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CHAPTER |

INTRODUCTION

Background and significance of the study

Acute myocardial infarction. (AMI) is one of the emergency conditions
which required prompt treatmeni to a reperfusion the heart muscle. Delay in seeking
treatment among patienis from enset of FAMI symptom to the delivery of emergency
department for «receive’ reperfusion therap.y negatively affect patient’s prognosis
(Goldberg et al., 2002; De Luca et ak; 200;4). Death from AMI often occurs within the
first 1 to 2 hours after the symptom onset |""n_o;t often due to fatal dysrhythmias and/or
cardiogenic shock (Thai Acute Coronary-fS'y'ridrome registry [TACSR], 2007) —

)
resulting in an increase in medicat expenditﬁférépd economic costs in Thai society.
iy

In spite of time-dependent effeﬁfvéaess of therapies for individuals
experiencing AMI symptofh often delay to s.éewk-'EF:e’atrment is a gignificant problems in
worldwide. Th&7 classic trial study from Gruppo Italianor Per Studio Della
Streptochinasi Nell’Infarcto Miocardico [GISSI], (1986) showed the reduction
mortality when administered reperfusion therapy within 1 hour of the onset of
symptom by 50% and within 3 hours by 23%. Therefore, GISSI (1986) recommended
treatment-initiation within 2 hour after onset of symptom. Steg et al., (2003) also
confirmed this recommendation. On this study ‘AMI" patients ‘weretreated with
fibrinolysis followed by PCI within 2 hours of onset of symptoms, the 30-day
mortality was reduced from 5.2% to 2.2% compare with primary PCI. Taskforce

Practice Guidelines for management AMI from American College of Cardiology

[ACC] /American Heart Association [AHA], (2004) and Smalling, (2009) also



indicated the critical importance of ischemic time that within 2 hours for management
of AMI patients in a new gold standard for AMI patients care.

The value of reducing delay until treatment depends not only on the amount of
time saved but also on when it oceurs. Available data suggest that time saved within
the first 1 to 2 hours has greater biological importance than time saved during the later
stages of STEMI (Fibrinokytic Therap;TriaIistS' [FTT] Collaborative Group, 1994,
GISSI, 1986). Turi elal., (1986) reported the trial between 2 group of early and late
arrived at hospitalthe significantly hidher mortality rate was observed in patients
who arrived late, i.es those who arrived.TﬁBre than 2 hours after the onset of chest
pain, even thoughs patients < with H§mddynamic compromise (bradycardia,
hypotension) tended to arrive earlier. The ”ai,ffeJr'_ence in long-term mortality between
those who arrived early (within 2 hours of Qr.ijsg'; of chest pain) and those who arrived
late was accounted for by the.baseline differe@eé’BeMeen these 2 groups.

The advantages of initiated reperfusioh_'thérapy in first few hours are clear. In
Thailand, TAESR_(The Heart Association of Thatland under.ibe Royal Patronage of
H.M. the King, 2007), reported result from 9,373 patients-admitted to participating
hospitals between August 2002 - October 2005, the resulted showed the median times
from symptem onset to-hospital arrival time=were 4 hours+in thrombelysis group and
5 hour 57 minutesin primary PCI"group, respectively."In TACSR study also reported
that the complication after_treatment in AMI_patients among these AMI_patients was
45.5% had Congestive Heait Failure (CHF), manifestation that.the mortality rate was
12.6% (TACSR, 2007), it’s more than doubled in comparison with the Global
Registry of Acute Coronary Event [GRACE] (4.9%), (Goldberg, R.J. et al. 2002).

The raising awareness among general population about urgency of seeking treatment



attention for chest pain and concerted effect to improve time delay is warranted.
These data may have an impacted on our health care system and alert the government
to adopt an appropriate policy to solve these problems (TACSR, 2007).

Early recognition of symptoms among ST-segment elevation of myocardial
infarction [STEMI] in AMI by the patients or'someone with the patient is the first step
that must occur before evaluation and Iilz;e-saving treatment can be obtained. The ACC
and AHA (2004) delivered.ihe Taskiorce on Practice Guidelines for the management
of patients with SEEMI by using reperﬁfusion therapy can be accomplished by the
pharmacologic (fibrinolysis) or catheter-b’q;'éd (primary PCI) approaches, the goal is
to keep total ischemicitime within 120 mihﬂl (30 minute from symptom onset to arrival
at hospital via Emergency: Medical Ser\[igg g_nd within 30 minutes for initiated
thormbolytic therapy and/or 90 within 9Q.-‘: rpjnutes for stated Primary Coronary
Intervention (PCI) (ACC/AHA, 2004: e19£-lﬁ" fact, data from published trials
indicated that only 3%-10%.-of patients Wére}ieceived initiated treatment within
1 hour after symptomonset (GISSH 19861

Although -time to seeking treatment had been frequently studies in Western,
but in Thai, it is not well understood. Once a patient experiences the AMI symptoms,
the durationyof the;delay itime sin; seeking-treatment jperiod=includes the time to
recognized the™ presence of abnormal Ssymptoms, attribute ‘and interpretation the
symptoms to_condition_requiring medical attention,”decide_to seek treatment, arrange
transportation, and'travel to.the hospitali' Each of these actions.may influence.delay to
initiated effective treatment.

Given that effectiveness of reperfusion therapies used in treatment of AMI is

time-dependent, many researchers have investigated the phenomenon of delay in



seeking treatment for AMI. However, reviewed of the literature suggests that
investigators  (Burnett, Blumenthal, Mark, Leimberger, and Califf, 1995;
Hanucharurnkul el al, 1998; Sheifer et al., 2000; McKinley et al., 2004; Ottesen,
Dixen, Torp-Pedersen, and Kgber, 2004; Cheng et al., 2007; and Khraim, Scherer,
Dorn, and Carey, 2009) have used a wide variety of approaches to operationalizing
delay time. The term of delay in seekiﬁg treatment had been inconsistency defined
based on the two researchraspects: 1) the time from symptom onset to hospital
presentation and 2)¢the tetal ischemic {ime of treatment Initiation benefit. Use of
different cut-off times for the definition. of delay time led to the variability of the
explained variance, sensitivity, specificity‘,‘!and predictive values associated with each
regression model. More importantly, cut-off(tirn(e_zs on the definition of delay time did
effect the survival and mortality of AMI patients as it related to ischemic time.

Based on the existing kKnowledge of iactdrs associated with delay in seeking
treatment reviewed using the data bases fromf"199.n5'-through 2009, these factors can be
grouped under- six_major _categories are as; 1) socio-demogsaphic factors: women,
older age, low soeio-economic status, single status, and witheut health insurance; (2)
contextual: onset While at home and being alone; (3) cognitive factors: AMI patients
who pereeived match/mismateh of symptoms expected: and symptoms experienced,
perceived control over symptoms, lack of knowledge of AMI, and“perceived threat
(susceptibility. and seriousness);, (4), affective/psychological _factors: fear of
consequences anddenial, Fear’ of troubling ‘others, and embarrassmeit: of.seeking
treatment; (5) behavioral factors: waiting for symptoms to go wayl/trying to relax,
telling someone about symptoms, calling the emergency medical services, calling or

visiting the primary care provider; and (6) the clinical factors: past medical



history/coexisting morbidities, and nature of symptoms that associated with delay in
seeking treatment, respectively.

The body of knowledge on the intervention studied aim to minimizing AMI
patients delay in seeking treatment had limited success (Caldwell and Miskowski,
2000; Hewitt et al., 2004).  Therefore, the keys of media community campaigns
intervention had contents.were addressl on importance of quick/immediate action,
emphasis of sign andssymptoms of AMI, importance of calling emergency services,
emphasis of treatment such as throrhbolytic therapy. Moreover, most of the
interventions studied werg sSimilar .t};f;)e of Interventions, namely public
education/media campaigns (e.g. Call fasff 911 (Meischke, Dulberg, Schaeffer,
Henwood, Larsen, and Eisenberg, 1997), Répid__!_EarIy Action for Coronary Treatment
[REACT], Luepker et al., 2000) and the Nottingham Heart Watch Campaign (Rowley,
Hill, Hampton, and Mitchell;.1982). The recoirﬁrﬁéhdation from two systematic review
revealed that future interventions should "'"embhasized symptom the evaluation
performance, ‘preblem solving and decision-making skills or«individual intervention
not media commu#nity campaigns.

According to early Thai studies found that, factors contributing delay in
seeking-treatmentshad Joeen: differentsfrom=other; resulted-from-difference of socio-
cultural difference, Tesulted revealed that older age was not significant affect on delay
(Changchaywong, 2002; Kriractcharoen, .2006; TACSR, 2007), men_had shorter
decide to 'seeking ‘treatment less than women (Aiumsirikul, 1997). [InJpatients with
medical history such previous ischemic heart disease, hypertension, and diabetic were

associated with delay in seeking treatment (Aiumsirikul, 1997, Changchaywong,



2002; TACSR, 2007). However, few studied were examine on the social, cognitive,
and emotional factors influenced treatment seeking delay in Thai AMI patients.

On theoretical frameworks, most. of the research in the area of treatment
seeking delay among individuals with signssand symptoms of AMI has been
atheoretical. Common._problem with much” oi~the literature with regard to AMI
patients and delay is that.much resear(;h has been.conducted in the absence of an
explicit theoretical framework: The consequence being that relationship between
empirically deriveddfactors, causal mechénisms and targets for intervention have been
poorly defined and do not readily inforrﬁ an intervention. However, how individual
perceived, evaluated, and action for AMI onh symptoms has been the focus of study
for a number of deCades.

By using a theoretical approach is important step to verified phenomena of
delay in seeking treatment ameng-AMI patiébfs"tb promote greater understanding of
how a variety of factors interrelate in a Iafger;eontext, and could provide health
professionals ‘wiih_more_guidance with respect to developing iatervention to reduce
behaviors contribuie to delay in seeking treatment for AMI patients.

Considering the theoretical application, aim/usages, and its limitation, this
study used the Self-RegulatoryyMaedel-oflliness‘Behavior [SRM], (Leventhal, Nerenz,
and Steele; 1984) as the“theoretical framework Tor the“following reasons. The SRM
theory, provides a_plausible explanation for the patterns. of_ behavior_obseryed in
previous studies; “the ‘model’ conceptualizes individuals' as-rational, "individuals
problem-solving, but does not exclude the influence of other social factors. The role
of emotion in affecting health behavior is acknowledged, an area neglected by other

social cognition models (Fishbein and Azjen, 1974; Becker, 1974); A large body of



evidence exists to support the illness representation dimensions and their relationships
with coping behaviors and clinical outcomes (Hagger and Orbell, 2003); and the
framework had been used successfully with people with AMI and found to be
predictive of outcome (Petrie et al. 1996; Johnson and King, 1995; Zerwic, King and
Wilasowicz, 1997; Horne et al., 2000; King and McGuire, 2000; McKinley et al.,
2000; Buckly et al., 2006;.and"Walsh et r‘al., (2004)-and on Thai literature presented in
Krairacharoen (2006)s

The relationshipss among psyc‘hological factors such as cognitive and
emotional response 0 AMI symptoms, IS(G)'éiaI and cultural influenced among Thai
AMI patients have ngt been fully studied! from prior research. Factors contributing
delay in seeking ‘treatment have begun tQ ‘.bg_ investigated in Western countries.
Finding from these studies could not be generalized to AMI patients from different
cultural backgrounds refleci’ o patient’s Eiiéli“e\"ie and help behavior in seeking
treatment under health threat condition. "Ther;efore, it is important to explore
knowledge regarding.

The delay-in seeking treatment is important for nurses to explore. Nurses can
learn from the results of factors such as social, cognitive, and emotional influences
that lead< toyan dncrease delayfaorgseeking treatment.~Also;, the=way in which
individuals perceive their symptoms may affect what type of 'information they seek,
the decision _to seek_treatment, and. the_urgency in which they seek*treatment.
Understanding " this © relationship. will® help nurses ‘to' provide ‘individualized
interventions in order to maximize positive patient outcomes. Nurses can save lives

by developing interventions to address the deeper understanding on cognitive



response to AMI symptoms, emotional and social influences that are related to
increase delay for seeking treatment for AMI.

Consequently, understanding the relationship between selected variables by
derived from the SRM theory (severity of symptom, cognitive illness representation
due to the heart related, appraisal symptom-seriousness, emotional response to
symptom, alternative copingstrategies) ;nd delay time to seek treatment as the predict
outcome of patient’sson the delay seek treatment among Thai AMI patients will
enhance the knowledge for develop sJ‘bstantiaI effective nursing interventions to
decrease delay in segking treatment; To fiﬁ}his gap of knowledge, the present study is
aimed at developing the causal model to é)(plain the relationship of delay in seeking
treatment of Thai” AMI patients -and to 'g{}ggmj_‘ne the relationship between factors
influencing this delay among Thai AM|I patigntg.

There was need to examinhe the cauial }ﬁ'bdel of delay in seeking treatment
among Thai AMI patients-because of 1) in;‘l".héi.;land has an increased incidence of
cardiovascular-cisease_which will turn_into AMI: 2} defay 4n-seeking treatment is
significantly to thel mortality and morbidity rate in AMI patients; 3) psychological
factors play the important role or as the mediator of treatment seeking delay in
patients-interpret with .and response to AAMI-symptoms; but never-been found from
Thai literature, and; 4) as therapeutic efforts and nursing intervention focus more on
improving patient_ function_ and well being, the®need to understand “the causal

relationships.of delay in 'seeking treatment in 'AMI will facilitate the design of

optimally effective nursing interventions.



Furthermore, study of the causal model of delay in seeking treatment provides
more understanding of both direct and indirect relationships among factors effecting
delay in seeking treatment in Thai AMI patients. As a result of this study,
development of a more complete causal model of variables influencing delay to
seeking treatment provide important information for clinical nurses and researchers
attempting to develop efieetive interventions to-reduced delay time in seeking

treatment for Thai AMI patients:

Research questions

1. Do the'Severity of symptom and appraisal of symptom seriousness have a
direct effect on delay to seeking treatment :;mong Thai AMI patients?

2. Do the sewerity of symptom h_a\."/.e a direct effect on cognitive illness
representation and emotional response to symptr,n and it had indirect effect on delay
to seeking treatment through alternative copi;ng_ s’trategies and appraisal of symptom
seriousness? -

3. Do the‘cognitive illness representation and emotionalsresponse to symptom
have a direct effect on alternative coping strategies and, it_have indirect effect on
delay to seeking treatment through appraisal ‘@f'symptom seriousness?

4. Da .the|alternative coping strategies have|a direct effect on appraisal of
symptom seriousness and, it has indirect effect on delay in seeking treatment?

5. Does the hypothesized causal madel explaining delay in seeking treatment
among Thai AMI patients in view of their severity of symptom, cognitive illness

representation, emotional response to symptom, alternative coping strategies, and

appraisal of symptom seriousness adequately fit the data?
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Purpose of the study

1. To develop the causal model for explaining delay in seeking treatment
including severity of symptom, cognitive illness representation, emotional response to
symptom, alternative coping strategies, appraisalof symptom seriousness and delay to
seek treatment among Thai AMI patients.

2. To examine the-eausal relatir‘onship among variables including severity of
symptom, cognitives"illngss representation, emotional response to symptom,
alternative coping_strategies, appraisal bf symptom seriousness and delay to seek

treatment among Thai AMI patients.

Conceptual framework _

This study was judged by the Self;-;Ré-gulatory Model (SRM) (Leventhal,
Meyer, and Nerenz, 1984). The research mo&éfigJQeveloped by integrating SRM with
significant variables including severity of sym_pt(%m, cognitive illness representation,
emotional response to symptom, alternative- é;)ping strategies, and appraisal of
symptom seriousness and delay to seek treatment. The interrelationships among these
variables in the mogdel are presented as follows:

The SRM deseribes the mental pracess that an individual uses to evaluate
changes 'in body: sensations and determine the coping pracess to solve health-
threatening problems. The theory assumes that health-related behavior is based on two
interactive and individualized components:; cognitive and emetional. The cognitive
component guides the information used in understanding and interpreting the health

threat (Johnson, 1997). An individual’s knowledge about the health threat is

organized and represented in the memory and guides the individual’s behavior
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(Leventhal and Diefenbach, 1991). The emotional component of the theory reflects
the individual’s affective association to the knowledge-based evaluation of the health-
threatening situation (Leventhal, Nerenz, and Straus, 1982). Because the cognitive
and emotional components are interactive, the individual’s physical experience such
as pain severity or health threat affects the individual’s interpretation of the health
threat and affects the associated health-rélated behavior (Leventhal, et al., 1982).

The SRM identifies.hree stages that regulate the individual’s behavior during
an AMI event. The three /stages aré cognitive- and emotional-representation,
alternative coping strategies and symptoﬁ n;i".ppraisal (Baumann and Leventhal, 1985;
Leventhal et al., 1980). Cognitive- and émotional-representation is characterized as
the point at which"information is perceived;{prganized and interpreted (Leventhal et
al., 1982). The cognitive component of the representation stage occurs when the
individual evaluates changes. in bady sensati'i);nwﬁf any deviation in health based on
his/fher knowledge or infermation, which is _oftén obtained from public media or
experience. The-emotional component of representation comes-mainly from cultural
learning or family: values about how to respond to bodily sensations. After the
knowledge-based representation, the health threat is labeled and the individual
becomes-aware ofithe symptoms, and judges-the-seriousnessof.them:

The secondComponent is alternative coping strategies, in which the individual
develops.an action plan or coping strategy based. on‘the qutcome of the representation
stage.. Behavior characterizes. the' cognitive process of ithis. stage." The .specific
behavior that the individual selects depends on the information contained in the
representation. For example, if the individual considers AMI symptom severity as a

symptom of a heart problem, he/she may cope with this by calling the physician or
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going to the emergency room; if the individual considers AMI symptom severity to be
a symptom of a cold or excessive physical activity, he/she may cope with it by
resting. The emotional component of this stage depends on how the individual
perceives the threat in the presentation /stages Consideration of the individual’s
information helps the individual manage the emetional response to the threat. If chest
pain is perceived as related-to the heart: this perception will create more fear than if
chest pain is perceived assrelated to a cold or excessive physical activity; thus,
patients will delay te seek.treatment.

The third gompenent is appraiganlﬂnlsymptom seriousness. In this stage, the
AMI patients evaluaieé and reassess the altefr'native coping strategies based on the
individual’s desired outcomes. The desirevd(‘.og(_tcome might be symptom relief or
return to the previous state of equitibrium: The coping response and representation
stages may be altered based on the appraisalifdr’:éxample, if AMI symptom severity
was perceived as being less Serious and a sy"mptbm of a cold or excessive physical
activity, and the-eoping strategy is not effective, the individual imay try other coping
strategies. Emotions can influence symptom interpretation and affect the
representation, coping and appraisal. For example, AMI symptom severity may create
a high Jevelyof fear and anxiety ifsthought topbesrelated towthe=heart. This can
exaggerate, the pain‘and cause the individual to act instead of waiting. Leventhal, et al.
(1984) proposed that the three stages.that comprise_ the model are_influenced by the
individual’s knowledge about the disease and past'similar'experience.

In the present study based on the proposed conceptual model, The onset of
health threat, such as AMI symptom, stimulates the formulation of a response in the

patients, which process follows a pair of district, parallel pathways. AMI patients
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gather both concrete and abstract information from the diverse sources available in
their context in order to construct illness representations. Patients generate
a continuous, internal, subjective response to and conceptualization of both their
illness and its treatment based on direct, somatigexperience of symptom, such as the
presence or absence of pain intensity when AMispatient experiences from severity of
symptom but symptom of.AMT often pr‘resents with.a cluster of symptoms, not just
only chest pain, and.many people do not realize that the chest sensations of AMI are
often not severe and'may have qualities ﬁot typical of pain. Clearly, some individuals
have trouble reconciling theig actual sym.pt;c.)n.ms with their preconceptions (Sheifer, et
al., 2000). !

IlIness representations chance and"pati_gnt behavior change along with it, in
turn affecting health outcomes. For example, AMI patients may initially regard the
timeline the AMI symptom ‘is-acute event "l ;néﬁ'jre, it patients had less severity or
symptom for example; it’s-came and went, f"timéline of this patients was a chronic
conditions cause~by_other disease not due to heart related ~That influence coping
strategies and appraisal stage, AMI patients response with less pain to chronic
condition, then will select coping strategies for try to relive it or distract attention to
normal aetivityy andnext appraisal symptom-as;ynon seniousness;that-associated with
delay in seeking treatment.

If AMI symptom_was_intermittent pain, and-their interpretation-involves a
number of cagnitivesperceptual processes, which are subject-to both*psychelogical
and social influence that have been made to delineate the cognitive representations of
illness. Five components of a cognitive representation of illness emerge: identity,

causes, timeline, consequence, and control (Leventhal, Nerenz, and Straus, 1982).
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Identity; the identity component is concerned with the patient’s idea about
nature of AMI condition associated with sign an symptoms, and link between these.

Cause: this component comprises the patients’ ideas about the likely or
causes of the illness, and ideas about how they got the disease, for example, as a

consequence of genetic factors or of environment such as very hot or non-cardiac in
v

origin, mean that from stomaeh; fatigue, tried.

Time-line. +This_gomponent indicates the patients’ expectations about the

duration of illness with AMI symptom, Jits characteristic eourse, and the perceptions

whether the illness will acute or ¢hronic.

=

J-

Consequences: this component 'ffflétts the patient’s idea about the illness
severity and likely impact onr_f[her_ir physi{:};i[_,, social, and psychological functioning,
including both the short-term and 'Ong‘féqu effect of presenting AMI symptom
(sudden death, heart failure),"‘ahd the conseq@%ﬁfrom social influence (trouble other
people). ot .. -

Cure/cgh@llggiligg: this component_ indicates_the exjfent to which patient’s
believes condi‘tiio‘n is amenable to cure or control over the s?mptoms. It’s reflect
patients ideas aboUt what she/he can do to bring about AMI symptom.

Relationships-between cantentsin cognitive illnessrepresentations and delay
to seek treatment™are documented in Several “studies (Dracup and Moser, 1997;
McKinlay, Moser, and Dracup, 2000; Noureddiné, Arevien, Adra, and“Puzantien,
2008)  examiie the'relationship' between symptom atiribution.the cause' of symptom
and AMI delay in seeking treatment. All of these studies found that attribution of

symptom to the heart was associated with reduced delay. On the multivariate analysis,

Wu, Zhang, Li, Hong, and Huang, (2004) used logistic regression to examine the
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predictors of delay in 102 AMI patients in China. Their studied found that patients
who attributed their AMI symptom to the heart was an independent predictor of
decision delay (B = -0.594, p = 0.043). Morgan (2003) also studied symptom
congruence of AMI patients compare actual symptom and expected symptom that
represent AMI identity.compenent in illness_ represeatation. This finding indicated
that, symptom expected_and-actually ;::curred vary. base on gender. “Overall, how
well did the symptgm ot yeur. heart attgck match what you expected a heart attack
would be like? Mean scoje —/3.46; 1= lompletely matched; 5 = did not matched at

J-

all. Correlation with.time io treatméht r :jiB, p =.274.

In correlated”with alte'rhat?ve c‘;‘apir\'g strategies, individuals who interpret
their symptom incorrecily tentﬂ to aé,sign thérrl a more benign illness label. Thus, it is
logical to assume that those who _a;iribute fﬁ‘eﬁ{l symptoms to benign illnesses are less
likely to seek immediate meditialjéiare (Burné-{_t:-.-;é:t";fl., 1995). Instead, they are likely to
attempt to self-treat or ignere-their symptoﬁig:iaﬁﬁ—te employ qther strategies that do
not include aeti\‘/ézing EMS or going to the hospttatl. ngevgr:_,i it'is also possible that
the use of emomﬁ'gn-focused coping may impact one’s ability 'ta_éorrectly attribute the
symptoms to the heart. As Reynolds and Alonzo (2000) poihféd out that excessive use
of emotion-focused strategiessmay jimpede-one’s: ability to,adopt the correct illness
representation.

Alternative coping. strategies represent seguential steps.in coping _stage.
Coping strategies reflects both cognitive and affective components. Fortinstance, if
individuals call for medical help, they are assumed to use their information to deal

with the health threat. If AMI patients selected avoidance was used, they are assumed

to use emotions to deal with the threat. Evaluation of coping response occurs and may
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change over times through a process of reevaluation of the coping strategies. If a
patient finds that rest does not provide comfort, he/she may begin another coping
strategy such as calling his/her doctor. or calling 1669. However, the desired outcome
may be more than symptom relief. It may alsosbe different from one individual to
another. The cognitive part of coping is the-problem solving effort that reflects
choosing treatment optionsy-and the erﬁotional part is the emotional response that
arises from a stressfulsituation.
On the appraisal stage, Johnéon, Feiler, Jones, WIlasowicz & Mitchell
(1997), an individual’s geal is to minim.izné.n.the effect of the health threat and to be
emotionally comfortable. It is believed that if an individual chooses an appropriate
coping strategy, For instance, if individualquqll_:f_or medical help, they are assumed to
use their information to deal with the health threat. If, avoidance is used, they are
assumed to use emotions to deal with the threét. £
Any of three stages-may be influenced by;emotional reactions. The individual
may have tosgemerate_additional_coping plans and appratsescaping to control the
emotional reactions. The processes involved in coping with-emotional reactions are
often parallel to the cognitive processes involved in the representation and coping
with the-health danger itself; Leventhal ,and-Cameral(1987) provided an example of
how emotional redactions affect the“cognitive threat. They proposed that that a strong
fear appeal may interact with temporarily. interfere-with health protective behavior
whentan individual suspects that-he may have 'cancer and .decides ‘that he'needs
examinations, but delays in doing so because he is fear the findings. The adapted
model includes emotional experiences such as being embarrassed to get help, anxiety,

or fear of what might happen.
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On the appraisal of symptom seriousness theorized to influence AMI
patient’s delay in seeking treatment through cognitive and emotional function. Since
the severity of symptoms of AMI are often intermittent from AMI patients, they may
go unrecognized and not be perceived as beingsimportant. This perception, in turn,
may lead many AMI patients to delay seeking treatment, which reduces their chances
for effective treatment. An individua; with appraised symptom are less serious
condition are more likely toattempt delay to seek treatment. Most empirical research
have supported thesappraisal symptom éeriousness IS strongly correlated with delay
time to seek treatment for AMI patients.(dé'.leeker et al., 1995; Burnett, Blumenthal,
Mark, Leinbergrm and Coliff, 1995; Drac@p and Moser, 1997; Meischke et al., 1999,
Mohamed, 2007)

In short, severity of symptom vaﬁa}b_les are delineated the internal stimuli
essential determinants for seeking treatment (Elrés‘/.j;" This research model proposes that
participants with mild to intermittent sympt-bmzlseverity have longer delay to seek
treatment; andawill have correlate with cognitive iliness represeniation that there can’t
interpretation of symptom as cardiac in origin, then used alternative coping action for
deal these symptom, the appraisal of symptom as show not seriousness of symptom
that asseciated with delay. timejtorseekstreatmenty At the same time qindividuals with a
severity of symiptom that effect to"increase level of emotional response to symptom,
then patients used coping action to deal with emotional reaction to distraction, denial,
avoidance’ will' use, 'in' addition“the"appraise symptom as more 'seriousness that

significant to shorten delay time.
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In conclusion, this study evaluates delay in seeking treatment by testing the
SRM model in AMI patients during the cardiac symptom event before admission.

This study also examines the direc

d indirect effect of severity of symptom,
cognitive and emotional s, altesnative coping strategies, appraisal
symptom seriousness,.and time ' ' ‘treatment. The conceptual

framework derived from th
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Research hypotheses with rational

The research hypotheses are listed in the following six statements:

Hypothesis 1: Severity of symptom has a positive direct effect on cognitive
illness representation, but it’s had a negative direct effect on emotional response to
symptom and delay to seek treatment and it’s has a negative indirect effect on delay to
seek treatment through .altermaiive coping strategies and appraisal symptom
seriousness \

Rationale: severity Jof symptom was derived from stage of sources of
information, fromebodily experience that phs been identified by Leventhal and others
(1984) as basic source of information u?ggd“in the process of defining an illness
experience and refers to the symptom that Ah{ll Jr-‘Jatients experience. The AHA (2005)
describes the AMI warning signs as “startin.éi::sTQ\!/Jley” with mild pain and discomfort”
Chest pain is the most common symptom?fj ;\MI in both men and women. If
symptom of AMI presentatriro'rilj Had intermittéﬁt- ;)-qu:y.mptom seyerity such as less pain
intensity and discémfort that occurs. The nature of symptoms présentation was found
to influence delay jin seeking treatment, while having continuous or high level of
symptoms intensitygpredicted short pre-haspital delay (Banks and Dracup 2006;

Horne, et al,, 2000; Goldberg, at al. 1999; McKinlay, Moser,/ and Dracup, 2000:

Schmidt and Borsch, 1990).

Hypaothesis 2 Cognitive filiness representation has a pesitive direct effect on
alternative coping strategies and an indirect effect on delay to seek treatment through

alternative coping strategies and appraisal symptom seriousness.
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Rationale: On the cognitive and emotional response to AMI symptom;
individual may response with cognitive representation as identity AMI symptom with
match with preconceive notion or not, identified potential cause, perceive timeline of
symptom as chronic or acute event, belief in.ability to control over the symptom and
fear of the consequence of symptom that is cognitive demain proposed by The Self-
Regulatory Model of illaess behaviorr‘ Model (Leventhal and colleges,1984), this
model were frequently used for explore phenomenon of delay in seeking treatment.
Cameron et al conducted 111 intervieWs amongst people spontaneously seeking
medical care from their physician (Came.rcn;rg\ et al. 1993). They compared the illness
representations of treatment-seekers with“!lll' matched controls. The authors found
that care seekers were more likely than cb{ntrp{_ls to have identified their symptom
problems with a disease label (p<0.02).

Symptoms were ratet as-more seriomjf'iBy:-'treatment-seekers than by controls
(p<0.001) and ratings of -symptom disruptibrrvr;)f daily activities were higher for

treatment-seekers compared to controls (p<0.01) _The data from ihis study support the

hypothesis that syimptoms play a key role in the initiation of treatment seeking.

Hypothesis 3: Emotional response t@ssymptom has a negative direct effect on
alternative coping ‘strategies and it has a negative indirect effect on delay to seek
treatment'through on alternative coping strategies and appraisal symptom seriousness

Rationale; On emotional response to'symptom, higher of anxiety,can reduced
delay to seek treatment. Schmidt and Borsch, (1990) and Dejong et al., (2004)
reported resulted reveal that, level of anxiety had significance predictor appraisal of

symptom as serious in AMI patients; feelings of embarrassment have been shown be
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significant factors in delay (Dracup and Moser, 1997; Mishke, et al., 2000).
According to the studied of McKinlay, Moser, and Dracup (2000) who study compare
between USA and Australia, AMI patients who used emotional response to symptom,
Australian AMI patients had an embarrassmeniabout seeking help correlated with
delay similarly with Noureddine, Arevian, Adra; and Puzantiean, (2008) who found
that AMI patients from Lebanon had d;Iay because.they fear what may happen. The
potential for feeling.embarrassed increases when symptoms occur after business hours
or on the weekend and when patients cor“sider the possibility that their symptoms are

not really serious (Mishke; et al.; 2000).

Hypothesis 4: The Alternative cop%lrjg Strategies has a negative direct effect on
appraisal symptom sefioushess and has p‘Qs"i'ti\J/'-e indirect effected on delay to seek
treatment through appraisal symptom serioulsj:j_‘e_ss].'

Rationale: On alternative coping stra:cegie;s, that can divide into two groups
are; 1) patients used problrernﬁ‘focused copin.g-ircl:é;er include with self-treatment and
seek social suppoft were associated with delay to seek treatmeht. AMI patients had
used taking medications (Dracup, et al, 1997) wait for symptoms to go away
(Raczynski, et al., 1999). Self-treatment with prescription medication, including
nitrates and nonprescription medications (for example, antacids), is.a frequent cause
of delay among AMI patients, including those with a history of AMI (Leslie, et al.,
2000). Walshyetsal., (2004) study! AMI patients: from England reported that, AMI
patients who used problem-focused coping to deal with AMI symptom are shorten

delay time (r = -.46, P<.01). And 2) emotional focused coping, patients who waited

for symptoms to go away or tried to relax, based on past experiences or denial of
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illness, were more likely to delay longer than people whose initial behavior was
toward seeking professional healthcare (Noureddine et al., 2006; Okhravi, 2002;
McKinley, Moser , and Dracup, 2000). In addition, Fox-Wasylyshyn, (2005) tested
the relational proposition used structural modeling strategies found that, emotional-

focused coping only significant predicted delay.in‘seeking treatment in AMI patients
I

Hypothesis 5: The.appraisal symptom seriousness has a negative direct effect

on delay to seek treatment. !

Rationale’ The appraisal symptom seriousness is defined the degree in which

patients estimation of the symptom of AIYII c_omparing with pre-conceivenotion and

the past experience for mare importan‘%ltoﬂ rapid response. The empirical data

supported these hypatheses, Mohamed (20?7) reported that, patients appraise of
* Al

symptom seriousness had the mast-direct; indireet and total effect on tension/anxiety
4 o o Uy

= uF

and time-to-treatment. Consistent with result of Dejong et al., (2004), found that

patients appraise, the seriousness of their éymptoms had significant proportion of

variance (R® =.34).

Scope of the Study

This stugy examinedythe causal relationships of-delay«tosseek treatment in
AMI patients who'iad isChemic time delay equal and'more than 2 hours. The settings
were.Medical ward, CCU, and ICU of 5 hospitals in_Bangkok, Thailand. The
independent .variables were' severity.of symptom, €ognitive-illness representation,
emotional response to symptom, alternative coping strategies and appraisal symptom

seriousness, while delay to seek treatment served as dependent variable of the study.
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This study used definition of delay time to seek treatment based on the
aspect of ischemic time for maximum of treatment initiation benefit by using the
critical cut-off times point for effective for reperfusion treatment interventions (GISSI,
1986; ACC/AHA Task force practice guideline,.2004). Therefore, delay time to seek
treatment in this study was defined as the delayer who had the time from symptom
onset to hospital arrived.at emergenc& department equal and more than 2 hours

interpreted patients with AMI symptom had delay to seek treatment for treatment

Definitions of terms

Delay to Seek Treatment defines,as“"[he range of time in hour and minutes
from patient’s recognition (of the onset of(_sig{ns and symptoms with action until
arrived at hospital. A'time equal oruiiore tham 2,hours was used to determine the delay
to seek treatment in relation 4o the disadvantnf'ggéjt")"f total ischemic time for treatment
initiation benefit (GISSI, 1986; ACC/AHA,“ZJOCM;'; ‘Steg. et al, 2003; Smalling, 2009).
Data on delay: to.seek-treatiment-was-collecied-before-72-hour-after AMI symptom
onset. Time first-notice symptoms was ascertained by subjeets’ identification with a
recollection of the time of symptom episode. The hospital arrival time obtained

through @ review ¢f the'patiénts’ medical’records:

Severity of Symptom is defined as a degree of individual perceives pain
intengity afteryfirst noticed with symptam enset.. Answers to this question patient’s
self report with rate the numeric rating scale (NRS) for assessment of pain intensity

with numbers from 0 to 10 ('no pain’ to ‘worst pain imaginable')
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Cognitive and emotional illness representations are defined as patients’
beliefs regarding their illness, as derived from his or her two parallel processing
systems. They are comprised of two related branches.

First, cognitive illness representations are comprised of the following five
constructs: 1.1 identity (the nature of AMI symptoms associate with AMI);

1.2 caused (patients” ideas (;r belief about the likely cause of symptom

from cardiac in origias

1.3 Timesline (patients’ expeétations about duration of illness with AMI
symptom, its charagterizg cause, and th.eY naerceptions whether illness will acute or
chronic) !
1.4 Consequences: (patients’ ideais(‘.or__:belief about the illness severity and
likely impact on their physical, social, and psychological functioning, including both
the short-term and long-term.effect of presenﬁhé'ﬂ;\Ml symptom (sudden death, Heart
failure), and the consequenee from social inﬁde‘ncé'-(trouble other people).

1.5 Gure/controfiability-(patient’s beteves-condittopdisiamenable to cure or
control over the syimptoms).

The cognitive representation will be measure by 9 items from the Response

to SymptamsQuestionnaire-Modified scognitive;demain,jtheshigher seore indicate that

patients’ have more-attribute’ symptom to the heart related.

Emotional  response to symptom Jis defined as'an external expression of
emotion associated with symptom reflect by patients’ believed to be evoked by actual
symptom, and by the affective prospect of experiencing sign and symptoms in

specific situation and will be measured by the Response to Symptoms (RSQ)
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questionnaire-Modified. This item includes 2 emotional responses to AMI symptoms
include, patient’s anxious or upset and embarrassment to seek treatment. The higher

score reveal that AMI patients have high level of anxiety.

Alternative coping strategies is defined the behavioral responses that are
executed in response to.one’s illness representation.in.an.attempt to resolve symptoms
and/or to maintain a sense.of psychological control. They may include active or direct
problem-focused Coping" strategies directed toward managing or changing the
symptoms (e.g., self-treatment attempts,: seeking medical information or treatment)
and include emation-focused coping stratégie_s approaches designed to regulate the
emotional consequences: of 'stress, such}:_as‘ distraction, Ignoring symptoms, and
attempt to redefine the problem. Alterr‘i‘a"'[jvé'- coping strategies refer to coping
strategies that patients with AM# symptoms. é?(é(_:Lth'e prior to seeking treatment for the
symptoms (i.e., they are alternatives to seekir]gtr;atment). In this study reflect by 15
items of the Caping withr Ir—|‘eart Attack Symp;om Questionnaire (CHASS) were
included problem'-focused coping and emotional-focused cobing, the high score

indicated that patients have more frequently of alternative coping plan for action

Appraisal of symptomsseriousness isydefined the degreesin which patients
estimationof the 'symptom of AMT comparing with pre-conceivenotion and the past
experience for more important_to rapid response will be measure by the single item
(emotional or affective response to syimptoms from the RSQ questionnaire-Medified)
was used “When you first notice your symptoms, how serious did you think they

were?” Responses to this item are a 5-point Likert-scale and included, not at all,
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mildly, moderately, very and extremely, with 1 (not at all) and 5 (extremely). The

higher the score, the more serious is the appraisal of symptoms.

l//
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Limitations
The limitations of the current study are as follows:

1. The measurement of delay. tin

e to seek treatment was based on recalled
memory under the sudden eve ‘ . tly accuracy time.

, I on the western culture and
o —

translated from English_inte~ The incong ence of the measurement with the

Thai culture may oceur ih-the bac ,‘ ‘3"'1 hod is strictly followed and

3. The finding® of this/study an be rpreted onl for AMI patients who are

survive for seek treatment hg ever. statistic sho \\ harly haft of all sudden
AMI event who w gfore admis \
4. The cross-sectiona ) dtoc data at only one point of

-’

time. Hence, the causality ci‘fﬂ, dent es and dependent variables in the

model in different time might-be inconclust

—
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Death from AMI often occurs within the first 1 to 2 hours after the symptom
onset most often due to fatal dysrhythmias and/or cardiogenic shock (TACSR, 2007)
— resulting in an increase in medical expenditure and economic costs in Thai society.
Survival from Ventricular Fibrillation (VF) is inversely related to the time interval
between its onset and termination. For each minute that a patient remains in VF, the
odds of survival decrease by-7% to 10% J(Cummins, QOrnato, Thies, and Pepe, 1991).

The reductigasin mortality can Be achieved with reperfusion therapy but also
depend on the elapsing time between thé onset of symptoms and treatment initiation
(AHA, 2007). Treatment is readily availalblne;n.for reducing infracts size and myocardial
ischemia, but treatment needs to-be initiated within the first few hours after onset of
symptoms (FTT Group,1994). Previous studi.es__:indicated that reperfusion therapy for
an AMI can minimize myocardial damage with positive effects on mortality when
administrated within 3 hours.from the onsetio;f"A;MI symptoms (Lundergan, Reiner,
and Ross, 2002; Ting, Yang,.and Charanjit, 2006): The value of reperfusion therapy
depends not only on the time saved of door-to-door needle time but also on when it
occurs. Available-data suggested that time save within the first 1 to 2 hours had
greater biological importance than time saved during the later stages of AMI (FTT
Group, 2994 GISSI; 1986)s Turiceljaly (1986) reported ithestrial~between 2 groups of
early and.late arrived at hospital. A'significantly higher'mortality rate"'was observed in
patients who arrived late for more than 2 hours after the onset of chest pain, even in
those"wha received 'hemodynamic compromise '(bradycardia,~hypotension).Long-
term mortality rate after reperfusion therapy were suggested in those who arrived

early, within 2 hours of onset of chest pain, as compared to those who arrive late.
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Quick arrival at the premises and competence in first aids and treatment during
transport the patient to hospital is of outmost importance to minimize the time of this

particular phase. The taskforce guideli for management AMI from ACC/AHA

(2004) recommends: 1) AMI pat nt ra ‘ ; aramedics and/or seek help from
cy department) to initiate

fibrinolytic therapy for than in MI patient self-transport

balloon inflation shet ‘ ithin less than 90 minutes. (Antman et al, 2004).

Hospital fibrinolysis:
Door-to-Heedie within 30 min

Total ischemic time: Within 120 min*

UYL ANNAE,
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Definition of delay to seek treatment in AMI patient

Acute myocardial infarction (AMI) is the prototype of a real emergency, and
both efficacy and speed are necessary for effective management. Operational
definitions of outcome variables have a stgnificant impact on the validity and
generalizability of research findings.r‘ Dichotomization of continuous variables
represents one situation-in which generalizability, comparability, and synthesis of
findings across studies can'be.compromised. This is because difference authors may
selected varying criteria {0 determine the cut-off point at which subjects are classifies
as having or not hawing the outcome of int;enr.(nest.

Given that effectiveness of reperfu‘Sioﬁ‘-therapies used in the treatment of AMI
is time-dependent, many reSearchers have vi'nvestigated the phenomenon of delay in
seeking treatment for AMI. .However, review of the literature suggests that
investigators (Burnett et al.;~1995; Hanuchéru;ijrkul el al., 1998; McKinley et al.,
2004; Ottesen et al., 2004: Sheifer et al., 2000 Chenigret al., 2007; and Khraim et al.,
2009) (Table 2.5L)-have-used-a-wide-variety-of-approaches-tc.operationalizing delay
time. The term of delay in seeking treatment had been inconsistency defined based on
the two research aspects: 1) the time from symptom onset to hospital presentation and
2) the total ischemic time of treatiment.initiation‘benefit.

Two aspects of definition on delay in seeking treatment were as follows.

1) The timefrom-symptomronset to hespital presentation,

When used as the time from onset of symptom to hospital presentation as a
continuous variable, delay among AMI patients tends to have severe positive skew
due to a common tendency for a small proportion of patients to delay seeking medical

attention for a relatively long period (i.e., day vs. hours). One approach to the
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management of skewed data is mathematical transformation. However, mathematical
transformation produced scored that can be difficult to interpret because they no
longer carry the init of analysis of the original data. For example, in our data set, the
base log of delay time of 0.5 hours was .30, awhich is clearly difficult to explain
and/or compare in terms of actual/exacttime. In addition, mathematical
transformation procedures.imay sometirﬁés fail to produce a normal distribution when
the departure from_nermality s severe (Tabachnick and Fidell, 2001). For example
the study by Dragup etsaly (1997) the resulted of delay time was to take a
logarithmatic transformation to obtain dat.a to a normal distribution for delay time and
the transformed valued were used in all anaIySes, but back to original when test with
logistic regressionand chi-square statistic td'gssgss odds rations.

The next reason of inconsisiency of term is the investigators determine delay
time as the time from the onset of symptc)n@sw'ﬁ'bcurs to patients decision to seek
medical attention (Hanucharurnkut el al., 1“998-;‘7.nOttesen et al., 2004; Dracup et al.,
1997; Dracup-et-al., 2003; Khraim et al., 2009) or defay time means as time from the
onset of symptom to hospital arrival at emergency room-(Mckinlay et al., 2004;
TACSR, 2007; Bleeker, 1995; Dracup et al., 1997; Goldberg et al., 2002). These

showed-that generalizabilty to.compare were-difficult,

2) The total ischemic time of treatment initiation benefit.

In this 'mean, investigators chose to operationalize .the delay in seeking
treatment, on the time influence the treatment initiation benefit. The cut-off times
were such as 1, 2, 3, 6 and 12 hours, median delay of AMI treatment-seeking.

Example of past researcher operational definitions were wildly among studies, such as
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1 hour (Dracup et al., 1997; Dracup et al., 2003; Al-Hasson and Orman, 2005;
Carney, Fizsimons, and Demster, 2002; Goldberg, , Gurwitz, and Gore,1999), 2 hours
(Demsey; Dracup, and Moser, 1995; Turi et al., 1986; Cheng et al., 2007; ACC/AHA
Taskforce Practice Guideline, 2004), 3 hour (King and McGurie, 1994), 6 hour
(Schmidt and Bocsh, 1990; Changchaywong, 2000) and 12 hours (Ruston, Clayton,
and Calnan, 1998). Use of.different cut;off times for the definition of delay time led
to the variability ofsthe explained variance, sensitivity, specificity, and predictive
values associated with eagh regression model. More importantly, cut-off times on the
definition of delay time did effect the s.urn\'./n.ival and mortality of AMI patients as it
related to ischemic time. /The elassic tri@l study from GISSI (1986) (Figure 2.2)
showed the reduction mortality when admirﬁgte_ged reperfusion therapy within 1 hour
of the onset of symptom by 50% and within 3 hours by 23%. Therefore, GISSI (1986)
recommended treatment initiation within 2 H@f"ﬁfter onset of symptom. Steg et al.,
(2003) also confirmed this-reeommendation, AMI patients treated with fibrinolysis
followed by RCE within 2 hours of onset of symptoms, the: 30-day mortality was
reduced from 5.2% to 2.2% compare with primary PCI. Taskforce Guidelines for
management AMI from ACC/AHA (2004) and Smalling (2009) also indicated the
critical smiportance;of isehemie time within:2-heurs for management-of AMI patients
in a new gold standard for AMI care.

Based on_these two major, reasons, clinicians‘and_ researchers recommended
that criteria be'established ‘with regard to operationally defining' AMI ‘'seeking delay.
According to this present study, attention is to described the delay phenomenon in
seeking treatment among AMI patients within delayer group, a patients presentation at

hospital after 2 hours after symptom on-set, as they are the disadvantage group to
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significant poorer health outcome indicators. Knowledge of factors associated with

delay in seeking treatment for these prolong ischemic group would provide specific

explanation on “Why these patients delay to response to AMI symptom and delay to
r g modality for increasing early

emic patients.
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Summarized the past research definition used for time to seek treatment are

detailed in table 2.1

Table 2.1 The summarization of the inconsistent definition of time to seek treatment

Author (year)

Independent Variable
Definition

Reported resulted

Burnett et al.,
(1995)

Hanucharurnkul
el al., (1998)
Thailand

Decision time was
defined.as'the length of the
interval between the onset of
symptems.and the request for
medical assistance

¥,

- Delay in seekifig treatmen"t_‘ =
. itreatment at ER

- Definition not:state

='Distinguish early responders (i.e.,
requested medical assistance < 60
minutes after the onset of acute
myaocardial infarction (AM1)
symptoms) from late responders
(i.e., request made > 60 minutes
after symptem onset

1) Median time from symptom
onset to decision to seek treatment
(patients phase)

2) median time of transportation
phase

3) median time of prehospital phase
(1+2)

4) total time from ER to CCU

5) total time from symptom onset to

" 6) total time from symptom onset to
. receive treatment at CCU

e

- Delay in presentation for AMI

~treatment within 1 hour (the

Mckinley et al.,
(2004)

Sheifer et al.,
(2009)

Cheng et al.,
(2007)

golden hour)

1) Non-Delayer defined as the
time from symptom onset to
hospital admission < 1 hour.
2) Delayer was the time from
symptonionsetto’hospital
admission > 1 hour.

Time to presentation with AMI
-Defined as time from onset of
symptomito arrive at hospital.

- Prehospital delay for AMI
- Non-Delayer defined as the
time from symptom onset to
hospital admission < 2 hour.
-Delayer was the time from
symptom onset to hospital
admission > 2 hour.

- Median thne from symptom onset
to hospital admission

- Comparing patients who presented
to hospital in 1 hour or less and
more than were non-delay and
delay

- median time from onset of
symptom to arrived at hospital
divided to <6 Hry6-12"Hr, andi> 12
Hr.

- median time from onset to hospital
arrival categorized to group less
than 2 hour and equal and more than
2 hour
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Author (year) Independent Variable Reported resulted
Definition
Prehospital Delay in ACS
1) Prehospital delay time
defined as the time from
symptom onset until hospital
presentation
2) decision delay the time from = Delay interval
onset of symptom until seeking _.=factors correlated with 4 type of

Ottesen et al., medical attention 2 delay

(2004) 3)physical delay is the time - median prehospital delay time,
fromseeking-medical attention  decision delay, physical delay time,
by invelvingithe local EMS transportation delay time

until argwval at ER. |
4) transportation delay”"s the
time fram arrival of the'patients
untilthospital presentation..:
- Delay to seekinghealth*care
1) Prehospital delay defihedas
the time a patient take aﬂér the
initial onset of AM!I sympt‘oms -Median decision delay time was
to arriving at'the hospital™” & 1 reported.
2) In-hospital delay is the‘__tirpe - variable corresponded predicted
from arriving-to-the hospit'arat'e decision delay were age, waiting for
Khraim et al., initiation of treatment ' ,symptoms to go away, anxiety, and
(2009) 3) Decision delay time is the= = * other response to patients symptoms
time from onsét of symptom’f‘o
making-the-initial decision 1Ppoad=—
seek professional heath care
. 4) Transportation delay is the
/ time from making the decision
_to seek professional health care
to hospital arrival.

This study-used-definition-of delay time:to seek treatment hased on the aspect
of ischemic time for maximum of treatment initiation benefit by using the critical cut-
off_times, point for effective for reperfusion treatment interventions (GISSI, 1986;
ACC/AHA "Taskforce Practice ‘Guiteline; 2004). Therefore,-delay “time'.to seek
treatment in this study was defined as the delayer who had the time from symptom
onset to hospital arrived at emergency department equal and more than 2 hours

interpreted patients with AMI symptom had delay to seek treatment for treatment.
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Phases of delay to seek treatment

Phases of delay to seek the treatment were divided into 3 phases

1) The patient/by stander recognition and action phase: This phase
begins with the onset of symptoms until the patients or bystander decides to call
emergency medical service or start transportation'to the hospital. This phase contains
the actions of patients or bystanders in ;esponse to-sign or symptoms of MI, starting
from patients’ perception ofisome drregularity of the symptoms.

The onset off ' symptoms is a tin%e of an acute symptoms occurrence which
arouses the patient t@'decide 0 seek treat.nlé'.nt. The initial symptoms occurred mostly
prior to onset of symptoms. Interview déiﬂ;a’sfof hundreds of AMI patients revealed
that the most patients €ould identify thef'q_r]sq't time, but one of third of patients
however could not identify it finstantly "?'JQ had difficulties in identifying the
symptoms, whether it was initial-or the onét,t"s-'ince there may have been several
relapses or a constantly continuation of the se\"/eﬁtlyxof symptoms.

During=the_time_between perception and actuathy-takingsaction, each patient
may have responded in a different way, which may Increase-or decrease time delay.
Some patient consulted friends, colleagues, or relatives which could decrease the time
delay (PattendensWatt;+Lewin, andsStanfordyy2002). jAnother, way which helped
reducing,the time 'delay s quick decision to go the hospital or to call for an emergency
medical _service. The_behavior_which may_increase" the_time_delay is“a_ lack of
enthusiasm to seek treatment after onset and could be found.in as much as.72% of
cases, reasoning that they wanted to rest and to wait and see if the symptoms would
change. Only 7% called for emergency medical service (Meischeke et al., 1995).

Besides, seeking consultation from expertise or spouses, and attempted self-treatment
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such as taking some kind of medicine and increased their physical activities, as the
same as, symptom denial, symptom representation, coping attempt and reappraisal of
the patients were the important factors which is affecting the increment of time delay
during this phase (Kenyon, Ketterer, Gheoghiade; and Goldstein, 1991). This phase is
very critical since it is.the process under the centrol of the patients themselves. An
appropriate strategy to_mimimize delz;y shouldfocus on promoting the current

perception of symptoms, andappropriate response to symptoms of AMI.

2) Pre-hospitalsaction‘phase: This phase begins with calling for a medical
emergency servigé or start transportation frc_Jm the premises until arriving to the
hospital. The delaysin this phase may in(:!reaée due to telephone communication in
calling emergency medical Service, respd‘r;lsé‘- from emergency medical service
personal, or transportation process and ti-r_f%je? “[J)_elay time could be decreased by
effective coordination of the medical emergen(;y service team, readiness, a well
prepared system; up to date equipment annd-nff;d-st important, a well trained and

alertness medical:lemergency team.

3) Hospital action phase: This phase begins as soon as the patients arrives at
the hospitalgand ends swithsreceivingyasydefinitive; therapys Health=eare personal in
emergengy, units are the key responsible persons during this phase. Delay during this
phase may occur due to the hospital organization.and:system, especially diagnosis and
admission’ steps since inadequate practical or inappiopriate ‘decision ‘inaking. As a
result, many patients may have arrived at the hospital just in time but did not receive a
thrombolytic or PTCA therapy in the appropriate time which in turn resulted in fatal

or irrecoverable consequences.
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Most of studies focused on a combination of phase 1 and 2, i.e.; begin from
onset until arriving at the hospital. According to Walsh et al., (2004), the relationship
between the 1% and 2" phase of delay time was found to have a moderate correlation
with a coefficient of: r = .36 (P <.05). The 1% phase of delay time had a strong
correlation with total pre-hospital phases of: r+=".8/. The medium of the total pre
hospital time (total 1% and 20 phase) wa; 4 hours and 4 minutes which was consistent
with many other studies which revealed that the mean of time between the onset of
symptoms and arriving atshospitel are 6“ to 29 hours, with median of 2 to 6.4 hours
(Dracup and Moser 1991; GUSTO |n.\7(ne'.snltigators, 1993; Goldberg et al., 1999).
Futuremore, studies also conducted 'in VqridUs countries with different social and
cultural characteristics /on ¢omparing the tgtal__(_pre-hospital time which revealed a
slight difference of total pre-hospital time delay among United States of America,
United Kingdom, Japan, and.South Korea. 'Iihewi‘t"ﬁ'edian of delay time were 3.5, 2.5,
4.5 and 4.4 hours, respectively: (Dracup et al:,f"ZOO.’n?,).

The GRACE_project provides useful data_comparng pre-hospital times
amongst a large~group of patients with AMI (Goldberg-et al., 2002). Eighteen
countries participated in the GRACE project, collecting demographic and detailed
clinical.datason patients-hospitalized with AMIlyDatafrom+10,582 patients was used
to explore the extent of,"and factors associated with, delay to hospital presentation.
This_sample included 3693 patients with ST_elevation MI; 2,935 with NSTEMI and
3954 'with' unstable angina..Delay time*was defined as the time interval between the
onset of symptoms suggestive of AMI and arrival in the Emergency Department (ED).
Average delay times were highest in patients with Non ST-segment elevation MI

(NSTEMI) (mean 6.1 hours, median 3.0 hours) followed by patients with unstable
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angina (mean 5.6 hours, median 3.0 hours) and were shortest in those with ST-

segment elevation MI (STEMI) (mean 4.7, median 2.3 hours). A significant
proportion (23% - 32%) of all patient groups arrived in the emergency department
more than 6 hours after symptom % nfirm that prolonged times from

symptom onset to hospital arrival remai tients with M1 and are also

In summary, AMI is common and potentially life-threatening. Interventions
_ZZ WA ‘

are most effective age in earlier. However,

E -
there is ‘-ﬁ‘,}'ﬁ’ ] e nﬁ et of symptom and

an imormt focus for research.
AUEINENTNYINS
ARIAINTUNMINYINY

receipt of treatmgwand thus this period of d
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The Significance of delay in seeking treatment in AMI patients

The advantage of thrombolysis therapy has transformed the care of these
patients. In fact, the most frequent complication of AMI is sudden death which still
occurs within the first hour after symptom.onset. Thrombolytic therapy has been
shown to reduce early. and long term.mortality about 20%. The mortality gain is
dependent on the delay tume of early reperfusion. A large number of studies have
shown that this relationship is best described as exponential. in the first 1 to 2 hours
after the onset of Chest,pain; the benefit af thrombolysis is greater. Reducing the time
to thrombolysis must therefore be the main‘obj_ective of prehospital treatment of AMI.
In the last 10 years, a large number of stratiégiés to reduce the time to reperfusion have
been evaluated. During the last ten yearé“ f? fifteen years the field of reperfusion
during acute myocardial infarction was a rlé%ln_ba}t'tlefield between the proponents of
thrombolysis and those of primary percutanequs iilrlterventions. Nowadays there are a
growing number,of physicriénré who will conéidg t’hét the best'way forward is not to
oppose these two effective methods but to find the most appropriate niche for each or
even better to combine them to achieve reperfusion. In this respect, the concept of
facilitated percutaneous..intervention (PCl)sis a very attractive one which shows
promising results. “A large number of studieés are now ongoing to demonstrate its
efficacy and to help us to choosing.the ideal combination of anti-thrombaotic agents to
be used. That isone of the, 'main ‘interests of the. CAPTIM study.«French trial
comparing prehospital thrombolysis to primary angioplasty the resulted showed that
the fact than 33% of the patients had a pre hospital thrombolysis followed by a fast

angioplasty. The results are impressing: the 30 day mortality in the pre hospital
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thrombolysis arm is only 3.8%. But if the delay between pain to pre hospital
thrombolysis is under 2 hours this 30 day mortality fall down to 2.2% (Goldstein and
Wiei, 2005). The value of reducing delay until treatment depends on the amount of
time saved. Available data suggest that timessaved within the first 1 to 2 hours has
greater biological importance than time saved during the later stages of STEMI (FTT
Collaborative Group, 1994;.GISSI, 19863.

Time is of the essence in the setting of AMI patients. More than 40% of
individuals experieaeing heart attacks Wﬁill die from them, and 20% will die without
hospitalization. Most deaths result from .fa};'éll arrhythmias and/or cardiogenic shock.
Thus, early access t0 hoespital- care caﬁ provide treatment for potentially fatal
arrhythmias and consequently, save patient?::';_jjfg._

More importantly, shortening the time_ from symptom onset to treatment is
associated with lower mortality rate (GUSTOir;\')éstigators, 1993; FTT Collaborative
Group, 1994). A recent -metaanalysis of -'22-}1.:andomized trials of thrombolysis
(n =50,246) reperted that the greatest reduction in mortality was<Seen in patients who
presented to a hespital within the first hour of symptom-onset (Boresma, Mass,
Decker, and Simaons, 1996). This benefit was estimated at 65 (SD 12) lives saves per
1,000 (95%:Ck 38; -93) treatedy patients.~The; benefit ofytreatment was still seen
between 6 .to 12 hours after onset of symptoms, with '18 (SD 6) lives saved per 1,000
(95%.Cl: 7, -29) treated patients. The association between delay time and martality
was non-linear. Namely, patients"who “presented’ within'the first-two ‘hours.after of
symptom showed a steeper reduction in mortality than those who presented two hours

later.
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The American Heart Association (AHA) are working to reduce the time-to-
treatment for AMI through cooperative educational efforts designed to achieve the
goals of Healthy People 2010, the federal government’s blueprint for building
a healthier nation. Healthy People 2010 include 4 objectives that specifically address
improving the awareness of heart attack symptoms, action time to treat potential heart
attack patients, and access.to emergenc;; medical care. Both organizations are calling
on physicians and giner healtheare providers to engage their patients in potentially
lifesaving discussions about heart attacl“< warning signs and the need to call 9-1-1
immediately when such symptoms occur.. The discussion of STEMI and Non-STEMI

were describes as follaws:

Early management of STEM | |

STEMI is associated. with a very-_lﬁif‘;hjn_mortality rate. The Multinational
Monitoring of Trends and Determinants |ﬁ C;rdiovascular Disease [MONICA]
project found that approximately a third of a;II- ca-lses are fatal/before hospitalization,
most of these within an hour of symptom onset (Chambless et al., 1997). The project
was a large epidemiological study conducted on behalf of the World Health
Organization to monitok.trends in CHD over 10 years across 37 populations in 21
countries. Median 28-day mortality rates of 49% for.men and 51% for women were
documented. Importantly, two-thirds of these deaths (most due to cardiac arrest)
occurred before reaching hospital. Survival following cardiac arrest is,more likely if

the event occurs in the presence of paramedical staff equipped with defibrillators

(Norris, 1998).
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Furthermore, a number of medical interventions, particularly thrombolysis
(Fibrinolytic Therapy Trialists' [FTT] Collaborative Group, 1994; GISSI, 1986) and
percutaneous transluminal coronary angioplasty (PTCA) (Zijlstra et al., 1999; De
Luca et al., 2004) have been demonstrated .as effective in reducing mortality.
However the benefits of such reperfusion ftreatments are dependent upon prompt
administration (Boersma. ei-al’, 1996).7‘Greatest benefit is achieved if treatment is
administered within.an hourof the onset of symptoms. With each minute that passes
benefit is reduced, until ultimately a timé point is reached where the risks associated
with treatment are judged.to gutweigh an.y nllli.kely penefit. Thrombolysis is usually not
given where the onset'of symptoms occufr!ed’more than 12 hours previously (Van de
Werf et al., 2003).

In 1996, Boersma and colleagues eonducted a meta-analysis of 22 trials of
thrombolytic therapy with data from a total gf 56';246 patients being included. They
estimated that treatment with thrombolysis féavéd 65 lives per thousand treated if
given within & hour of the onset of symptoms; 37 lives peithousand if given 1-2
hours after the onset of symptoms; reducing to 26 and 29 lives per thousand if given
2-3 hours and 3-6 hours, respectively after the onset of symptoms. They found
evidence-0f henefit untikat deast 42;hours aftersthe onset of, symptems, although this
was of significantly lower ‘magnitude. They found “insufficient’ evidence to assess
benefit after this time point, This meta-analysis was well-conducted.and included data
from ‘over'50,000 patients. Additionally;recent authors have suggested that, due to an
issue relating to how times were measured in certain trials included within the meta-
analysis, results from this analysis might even underestimate the favorable effects of

early thrombolysis (Terkelsen et al., 2003).



46

In summary, there are compelling reasons why patients who are experiencing
AMI should come under the treatment maximum benefits of appropriately equipped
medical or Emergency Medical Staff as.sgon as possible: Firstly, to allow the prompt
identification and treatment of arrhythmias including cardiac arrest and secondly, to
facilitate the early administration of beneficial-treatments such as thrombolysis or

PTCA.

Non-ST elevatien Myogardial Infarction (NSTEMI)

Patients with NSTEM | are at a lower, but still significant, risk of death. The
large, multinational, observational™ Global _Registry of Acute Coronary Events
(GRACE) has been used to derive regr“éssion models to predict death from an
unbiased population of patients with AMI. D‘;até'i- were collected from 26,267 patients
with the full spectrum of AMI-A 30-day ﬁ{(ﬁ)ft@lji_ty rate of 3% was documented for
patients with UA, almost 6% for patients withNS;TEMI and 9% for patients with ST
elevation M1 (Fox etal., 2006). -

However Jdata also demonstrate that risks for individual patients are not equal.
Patients with high risk features such as pulmonary edema or ongoing rest pain are at
higher risk of death and.MI (Braunwald et ak, 2002). Methods for stratifying patients
into high, intermediate _and low" risk categories and tailoring their management
accordingly have been proposed in_recent practice guidelines jointly published by the
American College of Cardiology andthe American Heart Association (Braunwald et
al., 2002).

These guidelines suggest that all except the lowest risk group (who comprise

approx 6% of patients with UA or NSTEMI) require urgent hospital care.
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A number of treatments including aspirin (Antiplatelet Trialists' Collaboration,
1994), other anti-platelet drugs (Balsano et al., 1990; Yusuf et al., 2001) and anti-
thrombin treatments (Eikelboom et al., 2000; Direct Thrombin Inhibitor Trialists'
Collaborative Group, 2002) have been shown te be effective in reducing the risk of
death and myocardial infarction in this group~of patients. Thus prompt medical
assessment is warranted _for-all patientl% with symptoms suggestive of an AMI, to
identify both those with AMI and those with other AMI, associated with high risk

features, requiring hespitaltreatment medication.

Time from the onset of'symptoms to initi”atic_)n of treatment

Despite thesclear benefits of prdlmpf treatment, studies have consistently
demonstrated that the time bétween the on‘s‘;et"‘bf symptoms and hospital treatment
(pre-hospital time) is longer.than optimal -1_‘{.0_-r- many patients with AMI. Table 2.2,
below contains a summary of studies where dplayJ in seeking treatment time has been
investigated amongst patients with AMI. Renp-c;r‘rt-smof median jpre-hospital time vary
between 30 minuies (Bleeker et al., 1995) and 474 minutes (Canto et al., 2000). Direct
comparisons between studies are difficult due to important differences in
methodology which are ikely to influence the results obtained.

Firstly, there are differences in the population being studied. Some studies
have been“conducted amongst participants in randomized controlled trials (RCTs) of
thrombolyticdrugs (GISSI; 1995; Gibler et al., 2002)," a group thatyis "likely to
represent highly selected sample of the overall population of patients with AMI. Some
investigators have selected patients on the basis of age, either excluding those aged

>75 years (Bleeker et al., 1995) or only studying those aged >65 years (Sheifer et al.,
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2000). Others report less restrictive inclusion criteria (Horne et al., 2000; O'Carroll et

al., 2001; Goldberg et al., 2002).

Table 2.2 Summary of studies examining delay in seeking treatment in AMI patients

F

Median Time
symptom
onset-hospital

Author (year) n country  DafasourCe  esentation Note
(Hour)
Bleeker, J et al., (1995) 300 Netherlar}ds Patient interview 30 mins
GISSI group, (1995) 5,301 Italy. . ‘Patientinterview =3 Hr 50 mins
Dracup et al., (1997) - 4 Australia: Patient interview 6 Hr 24 mins
‘ I . Medical records 45 mins GP
Rawles, Jetal (1995) Lo L +  Medical records 2 Hr 30 mins Hospital
/. Medical records 2 Hr 12mins 1986
Goldberg, et al., (2000) 38317 . 4 USA - Medical records 2 Hr 1997
“ " "Registry 7 hr 54 mins no pain
Canto et al., (2000) & & A "/ Registry 5Hr 18 mins  chest pain
" “Thrombolytic 1Hr24 mins GUSTOI
. el gy trial
Gibler, etal., (2002) 27,843 USA " Thrombolytic  1Hr24mins  GUSTO Il
. trial
Goldberg, et al., (2002) 3,693 ~"1nternational "-”'_"--Registry 2 Hr 18 mins
192 USA Patient interview. {3 Hr 18 mins
- 127 S._Korea Patientinterview — =*4.Hr 24 mins
Dracup et al., (2003) 136 Japan Patient interview 4 Hr 30 mins
. 141 England Patient interview — 2 Hr 30 mins
317 Australia Patient interview = 6 Hr 24 mins
Hanucharurnkul el af’, .
(1998) 177 Thailand  patient interview 3 Hr 40 mins
TACSR! 2007 9,060/ [Thidlard 4 GOt INETVIEW, iy TACSR

Registry

Secondly, studies have«differed with regards-te the'method-of data collection.

Some have abstracted data from medical notes or patient registries whilst others have

used patient interviews. Previous work in relation to delay in seeking treatment time

has demonstrated that data obtained by interview can differ significantly from that
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recorded within medical notes with people tending to report longer pre-hospital times
during interview than those recorded in their medical notes (Goldberg et al., 2002).

Finally, there are differences in how delay in seeking treatment time was
defined. For example, whether the onset of prodromal symptoms is included in the
definition of the onset of symptoms is likely to.affect calculations of delay in seeking
treatment time. "

Interventions.aimed.at reducing delay in seeking treatment have met with little
success. Two RCIs; including the Iarée scale Rapid Early Action for Coronary
Treatment [REACT Jitrial, reported no stétin;".tical effect of the intervention (Meischke
et al., 1997; Luepkerset al., 2000). A sys!tem'atic review of Interventions to reduce
delay in patients with suspected heart attack\jd_t_a{_ntified one controlled trial and three
‘before and after’ sttidies which specifically examined patient delay (Kainth et al.,
2004). A pre- and post measure studied reporutfzfj"tﬁ'at a significant reduction in median
delay during 12 month muitimedia public cémpéign (180 minutes. vs. 155minutes,
p<.001) (Gaspoz et al., 1996) The multi-media_campaign was intensive and data
regarding the long term effect of the campaign could not-be identified within the
literature.

Hawever, the other pre- and post measure studied-reported-no differences in
delay (Ho et'al., 1989; Bett et al.,"1993). The controlled trial reported an increase in
the percentage of patients in_the intervention group,calling. their GP" after the
intervention‘(compared with before) butthis was not compared.with the.cantrel group
(Rowley et al., 1982). The content of interventions has varied but most include
information about the importance of prompt action when symptoms occur. Given the

substantial complexities involved in recognizing and attending to symptoms,
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identifying the likely cause and identifying the appropriate avenue for healthcare such

messages may be over-simplistic.

Theories used to explain delay in see pment in AMI patients
By using a theoretical i {@p to verified phenomena of
, . - -

patients to promote
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Table 2.3 Summary of Theory application to AMI p

Original
Theory

Health
Belief
Model

Irlvid sl Perepitioas Mladilyiig Famer

Fﬁmmll.:l:rp:hquu;l

f:-w—y'l af dasass X

Figure Becker S HeaIth Bellef Model

Limitation

‘\: 0 ."'."\1_ E

arction: is

interval . major foctise

qgnder differences.

in the

":ﬂil ’MEJW?WEJ’Wﬂ‘i
N

The conceptual model used for this
study removed the patients
perception factors that were used in
other frameworks. This information
was not available on this
retrospective design. The
conceptual framework used for this
study well for the information that
was available. The addition of
patients perceptions and actions
would provide valuable data but
should be collected in a concurrent

study in stead of retrospective
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Original Theory Application to AMI pW‘
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Figure 1. Acute Myocardial Infarcton Model [Reynnldsmﬂn,M H q Vl H n;gh. n (ﬂa:;lfe] j

interrelationships among variables

Limitation

elay mormatients
experiencing acute myo ardial

S o infarction (AMI) within the

- A limitation pertains to the
observational, cross-sectional
nature of the study design.

The AMI decision-making process
is conceptualized as a decision-
making process in which non-
recursive relationships may exist
among the variables secondary to
changes in symptoms, self-
treatment strategies, and thought
processes. However, the cross-
sectional nature of this

study prohibits the ability to
capture the dynamic changes that
might have occurred among the
study participants during their
decision-making processes.
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Considering the theoretical application, aim/usages, and the limitation, this
study used the self-Regulatory Model of illness Behavior (Leventhal’ SRM) was
selected as the theoretical framework for this study for the following reasons:

1. The theory provided a plausible explanation for the patterns of behavior
observed in previous studies. The link between Symptoms and delay in seeking
treatment was made but not-assumed to t;e inevitable.

2. The mgodel conceptualizes Individuals as rational, problem-solving
individuals but dogs*hot excliide the-influence of other social factors. The role of
emotion in affecting health pbehavior is.aéi.(nowledged, an area neglected by other
social cognition models (Fishbeinand Azjé!n, 1974; Becker, 1974).

3. A large body of evidence exiétg t_g support the illness representation
dimensions and their relationships  with coping behaviors and clinical outcomes
(Hagger and Orbell, 2003). 7 4

4. The framework-had-been used SGC'eegsfully with people with AMI and
found to be predictive of outcome (Peirie et al 1996} —“The .model was found to
explain variance 4 delay in seeking treatment time additional to that explained by
demographic and clinical factors, amongst patients with AMI, (Walsh et al., 2004).

5:The Respanse-to Symptoms: Questionnaire(RSQ) was arteol which could

easily be adapted~for Thai AMI™patient will 'use 10" with patients with possible

symptoms of AMI (Burnett et al., 1995).

The SRM posits that individuals actively develop representations of illness
based upon (1) a general pool of knowledge of illness current in culture, (2) social

communication with individuals such as health professionals or family and
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(3) personal experience of illness. It is hypothesized that a change in somatic activity,
such as a symptom, stimulates a self-regulatory process whereby individuals integrate
such preexisting ideas about illness with current bodily experiences. The processing
system can be viewed as consisting of 2 parallelspathways. One involves the creation
of a cognitive representation or ‘mental” pieture’ _of a health threat and the
development of a coping-plan. The 6ther pathway involves the creation of an
emotional representation ofsthe health threat and an associated plan for coping with
the emotional respense. ;he 2 pathwa{ys are proposed to interact, as the threat
develops, via feedbaek logps.and apprais.al;lncl)f coping strategies. Therefore, failure of
coping mechanisms 0 control .emotion “may result in a change in the cognitive
representation (e.g. intensify or diminish 'sym__ptoms). Similarly, failure of coping
mechanisms to ameliorate symptoms may, result in alteration to emotional
representations e.g. causing distress (Leventh;';'llie“t‘ﬁl., 1984).

An organizing theoretical framework trhatrxn:nay provide better understanding of
delay in seeking«treatment phenomenon, a number of theortesshave been put forth as
having the potential to explain AMI delay, much of the research investigating AMI
care seeking delay has been a theoretical in nature. Although  AMI care seeking delay
has been-explained from-thesperspective-ofHealth Belief Model«(Dracup et al., 1995;
Reilly, Dracup, and™Dattolo, 1994),"Symbolic interactionism (Dracupet al., 1995), the
self-Requlatory Model of illness Behavior (Johnson‘and King, 1995; Johnson-Zerwic,
King ‘and Wilasowicz, 1997; Horne et.al., 2000; King-and McGuire, 2000; Mekinley,
et al., 2000; Buckly et al., 2006; Walsh et al., 2004, and the AMI Coping Model
(Reynolds and Alonzo, 2000; Fox-Wasylyshyn, 2005; Roe, 2006). Most of these

theories have been tested in term of their ability to explain AMI delay, and few have
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been used as a guiding theoretical framework in research studies (Dempsey, Dracup
and Moser, 1995; Walsh et al., 2004 (Self-Regulatory Model); and (Really et al.,

1994) (Health Belief Model).

1) Theory releva ! ion tc tment in AMI patients
The Self Reaulatorv-Mode &Leventhal;, 1970; Leventhal

and Diefenbach, 1991

ed to examine a number of
situations including.hea Vi *x. Baumann, et al., 1989;
Prohaska, Leventhalya » fw_ del, sign and symptoms
are keys in the cogni \\ re targets for coping. A

diagram of the Self-Reg
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Self-Regulation Model

Figure 2.3 The Self-regulatory Model (Leventhal & Cameron, 1987)
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As Figure 2.3 depicts, a target sign or symptom gets the attention of the
individual and initiates the self-regulatory process. Sign and symptoms are then
compared with knowledge of prior. experiences of self or others and a mental
representation are elaborated in five areas: () identity, (b) timeline, (c) consequences,
(d) cause, and (e) expectations about controliability. (Leventhal and Diefenbach,
1991). Representations..guide the sielection of..coping strategies which are
subsequently appraised. An appraisal ‘that actions fail to reduce or alleviate the
symptoms can lead to .chances in céping strategies, alterations in the illness
representation, and/er emotional distres.sjéCameron, et al., 1993). As signs and
symptoms continue and €oping strategi"en,s are utilized and appraised, the illness
representation is increasingly elaborated, wi:'th.rqgre varied coping procedures utilized,
including seeking medical care if needed. :Ipi summary, signs and symptoms initiate
the decision process and thén continue [gpiay a role throughout the illness
experience. i d —

The SRIM#suggests that emotional processes-paralfet-cegaitive process during
an illness episode~Emotional reactions such as anxiety and-fear can be triggered by
sign and symptoms (Benyamini, Leventhal, and Leventhal, 2000), by perceived

consequerices, or by copingfailures (Easterling and;Leventhal,.2989):

2)"Application of SRM among AMI patients

A theeretical. ‘'model deduced from Leventhal  and colleagues, the Self-
Regulatory Model to focuses on the individual’s personal perception of the presenting
signs and symptoms, is important to the understanding to the phenomena of AMI

delay in seeking treatment.
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SRM theory of showed the information processing explains how behavior is
guided by a negative feedback system at the macro level of processing information by

humans. The Self-Regulation Moel at. may be useful in explaining the delay in

AMI. Components of both n‘u ! A piocessing theory are proposed to help

A cognitive i entatiol N experie ce i essential to information
processing system. A it Ness i\'-. sentation ig e a mental image, also
referred to as a s _ chema is a represe \ta ' (0. which past and future

experiences are ref interpre evi ent ¢ N, ans, and action directed

the cognitive illness represe

at achieving goa s. Information fro arious’sc ences the composition of
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Bodily experience Labeling the threat

Past experience with illness Assessment of causes
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The representation is organized hierarchically from specific to graded levels of
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The Iocq]:)n of ent, and prognosis are at lower level of
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can use both abstract and concrete representation about their experience (Johnson,

1992). In an information-processing system the goal or desired are part of the system.

The desire to achieve a goal is believed to activate the system. Goals also are arranged
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hierarchically. The highest or most of abstract goal might be to have a goal life. An
intermediate goal may be feeling healthy. A more specific goal may be for the
immediate pain or discomfort to stop.

Theoretically, the test phase begins/as'input enters the system, is incorporated
into an existing state, and compared with a preexisting standard or goal. If the current
state and the standard are.ineongruent, gehavior Is-initiated in the operate phase. The
purpose of the behawior is te'reduce the discrepancy between the current state and the
standard. Testing reoccurs hetween th(;l‘ current state and the standard and if the
discrepancy has been resolved, ‘fhe pér:s:én exits the system. If incongruity is
recognized, behavior gan be inhibited in ihdi\‘liduals who lack of confidence, skill, or
abilities. The behavior @lso'can be influe'qf'c_gd by environmental influences or by a
novel situation for the individual (Carver an@-tS_gheier, 1982).

In delay in seeking treatment for syrggtoi:h of AMI, this expectancy outlook
could mean seeking treatmentearly or late debehdiﬂg on if the individual believes his
symptoms cansbesalleviated only going directly fo theemergeneyfoom.

The SRM-provides a framework to explain how people interpret and cope with
health threats. Inthe SRM, the individual is conceptualized as an active problem
solver who is,engages in-parallel processing-of tworesponses: the perceived reality of
a health threat and€motional reaction to this threat (Leventhal and Diefenbach, 1996).
Individuals are thought to_be motivated to regulate-or minimize their health-related
risks and act to reduce these health-threats in ways consistent with their'perceptions of

them.
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3) Basic Assumptions of the Leventhal’s SRM

SRM model is based on four important assumptions (Leventhal, Nerenz, and
Steele, 1984; Reynolds and Alonzo, 2000).

1. Active Processing, it IS assumed sthat behavior and experience are
constructed by an underlying information-processing. system that integrates current
stimulus information with-either inn;te and acquired codes or memories. An
individual’s experienee of the world and its objects, emotional reaction to them, and
coping reactions are‘created and organizﬁed Dy this processing system on a moment-
by-moment basis. %

2. Parallel Processing, the proceé:,siﬁg of information involves two parallel
processing pathways. One pathway is primér_,i_!ng conceptual, deliberative system that
involves semantic knowledge (derived frorhﬁ.{:glrture), controlled, abstract processing,
and procedural plans for ceping with a hél-th.-" problem. The other is primarily
emotional-a concrete, autematic system tha{‘_"rm.zelves episodic memories (derived
from personal-experiences) and perceptual, experiential processing, such as somatic
sensations, feelingsiof fear, and impulsive coping response. Fhe two pathways interact
as the individual responses to a health and illness experience. The interaction of the
two pathways shas iimpaertanty implications=for, thesproeessing. of«symptoms and
sensations. Emotions are thought,”in ‘essence, to create or influence the climate in
which symptoms are processed. They can both influence symptoms.interpretation and
generate ‘additional | symptoms“that;’ when fincorporated. into “the ‘person’s
representation, influence coping and appraisal. Therefore, internal and external cues

of health threat activate conceptual, reasoned efforts to understand and control the
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health threat. They also elicit concrete, emotional responses and effort to control these
emotions (Leventhal, Nerenz, and Steele, 1984, 1997).

3. Stages in Processing, the processing system is assumed to operate in three
stages: illness representation, coping, and appraisal (Leventhal, Nerenz, and Steele,
1984).

During the first..stage, the gkindividual creates the definition or the
representation of the.problems and the emotion accompanying it. During this stage, a
person perceives the 1linegss stimulus ir% two aspects simultaneously, i.e. cognitive
illness representatiop'and emotional illneic,sdlnr'.epresentation. The representation process
depends on knowledge and memaries con"cn,erning meaning interpretation and episodic
knowledge/memories. When the stimuius f(')gpqu'_s, the mental representation of such
stimulus is processed in response to intefgpl_ 7and external stimulus which is life
threatening, such as chest ‘paifr. \When thei)ér’.sbn suffered from AMI, semantic
knowledge/memories, for instance, knowledge-rell,"person concerning risk factors of
AMI cause would _progress together with_eptsodic _knowledge or memories, for
instance past experience of chest pain can enable such person-io represent and identify
the attribute of symptoms clearer.

Second sstage actionyplanning/. eoping stage,sinvolves-the development and
execution, of the response plans for coping with both the problem and emotion. This
stage. is_directed by .individual’s representation or.definition of _the problem and
determines the ‘goal setting.

The third stage is the appraisal stage, where the individual determines if the
coping responses have moved the individual closer to or future from the goal

specified by the representation. After this stage, the process is recursive as
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information feeds back to previous stage and can alter the individual’s coping
strategies and/or the way the problem is defined or represented.

When persons represent the illness as health threat, each person chooses a
different strategy in coping with such a .threat.. These strategies may be used
unintentionally or inconsiderably about its consequence. According to Meisechke et
al., (1995), the first strategy-for copingg;/vith AMI-symptoms is mostly unintentional,
i.e.; resting, stay still; taking sublingual medicine or other medicine as effective
strategies to cope with past analogues :symptoms. But eventually, the patients had
more thoughtful and.attentive behavior suth as consult the expert, call for emergency
medical service, or drive to a hospital.""n]f the first strategy chosen to cope with
symptoms is not sticcessful the iliness repfr'eger!;ation was changed as the severity of
the symptoms and the ‘hife threatening: p‘p;ential of symptoms is increasingly
ey

perceived.

4. The individual’s ‘process inform’étiéﬁ’ in_hierarchical processing that
operates at both egncrete and abstract levels, Problem-based representations are likely
to be influenced by abstract information. Emotional resporses are more depend on
concrete processing. Processing can begin at any level, but integration of the concrete
and abstract;gompenentssinta the whole picture isjimportantiinithe gonstruction of the

illness representation.

In ' conclusion, people "abtain information from several sourees ‘that can
influence their illness representation, the first stage of the model. These sources,
according to Leventhal et al., (1984), are culture, social communication and

interaction, and the individual’s personal illness experience, Culture is made up of
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belief, values, and language that are used to describe illness. For example, if an
individual experiences symptoms, they use these resources to try to understand and
describe their symptoms. Or if individuals are given a diagnosis or label they will try
to identify symptoms associated with that label.sPersonal past experience and whom
individual interacts with. may also influence theirinterpretation of what is happening
to them. —‘

The illness represeniation is a mental picture that provides a schema by which
symptom are interpreted. Fhis provides }neaning to the tllness experience and drives
goal setting and beghavior. For examplle‘,:ni.f the individual’s symptom experience
matches his or her pre=set schema for symptdms of an AMI, then the goal may be to

get help. The behavior is influenced by how'tﬁhe goal is expected to be achieved.

Major variable associated with delay in Af\/lfpatients
# ¥ |
In order to be specific understand variEiy of factors that specific to AMI delay
in seeking treatment, literature related to this-phenomena betiween 1995-2010 were

summarized as follows;

1) Severity of symptom

The experiencesof asymptomywhether sitais recurring.or.new; requires much
thought on the part of the person™to determine what™action, ‘if ‘any, is to be taken.
Several theories and_model have been proposed in an_attempt to_describe the
processes 'that ‘occurfas the person analyses' the' symptoms and reaches a'.decision
about the necessary action. The Self regulation model of illness behavior by
Leventhal and Nerez has the person as focal point (Ward, 1993), and provided the

integration of both individual and social factors (Leventhal, Diefenbach, and
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Leventhal, 1992). It is only through understanding the person’s perception of the
threats posed by the symptoms that it is possible to begin to understand the response
and actions of the person (Ward, 1993) an overview of the SRM is presented,
followed by an in-depth review of the literaturesrelated to delay to seek treatment in
the presence of symptoms of AMI. Three major areas contribute to the SRM: 1)
sources of information, 2) componentls of representation of disease, 3) stage of
information processiag-

In this studygin Tirst stage the bodﬁly experience with iliness and external social
environment make up sources of informat.i‘on;i..

Severity of symptom was derived from stage of sources of information, from
bodily experience that has been identified by( l,e_yenthal as basic source of information
used in the process of defining an. itiness experience and refers to the symptom that
AMI patients experience. 7 A

Symptoms are subjeetive phenomena én‘dvenlre indicators of departure from
normal functien -sensation, or appearance (Giarding and Wolf-1993). The definition
of symptom is supported by Van Wijk and Kolk (1997), who-éefend a symptom as
“an aversively percCeived internal state”. Phenomena are generally labels as symptom
only when they are perceived as deviating from the persan’sinormalstate of health.

Internalsymptoms are caused by chemical or neural alterations that are sensed
by_the person (Adam, 1989). The international association_for the study_of Pain
defined pain.as an “unpleasani sensaiory and emotional experience assaciated with
actual or potential tissue damage” (Karoly, 1985, p.467). The chest pain of AMI is

caused by a state of ischemia in the myocardium resulting from decreased

oxygenation related to impaired blood flow. In the setting of AMI, more than just the
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sensation of the symptoms is occurring. Perception is taking place as the person
incorporates difference symptoms with past experience in an attempt to understand
the symptoms in the present context.

Symptom serve the purpose of signalingsthe possible existence of the disease
state in the body, and are usually key components in illness diagnosis (Teel et al.,
1997). The presence of paiawith an AI\/TI can resultin suffering, and the suffering can
lead to the behavigirof sgeking treatment for the symptom of pain. In this way,
seeking treatment would be an examplﬁe of pain behavior as the end stage in the
progression from themotification to actioﬁ’gkeroly, 1985).

When comparg with other signs o*f AMI, studies have shown that increased
severity of painand the  symptoms aéé_gcigted with hemodynamic instability
(e.g.dizzeness, diaphrosis) have been mbﬂ_ponsistently to shorter delay times
(Goldberg. et al. 1999: McKinlay, €t al., Zooiédﬁmidt and Borsch, 1990). The AHA
(2005) describes the AMiwarhing signs as'”.“étérting slowly” with mild pain and
discomfort” Chest_pain_is the most common symptom of AMI in both men and
women.

Symptom Severity was an additional indicator in phase one, as the part of
bodily experiencesfrom-source of informationgin SRM, for eaech symptom that the
participant, experienced. They were asked to check how severity ‘was? (when the
symptom was.at its “worst”). On a scale from 0.(no_pain at all) to 10 (the“worst pain
Imaginable)..'Because most participants had multiple “symptoms ‘with difference
severities, the highest severity score was utilized as an indicator of overall symptom

severity in the analysis.
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A number of studies that have examined the relationship between severity of
pain and delay in treatment for AMI have utilized 0 to 10 visual analog pain scale
(Lefler and Bondy, 2004: Moser, Mckinley, and Dracup, 2005).

An association between the severity of presenting symptoms and the time to
hospital arrival was reported by the GISSI group (1295). They found that compared
with patients who reporied-strong pa{}n; those with _mild / moderate pain were
significantly more likely to present more than 6 hours after symptom onset (OR: 1.86,
95% CI: 1.28-2.72): Similarly, Horne Fand colleagues (2000) examined symptom
severity in relation 10 delay in seeking t.redz;iment time. A visual analogue scale was
used to assess symptam severity. They regortéd a weak negative correlation between
symptom severity and pre-hospital time (r;:.=_(_)..2f}; p<0.05). A qualitative investigation
has also suggested that the presence of less §i§\_/ere symptoms may influence decision
making processes, leading individuals to douﬁrt-ﬁéft their symptoms could be those of
a heart attack (Pattenden-et-al:, 2002). Otheh#tudies have found no association
between pain-seores_(Walsh et al., 2004} or other assessments of pain severity
(Dracup and Moser, 1997), resulted indicated that factors ether than the severity of
symptoms are important (Dracup et al., 1997; Mumford et al., 1999).

Hawever, siny this, study s rselected-severity~of symptem«~to represent the

internal stimulion'the SRM to testing the'SEM.

2) Caognitive iliness representation due to heartrelated in AMi, patients
The hypothesis that illness representations guide seeking treatment, as
described above, is supported by empirical evidence. In a longitudinal field study,

Cameron et al conducted 111 interviews amongst people spontaneously seeking
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medical care from their physician (Cameron et al., 1993). They compared the illness
representations of treatment-seekers with 111 matched controls. The authors found
that care seekers were more likely than controls to have identified their symptom
problems with a disease label (p<0.02). Sympioms were rated as more serious by
treatment-seekers than by controls (p<0.001) and ratings of symptom disruption of
daily activities were highei-for treatmenr‘t-seekers compared to controls (p<0.01). The
data from this studywsupport the hypothesis that symptems play a key role in the
initiation of treatment Seeking:

When an individual experiences Wlth health threat (AMI symptoms) a process
of interpretation is brought into-play. ThQ individual analyzes the health threat and
seeks an understandable explanation; the":r‘ep_{_esentation. The major attributes of
illness representation are involving five distinet dimensions: identity, timeline, cause,
controllability, and consequences. T3 ‘

1) ldentity: This eomponent concerﬁs-tﬁe patient’s thoughts about initiate
characteristics-oithe symptoms by assessing from the patient's explanation about the
onset situation, such as heart attack and other related symptoms as chest pain or
shortness of breath which can point out the nature of illness perception of patients in
conceptual perception such asiehest pain:llinessidentitys or-illness labeling of patients
was an important Key to assist patient to cope with the illness effectively. At the early
stage.of AMI, the symptoms may be perceived as the:other disease such as‘gastritis or
myalgia which'is a cause of delay-in'decision to seek treatment (Dracup and-Moser,
1997). The interpretation of symptoms is under influence of past experience

concerning heart disease of themselves or from the family members or from various

other persons and media (Leventhal et al., 1984). At the onset of AMI, if the patients
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perceive the symptoms as a life-threatening, such perception can influence the
appropriate planning and coping which is promptly seeking for treatment. The
perception of illness identity is therefore an important component of illness
representation which effect to the decision o seek treatment (Petrie and Wainman,
1997).

2) Cause: for mosi-people, a hieart disease.is an awful and life threatening
experience. When a patient.nas been diagnosed with an AMI, they will naturally some
thoughts about the gatise of their iliness. FAccording to findings from McKinley et al.,
(2004) study found that AM | patients atfrif;hte symptom to the heart related in USA
and England have sherter decision to ségkin'g treatment than Japan AMI patients.
However, many patients were not able to dft_;ibg_te the cause of symptom to the heart
related. It’s associated with delay in AMI:pjagient (McKinley et al., 2004; Ottesen,
Dixon, Torp-Pedersen, and Kaber, 2003).

3) Time-line: This-compenent relatéd'{d the duration of time perception of
patients during the_progress of illness, e.g. their perception on whether the illness is
acute or chronic. The perception and interpretation of -patients that had AMI
symptoms as a part of the chronic illness can cause a delay on the decision to seek
treatment(Johansson and, Stromberg, 2004):-Since thepereeption, as-a-chronic disease
may come from the“low to moderate intensity of symptoms, the patient may decide to
wait_for_monitoring further. symptoms rather. than to Seek_prompt treatment. On the
contrary, Quinn (2005) and-Walsh et al*(2004) found.that the time-line:compenent of

cognitive illness representation had no relationship with the decision to seek treatment

of AMI patients.
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4) Consequences: This component is about personal beliefs concerning the
severity of the illness and expected consequence to the physical, psychological, and
social functionality. Walsh et al., (2004) they found that the relationship between
perception component of the commonsense model of illness representation, and the
decision to seek treatment. They reported thai-the Consequence expectation is only
components that had a_correlation witt: delayed time for treatment. The results by
King and McGuire,(2007)spatients were of the opinion that if they perceived the
serious consequences of Ml they would iwave made a decision in a much shorter time.
Fear is the most powerful'motivation to ;J‘ggide to seek treatment when MI occurred,
which did not according to'the finding bynln,\/IcKinley, Moser, and Dracup, (2000) who
was found that thefear of consequences caljégd more delay to seek treatment.

5) Control/Cure ability of the illhg$s_:r This component is concerned with
whether or not symptoms can-be controlledﬁfc’ﬁred and on which level. The prior
research found that the centrot/cure comporient;;ofrcognitive representation had no
relationship with-the decision when to seek treatment of AM4 patients (Walsh et al.,
2004; Quinn, 2005). Perceptions of control have also been-explored. Burnett et al
(1995) found that early responders (pre-hospital time <60 minutes) reported less
perceived!controlrover-their, symptoms-than-late: responders (pre;hespital time >60
minutes),, In"an international comparison of data on~delay ‘in" présentation in the
context of AMI, McKinley et al (2004) report that those with high perceived ability to
contral symptoms “have 'significantly ‘higher median delay times than those with low
perceived ability to control (p<0.05).

O’Carroll et al (2001) used the validated Multidimensional Health Locus of

Control scale (Norman and Bennett, 1995), amongst 72 patients 3-5 days post-MI.
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They found that the belief “health is largely due to chance factors™ was the best
predictor of extended time to presentation. This suggests that those who believe there
is little they can do to control their health are most likely to delay and is therefore

consistent with the findings of the previous studies.

3) Emotional response to symptom has been found to influence the decision
to choose an illness copiag sirategy: as well as a cognitive illness representation.
According to Walsh (2004);"who studied factors influencing the decision to seek
treatment for AMI, the resulted revealed that patients who had a high level of
emotional illnesssrepresentation, such asfanx_iety, stress and panic, need a shorter
decision time to seek treatment after theinlgnéet of AMI. Consist with the study by

McKinley, et al., (2004) they found anxiety had predicted delay in seeking treatment.
v -‘*

4) Alternative Coping Strategies oric-ti’é'n planning. Coping with diagnosis
of MI has been studied, there-has been Iittle-"déné to describe the specific strategies
utilized during-the_time when signs and symptoms of M1 are-experienced to seeking
formal health care-Coping response, such as seeking support; leaning new skills, and
venting anger are the cognitive and behavioral effort a person used in response to a
stressor“Researchrhas demonstrated thatvindividuals with Ml employ-a wide range of
global; "the most "significant psychosocial reason"is the correct interpretation and
attribution of_presenting symptoms, _more often ‘concluding. in treatment_seeking
actions by:the patient. Dracup et al.; (2003) who supperted the'assumption that-patient
who correctly attribute their presenting symptoms to their hearts have decreased delay
interval. Similarity, McKinlay, et al., (2004), who examined perceived seriousness of

presenting symptoms and reported that if the symptoms were not perceived by the
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individual as serious in nature, substantial delays occurred. According to Walsh,
Lynch, Murphy, and Daly, (2004) they found the active-cognitive coping and
problem-focused coping made significant contribution to delay. There were many
similarities across the studies in the affect of behavioral response to AMI symptom
(McKinley et al., 2000; McKinley, et al., 2004 Dracup et al., 2003; Walsh et al.,
2004), reported as influeneing increééed delayin_treatment seeking delay for
symptoms of AMI _includewvarious waiting for symptom to go away (McKinlay, et
al., 2000). Self-treatment used the medicétions prescription and non-medication (Fox-
Wasylshyn, 2007). Addition fearing emb‘a}“.rassment (Dracup et al., 2003) was also

related to an increased delay time.

5) Appraisal Symptom Seriousness

Individuals’ appraise of the sympto.ﬁ{s-th?y experience have also been found
to be related to seeking treatment times. Thgapéraisal of symptom seriousness has
been investigated most often. Consistently, -;ﬂ-umjies have found that those who
appraise their symptoms to be serious have shorter seeking treatment times than those
who do not (Burnett et al., 1995; Dracup and Moser, 1997; Rasmussen et al., 2003;
McKinley et al., 2004)..Indeed in the relatively large (n=501) study by Burnett and
colleagues (1995) the maost significant predictor of pre-hospital time was the appraisal
seriousness of symptoms.

A study eonducted in Scotland amongst survivors of MI reported ‘that “not
thinking it was serious’™ was the second most common reason offered by participants

who called for help more than 1 hour after the onset of symptoms (“thinking the

problem would go away” being the most common) (Leslie et al., 2000). The same
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study found that thinking that symptoms were ‘not important enough for 999" was
the most common reason for choosing the GP as the first point of contact.

The usefulness of the model as a framework for explaining delay in seeking
treatment, amongst people with AMI; was recently examined by Walsh et al., (2004).
Sixty-one consecutive patients admitted t0..a" coronary care unit (CCU) were
interviewed by a health _psyehologist 2-4 days pest MI. The IPQ (Weinman et al.,.
1996) was used to_assess_ illness reprasentations. Data from measures such as the
McGill Pain Questionnaire (Melzack, 1975) and the Coping Response Inventory
(Billings and Moos;1981) were also anall-ﬁ}zed, as were demographic, clinical and
social variables. The €onsequences scale of the IPQ was found to be significantly
related to delay (r=-.50, p<0.01). Those who_,r_perceived their MI to have serious
consequences had shorter delay times. Coping style was also found to be significantly
associated with delay. Those-with strong éctij\ié‘-cognitive coping style or strong
problem-focused coping style had shorter’delﬂay times (r=-.46, p<0.01; r=-.43;
p<0.01).

Hierarchical multiple regression was then used to evaluate the components of
SRM. Demographic variables were controlled for in stepl; symptom identity and pain
index were entered next;, step+3 comprised-cognitivesand-emotional-representations;
coping "response 'Was entered” in“step 4 and appraisal in step 5. Cognitive and
emotional representations explained an additional 13% of variance_to that explained
by ‘demographic, symptom.and pain‘variables. Coping explained a further.16% of
variance in stage 4. The overall model was significant, explaining 37% of the variance
in patient delay. These data suggest that self-regulation theory is a useful guiding

framework for research, and possibly intervention, related to delay to seek treatment
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for possible symptoms of AMI. However, the sample of patients in this study was
relatively small (n=61) and composed only of those who received a diagnosis of AMI.
The participants were not randomly selected and may not be representative of all
patients with AMI. The methodology relied uponpatients’ recall of their thoughts and
emotions a number of days after the event, and it may be that their scores were
affected by their subsequent experience-Jof Ml and hospital care. It would be useful to
further evaluate thesexplanatory power of the model in the context of a larger,
randomly selected group of patients. |d(;l3.||y this would be conducted at the onset of
symptoms. However, given the“ sign.ifail.élant practical difficulties involved in
identifying individuals at this tire, an alfgrnative would be to identify people at the
time they seek help. This would allow thé_jS_nrRl\J/l_‘ to be evaluated without reliance on
recall. This would also allow the opportdmty to study the components of illness
representation amongst a group-of people ﬁé’ﬁave AMI suddenly event. Such a
study could explore whether the model acéodﬁts for how people represent their
symptoms to-labels_are applied, whether components _of -the model help to
differentiate those-who seek help soonest from those who present later and whether
the model adds (0 the medical model in identifying those at highest risk of a poor
outcome=/Exploration ;of such auestions ;has jthe; potential o+ boeth inform future

interventions aimed at reducing treatment delay for ‘people with symptoms of AMI

and to.contribute to the body of evidence around SRM theory and help-seeking.
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Factors influenced delay in seeking treatment in AMI patients

Many studies have been conducted with the aim of identifying factors
associated with longer delay in seeking treatment in patients with AMI, a number of
factors have been identified as being associated with longer delay in seeking treatment,
these are described below.

1) Internal stimuli-and Social-énvironmental stimuli:

Internal stiguli: Fhese factors included 3 sysiematic review and in 10
predictive studied: age, gender, socioecénomic status (SES), level of education and
clinical history suchsas co-merbidity of .crn]frf.onic health problems (Diabetes, Angina,
Hypertension, COPD) and including pre‘\4ious MI (Hewitt et al., 2004; Lefler and
Bondy, 2004: Moser et al., 2006). -

Age: A number of Studies have found & relationship between age and delay in
seeking treatment time. The -Warcester Hééri":Attack Study group in the USA
conducted a retrospective -chart review of 3837‘74naatients who had been hospitalized
and received a-discharge diagnosis of AMI 1n seven, one-yeas periods between 1986
and 1997 (Goldbeig et al., 2000). They found that when these who arrived <2 hours
after symptom onset were compared with those who arrived >2hours, there were
significantlyymare-patients aged over #5+years in the latter-group: Multiple regression
analysis confirmed age was associated with an increased risk of delay. Similarly, in a
study. of patients with AMI the GRACE inyestigators found that 32% of patients aged
less than 55"years ‘presented withifi 2:hours whereas ‘only 17%.of those aged-oever 75
years did so (Goldberg et al., 2002). Similarly patterns have been identified in other
studies although different time points and age ranges have been used (GISSI, 1995;

Gurwitz et al., 1997; Goff et al., 1999; McKinley, Moser, and Dracup, 2000). The
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contradicted resulted; early researcher reported that age does not affect delay time
(Quinn, 2005; Nouredine et al., 2006; Walsh et al., 2004).

Dracup et al., (1997) compared. mean delay in seeking treatment times
between patients of different age ranges. The authors found that patients aged 61-86
years had significantly longer delay in seeking treatment times (mean=122 mins.)
than those aged 41-60 years«(105 mins) ;)r 29-40 years (66 mins.). Investigators using
data from Global Utilization of Streptokinase and Tissue Plasminogen Activator for
Occluded CoronarywArteries [GUSTO]-I“ and GUSTO-III found that patients with a
delay in seeking treatment time of less th.a:rlllnlz hours tended to be younger (medianage
= 60 years) than thosg'who arrived at hosp!italflater than 2 hours after symptom onset
(64 years, p=0.001) (Gibler et al., 2002)

However, a few studies have failed to find an association between age and
delay in seeking treatment time.- Burnett ancnl;é:dl‘iéagues (1995) studied 501 patients
who formed a subgroup -ef “participants inf"the;Thrombonsis and Angioplasty in
Myocardial Infarction [TAMI] frials (Burpett et al —1995). Those who requested
medical assistance within 60 minutes of the onset of sympioms (early responders)
were compared with those who requested assistance later than 60 minutes (late
responders).-Nao significant differencesin.ageor other demographie characteristics
were found between thetwo groups. The mean age of the early responders was 57.6
years.vs. 57.7 years in the late responder group (ns).

Similarly, i a study.of 88 patients with AMI conducted-in the UK, Horne et al
(2000) found no relationship between age and delay in seeking treatment time.
Possible reasons for the conflicting findings are difficult to identify. Patients aged

over 76 years were excluded from participation in the TAMI trial; the absence of this



76

much older group might have reduced the potential for this study to identify an
association. This study also used patient decision time as an outcome measure rather
than total pre-hospital time. It is possible that whilst patients take similar times to
request medical attention that their subsequent management differs systematically, on
the basis of their age, so that older patients ultithately arrive later at hospital.

The different compenents of deI;y in seeking treatment time were examined in
a Danish study of 250 patients with AMI and thus provide an opportunity to address
this hypothesis (Ottesen eial.,2004). HO\FNever, In this study teo, age was not found to
be associated with any of the componen.tsj(;)f delay In seeking treatment (time from
onset of symptoms until haspital presentaf;ont"time from the onset of symptoms until
seeking medical attention; time, from seekiﬂﬁg_mgdical attention until arrival and time
from arrival of ambulance to hospital). de\ze_\/er, the authors did conclude that the
different components of delay-if séeking treirﬁéﬁt were not influenced by identical
factors. Further research--which differenti-éte's;i the delay in seeking treatment
components of-delay would be helpful.

A number-of possible reasons for longer delays amengst older people have
been suggested. There is evidence to suggest that as people get older, they are more
likely te-attributesmanys symptoms te snormal’ sageing (leventhal-and Prochaska,
1986). Older people are 'more ‘likely to have existing“Comorbid "conditions, and this
may .complicate recognition of cardiac symptoms (Ryan and Zerwic, 2003). They are
also likely to.experience a greaternumber of symptoms in general. Additianally, older
people are more likely to live alone - this may influence how and when they seek help

(Gibler et al., 2002).
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Female gender, It is widely reported that women are likely to have longer
delay in seeking treatment times than men. Several very large investigations provide
evidence of this. Data from 364,131 patients included in the US National Registry of
Myocardial Infarction [NRMiI-2] between 1994¢and 1997 showed median delay in
seeking treatment times to be longer for women(Mdn=2.4 hours) than for men (2.0
hours) (Goldberg et al., 1999):. Analysis; of data frem the GUSTO trials by Gibler et
al., (2002) also demenstrated that 35% women versus 27% men arrived more than 4
hours after the onsgof symptems.

In relation torAMI; data from Thé EéRACE project have been reported. Data
from 3,693 patients with STEMI; 2,935 paﬁen’ts with 3,954 of NSTEMI were used to
explore factors associated with delay to hoép‘i.ta_l:presentation (Goldberg et al., 2002).
Multivariate analysis demenstrated that, for each of the AMI, men were significantly
more likely to present withifi’2 hotrs of symPtorhs onset than women. Other studies
have found similar results-(Gurwitz et al., 1997‘;;Sheifer et al., 2000). However, the
evidence is not-censisient. Some investigators have found thairelationships identified
between female gender and delay in seeking treatment time-loses their significance
when other factors (e.g. age) are controlled for in multivariate analysis (GISSI, 1995;
Goff et~dl. 11999 Goldberg ret /aly 2000):~Other studiesy, have not found gender
differences in delay’in seeking treatment time amongst patients with"AMI (Burnett et
al., 1995; Blegeker et al., 1995; Dracup.et al., 1997; Dracup and Moser, 1997; Horne et
al.,'2000; Schioenberg et'al.;-2003;'Dracup et al., 2003; Zerwic'etal., 2003).

A number of reasons why delay in seeking treatment times might be longer for
women than for men are suggested in the literature. There is evidence to suggest that

women may be more likely to present with atypical symptoms (Meischke et al., 1998;
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Canto et al., 2000). This is a factor which has also been associated with increased
delay in seeking treatment (Dracup et al., 1997; Canto et al., 2000; Grossman et al.,
2003). In each of the studies where. the relationship between gender and delay in
seeking treatment time did net remain significant in multivariate analysis, age was
identified as a significant factor. It has been stugeested that women may perceive their
personal risk of CHD to bedew and that Jthis mightinfluence what they do in the event
of experiencing symptoms (Wileox.and Stefanick, 1999).

Martin and_eolleagtiesihave prov%ded evidence that there are gender biases in
the attribution of cardiac/symptoms.”in .oﬁfle study, undergraduate participants were
presented with vignettes where gender, symptoms and life events were manipulated
(Martin et al., 1998). Participants \were sign'i(f‘i.cqptly less likely to attribute symptoms
to possible cardiac causes for female victims reporting stressful life events than for
females without such ‘stressofs-er for maE vietims with or without concurrent
stressors. Similarly, in a subseguent study of 1Si patients who had experienced Ml,
women were “found_to_be_significantly less likely than mens t@ attribute their pre-
hospital symptoms-to Ml (Martin et al., 2004).

Numbers of Clinical History, number of cormorbidity of illness, especially
those that are considered risk, factors, for,CHD ssuch as-diabetessand hypertension
(Gilbler gt.al., 2002) have been asSociated with delaytime." Including with Previous
ML (Quinn, 2005), and They are several possible explanations for the increased delay
time “in individuals "with “previously “diagnosed CHD " who-.experience Ssigh and
symptoms of MI. Individuals with previous acute episode of Ml may have memories
of prior sign and symptoms, their responses, and the consequences that influence the

decision to seek treatment. Therefore, a previous MI may actually act as a barrier and
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delay treatment seeking (Quinn, 2005). This contradiction the study by Dracup et al.,
(2003) who found that non significant different in patients with history of MI not
delay more than patients not have previous MI and Ottesen, Dixon, Torp-Pedersen,
and Kober, (2003) found, history MI shorter degision to seek treatment less than non
previous Ml.

Level of educationsThe sur&risingly in..this factor found in study by
Nouredine et al., (2006) they reported that the longest delay (over 22 hours) was the
patient graduate University education bht did not associated with delay in overall.
Contradiction with he study in USA ahd Australia (McKinley et al., 2000) the
education level less than 12 years have prégictéd delay in patients with AMI.

The Socio"Economie Status: fromf'r_(,e_.vig_vv found that patients with AMI had
lower income associated with delay in ség{d_ng treatment (McKinley, Moser, and
Dracup, 2000). Inconsistent. with Quinn (2305§ who found the income of AMI
patients not predicted delay- i -seeking treatrﬁeht..; Seme investigators studied in type
of non medical iasurance (Walsh, et al., 2004: Nouredine et al, 2006) but result show
non predicted delay. on AMI patients.

The other Tactors not includes in my study by found in review literature are
marital sstatus (Dracupset.aly 2003; Nouredine gtsal. #2006); work status and type of
occupation (Nouredine et al., 2006), pain intensity (Dracup et al., 2003; Walsh, et al.,
2004), the symptom_onset occurs at_home (McKinley, et al.,_2000); mode of
transportation (Walsh et al;72004), not associated with delay.-Fhe Distance.of place

when the onset of AMI occurs associated with delay (Walsh et al, 2004).
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2) Social-environment stimuli

Lay consultant (social contact) AMI patients most of all decide to contact
with another person before decide to seek treatment. The results from studies can
divide to 2 group; 1) contacts other people and increased delay (Ottesen, Dixon, Torp-
Pedersen, and Kober, 2003) in this study haverinteresting result is only 32.5% of
people suggest AM! patienis to seek tréatment. 2) - Contact other people (Emergency
Medical Service (EMS), non-relative, coworker) decreased the time to seeking
treatment, (McKinley et als; 2004).

3) Context |

The context in'which the acute cd[orrary event takes place has also been the
subject of investigation: The time of day, Idgati__gn and presence or absence of others
have been examined and are discussed below.

Time of day £ L

Conflicting results-regarding the signiﬁncance of time of day have been
reported. Gurwiiz_et_al,, (1997) found that patients with symptom onset between
midnight and 5:59 hrs were more likely than those with -symptom onset between
06:00 and 11:59 hrs to have a pre-hospital time >6 hrs.” Similarly the GRACE
investigatorsfound that-daytime symptom onset(nqop-17:59 hrs), was-associated with
shortest pre-hospital times (Goldberg et al., 2002).

The GISSI_group found. that those experiencing symptoms_at night_or when
asleep were significantly more likely ‘o have increased times from symptom.onset to
admission than those who experienced symptoms at other times. Seventy-one percent

of patients who presented in less than 6 hours did so during the day, whereas only

29% did so at night (GISSI, 1995), however the Worcester group found the
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occurrence of symptoms between noon and midnight to be significantly associated
with pre-hospital times of >2 hours and > 6 hours (Goldberg et al., 2000).

Reasons for these conflicting results are not clear. Evidence from a qualitative
study suggests that people might be reluctantsto seek help during the night and
weekends (Pattenden et al., 2002). The findings.ef the first three studies are consistent
with this hypothesis. —‘

Location andspresence of others

A number gistudies have found {hat people tend to delay longer if they are at
home when symptoms arise (GISSI, 19S.)5;".Dracup and Moser, 1997) whilst others
have not (Dracup et al., 1997; Mumford et!al.“,' 1999). The GISSI investigators (1995)
found that the presence of others at the timg Qf onset of symptoms was associated
with reduced delay but that the relationship of a bystander to the person with
symptoms was an important imoderator. Spoﬁ}éé 'ﬁhd relatives were less successful in
reducing delay than friends-Qr strangers (GIS"Sh_nl995). Living alone was also found
to be an independent_predictor of pre-hospitat-defay(OR—2.41.95% CI. 1.57-2.83),
possibly highlighting the importance of others in facilitating help-seeking. Others
have not found a relationship between pre-hospital times and the presence of others in
the context of My (Dracuprand Maser;+1997; Mumford .et, al;+1999). Horne et al.,
(2000) found that others were influential in the decisionto call for help but only if the
patient’s_experience of their symptoms _did not_match their prior_expectations of a
heart attack.

However, In Thai studies, none of prior studies included knowledge of AMI

symptom, expected symptom as AMI symptom, coping response to symptom, and
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patient’s behavioral response to symptom for describe how patients experiencing AMI

interpreted their symptoms and react to seek medical treatment.

Synthesized the literature review

This review literature for describe paticats delay to seek treatment for AMI,
the literature from electronic data based from nursing.and medical literature were
eligible to include 14 siudies, 4'Systematic review and ten predictors studies. Result
from extensive review show that the major of study in this phenomena is in USA and
spread to Europe and Asian developed country. Thailand is the developing country
had suffering from theseé problems too. The factors in Western literature shown that
internal and enviroamental stimuli are ing]_ude; older age, female sex, has previous
medical problems, low SES, lower educatﬂip"rjalﬁevel. Environmental stimuli include
living alone or being alane; lay consultant.(‘go}n_s?!t with physician, family member).
In psychological factor (emotional-factors, collping-l response, and behavioral response)
were include; appraisal orfr éymptom as nolt be:ng serious or urgent, waiting for
symptom to go aWay, concern about troubling others, fearing rthe consequences in
seeking help, being embarrassed about seeking help, and self-treatment co-predicted
increased delay in patients with AMI symptom. In Thailand have the literature on
clinical and socio-demographic characteristics but many point its contradiction with
Western culture. However, on psychological lag of study in Thailand describe AMI
patients for this phenaomenon.

The popular theory uses by several investigators are The Self-Regulation

Model (SRM) (Leventhal et al., 1984) that can describe seeking treatment behaviors

in AMI more than other theory. However, few studies were tested of all components
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on this theory. The measurement conducts form this theory is Response to
Questionnaire (Burnett, 1995) and Modified version by McKinlay and Dracup, (2000)
and modified to measure coping strategies by Fox-Wasylshyn, (2005).

In Thailand lag of study conducted wereconducted for test this tool and the
psychological response to health threat need t0 be'explored.

The measure of outcome vari;ble, several. studies used time to seeking
treatment, its can divide by length of time (pre-hospital, hospital delay, patients delay)
and the total ischemic time (1 hour, 2 hgurs, 3 hours, 6 hours, 12 hours and median
time) it’s difficult to'compare patients cte!;ty to seeking treatment time because the

inconsistent definition'of delay time.

Summary ; t

The literature shows. that there has Eéén_ a'great deal of research investigating
the phenomenon of delay in-seeking treatment for AMI. The majority of reports
focused on examination of the predictors of seeklhg treatment delay. As a result,
many correlates of this phenomenon have been identified. The preceding literature
review provides some empirical evidence to support the existence of relationships
between AMI delay@nd.the following variables: severity of symptom, cognitive- and
emotional ' representation, appraisal symptom seriousness, and alternative coping
strategies.” Empirical data were supported for the existing of the hypothesized
relationships-ketween severity, of symptom, cognitive- and emotional representation,
appraisal symptom seriousness, and alternative coping strategies is showed the

correlated resulted.
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electrocardiographic changes (ST segment elevation or depression) on admission, or
any later changes in the electrocardiogram caused by an AMI.

1) Sample size

For structural equation modeling (SEM), there is no definite formula for
calculating sample size (Joreskog and Sorbomiy»2001). However, Hair et al. (1998)
suggested that a minimume-ratio is 01: at least 5. respondents for each estimated
parameter (Hair et alyy1998). The parameter refers to the relationship between two
variables (Hoyle, 1995). A'free parametér IS a parameter with unknown value, which
is to be estimated from data and assume& to be non-zero, while a fixed parameter is
not estimated from data and has a valuéﬂ. fixed at zero (Hoyle, 1995; MacCallum,
1995). In this study, the proposed mod‘éi_,_.ir!g;luded a latent exogenous variable
(severity of symptom as indicated by one ép$grye variables). In addition, there were
five latent endogenous variables 1) cognitiviirl-lh.éss representations as indicated by
five measured variables (identity, timeline,-"‘cbﬁtfol, belief in cause, and fear of
consequence)*2)~emotional response to symptom 3) alternative<coping strategies as
indicated by two-ebserve variables (emotional focused coping and problem focused
coping 4) appraisal symptom seriousness and 5) delay time to seek treatment. The
total observed svariables, were 21; therefore, the estimated-sample size is 110.
However, the hypothesized model” contained 18 free estimated parameters, thus a
sample size of 90 was.the minimum requirement. However, the measurement model
of delay in ‘seek treatment.-had 25 free parameters,.thus sample size.confirmatory
factor analysis should be at least 125. In addition, approximately of 10% of minimum

requirement was employed to cover the attrition of the sample selected.
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Therefore, a sample of 160 Thai AMI patients was recruited for this study.
Moreover, sample size adequately was future confirmed by SEM analysis with this

study sample.

The modified model of delay in seeking«treatment had a Hoelter’s critical N
was 232.28 (;(2: 31:48, df= 27, p= 0.26). This result indicated that the structural

equation modeling with.sample size 160 was judge adequate sample size (if Hoelter’s

critical N > 200) (Byrne, 1998; Garson, 2005).

Setting -
There are 8 hespitals in Bangkok t"hat ;Has a cardiac center to perform invasive
coronary angiogram and emergengyPCl. I-Jb_wever, Siriraj Hospital is the only place
that can perform emergency RPCF for 24 :h'::)urs, other hospitals will perform this
procedure only in official time{8-Am to 4 PM;anjd in the evening (4 PM to 8 PM).
According to.30 Bath scheme, thé'“‘b'rdti'én'ts with AMI can admit as an
emergency care 4irati-hospital-to-receive the firstaids-and:ther-.will be refer to cardiac
center in the tertiary hospital. Although all selected hospitals will receive patients
with AMI directly, there are some difference criteria to receive patients especially a
referring,case. Phramongkuiklao Hospital,‘and Police General Hasprtal mostly admits
a patientiwho is a police or solider or a relative of them. Siriraj Hospital, King

Chulalongkarn, MemarialsHospital, and Rajvithi Hespital mostlyyadmit a patient

around Bangkok who uses 30 Bath project, government support, and/or self payment.
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The following steps were followed to gather participants and to maximize the

normal distribution of the samples. The stratifies random sampling was used

8 Government Hospitals'in Bangkok

Stratum-
3 University
Hospital

’_ﬂ_‘

Stratum 2
2 Ministry of
Public health

Simple random| sampling

3 Military Hospital

Stratum 3

I—I—\

Chulalongkorn
Hospital

Siriraj
Hospital

Rajvithi
Hospital

Police
Hospital

Phramongkutklao
Hospital

|

32

Sfamplinq selection with | inclusion criteria |

32

oAt | 47

32

|

32

Figure 3.1 The samplifg selection with stratifies random sampling

3) Sampling Selection

According to the study of Phrchuabmob and colleagues (2004), approximately

13 to 14 patients 'were diagnosed for AMI per month in each hospital around

Bangkok. To includeat.least 160 participants in this study, five hospitals in Bangkok

and nearby were random_sampling-based on Thal type of hospital justification.

The first stages, according to the overall government hospital that prompt to

emergency casdiac care around*Bangkok were 8 hospitals. It can dividee, into.3 strata

these includes; 1) 3 from University hospital (Siriraj Hospital, King Chulalongkorn

Memorial and Ramathibodee Hospital; 2) 2 from Ministry of Public health Hospital

(BMA General Hospital Bangkok (Klang hospital) and Rajvithi Hospital); and 3 from

Military hospital (Bhumibol Adulyadej Hospital) Phramongkutklao Hospital, and
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Police General Hospital, then selected the hospital by draw lot, do not add return. The
5 hospital were selected participants in the next stage with sampling selection with

inclusion criteria. The number of participants who were recruited from each setting

depends on the number of patie s admi sion h hospital. Thus, the duration of

the data collection was. 11 mou » | mber 2008 that describe as

Percentage
Hospital rr B % A A, N
Siriraj pifl ' LR 22.50
Phramengkutkla ital - ‘ X 18.12
Rajvithi HOSpial -+ <& [~ Ll & ‘ 24.38
King Chulalo /iemorial Hospi 17.50
28 17.50

Police Gener:

i ;- 1 this study were as follows.

n-"'.-"' .{‘ql.. B
1) havqrﬁm cognltlve impairments
2) had :--
3) they haED

ecollectlon 0

The inclusion criteria for the

4) aged 20 yﬁrﬂ over,

ﬂuﬂ’% RUNINGIRD

6) e AMI event began prior to hospital adnglon

4 WMR P RUR N ITTT
8) pain free,
9) able to speak Thai, and><

10) willing to participate in this study
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Patients were excluded if they had any of the following criteria
1) Being diagnosis with schizophrenia and other mental disorders or had a

history of mental illness,

ollect the data addressing the
research proposes, includin nterviewing form and the data collection form. The

interviewing forms included . the person 0 on sheet, 2) the Response to

Symptom Questionnaire (R -r,;---s ‘_‘ 0 "ng with Heart Attack Symptoms
Questionnaire (Gt 1 ission from the developer

| -
ir EIF ators or Instruments

.
AULININTNEINS
RIAINTUNRINEIAY

for used in this §f

are presented in @Ie 3.2
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Table 3.2 Variable and their indicators or instruments in the study

Variable name Indicators or instruments

Scoreaceess by Response to Symptom

Severity of symptom Questionaaire (RSQ) pain severity

Score access by the Response to Symptom

Cognitive illness representation Questionnaire (RSQ) cognitive domain

Score access by the'Response to Symptom

Emotional responSE0 Sygastog Questionnaire (RSQ) emotional domain

SéPre access by Coping with Heart Attack

Alternative Coping Strategies Symptom Scale

Score access by the Response to Symptom
Appraisal symptom seriousness Questionnaire (RSQ) symptom appraisal
‘ don'bairr.:

Score access by the Response to Symptom
Questionnaire (RSQ)

"
i

Delay to seek treatment

1) Translation procedure of the translated instruments

After obtaining W['Lt_tgn consent frqri}._'gacb author, the instruments were

applied and modhLed by the researchgitp?rfeﬂectr delay in geék_ing treatment among

AMI patients t‘hro‘u‘gh back-translation.

The RSQ+and CHASS were translated into Thai versions according to the
translation-back translation_method. The instruments were translated from English
into Thai ' by“thelresearcher and=an lindependent”translator. "The ¥hai versions of
instruments were evaluated by two bilingual peopleswho had the ability'to use both
Thai " and English ‘languages (English 'Development Institute, Mahasarakham
University). The questionnaires were translated back into English by two Thai-

English independent translators. The investigator then compared both versions in the
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original language, conducted checks with the bilingual people, discussed the
differences, and produced a final consensus version.

2) Instrument refinements

After translation, the researcher modifiedsithe translated instruments to achieve
a closer cultural fit for AMI patients. The Thai versions of all instruments were
refined based on a preliminary work cor-;ducted by the investigator with AMI patients
with similar characiefizes with sample inclusion criteria. The preliminary work
consisted of informal intepviews with 5 )AMI patients: who admit in CCU from Khon
Kaen Hospital. Open-ended intervievv.sal.\'./vere applied to assure that instrument
contents and language were suiiable forr“-I,Thai AMI patients. The participants were
selected from a broad:range _of_backgrd_gr_]r_ds;_‘two AMI patients had elementary
education, three AMI patients had secondaffj education, and one AMI patients were
holders of bachelor degree. The p’articipants;vlé}é-*encouraged to share their opinions
regarding the relevancy of the ‘items, andﬁépbrbpriateness to the culture of AMI
patients. The paritcipants were also encouraged to think of additional items that could
potentially be used in each gquestionnaire. The following are examples of questions
asked “Did you understand all the words?” “Do you know what is being asked?” “Do
you haye-any,; question about it?” #‘How-could the wording-be clearer?” At the end of
the interview, partiCipants were asked questions suchi“as “Did any of the questions
make you feel uncomfortable?” *“Are there questions:that we missed, and should have

been included?”.
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3) Content validation of the instruments

Content validity of the RSQ and CHASS questionnaire were determined by
five Thai AMI and Theory experts including four nursing instructors and one
physician expert. The experts were asked torate the level of relevancy between the
items and the definition of the concepts as they.represented. A four-point Likert-type
scale ranging from 4 (strongly relevan;) to 1 (Strengly irrelevant) was used to rate
each item. The Content Validity Index (C\/I) was calculated for each instrument. The
CVI of the RSQ and CHASS questionnﬁaire were 0.90 and 0.85 respectively. Some

items were rephrasedfollowing expert’s fecommendation and advisor’s suggestions.

i

4) Instrument descriptions

The following Section destribes the "i“hs:['-ruments applied in the current study
and includes: description of instrument, ada.p‘{f'_dit_i(_)rjl,' validity and reliability.

4.1 Personal information-sheet -

The purpose of threr Pérsonal inforrﬁaﬁ-c;;i’sheet was o collect information
regarding personarl and social background. The purpose of the Personal information
sheet was to collect information regarding personal and social background. This form
comprised of items goneerning age, gender, religion, marital status, educational level,
income, previous MI history, number of co-morbidity; patient living arrangement, and

mode of arrival to ER.

4.2 Response to Symptom -Questionnaire
The Response to Symptoms Questionnaire (RSQ) was developed by
investigators in the Thrombolysis in AMI Trial to gather data to assist in

distinguishing between early and late responders to symptoms of AMI. 18 items
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examined six domains, however, in this study use 3 domains are includes:
(a) behavioral response to symptom, (b) affective (emotional) response to symptom,
and (c) cognitive response to symptoms (Burnett et al., 1995). Context included day
of week, time of day, location, and presence of others. Level of activity at the time of
symptom onset, anticipation of the symptom eceurring, and degree of emotional stress
comprised the domain_antecedents. Tyr‘pe of actien taken by the patient, emotion-
focused or problem-focused coping strategies, and ease of contacting the physician
and transportation 40 thehospital cons”tituted the behawvioral response. Emotional
response to symptom consisted of extent lofn'IEnxiety, comfort in seeking medical care.
The severity of symptem represented the queﬁty of pain. The fifth domain, cognitive
illness representation to'symptoms, was compo§_ed of cognitive illness representation
variable that had five construct observe wvariable includes; perceive cause of the
symptom, identity or label the-health threat, i)§fdé’ive consequence, ability to control
the symptom, and timeline as the acute or ;ehienic condition. The final domain
categorized the-responses of others info fwo categortes tnstritmmental or palliative.

The RSQ €ansists of two types of items: multiple-choice questions that require
a response, including “other” as an option, and items utilizing a Likert scale.
Participanis arejalso asked to identify the,date-and:time when the.symptoms were first
noticed, 40 rate their pain ‘on zero to ‘ten pain ‘scale, and to identify any prior
knowledge of “clot buster” medications to stop a heart'attack. One item was added by
Reilly et al..(1994) to identify which,~if ‘any, memberiwas present at the.time of
symptom onset. Future additions was made to the RSQ to gain information about
cognitive, symptom appraisal and social factors that surround a person’s decision to

seek treatment when experiencing symptoms suggestive of AMI (Dracup et al., 1997).
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In this study, RSQ was refined for measured 4 major variables that include;
severity of the symptom, cognitive illness representation, emotional response to
symptom, and delay time to seek treatment. However, this instrument was never been
separate to the five construct variable in cognitive illness representation and one for
emotional response to symptom, for this reason.this study used a principle component
factor analysis was used to-deterimine wr‘hich of 10-cognitive and emotional response
items were clustered«together (See Table 3.3). A six-factor solution emerged using a
varimax rotation. The response of “You aid not know the symptoms of a heart attack”
and “You did not realize the importance .of:n)./our symptoms” load onto the first factor
and accounted for approximately 16.13%! of variance. The first factor represented
perception of cause of the iliness. The réspoqse of “You did not recognize your
symptoms as heart Symptoms” and “Important of someone who is having heart
symptoms to come to hospital” 1oaded ontoitjé "é"econd factor of Identity dimension
and accounted for 14.19%- of-Vvariance. The _'Fe.';.ponse of “You anxious were you
symptom when wou_first noticed them” and “You were embasrassed to get help”,
loaded onto the-third factor represented emotional response to symptom and
accounted for 13.79% of variance. The response of “Fear what might happen” and
“You did<not,want:to trouble anyene’; leaded onto the fourth.factor-represented fear
of the consequenceand accountedfor 12.54% of variance. The response of “You wait
to_see, if_symptoms would_go away”_ and_“Your symptom came and went”, loaded
onto the fifth factor represented perceive a timeline of the lillness and‘accounted for
12.43% of variance. The response of “You have ability to control your symptom”,
loaded onto the lasted factor represented perceive the controllability of the illness and

accounted for 9.39% of variance.
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For the purposes of the study, only three of the above domains were use to the
SEM analysis.

First, to assess the severity of symptom, the single item (emotional or affective
response to symptoms from the RSQ questionnaire) was used “on a scale of 0 to 10
with 0 being no pain and 10 being the worst painyou have ever felt, the discomfort or
pain that you had was” Responses to thls item pain.numeric rating scale (NRS) was
applied to collected this variable:

Second, thegeogniiive illness rep;resentation (CIR), nine items were used as
follow; “You did noi'know the symptomé’f;i; a heart attack™ and “You did not realize
the importance of your symptoms” represéyted the cause variable. Then, “You did not
recognize your symptoms as heart symptdr_r_].s”J'_and “Important of someone who is
having heart symptoms to come to hospitali’;-‘ygpresented the second observe variable
of CIR was ldentity dimension: Next, you diin-o‘ﬁ-" recognize your symptoms as heart
symptoms” and “Important-of -Someone th"iézbaving heart symptoms to come to
hospital” represented the ldentity dimension. Next, “Fear wial: might happen” and
“You did not wani-to trouble anyone”, represented the fourth-ebserve variable of CIR,
that represented fear of the consequence. Then, “You wait to see if symptoms would
go away*and “Yeur;symptem-came andwent”’ srepresentedsperceive-a timeline of the
illness.

The last variable was perception of controliability, response by ““You have
ability to!coentrol “your: syinptom”(Table 3.3). the “overall of-CIR latent.\variable
responses to this item are a 5-point Likert-scale and included, not at all, mildly,

moderately, very and extremely, with 1 (not at all) and 5 (extremely), and enter



96

directly. The higher the score, patients had the late of symptom attribution and
interpretation to the heart disease related, were the CIR, enter code directly.

The third, to assess emotional response to symptom, response to the item “You

anxious were you symptom when yo  fi ed em” and *“You were embarrassed
to get help”, represent a -m-.;, o It treatment, higher score that
represents patientsn; i Wi  ; ional reacti ‘ fter AMI symptom, enter

The last is appraisél of symptoms s¢ ; the single item (emotional or
affective response yms/fror 0 7 ', naire was used “When you
first notice your sym S howseri US| | ‘ Were'?" Responses to this
item are a 5-point Likert i C at all dly, moderately, very and

extremely, with 1 (not at 5 (extremely). her the score, the more serious

17
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Table 3.3 Factor loading in Principle component Analysis with Varimax rotation (n=160)

Cognitive and Emotional Component
response in RSQ Cause__Identi ER CSQ Timeline Control

‘ //246 -.206 -.142 -.244

' 1 .062 223

You did not know the
symptoms of a heart attack.

You did not realize the

.099 -.031
symptoms as heart sy
Important of someon
having heart symp 145 -.120
come to hospital
You anxious were you
symptom when yo 113 130
noticed them
You were embarrassed to 356 044 266
help
Fear what might happen .049 .058
You did not j,l(;;;:-.......... — - oso 173

anyone

You wait to see 'fgwms 356 -055  .134 'mi 716 002

would go away

va?F‘VFTTJEm NENENS T -

You have ab|I|ty to control . 1£

335 88 087 118 927

*otatlon Method: Varimax with Kaiser Normallzatlon
a Rotation converged in 7 iterations.
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Validity and reliability

The RSQ has test-retest reliability was evaluate for the modify RSQ, and yield
an interclass correlation of > .85 for all items (P < .05) (Dracup and Moser, 2000).
Content validity of the modify RSQ was validated by master’s and doctoral prepared
nurses and physicians (Dracup and Moser, 2000):

Following completion of data ;ollection, internal consistency of RSQ was

examined via Cronbaeh alpha. The reliability of the original 11-item questionnaire

|
was borderline, as indicated by a Cronbach alpha of 0.74

4.3. The Copingwith Heart Attagk Symptom Scale (CHASS)

Alternative €oping Strategies are ;'Iq_efined here as cognitive, emotional, and
behavioral responses that are included resbﬁ?ﬁ;'sleo one’s iliness representation that do
not involve the seeking of mediqal treatm;aﬂ‘t:]'hese might include either problem-

e ;!jil,-_l
focused strategies, which are usedto manage or change the stress, or emotion-focused

strategies, such'as denial, feé{f, distraction, énd;app;ression, that are directed toward
decreasing emrot,iotnal distress (Lyon, 2000). The emotional focQsed coping aimed at
ignoring or denying the significance of symptoms and the rproblem-focused coping
strategies had the aim for problem-solving agtivities such as those aimed at symptom
relief reflect by 10 items. of CHASS.

In“this study, alternative coping strategies were measured using 15 items that

were deemed to, indicators: of coping strategies ‘that ‘individuals 'may' employ in

response to AMI symptoms (Fox-Wasylyhyn, 2005).



99

Psychometric testing of the CHASS, the completed instrument was reviewed
for content validity by five experts: a cardiac nurse educator, a cardiac nurse
practitioner, and three nurse scholars \who have published on the topic of AMI
treatment-seeking delay. The instrument was deemed to have good content validity as
evidenced by a content validity index of 0.813 (Fex-\Wasylyhyn, 2005).

Analysis of the pilet-data that ii-\ncluded all. 15 CHASS items revealed test-
retest reliability of £.="0.92¢4p < .001)..When the data were re-analyzed with the 15
items that constituied the final versiorﬁ1 of the CHASS, the test-retest reliability
improved (r = 0.98; p £ .001). Factor;s:;nalysis and internal consistency testing
suggest that five of the coping sirategies {/yere' reflective of a single concept, deemed
to be emotion-foctsed eoping and the 10 ”i:'t(_,e_mg'_to e indicative of problem-focused
coping. ¥/

Following completion’ 6f data collecténi,"j'hternal consistency of the CHASS

was examined via Cronbach - alpha. Thé"_'feliability of the original 15-item

questionnaire'was_borderline as indicated by-a Cronbach-atnha«0i0.87.

Scoring of the CHASS. Responses to individual items ranged from 1 — 5,
with a score of zerodndicating no use of the,coping strategy reflected by the item and
a score of four reflecting the highest use of that strategy. The overall score for the
CHASS was calculated by summing the values of its five individual items. Therefore,
scores on thesCHASS could range from 5-25 for emotional focused coping ‘and 5-50

for the problems focused coping strategies.
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4.4 Delay to seek treatment

Delay to seek treatment was defined as the range of time in hour and minutes
from the onset of signs and symptoms until arrive at hospital. It was ascertain by
subjects’ identification of the time at which symptoms were first notice, and the time
at arrive at hospital. Delay to seek treatment will be measured before 72 hour after
AMI symptom onset. Answers to these-Jquestion participants were recollection with
the time was symptom occurs and verified through a review of the patients’ medical
records and used the Benehmark techni!que for confirm the accurate of time. When
discrepancy was found hetween What pa;rtdi..i.:ipants said. A longer of time equal and
more than 2 hours indicated that-patients Qelay to seek treatment (ACC/AHA, 2004).
This was done from a glinical interest bec'z;qge a the time of this study the evidence
indicated that this was the critical cutoff point for maximum effective for any
interventions (GISSI, 1986)..Résponses o fﬁ_ésé’:fquestions were recorded on the 3-
item in the RSQ. Test-retest.reliability of ti’mé-—ilzo-treatment as calculated from the
RSQ at time %and time 2 revealed a perfect correlation {r="1.00: p < .001). (i.e. time
to heart attack begin to time to decide to go to hospital, and to-time to arrived at ER).

A confirmatory of delay to seek treatment will obtained during the interview
with the-patient befare-72 hour after admission;; by asking-themsto-estimate the time
delay betweenfirst experiencing symptoms and attending the hospital (Previous
research_has demanstrated_high_correlations_between doctor’s and_patients’_estimate
of delay times) and confirm with'the review from OPD card-on time.to definite at

hospital arrival.
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Protection of human subjects

This proposal was approved by the Human Research Board of the potential
settings. There were at the Faculty of Medicine, Chulalongkorn University, Mahidol
University, Phramongkutklao Hospital, Police General Hospital, and Rajvithi Hospital
Institutional Review Board (IRB) was granted permission obtained before the start of
data collection. At the cardiac care w;ard, the nurse_staff introduced the research
program to potentialsparticipant and asked for their permission to introduce them an
investigator.

The participants were' informed ;jfn.."burpose of the study and their rights to
refuse participation. Ifithe participants did notwant to answer the questionnaires, they
can withdraw from the study at-any timev'ﬁwit__t{]out penalty. Their names were not
addressed in the data; a code number was used to ensure confidentiality. There was no
harm to the participants in this-study. Thernfg;vilé:s' neither cost nor any payment to
participants in the study. However, after _'conmpleting the questionnaire, each
participant received a key ring or a pen with Chulalongkori University emblem in
appreciation for their participation Therefore, no participants-who with draw form this

study.

Pilot study

The pilot study was carriedsout in October 2007. The aims of the pilot study
were; to asSessy the feasibility of ‘using ithe proposed instruments, to- assess
psychometric properties, and to evaluate data-collection procedures. It provided an
opportunity to test the instructions and the translated instruments including RSQ and

CHASS. These two instruments were used for the first time in AMI Thai patients.
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After obtaining ethical approval from the IRB, Khon Kaen Hospital, consent was
obtained from the directors of Cardiac Care Unit, in Khon Kaen Hospital, to conduct
the pilot study. Participants were AMI patients who met the following inclusion
criteria. Convenience sampling was employed torrecruit a sample of 30 AMI patients
from setting. After the participants were identified, the investigator explained the
objectives of the study. They Wwere im:ormed of their rights; if participants agreed
participate in the piloet study, they waould be asked to sign a consent form. The
participants were then asked to completeﬁ the guestionnaire and to evaluate the clarity
and appropriateness/#of the guestions. 'I'.hfe'n'.investigator recorded the time spent to
complete the questionnaires, administratibﬂ,n iSsues assoclated with the questionnaire
and suggested improvements. Each partiCibgntJ'Was given a key ring or a pen with
Chulalongkorn University.emblem in appreéjatiqn for their participation.

Inferential statistics Wefe used to detﬁrﬁfﬁe the reliability of the instrument.
Data was analyzed using the statistical packag'je.—Alinha was set at .05 for significance.
The RSQ and-CHASS instruments were assessed for internal consistency using the
Cronbach’s alpha-eliability coefficient.

Psychometric properties of all the instruments had acceptable scores. The
reliabiljty/coefficients of-all-secales ranged from 0.72 te 0.77-as:shows-in table 3.4 The
CHASS measurement had the highest reliability (a'=.77). Moreover, results of the
pilot.study demonstrated that respondents took between 20.to 30 minutes to complete
the' questioniaire.” The' measurements “were: culturally “appropriate for® AMI Thai

patients and the procedures were followed without any issues
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Table 3.4 Psychometric properties of the instruments used in the pilot and main study

Coefficient alpha
Instruments Items  The pilot study The main study
w b & . No. (N=20) (N=160)
Response to symptom questlon e , 12 74
Coping with Heart Attack Symptom Scale’ + 15 . .86

nursing master degree
graduates or nur Nag g; | . more 5 yearin coronary care unit with
previous research experief ‘_ | been-trained by trai \ 9 material and benchmark
technique for comple n i erva :5 {0 interview participants

who met the criteria’ (Appendix H) researct e ants were instructed and

C iteria, the definition, and
r y Jﬂ [ F .

concept base of each questionn ﬁﬂrxfﬂ a satisfactory level had been reached on the
F N

ant and the investigator interviewed

examined to confirm their un ( \

. J JJ‘
discretion of the investigator: ‘JEach research

:-.w-— '
. L2
5 samples and the inter-rater * -..+*’ . g

ementbetween the research

asistants and .. ‘ iage agreement of
- D o<

AUEINENINYINS
RIAINTUNRINEIAY
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Data collection

Data were gathered during January 2008 to December 2008. Data were only
collected after obtaining approval from the IRB at faculty of medicine, Chulalongkorn
University and IRB from hospital and Univegsity related. The following describes the
data collection procedures for this study

1.The investigator.conducied a pii-klot study to-test the reliability of the proposed
instruments with 20, AMI patients in CCU, Khon Kaen Heospital, Thailand. The detail
was described in thesptiot study section oﬁf this study.

2. A letter askingforsthe permiséi(;ﬁ to collect the data from the Faculty of
Nursing, Chulalongkern Wniversity was "n$ent' to the directors and the Institutional
Review Board (IRB) committee of five hosﬁi_,t_alsJ'_(research settings).

3. After permission from. the IRE _will approve, the researcher made
appointments with doctors and-nurses of Media-l"ﬁvard, CCU or ICU in each hospital
and informed them about the objectives, procés_s-relfxthe study and ask for cooperation.

4. The=researcher_and research_assistants_stidy-—persodal records of AMI
patients, who have-appointments with physicians at medical in-patient ward each day.
There were about ™l to 2 AMI patients each day in each setting. Then, the researcher
and research, assistants=study patients’medical sdiagnosis, and, medical record for
symptom, RSQ, and CHASS of AMI patients.

5, The_researcher and/or research assistants_selected participants by, random
selection congruence: with ‘the inclusion criteria. 'All-selected-participants agreed to
participate in this study.

6. The participants were given a clear explanation about the study objectives,

process of the study and the right to participate in the study.
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7. The participants were asked to sign the informed consent form before data
collection.

8. The participants were asked to complete the questionnaires. It took about
20-30 minutes for each participant to scomplete all questionnaires. For older
participants, the researcher sometimes had to read the guestionnaires and ask them for
their responses. :

9 The researeher and research assistants examined the questionnaires for
completeness of thesdata. Participants Were asked to answer any missing items. Thus,
there is no missing data inthis study. - %

10. After completing the q‘uestionne,i re, each participant received a key ring or

a pen with Chulalongkern WUniversity emb_lje_m in appreciation for their participation.

Thus, data from 160 participants were colleegéq and used in this study.

e :zjlg
d

Data analysis =

Data analysis inclueleci}fhe applicatioh ef-eles,.criptive amd inferential statistics.
Descriptive steti,stiics (i.e. frequency, percentage, range, mean, and standard deviation)
were applied to delineate characteristics of the sample, and examine the distribution
of demographic variables and the variables; of interest in this study using the
Statistical Package"of the Social Science for Personal Computer (SPSS/PC) version
15. LISREL 8.52, a structural equation modeling program, was used to answer
research questions. An alpha level of .05 was selected as the accepied level of

significance for this study. The processes used for data analysis are described in the

following section.
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1. Preparation of data for analysis: Missing data and outlier were determined
to prevent compromised analytic power and non-response bias by the researcher. The
data was cleansed to prevent random and systematic errors (e.g. typing or coding the
wrong Vvalue) using descriptive statistics' (Roberts et al., 1997). A total of 160
questionnaires were selected for the accuracy of-data entry.

2. The sample charaeteristics or‘f the sample were analyzed by descriptive
statistics.

3. The assumptions‘underlying mhltivariate analysis for the structural equation
modeling were tested, Jdncluding norﬁﬁéi.ity, homocedasticity, the linearity of
relationship and multi¢ollinearity. !

4. The measurgment model was anl_gated to verify that the theoretical
constructs were accurately represented by ‘observed variables using confirmatory
factor analysis. Separate meastirement modt;ilé \ﬁére tested for each latent variable.
According to Joreskog and Serbom (1996), _thére are two methods to assess the
measurement ‘medel, overall fit and measurement model fit_ ¥he overall model fit is
indicated by chi-square value (x°), relative or normed »* (y/df) and goodness of fit
indices. The nonsignificant y? means that there is no difference between the observed
matrix @nd that predicted by the/proposed<model. Ifithe goodness<of fit index (GFI)
and adjusted goodness of fit index (AGFI) are greater than 0.9, the root mean square
residual (RMR) are closeto zero ((Hain et al.,~4998), and=normed=y? is. less than 2
(Pedhazur'and Schmelkin, 1991) indicating a good fit. For measurement model fit, the
observed variable loading related to the construct and the relationship among

indicators and the construct were examined. The square multiple correlation (R?),
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which is the proportion of variance in the observed variable that is accounted for by
the latent variables for which it is an indicator, were examined.

5. Once it was determined that the measurement model fit the data, the
hypothesized model was then analyzed. 'In the proposed model there were one
exogenous variable (severity of symptom) and.five endogenous variables (cognitive
illness representation, emaotional respor{;e to symptom, alternative coping strategies,
appraisal symptom._seriousness, and delay to seek treatment). In this step, path
coefficient and R*were estimated andﬁthe effects of the independent variable on
dependent variablesawere determined toladrjflswer the research questions and test the

hypotheses. The goodness-fit-indices wége used to determine whether the model

adequately fit the data.

Summary

A correlational, cross-sectional resea[ch (;esign was used to test a proposed
model of delay in seeking frééfment in Thai p.aﬁ-e:;t’s With AMIsymptoms and explore
relationships amohg variables including severity of symptofn, cognitive illness
representation, emotional response to symptom, appraisal symptom seriousness,
alternative coping strategies, and delay to seek treatment in Thai AMI patients. The
population of this study. included" Thai patients suftering from 'AMI, 20 years and
over, who admit in Medical Department, CCU, and ICU of tertiary level Hospital or
University Hogpital in Bangkok. Stratified random 'sampling was employed to obtain
a sample of 160 subjects. Three self-report instruments were used to collect the data.
Data were analyzed by using the maximum likelihood method run by the LISREL

program.



CHAPTER IV

RESULTS

The findings were rep -\ | Firstly, demographic and medical
characteristics of the partic wer e& y. descriptive characteristics

of study variables were explained. § SIS was described. Finally,

hypothesized model and madified made '_ elay time to seek treatment model

among Acute Myocaidial linfazeti ‘ ients were addressed were described.

| (more than 2 hours) that

£ J 2al g
recruited to this analysis. The age ﬁ partici anged from 31 to 85 years with
P ’
=12:92). Most ¢ were male (65.6%, n = 105), were

were Buddl 7.5%, n = 156). Nearly half of the

ifity four percent (54.4%, n

f‘ ‘ ad several financial

= 87) had in V’

supports for healmare service such as government support, 8.8%, n = 78), 30-Baht

i Twam WENT T
AN TUUNINGIAE
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Table 4.1 Demographic Characteristics of the Sample (N = 160)

Demographic Characteristics Number Percentage

Age (31-85) Mean 61.37 (SD =12.92)

<60 51.9
> 60 48.1
Gender
Male 65.6
Femaly 34.4
Religion ) '
/ 97.5
V) 2.5
8.1
73.1
15.0
3.8
Income
54.4
Bath/mount — , 38 23.8
' 20 12.5
157 9.3
Payment™ ,
Govﬂwent uppor : ol ﬂs 488
Umvers? Coverage (30 Baht Scheme) 40.7
8.8
A ﬁﬁ%ﬂmw mm
Edu tion
High School 21.9
Diploma Degree 14 8.8
Bachelor Degree 19 11.9

Other 9 5.6
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The most frequent reported symptom was chest pain (84.3%), followed by

dyspnea (44.6%), then sweating (41.2%), nausea and vomiting (23.5%), arm pain

0); less than 10% reported other symptoms.

About fifty four percent (5 r'bution of symptom to the heart
related, followed reported Sympton occu@ stomach (15.60%), muscle

e —

ost participants reported

3.80%), if not at home,

-for Emergency Medical

!

participant medical |

r person tried

ISR ...
OV @ Kb b (Lnioh |LiaV 11N

respectively.

alin
I ’
Service (73.1%). Others reported that the othe o comfort them, or got
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Table 4.2 Characteristics of the Sample (N = 160)

Characteristics Number Percentage
Family History of CAD
Yes wil | 38 23.75
No O ‘ 122 76.25
Symptom Presentatio \ A0 / ’
Chest Pain and shest discomfort -// _ 84.30
Dyspnea \ : 44.60
41.20
23.50
20.60
14.70
10.00
Setting wh
= AR ‘ 73.80
Work ¥ = A\ Y\% ' 10.60
i \ 15.60
Witness to s
IF R 12.50
Spouse, co rtner mn;- 43.10
Family membe .n.r" gl " 30.60
Care giver, C cqr fiend, etc..: 13.80
Response of others to sym ptom , onse
> 73.10
told not 26.90
about yo
Symptom attribution ' I
e Hea ' 54.40
o Stomac 15.60

¢ ] ﬁbnﬂmwmm w

Had knowledge of rapid Q‘esponse to Ml

AR IR AN WEI']G%J

61.20
Had knowledge of rapid response to MI
symptoms with Balloon procedure
Yes 85 53.10
No 75 46.90

** Patients may exhibit multiple symptom presentation
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Medical Characteristics of the sample
The most proportion of the subjects (24.38%, n = 39) were recruited from

Rajvithi Hospital, follow with Siriraj

recruited from three others " the nokutklao Hospital (18.20%, n = 29),
King Chulalongkorn Memorial Hospital (1 n.= 28), and Police General

= 132) had both uncontrollable

ital (22.50%, n = 36) while the rest were

factors, about a half 25%) i ‘ hypertension (n = 82),

:‘ Characte‘rlstlcs' Ll | Percentage

) 2
@ﬂ”ﬁﬁwmwmm N
QR 1AM AN AE

Cancer, HNP)

*Patients may exhibit multiple comorbidity
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More than half of the subjects (56.25%), n = 90) were diagnosed with ST
elevated myocardial infarction (STEMI). Patients who diagnosed with STEMI
(21.25%, n = 34) received thrombolytic therapy equally with patients who received
emergency cardiac catherization. In addition, about 5.62% of patient with STEMI (n =
9) and only 5 patients with STEMI who not reeeived special treatment because the
longer of delay time more~than 12 r{;)ur and older age of patients. On Non-ST
elevation myocardialinfaretion (NSTEMI), most of NSTEMI patients (43, n =
26.88%) received low molecular weight !heparin (LMWH). Seme patients manifested
complications, including arrhythmias (22..54(';'%, n =36), heart failure (20.00%, n =32),
upper gastrointestinal‘bleeding (UGIB) @.38%, n =7), and stroke (3.12%, n =5).
However, more than haft of the subjects (5375% n =86) had no complications in the
hospital as show in Table 4.3 ¥

-i.ldr—

Table 4.3 Medical charactetistics of the samiﬂé (n = 160)

e _.Diagnosis
Medical Characteristics STEMI NSTEM! Total
(n=90,56.25%) (n =70, 43.75%)

Receiving Treatment

Thrombolytic Therapy 34 6 40 (25.00%)
Emergency Caterization 34 9 42 (26.25%)
Primary PCI 9 4 13 (8.13%)
LMWH (Claxane; 8 43 51 (31.88%)
Enoxaparin)
No specifics treatment 5 8 13 (8.12%)
Complication in Hospital*
None 53 43 86 (53.75%)
Heart kailure 19 13 32 (20.00%)
Arrhythmia 28 8 36 (22:50%)
Stroke 2 5 (3.12%)
uGIB 3 7 (4.38%)
Other (VT, VF, SVT) 1 3(1.88%)

* Patients may exhibit multiple complications
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Descriptive of Characteristics of Study variables

The average peak of symptoms severity experienced by the sample was 6.93
(SD =2.22) that can interpreted to the maderate pain, with 53.7% rating them at 4-7
(Table 4.2). In addition patients also had a positive perception about illness
representation in all. subscales include illness .identity, timeline, consequence,
controllability, and perceive peteniial cause (mean = 2.50-6.86, S.D.= 0.87-2.90),
mean that patients with"AMI symptom in this study had moderate to identity of
symptom (Mean=6.25); had intermittent -timeline (Mean=5.30), fear moderate of the
consequence of illness(Mean=6.85), perceiVe medium to controllability (Mean=2.50),
and moderate to identify potential cause;'l‘_touthe heart related (Mean=5.60). Other
variables, problems-focused and emotionaiifocuéed coping strategies of patients with
AMI after compare the score of Coping vi/iii‘theart Attack Symptom Scale, it was
revealed that patients used both- problem- focused coping and emotional focused
coping strategies moderately (mean 25.64 eind 11. 62 respectively), though they used
more problems ,focused coping strategies than emotional focused coping strategies
(mean = 25.64; SD = 11.41; mean 11.62, SD =5.12, respectively). In addition, an
emotional response t0 symptom had moderate to high level that patients was response
to symptom (mean6.10, SD 1.83)"as showed the moderated ta high anxiety with this
symptom‘began. On patients appraisal symptom seriousness had the mean score 3.51,
that showed thesmoderated to high participants appraisal with. AMI symptom that

seriousness.
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The last variable was delay to seek treatment, the average time of patients

delay was 6 hour 54 minute (median = 6 hour 8 minutes, SD = 4.36), interestingly, 76

AMI patients who delay more than 6 hour to seek treatment, the mean time from the

ﬂ‘UEJ’JVIWITWEﬂﬂ‘S
ammmmumawmaﬂ



Table 4.4 Descriptive statistics for study variables (n=160)
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Variables Possible Actual Skewness  Kurtosis
range range Mean  SD (SE) (SE)
Severity of Symptom J 1 -0.81 -0.24
y oF Symp 0-10 0-10 6.93 2.88 (0.19) (0.38)
Mild (15.0%, n=24)
Moderate(53.7%, n=86)
Severe (31.3%, n=51)
Cognitive Illness Representation
lliness Identity 2410 2-10 625 290 -0.69 -0.56
(0.19) (0.38)
Timeline 2410 2-10 580 225 -0.66 -0.17
(0.19) (0.38)
Consequences 2-10 2-10 6.85. 1.82 -0.78 -0.09
(0.19) (0.38)
Controllability 1-5 1-5 250 087 032 -0.38
(0.19) (0.38)
Potential cause 2-10 2-10 560 275 -0.66 -0.75
B (0.19) (0.38)
Emotion response to
P 2:10 240 610 183 078 -0.09
symptom (0.19) (0.38)
Alternative Coping Strategies
Problems-focus coping 10-50 1046 25.64 1141  0.317 -0.30
(0.19) (0.38)
. ; -0.79 -0.36
Emotional focus coping i 5-25 1141 512 (0.18) (0.38)
Appraisal Symptoms 1-5 1-5 351. 116 -0.43 -0.65
- (0.19) (0.38)
as Seriousness
Delay; Lime to Seek
Treatment b ) 1.29 -0.61
. 2-24 2.00-23° 694  4.36 (0.19) (0.38)
(median 6.125)
Decision ime, to seek 30 min. o
treatment 20 hours “3-47 1 1687 (0.19) 0.84
' (0.38)
. 50 min.-
Transportation time 7hr30 405 523 0.89 057
min. (0.19)  (0.38)
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Research Hypotheses Testing
Preliminary Analyses

Prior to further analysis, all s varlables including severity of symptom,

cognitive illness representat » ‘ emo to symptom alternative coping

strategies, and delay to seek tre ed under general statistic
' —

assumption  for W : normality, linearity, and
multicollinearity 7 7/ N

Normal

As show ed in all variables by
statistical and gra ormality, skewness and
kurtosis, were explor ables in this study ranged
from -0.43 to 1.29 and ed from -1.43 to -0.27 (Table
4.5). According to West, F|n h-and- — )95), the high of non-normal are 3.00

e ,.H fs

for skewness and al., /(2006) suggested the

skewness and k ‘;j ‘*qﬁ ' distributions which

would underesti the standarc

the value of skewndSsind kurtosis of thivudy were not “highly non normal”.

o 03 B S o

it was ac table for SEM anaIyS|s‘

ARIANN I URIINYIA

U untruscﬁrthy data output. Thus,
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Table 4.5 Normality of the variables in the study

Variables Mean SD Skewness Kurtosis

Delay Time to Seek Treatment (Hour)
Delayer (> 2 hours) 694, 4.36 1.29 -0.61

Cognitive Illiness Representation

e Identity ™) 012 -1.43
e Timeline 2. 80w 25 0.13 -0.98
e Consequence 3.48, - a2 -0.43 -0.64
e Control/cure 250, O 031 -0.30
e Cause L RO0NN, "ENO 0.09 -1.36
Alternative Coping Strategies
- Emotional Representation 234 10.91 0.62 -0.27
- Problem-focusgd coping strategies 3.39 © 097 -0.63 -0.76
Emotional-Response to symptom - 8:00 WN1.0% -0.12 -0.98
Appraisal of symptom as serigusfness 351 1.16 -0.43 -0.65

Multieellinearity

Bivariate multicollinearity was checked by examining the correlation matrix
among individual variables included in the analysis. Bivariate multicollinearity occurs
when correlations of.any variables is greater than + 0.85 (Munro & Page, 1993, p.215).
In addition, Multivariate multicollinearity occurs when the tolerance values are less
than 0.01; the variance inflation factor (VIF) values are greater than 5.3, or the
condrtion index is'greater‘than 30 for'two ‘ar.more coefficients in the same dimension
with a value greater than .90 (Hair et. al, 2006; p 227). Evidence of multicollinearity
was not found, with correlations coefficients among the predictor variables ranging
from — 0.69 to 0.60 (Table 4.6), tolerance values from 0.55 to 0.72, and VIF values

ranging from 1.37 to 1.80 (Table 4.7). The tolerance and VIF values indicated no



119

evidence of multicollinearity. In addition, the threshold value of condition indices for

severity of symptom was slightly higher than 30 (32.33) and the proportion of

variance was 1.00. These findings indicated that there was mild multicolinearity

that the studies variabIes was not ex ely 't correlated (Tabachnick & Findell,

2001).

.FI
i
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TimeHr  ASS PFCS Ctl. ER SS
TimeHr 1
ASS - 560(**) 1
PFCS A06(*%)  -.341(*%) 1
EFCS A51(*%)  -364(**)  .252(**)
IDEN BT8(*%)  -243(**)  .220(**)
TL A96(*¥)  -482(**%)  203(*%)  .234()
Cause B530(*%)  -437(*%) 047 .24(** O 100+ 1
CSQ 600(*%)  -306(**)  .3B6(**)  216(*%) . B 331 (**) 1
Ctl. .533(**) SA419(*%%)  187(* .290 =2 ~.353(**) 1
ER -145™ 143™ 003 y_.___—l:d -146"™ 1
SS -B94(*¥)  A23(*%)  -241(**) 4 -324(**%)  364(**) 1
ns=snosignificants  *p<.05, **ps Ll
Note:

= Controllabili

SS = Severity of Symiptois _ cth’
IDEN = Illﬁ ﬂli ’J 1{] EJ ﬂﬁ w Earﬁlﬂ ponse to symptom
TL Timelin , PECS oblems-focused coping

CSQ Consequences EFCS = Emotional-focused coping

ASS = Appraisal symptom as seriousriess ~ TimeHr = Delay to seek treatment > 2 Hour

RAINIUUNINERE

0cT
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Table 4.7 Assessment for multicollinearity among the predicting variables (n=160)

Variance Inflation

Variables Tolerance Factor (VIF)

.555 1.803
.703 1.422

e Severity of Symptom

o lllness Identity

Timeline 1.533

1.724
1.596
1.525
1.527
1.403
1.377
1.735

L

\Z

1
’
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Table 4.8 Variance Proportion of Study Variables

S

Dimen Eigen- Condition /mm::g:\; ortio

son  value Index o ASS ﬂ €S EE\\&x\x use CSQ  Ctl. ER  SS
1 9758  1.000 .00 .00 ' .00 .00 00 .00
2 436 4.733 .00 .03 . . .00 .00 02 .06
3 183 7.308 .00 01 .00 .00 01 .01
4 149 8.081 .00 .00 .00 02 00 .00
5 131 8.620 .00 .00 .01 .00 09 .01
6 .100 9.863 .00 .09 .01 .00 09 .04
7 079  11.083 .00 .07 . .02 28 12 .04
8 065  12.257 .00 18 29 .01 40 01 .22
9 051  13.787 .00 .00 12 .03 13 66 .38
10  .038  16.028 .00 16 82 10 00 .07
11 009 32232 1.00 10 .06 01 .17
Note: g ———
SS Yy | -“
ASS ‘
IDEN IIness Identity

= T|meI|ne

Eﬁum‘% NINYNT

= Problems-focused coping
EFCS = Emotional-focused coping

ARIANNIEM 1NIINYA
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Homoscedasticity and linearity.

Residuals scatter plots were evaluated to assess homoscedasticity and
linearity (Munro & Page, 1993, p.216).. The residual pattern did not deviate from a
horizontal band; the spread was equivalent acress the zero axis within +2 standard
deviations, which indicated a homoscedastieity and linear relationship. This

assumption was therefore reasonably accepted (Appendix. G)

Principal analysis ,

The following sgetion  illustrates data analysis procedures. LISREL 8.52 was
used to perform the structural equation mo‘deli_ng (SEM) analysis and the finding and
the findings of this/analysis were used toi“I;esf the studied hypotheses. This analysis
consists of two steps: imeasuremeht modelﬂ“té;s'tiﬁ-g and structural or theoretical model

testing, the model and hypotheses testing are‘(_ie_s'_cr.ibed below.

1) Measurement Medel testing d ,

The “medel_of _delay {o_seeking freatmentwas—tested using a two-step
approach: the rmieasurement model and the structural—equation model. The
measurement model was tested first followed by the structural equation model.

11 Assessment-of measurementymodels
The measurement model determines how latent variables or construct are
indicated by the observed variables or indicators. I this study, 2 concept constructs
were "evaluated including ‘cognitive “illness representation and alternatives..coping
strategies in order to specify reliability and construct validity using confirmatory

factor analysis (CFA). This section presents the fit indices of the measurement models
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along with the reliability (R%) and standardized validity coefficient (A°) using
confirmation factor analysis.

The results of CFA revealed that the two measurement models had good
overall model fit (Table 4.9). The second-ordes*CEA showed that all measurements
had low Chi-square values resulting in non-significant difference level of 0.05. The

z°1df ratio fell withinsthe recommended level of 2, with both GFI and AGFI values

close to 1.00 and equal to.2.00.respectively. The RMSEA values ranged from 0.028 to
|

0.079, indicating.a Vvalidity of measurement constructs (Confirmatory factor analysis

of the measuremenimodels are presented in Appendix H).

Table 4.9 Statistical Overall Fitted Index \/é[ues; of measurement models (n=160)

Construct z° .0f° %/df . p-valie GFI AGFI RMSEA

CIR-DLT
-Original model  83.11 .36 237 0.00 093 0.90 0.079
-Revised model 34.15 29 117 | d0.21 097  0.99 0.028
Coping-DLT '
-Original mogel 62238 90 6.91 0.00 066 0.54 0.193
-Revised mogel  65.09 49 1.32 0.21 095 0.87 0.045

Note:
GFI = Goodness of fit index
AGEI =., Adjusted goodness of fit.index
RMSEA = | Root mean square error of approximation
CIR-DLT = Cognitive llIness Representation for Delay to Seek Treatment
Coping-DLT = Alternative Coping Strategies for Delay to Seek Treatment
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Table 4.10 illustrates the loading with t-values and squared multiple
correlations among each observed variables for delay time to seek treatment
measurement. Based on an accepted level of .05, t-value test statistic needs to be
>+1.96 before the hypothesis could be rejected..The results revealed that most of all
sub-scales of the measurement had significant low to high parameter estimates, which
were related to their specific constrljcts and wvalidated the relationships among
observed variables .and their. constructs. (Confirmatory factor analysis of the
measurement modeis are presented in Apbendix H).

Furthermore,the sguared multiplé’égrrelations (R?) for observed variables of
the latent variables ranged from 0.53'to 1":90’(Table 4.10). The R? of each observed
variables were strong indicators. (Table 410)

Table 4.10 Loading and rehiability of indicdtgjg

Constructand  Standardized  yalue  Standarderror R?
Indicators Factor t0ading =
CIR -
eID 0.42-0.49 4.13-4.91 0,10 0.59
e Cause : 0.54-0.65 4.05-4.91 0.13 0.53
eTL 0.13-0.86 1.02-8.12 0.41-0.13 1.00
e CSQ 0.36-0.48 4.98-5.56 0.07-0.09 0.78
e Ctl. 0.44-0.45 4.27-5.50 0.08-0.10 0.53
Coping
e PFCS 0.45-1.32 2:52-4.27. 0:18-0-31 1
e EFCS 0.82-1:19 7.69-10.05 0.12 1
Note;
R? = Square multiple correlation
CIR-DLT = Cognitive lIness Representation.of Delay.to Seek Treatment
Coping-DLT = Alternative Coping Strategies of Delay to Seek. Treatment
-1D = 'Hiness tdentity
- Cause = Potential Cause
-TL = Timeline
- CSQ = Consequence
- Ctl. = Controllability
PFCS = Problem-focused coping strategies
EFCS = Emotional-focused coping strategies
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In summary, from this findings revealed that all measurement models fit the
empirical data. Chi-square tests showed low values with non-significant levels. Both
GFI and AFI values were close to or equal to 1.0, and RMSEA values less than .05.
All measured models indices were acceptables The classical approach testing of
reliability and validity provided adequate supportfor the five measures. Therefore, the
structural equation analysis-was conduc;ed to estimate the hypothesis model of delay
to seek treatment in the follewing steps

1.2 Assessment of strugctural modLeI
Once the accgptable measuremen.t’ J;ﬁodels were determined, the SEM was
analyzed. To be congruent with the hjpoth’esized model presented (Figure 4.1),
severity of symptom was treated as the e){b_ger]pus variable with only one observed
variables. The endogenous variables ihg-[u_dre cognitive illness representation,
emotional representation, aliernative copi@t"é”trategies, appraisal symptom as
seriousness, and delay time to seek treatme'ht-rmli/'rth ten observed variables: illness
identity, potential cause, timeline, consequence, cure/contrallability, emotional
response to symptem, problems-focused coping, emotional-focused coping, appraisal
symptom as seriousness, and delay time to seek treatment. The equation of SEM is:
mIon et ¢
Where n=an m x 1 random vector of endogenous variable
L= an.m x.m matrix.of. coefficient of endogenous variable
y = an'mx m matrix of .coefficient of exogenous-variable
&=an n x 1 vector of exogenous variable and
¢ =an m x vector of equation errors in the structure relationship

between r and & ( Joreskog and Sorborn, 1996-2001, p.2)
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Model identification

According to Tabachnick and Fideell’s (2007) suggestion, the
overidentified model is one with more data points than free parameters. The number
of data points is {p (p+1)}/2, where p equals the number of observed variables
(Tabachnick and Fideell, 2007, p.695). In the“hypothesized model, there are 11
measured variables with a.etal of 55 dz;ta points: 14(11+1)/2= 66 and 25 parameters.
The hypothesized medel has 31 fewer parameters than data points, thus the model

1

|
were over-identifiedwhich'mgans thatit can be identified.

Step one: vaotheSized nfgael testing

The prgposed model testednf;i‘s shown in Figure 4.1 and table 4.11. Path
coefficients are standardized because it ié?g__asi}gr to compare the model coefficient
(Hair et al., 1998). The results revealed th%}ﬁtpe hypothesized model did not fit the
data using the following values »*= 179.32@;&1, p=0.00, GFI=0.83, AGFI=0.73,
and RMSEA= 0.15 The hypothesized A OHEHEE ek or 53% of variance on delay
to seek treatment among the siudy sampie. However, ihe RMSEA values in the
current study Were above than expected. The AGFI valueéﬁ were less than the

acceptable value ‘of 0.90. These diagnostics suggested the hypothesized model
provided, a “bad "fit. In} order 'to decrease y* wvalues,” the  modification indices,

standardized residuals, and expected value suggested through freed the Theta-Epsilon
metric (TE)<and, Theta:Delta {'TD) was used « Therefore, ithe proposedymodeél was

refitted to get a suitable model that fitted the data.
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Identity | |Timeline| | Cause || Control | |Consequence

TimeHr

R?=53 |1.00

Pain
Severity | \ 1.00

Emotl
resp o]t

Figure 4.1 The proposed madel de "‘;: & atl a ong AMI patients.

Note

TOIrare - miItl

b WE_“‘ML‘ l Am'l

(7 7,,77, CSQ_= €

PF n

. f‘
oping stra gies
Emotlonal focused coping str egies

ASS " Appraisal symptom seriousness
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Step two: Model modification

The modified model (Figure 4.2 and Table 4.11) had a better fit than the

hypothesized model. The y? estimaie non-significant (;(2: 31.18, df= 27,

p= 0.26), indicating a good fit. - , ng GFI and AGFI indices were
. FI=0.97, A ‘mSEA was less than 0.05
‘ ——

efl degree e n\ as 1.15. It can be seen

nowed an improved by adding the

(RMSEA= 0.03),

that the p-value

relationship of .‘.' tion with alternative coping

strategies, and the ‘ otional representation and
e 'in »° was greater than that

. » odified model had a better
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Timeline

Cause

Pain
Severity

Figure 4.

Table 4.11 Compariso f f{{.u. ed an

2 The

odifig

Control

Consequence

Chi-squ

500dnes

are

Degree of freédon

p-value

L]

Goodness of fit mde((GFl)

ll r
jnll"‘l

FEitr I.WJJ

\

d structural model
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TimeHr

R?=55 |1.00

Seriousness

1 AMI patients

ypothesized

Revised
model

31.18
27
0.26
0.97

23%1.1121’"’171‘%17]5?18'1?1‘5 oo

Root m

square error of approxgnate (RMSEA)

AT Tl URINEA B

0.031
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Evaluation of goodness of fit criteria is presented as follows:

1. Offending estimates

The modified model had no negative error variance, standardized
coefficient closely to 1, or very large standard.errors indicating that there were no
offending estimates.

2. Overall fit index

The absolute fit.measures. showed that elements of the covariance matrix

reproduced by the' parameter estimatlas of the hypothesized model were not
significantly different from the covarianc.edgf empirical data (p = 0.26), the RMSEA

was small (0.031) indicating the empiricéﬂl data fit. The GFI and AGFI were above
0.90 and close to 1 (.97 and-.92), respecfiyely. The ratio of y°to the degrees of

freedom was less than 2 as indication of :H‘;fermation on the relative efficiency of
competing model in accounting.forthe data. 71

3. Measurement model fit

Most-indicators—loading-were-statisticallysignificant at level .05. The
reliability of indicators ranged from 0.08 to 0.80 suggesting that most indicators were
sufficient to represent the constructs.

4. Structural model fit

All path coefficients were statistically significant. The correlations
betwaen-the constructsswere not high: The R*for the structural equation was 0.55,
meaning that the revised model can be accounted for 55% of the variance in delay to

seek treatment among AMI patients. The very strong of coefficient was the alternative

coping strategies that can explain 80%. For other predictors, the model accounted for
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43% of the appraisal symptom as seriousness, 38% in cognitive illness representation,
and 8% of the variance in emotional representation, respectively.
In conclusion, the statistics, confirmed that the hypothesized structural

equation model fit the structural equation mogde! derived from the empirical data.

Hypotheses testing

In order to testesix_hypotheses and the direct and indirect effects were
estimated. A summary.of the effecis of the causal variables on the affected variables
is presented in table 442. The hypothesqs of the proposed causal model of delay to

seek treatment in/AMI patients were examined and the findings were as follows.

1) Effect of severity of symptom on delay to seek treatment
Severity of symptom had a significant negative direct effect on delay to seek

NIJ 4

treatment (B = -0.58, p<0.001L).

Severity of symptom had a signifiéaﬁt-'r'iegative direct effect on cognitive
illness representaiton=(4=-=0:55;-p<0:001)-and-tt-had-a-significant negative indirect
effect on delay to seek treatment ( f = -0.12, p<0.001) through alternative coping
strategies (£ = -0.48,.p<0.001), but it had positive indirect effect through appraisal of
symptomi as Seriousness strategies( £ = 0.36, p<0.001)

Severity of symptom had.a significant positive direct effect on emotional
representationy( 4= 0,28, p<0.001).

The total effect of Severity of symptom on delay to seek treatment, cognitive

iliness representation, emotional representation, alternative coping strategies, and
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appraisal symptom as seriousness were -0.68, -0.55, 0.28, -0.48, and 0.36, p<0.001,

respectively.

The [ation on delay to seek

treatment, alternatiy ! ‘ dappraisal syn seriousness were 0.21,

delay to seek treatment

Emot'_al 3 neither ificant n_tive direct effect on

% ———————————— 2 j
alternative co frategies ( £ = -.06, p>0.0' ) F‘W e indirect effect on

y _ A
delay to seek treﬂwent s

(5=-0.04,p>0.08).¢' .

ORI e T T Eat -

alternath%;I coping strategies, and appralsal symptom seriousness were QJIZ -0.20,

TR RN

g apraﬁ symptom seriousness
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4) Effect of alternative coping strategies on delay to seek treatment

Alternative coping strategies had a significant negative direct effect on

appraisal symptom seriousness (p = <74, p<0.001) and a significant positive indirect

effect on delay to seek treatms A 01) through appraisal symptom

The total &fi |ve coping. ~av.\ delay to seek treatment
i | / | .I \:‘5

and appraisal symp

5) Effect of " sal' s : ness ay to seek treatment

AN

Appraisal sy NPt ignific jative direct effect on
\ (0

delay to seek treatment (/3 effect on delay time to

seek treatment was -0.34,

ﬂumwmwmm
’QW’]Nﬂ‘iﬂJﬂmTc)mﬂﬂB
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A Hi%\‘

Causall Emotional Cognltlve ﬂ E E ive pra|sal Symptom Delay to Seek
variable Representation Representatior 'n Seriousness Treatment
o
DE IE TE IE Il / \\ ‘*\ TE DE IE TE
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Hypotheses testing

Hypothesis 1: Severity of symptom has a negative direct effect on cognitive
illness representation, and delay to seek treatment and a positive direct effect on
emotional representation

The statistical-analysis in Taple 4.12 and-Figure 4.2 illustrate that severity
of symptom had a significant negative direct effect on-eognitive illness representation

(S =-0.55, p<0.004) and delay to seek treatment ( 5= 0.-56, p<0.001), and emotional

representation (4=0.28,p<0.001). Therefore, this hypothesis was supported.

Hypothesis'2: Severity of symp!tom; has a negative indirect effect on delay
to seek treatment through cognitiveu '.iIIne_ss representation and emotional
representation. \ {

According to the smadified model (Table 4.12, Figure 4.2), severity of

symptom had a significant negative indirectneffe(:i on delay to seek treatment through

cognitive illness fepresentation and alternative coping strategies (5 = -0.12, p<0.001).

When considering.the indirect effect on delay to seek treatment through emotional
representation, th1s pathway was insignificant. Thus, hypothesis two was partially

supported:

Hypothesis 3: Cognitive illness representation has a positive direct effect on
alternative coping strategies and an indirect effect on delay to seek treaiqient through
alternative coping strategies and appraisal symptom seriousness.

The parameter estimates in table 4.12 and figure 4.2 demonstrated that
following model modification, cognitive illness representation was still reported as

statistically significant with strong negative direct effect on alternative coping
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strategies (5 =-0.74, p<0.001), and a positively significant indirect effect on delay to
seek treatment ( = 0.21, p<0.001). Therefore, hypothesis three was completely

supported as proposed in the hypothesized model of delay to seek treatment in AMI

patients.

Hypothesis 4: Emotional representation has a negative direct effect on
alternative coping strategies and it has a negative indirect effect on delay to seek
treatment through on  alierpative coping strategies and appraisal symptom
seriousness

The finding 4n Table 4.12 anad Figure 4.2 demonstrate that emotional

representation had neither a significant négative direct effect on alternative coping

strategies ( S = -.06,/p>0.05), and: nor a pésitive indirect effect on delay to seek

N1

treatment ( £ = 0.01, p=>0.05) through appraisél._:.usymptom seriousness ( g = -0.04,

p>0.05). Therefore, this hypothesis'4 was rej.ect_-e'gd:; -

Hypathesis 5: The Alternative coping strategies has-a hegative direct effect
on appraisal symptom seriousness and has positive indirect effected on delay to seek
treatment through appraisal symptom seriousness.

The finding In Table 4.12 and Figure 4.2.show that alternative coping
strategies had a significant negative direct effect on appraisal symptom seriousness
and a significant pasitive indirect effect on delay to'seek treatment throughiappraisal

symptom seriousness ( # =0.25, p<0.001). Thus, this hypothesis was supported.
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Hypothesis 6: The appraisal symptom seriousness has a negative direct
effect on delay time to seek treatment.

A demonstrated in Table 4.12 and Figure 4.2 showed that appraisal symptom
seriousness had a significant a negative /direci effect on delay to seek treatment

(B = .34, p<.001). Therefore, the final hypothesis was completely supported as

proposed in the hypothesized model of delay to seek treatment in AMI patients.

Summary

In summary,sthis chapter reported;tﬁe demographic characteristics of study
variables have been explained. The prélirﬁ-inary analysis demonstrated that the
assumptions for SEM analysis were-not vioiéted.‘ Each one of the measurement model
was examined and confirmed the constru'ci: yal_idity. Following, the hypothesized
causal model of delay to seek treatment in A:M—Iz';j';tients was analyzed and modified.
The modified causal model fits well with ';Hé"é?n'pirical data. The AMI delay in
seeking treatment model was providing. Although one of the research hypotheses
were partially supported, and one was rejected, the model retained significant factors
and is practical for _explaining factors affecting delay to seek treatment in AMI

patients.s As: a final ‘point; /all’ the* variables  in the madified” model explained

approximately 55 % of the variance in overall delay to seek treatment in AMI patients.



CHAPTER V

DISCUSSION, IMPLICATIONS AND RECOMMENDATIONS

The discussion of the findings of this study is presented in this chapter. It
includes discussion of characteristics of the siudy.sample, characteristics of the study
variables, the model and hypothesis testing, econclusion, implication to nursing, and

recommendations for futtre research.

Characteristics.of the study sample

The statistical analyses demonstr;a\ted that characteristics of the study sample
were similar to previous studies. Most part‘ici|-c.1-ants were male, married, Buddhist, had
elementary education, and with lower inco-m'e"(')f less than 10,000 Baht per month
consistent with WHO reported-lower to ni’r&dle income were found chronic illness
patients. Over half of the respendents had houséhold health expenditures financial
supported fromw.government, which were S|m|Iar 1o the-numbers of previous Thai
studies (Krairatcharoen, 2006; Worachotekamjorn, 2000; TACSR, 2007; Sriprasong,
2008).

Half of the participants were in the young group (<60 years). The age of the
sample in the current study was younger than expected. However, other studies of
delay in seeking treatment in AMI patients had similar results. In meta synthesis of 48
investigations, ‘Lefler and“Bondy: (2004) reported the ‘mean age of the participants in
those studies to range from 57 to 71 years old. The younger ages in studies of
treatment seeking in AMI could be because older patients who are potential

participants in these studies may have been ineligible because of secondary factor

such as altered cognitive status and/or hemodynamic instability. The homogeneity of
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this sample limits the generalizability of finding to homogenous population of AMI
patients.

The classic symptom presen in AMI patients leading with chest pain or

:
/yr:ported symptom was chest pain,

chest discomfort and dyspn

scomfort, however, mostly
—
' ft patients had attribution

the average number of acute e ----- as seven. In the current study, the number
BEC D IO

of symptoms experi ortedl because participants

may explained syn

was 4.6 (SD=1.he symptor

patients with previois‘gearch (Rosenfeld, ii.Cp4). The most common reported chest

e G ARSI
ARIAINTUNMINYINY

lculate the mean number

ations were similarﬂ those found for AMI
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Characteristic of dependent study variable

Delay to seek treatment

In this study, the delay: ) llected from symptom onset to arrival
at emergency room > 2 ¢ jans ime was 6 hours 57 minutes.
These delay time figu 18 @prove AMI Thai patients

delay times inichnical trials for AMI between 1° [and found that median

delay time to be @N on tw ever, the ﬁay time may have been

actually lower than *n ltqh(lla general populati%because several of this trial excluded

BRI
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Model and hypotheses testing results

The findings reveal that 4 of 5 hypotheses were fully supported by the

empirical data whereas one hypaothesis was only partly supported.

1. Severity of symptom had a significani-negative direct effect on delay time to
seek treatment (£ = -0.58;p<0.001). A; well, had asignificant negative direct effect
on cognitive illnesssrepresentation (,B:“-O.55, p<0.001), but positive direct effect on
emotional representation!( /= 0.28, p<0l.001).

As expected, results of the currentstudy support the hypothesis that Severity
of symptom had a sirong negatlve direct effect on delay time to seek treatment. This
illustrated that the AMI patients with a hngh:-'degree of intensity of symptom in their
sensation had response by seekto treatmeht*'tS'everity of symptom was derived from
stage of sources of information; from bodlly:ex;;rlence that has been identified by
Leventhal as basic soufce of information us‘:ed in the process.of defining an illness
experience and refers o the symptom that AMI patients éxperience. This study was
supported by the literature, in that the more severe of symptoms were, the sooner the
individual in thelr study sought treatment (Golberg et al, 2002; Zervic et al., 2003),
the nature of symptoms presentation’ was: found to influence delay in seeking
treatment. While having continuous or high level of symptoms intensity predicted

short-pre-hospital delay(Banks.and Dracup, 2006; Horne et al.; 2000; €oldberg at al.

1999: McKinlay, Moser, and Dracup, 2000: Schmidt and Borsch, 1990).
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Severity of symptom had a significant negative direct effect on cognitive

illness representation (S = -0.55, p<0.001), the data were support this hypothesis,

symptom serve the purpose of signaling the possible existence of the disease state in
the body, and are usually key components ins!laess.diagnosis (Teel et al., 1997). The
presence of pain with anAMI ean result in suffering,and the suffering can lead to the
behavior of seeking treatment for the symptom of pain, the study was support by
McKinlay, Moser, Bracup#(2000), found that AMI patients in North America, have
intermittent symptom andsresponsg by at{ribution of symptoms to a non-cardiac cause

and associated with delay.fo seek treatment.

Severity of symptom had positive direcf"effect on emotional representation (5=

0.28, p<0.001). The study by McKinlay, M(Sser,-(-Dracup, (2000), also found that AMI
people in Australia had severe .ofspain int'eri%i{y, but who fell embarrassment about
seeking help that associated with delay forie(;éi'.ve treatment. These resulted were
correlated with_resulted by Burnett et al, (19@3'5)"‘f6und that shorter delay times were

associated with mere-comfort-in-seeking-treatment(3==0:24;-p<0:0001).

2. Severity.of symptom had a negative indirect effect on delay time to seek

treatment (= -0.12,/p<0.001) through alternative coping strategies (4= -0.48,

p<0.001),' butit/.had positive lindirect effect’ through appraisalfof symptom as
seriousness strategies ( £ = 0.36, p£0.001).

AMI| patients in current study had moderate or intermittent painiscore, she/he
were that effect to patients use strategies to cope with this symptom and belief in this
symptom not cardiac in origin then that not seriousness condition, reveal that patient

delay to seek treatment. This hypothesis consistent with previous study, when
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presenting symptoms (intermittent symptom) do not match with patient’s expectation
of the symptom (chest pain and severe pain), prolong delay resulted (Johnson & King

(1995; Zerwic et al., 2003)

3. Cognitive illness representation had" assignificant positive direct effect on

alternative coping strategies (S = 0.84; p<0.001) and.a significant positive indirect
effect on delay time to segketreatment ( £ =0.21, p<0.001), but it had negative indirect
effect on delay time tosseek treatment through appraisal symptom seriousness (5 = -

0.62, p<0.001).

The finding supported our hypothe:;i; that cognitive illness representation was
produced by intermittent pain severity thét_ can Interpreted to not cause from heart
(digestion, lung, fatigue,..), chroni‘c sympto_r{p_,l ti-.rKneIine (came and went of symptom),

they belief in their capability.to.control over this:_s_"ymptom, and identity to non cardiac
in origin, and finally interpreted to not fear ijth_e_ _"cpnsequence of symptom. there fore
that associated -with delay, consisted with previous study, at lease three investigators
support the assumption that patients who correctly attribute their presenting symptom
to their hearts have decreased delay to seek treatment (Burnettet al., 1995; Meishke et
al., 1999; Lislie et al., 2000), another study Fex-Wasylyshyn, EI-Masri, and Artinian,
(2010),! found<AML. patient who! conductedCSEM "analysis to' investigated symptom
congruence that correlate with cardiac symptom attribution and associated with delay
In seeking treatment. Bleeker, et als,. (1995) carried out multivariate analysis of
variance (MANOVA) on ‘coping in general’ and “denial’. The coping scales showed

a statistically significant multivariate effect (F=2.53; p=0.016). Patients who sought

help within half an hour were active problem solvers (t=2.2, p=0.031, Bonferroni 90%
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CI=-0.07; 1.10), sought more social support (t=2.0, p=0.047, Bonferroni 90% CI=-

0.08; 0.76), that associated with delay.

4. Emotional representation had neither a significant negative direct effect on

alternative coping strategies (£ = -.06, p=0.05):and nor a positive indirect effect on
delay time to seek-ireatment ( f =+0.01, p=>0:05) through appraisal symptom
seriousness ( = -0.04, p=0.05).

Emotional respense to'symptom failed to act as the mediator linking severity of
symptom to delay time to seek treatment.in this study, that ours supported, Anxiety
was not statistically significant. Similarl;, Rawles et al., (1990) and Burnett et al
(1995) found thatsanxigty was not statisﬁcally significantly related to delay time,
consistent with Lesneski (2005) résult from éoc;foral dissertation found no significant

difference between emotional . (anxious) of 'the_"..- participant and delay time. But
contradict with Burnett et al (1995) found ,that:il,horter delay times were associated
with more comfort in seeking medical assistance ($=-0.24, £<0.0001). Comfort in
seeking medicatassistance was the second most statistically significant predictor of
delay time (after perceived seriousness of symptoms), and it¥educed delay time by 55
minutes, Ho et, al., (2002); Finnergen et al,"(2000); Meishke, (1999) resulted reveal
that fearing embarrassment that associated:with delay consistency. with Mekinley,
Moser, & dracup, (2000), Australians AMI patients had associated with delay to seek
treatment becauseone of faetor.that fearing embarrassment.

This non-significant finding could be explained because and emotional

response may not be the variable to study or the operational definition was

problematic. In this study, the emotional response is an external expression of
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emotion associated with symptom. The embarrassment and level of anxiety in this
study did not delay time. Emotional response to symptoms did not influence the three
stages of the adapted SRM: cognitive illness representation due to heart related, action
plan for coping strategies selected, and sympiormeappraisal. However, be possible that

delay in seeking treatment may be studied with.asstress or crisis emotion.

5. Alternative coping siraiegies had a significant negative direct effect on
appraisal symptom serieusness (/3= -.74, p<0.001) and a significant positive indirect

effect on delay time to seek treatment ( 4 =0.25, p<0.001) through appraisal symptom

seriousness (f =+=.62, p<0.001).

Alternative.€oping strategies couldu;)‘irectly and indirectly predict delay time to
seek treatment through appraisal of symptor_nig;ls -.s:eriousness.

AMI patient in this study had used_°r-11-an¥ of coping strategies to deal with
symptom, for example on emotional focuseﬂdi éQQi,ﬂg’ the mostly frequently used by
AMI patient were tried not to think about symptom, tried ic.pretend nothing was
wrong, did something to take off from symptom (watch T\/, Read a book, etc.). On
problem-focused-coping patients mostly try to went to bed/-rested, tried to relax, and
told someone nearby, and:then patient not appraise symptom that threat with her/him
life threatening: These thypotheses was: supported by the reparted influencing of
coping strategies that increased delay in seeking treatment for symptemy of AMI,
includes various eoping strategies.like waiting (Dracup et al, 1997; Lee et al., 2000;
Mekinley, Moser, & dracup, 2000), Self-treatment and rest (Zerwic, 2003; Aston,
1999), and other advise (Ho et, al., 2002; Finnergen et al, 2000). Dempsey et al,

(1995), reported that patients with AMI utilized a sequence of appraisal and re-
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appraisal of symptoms to clarify the cause of the symptoms. These problem-focused
coping are common and often effective in restoring equilibrium in non-emergency
conditions. However, in emergent situations, such as AMI, these strategies take up
valuable time and delay treatment seeking. V\Vhea intermittent of symptom occurs, the
representation by cognitive domain that interpreestimuli not to cardiac in origin or not,
that show uncertainty of symptom was émerge, may- cause the AMI patients to utilize
time-consuming strategies to clarify the situation such as analyzing the symptoms for
a cause. Within the SRM, appraisal of thé symptom results in a decision as to whether
the symptoms represent a health threat (l)‘r:Fllot, It there s threat, the severity of the
threat and the action to be taken (Shaw, 19!99)‘2 Failure to recognize the symptom as a

significant threat may legad to delay to seek tfeatment.

6. Appraisal symptom. seriousness héd—a significant negative direct effect on
# ¥ |

delay time to seek treatment (5 =-0.34, p<0.§01)nand had a total effect on delay time

to seek treatmentwas -0.34, p<0.001.

Appraisalf symptom seriousness could indirectly predict delay time to seek
treatment in this study. This hypothesis 1s supported by Mohamed (2007), when AMI
patient had perception to.appraise the symptom or the threat as serious condition is
important for better recognition and early treatment, resulted from her studied found,
One third of the participants pergeived their symptoms as serious and .one third
perceived 'their Symptoms as nat ‘at all serious. Regression -analysisi revealed that
perceived their symptoms can predicted time to seek treatment, which consisted with

ours previous studies (Moser, McKinley, & Dracup, 2000).
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Conclusion

The purpose of this cross-sectional descriptive research was to examine the
causal relationships among selected. factors (symptom severity, cognitive illness
representation, emotional response to symptoma, alternative coping strategies, and
appraisal symptom serigusness), among Thar/AI patients. A descriptive SRM model
has provided a conceptual.framework 01:J the study:

A sample of 460 Thai AMI patients was randomly selected using multistage
random sampling frem goverament terti;ry hospital across all in Bangkok. The data
collection was conducted during Ja‘huary é_?éS—December 2008.

Instruments used in this study inclpded the RSQ-modified and CHASS. The
back translation technique was used to assUifQ__ f[hg aceuracy of the translation for RSQ-
modified and CHASS. The validity and rel‘ir@{‘)idlity of the Instruments were examined.
A confirmatory factor analysis\was conduct@é”&etermine the construct validity and
to test the hypothesized meastirement mod;e’t_"bf; the instruments. Finally, LISREL
version 8.52 was used fo examine the causal modef. "The m,eésurement model of the
two latent construets including Cognitive illness representation éﬁd alternative coping
strategies were assessed before testing and structural paths, and all showed a good
overall fit:

Most " of the participants~were ‘male, married, Buddhist, "had elementary
education, with a household, income of less_than 10,000 Baht per_month: The most
frequent reported ‘symptom: was €hest“pain, ‘'the ‘'more than haft report ‘severe pain
intensity In addition, more than haft patients had attribution of symptom to the heart

related; most participants reported that AMI symptoms first appeared while they were

at home.
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On the response of others to patient symptoms: Participants indicated when was
with them when they experienced symptoms and how other people responded to
symptoms. Participants were most often with a spouse or partner, when others heard
about symptoms, common responses were t@ get the participant medical help, took
them to the hospital, and call for Emergency Medical Service. On the knowledge of
rapidly to seek treatment forreceive thfjmbolytic or-balloon procedure therapy 61.0%
of participants reparied never heard fril;?rinolytic drugs and 46.90% Balloon surgery
for treated of heast diseases Most ofiL all patients had both uncontrollable and
controllable risk factorss Nearly " quarégr’; of patients had a family history of
cardiovascular disease. In terms of ris"m!,( factors, half of participants also had
hypertension. More than half_, of_ the sui_)‘jgptg_were diagnosed with ST elevated
myocardial infarction (STEMI). Some pafj"ngt_§ manifested complications, including
arrhythmias, heart failure, up‘pér gastrointest@;%{éeding.

The average peak of symptoms severiijf;/_"é)j(perienced by the sample was 6.93
perception about-—iliness representation in all subscales inéi;jde illness identity,
timeline, consequeﬁhce, controllability, and perceive potential Cause. patients used both
problem=focused eoping-and, emotional focused-coping strategies moderately, though
they used more problems focused coping strategies than emotional” focused coping
strategies. In_addition, the_emational_representation_had moderate_to high' level that
patients was.response to sympiom.as.anxiety with this symptem began. On.patients

perception of symptom appraisal had showed the moderated to high participant’s

appraisal with AMI symptom that seriousness. The last variable was delay time to
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seek treatment, the average time of patients delay came to seek treatment was 4.68
hour (4 hour 40 minute) (median = 3.65, SD = 3.47).

The modified delay to seek treatment model had a better fit to the empirical

data with 12= 31.18, df= 27, p= 0.26, GFI=0:97; AGFI1=0.92, RMSEA= 0.03. The
predictors on the overall model accounied for-55% of the variance of delay time to
seek treeatment, 80% of alternative coping Strategies, 43% of appraisal symptom
seriousness, and 36% of.eognitive iIInes“s representation. The findings of the causal

relationship testing of the'overall model were as follows:

1. Severity'of symptom had a significant negative direct effect on delay time to
seek treatment (B =-0.58, p<0.001). As well, had a significant negative direct effect
on cognitive illness representation (4 = -0.55, p<0.001), but positive direct effect on

NIJ 4

emotional representation (5 %0.28, |O<0-001)n';

2. Severityyof symptom had a significant negative indirect effect on delay time

to seek treatment (f= -0.12, p<0.001) through alternative coping strategies (5= -

0.48, p<0.001), but it had positive indirect effect through appraisal of symptom as

seriousness strategies (8= 0.36, p<0.001). ‘Severity of symptom could directly and

indirectly predict delay ¢ime to seek treatment through alternative goping strategies

and appraisal of symptom as seriousness.

3. Cognitive illness representation had a significant positive direct effect on

alternative coping strategies (4= 0.84, p<0.001) and a significant positive indirect
effect on delay time to seek treatment (£ =0.21, p<0.001), but it had negative indirect

effect on delay time to seek treatment through appraisal symptom seriousness (5 = -
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0.62, p<0.001). Cognitive illness representation could directly and indirectly predict

delay time to seek treatment through appraisal of symptom as seriousness.

4. Emotional response to sy neither a significant negative direct

effect on alternative coping l trategies %)5) and nor a positive indirect
G = 0.01; p=0.05) through appraisal symptom

),
J,
a1 | ‘-< . Q
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seriousness (S = onse to symptom failed to act as the
mediator linking sev 'atment in this study

5. Alterna gative direct effect on
appraisal symptom jnificant positive indirect

and indirectly predict delay t --r—--'-; el ent through appraisal of symptom as

seriousness

6. Apprls’ negative direct effect on

delay time to see - reatment (£ =-0.34, p<0. 001) and had a total effect on delay time
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Implications to nursing

The implications of this study focusing on the implications for nursing are
follows:

Implications for nursing science

Since little is known regarding the determinants that influence delay in
seeking treatment among.Fhai AMI p-;xtients, this study proposed a causal model
which explained 55%0f the'variance of delay in seeking treatment in AMI patients.
The results of this siudy increase nursing“l‘knowledge by explaining the important roles
of illness representation copingstratégjgs, appraisal symptom seriousness and
emotional response tg'Symptom on delayr‘ll;o seek treatment engagement among AMI
patients. This study alse contributes to nur'é'i_r”]gjs__‘ body of knowledge by developing a

middle-range theory to explain and guide‘,fgleIic or individual promotion to reduce

delay time to seek treatment arong this grouﬁ." ;"f

g

Implications for nursmg practice

Based ron the findings of the current study, some partiéipants believed that
own symptom not classical heart attack symptom (digestionr, fatigue, dizziness from
HT, hyperglycemia form _DM) could due tosdelay in seek treatment. Nurses who are
responsible for promoting health of people should be aware of the risk group.

The major mediators for delay in this study are rapidly to illness representation
due to hear attack related, appraisal symptom seriqusness ‘and alternative. coping
strategies to deal with them, so that Nurses can develop nursing intervention address

with these component, and fined out from risk specific group for educate specific
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intervention how to attribution symptom due to the heart related and rapid cope with

and react to this symptom by initial to seek treatment in early time.

Implications for nursing education

The findings of the present sitdy .suggest the need to promote the
significance of illness representation dué to heart related, appraisal of symptom, and
coping strategies. That Is,.delay 10 seek treatment engagement could be improved
through holistic approaches; particularly cognitive, emotional, social factors. In
addition, student'nurses should also be educated patients with specific high risk for
AMI. Thus, the delay to'seek treatment mo”del_should be included in the adult nursing

education.

Recommendations for future research

Instrumentation issu€s .1 L

The RSQ had the first try to sebarafe under theory based assumption
(identity, timeline, _consequence, control, cause, emotional «esponse) by factor
analysis, but this-instrument have the 11 items of interval seale that only explained
73% of variance, future research need to validate by add item and test construct of this
instrument.

Psychometric evaluations of the instrumentsTused in this“study including
face validity, internal consistency  and, stability,. ‘and_ construct validity  were
satisfactory. However, the resuits indicated that RSQ‘and CHASS scale was first used
in the Thai context. Regarding to CHASS measurement, it was modified to suit the

Thai context, and it has been the first time that it has been used in Thai AMI patients.

Although, the instrument was found to be suitable for measuring coping with heart
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attack and with an acceptable internal consistency, several participants had difficulty
responding to questions because the rapid of AMI event. It could be due to differences
between cultural norms in western and Thai cultures. In addition, the results of this
study indicate the need to establish a reliablesand valid measure when used with Thai
population. Besides, objective measures of symptom severity including only pain
intensity should be considered as they fhat represent.overall past experience of Thai
AMI patients contexi=Only.a small proportion of the variability in delay time to seek
treatment was explained by the delay to lseek treatment model in this study, therefore
additional variablesgsuch: as: context (Ii.vi}ilg alone, place of onset, distance from
hospital), clinical and . demeographics chara‘qterifstics (2ge, gender, co-morbidity), social
influence (response of other to patients syipptg_m) demand needs to be explored to

fully understand the delay;to seek treatment behavior of Thai AMI patients.

NIJ 4

Data collection issues
Delay time to seek treatment in this stud;/ data were ¢ollected from patients’
retrospective accounts of their symptoms, behaviors, and treatment-seeking decisions
between 24 and 72 hours after admission. Reliance on patients’ memories introduces
the possibility of reeall.bias and inaccuracy sHowever, to validate accuracy of recall,
data were also collected on hospital arrival time as documented in the patients’ charts
and situation around patients for example time of TV showed when symptom onset
will belp thatpatients’ retrospective reports of time were generally accurate.
Interview was found to be appropriate for older AMI patients (mean age 61.13
years), since most of participants had primary education. The researcher and research

assistants concerned on the importance of the clarity of answers and the words used in
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the statements. In addition, the face-to-face interview might have leaded the
participants to feel pressured in answering the questions according to society norms.
As a consequence, these might have contributed somewhat on the internal validity of
the research. The investigator should thereforcsreserve time to collect data and be
concerned about the social desirability issue.

In current study,.several particir‘pants spoke of how they knew that they need
to go the hospital but*had waiied for a more convenience time before going to the
hospital or contactiag family or friends té tell them they felt or ask them to take them
to the healthcare previder or hospital. One woman, who experience chest pain all
night, waited to call to heg'son until sure he was awake for work in the morning, she
said, “I just didn’t'want to bother anyone ivr].th_g middle of the night” However, this
study had limitation on not have open end interviewed, for asked participants who are
Delayer “Why you not come {0-hospital, wfién" ﬂ‘ne first notice of symptom begin?’
next, study could be include: . _ -

Futureskesearch need to study the overatt-of-detay-timet J’s includes between
symptom onset oceurs to patients will receive definite treatment (reperfusion therapy
or PCI). Study of all time of delay will show the all of faciors contributing delay to
AMI patientsywhoreceive delay treatment.

In. addition; this study was a cross-sectional ‘design. All"the variables in the
theoretical model were measured at one paint in.time and not manipulatedduring the
study" period.’ Nevertheless, the data‘collection procedure was-conceriied about the
sequences of variables occurred. The AMI decision-making process is conceptualized
as a decision-making process in which non-recursive relationships may exist among

the variables secondary to changes in symptoms, alternative coping strategies such as
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self-treatment strategies, and thought processes if appraisal of seriousness not satisfies.
However, the cross-sectional nature of this study prohibits the ability to capture the
dynamic changes that might have occurred among the study participants during their
decision-making processes. Each participant was_ asked to answer three sets of
questionnaire in the respective order: 1) the timewhen the symptoms occur and seek
treatment at hospital arrival;2) the timer‘ when you- first notice with symptom; and 3)
the influencing facter effect the amount of time (o decision to seek treatment
attention; then, 4)_.eoping strategies Wﬁom deal with them symptom. Despite the
limitations in data gollegtion, this crosé‘ ngectional design is a systematic way to

determine predicted relationshipsand'a préliminary step for intervention research.

Research design issues * !

Although this study. was limited B;:t-hgjnc_ross-sectional design, the findings
suggest that severity of symptom, cognitiv€ ’ana illness representation, alternative
coping strategies, appraisal symptom seriousrnlés_s‘,r-h:alve significant influences on delay
to seek treatment engagement in AMI patients. However, a longitudinal study or an
intervention study design is needed. This study demonstrates that the SRM can be
used to develop a #ramework and to provide a direction to the development of
interventions for delay time to seek treatment in Thai, AMI patients. Researchers may
be able t0" reduced delay time to seek treatment behavior of Thai AMI patients by
providing lintervention programs designed to strengthen symptom appraisal, illness

representation to heart attack related, and strategies to cope with heart attack symptom

to decrees negative outcome. Moreover, further investigations are needed to validate
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the delay to seek treatment model in different population subgroups such as the

gender, age, comorbidity, and previous heart attack in in rural and urban areas

Theoretical issue
Results from the t eoretical Jide further theory development
and testing. This st seriousness can predict
delay time to s At ’ AN .A ents. Cognitive illness
representation a N ctor influencing appraisal
symptom serio gnificant with coping
strategies like @ eed to avoid about
me f the important variables
of interest in delay in see .- atmen v h. d»eI misspecification, due to

omitted variables (e. exter Fenvironme
( g- P .-“:'.Ji"ﬁa' +

and the sociodemo o inigal characteristic (had

timuli, informative form lay person)

comorbidity, p ’3\" ‘possible. Such correlates

could have been Eied to the model to b derstand itsﬁationship to activity in

the presence of othelif
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Patient/participant information sheet

1. Title: A causal model of delay in seeking treatment among Thai patients with
Acute Myocardial Infarction
2. Researcher Name: Mr. Surachat Sittipakorn

3. Office: Faculty of Nursing, Maha Sar‘ajkham Uniersity, Maha Sarakham, Thailand
Office: 043-754=357 Home: 043-970-510
Mobile Phene: 089-710-0456 E-mail:
Surachat_sit@hotmail.conll

4. Information relévant.to igformed consent form of this study consists of:

I am a graduate student in nursing sciencéat Chulalongkorn University, doing a
doctoral dissertation on delay in seeking tfgatment among Thai patients with acute
myocardial infarction. The purpose of this ‘i‘n_formation 1s to tell you about the
researcher and to allow you to make a cleafjd’écfs'ion about whether you would like to
participate or not. T/ '

4.1 This study focuse$'on the exarninétibﬁ-‘ihe causal relationships of factors

related to delay in seeking treatment in Thai ?;ti_th_with acute myocardial infarction.
The objectives of the studyﬂar;e- to examine the éailqsallrelationships among symptom
congruence, affribution-of symptomrto-the-heart; pereeption-of 5ynptom seriousness,
emotional responsg;to symptom, alternative coping strategics, aha time to seek
treatment in Thai. AMI patients. And to develop and test a causal model of delay in
seeking treatment derived from The Self-Regulation Model of Illness Behavior
Conceptual Modelin Thai AMI patienis.

4.2 The benefits of this'study will help nurse and health care provides to
understand the direct and indirect effect of the predictors factors on delay inseeking
treatment in ‘khai AMF patients. The finding will provide a scientifically-based
guideline forhealth care providers, multidisciplinary teams andpolicy makersto
provide suitable support and guidance to reduces time of delay in seeking treatment
among AMI patients. Nurse will be able to use the finding of this study to develop

research and nursing intervention to help AMI patients and patients who have risk for

heart attack to save patients lives.
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4.3 Quantitative approach will be employed in this study. The participants are
Thai patients who are diagnosed with AMI. Age equal or more than 20 years old, and
has hemodinamically stable. Able to communicate in Thai with researcher and willing
to participate in this study. The patients will be excluded from the study if patients
have a history of mental illness, which were cogaitively impaired, have a surgically
treated MI, have major medical complications,physically unstable at 72 hours after
admission. >

4.4 Researchsetting aremedical department ward, CCU, ICU of five Hospital
are Chulalongkorn HespitalyPolice Hospital, Pramongutklaw Hospital, Rajavetee
Hospital, and Siriraj Hospital il

4.5 After'get pesmission from research settings, researcher looking for AMI
patients who meet griteria from patients’ dta;ta record. Researcher also record patients’
diagnosis, time of symptom onset"and timé}to arrived at the hospital

4.6. Participants will be asked to coi'nplete the questionnaires about personal
data, symptom congruence, attrlbutlon symptom to the heart, perception of

seriousness of symptom, emotlonal response-’tvsymptom alternative coping strategies,

and response to symptom questlonnalre It w1ﬂ tal’ce 10-15 minute for this process.

el

4.7 Tt will be no the part1c1pant $ name on ¢ach questionnaire. There coded
data and questionnaires will be kept in the lockéd cabinet. Pubhcatlon will not contain
information that 1gmmﬁmﬁm — 'n

4.8 The f)articipants can withdraw from the study at any ‘I;oint of time without
negative effect on.the participants and their tamilies.

4.9 Each participant has not received any payment.

4410 The researcher will be available*forall participants 24 hours when they
have some. questions regarding the study. They can contact the researcher by mobile
phone: 08-9710-0456.

4.11 The total number of participants in this study will be around220.
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Informed Consent Form

Title: A Causal Model: Delay in See in reatment among Thai Patients with Acute

Myocardial Infarction

Code number: Participant. . voue.ivrvvvnnnnn.. 7 .................

I was informed by the ¢ rescarchermamely, Surachat Sittipakorn, Ph.D.
student, Doctor of Philose / / /j S 7-7 \,* »-.-, aculty of Nursing, and
Chulalongkorn Unive ’ escarch obje A acteristics, procedures,
as well as benefi ; ‘ hat may occur in ud already ask questions
regarding the study _thofough e ¥: 4. % \' .

I am wil ip : W e a right to withdraw
from the study at any time wi out ﬁ# I o ;~ earcher. This will

cause no negative effe On e&yﬂ e3 \ er will keep all copies of

the transcript and coding in ‘.f‘r et and e
longer used for the purpos qf the -ﬂl‘ d:y ne resent only the findings of the

ased them after the data is no

study and no personal informa i_u
.-\‘

If Thave any questic ITeg 6 Sy Gan co tact the researcher at 11/1

M. 14 Rimchen Village Tambon Keang Ampuar Muang Mahd.Safakham Province,
Thailand .V;_ ' o056

I am willing to participa

ﬂﬂﬂﬂﬂﬂﬂ 3 WEIN9 ——

Place / Time
Partlclpwlgnature

N 189N TA NN 'Jt-.ﬂ_il ekl

Place / Time
Mam researcher 51gnature

Place / Time
(e ) Witness signature
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Demographic Data Sheet
ID Code:.............

1. Age: .......... year

2. Gender: Male ........ F

a) No insura

f) Bach d

g) Graduat te or professional degree

””ﬁmjﬁiwmswmm

8. Annual family income Bat

ammmmﬂm’mmau

2.B 20, 000 - B 29,999
3.B 30,000 - B 39,999
4. B 40, 000 - B 49,999
5.>50,000
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9. Medical history of:

CHF Yes.......... No.oooovn

Diabetes WER No............

Hypertension

Systolic Blo
11. Peak cardiac marker value recorded du alization:
» 7T :
Troponin I: M

Troponin T ,..-"”,,,_ Mp

)

12. Initial the .' DR 101010 01 KoR1oH 01 F1516)  E———————

| <
"_"'f'l 01 |

; .LI " | H
8 ergency catheterization and/or angioplasty

Feh 131 e L1 0 e
PRIANDIUNRIINYINY
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Date (month/day/year)
Time (24 hour clock)

symptoms” we mean any.feeling that was -;i_anhmmy(ﬁncxmnpk
dizziness, chest pain, fatigue; indigesti G swet the follov ng questions that best

(11C

i

ﬂ%ﬁﬁ" PMsHeIng

SEMTINYIN Y

RS EE

o v

with co-workers
other

=
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6. When you told other people about your symptoms, their FIRST action was
(This question refers to lay people, not health care providers — circle one answer only)

they said or did nothing
they told you not to we

oy ”
theytrledto A

[ W.‘
they suggested you rest or tal e
they sugg "hu.‘: medica

-—d.
they called the'emergency syste
the 0 110 1h¢€ 1tal
theygot p ' \

i]. other I/ fl. M!
.7 y\\\

7. The FIRST thif
answer only)

=0 e N O L R L

symptoms was (Circle one

._\

wished or praved that t

1.

2. triedto reld Jaskdd

3. pretend (] -.é'-‘ !

4, tried not to think abo your s mpto)

5. took medication (for example, antacid, nitro, acetaminophen)

6.  called yourdoctor = ; g

7. tried self- help , herbs, etc.)

8. orker, stranger, etc.)

10. itz : : ‘ L:,K.lc‘-\o
£, o

8. When you FIRST noticed your symptoms you thought the prﬂm was most likely due
to (Circle one amwer only)

ﬂ%ﬁhﬂ%ﬂ%@mﬂﬂﬂ‘ﬁ

muscle pain (includes back pain, shoulder pam, etc.)

NMW'J*WEI']&EI

9. When you first experienced your symptoms, how serious did you think they were?
(Circle one answer only.)

1 2 3 4 5
not at all mildly moderately very extremely



214

Coping with Heart Attack Symptoms Scale

ID Code:

symptoms

1. Wished or prayed.th
0
not at all

4
a great deal

2. Tried to relax
0
not at all

4
a great deal

7. Took non-pres ta nophen, etc.)

0 4
not at all : lot a great deal
F ! r 1]
*12. Did somethmg to : -‘rg- ind toms (watched TV, read a book,
etc.) . f
0 : - S — 4
Notatall =& & \ ‘ A great deal

,.

13. Went about my normal activities

N‘”ﬂ ‘UEFWI YNy Ty -

*14. Trle 0 convmce myself the problem was not serlous

TRIQEA 0N 344170 8 B

*15. Tried to convince others that the problem was not serious
0 1 2 3 4
Not at all a little moderately alot A great deal
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Re: the coping with heart attack symptoms quesionnaire

From: ¥ sfox@uwindsor.ca

Sent: Friday, November 30, 2007 3:55:37 AM

To: surachat sit@hotmail.com
§2 attachments | Download.all @

Dear Surachat Sittipake

Attached is a copy o s Scale

The text in the documgi OW el f itation (which you should
be able to get online) related tosthe iment. If ['ca - additional help, feel free
to call or write ; A s, W,

Good luck with your -

Susan
Susan M Fox-

Health Education#®
Faculty of Nursing 4
University of Windg®
Tele: (519) 253-3000 x4
Fax: (519) 973 - 708

ottt -J:
<surachat_sit@hotmail.com=_—- o= wuwindsor.ca>

29/11/2007 07:55 PM j, :
et ]; £ ‘:.,, , r‘#' ..-_ .
\ attack symptoms

e
Dear Dr. Fox- V_ A
I interested in yourtoo y seeking treatment.
Introduce myself, My name Suracha pako ﬁ
PhD. student of ursmg from Chulalongkorn University, Thailand.

Now I stayed in Det mNursmg V1s1tt1ng Warch scholar my advrsor in WSU

Nursin
My ph 1 I patients. |
proposedathe A coplng Model 0 low your an Dr oe Ellzabet S udy

I have sor e problems need help fr('n you ﬁrst 1n th copmg phase(ph ) I will

tt p
nee ssio 18 ool an af tlon

Internatlon Nursing J ournal after [ ﬁmsed PhD. Program.
Second, plase suggest the problems, the interpretation of this tools to me and If you
have any invide me for conductting this phenomena under AMICM theory, please tell
me.
Thank you very much
Sincerely your




217

PRELIMINAR A '--—{‘.- | MALITY, LINEARLITY,

Y o

,_,:-f.(

ﬂﬂﬂ’mﬂﬂiwmﬂ‘i
ammmmumawmaﬂ
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P—P Plot of Regression Standardized Residual

Dependent Variable: TimeHour

0 0 0

Expected Cum Prob

o]

40 —

30—

Frequency
;

10 —

HUINBNINENG:
eI NNy

T T T
0.00 2.50 5.00 7.50 10.00 12.50

TimeHour
Figure 5 Assumption testing: Normality, Linearity, and homoscedasticity
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Measurement model testing of Cognitive Illness Representation for delay in

seeking treatment model

1.00—

5 ‘ J‘ddau “ :
27 =83.11, df=35,p=0.00, 4 /df=2.37, GFI= ‘ 0.079, CFI= 0.90; NFI= 0.85
| ﬁ“‘i* < o N B

LAl O AN
Figure 6 The m suremgi'aﬂc of the CIR-DLT: Original model

o
‘ "-:l‘“' -’a" o

1.00—

;(2 =34.15, df=29, p=0.21, ;(2 /df =1.17, GFI= 0.97, RMSEA= 0.028, NFI=0.94, CFI=0.99
Figure 7 The measurement model of the CIR-DLT: Revised model
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Measurement model testing of Alternative coping Strategies for delay in seeking

treatment model

e=0.W0000, RMSEA-0.193

MSEA= 0.193, CFI= 0.66; NFI=0.71

)(2 =65.09, df=49, p=0.21, ;(2 /df =1.32, GFI= 0.97, RMSEA= 0.045, NFI=0.96, CF1=0.95
Figure 9 The measurement model of the Coping-DLT: revised model
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D AG ) AN
LISREL PRINFOUT FOR MODEL TESTING OF THE
RUCTURAL EQUATION MODEL
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DATE: 4/15/2010

TIME: 11:41

LI SREL 8.52

Phone® (800)247-¢ 34767 Fax: )675-2140
Copyright by S¢ c Softwar natic nc., 1981-2002
Use of tk e abject” ‘ - cified in the

The following lines wer: File \ )3 10\AMI Seek delay 2.LPJ:

Tl AMI Seek Tx Delay Mod ;55.’
IDA NI=11 NO=160 N
SY="H:\22 03.10\160 case 15 04 10.dsf" NG
SE T

H | " |-|l

1234567 :d 10 11 ‘J

MO NX=1 NY=10 NK=1 NE=5 LY=FU,Fl LX=FU,Fl BE=FU,FI GA=FU,FI PH=SY,FR
PS=DI,FR TE=DI,FR ib—

mﬂuﬂﬁ ‘VIEWI?W g1
QWﬂ’ﬁ‘@ﬂﬁfﬂ HPAINYIA 8.

fFR LY(10,5) LX(1,1) BE(1,2) BE(2,3) BE(3.4) BE(3,5) GA(1,1) GA(4,1) GA(5,1)
PD
OU ME=ML RS EF FS SC 1T=1000

Tl AMI Seek Tx Delay Model
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Number of Input Variables 11
Number of Y - Variables 10
Number of X - Variables 1

‘ TA - Variables 5

TI AMI Seek Tx De

Covarian

TIMEHR  SERIOUS

TIMEHR 19.07
SERIOUS -2.64

PFCST 1.96
EFCST 2.12

IDENT 3.7

TIMELT 2. ' ﬁ—! ‘ 1.28
CAUSET  3.24.4 0.63
CONSET  2.43 . “;f.z 0.36
CTLTO 2.03 - -0.38 0.18 0.24 0433 0.35
ERTOTAL -0.98 0.22 0.27 0 29 0.00 -0.22

" o aﬂmwmm”
OVl ﬁcﬁﬂiﬁu URIFNUAN Y

q CAUSET 1.95
CONSET 0.43 0.86
CTLTO 0.56 0.29 0.76
ERTOTAL -0.37 -0.06 -0.10 1.33
PAIN -1.39 -1.03 -0.76 0.86 7.96

T1 AMI Seek Tx Delay Model
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Parameter Specifications

LAMBDA-Y

TIMEHR
SERIOUS
PFCST
EFCST
IDENT
TIMELT
CAUSET
CONSET
CTLTO
ERTOTAL

O O O OO o o o oo

PAIN

DLT J ) 0 0]
0 8 0 0

Butininingang
ARIRMNINUNMINGINY

DLT 11
ASS 0
Coping 0
CIR 12

ER 13



PSI
DLT ASS Coping CIR ER
""" s
THETA-EPS
TIMEHR SERIOUS - . : - DENT. TIMELT

TI AMI Seek Tx

Number of Iterations

Squared Multiple uctural Equations

ER

007

Coping

ﬂummw Wﬁ’]ﬂ”f

amaﬁmmummmaﬂ

ASS 0.26
(0.06)

4.41

Coping -0.48
(0.11)

-4.22

226
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CIR -0.63
(0.12)
-5.16

TIMEHR SERIO!

THETA-EPS

TIMELT
1 00 1.00 0-26 0.34 0.26 0.37
CAUSET CONSET CTLTO ERTOTAL

’QWIM?’ITEUNW’I’W]EJ’]MJ

Squared Multiple Correlations for X - Variables
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Goodness of Fit Statistics

Degrees of Freedom = 41
Minimum Fit Function Chi-Square = 220.96 (P = 0.0)
Normal Theory Weighted Least So Chi-Square = 179.32 (P = 0.0)
—central raneter (NCP) = 138.32
90 Percent Confidence In 21 §  ]" = (100.58 ; 183.62)

0) = 0.87
.63 ; 1.15)
(RMSEA) = 0.15
0.12 ; 0.17)
= 0.00

1 = (1.20 ; 1.73)

‘ .74
Chi-Square for Independefice Model i Degrees of Freedom = 1050.25
€ 1072.25

-
Y )

Parsimony Normed Fit Index (PNFI) = 0.59
Comparaﬁve Fit Index EI) 0.82

RN THUBIINIAN Y

Critical N (CN) = 47.74
Root Mean Square Residual (RMR) = 0.44
Standardized RMR = 0.11
Goodness of Fit Index (GFI) = 0.83
Adjusted Goodness of Fit Index (AGFI) = 0.73

AU IBERIRIAI
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Parsimony Goodness of Fit Index (PGF1) = 0.52

Summary Statistics for Fitted Residuals

Smallest Fitted Residual
Median Fitted Residua

- 4]0
- 2185930

EFCST IDENT TIMELT
TIMEHR
SERIOUS "
PFCST 3 w304 —0.48 049 —————
EFCST
IDENT
TIMELT
CAUSET g
CONSET 5.51 0.26 1.
CTLTO a. 30 -1.73 -1

A umﬁ%w%"w ﬁfﬁﬂ? A

CAUSET CONSET CTLTO ERTOTAL PAIN

Q’@E;ﬁ 19

ERTOTAL -1.77 0.64 -0.05 - -
PAIN 1.22 -0.53 1.56 - - - -

Y 2.06 - -
J 1.73 0.36
3.10 -0.39

-1.52
-2.97
-0.37 -1.07 -0.13

Summary Statistics for Standardized Residuals
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Smallest Standardized Residual = -4.26
Median Standardized Residual = 0.00
Largest Standardized Residual = 5.59

Stemleaf Plot

- 413

- 3130

- 2]100

- 1]9875532110

- 0]97555555441
0]12334468
11126789
210023
3]0157
4]038
5156

TI AMI Seek

3.5 € L 7

AUBAENINEATS
AN TUNMNINGINY



231

. x

. x

. x

- x

. x

' . [ ]
(=] - x XX .
r . X X .
[+ ] . sy .
-l . .
1. .
2 - .
u - .
ol . .
n . .
£ . .
1. .
1. .
= - .
o . .
. X .

X .
- R I

-1s 1.5

TI AMI Seek Tx De

Total and I V

Total Effe

AUEINENINEINS

(0.06)
4.41

ammmmumawmaﬂ

-0.63
(0.12)
-5.16

ER 0.26
(0.08)
3.37
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Indirect Effects of KSI on ETA

DLT -0.08

ASS
Coping
CIR
ER
Total
ER
DLT 0.06
(0.02)
3.05
ASS -0.19
(0.05)
-3.66
Coping 0.35
(0.10)
3.55
CIR rd - -
R o . - -
1 . & it

Largest Eigeavalue of B*B" (Stability Index) is 0:930

ﬁwﬁfwﬁmw N5

ammmmﬁﬁmﬁ? Janfl

ER - - - - - - - - - -



Total Effects of ETA on Y

TIMEHR 4.29 -1.33 0.73 0.66

SERIOUS
PFCST
EFCST

IDENT

TIMELT
CAUSET
CONSET

CTLTO L fﬁ":","" . /4
. d

| yl

ERTOTAL =

W
Indire Effects of ETAon Y

AU ET’J ) INGAT

TIVEHR | 0.73 0.66
(0. 24)‘ (0.21)  £0.19)

ammnmumfmmm

) sErioUs -0.65 -0.58
(0.14) (0.13)

-4.63 -4.58

PFCST - - - - - - 0.51

(0.12)

0.26
(0.08) s

-0.23
(0.06)
-3.66

0.20
(0.06)

233



EFCST

IDENT

TIMELT

CAUSET

CONSET

CTLTO

ERTOTAL

Total

TIMEHR

SERIOUS

PFCST

EFCST

IDENT

TIMELT

4.37 3.55
0.54 0.21
(0.11) (0.06)
4.77 3.75

aum‘nﬂmwmm

Qﬁﬂﬁﬁﬂ‘imﬂﬂﬂﬂﬂ’lﬁﬂ

CTLTO

ERTOTAL

(0.09)
-6.03

-0.32
(0.06)
-5.74

0.30
(0.09)
3.37

Time used:

0.125 Second

234
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DATE: 4/15/2010

TIME: 11:45

i 1Iy by
, Inc.
w{~ ?ﬁﬂro
(847)675-2140

Inc., 1981-2002
ified in the

Copyright by
Use o

Tl AMI Seek Tx De

Covariance
TIMEHR - Pl Bt | TIMELT
———————— - ———————— ————___TIMEHR
19.07 '
SERIOUS -2.64
PFCST 1
EFCST 2
IDENT 3.
TIMELT 2. ' ‘ 1.28
CAUSET 3. - 0F————0-34——0=34 0.63
CONSET 2 — 0.36
CTLTO 2.03 4 0. 0.35
ERTOTAL -0.98 - - -0.22
PAIN -8.41 . Jjm | -1.25
¥
Covarlanc‘lﬂ’lx
@ 18 Ve ‘VI‘% e ne
CONS 0.43 0.86
CTLTO 0.56 0.294" 0.76

QR ANN TER A" WYY

TI AMI Seek Tx Delay Model
Number of lterations = 8

LISREL Estimates (Maximum Likelihood)



Measurement Equations

TIMEHR

4_.29*DLT,, Ry = 1.00
SERIOUS = 1.18*ASS,, Ry =
PFCST = 0.56*Coping, E
EFCST =
IDENT =
TIMELT = 0
CAUSET =
CONSET =

CTLTO =

ERTOTAL = 1.
-
_ \
PAIN = 258 -
0.16)

4 Fri
17_:.I . |
l A |

Error Covariance ﬁﬂCST and TIMEHR

AMHANENTRYINT

PIREATRHRI INYAE

Error Covariance for TIMELT and TIMEHR = 0.88
(0.21)
4.24

Error Covariance for CAUSET and TIMEHR = 1.06
(0.26)
4.13

236
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Error Covariance for CAUSET and PFCST = -0.26
(0.093)
-2.76

Error Covariance for CONSET and TIMEHR = 1.19
Error Covariance for CONS
Error Covariance

Error Covarian

Error Covariance f
Error Covariance
Error Covariance f

Error Covariance for ERTO

et

DLT 55
ASS - 0. 7.# ing, Errorvar.=
Copin uﬂ)l n'lﬂEmva .=
(O 23) (0.094) (0.13)
3.75 -0.61
CIR = - 0.55*SS, Errorvar.= 0.54 , Ry = 0.36
(0.12) (0.20)
-4.68 2.76
ER = 0.28*SS, Errorvar.= 0.91 , Ry = 0.081
(0.073) (0.10)

3.90 9.01
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Reduced Form Equations

DLT = - 0.68*SS, Errorvar.= 0.57, Ry = 0.45
(0.070)
-9.73

ASS

Coping

CIR

ER

1.00

Goodness of F"’Stat istics

A NSNS,

No al Theory Weighted Least Squares Chi-Square = 31.18 (P = 0.26)
Chi-Square Difference wi 1 Degree of dom =6.49 (P = 11)
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Minimum Fit Function Value = 0.20
Population Discrepancy Function Value (FO) = 0.026
90 Percent Confidence Interval for FO = (0.0 ; 0.14)
Root Mean Square Error of Approximation (RMSEA) = 0.031
90 Percent Confidence Interval for RMSEA = (0.0 ; 0.072)
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P-Value for Test of Close Fit (RMSEA < 0.05) = 0.73

Expected Cross-Validation Index (ECVI) = 0.69
90 Percent Confidence Interval for ECVI = (0.66 ; 0.80)
ECVI for Saturated Model = 0.83
ECVI for Independence Model = 6.74

Chi-Square for Independence Mo vith Degrees of Freedom = 1050.25

Fitted Covarlanc
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Fitted Residuals
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TIMEHR
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CTLTO
ERTOTAL
PAIN

0.00

-0.13 0.00
0.19 -0.01
0.01 0.00
-0.04 -0.02
0.14 -0.08
-0.09 -0.06

|
[eNeoNoNoNoloNoNoNoNoNe)

CAUSET
CONSET
CTLTO
ERTOTAL

PAIN 0.00

Stemleaf Plot

119986
1132 |
0]998887665 —
0]4443222111110000000000. -+
0]11111122234 S =
0155556778889
1]00334

1169 \7

2

Standardi ﬁ(&s iduals

=AU BUNTNEIAT

SERIO 0.41
PFCST -0.28 4 1.46

Jo7
I -2:18
AUSE ‘ -0.11 -
ONSET 1.43
CTLTO -0.31
ERTOTAL

0.63
PAIN 0.15

—

Standardized Residuals
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Summary Statistics for St
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HuEHROS
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TI AMI Seek Tx -Delay
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ETA
CAUSET CONSET CTLTO ERTOTAL PAIN
DLT -0.11 -0.46 -0.39 0.26 0.03
ASS 0.00 0.00 0.00 0.00 0.00
Coping ‘ -0.12
CIR -0.16
ER 0.00
IDENT TIMELT
SS 0.00 0.00
PAIN
SS 0.35

Tl AMI Seek Tx D

Standardized

TIMEHR
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Coping - - - - - - 0.88 -0.07
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Regression Matrix ETA on KSI (Standardized)
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CIR -0.60
ER 0.29

TI AMI Seek Tx Delay Model

Total and Indirect Effects

Total Effects of K?._
LT  -0.68
ASS
Coping

CIR

ER

DLT
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Standardized Indirect Effects of ETA on ETA
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Training Materials for Research Assistants
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Recollection Technique for Completing the Time Intervals Questionnaire
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Script: Introduction to Interview/Questionnaires
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