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CHAPTER1I

INTRODUCTION

Background and significance of thq stndy

\ M These treatments have been
increasing rapidly wofiv | Wi 1%kr of annual CABG surgeries

increased from 1,731 ird ociety of Thoracic Surgeons of

F i
Thailand, 2010), and PCl pr ﬁ Fich the annual number of procedures
A=A
il o fcntion Society of Thailand,

y— ~‘4

reached more tha

2010).

Even though bgth of these revasculanzatlon theraples are highly effective in

s o BT BT PRI G s

severity of symptoms in most of ¢he remaindegsthe likelihoodggf an occurrence of
subsec%lm:l.]aﬁrﬁ fo](‘)iym me:v.lug nﬂlg ﬁbu medically and
surgicalls' for patients treated as well as other recurrent cardiac events, repeated
revascularization procedures and cardiac. Cardiac events related to lumen
re-narrowing, or restenosis at the treated site, whereas others related to the
progression of atherosclerotic disease at sites remote from the site of revascularization

(Moorman, Kruyer, and Jackson, 1996). Although the poor prognosis in native vessel



atherosclerosis progression is the cause which could not be prevented from these
events (Frick, Valle, and Harjola, 1983; Palac et al., 1981), the management of risk
factors by adjusting to positive lifestyle behavior is an advantageous action used to
prevent these events (Eagle et al., 1999; Srinivas et al., 2002; Gao et al., 2003;

Vavlukis et al., 2007).

The risks factors in s nts after revascularization include the

ones that could be Mocm—/ A A/ s NCEP, 2001). Dyslipidemia is

the most predictive fo- ' ey and could be modified (The

American College an Heart Association, 2003;

Carlson et al., 2004 \ \ N ip between dyslipidemia and

the recurrence of th A early demonstrated. (Stamler,

1993; Hasdai et al., 1 high level of total cholesterol,

Triglyceride, LDL cholestero Mirization significantly related with the

2 .=+f_

incidence of surg/cy g [1p in PCIL; it also increased

. \Z |
mortality and mor¢ j" : =%0, 1993; Wood et al,, 2004;

Sabik et al., 2006). ru}terman and Lemberg (2007) demonstrated that revascularised

i v DRI T BV G 1 e imes e

risk of MI when compared to the éther group hgsing lower cholggterol levels. Also in
CAB%M;J, @gzﬂ(@mumg ‘:Jamoﬂ;lxa ﬂients( 90%) still
had high total cholesterol levels (more than 200 mg/dl) after operation; 32% of this
group received re-intervention (either PCI or CABG surgery) or cardiac transplant;
and 52% required readmission within 10 years. Therefore, cholesterol lowering is the

main strategy in preventing recurrent cardiac events in revascularized patients.



Dyslipidemia means the abnormality of serum lipid levels which includes
elevated total cholesterol, elevated LDL cholesterol, elevated Triglyceride, and low
HDL cholesterol (Caroline, 2005; National Education Program, 2001). The one of
many healthcare problems in revascularized patients is the high prevalence of

dyslipidemia, according to the folloyi

. reports, 74.5% of CABG patients had high

cholesterol ( Allen, 1999; ower HDL cholesterol (Efthimiadis

et al., 2001; Foody et a s — eéJ As in Thailand, the prevalence

of dyslipidemia with a * revascularized patients, male

4%l SR, 2002; Aekplakorn et al.,

ological processes as follows:
1as a higher ability to penetrate

the endothelial space and a mi subendothelial atherosclerotic process,

L

3! [ related to a high incidence

)

of CAD and a mo _ - =Crosis (Gardner et al., 1996;

(White et al., 200 ) AT,

|
iF |

Wood et al., 2005). Moreover aggresswe LDL cholesterol reduction (less than

oomsn L ) BN HNF IR0 0L chotesrl

can slow the atherosclerotlc proceffs by promotimg the efflux ofJ.DL particles from
macroaagf] @ mj.m u m rlng' nﬂ ’lha U inhibiting the
oxidative modification of LDL particles, and also having anti-inflammatory and
antithrombotic effects (Wood, 2004; Barter, 2006). Therefore, the lower HDL
cholesterol is related to a higher incidence of CAD (Gordon et al., 1977; Castelli
et al., 1977; Schaefer et al., 1989; Wilson, 1990). In contrast, patients having higher

HDL cholesterol levels (> 35 mg/dl) had 50% more chance of survival at 15 years



than patients with lower levels (< 35 mg/dl), ¢) Triglyceride could elevate atherogenic
particle level, which increases risks of CAD in the metabolic syndrome (Grundy et al.,
2001), and d) total cholesterol is the cholesterol particle in plasma which circulates in
the form of cholesterol ester with the core of lipoprotein particles; this cholesterol is

the major cause of atherosclerosis. Thegefore, lowering total cholesterol (10%) could

reduce the incidence of CATES L / esterol therapy (25%).

Nowadays, — ole'—"gxcation Program (NCEP) has

recommended the impog " ‘ } \ _' . therapy by both medication and
\: 2n that medication therapy is
O blood cholesterol. However,
=(Mation therapy for better results
in controlling risk fac 1 J iet W™ saturated fats and cholesterol,

overweight, physical 1nact1v1ty Campbell et al., 1998; Freedman et al.,

i‘ "

l 4004; Berna et al., 2005).
(7 Y]

COIlSidCI’lu . =7 In a primary care setting, it

|

1999; Mc Hugh et 2}

.I.N

has been found that thc?/ do not understand the relationship between risk factors and

o VI S IR e recommendion s 1

support the learmng needs of CAI¥ patients. Mast, learning needgJare lifestyles related
to risk qur's.] ﬁ]ﬁ)ﬂ ‘ja@rul“:] q m Eﬁ!g @nﬂnd anatomy and
physiology of diseases (Wang and Li, 2002; Timmins and Kaliszer, 2003; Zheng and
Shun, 2003). Therefore, lifestyle behavior is a good option to strengthen the
medication therapy.

Lifestyle behavior is a multi-factor lifestyle therapy implemented to reduce risk

factors for dyslipidemia includes the following components: 1) reduced intake of



saturated fats and cholesterol, 2) therapeutic dietary options to enhance LDL lowering
(plant stanols/sterols and increased viscous, soluble fiber), 3) weight reduction, and 4)
increased regular physical activity (NCEP, 2001). In addition, there are many studies
which report a significant relationship between a high incidence of dyslipidemia and

unhealthy individual lifestyle, includiq dietary intakes of saturated fatty acids and

cholesterol, physical inactivy i-adherence (Ng et al., 1997; Foody

et al., 2000; Efthimiad s )0 14V 2 camm—., 2007). Thus, modifying risk
behavior includes:

Healthy diet ower saturated fats (<7% of

total calories) and ch , fruit and vegetables, bread,

pasta, potatoes, olive 4 d provide a lowering of total

LDL cholesterol and v Vst o o e 2401, 18 terol (Grundy , 2001) and also

has a substantial survival advaii==
=
Increased (ks ) 1s also widely believed

- - '
= i |
AX

successful in lowern= S well as increasing HDL

¥ uﬂ

cholesterol. Moreover, thls strategy could stablhze and regress atherosclerotic plaque

o v s FHBIRUNTWEING ot e

(Fletcher, Balady and Amsterdam#2001).

%r“ l@inime” wnrl?onﬂn’] \ahEJness to follow
recommended health practices in medication, (Morisky, Alfonso, Marie, and Harry,
2008; Lars and Terrence, 2005) because lipid lowering medication is necessary for
patients with lipid levels uncontrolled by lifestyle modification or a severe
dyslipidemia condition. Non-drug adherence which is commonly found in aged

patients with chronic diseases is one of the causes making dyslipedemia



uncontrollable. (Jia-Rong, Debra, Terry et al., 2008; Morisky et al., 2008 Morisky
et al., 2008; Chin and Goldman, 1997). Therefore, promotion of drug adherence is a
beneficial method supporting the control of dyslipidemia.

Lifestyle behavior is an individual behavior which relates to people and their
environment (Bandura, 1977). Factogy related with behavior are patients’ health

, ﬂographic backgrounds. There are

— g &l c_-"‘_"‘Jositive behavior; self-efficacy is

j \\ to change and maintain their

W somefficacy is likely to play a
\\ y y to play

Y

knowledge, perception of ha
many processes controiw
the concept of a pers

behavior (Bandura

mediating role in lifafy! of cholesterol levels, dietary

knowledge, exercise : ‘herefore, the patients with a

higher level of self—efﬁ\,arF are A% Z ranl a healthy behavior with regard
f‘ b
to food choices, exercise ski-

I

on usage which facilitate decrease in

blood cholesterol & L_____—i A=< pfficacy levels (Burke et al.,
‘ y: I-! “
2005; Berna et al., 20 -.I ). '

1.!

In Thailand, the‘e re studies haveg explored the effectiveness of preventive

progans seff] at) &m 3 W&J cobfdig2o00; Thaophan, 2001
Changper 01 P \ﬁp ?J %2004 Hiransai,
200730wever 1n reality of health care prac ice, most of the revascularized patients

could complete the follow-ups only in primary care, not in the secondary and tertiary
care (Ministry of Public Health, 2001). In addition, the advantage of health promotion
in a primary care unit is the fact that it has a rural, social and cultural framework,

good relationship and attitudes with health care providers, and easy site access, which



enables long term follow-up. Therefore, we propose to establish a program setting in a
primary care unit.

In terms of study outcomes in Thailand, most studies evaluated the patients’
lifestyles such as diet, exercise, and functional ability scale. Meanwhile, the

physiological risk factors were evalyated only by total cholesterol levels (Dampan,

1996; Ngaosomskul, 2000: A\ # 4 Pansamut, 2004; Intrartul, 2005;
Diteesrivorakul, 2007; Kim H s term hypercholesterolemia can
reflect an increased LI ; R for atherosclerotic disease, or a
high level of HDL-C s of other lipoproteins (e.g.,
VLDL, or chylomicre i NECP, 2001). According to

this knowledge, and 4 Fn r'-lln- CEP II guidelines, we then

analyzed completed lij eiﬁ_ 7 ¥ esterol, LDL-C, HDL-C, and

/
et :
triglycerides) as the preterre '& fudy, rather than screening for total

F A
cholesterol alone. (it} ' S/ (f the previous intervention
y .," )

found that most stu® = to the individual needs of

JH

patients and goal settmg ‘for motivating success in the purpose. Moreover, the process

of following ﬂ ug&jmfa % EM(]@ w %] ’]Lﬂ @ assessment of patients

needs by md1v1duals telephone c#lls and homgsyisits would lggsconsidered in this

) W 1ONTIIEUARTINENRY

This program guideline was modified from The National Cholesterol
Education Program (NCEP) based on self-efficacy theory (Bandura, 1997) to evaluate
the level of blood cholesterol parameters through successful lifestyle changes in diet,

physical activity and medical adherence.



Research questions
1. Are there significant differences of blood cholesterol of patient with
coronary revascularization between before and after participating in the intervention?
2. Are there significant differences in blood cholesterol of patient with

coronary revascularization after s~pticipating in the intervention between the

intervention and control grous
Research Objectives

triglyceride in patic 4 : , M%on who participated in the
behavioral manageme n balidEl d W ervention.

2. To compard p ‘..;, c®lesterol, HDL-cholesterol and

, , A

triglyceride before and after tH&= 7
LA A

the intervention griHi% ' joup.

LV

Theoretical framework

e AU FRENTNY ANF v s o

Therapeutic L1fes le Change (¥LC), the mmin method usgd in The National

SRON A1 D AMNAIANE AL ey v

was adopted as a framework; blood cholesterol was the final goal of this study. The

% order to show that the net change from

four sources of self-efficacy theory were the main processes used in running this
program; they added the self- regulation to motivation and to maintain the behaviors
of goal setting, self-monitoring, reinforcement, and social support. The behavior also

included a health education program covering knowledge on atherosclerosis, vascular



risk in general, lifestyle behavior to a lower cholesterol diet, exercise skills, and
medical adherence which are the basic needs of patients with cardiovascular disease
(Wang, 1994; Bijlani et al., 2005; Taylor, 2003). The four sources can be used in
many parts of the program as follows:

a) Enactive self-mastery is paghieved when patients experience success in

changing behavior or the pi '} /_a success in life such as practicing

— ek.s alcéaily cholesterol diet, practicing

. \\ ill of calculating heart rate or

\ learning from other people’s

aerobic exercise 3-5 tin
reading a cholesterol di=:
pulse.

b) Vicarious

behavior as a role-mo® anging lifestyle behavior and

controlling blood choles#r J ;__.ﬂ biced % ole model.

¢) Verbal persuasion T = people are persuaded that they have
=

nf>yiding information verbally
Y]

ability to do anythjify

in order to improv _ . oehavior such as a lower

1.!

cholesterol diet, exerc1s‘¢ skills and 1mproved medical adherence. Educating about

L Lok BRI RS HLIVRG e erinet 0 e

individual w1th the aim of clarifying the connecgsn between riskfactors and changes
to funa mm gni Meu lm:l‘a'nrﬂ tl(:]tadﬂ.lssed providing
knowledge to improve the research team regarding the health care system and the
health care providers.

d) Physiological feedback means the responses of the body including
physiologically, emotionally, coping with stresses and overall health functions.

Regarding evaluation and feedback, the research team will give feedback and evaluate



10

progress in diet control, exercise behavior and medical adherence by discussing
visible treatment results in blood cholesterol. The research assistant will link these
results with lifestyle behavior and overall well-being to promote awareness in
changing lifestyle behavior.

Development of self-effiqegy beliefs is the development of capacity for

self-regulation that includes X /_nonitoring, self-reinforment. In the

other hand, self-efficacym - souslze —=mmsion by influencing goal-setting,

activity choice, persiste: : ‘ N roblem-solving (Barone et al.,

\% " by monitoring the behavior.
one’s efforts as well as self-

reinforcement by conve! ¥ ing accomplishment or efforts

to attain inner-session goals. social support during the process of

change and motivg ) i fojovement. Improvement in

- -
L)
b

. Y :
self-efficacy is relatcSyo “=ng a lower cholesterol diet,

¥

physical activity, and déug adherence. Successful lifestyle change can reduce LDL

s, YUY ANBIHLIARS oL croleserl. T

behavioral management program cdfisists of 3 pheses as follows: @/
imjlﬁ Qeﬂ im };merlgu ngj ’Lapﬂe including the
needs of the patient throughout the day of the scheduled follow-up in the
cardiovascular clinic; it takes about 20 minutes to complete.
2. Active phase refers to the phase in which the patient takes action

to achieve the goal. Beginning after the break time in the pre-phase for about 10-15
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minutes, it continues to a home visit follow-up; it takes about 45-60 minutes.
The content of the intervention is as follows:

1) Goal setting: this refers to the self-regulation process or motivational
variable and a skill in trying to challenge a human to achieve certain activities

successfully (Bandura, 1997).

2) Health educsy ' improve participants’ knowledge on
diet, exercise skills, 2z | 77/ AR N « the patients’ basic needs with
cardiovascular disez Z ' = 0l AR % 5; Taylor, 2003). In addition,
al’s problem in an effort to
clarify the connectic L 2 VoMblood cholesterol and cardiac

2. be practiced in order to have

s

, j1c exercise about 3 to 5 times per week,
e b2 A

enough skills to succeed in li

at least 30 miny 2} A2)= or pulse as well as the

Y}

\ 7 3

maximum heart raic f_l fre — 1S in a diary, practice reading
¥ uﬂ |

the diet table, and practgce calculating cholesterol levels in the daily diet.

aﬂumm& PI IV R Fevotin s s

cope with stressful events. Besidés, it can e holo well-being (Glanz
AN AT YEDAY.. e,
(Bandura, 1997). Social support would give encouragement to patients and caregivers
to express their positive and negative feelings openly. This can help motivate the

participants to change and maintain their behavior.
4) Self-monitoring: this is the process that engages the individual in

systematically observing his or her behavior and the circumstances surrounding or
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prompting that behavior. In addition, self-monitoring is the driving tool in the
motivational process used in promoting self-efficacy (Bandura, 1997). Participants
will need to record in daily logs their day-to-day activities related to their specific
goals including diet for each meal, the type and duration of exercise, and medication

adherence.

5) Self-reinforcer / _the motivation process (Bandura,
e,

1997) contingent on se'as siitive statements regarding goal
achievements. Diary re2< 7AR mecloping positive statements in
an effort to give reass f / ? ™. It also reconfirms that the
lifestyle (Sol, 2005; Burke,
2005).
: hase after a period of 12 week
post- test taken for post assss_ = “minutes.

The conceptugl §z Jfjagement program on blood

\7 A )
cholesterol is summait=y:

-y i¥ |

AUEINENINYINS
ARANTUNNIINGAY



The Behavioral Management Program

was modified from Therapeutic Lifestyle
Change (TLC) (NCEP, 2001) and based on the
self-efficacy theory for increased self-efficacy.
The program started on the day of the
scheduled follow-up in the cardiovascular
clinic; the last day was for the evaluation after
a period of 12 weeks as follows:

1) Goal setting: participantsa¥

13

goals to facilitate active
choose behavior that need
2) Health education: thi:
and education on ath¢™®

Blood cholesterol

Total cholesterol

risks in general, life st LDL-cholesterol
cholesterol via diet, excr-y H]?L-cho!esterol
Triglyceride

neighbours, or peopl
be able to stimulate eff
4) Self-monitoring: th#
their day-to-day activitie ’
specific goals in daily loSs; in 3
for each meal, types and dv #¥iq;

L
and medication adherence. i

5 Self-reinfqrcement: .cgntmp = .
rewards consists of pgsi i
regarding goal achge———————————— -
would be assist in | V:-‘ AY )

regarding achieveme ..I I
ven to participaiiis,

¥

change via attributior}!

AUEINENTNYINS

RTINS
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Research Hypotheses
1. Patients with coronary revascularization who participate in the behavioral

management program will have significant differences in total cholesterol, LDL,

HDL, and Triglyceride before and aer the intervention.

2 Patients with coig /._ion who participate in the behavioral

management program — dif; :enél cholesterol, LDL- cholesterol,

HDL- cholesterol, and += ' Y \:"':\‘”\ et change from the experimental

group is significantl

Scepe of the study
1. The study i< -"" i Wl research design

rf., :
The design 1nclude wests control group. (Shadish, Cook, and
L b)A
Campbell, 2002; (ol ' i fives of this study are 1) to

-
-l
L)

)

compare blood ch - = ouary heart disease, between

¥

participants taking part ‘pn the behavioral management program and the control group,

nd 2t cﬂ%@}mﬁm S BATV coromy s aisse

before and after participation in th& behavioral neanagement proggam
%Wll@oﬁ n'\:im ay “erl‘a nogln;:l aﬂﬂanzatlon in the
outpatient clinic, primary care setting, Thailand. Who agree to take part in this study
by signing an agreement form for participating in the intervention.
The researcher selected this hospital because it is a primary care hospital that
contains a cardiac clinic in OPD then the others community hospital in nearly area

like to consult and transfer the patients with coronary heart disease to this clinic for
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continues treatment. In addition, this hospital also has a clear transferring system to
and from a tertiary care unit as follow as the policy of The National Health Security.
This clinic is managed by a cardiologist and a nurse assistant who have experience in
caring for patients with coronary revascularization and home health care. They are

also willing to develop interventiqn, in caring for patients with coronary

revascularization. The limitatig ghat the research will be conducted in
only one COMMUNILY Car g 1€ G TCC amm— this program, however, can be
transferred to other comr @@ b | B8 ESGand because of the similarity in

culture, participants’ == C Jesses associated with care

providers and the heal’

Operational definitions

1. Behavioral manager
.'9 ih

Be/Tyig <, a program in the second
L T A

r |

J

phase prevention str y B ’s and that can be managed
I 1.! |

by a nurse. The researcher modified this program to suit in Thai persons basing on

slffcacy ﬂrug@ P8 VAT IR R Gins of e Naiona

Cholesterol Educatlon Program Adwudt Treatment Ranel III (NCERATP III) (2001) for
choleste 3 M&@&ﬁmimm&g m Elilasllaf&ll)ws:

| 1.1 Pre-phase refers to the preparation and assessment phase throughout
the day of the scheduled follow-up at the primary care setting. The patients’ lifestyle
was assessed using demographics and a clinical characteristics questionnaire that was
constructed by the researcher. In addition, the participants were assessed behavior

with; a) the Coronary Heart Disease Preventive Self-Efficacy Scale, b) the exercise
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behavior questionnaire, ¢) the Thai version of Heart Healthy Eating Self-Efficacy
(HHESE), d) the Thai version of Morisky Medication Adherence Scale (MMAS), and
e) a test of blood cholesterol (total cholesterol, LDL, HDL, and triglyceride).

1.2 Active phase refers to the phase in which the patient takes action to

achieve their goals. It began after ok time at the hospital then continued to home

visit and follow-ups. The bes N\ P\t program consists of:

1.2.1 = ngshis —smme—1c objective that each participant

wants to achieve regar 'y NN needed to set a realistic goal to
would like to modify.

ssistant attempted to improve
participants’ knowle 48 f & daaldd oW ging a lower cholesterol diet,
exercise skills and m‘ y ‘v 'l:' | 1% information and education on

vascular risks in general, and Srtinent to an individual’s problem in an

£ .=+f_

effort to clarify {2d4g R gj/ior, blood cholesterol and

) - -
L)
b

cardiac events in tim —wc of role models in exercise

K-
i ¥

skills, diet management and others for sup ort.

ﬂ u Ej g&:%ﬂ)% @W%‘sﬁ%ﬂ gth the research assistant
attempted to stlmulate social support by coamerating with Key members in their
fam111% E'Jl ainim ;J mr]lamvéla’llﬂlggj it can increase
exercise behavior, assist in the selection of a low cholesterol diet, and promote better
medical adherence.

1.2.4 Self-monitoring: participants would need to record their day-

to-day activities in daily logs; this included diet for each meal, types and duration of
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exercise, and medication adherence. Participants could then use these recordings to
self-evaluate. The researcher would follow up with patients on a monthly basis.

1.2.5 Self-reinforcement: contingent self-rewards consisted of
positive statements regarding goal achievements. Diary reading would assist patients

in developing positive statements effort to give reassurance and achieve

behavior change; it also reco s ¢ gients and their caregivers were the

>s home in the 6 week and two

- > w as the guideline question

1.3 Post- ) B 4 : Mhhase, following a period of

12 weeks, post- test thd 10lesterol and also comparing

;
rf.,
lifestyle behavior with the basen

LA A
2. Blood ci{ '

-
-

L)
|

Blood cx =¥l of serum lipid profiles.

They include total chole‘sterol LDL- cholesterol HDL cholesterol and triglyceride.

s FUUEIA TG WRANG e mic o

standardization cntena available #and shouldggtrive to achigye less than 3%
e APARIN I NN TR E

The classification of dyslipidemia in patients with established coronary
artery disease followed with the recommendations of the National Cholesterol
Education Program Adult Treatment Panel III. In addition, this allows calculation of
LDL using the following equation: LDL-C = TC-HDL-C x TG/5 (Friedewald et al.,

1972).
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Standardized procedures for processing and transporting samples in
Laboratory of this setting as was followed with The National Cholesterol Education
Laboratory Standardization Panel recommends as the standard of practice, (U.S.
Department of Health and Human Service, 1990) as follows:

- Blood collection progqgljpres include a 12-hour fast, except for water

punctured.

application.

Expected benefits

1. The stpc} i y _ ydiac rehabilitation nurses in
. oz ) -
promoting and ple- vt o0ts  with revascularization,

,.! ™
vy ¥

out-patient clinics in px}mary care settings.

—y o |
2. Tﬁrulﬂf%%ﬂ %l@éweﬂiq ﬂcﬁine for administrators in’
U
the develf)ﬁnent of healthcare sydfems for patieats with revaso@larization, in primary

e J TANNITUAATINY TR E



CHAPTER 11

LITERATURE REVIEW

This chapter presented g giew of the summarization studies and

researches that related tos as ecé‘ledge in coronary artery disease,

dyslipedemia as a maje g LA #% that having motivated process

which base on the selt-¢ . aview included the following:

1.2 Clinical
1.3 Treatmen Mndiias - 2 zation

2. Dyslipidemia gronary revascularization

21 TyhZ | X
2.1.1 ‘-E Total cholesterol —

mfzﬁwwswmm

.13 HDL Choleéterol
2.2 Measurement of Lipid proﬁle
2.2.1 Procedures of lipid measurement
2.2.2 Recommendations for detection of blood cholesterol level
3. Factors associated with dyslipidemia in Coronary Artery Disease (CAD)

4. Dyslipidemia management in revascularization
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4.1 The benefits of dyslipidemia management

4.2 Lifestyle intervention and revascularization

4.3 Therapeutic program to lower cholesterol in revascularized patients
5. The self-efficacy theory

6. The relationship betweeneg'f-efficacy and risk behavior

7. The secondary F s in patients with coronary artery
disease

8. The Behaviz
1. Coronary artery

1.1 Pathophy#o’ A

et .«

Coronary artery i
2T

begins during ad U} ' S £ chout life. This process is a

5 a chronic atherosclerotic process that

-l
L)
|

chronic immunoiri 2 Wi=>c of the arterial wall (Glass

¥

and Witztum, 2001 }1bby, 2002; Hansson 2005). This process begin with the

e B W) PNBNFTHE G oo 10,

Circulated atherogemc lipoprotéins, low-degsity lipoproteig#(LDL), extravasate
throua mf]dmaw‘j m‘umr‘g m ﬂﬂﬁvﬁll space, where
potentially atherogenic lipoproteins are retained and modified (e.g., oxidized) and
become cytotoxic, proinflammatory, chemotaxic, and proatherogenic (Glass and
Witztum, 2001). The endothelium becomes activated by proinflammatory stimuli, and
the expression of adhesion molecules. The blood-borne cells both monocytes and

T cells adhere to the endothelium and transendothelial migration. Within intima layer,
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the monocytes differentiate into macrophages and develop to lipid-loaded macrophages
containing massive amounts of cholesteryl esters (foam cells) which is a hallmark of
both early and late atherosclerotic lesions. With continuing supply of atherogenic
lipoproteins,the macrophages eat these lipoproteins until they die because, contributes

to the formation of a soft and destepilizing lipid-rich core within the plaque. These

plaques are classified to _ AN F #ich usually has thinner fibrous cap,
lipid-rich atheromatou s :SEWIOl e uptured and developed acute
intraluminal occlusive t- ‘ thin-cap fibroatheroma) which
responsible for acute ller, and Falk, 2004). For the
other plaque type, stz N R but thicker fibrous cap which
responsible for stable Wom diminished coronary blood

supply to myocardium #ri

12 Clinig

Angin'a s & “Wptom known as chest pain

¥

described as a transwx} chest dlscomfort heaviness (Corti, Fuster, and Badimon,

2003: Wood, ﬁoulﬂ @Wﬂlﬂsﬁow&ﬂ]ﬂ 2_?3' two patterns of angina,

first is chromc stable angina and #ie other is agyte coronary sygdrome refers to any
grouplﬁq m:c.]l @mﬁtms‘joﬁutu m&mugtasﬂtmm of clinical |
conditioﬁs ranging from unstable angina (UA) to non-ST-segment elevation
myocardial infarction (NSTEMI) to ST-segment elevation myocardial infarction
(STEMI) (Belcher, Gaw, Cooper et al., 2002).

Unstable angina and NSTEMI are closely related conditions: their

pathophysiologic origins and clinical presentations are similar, but they differ in severity.
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A diagnosis of NSTEMI can be made when the ischemia is sufficiently severe to
cause myocardial damage that results in the release of a biomarker of myocardial
necrosis into the circulation (cardiac-specific troponins T or I, or muscle and brain
fraction of creatine kinase [CK-MB]). In contrast, the patients considered to have

experienced UA if no such biomarkenqan be detected in the bloodstream hours after

the initial onset of ischenw ’/)able angina exhibits lor more of
3 principal presentatic —B i m—lasting more than 20 minutes),

(2) new-onset (less the YTRARNN \:1__""\‘\ are angina, and (3) a crescendo

pattern of occurrenc: gfcrg \ " frequency, or any combination

1.3.1 Chromc s
.J : ,_ Z4

ib s £ jnajor purposes. The first is
X
j.‘ . ¥~ "quantity” of life), these

to prevent MI ar

medications are asp1r1n ‘and Lipid lowermg The second is to reduce the symptoms of

angina and tﬂ LUBINUNATN ARG« e caivor i

medication: -Blockers Calciéin  antagonists. Long-actiag nitrates  and/or
revasc%amfl alﬁ Q mum ‘H mﬂm U coronary artery
bypass grafting (CABG),

Revascularization provided more relief of symptoms, better
quality of life than medical therapy. If the patient is known to have left main coronary

artery stenosis, 3-vessel CAD, or 2-vessel CAD with proximal left anterior coronary
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artery stenosis, revascularization by a catheter-based technique or surgery should be

offered (ACC/AHA/ACP-ASIM Guidelines, 1999).

1.3.2 Acute coronary syndrome : Unstable angina /NSTEMI

The 2007 ACCFA guidelines state that the goal of immediate

treatment of patients with /wide relief of ischemia and to prevent
the recurrence of advs 1ic ven'=on et al., 2007).Treatment with
anti-ischemic, antiplat< | is fundamental to achieving this
goal. In addition apy, for high risk patients,
revascularization is N\ N strategy that involves routine
cardiac catheterizatic 4 W fter admission. In contrast, for
stable patients, this reffac fflari 2 onsi e only if ischemia recurs despite

@

vigorous medical therapy, eitl ftient is at rest or during a noninvasive
A=A
stress test. (2
1.3.3 75
i! i

(,oapnary revasculanzatlon is the process of restoring the blood

o sl 48 A NBVISNRIVENS i roces cota

accomplished by surgery that byp#s the block or obstructiaps site in the coronary
et BAANDIFSNDANHARLL e o
procedure, PCI. When comparing to medical strategy, these revascularization provide
more angina relief, better quality of life and improved survival in high risk patients.
A) Percutaneous coronary intervention
At current, PCI has dramatically increased, becoming one of

the most common medical interventions performed. This procedure be performed
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percutaneously by using inflated balloon and/or stent catheters —special metal mesh
tube under fluoroscopy and has aim to correct stenotic (narrowed) site that having
proper morphology for this therapy. The entry site of these catheters could be at
groins through the femoral artery or at arms through the brachial or radial artery and

these catheters be maneuvered into goronary artery. The improvement of luminal

diameter following balloon . from stretching of the vessel wall,

also the media and adyvg ' N 006). The residual stenosis of

L C/AHA/SCAL, 2005). PClis

ot surgery
®d to create new pathways in coronary

arteries by produc/:c} w2l cpt leg vein (saphenous vein

- -
L)
b

: Y
graft), or intrathord2y =-1y). These new vessels are

JH

grafted to the coronary ‘@nenes to go around the stenotic sites. This surgery is usually

e S P INRY Foremtic

techmque or the otherStechniques wshich perform €ABG surgery on a
beatmg hm'lalﬁinl;m ull/q'a nﬂ :l;@vgjsurvwal rates in
patients with three-vessel and left-main coronary artery disease, especially those with
left ventricular dysfunction or inducible ischemia during stress testing (Zollikofer

et al., 1993; Bonow, Smaha, Smith et al., 2002; Belcher, Gaw, Cooper et al., 2002).
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2. Dyslipidemia and cardiac events after coronary revascularization

Patients who undergo revascularization are at an increased risk for further
cardiac events in the months to years after revascularization. Cardiac events occur at a

rate of 2.4—4.1% per year up to 5 yg after PCI (Moorman, Kruyer, and Jackson,

1996). Some of these eventss r, /1arrowing, or restenosis at the treated

site, whereas others res — O ,ior_zclerotic disease at sites remote

from the site of revascig o ng CABG, the majority of late

events relate to th ’ p grafts, and progression of
ungrafted native ves ¥y 5 — \ ghoccur.

Saphenous veg } ¢ 244 \iiMosclerosis within 5 years after
CABG, and 35-40% T | = . -cccluded within 10 years of the

initial surgery and another *-nificant atherosclerotic disease. (Lytle

et al., 1985; Bouja A ; FitzGibbon et al., 1991).
R d

Atherosclerosis prig=y> "= coronary arteries and in 65%

1.!

of venous bypass grags 15 years after successful CABG; only 22% of patients

oot o 4 VNS ARG 1. 1997, Given

40% of native vessel progressionfwas found déstal to the ana@gmotic site, it is not
surpr%ﬂ:t] ﬁ gcgejmfu\m lla ylaﬁ" ;ﬁﬂy affect clinical
recurrence after CABG, despite the patency of the venous graft conduit. Arterial
conduits have better late-term patency rates, but do little to prevent native vessel
atherosclerosis progression (Frick, Valle, and Harjola, 1983; Palac et al., 1981).
According to these strong evidences, they indicated that revascularization does not

prevent myocardial infarction (Muhlbaier et al., 1992; Davis et al., 1992; Wiseman
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et al., 1988; Mark et al., 1994). And there are no data to support the belief that
revascularization reduces the rate of myocardial infarction (Forrester and Shah, 1997).
The prevention of clinical events related to plaque instability may be the major benefit

of lipid-lowering therapy in patients undergoing coronary revascularization.

2.1 Type of Lipid st ’//

total cholesterol, high-< ‘ N L-C), low-density lipoprotein

cholestero | (LDL-C). y, ; | e to identify a patient’s risk of

< ol "_;, aioe (lipid) that is present in cell

i if:"l' :
membranes and is a precursor S——— steroid hormones. Total cholesterol is
F b

total quantity of ¢l Jqrted within the water-based
| y'-. k. / .
bloodstream by corizy: ¢ = e form of lipoprotein which

i ¥

has five major types J',nrthe human body as follong: Low-density lipoproteins

-9 L v

(LDL), nglﬂxuyalj@r%ﬂ(WQ Wrﬂo’v}ﬂl@ lipoproteins (VLDL),
Intennediate-dqelnsity lipoproteins @DL), Chylomxcrons, they difer in the amount of
ARSI AN EARE

| The target total cholesterol in revascularized patients should be
lower than 200mg/dL. The term hypercholesterolemia can reflect to an increased
LDL-C with an increased risk for atherosclerotic disease, or a high level of HDL-C
with a reduced risk or high level of other Lipoproteins (e.g., VLDL, or chylomicrons).

According to this knowledge, and also recommendation in NCEP II guidelines, then,
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we analyzed completed lipoprotein profiles (total cholesterol, LDL-C, HDL-C, and
triglycerides) as the preferred test in our study, rather than screening for total
cholesterol alone.

2.1.2 Low-Density Lipoprotein Cholesterol; LDL-C

LDL-C typicallyyrg2kes up 60-70 % of the total cholesterol. It

contains a single apolipoprc AN ’/)00 (apo B). LDL-C is the major
atherogenic lipoprotein =) més are also available and better

reveal individual issues : N ar done due to higher costs and
piland, it's estimated using the
\ Sermine in a blood sample.

A fasting blood sarg® f & 4 . ing before the tests causes

®LDL = Total Cholesterol - HDL - 1/5

ifarcurate only if triglyceride

.,Fa*

triglycerides (Frieqelya

levels are lower thalre

JH

2.1.3 ngy Density Llpoprotem Cholesterol; HDL-C

ﬂ u{ﬂa %ﬂ% WEIQOﬂ)'a} the total cholesterol.

The major apollpoprotems of HDI#are apo A-I gad apo A-II. HDIL-C is the smallest
of the%mogﬁagﬂ.imlulngsg mﬂe’lﬁ cEJIain the highest
proportic;n of protein. HDL-C transports cholesterol mostly to the liver or
steroidogenic organs such as adrenals, ovary, and testes. Several steps in the
metabolism of HDL-C can contribute to the transport of cholesterol from lipid-laden
macrophages of atherosclerotic arteries, termed foam cells, to the liver for secretion

into the bile. This pathway has been termed reverse cholesterol transport and is
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considered as the classical protective function of HDL-C toward atherosclerosis.
Epidemiological studies have shown that high concentrations of HDL-C (over
60 mg/dL) have protective value against cardiovascular diseases such as ischemic
stroke and myocardial infarction. Low concentrations of HDL-C (below 40 mg/dL for

men, below 50 mg/dL for women)y Wilson PWF et al., 1998) increase the risk for

atherosclerotic diseases in HDL-C causes a 3-4 % increase

in CAD (Gordon, 1985

jl from fats eaten in foods or
Wy drates. Calories ingested in a
meal and not usec 2 | ﬁk nverted to triglycerides and
transported to fat celld e SUusC Ao egulate the release of triglycerides
from fat tissue so they meet = “ds for energy between meals. Elevated

triglyceride leveld Sk al S £ o pendent risk factor for CAD
Vi <
(Grundy, 1998) anu I 5 4 HDL-C and other non-lipid

risks (the metabolic sx.ndrome diabetes abdommal obesity, smoking, and physical

mativiy). ﬂUU’JVIEWI?W BN
Q Wr] a m ﬁ W%m lEjﬂdes should be

therapdjitic lifestyle ¢ anges or revascularized patients with elevated triglycerides
or low HDL-C levels, addition of a fibrate or nicotinic acid to LDL-C lowering
therapy can be considered.

However, the lipid abnormality has associated mechanisms as shown in Table 2.1
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Table 2.1 Lipid Abnormalities and associated mechanisms

Lipid Abnormalities Mechanisms

Elevated total cholesterol -High dietary intake of saturated fat and

éleﬁciency and other
-

onormalities
Elevated LDL- cholest- . a0 .- Saiency
. enetic defect, other

W %wormalities

N saturated fat and cholesterol
Elevated Triglycerides
al inactivity, insulin resistance,
lerance, excessive alcohol intake
Low HDL ( — : :. 1cy, other

PN nalities

-Reduced VLDL ci€rance

AU ¢ AN YRIHE A

re51stance elevated tnglycerldes overweight and

qm AN TUHAN NI oo

total calories), certain drugs (B-blockers, anabolic

steroids, progestational agents)

Source; National Cholesterol Education Program; NCEP (2001)
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2.2 Measurement of Lipid profile
2.2.1 Procedures of lipid measurement
A lipoprotein profile involving measurement of total cholesterol,
triglyceride and HDL-C levels and the indirect calculation of LDL-C requires a 9- to

12-hour fast. Individuals should pq geated for at least five minutes prior to

phlebotomy to avoid hemoc /should be collected in tubes without

anticoagulant for ser seesma. Plasma produces values

approximately 3 percis easurement of any lipid is

preferably performe: “aible condition, that is, in the

absence of acute ill: “cery, acute infection, weight

loss, pregnancy, or re nditions often result in values

that are not representat"

4 q"f.l“-_
P smadamd ;

2.2.2 Recomme
el

é ecfion of blood cholesterol level

A v ‘yomponents in patients with

established coronaly . \ ' . oinmendations of the National

¥

Cholesterol Educatlon l}rogram Adult Treatment Panel III as shown in Table 2.2

ﬂUEl’J‘VIEWlﬁWH’Iﬂ?

qmmnmummmaﬂ



31

Table 2.2 Cholesterol blood level and category by recommendations of the National

Cholesterol Education Program Adult Treatment Panel III

Cholesterol blood Level Category

Desirable

Total cholesterol
Borderline High
High

Low HDL
Medium HDL
High HDL

LDL Optimal

Near optimal/above
7 optimal

Borderline high

¢ L60-189 High

AL INEN TN NG e
Ww asisilinine e,

200-499 High

More than 500 Very high
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According to the latest update in 2010 of NCEP ATP III,
revascularized patients are categorized as high to very high risk —more than 20 %
chance of having recurrent MI, death within 10 years. These patients should be
considered the option of lowering the LDL-C (usually using a statin plus lifestyle

changes) to lower than 70 mg/dL ipgtgad of the currently recommended 100 -130

mg/dL (Fogoros, 2010).
3. Factors associated v.g ' NS ‘Artery Disease (CAD)

Dyslipidemia or gfie 4 Crp Y Mt risk factor for the initiation

W

. % . . .
and progression of : ssociated with cardiovascular

events (Bittner, 2005; & ). Knowing the risk factors of

dyslipidemia is 1mportant smc - lage in the prevention and reduction of
= .=+f_
coronary heart dis(aly ' oL causes of Dyslipidemia is
- \ ‘

genetic  predisposit oD genetic  disorder tis

Hypercholesterolemla (FH) which can be both heterozygous and homozygous. Itisa

cniin o L2 Q PRI SRS e, e o

causes of dysllpldemla are assoc#ited with vasgus diseases jg@cesses. Sometimes
measu%nu }aglm ﬁm ;J m&an&gﬂnﬂcovered clinical
disorder; as follows:

3.1 Metabolic related illnesses were the most common disease underlying
dyslipidemia. These includeddiabetes, hypertension and glycogen storage disorder.
The result from previous studies recommended that insulin resistance is probably a

central mechanism and having three of these five characteristics effectively doubles
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the risk for CVD. Hyperglycemia may also be associated with increase in triglyceride
levels.

3.2 Elevation of triglyceride and LDL levels may cause renal failure in
patients with nephrotic syndrome, however low HDL cholesterol levels are often

found in patients with chronic renal @’

cholesterol and phcgfo! 4 o S dMatients with primary billiary

cirrohosis do not sh A e W Mious studies have shown that

'

the last stage of the ¢ S5 bt 2¥d intestinal absorption of lipid

and is prone to chronic #n ’

3.4 Hormonal relateu Ithyroidism may be associated with
.J =~
increased triglyce{ithe 15e of medications used by
\7 )

these patients.

..I "
v iv

3.5 Estrogen. }t is well known that total cholesterol levels increase at

amsrn ] 148 ARUNFTHRIVES wnt gy e

increase (Mozaffanan Katan, Asclerio, Stampfas, Willett, 20
ARIASOSITIANDINLL v e
Thiazide diuretic can increase triglyceride levels, Beta-blockers can increase
triglyceride and lower HDL levels, Isotretinoin which is used in acne treatment may
cause dyslipideamia, and Anabolic steroids are associated with low HDL level

(Tanaka et al., 2001).
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3.7 Lifestyle related causes. Unhealthy lifestyles may directly affect lipid
levels and may be correlated with metabolic syndrome such as overweight and
obesity, imbalances between excess calories consumed in diet and too few calories
expended, high consumption of saturated fats and sugar, physical inactivity, or

excessive alcohol intake.

A high effective intaS8 ﬁ the factors that can increase lipid

levels. It is recomme fac¥rs == crvention be included in the

management of dyslipi2
4. Dyslipidemia ma Nk A Mlarization

4.1 The benef F e

e

Aggressive 11p1d- ,
57 7

qo have a profound effect on the

occurrence of del2t) iL2)5, due to stabilization of

X
i )
atherosclerotic plaqiey « 1—uction in restenosis as in The

-II i
¥ i¥

Fluvastatin Angloplast\# Restenosis (FLARE) trial randomly assigned 1,054 patients

iy ] LI FIRING W IR Fovssain et o

had reduction 37% in LDL-C lefel but no ificant differ@sdce in angiographi
AR ARG,
(Serruys et al., 1999).

Two other studies evaluated the effects of lipid lowering therapy on late
clinical and angiographic outcomes in patients undergoing CABG. The Cholesterol-
Lowering Atherosclerosis Study (CLAS) was a randomized, placebo-controlled,

angiographic trial that assigned 162 nonsmoking men after CABG to lipid-lowering
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therapy with combined colestipol hydrochloride and niacin therapy, or placebo. In the
treated group had 26% reduction in total cholesterol, a 43% reduction in LDL-C, and
a 37% increase in HDL-C was achieved in the treatment arm during the 2 years of
treatment. Lipid-lowering therapy resulted in a significant reduction in the average
essed, the percentage of patients with new

ﬁhe percentage of patients with new

-_--j . d .« . . . .
inyp == linical deterioration in overall

number of lesions per subject that gjg

atheroma formation in natiys
lesions, and any adve:

coronary status was < niacin-treated patients than in

The Post Cor, . _ _' . “* N BG) trial randomly assigned
1,351 patients to treagfic g fFa loshiad \ rgressive LDL-C control (goal:

60-85 mg/dL), both, #'r .
progression of saphenous veir

P 4

ath had no effect on retarding the

n contrast, aggressive LDL-C control

resulted in less pri2ias L2 (27% vs 39% for moderate

)

LDL-C—treated pati > v=-ularization was 27% lower in

i ¥

aggressive LDL-C —tr.qated patients com ared with moderately-treated LDL —C

e WUANINIWHART-

As a result of these€evidences, umis critical tha@upatients undergoing
CABG m\'] @geﬂﬁm ynﬂflg mpﬂg aﬂﬂatency of their

saphenous vein grafts.

4.2 Lifestyle intervention and revascularization
In 2000, the American Heart Association and the American Association

of Cardiovascular and Pulmonary Rehabilitation recommended that cardiac
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rehabilitation programs provide several important core components consisting of
baseline patient assessment, nutritional counseling, risk factor management (ie, lipid
levels, hypertension, weight, diabetes, and smoking), psychosocial management,
physical activity counseling, and exercise training (Balady et al., 2000).

je interventions within secondary prevention

/, ‘/)e of percutaneous revascularization,

caMac _':)n after these procedures. In one

The effectiveness of lifge

of CAD remains unclear. D : !
there are few controllec

study (Lisspers et al. been treated with PCI were

tervention or a control group.
b
2! with the control subjects,

improved significant! # ratc S0 e ' 'ing, exercise, and diet habits.

pain during exertion. Althougi] uis for decreased mortality with exercise

e -
have not been fulllZ} o ks Jthe lipid profile (Brubaker,
X'}

| y 1
1996; LaMonte, 207 'I it rucose level (Wei, 1999), and

¥ uﬂ

reduces body fat and 190reases lean body mass. Many of these risk factors exist in

ptints who ﬂ%ﬂc’@ NENINYINT

The systematic review (Cole and Smith, 201}2]de to determine the
effectﬂM 'Jfafm ﬁmnilmlgsmﬂd »pﬁeﬂ, they included
21 randomized controlled trials of lifestyle interventions with 10,799 patients, in
primary care settings, with a minimum follow-up of three months, published since
1990. In trials that examined mortality and morbidity, significant benefits were

reported for total mortality (in 4 of 6 trials; overall risk ratio (RR) 0.75 (95% CI 0.65,
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0.87)), cardiovascular mortality (3 of 8 trials; overall RR 0.63 (95% CI 0.47, 0.84)),
and nonfatal cardiac events (5 of 9 trials; overall RR 0.68 (95% CI 0.55, 0.84)).

This study also reported effects in cholesterol outcomes compared to
controls. In intervention group, twelve from 19 studies demonstrated significant

improvement. Seven of these 12 sty-kigs reported significant improvements in total

cholesterol level (Giallauria' r, h et al., 2009; Giannuzzi et al., 2008;

Allen et al., 2002; Orrimmmmm=s 999 Cimmmmm®8; Hamalainen, 1995). Another

study found a signifw‘_ 77/ AR _ SSsatween female intervention and

control groups but r g#n ¢ b7 & \ Wi studies reported significant
S - ' N

improvements in LI, It AT | \m\- ients (Giallauria et al., 2009;

98; Carlsson, 1998).
Giallauria , fas ifica W1t provement in levels of HDL-C

among intervention patients co; — : “0ls (Giallauria et al., 2009).

L b A
Numel-2ks ' p ries have documented that

- -
- |

)
b

\7
despite good intent: 'I - =15 of the NCEP II guidelines,

|

. .I.N |

there is often poor compllance in adherin to the recommendations for lipid reduction

s, ] WEII PN FHHIRT oo o

revasculanzatlon who may feel tiat their prolem has been iked” by the use of
stents% mglla\gnlm yam«r]vgfuﬂ 1Mrgmng PCI with
documented hypercholesterolemia, 47% of patients were not receiving lipid-lowering
agents at the time of PCI; only | of 24 patients treated with lipid-lowering therapy
achieved the NCEP treatment goal of LDL -C less than 100 mg/dL (Marques et al.,
1996). No significant improvement in cardiac risk factors was found in another study

of 93 patients evaluated 1 year after PCI, including smoking (40%), obesity (38%),
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and hypertension (43%) (Kimmerle et al., 1994). LDL-C levels were lower (228+47
at baseline to 189+42 mg/dL 1 year after intervention; p ,0.001), but only 68% of
patients received lipid-lowering drugs, and only 10% of patients had LDL-C levels
less than 135 mg/dL (Kimmerle et al., 1994). It is only with an awareness of the

importance of risk-factor modificatyg g gnd emphasis to the patients and family that

atherosclerosis is a lifelonoms ') /;s will remain motivated to continue

4.3 Therap g¥ic # L 20y A\ Uis 19 in revascularized patients
The Nojgffio ff f f Lo SNk ute (NHLBI) of the National
. olesterol Education Program

(NCEP) in November ! ¢ to contribute to reducing illness

and death from CAD by r€ rcentage of patients with high blood

cholesterol. Throfc) Licplth professionals and the

-

)

public, the NCEF S <istanding about high blood

‘I 1.! |
cholesterol as a risk fac‘tor for CAD and the benefits of lowering cholesterol levels as

a means of ;ﬁ«urﬁjcg)wws M'ﬂar ‘Lﬁ(ATP I1I) of the NCEP

issued an ev1dence based set of gufdelines on chkesterol manaaent in 2001
RN A A

dyslipidemia in these revascularized patients on the base of this program. In this

e unit managed

program, LDL-C lowering is the primary goal of therapy which have different LDL-C
level goals. This desired levels are depend on the categories of risk of recurrent MI or
death which have three levels. Revascularized patients are categorized as high risk,

their target LDL-C are less than 100 mg/dL. In addition, for these patients having
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additional more risk factors eg. diabetes, metabolic syndrome, smoking, kidney
disease are categorized to very high risk (patients who having chance to develop

recurrent MI or death >20 % in 10 years), so this group need more intensive LDL-

lowering therapy to having an LDL-C goal of less than70 mg/dL

'."- «xaitd
ARAIN T

Figure 2 Therapeutic approaches to LDL lowering in revascularized patients

*Therapeutic options include intensifying LDL-lowering dietary or drug therapies,
emphasizing weight reduction and increased physical activity, adding drugs to lower
triglycerides or raise HDL cholesterol (nicotinic acid or fibrates), and intensifying

control of other risk factors.
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ATP III recommends a multifactorial lifestyle therapies to reducing risk
for CAD. This approach is designated therapeutic lifestyle changes (TLC) and
includes the following components: 1) Reduced intakes of saturated fats and

cholesterol, 2) Therapeutic dietary options for enhancing LDL lowering (plant

stanols/sterols and increased visgq'g [soluble] fiber). 3) Weight reduction

4) Increased regular physicaigh A\ ge have been shown to reduce overall

CAD risks and contrih™® = J c/—-_d "ICAD (Campbell et al.,, 1998;

Freedman et al., A N ~
Murchie et al., 2004; 5= g : \“

a} i "'\'L. . . .
For revascgfir, L. '\\:\\ intensity of LDL-lowering
_ : N\

woud, 2001; Smith et al., 2001;

Patients ‘Wit BAE : ng/dL generally will require an

LDL-lowering drug to ack ﬁrf b . Lherefore, a cholesterol-lowering
drug should be initiated simulZ===—-2= LC and maximal control of other risk

=

factors. If the LD A ofdL. LDL lowering can be

Yy "d
intensified with e - LDL cholesterol level<

100 mg/dL. Patients vvlth basehne LDL- C 100-129 mg/dL All approaches include

e S URAMININYANG e o

stanol/sterols &Md increased v1scou§ fiber) can help to achieve the LDL goal. If LDL
QAU o i
dletary erapy, consideration can be given to adding an LDL-lowering drug. Patients
with baseline LDL-C < 100 mg/dL, further LDL-lowering therapy is not currently
recommended. Emphasis should be placed on controlling other risk factors and the
metabolic syndrome. The TLC diet should be recommended to the person to help

maintain a low LDL.



4]

The steps in TLC are shown in figure 1. The initial step is to reduce
saturated fats and cholesterol in food, to limit energy from total fat (25-35% of total
calories) and provided low saturated fats and trans fatty acids for 6 weeks, encourage
moderate physical activity. If the LDL cholesterol goal has not been achieved, other

therapeutic options such as plant stgrpl/sterols and viscous fiber can be added. After

maximum reduction of LD P h dietary therapy, emphasis shifts to

triglycerides and low 7\ \ SSSuof patients with the metabolic

and physical activi _"~ : ™ further CAD risk reduction

syndrome are over, em, weight reduction therapy

Figure 3 A Model of Steps ¥ ,1festy1e Changes (TLC)
LT

L

Visit N
Menitor
.
A Adherence to

If LDL goal not e

afdeved, intensify| Q| achieved, comidar'

. Ernphasma & Reirforce €

o i ‘
& —1
ch e addin | MetEbole |
u@Age = LOomE adding S
rmdermephys:cal plant stenclskterols - ré@nmﬁ‘lt
acthvity n Increase fiber intake management ancd
a Consider eferral m Consider referral plrysical acthity
to dietitian to dietitian = Consider refer-
ral to dietitian

Source: NCEP ATP III, 2001
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4.3.1 Diet management
The current guidelines of the NCEP ATP III recommended diet
with reduction in total fat to 25% to 35% of total calories, lowering the components
in diet that could elevate LDL-C level (Jenkins et al., 2000) as following: saturated

fatty acids should be no more than §°¢ pf total calories, trans-unsaturated fatty acids,

)day, while any increase in fat intake

should be in the for = P& un ==—mm——up to 10% of total calories) or

and cholesterol intake shon' N

monounsaturated (up 7/ N S ‘being proved to lower LDL-C
level.

biggest dietary cause of high
LDL-C levels. Metadfa Jf | ‘_n Al M relationship between saturated
fat and serum choles‘ ' -' P2 2\ h56). Saturated fats are found in

animal products such as butte milk, ice cream, cream, and fatty meats.

.’9 : .af_

They are also foyri.d S L, palm, and palm kernel oils.

However, most Gl ,' ‘arated fat and are healthy.

i ¥

A perspective publlshid in 2011 reported the replacement of 1% of energy from

i L DNLIBI W YN RS 101 choleserolan i

likely to roduce a reduction in BAD incidenamof more than 8% (Dyerberg et al.,

201 '],ha ﬁhﬂ j)m M m;aq u ﬂlﬁﬂat is effective in
lowermg LDL-C, while lowered the level of HDL-C slightly in men but not in women
(Mensink and Katan, 1989). Thus, substitution of carbohydrate and/or unsaturated
fatty acids for saturated and trans fatty acids results in reduction of LDL cholesterol

(Mensink, Zock, Kester et al., 2003). Monounsaturated fats are found in olive and
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canola oils, and polyunsaturated fats are found in fish, safflower, sunflower, corn, and
soybean oils.

B) Trans fatty acids are form when vegetable oil hardens
(a process called hydrogenation) and found in fried foods, commercial baked goods

(donuts, cookies, crackers), process gp‘pads, and margarines. They can raise LDL-C

ﬁt al., 2006).

levels and also lower HDI -G N

‘weight reduction could lower
of body mass, body weight is
; -t al., 2006). BMI is a simple
index of weight-for-L 41 & F i ‘. . . . assify underweight, overweight

and obesity in adults. ¢ 1s “ograms divided by the square of

@
: AJ
between 18.5 and ) B fo)n 25.0 and 29.9 kg/m’ as

wdition, waist circumference

the height in metres (kg/m2) FC health guidelines classify adult BMI

. V
overweight, and 30 ! 2
¥ |

provides a convement measure of abdommal obesity, with men's circumferences

08, v SIS I SLLR Sy oy o

Institute of Health (NIH) 1998) ©verweight amlh obese individadls are at greater risk
for deﬂlmlﬂ)ﬁ a‘j)m Mﬁu’] gonﬂylaﬂondltlons such as
diabetes, hypertension, and dyslipidemia (Calle et al., 1999).

In revascularized patients who undergo bare-metal stent
implantation, obesity is an important risk factor for clinical and angiographic

restenosis at the target lesion and for composite major adverse cardiac events in
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patients who receive, but not in drug eluting stent (DES) implanted patients (Nikolsky
et al., 2005).

Among patients undergoing PCI with DES, obesity was not
associated with restenosis at the target lesion, but was associated with a higher risk of

‘¥ at remote target lesion (Zhijian, Yujie, and

atherosclerotic progression and ste
Yingxin, 2010). Cardiac
make the technical difmmmem— heifht t=—————ical and postsurgical care which

related to perioperativz besity has not been reported to
periop p

be associated with 'ABG in numerous studies

(Ascione and Angel, trast to BMI-defined obesity,

\
W

the components of ft, \ lave been associated following

CABG, with angiogr‘t o:lerosis in nongrafted coronary

arteries (Korpilahti et al 19 5, and Weinstein, 2008). The Metabolic

syndrome was algo e Algnt risk factor for morbidity

Wy, Y]
and mortality follow i e 1

NC‘EP ATP III 1dent1ﬁed the metabolic syndrome as a multiplex

fﬂ%@@m UYNT WLINENS e s ollowing o

ATP III are shown in Table 1. When 3 of 5 ofathe listed char@eteristics are present,

AR NIV EARE
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Table 2.3 ATP III Clinical Identification of the Metabolic Syndrome

Risk Factor Defining Level

}
. . . . . ¥
Abdominal obesity, given as waist circumference '

Men >102 cm (>40 in)

Women >88 cm (>35 in)

Triglycerides 2150 mg/dL
HDL cholesterol

Men <40 mg/dL

Women <50 mg/dL

Blood pressure 2130/285 mm Hg

Fasting glucose >110 mg/dL

A pI‘ — - Jrovide the foundation of
V. A
treatment for metabq I 3 cremies HDL-C, decreases LDL -C

¥

and triglycerides. Toggther, diet and exgrgise improve risk factors more than diet

- AUTINENTNEINS
WA

Etherton, 1992) and also increased HDL -C (Wood et al., 1991). In revascularized
patient, the target BMI is 18.5 to 24.9 kg/m?®, with a waist circumference of <40 inches

for men and <35 inches for women.
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4.3.3 Physical activity management
Along with dietary management, physical activity or exercise is
an essential element of the lifestyle therapies and the centerpiece of rehabilitation
programs. It is difficult to know the precise proportion of benefit due to exercise
alone, because most data derive frm p gmprehensive exercise rehabilitation programs

/, ﬁtion, dietary management, however

this exercise training ¢ v ¢ red Wark ==—m—lity of life (Brochu et al., 2000).

that also incorporate such s

The benefits of exerci ging cardiac stroke volume and

skeletal muscle ox I' Dt is able to deliver a given
\\\\

: % W
quantity of oxygen 2 \ -SUMM at a lower heart rate and at

lower systolic pressi# ( 1 "‘" ey L. "bllock, Franklin, Balady et al.,
2000). The decline in*a’ iritrate % systolic arterial pressure)

corresponds to a reduction iri xygen demand for a particular level of

Y

exercise, allowinf, ) Ly er level of activity before

r"'
! ) 1
demand outpaces 'I — 1as been observed to increase
k
¥ e |

by 25% to 50%, preéumably through the vasodilation of coronary arteries and

mpmvemenﬂfulm IS WA Ftambrech e o, 200

Schachm er et al. 20}_1 The _trffined atlentﬁnust achieve @b ﬁsmloglc training

L WERT i Wileh k]

(running, jogging, fast walking, cycling, swimming) performed at least four times a

aerobic exercise

week for at least 30 minutes a session, resulting in a heart rate of 70% to 85% of a
predicted maximum (Balady et al., 2007). However, significant reductions in coronary
risk do not require the attainment of maximum cardiopulmonary fitness. Moderate

degrees of exercise may provide nearly equivalent results. Persons with low baseline
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levels of activity demonstrate the greatest improvement in outcomes with exercise
training, even if they exercise with only moderate intensity (e.g., walking 3 to
4 miles/hr). Epidemiologic data suggest that simple informal exercise carried out as
part of everyday life (e.g., walking, stair climbing, working in the yard) confers

survival benefit. The current conse g jgregarding the approach to exercise is shifting

from an emphasis on maxins ﬂimizing compliance. For previously

inactive patients, this = nt(¥a [ a moderate degree of exercise,

usually prescribed as < to 4 miles/hr by accumulate a

total of 30 minutesifcrf = P O\ et than to put in 30 minutes of

e \ . . .
The reg; M cal 2 :C¥ to weight loss by increasing

caloric output and mt c st {ilani, 2004), decreased anxiety,

/

depression level, increased qr avie and Milani, 2004; Piperidon and

Bliss, 2005). Foj.A A )h intensity exercise( 30-60

: ')
minutes/day, 3 timc—4ct Mo uated after duration 12 weeks

|

(Kodama, Tanaka, Salt? et al., 2007, Dur tine, Grand]ean Cox, and Thompson, 2002;

o rf] 31817 DTS HRIVA S o ot 23

an increase of 5 tof26% in the@atio of total Sablesterol to HDL-C
(War%m]r] amjz;y ;J mf] grmlgfl f\ll@ ﬂ line triglyceride
values that exceed 200 mg/dL, exercise alone, without dietary change, decreases
triglyceride levels by 22%. The minimal effect of exercise training alone on LDL-C
makes a strong case for concurrent nutritional counseling and drug therapy (Brochu

et al., 2000)
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4.3.4 Medical adherence
Adherence refers to the patient’s ability and willingness to follow
recommended health practices. The use of secondary prevention medications, such as
antiplatelet agents (Mangano, 2002; Johnson et al., 1992), angiotensin-converting

gt _al., 2001; Kjoller-Hansen et al., 2000),

enzyme (ACE) inhibitors (Oosterg

B-blockers (Chen et al., 20088 / 'o therapy (The Post Coronary Artery

=

 , 197, == ct al., 2000) have each been

ents in patients after CABG.

e

\ malicated secondary prevention
_ W W

medications after hogfit- 4% g at N\ N Slkssociated with a lower 2-year
rate of death or m34 i "‘" - Munderscore the importance of

to "Mpivve long-term clinical outcomes

after CABG surgery (Goya — Silber et al.,, 2000). For secondary

prevention, of cojlzk 4 optimal medical treatment

)

of risk factors is 'I 1 1= 115k factor modification, all of
. .I.N |

these patients (accordlg.g to the rules of ev1dence based medicine) should take these

ooy W ANBNS NI Y Fotrnce e pesnt

Nonadherence to each class of thfs medication@was associated@fith higher all-cause

%n:.lIQmMJM mnflsa n&l),l)@ ﬂiherence to these
medications i1s common in clinical practice and associated with a broad range of
adverse outcomes. Silber et al. (2000) surveyed the using of these drugs in post
revascularized patients, they found only 89% were on ASA (or clopidogrel), 51% on
lipid lowering drugs (46% on statins), 65% on beta blockers, and only 43% had an

ACE-inhibitor. These findings suggest that medication nonadherence should be a
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target for quality improvement interventions to maximize the outcomes of
revascularized patients. There were many studies demonstrated the effective of
program to improve medical adherence in this revascularized patient group, Campbell
et al (1998) reported proportions taking aspirin which was ascertained by postal

questionnaire. A significantly grezjeg guumber of intervention patients at one-year

follow-up was taking 7 Is. Carlsson (1998) found significant
differences between = w.d ‘_ﬂ,xtients in use of statins and
cholestyramine. In the \ oht (1994, 1999) trained health
visitors assessed the 1 by interviewing patients. At
the two- and five- \) sher number of intervention

patients were using p

5. The self- efficacy theory

. Y]
To change | N Flom.scularization is the major key

to success in lifestyle glterventlon this ae}qmre individual assistance to identify and

o 0o} UARLING WLV Goms, houghs, s

competenc1es and life situations fhat act as bagers to behaviot change and hence
diseas }g’la ﬁ.ﬂ ‘;m yn“mnag"e'r‘s] Mst in decreased
perceived importance of making changes and how they behave in response to

different situations these are related to decreased self-efficacy.
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Definitions of theoretical concepts

Self-efficacy is the belief in one's effectiveness in performing specific tasks.
"People who regard themselves as highly efficacious act, think, and feel differently
from those who perceive themselves as inefficacious. They produce their own future,

rather than simply foretell it." § ‘ficacy theory is an important component of

ﬁheory, which suggests high inter-
d

s, and cognitive factors. Each of

psychologist Albert Bandu

these variables had ir* 7/ AR meoach other in a triadic reciprocal

A U8 INENINADT
%m&ﬁﬁﬂﬁmlﬂ maﬁfngj ;Lﬁtxﬂ a belief about

one's ability to successfully perform a behavior, is independent of outcome
expectancy, a belief about the likelihood of the behavior leading to a specific
outcome.

Bandura (1997, 1986) describe that there are two components in self-efficacy

theory include perceived self-efficacy and outcome expectation. He defined self-



51

efficacy as the conviction that one can successfully execute the behavior required to
produce the outcomes. The outcome expectancy refers to a person's estimation that a
given behavior will lead to certain outcomes. He states that self-efficacy is the most
important precondition for behavioral change, since it determines the initiation of

coping behavior.

seif Eit gy A £ 4= \ Qoﬁe Expectancy, can take the
level Y A : = S\ SarSof physical, social, self-
- M uation effects

Figure 5 The differenc 5 aved self-efficacy and outcome

\Z

..I
W

Meta-analysis gf researches on e relationship between perceived self-

s Y 908 mw VR Fecy e more sonsly

related t rf e or befu r Cﬁg ﬁ 1985; 1l and King, 1995,
Rounaﬁ]fh 2) EJ’]

Self-efficacy or perceive self-efficacy; concepts of self-efficacy are the same
as social learning theory (Bandura, 1986; Brawley, 1991) Perceived self-efficacy is
defined as people's beliefs about their capabilities to produce designated levels of
performance that exercise influence over events that affect their lives. Self-efficacy

beliefs determine how people feel, think, motivate themselves and behave. Such
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beliefs produce these diverse effects through four major processes. They include
cognitive, motivational, affective and selection processes. Bandura (1997, 1986),
there are four major sources of self-efficacy belief, as follow.

1. Enactive Mastery Experience

spurce of efficacy information because they

This is the most inflve kb’

provide the most authent <8 ),_ one can muster what it takes to
succeed. Successes col™ = ob¥,t scu=mm——_:acy whereas failures undermine

it, especially if failurs is firmly established (timing is

important). A resili #® Fo 3 \ l=nce in overcoming obstacles

iteiing  activities without adverse

consequences, can also enha self-efficacy by demonstrating that the

=L
activity is “do-abjaAa N, £ icarious experience can be

Y]

v
enhanced through 11= rorm an activity), or symbolic

! - 8 [
i ¥

modeling.

. m&mm EW]?W BInN3
le ar é 0 eﬁeve u cessfully @etomplish a task or
beha\ﬂrﬁiﬂhe ﬁjm o at?gl ari anﬂlctlon However,
because verbal persuasion is not grounded in personal experience, it is a weaker
inducer of efficacy and may be extinguished by histories of past failures.
4. Psychological and Affective states

Enhance perceived self-efficacy by diminishing emotional arousals such as

fear, stress, and physical agitation since they are associated with decreased
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performance, reduced success, and other avoidance behaviors. Emotional arousal can
be mitigated with repeated symbolic exposure that allows people to practice dealing
with stress, relaxation techniques, and symbolic desensitization.

Outcome expectation a judgment of the likely consequence such behavior

will produce” or as a person’s as i j jo that a given behavior will lead to certain

outcomes (Bandura, 1977 1 ﬁause the outcome expectation is the

result of the judgmerimmm—" ' m—sh, so it can’t to contribute to
2ot result in behavior consistent

with that belief, hoy iy 212 cWalthat the outcome of engaging

o - o = - —

Self-
efficacy

e Resignation Self-evaluation

Apathy despondency

Figure 6 The relationship between perceived self-efficacy and outcome

expectation (Bandura, 1977)
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From the figure 6 could be describe that if increase in the perceived self-
efficacy, the outcome expectation is also high and there is high tendency of doing it.
Whereas, if the perceived self-efficacy is low the outcome expectation is also low and

there is high tendency of not doing g § jnd if people with high self-efficacy normally

have high outcome expectBs
medium or low outcons
In additioz

and maintaining in positive

behavior, self regul lify in this process (Bandura,

1997).

The relatior (' regulation

Self efficacy} “f learners self confidence towards
learning. Individual is moas = E‘"-.,i ertain behaviors when he believe he

k

is capable of i 1mp y ,,s:' *'J this means that he has high

self-efficacy (Bandu. ! 1997) .«

ﬁwqj ﬁW‘W‘yﬁkﬂrﬁmdual has his own ideas

about what is§ppropriate or 1nappropr1ate behav1or and chooses actions accordingly
oy ma«mw AR PR Y oomacom
one of e most important consequences of the development of self-efficacy beliefs is
the development of capacity for self-regulation. Self-efficacy beliefs encourage self-
regulation by influencing goal-setting, activity choice, persistence, effort expenditure, and
problem-solving. In the other way self-efficacy beliefs are considered essential to

successful self-regulation (Barone et al., 1997, Maddux and Gosselin, 2003)
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There are four key components to the self-regulation of behavior: 1)
setting goals, 2) self-monitoring, 3) self-evaluation, and 4) self-reinforcement or
punishment. These four components are conceived as forming a feedback loop.
Therefore, the four components are not steps or stages, but rather points along a

process that continually feeds back oykcglf (Carver and Scheier, 1998) (Figure 7)

|
ﬂ setting, self-monitoring, self-

reinforcement were the woe f2(8rs =smesssd in the behavior management

Thus, self reo

nursing program.

Goal settin

AULINENINYINT
A RTEATSAFTYE e
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6. The relationship between self-efficacy and risk behavior

6.1 Self-Efficacy and Low-Fat Diet
There is substantial evidence that reducing saturated fat in the diet

events (Kromhout and Lezenne-Coulander,

/‘forts to alter dietary habits through

various programs have = §f ted‘=ess (Advisory Board - IHHC,

decreases the risk of recurrent cardize

1984; Kushi et al., 1985; Ksg

1992). One reason for fajlure to fully understand the

cognitive mediators Higginbotham, 1995) .One

recent study by Plc \ % found significant positive

association between s fat diet (dietary self-efficacy)

and outcome measures: d 1 A ddict. W1W-e research is needed focusing
!

et ! .

specifically on dietary self-ef '& fiine whether substantial saturated fat
Fe A

reductions can be (ai ' Bic£L=d to increase dietary self-

L>F A o
efficacy. A .

'l! Iry
i ¥

62 sﬂ%ﬂmmmwmm

Of course, physical aofivity is not galy important tgfunctional recovery
» AAANNAUANIR DD EL s s
Center for Disease Control reviewed existing observational studies and found a
significant and graded relationship between physical activity and the risk of CAD
(Powell et al., 1987; Littman, 1993). Exercise is widely recommended for secondary-
risk reduction in revascularized patients. However, relatively few people engage in

regular exercise for a period of time to secure the benefits of moderate exercise to
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physical health (Dubbert, 1992). Social-cognitive variables, including self-efficacy,
seem to play a major role in this attrition." Research suggests that self-efficacy
expectancy, outcome expectancy, and outcome value are important in the initiation
and maintenance of a variety of exercise programs (Brawley and Rogers, 1993;

Brawley and Horne, 1988; Desharna’g gfal., 1986; Dzewaltowski et al., 1990; Garcia

The rela 4 > F el d outcome expectancy on

LS \\\
exercise behavior ha gfCe & & 1 ters \ rOMltages of exercise experience
(Marcus et al., 1992; 4 () ’acobson, 1991; McAuley and

Rowney, 1990; Poag-I “ ley, ™). Although initial experience

s
with exercise may base their d ‘ﬁ targely upon their beliefs of the value of

effize strongly influences self-

-
- |

\Z : A )

efficacy (Ewart et '| . =5 determinant of persistence
(Maddux et al., 1995).

U T TTITT CITTEY S—

efficacy best predlct exercise beMavior over gine. Self-efficeqgy for the exercise
compoR s VT o9 £l P20 A VHELT LN &l i baric

have been studied by Poag-DuCharme and Brawley (1993). The types of self-efficacy

the benefits of exe  Jje

that predicted exercise intentions varied at different points in their 12-week
community-based exercise program. This study and others (Poag-Charme, 1993;
McAuley, 1992, 1993) suggest the need for further study concerning changes in the

relationship between self-efficacy and exercise over time (Maddux et al., 1995).
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6.3 Self-efficacy and Weight Loss
Being overweight is a significant risk factor for the development of
recurrent cardiac events in revascularized patients. Weight control self-efficacy to
perform behaviors that lead to weight loss has been examined in a number of ways. In

fact, the assessment of self-efficacyyvages greatly from study to study. Due to the

great variety in assessment (s \\1/ , reight control self-efficacy, it should
be noted that it is diSimmmmm—"sun LAl —dings and make generalizable
conclusions. The closest L o | S nt in the field of weight control

™

a Self-Efficacy scale (ESES)
\\\

W idence suggesting that weight
@\
% cross-sectional evidence that a

self-efficacy is Glyn
(DiClemente et al., 1

control self-efficacy p'#s

Chambliss p et
J":E‘i'.
self-efficacy enhancing treat 1\ - Creater weight loss than a comparison
group. However, t g ' ffc, with an internal locus of

— @)
- |
L)
1

control. Much 9 sricrous  prospective  studies

AI :J‘ |
investigating the predlctéve powers of welght control self-efficacy on weight control.

ffcacy rﬁs BN IAT B G of reament iymn

and Ruderman 986, Forster and Jéffrey, 1986).e,

q ‘LA SNIUIRLINLIALL o, e
expectancies (i.e., subjects' confidence in reaching their goal weight, confidence in
losing a certain amount of weight, or confidence in their ability to lose weight and
maintain that loss) have been able to predict dropout from a weight control program
(Mitchell and Stuart, 1984), as well as weight loss (Weinberger et al., 1984), and the

maintenance of that weight loss (Blair et al., 1989). Most studies that use efficacy to
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resist the urge to eat or refrain from overeating have found these efficacy evaluations
to be predictive of weight loss during the active phase of treatment (Glynn and
Ruderman, 1986; Forster and Jeffrey, 1986). In addition, posttreatment efficacy
evaluations have been related positively to maintenance of weight loss (Patsis and

Hart, 1991; Rodin et al., 1988; DiClepsnte et al., 1995).

Despite all the ' gcrences in the assessment of self-

efficacy related to eating =1 @ fTicacy evaluations appear to be
useful and unique predi~: anstructs predict weight loss and
maintenance of that as self-efficacy focused on
overeating behaviors 7 v

Summary Wis program is base on the TLC
recommended by NCE 2 four sources of self-efficacy
(Bandura, 1997) to motivate e y behavior and using self-regulation

F A

include goal setting Mel€ ' y f5d social support to running
\YF Y |
in the process for cl. . 2 ’

i

The program has aimed to 1mprove percelve self-efficacy expectation of

s o o R VIV WA o o

lipid profile as following: decreated total chalesterol, triglyggride, LDL-C, and

weead AN I ARTINER Y

7. The secondary prevention program in patients with coronary artery disease

The secondary coronary prevention refers to the implementation of therapies that

aims to prevent further coronary events in individuals who already have signs of CAD
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and thus targets patients with angina pectoris, survivors of MI, and post
revascularized patients through risk factor identification and modification
(Murray and Lopez, 1998; O’Connor et al., 1989; Murchie et al., 2004; Berna et al.,
2005). From literature reviews and synthesis many studies involved in the secondary

coronary prevention program, there ‘ware various design of programs. Most of these

studies demonstrated the s /fed outcomes such as decreased
subsequent mortality ang Wit cardiac events, reduced risk
factors, improved qualit ' N, itive effects on lipid profiles
(Gordon et al., 1977; _ 01). The variety of programs

\ \ s following:

: TR - -
Patient education '& ® major key of success in lifestyle

- 75
o
intervention which [y v'fiGoe in diseases, risk factors,
e - -

‘ / My .
healthy behaviors, V:‘ = T increase self-efficacy,

empowerment, and motlvatlon in change behaviors (pantley, Parker, Knight, and

zoﬂw@w PTHBATE e e e

varied from in v1duallzed approag¢h by face-tqeface or groupggducation approach
whlcha mif(]naﬁln imum lmgﬂm’(] @ me et al., 1999,
Ornish et al., 1998; Nordmann et al., 2001; Cantley, Parker, Knight, and Perdomo,
2003; Cantley, Parker, Knight, and Perdomo, 2003; Park, 2006). Many studies
reported that the learning need of patients was the single indicator of the success of

programs (Bijlani et al., 2005).
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Thus, the identification learning needs of patients is the first step in the
effective education program. Wang and Qu (2000) explored the learning needs of post
MI patients. They found the two studies rated risk factors, anatomy and physiology,
and medications as the top of learning need of this patients group during the post

CCU period whereas the other study rated risk factors, medicine, diet, physical

learning.
Many studis : N o needs of CAD patients in
imilar to patients during

WAms management, medication

information, anatomy# . ,lol(ﬂh- Wle factors which represent to
knowledge in diet, phy a(ﬁ e I8 sH¥tion, psychological, and social

s :
support (Wang and Li, 2002 '& tliszer, 2003; Zheng and Shun, 2003).

F A
These evidences wi:™ '

e ——————— -
-

AYF \
Educat; . . ' ¢ change patients’ behavior

1pr revascularized patients.

i ¥

were effected in dlsease management reduced hospitalizations, reduced risk factors,

improved surﬂ W%ﬂﬁ WW E]qa.ﬂe‘zl 2002; Haskell et al.,

1994; Schuler et al., 1992; Stamp#r et al., 20Q04; Steptoe et alg999; Gould et al.,
o RH IR AUNADDNEIREL g
provided significantly higher rate of blood lipid test and rate of lipid lowering

medication using in CAD patients (Cantley, Parker, Knight, and Perdomo, 2003)
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7.2 Lifestyle behavior patterns
NCEP ATP II recommended TLC as the main model in lifestyle
therapies for CAD patients which including: 1) diet reductions in saturated fat and
cholesterol intakes. 2) weight reduction and 3) increased physical activity (National

Cholesterol Education Program, 200"

7.2.1 Physical /;d physical activity have -clearly

‘misfoy ﬁ cholesterol, reduce
iy e HDL cholesterol, reduced LDL

demonstrated benefits ¢

cholesterol and triglvecg 2002) and weight reduction.

Blumenthal et al., o by MOW increased functional capacity
(Gerard and Sue, 199: F‘- )./ %i?a recent randomized trial that

compared the effects of dally e - , ¢ of PCI in patients with chronic stable
b

angina and single( ef demonstrated better major
vl
J

adversed events and _ A ~tot in the exercise group than

1.!

in the PCI group (HamJ)recht et al,, 2004) Thus, the physical activity motivation

s e o B ARG P AR e mansgoment i

CAD patients (Thomson et al., 200%)

Q wf] al'ﬂ n jmﬂm;’];nﬂla Erl)l profile from
clinical trials was shown as followed. A meta-analysis of 52 exercise training trials of
12 weeks’ duration including 4700 subjects demonstrated an average 4.6% increase
HDL cholesterol and reductions triglyceride and LDL cholesterol by 3.7% and 5.0%,
respectively (Leon and Sanchez, 2001). The Health, Risk factors, exercise Training,

And Genetics (HERITAGE) study, included 675 normolipidemic subjects who
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participated in 5 months of exercise training (Leon et al., 2000) also had similarly
increased HDL cholesterol, and decreased both LDL cholesterol and triglycerides.
However we could not identified the studies that have addressed the effect of exercise
in subjects with dyslipidemia.

Many studies hageyrgported the benefits of exercise-based cardiac

rehabilitation to reduce moi . MI patients (Blair et al., 2005; Lee

et al., 2004; Elley et al., s
Prevention and the American
'nded the goal of exercise to
; N pek (Pate et al., 1995). Even
We physical activity with target

Thailand’s national he#

60 % of people to havs ysical activity for 3-5 days per

week in general population U

.’9 J

'(National Health Policy Committee,

A (se but from the national
Y |
h

"1 women) of people having

2001) and implenjelys

17
survey reported oniy—=

T

JH

regular exercise wnh 3‘p minutes duratlon for 3 days per week (National Statistical

om0 i gﬂsmﬂw@wmemmgy i besth car

Q W’l AINIUNYAANEIAL. .

of exercise-based rehabilitation with usual medical care. The results shown that the
mortality rates did not differ between programs limited to exercise and those
providing more comprehensive secondary interventions, and trend were noted for a

lower incidence of nonfatal myocardial infraction and revascularization in cardiac
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patients who received exercise-based rehabilitation, but did not significance in
statistical.

The Health, Risk factors, exercise Training, And Genetics
(HERITAGE) study, included 675 normolipidemic subjects who participated in

5 months of exercise training (Leor ., 2000) also had similarly increased HDL

cholesterol, and decreased bos " and triglycerides. However the result

could not identified the — it slve :d"’_‘ie effect of exercise in subjects

h -‘-\'-. . .
Nstle cardioprotective effects of

aerobic exercise at al’ (Leon, Franklin, Costa et al.,

2005)

7.2.2 Diet man main objectives of diet intervention

LA T

including; allow thielpz R qdy weight, provide a well-

-

S Y ) : _
balance diet with T2 .= > and the last is restrict in

saturated fat and retmid carbohydrates. Patlent knowledge is important in goal

i SIS AG TR G i i

type of fatt food in their comfnunity, the ghility to interpggy nutrition labels on

food }%mf] QQ najm u-mr] Qfm ﬂftl)@ EJaratlon methods
that affect fat content.

Burr et al. (1989) reported the effects of dietary intervention in

2033 post MI patients. This resulted show that group of patients receiving advice had

lower mortality rate.
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Singh et al. (1992) reported the effect of fat-modified and fruit
and vegetable enriched diets on blood lipids in the Indian Diet Heart Study for
12 weeks. There were significant reductions in total cholesterol and LDL-C,
triglycerides in and incidence of cardiac events intervention group

Maureen et al. (20002 evaluated the effectiveness of twelve weeks

of the dietary education in ca N yrogram base on self-efficacy theory.

7.2.3 Wei onty A2 A c1¥n therapy provides lower LDL

:’;‘5
cholesterol and also non 11p1 netabolic syndrome. Assistance in the
by A
i < Clinical Guidelines on the

-

)

£ ind Obesity in Adults from

management of ov{iiyes

e

Identification, Eval .
the NHLBI Obesity Eaugatlon Initiative ( 1998)

ﬂ u&{}%ﬁl w@rwg:’}ﬂrﬁd the benefit of weight

reduction on cholesterol a signifiefint reductiongin LDL-C, trigiyceride (Dattilo and
Kris- E%(m fl)a ﬂ(ﬁﬁmlu m;llm &lnla EJtlve weight loss
period which could be minimized HDL-C reduction in this phase by exercise and
HDL-C was increased after a period of stable reduced body weight (Wood et al.,
1991).

Nordmann et al. (2001) compared the effects on lipid profile

between reduced fat food and low carbohydrate food. The reduced fat food had more
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reduction in total cholesterol, Triglyceride, LDL-C, more increased HDL-C. Whereas
low carbohydrate food had more favorable effect in weight loss in 6 months period
but in12 months period, there was not different in weight loss.

7.2.4 Psychosocial management

usually have various stresses and emotional

Patients having GGA

disturbances (Frasure-Smith s N v /_n et al.,, 1995), these psychological

fa._{-i.

disturbance refer to P = had adverse effect on lipid

profile, on cardiovascn!s te, blood pressure, muscle and
myocardial oxygen ¢ Sow (Wood et al., 2005). At
\\\

N cgral part of the secondary

bunseling by nurse to reduce

anxiety, depression and VA sfac ¢“unch, Marshall, and Gebhardt,
s

1986; Bure et al., 2003). Una ‘ﬁ suggest that patients having continued

contact with nurs:3af : gif.y. depression, and increase

T E—
- |

\,

quality of life in 5‘ ®ent and relaxation therapy

oy
|
.I.N

rovided significant red ction in stress symptom (Frasure-Smit and Prince, 1995) and
p gn }

mprovement ﬁ%hﬂg’@%ﬂ NINYINT

Dusseldorp et #l. (1999) preegnted results figgm meta-analysis of
37 stuaswnﬁhqmaﬁmuem;l%mﬂ@r@sﬂr CAD patients,
they fouﬁd that 34% reduction in cardiac mortality and 29% reduction in recurrence
MI by 2 to 10 years follow up. In correspondence with many studies in the impact of
psychosocial interventions on the frequency of major cardiac events. They
demonstrated the program could significantly reduced cardiac events, rate of PCI or

CABG and lower costs compared with control group (Thompson and Meddis, 1990;
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Burell, 1994; Nelson et al., 1994; Jones and West, 1996; Frasure-Smith et al., 1997,
Blumenthal et al., 2002)

A large randomized multicenter trial, Enhanced Recovery in
Coronary Heart Disease Patients (ENRICHD) demonstrated the reduction in recurrent

intewvention in patient with depression and low

MI and mortality by psychosocial

defined as a quality of the

nrovide the beneficial effects

elf-esteem and self-efficacy

(Rozanski, Blumenthal & 2 et al, 2003). The studies in

patients without social support tuents (Case et al., 1992), MI or heart

failure patients, hip¥yg : afopiated with higher risk of

e )
-

)

recurrent cardiac eve _ " ' 1997; Rozanski, Blumenthal

AS

1.!

and Kaplan, 1999) espeglally in 6 months after cardiac event, in the other way, the

peyehosocal ﬂp%gusg VRIS B P Germotions recovery

12 months, and 5 years after drdiac eventgs, less cardiacgimvalidism after MI
(Rlegelﬂlm;lnaxﬂyn jl'mlufuf] 11] Hlﬂﬂen set as a part
of the secondary prevention program.
8. The Behavioral Management Program
In this study, the behavioral management program was modifying for
lifestyle intervention, as a part of secondary coronary intervention in recruited

revascularized patients. For the goal set up and management in each lifestyle in this
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program, we used the guideline from NCEP ATPIII. Whereas the concept of activities
to motivate each patient to have sustained healthy lifestyle were base on four sources

that could increased patients’ self-efficacy in self-efficacy theory (Bandura, 1977,

1982).
The activities in this proggjrghad been planned to three phases.
1) Pre -phase I '
The acti pat 10n¢-phase) had aimed to assess and
also to identify individ healthy behavior according to
NCEP ATPIII

NoySeort questionnaires (less than
Whavioral questionnaire, b) Thai

A

version Morisky Med# (MMAS), ¢) Thai version Heart

s :

Healthy Eating Self- Efﬁcacy y The Coronary Heart Disease
L b)A

Preventive Self-Eff1¥§g '

\7 AX
1.2 S =""total cholesterol, LDL-C,

-II i
¥

HDL-C, and tnglycende level

2ﬂ‘lﬂ&l%’3‘ﬂﬂﬂﬁw BN

he activities in thés phase wergnset up at outggtient department of

comma M '1 ﬁ gﬂ ﬁfmuhm rll‘g ﬂvﬂ’llaalﬂd to educate and

to manage unhealthy lifestyles. The education process was either face to face or group
approach and was provided by trained research assistance.

For face to face approach, we will explore individual risk burden, and

manage each patients in different way depend on each type of risks they had. This

approach will motivate self-monitoring, self-reinforcement of patients and Enactive
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self-mastery is achieved when patients experience success in change behavior, these
can enhance beliefs of personal efficacy. The other one of four factors that can
motivate self-efficacy called vicarious experience, or the process of learning from
other people’s behavior as a role-modeling, is a central idea of Social Cognitive

asserts that individuals can witness observed

Theory and self-efficacy. This idea

behaviors of others and thig " g.ame actions. As a result of this,

# . - h ‘A\.‘ .
their competence and j she "N 1Vess as a verbal persuasion to
; g \ :

W

motivate self-efficacy 4 JF cataniod 5 present as many medias e.g.

Power Point program, T ist was developed to ensure that

1t : . o .
key topics of this education pr 'ﬁ d, but sessions varied in their content
S b

based on the needs(a¥ Jfiiient. In addition, telephone

follow up at 3™ wec = o~ after 1** education activity

i¥

at outpatient department

www I VVE NIV G on e hren

lifestyle changes from NCEP ATHII that inclydgd knowledge gf lifestyle behavior
(lower% m:);lsao\a ntjglJ:lu mlll] geyc]aﬂd’l]eﬂcgl by providing
information and education on vascular risk in general, and specific base pertinent to
an individual’s problem in a effort to clarify the connection between lifestyle

behavior, blood cholesterol and cardiac events in the future.
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3) Post-phase
This phase was started in 12" week after 1% education activity in action
phase at outpatient department, we selected this time period because this period of
lifestyle intervention is enough to declare the effects of lifestyle on lipid profile

(NCEP ATP III, 2001). The activitigs,ig this period are evaluation completed lipid

profile and also lifestyle to ¢ .

The behavioral =

N

““\\ Wha process by which health
\

provider and patient ag 4 . 1eal-lln- B8 nheimer and Handley, 2009).
This patient-centered ap ] ﬁ .7 is®he central to the self-regulation

alis. .
process and is the skills that fiing of the human to practice or done
S b

helping human in attention

* .,Fa*

some activity for syYes
: y:._

process and success #_)"

Goal- settmg ‘§ generally performed ina collaboratlve manner, negotiating

goals and actlﬂpusﬂtq ﬂ.ﬂ W W%rjg’qaﬁ. \what their goals should

be. Patients are encouraged to choo#e their own gqals and in partggnlar to choose only
those ;aqumm }ift]l; AmeuMIg]egim chaﬁhgll of goal setting
may be | negative effect to changing behavior (Kalory, 1977). Goals do not
automatically activate the self-evaluative process that govern performance. In the
social learning analysis (Bandura, 1977), certain properties of goals determine the

likelihood that self-evaluation contingencies will become enlisted in any given
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activity. The degree to which goal setting creates incentives and guidelines for
performance is partly determined by the specificity of the goals.

In agreement with patients, we set up the goal as following examples:
increasing moderate level physical activity, selecting leaner meats and lower fat dairy

products, preparing foods in ways thgtyrginimize the fat content (e.g., baking instead

of frying), medical adherenc< N\ ¢ walking for 15 minutes four times a
week, drinking water rati
After settine 2 ' SN Neaed to have a next three follow-
up visits either at O ¢ ' = | Shone to evaluate their goal
attainment and to set :
Properties
To use goal | omsider the properties of effective
goals. There are three critical pit

.’9 J

1. Spe¢i¥ici S f1d set clear standards. This

[ 3
provides the patien —y B = “what is expected. This will

¥

also make it easier for th;m to gauge their progress e.g. I will losslkg each month for

thenexwmorﬂ’tdﬂﬂ@wfﬂﬁw’]ﬂ‘i

2. leﬁculty - This mfers to howm, challengin goal is for the
1nd1v1c§lmlgn§>$nfl)§gu M m’l? nﬂ’l QLEJ for the patient.
Goals should be set at a level of difficulty so that the patient has to put forth effort and
utilize resources, but are still attainable. Setting goals that can be achieved with little
or no effort will not increase a patient's motivation; setting goals that are too difficult
will be overwhelming for patients. Burke et al. (2005) reported that goal setting in

patient with dyslipidemia which assign into easily managed component that
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progressed in a step-wise manner to facilitate success could lower blood cholesterol
effectively.

3. Proximity - Proximal goals are goals that can be completed in the near
future. Distal goals are goals set to be completed only in the future (i.e. long-term

goals). Proximal goals produce grgsger performance because they are more

immediately attainable. Distag S I/ ¢ oken down into to several proximal

2. Health edur o o ‘ _. ' _’ ttempt to improve participants’
diet, exercise skill, medical
Wardiovascular disease (Wang,
rifinformation and education on

atherosclerosis and va#u : al, Mspecific base pertinent to an

individual’s problem in a effol connection between lifestyle behavior,

LZF
blood cholesterol a/18cs ' L (if health behavior, the prior

-
- |

L)
goal of health educ b S\ vificacy for management in

|
W u‘

risk behavior (low- d1et cholesterol exerc1se behavior, and drug adherence) that

s o 3181 3 PRI PG HA ARG i e,

triglyceride, LDL cholest¢rol anfl HDL-cholesterol. So thats this intervention
compc@ﬂtﬂh@tﬁeﬂcﬁm H(ml:;]'g m ae:]eaoaood cholesterol
level inciuding; exercise skills, diet management and medication, as follow;

Exercise skill in this program mean that aerobic exercise, take time at least
15-30 minutes, and 3-5 days per week that the high effective to patients with CAD
(National Health Policy Committee, 2001; National Statistical Office, 2001). Target

Heart Rate (THR) is one indicator that show in effectiveness of this program by THR
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could be calculate with 220-age (year). However, this population was the patients

with revascularization, so that 50-60% of THR is the result that could be accept in this

program. There were many studies that supported in exercise skill such as;
Hambrecht et al. (2004) studied in a recent randomized trial that compared

the effects of daily exercise with thcge,of PCI in patients with chronic stable angina

demonstrated better major adversed

__d

events and improved exig : citsat (_ﬂ the exercise group than in the

PCI group. As well M WL Seise training trials of 12 weeks’

werage 4.6% increase HDL

A studied in The Health, Risk

and single-vessel coronary ase®

esterol by 3.7% and 5.0%,

factors, exercise Trainf VAl SNISTAGE) study, included 675
normolipidemic subjects who " ® months of exercise training (Leon et

al., 2000) also had™olll == ¢ 0 and decreased both LDL

— @)
-

!

cholesterol and trig, _ wiiified the studies that have

re
|
J.H |

addressed the effect ot e§er01se in subjects with dyslipiaemia.

LR AT WA T i i

intake of foods with a high contafit of saturateqd fatly acids agd cholesterol. And
substlt% maﬁﬂﬂxjemtum%g uEJlf]f@, E!;umes and nuts
(NCEP ATPIII, 2001). Adjust all of menu in low cholesterol Thai food (Nutrition
Division, 2010) was the challenge in this program. Low cholesterol diet management
was the world wide study and high effect to control cholesterol level such as;
Intensive dietary counseling (to more closely follow the NCEP Step II

diet) to lowered LDL cholesterol during the recruitment phase of a 5-year clinical trial
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in post CABG patients. The treatment group had a 10.7% decrease in total cholesterol
and a 12.4% decrease in LDL cholesterol (Shenberger, Helgren, Peters et al., 1992).

Maureen et al. (2002) to evaluate the effectiveness of the nutrition
education in outpatient cardiac rehabilitation program base on self-efficacy theory,

duration for follow up in 12 weeks. I"ieresult reported that the treatment group had

greater improvement in restass A\ r/ cores on the Diet Habit Surrery and

cholesterol-saturated / WS Seeaergy from  carbohydrate are

Ml as decrease more than usual
eNnd percent of energy from
carbohydrate are signi#fa: ! Sy U8}, treatment group has decrease

more than usual group#\ Fe th ;7__; olel Wo¥ diet education, the participant
F 5o
would to be practice skill in To—— i1 low cholesterol diet and balance in
ﬁ“ " 4
H Jpd in low cholesterol was
"d

.I.N

Medzcatzon aiz’herence or drug adherence 1s a concept that refers to the

patient’s ablﬂ Haﬂvﬁﬂ ﬂ:%]!ﬂ@kw Hﬂ:ﬂx@ health practices in

medication (Monsky Alfonso, Mdrie, and Hargsg, 2008; Lars ggd Terrence, 2005).

oA ANDA HBI AN AALL s e

of cardiovascular-related emergency department visits (Hope, Wu, Tu et al., 2004)

energy of each of (UM

proposed in hand bo¥&

and the incidence of disease exacerbation relative to patients who were drug adherent
(Chapman, 2002). Improved medication adherence can lead to decreased emergency
department visits, fewer hospital readmissions, and reduced mortality in patients with

heart disease (Jia-Rong et al., 2008). Approaches to assess medication adherence
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include patient self-report, pill counts, pharmacy records, drug levels, biological
surrogates, and medical event monitoring system caps (Lars and Terrence, 2005).
Self-report measures include interview, diaries, and questionnaires, which are
generally and easy to use, and are seen as a cost-efficient and cost-effective method.

The designs of self-report tools vagj gignificantly, with some being designed to

measure adherence in a Sw A\ IS ulation (Thompson, Kulkarni, and

i irking helps people cope with
stressful events. Besi | ] S Ml well-being (Gleason et al.,

2002). In addition, soci#' Aer 114 htivation process of participants

to matching pattern (Bandura, = upport distinguishes between four types
“ "‘ 4

of support includir| 24 1;sharing life experiences. It

Y]
—uting; Instrumental support

involves the provis{Z

|
i u‘

involves the provision of tang1b1e aid and serv1ces that directly assist a person in need.

s pmwdeﬁ,;u@ AR LIBFHLIABS ntormationat sgpor

involves the prov151on of advice, sugestions, angsinformation thatsa person can use to
addresgm :l@nﬂfg § mp;J m ’] g tmpu’]oﬂfﬂfonnatlon that is
useful for self-evaluation purposes: constructive feedback, affirmation and social
comparison. Social relationships have a great impact on health education and health
behavior. There were some studies reported that PCI patients with high level
perceived social support had significantly less psychological stress and uncertainty

than patients with low social supported . So that Participants with the assistance of the
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researcher will attempt to stimulate social support by cooperating with important
members of the patient’s social circle. Social support is strongly related to behavior
change; it can increase exercise behavior, assist in the selection low cholesterol diet,
and a better medical adherences. Informational support in term of health policy

(30 baths for treatment all disease) is thg pin point that decrease the loss opportunities

treatment in patients and thiss '/ v 'be help support in physiology and
psychology feedback for

4. Self-monitor engages the individual in

systematically observi = circumstances surrounding

or prompting behavic iS\ driver tool that motivation

process to promo in se4 - (Faias w W rticipants will need to record

in daily logs their day to#a 1% pecific goals, this includes diet

|/

for each meal, the type an = oxercise, and medication adherence.
‘, .‘L/
Participants can th{:r'j

- -

Ifup, such as comparison of
-

- |

L)
. » ¥ b .
exercise performancb o Y ulg would be discuss when

|

.I.N

research assistance follokv up with patlents by telephone call and home health care.

Thee were ﬁnugfg 34 LIS INRIR PGt moniorin i e

intervention for change and maifitain behavigs, of patient \gi#th coronary heart
dsas Tyl AINRINIINYTAY

S. Self-reinforcement: refer the one type of the motivation process
(Bandura, 1997) by contingent self rewards consist of positive statements regarding
goal achievements. Diary reading will assist patients in developing positive
statements in an effort to achieve behavior change and reassurance, also it re-enforces

that patients and their caregivers are the key to a change in lifestyle. Sol et al. (2005)
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and Burke et al. (2005) as the same studies that adopted the process of self-
reinforcement in the intervention for change and maintain behavior.

The education media; Researcher would be constructed from review literature
and follow by content in the behavioral management nursing program, including;

1) Planning to teach for research assigtagnce, 2) Power-point presentation for research

-point presentation that had adopted

assistance, 3) Hand book for : .
in this studied because s — ‘. ca ;emée moving media would be help
in clearly meaning such ‘ N ise skill and so on. Telephone
contacts have demor havior change to improve
adherence and some Slontacts as the most helpful
strategy in promoting 4 stro, King, ans Brassington,
2001; Cantley, Parker, | 1) So that telephone contacts and

question guideline had adopted

Conclusion

1
A,

- JN. |
Accordinﬂo%%jp%«% H%Iﬁowgﬂsﬂ @ascularized patients in
U
Thailand, there was not the study thet assessed pagignt’s perceptiogy of their needs and

mavidl) WhL A N Ehd SR Q) B ARE L <

secondary and tertiary care unit. In our study, we assigned the intervention in

accompany with patient’s perceptions and their needs. We set up the program in
primary care unit because primary care unit is the health care unit that having a good
relation with patients on the base of rural Thai culture and this unit has a good

location in patients community. Since the lifestyle intervention need long term
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educations and regular follow up then these factors will provide the positive effects to
our program outcomes both of successful lifestyle change which can be encouraged

and facilitated for long-term success, and the improved lipid profiles.

‘ Y |
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CHARPTER III

RESEARCH METHODOLOGY

1\d method were described it included;

éfﬂ mple, sample size, sampling

In this chapter, the resea:
research design, research

procedure, instrument, . ' : reparation, data collection,

protection of right of {tir:

Research Design ’
\

A quasi-experim¢ ented in this study. Purposive

7
e
A ’.';‘ %

sampling was used to seie< J i grcWithin a community hospital; a 60

bed hospital located in ruraldicatiz/t =4 sblished by the Ministry of Public

Health was used. ;, .:‘{ e is intervention and the

other is control; a pre. St/post-iesvaoignmas used in ,, is study (Polit and Hungler,

<
1999). Outco f tgﬁl : cy]b .o%gholesterol at program
GVLY () i Lo
¢

entry (before) “d program comp intervention group and blood

- RIN TN N TR e

and usua’care. The research design is shown in figure 3.1

Pretest Posttest
Intervention group o1 X 03
Control group 02 04

Figure 3.1 Research Design
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OI:  Refers to blood cholesterol in the intervention group before receiving
intervention and usual care

02: Refers to blood cholesterol in the control group before receiving usual
care.

X: Refers to the behaviorglypanagement program

03:

04:

The participan Lt jrabdad \ ) ld receive usual care given to a

%of the behavioral management

%

nursing program in an interve =
EE 0
The term [ 1§ jicipant when visiting the
o

outpatient clinic at Ty 5 = 1y assessment, checking vital

o ¥

signs, blood check bassd on order of the last treatment, physician treatment, health

sdaation bﬁpummﬂmweg RN s anc reeiving

qmaﬁ”ﬁm ARINAY
Research setting

The purposive sampling was used to select a primary care setting within a
community hospital at the outpatient clinic of Bangnamprieo Hospital, Chachoengsao
in Thailand. The researcher selected this hospital because it was a primary care

hospital that contained a cardiac clinic in outpatient department (OPD) and was
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managed by a cardiologist and a nurse who had extensive experience in caring
patients with coronary revascularization and community nurse. Because the clear
transferring system to and from a tertiary care unit by following the policy of The
Cardiac Excellence Center Project (CECP) was set up in 2002 by the Ministry of

Public Health (MoPH) and Nationa alth Security Office (NHSO) to establish a

cardiac network throughout /_) imary care hospitals in the nearby
area would like to trs 4 mtﬁ heart disease for continuous
treatment and caring ir 4 ) NN vere willing to develop a set of
nducted in only one primary
\ used in other primary care

perceived participants health

Thailand (Ministry of Public i
.’9 J
Later, the ‘,‘; wf1n sessions is conducted at

)

: o o
outpatient departmcizy\ = and participant’s home to

i¥

enhance the follow-up cire

ﬂUEJ’JVIHV]?WEJ’]ﬂ‘i

Population and sample
Q mlﬁ&npg m' H M lmgﬂl’l@yﬂiewemlon (PCD
or patients who had already had coronary artery bypass graft surgery (CABG) who
were also receiving medication for the treatment of dyslipidemia.
Sample: Adult participants having had percutaneous coronary intervention

(PCI), or patients that already had coronary artery bypass graft surgery (CABG) more
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than three months ago and are presently having treatment for dislipsidemia. They
must be willing to participate in the study and meet the inclusion criteria below.

The principle reason why these subjects were selected in this program more
than three months after having had PCI and CABG was because they were in the

phase III in cardiac rehabilitation ,prqeram for maintenance-lifelong, community

coronary artery bypa - N hree months ago
(80 to attend and participate in
aerobic exercise)

o :
4) Unable to control % *. in the past 3 months and having an
L b)A

fTolesterol of more than 200

above average blqo%
y.’- X : .
mg/dl, HDL of les3== % ,.,Omg/dl and triglyceride of

more than 150 mg/cn or recelvmg drug managemem for hypercholesterol under a

physwmsorFiUEl’JVIEWﬁW BN

5) Havmg a stable heart disease (e.g. g0 uncontrolleg dysrhythmia or an
absengomflﬁﬁﬂ ‘im u“r]q ﬂ EJ’] a EJ
6) Having the ability to communicate by speaking, reading and writing Thai
Exclusion criteria
1) Patients that have a severe cardiac disease with a poor prognosis
(EF < 40%); patients that have substance abuse morbidity, or those that a physician

has recommended not to exercise
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2) Patients with cardiac events such as having re-admittance for a repeated
revascularization or unstable-angina or an acute myocardial infraction

3) Patients having been diagnosed with a mental illness that could affect the
continuity and integrity of study

4) Patients unable or unwilliggtp adhere to the follow-up requirements such as

moving out of the hospital’ 588 " 4 cing unable to maintain the follow-up
throughout the intervers
Sample size
The sample 4 g . " AR \ ) two groups: the intervention
and control groups. v : ‘ 7 ; N ants; the effectiveness of the
N g a large effect size (Polit and

number was determi

Hungler, 1995); effect # =%; 5 (0.8), an alpha of 0.05,a t-test of

i r?l
the difference between the m

2T A

led with a two-tailed t-test. Taking into
consideration a dji¥o . 11992), the total sample size
in this study was 5‘

J

both groups totaled 37 29 subjects in the expenmental and 28 subjects in the control

o e 1) BIVEIR S VRIAR B e v crost i

and had to be re-admitted before ompleting thigsprogram.
%mlﬂﬁnﬁm u m:.t] g u;ﬂ:lﬁ El)lood cholesterol

can be achleved within 2 to 3 months intervention duration. (NCEP, 2001 ; Ade., et al,

270n, the number of patients in

2000; Ford., et al, 2001). Then, three months period was therefore chosen for the

current study.
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Sampling Procedures

Primary Care setting,
Thailand

Purposive sampling

.-_ scheduled
lar clinic

Random assignment

r@ group (N=30)
Complete trial (N=28)

Figure 3.2 Details of the sampling procedure

The procedure sampling started two days before the scheduled follow-
ups in the cardiovascular outpatient clinic at Bangnamprieo Hospital, Chachoengsao,
Thailand. The list of outpatient attendees was pulled from the Out-patients Clinic

Appointment System and printed out in order of booking sequence. Participants were



85

screened by the principal investigator according to the study’s inclusion criteria and
none of the exclusion criteria. After the list was obtained, potential subjects’
appointments were confirmed by phone and taken as random assign by simple random
sampling into the control and intervention groups. Details of the sampling procedure

are presented in Figure 3.2

Instrumentation
Four types of ine: il SSwere as follows:
1. The gener Y vical profile
The gen d clinical profile were

‘ ic and clinical characteristics;
they included checklist4 ender, marital status, education
level, occupation, religion, in CHD) and clinical characteristic
(diagnosis, vascul ) “ptment, number of present

illnesses and numbcs

> ﬂﬂ HHARNIHBART

The behavioral mafiagement prggram
Q Wf] ﬁﬁnﬂ Mm:lgrm ﬂ’lﬁhﬂpeutlc Lifestyle
Change (TLC) that the main method used in The National Cholesterol Education
Program Panel III (NCEP, 2001) and modified by researcher. The self-efficacy theory

framework was adopted. The program consisted of 3 phases as follows:
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Table 3.1 The behavioral management program

Phase/ time Objective Activity Activity

intervention group control group

I. Pre- phase:

Start on the To assess,

Agsessed lifestyle behavior The same as in

first day of identify the intervention

follow- up at group
outpatients,

primary care

setting.

Efﬁcacy(HHESE)

ﬂUEJ’JVIﬂVi‘ﬁ‘NH’iM

0 GO ETH gL AT
2. Completed lipid analysis
included total cholesterol,
LDL-C, HDL-C, and

triglyceride level.
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Table 3.1 The behavioral management program

Phase/ time Objective Activity Activity
intervention group control group
II. Action
phase :
Start at out- ™ he control  Usual care
patient, including
primary care 14 - ess was physician health

setting after education based

finish in pre- on conditions and

phase and schedules made

prolong to 12 by nurses and

weeks as \ . ) gocial receiving

I‘:-d

follows: two oAl Oring medication from

follow-up and e) self-reinforcement. the pharmacy.
oo 181 3| LSRN

in the 3" and ‘approx1mat 45-60

o aﬁﬂmum’mma d

home health The education media e.g.

care on 6" Power Point program, take

week by the home handbook with a self-

research monitoring.

assistant
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Table 3.1 The behavioral management program

Phase/ time Objective Activity Activity

intervention group control group

III Post- phase :

he participation would be  The same as in

//esame way asin the intervention

macluding group

Start in 12" week  To evaluate

at outpatient, lipid »

primary care

setting iz ' \ havior

o Self

E%cacy(HHESE)

AU £ 3 ﬂﬂ%ﬂﬂ’mﬁm

qmmmmum’mmaa

2. Completed lipid analysis

included total cholesterol,
LDL-C, HDL-C, and

triglyceride level.
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2.2 The education media; the researcher would develop the education
media from the literature review and follow-up content in the behavioral management
program including a) planning to teach for research assistants, b) Power Point
presentation for research assistants, and ¢) hand book for participants.

Both the behavioraly'pgnagement program and the education media

would be to test for content} X / ) by 8 experts (2 specialists in adults

and community-care ir g o 7/ ‘ N o|f-efficacy theory, 1 specialist
waher modified the instruments
Wt test with a group of 10
participants for unde ## ‘. A ' g of sentence (Flahertyet al.,
1988). 77

3. Monitoring researc = : 4 this study; lifestyle behavior was a

=

tY

]

significant factor __; instruments for assessing

lifestyle behavior we j'_' .

1.!

3.1 The (,%;onary Heart Dlsease Preventive Self-Efficacy Scale

A TR TET T, S—

to assess self-efﬁcacy behavior ofépatients withegevascularizatigpt both exercise and
diet wﬂemn gfﬁ'ﬂhﬁ(ﬁ“ny MA:]D? ZJ ﬂ ’l a &If Efficacy Scale
for Midlives (Supatana, Wichit, Linchong, and Ouyporn, 2007). This original
instrument was developed basing on self efficacy theory (Bandura, 1997) and related
to risk factors of CHD including unhealthty diet, unregular exercise, and smoking.
The number of items after having been reviewed and confirmed by five experts was

49; 5-point Likert-type scale ranging from “0” was not at all confident to “4” was
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extremely confident. All of the tests confirmed that this scale was good psychometric
by having CVI at 0.90; range of internal consistency of each subscale was using
Cronbach’s alpha was 0.89-0.97 and the total scale was 0.94 while each of items
estimated about 0.25s in construct reliability.

In the previous studv, there were two subscales (diet and exercise

self-efficacy) that related t /ganagement nursing program. The

researcher modified the iredn ‘ﬂcacy behavior of patients with

revascularization in twz 2 The average of the content

validity index (CVI) : er the analysis of suggestions

e Sked to 30; subscale score of 5

W

{\ed to clarify more about self-

and comments, the fi-
was used; and the top #F0 1
efficacy for the particiy 'Tﬁ: sh ¥ a Likert-type scale were “0”

F o —
_ FYaddinis 4] :
which was not at all confid . uttle confidence, “2” was moderately
LN,
confident, “3” was( ¥ ' gcf7 confident. The total scores

e e -
-

)

on a scale ranging 17 A ' ¥idicated a greater likelihood

i ¥

‘a o |
ﬂ'lu Ej:@lwnﬂt%ﬁrwlﬂlﬂ ﬂ ﬁ scale was established
from trial data 111"1 30 participants wifo had the sagag characteristiggsas in the sample of

ve o3 P LAAN FLAEM A 3 HEI B s o i

reliability and the reliability for all the samples in the study at pretest (n=57) was

of resisting.

0.96.
3.2 The exercise behavior questionnaire
The exercise behavior questionnaire was to assess the exercise

behavior of patients with revascularization and was modified from the exercise
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behavior of CHD in studying the factors that related to exercise behavior of patients
with coronary heart disease. (Pannchit, 2007; Yuwarate, 2004). The questionnaire was
developed basing on the health promoting lifestyle of Pender, including 12 items(
positive score in 11 items except in the 11 item), and 4-point Likert-type scale

ranging from “1” meaning not exercisg in a week to “4” meaning exercise more than

three times per week. High . ient had good exercise behavior and

low scores meant poo; — DC vio#jchometric properties included
confirmatory factor an-la® #®fif | CESE to ensure construct validity;

content validity wa found acceptable. Internal

consistency of each ¢ a%ere 0.86 and 0.91 (Yuwarate,

2004; Pannchit, 2007 4 il bvnce: content equivalence of
each item was establiff : F‘- ‘ bu® in health care provider and

. L ,r;{_ .
physiotherapy professional in u validity.
=
Az 1ficd 13 items (positive score
. i I'r. : .
in 12 items except 1% . < "= >core) and a 4-point Likert-

1.! |
type scale with “1” domg no exercise at all, “2” doing exercise one time per week, “3”

s s U4 D PRIV RIREN e e times e

week. The evaluatlon of the total sofres was dongstaking total scaggs divided by total
ems N LALNT) A Sl 1D LR, 0
poor behavior, “1.5-2.49” as moderate behavior, “2.5-3.49 as good behavior, and
“3.5-4” as excellent behavior. The average of the content validity index (CVI) was
0.95, which was acceptable.

Reliability was established from trial data in 30 participants who had

the same characteristics as in the sample of the study. The result showed that
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Cronbach’s alpha was 0.90 and presented a high reliability; the reliability for all the

samples in the study at pre-test (n = 57) was 0.95.

3.3 Thai version of Heart Healthy Eating Self-Efficacy (HHESE)

Thai version of Hegrj Healthy Eating Self-Efficacy (HHESE) for

assessing the dietary behavig ’//_evascularization was modified from
Heart Healthy Eating = cy Hhéch was an effective tool for

managing eating behaviz : ) N a=r-cholesterol (Margaret, 2003)
| Education Program(NCEP)

| ‘Bandura’s Social Cognitive

The stes for 4 i 2 SE tool consists of 3 subscales

which measure both self-effica u-'expectation. Subscale I was designed

to measure self-eff g . jlescribed as heart healthy

-

1% 3
and 33 items. Subb, C=7 likely to influence eating

JH
habits or there were ref;rred to as env1ronmental efficacy was a part of Bandura’s

sor. i 1Y R}QVIE9 T P Govtcomes or ovtome

expectation that may result from hefirt healthy egéing, and 5 itemgsThe 6-point Likert
scalesmgﬁa]qlnnzﬁld M mz:l-l] glmﬂc:’]?anumg completely
conﬁdenf. Scores were computed by summing across all items then divided by the
total number of items for each scale. In these cases, missing scores were treated as
indicating none of the attribute and no correction was made. The high score was the

good diet behavior and low score was the poor diet behavior.
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The result of reliability and validity of tool showed that nine items in
subscale had to be deleted because they had high scoring patterns, and the 24-item
scale was shortened to be better understood by participants. Finally, the total items in
subscale were 24 items. The factor loading for all items was positive, ranged from

| positive factor loading ranged from 0.45 to

0.45 to 0.85. Subscale II and III alscyhpe
/, / r the test-retest procedure was high

0.77 and 0.68 to 0.84, respecil

am the original constructer, the
researcher consideres 4 7 (O )\ svioral management program
Mhcher selected and specially
modified the subscale## Al : By ' Thai version using the 4 step
translation process of sl L b | 1970, 1986). After eight experts’
the original kind of food to Thai food

consideration, some experts a

which was suitabl' A L researcher consulted with

-

L)
\ % .
expert professors ir i i+ amsucnu to Thai food. However,

¥ i |

the new menu of Thar f"pod had the same Ob_]eCthC as the original instrument which

o o mesfl TR IHEIAN T 1e s

content valldlty index (CVI) was 0.85 which waseacceptable.
AN ABIADEIALL 0 i

for understandmg in wording (Flaherty et al., 1988). The final number of items after

“1”

adjustment was 17; 5 subscale score of was never eating the diet, “2” was no
practice of the behavior, “3” was sometimes practicing the behavior, “4” was

frequently practicing the behavior, and “5” was practicing the behavior all of the time.
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Calculating a scale score using the sum of all scores meant a high score demonstrated
good diet behavior but a low score showed poor diet behavior.

Reliability was established from trial data in 30 participants who had
the same characteristics as the sample of the study. The results showed that

d a high reliability; the reliability for all the

Cronbach’s alpha was 0.84 and that it

3.4 Thai Ve o N dherence Scale (MMAS)
Adherence Scale (MMAS)
which was used to azgfos g £ — - ,\ s with revascularization was

modified from the Th 4 r idd ! " Medication Adherence Scale

et
MMAS was ti&e= :
F b 2
the validity and rel{§1# ' “f 1jabetic patients in a tertiary

nai, and that version was used to assess

— -
-
L)

b

: V--
care setting. The stulZ .7 was moderate (Cronbach’s

JH

a reliability value was 9, 61), but the test retest reliability was excellent (intraclass

correlation coﬁl%tg @%W q %’}ﬂ gnt validity, it showed a

high correlatlon with the 3 items MIMAS (r = p<0.01) and gnedium correlation
oitr A WA NE) AU &) BAANLIRE o5 v
Regardmg known-group validity, discrimination validity was supported when a
significant difference between MMAS and Hb Alc levels was found (x * = 6.7,
p<0.05). The sensitivity was 51%; the specificity was 64%; the positive predictive

value was 71%; and negative predictive value of the MMAS was 43%.
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The scale score of the 8-item MMAS were positive scores except
item 5 that was a negative score. The positive score meant that the response “Yes”
was zero score and “No” was one score. The negative score in item 5 was opposite of

this. The item 8 was 5 scale that the response “never/rarely” was 1 score, “once in a

while” was 0.75 score, “sometimes” w330.5 score, “usually” was 0.25 score, and “all
the time” was 0 score. Thes res of MMAS was low adherence
Pilot st #00} | 0SS Thai-version in patients with

Cardiovascular Heart_gffc- =9 ‘Sl the Cronbach’s a reliability

face validity and content va11d1

i

of the content validity index (CVI) was

i ¢y from trial data in 30

)
b

S -vle in the study. The results

0.90 which was (sl

participants who h _

1
iF |

showed that Cronbach alpha was 0.69 and if deleted item 8, the Cronbach’s alpha

s R P BING R Fosc s .

eight experts and the researcher. Bhen, in this ggudy, MMAS THBbai-version still had
: item’sﬂalﬂ;lﬁmﬁmﬂn’tumiﬂ’fm R

study at pre-test (n=57) was 0.69.

4. Evaluation research instrument (pre-test and post-test)
Blood biomarkers, the measures associated with dyslipidemia including

total cholesterol, LDL-cholesterol, HDL-cholesterol, and triglyceride was obtained
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according to standard laboratory protocols. Markers were processed at the local
institution of Bangnamprieo Hospital’s laboratory for analysis. Blood will be drawn
when the participants are at rest, following an overnight fast, at Bangnamprieo
Hospital, Chachoengsao Province, Thailand and in the pre-test and post-test of the

study.

Program research assis

The researa! registered nurse who has

experience in caring nd has caring for participants

in community. The g anipulate everything in this

process of program 4 assistance was RN that had

experience in practice . years and she was trained by

cardiologist, nurse specialist 1i “becialist nurse in self-efficacy theory,

L

nutrition professiof.2} jonference day that setting

-

)
b

\7
at one hospital. The ;I ! — ¢ the knowledge of lowering
¥ uﬂ |

cholesterol levels, physg;al activity, drug adherence health, behavior change base on

wramoc; G 2} RN T IR M) SFocucing end praciong

with the behavnoral manageme am, and agswering questi@k. In term of skills,
AR A S AN A,
procedures for a half-hour session. All of this program training take time total
30 hours.

In addition, researcher spent a 2-3 hours for orientation and training
research assistance in this program including: the purpose of study, the methods,

process and detail in this study; concerning and safety awareness during taking care
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for the participants; protection of the participant rights. Demonstrate understandings
of the instruction until surely understand in every test that accepts in one hundred

percent. The training curriculum for research assistance is shown in table 7, as follow;

Table 3.2 Training program for the research assistances

Time(Hrs)
1. Learning all forms 3
practice in community
2. The behavioral ma: ¢ 30

- Coronary Artery ',
Revascularization, Life:
Health education; Diet m #a

. . "‘";
Physical activity, Drug adk

support, Self-mon | v

reinforcement, Beha. ‘-E ral theory (ocii-

AN NG NS

nurse commurfify
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Data collection
Data collection was conducted after obtaining permission and following a
process protecting the human subjects. The process of data collection was as follows:
1. Procedure in checking participants’ identification and initial screening for

eligibility for random sampling: All g-gjcipants had had prior revascularization (post-

CABG or PCI), were takings / d had consent to participate in the

The Process_gfin 4 o bjects for participation in the

-\-". . .
% CNlkic, were asked to review the
."‘\,\
consent form and ¢ M\ process. To be eligible for

a rl
participation, individue# ul%- 2N . Willingness to be assigned to any

intervention group to part101p C program over 12 weeks including all
J n

follow-up activitigsy A£19d to; telephone calls in the

-t
L)
|

17
3" and 9™ weeks as . = the 6 week must be signed

for on a study consent fgrm

> Pk HANBNINBANT

The researcher arfanged a mee#ag with the p ﬁiﬂman head nurse of

IR TN

study, the lifestyle behaviors, blood cholesterol, and instruments to be used in the

purpose of the

study.
2.2 The researcher discussed the required cooperation from the health

care providers including the physician, head nurse of OPD and IPD, nurse
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practitioners in OPD and IPD, and the health provider especially in terms of time
trying to adapt the program into the routine care of participants.

2.3 The researcher random sampling by purposive sample for the good
sample and could be generated to population in the primary care setting, Thailand.

2.4 The researcher rargy§ assignment the subjects into the control and

intervention groups by samuss /. /a To have better organization in bias

between the control ass - ‘ iens gréesearcher planned to collect the
experimental group d=* N arallel within six months.

2.5 The g¥5e 4 7 ‘. zeg \\ » gant on the obtained baseline
data (01 and 02) ay, al LS \ \-' rmation questionnaire, b) the
Coronary Heart Digs _,  7 24 s Whale, c) the exercise behavior
questionnaire, d) Tha# | ‘Hez Eating Self-Efficacy (HHESE),

e) Thai version of Morisky & lierence Scale (MMAS), and f) test of

fé ". iﬁ"
blood cholesterol { ¥ ' L ).
26 Tigge — vivention group still received

k

i u‘

the usual care from th; practice nurse \mth the hospital routine for outpatients with

diseases F’WEJ’J NENINYINT

In add1t10n the particifants in the isgrvention grouguivere then orientated
o AN DL DLMAIINIELIALL, s
in exercise, and home visits as well as health care services. This program included
3 phases: 1) Pre-phase began with a follow-up day at the outpatients to prepare and
assess the participants (01 and 02), 2) Active-phase began on the day after the
pre-phase throughout the behavioral management nursing program. Follow-up was

conducted by the provider in the 6" week at the individual’s home and follow-up
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phone calls were conducted on the 3 and 9™ weeks, and 3) Post-phase was done in
the 12" week when the conclusion and summation of behavior change and outcome
evaluation were carried out.

2.7 After 3 months, the researcher evaluated 03 and 04, both in the

interventiory g . control groups by following the same

Protection of human <4

The research pr
submitted for revie' #fn v — iew Committee for Research
] in Research, Health Science

Involving Human Suy

Group Faculties, Col Uy of Nursing, Chulalongkorn

@

'v'

University, Thailand (Appen 'cal setting at Bannamphrean hospital,

Chacherngsao Proj/iig

\,

Process of Inf —Study participation, while in

1.!

the a scheduled v151t t9 the clinic (Out-ggtlent clinic) will be asked to review the

consent fomﬂn%ﬂag% ?{]Wﬁ)wﬂrﬁ}eﬂ ‘ﬁo be eligible for study

participation, md1v1duals would n€ed to expresesa willingness @gfbe assigned to any
mtervﬂt;“ '1@ Q t:)] ;ﬁ'tm ulmfl]q m ’] awﬂs and follow-up
activities of the group that they may be assigned by dial up in 3-week and 9-week, by
the follow up at home in 6-week and must sign a study consent form
The written inform consent is obtained from each patient after a through and clear
explanation of the purposes and procedures of the study (Appendix), as well as the

patient’s right to participate and freedom to withdrawal from the study at any time and
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without affecting the medical and nursing care that they should received. The data of
patients obtained were solely for use in this study, name of participants will be

replaced by code numbers and the anonymity and confidentiality will be guaranteed.

Data Analysis

1. Descriptive statis , /:scﬁbe general information including

the frequency mean an 165 MIT Cmmmie> variables; descriptive statistics
mean and standard dev: / : Wb the behavior in exercise scale,

Thai version of Mor 4 OIS | \ MMAS), Thai version Heart

Healthy Eating Self,

Self-Efficacy Scale.
2. MANOVA/ o > differences of mean blood
Finas -
cholesterol (total cholestero 'ﬁ triglyceride) within the control and

intervention group :

-l
-

)

3. MAN i "=Ces in blood cholesterol (total

cholesterol, LDL, L tnglycende) at post-test between control and intervention

groups. ﬂUEJ’J'VIEWI?WEﬂﬂ'ﬁ

4. t- test was used to examéne the differggces in mean egercise behavior, drug
adher%m:lﬁlﬁﬂlimy ﬁ :r]d?enfﬂ:] ahﬂ the control and

intervention groups at pre-test and post-test.




CHAPTER IV

RESEARCH RESULTS

In this chapter, study fiage

Sy

# +4d in three parts. The first part describes

and compares demographis

}/) of participants in the intervention
d-

and control groups. The e study in lifestyle behavior. The

last phase presents the Tin L g#- A T\ NS L‘“\ ch objective.

PART 1: THE DEM,

@ g - 7
THE PARTICIPANTS % ¥
Sixty-five particij#at;

LT

irais study, and sixty subjects that

agreed to join. Five_subje 0 join_and follow through in this

- -
-

study. To make y = Y] :learly, designs of study is

divided into two tim )oint (prograii ciity and progiidh complete) according to the

s EH ININTNYINT

There qV'Ivere 30 subjects iff the interveagion group andB0 subjects in the
contro%‘rm.f])ang ﬂ iumou m;:l’am/ﬂ:]ﬂa imrvention group
dropped out because he had severe chest pain and had to be readmition before
completing the program. Two patients (6.66%) in the control group dropped out, one
case (3.33%) was due to time conflicts with their works then couldn’t follow in post-

test and the other case (3.33%) were transferred to another province and couldn’t

participate in the post-test. These the drop out rates of 3.33%, 6.66% in the
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intervention group and control group, respectively. Thus, the numbers of remaining
patients in both groups were fifty-seven, 29 subjects in the intervention group and 28
subjects in the control group. Data were collected twice in both groups: the recruited
date and 12™ week after recruitment.

Demographic Charactericg j pof the Participants

1. Demographic ct _participants regarding gender, age,

marital status, occupatis gnily illness in CHD

Table 4.1 Demographic 2 7/ | & \:. up and the intervention groups
Characteristics | \ . df p-
0
L value
Gender
Male 1 1 79
Female
Age \Z —
Mean (SD) [J SO 59.7 (24l I3 50
45-49 yea)rﬂ
uﬂaﬂﬂﬂswﬂq
Ssﬁmﬂﬂﬂ‘imﬁ‘lﬂ’ﬂ NBIRE
17.3 13.8
Marital Status
Single 1 3.4 - - 24 2 29
Married 26 89.7 23 82.1
Widow/divorced/
2 6.9 5 17.9

separated
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Table 4.1 Demographic characteristics of the control group and the intervention groups

Characteristics Intervention Control df p-

29) (28) value

N % N %

Occupation

Not work 32.1 2.4 2 29

Stayed home and to

care of children
Labor and Farme;
Education
Elementary
Secondary
Bachelor degree
Religion
Buddhistm 2.4 2 29
Christian a ! 34 0 -
Musli ﬂUEJ’JVlﬂ%IﬁW B9

U

Famdl' illness in CHD

Aadhapiumangnay,

Yes 10 345 13 46.5

From Table 4.1 revealed the demographic characteristics of the control group

and the intervention group.
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In the intervention group, the majority of the participants were as males
(55.2%). Mean of age 59.2 years, the major of them between 50-54 years of age
(44.8%), married (89.7%), House keeper and caring for a in child (51.4%). Eighty six
point two percents were graduated from secondary school, was Muslim (89.7%), 65.5

%did not have a family illness in CF

In the control groury v ‘ the participants were males (60.7%).
Mean of age 59.71 yes
married (82.1%), house_ 4.(39.2%). Eighty nine point two

@ Muslim (82.1%), 53.5% did

Chi-square #¥is ale dhi. ot \ Lgnificant difference between

demographic characte#i : A 2\ intervention group regarding

A
gender, age, marital status, oc 'ﬁ

- —"J.-' / ,_ '
The two groups di{1 ]} ' yLurs in ways that are likely to

l;"

on, religion, and family illness in CHD.

affect the study res’

2 ¥

2. Clinical chﬁactenstlcs of the intervention group and control group

soetns B Y BPRENGH AN o, e

present 1llnesses and medications téking daily.

Qmmmmummmaﬂ
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Table 4.2 Clinical characteristic of the intervention group and the control group

2

Characteristics Intervention Control X df p-value
(n=29) (n=28)
n % n %
Diagnosis
Single Vessel Disease* 35.7 11.3 3 0.05
Double Vessel Disease* 9
Triple Vessel Disease* _ =
Left-main with any
number of vessel disea;
Vascular Stenosis
LAD 32 3 0.19
LCX
RCA
Left main
Ejection Fraction
<40 8.6 3 0.07
40-49 .‘ 13 10.3 .J 3.6
ws AULINBNINGANT
>60 Y 12 414 13 o 46.4 'Y
@l TANTI U NN 1IN 1A E
CABg 6 20.7 7 25.0 0.8 1 0.18
PTCA 23 79.3 21 75.0
Number of Co-morbidity
1-2 11 37.9 15 53.6 0.3 2 A7
3-4 15 51.7 12 42.8

5+ 3 10.4 1 3.6
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Table 4.2 Clinical characteristic of the intervention group and the control group

Characteristics Intervention Control A df p-value
(n=29) (n=28)
n % n %

Number of Medications Taking Daily

1-2 0.2 3 31
3-4
5-6

6+

The majority ! roup had a diagnosis of triple

vessel disease in dia nusis at LAD (45.6%), Ejection

Fraction (EF) 50-59 (48.3%), =ifty two percent of participants had 3-

=7 A7
4 in co-morbidity e ¢ /lons taking daily. Like the

control group, the m l Y 1mnosis of single vessel Disease

v iv

in diagnosis (35.7%), vgsgul lar stenosis at D (39.2%), Ejection Fraction (EF)50-59

(50%), PTC@% &I@ fm ﬂ%ﬁ wp%d;l)ms‘id 1-2 in co-morbidity,
and 53 Wg] rs ﬁj ﬁ ;b]leél
ihe similari tlesﬁj;veen t&tj‘ ﬁerven ion  and controgJ groups in the

demographic and clinical characteristics were compared. No significant difference
was found between in the two groups by chi-square tests but the diagnosis was
borderline significance (p-value=0.051). The most of the participants in co-morbidity
both intervention and control group were hypertension (50%), diabetes (35%), and

15% in stroke, osteoarthritis, and peptic ulcer. The medications taken daily including:
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anti-platelets, nitrates, beta-blockers, ACE inhibitors, calcium antagonists, and lipid-

lowering drugs. 100% in Lipid lowering drug (Statin) that taking in participants.

PART 2: THE STUDY RESULTS IN LIFESTYLE BEHAVIOR

Descriptive data of the research respt jn lifestyle behavior in the intervention group

and control group at programn ¢ rogram completion (post-test)

Table 4.3 Mean, stand g I N2 iors including: low-cholesterol

diet, exercise behav’

and exercise betwee: F A  tiorm— W\ N 1ps at program entry by t-tests.
7% t p-value
Variable
Low-
cholesterol
diet behavior 48 38 & 4703 0§77 5043 639 121 11

wese AUBININTNEING
fﬁ‘ﬁ']ﬁ%*ﬁ?ﬁwgﬁﬁﬁ’fﬁ'ﬂ C

Diet 38.87 10.66 42.00 9.04 3842 10.76  0.31 37

Exercise 30.45 1056 32.00 831 38.66 10.73 0.44 33
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The data on lifestyle behavior and self-efficacy were compared at before
participant of program between intervention and control group by t-test value. There
were no significantly difference between the mean score of the intervention and

control group (Table 4.3)

Table 4.4 Mean, standard devi ifestyle behaviors : low-cholesterol diet

/_. self-efficacy of subjects in the

behavior, exercise behavig=
intervention and the cons -e-test) and program completion

(post-test) by paired t-tesre

Paired t- p-
Variables )
test value

Lifestyle behavior
Low-cholesterol diet
behavior

Intervention(n=29) ~ SQAEAEA T4 b 7.5] 0.45 65

Control(n=28) ';,:v_‘ .E"J 0.44 65
Exercise behavior [ ]

Intervention(n=29) @258 1253 @37.20 8.31 3.67 .00

conotof) W B39 EJ%I?W@EJ PRAT w0

Drug adherence

ARIARIUUNIINGIAY o

Control(n=28) 6.80 1.42 6.94 1.34 0.62 54
Self-efficacy
Diet

Intervention(n=29) 38.42  10.76  42.00 9.04 3.04 .00

Control(n=28) 38.66 10.73  32.00 8.31 0.82 41
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Table 4.4 Mean, standard deviation of lifestyle behaviors : low-cholesterol diet
behavior, exercise behavior, drug adherence, and self-efficacy of subjects in the
intervention and the control groups at program entry (pre-test) and program completion

(post-test) by paired t-tests.

Variables 17 Post-test Paired t- p-
SN / test value
SD
Exercise
Intervention(n=29) ‘ 12.16 3.25 .00
Control(n=28) 7/ RN 151 1.43 16

The paired : he difference in the mean scores

for Low-cholesterol vior, Drug adherence, and Self-

Efficacy in diet and ex #Fiss=== = grOWl at program entry (pre-test) and

program completely (post-te: _f!'ﬁ A gze was a significant difference for the

intervention grouTe

adherence (p = 0.0{|} and STHNS It andffxercise (p = 0.00 and 0.00,

:havior (p = 0.00), Drug

-

respectively) Low(: terol d1et avior not s cantly For the control

QWWQ\"Iﬂ‘ifMJWTN]H’I&B

PART 3: THE STUDY RESULTS RELATED TO RESEARCH OBJECTIVE
Descriptive data of the research result in total cholesterol, LDL, HDL, and
triglyceride in the intervention group and control group at program entry (pre-test) and
program completion (post-test) and net change values (Post test - Pre test) (Table 4.5).
Net change means scores of total cholesterol in intervention group (mean =

-3.48, SD = 43.40) was negative decrease but in control group was positive increase
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(mean = 17.03, SD = 46.19), LDL-cholesterol (mean = -17.3, SD = 6.35) in the
intervention group negative decrease more than control group (mean= -12.25, SD =
6.47). HDL-cholesterol positive increase (mean = 6.42, SD = 3.05) in intervention
group but negative decrease (mean = -1.31, SD = 13.15) in control group.

oth.in intervention (mean = 29.92, SD = 27.44)

Triglyceride were positive increase

and control group (mean = 6 #Table 4.5)

Table 4.5 Mean, standaz, ohe én total cholesterol, LDL, HDL,

and triglyceride in the in*t, atro| group at program entry (Pre-

test) and program com y Ss=n - e (Post test- Pre test)

Variables Net change

1) (Post -Pre test)

-
-

Men %

Mean SD
Total cholesterol S . .
Intervention(n=29) | -3.48 43.40
Control(n=28) osoa ool 1703 4619

LDL-cholester

AN D,
AR ATIUURTINaY

HDL-ch@lesterol
Intervention (n=29) 43.85 17.34 50.28 8.64 6.42 3.05
Control(n=28) 43.10 13.82  41.79 7.31 -1.31 13.15
Triglyceride

Intervention (n=29)  167.89 117.77 197.82 85.38 29.92 27.44

Control(n=28) 252.26 179.44  305.60 151.22 64.93 107.74
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Table 4.6 Cholesterol blood level and category in the intervention and the control

group at program entry (pre-test) and program complete (post-test)

Variables Cholesterol blood level Cholesterol blood level
(Pre-test) (Post-test)
Category  Mean(mg/dl) Category

Mean(

Total cholesterol

Intervention(n=29) Desirable
187.67
Control(n=28) 201.72 Borderline
high
LDL-cholesterol
Intervention (n=29) 94.46 Optimal
Control(n=28) 104.32 Above
optimal
HDL-cholesterol
ﬂUEl’JVIEWIﬁWH’Iﬂ?
Intervention (n =29) 43.86 Medium
Cont%(nf] a ﬁ ﬂ ‘im u “ l]:] am Ej ’]ﬁﬂ Medium
Triglyceride
Intervention (n=29) 167.89 Borderline 197.82 Borderline
high high

Control (n=28) 252.26 High 305.60 High
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Mean score of total cholesterol, LDL-cholesterol in the intervention group
were decrease and HDL-cholesterol was increase when compare between the program
entry (pre-test) and program complete (post-test) or the better in category after
program complete. Triglyceride, mean score was slightly increase in borderline high.

But mean score of total cholesterol, I 1Y ccholesterol, HDL-cholesterol in the control

group were not difference sl " #leen program entry (pre-test) and
program complete (post-x — /e le, e Was increase so much in high

category.

-cnolesterol, HDL-cholesterol,

Ny

Table 4.7 Comparisoil -
and triglyceride betwcer 1ol groups at program entry

(pre-test)

Variable Multivariate F-test  p-value

T

=

'y,'. : li‘j ‘

Program entry(Pre-tes | ' 0.98 0.44

AUBININTNYINT
U ¢
SUMONIRIYE N[00 R
interventfpn and the control groupsvat program entry (pre-test) were not significant
different (F=0.98, P= .44) but the results in program complete (post-test) were

significantly different (F=4.2, P< .05) as demonstrated by MANOVA (Table A in

Appendix D)
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The results related to research objectives as follows:
1. To compare total cholesterol, LDL-cholesterol, HDL-cholesterol, and
triglyceride in patients with coronary revascularization who participated in the

behavioral management nursing program before and after the intervention.

Table 4.8 Comparisons of ta , ‘ _.-cholesterol, HDL-cholesterol, and

triglyceride in the intsmm : IO Al €Nty  (pre-test) and program

completely (post-test)

Variable F . , Nivariate F-test p-value

Intervention group 0.04

' Multivariate p-value

Variables l S.guares Squares F-test
o

o

Total choleste}@1 . .04

4
LDL- cholesterol 6945.9 1€ 6945, 02

o P ADIUNAIINENAY .,

Triglyceride 89857.5 1 89857.5 3.6 .06

The results show the comparisons between the mean scores for total

cholesterol, LDL-cholesterol, HDL-cholesterol, and triglyceride within the
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intervention group at program entry (pre-test) and program completion (post-test)
(Table 4.7).

There was a significant difference for the intervention group (F=2.44, P< .05)
by Hotelling’s Trace. Tests between variables show significant differences in total

cholesterol (F=3.5, P<.05), LDL-_chqg!gsterol (F=5.1, P<.05), and HDL-cholesterol

(F=4.17, P<.05). Triglycer /icantly differences (F=3.6, P=.06).

However, when compa:s mezsult show that not significantly

in total cholesterol, L% |, and triglyceride (Table B in

Appendix A)
2. To comr f : -= B\ erol, HDL-cholesterol, and
triglyceride before an i 22, N\ Wshow that the net change from

‘ol group.

Table 4.9 Compar S 'J"e intervention
(net change ) in tota . ,ﬁ “~cholesterol, and triglyceride

between the mterventlon‘a.nd the control grou S

ﬂUEl’JW%%WE&’Iﬂﬁ

Wﬂ AIRTUHATINHIRY v

Net change 0.26 2.80 0.03
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Tests of Between-Subjects Effects

Net change Sum of  df Mean Multivariate p-value
in Variables Squares Squares F-test
Total cholesterol 8903.4 1 8903.4 4.2 .04

LDL- cholesterol 13335.2 § 133352 10.4 .00
HDL-cholesterol 4.3 .04

Triglyceride

After receiva pram, there was a significant

difference between WweMon and control groups were

compared (F=2.80, ivatiate analysis. Tests between

variables show that the di gfce : c and after program ( net change ) in

fﬁﬂ'" Aff ; = than that the control groups for total

the intervention group were_s
cholesterol (F=4.. . i— ===22J .05) , and HDL-cholesterol

7 o
(F=4.30, P< .05). 1 ’ ifantly different between the

¥

intervention and controf group (F=.4, P=.3]) (Table 4.8).

ey AMEINENTHEINS
AT INg A

e data of 57 subjects in this study were analyzed by MANOVO test to test
the hypothesis; The demographice and clinical characteristics of the participants both
in the intervention and the control groups were not significantly different in the
program entry (pre-test). The results show that before beginning the behavioral

management nursing program, participants in both the intervention and the control
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groups were not different in total cholesterol, LDL-cholesterol, HDL-cholesterol, and
triglyceride. After the patients with coronary revascularization who participate in the
behavioral management program were significantly different for the intervention
group in total cholesterol (F=3.5, P<.05), LDL-cholesterol (F=5.1, P<.05), and HDL-

as not significantly (F=3.6, P=.06). These

cholesterol (F=4.1, P<.05). Triglycer;

the results were responded insS ﬁctives.

« . = d
After receiving forama ===me———>rogram, net change scores of

total cholesterol, LDL-2 3l in the intervention group was

significantly more tt n<.05, F=-10.4, p<.05, and

F=4.3, p<.05), respe: N nificantly more than that in

control group (F=.4, 4. t the behavioral management

program had effects ol cring in total cholesterol, LDL-

cholesterol and increasing in put had not affection to triglyceride in

j2re answering the second

Y

patients with corop2k

study hypothesis.

..I [
i ¥

In addition, the results show that llfestyle behavior who participated in the

i i OL I RIS BRI o g compiion

(post- test) were significant idlfﬁrent regardieg to the exefibe behavior, drug

O L MNP RYTR IR MR 1T b I—

differences to low cholesterol diet behavior. On the other hand, the control group

were not significantly differences in lifestyle behavior and self-efficacy (Table 4.4).



CHAPTER V

DISCUSSION

This document prese 5 | ) discussion of a study which explores
the effects the behavior: __/J am had on blood cholesterol in
patients with coronary™ev- 7/i 7 = voretical aspects of a behavioral
management program Wasactices and education, health
policies, as well as I for further research are also

considered and descrit

Summary of the study
Research D s‘i p
A quasi-e ;f | : :‘:‘ in this study. Purposive
sampling was used elect a primary care setting wi -n a community hospital; a 60

bed hospital ﬁrﬁﬁ Wlﬂ%ﬁﬂﬂwﬂﬁme Ministry of Public

Health was us#hl. Specifically, theée were two- roups one in the intervention and a
QAR TN NI AHA BB w0
Research Objectives
1. To compare total cholesterol, LDL-cholesterol, HDL-cholesterol, and
triglyceride in patients with coronary revascularization who participated in the

behavioral management program before and after the intervention.
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2. To compare total cholesterol, LDL-cholesterol, HDL-cholesterol, and
triglyceride before and after the intervention in order to show that the net change from
the intervention group are more than those of the control group.

Research Hypotheses

1. Patients with corona
management program Wwil " ’//,rences in total cholesterol, LDL,

HDL, and triglyceride be:

Jrsization who participate in the behavioral

participate in the behavioral
management prografl v [ L8] Tolesterol, LDL- cholesterol,

% the net change will be

' 2
pte

Population were partizZZig) i< /]

Population and sa.

percutaneous coronary intervention

(PCI) or patients ~‘;_— ::,‘ Hrass graft surgery (CABG)

who were also receiy g nics cuen g f dyslipidemia. Sample were
s ¥

adult participants having dagad percutaneowgscoronary intervention (PCI), or patients

s s EL W), DIV I ] A e st e
R AR TS S T TR T gy o

2010) afid are presently having treatment for dislipsidemia. They must be willing to
participate in the study and meet the inclusion criteria.

Sample size

The sample size of this study was divided into two groups: the total sample
size in this study was 60 participants that determined based on power analysis using a

large effect size (Cohen, 1992). On program completion, the number of patients in
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both groups total 57: 29 subjects in the intervention and 28 subjects in the control
group. Total dropout in this study was 3 subjects because they had severe chest pain
and had to re-admition before completing this program.

Sampling procedures

The procedure sampling sty 17 | flays before the scheduled follow-ups in

the cardiovascular outpaty Ny 4, / g'nprico Hospital, Chachoengsao,
Thailand. Participants w* ed Ty 13 . Investigator according to the

study’s inclusion criis® _ /// | NN riteria.  After the list was
obtained, potential #Tje 4 7 AN Med by phone and taken as

2ie control and experimental

groups.
Instrumentation 3 £
Four types of instrumef, %) study are as follows: 1) The general

information questw ¢ [ntervention research

i

instruments which cc 1 1is aijlizement program (Pre-phase,
[l iF |

Active-phase, and Postfpkgse) and the qdmcation media, 3) Monitoring research

o £y M8 ANEATWEATLS, e
AR TR TR gy

cholestefl, LDL-cholesterol, HDL-cholesterol, and triglyceride.

All of the instruments would be to test for content validity index (CVI) by 8
experts (2 specialists in adults nursing and heart disease, 1 specialist in cardiologist, 2
specialist in practical nurse and community-care in heart disease, 1 specialist in self-
efficacy theory, 1 specialist in nutrition, 1 physiotherapy professional). Researcher

was modified by suggestion of experts and then pilot test with a group of 10
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participants for understanding in wording and meaning of sentence (Flaherty., et al,

1988).

Data collection

Data collection was condugtad, after obtaining permission and following a

process protecting the huma /,_ess of data collection was as follows:

=

the participants in Nt 25101 W ricntated for health assessment,

health education, counc g avior skills in exercise, and home

visits as well as hea ¢ ' e Do luded 3 phases: 1) Pre-phase
began with a follow:
(01 and 02), 2) Acti

behavioral managemerd#p: JF, 2 7 -Mducted by the provider on the 6™
!

et :
week at the individual’s ho 'ﬁ phone calls were conducted on the 3™
S BA

h

- -
-

Y
i. ¥l were carried out. After 3

and 9™ weeks, an(™§ "¢k when the conclusion and

summation of bel 5‘

3

months, the researcner evaluated 03 and 04, both 1n the intervention and control

- fowmnww%w YA i

Data Anal Sis
Q mlﬁﬁ f]a‘i m)vu mﬂ gdn ﬂ ’]ﬂa gElIeral information
includmg the frequency mean and percentages for demographic variables; descriptive
statistics mean and standard deviations were summarized with the behavior in
exercise scale, Thai version of Morisky Medication Adherence Scale (MMAS), Thai
version Heart Healthy Eating Self-Efficacy(HHESE), and the Coronary Heart Disease

Preventive Self-Efficacy Scale.



122

2. MANOVA was used to examine the differences of mean blood
cholesterol (total cholesterol, LDL, HDL, triglyceride) within the control and
intervention groups during pre-test and post-test.

3. MANOVA was conducted to examine the differences in blood cholesterol

(total cholesterol, LDL, HDL 42) at net-change between control and
intervention groups.
4. T-test was = ‘ifferences in mean exercise
behavior, drug adher , and self-efficacy within the
control and intervenifn
Result of the'5tu
1. The patietits #f JFaad # N Nzauon who participated in the

behavioral management p #ra -aigllifference in mean scores for total

cholesterol, LDL-cholesterol _,9_}'."_ A grol (p< .05), but triglyceride slightly

increased in post- & c 5
A d
2. The patie [ Wiis ptiariz, .« bn who participated in the

behavioral managemen®peagram had diff@ent total cholesterol, LDL cholesterol and

o tE A 2 fJ NANELID S et e, o
R AN TR T IN ey o

but trigl§ceride was not significantly different (p = .51).

This part presents a discussion of the research findings. It presents
characteristics of the participants, elaborates the effects of the management program
on blood cholesterol of patients with revascularization, discusses the theoretical

aspects, and, finally, considers methodological issues.
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Discussion of the study
The demographic and clinical characteristics of the participants
Participants in this study both in the intervention and control groups are

similar in demographic and clinical characteristics in the majority of participants.

Moreover, these characteristics vl _‘ » the most of Thai patients with coronary
heart disease including méy N / # vears and 48.56% were male, and
stry of Public Health, 2007). In
term of clinical chaw#< &%, U patients with cardiovascular

were classified as 3% e - ; ' 4 011 STEMI) (40.9%), non- ST

elevation myocardi&l i y (= ) and unstable angina (UA)

ignificant differences between the

control and intervention gresiZieiis ader, age, marital status, education,

k

occupation, diagnCe= \EF), treatment, number of
“ h

illnesses, and numbe; '| f mclies . L'h vﬂ articipants in this study, both

PCI and CABG, passed®hese treatment ma@# than three months which meant that they

wor recove@i%ﬂ'& VLT RIELI b deam o maimeraec
o TP T N B

random ssignment into groups, thus, it could be assumed both groups were of similar
demographic and clinical characteristics.

The advantage research result found in this study was most of population more
than 80% were Muslim. Although there was not clearly correlation study between
religion with patient with heart disease, some behavior or activities in Muslim group

(Ramadan) had effected to risk behavior. One involved in health behaviors and
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plasma lipid levels in the month of Ramadan; the findings revealed eating behaviors
before fasting and during fasting in the month of Ramadan were suitable. The sample
decreased or limited in their exercise during Ramadan because they had more
religious practices during the fasting than before the month of Ramadan. Cholesterol,

triglyceride, and low-density lipguy rglesterol (LDL-C) showed no significant

The effects oy t/ 2 AN \"”x,_/ vvd cholesterol

LY
b
%

The results reSpo;, 1) K\\ o follows:
A \
Objectives: 1 iterol, LDL-cholesterol, HDL-

cholesterol, and triglyce coronary revascularization who

participated in the behavioral - g’;-_;;" /] m before and after the intervention

k ]

To respond¥= — ——=- olood cholesterol, lifestyle

;i X J

behavior, and self-efl ‘[ ICY U 15€ (| ” -test) were not significant in

both groups. However, dheadifference in @ mean score for total cholesterol, LDL-

s, RMELAVEVANE M e s
YRR NIV T e

progranf]
Objective: 2) To compare total cholesterol, LDL-cholesterol, HDL-
cholesterol, and triglyceride before and after the intervention in order to show that the

net change from the intervention group are more than those of the control group
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To respond to objectives 2, net change of total cholesterol, LDL-cholesterol,
and HDL-cholesterol before and after the intervention were more than that of the
control group but triglyceride was not significantly different.

In addition, this result shows that there was no significant difference regarding

the demographic and clinical ch T |: yblood cholesterol, lifestyle behavior, and

self-efficacy in program ¢ 4 / re, the results in this study when
program complete (post- :
were resulted from ‘e
other variables.
There were € .v s (= HI\CO¥d have contributed to blood
cholesterol: 1) a low o AL rede % \3) lipid-lowering drugs, and 4)
improvements in perceiv :
theoretical aspects).
= ~oncept leading to lifestyle

Y

changes and maintai '| 1g Do mierea; , knowledge of disease, risk
¥ |

Health eduli=
Yy

factors, modification €ammgood behavi@wy it also increased self-efficacy and

enovenf P e TN WELIV . s o
TN

increaséin HDL-cholesterol level after completion of the program (Cantley, Parker,
Knight, and Perdomo, 2003; Park, 2006).

The influence of a low cholesterol diet on blood cholesterol could be
explained by the substitution of carbohydrates and/or unsaturated fatty acids for
saturated and trans fatty acids resulting in a reduction of LDL cholesterol (Mensink,

Zock, Kester et al., 2003). On average, an increase of 100 mg/d of dietary cholesterol
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increased total serum cholesterol by about 2-3 mg/dl, of which approximately 70%
was in the LDL fraction. Dietary carbohydrate induced increase in plasma
triglyceride which was often accompanied by decrease in HDL cholesterol and

increase in levels of small and dense LDL particles with total LDL cholesterol levels

' gionly found in metabolic syndrome or

/ / # tionship of blood cholesterol could
T

that were generally average. TR\
diabetes (Krauss et al., 209

be calculated using th LDL-C= TC-HDL-C-CTG/S

(Friedewald et al., 1 G

scorumended and shared similar
\\‘ \\.

results in blood choilste, S (=) ’e1 et al., 2002; Senaratne et al.,

However, thel

2001; Vale et al., in, & Vanderlaan, 2000). The

Hels
X

intervention group for ma; e ﬁﬁ-{ t48 fruit and vegetables enriched diets

on blood lipids in the Indi2 _4;_}';' t iv in CHD for 12 weeks; the result

k

showed that there =~ terol and LDL cholesterol,

)
b

ine sife studies of intensive dietary
¥ |

Vil

and triglyceride (p<C :| ))(o8

counseling (to more cldbaix follow the N@EP Step 11 diet) lowered LDL cholesterol

suring the @un SN FTNEINTA caso aenss. 1he
R R N A S AT IR TR G e

LDL ch8lesterol.

On the contrary, Maureen et al. (2002) to evaluate the effectiveness of
nutritional education in an outpatient cardiac rehabilitation program based on a self-
efficacy theory with duration of 12 weeks for follow-up calls. The results reported
that the treatment group had greater improvement in diets and received scores on the

Diet Habit Survey and mean score of cardiac diet self-efficacy more than the usual
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group. Although the cholesterol-saturated fat index and percent of energy from
carbohydrate were not significant in both groups, the values of the treatment group
decreased more than the usual group’s. The study in coronary risk factor modification

in CHD patients after program exit of 3 to 4 months (Levie and Milani, 2004) showed

unsignificant reduction in lipid g ' J%4 1%, 3% in TC, TG, and LDL; this was

participants in behavioral ap Eﬁ e ad significant decrease in LDL-
cholesterol and total choleste: _r!'ﬁ 7y '_ s not significantly different but the
serum level shgh‘ = .-';" entry. HDL-cholesterol

significantly increase '| [n o= IS Cnan of total cholesterol, LDL-

cholesterol, and_HDL- cBobasterol before #ud after the intervention were more than

dt of cﬂ,liﬂlﬁﬂﬂm el ’Lmanﬂy e, When
WA SR BT oo

groups program entry and exit (pre-post test). In addition, the culture and
environment had affected diet-lifestyle behavior and blood cholesterol (discussed in
the section of the effects on lifestyle behavior). Thus, low-diet cholesterol behavior is
unlikely to be the major cause for control of blood cholesterol and should consider

other behaviors.
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The benefits of physical activity or exercise on blood cholesterol are
recommended by several points: increased HDL cholesterol, reduced LDL cholesterol
and triglyceride (Hambrecht et al., 2004; Thomson et al., 2003; Wannamethe et al.,

2002; Leon and Sanchez, 2001). The effect of aerobic exercise on blood lipids is of a

modest increase in HDL-c from 2. 1. or about 4% to 5%, associated with an

L %,

A meta-analy®is 4, ey \ over a 12 week duration with

e N N
4,700 subjects parti€ipr y (Ched N\ N\ANafl 4.6% increase in HDL
cholesterol and reductior Sy 1€ ‘ cholesterol by 3.7% and 5.0%,

Hels
respectively (Leon & San 8z, 5—— 158 Risk Factors, Exercise Training
and Genetics (HERITAGE) 4275717/, 75 normal lipidemia subjects who
participated in 5 rr_ ——e— - ;:. 2000) also had similarly

” LDI‘ -holesterol and triglyceride.

increased HDL chole TOL, ot

However the result coull set identify the@sudies that have addressed the effect of

oo n ol ELAAN TNEIN T
AN T T T Ta e oo

of exercile training on blood cholesterol suggested that the changing of lipoprotein
not occur below a threshold of brisk walking or jogging 15 to 20 miles per week or
running 8 miles per week. Wood,et al.(1991). Results of this study showed significant
differences in the net change of TG, TC, and LDL, but not responding in HDL. As
far as the study in programme of rehabilitation to improvements in physiological risk

parameters was concerned, the intervention was significant in TC, TG, and LDL but
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not significant in HDL (Xiaolian, Janet and Thomas, 2007). Similarly, the results in
this study showed that the intervention’s effects were lower total cholesterol and
LDL-cholesterol, increased HDL-cholesterol, but maintained triglyceride. Although

this intervention tried to complete an exercise program and the results showed

should have been affectedy 7Y # only in HDL-cholesterol. When
considering lipid abnorn- } ; i ——'isms, obesity, smoking, insulin
resistance, alcohol i /7 , | _‘ -b L001) affected this result. In
addition, aging and «*in v 7 ata \ Sould not have success on the
program, the cultu# ¥ (=) e physical activity was the
v ‘ 5 discussed in the section on
effects on lifestyle behavi J§. ing B other behavior or related factors
improvement.

should be the best term and ad _,91-- _

Most ev1d‘ - therapy to reduce the risk

; Y]

of CVD, by reducing DIsES wand Jiyber, 2001). Drug therapy is
o iF §

indicated later that it cdlacontrol lipid Igyel (LDL-C< 100 md/dl) by Therapeutic

Lifesye Ch@uﬂ?&ﬂmﬂﬂ Ehd ) devern sutics showes
L MEN TR TV E ) RN (G I

intervenffon (Allen et al., 2002; Senaratne et al., 2001; Carlson, Johnson, Franklin, &
Vanderlan, 2000; Xiaolian, Janet and Thomas, 2006). The effects of their study
should be more related to progressive titration in lowering drug-lipid in addition to
improve lifestyle behavior. However, the effectiveness of drug therapy could be

affected by taking medication then the concept of medical adherence should be



130

suggested or recommended in the intervention (which is discussed in the part on the
effects on lifestyle behavior).

Summary

However, from the results above and supported by a lot of literature, the

effectiveness to improve bloody

"‘e ol could be manipulated in various

dimensions such as di . 14 ‘/)ercise training, and medication
management. The reasc difiren; ud abnormalities and associated

mechanisms such as i g ¢ TN e N .~ cholesterol related to high

dietary intake of s+ ' _\. M ted Triglyceride related to

,
Y

obesity, physical in# ' rintolerance, and excessive

alcohol intake; low hv ' L1112, physical inactivity, insulin

resistance, elevated trig gfer: sight and obesity, very high

T

carbohydrate (CHO) by inta",,‘;, glories) , certain drugs ( B-blockers,

anabolic steroids, e =>4 (cro] Education Program ;

A d
NCEP, 2001). Thus, "| maney 1 blood cholesterol could be

1.!

adjusted in various dimehgigns and adjustngents to the lifestyles of participants.

AUEINUNTNEINT

The th¥oretical aspects of .the management program
%WQMTHM&MQ%%H’I@ clidetnes of e
Natlonal Cholesterol Education Program (NCEP) Adult Treatment Panel III and using
a self-efficacy theory (Bandura, 1977, 1982), and considerations for the primary
setting in Thailand. The goal of the program was to reduce total blood cholesterol,
LDL cholesterol, triglyceride, and increase HDL cholesterol levels by developing

perceptions in self-efficacy which was believed the core concepts to improve
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behavior. The construction of this program concerned four sources of self-efficacy
and using self-regulatory for motivational processes to modify and maintain behavior.
However, there was a need for participants in CAD to adopt this program for a

complete change of lifestyle (Wang, 1994; Bijlani et al., 2005; Taylor, 2003).

Although this result was not signi§ | 31 variables in blood cholesterol because

there were other factors thay -._'"_'f WY/ ﬁerol (which is discussed in the part
— ---".
on the effects on blood ¢ X avior). Other points that affected

change, maintaining , ‘ N olesterol were the processes

to increase perceived

Perceived self-e g §§ “ir} i) 0% ‘1eir belief in the capability to

produce designated levels#of coitrol over their own functions and
=

over events that affgct thei === High.self-efficacy helps increase

feelings of serenityd 4 tieS' low self-efficacy may

" T

lead to the belief t _ things are tougher than they ‘ally are. Such belief brings

anxiety, sﬁesﬂeﬂsﬁiﬁnﬂ ﬁﬂ%jwﬁﬂﬂﬁlem solving.

The resMts show that the mpgan score on aercelved self-efﬂcacy at pretest for
von Ao} R FH G Bl S ) QDRI He e s o
patients w1th revascularization after participating in the program improved with
significant changes in perceived self-efficacy in both diet and exercise (p<.05).
Meanwhile, the values of the control group decreased with significant negative results
(p<.05). Thus, the management program affected perceived self-efficacy in terms of a

positive score significantly when compared with the control group. Many studies have
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demonstrated that increasing self-efficacy could change and maintain positive
behavioral (Burke et al., 2005; Sol et al., 2005; Dehdari et al., 2008; Song et al., 2000;
McKenna, Higgins and Hayes, 1995; Allen, 2002; Berna et al., 2005; Hiransai, 2007).

The important strategies in the management program for achieving

competence were the goal setting ) ‘

' ), ucation, social support, self-monitoring,
and self-reinforcing as folls

Goal setting is “— e s -ﬁ,\ ocess and is a skill that tries to
challenge the human . ‘ . . : ' success in the purpose. It’s a
| \\o Success in changing behavior
(Bandura, 1997). Tk€Te 4 § F (=7 co goal setting saying it helped

/ )i sy
decrease risk behavio! YA ot aJ., 2005; Resnick et al., 2009).

Health education:. j" 7 !E aan B knowledge of lifestyle behavior
(lowering cholesterol, diet, ex _491"' 4 _;_ gedical adherence) for the basic needs

k

of patients with ca¥= , Taylor, 2003). In terms of

; )

health behavior, the ||Jor g seon isgile need to increase perceived
J

.I.N

self-efficacy for manfgesment of risk ebehavior (low-diet cholesterol, exercise

i, b § ) YL RI EL AT o e
1evels.acmng] al qﬁmmﬁﬂawgﬂ ancngL cholesterol.

Social support: this is associated with how networking helps people cope with
stressful events. Besides, it can enhance psychological well-being (Glanz et al., 2002).
In addition, social support is the driver for motivation processes of participants to
match patterns (Bandura, 1997). There were some studies that reported PCI patients
with high levels of perceived social support had significantly less psychological stress

and uncertainty than patients with low social support.
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Self-monitoring: this is the process that engages individuals in systematically
observing his or her own behavior and the circumstances surrounding or prompting
behavior. In addition, self-monitoring is the driver tool for motivational processes that
promotes self-efficacy (Bandura, 1997). Participants will need to record in daily logs

their day-to-day activities related |

‘chiﬁc goals; this includes the diet of each
meal, the type and duratioy 4, g cation adherence. Participants can
then use these recordin . CV — ‘uch as comparison of exercise
performances to the % _ | » ks that adopted the process of
self-monitoring in t i=atained behavior of patients

with coronary heart #f5e- ¥ (=7 t o, 2005).

Self-reinforler SR [“motivation process (Bandura,

1997) contingent on self fwa=— £ N ol Mositive statements regarding goal
) 8 ) iz garding g
achievements. Diary reading ;;- AT ke in developing positive statements in

an effort to achiev :_—““—’7 =~ it re-enforces that patients

Y )
S, STl et al. (2005) and Burke.et al

iF |

and their caregivers {ij key
y

(2005), the same in thefsgadies that adoptad the process of self-reinforcement in the

oo EUELINENINENT
IR TR A TN =

positivefly help in the management of lifestyle behavior including low-diet cholesterol,
exercise behavior, and drug adherence. The final outcome was the fact that the
participants could have control of blood cholesterol. Although the results in this study
were not significant in low-diet cholesterol, and triglyceride levels, the mean score of

these in the intervention group were improved when compared with the control group.



134

Thus, other factors that related to behavior such as outcome expectation should be

considered and added in the study.
The effects of the management program on lifestyle behavior

Positive lifestyle behavgl

cholesterol and protection {28 W/ ‘/)yle behavior that responded to this

outcome in this study in®

|4 the main factor that improved blood

Low cholester-,

i \“ Soeoortant behavior that related to

N \

\;\ et behavior of both groups was
W\ N
e ogram after three months, the

blood cholesterol level-
not different and not s' o

intervention and contr antly different and not when

compared in the progranF n

dietary behavior was no o ﬁ 2 gs of this program, it did not mean

s Wsult showed that low cholesterol

that the behavior} y !'d not effective to dietary

behavioral because re were many iactors that re i wted to self-efficacy such as

environment, ﬁlnﬁ E]mjuwﬂlﬂ TWEI;@I ﬂd.iemograpmcs (Rockwell

and Riegel, Friedman, 2003) However several studles supported the
e RARINT I HHTDNEAVRE: o
positiveﬂifestyle behavioral (Song et al., 2000; Higgins, Hayes, and McKenna, 2001;
Allen, 2002; Berna, et al., 2005; Burkeet al, 2005; Hiransai, 2007). Moreover, studies
of Wang, (1994) and Xie, Zhang, and Chen (2002) found that patients with CHD who
received health education programs demonstrated a significantly better improvement

in food habits than in a control group and maintained effects for 6 months.
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When giving deep consideration to Thai patients, primary care setting found
that there were three factors that related to diet behavior and were specific in this
setting. Firstly, most of Thai patients in a primary care setting tended to be

submissive; they respected and believed in health care providers and took their advice

seriously. Secondly, most of the g M} § g in this setting were Muslim (70%) and

had the month of Ramadany -7-;_"_' \ S’ //'Jring phase three of this study. The

festival culture during (= f Rjma — . o ctivities and daily lives of

j=ct behavior, such as in diet
.-rol), exercise behavior, and
N .“n area rich in seafood with
high cholesterol. It is Yer: AT - JNarid it is the habit of local people

to eat fresh and dried seafi J¥; t ‘ _ = e in 8's study could not change to a low
V gz ' :

cholesterol diet. Future healthzZ7577 gould be concerned with all of factors

1

and may consider &&= =4 cholesterol diet.

: )

" r,.

Exercise bei®vior; the mean score in exercis&%ehavior of both groups were

not different ﬂ ﬂ %%ﬂﬁ%ﬂemﬂl?rogram exit after three

months, the inf¥vention group’s Igean score mcreased and w 31gruﬁcant but the
conrok I VEIN Ftar Gl W Qtﬂeﬁ}’}@e&m the program
entry. Reasons for effectiveness and success were the behavioral management
program including goal setting, health education, social support, self-monitoring, and
self-reinforcement for positive behaviour. In addition, the processes for following up
using the telephone, home health care, and booklets were helpful in monitoring and

motivating participants in the intervention group to change behavior and maintain
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their exercise behavior. This was the same in many studies that supported exercise
programs (Kodama, Tanaka, Saito et al., 2007; Durstine, Grandjean, Cox, and
Thompson, 2002; Leon, Franklin, Costa et al., 2005; Piperidon and Bliss, 2005; Leon

and Sanchez, 2001).

Wu et al. (2003) ress #'nts who had undergone an exercise

group, Gilliss et al. / g / | N _ with physical exercise and

\ ¢, the results showed that the
intervention group héf‘, 4 P “ i : \ vere significant as assessed by
Jenkin’s walking check #& o N : ted in meta-analysis based on a

review of exercise-based # hz lua*medical care. The results showed
F WA

s Limited to exercise and those

) _J.nds were noted for a lower

that the mortality rates di
providing more colg48
i |

=
incidence of nonfata®ayocardial infraction and revas=larization in cardiac patients

who receivedﬂeﬁﬁ%-ﬂﬂiﬂo%j Wﬁgﬁﬁcam statistically. The

health risk facwrs exercise tralmng and genetics (HERITAGEbtudy, included 675
rormibY b GVOREP 1 Bl AL TAP-Y I
al., 2000) also had similarly increased HDL cholesterol, and decreased LDL
cholesterol and triglyceride. However, the result could not identify the studies that
have addressed the effect of exercise in subjects with dyslipidemia.

There are other factors that affected exercise behavior including

demographics, environment, and cultural context (Rockwell and Riegel, 2001;
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Friedman, 2003). In Thailand’s national health policy has planned to motivate
physical activity with a target of 60 % of people to have 30 minutes of moderate
physical activity 3-5 days per week in general population (National Health Policy

Committee, 2001). Many projects were implemented to promote exercise; thus it is

the motivating drive for patients ) ‘ e exercise behavior and maintain it in the

long term. However, thy N " W #'s such as chest pain, dizziness,
. —

oints that obstruct patients from

changing to a po#® ‘ ir suffering physically and

levels. From this study th # _ ) . both groups in medium adherence

(6<MMAS<8) was not _.,g“ e grogram exit after three months, the

intervention grou = —————— 1 cd, more than at program

; Y]

entry, but the contro! 'f| ‘oup'e W nogilignificant. Repeated exposure
' iF |

to the behavioral managegaent program ingladed goal setting, health education, social

wnr, s MEL TIENINENL s s
~RTITTInInE

mentiofing that some participants in the intervention group tended to demonstrate
non-adherence such as medication sometimes forgotten, medications missed in the
last two weeks, medication stopped when feeling bad, medication forgotten when
traveling, medication taken yesterday, medications stopped when condition was well-
controlled, feelings of being hassled regarding the medication treatment regime, and

frequently difficult in remembering to take medication. There are several studies
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saying the same as in this study (Ford, 2004; Allen et al., 2002 Senaratne et al., 2001;
Carlson et al., 2000; Xiaolian, Janet, and Thomas, 2006). However, there are some
studies that unfortunately failed to find the parallel results about drug adherence in
cardiac patients ( Guthrie, 2001; Laramee et al., 2003).

Although the intervention

; _owed significant increased values at the

g2d behavioral, the mean score was
found in medium adherer' : —#‘ her level. Factors that related
to drug adherence sh ; | » plth care team/health system

(knowledge of evide Mouidelines, clinical decision

2) socioeconomic factSrs i " e siiive relationships with health

care providers and support J kere W related (adverse events, medical
’ | @
interaction or the effectlvene" A7 ¥ nd the characteristics of medication

e

(schedule, frequen‘ -_———‘ :, fial demographic factors,
. ) |.‘

ot (ferse events or co-morbidity,

patient relatives (age, 'fl ndet;
i i¥ |

lack of perception of miegdications importgnce, style of attachment or developing

habits, and u@uﬂ ’]hm E«m@ﬂﬂq ﬂlglon related (symptom
e TS S e

Morisky %t al., 2008; Chin and Goldman, 1997) and should be mentioned in future
studies.

In Thailand, nowadays there are many policies regarding national health that
try to promote good behavior such as “ the campaign to have a check up and take care

of blood cholesterol”, “ weight control”, “ overweight in adolescents” etc. Thus, the
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behavior management program is considered a motivational activity which could be

successful by following national health policy.

Research implication and recommendations

The findings of this \ glications related to nursing practices,

education and national h

%Y. Thez and recommendations for future

The behavior 4 = Wifective in 1) modifying blood
Socluding low-diet cholesterol,
exercise behavior and ¢ 3T Ja )0 18 perceived self-efficacy both in

/ AR
diet and exercise. AlthouZ @ ‘erc not significantly different, all of
L b

these looked like igaprg 5 i these results provide evidence

]
e

about nurses’ conisds " Jd preventive processes of

patients with revasct™rization in cardiac events as w*l as the significant role they

can play 1nﬂ11jﬂ‘a§ nn W%"Wﬁ‘ﬂ ﬂﬂ'a'secondary prevention.

ImplementatlorgII of outpatient’s Jmmary care settmgs in alland should be
cons RNV FEU I Q %&Jﬂo& Elestabished o a
part of health promotion at all levels of healthcare services.

Nowadays, the failure of taking care of cardiac rehabilitation is caused by the
lack of knowledge and recognition of the importance of the role nurses can play in the
field, as well as processes of management (Guo & Yan, 2002; Xiaolian, Janet &

Thomas, 2006). The goal of the behavioral management program, more than to
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improve education but the processes for managing behavior for success in modifying
blood cholesterol are the advantageous objectives of this program. Patients’ health
values and life-attitude also grow with the process, improved self-efficacy and health
self-management capabilities. These strategies are suggestive for educational

behaviour rehabilitation initiativas - chronic diseases, and can be adopted for

promoting the effectivenessg s L/ tion in a community care setting.

Thai nurses rem . .’ -  of the health care workforce
especially in primar/ AN S "Slchabilitation and secondary
prevention were incl# &4 ]S O \ W. The good relationship and

‘ 1 2. to enhance lifestyles and

2|1l care providers. However, the

culture of Thai people leac ici. & and nurses; thus the co-operation

in terms of care is the best ‘j-; T sents.

Implicatics 2y training

i

geig ihacation should be developed

iF |

Nowadays, "j| of e
W

for training advanced nufseypractitioners. @ardiac rehabilitation requires a wide range

s QU ADET ZHEDD L o s
LGN )1 N) .

pathoph$lsiology of cardiovascular disease and current medical treatments, risk
factors, and adult education (ANAC, 1993). Therefore, to promote the development of
cardiac rehabilitation and secondary prevention, nursing and its frontline
implementation efforts should be devoted to training nurses, and to continuous
professional development. Health education, attitudes and skills for assuming the

cardiac rehabilitator role should be a part of this curriculum to promote the patient’s
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ability to respond for their own health needs. The suitable intervention in a primary
care setting is most important for patients with revascularization, especially training
nurse practitioners in cardiac rehabilitation and secondary prevention nursing.

Implication for the National Health Policy

The results of this ] W the effectiveness of the behavioral

management program in pe SSESERATIL gfization in a primary care setting.

1. In Thaila=® e AN _\- ho® developed by professional
nursing organizatio# responsibilities in cardiac
rehabilitation and s p pPiimary care setting. Thus, this

program contributes to urses in cardiac rehabilitation and

secondary prevention efforts. _,9 =
—r "
2. Accordigs =>4 c Health, effective cardiac

\ y_ ‘|-! ‘

rehabilitation and sec v-| daiss w.al ifpreventing cardiac events and
1.! |

complications of illnesg RBromoting modgly of health care delivery which focus on

i e G S ANININEIDT, e 0 e
mﬁma‘wwumfmmaﬂ

Cardiac rehabilitation and secondary prevention nurses should have a
network to share the material or resources regarding cardiac rehabilitation knowledge
to promote the quality of care for these patients.

4. The establishment of an international cardiac rehabilitation and
secondary prevention network for nurses is imperative in promoting communication

among nurses throughout the world in this field.
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Recommendations for future research

1. This study should be replicated with an extension to the duration of
follow-ups and long-term evaluation to 2-6 months because of physiological risk
factors (total cholesterol, LDL-cholesterol, HDL-cholesterol, triglyceride) take a long

time to adjust.

2. The behavioral be performed in various clinical

settings.

3. Family ps h to supplement the patient's

rehabilitation inte nteugh social support in this

program was adopte® it 40 JF B (S 1N \. dWor the changes in perceived

4. An interventio: froc——— = : in special behavior such as low-
| T . P

cholesterol diets, exercise bebzZ757) 1 < 7 ation and puts a lot of time into each
TN

X

activity may be oXf= fiavior and modifying risk

¥

factors. '_' |
W

¥

5. A study of #thsr risk factors guch as blood pressure, body weight and

smokine cessﬂ LA LELY A W ELLE)9 ot e menconea.
RCTETT o STy T ey

Ramadafj should be considered.
7. A study in correlation of religion and prevalence of CHD.
8. A study in group of PCI or CABG because both of group had the
difference experience in psychology such as pain after intervention treatments,

duration for treatment and medication to forever taken.
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Limitations of the study
1. This program can be used for patients with revascularization in a primary
care setting which could not be produced in other settings such as a secondary setting
or a tertiary care setting.

2. Duration of the studv amadan months October-November that

be too small to be used in other

population groups (in : / 3 quasi- experimental design

are found).

4. Sample ~ 1 CABG may be affected to
the result of the study #Cc: A\ experiences after intervention
treatments.
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Research results

Table A Comparisons of total cholesterol, LDL-cholesterol, HDL-cholesterol, and
triglyceride between the intervention group and the control group at program entry (pre-

test) and program completion (p

Variable p-value

Program completior# 0.01

(Post-test)

.‘-:i' cts

df #Mean  Multi-  p-

Variables i"pup ]
F=s Squages Squares variate value

AULINYATNYINT e
QRTRITIUUBAINGINY o o

Total (Pre-test)

cholesterol
Program 8982.70 1 8982.70 6.17 .02

completion (Post-

test)
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Sum of df Mean Multi- p-
Variables Group

Squares Squares  variate value
F-test
Program entry 469.23 1 469.23 0.70 41
LDL- (Pre-test)

cholesterol
Program
complef:‘ i N . ,_‘_ 1972.47 14.60 .00
53.69 21 64
HDL-
cholesterol

293.46 7.26 .01

test) [}

- AHAIMENINDG, L.
HRTAINIUUNNINGIAY

Program 55336.08 1  55336.08 1.63 21

completion (Post-

test)
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Table B Comparison of total cholesterol, LDL-cholesterol, HDL-cholesterol, and

triglyceride in the control group at program entry( pre-test) and program completion

s

(post-test)
Multivariate Tests (c)
Variables 4 Multivariate F-test p-value
Control group 0.44
Variables Multivariate p-value
F-test
Total cholesterol \Z Y] 5.3 .06
LDL- cholesterol _E 28728 012.7 , 2.2 13
HDL-cholesﬁ)lu EI ﬂwﬂ U o4 22 14
JUANUNINENT
Triglyceride q) :BJI . 15310. 1.3 25
, __ ¢ 7Y

tUHY
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