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ABSTRACT

A knowledgeable person can deal with problems in a confident and
flexible manner. This statement is certainly applicable in the area of health
where an adequate knowledge helps clients to avoid complications.

This study was conducted to explore the perceptions of ischemic heart
disease patients and their families regarding the content and format of health
education they need, before discharge from the hospital.

A non-experimental survey study was conducted in the coronary care unit
(ccu) of three governmental hospitals in Abu Dhabi, United Arab Emirates
(UAE). A convenient sample of one hundred and twelve (112) participants
consisting of eighty (80) patients and thirty two (32) relatives, were selected
over a three month period.

A self-report approach was used to collect data and a questionnaire in the
form of five point Likert scale, was developed with appropriate content
matching the study purpose. Reliability was tested by test- retest for nine (9)
patients not participating in the sample. A panel of experts tested its validity.
The confidentiality of the participants was carefully considered.

The study has revealed that patients and their families indicate a strong
need for health education. Most of the sample prefers health education during
the hospital stay by the doctor, although nurses and different health service
members were also seen as being important. The respondents perceived the
health education function as increasing their confidence in dealing with the

disease, while reducing their readmission and anxiety. They preferred a member



of the family to attend the session. They wanted comprehensive health
education addressing a wide range of topics. ‘

Since the study result agreed with other previous research results, it
confirmed that people’s perceptions about the need for information is similar in

the UAE and everywhere else in the world.
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CHAPTER ONE

INTRODUCTION

1.1 BACKGROUND TO THE STUDY

It has been found and proved that most of the patients with myocardial
infarctions (MI) do not return to work after discharge, because of cardiac
factors such as cardiac damage and non cardiac factors such as lack of
information (Hanisch, 1993). The discharge of patients following a period of
hospitalization with none or inadequate knowledge of how to resume a normal
life, is a problem for the patient and the health services (Mills & Sullivan,
1999).

Health education for the patient and his family during the period of
hospitalization and on discharge will help them understand what the nature of
the disorder is. It helps in understanding the changes as the result of the
treatment, the objectives and improvement to be achieved in the next stage of
care, and after discharge what activities are to be avoided and what to be
encouraged in all areas of life (Mills and Sullivan, 1999 and Linne, Liedholm
and Jacobsson, 2001).

The main function of information and education for patients and families is
to reduce anxiety, improve compliance, and promote satisfactory performance
of self-care and participation in the treatment as instructed and generating a
feeling of safety and security (Taylor, Goodman & Luesley, 1993 and

Department of Health, as cited in Mills & Sullivan, 1999).
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This understanding enables the patient and his family to actively participate
in the patient’s care and thus avoid complications and alleviate stress resulting
from the inadequate medical knowledge or appropriate intervention during
emergency. It increases compliance to medication and medical advice, reduces
hospital readmission, reduces the rate of long term service uses eg.operations,
investigations, and advanced sophisticated machines (Clay, Wyatt & Norris,
1996 and Naylor, Brooten, Campbell, Jacobsen, Mezey, Pauly & Schwartz,
1999).

Discharge planning makes all of these benefits possible because it
primarily ensures that patients who need further care have a program to be
followed (Hanisch, 1993 and Kersten & Hackenitz, 1991). The process of
preparing the patient to leave a health care agency and maintaining continuity
of care should start on admission with an initial patient assessment and should
continue during the hospital stay with ongoing multidisciplinary team
assessment (Taylor, Lillis & Lemone, 1997; Closs, Tierney, 1993 and Arenth
& Mamon 1985 and Summerton, 1998).

Although it was acknowledged that discharge planning is multidisciplinary
in nature, nurses play a pivotal role because of their close proximity to patients
in providing twenty- four hour care. The coordination of the care is usually the
nurse’s responsibility: she should ensure the family members are taught the
necessary knowledge (Taylor, Lillis & Lemone, 1997).

Health education should be carried out with consideration of each patient’s
needs when moving to a different care setting, information about medication,
diet, procedures, treatment, health promotion and activities should be provided.

Referrals may be included in the teaching plan for discharge. It is also

13



concerned with the psychological needs and welfare of the family. According to
Arenth & Mamon (1985), hospital staffs do nét have time to provide patients
with the information they require. The deficit of patient information is also
related to the patient’s poor ability to retain the information given. This
demonstrates the need of the presence of a family member during the health
education process.

The common methods of health education are audiovisual, verbal and
written. Each type has advantages as well as disadvantages (Mills and Sullivan,

1999).

1.2 PROBLEM STATEMENT

Chronic diseases account for a large portion of the deaths in the United
Arab Emirates. In the year 2000, 28% were attributed to cardiac illness,
specifically myocardial infarction (Annual Report, 2000).

According to the observations of the researcher the area of patient health
education in United Arab Emirates (UAE) governmental hospitals might be
neglected. There is no formal form of discharge plan in any of the hospital
departments. It would seem that a lack of adequate discharge planning for such
patients might seriously affect their quality of life and prognosis upon discharge
( Closs & Tierney,1993; David & Rexroth as cited in O’Halloran, 1997;
Coulton as cited in Armitage & Kavanagh, 1998 and Wilson & Fordham as
cited in Mills & Sullivan, 1999).

It is therefore important to explore the perception of patients and their

families with regard to health education, in order to address any unfilled needs.
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In her practice the researcher has found that many of the ischemic heart
disease (IHD) patients are discharged and readmitted in a worse condition.
When interviewed, they mention that their condition deteriorated shortly after
their discharge. They complained that they did not know whom to contact or
when, and that the regimen of their medication was not clear simply because the
pharmacist had not properly explained to them how to take the medication.
Some of them just blindly took the tablets without knowing its name, action,
side effects or exact dose. Some of them tried to stay longer in the hospital
because of their fear of the problem that might crop up after their discharge.

The trend towards shorter hospital stays after MI has increased the
requirement for information to manage the immediate post discharge period
safely and to make informed decisions about potential life style changes.

It is, therefore deemed important to the researcher to explore health education
needs of patients and their families before a discharge planning program can be

developed.

1.3 PURPOSE OF THE STUDY
The purpose of the study is to explore the perception of myocardial
infarction (MI) patients and families about their health education needs upon
discharge from the critical care unit (CCU). This will be done in order to develop

a comprehensive health education plan for such patients, which involves their

families as well.
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1.4 OBJECTIVES OF THE STUDY
The objectives guiding the study were to:

1- Determine the patient and his/her family’s perception about the health
education needs, who should deliver the information, how and when it
should be delivered.

2- Develop guidelines for a standardized discharge plan with items of

education derived from the patients’ and families’ perceptions.

1.5 THE RESEARCH QUESTIONS

1- What are the perceptions of MI patients in CCU about their educational
needs and that of their families?

2- What are the perceptions of the families of MI patients in CCU about

their educational needs and that of the patient?

3- How can these needs be addressed comprehensively in a standard
discharge plan ?
1.6 TERMINOLOGY:

Family: Family is not an easy term to define as its constituents change with
social trends, but for the purpose of my study we can consider persons whose
social homeostasis is altered by the patient’s entrance to the area of critical
illness or injury and who are a significant part of the patients’ lifestyle (Hudak,

1994).
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Health education: This is a program to provide a knowledge base or skills
needed to meet specific health care needs which stimulates to effect a change in
patient’s behavior (Zernike and Henderson, 1998).

Knowledge: Knowledge includes the facts that people have about their
diagnosis, treatment and rehabilitation (Zernike and Henderson, 1998).
Perception: This is the personal view people hold on a subject, whether
correct or incorrect (Kozier et al, 1993).

Comprehensive: This incorporates all aspects of the perceptions of the patients
and their families.

Myocar(iial infarction: (MI): A person with this diagnosis made by medical
practitioner as primary diagnosis.

Acute myocardial infarction (AMI): The acute period of this illness.
Critical Care Units (CCU)): A unit designated as a specialized care unit for

ntensive care.

1.7 SIGNIFICANCE OF THE STUDY

Discharge planning is a process of assessing a hospital patient’s need for
care or other services once he or she is discharged. It involves coordinating
resources and assessing patients and families in meeting their post- hospital
health care needs. The world trend toward shorter hospital stays and early
discharge, have made comprehensive discharge planning services a necessity.

Patient education is accepted as an important part of health care and is an
established nursing activity, Taylor, Lillis and Lemone (2001) “US courts
affirm the patient’s right to know and view patient education as the legal duty

of the nurse” (p.107). Learning outcomes in terms of knowledge, attitude skills
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and behavior changes are very important areas for the MI patients, since their
condition is a chronic one and should influence their lifestyle, reduce the period
of hospitalization and ensure that the patient is compliant with the plan.
Learning outcomes should also improve quality of service to patients and meet
his/her individual needs and improve patient’s well being during rehabilitation

and increase the quality of life.

1.8 CONCLUSION

It would seem that the UAE cardiac patient and relatives may need a
discharge plan that would enable the patient to resume his/her normal life again
through the increased awareness’ provided by the health service team. Before
the researcher deals with the body of the research, she would first present some
of the key elements found in literature with regard to the main focus of this

research.
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CHAPTER TWO

LITERATURE REVIEW

2.1 INTRODUCTION

As discharge planning is essentially a health education process, educational
needs should be assessed for individual patients. Literature was reviewed
concerning patient and family perceptions about the content of the information,
the appropriate time, the right person to deliver the information, the function of
the education, the important person to attend, and how the information should

be delivered.

2.2 CONTENT OF HEALTH EDUCATION

In an unmentioned country, a study of cardiac patients who had been
discharged from institutions that did not have an organized cardiac
rehabilitation program was conducted almost twenty years ago. In North
America a sample of 17 patients believed that all educational topics of
organized cardiac rehabilitation programs were important. These topics
included diet, medication, risk factors, activity limitations, sexual activity,
pulse-taking, CCU admission policies and procedures, and emotional response
(Moynihan, 1984).

Meanwhile a group of studies found that patients wanted specific
information about their condition after an individual educational needs
assessment, according to Hinds, Streater and Mood (1995) and Dodge (1972).
Brandt, Griffiths & Leek (as cited in Mills, 1999) specified that the majority of

patients want all information, both good and bad, relating to their condition.
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A later study ( Casy, O’connell & Price, 1984) was conducted to compare
the opinions of physicians, ICU nurses, and patients who were four to seven
days post-MI. Results indicated that the three groups generally agreed about the
type of information that should be included in education programs for such
patients. The topics that all three groups rated as most important were:
knowing how to modify or change personal risk factors, knowing the names,
dosages, side effects of medications and knowing personal risk factors which
agree with Moynihan’s study. Patients, in both the acute and convalescent
phases, rated both risk factors and medication information as very important
needs (Gerard & Peterson, 1984 and Erwin, 1999).

Another study of patient perception of educational health needs after
discharge from the oncology center showed that there are specific educational
needs according to the patient’s diagnosis. Arenth and Mamon (1985), in
structured interviews three days after discharge, revealed that the most common
needs mentioned, with different percentages from each patient, are the activities
of daily living and eating, which concur with other studies. The bed/chair
transferring, personal hygiene, dressing and bathing are specified needs for
cancer patients. Another study (Coombs, 1987) was conducted to identify
informational needs of first-time coronary artery bypass graft (CABG) patients.
The result showed that the highest ranking information needs was knowledge
about atherosclerosis, risk factors, mental preparation, emotional reaction to
surgery, and allowed activities.

Millar (1989) reviewed the literature and realized that few studies have
attempted to analyze the needs of the family when a relative is critically ill in

an ICU, yet the family may play a critical role in patient care and affect his or
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her emotional status. A study was conducted trying to answer the following
three questions a) what are the needs of the faﬁn'ly? b) Are these needs being
met? c¢) by whom? A list of common needs was identified: to reduce anxiety, a
need for information, to be near the patient, for support, to be helpful. It was
also found that the family would be willing to learn how to help, and they also
want to know whom and when to ask questions. The information needed
showed that there is a need for psychological and administrative support, which
is influenced significantly by the nature of the families

In addition to the educational needs mentioned in Coombs’ (1987) study,
the anatomy and physiology of the heart, coronary artery disease, medical
follow-up, return to work and community resources were pinpointed by patients
as respondents in studies by Hanisch ( 1993) and Naylor (1999).

The Department of Health of the United Kingdom (as cited in Mills &
Sullivan, 1999) highlighted another side of the information by mentioning that
the hospital should offer patients clear and sensitive explanations of what is
happening on practical matters such as where to go and who to see, as well as
and clinical matters such as nature of the illness and its proposed treatment.
Martinali, Bolman, Brug & Borne (2001) added further weight for the coronary
artery disease patients’ informational needs about their health status, desirable
adjustment to their lifestyle, and possible problems that they may experience in
coping with their disease. When 13 ventilator dependent patients living at home
were asked by Thompson and Richmond, (1990) to describe the ideal
discharge instruction, the patients believed that teaching should occur at the
bedside, and attention be paid to the practical side by explanation and

demonstration of airway and equipment maintenance and use of emergency

21



care. The implication of this study are that the health care team needs education
and reinforcement in the task of providing care and instruction for patients and
families. Furthermore, uniform instruction should be made to help reduce the
intimidating effect of mechanical ventilation.

Steinke (2000) examined patients’ experience with sexual counseling in the
acute care setting. Out of 96 post MI patients, only one third reported receiving
information while hospitalized about resuming sexual activity. Most patients
(71%) believed their sexual concerns should be addressed while they were still
hospitalized. They also listed information mentioned in previous studies sited
this review, such as stress management, medication, risk factors, nutrition, self
care after discharge .

Nurses frequently question whether patients, who have had an MI, are able
to absorb, retain, and use the information given to them in the hospital. Duryee
(1992) examined the research literature on inpatient education after M1,
published between 1975 and 1989 to determine patients’ perceptions about the
most important information to provide to ensure optimal patient care and to
make the most efficient use of time during hospitalization. According to his/her
review, patients identified risk factors as their primary concern.

In general, most of the reviewed literature showed that the patient and his
family’s or staff’s perception of educational needs is the information about the
nature of his disease, medication, lifestyle modifications, treatment, expected
problems diet, resumption of sexual and daily activities, follow up visits and
practical skills specified for each condition. Health education, therefore, needs

to be comprehensive and address all these topics.
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2.3 THE TIMING OF HEALTH EDUCATION

Scalzi (1980) conducted a study consisting of 32 post-MI patients using a
control and an experimental group. The experimental group participated in an
organized educational program designed to increase knowledge of coronary
heart disease and reduce risk factors. The results of this study indicated that the
retention of information in the acute phase was minimal for both groups. A
specific conclusion of the result, from my point of view, is that it doesn’t mean
that the patient shouldn’t be educated during the acute phase but the need is for
repetition of information later. However in another group of patients
investigated by Gerard & Peterson (1984), the results suggested that such
explanations would be better received during the convalescent phase of illness.
Information given early immediately after admission is too difficult to retain,
most of the study sample requested more repetition of information, especially
given immediately after hospital admission (Bramwell, 1986). The same result
was repeated with the study of cardiac patients during the post hospital
recovery phase who believed that they were given information too soon after
the cardiac event and that educational topics should be reinforced throughout all
three phases of cardiac rehabilitation (Liddy and Growley, 1987).

Many studies support the importance of commencing health education for
discharged patients from patient admission and continuing and repeating it
during the period of hospitalization (Moynihan, 1984; Luker et al 1996, and
Summerton, 1998). Here the point is gradual administration of information
starting from admission up to discharge rather than repetition only. A similar

result was achieved by the two following authors who showed that education is
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a systematic process of preparing the patient to leave the health care agency and
for maintaining the continuity of care (Bauman, 1991 and Hester, 1996),
However some patients prefer to wait until after discharge. (Steinke, 200).
Millar (1989) highlighted that families in crises often have difficulties in
processing and storing information, so it should be repeated frequently during
hospitalization and upon discharge. Similarly Steinke (2000), Coombs (1987),
and Liddy & Crowley (1987) found that cardiac patients believed that
information given soon after admission is probably not retained because they
are too anxious and this prevents absorption of the details unless the
informatioﬁ is repeated during the hospital stay period.

In summary therefore, the appropriate time to give health education to a
patient about his/ her needs has to be determined. Some literature showed that
patients should be taught on admission and the education reinforced during the

period of hospitalization.

2.4 THE HEALTH WORKER RESPONSIBLE FOR HEALTH
EDUCATION

Nurses do not always succeed in this task. According to Arenth & Mamon,
(1985) hospital nurses consistently failed to accurately assess the physical,
social, emotional and functional needs of patients after discharge, since they do
not always recognize the value of discharge planning. Some studies
investigated nurses’ characteristics that are able to assess the patients and
families needs. More empathetic nurses may be better able to assess accurately

the needs of family members than less empathetic nurses (Murphy and Price,

1992).
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According to Millar (1989) information to be given to the patient can be
separated into two obvious types: that given by the doctors, such as prognosis,
and that given by nurses who complement the doctor. Other studies mentioned
that the most important and most reliable source of information for patient is
their doctor (Greenfield, as cited in Martinali et al, 2001 and Delaney, Albert &
Meredith, 1994).

Wyness (1990) makes the point that educational material might take the
place of a person giving the information. It was found that after discharge,
patients may have read the material they received in hospital at home and
learned from it.

Discharge planning is ideally a comprehensive multidisciplinary approach
that should assess a variety of health related needs and fill the needs by
organizing available social support and community resources ( Johnson, 1989,
Johnson, Hamrin & Larsson 1994, Bilodeau & Degner, 1996 and Wilkinson,
1995). Well coordinated patient and -famjly education can be achieved through
collaboration among all health care disciplines.

Interdisciplinary education and discharge plans are useful tools for
meeting the overall complex needs of any patient because each discipline brings
its unique perspective and expertise to the development of an integrated
education plan (Clay et al, 1996). Rehnberg, Absetz, & Aro (2001) used a
combination of fixed-choice and open ended questions in order to explore
breast biopsy in breast cancer women’s experiences about satisfaction with
informational amount, quality, timmg, and sources. A variety of information
and sources were highlighted by doctor, nurse, social worker, peer counselor

and rehabilitation counsellor.
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The process does not only includes professional assessment of health
education needs but also depends on the patients and their families. In a very
real way patients and their families are therefore part of the teaching team
(Bouman, 1984).

Gloss et al (1999) conducted a study on discharge planning and found that
information and advice to patients and carers could be given verbally or in
writing. They also found that for effective and efficient discharge planning,
good communication between all the relevant health professionals, the patients
and their carers were essential.

In a survey done in the USA, fifty six percent (56%) of the nurses in a
study sample agreed that they are responsible primarily for discharge planning,
and sixty three percent (63%) agreed that social workers are the responsible
profession for the discharge plan. Sixty six percent (66%) percent agreed that
having a special discharge-planning department would make nurses’ work
easier (Lowenstein and Hoff, 1994).

According to Hagland (1995) nurses could improve the post discharge care
by their good skills of communication and listening to patient’s needs because
they have a chance to visit the patient in the ward following their discharge
from the critical care areas and encourage them to reflect on their experience,
Bowling (1992), found that patients considered nurses to be a significant source
of information, when they were asked directly by the researcher. But they may
not always give them sufficient high priority in mentioning them

spontaneously, in response to the questionnaire.
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Benner & Wrubel (as cited in Zernike & Henderson, 1998) mentioned that
nurses play a pivotal role in identifying factors which inhibit or enhance
education as they have regular contact with patients and are, therefore, in the
position to assess not only patient education needs but also their readiness to
learn.

In a study that addressed the importance of early intervention and
management of the patient with coronary artery disease in the community,
nurses stated that in cases of early discharge it is essential to provide patient
with education regarding prevention, early intervention and management
(Arnold, 1998). The research showed that rapid assessment and detection
decreased the time from onset of infarction to thrombolytic therapy, while post
discharge information ensured that appropriate medical therapy was instituted
to reduce mortality and prevent a future cardiac event.

Medical-surgical nurses can play a crucial role in reducing mortality and
morbidity associated with AMI through ensuring that patients and their family
members know how to recognize the signs and symptoms of a heart attack by
increasing patients’ awareness and knowledge of them, and promoting
immediate action by patients and those around them. All of this is administered

- through pre- discharge education (Crumlish and Hand, 1999).

In summary, most studies suggest that nurses are the right people for this
type of health education. Continuous communication with the patient and their
families around the clock gives his/her a chance to utilize every single teaching
opportunity based on an early assessment of the patient and his/her family’s
educational needs, which is reinforced during the hospital stay and later upon

discharge. However, a few studies have suggested that doctors are more
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knowledgeable and better equipped for offering information. But some doctors
and nurses prefer that social workers, who aré familiar with all the referral
centers in the community, should provide the information, or they could be a
part of a multi- profession committee.

In general, few studies have evaluated discharge planning from the
perspective of the patient and families. The focus is on the health professional’s

perceptions.

2.5 FUNCTION OF HEALTH EDUCATION

Good discharge planning can provide patients and carers with the
knowledge, understanding and support to prevent or minimize further episodes
of ill health (Department of Health of the United Kingdom as cited in
Summerton, 1998). It also encourages compliance with the treatment and
rehabilitation plan. One third of the research sample presented with increased
satisfaction and accelerated speed of recovery after discharge planning in a
study conducted by Moran, Jarvis, Ewings and Parkin (1999).

It is well recognized that comprehensive discharge planning and
appropriate after care services can reduce future length of stay, decrease
hospital re-admissions, reduce overall cost and improve the long term health
status of the patient. This area of study was researched by Naylor et al (1999).
Clay (1996) and Lowenstein & Hoff (1994) reached the similar conclusion that
discharge planning will minimize cost by moving patients out of the hospital as
soon as medically possible and encourage self care and appropriate care by
family members. It will also provide information and resources that enable

patients to adhere to treatment and increase control of their care.
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In contrast, Barlett ( as cited in Clay, Wyatt & Norris,1996) concentrated
on the ultimate goal of patient education for both the patient and the family,
which is enabling them to cope with the patient’s health problems at home. The
function of education is not only for patients and family, but also for the nurses
to facilitate access of information to the criticaly ill patient (Wilkinson, 1995).
Scalzi (1980), however, concentrated only on reducing anxiety as a function of
the given information.

Almost the same result was found when the following authors investigated
patients’ perception about the function of information. Hinds, Streater & Mood
(1995) interviewed a convenient sample of 83 patients before and /or after

radiotherapy to determine their perceptions about the functions served by the
information they received from general hospital staff. Patients indicated that
they considered information to serve three main functions: enabling them to
actively participate in their treatment, reducing anxiety, and enabling them to
prepare for the future (Hinds, 1995).

Another exploratory study was conducted in Australia to develop and
evaluate the patients’ outcome after discharge planning. A sample of 29
patients was selected from three medical wards in a hospital in Sydney. Semi-
structured interviews of participants at home, after discharge from the hospital,
were conducted. Their perception of hospital discharge and continuity of care
needs were investigated. The study demonstrated that there were deficiencies in
the hospital discharge procedures which impacted on continuing care and that
patients can contribute useful information for evaluating and improving

discharge planning (Armitage, & Kavanagh, 1998).
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Moreover, specific empirical results were achieved by the following
studies. Six empirical studies evaluated the effects of information on patients
undergoing chemotherapy and radiotherapy. The information showed that more
self-care behaviors were initiated, anxiety scores were reduced and the patients
reported less disruption in their daily activities (Ream & Richardson, 1996).
The same results were achieved by Brown (1995) & Karlike (1987).

A retrospective chart review for 2409 persons hospitalized with acute
myocardial infarction between October 1992 and July 1993, in 37 hospitals in
Minnesota, was done to study the effect of information on the length of delayed
hospital presentation in these patients. The conclusion was that the educational
interventions that encourage the prompt use of emergency medical transport
services, specially for a person with cardiac risk factors is the most successful
in reducing the length of delay and improving the outcome of patient with
acute myocardial infarction (Gurwitz et al, 1997). A number of problems were
reported by the community in respect of continuity of care in the Netherlands
(Kerston &Hackenitz, 1991). In that country there are separate organizations for
delivering nursing care to a patient in the hospital and to a patient at home. This
separation creates extra difficulties in organizing continuous care for patients
discharged from hospital and who need nursing after care. They did a study to
investigate how to bridge the gap between hospital and home which was
conducted using an eight - item Likert scale to measure the extent of continuity
problems. The results revealed that special arrangements have to be made to
prevent the patient from having serious problems. They recommend that a
discharge plan is the best structure to organize patient care between hospital and

community.
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Furthermore, when Duryee (1992). investigated if the inpatient education
increased patient’s knowledge, and the effect of the anxiety on the level of
learning, and whether inpatient education is able to produce lifestyle changes
after discharge, the study showed that patients were able to absorb new
information even though anxiety was present, especially regarding activity after
discharge. Important education also spurred some lifestyle change after
discharge, particularly in the area of activity and smoking cessation.

In a clustering of the literature as sited in Mills & Sullivan(1999) the
following functions were listed as having adequate support: gaining control,
reducing Mety, improving compliance, creating realistic expectation,

promoting self care, and generating a feeling of safety.

2.6 TARGET OF HEALTH EDUCATION

Bubela (1990), highlighted in an article that the family members should be
available as caregivers. Health care providers very often give the family
members a realistic image of what to expect since care responsibilities often go
on 24 hours a day, 365 days a year. It is important to establish effective
communication with patients and families before discharge in order to involve
them completely in planning.

Thompson and Richmond (1990), recommended that patient education
should be carried out with one or two of the family members present. Chandle
(1982) & Breu (as cited in Murphy and Price, 1992) mentioned that when

significant others are incorporated into patients care, anxiety is decreased in the

critically ill patients.
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One of the most significant recent changes in health care is shorter
hospitalization of four to five days following coronary artery bypass graft
surgery. Preparation of patients and their families for the new style of life after
discharge is vital. Incorporating teaching into patients care, and when possible
including a family member during instruction to clarify misconceptions and to
decrease anxieties about managing patient care at home, is important (Torres,
1998; Department of Health as cited in Summerton, 1998). According to
Thompson and Richmond (1990), as discharge preparation begins, health care
providers should assess the learning needs of patients and caregivers and
include them in setting goals for the instruction.

A few studies (cited in Summerton, 1998) were conducted to explore who
the best person might be to attend the health education session with the patient.
It is recommended that one member of the patient’s family has to attend the
health education session to avoid any misunderstanding and to ensure more
compliance when the patient tends tlo forget something.

Although all studies (Closs and Tierney, 1993; Lowenstein & Hoff, 1994;
Glass, Grap and Battle, 1999 and Millar, 1989) recommended one family
member to attend the health education session, none of them specified which
family member should attend. A longitudinal, descriptive study by Beach et al
(1992), specified the spouse as an important supportive person. A convenient
sample of seventeen spouses was selected from an urban medical center and
two private hospitals in the Midwest of America. Data were collected at four
intervals: before discharge, a.nd‘ one week, three months and six months after
discharge. Wives were seen as valuable resources during the rehabilitation

process because they can assist their spouses in physical and emotional
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adaptation to the cardiac illness. It was also mentioned that the attitude of other
family members may have a profound effect on the patients’ reaction to their
medical regimen, and their spouses’ comfort with sexual activity was shown to
be highly correlated with recovery in the patients with AMI.

Therefore, it seems to be generally recommended that attendance of one
family member for the health education session will help to memorize the

information and avoid misunderstanding.

2.7 THE METHOD OF HEALTH EDUCATION

Literature was reviewed to identify the function of patient information,
method of providing information, the nurses’ role in giving information and the
factors influencing information seeking for patients who have been diagnosed
with cancer. The result showed that the information was a very individualized
aspect of care, there was no definitive method of providing information that
would suit every one, and patients remain dissatisfied with the lack of
information ( Mills & Sullivan, 1999).

Recommendations for patient discharge education to be effective must be a
two-way process: the service must give patients what they want and it must
listen and respond to their needs. The three most common methods of patient
education are audiovisual, verbal and written, but the written data serve asa
permanent record to patients and families to refresh their memory and clarify
any misconceptions (Mills and Sullivan, 1999).

The use of clear verbal and written communication regarding discharge
arrangements with all the necessary agencies is important. The patients should

always be at the center of all discharge planning arrangements (Department of
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Health, as cited in Summerton, 1998). Furthermore, teaching should be for no
more than 30 minutes at a session, and make use of demonstrations (Thompson
and Richmond, 1990). Active participation may enhance the probability that
patients’ receive and retain the information they need (Martinali, Bolman, &
Brug, 2001).

The respondents in Moynihan's (1984) study also indicated that
participation in groups with other MI patients would have been helpful to attain
educational goals throughout convalescence. A telephone follow-up was
considered important in an investigation by Coombs (1987), and home visits
were also suggested.

A number of researchers (Closs & Tierney, 1993; Crumlish & Hand, 1999)
have reported that teaching is the key to achieving home care success and
promoting health. These researchers agreed with Mills (1999) saying that
teaching should be individualized to suit each patient and his/her family.
Videotapes, booklets, observations and mannequin demonstrations are among
the important material available for patient’s education. Methods that ensure
that the patient’s memory can be refreshed, his misconceptions clarified and
also experience participation was mentioned as a good method of education
(Haynes, Raine, and Rushing, 1990).

Numerous teaching strategies are useful for patients and families and
include question and answer sessions, problem-solving scenarios, and
discussions. Before the patient is discharged, the family should perform a skills
return demonstration, to increase their confidence and to assess their learning

(Haynes, Raine, & Rushing, 1990).
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Wyness (1990) described how the structured educational program of
Warfarin therapy before discharge from hospftal increased the patient
information and allowed them to understand more about certain factors
essential to safe therapy. Satisfaction with the education provided was similar
for both groups who attended structured and unstructured educational
programmes.

In another study (Zernike & Henderson, 1998) to evaluate the structured
patient centered education, forty patients were assessed to determine their
knowledge level regarding the management of risk factors related to
hypertension. A pre-test was used shortly after admission, two post—tests were
performed, one at the time of discharge and the other approximately eight (8)
weeks after discharge. It was shown that a structured approach to health
education was more effective in improving patient knowledge about their
condition than relying on ad hoc information that the patient traditionally
receive during their hospitalization.

When other authors investigated which teaching methods are most
effective, it was found that the most effective type of teaching methods are the
audiovisual methods and one to one patient teaching (Duryee, 1992 and
Rehnberg, 2001).

Two further studies showed that discharge teaching is often based on the
health professional’s perception of what patients need to know and how they
can learn it best. Educational methods most preferred by patients were written
materials, individual discussions with a health care professional and a video

tape reviewed after discharge (Steinke, Patterson & Midglay, 1998 and Glass,

Grap, & Battle, 1999).
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In summary, the most preferred method of education were written
materials, individual discussions with a health care professional, and videotape

on sexual concerns to be viewed after discharge.

2.8 DATA COLLECTION IN PREVIOUS STUDIES

Most of the empirical studies reviewed in the literature which deal with
patients, families or nurses perceptions use a survey design and a questionnaire
(Burdette as cited in Hanisch, 1993 and Duddy & Parahoo, 1992). To evaluate
the community coronary specialist nursing service in Northern Ireland, a survey
approach used 25 items for a questionnaire which was posted to a random
sample of 70 clients from a 211 population. Only 48 of the 70 questionnaires
were returned giving a response rate of 68.5%. Lack of time did not allow for
reminders to be sent. The study pointed to clients being highly satisfied, but in
fact the 31.5% who did not respond may be dissatisfied with the service. The
same happened with Kersten & Hackenitz (1991) when they sent
questionnaires to all Dutch regional community nursing organizations to
analyze the effect of the measures taken by them to bridge the gap of nursing
care continuity between hospitals in the Netheriands. The response percentage
was 71% which is high since 60% response rate is probably sufficient for most
purposes (Polit & Hungler 1999).

To avoid such a problem in this study respondent will be asked to answer
the questionnaire one- day before discharge.

Another way used to assure the participants’ reply in a study to measure
knowledge, three months after the education program about the treatment with

USAID, was that the intervention group was given information and the control
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group received conventional information. Three months later, knowledge was
tested by means of a questionnaire which was given before discharge from the
hospital or for an out patient visit (Linne, Liedholm & Jacobsson 2001).
Meanwhile, in another study to evaluate the structured education programme
for 23 patients taking warfarin with unstructured program for 10 patients,
Wyness (1990) used interviews with a mentioned schedule before and after
discharge.

Another form of self reported instrument was used by Armitage (1998)
when he investigated the perception of hospital discharge and continuity of care
needs by telephone interview with a sample of 29 patients. From my point of
view, telephone contact is appropriate because of the small sample in this case,
but for a bigger sample it will be a problem.

Some literature showed that authors used the questionnaires of other
studies. For example, a questionnaire used in the study of Hanish (1993) was
originally developed by Burdette (1988) to measure the extension of
congruence when comparing patient and nurse perceptions of ostomy patient’s
learning needs. It was subsequently modified to change information areas of
ostomy and replace it with information items pertaining to cardiac patients.
Content validity were tested by cardiac rehabilitation coordinators at the two
institutions where the accessible population was obtained.

Very few studies used another instrument of self report, such as Wilkinson
(1995), who conducted a qualitative study in United Kingdom to establish the
self-perceived needs of family members of patients in a general intensive care
unit. Sampling continued until saturation occurred since the researcher used

unstructured interviews. Participants were invited to discuss their experience of
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visiting a critically ill relative, particularly in relation to the needs of the

relative. The unstructured interview is time consuming and needs specific
preparation to the participants, in addition to a communication barrier (Polit and
Hungler, 1999). From all characteristics mentioned, unstructured interviews are
appropriate with qualitative and not quantitative studies. It was cited in the
same study (Wilkinson, 1995) that a sample of 199 AMI patients was surveyed
to evaluate the efficacy of traditional cardiac rehabilitation programs to meet
patients’ needs. A questionnaire of 10- point scaled, closed ended items was

used. (1= no agreement, 10= strongly agree).

2.9 CONCLUSION

In brief, the literature indicates that there is a need on the part of the patient and
their relatives to know how to deal with their illness and rehabilitation after the
discharge of the patient. However, the exact nature of the content as well as the
format of the patients’ health education differed between individuals and
groups. Hence, situation-specific needs analyses are indicated. In the following

chapter the methodology of the research to do such a needs analysis in the UAE

is outlined.
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CHAPTER THREE

RESEARCH METHODOLOGY

3.1 INTRODUCTION
This chapter will provide an account of the research process employed for
this study. Included in the chapter is a description of the focus of the study, the
research design, participant selection, and the information-gathering process.

The chapter will conclude with an examination of the ethical considerations. -

3.2 STUDY DESIGN

A non-experimental survey study was conducted at the CCUs of Mafraq,
Al-Jazeera and Central governmental hospitals in Abu Dhabi, in the United
Arab Emirates. |

Since the survey design was characterized by its ability to describe a real
life situation, more data was obtained regarding knowledge, perception,
attitude, behavior, opinion and values, which was considered appropriate for
this study, since it deals with human perception.

Also, there was flexibility in the data collection, since the questionnaire
could be distributed and collected by anyone other than the researcher, which
enabled the researcher to collect data from more than one hospital.

The research design allowed for broadness of scope, applicability to
different populations and it focused on a wide range of topics in order that all

the aspects of education could be covered (the 6 aspects mentioned in the
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literature review). The collection of data did not interfere with the usual daily

routine of the place of data collection (Polit and Hungler, 1996).

3.3 POPULATION AND SAMPLING

A non-random convenient sample was selected from MI or any type of
ischemic heart disease patients and their families who were available in the
CCU in the aforementioned hospitals during the three months of data collection.
All MI or IHD patients discharged from CCU during the three months (June,
July, and August 2001) were seen as the population.

To be eligible for the study, the person had to understand, speak, read and
write Arabic or English, or both. Although Urdu was initially an exclusion
criteria, this was changed after a discussion of the instrument with experts. (see
p.44). Age was restricted to between 18 to 80. The respondents had to be fully
conscious, and could be male or female.

A member of the family had to be living in the same house with the patient.
Only one member of each family was taken according to the following priority
list:

1. Spouse
2. Parent
3. Sibling
4. Close friend

The patients in the CCU in Abu Dhabi governmental hospitals were

eligible just before discharge. Discharge could mean being transferred to any

other medical ward in the same or other hospital or it could mean allowing the
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patient to go home. Table 1 summarizes the population from which the sample

was drawn.

TABLE 1: Number of patients discharged and/or transferred

Hospital June July August Total
Aljazeera 10 19 15 --
Central 44 65 45 -
Mafraq 43 41 53 -
Total 97 125 113 335

The population of this study consisted of 335participants (see table 1).
Ideally the larger the sample, the more representative of the population (Polit
and Hungler, 1999). A minimum of 20 patients per hospital was seen as
desirable to make statistical analysis possible.

Since patients are referred to all of these hospitals from all of the United
Arab Emirates, a sample of patients from different emirates was presented,
giving a chance to maximize the chance of generalization of the study’s result
to all the emirates’ governmental hospitals.

This study avoided bias to some extent by expanding the period of data
collection to three months. Also, using this type of sampling was considered

appropriate because of the advantages of convenience and cost.
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3.4 DATA COLLECTION

3.4.1 The instrument

A self-report approach was followed to collect the data. The respondents

were asked to answer a formal list of questions in the form of a questionnaire.

One questionnaire was developed, which could be applied for the patient or
for the family member, and consisted of two sections. The first section was
demographic data such as age, sex, employment status, type of the cardiac
problem (if patient), type of relation (if member of the family), and educational
level.

The second section consisted of questions which addressed the patient or

family’s perception about different dimensions of the education:

e Content (What?)

e Timing (When?)

e Teacher (Who?)

e Targets (To whom?)
e Method (How?)

e Functions (Why?)

Also in section two, open-ended questions were included to ask
respondents to list additional information that was not included in the previous
part of the questions. A five-point Likert — type response scale ranging from
strong agreement to strong disagreement was used (appendix 1).

Closed-ended questions are more efficient than open-ended questions
because of the ease of completion within a restricted amount of time, even
though closed-ended have their own drawbacks, including the neglect of

important points, or to be seen to take a superficial form. Open-ended questions
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provide for a richer and fuller perspective on the topic of interest (Polit &
Hungler, 1999). However, a combination of open and closed-ended questions
were used in this study.

A covering page of instructions was attached to facilitate reliable data
collection (Appendix 1). Once developed, the instrument was translated into
Arabic and then checked by two other Arabic speaking nurses

(see Appendix 2).

3.4.2 Reliability and Validity

Reliability of an instrument is the degree of consistency with which it
measures the attributes; it is supposed to measure (Polit and Hungler, 1999). A
pilot test was conducted to test the adequacy of the questionnaire. To ensure
the quality and understandability of the question, a cover page was provided
to explain clearly what was requested from the respondents. Stability of the
questionnaire was confirmed by test — retest reliability measured by giving the
questionnaire to the same nine patients, not involved in the study sample: 5
spoke Arabic, 2 spoke English and 2 spoke Urdu. The two sessions were five
weeks apart. The correlation-coefficient was 0.79 as calculated, using a
Pearson-Moment Correlation Coefficient.

After completion of the questionnaire, a discussion with the nine patients
followed in order to elicit their comments. Revisions were made on the
questionnaire, based on the suggestions and responses of this sample’s
suggestions, and the analysis of the pilot test revealed that all of the respondents

did not respond to any of the open ended questions. These items were therefore

omitted in the final questionnaire.
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Validity is the degree to which an instrument measures what is supposed to
measure. The face validity of the questionnaire was established by using an
expert group. Supervisors of the critical care areas, and nurses in charge in the
in the CCU’s of all three hospitals, Al Mafraq, Al Jazeera, and Central, were
involved. The common feedback was that the majority of the cardiac patients in
the UAE knew Urdu, in which it was suggested to have a version of Urdu. This

led to the instrument being translated into Urdu (see Appendix 3).

TABLE 2: Content validity of instrument

Content No. of Item Items
1. What? 12 1-9
2. Who? 3 11
3. When? 1 8
4. Why? 1 10
5. To whom? 2 11-12
6. How? 2 ‘ 13-14

Content validity was established by insuring that all six components of
discharge planning was adequately addressed in the instrument. This is

reflected in table 2.

3.4.3 Data collection procedure

Three hospitals were involved over a three month period. An effort was
made to interview patients one day before a scheduled discharge. Asking the

patients one-day before they were discharged or transferred has the following

benefits:



- Response rate was high.

- It ensured that all patients and their families were reached.

- It reduced the cost of the survey, since home visits and mailing costs are
eliminated.

These patients were, identified by the nurse- in-charge. They, with the
family member present at the time, were approached by the researcher and the
research was discussed with them. If they were eligible, they were invited to
participate in completing the questionnaire to get their opinion about the
discharge education. Any patient or family member who accepted was
offered an énvelope to enclose the completed questionnaire and the envelopes
were collected on the same day. The reason for non-inclusion of patients was
that they failed to meet the criteria of selection or they were too ill to

complete the questionnaire.

3.5 ETHICAL CONSIDERATIONS

The researcher followed a number of procedures and precautions to ensure
the protection of the participants’ rights.

The proposal was approved by the research ethics committee of the
University of Natal in the first instance (appendix 4).

The Hospital Ethics Committee facilitates the protection of human rights.
The research proposal was submitted and approved by them, and permission
was obtained (appendix 5).

The study was explained to each patient and family member who met the
criteria for inclusion. In the case that they were willing to participate, it was

considered as consent.
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Anonymity and confidentiality were protected by keeping the questionnaire
anonymous. They were provided with a copy of the questionnaire and an
envelope to protect the information after completing the questionnaire. It was
made clear to the respondents before data collection that their names should not
be written in the envelope.

Participants had the freedom to refuse answering, stop or withdraw before

submitting the questionnaire.

3.6 STATISTICAL ANALYSIS

The mean was calculated for each item. Therefore, it was used to present
the weight of each need according to the respondents’ perceptions.
The results were presented in tables and charts (pie and bars), to make the

results clearer for analysis.

3.7 CONCLUSION

To summarize the research design: It was non — experimental in nature. It
was a descriptive survey that included 335 respondents of different
nationalities, who could speak read and write, Arabic, English, or Urdu. The
test — retest of the pilot study found that the questionnaire had a reliability
coefficient of 0.79. The survey was conducted over three months, involving
patients and relatives of the Al Mafraq, Al Jazeera, and Central hospitals. The

results will be described and clarified in the following chapter.
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CHAPTER FOUR

RESULTS AND ANALYSIS OF DATA

4.1 INTRODUCTION

This chapter will present the process of data collection and provide a
description of the analysis and results. Data were analyzed using the Excel
programme. The responses of patients and family members will be discussed

together throughout this chapter, except for section 4.4.

4.2 SAMPLE DESCRIPTION

By the end of the three- month period, a total of 132 questionnaires were
distributed. Twenty (20) questionnaires were returned but left blank or
incomplete. A total of 112 were, therefore, used in the analysis. A total of 80 of
the 112 responses were from patients and 32 were from family members. The
response rate was 84.8 %.

Despite the oral and written presentation to explain the steps of completing
the questionnaire, some participants were under the impression that they had to
choose only one of the question breakdowns, while others decided to grade all
the choices.

When patients and relatives were asked to complete the questionnaire,
some refused immediately and the most common reason for refusal was that
they were not interested or because of their level of education, which made it

impossible. Women were significantly more likely to refuse to participate

47



compared to men and this could be attributed to the fact that they were not able
to read or write any language.

The mean age of the sample of 112 respondents was 49 years. Looking at
patients and relatives separately, the mean age of the first group (80 patients)
was 51 years, and that of the second group (32 relatives) was 42 years.

The majority of both groups of respondents were male: 87 (78%) out of
112, whereas females only comprised 22% of the sample, as can be seen in

figure 4.1.

Figure 4.1 Gender Distribution of Participants

The largest number of the respondents had a college or university degree (60 or
53.6%), while 32 respondents (28.6%), were secondary school graduates, and
19 respondents (17%) below high school education.

The majority of the respondents were married (90 participants, 80%), with very
few being widowed or divorced (total 6 or 5 %) (see figure 4.2).
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Figure 4.2 Participants’ Marital Status
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The number of readmissions among the respondents (either patients or patients
related to the family member who responded) were 74 (66%) (see figure 4.3). with
almost as many having two, (38%) and more than two (30%) admissions.

Figure 4.3 Hospitalization profile of respondents
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The most common ischemic heart disease presented in the patients’ sample
were myocardial infarction (MI), stable and unstable angina, admission for
percutaneous coronary angioplasty or coronary artery bypass grafting. Some of
the patients had only ischemic heart disease, others had a combination of
ischemic heart disease with diabetes mellitus or chest pain, renal failure, -
hypertension, valvular disease, left ventricular failure, cardiomyopathy, aortic

regurgitation and chronic heart failure.

Figure 4.4 Language of respondents
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The Arabic respondents made up 52% of the sample (58), while the English
respondents were 45 (40%). As for the 9 Urdu respondents, they comprised 8%
of the sample (see figure 4.4).

Respondents from all the Emirates were represented in the sample with
different percentages. Since the three hospitals that were used for data
collection are in Abu- Dhabi, the respondents living in Abu Dhabi made up
80% of the total sample, while 20% of the respondents lived in other Emirates.
Although respondents from one emirate (Abu Dhabi) dominated the sample,
both Arab and non- Arab countries (see figures 4.5 and 4.6) were also

represented, so that a variety of cultural perceptions were presented. A large
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variety of jobs including governmental, non- governmental, light and heavy,
administrative and physical types, different ages and different genders were
present. This variety in the sample provide the basis for the generalizability of

the results.

Figure 4.5 No. of Arab Respondents
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Figure 4.6 No. of participants from UAE, Arab and non-Arab countries
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When comparing the demographics of patients and their relatives

(see table 3), it is clear that while most patients were male, relatives were

equally divided between male and female. Most patients fell into the 41-60 age

group, while many relatives were also in the 40 and younger-group.

TABLE 3: Comparison of two groups as regards to demographics.

Variables Types Frequency of Frequency of
Patients Relatives

Educational level University 40 21
Secondary 24 8
Primary or less 16 3

. Gender Male 70 17

Female 10 15

Age 18 - 40 11 11

41 -60 55 18
61 - 80 15 2
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TABLE 4: Average score of items about the content of the
Health Education

The item Average weight
1- Importance 4.8
2- Medication
a- Name 4.8
b- Action 4.7
c- Dose 4.8
d- Frequency - 4.8
e- Side effect ' 4.7
3- Diet
a- Allowed 4.8
b- Not allowed 4.7
¢- Amount 4.6
4- Daily activity
a- Self care ' 4.7
b- Resume work 4.4
¢- Climb stairs 4.4
d- Have sex 43
e- Sleeping problems 43
5- Exercise
a- Type 45
b- Frequency 45
¢- Amount 4.5
6- Follow up - 4.6
7- Contact 4.5
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4.3 HEALTH EDUCATION NEEDS

The second part of the questionnaire addressed the perceptions of
respondents about health education. The results are presented by the average of
each item. To calculate the average value for the results of the questionnaire, a
number was given to each choice as follows: strongly agreed = 5, agree = 4, not
sure = 3, disagree = 2, strongly disagree = 1, not applicable = 0. The average of
each item was calculated on this basis, and is reflected in table 4 (page 53) and
5. (page 55)

4.3.1 The content needed

Figure 4.7: No. of respondents who Strongly Agreed with regard to health education content
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The responses about the content of health education are summarized in
table 4. This shows that all items are rated at 4 or more out of 5, which means
that respondents agree that all the contents listed should be included in health
education.

In figure 4.7 the percentage of respondents who strongly agreed is reflected

and the strong need for the first five topics is evident.
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TABLE 5: Average score of items about format of health education

Item Average weight

1- The time of health education

a- During hospitalization 4
b- Just before discharge 2.7
c- After discharge 1.1

2- Who offers health education?

a- Nurse 1.8
b- Doctor 3.9
c- Team 2

3- Benefits of education

a- Help recover quickly 4.2
b- Reduces anxiety 4
c- Reduce readmission 4
d- Helps coping 4.2
4- Attendance of family member 4.4
5- Family member will help in 4
a- Understanding 35
b- Revising 4
c- Reminding 4

6- Preferable method of health education

a- Face to face 2.8
b- Face to face + booklet 3.7
c- Booklet only 1.1

/- Using audiovisual

a- Film/video 22
b- Picture 2
¢- Brochures 2.1
d- Demonstrations 3
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4.3.2 The timing of the health teaching:

Giving the health education early during hospitalization was the most
appropriate time, according to 72 respondents. However, 47 strongly agreed to
be educated just before discharge. while only 13 believed that they should come
for education after discharge (figure 4.8). In table 5, the average scores of this
item reflect the strong preference of respondents for teaching during the

hospitalization (4 as compared to 2.7 and 1.1 for other options ).

Figure 4.8: Number of respondents who strongly agree to different
times for health education
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33%

Bfirst clinical visit

4.3.3 The health worker responsible for health education:

The majority of the sample 66 ( 50%) preferred their health education to
come from the doctor while 30 (23%) preferred nurses and 36 (27%) opted for a
multidisciplinary team approach (figure 4.9). The strong preference for having a
doctor is reflected in the average of 3.9 for this option (table 5, page 55), but 1.8

or 2 for the nurses or multidisciplinary team respectively.
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Figure: 4.9 Number of respondents who strongly agreed to different teachers

"nurses w
Eldoctors ‘
‘DM DT

50 %

MDT = multidisciplinary team.

4.3.4 Function of health education:

Seventy six (76) participants strongly agreed that health education helped
in speeding up the cure, 70 felt that it reduced anxiety, while 68 felt that it
reduced readmission. Moreover, 75 thought that it helped the patient to cope
with the disease at home. The average of all these options were above 4 (see
table 5), so they are all seen as important functions of health education by

respondents.

4.3.5 Target of health education

The presence of one member of the family to attend the sessions of health
education was strongly supported by 72 participants (55%). According to table
5 respondents agreed with all three reasons for including a family member, with
average scores of 3.5 to 4 for increasing understanding, helping with revision

and reminding.
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4.3.6 The method of health education:

Giving only booklets was the least preferred option with only 9
respondents supporting this. Seventy- four respondents (74) strongly supported
face- to- face teaching with the distribution of written material. Face to face
teaching by itself also had strong support (47). The choice of “all of the above”
was strongly supported by 51 (figure 4.10). Using audiovisual aids was not too
much appreciated by the respondents in this study. Since the average for
demonstration was the highest (3), this seems to be the most preferred method
of support (see table 5). However strong support for pictures came from 36
respondents, for films from 28 respondents and for demonstrations, from 27

respondents.

Figure. 4.10: Number of respondents who strongly agreed with different
methods of health education

7 % Bface to face

36 %
B face to face with
bookiet given
57%

Bonly giving booklet
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4.4 COMPARiNG THE RESPONSES

The responses of 80 patients and 32 relatives were compared and the
average score for each item was calculated for all patients and for all relatives.
The weighted average was calculated by the same way in point 4.3 but for the
score of the patient and the score of relative separately. The results are reflected
in table 6 and 7.

All items of health education about medication were around 70% strongly
supported by relatives and patients, with a small variable between 70%-85%.
The percentage of relatives in need for health education about diet is higher. If
we go back to the demographic data (Table 5), we will find that 50% of the
relatiyes are spouses or parents who are responsible for diet preparation.

Education about daily activities was highly chosen higher by relatives than
by patients. When we rely on the educational level, the university level is 69%
within the sample, which allows relatives to understand the importance of daily
living activity limitations; meanwhile the educational background (university
level ) is only 49% within patients.

The relatives are younger in their age (average 42%) than patients (51 %)
and this might reflect why patients scored exercise health education higher.

Relatives are more anxious about getting support after discharge for 75%
strongly agreed on the need to contact during queries. Once again if we go back
to demographic data, most of the patients work and so might find themselves
alone at any point of time and may want to know how to get help or advice

during an emergency 63 which is not low.
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TABLE 6: Comparison between Responses of patients and relatives on

content of health education.

Variables Types Waited Waited
average of | average of
Patient Relative
Importance | Health education is important before 4.8 4.8
of education | hospital discharge
Medication
e Name------- 4.8 4.7
e Action------- 4.8 4.9
e Dose -------- 4.8 4.8
e Frequency-------- 4.8 4.7
e Side effect------- 4.8 4.5
Diet
e Allowed-------- 4.8 4.8
e Not allowed------- 4.6 4.7
e Amount-------- 5 4.6
Daily
activity e Self care-------- 4.7 4.6
e Resume my work-------- 4.4 43
e Climb stairs-------- 4.5 4.3
e Have sex-------- 4.5 3.9
e Sleeping problem-------- 4.5 4
Exercise
* Type-------- 4.6 4.3
e Frequency-------- 4.6 4.4
e Amount-------- 4.6 4.5
Follow up Follow up schedule of visit is 4.6 4.7
important.
Queries Contact for quefi&s if I have 4.4 4.8

questions (for advice).
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Both patients and relatives scored health education after discharge low (see
table 7). However, the patients scored health education during hospitalization
lower than the relatives, probably because they judged their conditions as not
allowing them to deal with health education earlier. Relatives, however, want to
know what is going on immediately, after hospitalization and during the whole
the period of treatment.

During the time of hospitalization nurses were more available at any time
than doctors, which allowed relatives to rank them higher than patients, but
patients preferred a multidisciplinary team rather than relative (see table 7).
The level of education, age and sex may play a role in bringing about those
results.

The number of patients agreeing to having one member of the family
attend health education was less than relatives whereas the relatives’ score of
health education benefits is less than patients.

Patients and relatives both together scored one method of education less
than a combination of two methods

There was a strong correlation between patients and relatives (correlation
coefficient was 0.867) which strongly supports the importance of health
education before discharge, regardless of nationality, gender, age, level of
education or marital status.

Regarding the standard deviation, which gives the distribution of the
responses around the average, it was not a useful calculation in this data. The
result of the average of this sample shows that all of them were about 4 and
above with a possible total of 5. It is not possible to have a large SD. It was

therefore not calculated.
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TABLE 7: Comparison between patients and relatives on the format of
health education.

Variable Types Waited Waited
average of average of
Patient Relative
Timing of e Early during hospitalization. 3.9 43
getting the e Just before---discharge 3.5 29
e In the first---visit to the clinic 2.3 2.3
information )
after discharge
Who will Education for health needs should be
give health given by
e Nurse------------ 2.9 3.1
educati
ucation o DOCOr—mmmmmmme- 4.1 3.7
e Multidisciplinary team 24 4.2
Function of e help me: recover quickly 4.4 4.2
health e reduce anxiety 4.2 4.2
e reduce re-admission 4 4.2
education
e help me cope with the 4.4 4.4
disease at home
Attendance 4.2 4.7
of one family
member
One of the e Understanding 4 44
famly .
members will e revision 3.8 4
help e reminder. 4 4.2
The method e Face to face. 2.7 3.3
of health e Face to face with handout 4 43
education given.
e Handout only is enough. 23 2.1
Audiovisual e Films/video 2.3 2.9
used e Pictures 2.8 2.8
e Brochures 2.8 2.9
e Demonstrations 3.5 3.8
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4.5 CONCLUSION

The results of the study indicated that cardiac batients and their relatives
believed in the importance and benefit of health education. They are very
interested in knowing about medication, diet, daily activities, allowed effort in
exercise, follow up and the means of setting necessary help when needed. Most
respondents preferred getting health education upon admission with the
attendance of at least one of their family members. They also preferred getting
information from doctors and in a face — to- face communicative situation,

followed by receiving printed information.
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATIONS

5.1 INTRODUCTION

A survey was conducfed to ascertain the perception of patients ‘and t‘heir
families regarding the content and format of health education they needed and
preferred.

This chapter will present the discussion of the results, and make

recommendations for future research.

5.2 DISCUSSION

This study attempted to explore the perceptions of the patients with MI and
their families about health education needs upon discharge. The study used
reliable and valid measures that were tested in a pilot study before hand. The
total number of respondents was 112, of which 80 were patients and 32
relatives. The study results generally agreed with Moynihan (1984), in that
health education is important in respect to all aspects of content. The finding of
Hinds, Streater and Mood (1995), Dodge (1972) and Brandt, Griffiths & Leek
(as cited in Mills, 1999) that cardiac patients needed specific information about
their condition, is supported by this study. For example, the respondents who
lived in villas clearly did not need information about climbing stairs, since they
could remain on one floor. Some respondents thought the attendance of a
family member would show that he/she was dependent, hence they preferred

not to choose this alternative.



Respondents varied in grading the importance of different topics such as
exercise depending on the lifestyle, age and culture. Older respondents ranked
education about sexual activities on a lower level than others. Sixty percent
(60%) of the respondents ranked to have it and that was supported by Steinke
(2000) where approximately 71% of the participants believed that sexual
education was important.

The group of respondents in the study at hand ranked all content areas high,
which could possibly mean that cardiac patients are quite eager to gain any kind
of information by anyone at any time.

Having 57% of the participants strongly agree with the health education
during hospitalization is supported by Moynihan (1984), Luker et al (1996) and
Summerton (1998). However, 10% of the participants believed that health
education should be given upon the first visit to the clinic after discharge and
this in turn is supported by Scalzi, (1980) and Gerard & Peterson, (1984), who
recommended that health education shouldn’t be given in the acute phase.
However, in Lowenstein’s study, (1994) 76.9% supported starting health
education early during hospitalization.

Nurses were the least chosen professionals to give health education. The
preferable choice was for doctors (50%). This is similar to the Arenth &
Mamon (1985) study where the results showed that nurses were not appreciated
or preferred in this task. In Lowenstein’s study (1994), where he explored the
nurses perception about the role of the nurses in the discharge plan, only 56%
of nurses agreed that the registered nurse was responsible for the discharge
plan, but 63% agreed that social workers were primarily responsible. Some

nurses may have agreed with both if they felt that the responsibility was shared.
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The function of health education was pinpointed by the study resuits of
Naylor et al (1999), Clay (1996), Lowenstein & Hoff (1994), Wilkinson (1995),
Scalzi (1980), and Hind, Streater & Mood (1995), and was validated this study.
This is clear as more than 60% of the respondents strongly agree with each
choice, namely to help cure, reduce anxiety, reduce readmission and help to
cope with the disease at home.

The importance of the presence of one of the family members in the health
education session was highlighted when 64% of the participants strongly
agreed. Sixty three percent (63%) strongly agreed that it helped understanding,
whereas 48% only strongly agreed that it helped revision but 56% strongly
agreed that it helped in remembering the information (Thompson and
Richmond 1990). Despite listing a different set of functions for family members
when attending health education, Summerton (1998) and Thompson and
Richmond (1990) still agreed with its importance.

As Mills & Sullivan (1999) mention, there is no definite method of
providing information that would suit everyone. Respondents varied in scoring
different methods of education offered in the questionnaire. Mills & Sullivan
(1999), and the Department of Health (as cited in Summerton, 1998),
recommended verbal and written methods for health education, and the results
correlated with 74 of the respondents who strongly agreed with the face-to-face
communication with booklet, while 9 only agreed with having a booklet alone.
Moreover 47 of the respondents agreed with having face-to-face
communication only.

To summarize, the profile of preference of patients and their relatives in the

United Arab Emirates is as follows:

66



The health education needs of patients were generally higher than that of
the family, except with regard to post- discharge contact with the health service.
However, the whole group was convinced that it is important. The clients would
like teaching to start as soon as they are admitted, and to consist of face to face
teaching, backed up by written material and demonstrations. They would like
the demonstrations to be given by doctors, supported by other health
professionals, and to include a family member since this would improve
retention of information. They believed that such teaching would improve their

recovery and quality of life, and would also prevent relapse.

5.3 PROPOSED DISCHARGE PLAN.

Based on the needs identified, a comprehensive discharge plan was developed.
It consists of three components:

- A health education policy (appendix 6, page 96). This includes guidelines and
principles for the nursing staff on the- content that should be included, as well as
the format suitable for a discharge plan of cardiac patient.

- Discharge education standards (appendix 7, page 98). This is composed of
mainly the sequence of steps that should be followed from the time of patient
admission to the time of discharge from the hospital, in order to ensure that
throughout the hospital stay period there is education gain.

- Health education material (appendix 8, page 100). The suggested materials are
to be prepared as a resource pool. The nurse should choose that which is
appropriate for each patient and his family member. This facilitates the nurse’s
role in alerting the patient to his/her responsibility toward his/her own health

improvement and maintenance.
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These documents were based on existing documents in literature, but were

adapted to fit the needs assessment done in this study.

5.4 RECOMMENDATIONS

Several clinical implications arise from the findings of this study. The
results reflect the importance of health education upon discharge that should
accommodate an important area of nursing interventions for health education. It
is a health professional’s duty and a patient’s right to be educated before being
discharged. The participants’ responses proved that they believed health
education had a positive effect on the patients’ recovery performance at home

and 1 all his/her life activities.

5.4.1 Implications for service
Based on the results of this study, the following ideas are to be highlighted:

1 Health education policy guides could be initiated and modified
according to the administration and situation of each facility (see
appendix 6). Health education should start according to the patients
and his family’s educational needs, their readiness, education plan,
education tool, their preferred teaching style (visual or auditory), and
barriers to learning (pain, physical limitation or communication). So,
an educational program should be designed to incorporate these points.

2 Teaching opportunities for relatives are to start early during the
hospitalization period.

3 A discharge plan should be developed by the members of the health
team, physicians, nurses, pharmacist, dietitian and social workers (see

appendix 7).
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4  The content of the health education should be decided upon according
to each patient’s needs.

The main items include: patient’s health problem, prognosis,
modification of risk factors, lifestyle adjustment, possible complication,
treatment and medication, diet, activities of daily living, emergency
situation management, and follow-up schedule.

5  Material to be developed and used for clients with all the main
diagnostic categories (see appendix eight).
6 Pre—discharge health education check list should be used (see appendix

seven).

5.4.2 Implications for further research

Once a health education policy is issued and followed, the effect of its
implication for client satisfaction and client outcomes should be researched.
Further research can also focus on the method of teaching by using the new
technology. Cross- sectional studies could be conducted to compare the private

and government hospitals or the responses of different nationalities.

5.5 LIMITATIONS

The following limitations affected data collection:

- Most of the Pakistani patients didn’t know how to read or write Urdu. They
only spoke their language. The problem was repeated in a lesser degree with the
Arabic language. Therefore, respondents from this group were not assessed
adequately since most of them refused to participate.

- The government hospitals of the other Emirates were not used, which could
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have increased the sample.

- Only one data collection method used for the study.
- In some cases, the patient was able to complete the questionnaire while
their relative was not; in other cases, the patient was not able to complete the
questionnaire while the relative was. In either case, the reason for not

completing the questionnaire included ineligibility, or refusal to participate.

5.6 CONCLUSION

Patients and their families always need knowledge upon discharge. This
increases their confidence in dealing with the disease at home, reduces
readmission and patient’s anxiety. The best source of this information is
defining the educational needs upon admission and involves patients and their
families in health education towards discharge and recovery.

Although clients see nurses as playing a minor role in this process, much of
the information they want is with the nurses. Patient’s should however be

convinced of the role of nurses through excellence in discharge teaching.
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APPENDICES

SUGGESTED POLICY , CHECK LIST AND MATERIAL FOR

DISCHARGE PLANNING

To BE MODIFIED ACCORDING To EACH FACILITY’S POLICY
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Appendix 1  English letter and questionnaire

Dear parent or family member,

[ am a nurse educator who is currently doing research about the health education
needs of patients and their families.

The objective of this study is to establish a health education program about Ischemic
Heart disease upon discharge from the hospital. I would like to use

the information to help patients to resume a normal life in a short period with a
minimum of complications.

I am therefore asking you to give your perceptions about the context of health
education, when to start education, source of education, and your opinion about the
attendance of family members and the most effective methods of Health Education.
This study has been approved and endorsed by Ministry of Health. This questionnaire
will be completely confidential. Your name will not appear anywhere.

Your cooperation and understanding of the importance of this study is highly
appreciated for this reason your response is very valuable it will enable us to develop
good health education programme.

If you have any further questions, please contact me.
Sincerely

Mrs. S Rizkallah

Tel: 6223762
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SURVEY OF HEALTH EDUCATION NEEDS

INTRODUCTION:

e For Section One demographic data, please tick the box which 1s next to the

appropriate condition for you

e For Section Two, please choose and tick one of the five responses tabulated in
the vertical columns
*You could have more than one choice to be ticked in the
same box. In this case you should tick your opinion for

each point with star.

Example:
Box No. 8: Education about discharge should start
e Early
e Just before discharge
e After discharge

For each one you have to tick your opinion.
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Section One
DEMOGRAPHIC DATA

1- Hospital Name:

2-1 am a Patient yes 1 ~No [

3-1 am a relative of the patient: yes (1 ~o O

If yes, please tick your relationship

l
Spouse - Cousin !
| |
Parent Aunt/Uncle )
|
\ . . ‘
Brother/sister Friend

e Gender: Male D Female I:_l

e Emirate originating from:

e Nationality:

e Age:

e Occupation:

e Level of education:

None [] Primary level [] SecondaryD College/ Unjversityl-_—l.

Marital Status: Married L] Single [] Divorced [] Widowed []

Patient’s Health problem:

Date of admission:

Date of discharge:

The time of admission: First (] Secondd, More than twol]
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Section two

Questionnaire:

or question part.

Tick one box for each question

Question

Strongly
Agree

Agree

Not
sure

Dis-
agree

Strongly%
disagree |
|

CONTENT OF HEALTH EDUCATION

Health education is
important before
hospital discharge

Is important to know
about medication

*Its
*Its
*Tts
*Its
*Its

Dosage - ———————-
Freguency—-——-—-—---

Side effects----

*Is important to know
about diet before
discharge

*What is allowed-—----

*What 1s not allowed-

*Recommended amounts-—

*Is important to be
educated about daily
activity

*self care--—-—-—----

*resuming my work

*Climbing stairs

*Resuming sexual
relations

*Sleeping

difficulties

Education about
exercise 1is
important

A follow- up schedule
of visits is
important.

It is important to
have a contact person
for queries.
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WHEN TO START EDUCATION

8

Information for

discharge should be
started

*early during
hospitalization.
*Just before
discharge.

*In the first

visit the clinic
after discharge.

To

THE HEALTH WORKER RESPONSIBLE FOR HEALTH EDUCATION

Education for health
needs should be given

*Doctor————=-=-—=----
*Multidisciplinary
team

FUNCTION OF HEALTH EDUCATION

Golng home early with
enough education will
help me:
. recover
quickly
o Reduce
Anxiety
° reduce re-
admission
o help me cope
with the
disease at
home |

TARGETS OF HEALTH

EDUCATION

11.

Attendance of one
member of the
family during
health education
is important.

12.

Family member
attendance will
help
*understanding
*revision

*To remind the
patient.

THE METHOD OF HEALTH EDUCATION

13.

The preferred
method of health
education

*Face to face.
*Face to face with
pamphlet given.
*Pamphlet only is

enough.




The following
Audiocvisuals
should be used
*films/video
*pilctures
*brochures
*demonstrations
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Appendix 3: Urdu Letter and Questionnaire.
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Appendix 4:

T,
/! o PURSAN CAMPUS

Faculty of Community & Development Discipli
2 University of Nata] Durbaa 4041 South £

Telephoaue: Faculty Officer +27 (0)31 260
Swmdent Records +27.(0)31 260
Admissions Officer +27 (0)31 260 1201/

Facsimile: +27 (0331 260

¢-mail: khanyid@rmb.uod

RESEARCH ETHICS COMMITTEE

Student: S Rizraias

. /’
Research Title: FPATICNT  BND EAMILY eDuc/ﬂmON UPoN

NISCHARGE AFETER _MpCARDIRL I EARCTION.

A.  The proposal meets the professional code of ethics of the Researcher:

YES )

B. The proposal also meets the following

NO

ethical requirements:

YES NO

1. Provision has been made to obtzin informed consent of the parddipants. ¥
2. Potential psychological and physical risks have been considered and minimised. %
3. Provision has bean made to avoid undue intrusion with regard to participams | .

and communtty. Y
4, Rights of participants will be safe-guarded in relation to:

4.1 Measures for the protection of anonymity and the maintenance of

confidentiality. X

4.2 Access to research information and findings. X

4,3 Teminaton of involvement withar compromise, X

4.4  Misieading promises regarding benefits of the research. X

s g~ -

Signature of Student:

Date:

Signature of Supervisor: 4% Ké&%

Date: a//v//a 0o/ .

l
Signature of Head of School: 4/? Léa{é 2 Date: 8”/ 7// 200 /

Signaturé of Chairperson of the Committes:
(Professor S P Henzi)

/ﬁ% -~ Date: 37/ Z&D/

7
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Appendix 5:
INSTITUTIONAL permission

Title of Person:

From: Mrs. Sawsan Rizkalla

Partial fulfillment of Master Degree in
Critical Care Nursing.

Institutes of Nursing,

Abu Dhabi.

I am requesting your kind permission for allowing me to conduct
my data collection on MI patients and one member of their
family to explore their perception about educational needs upon

discharge.

Risks to subjects are minimized and are reasonable in relation to
anticipated benefits. Selection 'of subjects is equitable, and the
privacy of the subjects and confidentiality of the data are
adequately protected. Approval is given.

Your cooperation is highly appreciated.

Date:

Name of Members Present:  Signature of Members Present:
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Appendix 6:
Health Education Policy (Fogoros, 2002: Arizona

Department of Health Service, 19995).

Introduction:

A knowledgeable person can deal with problems in a confident and
flexible manner. Cardiac patients need information to deal with their chronic
problem at home and to reduce the possibility of readmission.

Target group:

Ischemic heart disease patients and one appropriate family member.
Responsible service staff:

Nurses, doctors, multidisciplinary committee according to the hospital
general policy.

Purpose:

Provide appropriate information on different aspects of the disease
according to each patient’s individual needs.
Policy procedure:

e (Case manager or primary nurse is responsible for assuring that time
frames for the completion of goals and objectives are included in the
individual service / treatment plan which forms the basis for the
development of the discharge plan. The discharge plan is developed in
the presence of the patient and one family member.

e Establishment of a rapport with the patient and his family
members is achieved by introducing yourself as a primary

nurse.
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Physical and psychological assessment done upon admission.
Agreement with the patient and one of his family members
upon the appropriate time to start the health education session.
Discuss with them the educational needs derived from the
health assessment.

Establish and promote independent learning by managing their
own health.

Ask the patient what would you like to learn while in the
hospital.” Who cares about your health more than you do?”
Develop a file of educational content which includes items
from the following list according to the patient’s needs:

- Medication (name. action, dose, frequency, side effects).

- Diet (allowed, not allowed, amount).

- Daily living activity (self care, climbing stairs-----).

- Exercise (frequency, duration and types).

- Follow- up visits.

- How to manage the emergency situation ( severe chest pain----)

- Develop a preferred education format for the patient.
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Appendix 7:

Discharge teaching standards

( Fogoros, 2001 and Fogoros, 2002)

Standard

Hospital best practice in
discharge planning

On admission

Conduct patient assessment and prepare
detailed history, including current and
expected problem.

Review assessment (where applicable).
Contact the appropriate professionals for full
background.

Estimate the date of discharge and commence

plans accordingly.

During the admission

Ensure constant multidisciplinary
assessment of patient’s condition.
Discuss discharge plans with the patient and carers

(if applicable).

48 hours before
discharge

Alert all relevant multidisciplinary team
members of the discharge date.

Complete discharge checklist.

Complete relevant documentation, i.e. nursing

reports. Ensure drugs to take away were explained to

patient and his carer.

Arrange transport.
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One day before
discharge

Provide written information of

drugs name and dose, treatment, outpatient
department appointments, etc. and explain them
to the patient.

Reinforce lifestyle restrictions (where applicable).

- Reinforce how the patient may feel after

discharge, and who to contact, i.e. GP, nurse, social
services.

Remind the patient and the carer of the arrangements
that have been made for them in the hospital
(appointment).

Check that all necessary documentation has been

completed and is both accurate and legible.
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Appendix 8:

HEALTH EDUCATION MATERIAL USED FOR CLIENTS WITH ANY KIND/TYPE OF ISCHEMIC
HEART DISEASE
(Crittenton. 2001 and Fogoros. 2002).

What: Promoting the patient’s own

health, enabling the patient to be as

knowledgeable as possible about

his own health condition, taking good

care of himself . (What may happen

after the acute phase of a heart attack?)

Content to discuss

e Typical symptoms of the

[HD type

e Chest discomfort/pain,

possibly radiating to the arm,

neck, or jaw

e Shortness of breath, sweating

e Gastrointestinal complaints

(nausea)

e Expectations about

symptoms which may come on

gradually or may be

Intermittent

e A heart attack is not necessarily

accompanied by sudden crushing chest

pain and unconsciousness.

You must go to the emergency

room within one hour.

e Knowledge allows you to become an
active participant rather than a
passive one

e Action steps to take when

experiencing symptoms.

How:

e One-on-one instruction is always
Important.

e Keep messages simple and
consistent

e Repeat message in a
variety of settings.

e Elicit counseling skills of doctors,
nurses and other health care
providers.

e Use supplementary means of
delivering educational messages
about symptoms and action steps
to reinforce.

e Have written materials

prepared about the cardiac

disorder

¢ Encourage patients to have a plan

and to review/rehearse it periodically.

e Patient’s symptoms may or may
not resemble prior symptoms.

e Patients should make the most of their
encounters with their doctor. Keep
careful records
e Prepared material about

lifestyle modification (give up
smoking).

e Identify medication, daily
activities allowed, diet
(nufrition), maintain ideal body
weight, cutting down on
saturated fats, exercise.

Make sure that patients are aware of the
following:

e How can we prevent another heart

attack in the near future?

e How can we prevent or reduce
complications ( heart failure, the long-
term risk of repeated heart attacks, the
risk of sudden death)?

e With the sudden onset of chest pain,

When And Where (To Educate):

e Upon admission in the In-
patient setting and at discharge

Who. High risk — patients with any

diagnosis of IHD.

Social aspects:

e Family members/significant

others should be included in all
sessions and counseling and have a
good understanding of the nature of
IHD symptoms and the importance of
calling EMS quickly.

e Family members/significant others
have an important role in preventing
patient denial and in facilitating the call
to access EMS.

¢ Know the location of the hospital with
24-hour emergency department service
closest to the patient’s home or work.
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