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Abstract

Objective: To describe patients’ perception and experience
related to lifestyle change after coronary revascularization.

Background: Engaging in lifestyle change is crucial to re-
alizing the benefits of cardiac revascularization. However, pa-
tients often fail to adhere to lifestyle change recommendations
after cardiac revascularization.

Method: A qualitative study of 30 patients following car-
diac revascularization was conducted. Data were collected by
telephone using a semi-structured interview questionnaire.

Results: The average age of the patients was 73.9 (£ 6.0)
years. The majority of patients denied that they had a chronic
heart condition, even though some had repeated coronary re-
vascularization. Given the false assumption that coronary re-
vascularization had “fixed” their heart problems, patients failed
to perceive the critical need to make lifestyle changes. In ad-
dition, the relationship with healthcare providers was perceived
as an important factor to help patients recognize the need for
lifestyle change.

Introduction

Coronary revascularization procedures (e.g., coronary artery
bypass surgery [CABS], percutaneous coronary intervention
[PCI]) result in temporary improvements in symptoms and
quality of life of cardiac patients.'* To maximize and achieve
full, long-term health benefits after the procedures, it is critical
for patients to make lifestyle changes and follow secondary pre-
vention recommendations (e.g., participating in cardiac reha-
bilitation, taking prescribed medications, and making lifestyle
modifications regarding dietary changes, smoking, and exer-
cise).*' Studies have shown that long-term lifestyle changes
can reduce cardiac risk factors, improve postoperative recovery
and prognosis,® and reduce symptoms and recurrence rates.'
Despite the importance of secondary prevention, the adherence
to behavioral modification guidelines in cardiac populations
remains suboptimal. It was reported that less than 20% of car-
diac patients participate in cardiac rehabilitation,'>'* less than
37% of patients adhere to an exercise regimen, and less than
42% of patients adhere to a recommended diet.'®" The reasons
contributing to low adherence to secondary prevention guide-
lines after cardiac procedures include age, gender,” illness and
treatment beliefs,?!">* motivation,** self-efficacy,”® knowledge
about lifestyle changes,” psychological distress,**2¢ type of
procedure (PCI vs. CABS),**?” comorbidity,'>** current life-
style,?*?¢ family members’ lifestyle,'> support systems,**? and
accessible resources."
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In the past three decades, there has been much attention on ex-
ploring patients’ post-surgical experiences and the development
of interventions to improve the adherence to recommended sec-
ondary prevention following cardiac procedures.'>**#3! How-
ever, the effectiveness of these interventions is often ambigu-
ous.333 n order to develop effective adherence-enhancing
interventions, we need to have a deeper understanding of why
patients persistently fail to initiate and sustain recommended be-
havioral changes following cardiac procedures. Therefore, we
conducted a qualitative study to explore cardiac patients’ per-
ception and experience with lifestyle changes following cardiac
revascularization. The research questions of this study were:

1. What are the perceived enabling factors to make life-
style changes following a cardiac procedure?

2. What are the perceived blocking factors to make life-
style changes following a cardiac procedure?

The findings from this study may help to better understand pa-
tients’ perceptions about heart problems and cardiac revascu-
larization, as well as the impact of these perceptions on their
decisions to adopt a healthier lifestyle. Based on the study
findings, strategies can be identified and developed to meet pa-
tients’ needs in making lifestyle changes during the early stage
of transition from hospital to home after a cardiac procedure.

Research Design and Sample

This was an exploratory study using a qualitative design to gain
an understanding of participants’ perceptions in making life-
style changes after having a heart procedure. A convenience
sample of 30 individuals undergoing CABS (n = 15) and PCI (n
= 15) was recruited from a tertiary hospital in a Midwest region.
Participants were included in the study if they: 1) were age 65
years or older, 2) underwent CABS or PCI within 3-7 weeks, 3)
were not visually impaired, and 4) were able to hear, speak, and
read English. Study procedures were approved by the hospi-
tal and the University of Nebraska Medical Center Institutional
Review Boards.

Procedures

Hospital staff with clinical access to patient records identified
prospective participants and notified the investigators. Poten-
tial participants were then screened by the principal investiga-
tor to determine if they met the inclusion criteria for the study.
Those who met inclusion criteria were invited to participate in
the study, and written informed consent was obtained. Detailed
information about the study was provided to the participant, and
a phone interview appointment time was set. A postcard was
sent one week prior to the phone interview to remind him/her of
the scheduled appointment. The participants’ background and
clinical information were collected using a demographic and
clinical data tool prior to hospital discharge.
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Data Collection and Analysis

Data collection took place over a five-month period. A one-
time, semi-structured phone interview was conducted after
hospitalization. An interview guide was developed for this
study in an attempt to explore participants’ experiences with
lifestyle change following a cardiac procedure. Sample ques-
tions included in the interview guide are presented in Table 1.
All interviews were audio-recorded and transcribed verbatim.
Additional field notes were taken by the interviewers. Data col-
lection took approximately 20-30 minutes. To ensure reliability
and validity of the data collection and analysis, the same inter-
view guide was used to ensure consistency. In addition, the
principal investigator assumed the primary role in data analysis
to ensure internal consistency with data coding. Finally, two
researchers (SB and LY) independently reviewed the interview
data and grouped the transcripts into themes. After repeated re-
views, they reached a consensus and identified common themes
under the five areas that emerged from the interview data.

Table 1: Examples of Interview Guide

INTRODUCTORY QUESTION:

» Can you tell me about your life after the heart surgery or
procedure?

* Do you think you have a “chronic” disease or health
problem?

QUESTIONS RELATED TO LIFESTYLE CHANGES:

» Were you given the following instructions or
recommendations to make any lifestyle changes to
reduce your risk of future heart problems?

- Follow a healthy diet (portion control, low salt and fat)
— Become physically active and exercise

- Maintain a healthy weight

- Quit smoking and drinking

— Manage stress and reduce workload

— Take medicines to control chest pain or discomfort,
high blood cholesterol, high blood pressure, and your
heart’'s workload

— Attend the cardiac rehabilitation program

« If you were given the recommendations on lifestyle
changes,

- Who gave the recommendations?

- What recommendation(s)?

- When were the recommendations given?

- How did you follow the recommendations? Are there

any changes you have made in response to these
recommendations?

« If you made lifestyle changes since you returned home
after your heart event, what were your short- or long-
term plans for changing your daily lifestyle?

* Has anyone (e.g., spouse, children, other family
members, close friends, coworkers, health care
providers, etc.) been helpful when you were making
lifestyle change?
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Table 2: Characteristics of participants

Sample [N =30 N (%)
Age 73.9+6
Male 15 (50%)
e [ 15 (50%)
Proce- PCI 15 (50%)
dures | CABS 15 (50%)
Married 20 (67%)
Hypertension 23 (77%)
Risk Hypercholesterolemia 23 (77%)
Factors [ Diabetes Mellitus 7 (23%)
Current Smoker 2 (7%)
Healthy eating and portion control | 15 (50%)
Attending cardiac rehabilitation 10 (33%)
. Self-directed exercise 5(17%)
Ic_:l;:estyle Stress management 3 (10%)
anges i
Reducing workload 1 (3%)
Smoking cessation 1 (3%)
Multiple lifestyle changes 3 (10%)

CABS, Coronary artery bypass surgery;
PCI, Percutaneous coronary intervention

Sample Characteristics

The interviewed participants (N = 30) were recruited from a
Midwest regional hospital during the spring and summer of
2009. Table 2 provides the characteristics of participants. The
sample consisted of 15 males and 15 females. Subjects ranged
in age from 65 to 88, with a mean age of 73.9 + 6.0 years. Data
were collected during the first month after surgery or PCI (34.3
+ 12.6 days). Participants’ cardiac procedures included PCI (n
=15) and CABS (n = 15). The sample shared similar sociode-
mographic characteristics. The majority of participants were
married (67%), had at least one risk factor of heart disease, in-
cluding hypertension (77%), hypercholesterolemia (77%), dia-
betes (23%), and 7% were current smokers.

When participants were asked what lifestyle changes they
made, healthy eating and portion control were most frequently
reported as secondary prevention practices (50%), followed
by attending cardiac rehabilitation (33%) and self-directed ex-
ercise (17%). Other risk behavior modification practices ad-
dressed were stress self-management (10%), the reduction of
workload (3%), and smoking cessation (3%). Only three of
the thirty participants (10%) reported multiple lifestyle changes
(exercise, diet control, and/or managing stress).

As participants discussed their decisions to follow a secondary
prevention regimen (e.g., lifestyle change and risk behavioral
modification), the shared themes reflected both enabling and

blocking factors to their engagement in healthy behavioral chang-
es. These themes were grouped into five sections: 1) personal
characteristics, 2) clinical characteristics, 3) transitional care, 4)
social and environmental aspects, and 5) treatment outcomes.

RESEARCH QUESTION 1:

What are the perceived enabling factors to make life-
style changes following a cardiac procedure?

Personal Characteristics

The decision to engage in a secondary prevention practice was
affected by the following themes: 1) positive illness and treat-
ment beliefs, 2) sense of control, and 3) positive previous ex-
perience.

Personal beliefs about the illness causality played an important
role in participants’ decision to make lifestyle changes.

o “IfI keep my cholesterol down, I don t think I should have
any problems.”

e “I have the same symptoms that my father had, I am con-
vinced that a lot of this is hereditary, yes, I have chron-
ic heart disease, and I have to make and stick with life
changes.”

*  “I had a stent four years ago. I suppose exercise and
watch my diet more, so maybe it won t happen again.”

e “I'dsay it in my mind, you can t just lay around, you have
to get up and you have to move and work. You are going
to have pain because of surgery, but you have to go ahead
and work to keep that pain down. You exercise and do
things like that, don 't lay around because it hurts. You go
on with life. I changed my lifestyle, it is a whole new life.
I mean you come out from dying, and you have to start all
over again, it is a new life.”

o “Well, my grandmother on my father s side died at a young
age from heart disease, my father had heart disease, and
now I'm having the same symptoms that my father had . .
. So I am pretty much convinced that I have chronic heart
disease, a lot of it is probably hereditary, I am realizing
that (hereditary is a nonmodifiable factor), so I am going
to have to be more strict on changing my lifestyle, or I'm
going to continue to have problems.”

*  “My mother had heart disease. Just because your family
has it (heart disease), that doesn't mean you are going
to have it. Yes, you are more likely to have it (heart dis-
ease), but just go on with life, watch the things you can
and can't. Don 't overlook everything, and think well that
I am in good health and I don t want to ruin it again.”

e “I pay attention and do what the doctor says, do it right,
and it s going to help my recovery and it s going to help my
well-being and give me a better outlook on everything.”
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The decision to engage in lifestyle changes and risk modifica-
tion was also influenced by personal belief regarding the ben-
efits of a secondary prevention regimen.

“Cardiac rehab has been very helpful, beneficial, and safe.”

“You know I just have that comfort of (going to cardiac
rehabilitation) when I go there to exercise. They have the
monitor on me and things like that...”

“I'm going to rehab three times a week, and I can see
where my strength is gaining all the time. I can really tell
a difference from when I first started (cardiac rehabilita-
tion).”

“I walk every day, and I am going to rehab now, and I
think that is making me stronger.”

“I think having cardiac rehab is just an absolute plus be-
cause the two ladies — the physiologist and the nutritionist
— are monitoring us all the time and checking, you know,
our blood pressure three times during the hour, I just think
thats bringing me around really fast. It’s getting me back
on top of my schedule again, and I just — and peace of
mind — I just feel they 're monitoring me, they put the elec-
trodes on me when we 're working out so if there s anything
going wrong, they re going to know right away because
they 're monitoring that computer all the time so ...so I'm
pleased. I think that’s probably one of the best things that
they have done for us or for me, so — yeah, that’s a good
follow-up. I’ll be on that for 18 weeks or so.”

“..Yeah, I think rehab has done a lot to educate me.
They 've been tremendous.”

Some participants expressed a strong desire to have control
over their health.

“The home health nurse is very good about letting me do
my own thing. If people (providers) want to do it (change
my lifestyle) by force, 1'd say no. It is not always doing
things by the rules. I don't mean disobeying the doctors’
rules. I have to kind of adjust them for what works for me
and how I am feeling.”

Participants who had previous experience with cardiac revascu-
larization expressed willingness to change lifestyle and modify
cardiac risk factors more readily.

“My husband had heart surgery six years ago so we pretty
much watch (our diet).”

“I had four stents put in years ago, but it plugged up
again, so I'm going to be aware of it and carrying my ni-
tro in case things plug up again, you know, and have more
(doctor) check-ups than what I had been doing.”

“I had bypass surgery six years ago so I have been on a
special diet, staying away from salt, less caffeine, low or
non-fat diet....”

“I had five stents and one bypass,; we have been trying to
eat low-fat foods, drinking skim milk since 1990.”

Social and Environmental Aspects

Many participants reported that their support system helped
them initiate and maintain lifestyle changes.

“Well, well I have a wonderful wife that used to be a won-
derful nurse ... And I can see if I did not have a spouse, [
would not want to have to come home alone and I would
hope that somebody would tell me to go to the assisted
living complex for a while, you know, because I can see
where you would get yourself in trouble by not eating
properly and bathing properly and things like that so...
My wife monitors me here at home. We have our own
blood pressure machine too, and then she makes sure I
take all my pills when I'm supposed to and things like
that. . . The diet is working really well, my wife is careful
that we 're eating lots of veggies and fruit, ahh, we re try-
ing to follow the program. I think it'’s helping a lot.”

Outcomes

Positive outcomes reinforced behavioral change adherence, as
these participants noted:

“Now I pay attention to how much sodium is in things I
buy, and you wouldn t realize how much sodium is in ev-
erything. I have been cutting down on my eating, and you
know watching for the fat and everything, sodium, and I
have lost 12 pounds.”

“I'm starting rehab now, and I think that made a differ-
ence. 1 started to get a little more exercise and, when 1
started that, I started to change.”

“I'm in rehab right now, and boy, my blood-pressure is
the best that it’s been in 15 years and things are going
great!! I mean I just feel really good. Of course, we're
working on nutrition too, we re working on our diet so [
think things are going along really pretty good. I went
back to see my doctor the first two weeks afterwards, he
gave me a good evaluation and checked it all out.”

In addition, those who made a connection between his/her ex-
pected outcomes and behavioral change were more likely to
follow a secondary prevention practice.

“I am 81 years old; if I take care of myself, I might be
around three or four more years.”

“If we got on top of it pretty quickly and control it, I be-
have myself and do what I should; I can get another 10 or
20 years out of my life anyway.”

“I really watch what I eat because I want to get back to

1l

doing what I was doing before.’
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RESEARCH QUESTION 2:

What are the perceived blocking factors to make lifestyle
changes following a cardiac procedure?

Personal Characteristics

The following themes indicated that participants could have
difficulty in adopting a secondary prevention practice: 1) be-
lieving their heart problems have been “fixed”, not perceiving
as a chronic disease; 2) perceiving chronicity as “loss of con-
trol”; 3) attributing heart disease to genetic factors (nonmodifi-
able factor); 4) negative attitude toward behavioral change; 5)
financial burden associated to a secondary prevention practice;
6) failing to establish goals to change behaviors, and 7) lack
of knowledge and information regarding heart disease and sec-
ondary prevention.

Participants perceived the heart surgery as a “permanent cure,”
and they were “fixed” by the procedure. As a result, most par-
ticipants (67%) denied having chronic heart disease.

Participants’ responses typified this perception. A participant
who had valve disease and atrial fibrillation claimed:

*  “No, they (healthcare providers) say this is pretty well

1

taken care of, I don 't have chronic heart disease.’

Another participant who had CABS six years ago denied he had
chronic heart disease. Other participants stated:

i

o “I thought they fixed it, so it is just a health problem.’

o “Well, I think to some extent it may, I mean, yeah, it has
slowed me down and ... but I don't think it will take that
big of a toll, no, I don't have chronic disease.”

e “Idont think I have chronic heart disease, I feel like it is
fixed, no.”

>

o “I think I am cured for now, for quite a while.’

Only four of the 30 participants (13%) believed they had chron-
ic heart disease, and six of the 30 participants (20%) had ambig-
uous feelings about the chronic nature of their heart conditions.
One participant described:

o “[ feel like it is fixed, and that’s something I was kind of
wondering about, what would determine my problems and
do I really have heart disease? Idont think I do. I think I
Jjust have something that wore out. I mean that is the way
Ilook atit.”

Some participants started to make adjustments and accepted the
fact of having a chronic heart problem.

o “They (healthcare providers) warned me, don t get fooled
into thinking you 're better off than you were, and I real-
ized that's why I feel now, it’s coming back....”

VOLUME TEN NUMBER ONE

The participants who attributed their heart condition to a sole
genetic factor did not believe the benefits of a secondary pre-
vention. A couple of participants stated:

e “I wish it is something that I can do something about it,
but each time the doctors have told me it is pretty much an
inherited factor that I am going to have to live with it. You
can only control about so much of this in your lifestyle
and that is about all you can do.”

o “I'don’t know, it is all in God's hands, whatever he de-
cides, no matter what I do, it’s up to him.”

Some participants expressed a negative attitude towards risk
behavioral modification. Others did not think making a behav-
ioral change would make a difference.

e “I have gone to 1% milk instead of 2% but I refuse to go
to skim milk. If I have to drink skim milk, I am going to
drink water.”

e “Iam lazy, don't want to do too much on exercise.”

o “They got me on this diet deal, I am not too crazy about
the diet but I am following it.”

o “Well, at my age, I don t really think that there is too much
room to change. I will be 80 my next birthday.”

e “I haven t really found anything that has improved my re-
covery that much.”

For some participants, cost was a barrier to engaging in recom-
mended cardiac rehabiliation. One reported:

e “Idon't know for sure if I am going to cardiac rehabilia-
tion. If I get along here with my own exercise, I will stick
with that. 1t is cheaper.”

Many participants struggled with personal goals for behavioral
change. Twenty-four of the 30 participants (80%) did not have
either short- or long-term goals for lifestyle changes.

e “Cutting out salt and eating better, I was not too good at
that. Idon t have goals yet to change my lifestyle. Plus, it
is hard to get them implemented. We get them started, we
don t follow through usually.”

Participants’ responses revealed many of them lacked knowl-
edge and had a misunderstanding in terms of heart disease risk
factors and their association with secondary preventions.

o “IfI keep my cholesterol down, I don 't think I should have
any problems.”

o “Iamlike 5°6" but I weigh 180-some pounds but I don 't
consider myself fat, maybe just a freckle being over-
weight.”

*  “I am diabetic, but I am not at risk for heart disease be-
cause I have more trouble with low blood sugar than high.”

o “Iam overweight and I don 't know what I should weigh.”
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e “I'dont know how much, how hard to push myself (on
increasing physical activity).”

Clinical Characteristics

Clinical factors, such as comorbidity, symptom burden, impaired
functioning were perceived as blocking factors that prevented
participation in cardiac rehabilitation. One participant reported:

*  “I've been doing some exercise in between rehab at home,
but sometimes [ wonder if, on account of my bad knee that
maybe I should have rested that day but I don t know.”

Several participants were unable to walk due to musculoskel-
etal problems and surgeries (e.g., open reduction internal fixa-
tion [ORIF] of foot, chronic back pain). One participant had
chronic leukemia, so he was concerned about getting the flu
from other people who attended cardiac rehabilitation. Another
participant was reluctant to go to cardiac rehab due to a gastro-
intestinal problem. In addition, the disease-specific, self-man-
agement instructions created confusion to participants when
they tried to manage their multiple problems.

* "I got some pamphlets from the hospital (when I was dis-
charged). 1 was on a special diet for my colitis, and I was
trying to figure out how I could work both diets together
(heart and colitis diets), they don 't always agree.”

Transitional Care

Many participants expressed feelings of frustration and disap-
pointment with the care provided during transition from hos-
pital to home. Their negative experience influenced their de-
cision to make lifestyle changes and included: 1) inadequate
coordination during care transition after hospitalization, 2)
perceived poor discharge teaching, 3) inconsistent information
given by different healthcare professionals, and 4) lack of rec-
ommendation of a secondary prevention program from provid-
ers (especially the physicians).

Some participants were unable to attend cardiac rehabilitation
programs due to poor coordination between care settings and
providers.

o “I'was supposed to start rehab at the community hospital,
but they don 't want to do that until after I see the doctor
(the cardiologist).”

One participant had difficulty in making follow-up appointments.

e “I was quite disappointed in the scheduling of doctors.
They (the scheduler at the physician's office) had sched-
uled me to see the cardiologist, but they didn't have me
scheduled with the right doctor at all. I was, I was very
upset with that. So then I couldnt get in to see him until
the next Thursday. I had pain at my whole chest and was
really afraid of angina again. That was totally uncalled
for, and they should have gotten me by at least the next
day. I haven't seen any (doctors), and the appointment [
had with the cardiologist was with the wrong doctor. Had
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1 not called, I would have really been upset.”

The discharge teaching content was perceived as inadequate
and the timing of the teaching was inappropriate. Twenty-one
out of 30 participants (70%) could not remember who provided
the discharge instruction regarding secondary prevention.

e “Idon’t remember, well it was the people from the hospi-
tal where I had my heart surgery.”

.

“Well I don't remember, I'm sure somebody — they told me
so much stuff that ...”

e “I don't remember who gave the instruction. They gave
me a book and told me to read that and do what is said.”

o “They kicked you out there in a hurry, and they did not
have enough time to tell you anything.”

Some participants reported they received contradictory advice
regarding secondary prevention practices from different pro-
viders.

o “... I know you are not supposed to eat so many eggs, but
there is kind of a different story about eggs from different
people (providers).”

Some participants reported physicians failed to recommend
cardiac rehabilitation.

*  “I had five stents and one bypass, my doctor said that if [
can use my treadmill for 25-30 minutes a day, that would
be sufficient, no need to go to cardiac rehab.”

e “I did not go to heart rehab. My doctor did not think
it was necessary for me to do that because I was active
enough. [ walked to my mailbox every day...”

*  “I did not go to cardiac rehab, my doctor said once the
weather straightens out and I can get outside, everything
will come back to you in good shape.”

o “They (healthcare professionals) have not yet talked to
me about lifestyle changes.”

*  “Nobody has said anything about cardiac rehab to me yet,
I don 't know, usually they do cardiac rehab, don 't they?”

Social and Environmental Aspects

Participants living in rural communities found it difficult to
make lifestyle changes because of inability in obtaining the re-
sources needed.

e “We live in a small town, less than 1000 people, and the
grocery store here didn t have anything healthy. . .”

e “Ican'’ see driving long distance for cardiac rehab un-
less the doctor insists upon it. I don't feel like I am safe
on the road, then my husband would have to take me and
wait for me.”

e “It is about 26 miles of driving to cardiac rehabilitation.
That's why I only did two weeks...”
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Outcomes

The negative experience from a secondary prevention practice
became a barrier for some participants to follow the behavioral
change regimen.

o “[ think the hardest thing is the salt. I am finding it is
tough to stay under 2000 mg of salt a day. I like salt, food
does not taste right without salt. Pretty tough when you
work on gardening, salt gives you the energy.”

*  “Idid not take any medicine because I know from experi-
ence, medicine does not agree with me when I get sick. 1
did not ask a doctor for permission. To tell you the truth,
1 am not taking any of my medicines except TUMS right
now because I have gotten better in the last few days after
quitting the medicine.”

e “I putin a lot of long hours during harvest but I get so
hungry that vegetables don t quite give me enough energy
to run our days.”

Discussion

This study revealed insight into participants’ experiences re-
garding their recovery and care received during the transition
to home following hospitalization for a cardiac procedure. The
findings further improved our understanding of the impact of
participants’ perceptions and recovery progress on their adher-
ence to secondary preventive regimens. Overall, participants
adopted some behavioral lifestyle changes after their cardiac
procedure. Similar to the findings from other studies,”” we
found the most frequently reported modified behaviors were
diet and physical activity. Generally, participants often only
engaged in a single lifestyle behavioral change (e.g., diet, ex-
ercise, stress management), as reported by 3-50% of the par-
ticipants. Only 10% of participants reported multiple lifestyle
changes. Sustained lifestyle modifications are of paramount
importance for patients after cardiac revascularization to delay
the progression of heart disease. However, the rate of adher-
ence to recommended secondary prevention in our study group
was low, similar to those reported in previous research.

Comparable to previous studies, our study found participants
had misperceptions of being “cured” or “fixed” following car-
diac revascularization. Therefore, they were less likely to en-
gage in risk behavioral modifications compared to non-surgical
cardiac patients and experienced significant levels of psycho-
logical distress over time if these misconceptions were not cor-
rected during early recovery.!>242937-41

Perioperative and discharge teaching is implemented to mod-
ify patients’ misconceptions and emphasize the importance of
adopting long-term lifestyle changes to prevent further cardiac
disease.'>*? However, similar to other studies,>** the partici-
pants enrolled in our study perceived discharge teaching was
insufficient in meeting their informational needs. Timing of the
delivery of teaching was thought inappropriate. Most partici-
pants could not recall what was taught at discharge. In addition,

participants reported that inconsistent, contradictory, and incor-
rect information was provided by different providers.

Adequate discharge teaching and planning is critical in provid-
ing accurate information to assist patients’ transitioning from
hospital to home.***¢ With shortened hospital stays, healthcare
professionals often have little or no time to correct these afore-
mentioned misperceptions, which may result in non-adherence
to secondary prevention.** In addition, the quality of discharge
education may be suboptimal. Literature suggests that health-
care professionals have limited knowledge and skills to teach
patients how to manage their chronic problems and make life-
style changes.””* Furthermore, standardized discharge infor-
mation fails to tailor to each individual’s unique needs.*

Due to poor discharge teaching and insufficient post-discharge
follow-up programs,® patients and their families often feel un-
certain about their disease prognosis and treatment outcomes.
In addition, patients struggle for sense of control, feel unpre-
pared to perform self-management,® and have difficulty in
making lifestyle changes during the early stage of transition
from hospital to home after a cardiac procedure.?>*

Studies have shown that positive recovery experiences dur-
ing the early stage of transition after a cardiac event promote
adherence to recommended lifestyle changes.®® Therefore,
home-based, tailored transitional care programs are increas-
ingly needed to provide post-acute care services to premature-
ly discharged patients who still have complex, intensive care
needs that family members cannot accommodate. In addition,
these transitional programs play a vital role in helping patients
engage in and sustain their behavioral change. Nurses, in con-
junction with multidisciplinary teams, have the opportunity to
make a significant impact on helping patients adopt life-long
secondary prevention practices following cardiac surgery.

Clinical Implication

Healthcare professionals need to identify patients’ mispercep-
tions about cardiac revascularization and send a clear message
that coronary revascularization does not cure heart disease but
only relieves symptoms. Lifelong secondary prevention is re-
quired to improve the outcomes of the procedure, prolong life,
further reduce symptoms, and enhance the functioning level.
To avoid conflicting information provided by different health-
care professionals, guidelines are needed to develop consistent
and accurate transitional care for these patients.

Research Implication

Current adherence-enhancing interventions often target only
singular psychosocial and cognitive factors (e.g., self-efficacy,
motivation, knowledge) influencing the decision-making pro-
cess related to behavioral change.??**3334%33 These interven-
tions may overlook the contextual factors, such as care transi-
tion processes, patient-provider interactions, household health
belief and practice, and community resources.'> There is a need
to develop a comprehensive transitional care model to address
both patient factors (e.g., knowledge, self-efficacy, and moti-
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vation) and contextual factors that impact patients’ behavioral
change to guide development of effective interventions.

Education Implication

Considering the progressively increasing aged population with
multiple chronic conditions, school curricula need to be re-
designed to produce future healthcare professionals who are
knowledgeable and capable in caring for patients with multiple
chronic diseases, as well as meeting their complex care needs.
In addition, adequate information and practice opportunities
need to be provided to augment healthcare professionals’ teach-
ing skills in conducting effective patient education.

Limitations

This study used a small, homogenous group, which limits the
generalizability. Although this study was small, it provided a
deeper understanding of participants’ experiences as the post-
discharge interview allowed the authors to identify factors that
influenced lifestyle behavioral change in the home setting.

Conclusion

Sustained lifestyle change reduces coronary artery disease risks
and improves coronary revascularization outcomes. This study
reinforced the variety of complex barriers in adopting health be-
haviors experienced by cardiac patients, including mispercep-
tion about heart disease and treatment outcomes, perceptions of
inadequate discharge teaching, limited community resources,
and lack of transitional care after hospitalization.
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