix K).
Then, they can make informed decisionslf_o_r _r_nanaging their risky health behaviors,
after receiving the significant and sufficient[&_know|edge.

2) First diagnosed CHD patients ha&é "t'g perform activities aimed at manage
their risky health behaviors from the behezl\;i:d/rgl 'technique of this program. In this
study, all the partiéipants in the experimental group were trained and practiced about
the activities of general, diet, physical activities and exercise, stress, and smoking
cessation management of ;thein condition when participated-in<the second sessions of
the program. This session was related to self-management concept as a necessary
methed fOr mainteining, and-improving patients’ health ‘behavior, and health status
(Dongbo et al., 2003).

3) First diagnosed CHD patients have to apply the skills necessary for
maintaining adequate physiological, psychological, and social functioning. All of
them performed their risky health behaviors management in the real life situation

during 2 week after discharge. Researcher examined the applying necessary skills of
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the participants by evaluating the successful of their short-term goal and testing the
minimum standard criteria about 75% of coronary heart disease’s self-management
questionnaire. The scores resulting from this questionnaire in the experimental group
found that the average scores was 81.64%, the maximum scores was 88.33% the
minimum scores was 75.00% (Appendix K). When they met both of criteria about the
coronary heart disease’s knowledge and coronary-heart disease’s self-management, it
represented they could manage their risky health-behaviors.

4) Efficacious.of thesCCNP based on self-management model encompassed
the ability of the partiCipants fo/perform a:nd manage their risky health behavior by
using self-monitoring, self-evaluation, ézno_!_ self-reinforcement processes (Kanfer,
1980; Kanfer and Goelick-Buy,1991). Aflter_ rg_ceiving the CCNP, the participants in
the experimental group showed the highe[::’_sic:ores (Appendix K) in the knowledge
about coronary heart disease (88.77%), ana; ;ﬁbwed the higher scores in coronary
heart disease management (81.64%) that ésﬁé?ﬁénce with the study of Barlow et al
(2002); Newmann-et‘al (2004); and Norris et al. (2001). They demonstrated that the
chronic patients including coronary artery disease had #mprovements in knowledge,
and self-managementbehaviorsraften received the self-management interventions.

5) The?CCNP based on self-management model was promoted the participants
to perceive the significant of risky health ‘behavior management, accept their goals as
desirable and motivated toward their achievement, and satisfy with this program and
the helping from intervener. Especially, when intervener used the telephone call for
reinforcement them to maintenance of the certain behavior for achieving self-

management. All these activities were significantly affected to the cognitive,
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behavioral and emotional responses necessary to maintain a satisfactory quality of life
(Clark et al., 1991).

6) This program provided the participants with multi holistic components by
mutual accompanied activities between participants and intervener. It has the multi-
components of physiological, psychological, social and spiritual those significantly
related to the domain of HRQOL and reflected the-holistic nursing care. The result of
this study was also related to.the study of Bodenheimer et al. (2002); Fernandez et al.
(2009); and Yusuf et.ale(2004).They mentioned that self-management interventions
support patients to live the best possible HRQOL with their chronic condition.

7) The participant Set tp the short and long term goals to manage their risky
health behaviors related to digt, physicallaqti_\_/ity and exercise, stress, and smoking
cessation. When the participants accompli-él'_ngd their goals, it significantly related to
improve their HRQOL. Due te the Iiterattlfe"];?eview supported that smoking was
correlated with lowsHRQOL (Heller et al.; -7:1'-5_)/9;7_;'Jamieson et al., 2002; Lukkarinen
and Hentinen, 1998;.0Oldridge et al., 1998), and exercise Was associated with decrease
CHD risk factors and-increase HRQOL (Deaton and Namasivayam, 2004; Heller et
al., 1997; Jamieson et:al. 20025 Jeng and Braum; 1997), When:the participants could
manage their ‘risky health behaviors, it’s also associated with their health status
improvement and-turther resulted in better HRQOL (Wood et al., 998; Ferrans et al.,
2005).

8) The family’s members who cooperated in this program have been the
most significant factor for HRQOL improvement of their first diagnosed CHD
patients that congruence with the study of Shen et al (2006). They found that

social support has been independently related to higher HRQOL. Social support
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plays minor, but still significant roles as mediator variables to HRQOL (Hofer et al.,
2005) and has been influenced on adjustment to CHD after cardiac event (Shen et al.,
2006).

The result of this study was congruence with the previous studies as described
following;

The participants in the experimental-group who participated in CCNP had
significantly higher HROOL score than the participants who received the usual care.
The resulted of this_siudy _had similarly to the result of the study of Nithiwadee
Methajan (2001) whe'studied the cardiac. re:habilitation program in CHD patients with
undergone coronary angioplasty; the randomized control trials of Lewin (2002) who
studied a self-management plan in newI;I/_c_iiqgnosed angina, Phasuk Keawcharenta
(2003) who studied the €cardiac rehabilitatiqﬁ ;;rogram in CHD patients with received
medication, Yu et al. (2004) whe studied a sgé}f;"bourse cardiac rehabilitation program
in patients with recent.-myocardial infarcti:d;n:_b_ir_ percutaneous coronary, Hofer et al
(2006) who studied/comprehensive cardiac rehabilitation-in recent CHD patients,
McGillion et al (2008) who studied the Chronic Angina-Self- Management Program
in chronic cardiac pain patients, ;andy Aldanay et al 1((2006); Erattaroli et al (2008);
Koertge et al1(2003); and Pischke et al (2006) who studied the Ornish’s heart
reversing programsin.coronary, heart disease and myocardial infarcton patients. All as
mention previously emphasized that the cardiac rehabilitation program had shown the
improvements of the HRQOL in coronary heart disease patients.

The result of this study was also related to the many studies that were
conducted by meta-analysis method of Senivong na ayudthaya, (2004). She found that

the cardiac rehabilitation had significantly improved the patient’s health related
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quality of life. In addition, the result of this study also related to the other studies
about the self-management programs in asthma, diabetes, and arthritis patients
(Newmann et al., 2004).

Then, the CCNP was a nursing intervention that emphasized in patient’s risky
health behavior management by. using self-monitoring, self-evaluation, and self-
reinforcement processes based on self-management model significantly improved on

HRQOL in first diagnosed CHD patienté.

Implications and recomumendations
The findings of .this study have brévided significant information for nursing

practice, nursing education, and nursing research.

The results of this study showeq-"__t'h"e- effectiveness of the comprehensive
cardiac nursing program on health related _(I}-u'-al{_ty of life in first diagnosed coronary
heart disease patients. Then;-this program -"éhdzuld be add into the usual care as a
nursing practice guidetine-due-to-it’s-can-improve the-quality of care and the patient’s
health related quality of life. The knowledge of this program should be use as some
part of nursing curriculum=in medical nursing, especially for nursing care at medical
department. 'This‘program-may ‘adapt'and research-in another fealth setting or other

group..of, patients,.and could._be.used as.an .administration providing ,direction for

setting:policies.
The strength of the study

1. The media of the comprehensive cardiac nursing program (the diary heart
book, coronary heart disease booklet, and DVD about health behavior management

related to reduce cardiac risk factor of coronary heart disease patients) were necessary
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and usefulness not only for the patients to gain more understanding about coronary
heart disease and review their risky health behavior management, but also for nursing
profession to provide the significant information to the patients.

2. The comprehensive cardiac nursing program were not complicated, then

every nursing profession can use after self directed reading the manual.

The limitation of the study

1. The implemeniation_of com;)rehensive cardiac nursing program was the
time consuming, howeversit’ssinteresting and challenging to apply in the clinical
setting.

2. This program was implemente(f:inathe secondary health care setting, central

region of Thailand. It might be limitation fé'[__g_eneralization to others.

#

Future research ety

1. It would be more useful if future-fés'eéfch examine the long term effects of
the comprehensive|cardiae-nursing program:

2. This study should be replicated with separate setting between the
experimental and control greup for preventing the contamination of the intervention.

3. The 'self-management interventions like-comprehensive cardiac nursing

program can be performed.in.other chronic, iliness.
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Table 8 Timetable of contract with subjects
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Time/Place Activity Groups Measures/Media
1. The second day Collecting data for pretest, Control and - Medical record
of admission/ and assess risky health experimental - Personal data and the
Medical ward behaviors groups health behaviors related

2. The third day of
admission/
Medical ward

3. The third day of
admission/ Medical
ward

4. The second week
after discharge/
Participant’s home

5. The forth and six
week after
discharge/
Participant’s home
via - telephone call

6. The eight week
after discharge/
Out-patient
department:

7. The eight week
after discharge/
Out-patient
department

The comprehensive cardiac
nursing-program: 1°* session
implemeniation

Theseomprehensive cardiac
nursingsprogrant: 21 session
implementation :

v

it

y

The comprehensive.cardiac: i,
nursing pragram: 3 session”

. A i
implementation .. dalla

The comprehensive cardiac
nursing program: 4" session
implementation

The compgrehensive cardiac
nursing program: 5 session
implementation

Collecting dataforposttest

EXperimental
group

Experimental
group

J Experimental
group

Experimental. -

group

Experimental
group

Control and
experimental
groups

to cardiac risk factors
questionnaire

- The quality of life
index-cardiac version IV

-The coronary heart
disease booklet
- The diary heart book

- DVD; risky health
behaviors management
of CHD patients

- The diary heart book
- The coronary heart
disease’s knowledge
questionnaire

-The coronary heart
disease booklet

- DVD; risky health
behaviors management
of CHD patients

- The coronary heat
disease’s self-
management
questionnaire

- The diary heart book

-The diary heart book

- Medicalrecord

- Personal data and the
health behaviors related
to cardiac risk factors
questionnaire

- The Quality of life
Index-Cardiac version IV
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Table 9 The Comprehensive Cardiac Nursingdmplementation Manual
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome
Session 1 1. To develop 1. Research assistant, lntervener, participant, and family - Good relationships.
The second relationships. member introducewoursel\ves: _
day of 2. To obtain 1. Research assistant'records the data from medical and - All significant data
admission/ significant laboratory investigation for pretest. . were recorded.
(45 minutes)/ | baseline data. 2. Research assistant obtains the sigrﬁficant data from
Meidcal participant and participant completes all questlonnalres for
ward/Interve pretest including; ’
ner, Research a) Personal data by using personal guestionnaire.
assistant, b) Health behaviors related to cardiac risk factors by using
Participant, The Health Behavior related to Cardlac;Rlsk Factors
and family Questionnaire o
member c) Health related quality of life by usmgQLI -cardiac
version IV
3. To introduce 1. Intervener mtroduces an orlentatlon about CCNP by - - Participant understands,
and describe the | describing objectives.and-providing-overview-ofthe. Appoint | admires, and cooperates
main component | program. ment in the program.
of the CCNP 2. Intervener, participant and family member make schedule
program. appointment 1 times at hospital in the third day of
admision, 1 times of home visiting at participant’s home in
2 weeksaften discharge forshort termevaluation; 2°times
of telephone lcall for monitoring, evaluating, and
reinforcement at 4 and 6 weeks after discharge, and 8 week
after discharge at out-patient department for leng term
evaluation and terminate the program:.
4. To provide 1. Intervener-encourages participant and family member to " |- Family | - Participant expresses

¢le
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome

psychosocial express the feeling of being CHD patient. member | the feeling of being CHD
support and help | 2. Intervener and family.member use enacting motivation, | - Booklet | patient and receives
participant for and emphasize the motivation for, using the media psychosocial support
using the resources. from media, intervener,
advantage of 3. Participant and family.can consult the intervener by and family member.
psychosocial telephone call atany time: \ 4
support from &
media, intervener, 1
and family
member.
5. To prepare 1. Intervener train participant to practice deep breathing - Participant relax and
participant for technique and use deep breathing previously starts each readiness for cooperating
readiness to session of the program and every morning. », all activities.
cooperate in all —"
activities. =it e
6. To encourage 1. Intervener uses the role model by giving the suceessful - The - Participant describes
participant for role model scenaric-to-helpparticipantforenergizing successf | his/her self confidence to
improving his/her | action, deeper-c@mmitment to act toward the goals and ul role accomplish the self
confidence by increase readiness to act. model management goals.
using role model : scenario

scenario.

7. To enhance
participant to
accept his/her
changing health
status to live with
serious

1. Intervenerexplains participanttorespond to'chronie
illness by managing stress, managing the changing roles
and multiple roles integration, and managing his/her health
behaviors.

2. Iniervenerencourage participant to use problem-
salving, anticipating of behavior,‘and maintenance of new

- Participant describes
his/her perception about
the significant of health
behavior management
and accepts the changing
of health status by using

€Le
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome
progressive life behaviors by using the question “Hew to-cope with effective management
threatening obstacles that may encountered? strategies.
chronic disease as | 3. Intervener and family-member encourage participantto | - Family | - Participant describes
CHD. help them determine abeut ihe correct choice for getting Member | his/her practice skill for
better health behaviers. | - Booklet | modifying his/her risk
4. Intervener promote.the self- sMmanagement or prevent self- | and behaviors.
management failure'by Z DVD - Participant uses
a) Using family.member cogperate in thIS program for effective management
environmental support. ) strategies for responding
b) Using booklet and BVD for enhancmg knowledge and to CHD.
practice skills.
c) Using the incentive for manages his/her risk behavior by
explaining the negative consequences if he/she didn’t
manage the target behaviors.and explaining the positive
consequences if he/she manages the target health
behaviors. i P
8. To assess the 1. Intervener ‘@ssesses.the.previous.knowledge-and - Participant describes
previous experiences about CHD of participant by asking questions his/her previously
knowledge and about CHD and reviews the result from Health Behaviors knowledge and
experiences about | related to Cardiae Risk Factors Questionnaire. experience about CHD.
CHD of
participant.
9. To support 1. Intervener provides information about CHD, cardiac risk | - Booklet | - Participant listens,

participant for
understanding
about CHD,

factors, and CHD patients’ health behaviors mianagement
that 1ncrease the.significant of health behavior management
related'to decrease cardiac risk factors include‘the topie of

discusses, and answers
the questions about
CHD, cardiac risk

12X
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome
cardiac risk cardiac risk factors, pathophysiology, clinteal course of factors, and CHD
factors, and CHD | disease, risky health behawiors that affect worse patients’ health behaviors
patients’ health progressive of CHD, management, complication, and management.
behaviors health behavior management related to cardiac risk factors - Participant presents
management. reduction (Ornish, 1990;4998; Thompson & Bowman, his/her knowledge about
1998). CHD, cardiac risk
factors, and CHD
F patients’ health behaviors
management.

Session 2 1. To prepare 1. Participant uses tecanigue of deep breathmg before start - Participant relax and
The third day | participant for this session. readiness for cooperating
of admission/ | readiness to ¥/ all activities.

(60 minutes)/ | cooperate in all =L
Medical activities. —
ward/ 2. To discuss, 1. Intervener and participant-discuss, rewew and - - Participant describes
Intervener, review, and emphasize about CHD, cardiac risk factors, and CHD his/her concern about the
Participant, emphasize about | patients’ health behaviors-managementrelated.to-cardiac relationship among CHD,
and family CHD, cardiac risk | risk factors reduction. cardiac risk factor, and
member factors, and CHD | 2. Participant describes his/her cardiac risk factors and CHD patients’ health
patients’ health health behavior management related to cardiac risk factor behaviors management
behaviors reduction. related to cardiac risk
management factors reduction.
related to cardiac
risk factors
reduction.
3. To enhance 4. Intervener-demonstrates, anticipatory practice, and %DVD - Participant listens,

participant’s

prehearsal‘all desired health’behaviors including diet

discusses, and answers

G/¢
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome

knowledge and management, physical activities and exereise management, the questions about
management skill | stress management, and.smoking cessation management; CHD, cardiac risk
for managing after that participant demonstraie and anticipatory practice factors, and CHD
health behaviors | the tasks and skillswithfamily. member under supervision patients’ health behaviors
related to cardiac | of intervener at hospital and continuing practice to his/her management related to
risk factor home. cardiac risk factors
reduction. 2. Intervener and participant conclude and emphasize about reduction.

the significant information for befter tinderstanding. - Booklet | - Participant presents

3. Intervener uses the interactive techhiques for providing | and his/her knowledge and

information, booklet, and VCD:. DVD management of health

5. Participant uses the technique of self=instruction by
using the utilization resource, of booklet, and supporting
from family member that he/she can review.the booklet at
any time for more understandlng and managlng health
behavior.

behaviors skill related to
cardiac risk factor
reduction.

4. To enhance
participant for
increasing the
awareness of
his/her cardiac
risk factors.

1. Participant describes the relatlonshlp between cardiac
risk factors and-CHD.

2. Participant analyzes and descrlbes his/her cardiac rlsk
factors.

- Participant recognizes
and describes the
significant of his/her
cardiac risk factors.

5. To reinforce
participant for
health behaviors
management, and
to support
participant for

1. Intervenerdescribesithe negative effectiofihis/herrisky
health behaviars ffor ingreasing. the reactivity, of response to
be CHD patient

2. Intervener asks the participant “how do you-feel? What
do you think-abaut the negative effect of his/her risky
health behaviors?”

- Participant describes
his/her self reinforcement
to manage his/her health
behavior.

- Participant uses
appropriate self-

9/¢
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome

using appropriate | 3. Participant imagines and describes the feeling when reinforcement related to
self- successful or failure the desired health behawviors. his/her goal achievement.
reinforcement 4. Intervener and participanidiscuss and emphasize about - Participant presents
related to his/her | the good choice ofthealiibehavior and the consequences his/her performance of
goal achievement. | from conduct the dgsiredshealth behaviors. CHD patient’s role.

5. Intervener teaches partiCipant to use appropriate self-

reinforcement related to‘accomplished the health behaviors

management goals both the material Teiq_forcement and

verbal- symbolic self-reinforcement

6. Intervener uses'the yerbal reinforcement to participant

when he/she accomplished the health behaviors

management that related or promote their, better health.

7. Participant use self-reinforeement whaer;he/she

accomplished the health behaviors management by using

the material reinforcement and verbal-isympo_lic self-

reinforcement. T e ,

8. Family memberuse the verbal and material .

reinforcement-when participant accomplished the health

behaviors management. '
6. To help 1. Intervener gives the standard criteria that Coronary - The - Participant presents
participant to set | Heart Disease (CHD).patients should perform for diary his/her short and long
his/her short and | improving their health: heart term goal for managing
long term goal for | 2. Intervener,participant, and family member discuss and ¢ | book health behaviors related
managing health | negotiate'with participant to set individual goals and plans | - Action | to cardiac risk factor
behaviors related | directed to their health behaviors including thésshort term plan reduction including

to cardiac risk
factor reduction

goals 2 weeks (the first two selected health behavior
management-in the first week and‘add the last two seleeted

objective, measurement,
time frame, and goal

L2
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome

including health behavior management in the second weeks) and the attainment.
objective, long tern goals 8 weeks @entinuing all 4 health behaviors
measurement, management) in which«0 measute and to achieve including
time frame, and | in the aspects of;specificity of objeetlves time frame-and
goal attainment. | goal attainment.

3. Intervener enhance self-confldence of participant by set

the minimum criteria in‘a short term goal and then

increase the criteria siep by step.; |

4. Intervener, partigipant, and family. member determine

the goals that shotld be relevant o health behavior

management related o reduce cardiac risk factors which

improve their health behavior, health stétus and HRQOL.
7. Tomonitor and | 1. Intervener and partiCipant set target health behaviors that | - The - Participant correctly
evaluate his/her should be monitored and recorded in the diary heart book diary monitors, and records
health behavior every day that including-the-first 2 selected health behavior | heart his/her health behavior
management. management in'the first week and add the last 2 selected book management in diary
8. To promote health behavior: rrmeagemeet—anee—twewee%e%es@ - Family | heart book every day.
participant for continuing health' behavior management. member

correct
monitoring, and
recording his/her
health behaviors
in the diary heart
book.

2. Intervener rehearse the entire self-monitoring by usmg
the diary heart book with the participant and review ~
following each session,of target behaviers were assigned.
3. Participant record his/her target health behaviorthat
should be maonitared in'the diary heart book every day: after
discharge’home until 8 weeks to improve health behavior.
4, Participant. monitors and records their target health
behavior management in the diary heart/boak in the easy
way, unobtrusive, convenience, validity and reliability for

8L¢
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome
lay person that include a short answer, record the number,
and open ended recording-by supparting and-reminding
from family member.
9. To promote 1. Intervener, participant; and family member signa - The - Participant signs
participant self contract that presenithe partmpant health behavior diary contract with family
management by management. F heart member and intervener
using sign - book for promoting health
contract 1 - Family | behavior management
technique. member | related to cardiac risk
- factors reduction.
10. To help 1. Intervener, participant, and famiy member discusses - Family | - Participant practice and
participant for “How the information and practice skills.can be tailored to | member | manage his/her health

practicing and
managing his/her
health behavior
related to cardiac
risk factors
reduction into
daily life.

fit for the participant’s daily routine”, “How to manage the
timing of his/her daily life™ —

2. Participant is asked to.imagine the consequences of
accomplished or, not accomplished the desired health
behaviors by ntervener.

3. Participant starts to practice and manage their selected
target health behaviors at his/her home by supporting from
family member.™

behavior related to
cardiac risk factors
reduction into daily life.

11. To evaluate
participant for
achieving the
standard criteria
of this CCRP
(75%).

1. Participant presents-their CHD knowledge through the
test by using“The Cerenary Heart Disease Patient’s
Management Questionnaire” to.meet the standard criteria
of this pragram before continuing into the next session.

- Participant takes the
test and passes the
standard criteria of this
program. If he/she
doesn’t pass the standard
criteria (75%), the
implementation of this

6.¢
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome
session will take place
again tomorrow.
Session 3 1. To prepare 1. Participant use technigues of deep breathing before start | - - Participant relax and

Two weeks participant for this session. readiness for cooperating

after readiness to all activities.

discharge/ cooperate in all

(60 minutes)/ | activities.

Participant’s | 2. To prepare and | 1. Intervener provides the CHD self r’ﬁan_agement - Booklet | - Participant presents

home/ support information both review information.about CHD and and his/her knowledge,

Intervener, participant for practice skill for desired health. DVD understanding, and

Participant, gain more 2. Intervener reviews, discusses, and encourages practice for managing

and family knowledge, participant for solving the problems abo‘_ut practlcmg risky health behaviors related

member understanding, health behaviors management. to cardiac risk factors

and practicing

3. Intervener uses the interactive techmques for reviewing

reduction.

about CHD self previously information and providing the CHD self
management. management information by using booklet, and DVD.
4. Participant reflects-the-usefulness-cf.anticipatory-of self-
management te-€voke and mobilize to action such as *“I*m
afraid these, then | do that...”
3. To discuss, 1. Intervener and-participant discuss, review, and - - Participant describes
review, and emphasize about CHD, cardiac risk factors, and health his/her concern about the

emphasize about
CHD, cardiac risk
factors, and health
behavior
management
related to cardiac

behavior.-managementrelatedito cardiac risk factors
reduction.

2. Participant describes his/her cardiac risk factors and
health behavior management related to cardiac'risk factor
reduction.

relationship among CHD,
cardiac risk factor, and
health behavior
management related to
cardiac risk factors

reduction.

08¢
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome

risk factors 3
reduction.
4. To monitor, 1. Participant monitors.and records his/her health behavior | - The - Participant describes
analyze, and in diary heart book'every day by supportlng and reminding | diary and demonstrates his/her
evaluate from family member: heart health behavior
participant’s 2. Intervener checks his/her target health behaviors; diet book management related to
health behaviors | management, physical activity and exercise management, | - Family | cardiac risk factors
management smoking management, and stress management from the member | reduction.
related to cardiac | diary heart book regord. J
risk factors 3. Intervener, participant, and family member discuss about
reduction. the correct, success, and failure recording diary heart book

and use the assertive verbal reward to" ejjhance the sensory

awareness.

4. Intervener emphasizes the standard cw:eria that CHD

patients should be conduct for |mprovmg his/her better

health.

5. Intervener an€.participantanalyze,evaluate..and cnthue

his/her discrepancy between the standard criteria and their

risky health behaviors including antecedent anc '

consequence of discrepancy that relate to the aspect of

intrapersonal and environment factors.
5. To support 1. Participant presents-and evaluates the desired health - The - Participant presents
participant behaviors of short term goal by using the data from the diary his/her health behaviors
adjusts/reorganize | diary heart book and action plan. heart management.
s his/her health 2. Participant evaluates and makes adjustment-about the book - Participant
behavior recording health,behayvior. data,/and evaluates the = Action | demonstrates his/her
management antecedent and consequences of success and fatlure to plan appropriate making

18¢
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Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome

related to data reach the desired health behaviors or aspired Criteria. adjustment to increase
from the diary 3. Intervener and participant evaluate, analyze and the desired health
heart book for reorganize his/her goalsyplans, and sirategies for necessary behaviors for achieving
achieving the adjustment of proeeduresto increase the desired health the goals related to data
goals. behaviors for achiewing ihe.goals. from the diary heart book
6. To support 4. Participant analyzes‘and recognizes his/her discrepancy and the goals.
participant between his/her risk factors/health behavior and standard - Participant analyzes,
analyzes, criteria. 4 evaluates, and
evaluates, 5. If he/she does not have the diserepancy in some reorganizes his/her goals,
reframes management, the intervener uses the verbal statement to plans, and strategies for
expectation, and | reinforce the participant to continte action. necessary adjustment to
reorganize goals, | 6. Participant monitors, evaluates, and increases the manage health behavior
plans, and activity level practicing assertive behaviors; and enhances related to cardiac risk
strategies of sensory awareness of pleasurable experiences by factors reduction.
health behavior him/herself. e, 7N
management for | 7. Intervener encourage participant to undertaken more
necessary activities thanvhe/she has been accomplishing and supgert
adjustment to them as he/she begin making behavior management.
increase the [
desired health
behaviors.
8. To promote 1. Intervener; participantanddfamily member review the - Family | - Participant describes
participant task, and practice skills of desired target health behaviors member | and demonstrates the
continuing health | and also promote the participant’s sense of self-efficacy in continuing health
behaviors every session. behaviors management
management 2. Participant.continues practices and manages his/her related to cardiac risk

related to cardiac

target health*behaviors at'his/her home by supporting from

factors reduction in

e8¢



283

Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome
risk factors family member. everyday life.
reduction in
everyday life.
9. To support 1. Participant usessthe teehnigue of ‘self-instruction by -Booklet | - Participant uses the
participant for using the utilizationswresource of booklet, and supporting -Family | utilization resource of
using the from family member, member | booklet, and family
utilization member.
resource of 1
booklet, and
family member. %
11. To evaluate 1. Participant presents the CHD patients self-management | - - Participant takes the
participant for through the test by using “The Coronary Heart Disease test and passes the
achieving the Patient’s Management Questionnaire™ to meet the standard standard criteria of this
standard criteria | criteria of this program befoie contmumg into the next program. If he/she
of this CCRP session. e doesn’t pass the standard
(75%). criteria (75%), the
implementation of this
session will take place
again tomorrow.
Session 4 1. To motivate, 1. Intervener and-participant discuss about his/her health - - Participant describes
4 and 6 week | monitor, and behavior management.and recording frem the diary heart Telephon | his/her regular health
after evaluate book. e behavior management
discharge / participant for 2. Intervenertalks fo participant for mativating.and - The and regular record in
(10-15 maintaining maintaining health behavior management related to cardiac | diary diary heart book.
minutes)/ health behavior risk factors reduction and regular recording in-the dairy heart
Participant’s | management and | heart book. hook
home and regular recording.

€8¢



284

Time/Place/ Objectives Implementation Media Evaluation/Expected
Person outcome
Intervener’s | 2. To reinforce 1. Intervener and participant discuss aboutthe problems for - Participant corrects
office by participant for managing his/her health.behaviors and regular recording in his/health problems by
using using effective the dairy heart booK Tfor.mecessary adjustment of procedure using effective decision
telephone decision making | to increase the desired health behaviors. making.
call/ to correct his/her | 2. Participant uses thé negaiive reactions and outeomes to
Intervener, health problems. | prohibit barrier t0 desiredhealth behaviors and uses the
Participant, positive reactions and outcomes to motivate the
family continuation of desired health behaviors,
member 3. Intervener reflects participant fo carrect histher health
problems by using effective decision making.
3. To monitor, 1. Participant describes the feeling after manage his/her - - Participant present
evaluate, and health behaviors management. . A his/her monitor, evaluate,
reinforce 2. Participant presents the significant healtn behavior and reinforce
participant’s change occurring to them and makes more consistent the participant’s
management of assessment of health behavioral management.. management of
cognition, 3. Intervener uses the verbal reinforcement to participant cognition, affective, and
affective, and when he/she aceomplished-health behaviors management health behaviors which
health behaviors | that related to-promote their better health. improve health status and
which improve 4. Intervener encourage participant to develop pian for long HRQOL.
health status and | term management of health behaviors, and use the
HRQOL. advantage of socialssupport from VCD and booklet’s
media, and family member:
Session 5 | 1. To evaluate the | 1. Intervener,participant, and family member evaluate the ¢ | - The - Participant
8 weeks after | long term goal of | long termigoal of the participant for risky health behaviors | diary accomplished his/her
discharge/ the participant for | management. heart long term goal.
(45 minutes)/ | risky health 2. Paiticipantcontinues practices and manages his/her book
Out-patients | behaviors target health*behaviors at'his/her home with supporting

¥8¢



285

Time/Place/ Objectives Implementation Media Evaluation/Expected

Person outcome
department/ | management. from the family member in everyday life.
Intervener, 2. To obtain 1. Research assistant records the data from medical and - All significant data
Participant, significant data laboratory investigation.-for.positest. were recorded for
family for posttest. 2. Research assistant obtains the significant data from posttest.
member, and participant and partieipant completes all questionnaires for
research posttest including; a) Personal data b) Health behaviors
assistant related to cardiac risk factors and C) Health related guality

of life.
3. To promote 1. Intervener, participant, and famlly member review the -DVD - Participant continues

participant for
continue
managing health
behavior related
to cardiac risk
factors reduction
in everyday life.

significant CHD information, cardlac nsk facfors and
CHD self-management. = =

2. Participant demonstrates the appllcau’Qn of health
behavior managementrelated to cardiac rlsjg factors
reduction into daily living and managm&hls/her health
behavior’s problems. ..~ o o

3. Intervener encourage part|0|pant to admmlster and ¢
manage time With-pricrtizing-your-heatth.

4. Intervener gives the DVD to participant and famlly
memaber.

manage his/her health
behavior management
related to cardiac risk
factors reduction in
everyday life.

4. To terminate
the program.

1. Participant and family member ask the questions that
they want to know.@beut CHD, and CHD: patients’ self-
managermnt.

2. Interevenerthank you participant and family_ member for
cooperating the program.

3. Intervener suggestparticipant for using the#iealth care
resource.

Intervener, participant,
and family member have
good impression.
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% of % of % of % of % of % of

CHD % of General Diet Exercise Smoking  Stress
Knowle CHD manage manage manage manage mMmanage

No dge SM ment ment ment ment ment
1 88.89 84.44 80.00 82.50 75.00 100.00 90.63
2 91.11 80.00 82.50 75.00 75.00 96.43 75.00
3 93.33 79.44 75.00 80.00 77.50 92.86 75.00
4 88.89 81.11 75.00 82460 75.00 96.43 81.25
5 95.56 78.33 77.50 o0 80.00 78.57 78.13
6 88.89 86.64 80.00 -+ 80.00 90.00 100.00 87.50
7 93.33 88.33 90.00 82.50 90.00 89.29 90.63
8 86.67 81.67 75.00 82.50 75.00 100.00 81.25
9 88.89 T7.24 #5400 75.00 75.00 89.29 75.00
10 93.33 86°00 87,50 85.00 7¢.50 96.43 81.25
11 86.67 78,33 75.00- = "82.50 75.00 85.71 75.00
12 95.56 82.22 90.00—+*82.50 75.00 85.71 78.13
13 84.44 7722 75:00) ~ 3, 75.0Q 75.00 85.71 78.13
14 86.67 78.89 75,00 -80.00 77.50 89.29 75.00
15 93.33 75.00 75:00 75.00 75.00 75.00 75.00
16 88.89 85.56 85.00 81.50 87.50 89.29 78.13
17 91.11 82.78 80:00 82.50 77.50 100.00 78.13
18 93.33 82.78 82.50 90.00 77.50 89.29 75.00
19 86.67 77.78 77:50 80.00 - 75.00 82.14 75.00
20 97.78 82.78 87.50 87.50 75.00 89.29 75.00
21 88.89 78.89 75.00 80.00 17750 85.71 78.13
22 86.67 81.67 82.50 82.50 7790 89.29 78.13
23 91.11 80.00 80.00 80.00 77.30 89.29 75.00
24 100.00 83.33 77.50 87.50 77.50 100.00 78.13
25 88.89 81;1% 7150 8500 82.50 75.00 84.38
26 88.89 85.00 85.00 75.00 80.00 89.29 100.00
27 91.11 86.67 87.50 82.50 82.50 100.00 84.38
28 88.89 80.56 87.50 82.50 75.00 8214 75.00
29 93.33 80.00 82.50 75.00 80.00 18.57 84.38
30 91.11 86.11 92.50 82.50 87.50 89.29 78.13
31 91.11 83.89 85.00 80.00 82.50 92.86 81.25
32 93.33 83.89 92.50 77.50 77.50 89.29 84.38
33 95.56 82.22 82.50 85.00 77.50 82.14 84.38
34 88.89 80.56 77.50 85.00 75.00 78.57 87.50
35 88.89 81.11 80.00 82.50 75.00 92.86 78.13
36 88.89 81.11 80.00 82.50 75.00 92.86 78.13
37 97.78 78.89 80.00 80.00 75.00 85.71 75.00
X 90.99 81.64 81.22 81.35 78.24 89.29 80.07
stdv 3.59 81.64 5.39 3.89 4.36 7.19 5.72
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Std. Std. Error

GROUP N Mean Deviation Mean

PRETEST 1.00 37 18.2366 2.75322 45263
OVERALL 2.00 37 18.2165 2.04795 33668
POSTTEST 1.00 37 23.2067 1.88631 31011
OVERALL 2.00 37 18.3714 1.68214 27654
PRETEST 1.00 37 16.4568 2.96775 48789
HEALTH 2.00 37 16.2968 2.42454 .39859
POSTTEST 1.00 37 22.3678 1.73791 28571
HEALTH 2.00 37 16.3897 2.02704 33324
PRETEST 1.00 37 22,4008 .  2.97639 48932
SOCIOECO 2.00 37 22.5719 ; 2.37339 39018
POSTTEST 1.00 37 26.8276 l 1.96599 32321
SOCIOECO 2400 37 230149 | 1.78588 29360
PRETEST 1.00 37 17.0522 ‘ 3.98040 65437
PSY/SPIRIT 2:.00 37 17.3459 2.55036 41928
POSTTEST 1.00 37 21.1794 3.48033 57216
PSY/SPIRIT 2.00 37 17.5292 2.80051 46040
PRETEST 1.00 37 18,5703  £.3.33232 54783
FAMILY 2.00 37 18.2189 ’ 1.82374 29982
POSTTEST 1.00 37 22.2941 \ 2.27627 37422
FAMILY 2.00 37 18.0665 1.56188 25677
% CHANGE 1.00 37 2817016 | *12:17720 2.00192
OVERALL 2.00 37 1.0897 3.40552 55986
% CHANGE 1.00 37 385942 .. .17.56140 2.88708
HEALTH 2,00 37 19565 4.69942 77258
% CHANGE 1.00 37 21.0581 | 12.47590 2.05102
SOCIOECO 2.00 37 2.3927 6.41740 1.05501
% CHANGE 1.00 37 27.4787 | 18.03480 2.96490
PSY/SPIRIT 2.00 37 9546 3.69903 60812
% CHANGE 1.00 37 21.5298 | 16.32936 2.68453
FAMILY 2.00 37 -.5951 5.07236 83389
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Levene's Test for

Equality of
Variances } S i-test for Equality of Means
| | | 95% Confidence
| | Std. Error Interval of the
_ [ _ _ | Mean Differenc Difference
F Sig. | t df Sig. | Differenc e
l (2-tailed) | e Lower Upper
PREOVERA i '
Equal variances 2138 148 036 72 972 0202 56412 -1.10439 | 1.14470
assumed | _ |
Equal variances &
not assumed .036: "2 66.500 972 .0202 56412 | -1.10598 | 1.14629
POSTOVAL '
Equal variances 450 505 11637 72 000 4.8353| .41550| 4.00704  5.66362
assumed
Equal variances
not assumed 11.637 | 71.075 .000 : 4.8353 41550 | 4.00685| 5.66380
i (:
PREHEALT i |
Equal variances 427 516 254 72 8007  .1600 | .63001 | -1.09591  1.41591
assumed |
Equal variances !
not assumed 254 | 69.245 .800 .1600 .63001 | -1.09676 | 1.41676
POSTHEAL i
Esqsﬂg’g”ames 877 .. 352 13.619 72 000" ‘59781 43896 5.10307  6.85315
Equal variances 6.85350
not assumed 13.619 | “70.360 .000 5.9781 43896 | 5.10272

00€
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Levene's Test for

Equality of
Variances t-test for Equality of Means
| 95% Confidence
! | Std. Error Interval of the
_ : | Mean Differenc Difference
F Sig. | L df Sig. | Differenc e
| (2-tailed) | e Lower Upper
PRESOCIO i | ,
Equal variances 2988  .088 Y 72 785 1716 62584 | 141914 1.07603
assumed 1 |
Equal variances
not assumed | +274 ...68.601 .785! -1716 .62584 | -1.42019 | 1.07709
POSTSOCI i '
Equal variances 148 701 8.732 12 000 3.8127| .43665| 2.94226 4.68314
assumed
Equal variances
not assumed 8. Lot 1=t .000 3.8127 43665 | 2.94212 | 4.68328
PREPSYCH i
Equal variances 4864 031 -378 72 707 0+ -2937 | 77717 | -1.84301 | 1.25552
assumed j |
Equal variances !
not assumed -.378 | 61.295 707 | -.2937 7717 | -1.84765 | 1.26016
I
POSTPSY i
Equal variances 1.782 |, .186 4.970 72 000 3.6502| 73440 2.18620 | 5.11419
assumed
Equal variances
not assumed 4970 68.848 .000 3.6502 73440 | 2.18505| 5.11533
PREFAM '
Esqsﬂar‘r'];’j”ances 2782 | (001 563 72 575 | 3514 | 62451 -g93s8| 902

T0€
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Levene's Test for
Equality of
Variances t-test for Equality of Means
| 95% Confidence
! | Std. Error Interval of the
' | Mean Differenc Difference
F Sig. | L df Sig. | Differenc e
| (2-tailed) | e Lower Upper
Equal variances | : 576 |
not assumed 1 563 +55:790 | 3514 62451 -89979 | 1.60250
POSTFAM i ‘
Equal variances 4397  .0404 9.:315 72 000 42276 45384 | 3.32286 5.13228
assumed i
Equal variances
not assumed 9.3158 63.748 000 42276 .45384| 3.32085 | 5.13428
CHGOVER i
x Equal variances 30447 .000 13283 72 000 27.6119| 2.07873| 23.46800 | 31.75575
assumed
Equal variances |
not assumed ——33:983-—44-507 .oooi 07.6119 | 2.07873| 23.41562  31.80813
CHGHEALT i '
Es‘lﬂg’g”ances 23149 000/ 12594 72 000 37.6377  2.98866 31.67993  43.59550
Equal variances
not assumed 12.504) | 414130 000, 376377 | 2.98866 | 31.60257 | 43.67286
CHGSOCIO i
Esqsﬂar‘r'];’j”ances 7.064 | V' 010 8.093 72 000 186654 2.30646 | 14.06752 23.26320
Equal variances 23.28992
not assumed 8.093¢ (53.804 .000 |118.6654 |[_2.30646 | 14.04080 s
N
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Levene's Test for

Equality of
Variances t-test for Equality of Means
| 95% Confidence
| | | Std. Error - pteryal of the
_ ' | | Mean Differenc Difference
F Sig. | L df Sig. | Differenc e
| (2-tailed) | e Lower Upper
CHGPSY | Equal variances 54222 0004 Aaden 72 000 565241 302662 2049061 32.55754
assumed | |
Equal variances \ |
not assumed | 8.764 .. 39.024 .000I 26.5241 | 3.02662 | 20.40226 | 32.64588
\ & |
CHEFAM Esciﬂ;’j”a”ces 17.790 | .000 7.871 12 .ooo‘ 221250 | 2.81106 | 1652123  27.72874
Equal variances
not assumed 7.8 42.883 .000| 22.1250| 2.81106 | 16.45549 | 27.79448

€0¢



Paired Samples Statisiics

‘ Std. Std. Error

Mean N Deviation Mean

Pair 1 POOVEX 18,2366 i 37 2.75322 45263
PEOVEX 232067 - L4\ 87 1.88631 31011

Pair 2 POHELEX 16.45687 1 4 37 2.96775 48789
PEHELEX 2236780 0, 37 1.73791 28571

Pair 3 POSOCEX 4003 Az 2.97639 48932
PESOCEX 26,8276 S, 37 1.96599 32321

Pair 4 POPSYEX 1figsss - 3.98040 65437
PEPSYEX AATON - gy 3.48033 57216

Pair 5 POFAMEX 18.5703 37 8.33232 54783
PEFAMEX 22.2941 37 2.27627 37422

Pair 6 POOVECON 18.2165 37 2.04795 33668
PEOVCON 18.3714 37 1.68214 27654

Pair 7 POHELCON 16.2968 37 2.42454 .39859
PEHELCON 16.3897 37 2.02704 33324

Pair 8 POSOCCON 29 5719 37 2:37339 39018
PESOCCON 23.0149 37 1.78588 29360
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Std. Std. Error
Deviation Mean

Pair 9

Pair 10

POPSYCON 2.55036 41928

PEPSYCON 2.80051 46040
POFAMCON . 1.82374 .29982
PEFAMCON 1.56188 25677

| ll |
AULINENTNEINS
ARIANTAULNIINYAY
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Paired Samples Test
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wpaired Differences

: 95% Confidence
[ Interval of the Sig.
std_# 4 std Error |\ Difference t df (2-tailed)
Mean Deviation Mean-. ©
| + | _Lower, " Upper
Pair 1 POOVEX -
PEOVEX -4.9700 1471986 .28266_ -5.5433 | -4.3968 | -17.583 36 .000
Pair 2 POHELEX - v
PEHELEX -5.9111 2.02394 .33273_ -6.5859 | -5.2363 | -17.765 36 .000
Pair 3 POSOCEX - ‘
PESOCEX -4.4272 2.20637. | 20273 -5_.1629 -3.6916 | -12.205 36 .000
Pair 4 POPSYEX - : ¥
PEPSYEX -4.1272 2.32678 382521 -4.9030 | -3.3514| -10.789 36 .000
Pair 5 POFAMEX -
PEFAMEX -3.7238 2.36764 38924 -4.5132 | -2.9344 -9.567 36 .000
Pair 6 POOVECON -
PEOVCON -.1549 .63397 .10422 -.3662 .0565 -1.486 36 146
Pair 7 POHELCON -
PEHELCON -.0930 179683 .13100 -.3587 1727 - 710 36 482
Pair 8 POSOCCON -
PESOCCON -.4430 1.49464 24572 -.9413 .0554 -1.803 36 .080
Pair 9 POPSYCON - 096
PEPSYCON -.1832 .65236 10725 -.4008 .0343 -1.709 36
Pair10  POFAMCON - 15247 ¥ 5307 " 18ees | L1653 | Fa702 7 Mor3 36 337

PEFAMCON

90€



The HRQOL scores of the experimental group
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No Pre Post Pre Post Pre, Post Pre Post Pre Post
overall overall health health SOCi0 socio psycho psycho family family

1 25.49 26.93 24.60 25.64 28.00 - ks 25.00 27.14 24.80 26.70
2 15.70 21.66 16.10 2163 19.63 26.00 12.50 17.71 12.70 20.30
3 16.50 22.04 15.20 22450 23.06 . 26.44 12.43 17.21 15.60 20.40
4 17.80 21.50 16.33 21.68 21.94 " 45 Vhe, 14.79 16.21 19.80 21.70
5 16.21 23.00 14.50 2230 21.9%¢ 27.63 13.07 19.71 16.60 22.30
6 19.00 22.34 16.13 21.08 2328\ Y63 20.21 21.29 19.10 20.90
7 17.90 23.29 12.90 2123 26.06~ 28.25 17.14 22.79 20.90 22.20
8 18.30 22.87 13.67 20.63 2239450 21,51 19.21 22.00 21.90 22.90
9 16.11 21.11 15.97 20.93 20:568 /. 2494 10.29 17.36 17.60 20.80
10 22.20 25.23 21.20 24167 251375 745 21.00 24.21 22.20 24.30
11 15.67 23.81 13.40 22.97 20.75—=—2927.44 16.14 21.14 13.70 24.30
12 25.66 28.54 23.93 27.23 2556 sEig1.06 28.29 29.14 27.30 27.60
13 15.04 21.19 14.20 18.11 1963 2212 11.50 15.78 15.20 18.98
14 15.41 21.21 13.33 20.53 21,44 26.00 14.57 19.00 13.20 18.70
15 20.21 24.86 20.33 23.60 24.88 29.19 15.36 22.36 19.20 25.20
16 15.60 22.17 15.33 22.57 18.00 2531 11.29 18.00 18.60 21.80
17 17.57 26.37 12.13 23.50 21.88 29.94 22.50 30.00 20.10 24.20
18 21.21 23.90 18.27 23.43 25.75 26.50 22.36 22.79 21.20 22.70
19 17.90 22.61 1533 22+13 22.50 26413 17:43 19.43 18.90 22.90
20 22.09 25.64 19.87 23:63 27.19 27:56 19.93 28.21 23.60 25.00
21 17.14 20.89 15.07 20.00 21.81 25.75 17.00 18.86 16.10 18.60
22 20.59 23.47 15.57 21.07 28.38 22:31 22.07 23.14 21.10 21.80
23 16.64 21.00 16100 21.33 17.94 23.19 16.43 18.36 16.80 20.20
24 18.37 21.00 17.08 21.38 19:88 23.19 18.14 18.36 20.30 20.20
25 17.49 23.66 16.27 23.07 20.88 26.75 17.29 23.00 16.00 21.40

L0€
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No Pre Post Pre Post Pre Post Pre Post Pre Post
overall overall health health socio SOCio psycho psycho family family
26 16.56 22.73 15.77 22.30 20.31 Bkl 15.36 19.57 14.60 20.60
27 17.34 22.26 14.37 21.40 20.69 25.19 18.00 20.14 20.00 23.10
28 17.31 22.90 16.17 21.90 19.94 26.69 16.14 20.79 18.20 22.80
29 17.66 21.90 15.93 21.50 22.00 26.63 16.36 17.93 17.70 21.10
30 15.76 20.73 14.60 20050 19.88 & 24.38 13.07 18.43 16.40 18.80
31 17.56 22.90 16.87 22 .37 20.75 26.00 14.86 21.21 18.30 21.90
32 17.16 23.13 15.20 23.03 20.69 25.88 17.07 21.71 17.50 21.00
33 24.09 26.41 23.77 26.00 27.06 28.75 22.50 25.93 22.50 24.60
34 15.23 23.96 15.27 23180 16.94=, . 28.00 13.07 21.00 15.40 22.10
35 19.90 25.44 17.07 23.43 250 ¥ 30438 15.57 22.79 22.20 27.30
36 17.09 23.33 15.23 22.40 220630 2725 17.14 20.79 14.60 23.40
37 17.29 22.66 16.00 22023 21 0055 6'00 15.86 20.14 17.20 22.10

80¢€
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The HRQOL scores of the control group

No Pre Post Pre Post Pre, Post Pre Post Pre Post
overall overall health health SOCi0 socio psycho psycho family family

1 21.89 21.51 20.77 19.56 28.88 28.05 19.29 20.27 17.70 18.60
2 20.31 20.01 18.33 47.02 24.94 24.66 20.64 21.62 18.40 19.30
3 18.79 19.34 17.00 17400 2475 & 26.55 14.86 15.84 20.10 19.72
4 23.59 22.86 23.90 22.28 23.69 " 23.44 25.50 26.48 19.80 18.78
5 24.40 23.31 22.83 2178 2888 25.78 24.00 24.98 22.50 21.61
6 20.64 19.65 18.30 7.QP 25:30% 2331 19.86 20.84 21.30 20.04
7 16.79 17.85 12.63 13165 22694 24.57 20.36 21.34 14.80 14.80
8 17.43 17.98 15.23 16.20 2000 214, 34 16.86 16.86 20.70 19.54
9 18.40 19.18 17.67 18.39 21:508 4. 2380 15.43 15.43 19.70 18.36
10 19.47 19.95 17.50 18:56 24.067557,24.89 19.43 18.86 18.10 17.71
11 21.41 20.81 19.50 19.50 26.06——525.00 21.43 20.86 19.70 17.97
12 15.14 15.84 14.67 15.63 17 H0psinsiigo 31 14.07 13.50 14.20 14.20
13 17.09 17.17 15.87 15.45 2125 2169 14.71 14.14 17.40 19.35
14 17.67 17.92 15.43 15.56 20.56 s 18.79 18.22 18.20 17.57
15 16.54 16.19 14.10 14.10 21.88 21.06 14.36 14.36 18.40 17.23
16 17.64 17.61 15.17 15.17 22.63 22.88 17.14 16.67 17.80 17.80
17 20.79 19.65 19.23 18.78 25.88 23.19 18.50 18.03 20.50 18.89
18 16.93 17.24 15.00 15,00 20.69 21.75 16.36 15.89 17.50 18.62
19 17.53 18.82 15190 16:90 2831 23475 16:50 17.23 17.80 18.92
20 17.14 17.95 14,77 15.53 22.25 22.06 16.29 18.12 17.30 18.42
21 17.09 17.05 1527 15.27 20.81 21.13 17.21 16.65 16.40 16.40
22 18.24 18.79 16.63 17.71 22.50 23:00 17.21 16.65 17.70 18.32
23 16.87 17.38 14,85 16.02 20.75 21.25 17.71 17.15 15.60 15.60
24 16.69 17.81 14,67 15.98 20.00 21.81 16.64 16.64 17.50 18.56

16.17

16.77

13.93

15.23

20.63

20.81

15.79

15.79

16.30

16.30

w
o
©
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No Pre Post Pre Post Pre Post Pre Post Pre Post
overall overall health health socio SOCio psycho psycho family family
26 17.59 17.52 16.17 15.8+# 21.50 2 A 16.43 16.43 17.20 17.20
27 17.79 17.20 15.73 14.89 2243 22.00 16.79 16.79 18.40 17.03
28 18.49 18.31 17.03 16.67 21.94 22.06 15.64 15.64 21.30 20.98
29 16.97 17.24 13.80 13.89 22.25 22.44 16.36 17.43 18.90 18.67
30 17.43 17.28 15.23 15123 2150 & 22.25 15.86 15.86 19.70 17.45
31 16.89 17.89 14.97 1521 21.63 24.63 16.50 17.56 15.60 15.60
32 17.09 16.94 14.83 14.83 22.00 21.81 15.29 15.29 18.50 17.79
33 16.69 17.31 14.80 14.30 21.25 24.00 15.07 15.07 17.30 17.30
34 17.17 17.46 16.10 16¥10 213k 4 2019 14.57 14.57 17.40 18.01
35 17.56 18.41 15.13 .18 22504 2564 17.21 17.56 17.40 17.89
36 16.93 17.18 14.23 14.23 210430 22138 16.64 17.01 17.40 17.95
37 18.76 18.36 15.83 15.83 25 HIETne 38l 16.50 16.95 19.60 19.98

0Te
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Risky health'behav gement priority
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Diet Stress Exercise Smoking Manqge_ment
management management management management prIOI’Ity
N Valid 37 37 37 37 37
Missing 0 0 0 0 0
Diet. management
[
: Cumulative
Frequency Percent Valid Percent Percent
Valid 1 13 35.1 35.1 35.1
2 12 32.4 32.4 67.6
3 10 270 27.0 94.6
4 2 5.4 5.4 100.0
Total 37 1000 100.0
Stress management
Cumulative
Frequency Percent Valid Percent Percent
Valid 1 1 2.7 2.7 2.7
2 11 29.7 29,7 324
3 17 45.9 45.9 78.4
4 8 21.6 21.6 100.0
Total 37 100.0 100.0
Exercise management
Cumulative
Frequency Percent Valid Percent Percent
Valid 1 16 432 43.2 432
2 12 32.4 32.4 75.7
3 8 216 21.6 97.3
4 1 2.7 2.7 100.0
Total 37 100.0 100.0




Smoking management
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Cumulative
Frequency Percent Valid Percent Percent
Valid 1 7 18.9 18.9 18.9
2 2 5.4 5.4 24.3
3 2 5.4 5.4 29.7
4 26 70.3 70.3 100.0
Total 37 100.0 i 100.0
Management priority
!
: Cumulative
Fregtiengy Percent Valid Percent Percent
Valid 1234 4 108 10.8 10.8
1243 1 2 7 135
1324 7 18.9 18.9 32.4
1432 1 2.7 2.7 35.1
2314 9 243 24.3 59.5
2431 3 8.1 8.1 67.6
3124 1 = =7 70.3
3214 5 13.5 185 83.8
3412 1 2.7 27 86.5
3421 2 5.4 5.4 91.9
4213 1 217 27 94.6
4321 2 5.4 5.4 100.0
Total 37 100:0 1000

1= Diet management

2= Stress management
3= Exercise management
4= Smoking management
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Table 10 The comparison of personal data that related to the cardiac risk factors

between experimental and control groups at pretest and posttest
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Personal data Experimental Group Control Group t df p-value
(units) N=37 N=37
Mean SD Mean SD

Pretest

Age (years) 61.24 14.50 62.54 13.33 -40 72 69
Weight (kg) 59.96 11.80 61497 9.99 -79 72 43
BMI (kg/m2) 22.81 4.19 23,96 3.25 139 72 17
Systolic (mmHg) 140.50 2114 O 14222 22.03 43 72 67
Diastolic (mmHg) 80.73 14796 83.97 15.03 -1.03 68.55 31
Cholesterol (mg/dl) 252.44 48.82 239.70 42.39 1.17 72 .25
Triglyceride(mg/dl) 222,54 85018 -~ 203.08 65.06 110 72 27
HDL (mg/dl) 40.46 973 - - "87.49 8.19 14 72 16
LDL (mg/dl) 177.89 48307 117649 48.45 13 72 .90
FBS (mg%) 137,35 63.88 ;";23.14 40,39 1.14  60.82 26
Weight (kg) 59.04 11,34 62.18 997  -127 72 207
BMI (kg/m2) 22.41 3:89 24.05' 3.24 -1.97 72 .053
Systolic (mmHg) 12273 1315 1535 17.47  -462 72 .000
Diastolic (nmHg) 7454 950 8159 030" 306 72 .003
Cholesterol (mg/dl) | 191.30 32.62 236.08 3892 536 72 .000
Triglyceride(mg/dl) 161,49 62.48 204.05 5915  -3.001 72 .004
HDL (mg/dl) 4551 7.98 38.08 6.64 436 72 .000
LDL (mg/dl) 116.36 30.40 174,51 41.81. ..-6.84 6574  .000
FBS (mg%) 101.86 34130 122.51 3839 | (244 T2 017

Table 11 The comparison of personal data that related to the cardiac risk factors

between pretest and posttest of experimental and control groups
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Personal data Pretest Posttest t df p-value
(units/normal level) Mean D Mean D
Experimental group
Weight (kg) 59.96 11.80 50.04  11.34 -7.361 36  .000
BMI (kg/m2) 22.81 4.19 22.41 3.89 -7.166 36 .000
Systolic (mmHg) 140.50 2114 & /12273 1315 -10.397 36  .000
Diastolic (mmHg) 80.73 11.96 74454 9.50 -7.095 36 .000
Cholesterol (mg/dl) 252,11 48.82 19130 32.62 -18.635 36 .000
Triglyceride(mg/dl) 22254 8518 16149 6248 -14.003 36  .000
HDL (mg/dI) 40146 978 | \\4551 798 7823 36  .000
LDL (mg/dl) 147.89 43.30 | 116.36 30.40 -11.766 36 .000
FBS (mg%) 13735 63188 ~ 110186 3430 -6389 36  .000
Control group / ‘
Weight (kg) 61.97 9.99 " 62.18 997 1335 36  .190
BMI (kg/m2) 2306 § 325 2405 324 1535 36  .134
Systolic (mmHg) 14222 2903 ""{3’;*,9.!35 17.47  -1.458 36  .153
Diastolic (mmHg) 83.97 15.03 _§1i39 10.30 -1.893 36  .066
Cholesterol (mg/dl) 23970~ 4230 23608 3892 -1582 36  .122
Triglyceride(mg/dl) -4 203.08  65.06 20405 5945, .179 36 850
HDL (mg/dI) 37.49 8.19 38.08 6.6}1; 152 36 .138
LDL (mg/dl) 7_176.49 48.45 174.51 41181 -.571 36 571
FBS (mg%) 7123.14 40.39 122.51 38.739 -.200 36 .843
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Participant Information Sheet
1. Title . The effect of comprehensive cardiac nursing program on
health related quality of life in coronary heart disease
patients.
2. Researcher name : Miss Padthayawad Pragodpol
3. Workplace : Borommarajonnani Coellege of Nursing “Phra-putthabat”
tambol Thankasém, ampur Phra-putthabat, Saraburi province,
Thailand«18120.
Workplace phone «036-266170
Home » 264 moo8 Kietiyéblr[akorn tambol Kaopragham, ampur Maung,

EopburifProvince, fhailand 15160.

Home phone 1 036-486692, dia
Mobile phone ~ :08-1583-1530
E-mail : padthayawad@yahoo.com

4. Researcher’s statemment

| am a graduate student in nursing science at-Chulalongkorn University,
doing a doctoral disserstation en-the effect.of comprehensive,cardiac nursing program
on health related quality of life in coronary heart disease patients. The purpose of this
information ‘is| te ! tell “you—about ‘the “researcher, research| oijectives, research
characteristics, and research procedures, as well as benefits, risks or harm that may
occur in this study that allow you to make a clear decision about whether you would
like to participate or not.

4.1 This study focuses on developing comprehensive cardiac nursing

program to improve health related quality of life in first diagnosed coronary heart



322

disease patients. The objectives of the study are to examine the effect of
comprehensive cardiac nursing program on health related quality of life in first
diagnosed coronary heart disease patients.

4.2. The benefits of this study will develop comprehensive cardiac nursing
program to improve HRQOL in first diagnosed CHD patients. This intervention
emphasized in patient’s risky health behaviormanagement by using self-monitoring,
self-evaluation, and self-reinforeement processes that significantly related to promote
health status with improve HRQOL. The implementation of this program will help
nurses providing effective care,’ help. gatients achieving higher HRQOL, and
decreasing cost for earing this disease. Mq_reover, the finding from this study will
provide direction for setting policiesand irl}te_gr_ating Into practice guideline.

4.3 Quantitative approach will be_:e[n:ployed In this study. The participants
are patients who were first diagnosed CHD Age equal or more than 20 years old,
willing to collaborate and participate in thiéfp-r_barém throughout the process. Patients
have competent toread and write Thai and willing to participate in the investigation.
The patients will be excluded from the study if they have‘specified severe congestive
heart failure;~0rpsevere arrhythmia; r, severe, uncontrolled <hypertension (systolic
blood pressurél> 200 mmHg and/or diastolic blood pressure >100 mmHg), or physical
problems that preeluded exercise, or cognifive impairment, or unwillingness/ refusal
to participate in the study.

4.4 Research settings are in-patient department at medication ward and out-
patient department of two secondary health care settings at central part of Thailand.

4.5 After get permission from research settings as mention previously,

researcher will authorize from head nurse to looking for and selecting first diagnosed
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CHD patients who meet eligibility criteria from patients’ data record and will invite
them to participate in this study. Research assistant will record patients’ diagnosis,
medical data and laboratory investigations. Researcher will ask the participants for
willingness to participate in this study before answer the questionnaires.

4.6. Participants will be asked to complete the questionnaires about personal
data and health behaviors related to cardiac risk.factors by using The Personal data
and the health behaviors related to cardiac risk factors questionnaire and Health
related quality of life by "using QLI-cardiac version [V. it will take 20-30 minutes for
this process.

4.7 This study 1s fandomized controlled trial twe groups pretest-posttest test
research design that will ‘be implement;ad_f_c_)r 8 weeks in each participant. The
participants of this study will be random_iy_éssigned into control or experimental
groups. Participants who participated in e@é#mental group will receive the usual
care and comprehensive cardiac nursing p:r;)ijrzafn' from intervener. Participants who
participated in control group will receive only the usual care from health care
profession.

4.8 ,Comprehensive gardiac nursing @rogram-is composed of the activities
that will be implemented both hospital and participant’s home including at least 1
family ' member inlall phases; This program®is composed of 5 ‘phases and will be
implemented and monitored the implementation of participant until 8 weeks; the first
and second phases will be set at hospital for 45-60 minutes/time, the third phase will
be set at participant’s home for 60 minutes. The forth phase will use the telephone call
for providing motivational support, reinforcing and monitoring risky health behaviors

management, and the last phase will implement at out-patient department of hospital
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at 8 weeks after discharge for evaluating the achievement of participant’s long term
goal, and reinforce the participant for continuing risky health behavior management in
daily life. All phase are composed of the self-monitoring, self-evaluation, and self-
reinforcement process for managing their risky health behaviors to reduce cardiac risk
factors, reduce health problems, and improve HRQOL of participant.

49 To keep all+information secrel wof participants. The data from
questionnaires will be used coding, ané.lyzed all data of all participants, and kept in
the locked cabinet. Publication will not contain information that identified name of
the participants.

4.10 The participants cen Withé‘ra\{\_/ from this study at any point of time
without negative effect'on the participantslan_d _t_heir families.

4.11 Each participant has not recei-\_/;-{sgjany payment.

4.12 The researcher wiil be availabié f;)r all participants 24 hours when they
have some questions, regarding the study. They-can contact-the researcher by mobile
phone: 08-1583-1580.

If you want-to participate in this study as mention previously, please fill the
information on‘the next page and you will get a copy ofthis~document. Your signature
confirms that the person who gathers the information answer all of your questions and

you willing to pafucipate-in this study:.
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Informed Consent Form
Title: The effect of comprehensive cardiac nursing program on health related quality
of life in coronary heart disease patients.
Code number: PartiCipant..........c..ve i e e

I was informed by the researcher, Padthayawad Pragodpol, Ph.D. student,
Doctor of Philosophy in Nursing Science Programy Faculty of Nursing, Chulalongkorn
University about the research objecti;.ves, characteristics, procedures, as well as
benefits, risks or harmsthat may.occur in this study. | already ask questions regarding
the study until | thoreughlyunderstand it.

I am willing40 participate in this;étqdy. I know that | have a right to withdraw
from the study at any time without providilng_ reasons to the researcher. This will cause
no negative effect on me or my, family.-_;-ﬁ_'hje researcher will keep all answers of
questionnaires in a locked cabinetand erasea;tﬁém after the data is no longer used for
the purpose of thewstudy, and will preser-l{'-c_)_ﬁl_y' the findings of the study and no
personal information.-

If I have any-question regarding the study, | can-contact the researcher at 264
moo 8 Kietiyodnakern Tambol (Kaepragham; jAmpur, Maung, Lopburi Province,
Thailand 15160, Home phone 036-486692, Mobile phone 08-1583-1530.

i am'williigito participate in this study under‘the above conditions.

Place / Time (Miss Padthayawad Pragodpol)
Main researcher signature

Place / Time (fen e )
Witness signature
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