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ABSTRACT

The goal of this study was to identify the factors and gender difterences that
influence and predict the use of (b cardiace rehabilitation program in St John's,
Newloundland. The study attempted to cross-validate research conducted by Johnson,
Wemert and Richardson. 196 The Andersen-Newman framework (Andersen &
Newman, 1973) consisting of three determinants of health care utilization (predisposing.
cnabling and need factors) was uscd to direct this research. The sample (N 28; 13
females and 15 males) completed a variety of imstruments that assessed various factors
predicting the usce of health s tees. The mstruments were completed at two points, the
first being at the outpatient clinic and the sccond after two months of participation in the
cardiac rehabilitation program. Findings indicated that 17 (01%6) of the participants
attended at least one rehabilitation sesston. The predisposing variable. mternal locus of
control, was significant in regards to predicting number of sessions attended at
rchabilitation (p - .053.SE B .550). Gender differences were found to be stgntficant
for the predisposing factor of social support on the social interaction and tangible
subscales (p =048, ¢ 781 and p 022, d 900, respectively). The need factor of
emotional health (vigour subscale) approached significance i regards to gender
differences (p 0 .70.d . 709). Findin - identified that barriers to participation and
vender difterences do exist in this small sample of cardiac rehabilitation patients which
mfluenced participation and adherence to the local cardiac rehabihitation program. Future

rescarch should focus on conducting a study with a larger sample size.



ACKNOWLEDGEMENTS

Without the support ¢ many people this study and completion ol my thesis would
not have been possible. ['would like to thank my supervisor, Dr. Basil Kavanagh and
committec members Dr. Linda Rohr and Dr. Angela Loucks-Atkinson for their detailed
reading and insightful comments which offered a wealth of valuable mput and a fresh
perspective that was much appreciated.

I would also like to thank Sharon Mcchan and Wendy Decker of the Health Care
Corporation ot St. John’s as well as cardiologist Dr. Furlong. Without vour approval and
support this research would not have been possible.

My rescarch would also not have been possible without the cooperation of the
participants in this study. I thank and acknowledge vou for taking the time to share your
mnsights and experiences with me.

Also. my fellow graduate students deserve many thanks for helping me stav on
task, answering my never ending questions and putting up with my distractions while

tryig to complete work of their own.



TABLE OF CONTENTS
ABSTRAUT ettt sttt s s b s ns e s maesa e sbes sab s be e smeemseenseasassssansansnneens |
ACKNOWLEDGEMENTS ittt sses e it sees s see s st eeeseesssns s shtesssensssaessssaesresanans 11
TABLE OF CONTENTS ottt ss st s rase e s e sas sose e oess e reee st s st e s asesnasanan Il
LIST OF FIGURES ..ottt s e e bt s sase st st st s raensaesasnae saras aensmens V
LIST OF TABLES ottt nenni it st tsst s e st sse s et st et s sac et e e st e smaesssunenn VI

ADHERENCE TO CARDIAC REIABILITATION e e 2
BARRIERS 1O PARTICIPATION oo 4
STATEMENT OF PURPOSE oo 4
RESEARCIT QUIESTIONS L.t e e e e ¢
DIEFINITION OF KEY TERMS e, O
DYELIAITESTTIONS oo e e e 8
STGNTTCANCE OF THE STUDY oo e 8
SUMMARY oo oo e e 10
CHAPTER 2: REVIEW OF LIT  RATURE oooeirotreteiitietieieeeieericeesseerssssrsnssnsssssrrssssessssasassessssssossssssnssnns 11
L R I e 11
CURDIOVASCULAR D S I ASE e, 11
MODERN CARDIAC REHABILITATION PROGRAMS e 13
COMPONENTS OF CARDINC REVLABILITATION oo |5
TIIEOQUCTION. e 15
Fcation ... . T |3
X Ol IS O ) 15
COMnSCIINE i 16
BENEFITS TO CARDIAC RELLABILITATION e e e 17
BARRIERS TO PARTICIPATION (i oo e e e e 10
CONCEPTUAL FRAMIEWORK e e 21
Predisposing Barricrs ...
Fnabling Barrieors oo 28
Need Factors
OO ] R
Nestoundland and Labrador ... . 3
M A L Y e 3
CHAPTER 3: NMETHODS et ereteteeesessessninnnssesnsesssesesesasessssesssssssssssnssssnssssssnsessssnssssnssssnsssssnsassessn 38
O L R L e, 38
RESEARCH DESIGN (oo e e e e e e e Rh
D R T I LS e 39
JTEHIOS AAPPROV AL oo e 39
PROCEDURES oo o e e 40
D O N e e 40

INSTRUMENTS (oo ittt it e e e e et a e e et e eaa e e e e e e e e bt be e e e et et b e e eete e e e e e eainrene 41
CUODING oo e et e e e e e e e e 45
DY AN L Y S S e e e J6
S ALYLIRY Lo e e e 47




O ERVIEIE Lo e 48
DIESCRIPTIVE STATISTICN Lo et 49
DMOErapliic INOrMAITON . o e e 49
INICIE 10 PUPHCIPATC. e e e e 50
Participation in cardiac relt QO e 51
BARRIERS 1O CARDIAC RETLIBILITATION oo e, R}
Predisposing Factors ...l 82
Fnabling Factors. ... ... 53
INCCA T ACIONS (o e e e e 4

CORRELATION OF MAJOR VARIABLES..

CGENDER DHFERENCES AMONG PREDISPOSING, ENABLING, L,

Multidimensional Health Lo of Control Scale...............
Medical Outcomes Studv Social Suppe QUESHORRUIIC. ... 00
Profile of Mood States Seale o 0l
PARIABLES PREDICTING CARDIAC REHABILITVTION ADIERENCE e 02
SUBALARY oot e e e N
CHAPTER 5: DISCUSSION. ...ccovevrereenee. eeteiesreerersmeeteenseerenseeentnnsannressrnnnesotareennnserennnesteserrarestrresasesesnereres 70
O ERV I oo 70
BARRIERS 1O CARDIAC REDLABILTTATION (e et e 71
Predisposing Vartables . 71
Enabling Variables .o 73
NCCAd Varialilos .. 77
LM T EATIONS oo e e 78
J U U RE RESEARCTL oo e e e et e e oot e e e e e e e e oo et e e e 80
CONCLUSTON oo e e e et et et et et e et S
REFERENCUES (e eeereeeertttereeeeeterenssesseesecnnsssssssessnssannssssenrosnassssasasnasssssssssranmssses sessesasssnnnssssssasnssessnnnnsns 83
APPENDIX T .o cennenceeerannennneens . eeeeeen eeaseenmeesetatieeerneesteasarerasassnnnn etereeetranaerteneeaenesransornns 105
APPENDIX 2 aaiieeeceeeeieerrntencnesessereesnesssnees reeeeerseessseessteessteestesesamtesseusestesiassateseaeantestesaeeaseesennesesennanas 107
APPENDIX 3 ..oveevveireeevmtecmeecvneenns vt sreesesescssresrissenseeserasseessssesssesnareesessarestenssrtasesssasrsneaesss 109

APPENDIX ottt eniiienrentinniirs it e sssstes ceseae e beaseesssssess sesssasasssassnessssssssanssssssenanassassns 1o



Figure 4.1:
Figure 4.2:
Figure 4.3:
Figure 4.4:
Figure 4.5:
Figure 4.6:
Figure 4.7:

Figure 4.8:

LIST OF FIGURES

Age Distributi  of Participants.... ... 67
Age Distribution of Participants by Gender...........................o 67
Percentage Indici ng In 1t to Attend Cardiac Rehabilitation.................. 67
Intent to Attend by Gender. ... 68
MOS Social Support Survey Subscale Means..........................o 08
MHLC Subscale Means. ........o..oiiriii i 09
POMS Subscale MEaNS. ....v vttt e 09
LA D L Totals. .. oo e 70



Vi

LIL. OF TABLES

Table 4.1: Correlation of Pre ctor Variables and Dependent Variables....................59
Table 4.2: ANOVA Results for the MHLC Subscales and Gender...................... ... ol
Table 4.3: ANOVA Results for the MOS Scale and Gender........................ 02
Table 4.4: ANOVA Results for POMS and Gender....................oooo 03
Table 4.5: Multiple Regression for Predictir - Number of Sessions Attended.............. 04

Table 4.6: Logistic Regressit  for Predicting Attendance at Rehabilitation................ 65



Vil

LIL. OF APPENDICES

Appendix A: Ethics Approvi Form...............o 100
Appendix B: Information Le r for Participants........................o 108
Appendix C: Questionnaire Packet F...................o 110

Appendix D: Questionnaire Packet 2. 117



CHAPTER [: INTRODUCTION
Overview

The World Health Organization (2005) reported that cardiovascular discase was
the cause of death for 14.7 million pcople in 1990 and that number increased to 17
million people in 1999. Acute myocardial infarction and strokc arc among the leading
causes of both sickness and death in Canada (Government of New foundland and
Labrador, 2002). In 1994, cardiovascular discasc accounted for 38% ol all dcaths in
Canada (Cardiovascular Discase Surveillance Online, 2002). In 2002, cardiovascular
discase accounted for 74,620 Canadian dcaths (Heart and Stroke Foundation, 2000). In
the province of New foundland and Labrador alone, cardiovascular discasc accounted for
41% of all deaths in 1999 (Cardiovascular Disease Surveillance Online, 2002).

The total deaths due to cardiovascular discasc have been greater in women as
compared to men (Heart and Stroke Foundation, 2006). Many women believe that breast
cancer is their greatc  health threat whereas, in reality, a woman is more than cight times
more likely to die from cardiovascular discase than breast cancer (Mosca, ct al., 2000).
Males are equally at risk for cardiovascular discases: 32% of all male deaths in Canada in
2002 were duc to cardiovascular discascs, compared to 34% of all female deaths (Heart
and Stroke Foundation, 2006). Women have been shown to have a similar level of risk
reduction as compared to men when lifestyle risk factors (e.g., high blood pressure,
physical inactivity and unh¢ thy eating habits) are modified (Mosca et al., 1997). For
individuals who have cardiovascular disease it is important to adopt a hcalthy lifestyle

through secondary prer 1 such as cardiac rehabili ~ n.
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Cardtac rehabilitation programs have been successful i improving risk factors of
cardiovascular disease and reducing morbidity and mortality (Adams ct al., 1999; Ades,
Waldman, McCann & Weaver, 1992a; Ades, Waldman, Polk & Coflesky, 1992b;
Cannistra, Balady, O’ \lley, Weiner & Ryan, 1992; Johnston, Foulkces, Tohnston,
Pollard, Gudmundsdottir, 1S ; Lavie & Milani, 1996; Worcester, Harc, Oliver, Reid, &
Goble, 1993; Yoshida et al., 1999). Cardiac rchabilitation programs have been proven to
reduce the chance of subseq 1t death from cardiac incidents and all other causes by 20-
30%. (Cardiac Carc Network of Ontario, 2002). Consequently, programs have been
designed and implemented across the country in order to cope with and reduce the impact
of heart diseasc. Thesc programs strive to prevent further progression of the discasc
while increasing individuals’ wellness and quality of life. Cardiac rchabilitation
programs are designed to in ove both the physiological and psychological health of the
patient. Specifically, they are designed to improve functional capacity, alleviate activity-
related symptoms, to reducc * sability, and to identify and modify coronary risk factors
with the aim of reducing subsequent morbidity and mortality resulting from
cardiovascular illness (World Health Organization, 2005). Despite the documented
cvidence of the benefits of cardiac rehabilitation, only one third of paticnts participate in

rchabilitation programs after myocardial infarctions (Daly ct al, 2002).

Adherence to Cardiae Rehabilitation
Many people find it easier to start an exercise or health program than to continuce
the program, with 1| to 60% of participants droppir  >ut of programs within the first six

months (Bock et al., 1997; Gordon, 1993; Oldridge, 1991; Oldridge & Streiner, 1990;



Radtke, 1989; Shephard, Berridge, Montelp  », Danicl & Flowers, 1987; Weinberg,
2004). The same pattern occurs within medically supervised group excercise programs
with the largest proportion of dropout occurring within six months followed by a slower
rate thercafter (Oldnidge, 1991).

Research conducted over th  decades reveals consistent factors associated with
non-adherence to cardiac rel Hilitation or exercise programs: being older, being female,
having fewer years of formal education, having angina, and being less physically active
during leisure time (Ades ct al., 19° »; Blanchard, Rodgers, Courncya, Daub & Knapik,
2002; Conn, Taylor & Wiman, 1991; Daly et al., 2002; Dishman et al., 1985; Fleury ct
al.. 2004: Hovell ct al., 1992; Ice R, 1985; C Iridge, 1984; 1991; 1995; Yates, Skaggs &
Parker, 1994). Rescarch has  so shown that patients’ beliefs about their treatment can
strongly influence their adherence (Cooper, Weinman, Hankins, Jackson & Horne, 2000;
Horne & Weinman, 2002;: H ell et al., 1992; Ross, Walker & MacLcod, 2004; Sallis &
Hovell, 1990). Perceived barriers to health behaviour change 1s one such concept
believed to influence adhere e to risk reduction programs (Fleury, Lee, Matteson &
Belyea, 2004). Early identification of potential barriers that limit or prevent participation
and adherence would enable iterventio  lota  tspecific variables aflecti
participants’ usc of cardiac ilion programs. Participation in these pr¢  ams can
increase and be maintained over time through the identification of perceived barriers to

health behaviour change.



Barriers to Participation

A varicty of barriers deter participants [rom participating in excrcise or
rehabilitation programs. Age, gender, lack of support, financial issucs and provider-
oriented barriers (c.g., lack of referral) are common factors that lead to lack of
participation in cardiac rchal itation programs (Adcs, Waldmann, McCann & Weaver,
1992a: Ades, Waldmann, Polk, Coflesky, 1992b; Biggs & Fleury, 1994; Cottin et al.,
2004; Evenson & Fleury, 2000; Fleury et al., 2004; Mosca, McGillen & Rubenfire, 1998;
Witt et al., 2004; Whitmarsh, Koutantji, & Sidell, 2003; Wyer et al., 2001).
Socioeconomic variables, including level of education and employment status, have also
been linked to physical activity attendance and performance (Ades ctal., 1992a; Clark,
1995; Cooper, Lloyd, Weinman & Jackson, )99; Daly ct al., 2002; Dishman, Sallis &
Omstein, 1985; Fleury et al., 2004; Johnson, Weinert & Richardson, 1998; Ramm,
Robinson & Sharpe, 2001). Additionally, barricrs may be unique across age groups, the
nature of the barrier may ch  ge as people i~ and barriers may differ between men and
women. Reasons for women having poorer attendance at cardiac rehabilitation include
having poor support systems and psychosocial factors including anxicty and depression
(Oldridge, Ragowski & Gottlieb, 1992; McGee & Horgan, 1992; Hawkes & Holms,
1993). Reported barriers to participation may lead to a lack of motivation to attend or

adhere to rchabilitation programs.

State  nt of Purposce
The primary purpose of this exploratory study was to examine the barriers to

participation and adherence of patients enrolled in the cardiac rehabilitation program
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cnabling factor and two nced factors were significant in explaining the number of
sessions attended. Other studies usit  this framework have found that participants with
predisposing factors such as being older, married, more educated, and having increased
levels of social support and the need factor of having firm beliefs that the services were
cssential to good health, used more preventive scrvices in health care utilization

(Hubbard, Muhlenkamp & Brown, 1984; Strain, 1991; Wan, 1982).

Rescarch Questions
This research study focused on understanding factors predicting participants’
utilization and adherence to a cardiac rehabilitation program. The study sought to
ivestigate the following questions:
I. What are the predisposing, enabling and need factors that cardiac rchabilitation
program participants facc?
2. Do gender differences cxist between the predisposing, enabling and nced factors of

cardiac rehabilitation program partictpants?

Dcfinition of Key Terms
Adherence
The extent to which a person continues with their exercise program (Dishman,
1997).
Curdiae Incident
For the purpose of tl  study, a cardiac incident includes any type of

cardiovascular diseasc in which the| = it was sent to the cardiologist and then referred



to the cardiac rehabilitation  >gram. Examples of a cardiac incident include heart
attack, heart surgery and hypertension.
Cardiac Rehabilitation Program

Program designed to prevent further progression of cardiovascular discasce whilc
increasing wellness and quality of life in participants (Canadian Cardiac Rehabilitation
Foundation, 2003).
Cuardiovascular Disease
A disease of the heart or blood vessels. There are many types of cardiovascular discasc
that require surgery and/or rehabtlitation. Various types include coronary or ischemic
heart disease, ccrebrovascul  disease (stroke), hypertension (high blood pressure), heart
latlure, rheumatic heart disease and heart attacks (World Health Organization, 2003).
Enabling Factors

Barriers and facilitators to the use of health, including economic and
environmental factors (Jolu 1, Weinert & Richardson, 1998).
Gender

Gender is a social-theoretical construct used to differentiate the male and female
sex; it comprises masculinity and femininity (F °° 1988; Shaw, 1995).
Healthcare Corporation of  John's Cardiac Rehabilitation Program

The program offered by the Healthcare Corporation of St. John's, Newfoundland
is a six month long program. 1 cipants cxercise for an hour and a half, thrce times a
week for the first three mon s and then an hour and a half two times a week for the last
three months. Participantsc  join  the existing prc ~~am upon being referred by the

cardiologist and completing mandatory stress test.




Need Fuctors

Objective and subjective aspects of the patient’s decision to utilize health care
services (Johnson, Weinert & Richardson, 1998).
Predisposing Fuctors

Factors that exist pric to the onset of illncss and describe the inclination of
individuals to use health sert es (Aday, Andersen & Fleming, 1980).
Self Efficacy

A person’s belief in+ir capability to perform a behaviour successfully (Bandura,

1997).

Delimitations

Participation in the present study was restricted to paticnts diagnosed with a
cardiac incident within the last year and referred by a medical doctor to the cardiac
rchabilitation program conducted by the Healthcare Corporation of St. John’s.
Participation was also restricted by the referral process of the Healthcare Corporation
who only accepted patients living within 45 lometers of the city center. The resulting
sample used for this study was primarily local St. Jo" s residents or sub :ts who lived
within a 45 kilometer radius who would not perccive rurality as being a barrier for

participation in a cardiac rehabilitation program.

Significance of the Study
The p study contributed to tl  knowledge about potential barriers people

cncounter in participating a  adhering to the cardiac rchabilitation program in St.
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John’s, Newfoundland. Carc vascular discasc remains the leading cause of death in
Canada, with the highest rates in Newfoundland and Labrador (323.53 dcaths/100,000)
(Cardiovascular Discase Surveillance Online, 2002). Also, there is a rising incidence of
cardiovascular diseasc in wo  2n, comprisit - more than 52% of annual dcaths in the
United States in 2000 (American Heart Association, 2005) as well as 34%¢ of all deaths in
Canada in 2002 (Hea and Stroke Foundation, 2006). With the rising numbers of heart
incidents occurring in Newfc ndland, residents may benefit from participating and
adhering to cardiac rchabihit.  on programs.

This study also soug to cross-validate Johnson, Weinert and Richardson’s 1998
study within Newfoundland. Cross-validation studics are important in order to explore
whether theoretical frameworks hold true within a varicty of contexts and populations.
This study also solely focused on examining the only cardiac rehabilitation program
located within St. John’s, Newfoundland. No similar studies have previously been
conducted in Newfoundland, much less focusing research on the St. John's cardiac
rchabilitation program.

Finally this study is significant in that it explores gender differences in barriers to
cardiac rehabilitation. Previous rescarch has found that women have a much lower
participation rate in cardiac rehabilitation comparcd to men (Ades, Waldman, Polk &
Coflesky, 1992b; Barber, Stommel, Kroll, Holmes-Rovner, & Mclntosh, 2001). Lcarning
more about perceived barriers to utilization and adherence to local programs can lead to
interventions that address the needs of patients to the fullest extent. With the

identification of specific fac s, adjus  cntsto futu  prc —ams can be made in order to
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minimize barriers and increase the much desired participation in cardiac rchabilitation

programs.

Stmmary

This chapter provided a synopsis on the research and back  ound mformation on
cardiovascular discase and cardiac rehabilitation programs. The barriers and problems
that predict adhcrence to cardiac rchabilitation programs were also identificd. Presented
within the chapter were the purpose for conducting this study, the rescarch questions, the
definitions of terms, delimitations and the significance of the study. Chapter two will
provide an cxtensive review of the rescarch studies conducted on cardiovascular discasc,
cardiac rehabilitation ograms and barricrs to participation and adherence in such

programs.



CHAT . _R 2: REVIEW OF LITERATURE
Overview
The previous chapter introduced the topic and overviewed the rescarch on
cardiovascular disease and t  tors that predict people’s participation and adherence to
cardiac rchabilitation. The following chapter is a literature review that describes and
outlines the research previously completed on cardiovascular disease, cardiac
rchabilitation programs, barriers to participation and adherence to the programs. The
chapter is divided into scveral sections that review the topics of cardiovascular discasc.
cardiac rehabilitation programs, the benefits and barriers to participation, the conceptual
framework of the study and adherence to the cardiac rchabilitation programs. A

summary concludes this cha er.

Cardiovaseular Discase

Cardiovascular diseasc refers to the classes of diseascs that involve the heart, the
blood vessels and the system of blood vessels throughout the body and within the brain
(Heart and Stroke Foundation, 2007). Although there arc many factors associated with
developing cardiovascular disease. the primary problem is that the supply of oxygen and
the necessary nutrients carried by the blood are constricted or blocked. Common types of
cardiovascular diseasc arc rheumatic heart disease, hypertensive heart discase, 1schemic
heart discase, cerebrovascular heart discase and inflammatory heart discase. Coronary
arlery discase, a type of ischemic heart disc ¢, is caused by atherosclerosis (narrowing
or blockage of the arteries)  1i1s:  :of the most common forms of heart discase (World

Heart Federation, 2007).



Cardiovascular disea  was the single greatest cause of death in Canada in 2001,
accounting for onc in three deaths (Health Canada, 2005). In 2002, 32% ol all male
deaths and 34% of all female deaths in Canada were duc to cardiovascular discase (Heart
and Stroke Foundation, 2006). In the United States, cardiovascular discase accounted for
30.3% of all deaths, or 1 of every 2.8 dcaths in 2004 (The American Heart Association
Statistics Committee, 2007). 1t is estimated that 60,000 patients arc admitted to the
hospital with acute myocardial infarction in Canada cach year (Cardiac Care network of
Ontario, 2002). High blood pressu  high blood cholesterol, being overweight, being
obese and having type 2 diabetes are among the major biological risk factors for
cardiovascular diseasc (World Heath Organization, 2005). Many cardiovascular diseascs
arc preventable by modifying primary risk factors: unhcalthy diet, physical inactivity and
smoking.

The most cost-cifective method of reducing cardiovascular risk among a
population is an intervention that combines health promotion with physical activity.
Cardiac rchabilitation progr. 1s have been proven to improve a varicty of outcomes from
exercise tolerance to coronary artery disease risk factors (Jobin, 2005). Studies have
shown a reduction of coronary heart disease risk following a supervised program of
moderate intensity exercise  both men and women (Hellenius, de Faire, Berglund,
Hamsten & Krakau, 1993; Jolliffe et al., 2003; Sartorio ct al., 2001; Tully, Cupplecs,
Chan, McGlade & Young. 2005). A review of 37 cardiac rehabilitation program studics
(Michic, O’Connor, Bath, Giles & Earll, 2005), revealed that the pr¢ — ams produced a
34% ¢ * ction in cardiac mo t , 29% reduction in recurrence of myocardial mfarction

and had positive effects on blood pressure, cholesterol, body weight, smoking behaviour,



exercise and eating habits in patients. Although many benefits of cxercisc in cardiac
rchabilitation have been noted, pre ams have cvolved throughout the years to

cncompass more than just exercisc.

Modern Cardiac Rehabilitation Programs

Initially, cardiac rehabilitation programs included limited exercise and bed rest
with minimal attention paid to changing the individual’s lifestyle and psychological
health. Today, rehabilitation involves a comprehensive service of an excrcise program,
psychological intcrventions and lifestyle modifications in order to achieve and maintain
optimal physical and psychc cial health of patients throughout the world (Amcrican
College of Sports Medicine, 1995; American Heart Association, 2005; Cardiac Care
Network of Ontario, 2002; ¢ ats, McGee. Stokes, & Thompson, 1995; De Backer ct al.,
2004: Worth Health Organization Expert Committee, 1993). A major component of
rechabilitative prc  1ms consists of physical activity. Physical activity is performed on a
repeated basis with specific objectives to improve fitness, physical performance and
health (Fleury et al., 2004).

Cardiac rchabilitation programs in North America arc compriscd ol many corc
components as recognized by The American Heart Association, the American
Association of Cardiovascular and Pulmonary Rehabilitation and the Canadian
Association of Cardiac Rel  litation. These core components include bascline patient
assessment; nutritional counseling; risk factor management; psychosocial management;
physical activity counsclir= and e:  isc training (Balady et al. ~100).

Recommendations and information are lis . {or the evaluation, intc — ¢ntion and
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expected outcomes of cach core component. A cardiac rehabilitation tcam typically
offers excreise training, cducation, and counsels both client and family members about
risk factors, lifestyle changes, and coping with the discasc process (Daly ct al., 2002).
The Cardiac Care Network ¢ Jntario (2002) describes cardiac rehabilitation programs as
having to be multifaceted, multidisciplinary and individualized in order for optimal
cardiovascular health to be achieved. Cardiac rehabilitation programs arc multifaceted.

gics 1y cope with heart disease that often include cducation,

Lo

They usc different strate
counseling, healthy dicts, medication, exercise and behaviour modification. The
programs arc multidisciplinary by employing the services of many difterent people such
as nurses, doctors, dicticians, counsclors and exercise therapists. The programs arc also
individualized to provide assessment and services based on the individual’s goals and
nceds. In order to encompass all the components of cardiac rchabilitation, the programs
occur through phases.

Tl  modern cardiac re 1bili  ion model consists of four phases in North America
(American Association of Cardiovascular and Pulmonary Rehabilitation, 1991, American
College of Sports Medicine, 1995; Swabey, 1997). The first phase takes place in the
hospital immediately post heart incident and consists of regaining functions of daily
activities and walking, as well as health education. The sceond phase occurs up to cight
weeks after discharge from the hospital and 1s an casy. light rechabilitation program
designed to help the patient return to normal activitics of daily living. Phasc three of the
program usually occurs four (o six weeks post event and is a formal training or exereise
phase where acrobic and resistan — training is preseribed —«d monitored in an excreise

setting. Phase four is a long term phasc dedicated to maintenance and continuation of



cducation to modify risk factors and to reduce risk of future heart events. Most cardiac
rchabilitation programs outside of the hospital consist mainly of phase 11 (Swabcy,
1997), although cach patient is introduced to the following components of cardiac

rchabilitation during their reco' y process.

Ce  onents of Cardiac Rehabilitation

Introduction

Cardiac rehabilitation programs have gradually incorporated more features than
just excrcise.  These added features and benefits, as well as exercise, fall into three main
components of cardiac rehabilitation programs: cducation, exercise and counscling.
Education

Education is an cssential part of any cardiac rehabilitation program. Written
information in the form of pamphlets and cducation booklets arc widely distributed to
patients at time of surgery ¢ are supplemental to information given by the medical
staff. As well, informational meetings are held between the cardiologist and the patient at
the time of referral to the cardiac rchabilitation programs, promoting the benefits of
becoming physically active. the benefits of healthy cating and the benefits of smoking
cessation. ldeally, cducation should start at the onsct of the disease and continue
throughout the rehabilitation process (Heart and Stroke Foundation of Canada, 2005).
Excrcise

Exercise has been deemed a safe and cssential component to a cardiac
rchabilitation program. Aerobic traini  comprises st of the exercise component of

cardiac  abilitation and may be 1 upon referral from an  lical doctor. Most cardiac
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rchabilitation programs require that participants take an entry exercisc stress test, with a
doctor present, prior to beginning the program. The level of exercise intensity to be
cndured by the patient is then determined using the stress test results.

Resistance training is also frequently used in cardiac rchabilitation. If properly
structured and conducted safely, resistance training can be beneficial for cardiac patients
(Mecrrill, 1997). Resistance traiming can improve strength, bone mass and ncuromuscular
control. Scveral studies suggest that properly screencd cardiac patients may begin
resistance training programs as inpaticnts, with light activities such as squeceze balls and
casy calisthenics in bed or in a chair. In Phase I1, patients can continue resistance
traming with light dumbbells and clastic bands. Resistance training programs have been
successfully initiated as carly as three to cight weceks after the heart cvent has occurred
(Butler, Palmer & Rogers, 1992; Squires ct al., 1991; Stralow, Ball & Looncy, 1993).
Counseling

Many factors arc regarded as stress-inducing for both the family and the patient
after a heart incident occurs. Some examples of stress inducing events include the major
surgery, temporary loss of income during recuperation time and uncertainty of the future.
Most paticents that suffer a heart event need to critically re-examine their hifestyle and
make changes that promote a healthier, more active way of life. Counscling provides an
outlet for emotional support and an opportunity for frec advice. Thompson and Bowman
(1998) advocated strongly for the bencefits of counsceling services, as sessions will initially
help the person regain their sense of control. Counselors conduct sessions informing
pat.  ts of healthy lifestyle practices and teach ways of modifying risk tactors such as

weight of sm ngandst sman: ment. Familym b a
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included in these sessions in order to provide support and minimize setbacks the patient

can face while trying to adhere to the new changes in their lives.

Benefits to Cardiac Rehabilitation

Cardiac rehabilitation programs arc designed to restorc patients to full function
and improve their prognosis after su  :ry, as well as improving their emotional
[unctioning and prognosis through sccondary measurcs (Cardiac Carce Network of
Ontario, 2002). These programs have many beneficial aspects in both physical and
psychological functioning.

Cardiac rchabilitation programs have been shown to reduce the risk of future heart
events by 25% in patients dv 1 their first year of recor 'y (Heart and Stroke
Foundation of Canac  2005). Other studies have shown benefits in terms of mortality,
morbidity and quality of life from a psychosocial and education-based perspective
(Adams ct al., 1999; Ades ct al., 1992a; Ades et al.. 1992b; Cannistra et al., 1992; Cheng
& Boey, 2004; Daly et al., 2002; Dusseldorp, Van Elderen, Macs, Mculman, & Kraaij,
1999: Johnston, Foulkes, Johnston, Pollard, & Gudmundsdottir, 1999; Linden, Stossel &
Mauricc, 1996; Worcester, Hare, Oliver, Reid & Goble, 1993). Participants who
complete cardiac rehabilitation programs have improved excrcise capacity and habits,
improvement in blood lipid and lipoprotein levels, body weight, blood pressure levels,
cessation of smoking and have psychological benefits that include anxicty reduction and
depression as compared to before starting the program (Ades, 2001; Ades & Coello.

2000; Balady ct al., 1994; /.. te, Scheer & Downing,1996; Burns, CCamaionc,
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Froman & Clark, 1998; Franklin, _ordon & Timmis, 1992; Gibbons & Clark, 2001,
Lavie & Milani, 1995; 1996; Lavie, Milant & Littman, 1993).

Gicse and Schomer (1986) found that participation in a formal cardiac
rchabilitation program enhanced participants’ emotional stability while decreasing the
incidence of depression and anxicty that is common in cardiac patients. As well as
decreasing depression and anxiety, Michic et al. (2005) found patients attending a cardiac
rehabilitation program had more confidence in their ability to change their cating habits
and had increased perceived control o0 their illness at both two and eight months after
the end of the program compared to before starting the program. Participating in physical
activity has shown increases 1 self-cfficacy as people move from a sedentary lifestyle to
long-term maintenance of regular exercise (Marcus, Eaton, Rossi & Harlow, 1994; Sallis,
Hovell & Hofstetter, 1992).

Agc has been documented as a cardiac rehabilitation barrier with increased age
being associated with reduced rehabilitation cffects. However, there have been some
benefits of cardiac rehabilitation programs documented in populations over the age of 70
years (Balady ct al, 1996; Dolansky, Moore, Faan & Visovsky, 2004; Lavie & Milant,
1995; 1996; Lavie et al., 1993). Cardiac rchabilitation programs are beneficial to
optimize risk reduction, red 2 disability and promote an active lifestyle in older adults.
Studies have shown that par ipation in excrcise programs improves older adults’
cxercise capacity, quality of  fe, mood and energy level and exercise habits as well as
reducing frailty and risk for cardiovascular diseasc (Ades & Grunvald, 1990; Adcs,
Waldmann & Gillespie, 1995; Binder ct al., 2002; Chang et al., 2004; Cottin ct al.. “)04;

Dolansky & Moore, 2004; Fiatarone Singh, 2002; Jankowski & Sullivan, 1990; Kcller,
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Fleury & Mujezinovic-Won'  k, 2003; Lavie & Milani, 1995; Marchionni ct al., 1994;
Packa ct al., 1989; Stahlc, Mattsson, Ryden, Unden & Norlander, 1999; Witt et al, 2004).
Additionally, the elderly population has shown improvements in their physical work
capacity, psychosoci: profiles (e.g., anxiety and depression scorcs) and sccondary
prevention methods (c.g.. smoking cessation, lower blood pressurc, medication and
healthy lifestyle). Older adults’ rates of improvement in functional capacity with
exercise after a cardiac event are similar to thosc of younger individuals (Marchionni,
2003; Pasquali, Alexander & Peterson, 2001). Even pat  its over the age of 75 years
have shown benefits similar to those observed in the younger elderly population (Cononie
ctal., 1991). Older adults ac st toer  :iscina manner that is simi (o younger
individuals. Even older adults can improve their strength, decrease the risk for falls,
improve cardiorespiratory {i  2ss and improve their ability to live independently
(American College of Sports Medicine, 1998; Grimby, 1986). Yet ¢ dite the
documented benefits of cardiac rel  ilitation programs, only 15%-30% of paticnts who
have had a cardiac incident participate in such programs (Ades ct al., 1992a; Burns ct al.,
1998: Bunker, McBurncy, Cox, & Jelinek, 1999; DeBusk, 1992). The low percentage of
participation in cardiac rehabilitation programs by patients who have suffcred a cardiac

incident may be the result of many different barricrs that deter people from participation.

Barr s to Participation
Barricrs to participation have been studied extensively with findings indicating
that lack of time and lack of desire or interr  arc common barriers to participation

(Dishman, 1982; Forkan et al., 2000, Gori, Pivotti, Mase, Zucconi, & Scardi, 1984; King
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et al., 2002: Martin & Dubbert, 1986; Oldridge, 1982; Slenker, Price, Roberts & lurs,
1984). Early studies also revealed a relationship between lack of spousc or family
support and participation in exercise (Andrew ct al., 1981; Andrew & Parker, 1979;
Bruce, Frederick, Bruce & Fisher, 1979; Morgan, 1979). Other studics have found that
lack of referral by physicians, associated illness, specific cardiac diagnoscs. sclf-cfficacy
and self-esteem, distance and transportation, sclf-concept, self-motivation, tamily
composition, and occupation influence participation in cxercise or cardiac rchabilitation
programs (Ades et al., 1995; Ades et al., 1992a; Cannistra, Balady, O"Malley, Wemer &
Ryan. 1992; Conn et al., 19¢  Daly et al., 2002; Hiatt, Hoenshell-Nelson & Zimmerman,
1990: Licberman, Meana & Stewart, 1998; Mclillo et al., 1990; Yates, Skaggs, & Parker,
1994). In Evenson’s and Fleury’s (2000) recent study, program dircctors identified the
most common barrier to participation in outpatient cardiac rehabilitation was financial
rcasons. Other barriers iden  ied included lack of patient motivation, paticnt work or
time conflicts and lack of pl ician support or referral.

Various theoretical and conceptual models have been used to explore barriers to
cardiac rchabilitation including the Transtheoretical Model (Bock et al., 1997: Hellman.
1997: Jue & Cunning  am. 1998; Procl DiClemente, 1983) and the Social
Cognitive Theory (Bandura, 1977; Bock ct al., 1997; Ewart, Taylor, Recse & DeBusk,
1983; Jeng & Braun, 1997). As well, the Theory of Planned Behaviour (Ajzen, 1985;
Ajzen & Madden, 1986; Johnston et al., 1999; Jolly et al., 1999; Terry & O’Leary, 1995),
Leventhal's self-regulatory model (Leventhal et al., 1980; Michie ct al., 2005; Petric et

al., 2002; Weit  n, Pctrie, Sharpe & Walker, 2000) and the Andersen-Newman



framework (Andersen & Newman, 1978; Johnson, Weinert & Richardson, 1998) have all

been used in cardiac rehabilitation  carch.

Conceptual Framework

Numerous factors contributc to the decision to utilize health care services or
participate in a formal cardiac rehabilitation program. This study uscd a framework for
examining health care utilization (Andersen & Newman, 1973) which consists of three
major factors: predisposing, enabling and need. Predisposing factors include
demographic and socio-structural characteristics, health beliefs, locus of control and
mtent to participate. Enabli  factors include barriers to the use of health services,
cconomic and environmental factors. Need factors include subjective physical and
psychological health status, perceived severity and consequences of illness as well as
functional abilities.

The Andersen-Newman framework has been widely used by rescarchers
imvestigating health services  .ihization (Johnson, et al., 1998; Hanscll, Sherman &
Mecchanic, 1991; Hubbard ct al., 1984; Strain, 1991; Wan, 1982). Wan (1982) found that
partictyy  ts with predisposing factors 1 | older, married, and more education
along with enabling factors  ch as having a higher income and adequate health
insurance used more health  vices and participated in more health maintenance
activities. Strain (1991) found that participants with a nced factor of aving a strong
belief that services were essential to well-being used more health services, whercas none
of the enabling factors were s _  ficant. Johnson ct al. (1998) found that the predisposing

vartable of intent to attend a progr.  was the strongest predictor of cardiac rchabilitation



utilization. As well, predisposing var Hles of age and social support along with the
enabling variable of rurality were found to be significant in explaining the variance in
cardiac rchabilitation prograr use.

This study attempted to cross-validate the study conducted by Johnson ct al.
(1998). No previous studies have been conducted in Canada using the Andersen-
Newman (1973) framework. As well, there 1s no rescarch that is readily available on the
usc of formal cardiac rchabil tion programs by residents of St.John’s, Newfoundland.
This study will usc the framework to examine the predisposing, enabling and need factors
that contributed to or impeded the success of participation in the local cardiac
rchabilitation program.

The following material will discuss specific predisposing barriers (demographics,
age, gender, socioeconomic  itus, social support, self-efficacy, depression and anxiety),
enabling barriers (provider oriented and rurality), as well as factors influencing adherence
to cardiac rchabilitation programs. An overview of cardiovascular discase in the
province of Newfoundland will also be presented.

Predisposing Barriers

Age, gender and race have | :n reported to be s ificant barriers to participation
in cardiac rchabilitation. W: I, SCNio id racial minoritics have the lowest
participation rates in the care ¢ rel ™ “Htation population (Beckie, 2000; Stone & Arthur,
2004; Witt et al., 2004). Perceived barricrs may be unique across age groups and mayv
change as people age (Fleury et al., 2004). Additionally, socio-demographic factors
appear to predict:  ndance ithn  atte lees beir  more hikely to be socially deprived,

older and living alone (Schulz & McBurney. 2000); Pell & Morrison, 1998).



Age. Adults older than 65 comprise more than half of all paticnts admitted for
myocardial infarction, coronary artery bypass surgery or intracoronary intervention
(Amecrican Heart Association, 2003; Statistics Canada, 1997). Despite the higher
incidence of cardiovascular «  ease among older adults, participation in cardiac
rchabilitation programs has been found to decrcase with age (Bittner & Oberman, 1993;
Blackburn et al, 2000; Evenson, Rosamond & Luepker, 1998). French. Lewin, Watson
and Thompson (2005) found  ze significantly predicted +  diac rehabilitation attendance
with younger individuals more likely to attend. According to a United States national
survey (United States Department of Health and Human Services, 1990) older people
tend to avoid physical activity, particularly at older ages with less than 25% of older
adults exercising regularly at a level high cnough to gain physical and health benetits.

Older adults who have suffered a cardiac event experience incrcased morbidity
and mortality, incrcased occurrence of congestive heart failure, decrcased excercise
capacity, higher rates of disability and higher rates of depression than that of the younger
individual (Adcs, 1999). Also, older adults who havc cstablished lifclong habits and for
whom the predominant belief is that it is too late for exercise to have a positive effect on
health, find changing their behaviour patterns especially difficult (Burbank, Reibe,
Padula, & Nigg, 2002). The »mmonly held belief of older people is that unless they
have been active all their lives, beginning to exercise in old age is not beneficial
(Burbank et al., 2002). Stu  -Shor, Busclli and Carroll (2003) reported that the data
specific to determining a relationship between cardiovascular discasc and psychosocial

factors in older persons is limi | ysical limitations that accompany aging
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predispose older adults to a decreased quality of life, increased risk of depression and
more difficulty engaging in lifestyle modification.

Gender. Coronary heart disease remains the Icading cause of death and disability
in North American women, « .aming the lives of more than half a million women ¢ach
year: about | death per minute (American Heart Association, 2004). In Canada. statistics
from 2002 reveal that 32% of all male deaths were due to cardiovascular discase
compared to 34% of all fem: : deaths (Heart and Stroke Foundation, 2000). As well,
more than 2.8 million wome in North America have a history of myocardial infarction
and more than 400,000 have angioplasty or coronary artery bypass graft surgery cach
year (Moore, Dolansky, Ruland, Pashkow & Blackburn, 2003). In comparison to men,
women are usually older when they develop cardiovascular discase and have a higher
incidence of angina. The pe  ntage of all deaths duc to cardiovascular discascs
increases after the age of 50 years for women and after the age of 40 vears for men (Heart
and Stroke Foundation, 2003). ..:e literature reports an increased incidence of
cardiovascular heart discase in women as they enter menopausc and into the
postmenopausal period (Sloane et al., 1981). As well, cardiovascular discase accounts
for 43% of the annual mortality in American women (Hughes & Hayman, 2004).

Women often face overwhelming psychosocial and physical rehabilitative hurdles
and the attendance of referred women in cardiac rehabilitation is often sporadic because
of family responsibil  ¢s or cconomic barriers (Evenson ct al., 1998; Halm, Penque, Doll,
& Beahrs, 1999; Heid & Schimelzer, 2004; O Farrcll, Murray, Hueston, LeGrand &

Adi H, 2000). Mosca et al. (1998) ¢ luded that sclf  teem, stress and time were

rated as important barriers s ifici ly Y than by men. As well, higher



rates of dc, - _ssion have been found as a barrier to cardiac rehabilitation by women
(Arthur, 2005; Beckic, 2000; Fleury, Kimbrell, & Kruszewski, 1995; Keresztes, Merritt,
Holm, Penckofer & Patel, 2003; LaCharity, 1999; Todaro, Shen, Niaura & Tikemeier,
2005)

Heid and Schmelzer (2004) performed a review of 202 hospital charts and found
that men and women wecre equally likely to be referred for cardiac rchabilitation but
women were significantly Iess likely to enroll. Women in the study reported barriers to
cnrollment as concern for family members, transportation problems, physical limitations
and expense. Studies have consistently shown that women participating in cardiac
rchabilitation programs have significantly higher dropout rates and lower adherence rates
to the programs compared with men (Blanchard et al., 2002; O’Callaghan ct al., 1984;
Oldndge, Ragowski, & Gottlieb, 1992; Schuster, & Waldron, 1991). Rescarch has found
women chigible for cardiac rehabilitation often live alone, reccive little social support,
cendure multiple role strain,  ve financial concerns and have limited healthcare access
(Allen, Scott, Stewart & Young, 2004; Cottin et al., 2004)

Socioeconomic Status. Sociocconomic status, unemployment and cducation all
play a factor in barri stoh  thcarec (Ramm et al., 2001). These barriers arc highly
interrelated as lack of educa  n may lead to unemployment and a lower soctocconomic
status or vice versa. As well, inthe Un 1 States, lack of medical insurance is a major
barrier for usc of cardiac rehabilitation programs which may be linked to uncmployment
or soctocconomic status.

Studies have found © s¢  ee ic factors are bt lo cardiac

rchabilitation programs. For example, Fleury, et al. (2001) found significant differences
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in acceptance of a sedentary lifestyle as a perceived barrier to exercisc adherence by
those less educated. Also, employment status showed significant differences for work as
a barrier among those who were employed full time.

Studies conducted decades ago found that patients with lower incomes and
cducation levels as well as those with lower sociocconomic status are less likely to attend
and adhere to cardiac rchabilitation programs (Daltroy. 1985; Dishman ct al., 1985).
Studies within the last decade found lower participation and adherence rates for bluce-
collar workers, non-employed persons and participants with a lower income or
cducational level (Ades ct al., 1992a; Alter, lron, Austin & Naylor, 2004: Cooper, Lloyd.
Weinman & Jackson, 1999; French et al., 2005; Harlan, Sandler, Lec, Lam & Mark,
1995; Johnson ct al., 1998; ] e, Carroll, Ring, Beevers & Lip, 2001: Pell, Pell,
Morrison, Blatchford & Dargie, 1996; Ramm et al., 2001).

Social Support. Social support refers to the functions or provisions given by
one’s social relationships such as emotional concern, assistance or information. Lack of
social support is associated with increased cardiovascular risk (Mookadam & Arthur,
2004; Smith & Ruiz, 2002). Social support has also been identified as an influcntial
aspect in determining attenc ice  ~ adherence to cardiac rchabilitation programs (Jones,
Farcll, Jamicson, & Dorsch, 2003; Litt, Kleppinger & Judge, 2002; Lee, 1993; Salis et al.,
1992: Yates et al., 1994). T refore, increased attention has been placed on the spouse’s
role in facilitating cardiac patients’ recovery and adaptation to illness (Coyne & Smuth,
1994; Thompson & Mcddis, 1990; Williams ct al., 1992). Spouscs’ participation in
rolar exercise may itself pre - ste a ipportive atmosphere between partners (Hor - et

al., 2005). Many studics indicate that the patients’ pi - 1on of how social support is



intended and whether the support meets the demands and needs of the situation is
immportant when exan 1ing ¢»  isc adherence (Cohen & McKay, 1984; Collins &
Feeney, 2000; Goldsmith, McDermott, & Alexandar, 2000).

Understanding the social support structure patients have in place may also help to
improve program attendance and adherence. Women may not have the same family
support system as men and may be expected to maintain a lifestyle at home that is not
supportive of the behaviour changes required by cardiac rehabilitation programs (Stone &
Arthur, 2005). Findings hav also indicated that married patients who receive
encouragement from their spouses and children are morce likely to participate in cardiac
rchabilitation (Ades et al., 1992b; Daly et al., 2002; Evenson ct al., 1998; Licberman ct
al., 1998).

Husak ct al. (2004) reported that lower levels of social support were found to be
associated significantly with 11% lower participation in cardiac rehabilitation after
surgery. As well, being unmarried was associated with a significant 28% lower
participation. Being married significantly increascd participation among the men, but not
among the women. Spousal support cnhances emotional and cognitive readjustiment,
sclf-cste |, mastery, coping with phy :tions as well as adl — znce to risk-
rcduction behaviours (Ben-Sira & ciiezer, 1990; Helgeson, 1991).

Self Efficacy. In health research, self-efficacy, defined as once’s perceived ability
to master arising demands @ | tasks successtully, has a long history as a predictor of
successful behaviour change (Bandura, 19¢ . ,. Rescarch concludes that patients’
perceived self-efficacy consistently mediate b ' viour change and acts as a predictor of

lifestyle change and adl ¢ 2 (Bock et ., 1997; 7 arns  al., 1998; Hellman, 194 ., Litt
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rccommending that their patients follow an exercise program afler an uncomplicated
myocardial infarction (Hlatky et al., 1988). As well, physictans make referral decisions
bascd on advice from other health care tcam members, including nurses and physical
therapists (Burns et al., 1998). The strength of the primary physician’s reccommendation
for imvolvement in cardiac rchabilitation programs has been found to be predictive of
participation in these programs (Adcs ct al., 1992a; King, Humen, Smith. Phan, & Tco,
2001; King, Humen, & Teo, 299). Only a small percentage of cardiac patients who are
cligible are actually referred for outpatient cardiac rchabilitation programs (Burns ct al.,
1998). Morc precisely, Bittner, Sanderson, Breland and Green (1999) found that only 7%%
of cardiac patients who were eligible for cardiac rehabilitation were actually reterred to a
program.

Pathman, Konrad, Freed, Freeman and Koch (1996) reported that many
physictans were not follownn  correct  ndelines for referral, with lack of awareness that
guidcelines for referral exist, disagrcement with the content of the guidelines or irregular
compliance to the guidelines. Also, Barber, Stommcl, Kroll, Holmes-Rovner and
Mclntosh (2001) found that the provider’s specialty predicts participation, as patients
cared for by cardiologists are more likely to participate in cardiac rchabilitation.
Cardiologists may be more inclined to refer every patient to cardiac rehabilitation or the
patient may place more importance on the referral. Gender may also influence whether
or not patients {ollow physic 1n’s recommendations to participate in cardiac rchabilitation
programs. For example, Caulin-Glascr et al. (2001) found that physictan written referral
to cardiac rchabilitation progr: after coronary revascul t  cedures s tess

likely to be followed by women than men.



Rural Vs. Urban. Access and availability arc primary factors in health care
utilization (Johnson et al., 1998). In rural areas, there is often a lack of health care
facilitics and services based on population distribution and distance. As well, weather,
road conditions, education, cconomic situation and values and beliefs of rural participants
arc also barriers to the usc of formal health care services (Rosenblatt & Moscovice, 1982
Grembowkse & Conrad, 1986, Weinert & Long. 1990). Rural residents also tend to be
older, poorer, have less educ ion, be unemployed and have less health insurance
coverage (Hornberger & Cobb, 1998; de Peuter & Sorensen, 2001 ).

Cardiovascular discase has1 n shown to be the leading causc of death in rural
Americans (Johnson ct al., 1998). Rurality also provides additional barricrs to
participation in cardiac rchabilitation. Research has noted that residents of rural arcas are
less likely to practice preventative health measures, usc positive health practices with
respect to nutrition and are less likely to have annual check-ups (Johnson ct al., 1998).
Rural residents also report having more medical conditions and are less likely to have
mecdical insurance than urban residents (Hartley, Quam & Luric, 1994). As well, medical
carc may involve considerable cost and incc  venience for rural participants resulting in
persons not sceking carc unless very ill or making appointments for preventative
mecasures (McBain, 2005; Centres of Excellence for Women’s Health, 2004).

Wemert, Johnson & Richardson (1998) found that almost 40% of rural residents
reported they would not attend a cardiac rchabilitation program. Reasc 5 cited included
travel distance, lack of knowledge about program availability and lack of physician
referral. On the contrary, r¢ | ¢ s has also shown that the si | port of

family, friends and health professionals is a key factor in the management of long i 1
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illness and they may be more likely to participate in a cardiac rchabilitation program
despite distance (Johnson ¢t ., 1998). However, it has been stated that most rescarch in
rural settings is incomplete and flawed, therefore giving a contradictory picturce of the
barriers to health care use (Johnson et al., 1998; Wemnert & Burman, 1994),

Need Factors

Need factors are the objective and subjective aspects of the decision to usc health
scrvices (Johnson et al., 1998). Previous research has shown that the need factor of poor
health was the major determinant of health services utilization (Strain, 1991). Pcople
with better perceptions of their health, less severe illnesses and more functional ability
uscd [ewer health services.

Depression and Anxiety. Dep  sion and anxicty often complicate cardiovascular
cvents and cause dist 8. Depression has emerged as a risk factor for cardiovascular
discase and has been shown to predict mortality following myocardial infarction
(Frasure-Smith, Lesperance, Talajic, & Bourassa, 1999; Smith & Ruiz, 2002; Todaro ¢t
al., 2003; Yoshida et al., 1999). Thep alencc of major depression i1s documented to
range from 15% to 25% n patients with coronary artery disease (Arthur, 2000).
Depression and anxiety lead to an increased risk of cardiovascular discase, while at the
same time, lead to reduced adherence to treatment in cardiac patients (Carncey, Freedland,
lZisen, Rich, & Jaffe, 1995; Stone & Arthur, 2005). Day, Freedland & Carncy (2005)
recently showed that patients who endorse stress and other emotional states as causecs
tend to have clevated anxicty and dep  sion scores. Perkins-Porras, Whitchead and

Steptoe (2006) found 1 tients who reported fanuly 38 (23.4%) or stress duce to
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other illness (20.6%) in the four wecks preceding the cardiovascular incident were more
likely than others to belicve  at stress contributed to their heart discasc.

Whitmarsh et al. (2003) studied 61 participants of cardiac rchabilitation programs
and found that those who attended the programs had greater anxiety and depression
symptoms than those who did not attend. [t was suggested that those who ¢xperience a
greater degree of distress after discharge arc more likely to attend cardiac rchabilitation.
Although, Lavic and Milani (1995) found that rates of depression in women dropped
from 23% to 12% and after completing a 12 week excrcise program. As well, Michic ct
al. (2005) found that patients attendit 1 cardiac rchabilitation program had decreased
depression and anxiety at both 2 and 8 months afier the end of the program compared to
betore.

With regards to gender, women are more likely than men to experience anxiety or
depression, with depression reducn  participation in cardiac rchabilitation (Zicgelstein,
Bush & Fauerbach, 1997). Perkins-Porras ct al. (2000) found that women had
significantly higher anxicty scores mn hospital compared to men (p=0.013). Similar
results were reported by Todaro et al. (2005) who examined [ 10 people participating in
cardiac rchabilitation and fc  d there was a higher prevalence of female participants with
a current depressive disorder compared with male participants, 28.6% to 9.3%
respectively.

llIness perceptions and functional ability. Research has shown that pecople who
participated in a rehabilitation program had creased work capacity and a greater
tolcrance for the activitics needed for daily iving (Fontana, Kerns, Rosenberg, Ma  1s &

Colonese, 1986). However, medical factors and functional ability as well as



psychological factors such as the way a patient understands their illness and their
perceptions of the illness influence attendance at cardiac rehabilitation (Cooper, Lloyd,
Weinman & Jackson, 1999; French, Lewin, Watson & Thompson, 2005; Wyer S, Earll L,
loseph S, Giles M, Johnston M, 2001). lllness perceptions also may aftect other
outcomes such a person’s health related quality of life (French et al., 20053).

Adherence

Despite evidence for cffectiveness and patient referral, optimal attendance at
cardiac rehabilitation is an international problem (Cooper, Weinman, Hankins, Jackson &
Horne, 20006). Itis estimated that 1.1 million coronary cvents will occur in the United
States, with only 15-30% of those people takir - part in a cardiac rehabilitation program
(Blanchard et al., 2002; Daly et al., 20 DeBusk, 1992). Typically, rescarch has found
that participation of men is limited to 25-31% of cligible paticents, whercas the rate of
participation of women is much lower at 11-20% of cligible patients (Ades ct al., 1992b;
Barber, Stommel, Kroll, Holmes-Rovi | & Mclntosh, 2001; Jackson, Leclere, Erskine,
& Linden, 2005)

Not only do peoplec ~ st taking part in cardiac rchabilitation programs, but
participants do not adhere to the prc ams cither. Low long term compliance 1s a major
problem in cardiac rchabilitation with attrition rates ranging {rc — up to 25% in the first
three months to 30-60% in  : first six months afier startit  the cardiac rehabilitation
program (Bock et al., 1997; Oldric :, 1991; Oldridge & Streiner, 1990; lzawa ct al.,
2004; Radtke, 1989). As well, exercise maintenance rates arc low for participants who
have ce )leted the cardiac rehabilitation program. Oldric > and §p  icer (1985) used a

scli-report questionnaire w patients who had completed a six month cardiac
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rchabilitation program and fc nd a cater than 20% reduction of exercise maintenance
after program complction.

Studies have consistently shown that women participating in cardiac rchabilitation
programs have higher dropout rates and lower adherence rates to programs compared
with men (Ades, et al., 1992b; Halm et al., 1999; O’Callaghan, 1984; Oldridge ¢t al.,
1992; Schuster & Waldron, 1991). Blanchard ct al., (2002) found that men had a
significantly higher exercise adhercnce ratc compared with women, 88% and 80%
adherence rates respectively. Similar results were v orted by Halm ct al. (1999) who
found that women 1 their program had an adherence rate of 75% while men had an
adhcerence rate of 88%. Furt rmore, Schuster and Waldron (1991) found that only 5%
of men dropped out of a cardiac rchabilitation program compared to 14%¢ of women.

Walking programs, often a component of phase 111 of the cardiac rehabilitation
programs, have appcared to  .ve higher adherence rates than other programs forms of
acrobic activity (Pollock, 1988). W kit 1s considered to be a moderate-intensity
exercise and can provide he.  h bencefits if performed for thirty minutes or more on most
days of the week (Pollock & Froelicher, 1990). Howevcer, the benefits that a walking ‘
program can provide will not occur if the program is not maimntamed (Hovell et al., 1989).
The Province of Newfoundland and Labrador

Cardiovascular discase remains the lcading causc of both sickness and death in
Canada. In 1999, Newfoundland and Labrador had the highest mortality rates for both
myocardial infarction and stroke in the Atlantic Provinces (Government of
N foundland and Labrador, 2002). Newtoundland h: the highest mortality rate for ‘

acute myocardial infarction (71.9 1 100,000) in all of Canada (60.2 per 100,000)
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(Government of Newfoundland and Labrador, 2002). In terms of gender, both
Ncwfdundland men and women had the highest mortality rates across Canada from 1995-
1999, 399.2 per 100,000 anc ~ 7.8 per 100,000 respectively (Heart and Stroke
Foundation, 2003). As well, Newfoundlanders reported a higher prevalence of all
modifiable risk factors (such as physic  inactivity, smoking, being overweight, cte.) than
the Canadian population overall (Heart and Stroke Foundation, 2003).

Owvecrall, coronary artery discase accounted for an expenditure of $7.8 billion in
Canada in 1993 (Brown, Ta: r, Noorani, Stonc & Skidmore, 2003). Cardiac
rchabilitation programs have been promoted to enhance recovery from cardiovascular
discase and even though pr¢  ams have proven to be beneficial, there is an overall effort
to keep health care costs at a minimum. Each provinee in Canada has their own health
carc program and health promotion agenda. Sccondary health care services such as
cardiac rchabilitation are not covered by the Canada Health Act, with all provinces and
territories providing and paying for certain services. This accounts for the regulation and
range of scrvices provided in each province and territory (Health Canada, 2005).

Newfoundland estab hed a regionalized delivery of health care in 1994, It was
further  ructured in 2003-2004 and ag  nin 2005. (Canadian Institute for Health
Information, 2005). Health s} 1dn by the Newfoundland and Labrador government is
mnfluenced by four main factors as reported by the Government of Newfoundland and
Labrador, Department of Health and Community Services found in their Health Scope
publication (2004, p.4),

Newfoundland is chal din 1 four main an aging population which

uses more health services, vast gcography an | | 1ilation widcly dispersed, high
rates of several chronic he  h conditions and risk factors, extensive provincial
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infrastructure of health factlitics, as well as a health human resource work force of

over 20,000 individuals.

These factors directly relate to the higher rates of cardiovascular discasc in
Newtoundland as they arc a  ajor reason for hospitalizations and a major cost driver for
the health system (Department of Health and Community Scrvices, 2004). Interventions
such as cardiac rehabilitation programs arc cost effective methods of reducing risk factors
and mortality among an entire population.

The actual components of cardiac rchabilitation programs vary across Canada
depending on available local resources, although the Canadian Association of Cardiac
Rchabilitation has sct guidel  es for the prc  ams to follow (Brown ct al., 2003). In
Canada, cardiac rchabilitation program stru  ires are highly variable with programs
lasting from 2 months to an indefinite period and patient contact rat ‘ng from I to 3
sessions per week (Reid et al., 2004; Wolfce ct al., 1990). Programs vary from provinee to
province and also from region to region.

In February 2000, the Peninsula Health Care Corporation launched their new and
improved Cardiac Rehabilit  on Program (NLHHP, 20006). Two main cardiac
rchabilitation programs exist in Newfoundland, both located on the castern peninsula.
One is run through Carboncar General Hospital and the other through the Healthcare
Corporation of St. John's. As well, community programs arc also run across the province
such as the Heart to Heart prc_ .

In the province of Newfoundland and Labrador, as of 2001, 53.5% of the
population resides inr | nall town arcas (Canadian Rural Partnership. = 105).

According to the recent cen s, rural he  “the lowest number of health care
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providers in the province (11.9 per 1,000 in 2001), with just 0.8 professional health care
providers (e.g., physicians) | 1,000 residents™ (Canadian Rural Partnership, 2005).
Presently, supervised cardiac rehabilitation programs arc offercd only in the urban areas
of Newfoundland, excluding the health care needs of rural Newfoundlandcrs. Given these
circumstancces, a study of the cardiac rchabilitation program in St. John's New foundland

is timely.

Summary

Chapter two has reviewed the literature and rescarch completed on factors that
predict peoples’ participation and adherence to cardiac rchabilitation programs.
Specifically it described the research on cardiovascular diseasc, cardiac rechabilitation
programs, as well as benefits and barriers to participation in the programs. The chapter
outlined spccific predisposing, enabling and need bi  rs: age, gender, sociocconomic
status, social support, self-efficacy, provider oriented barriers, rurality, depression and
anxiety, as illness perceptions. It has also outlined the cxisting litcrature and research
examining adherence issucs with cardiac rehabilitation. The chapter concluded by
identifying specific factors for the province of Newfoundland and Labrador where the
current study was conducted. Chapter three will provide the study’s methodology and

procedure, as well as the conceptual framework used.




CHAPTER 3: METHODS
Overview
The previous chapter  rovided a literature review that examined factors predicting
participants’ utilization and  herence to cardiac rehabilitation. This chapter will
describe and outline the study’s methodology used to examine this topic. The chapter is
divided into several sections that include research design, participants, cthics approval,
procedure, data collection, instruments, coding, data analysis and concludes with a

summary.

Research Design

The evaluation of factors affecting participants’ use of the cardiac rchabilitation
program in St. John's, New! ndland was achieved throt 1 a cross-sectional, one group,
two observation, survey research design. The primary purpose of this exploratory study
was to examine the barriers to participation and adherence of patients enrolled in the
cardiac rehabilitation progre  ofl  d by the Healthcarc Corporation of St. John’s,
Newfoundland. This resear des’ 1 was chosen as the study sought to cross-validate a
previous study by Johnson,  einert and Richardson (1998) and to investigate potential
gender differences among [actors influencing participants” usc of a local cardiac
rehabilitation program. As described in the preceding chapter, Johnson et al. (1998) uscd
a variety of instruments to access the predisposing, enabling and need factors of the 254
participants in their study. As well, Johnson et al (1998) used corrclations, multiple
regression analysis. 1 I¢ cre~= ong  tics in order to explain cardiac

rehabilitation utilization and adherence.
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Participants

A purposeful, convenience sampling technique was used in this the study.
Potential participants who had suffered a cardiac incident within the past ycar were
mitially contacted at the cardiac rehabilitation referral session (the outpatient clinic). A
total of'49 individuals were  atacted and invited to participate. Of the 49 individuals, 9
declined to sign the consent and 12 took the first questionnaire and consent {forms but did
not return the materials. The study’s participants consisted ot a total ot 28 paticents,
fecmales (# = 13) and males (# = 15). Not all of the participants complcted the second
questionnaire, so the sample size was smaller (V= 18), females (/7 = 9) and males (17 = 9)
for the results from the second questionnaire. Participants ranged in age from 25 to 80
years of age. Males ranged in: : from 37 to 70 years of ¢ : (M = 58.33. 81 =9.68).
Women ranged in age from 25 to 80 years of age (M =59.31, SD =15.77). All
participants werc recently d: nosed cardiac patients referred to join the cardiac
rchabilitation program run by the Healthcare Corporation of St. John’s, New foundland.
All participants volunteered to be mvolved in the study and were informed of the studv's

general purpose prior to participation.

Ethics Approval
The study entitled **I  :tors Predicting Participant’s Usc of Cardiac Rehabilitation
Programs™ received ethics @ oval from Memorial University of Newfoundland's
Interdisciplinary Committee on Ethics in Human Research on August 4", 2000

(A, =ndix A).
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Procedures

Preliminary discussions were held with the Dircctor of the Cardiac Rehabilitation
Program opcrated by the Healthcare Corporation of St. John’s in order to gain
background knowledge about the program. Upon obtamning background information,
permission was sought to conduct the rescarch. Once permission was granted, both the
Cardiac Carc Program Direc - and the Cardiac Rehabilitation Program Dircctor met
with the rescarcher to review and make suggestions and recommendations to the
proposed questionnaire packets and consent forms. Once the {inal questionnaire packet

had been designed and approved, data collection began.

Datua Collection

Paticnts who had endured a cardiac incident within the past ycar were invited to
participate if they had been referred to the outpatient clinic. Recruitment into the study
occurred between September 20006 and December 2000 at the outpatient clinic. Each
patient that came to the cardiac rehabilitation referral session was contacted personally by
the researcher at the outpatient clinic and asked if they would like to voluntarily
participate in a research study that was being conducted to examine rcasons why people
may or may not participate in cardiac rchab tation. P:  cipants were lully informed of
the procedures in accordance with the Interdisciplinary Committee on Ethics in Human
Rescarch (ICEHR) at Memorial Umiversity. Additionally, patients were informed that
they would not be penalized should they decide not to participate in this study or answer
all the questions on the questionnaire. 1f participants ¢ ced to participate and signed the

study consent form (Appenc  B), they were handed the first questionnaire packet and
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filled it out at the office immediately before departing the clinic. If they did not have
time to fill out the questionnaire, they were encouraged to take it with them, with
mstructions to return it upon their first cardiac rchabilitation session. The second
questionnaire packet was handed to participants at the cardiac rehabilitation program
after they had attended for aj roximately two months. Adhercence to the program was
mcasured through weekly attendance records kept by the director of the cardiac
rchabilitation program. Any articipant that dropped out of the program was contacted
by the rescarcher if they had signed the additional consent form allowing the participant

to be contacted should they drop out of the program at any time.

Instruments

The proposed study modcls and cross-validates research conducted by Johnson,
Wemert & Richardson (1998) which took place in the western USA. The methods from
the Johnson, Weinert and Richardson (1998) study were followed as closcly as possible
although some instruments were modified in order for a more concise questionnaire
packet and to meet the approval of the cardiac care dircctor and cardiac rehabilitation
program dircctor. The Perse  al Resource Questionnaire (Weinert, 1987) used to measure
soctal support in the Johnson ct al. study was replaced by the shorter Medical Outcomes
Survey Social Support Questionnaire (SI yourne & Stewart, 1991). Johnson ct al. used
the Health Conceptions Scale (Laffrey, 1986) and the Economic Adequacy Scale (Lobo,
1982) which were removed from the present study in order to adjust the length of the
overall questionnaire. Two self-admin  :red questionnai - were uscd to collect data in

this evaluation. The first questionnaire packet :amined | rticipants” predisposing,
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enabling and need factors, w rcas the second questionnaire packet cxamined the

remaining enabling and nced factors.

Specifically, the first survey instrument administered at the outpaticnt clinic, was a

(ucstionnaire packet consisting of:

(i)

(i1)

(111)

Demographic information of name, age, gender, highest education achieved,
employment status, marital status and number of children.

Intent to participate in the cardiac rehabilitation program using responscs
ranging from 1 (definitely will not attend) to 4 (definitely will artend).
Participants’ pereeption of their global health at the moment on a scalc of 1
(poor) to 4 (excellent).

Sclf-administered social support questionnaire using the Medical Outcomes
Study Social Support Qi tionnaire (Sherbournc & Stewart. [991) consisting
of 19 questions v h 4 subscales and an additional item:
emotional/informational support, tai  ble support, affectionate support,
positive social in -action and an additional item. Respondents were asked to
ratec how often each kind of support is available to them when they need it
(c.g., “Someone you can count on to listen to you when you nced to talk™).
The questionnairc uses a = point ikert rating scale ranging from | (nonc of’
the time) to 5 (all of the time). Scores were computed for cach subscale by
calculating the average of the scores for cach item in the subscale. To obtain
an overall support index, the average of the scores for all 18 items and the
additional item were calcula . Authors have found ‘e > reliability

(Cronbach’s alpha >.91) for cach social support mcasure in the questionnaire
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(vii)

43

as well as high convergent and discrimination validity of items (Sherbournc &
Stewart, 1991). In the cur it study, the MOS social support scale
demonstrated excellent internal rehabihity (Cronbach’s alpha = .97).
Self-administered health locus of control questionnaire using the Wallston and
Wallston (1978) Multidimensional Health Locus of Control Scale consisting
of 18 questions. Respondents were requested to rate the extent they agreed or
disagreed with statements about their medical condition (e.g., “If'l get sick, it
is my own behaviour which determines how soon 1 get well again™). The
questionnaire uscs a ratn scale from 1 (strongly disugree) (o 6 (strongly
agree) on three subscales: internal locus of control, powerful others locus of
control and chan  locus of control. Scores can range from 0-306 for cach
subscale, with all of the subscalcs being independent of one another. A total
MHLC score is not used (Wallston & Wallston, 1978). Reliability has been
found with alpha coefficients ranging from .71 to .85 for thc 1ternal locus of
control subscalc, .67 to .83 for the powerful others locus of control subscale
and .69 to .84 for the chance locus of control subscale (Johnson, Wemert &
Richardson, 1998). Construct, content and face validity have been found if
the questionnaire is used properly (Wallston, 2005). In the current study, the
MHLC scale demonstrated good internal  iability (Cronbach’s alpha = .77).
Sclf-administered mood scale using the Profile of Mood States (POMS)
(McNair, Lorr & Drop; man, 1992) consisting of 68 moods. Participants
were asked torate  ch  »odd | :ndu  on how they felt at the moment (c.g.,

1 e

“friendly”, “tense”). ..ch mood was rated from 1 (nof at all) 1o 5 (extremely).
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The questionnaire consists of 7 subscalcs: Tension, depression, anger, vigour,
fatiguc, confusion and others.  ch adjective 1s awarded ¢ score as circled
except relaxed and efficient she  d be reversed. A Total Mood Disturbance
can be calculated y adding the raw scores from tenston, depression, anger,
fatigue an confusion and then  ibtracting the vigour score. The total scorc
can range from -24 to .. /. with lov  scores indicative of people with more
stable mood profiles. Reliability has been reported with cocflicient alphas
ranging from .90 to .95 as well 5 construct and content validity (Johnson,
Weinert & Richardson, 1998).  the current study the POMS scale
demonstrated excellent internal reliability (Cronbach’s alpha — .92).
Questions assessing participan  rurality with the MSU Rurality [ndex
(Weinert & Boik, 1995), scorti  ass’ 1ed to cach participant using population

of the county of residence and  stance to emergency carc.

The study questionnaire packet can be found in Appendix C.

The sccond survey instrument, adi - nistered at the Cardiac Rehabilitation

Program was a questionnaire packet comprising of:

1)

i)

Question assessing participants’ opinion of their illness scverity on a
scale o’ 1 ( wseri ) tod (very serions).

Question assessing how much the participants’ cardiac incident has
affected their hfestyle on a scale of | (/las had a very negative cffect) to

5 (Has had a very positi- effect).
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logistic regression model regresses all prec tor variables (predisposing. need and
cnabling factors) on the dependent variable of rehab (whether participants attended/did

not attend rehabilitation).

Sunimary

Chapter three has outlined the met  dology employed in the current research
study. This chapter also described the participants and the methodology that was used in
this study. Additionally, this chapter discussed the data collection, instrumentation,
coding and data analysis. Chapter four wi present the results obtained from this study.
The two research questions outlined in chapter one will be answered, specifically
1. What are the predisposing, enabling and necd factors that cardiac rehabilitation
program participants face?
2. Do differences exist between the predis sing, enabling and need factors faced by

male as compared to female cardiac rechab tation prc  am participants?
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CHAPTER 4: RESULTS
O miew

The previous chapter  verviewed t  mcthodology used to examinge factors
predicting participants’ utilization and adl  ence to cardiac rchabilitation programs. This
chapter will present the results of the anal s that were performed to mceet this study’s
objectives. The chapter is divided into al sections and begins with a demographic
description of the participants. It also provides a report of the participants’ descriptive
statistics (means, standard deviations, and frequencies) for each demographic varnablc as
well as descriptive statistics for the remaining predisposing, enabling and need factors.

The chapter then presents e :lati s for the dependent variables of rehabilitation
and scssions attended with the predictor v ables. One series of one-wayv analysis of
variances (ANOV As) were performed on each of the Profile of Mood States (POMS),
Medical Outcomes Social Support Survey (MOS) and Multidimensional Health Locus of
Control (MHLC) questionnaires subscales in regards to gender. The significant main
cffects will be identified and interaction e cts will be|  ented. A multiple regression
analysis will be presented w  ch regresses the number of rehabilitation sessions attended
on all of the predisposing, cnabling and nec variables. The chapter concludes by
presenting a logistic r¢ - ession model which regresses whether participants attended
rchabilitation sessions or not on the predi | ssing, need and cnabling factors. The small
sample size within this study (N = ""7) should be noted as 1t is a major limitation to the

imterpretation of the results.
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Descriyp e Statistics
Demographic Information

The study’s participants consisted  patients who had suftfered a cardiac incident
within the past year (N — 28), females (17 = 13) and males (7 = 15). Participants ranged in
age from 25 to 80 years of i (M =58.8, ) =12.62). Ofall the participants 3.06% were
25 - 35 years of age, 10.8% were 36 45 ars of age, 21.5% were 40 — 55 years of age,
32.2% werce 50 - 65 years of age, 28.0% v ¢ 66 75 years of age and 3.0% were 76
85 years of age (Sce Figure 4.1). Specifically, males ranged in age from 37 to 70 vears of
age (M = 58.3, SD =9.68). Women range  1n age from 25 to 80 ycars of i : (M — 59.3,
SD =15.77) (See Figure 4.2).

Participants in this ¢ nplev > moderately educated with 82.1%, having
completed at least high school. Specifically, 17.9% completed grade school, 39.3%
completed high school, 7.1% completed ¢ lege, 32.1% completed university and 3.0%
completed post graduate training. Twenty percent of the sample was uncmployed, 35.7%
were currently employed, 39.3% v >ret 1and 3.0% were on medical leave. The
sample was predominately married (v . .9%), while 10.7% were single, 3.0%0 were
divorced, 14.3% were widowed and 3.6% erc separated. The majority of the sample
had three children or less (67.9%) while 21.4% had four children and 10.8% had more
than four children.

The majority of the sample (85.7%) lived ten kilometres or less away from the
referral outpatient clinic, followed by 3.6% living 15 kilometres away and 7.2% living

more tl 15 kilometres away. Median t time was ten minutes to the referral
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outpatient clinic, and 50% of the sample pereeived themselves to live in a medium size
city, 28.0% in a large city and 21.4% ina  all town, small rural town or rural arca.

Demographics by Gender. Females were more cducated than males with 01.5% of
the sample completing at le: — a university or college degree as compared to 26.7% of
males. Although, the majority of the sam : had completed at Icast a high school
cducation (males = 72.7% and females = 84.6%). More males than femalces in the sample
were currently married, 80% and 53 Y respectively. Twenty three percent of females
were widowed and only 6.7% males were  idowed. The majority of the sample had at
lcast one child (92.8%), with 66.7% of males and 69.2% of women having three or less
children. The majority of the sample, 86, , of males and 84.6% of females, lived within
ten kilometres of the referral outpatient clinic. Of the 67.8% of the sample who
pereeived approximate travel time to the clinic to be 10-20 minutes, 66.7% were males
and 69.2% were females.
Intent to participate

Findings related to I intent to pa  cipate in the cardiac rehabilitation program
showed that 23 (82.1%) participants indicated that they would “definitely attend™ the
program. Of the four (14.3%) that indica  they would “probably attend.™ two (7.1%)
indicated lack of transportation, onc (3.6%) indicated that the carly morning session times
might deter them and onc (3.6%) did not site a reason. Only one (3.6%) participant
sclected “definitely will not attend,” indicatit  they could not avail of the program time
frame until the summer time (See Figure 4.3). More males (93.3%) indicated they would
“definitely attend” the cardiac rehabilitatic o m then females (68 ~74) (See Figure

4.4).




Participation in cardiac rehabilitation

Of the 28 participants, only 17 (60.7%) actually attended at lcast onc of the
cardiac rehabilitation sessions. Of the 17 actual participants in the cardiac rchabilitation
program, one (5.8%) completed one to fiv  sessions, three (17.0%) completed six to ten
scssions, two (11.796) completed 11 to 15 scssions, three (17.6%) completed 16 1o 20
sessions, five (29.4%) comp  ted " 1 to 25 session and three (17.6%) completed 26 to 30
sessions. A second questionnaire packet was mailed out to those who did not attend or
had attended a few cardiac rehabilitation sessions and total of 18 (64.3" ) participants
completed the second questi  nai - packet. Therefore, information on the second
questionnaire (enabling factors of enviror  :nt and accessibility as well as the need
factors of cmotional health, ness sevenity and physical functionming) will have only been
completed by thosc who completed the questionnaire (N = 18), females (7 = 9) and male

(n - 9).

Barriers to Cardiac Relabilitation
The primary purpose of this explo  ory study was to examine the barriers to
participation and adherence of patients en  lled in the cardiac rehabilitation program
offcred by the Healthcare Corporation of St. John's, Newfoundland. To determine the
predisposing factors (social support and lc  1s of control), enabling factors (transportation
and accessibility) and need factors (emotional health, illness scverity and functional
abilii  hat cardiac rchabilitation program participants face a scrics of descriptive

statisti.  were calculated.



Predisposing Fuctors

Social Support. Ove 1, the samp (N = 28) had lower scores for the emotional
support subscale than the other subscales (tangible support, affectionate support and
positive social interac on) ¢ the Medical Outcomes Survey (MOS) Social Support scale.
The sample had a lower average on the emotional/informational support subscale (A
3.93, 8§D = 1.00) than the other three subscales of tangible support (M = 4.29, S/ = 1.03),
affectionate support (M = 4.30, SD = .92) and positive social interaction (A ~4.20, 5D =
.90). The sample generally had social sup it systems available to them mcasured by the
overall index of support (A 4.13, 8D = .89). However, females (7= 13) reported lower
averages on all four subscales and the ove 1 index of support than did males (1 15).
Females had a lower average on the cmoti al/informational support subscale (A — 3.74,
S =.91), the tangible support subscale (. =3.83, 5/)-= 1.2), the alfectionate support
scale (M = 4.1, SD = .89), the positive soc  interaction subscale (A = 3.85, 51 - .93)
and the overall index of support (M = 3.80, SD  .89) compared to males (M = 4.1, 5D —
LIS, M=4.7,8D=.03, M=458,85D=93; M =451,5D=.70;M=4.30,5D .80,
respectively) (See Figure 4.5).

Multidimensional Health Locus of Control. Using the Multidimensional Health
Locus of Control (MHLC) scale, the sample (N = ~7) believed the main locus of control
for their 1llness to be internal (M =27, 8L 4.91). Powerful others ranked sccond (M =
23.71, 8D = 6.72) while the chance st ¢ scored the lowest (A = 14.82. 851 = 6.106).
More females (i1 = 13) believed their illness was due to chance (A = 16.54, 85/) - 3.23)
than males (n = 15) (A = 13.33, 5 = 7.09). More males scored h™ ~ ¢r on the internal

subscale (M =27.73, 8D — 3.85) comp :d to females (M = 206.15, S =5.97). Aswell,



morc malcs scored higher on the powerful others subscale (M = 25.47, S = 6.20)
compared to females (M = 21.69. SD = 6.¢ ) (Sce Figure 4.0).
Enubling Fuactors

Transportation. Part  pants (N = 18) rated the difficulty of finding transportation
to the program by a question on the sccond questionnaire. The majority of participants
(89%) indicated it was not at all difficult to find transportation to the cardiac
rchabilitation program. Onc articipant (5.6%) found 1t very difficult and one participant
(5.6%) found it moderately « Tficult to find transportation to the cardiac rehabilitation
program. All the men (100%) found trans  rtation not at all difficult to the program as
compared to women (77.7%).

Accessibility. Accessibility of the cardiac rehabilitation program was measured
by four questions assessing convenience of traveling to the program, degree of travel risk,
number of kilometres from residence to tI - >rogram and number of travel minutes (N =
18). The majority of participants (88.9%) indicated that the conveniencc of traveling to

.

the program was “fine,” “good” or *not a problem™. Only two participants (11.1%)
indicated that it was “not very” convenient to travel to the cardiac rchabilitation program.
Of all the men (n = 9), 100% indicated that it was convenient to travel to the cardiac
rchabilitation program as cc  nared to 89% of the women (# = 9). The majority ol
participants (77.7%) indicated that travel to the program was not risky, whereas one
participant (5.6%) indicated travel was sli "itly risky and threc participants (16.7%)
indicated that the winter weather made the travel risky to attend the cardiac rehabilitation

program. Again, of all the men, 100% nc ated that it w:  not at all risky to travel to the

program as compared to 55.5% of the women. As for number of kilomete  traveled to









independent). For using the telephone, preparing meals, taking medications and
managing moncy, 100% ol the participants indicated they needed no help. For going
places beyond walking distance, 77.8% ir  :ated they nceded no help while 22.2%
indicated they needed some help. For grocery shopping. 83.3% indicated they needed no
help while 10.7% indicated they needed some help. For doing housework. 01.1%
indicated they nceded no help while 7 90 ndicated they needed some help. Overall,
every participant scored 11 or higher, meaning they arce alimost or arc totally independent.
The majority of participants (55.6%) scor  a 14 (totally independent). Four participants
(22.2%) scored 13, two participants (11.1 1 scored a 12 and two participants (11.1%)
scored an 1. When taking into account all seven questions, males answered they needed

some help 9.5% of the time and women indicated they needed some help 12.7% of the

time (See Figure 4.8).

Coirelation of major variables

The dependent variables in this study were “'sessions”™ and “rehab™ Scssions
indicated the total number of rehabilitation sessions attended ranged from zero to twenty
six. Rehab was a dichotomous v, ible with 0 assigned for no participation in the
rchabilitation program and | assigned for participation in any rchabilitation sessions. The
predictor variables were the predisposing i need factors. Enabling factors were not
included as transportation and accessibility were questions without a sct response and
degree of rurality did not apply to the san ¢ for this study. All predictor variables were

continuous cxeept forg  ler, | o | status, marital status and mtent to participalte.
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Effect sizes for all correlations were measured using the correlation cocfiicient.
In social science, effect size measures arc  ually 7= .10 (small cftect sizc), = .30
(medium effect size), and = .50 (la  ef ™ tsize) (Colliver, 2007). Modcrate ctfect
sizes (= .30) were expected.

The bivariate relationship of the predictor variables and the two dependent
variables was examined. Zero order corrc ions (Pearson) of predisposing. cnabling and
need variables determined whether variab™  differed according to the study variables,
whether cardiac rchabilitation was attendc  and number of rehabilitation scssions
attended. As can be seen in  able 4.1, while there werce correlations between the
predisposing, cnabling and need variables, more cducation was the only variable
approaching significance of correlation with being morc likely to participate in a

rchabilitation program (» —.337, p = .08).
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variables within the serics of analysis of variances were normally distributed. With
gender being the independent variable, the Hllown  dependent variables were not
normally distributed according to Kolmogorov-Smirnov test: cmotional, tangible,
affectionate and social interaction subscale  ilong with overall index of support on the
MOS, depression, anger and fatigue subsc s on the POMS. The assumption of
homogeneity of vartance was tested using Levence’s statistic. For all ANOV A analysces
the variances between males and females were equal. The exception to homogeneity of
variances was the tangible subscale on the MOS and the fatigue subscale on the POMS.

Cohen’s « was used as a measure of effect size for all ANOVA analvses. As
Cohen (1988) stated,  values of .20, .50, 4 .80 arc conventionally described as small,
medium, and large, respectively. Modera  associations (d = .50) were expeceted.
Multidimensional Health Locus of Control Scale

No significant diffcrences were fo  d for any ol the subscales (internal, powerful
others and chance) in regards to gender (Sce Table 4.2).
Table 4.2 Summary of ANOVA Results j  the MHLC Subscales and the Dependent

Variable of Geuder

I 2 D Y39 Conpdence tnierval for Moo
Lower Bound ’ Upper ound
Intcrnal Subscale 7 315 -.433 1.062
Powerful Others 2302 1415 -.184 331
Subscale
Chance Subscale 1.953 174 545 -T2 301
e 08 o

Medical Outcomes Studv Social Support — estionnaire
No significant differences (p - .05) were found for the MOS overall index in

rcgards to the independent variable of ger  »r (Sce Table 4.3). As well. no significant

o




Ol

gender differences were found for the emo  mal or affectionate subscales. Significant
differences (p ~ .05) were found for the social interaction subscale (£ 2,y 432, p —
048, d = .781) and the tangible subscale (/7 2y - 5.98, p =022 d -.900). l'cmales
scored lower averages on both the positive Hcial interaction subscale (A 385, 8D

.93) and the tangible subscale (M = 3.83, 5/ = 1.2) compared to males (A 4.51. 8D

760 M =4.7,85D = .63, respectively). Aswias being s™ aificant, differences for both
the social interaction subscale and the tangible subscale had large effect sizes (781
and d = 900, respectively).

Table 4.3 Summary of ANOVA Results f - the MOS Scale aud the Dependent Variable

of Genuder

I P D 037, Confidence Intervals
Sfor Mean

Lower Upper

Bownd Bound
MOS overall index -.200 1513
Social Interaction Subscale 4315 .048% 781 011 [.552
Alfectionate Support Subscale 1.9 180 523 =232 1.279
Tangible Support Subscale 5982 .022% 900 13 1.680
Emotional Support Subscale 792 382 REY - 48 1.089

pe 05
Profile of Mood Strates Scale

No significant differ  ces were found on the overall total mood disturbance n
terms of gender (See Table 4.4). As well, no significant gender differences were found
for the five subscales of tension, depression, anger, fatigue and confusion. The subscale
of vigour was approaching significan. (/7 2, — 3.43.p =.075. . 709). Males scored

higher on the vigour subscale (A =15 7, 5D — 0.34) as compared to females (A

11.23, 8 =4.97).
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The indication fromt - outcome of the logistic regression is that none of the
predictor variables were associated with a - cater likelihood of attendance at the cardiac
rehabilitation program. The results suggest that the likelithood of individuals attending
the rehabilitation program di not differ by age. gender, marttal status, cmployment

status, education, family size, social support, internal locus of control, chance locus of

control, powerful others locus of control, intention to attend or emotional health.

Stmmary
This chapter presented the major rescarch findings obtained from this study. The
two rescarch questions outlin 1 in chapter onc were answered through descriptive
statistics, mcans, standard deviations, and frequencies for each demographic variable as
well as descriptive statistics for the remaining predisposing, enabling and need factors.
As well, the rescarch questions were answ :d through correlations, ANOVA results,
multiple and I¢ “sticrr ession analyses. Chapter five will discuss the study’s rescarch

findings, recommendations for future rescarch studics and a conclusion.
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Figure 4.8 IADL Totals

- ]
Instrumer  Activities of Daily Living

100 - B

90
o
Q
= 80 |
=]
c
T
2 70
=
£ 80
‘g O Total
a2 %0 ] B Males
.‘é’ M Females
g 40
S
& 30
8
5
e 20
[
a

10

0 -

using the  places beyong grocery g doing taking managing
telephone walking shopping Dicas housework  medications money

A ities







71

One must mterpret the results with caution as the sample size for this study was
extremely small. As well, the short amount of time between initial contact and follow up
of results , sample attrition and decline rates could have decrcased the power of the
results that may have been more meaningful with a farger sample size.

This chapter wilt beg by presenting a summary and explanation of the study’s
findings for cach of the predisposing, cnabling and need factors. It will be followed by

lmitations of the study, {uture rescarch recommendations and a conclusion.

Barriers to Ca  iac Rehabilitation
Predisposing Variables

Demographic Variables. Age, ger 1 and race have been reported to be
signilicant barricrs to participation in cardiac rehabilitation (Beckice, 2000; Stone &
Arthur, 2004; Witt et al., 2004). As well,  cio-demographic factors such as being
socially deprived, liv - g fur :raway from the program and not having access to public
transport have been shown to predict atter mce (Schulz & McBurney, 2000; Pell &
Morrison, 1998).

Nonc of the demographic variables in this study were found to be statistically
significant in regards to participation in a cardiac rchabihtation program or number of
sessions attended as determ :d by the multiple regression or the logistic regression
analysis respectively. As suggested by the correlations in the data, having a higher
cducation backgrour approached signift  1ce with attendance at the cardiac
rchabilitation pro_ m. As indicated in p  ‘ious rescarch, having a lower level of

cducation is associated witl - on-attendance or dropout of exercise programs (Ades ct al.,
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significant while employment status approached significance when regressed on number
of sessions attended (p L0533 and p = .07, respectively).

Intent to Participate. Although 82 percent of the participants indicated that they
would definitely attend the cardiac rchabilitation program, only 00.7 percent of the
participants actually participated in at lcast onc of the sessions. However, no statistically
significant differences were found regardin — intent to participate and any predisposing.
cnabling or need factor. As well, no statistically significant differences were found
regarding intent to participate and whether ¢ participant attended the program and the
number of cardiac rehabilitation sessions attended. The only vanable approaching
statistical significance in regards to mtent to participate was the powerful others subscale
on the MHLC scale as previously discussc

Rescarch has shown  at patients t ed by a cardiologist are more likely to
attend a cardiac rchabilitation program than thosc referred by a general physician (NHS
C'entre for Reviews and Dissemination, 1998). A predictor of referral s also the
cardiologist’s endorscment and attitude to  wrds effectiveness of the cardiac rehabilitation
program (Caulin-Glaser et al., 2001; Evenson ct al., 1998; Halm ct al., 1999). All
patients who participated in this s v were referred to the cardiac rehabilitation program
by the same cardiologist. Cardiol ‘sts v be more aware of the correct referral
procedures and may be more likely to influence the patients™ deciston as they are a
specialist in their field.

Enabling Variables
Transportation and Accessibility. > rch has indicated that non-attenders are

more likely to be socially deprived, older.  ving further away from the program, living
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alone and not having access to public transport (Schulz & McBurncy, 2000; Pell &
Morrison, 1998). This study did not find any significance in regards to transportation or
accessibility to the cardiac rehabilitation program. The only variable slightly
approaching significance with attending ar rehabilitation sessions was number of
kilometers traveled to the pro am (p  .76). Interestingly, the majority of the sample
(85.7%) hived within ten kilometers or Iess away from the referral outpatient clinic. As
well, since the outpatient clinic is less than three kilometers away from the cardiac
rchabilitation program, one can generally state that participants in the program lived
within 15 kilometers or less or the cardiac rchabilitation program. Of all the patients
originally referred to the outpatient clinie or who began attending the cardiac
rchabilitation program, it would scem only those who lived within 15 kilometres or less
actually attended either the clinic alone or the clinic and the cardiac rehabilitation
program. Many people may ot have even attended the outpatient clinic in order to be
referred to the cardiac rehab  tation program. This finding supports rescarch by Ades ct
al. (1992a) who found commuting time w  redictive of participation in cardiac
rchabilitation and that partic  ants were more likely to live closer to the facility than non-
participants. As previous rescarch b for factors such as program distance and
availability of transportation and acc ibility of the facility influence participation in
cardiac rehabilitation or exercise programs (Ades ct al.. 1995 Humpel. Owen. Feslie,
2002; Moore, 1996; Moorc. Ruland, Pashkow & Blackburn, 1998; Owen, Leslic, Salmon

& Fotheringham, 2000; Tod. Laccy & McNetll, —)02).
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Need Variables

Emotional Health. Research sugge s that depression, anxicty and negative
cmotional health lead to reduced adherence to trcatment in cardiac paticnts (Carney,
Freedland, Eisen, Rich, & Jaffe, 1995; Stone & Arthur. 2005). The current rescarch did
not find any significant diffc  1ces for the total mood disturbance in regards to
attendance and adherencce to the cardiac rchabilitation program. This study did find the
vigour subscalc on the POMS approached uficance n regards to gender. Males
scored higher than femalces on the vigour s Hscale. This may be interpreted as more
malces than females felt they  d more ene 7 and strength in their lives i order to
accomplish daily activitics. Vigour can be related to motivation and may help one adhere
to an exercise program, althc  gh, inconsis 1t reports are found i the literature regarding
the influence of mood states and motivation on exercise maintenance (Evenson & Fleury,
2000; Jette ct al., 1998). As well, although depression wasn’t found to be significant in
regards to attendance or adherence, it is noted that some participants scored higher on the
depression subscale than on y other sul — ale. There may be a need for the mental
health of patients to be assessed after a cardiac incident and the patient to be directed to
appropriate services. Rescarch has found — at exercise training and participation in
cardiac rehabilitation reducc  depression (Blumenthal et al., 2005; Milant, Lavie, &
Cassidy, 1996; Lavie, Milani, Cassidy & ¢ Ililand, 1999).

IIness Severity. The current investigation found that only half the sample rated
their current cardiac condition as moderately scrious or very scrious (53%0). As well,
morce men than women felt their current ¢ lition was very serious. [t is possible the

sample in the current rescare felt their ¢ ition had improved enough for them to be
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ablc to increase their physical activity leve  and participate in the cardiac rchabilitation
program. Thosc patients who rated their current cardiac condition as very serious may
not participate in cardiac rchabilitation due to safety concerns or beliefs about their
illness. Previous studies have shown that patient’s” illness belicfs influence attendance at
cardiac rchabilitation (Coop:  Jackson, Weinman & Horne, 2003; Horne & Weinman,
2002)

Functional Ability. Burns ct al. (1'  3) found that individuals with poor functional
capacity were less likely to adhere to card  rchabilitation. Harlan ct al. (1995) found
that patients with a lower degree of functic il capacity were less likely to enroll in
cardiac rchabilitation. Although, it 1s notc  that physicians are Iess likely to refer patients
with severe impairment following a cardiac event (Burns et al., 1998; Daly ct al., 2002).
That means most individuals that participate in a cardiac rehabilitation program would
have a relatively high rate of functional ability before being discharged from the hospital
and being referred to outpatient cardiac rehabilitation. The current rescarch supports this
findings as most participants in the study (90%) were relatively independent, scormg at
least twelve or more of a total of fourtcen 1 the IADL scale at the cardiac rehabilitation

sessions.  As well, functional ability was significantly correlated with intent to participate

(p- .01).

Li tations
There are scveral lin - ations associated with this study. The sample was a
convenience sample of very small proportions (N = 28) and as a result the multivariate

analysis has to be interpreted with caution. As well, the assumption of home  :neity of
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vartance was tested using Levene’s statistic and the tangible subscale on the MOS and the
fatigue subscale on the POMS both didn™t  cct this requirement. The following
dependent variables were also not normally distribu - according to Kolmogorov-
Smirnov test: emotional, tangible, affectionate and social interaction subscales along with
overall index of support on the MOS, dept  sion, anger and fatigue subscales on the
POMS.

Statistical analysis procedures utilized in the present study followed those of
Johnson, Weinert and Richardson (1998) since this studv modeled and cross-validated
their study. More appropriate statistical models, such as a utilizing a hicrarchical
regression model rather than forced entry model, could have been used in order to
decrcase multicollincarity and increase po  rwith a small sample sive.

The low sample size in this study could be attributed to a few reasons. The
participants in this study were recruited shortly before the start of rehabilitation, at the
outpatient clinic, which may affect participation rate in the cardiac rchabilitation
program. The point of initial recruitment  wrants closer attention as those who were just
diagnosed or have been out of -~ ¢ hospita:  vhile may not attend the outpatient chinie,
limiting the sample of poten 1l participan  The study was also conducted over the
winter months which could have attributed to adherence of the participants to the
program. Family obligations, holiday vac ions, transportation and weather conditions
may have played a role in w :ther people participated in the cardiac rchabihitation
program over this time period. As well, s lies designed to predict factors associated
with participation or adherence to« lrac abilitation should be loi * udinal in nature

(Daly etal., 2007,
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The study design and  se of self-administered questionnaires may have limited
the number of potential participants. Somce  cople did not participate as they were
illiterate and/or had visual limitations.  As well, participants were not available to take
part in the study until they had attended the outpatient clinte for referral. Patients may
have had various amounts of waiting time {rom the time of their surgery until the
appormntment for the outpatient clinic. Additionally. aficer the outpatient clinic many
patients had to wait for a mandatory stress test appointment before starting the cardiac
rchabilitation program. The waiting times  Hr both the referral appointment and the stress
test appointment may have impacted the Iength of time between when they started the
cardiac rchabilitation program and their cardiovascular inctdent. Participants ranged
from recently having a heart incident to having had a heart incident months before
attending the outpatient clinic. Some participants may have answered questions
differently had their heart incident occurred more recently.

The findings of this study can not  generalized to a broader population as the
study participants were only drawn from onc group at one cardiac rchabilitation site in St.
John's, Newfoundland. Itis ot known to what extent these results are representative of
the entire cardiac rehabilitation population across the province, much less across the
country. As well, the sclection of participants was not randomized. The subjects
voluntecred to participate in 1 study, as Il as the cardiac rehabilitation program, and

were not compared with a control group r - ched for variables such as gender and age.

Fut  Research






rchabilitation programs, many barricrs exi - that deter patients from participation or
adhering to these programs.

This rescarch study identified the b riers that affect the usage and adherence to
participation at a cardiac rchabilitation prc - am n St. John’s, Newfoundland.
Understanding barriers and reasons for non-  lherence as well as gender differences to
these barriers is essential to develop strategics to enhance future cardiac rehabilitation
programs. Having knowled_  of the existing participation barriers in a population can
[cad to designing interventic  to maximi:  participation by patients who nced
rchabilitation. The fi lings of thc  esent  udy identified that barriers to participation as
well as gender ditferences do exist in this small sample of cardiac rehabilhitation patients.
FFurther rescarch is required to understand  Hnw predisposing, enabling and need factors
influence participation and adherence to the programs.

Future rescarch studics should exp ¢ the longitudinal effects of an intervention
bascd program which focuscs on psycholc “cal as well as physical well-benr Future
studics should also focus on ways to improve group cohesion in order to increase the
number of participants into this valuable rchabilitation program and improve rates of’

adherence for more beneficial outcon
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August 4, 2006
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Ms. Blayre Martin
School of Human Kinetics and Recreation
Memorial University of Newfoundland

Dear Ms. Marun.

Thank vou for vour submission to the Interdisciplinary Committee on Ethics in Tuman Rescarch
(ICEHR) entitled “/-actors influencing participant's use of cardiae rehabditation programs”™  The
ICEHR is appreciative of — =fforts of researchers in attending to ethics in research

The Committee has reviewed the proposal and we agree that the proposed project is consistent with
the guidelines of the Tri-Council Policy Statement (TCPS)  Full approval is granted for one year
from the date of this letter.

If vou intend to make changes during the course of the project which may give rise Lo etlueal
concerns, please forward a description of these changes to ICEHR for consideration

If you have any questions concerning this review vou may contact Dr Katherine Gallagher at

kyallagh@mun.ca. We wish you success with vour rescarch.

The TCPS requires that vou submit an annual status report to ICEHR on your project, should the
research carry onbeyond  zust 2007 Also, to comply with the TCPS, please notity HCHFHR upon

completion of your project.

Yours sincerely,

... 'K Gallagher. Ph.D
Vice-Chair, Interdisciphnary Comnutiee on
Lthics 1n Human Rescarch
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Date
Dear participant,

You have been invited to participate in a study designed to mvestigate rcasons
why people participate in cardiac rchabilitation programs. This study 1s being conducted
by Blayre Martin, a graduate student in the School of Human Kincties and Recreation at
Memorial University of Nev hundland. In order to cope with and reduce the impact ot
cardiovascular diseasc, card  rehabilitation programs have been designed and
implemented to prevent furt - progression of the discase while incrcasing wellness and
the quality of life of individuals. The present study concerns itself with exploring the
rcasons why people may or may not participate in cardiac rehabilitation programs.
l.carning morc about any rcason that may influence people’s participation in cardiac
rehabilitation may lead to better programs that address the needs of patients.

If"you agree to partic ate in this study, you will be asked to fill out questionnaires
at two points 1) at the outpatient clinic, b) two months after starting the cardiac
rchabilitation prograi - The questionnaires will require vou to answer questions such as
demographics, health, acces  nhity to the program and social support.

All information from this study will remain confidential. No names will appear in
any reporting of the study. You arc free to withdraw from this study at anytime without
conscquences. Any data collected for the st 1y will be kept in possession by the
rescarcher for a five year period as required by Memorial University then subsequently
destroyed.

The proposal for this :scarch has been approved by the Interdisciplinary
Commitice on Ethics in Human Rescarch at Mcmorial University. If you have cthical
concerns about the rescarch, you may contact the Chairperson of the ICEHR at
icchr@mun.ca or by telephone at 737-8368. If you have any questions about  1s study,
please feel free to contact the supervisor of this study, Dr. Basil Kavanagh at
hasilk@n~—~ ~»

If you agree to participate in this study, please (il out the information at the
bottom of this sheet.

Sincerely,
Blayre Martin

STUDY CONSENT

Signing this form s your conscnt to take part in this study. It says you have
understood the nature of the study and you have received satisfactory answers to your
questions. You are acknowledging that you are free to withdraw from the study without
having to give a reason.

Signature: Date:

ADDITIONAL CONSENT

I rcher to contact me if I should drop out of the cardiae
rehat ) :fo of the program.

Signature: _ Date:
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Appendix C

Questionnaire Packet 1



















IS

7. How far must you travel for EMERGENCY medical care? In answering
this question think about a potential emergency such as a heart attack. IHow
far (ONE WAY) must you travel to get assistance? Please try to be as
accurate as possible when recording the distance.

Number of Kilometres (one way)
Approximate travel time (One way)

8. Please describe your source of emergency care (For examplc: nurse,
hospital, physician’s office, etc.)

9. 1 would describe myself as living: (please CHECK only ONE response)

A. On a tarm/ranch

B. In a rural area (not a farm/ranch)
(. In a small rural town

D. In a small town

E. In a medium size city

F. In a large city
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Appendix D

Questionnaire Packet 2



17

Name:

Questionnaire Packet 2

I. Ilow serious 1s your ¢ rent cardiac condition? (Please CIRCLE one)

I 2 3 4
Not serious Sligl yserious  Moderately serious  Very serious

2. How much has your ¢ diac incident affected your lifestyle? (Plcase
CIRCLE one)

[t has had a very negative etfect I
It has had a negative eftfect 2
It has had no efte 3
It has had a positive eftect 4
It has had a very | sitive effect 5

3. What influenced you  stay in the cardiac rehabilitation program?

4. How difficult is it to find transportation to a cardiac rehabilitation
program?

l 2 3 4
Not at all difficult Slightly ditticult Moderately difticult Very difficult

N

. llow convenient is traveling to the cardiac rehabilitation program?

0. How risky 1s the travel conditions to the program?

7. llow many kilometers from home is the cardiac rehabilitation program?

=

. Ilow many minutes does it take you to travel to the pre-ram?



















