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Abstract

Cardiac rehabilitation (CR) has demonstrated positive benefits for patients
recovering from myocardial infarction (M), yet participation in it is suboptimal,
especially in regional Australian settings. There is a need to improve patient access,
uptake and completion of CR. Home based CR programs are effective and safe and
have been introduced in many countries to improve access to after hospital care for
patients unable to attend hospital based programs. The Aussie Heart Guide Program
(AHGP) is a home based CR program delivered to patients mainly by telephone in their
homes. The program has two integral components. First, audiovisual resources are
provided to patients to provide information and education about coronary heart disease
and self care in terms of lifestyle management. Second, the program is delivered to
patients over a six week period by CR nurses who have undertaken specific training in
the program including cognitive behavioural therapy, motivational interviewing, goal
setting and audit and feedback. Based on a patient centred approach, nurse mentors
support and guide patients in their homes by developing a therapeutic and mutual
engaging relationship with patients. This aim of this study was to evaluate the
structures, processes and outcomes (SPO) of a home based CR program for patients

recovering from M1 and who live in rural areas of Tasmania.

An explanatory case study was used in this research. Patients and nurse mentors
were recruited from three metropolitan Australian hospitals between 2008 and 2011.
The sample included 34 patients and seven mentors. Patients completed surveys and
questionnaires that contained research instruments relating to their experiences of
anxiety, depression, physical exercise, health related quality of life (HRQOL), illness
representation and outcomes of self management both prior to and after completing the
AHGP. A subsample of 13 patients were interviewed by telephone about their
experiences relating to mentoring and the AHGP. Nurses were asked about their
perceptions of their new role as mentors and the AHGP via an open ended e-mail
survey. Mentor clinical notes used to record patient progress during the AHGP were
also part of the data used in the study. Thematic analysis was conducted on data
collected from semi structured patient telephone interviews, an open ended mentor

survey and mentor clinical (patient) progress notes. The thematic findings were then
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considered further in relation to the SPO and new themes categorised accordingly under
the three SPO elements. Descriptive statistics were used to summarise quantitative data

and paired t-tests used to identify changes over time.

Emergent findings from the qualitative analysis showed structures important for
the program included timely recruitment of patients, specific mentor training and
commitment to the mentor role, knowledge and skills associated with cognitive
behavioural therapy and patient centred care. Processes included the therapeutic
relationship and rapport between mentors and patients, suitability of the program within
the Australian cultural setting, a patient-centred approach to care and promoting positive
lifestyle behaviours. Outcomes suggested the AHGP assisted patients in their recovery
from myocardial infarction. Patients were satisfied with the program’s audiovisual
resources and appreciative of the support, guidance and care provided by mentors
during their hospitalisation through to their discharge from the program. It appeared the
program influenced patient decisions to change unhelpful lifestyle behaviours. These
perceptions suggest the program was valued by patients and was acceptable to them in
terms of meeting their expectation of CR. Outcomes for mentors indicated that
although there were rewards and barriers associated with being a patient mentor, the

AHGP was easy to use and most were satisfied with their new role.

Results from the quantitative analysis demonstrated improvements for patients in
relation to reducing their levels of anxiety and depression following completion of the
program. There were also small to moderate improvements in activity levels and
HRQOL after completing the program. While there are several limitations to this study,
it provides conceptual insight into this relatively new home based, mentor supported CR
program in the Australian context. Further improvements to the program in relation to
mentor training, stakeholder engagement, governance issues and resource development

are necessary if the program is to be adopted more widely.
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Chapter 1: Introduction

Introduction

Cardiovascular disease (CVD) is a major cause of death in Australia with one
person dying from the disease every 12 minutes (Australian Bureau of Statistics [ABS],
2015). CVD refers to all diseases and conditions that involve the heart and blood vessels
and include coronary heart disease (CHD), stroke and heart failure. The underlying
cause of CVD is atherosclerosis (Australian Institute of Health and Welfare [AIHW]
2011), a disease characterised by the build up of fats, cholesterol and other substances in

and on the walls of arteries (National Heart, Lung and Blood Institute, 2016).

The rate of acute coronary events has fallen since 1980 due to advancements in
patient care and management (AIHW, 2014a), however, CHD continues to be the
leading cause of death in Australia, killing approximately 20,000 people in 2014
(Australian Bureau of Statistics [ABS], 2015). Not only do many people die
prematurely from CHD, many suffer significant disease burden, disability and poor
QOL (AIHW, 2014b). CHD also contributes significantly to the nation’s economic
burden with health care expenditure (health and services) on cardiovascular disease
(CVD) exceeding $7,605 million during 2008-2009. CHD contributed to 27% of the
total expenditure of CVD in that year (AIHWCc, 2014).

Trends in the decline of CHD mortality are not uniform in Australia with people
living in regional and remote areas experiencing higher rates of mortality and morbidity
in the year 2012-2013 (AIHW, 2014b). CHD death rates are 15% to 40% higher for
people living in rural and remote areas, especially if they are from diverse cultural
backgrounds, are Aboriginal or Torres Strait Islander people and have low
socioeconomic status (ABS, 2011). This suggests rurality might be considered a risk
factor for heart disease in its own right (Nadel, Hewitt & Horton, 2014) with a person’s
risk of dying from heart disease increasing the further they live from a metropolitan
centre (AIHW, 2011). Clearly, while primary prevention is important in reducing rates
of CHD mortality, secondary prevention is also a priority to lessen this health disparity,
with gaps in health funding (AIHW, 2010) and access to health services poorer in rural

and remote areas of Australia even though they exhibit great need (AIHW, 2005a).
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Cardiac rehabilitation (CR) is associated with better patient recovery post
myocardial infarction [MI] (Anderson et al., 2016). Consistent with contemporary
secondary prevention guidelines from other countries (National Institute for Health and
Care [NICE], 2014; Piepoli et al., 2016), in Australia CR is freely available to many
patients recovering from MI and it is usually offered in hospitals or in the outpatient
setting. While many patients living in city or metropolitan areas have a choice to attend
hospital or outpatient CR, many of those who reside in rural and remote areas have
difficulty in accessing CR (Clark et al., 2014). Contemporary research continually
highlights the importance of improving CR accessibility to rural patients (Clark et al.,
2015; National Rural Health Alliance, 2015) as they are more likely to die from
cardiovascular disease (AIHW, 2011; Chew et al; 2013). People with CHD who live
rurally also rate their health poorer, are less active, are overweight or unable to follow a
heart friendly diet (Sangster et al., 2013). Rural patients also have limited access to
after hospital care, medical facilities and possess low levels of education and health
related knowledge concerning the risks associated with CHD (National Rural Health
Alliance, 2015; Alston et al., 2017).

In view of this, there have been calls to develop and implement non conventional
or alternate delivery models of CR to provide an attractive solution to the lack of CR
resources available in rural and remote Australia (Dollard et al., 2004; De Angelis,
Bunker and Shoo, 2008; Clark et al., 2013a). In addition, Briffa and colleagues (2009)
suggest CR programs must be flexible, culturally safe and integrated with the patient’s
primary health care provider. To date, developing innovative secondary prevention
programs to provide the necessary information, support and guidance to all patients
despite their geographical location remains a challenge. Improving accessibility has the
potential to provide more patients with the benefits of CR. While it has been reported
that most Australians live within 60 minutes of CR services (Clark et al., 2014), others
propose that telephone based CR programs may improve cardiac health outcomes for
persons unable to access city or metropolitan based CR services due to their remoteness
(Neubeck et al., 2009).
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Overview of the study

In Australia, the Aussie Heart Guide Program (AHGP) is a CR program delivered
by nurse mentors to patients recovering from M1 in their own homes. Although a new
CR program in Australia, the AHGP was adapted from the “Heart Manual” (Lewin et
al., 1992), a home based CR program widely used in the United Kingdom (UK),
designed to provide CR to patients living in rural or remote settings. The AHGP aims
to assist patient recovery by providing continuity of care after discharge from hospital,
disease specific information to aid in their understanding of their illness and provide
practical and emotional support to patients through the provision of specially trained
nurse mentors. This research investigated the AHGP in regional Tasmania, Australia.
The theoretical framework for this study was Donabedian’s structure, process and
outcome (SPO) framework for the evaluation of quality health care (1966). Using this
framework, an explanatory, embedded single case study with multiple units of analysis
(Yin, 2009) was conducted to explain the various aspects of the AHGP. Case studies
can be used to evaluate programs in depth when they are innovative, unique or
implemented in a new setting. Explanatory case studies assist researchers to answer the
“what happened” questions resulting from program implementation. These include
what actually occurred during the program, whether the program had an impact and the

causal links between the program and its observed impact (Albright et al., 1998).

Ultimately, the study was conceived to discover whether the AHGP was feasible as
a secondary prevention program to assist rural patients recover from MI in Tasmania.
Perceptions from both patients and mentors might provide important insights regarding
whether patients will use, complete and benefit from the home based CR program. The
AHGP provided patients with resources and mentor support for about a six week
duration. The program was evaluated by analysing data collected from patient
telephone interviews, a mentor survey, the analysis of mentor clinical notes and self
report patient questionnaires administered pre and post program. The AHGP was
implemented as a pilot study project in Tasmanian public hospitals between 2008 and
2011.
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Background of the study

The study contributes to the evaluation of the AHGP as a home based model of
CR for patients recovering from Ml and live remotely in Tasmania. To do this, an
overview of CHD is presented discussing the incidence, prevalence, impact and
treatment of CHD and the importance of self management in terms of the patient
recovery from MI. Following this, the aims of research, the significance of the study,

and the structure of the thesis and a summary of chapter one is presented.
Coronary heart disease

Despite medical advances in terms of treatment of CHD, it remains the number
one cause of death globally and the World Health Organization predicts it will remain
so until 2030 (WHO, 2015). Although death rates from CHD have fallen in Australia
since the 1970’s due to improvements in medical, surgical and emergency care (Briffa
et al., 2009; Ford & Capewell, 2011), in 2013 CHD accounted for 19,766 deaths (ABS,
2015). CHD and associated comorbidity continue to contribute to poor health and
mortality in Australia (AIHW, 2014d) with one Australian dying because of CHD every
37 minutes (ABS, 2015).

Incidence, prevalence and trends of coronary heart disease

Currently there are no reliable national or jurisdictional registry data on the
number of new cases (incidence) of CHD in Australia each year (AIHW, 2014e).
However, the number of new cases of acute coronary events (heart attack and unstable
angina) in 2012 was approximately 68,200 people aged 25 and over (AIHW, 2014e).
The rate of acute coronary events was twice as high in men as in women [age-
standardised rate of 558 and 266 per 100,000 persons respectively] (AIHW, 2014e). In
2009-2011, remote and very remote areas had the highest CHD death rate (101 deaths
per 100,000 population), 1.3 times as high as that in major cities (80 deaths per
100,000) (AIHW, 2014d). Male and female CHD death rates in remote and very remote
areas were 1.3 times and 1.2 times as high as in major cities (AIHW, 2014d).
According to AIHW (2014d), higher CHD death rates in remote areas of Australia

partly reflect the higher proportion of Indigenous Australians living in these areas, their
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higher rates of CHD and the lack of accessible health care and socioeconomic

disadvantages associated with living in remote areas services (AIHW, 2011).

The AIHW reported that, in 2011-2012 the prevalence of CHD to be an estimated
590,000 persons (3% of the adult population aged 18 or older) based on self-reported
data (2014e). Of those with CHD, 277,000 persons experienced angina and 406,000
other forms of CHD (AIHW, 2014e). Australia has had success in treating and
preventing CHD, however, the burden of this disease, in terms of prevalence, continues
to grow due to unfavourable risk factor trends combined with an ageing population
(AIHW, 2014d). For example, although smoking rates have continued to fall, increases
in overweight and obesity, physical inactivity and in insufficient fruit and vegetable
consumption suggest that the burden of CHD will increase in the future (AIHW,
20144d).

In Australia, trends in the rate of acute coronary events fell by 24% 2007-2012,
from an age-standardised rate of 534 per 100,000 population in 2007 to 406 per 100,000
population in 2012 (AIHW, 2014d). According to Taylor and colleagues (2006) the
decline in the rates of coronary events was similar for men (23%) and women (26%)
and can be attributed to advances in coronary care including improvements in medical
and surgical treatment, antithrombotic and other drugs used to lower high blood
pressure and cholesterol and reductions in some risk factor levels (Nichols et al., 2016)
rather than a reduction in the prevalence of CHD per se.

Impact of coronary heart disease

In Australia, CHD affects over 590,000 people and contributes to significant
illness, disability, poor QOLand premature mortality, and high health care costs (AIHW
2014e) despite it being a largely preventable disease. In 2013, 54,000 people suffered a
heart attack and approximately 24 lives were lost per day (ABS, 2015). While CHD
kills more Australians than any other disease, mortality rates alone do not reflect the
true impact of CHD. People that survive an acute coronary illness may live with
disability and its impact on their QOL for extended periods of time or even the
remainder of their lives (Nichols et al., 2015). Negative outcomes from CHD and MI
include, but are not limited to physical dysfunction, poorer QOL, delays in returning to
work and financial costs (Murray et al., 2012). In terms of physical symptoms
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experienced following MI, some patients encounter heart rhythm disturbances
(palpitation), chest pain (including tightness and or discomfort in arms, shoulders, jaw,
neck, epigastrium and back), dyspnoea, syncope or dizziness, gastrointestinal upset,
fatigue, loss of energy and ability to exercise and in severe cases, the development of
heart failure and cardiogenic shock (Haasenritter et al., 2012; Ayerbe et al., 2016).

In addition to physical symptoms, many patients suffer significant disturbances in
their psychosocial health following MI (Glozier et al., 2013; Whalley, Thompson &
Taylor, 2014; Richards et al., 2017). The landmark study, INTERHEART (Yusuf et al.,
2004), demonstrated that compared with matched controls, a large proportion of the 12,
461 post MI patients surveyed, had episodes of or permanent periods of stress. Patients
also reported examples of life changing events; financial problems and approximately
one in four patients had felt depressed. Financial stress linked to health care costs,
including medication use have been reported in many studies (Rahimi et al., 2007;
Oberg, Fitzpatrick & LoGerfo, 2008). Patients sometimes report feelings of detachment
in the acute phase of their care (Wingham et al., 2006) coupled with a loss of confidence
or control in their abilities. The inability to make choices or decisions due to general
feelings of uncertainty may be a contributing factor to the high levels of anxiety and
depression often experienced by patients (Glozier, et al., 2013) especially when they

learn they are experiencing or recovering from a heart attack.

The burden attributed to CHD equates to a significant cost to the individual, their
family, community and the health care system. In 2010, CHD contributed to
approximately 15% of the burden of disease in Australia based on years of life lost
(Institute for Health Metrics and Evaluation, 2013). Even though CHD mortality rates
have decreased over the last three decades, the burden of disease is not equally
proportioned throughout the Australian population. The burden of CHD has a greater
impact on people with low socioeconomic status, Aboriginal or Torres Strait Islander
people, culturally diverse minorities and those who live remotely from health services.
They have higher rates of cardiac related admissions to hospital and mortality from
CHD compared with people living in urban Australia (AIHW, 2011).
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Risk factors of coronary heart disease

Risk factors are health related behaviours or conditions that predispose a person to
developing an illness, condition or event and include behavioural and biomedical
factors (AIHW, 2005b). CHD is potentially preventable with many of the risk factors
associated with heart disease considered to be directly attributable to lifestyle choices.
Behavioural risk factors which include smoking, physical inactivity, poor nutrition and
excessive alcohol intake, may contribute to the development of biomedical risk factors.
These include obesity, dyslipidaemia, high blood pressure and diabetes (AIHW, 2015).
In Australia during the year 2011-12, individual risk factors of adults with CVVD were as
follows; 93% consumed an insufficient quantity of fruit and vegetables, 78% had
dyslipidaemia, 75% were overweight or obese, 71% had high blood pressure, 61% were
inactive, 18% exceeded the recommended alcohol intake, 10% smoked daily and 6%
had impaired fasting glucose (AIHW, 2015). The risk of dying from coronary artery
related events increase exponentially with the number of risk factors identified in an
individual (Berry, 2010). In the year 2011-12, nearly all Australian adults with CVD
had at least one of six risk factors (99.9%); 66% had three or four risks combined; 18%
had five or six risk factors in combination, clearly underlying the need to provide
disease management, education and monitoring for all persons with CVD (AIHW,
2015). With Australia’s population growing and people living longer, the prevalence of
risk factors need to be kept in check, otherwise the burden of CHD will continue to
grow (AIHW, 2015). Interventions should be considered in conjunction with an
individual’s absolute cardiovascular risk score derived from the Australian

Cardiovascular Risk Charts (NHF, 2011).
Treatment of coronary heart disease

The aim of CHD treatment is to reduce the progression of the disease, saving lives
and limiting injury. Optimal treatments combine the use of revascularization
techniques, often in conjunction with pharmacotherapy and aggressive management of
modifiable risk factors (Levine et al., 2016). Comprehensive ongoing prevention and
CR services aim to provide patients with advice and support concerning the benefits of
smoking cessation, good nutrition, alcohol intake moderation, regular physical activity

and weight management (Smith et al., 2011). Some studies have emphasised that self
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management and its related concepts, once practiced has the best chance of contributing
to successful outcomes of patients with poor lifestyle behaviours (Adams, 2010). With
such high numbers of people affected by CHD and spiralling health care costs, it is little
wonder that in recent years a focus on promoting the virtues of self management has
emerged (De Silva, 2011).

Dimensions of self management

CHD is a complex chronic disease that requires monitoring and treatment of
persons with CHD over many years. Chronic disease is expected to represent 80% of
the burden of disease in Australia by 2020 (National Health Priority Council, 2005).
There exists a plethora of information regarding the now popular term “self
management.” The term emerged in the 1960’s when Thomas Creer first used it in the
rehabilitation of children with asthma. Much of the early work on chronic disease
management was based on the writings of Albert Bandura and Self-Efficacy Theory
(Bandura, 1997). Self management is a broad concept and “involves (the person with
the chronic disease) engaging in activities that protect and promote health, monitoring
and managing the symptoms and signs of illness, managing the impact of illness on
functioning, emotions and interpersonal relationships and adhering to treatment

regimes” (Gruman and Van Korf, 1996, p.1).

Self management has been inextricably linked with the treatment of many chronic
diseases including heart, diabetes, kidney, lung, mental illness and include
musculoskeletal conditions such as arthritis (Australian Institute of Health and Welfare
[AIHW], 2016). According to Curtin and colleagues (2005), self management identifies
the patient as being the focus of management not the clinician or health service.
Improved outcomes may be realised when the perspective of self management is
divided into two chief domains:1) self management of health care, including
components of self care, self-efficacy and self care activities, partnerships in care,
communication; and 2) adherence and self management of everyday life through

achievement and maintenance of “normality” (Redman, 2004; Curtin et al., 2005).

The Royal Australian College of General Practitioners [RACGP] (2010) conclude
there are three main principles central to self management. First, a client or patient
centred approach, central to all self management programs, explores the illness
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experience as well as the disease and the person is understood as a whole person
(RACGP, 2010). Common ground is discussed (including the problems faced, goals of
treatment and the role and responsibilities of health provider and client) and
opportunities to embrace health prevention and health promotion activities explored.
Importantly, the development of a supportive and meaningful relationship between
health carer and client must be realised. The second principle respects the client’s right
to make their own decisions about their health. Health care providers work with clients
to establish realistic management plans to address their health needs (RACGP, 2010).
The final principal involves motivation. Clients require motivation to successfully self
manage their condition (Coventry et al., 2014; EI Miedany et al., 2016). Many agree
patient motivation or the desire to can be improved by enabling the development of a
strong therapeutic relationship (RACGP, 2010).

Research findings have demonstrated chronic disease self management programs
may improve the health behaviours of patients (Egger, Binns & Rossner, 2009; Ory et
al., 2013; Davy et al., 2015). Although lay or peer led self management programs have
been evaluated with conflicting results concerning improvements in symptomology
(Coull et al., 2004; Chodish et al., 2005), some have demonstrated improvements to self
management components such as self-efficacy and QOL (Foster et al., 2007; Parry &
Watt-Watson, 2010). For patients to self manage effectively they need to acquire the
knowledge and skills to do so and this can be achieved through health care support
(Poureslami et al., 2017). Battersby and colleagues (2010) conducted an extensive
review of the self management literature and suggested twelve guiding principles to
support the development of self management programs in the clinical domain. Some
examples of these guiding principles include, clinicians should use a non judgemental
approach, engagement in collaborative goal setting and problem solving, enhance

patient self-efficacy and ensure active follow-up.

Although the above principles are utilised in many CR programs in Australia,
there remains a need to ensure clinicians receive training and ongoing support in
chronic disease self management practices (Browning & Thomas, 2014). However, in
Australia, it remains unknown how many health professionals undertake formal training
in self management theory because, despite there being training programs, there is no

national data of CR clinician training or qualifications. In terms of CR qualifications,
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Woodruffe and colleagues (2015) advocate CR clinicians should undertake training
relevant to their role. In situations where health care clinicians have been provided
training or undertaken specific courses such as the Stanford program (Lorig et al.,
2005), Model of Health Coaching for Chronic Condition Self Management (Gale,
2010), Chronic Care Model (Australian Institute for Primary Care, 2005), Flinders
Model of Chronic Care Self Management (Battersby et al., 2008) and courses via the
Australian Centre for Heart Health (2017) the principles of self management are likely
to be reflected. The reality is that hospital and community based chronic disease self
management programs vary in their scope and resources (Victorian Cardiac Care
Network, 2014). CR programs are managed by varying numbers of health professionals
from different vocational backgrounds (pharmacy, nursing, social work, physiotherapy,
exercise physiology) and may not be specifically trained or practiced in the concepts of
self management (Kennedy et al., 2013). Thus, the extent to which self management

principles underpin Australian CR programs may be variable.

In summary, CHD is a common global chronic disease which may lead to
disability and premature death if left unchecked. However, the disease process is
largely preventable and can be managed by improving lifestyle behaviours and adhering
to prescribed medical management. Today, CR reflects this move to self management
to assist persons affected with heart disease by empowering them to adopt responsibility
for their health and be active participants in their own care. Simply said, CR in relation
to self management is about helping people with CHD help themselves (De Silva,
2011).

Aims of research and research questions

The study aimed to evaluate the SPO of a home based CR program for patients
recovering from MI and who live in rural areas of Tasmania. It used an explanatory,
embedded single-case design in conjunction with the SPO framework of evaluating
health care quality (Donabedian, 1966) to answer the research questions. An
explanatory approach endeavours to explain causation, the linkages between the
implementation of a new model of CR (AHGP) with the effects of that program.
Understanding the SPO of the AHGP will provide evidence suggesting improvements to

the program and its applicability as a new model of home based CR in Australia.
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From this aim, several research questions were developed;

1. What are the structures of the AHGP, a home based CR program for patients

recovering from MI as perceived by patients and mentors?

2. What are the processes of the AHGP, a home based CR program for patients

recovering from MI as perceived by patients and mentors?

3. What are the outcomes of the AHGP, a home based CR program for patients

recovering from MI as perceived by patients and mentors?

Currently, it is unknown whether the AHGP is feasible as a home based CR
program and importantly, if patients will use and complete the program. As mentorship
represents the cornerstone of the AHGP, the study also aims to provide an
understanding of the SPO of mentoring and subsequently, explored the extent to which
mentoring assisted patients to recover and improve their health outcomes. There is a
paucity of published literature evaluating the facilitation of the Heart Manual (Lewin et
al, 1992) and its franchises and limited information surrounds the value of mentoring
patients with chronic disease. This research provides insights to CR stakeholders
regarding the outcomes of the AHGP mentoring service, identifying limitations and
possible improvements to the mentoring aspect of the program. A better understanding
of mentoring and its significance in developing a collaborative partnership based on the
concept of patient centred care (PCC) will inform clinicians concerning what aspects of
their support assist or hinder each patient’s individual journey following MI. Further,
positive mentoring outcomes may also pave the way for mentoring to be applied to

other similar chronic disease patient populations.
Significance of the study

This study is significant for several reasons. First, evaluation of the AHGP will
provide a beginning in terms of understanding how effective the AHGP is in improving
the continuity of cardiac care and health outcomes for patients who cannot readily
access hospital based CR programs. Continuity of care for patients is an important
aspect of health care quality Agency for Healthcare Research and Quality, 2013;
Valaker et al., 2017). The complexity of health systems and multiple relations with

various health professionals may lead to patients experiencing a poor transition in care

11
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between hospital and primary health care. This in turn may influence patient mortality
and morbidity negatively (McNaughton et al., 2015) and result in delays in patient care,
patient and family dissatisfaction and an increased risk of rehospitalisation (King et al.,
2013). The impoprtance of enhancing patient outcomes through the continuity of care
has been reported in the literature (Giuliano et al., 2017). The AHGP has the potential to
improve the continuity of care for patients leaving hospital and returning to their
community. Patients commonly experience emotional distress and feel unprepared to
leave hospital after surviving a serious cardiac event or illness (Moser et al., 2010).
Mentors in this study have the potential to act as the seamless conduit between the
hospital and the home in terms of providing ongoing biopsychosocial support and
reduce gaps in health care continuity as outlined by others (Grace et al., 2006;
Hadjistraropoulos et al., 2008). Knowledge gained from this case study has the
potential of informing CR stakeholders concerning the suitability of the AHGP as a

standalone home based CR program in areas of Australia that lack CR services.

Second, the study is important because if the evaluation of the AHGP is positive,
wider implementation and a full scale evaluation study may be warranted involving
multiple regional sites. Additionally, positive effects may also provide an impetus to
make the AHGP accessible to patients residing in non regional areas who prefer not to
access local CR programs. Providing choice for patients in terms of CR has been
identified by others as critical in attracting patients with cardiac illness to CR programs
(Madden, Furze & Lewin, 2010; Dalal, Doherty & Taylor, 2015). Positive outcomes
from the implementation of the AHGP might lead to not only the provision of CR for
rural patients, but significantly increase the overall utilization of CR services in

Australia which for many decades has remained low.

In Tasmania, the burden of CHD is expected to increase as the population ages.
The age standardised mortality rate for CHD in Tasmania between the years 2007-2010
was 105.3 deaths per 100,000 persons compared with the national average of 90.7
deaths per 100,000 persons (Department of Health and Human Services, Tasmania,
2013) despite medical advances in the treatment of CHD represents a significant health
problem in Tasmania. With approximately 15 more Tasmanian’s dying from CHD
compared to mainland Australia clearly and most significantly, any CR program that

has the potential to improve CHD outcomes will have benefits to both patients and
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society, in terms of reducing the burden of disease on the community. In view of this,
the evaluation of the AHGP will provide a beginning in terms of establishing an

evidence base for a new home based CR program (the AHGP).

Third, the study is important because the AHGP may lead to changes in health
care policy regarding CR in Australia. Exploring and understanding the implementation
of the AHGP as a quality CR program using SPO methodology will provide research
evidence for policy makers, health service leaders and CR clinicians. This information
may be used to guide future clinical practice and influence CR policy.
Recommendations from this study will inform clinicians regarding the implementation
of the AHGP in terms of its feasibility to become a standalone home based CR program
and its acceptability in meeting mentor and patient expectations. Put simply, the AHGP
must be easy for mentors to use and patients must want to use it. The AHGP will also
provide insight to clinicians concerning how individual patient assessment of their
biopsychosocial needs can be formalised into appropriate patient centred goals and
outcomes, inclusive of all diagnostic and population groups. As a potentially new
model of service delivery, the AHGP should also demonstrate therapeutic outcomes that
are patient focused and importantly, evidence based ensuring that best practice
underpins patient safety, appropriate therapeutic interventions, advice and education

provided.

Last, the study is important because insights from the programs evaluation will
provide CR stakeholders and the wider health community with new knowledge
concerning the mentorship component of the AHGP. Of interest will be the perceptions
of nurse mentors and patients concerning the appropriateness and applicability of
mentoring in assisting patients to realise their health expectations in terms of their
rehabilitation. Further, insights from the mentor-patient relationship will inform
relevant stakeholders concerning the way forward in terms of the future training of
mentors, ways to improve the mentor service, funding arrangements, governance and

support of future AHGP mentors in Australia.
Structure of the thesis

This thesis consists of seven chapters.

13
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Chapter one has introduced the topic of the thesis and includes information concerning
the background and significance of the research, the research problem, aims of the study
and the structure of the dissertation. Chapter two provides an overview of the literature
related to this study. Chapter three outlines the methods used to meet the research aims
of this study. It includes a description of the SPO methodology used to conceptually
underpin this study. The study design is presented detailing the sample, the CR studied,
and the various instruments used to measure data. Following this, the collection,
management and analysis of data and ethical considerations will be examined. Chapter
four reports the thematic findings generated from the qualitative data derived from
patient interviews and mentor specific data. Chapter five presents the quantitative
results derived from AHGP. It incorporates information concerning sample recruitment
and includes a description of the characteristics of the sample. Following this, the
hypothesis testing results are reported. Chapter six provides a second level of analysis,
interpreting the qualitative and quantitative data from this study, guided by the SPO
framework. Chapter 7 presents a discussion of results of this study and their
relationship with the current research literature and include recommendations for
clinical practice, education and future research. Conclusions are drawn regarding this
study including the context in which it contributes to new knowledge about home based
CR in Australia.

Summary

CR guidelines around the world contend that all patients should have access to CR
services as part of their treatment and management after myocardial infarction.
Unfortunately, CR services and resources are often not available to patients who are
unable to attend hospital or out patient based CR services due to their rurality. Home
based CR programs may improve access to CR services for persons affected with CHD
and improve their health outcomes. This PhD research explores the SPO of a home
based, mentor supported self help CR program for rural patients unable to access
traditional CR services in regional Australia. A literature review was undertaken to
provide insight concerning what is known about CR and mentoring, to inform the
research methods and provide a context for the evaluation of the findings. This

information is presented in chapter two.
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Chapter 2: Literature Review

Introduction

A narrative review of the literature was undertaken to answer the following broad
questions: What is CR? Why is it needed? How and by whom is it delivered? What is
the evidence for its use? Who uses the service? It was undertaken to gain a general
understanding about CR. The aim of this review was not to produce a systematic
review of CR but to specifically examine its origins, effectiveness as a secondary
prevention program, and identify its shortcomings such as issues with CR service
delivery, poor CR attendance and completion by patients. First, a scoping strategy (i.e.
a strategy aimed to identify or map existing research according to issues and themes of
CR, to identify potential research gaps in the existing literature and to summarise this
data to help plan and commission new research) was used to gather literature. Then, this
literature was condensed. Throughout the review wherever possible, systematic reviews
and meta-analyses and randomised controlled trials have been used to highlight quality
evidence and discover what is known about the efficacy and effectiveness of CR.
Qualitative research is included when focusing on patient’s perception or experience of
their illness and recovery.

Overall, this review of the literature indicates there has been prolific research
undertaken globally to understand issues relation to the utilisation of cardiac
rehabilitation. Patients who live rurally have been identified as one cohort that do not
receive the benefits associated with completing a program. Alternative programs
providing cardiac rehabilitation in the home by phone, internet or other media have been
proposed and efficacy studies reported. Systematic reviews claim that home based are
as effective as hospital based (face to face, group based programs).

There is also growing evidence to suggest home based programs meet the needs
of patients, however, little is known about how these programs are operationalised and
the role of the health workers that administer them. This narrative review therefore,
moves from a very broad perspective of CR to a specific program and patient cohort
used to provide home based education, support and care to a specific target population,

namely rural patients.
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This body of research suggests that innovative and alternative home based CR
programs might be attractive to rural patients unable to attend hospital based CR due to
distance. The adaptation of the AHGP to the Australian rural setting, transitioning from
nursing expert to patient partner and mentor and utilising the concept of PCC to
transform home based CR care will also be discussed in this chapter. The forementioned
questions that guided the review resulted in the following sections in this chapter:
Cardiac rehabilitation, Contemporary cardiac rehabilitation, Overview of cardiac
rehabilitation programs, evidence base for cardiac rehabilitation programs, current
issues in cardiac rehabilitation, the adaptation of the AHGP to the Australian rural
setting, transitioning from nursing expert to nurse mentor, concept of patient centred

care and the nurse-patient partnership.
Search strategy

The literature review examined the broad topic of CR and necessitated the
searching of several databases including PsycINFO, CINHAL, Cochrane Library,
EBSCO, EMBASE, MEDLINE and PubMed. The search terms used included; “cardiac

29 ¢ 99 e 29 ¢

disease”, “coronary heart disease”, “atherosclerosis”, “cardiac rehabilitation”, “hospital

b 1Y

based” and “home based cardiac rehabilitation”, “secondary prevention programs”,

29 ¢¢

“myocardial infarction”, “heart attack”, “coronary care”, “coronary care nurse”,

29 ¢

“cardiac rehabilitation nurse”, “individualised care”, “Heart Manual”, “mentor”,
“mentoring”, “nurse-patient partnership”, “patient centred care”, “self care”, “self
management.” The inclusion criteria included original research published in English
from 2000-2017, and hand searching of various national policy documents relating to
population health and mortality, heart disease and CR guidelines was undertaken.
Earlier papers were included if they were seminal works and considered relevant in

providing perspective to this research study.
Cardiac rehabilitation

The origins of CR can be traced historically back to the 1940’s in the United
States with the introduction of Work Evaluation units designed to test patient’s physical
and psychological capacity for work following the experience of cardiac related health

problems (Certo, 1985). In the past, the mainstay of treatment M1 was prolonged bed
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rest, often lasting weeks which lead to decreases in functional capacity and the inability
of many patients to return to employment (Certo, 1985). In 1958, Turell and Hellerstein
proposed a comprehensive graded step program to be adopted by physicians treating
cardiac patients (1958). This was followed by an era of research, which led to the
discovery that physical exercise produced positive outcomes for patients recovering
from M1 (Certo, 1985).

In the 1960’s inpatient CR programs in the United States became more formalised
due to the collective efforts of Tobis and Zohman (1968) and Wenger (1969). CR
programs progressed to include graded physical reconditioning, activities of daily living
and education to enhance patient knowledge (Certo, 1985). Further developments led to
the realisation that CR improved heart function and recovery time after MI, decreased
hospital stay and enabled patients to return to work much more readily than compared
with patients from earlier decades (Certo, 1985). Buoyed by the success of inpatient
CR programs, and despite widespread criticism from his peers, Hellerstein sought to
extend medically supervised CR services to outpatients (Certo, 1985). The continual
development of inpatient and outpatient CR programs and subsequent research
undertaken over the last 40 years have paved the way for the globally accepted CR
programs patients attend today (ACRA, 2008; NICE, 2014).

In summary, prolonged bed rest was the mainstay of treatment ordered by
physicians prior to the development of CR programs. In the 1950’s, CR quickly
evolved aiming to assist patients to return to work after a heart attack (Certo, 1985).
Since then, CR guidelines have stated CR programs must be comprehensive, supporting
both the physical and psychosocial needs of patients recovering from MI. Scientific
statements about the treatment of cardiac illness and CR specific guidelines (American
Association of Cardiovascular and Pulmonary Rehabilitation (AACVPR), 2016) have
been developed and are regularly updated in many countries around the world (Balady
et al., 2011; British Association for Cardiovascular Prevention and Rehabilitation
(BACPR), 2012; NICE, 2014, Piepoli et al., 2016) with the aim of standardising the
treatment and rehabilitation for many cardiac conditions.
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Contemporary cardiac rehabilitation

In Australia, CR is embodied as a process that seeks to provide a coordinated
system of support that allows a person with cardiac disease to return to a satisfactory
lifestyle and aims to prevent the recurrence of further cardiovascular events by
improving self-efficacy and promoting favourable lifestyle behaviour change (ACRA,
2008). Contemporary definitions of CR have evolved from the traditional hospital
bound models described by the World Health Organization (WHO) in the early 1960’s
where patients attend CR programs in person (Thomas et al., 2007). According to the
WHO, the goal of CR is “to improve functional capacity, alleviate or lessen activity-
related symptoms, reduce unwarranted invalidism, and enable the cardiac patient to
return to a useful and personally satisfying role in society” (WHO, 1993, p.1). Modern
definitions reinforce the importance of CR as an integral component of treatment
following an acute coronary event and in terms of recovery management. Central to
most contemporary definitions is the recognition that the patient plays a significant role

in the successful outcome of CR (Thomas et al., 2007).

Secondary prevention refers to the various health care interventions implemented
to prevent reoccurrence of cardiac events for patients diagnosed with CHD (AIHW,
2009). Interventions include medical care, education, vocational, support and lifestyle
modification and can be delivered in different settings (ACRA, 2008). Thus, secondary
intervention remains an integral part of the CR process, achieved by using various
evidence based strategies designed to improve the health outcomes for persons with

cardiac disease.

CR programs are highly recommended by peak cardiac professional groups
worldwide. It is recommended that all patients be referred to a suitable CR program
following a cardiac event (BACPR, 2012; NICE, 2014; Woodruffe et al., 2015; Piepoli
etal., 2016). A comprehensive CR program should contain an exercise component
(Anderson & Taylor, 2014), information and education (Brown et al., 2011),
psychosocial counselling (Whalley et al., 2011; Richards et al., 2017), lifestyle
modification advice to reduce cardiac risk (NICE, 2014; Heron et al., 2016), cardio

protective therapies (Mastnak, 2015), measures to ensure long term self management
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(Egger, Binns & Rossner, 2009; Toback & Clark, 2017), and finally, an audit and

evaluation component (Woodruffe et al., 2015).
Overview of cardiac rehabilitation programs

CR programs may be delivered to individuals or groups, in hospital or in people’s
homes and can vary in duration and intensity. CR can be delivered by trained health
professionals (ACRA, 2008), peer or lay led (Kennedy et al., 2007; Wu, 2011) or
delivered via emerging technologies (Frederix et al., 2017). These include telephone
mediated (Gallagher, 2010; Jelinek et al., 2012; Varnfield et al., 2014) or internet based
(Clark et al., 2015; Devi et al., 2015; Veen et al., 2017; Partridge et al., 2017). In
Australia and the UK, patients may begin CR in hospital or in the community setting
within one or two weeks of MI. Patients attend CR sessions weekly and programs
typically provide education, graduated exercise and support to patients for
approximately 6-8 weeks’ duration (Dalal et al., 2015). In some European countries and
the United States, hospital, out patient, community and residential based CR formats
can be more intensive. Home based CR can last four to six weeks or longer and while
out-patient CR can range from three to six months (Bjarnason-Wehrens et al., 2010;
Menezes et al, 2014). Many countries offer both hospital and home based CR to cater
for individual patient preferences in order to improve the uptake of CR (Dalal et al,
2015).

In Australia, hospital based CR dominates the availability of secondary prevention
programs (Abell et al., 2016). With growing evidence suggesting that home based is
comparable to hospital based CR (Kraal et al. 2013; Anderson et al., 2016) the
availability of home base CR programs in Australia have increased since 2009 from
four to fifteen percent (Abell et al., 2016). However, there is limited availability of
research published on these programs, so it is unknown whether this trend will continue
despite hospital based CR programs remaining costly to operate and sometimes difficult
to access. Prior to the development of home based CR programs, other flexible models
of secondary prevention programs such as Coaching Patients on Achieving
Cardiovascular Health [COACH] (Vale et al., 2002), the Choice of Health Options in
Prevention of Cardiovascular Events [CHOICE] (Redfern et al., 2009) and heart failure
programs (Maru et al., 2015) have been available to provide patients with lifestyle

19



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

focussed education. Community based services also provide support in terms of
smoking cessation programs, walking clubs and weight reduction programs. In
addition, and more recently, the development of e-health programs have provided CR
clinicians with a range of tools that can be successfully integrated in to existing CR
programs to improve patient outcomes, particularly in the community setting (Chow et
al., 2013; Redfern et al., 2014; Varnfield et al., 2014).

CR is commonly divided into three or four phases with phase one occurring in
hospital, phase two occurring from discharge to when a patient’s medical, physical and
psychological status is stable and phase three and four usually represents an ongoing or
maintenance period (ACRA, 2008). Advances in surgical interventions in the treatment
of acute coronary syndrome (Andersen et al., 2015) has reduced the time patients stay in
hospital and therefore, phase one CR, leading to the emergence of more flexible CR
delivery systems that are comprehensive, culturally safe and integrated with each

patient’s primary health provider (Briffa et al., 2009).

Evidence base for cardiac rehabilitation

Determining the effectivess of CR is a very complex issue because it:1) involves
patients with different cardiac diagnoses and treatments (Ml, angina, coronary artery
bypass grafting [CABG] and heart failure); 2) provides a number of complex
interventions (exercise, education, counselling, cognitive-behaviour therapy [CBT] and
motivational interviewing strategies); and 3) often involves a number of health care
professionals (cardiologist, nurses, physiotherapists, occupational therapists,
psychologists, social workers and exercise physiologists) acting as a multidisciplinary
team (Irish Association of Cardiac Rehabilitation, 2013). It may also occur in several
different settings (in hospital, hospital and outpatient, community or home), be group
based, delivered by telephone and or smartphone, via computer, facilitator, coach or
peer/lay assisted. Depending upon which country, it may occur at differing time
points;1) phase one (in hospital), 2) phase two (community setting, group based or
individually home based), 3) phase three or four (long term community based
maintenance programs or via interventions such as the National Heart Foundation of
Australia’s (NHFA) ‘Heart Moves’ program (Taylor & Jolly, 2007).
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Several systematic reviews and meta-analyses were undertaken between 1980-
1990 to determine the effectiveness of exercise based CR for patients with CHD
(Oldridge et al., 1988; Bobbio, 1989; O’Connor et al., 1989., Jolliffe et al., 2000).
Meta-analyses from this body of research yielded reductions in cardiac mortality
between 20 and 32%. A review by Taylor and colleagues (2004), was undertaken to
update the previous reviews and to examine whether exercise training alone, or exercise
in combination with education and other psychosocial interventions compared to usual
care, improved patient outcomes. Taylor and colleagues also believed there were some
inconsistencies with the previous research. Some of the trials had small sample sizes,
included mainly middle-aged men, low risk MI patients only and concern the benefits of

exercise based CR may potentially have been overstated.

Taylor and colleagues (2004) systematic review investigating CR outcomes
included a total of 48 randomised controlled trials (RCTs) totalling 8,940. Compared
with controls, cardiac patients had reductions in all-cause mortality (odds ratio [OR] =
0.80; 95% confidence interval [CI]: 0.68 to 0.93) and total cardiac mortality (OR =
0.74; 95% CI: 0.61 to 0.96), total cholesterol (weighted mean difference, -0.37 mmol/L
[-14.3 mg/dL]; smoking (OR 0.64; 95% CI: 0.50 to 0.83), systolic blood pressure
(weighted mean difference, -3.20 mm Hg; 95% CI: -5.4 to -0.9 mm Hg), and
improvements in HRQOL, though no meta-analysis was undertaken due to the range of
outcome and reporting measures used in 12 trials (Taylor et al., 2004). Several other
systematic reviews on CR effectiveness continued to find evidence of benefit, thus, CR
is regarded an essential component of the health management of patients with CHD
(Heran et al., 2011; Lawler et al., 2011, Anderson & Taylor, 2014).

The results of the RAMIT study by West and colleagues (2012) of 1813 patients
(903 to CR and 910 to control) caused many to question the benefits of CR. West and
colleagues reported that CR had no effect on mortality (at one, two and after seven to
nine years), morbidity, risk factors or HRQOL. The results of their analysis resulted in
tumultuous debate among CR clinicians. While null or negative results should be
reported as evidence, some have refuted the results mainly on methodological grounds
(Redfern et al., 2011). Namely, the RCT was stopped prematurely, and though a well
designed study, underpowered with 1,813 patients included in one arm of the study

when the sample size calculation was 8,000 patients to detect a 20% reduction in
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relative risk indicated by earlier trials (Redfern et al., 2012; Berger, Brenneis & Hannes,
2012; Doherty & Lewin, 2012). Furthermore, 20% of the intervention arm did not
complete the course of rehabilitation, further questioning the RAMIT study findings.
Despite the outcomes of the RAMIT study, evidence continues to grow in support of
CR effectiveness in reducing mortality and morbidity (Dalal, Doherty &Taylor, 2015),
reducing the risk of hospital readmission and generally improving the QOLof those

persons chronically affected with heart disease (Anderson et al., 2016).

In 2016, a systematic review reported the efficacy of CR could not be confirmed
due to many of the trials having small samples and other methodological issues
(Anderson et al., 2016). The review found CR did not reduce all cause mortality, but
did reduce cardiac mortality, hospital readmissions and had a positive effect on patient
QOL. Varied outcomes from many systematic reviews over the last twenty years has
prompted speculation concerning the continued benefit of CR since the impact of
statins, other medications and interventional strategies (Rauch et al., 2016). It has been
suggested that changes in patient profiles, patient care and CR service delivery (Sumner,
Harrison & Doherty, 2017) when grouped with older trials create challenges when
interpreting data. A recent systematic review and meta-analysis of randomised and non-
randomised studies was undertaken to include data from actual clinical practice and
mixed CHD populations (Rauch et al., 2016). Interestingly, it found CR participation
reduced total mortality (Rauch et al., 2016). This finding was supported by a recent
systematic review of non-randomised studies (Sumner, Harrison & Doherty, 2017).
Observational evidence found CR reduced the risk of all-cause and cardiac mortality

and re-hospitalisation.

CHD has been found to negatively impact on HRQOL (Bigger & Glassman,
2010; Morys et al., 2016), thus CR programs which target the issues relative to poor
HRQOL outcomes following MI, may be beneficial in promoting improvements to a
patient’s well being (Kang et al., 2016). In their Cochrane review, Rees and colleagues
(2004) examined the effectiveness of psychological interventions used in the CR of
patients with CHD versus normal care. They analysed 36 RCTs (including 12,841
patients) and reported outcomes on cardiac risk factors, psychological well being and
HRQOL. This review updated two previous reviews (Dusseldorp et al., 1999; Linden,

2000) analysing the effectiveness of stress relieving therapies and effective coping skills
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and other CR interventions to reduce psychological distress. Results from the trials
contained in the reviews were mixed due to small samples and homogeneity amongst
trials preventing the pooling of results. Rees and colleagues (2004) concluded it was
not possible to generalise on the effects of psychological interventions on patient health
outcomes experienced in patients completing CR because of the quality of trials that
were reported. Interventions such as stress management appear to have small beneficial
effects on HRQOL but no effect on cardiac mortality. Subsequent systematic reviews
have reported similar outcomes to Rees et al, (2004) in terms of its effect on cardiac
mortality, however, psychological interventions have recently been shown to reduce
anxiety (standardised mean difference (SMD): -0.25 (95% CI -0.48 to -0.03) and
depression (standardised mean difference (SMD): -0.21 (95% CI -0.35, -0.08) (Whalley,
Thompson & Taylor, 2014), and improve patient QOL (Anderson et al., 2016; Morys et
al., 2016; Sumner, Harrison & Doherty, 2017). The most recent review (and update
since Rees et al., 2004) of the evidence of psychological treatments for CHD found the
methodological quality of conducted RCT’s continued to impinge on the quality of
evidence supporting the use of psychological interventions in CR (Richards et al.,
2017). According to their Cochrane review, despite having no effect on total cardiac
mortality or having another heart attack, participants reported reduced symptoms of
stress, anxiety and depression (Richards et al., 2017). To improve the quality of
evidence, they suggested future large scale effectiveness trials should test the impact of
specific psychological interventions rather than multi faceted ones on different
populations of CR patients (Richards et al., 2017). In order to improve the
psychological outcomes for cardiac patients, many CR guidelines state that all patients
should be offered psychological care based on cognitive behavioural principles
(Scottish Intercollegiate Guidelines Network 150 [SIGN], 2017).

Current issues in cardiac rehabilitation

Patient under referral, poor attendance and completion of CR remain important
issues today. Amidst the Australian context, there were 265 CR programs in all states
and territories in 2001 (Bunker, 2001). This number has increased significantly over the
last decade with ACRA currently reporting over 450 CR programs throughout Australia
(ACRA, 2014). Despite the number of programs available and the substantial evidence
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base supportive of their use (Clark, Redfern & Briffa, 2014), many patients with heart
disease do not attend any form of CR in Australia (Walters et al., 2008; McDonall et al.,
2013) with rates of CR attendance reported to be between 10 and 50% (Johnson et al.,
2009; Jelinek et al., 2015). Globally, this trend of CR underutilisation occurs in many
countries around the world with referral rates ranging from 20 to 50% (BACPR, 2012;
Menezes et al., 2014).

Under or non referral of patients by CR clinicians has previously been linked to
poor referral and communication practices (Karmali et al., 2014; Sumner, Harrison &
Doherty, 2017). Under referral to CR is often a result of systems failure where patients
are not referred due to poor hospital discharging practices (Hutchinson, Meyer &
Marshall, 2014). The attitude of treating physicians towards CR (Ghisi et al., 2013;
Beckstead et al., 2014) and poor discharge communication between hospital and the
primary care physician (Kripalani et al., 2007; Falces et al., 2011) have been implicated.
A lack of clinical awareness regarding CR program availability, the absence of key CR
staff such as a designated CR service coordinator, insufficient time to arrange referral,
limited program availability (Scott, Lindsay & Harden, 2003; Gaalema et al., 2017) and
lack of perceived benefit (Grace et al., 2008, Arena et al., 2012) or patient knowledge of
CR (Scott et al., 2013) all appear to impact on the utilisation of CR services.

Automated referral systems (Mueller et al., 2009), multiple referral strategies and the
inclusion of national CR guidelines (Woodruffe et al, 2015) have improved clinician CR
referral initiatives (Gravely-Witte et al., 2010) without significantly impacting on rates
of patient referral. Thus, there have been renewed calls to design and implement CR
programs that cater for patient preferences (Wingham et al, 2006; Clark et al, 2015;
Dalal, Doherty & Taylor, 2015). A variety of alternate CR formats have been proposed
to compliment hospital based CR and improve CR choice for patients (Clark et al.,
2013).

Explanations used to predict underutilisation are generally similar throughout the
world. Predictors that demonstrate a higher likelihood of attending CR include a higher
level of education (Audelin, Savage & Ades, 2008), program availability and
accessibility (AIHW, 2012), CR programs that are flexible and individualised (Ades,

2007), those that provide lifestyle advice and are available in primary care settings
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(Redfern, Briffa & Joshi, 2014). Other predictors include, strength of physician (Arena
et al., 2012) and clinical referral (Gallagher et al., 2016), higher socioeconomic status
(Dhaliwal et al., 2017) and finally, patients with higher levels of self efficacy (Dunlay et
al., 2009) are more likely to attend CR post MI. Predictors of non attendance are vast in
number and include older age (Suaya et al, 2009), the cost and availability of CR
programs (AIHW, 2012), female gender (Grace et al., 2008; Beckie & Beckstead,
2011), living alone or in isolation with little social support or contact (Carroll & Rankin,
2005; Eichenauer et al., 2010) and the socio-economically disadvantaged (Scott,
Lindsay & Harden, 2003). Other predictors include whether patients currently smoke
(Allahyar, 2012), ethnicity (Bestwick et al., 2004), are anxious (Frasure-Smith &
Lesperance, 2008; Roest et al., 2010) and or depressed (Thombs et al., 2006; Nicholson,
Kuper & Hemingway, 2006) or possess significant co-morbidities (Brown et al., 2009).
Patients who live rurally (Smith et al., 2008; Sangster et al., 2013) have work
commitments or travel difficulties (Brual et al., 2010), or do not perceive the benefits of
CR (Redfern et al., 2007; Johnson et al., 2009; Everett et al., 2009) are also less likely to
participate in CR. While it remains important to address system failures resulting in
poor referral, clearly the reasons why people, once referred do not attend, drop out or
fail to complete CR programs also needs to be addressed by CR clinicians and peak

professional bodies such as ACRA.

An important current issue evident in the research literature concerns how best to
attract patients to CR services (Pack et al., 2013). Yet, there appears little
understanding of how best to accomplish this task. In the past, CR clinicians have
questioned whether the delivery and setting of CR has any impact on CR attendance.
Home based CR was developed as an adjunct to hospital based services to improve
access to CR for patients living rurally or remotely (Blair et al., 2011). Many have
compared the two CR formats in terms of benefit to patients and health care costs and
reported little difference in terms of acceptability, safety and cost (Clark et al., 2010;
Taylor et al., 2015; Anderson et al., 2017). Despite both forms of CR assisting patients
and improving accessibility and choice to utilise CR (Wingham et al., 2006), high
numbers of patients who may benefit from CR choose not to attend programs (Clark,
Redfern & Briffa, 2014). This remains a serious dilemma for clinicians both in terms of

furthering our understanding concerning the underutilisation of CR (which may assist
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clinicians to develop more appropriate CR delivery for these people) and the different

recovery pathways people choose on there own volition.

Cardiac health practitioners are currently challenging conventional CR methods to
provide patients with alternative models of care or CR service delivery (De Angelis,
Bunker & Schoo, 2008, Clark et al., 2015). The aim of such programs is to reduce
some of the known barriers patients face and to modify CR service delivery in
conjunction with patient preferences (Dunlay et al., 2009; Neubeck et al., 2009; Huang
etal., 2015). In addition, these programs need to be, highly individualised (patient
focussed or centred), cost effective, culturally safe, multifaceted, and where possible
integrated with the patients’ usual primary care (Briffa et al., 2009). A recent
systematic review by Karmali and colleagues (2014) reported on what type of
inerventions improve CR uptake. In their review of 2,505 patients, CR programs that
featured structured nurse or therapist contacts, were timely (implemented soon after
hospital discharge), used motivational strategies, were flexible and individualistic and
catered for women and older patients, were more successful in attracting patients and

improving CR program adherence.

A further issue for cardiac rehabilitation lies in the recognition that no nation-wide
minimum dataset collection is currently available for CR in Australia (National Health
Data Committee, 2003). Despite peak health care bodies such as the HFA, ACRA and
the AIHW confirming the need to develop a national strategy and registry to collect CR
program statistics, only some CR data is collected by some Australian states (Zecchin et
al., 2016). Due to funding issues, a similar CR outcomes register such as the National
Audit for Cardiac Rehabilitation [NACR] implemented in the United Kingdom (Lewin,
Thompson & Roebuck, 2004) and the Danish Cardiac Rehabilitation Database (Zwisler
et al., 2016) has not been implemented nationally in Australia. Thus, it remains

unknown how many patients in Australia are referred to, participate in or complete CR.

With CHD more prevalent in rural areas in Australia (AIHW, 2007; ABS, 2011),
a final issue relates to how best to ensure that patients who cannot attend hospital or
community based CR receive the support they require to self manage their cardiac
condition. De Angelis and colleagues (2008) found that distance of travelling to

established CR services was the single most significant factor in determining the uptake
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of CR for rural based patients. Approximately 40% of patients surveyed were receptive
to alternative methods of CR. These included home and general practitioner based
programs, telephone based support and patient manuals or workbooks. Other
researchers support the need to pilot test innovative home based CR programs, in order
to improve CR accessibility for patients living in regional Australia (Dollard et al.,
2004; Varnfield et al., 2011; Courtney-Pratt et al., 2012; Sangster et al., 2013;).

Innovations in CR service delivery include chronic disease based programs such
as the Expert Patient Program [EPP] (Foster et al, 2007; Kennedy et al., 2007) and
home based CR programs such as the Heart Manual in the UK (Lewin et al., 1992).
There has also been numerous nurse led chronic heart failure programs and clinics
implemented in many countries with favourable outcomes (Stewart & Horowitz, 2003;
Taylor et al, 2005; Thompson, Roebuck & Stewart, 2005).

A review of literature conducted by Dollard and colleagues (2004) and updated by
Neubeck et al (2009) identified several home based CR programs using various
telehealth methods including telephone, home visits and multimedia technologies.
Outcomes from these models demonstrated benefits comparable with traditional CR
with improvements in patient knowledge of risk factors, risk factor profile, psychosocial
functioning and a reduction in health service costs (Dinesen & Spindler., 2014; Clark et
al., 2015). Other recent telehealth innovations include Coaching Patients on Achieving
Cardiovascular Health [COACH] (Vale et al., 2002; Vale et al., 2003; Jelinek et al.,
2009; Ski et al., 2015), Coaching Patients on Achieving Cardiovascular Health
[CHOICE)] (Redfern et al., 2009), mobile phone-assisted CR (Mohan et al., 2008;
Mattila et al., 2009; Walters et al., 2010; Varnfield et al., 2014) and various
computer/internet-based CR secondary prevention programs (Brouwer et al., 2008;
Vandelanotte et al., 2010; Varnfield et al., 2011). However, while many of these
secondary prevention programs demonstrated improved outcomes for patients, not all

can be considered as comprehensive as the AHGP in its content or delivery.

To date there has been limited evaluation of alternate forms of CR programs in
Australia, and specifically, little evidence relating to the outcomes of patients or from
nurses or others conducting such programs. Reporting the outcomes of the various

small scale telehealth interventions used globally to manage a wide variety of chronic
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diseases continues to be difficult. This is due to the many different interventions used
and the heterogeneity of published research. This has cast some doubt on the
effectiveness and sustainability of some of these programs (Wootton, 2012; Dinesen et
al., 2016). New knowledge gained by exploring the AHGP may signal its acceptability
by patients and nurses and feasibility in terms of a standalone telephone based CR

program for patients recovering from MI in Australia.
The adaptation of the AHGP to the Australian rural setting

The antecedent of the AHGP, “The Heart Manual” (Lewin et al., 1992; National
Health Service (NHS) Lothian, 2016) was originally developed and trialled in the UK
over two decades ago and has been successfully adapted in several countries throughout
the world (Pedretti et al., 2006; Wang, 2007; Eadie & Tane, 2010). When the Heart
Foundation of New Zealand piloted a similar version of “The Heart Manual,” named
Heart Guide Aotearoa, the investigators worked collaboratively with the Heart Manual
authors to make the material culturally acceptable to the Maori population (Eadie &
Tane, 2010). To be accepted by other populations and cultures, the original authors
have on occasions given permission for pilot studies in other countries to make salient
changes in relation to language, specificity of national CR guidelines and naming of
pertinent resources. Currently, the Heart Manual continues to be recommended and
implemented by various health services in the UK. Emerging research recently updated
a Cochrane review confirming the Heart Manual’s effectiveness when compared with

hospital based CR programs (Anderson et al., 2017).

These changes do not usually encompass any specific changes to the cognitive-
behavioural content or self management ideals of the CR program, thereby, allowing the
program to be accepted by different counties, ethnicities and cultures (Wang et al.,
2012). In Australia, ACRA convened a specialist group of experienced CR clinicians to
overseer the cultural adaptation of the Heart Manual to ensure it met the country’s
current CR guidelines (ACRA, 2008a). Subsequent changes to the program’s written
resources (such as medical terminology, medications, emergency treatment of chest
pain, exercise prescription and available contacts and resources, etc.) were agreed upon

by group consensus of CR practitioners and then discussed with the Heart Manual
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authors prior to the printing of written program resources. The subsequent program was
then titled the AHGP.

The AHGP’s audio visual and workbook proofs were then tested on a small
number of lay subjects to test the resources for accuracy and readability. Once drafts
were clarified the resources were then produced and packaged in readiness for the pilot
study. This case study of the AHGP pilot study forms the foundation of the PhD
research, which uses the SPO framework to explore the operationalisation of the

program.
Transitioning from nursing expert to patient mentor

Many nurses have adopted the traditional biomedical model of “health expert”
where nurses provide patients with care, information and education based on their
nursing knowledge and patients assume a passive role in their care. Recently, due to
fragmentation of care experienced by many patients associated with reduced lengths of
hospital stay, complex new technologies and multiple health professionals involved in
their care (Wiggins, 2008), there have been calls to place the patient at the centre of
their own care. (Australian Commission on Safety and Quality in Health Care
[ACSQHC], 2014). The premise is to move away from the notion that the nurse knows
best to one of partnership (Wiggins, 2008) where the nurse and patient share
knowledge, power and responsibility (Hook, 2006). According to Wiggins, key aspects
of partnership include ‘shared responsibility, information and decision making, which
are supported by the attributes of communication, trust, respect and reciprocity’ (2008,
p 635). For nurses, the move away from tradition to one of partnership with the patient
improves job satisfaction and a reduction in stress (Bidmead & Cowley, 2005) as they
take on more of a supervisory role with less responsibility (Wiggins, 2008). Concept
analyses relating to the nurse-patient partnership suggest many patient benefits. These
include their ability to self manage, better utilise health care and improve their health
outcomes (Hook, 2006). Gallant, Beaulieu and Carnevale (2002) suggest patients can
develop a sense of control due to improvements in self-efficacy, knowledge and
competence. Others suggest that partnership fosters patient empowerment which
contributes to improvements in self esteem and feeling more capable and supported
(Bidmead & Cowley, 2005).
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The AHGP sets out to challenge nurse practices based on the biomedical model of
health care by introducing them to the benefits of partnership to improve the health
outcomes of patients. Shared decision making and providing one to one care by
maintaining their role of mentor and partner remains a vast departure from the group
work most clinicians undertake in hospital based CR (Elwyn et al., 2012). Thus,
exploring nurse mentor perceptions may provide insights relating to this change in CR
practice and be of clinical interest to other nurses thinking of implementing similar
programs for patients experiencing other disease specific conditions such as diabetes,

pulmonary disease and arthritis.

Concept of patient centred care and the nurse-patient

partnership

Researchers have also found that the patient centred care (PCC) approach
promotes patient engagement and participation which may translate to improvements in
health outcomes (Lusk & Fater, 2013). A recent concept analysis of PCC was
undertaken to identify what key aspects of PCC are unique to nursing and to provide a
nursing definition of PCC (Lusk & Fater, 2013). They found PCC was consistent with
many nursing beliefs, attitudes and values with the ability of patients to engage and
participate in their own care inextricably linked to the likelihood of positive patient
health care outcomes (Lusk & Fater, 2013). Others have also highlighted the
importance of patient participation in reducing stress, improving motivation and patient
satisfaction with health care received and the important role nurses perform in
encouraging and facilitating patient participation in their own care (Sahlsten et al.,
2008).

Although research from Ekman and colleagues (2011) highlight the importance of
improving the care experience of patients to provide quality health care, integrating
patient preferences and changing traditional practice at the level of patient care is often
difficult (Gillespie, Florin & Gillam, 2004; Groene et al., 2009). However, PCC is
supported in Australia by the Australian Charter of Healthcare Rights (2008) and the
Australian Commission on Safety and Quality in Healthcare (2011; 2014) and
acknowledgement of its conceptual use in hospitals is becoming more widespread.

Concepts such as respect for patient values and preferences, emotional support,
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information, communication and education, continuity and transition, coordination of
care, access to and coordination of care and involvement of family and friends care
(Robb & Seddon, 2006; Slater, 2006; National Research Corporation (NRC) Picker,
2008) are core aspects of PCC. With respect to CR, of note is the recommendation of
Australian CR guidelines advocating that CR programs be flexible and individualistic in
their approach (ACRA, 2008; Woodruffe et al., 2015). However, while there is
emphasis placed on empowering patients (Oudshoorn, 2005) to develop their self help
strategies and having a individualistic approach to the provision of nursing care, there is
no mention of PCC in the current CR guidelines. Thus, questions remain in terms of
whether many CR nurses have received any relevant PCC training to date or possess the
clinical time to operationalise PCC (Gillespie, Florin & Gillam, 2004) in their
traditional CR programs, as many remain group based in their delivery and not stable in
their funding arrangements (NHFA, 2014).

The concept of PCC represents a core competency for all health care providers in
the context of providing excellence in quality health care (Sidani, 2008). In PCC, health
providers respect individual patient differences, values, needs and preferences (Institute
of Medicine, 2003). Specific attributes or themes associated with PCC include
behaviours of developing a relationship or partnership (Munro et al., 2000; McCormack
et al., 2010a) based on the patient narrative (Ekman et al., 2011), communication and
listening (Sumison & Law, 2006), patient access to teaching and learning (Flach et al.,
2004), respect and caring for the patient, and maximising family involvement (Meterko
etal., 2010). Strategies such as attending to the individual physical and psychosocial
preferences of patients, providing accessibility to care (Breen et al., 2009), and
individualisation in terms of the planning of care are commonly used as reported in the
literature (Robinson et al., 2008, Sidani, 2008).

Central to mentoring, shared decision making improves patient autonomy and
makes patient empowerment more likely (Bastiaens et al., 2007, Muller-Engleman et
al., 2011, Ekman et al., 2011). While not inherently specific to nursing, PCC
behaviours are foundational in terms of nursing practice where a caring attitude,
encouraging patient autonomy and the individualisation of care are key nursing
constructs. PCC has been found to improve the perceived health care and satisfaction of
patients (Olsson, Karlsson & Ekman, 2007; Ekman et al., 2012, Lusk & Fater, 2013)
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and improve the discharge process (Ulin et al., 2015). Thus, the AHGP aims to use

PCC as its foundation of providing care to patients recovering from MI.
Summary

This chapter presented the research literature pertaining to CR as a secondary
prevention intervention utilised to improve outcomes of patients with CHD. A
definition of CR and its origins including its development and its effectiveness as a
health management strategy was provided. Authors contend new CR programs must be
developed to improve choice for patients and offer flexibility as well as meet their
rehabilitative needs. CR programs also need to be available for patients who cannot
access traditional programs due to their location or rurality. A description of the AHGP
with its foundational use of PCC and the expected transition from nurse expert to

patient partner and mentor concludes this chapter.

Chapter 3 outlines the methods used to meet the research aims of this study. It
includes a description of the SPO methodology used to conceptually underpin this
study. The study design is presented detailing the sample, the intervention studied, and
the various instruments used to measure data. Following this, data collection, data

management and analysis and ethical considerations are examined.

32



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Chapter 3: Research Methods

Introduction

There is growing evidence that patients who complete CR following a M1 have a
reduction in all cause mortality (Heran et al, 2011; Lawler et al, 2011). Unfortunately,
many patients choose not to attend hospital or community based CR programs despite
having adverse risk factor profiles and limited understanding of heart disease. Many
factors have been implicated in this lack of attendance, including program availability,
suboptimal referral and a lack of understanding of the seriousness of the disease. Thus,
new innovations aimed to attract participants to CR are still clearly warranted. This
study aims to evaluate the structures, processes and outcomes (SPO) of a home based
CR program for patients recovering from MI and who live in rural areas of Tasmania. It
is envisaged that study outcomes will contribute to the evidence base concerning the
effects of the AHGP, a home based CR program based on cognitive behavioural
principles, PCC, secondary prevention guidelines and delivered in their own home.

The following section outlines the theoretical framework and methods used to
meet the proposed research aims. The study design is presented followed by details
relative to sample selection and the various instruments used to measure data of interest.
Following this, the collection, management and analysis of data along with ethical

considerations will be examined.
Theoretical framework

Donabedian’s SPO framework of health care quality (1966) was the theoretical
framework that underpinned this research with the intention of evaluating the impact the
AHGP in terms of whether it met the expectations of patients recovering from Ml as a
standalone home based CR program. The Donabedian approach provides a framework
for evaluating the quality of health care. Though Donabedian does not define quality as
such, inferences pertaining to health care quality can be drawn by analysing the
information contained within the concepts of structure, process and outcome.

According to Donabedian (1988), the concept of structure is the environment or setting
in which health care occurs. It refers to the characteristics of care providers such as

number of staff and qualifications and includes the tools and resources available to
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provide care and the physical or organizational setting (Salzer et al., 1997). The
concept of process demonstrates how the health care is provided in terms of giving and
receiving care (Donabedian, 1988), and include factors such as the therapeutic
relationship and rapport and the technical skill and knowledge utilized in the delivery of
health services (Salzer et al., 1997). The concept of outcome helps define the effects of
care on the health status of patients (Donabedian, 1988) and include categories such as
patient attitudes toward treatment, improvements in health related knowledge and
behaviours as well as improvements in symptoms and health functioning (Donebedian,
1988). In combination, these outcome categories signal patient satisfaction with care

received. Figure 1 illustrates the conceptualisation of the SPO applied to the AHGP.

Structures of the Processes of the Outcomes of the
Aussie Heart Guide Aussie Heart Guide Aussie Heart

Program Program Guide Program
Setting and Care coordination Patient and

and care delivery

_______________________

Mentor outcomes

| resources

Figure 1. Conceptualisation of Donabedian’s (1966) structures, process and outcomes
framework applied to the Aussie Heart Guide Program.

According to Donabedian (1966), while each competent of SPO has the potential
to influence the next, outcomes generally remain the ultimate validation in relation to
the effectiveness and quality of medical care. The SPO framework of quality health
care suggests improvements in care structures can lead to improvements in clinical
processes which in turn may impact positively on patient outcomes (Rademakers,
Delnoij & de Boer, 2010). Donabedian’s SPO framework (1966) has been widely used
by others in health care research with the broad aim of improving patient health care
(Hoenig et al., 2002; Kunkel, Rosenqgvist & Westerling, 2007; Schillinger et al., 2009;
Chaboyer, McMurray & Wallis, 2010; Crilly et al., 2012; Nocella et al., 2015).

Research aims and questions

The study aims to evaluate the structures, processes and outcomes (SPO) of the
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AHGP for patients recovering from MI and who live in rural areas of Tasmania,
Australia. It used an explanatory, embedded single-case design in conjunction with the
SPO framework of evaluating health care quality (Donabedian, 1966) to answer the
research questions. Evaluating the SPO of the AHGP will provide evidence suggesting
improvements to the program and its applicability as a new model of home based CR in

Australia.
As identified in chapter one, the three research questions were:

1. What are the structures of the AHGP, a home based CR program for patients

recovering from MI as perceived by patients and mentors?

2. What are the processes of the AHGP, a home based CR program for patients
recovering from MI as perceived by patients and mentors?

3. What are the outcomes of the AHGP, a home based CR program for patients

recovering from MI as perceived by patients and mentors?

In terms of the research aims and questions concerning this study, several patient

outcomes were identified and hypotheses generated.
Hypotheses include:

1. The AHGP will improve patient HRQOL following M, evidenced by changes
in the MacNew HRQOL scores.

2. The AHGP will reduce patient levels of anxiety and depression following Ml,

evidenced by changes in Hospital and Depression Scale (HADS) scores.

3. The AHGP will improve patient exercise levels following M, evidenced by

changes in the Short Measure of Physical Activity scores.

4. The AHGP will positively affect patient perceptions of their illness following
MI, evidenced by changes in Revised IlIness Perception Questionnaire (IPQ-R)

Scores.

5. The AHGP will positively affect the self-management abilities of patients post
M1, evidenced by changes in the Health Education Impact Questionnaire (heiQ)

scores.
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Research design

The case study

A case study method was chosen as an appropriate research design because it sets
out to explain and understand a phenomenon, namely the AHGP, specifically because
the AHGP is a specific case, with clear boundaries, which can be analysed to explain its
structures, processes and outcomes and the relationships among them. According to
Guba and Lincoln (1981), case studies can be evaluative, seeking to understand a
phenomenon. Further, they can also be explanatory or seeking to explain a phenomenon
in its real world context (Yin, 2009). Case studies can also provide an in depth analysis
to show relationships between two subjects (nurse mentors and patients) that focus on a
contemporary event such as the AHGP. Case studies can collect and analyse multiple
sources of evidence (both quantitative and qualitative data) to develop new knowledge
about a particular case or cases. According to Stake (1994), a case study should be
defined by the case or cases, or phenomenon of interest, not by the method of enquiry
used. The case study method was chosen in lieu of other research methods to provide
new information about nurse mentors and their relationships with patients (as mentors)
and extend knowledge concerning what is known about patients and home based cardiac
rehabilitation programs previously. It was useful in terms of explaining rather than
exploring the various “what” type of research questions arising from this research. The
triangulation of both quantitative and qualitative case study data, new knowledge about
the SPO of the AHGP will be clarified to examine whether the AHGP meets the

expectations of patients and nurse mentors.

Case studies are robust, in-depth investigations of some single or multiple
phenomena that may include an individual, group or organization (Schneider,
Whitehead & Elliot, 2004). They can be used to develop theory, to evaluate programs,
to assist researchers to develop new interventions and to inform clinical practice (Baxter
& Jack, 2008). However, there remains confusion or debate concerning the
categorisation of case study (Schneider, Whitehead & Elliot, 2004) and according to
Stake (1994) researchers often fail to clarify, make explicit, describe or justify its use as
a research method in their reports. Several different definitions and applications

relating to case study are present in the research literature, including the case report,
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case history, case summary and the case-control study (Minichiello et al., 2004). This

may have contributed to making the meaning of case study in the past elusive.

The main proponents of the case study method are Stake (1995), Yin (2003) and
Merriam (1998; 2009). While the perspectives of Yin (post-positivist), Stake
(constructivist/interpretivist) and Merriam (constructivist) diverge from each other, they
also share common assumptions about the case study method. Although Yin does not
overtly disclose his philosophical orientation, others analysing his work have suggested
a postpositivist orientation (Yazan, 2015). Positivism asserts that reality (natural and
social worlds) can be objectively measured through science via experiments and
observations (Polit & Beck, 2010). Postpositivists accept that theories, knowledge and
values of the researcher can influence scientific outcomes (O’Leary, 2007). Essentially,
postpositivists reject the notion that knowledge gained from experimentation is
infallible (Harrison et al., 2017) because experimentation and observation are subject to
error or bias. For Yin (2009), although case study research is an empirical inquiry, it
must conform to a number of epistemological commitments (described later) in order
presumably to open up alternate possibilities of knowing (O’Leary, 2007). Stake and
Merriam’s philosophical orientation stem from constructivist views suggesting we
construct our view of reality or the world based on our perceptions of it (Yazan, 2015).
For Stake, knowledge is constructed rather than discovered and qualitative case study
researchers are interpreters of multiple perspectives or views about a case (Stake, 1995).
Merriam appears to be more closely aligned with Stake’s consructivist views suggesting
that qualitative research should endeavour to understand the meaning of knowledge
constructed by people (Merriam, 1998). Central to her consructivist views, Merriam
considers a number of essential pragmatic structures imperative to help ensure case

study research is manageable, rigorous, credible, and applicable (Harrison et al, 2017).

In their description of case study, Yin and Stake both share the view that the topic
of interest must be well stated and fully explored. However, they use different criteria
to explain their definitions and terminology. Both Yin and Stake base their case study
teachings on a constructivist paradigm which is built upon recognising “the subjective
human creation of meaning without ruling out objectivity” (Baxter & Jack, 2008,

p.544). The constructivist paradigm, also values the close collaborative relationship
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between researcher and study participant, where they can “describe their views based on

their perceived reality” (Baxter & Jack, 2008, p.544).

Case study is often referred to as a method (Yin, 2009) while others view it as an
approach or strategy (Walshe et al., 2004) possibly because many other research
approaches contain elements of the case study design in terms of collecting, analysing
and evaluating data. In comparison with other experimental and non-experimental
research designs, the case study, according to Yin, “is an empirical inquiry that
investigates a contemporary phenomenon in-depth and within its real-life context,
especially when the boundaries between phenomenon and context are not clearly
evident” (Yin, 2009, p. 18). Yin broadened this definition by applying a further set of
assumptions, some of which are shared with other research designs, but in unison,
differentiate the case study from other qualitative designs (Bergen & While, 2000). A
case study design: 1) assumes an objective reality that can be examined using traditional
rules of scientific enquiry, 2) may be used for theory building and theory testing, 3)
considers the context as an essential element of the phenomenon being studied and 4)
favours multiple data collection procedures and the type of data to be examined can be
quantitative or qualitative (Yin, 1993). Yin’s case study method was chosen over other
research methods because the study sought to examine a phenomenon of a mentor led
home based CR program within its ‘real world delivery’ and the regional setting (i.e.
context), which impacts on the phenomenon itself. Yin’s belief in the value of empirical
enquiry and his postpositivist assumptions about the social world have led him to
acknowledge the value of qualitative and quantitative research to both understand and

measure socially constructed reality.

The case study method has been widely used in education (Stake, 1995; Yin,
2003), social psychology (Barlow & Hersen, 1984) and nursing research (Hellstrom,
Nolan & Lundh, 2005; Chaboyer et al., 2005; Luck, Jackson & Usher, 2007).
According to Polit and Beck (2004), the case study can be highly descriptive, examine
trends over time and analyse and understand issues important to the case being studied.
The case study may also be used to explore new phenomenon or issues, especially
where little theory or measurement is available, to describe a process or effects of
phenomenon, event or intervention or to explain a phenomenon’s complexity (Kuhn,

1997). Yin (2009) suggests the explanatory purpose of the case study method is very
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powerful in its ability to answer the “what,” “how,” and “why” type of research
questions. Case study methodology is frequently applied to studies trying to determine
the effectiveness of complex programs, services or interventions (Kuhn, 1997). In
research studies designed to investigate complex issues or problem, case study methods
can combine a mixture of data collection methods dependent on the nature of the

problem and the questions to be asked (Kuhn, 1997).

Case studies can be prospective or retrospective and can be used inductively or
deductively as a theoretical approach (Bitektine, 2008) to focus on a single case or
multiple cases. This study used a deductive and inductive approach, being guided by
the SPO framework by undertaking thematic analysis of data. A major attribute of the
case study method is its flexibility and ability to examine complex relationships
between data or interventions (Walshe et al, 2004). Unfortunately, in the past, the case
study method has been unfairly scrutinised and undervalued when compared with
various statistical methods (Hyett, Kenny & Dickson-Swift, 2014). Additionally, Yin
(2003) suggests the case study method has been inappropriately compared with
quantitative research designs such as the randomised controlled trial. A commonly held
misconception is that case study methods are useful only to gain data in the exploratory
phase of an investigation and that only experiments can explain phenomena and causal
relationships (Yin, 2009). While some question the “generaliseability” argument (in
terms of applying single case study findings to a wider population sample), Yin (2009)
suggest that case studies “are generalizable to theoretical propositions” and not to

populations or “statistical generalizations” (2009, p.15).

Another common misconception is that the case study method lacks rigour and
trustworthiness compared with experimental methods. Proponents of the case study
method agree that it is very important to follow established frameworks and guidelines
to establish reliability, validity, transferability and confirmability (Russell et al., 2005;
Baxter & Jack, 2008; Yin, 2009). A case study design that involves both qualitative and
quantitative data offers the opportunity for the triangulation of data from multiple
sources of evidence (Walshe et al., 2004). This has the advantage of enhancing rigour,
especially construct validity (Yin, 2009) via the use of various data collecting strategies
(including, but not limited to, field notes from observational data, open-ended

interviews, structured surveys and archival documentation (Bergen & While, 2000). By
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examining the cumulative view of data drawn from different contexts and interpreting
where the data intersect or “triangulate,” the reliability of using a single research
method is strengthened (Silverman, 2010), a strategy now commonly adopted by many
qualitative researchers. Methodological triangulation may be preferable in case study
research where several research questions are to be explored or where mixed methods
may help to corroborate similar findings (Mason, 1996) or contexts embedded in the

data relative to the phenomena being explored.

In terms of designing a case study, Yin (2009) describes several steps to identify
the case or cases to be studied and importantly, to establish the logic for conducting the
study. One needs to consider; a) whether the case study method is appropriate for the
research focus or question(s) being asked; b) the context, “case” or unit of analysis must
be considered; c) have boundaries been placed on the case (time, place, context or
activity) to determine the scope of the study (Yin, 2009) and d) the type of case study
(quided by the study aim or purpose) should be stated. Yin and Stake use different
terminology to describe case study type. Yin (2009) suggests that case studies are either
exploratory (used to explore situations where a phenomenon being evaluated has no
clear, single set of outcomes), explanatory (asking questions seeking to explain the
presumed causal links in complex real-life interventions) or descriptive [used to
describe a phenomenon and the real-life context in which it occurred] (Yin, 2003;
Baxter & Jack, 2008). In contrast, Stake (1995) suggests a case can be intrinsic or
instrumental. The intrinsic case study is preferred when the case is of genuine interest
and the research is undertaken to understand the specifics of the case. Instrumental type
of case study is used when researchers want to understand something other than the
specific case being studied or understand an issue external or secondary to the case
being studied (Baxter & Jack, 2008). Case studies can be single or multiple cases in
design. Single case designs can be holistic (Yin, 2009), with a single unit of analysis or
embedded, containing multiple units of analysis. In addition, theories, propositions or
conceptual frameworks (Yin, 2009) may also be included in the case study design to
anchor the study. However, theories may also be generated later from interpreting and

analysing data derived from the case study (Yin, 2009).

A description of the steps involved in designing this case study follows. In terms

of whether the case study method is appropriate for this research study, a case study
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method asks “what” type of questions to explain certain phenomena. In this study, the
SPO of the AHGP were examined to explain the extent to which the AHGP is a quality
home based CR program. In terms of the context, “case” or unit of analysis, the case
study used an embedded single case design with multiple units of analysis
(encompassing both mentors and patients) to answer the research questions. This type
of case study, was selected to allow an in depth evaluation of the AHGP and the
mentoring role, using multiple sources of evidence (both quantitative and qualitative
data). This was undertaken because there has been very little evaluation of the program

to date.

In terms of the placement of boundaries on the case (time, place, context or
activity), the case study was bound geographically in terms of participant residence, by
data collection procedures and by time. The study occurred in regional areas of
Tasmania, with the greatest number of patients using the AHGP in the south of the state.
Only adult patients recovering from M1 and who could not attend a hospital based CR
program volunteered. Only registered nurses (who undertook specialist mentor
training) took part in the AHGP. Data was collected from patients in hospital, via
telephone interviews and by return mail during different time periods because of the
geographical location of their residence (throughout Tasmania). Data from mentors was
collected from their clinical patient records and via an internet based written survey.
This method was chosen because mentors were a) placed in regional areas of Tasmania
and face to face meetings were difficult to organise and b) mentors requested to be
surveyed by email. The AHGP was also bound by time and place, with the study
completed over a three year period, recruiting patients in Tasmania’s public hospitals.
Several forms of data collection were undertaken during the study to identify and
understand the structures, processes and outcomes of the AHGP. These are highlighted
in the data collection procedures section of this document. Quantitative data focussed
mostly on patient and mentor perceived outcomes evidenced via self-report
questionnaires and surveys. The analysis of mentor field notes and mentor survey
provided qualitative data concerning the structures and processes relevant to the
outcomes of the mentoring aspect of the program. In terms of the type of case study
used (guided by the study aim or purpose), the study used an explanatory approach to
understand the SPO of a new model of CR (the AHGP) and to link the implementation
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of a program (AHGP) with program effects.

Case study research, according to Rosenberg and Yates (2007), can be
conceptually and methodologically challenging to novice researchers. They advocate
the use of schematics to provide the key steps necessary to promote rigour and the
“procedural clarity” and “methodological integrity” required to conduct case study
research (2007, p. 451). Figure 2, provides an eight step schematic representation of the
procedural steps undertaken in this case study to provide conceptual and procedural
clarity and promote methodological rigour (Rosenberg & Yates, 2007).

The case study method was chosen as an appropriate research methodology to
build an explanation about the context of the study; the patients and mentors of the
AHGP and the structures, processes and outcomes of the AHGP as perceived by
patients and mentors. Building an explanation through pattern matching seeks to
understand a phenomenon (the AHGP) and its value as a standalone CR program for

rural patients recovering from MI.
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Figure 2. An eight step schematic of case study design applied to the
Aussie Heart Guide Program [adapted from Rosenberg & Yates, 2007].
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Research methods

This section provides an overview of the sample used in this study. The setting,
study participants, inclusion and exclusion criteria are described, followed by the
recruitment strategy and the mentoring process. A detailed description of the collection,
management and analysis of data, and steps taken to enhance study rigour of the

research are detailed. The chapter finishes with the ethical considerations of this study.
Setting

Participants in this study consisted of patients and mentors. Patients were
recruited from patients admitted to the coronary care units (CCU) of three metropolitan
hospitals in Tasmania. All patients in these hospitals were routinely offered CR as part
of their treatment and convalescence. Currently in Tasmania, CR programs are hospital
based and run as outpatient programs in four major metropolitan areas of the state.
Mentors were coronary care and CR nurses who attended a training work shop about the
AHGP and then agree to mentor patients in their homes. The study commenced in July

2008 and was completed in December 2011.
Study participants

Study participants were patients and their mentors. Patient participants were those
who agreed to participate in the AHGP and who met the following inclusion criteria;
adults (18 years of age or older) and had suffered an MI. Patients with a previous
history of MI were not excluded because all patients should have an opportunity to gain
knowledge and on going support after cardiac illness. Diagnosis of M1 was confirmed
by each patient’s consulting cardiologist. Proof of MI was deemed conclusive via the
measurement of plasma cardiac Troponin | with an M1 cut off of 0.120 ug/L (using the
Vitros Troponin | ES Reagent on the Vitros ECi Immunodiagnostic System). Patients
were identified for potential inclusion if they were unable (due to time, cost of travel, no
transport, financial issues etc.) to access another form of CR, able to read and write in
English and were not cognitively impaired. The ability to converse, read and write in
English was justified because the AHGP is currently not available in other languages.

In terms of cognitive impairment, participants needed to be able to comprehend the

AHGP resources. Participants could join the program if they had family members or
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significant others who could assist them with reading, writing and help complete

questionnaires.

Adult participants admitted to coronary care units were excluded if they were
clinically unstable (due to uncontrolled arrhythmia, unstable angina or heart failure
[class 3 or 4]), had a history of major psychiatric illness (including dementia), possessed
significant co-morbidities that may preclude the ability to exercise (severe osteoarthritis
or rheumatoid arthritis, osteoporosis or back injury), or had severe eyesight or hearing
impairment which would prevent the reading or listening to the AHGP resources.

The seven mentors who participated in this study were nurses specifically
trained to deliver the AHGP. All mentors in the study were experienced nurses
employed in coronary care units or outpatient CR programs in Tasmanian hospitals and
were invited to register their interest in becoming an AHGP mentor in February 2008.
After training, mentors used a checklist to check whether patients could be included or
excluded from the study. Mentors, in conjunction with cardiology nurses, assessed

patient eligibility.
Patient recruitment strategy

All consecutive patients who met the inclusion criteria for the study were
identified for potential study recruitment. The study aimed to invite 50 patient
volunteers to participate in this multi-centred regional study. A limit was set due to the
cost of audiovisual resources used in the program. Potential participants were initially
identified on admission by coronary care nurses (or the CR nurse coordinator), if there
was a strong likelihood that they had suffered an M, lived in rural communities outside
the reach of city or metropolitan hospital based CR programs.

When admitted patients were clinically stable, potential study participants were
approached by coronary care nurses and introduced to the CR coordinator. No new
processes were used to identify potential study participants. Patients who reside in
geographically isolated areas, under normal circumstances are unlikely to travel long
distances to attend hospital based CR programs. Thus, all study participants living
remotely were given the opportunity to voluntarily participate in the AHGP. Each

patient was informed about the study by CR nurse coordinators and given the Study
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Participant Information Form (see Appendix 1) for perusal. After questions were
answered to their satisfaction, patients interested in joining the study were advised of
their right to refuse questions and withdraw from the study at any point without
prejudice in relation to their treatment or ongoing care. At this point, patients were also
advised that all their personal details and information would remain confidential with all
personally identifying data removed from the study records after the completion of data

analysis.

Patients wishing to participate in the study were asked to sign a duplicate consent
form (one for participant to keep, one for study records) and then formally invited to
join the program (see Appendix 2). In most cases, the attending CR nurse in each
hospital became the assigned mentor for the patient and organised to meet with the
patient and spouse, family or significant other at a mutually convenient time to formally
begin the program. Patients who declined the opportunity to join the study received
usual discharge care without prejudice. Participants were formally discharged from the
study after they had completed 1) the six week AHGP, 2) completed the various
evaluation questionnaires and 3) received a discharge letter from the study investigators.

Participants formally commenced the AHGP within one week of being discharged
from hospital. Information regarding the AHGP was provided to patients prior to
leaving hospital. Most patients met their nurse mentor for about an hour prior to
leaving hospital. This interview was part of the AHGP in this pilot study research
study. It was meant to formalise not only the mentor/patient relationship, building of
trust and rapport but represented in most cases, the only time a formal face to face
meeting occurred between mentors and patients, during the home based CR program.
Ideally, all patients completed the interview with their mentor prior to discharge from
hospital. However, on occasions, some patients were discharged from hospital within
48 hours of admission. In cases where participants wished to join the program but were
to be discharged prior to the interview with their mentor, they were given the
opportunity to join the program by arranging to meet with their mentor within one week
of discharge from hospital. To ensure all aspects of discharge and features of the
program were discussed, operational check lists were used to assist mentors to address

all issues and processes pertinent to the AHGP.
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Mentor recruitment and training strategy

The recruitment of nurses to be trained as mentors occurred through hospital
flyers, email contact between clinical wards and via a statewide CR interest group. To
become a AHGP nurse mentor, individuals attended a specific training workshop
designed and delivered in person by Professor Robert Lewin from York University, UK.
This provided the framework for the specialist training of nurses in relation to the
AHGP and the use of CBT principles and other strategies to assist mentors during the
program. Once additional preparatory reading was completed, online and further
training sessions were attended by mentors and interested nurses were invited to join the
AHGP as mentors.

The AHGP

The AHGP was adapted from the United Kingdom’s “Heart Manual” (Lewin et
al., 1992) which was introduced to improve the uptake of CR for patients recovering
from MI. As a home based CR program, the “heart manual” has been compared with
other hospital based CR programs and found to be as effective (Dalal et al., 2007, Jolly
et al., 2009; Taylor et al, 2015). In Australia, the AHGP was modified for the
Australian setting in 2008 by the Australian Cardiovascular Health and Rehabilitation
Association (ACRA) and Medical-Ed, Australia produced the audiovisual resources. It
is a self help style CR program, patients recovering from cardiac illness can use in their
own homes. It aims to assist recovery by providing continuity of care after discharge
from hospital, disease specific information to aid in their understanding of their illness
and by supporting patients practically and emotionally through the provision of
specially trained nurse mentors. Essentially, the AHGP consists of several information
and education based audio visual resources packaged in a self closing laminated plastic
file (see Appendix 3) and the support and guidance of a nurse mentor for the duration of
the AHGP. The resources included a) two workbooks for patients to read and follow
recommendations, b) one workbook for spouses, partners and significant others to read,
C) one patient pocket diary to record daily activities, use of medications,follow-up
appointments and medical emergency prompts, (d) one relaxation compact disc or tape
recording to help reduce stress and (e) one interactive educational CD-ROMs (compact

disc read-only memory) specifically about heart health and (f) one patient diary to
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record daily activities, use of medications,follow-up appointments and medical
emergency prompts and 2) the support and guidance of a nurse mentor for the duration
of the AHGP.

The first of two workbooks contain the most important information relative to
recovery and is delivered in an easy to understand language often using a cartoon type
format. While others have found the format not agreeable to everyone, due to the
diversity of literacy and education in the population, extensive testing in other countries
using similar formats found the cartoon format to be highly acceptable to most patients
(Lewin et al., 1992; Pedretti et al., 2006; Eadie & Tane, 2010). workbook one’s
educational message commences with an introduction detailing the aims of the AHGP
and some examples of what previous patient’s thought of the similar h hospital. Most
patients met their nurse mentor for about an hour prior to leaving hospital. This
interview was part of the AHGP in this pilot study research study. It was meant to ome

based CR programs.

Workbook one’s introduction provides information regarding the program’s aims
and objectives, followed by a section where the patient can “sign up” declaring their
interest and commitment to continue. Following this, an interactive section of the
workbook introduces the reader to commonly held misconceptions about heart disease.
This leads in to information about CHD, associated risk factors and the setting of goals
to assist with recovery and maintenance of health. A case study titled “Julie’s story”
demonstrates to the reader how the planning of weekly targets, the use of a diary to
guide recovery and help of a mentor or life coach assists recovery over time. The next
section of the workbook deals with activity and relaxation. It encourages the use of the
relaxation CR-ROM using guided imagery and breathing technique. The final page
provides information relevant to patient safety and gives details about the symptoms of

a heart attack and what to do if symptoms reoccur.

Workbook two contains an index and patients can read all or parts that are of
interest to them. Mentors openly encourage patients to read through the entire booklet.
However, the index system was introduced after field testing to prevent reader fatigue
and assist those patients with cognitive issues such as poor concentration. The index

page assists guide users to select headings they are interested in and then “tick” the
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listings off, making it a relatively easy task of selecting other topics at different sittings.
Some of the subject matter covered includes worries, sleep, sex, surgery, smoking,
diabetes, medications, activity, heart problems in families and support resources
available to them.

Workbook three is provided for partners and families. Many misconceptions
surround how families should act around patients when they return home from hospital
after a cardiac event. This aims to dispel some of these misconceptions, so family
members can better understand the process of CR. It covers information concerned with
providing support (emotional, physical and social) during their partner’s recovery,
issues concerned with physical intimacy and provides commonsense answers to many

of the commonly held questions relating to heart disease and recovery.

The pocket diary is an important aspect of the AHGP intervention. It represents
the daily and weekly goals or targets set by the patient in collaboration with their
mentor. A degree of intrinsic reward is associated with goal setting. Practicing the skill
then “ticking off” the goal (goal achievement) assists the user to move positively along
the recovery pathway continuum. While patients were encouraged to choose their
initial personal goals, mentors helped if requested to do so. Initially, mentors work
closely with patients while in hospital to promote understanding of the lifestyle factors
that may have contributed to their illness. From this point, patients select goals they
wish to achieve over an agreed period. Mentors assist patients as necessary to ensure
that behavioural goals are specific, measurable, achievable, rewarding and time bound.
The diary is small enough to carry on their person or in a carry bag and contains
relevant information concerning their recorded goals and progress, emergency phone
contacts, doctor appointment times, risk factor measurements (such as blood pressure,
smoking status, weight, girth size, activity, cholesterol and target checklists) and
physical effort score when performing exercise or other activities. The program also
offers a relaxation therapy CD for patients to use. For patients who do not have access
to a CD player, a tape recording of relaxation techniques was supplied. A CD-Rom was
also made available which contained heart health material and interactive diagrams of

the circulatory system and information about risk factors of heart disease.
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Mentoring processes

Once patients had given consent and joined the AHGP, mentors organised a
mutually agreeable time with patients to conduct an interview lasting approximately one
hour. Mentors encouraged the patient’s partner or significant other to be present at this
interview to fully discuss the six week program. An information protocol (see
Appendix 4) was designed to help guide the mentoring process. This was provided to
mentors during one of the training sessions. One of the key elements of the mentor role
was to support the patient through the transition from hospital to home. Apart from
adequately preparing patients for discharge, some of the important goals of this meeting
were to identify with the patient the supportive nature of the mentor role, to engage with
and motivate the patient, check their level of confidence and establish a relationship

based on mutual trust, collaboration and rapport (ie. PCC).

Much of the usual discharge planning to do with providing patients with
information to allow them to make the safe transition from hospital to home was
incorporated in to this meeting. Care of wounds, medication regimen, appropriate
activity plans following MI and management plans incorporating the safe storage and
usage of anti-anginal medications, and information relative tofollow-up medical
appointments were routinely discussed at this point. The AHGP resources were
explained at length by mentors and time given for patients to ask questions. Patients
were asked to identify the lifestyle factors they thought may have contributed to their
illness and what they considered they could do to lessen their risk. Mentors then
reviewed the section of the AHGP workbook that deal specifically with commonly held
cardiac misconceptions with the patient. This enabled misconceptions to be discussed

and corrected prior to hospital discharge.

Other mentor-patient discussions during the hospital interview included the use of
the pocket diary as a motivational tool and goal planning strategy. Potential problems
or issues once identified were negotiated using SMART goals (setting goals that are
specific, measurable, achievable, rewarding and timely) and an ongoing plan
documented in the patient pocket diary. Activity goals for example, represented
“targets” for the patients to practice every day for the following week. Progress was

monitored via goal setting achievements and lifestyle behaviour outcome surveillance.
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Mentors were encouraged to involve other health professionals or support services in
the community tofollow-up on issues or problems that could not be readily improved

without specialist health professional intervention.

Prior to hospital discharge, the patient completed the self report questionnaires
which represent the baseline data. Upon returning home with their AHGP resources,
patients work through their variousworkbooks including identifying their individualised
health goals. Health goals include examples such as such as increasing their walking
distance each day or practicing their breathing and relaxation exercises. Their effort or
progress is recorded daily in their diary. The diary serves to provide an intrinsic reward
for their daily effort in terms of practicing their goals. Mentors encouraged patients to
take their diary with them when they visit their family doctor to help remind them of
their progress or when telephone meetings were scheduled.

Mentors used a variety of strategies to assist patients in their health care decisions.
Some of these strategies included CBT, motivational interviewing and specific goal
setting. Mentors usually contacted their patients every week for six weeks following
hospital discharge, but the amount of contact between mentor and patient remained
negotiable with some patients requiring more contact and others less. Patients were
encouraged to contact their mentor or student researcher any time during the program if
important issues occurred out of pre-arranged contact times. The aim of weekly contact
was to support patients and check their progress in terms of their goal achievement and
to reinforce important aspects of their health care plan. If goals were met, mentors took
appropriate steps to praise and encourage their effort and ‘raise the bar’ a little and

discuss the addition of new goals or targets for the future.

Each consecutive weekly phone call by mentors followed essentially the same
format of checking goals that were previously set, raising the baseline, checking for
patiernt misconceptions, problem solving if required, review previous gains and reward
positive progress through audit and feedback. In addition, mentors assisted patients
with CBT strategies to rectify relapses in terms of their lifestyle behaviour change goals
and advised patients concerning the availability of on going maintenance programs after
completed the AHGP.

Although the student researcher knew some of the mentors professionally, an
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invitation to participate in the study as nurse mentors was distributed through the health
department usual communication networks and not directly by the student researcher.
The relationship between student researcher and mentors was professional. No coercion
was used to persuade mentors (or patients) to participate in the study. All data provided
by mentors were provided freely. In terms of supporting mentors during the study,
teleconferences were conducted during the first year of the study. Later, frequent
contact was made via email. The student researcher provided feedback to mentors to
problem solve any issues that may have arisen regarding the AHGP. These actions
were undertaken prior to the commencement of and during the study to improve
accuracy of data collection. The AHGP was implemented as a pilot project, and this

case study was used to evaluate it.
Study instruments

Several quantitative research instruments were used to collect data to measure
patient outcomes in this study. Each of the instruments is outlined in Table 1.
Following this, a description of each instruments reliability and validity is provided.
Approval was sought from the various authors of the instruments used in the study. All
instruments were given to participants in the form of self administered questionnaires.

Justification for the selection of the study instruments is as follows.

The Hospital Anxiety and Depression Scale (HADS) was included as a study
instrument because of its ease of use (for patients and scoring). It was widely used in
previous comparable Heart Manual research studies. Thus, potentially, comparisons can
be made from other previous research from the Heart Manual with the Aussie Heart
Guide Program. There is growing evidence suggesting the importance of checking all
cardiac patients for anxiety and depression because it negatively impacts patient
outcomes. The Physical Activity instrument used in this study was selected also because
of its simplicity in terms of its use which remains an important consideration for
community based self report questionnaires. In relation to Iliness perceptions, there is
evidence to suggest patient patients privately construct their own representations or
models which help them make sense of their experience and provide a basis for their
own coping responses when they are facing a new illness. Previous research from

several studies suggest that patients often have misconceptions regarding their illness
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(often about the disease itself) and these misconceptions if not corrected early may play
a significant negative role in their recovery. In the United Kingdom, clinicians using the
Heart Manual resources routinely check for patient misconceptions relating to their
disease. Clinicians are also trained on how to check for possible misconceptions.
Because the Heart Manual research is closely aligned with the AHGP, the IPQ-R was
selected as an instrument in this study. Mentors could check patient responses about
their illness and then correct any major misconceptions prior to commencing the
program. The MACNEW health related quality of life (HRQOL) instrument was
selected because it is one of only a small number of heart related HRQOL instruments
available. It was chosen because it related directly to patients who have had a
myocardial infarction (MI). The MACNEW relates directly with the AHGP intervention
because patients in this study were all MI survivors. The Health Education Impact
questionnaire was selected because it was originally designed to provide patient
information relating to their satisfaction of a program or course in terms of its ability to
convey health education and its impact on the patient’s self management practices and

the programs effect on their physical and mental behaviours.
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Table 1: Summary of study instruments used to measure outcomes

Scale Instrument: Items Response options Cronbach’s
Construct/Subscale/ # alpha
Dimension/Domain (previous)
HADS 2 Subscales
Anxiety 7 0=not at all .83
1= not often
2= sometimes
3= most of the time
Depression 7 As per Anxiety .82
Physical Activity 5 Subscales
Type of activity 3 record numbe of times
Intensity of activity 3 a= often 74
b= sometimes
c= never/rarely
Duration of activity 1 Record number of minutes 74
Physical fitness 1 1= very heavy e
2= heavy
3= moderate
4= light
5= very light
Daily activities 1 1=no difficulty 74

2=a little bit of difficulty
3=some difficulty
4=much difficulty
5=could not do
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IPQ-R

MacNew HRQOL

heiQ

9 Constructs
Identity
Timeline (Acute/Chronic)

Consequences

Personal control
Treatment control

Illness coherence
Timeline cyclical
Emotional representations
Causes

3 Domains

Physical domains

Emotional domains

Social domains

8 Dimensions
Positive and Active
Engagement in Life

84
14
6

o B~ O1 01T OO

27*
13

14

13
42

Yes/no

1= strongly disagree

2= disagree

3= neither agree or disagree
4= agree

5= strongly agree

As per Timeline response
As per Timeline response
As per Timeline response
As per Timeline response
As per Timeline response
As per Timeline response
As per Timeline response

1=none of the time

2=a little of the time
3=some of the time

4=a good bit of the time
5=most of the time
6=almost all of the time
7=all of the time

As per Physical domain

As per Physical domain

1=Strongly disagree
2=Disagree
3=Neither agree or disagree

N/A
.89

.84
81
.80
87
79
.88
.86

94

92
92

.86
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4=Agree
5=Strongly agree

Health Directed Behaviour As per Positive and Active .80
engagement in life

Skill and Technique As per Positive and Active 81

Acquisition engagement in life

Constructive Attitudes and As per Positive and Active 81

Approaches engagement in life

Self Monitoring and As per Positive and Active .70

Insight engagement in life

Health Service Navigation As per Positive and Active .82
engagement in life

Social Integration and As per Positive and Active .86

Support engagement in life

Emotional Wellbeing As per Positive and Active .89

(reversed scale)

engagement in life

Scale - HADS (Hospital Anxiety and Depression Scale), Physical Activity (Short
Measure of Physical Activity) Questionnaire, IPQ-R (Revised IlIness Perception Questionnaire), MacNEW
(MacNew Health Related Quality of Life Questionnaire), heiQ (Health Education Impact Questionnaire),

#- number if items, N/A (not applicable), *some of the emotional and social domains share the same item number.
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Reliability and validity of study instruments

Reliability refers to how consistent results taken with a measure really are
whereas validity refers to how well a test measures what it is meant to measure
(Minichiello et al., 2004). Instruments used in the study were previously found to be
reliable and valid by other researchers. An overview of each instrument is presented
next. The 14 item HADS was used to measure levels of patient anxiety and depression
in this study. The scale has been found to be easily administered taking between three
and five minutes to complete, is available in several languages and has been found to be
acceptable to a variety of patients from several clinical populations (Dawkins et al.,
2006; Sultan et al., 2010). The HADS has been extensively researched over 20 years
and consistently validated by several independent studies (Herrmann, 1997; Bjelland et
al., 2002). Another large study found the basic psychometric properties of the HADS to
be satisfactory in terms of its item factor structure, intercorrelation, homogeneity and
internal consistency (Mykletun, Stordal, & Dahl, 2001). The various psychometric
properties of the HADS including the internal consistency, test-retest reliability, factor
analysis of the two sub scales (except for one item responsible for detecting depression)
and concurrent validity used to measure the independent sub group correlations were

found to be reliable and valid by Michopoulos and colleagues (2008).

The nine item Physical Activity (Short Measure of Physical Activity)
guestionnaire was used to measure the physical activity of patients at two differing time
points, before and after program. The authors claim to have designed a simple method
to assess the exercise behaviour of adults of both sexes in the community (Godin &
Shephard, 1985). The instrument is self administered, takes little time to complete and
discriminates between persons who exercise frequently as opposed to those who are
sedentary (American College of Sport Medicine, 1997). The reliability and concurrent
validity testing of the nine item questionnaire was found to be accurate in terms of
discriminating between different time periods and levels of exercise intensity (Godin &
Shephard, 1985). Others undertaking reliability and validation studies have found this
simple questionnaire satisfactory in determining the exercise behaviour of individuals in

the community setting (Sallis et al., 1993; Jacobs et al., 1993).

The 84 item IPQ-R was used to measure the illness perceptions of patients in this
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study. It was administered prior to commencing the AHGP and after completion of the
program. The IPQ-R version was undertaken by its authors (Moss-Morris et al., 2002)
to improve the original version of the IPQ (Weinman et al., 1996). The IPQ-R aimed to
modify some of the measurement properties and to improve the consistency of some of
the items and to include another important theme consistent with the self-regulatory
model, namely that of emotional representation (Moss-Morris et al., 2002). Subsequent
testing of the IPQ-R found its psychometric properties to be improved. Analyses were
conducted to test which questionnaire items best represent the original dimensions or
categories. All the items and subscales were found to demonstrate internal reliability
and validity and strong correlations were demonstrated when investigating the
interrelationships between each of the dimensions (Moss-Morris et al., 2002). Test-
retest reliability of the IPQ-R was conducted over a six month period by the authors to

test the stability of the constructs over time and found their reliability to be consistent.

The 27 item MacNew (HRQOL) instrument was used to measure the HRQOL of
patients in this study. The MacNew (HRQOL) was developed specifically for patients
who have had a Ml the psychometric properties of the instrument have been tested in
several clinical studies and found to be satisfactory in the properties of reliability,
validity, responsiveness and interpretability (Oldridge et al., 1998; Dixon, Lim &
Oldridge, 2002; Hofer et al., 2004). The internal consistency of each of the three
domains was found to be satisfactory and reproducibility standards confirmed via the
test-retest correlations method on separate occasions (Hofer et al., 2004). In terms of
validity, face and content validity was determined during the original testing of the
instrument (Hillers et al., 1994) and construct-related validity to test the discriminatory
properties of the instrument was also found to be satisfactory (Hofer et al., 2004; Maes
et al., 2008). In relation to the instruments responsiveness (sensitivity to change) over
time, it has been reported to be both responsive and sensitive (Maes et al., 2008) to
changes in HRQOL. Others report similar results following treatment especially when
the instrument was used as an outcome measure for CR (Gardner et al., 2003; Hofer et
al., 2004).

The 42 item heiQ instrument was used to measure the benefits or impact of a
broad range of patient education information contained in the AHGP. According to

Osborne and colleagues (2007) the heiQ instrument has been extensively tested using
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Structural Equation Modelling and Item Response Theory which demonstrated high
construct validity as well as showing reliability when measuring a broad range of
patient education program benefits. Further testing and feedback from subsequent trials
has led to two further versions and refinements including, the translation of the heiQ
into 9 different languages (Schuler et al., 2013), reducing the user response scale from 6
to 4 where two items were discarded from the instrument without compromising

internal consistency or reliability (Osborne et al., 2007).
The patient interviews

Qualitative data relating to patient outcomes was collected from patient
interviews. Interviewed were conducted by the student researcher via telephone over a
two week time period after the completion of the AHGP. The interviews were semi-
structured, ranged between 10 and 30 minutes in duration and notes were written during
patient responses and then typed on to a MS Word document. A core aspect of the
AHGP was mentoring, which became one focus of the interview. The interview guide
consisted of three broad questions: “What was your impression of the AHGP?” “What
did having a nurse mentor mean to you during your recovery?” and “What was good or
bad about the mentor?”” Prompts were used to elicit more information from participants

as required.
The mentor surveys

Qualitative data relating to the AHGP came from a mentor survey and mentor
clinical notes. The SPO framework guided the development of questions for the mentor
survey (see Table 2). Examples of structural questions were: 1) What knowledge and
skills do you think you need to be a AHGP mentor? And 2) What did you find valuable
about the mentor training? Suggest any changes that you believe would improve the
mentor role. Examples of process questions were: 1) What were some of the major
difficulties you experienced as a mentor? And 2) What barriers prevent you from
incorporating the AHG in to your current practice? And 2) What were some of the
major difficulties you experienced as a mentor? Examples of outcome questions were:
1) What personal/professional rewards (knowledge, skills or experiences) did you gain
from being a mentor? And 2) What were the drawbacks associated with being a mentor?

Drafts of these questions were piloted and slight modifications to wording were made
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prior to the main survey being administered. All mentor clinical notes were collected

and data analysed at the completion of the study.

Table 2: Mentor survey questions

Question

1. What knowledge and skills do you think you need to be an AHGP

mentor?

2. What did you find valuable about the mentor training? Suggest any
additional training that may have benefited the mentor role.

3. What barriers may have prevented you from incorporating the AHGP
in to your current practice?

4. What were some of the difficulties you experienced as a mentor?

5. What aspects/jobs/activities do you think were most important in your
role as a mentor?

6. What personal and/or professional rewards did you gain from being a
mentor?

7. Were there any drawbacks associated with being a nurse mentor?
8. In your opinion, what are the strengths and weaknesses of the AHGP?

9. Is there anything else you would like to report about the AHGP?

AHGP - Aussie Heart Guide Program

Data collection

Data was collected from mentors and patients during the study. Quantitative data
analysis compared the demographic and clinical characteristics of AHGP completers
and partial completers using the Chi-square test analysis included demographic and
clinical characteristic data from patients and specific patient outcome data. Qualitative
data was collected from patient telephone interviews, a mentor survey and mentor
clinical progress notes. There were six data collection points in this study which are
presented in Figure 3. The first contact between the CR nurse coordinator and patients
in hospital represents data collection point one. Demographic characteristics and other
information such as medical history records, pathology and radiological results
represent normal routine practice. This data was recorded in detail in the personal

medical history of all patients admitted. Apart from normal demographic data, a
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clinical medical history denoting risk factor or lifestyle risk was undertaken by the
cardiology medical staff. Some of this data was included in the study’s demographic

data sheet as per Appendix 5.

Data collection point 1
Data collected
Patient medical from patients by
records, demographic | mentors in
and clinical data hospital
[

|
Data collected from

LData collection point 2

Patient self-report patients by mentors
questionnaires (pre- in hospital prior to
discharge

intervention)

|
Data from patients at

LData collection point 3

Patient self-report program completion (at
questionnaires (post- 6-8 weeks) mailed to
intervention) student researcher

|
Data collected by

Mentor field notes sent | mentors and sent to
student researcher
when program

completed

LData collection point 4

to study investigators
via hospital mail system

Data collected by
student researcher at
program completion

Data collection point 5

Patient telephone
interviews

|

Data collected by
student researcher via
email at study
completion

Data collection point 6

Mentor Survey

Figure 3. Data collection points from the study
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Data collection point two occurred in hospital. Self report questionnaires were
completed by the patient during the arranged mentor-patient interview prior to being
discharged from hospital. Data collection point two represents the pre interventional
data which was later analysed, and comparisons made with the post interventional data
collected at the completion of the six week program. Once the patient and their family
were satisfied with the proposed program, patients were discharged from hospital with

mutually agreed follow-up phone meeting appointments with their assigned mentor.

The AHGP was deemed to be complete after approximately six to eight weeks
duration subject to mentor and patient collaborative agreement. Mentors having
patients with unresolved issues were encouraged to continue to mentor their patients
until both parties were satisfied with outcomes. This enabled patients struggling with
their recovery further support if needed. Mentors notified the chief investigator at this
point to clarify that they had completed the program with their patient. Once notified,
the study investigators mailed out identical self report questionnaires used prior to
discharge (pre-intervention surveys) to each patient. Instructions explaining the purpose
of the post intervention questionnaires accompanied the questionnaires. This
represented data collection point three (post intervention surveys). Mentors contacted
each patient’s local doctor by letter to explain the objectives of the program and
provided an update in relation to their patient’s progress after completion of the

program.

During the program, each mentor recorded field notes relative to their patient’s
week by week progress. As each patient completed the AHGP, mentors forwarded their
field notes to the study investigators for analysis. These notes were kept securely in a
locked filing cabinet. At the completion of the program these notes were mailed to the
study investigators for de-identification, data analysis and safekeeping. This
represented data collection point four. Patient telephone interviews were conducted by
the student researcher following completion of the program. This represents data
collection point five. The final data collection point (number six) occurred at study
completion so mentors could reflect over the course of the study and consider the
experiences gained from mentoring multiple numbers of patients. Mentors were all
contacted, and an open ended email survey conducted to provide feedback concerning

their mentor experiences. Additional information relative to the mentor survey was
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introduced under the heading study instruments.

Data analysis

Both quantitative and qualitative data analyses were used in this study. SPPS
(version 19) software was used to perform the statistical tests required to analyse the
quantitative data collected in this study. Statistical analysis included the use of
descriptive and inferential statistics. Descriptive statistics were used to summarize the
sample characteristics using frequencies and percentages for categorical data and means
and standard deviations or median and IQR (interquartile range) for continuous data (for
HADS, Physical Activity, IPQ-R, MacNew HRQOL and heiQ scores). A paired sample
t-test was used to test the hypotheses that patient outcome variables changed over time
(pre and post intervention). The level of significance was set at the conventional p < .05

and two tailed tests used.

Thematic analysis was used to analyse data from the patient telephone interviews,
mentor field notes and the mentor survey. Thematic analysis, according to Braun and
Clarke (2006) is a widely used qualitative research method. It offers a flexible and
rigorous approach to construct meaning from diverse data by analysing data into
patterns or themes. Thematic analysis may be applied across a range or theoretical
approaches and probably stems from realist or experiential methodologies (Braun and
Clarke, 2006). It also remains compatible with essentialist and constructionist
psychological constructs and due to its theoretical freedom can provide flexibility as a
research tool as well as provide a rich and detailed account of data (Braun & Clarke,
2006).

Thematic analysis can identify themes and patterns in two main ways; at the
inductive level, whereby identified themes are inextricably linked to the data set or put
simply, the thematic analysis is data driven or at the deductive level, where themes are
analysed from a theoretical perspective or interest (Braun & Clarke, (2006). Deductive
thematic analysis usually provides a less dense data set but a more detailed analysis of
some aspect of the data. In this study, raw data from mentor surveys and field notes
was first sorted deductively using Donebedian’s SPO framework (1966) and then within
this framework, data was coded inductively and sorted in to themes and sub-themes.
Braun and Clarke (2006) conclude that the method of analysis chosen should be guided
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by both the research question and the researcher’s broader theoretical assumptions.
Thematic analysis provides a flexible qualitative method across a range of

epistemologies and research questions (Braun & Clarke, 2006).

Potential pitfalls such as failing to analyse the data at all (reporting a collection of
extracts with out meaningful narrative), using questions set out in interviews or surveys
as emerging themes, providing a weak or unfounded analysis where themes in the data
and conclusions are mismatched, not supported or contradictory, can be avoided by
following the step-by-step guidelines provided for novice researchers by Braun and
Clarke (2006). They identify the following six phases as critical to this qualitative
methods process. They include; familiarising oneself with the data (data transcription,
reading and re-reading data, noting ideas from the data), generating initial codes
(coding ideas systematically across the entire data set), searching for and collating
themes, reviewing themes (checking themes against coded extracts in order to generate
a thematic map), defining and naming themes (refining specifics of themes, generating
definitions, names and the “story”” behind the analysis), and producing a scholarly report
of the analysis. Braun and Clarke (2006) also provide researchers with an invaluable 15
point checklist of criteria for helping to determine whether a good thematic analysis has

been conducted in a robust and rigorous manner.

In this study, thematic analysis was used to analyse all collected qualitative data.
This included data from the patient telephone interviews, the mentor survey and mentor
clinical progress notes. Data from these three subsets of qualitative data were analysed
separately. All narrative transcripts were read several times to understand meanings and
gain an overall sense of the data. This helped achieve immersion and a sense of each
participant’s unique and complex perspective of two broad domains (the patient and
mentoring eperience and the AHGP). Line by line coding of the data was conducted
with similarities and differences observed. Codes were assigned to participants’
verbatim statements. A code book and memos were written to document the analytic
process including decisions about emerging sub-themes and final themes. After coding,
key thoughts, patterns and conceptualisations emerged from the data inductively,
leading to the grouping and labelling of sub-themes which were repeatedly rechecked
and questioned by the research team and classified into a hierarchal set of overarching

themes relative to each domain. Frequent recursive and iterative discussion occurred
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among the research team until agreement concerning the emerging themes was
forthcomimg. This ensured that the codes, sub-themes and emergent themes accurately

reflected and encompassed the data.

In addition to the above, a further step of analysis was undertaken that focused on
an explanation building strategy commonly used in case study research (Yin, 2009).
Case study data were analysed across the three data sets together to better explain the
potential causal linkages between the SPO of the AHGP. It entailed reviewing, refining
and then grouping of all themes from the three individual data sets once again under the
specific headings of the SPO framework. This secondary thematic analysis was
undertaken to reveal consistent findings and potentially new themes relative to the
AHGP.

Rigour

An issue of trustworthiness of findings in qualitative data analysis is often
considered in relation to credibility, dependability, transferability and confirmability
(Lincoln & Cuba, 1985). In the current study, purposive sampling (Roberts & Burke,
1989) ensured a broad representation of patients. Nurse mentors were recruited from
multiple hospital settings which also ensured a broad representation of survey
responses. Analyst triangulation (Patton, 2001) occurred from regular meetings with
the research team who ensured codes, sub-themes and final themes accurately reflected
the data for transferability, credibility and confirmability. A code book and memos
were written to document the analytic process including decisions about emerging sub-
themes and final themes. An audit trail (Lincoln & Cuba, 1985) of the analysis also
enhanced confirmability. In addition, confirmability was facilitated by the research
team adopting a reflexive approach (Barry et al. 1999) to find meaning from the
research data. Direct quotations from the mentors enhanced the findings (Lincoln &
Guba 1985). A case study design that involves both qualitative and quantitative data
offers the opportunity for the methodological triangulation of data from multiple
sources of evidence (Walshe et al., 2004). This has the advantage of enhancing rigour,
especially construct validity (Yin, 2009) via the use of various data collecting strategies
(Bergen & While, 2000).
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Ethical considerations

The research plan was carried out in accordance with the ethical principles
identified for scientific research (National Health & Medical Research Council, 2007).
Written ethical approvals to conduct this study (see Appendix 6 and 7) was provided by
the Human Research Ethics Committee (Tasmania) Network (H0009996) and the
Human Research Ethics Committee of Griffith University (NRS/02/10/HREC). Written
consent was obtained from all participants. The study could have been terminated at
any stage if for any reason the investigators believe that a continuation of the research
was causing harm to any participant. Participants were excluded from the study if their
illness or condition deteriorated markedly during the research project. The researcher
respected everyone’s right (whether a participant, health care worker or member of the
research team) to self-determination (participants must not be involved in research with
out asking them if they wish to participate), full disclosure (information must not be

withheld from the participant), privacy and anonymity.

Patients were made aware that any refusal to participate in the study on their
behalf would not have any effect on their treatment. Nurses participating in the study
were advised thay could withdraw from the study at any time. Participants were also
advised should a problem occur due to their participation in the study, the researcher
will be available to enure all treatment is forthcoming andfollow-up assured. Each
study participant gave informed consent after reading the information summary sheet
outlining the study. They were encouraged to ask questions relating to the study and
have these questions answered to their satisfaction. Bedside clinicians confirmed
patient understanding had been achieved through questioning and revisiting critical
aspects of the study as outlined in the information sheet given to all patients. The
student researcher was available by telephone or email to answer queries or help
mentors with problems should they arise from their participation in the study.

The AHGP nurse mentors assisted patients in terms of their informed consent and
by explaining all relevant details about the AHGP to prospective participants. Risks
were minimised by ensuring members of the health care team follow the agreed
protocols established in the research plan for delivery of the AHGP and the collection of

data. Study participants (nurses and patients) were advised that they could remove
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themselves from the study at any point with out prejudice or penalty. Participants could

also withdraw from the study if their condition deteriorated after leaving hospital.

In relation to data storage, all study materials in hard copy were secured in a
locked filing cupboard. All databases were kept on file in the investigators password
protected personal computer. All study materials after study completion once de-
identified, have been at the University of Tasmania research study repository (located at
the Launceston General Hospital). Data will be kept for six years as recommended by
Human Research Ethics Committee (Tasmania) Network.

The AHGP is an education program designed to change patient perceptions about
potential lifestyle behaviours that may be causing cardiac illness and demystify many of
the potential misconceptions relevant to the causes, treatments and recovery of patients
after a heart attack. It imparts knowledge and teaches participants, under the direction
of a suitably qualified health practitioner, what things they can do for themselves to
adopt healthier lifestyle practices and to lessen their risk of further heart illness. The
program presents no appreciable risk to participants recovering from heart attack.
Similar versions of home based CR programs are in use in several countries including
the UK, Italy, Netherlands, New Zealand and Canada (NHS Lothian, 2016).

Summary

This chapter has described the SPO framework of health care quality used to
evaluate the AHGP. It has outlined the case study method used to meet the research
aims of this study. Information relevant to study design included a description of the
sample and the AHGP as an intervention. The instruments used to collect quantitative
data including their reliability and validity was presented. In addition, the method of
obtaining qualitative data was also described. Following this, the collection,
management and analysis of data, rigour and ethical considerations were presented. The
next chapter reports on the various themes that emerged from the analysis of qualitative
data from the patient telephone interviews, the mentor field notes and the mentor

survey.
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Chapter 4: Thematic Findings

Introduction

The previous chapter described the theoretical framework and research method
used to underpin this study. This chapter outlines the themes formulated through an in
depth analysis of the qualitative data collected from the patient telephone interviews, the
mentor survey and mentor clinical progress notes. Throughout the description of each
theme and subsequent sub-theme, verbatim quotations from the participants are
included to support and explain interpretation. As the study participants were either
patients or nurse mentors, each quotation will be clarified accordingly, with a
corresponding or number such as Patient #1 or Mentor #1.

The patient telephone interviews

CR patients enrolled in the study were interviewed by phone about their
perceptions of the AHGP and their mentors. A total of 13 phone interviews were
undertaken, comprising six females and seven male participants. Ages of the
participants ranged from 46 to 69 years and most patients lived between 50 and 100
kilometres from the nearest hospital based CR program. Table 3 lists the characteristics

of the patients who participated in the telephone interviews.
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Table 3: Sample characteristics from the patient telephone interviews

Sample characteristic Patients (n=13)

Frequency

Marital Status
Married/Partner
Lives alone 3

Employment
Yes
No
Disability
Retired

N N =

Distance to Cardiac
Rehabilitation

<50 kilometres 4
50-100 kilometres
>100 kilometres 2

The thematic analysis of the patient telephone interview data revealed four
themes: (1) assisting me (the patient) to cope; (2) supporting me (the patient) and my
family; (3) tailoring the AHGP to my (the patient) individual needs and (4) evaluating
and improving the AHGP. Each theme is comprised of varying sub-themes. Quotations
from patient interviews are provided under the description of themes and sub-themes to
summarise the understandings constructed from the data. Figure 4 outlines these
themes and sub-themes.

69



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS
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Figure 4. Themes and sub-themes from the patient telephone interviews

Assisting me to cope

During the telephone semi-structured interview, the patients described how
mentors assisted them to cope with the initial shock of having a heart attack and the
period of adjustment following hospital discharge and returning home. Mentors helped
patients by listening to their concerns, explaining hospital procedures, providing
information about cardiac disease and treatment and practical support in terms of
organising an individualised plan to follow after discharge from hospital. The data also
identified that patients were appreciative when mentor support was empathic,
recognized the patient as an individual, were treated with respect and afforded them
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opportunities to gain control and make decisions about their care and future. The sub-
themes detailed in this theme include; helping me to understand heart disease, helping

me not to feel isolated and providing me with new skills and strategies.
Helping me to understand heart disease

The data showed it was common for patients to have little understanding of CHD
in general and specifically, its cause, treatment and impact on their future. Patients
suggested mentors were instrumental in providing the information they needed to
understand the serious implications of heart disease, and what aspects of their lifestyle
they need to change to reduce their risk of future cardiac events. Mentors assisted
patient understanding by providing practical explanations, by using models and other

media and by highlighting key aspects of the written program resources:

She told me what | needed to know and then it was up to me
to do something about it. I do not think she could have done
more. She explained everything in an easy way.” (Patient # 11)

Patients also reflected that the acquisition of new knowledge about heart disease
remained a critical factor in helping them to appreciate the need to follow medical
management and after care advice and guidance:

The nurse spent quite some time explaining the program,
preparing me for going home from hospital. She explained

everything I needed to know very well and how she could
help me get back to good health. (Patient # 13)

I think apart from giving me the facts about my heart
problem, she settled me down, got me in to a routine
[when at home]. She answered my questions about having
a heart attack honestly and outlined the program and

what I had to do when I went home.” (Patient # 5)

Helping me not to feel isolated

Many patients who lived alone or a long way from medical services expressed
their mentors helped them overcome feelings of isolation. Feelings of isolation,
according to some patients, were accentuated by the uncertainty that a similar episode

may occur again, and that a further event may prove fatal. Patients with no immediate
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family, who lived alone and resided in areas isolated from emergency health services,

felt the most isolated:

I live a long way from the city and I live alone and do not drive,
so it was very good to have someone to talk to and ring if |
needed help. It was good for my peace of mind to have her
number in case I got stuck.” (Patient # 11)

Several patients reflected that while they preferred face to face contact with
health professionals per se, in terms of living a distance from hospital services,

they felt contact by telephone was much more beneficial than no contact:

I met her [the mentor] in hospital which was good because |
could put a face to the voice on the phone. | found the phone
calls to help somewhat. It was nice to get a phone call now and
then to see how | was going. (Patient # 3)

Patients suggested that mentors screened them carefully prior to discharge to
check whether they were at risk of feeling isolated and put in place solutions such as
regular phone contact, community support networks and possible referrals to other

community based health agencies:

I live alone, so the nurse mentor was vital for me | think in terms
of my recovery. (Patient # 6)

Providing me with new skills and strategies

Patients reflected that while it was important to learn as much as they could about
their disease or condition, they also needed practical support. Practical support could
range from providing resources used for stress relief to developing specific skills such
as learning how to set goals and record achievements in a personal diary. Patients also
expressed that an established rapport with their mentor often meant that a collaborative
approach was of benefit in terms of recovery. This was evident in patients who were
encouraged to develop skills that would enhance their ability to self-manage in relation

to long term goals:

Her phone contacts were greatly appreciated and | think kept me
on track in terms of eating better and exercising each day. (Patient # 6)
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Supporting me and my family

Patients identified it was important to them that mentors included their family in
discussions concerned with their discharge from hospital and specifically, aspects
involved with their enrolment in the AHGP. In situations where patients and their
families were emotionally overcome by the seriousness of their hospitalisation, it was
hoped that mentors would provide the necessary information and support to promote
acceptance of their heart condition and recovery. The sub-themes described within the
theme providing support to me and my family include; helping me and my family to

adjust and comforting me and my family.
Helping me and my family to adjust

Many patients described feeling stressed when trying to come to terms with their
illness and its effect on partners and family. Patients had an expectation that mentors
would provide information and support to loved ones especially during their
hospitalisation and include family members in terms of getting them prepared for
returning home. Furthermore, patients hoped that mentors would support and reassure
their loved ones by listening to concerns and clarifying issues during hospitalisation and

in the weeks following discharge:

My partner was really upset and beside himself. He thought |
could die at any moment. | had to send him home from the
hospital because he was going to pieces. She [the nurse mentor]
took him away and spent a good while with him discussing
everything and going through the program and recovery. This
action really turned things around for us. (Patient # 5)

I can’t think of anything she could have done different. She was
a “god send” for me and my wife who was very upset, especially
in hospital. (Patient # 7)

Comforting me and my family

Many patients felt that their mentor provided them with emotional support during
their recovery. Support was forthcoming in several ways. Mentors who showed
empathy were thought to embrace and understand some of the difficulties faced by
many patients experiencing a life changing event. Mentors who listened and considered

patient concerns, tailored a plan of care in conjunction with them and who gave
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encouragement were identified as nurses keenly interested in them as a person. Mentors
who were cheerful, friendly, hopeful and positive in terms of patient outlook appeared

to encompass patient notions of support in the data:

| found the phone calls comforting and kept me on track,
especially as | was trying to give up smoking and get in to
exercise [which I am still doing]. (Patient # 1)

She made the whole experience bearable. | am quite elderly, and
she was friendly, very caring, patient and understanding. (Patient
#7)

Tailoring the program to my individual needs

The collected data strongly reflected that many patients during their
hospitalisation had little understanding about why they had a heart disease. Most found
that their mentors were instrumental in providing them with the necessary information
to make decisions about their after hospital care and build the necessary confidence to
actively engage in their recovery.

In terms of its common usage today, “tailoring” in respect to individual needs,
amounts to “making or adapting” to a particular purpose. Patients were found to be
heterogeneous individuals of different age, gender, culture and social backgrounds.
Their level of knowledge regarding the perceived threat of an illness and their emotional
reaction to it was variable. The data reflected that patients responded positively to

mentors who tailored their rehabilitation in consideration to their individual needs.

The sub-themes from the theme tailoring the AHGP to my individual needs
include; trying to help me (the patient) to make positive changes about my health and
providing encouragement to help motivate me (the patient).

Trying to help me (the patient) to make positive changes about my health

Some patients claimed making changes to their lifestyle difficult to realise despite
being encouraged by mentors to improve their lifestyle. Ambivalence toward change
may be characterised as a set of conflicted ideas or feelings about the need to make
health changes. Despite the perceived benefits associated with adopting a healthy

lifestyle, some patients interviewed chose not make changes. For some patients, the
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consequences associated with making significant changes to their daily living were
daunting. Alternatively, the timing in relation to giving up something they enjoyed was
often not right for them:

I was really down in the dumps for about 3 months after my

heart attack. | could not be bothered to do some of the things | had

agreed to do. I’m not sure if it was because I went through a lot

in hospital or because of my age. My mentor helped turn things
around somewhat with her phone calls. (Patient # 13)

Providing encouragement to help motivate me

Patients suggested that mentors played a central role in working together with
patients to identify their personal risk factors and through collaboration, identify
strategies to achieve predetermined health goals. Patients suggested that mentors used
strategies of encouragement and other support networks to motivate them to complete
the AHGP, especially when faced with feelings of low self-confidence to make positive

changes in their health:

She encouraged us [patient and partner] to do the home rehab
program together, to motivate us I think. She was big on having
the desire to get up and get going again, and that is what we have
done. (Patient # 5)

Evaluating and improving the AHGP

During the telephone interviews, patients described their relationship with their
mentors and the impact of the AHGP on their recovery. Specifically, patients were
asked to reveal what was good or bad about their mentoring experience and more
generally in terms of their perception of the AHGP resources. The data clearly indicated
that patients thought that their mentors were an integral and important part of their
recovery from MI. There were also favourable reports suggesting patients would
recommend the AHGP resources to other patients, particularly those living alone or
unable to access after hospital support. The sub-themes detailed in the theme evaluating
and improving the AHGP include; thinking about how mentoring assisted my recovery

and thinking about how the AHGP and its’ resources assisted my recovery.
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Thinking about how mentoring assisted my recovery

From the interview data, it appears patients were very satisfied with the level of
assistance, care and support provided by their mentors during the six week program.
Mentors appeared to adequately introduce the AHGP to patients while in hospital and
then ensured patients were adequately prepared for discharge. One patient said, “my
mentor was very important to me, she talked me through the whole program, | had some
questions which she answered well and when | got home her phone calls were
comforting and kept me on track” (Patient # 1). Positive patient comments suggest
mentors might represent the conduit required to ensure a seamless transition from
hospital to home for patients recovering from MI. Patients welcomed mentor efforts to
regularly check their progress upon returning home, helping them to overcome potential
barriers to recovery and encouraging them to meet their agreed health goals on a day by
day, week to week basis:

The lady nurse mentor was excellent in all respects. She was
able to keep me on task by phoning me regularly. She told me

what I needed to know in an easy way and then it was up to me
to do it. I do not think she could have done more. (Patient # 11)

In terms of mentoring, most patients thought the weekly contact time with nurse

mentors for a period of six weeks was helpful:

I think the six week program was about right for me (Patient # 1)

The contacts with the mentor at home kept me focussed, settled
me down and got me into a routine. The amount of contact with
my mentor was about right. There were no bad points about the
mentoring side of things. (Patient # 4).

Thinking about how the AHGP and its’ resources assisted my recovery.

Patients were satisfied with the resources used in the AHGP. The resources

appeared to meet the informational needs of the patients and were simple to use:
I think the reading books [work books] should be made
available to all patients having a heart attack. Having the books

to keep means | can get them out from time to time to make sure
| keep on track. (Patient # 1)
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In terms of patient responses concerning the usefulness of the AHGP, patients
appeared to be satisfied. Many patients stated enrolling in the AHGP, meeting their
mentor while in hospital and having their mentor follow their progress at home, helped

assist in their recovery from Ml:

I am much relieved that I did the program, otherwise I am not
sure how | would have gone in my recovery. | don’t think
anything has to be changed. (Patient # 5)

In contrast, two patients were unsure concerning the impact of the AHGP on their
recovery, claiming they were motivated to improve their health, thus questioning the

need to be in a CR program:

I would recommend the program to others even though I did
not get a lot out of the books or phone calls. | can see how the
program may help others that don’t have much up and go or
are not that interested in their health. (Patient # 4)

In summary, the patient telephone interviews were undertaken to enable patients
enrolled in the AHGP to comment on aspects of the program and their relationship with
their mentors. The analysis demonstrated that patients found that mentors were
instrumental in assisting them to cope with their diagnosis, helping them to understand
heart disease, to follow an organised plan, not feel isolated and providing practical
support. Mentors not only provided comfort and support to patients but also their
families and significant others. Patients also suggested that mentors ensured that the
AHGP was tailored to their individual needs, providing encouragement to improve
confidence and motivating patients to successfully engage in positive lifestyle
behaviours. From this, it is apparent that the mentoring aspect of the AHGP is integral
to the success of the program and importantly, mentoring assisted patients to recover
their health after M.

The mentor survey

Mentors were surveyed about their experience of mentoring patients. A total of
seven CR nurses (all female) participated, their ages ranged from 27 to 55 years of age.
All mentors were experienced CR nurses with a minimum of five years clinical
experience. Data transcripts from the mentor survey were revisited several times to

verify meanings derived from the analysis. The data from the mentor interviews
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revealed four themes: (1) identifying oneself as a mentor; (2) identifying mentor

proficiency; (3) assisting patients to improve their health and (4) evaluating and

improving the AHGP. Quotations from the participants are included to assist with

interpretation. Figure 5 outlines the themes and sub-themes identified from the data

relating to the mentor survey.
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Figure 5. Themes and sub-themes from the mentor survey
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Identifying oneself as a mentor

Mentoring patients to improve the transitional care for patients recovering from
MI was a new concept for CR nurses in this study. The importance of improving the
transitional care experience of patients leaving hospital and providing timely follow up
has been reported previously (Berendsen et al., 2009; Prvu Bettger et al., 2012; Allen et
al., 2014; Stamp, Machado & Allen, 2014; Braet et al., 2016). They were encouraged to
reflect how mentoring might have changed their perception as nurses. Mentors said
they brought a variety of knowledge, clinical experience, skills and personal attributes
to their new role of supporting patients after hospital discharge. Mentors identified with
the experience of assisting patients in their transition during their recovery fom hospital
to home and through the mentoring experience, became more aware of the challenges
patients face during their rehabilitative period. While depth of knowledge and clinical
experience in CR was held in high regard by all mentors, many commented that the
personal qualities of mentors could also be of great importance in determining positive
outcomes for patients. Over and above the need to establish good rapport with patients,
mentors thought that to be successful over time they needed to be extremely passionate
about CR and have at their disposal a large “kit bag” of working knowledge about
health psychology which would help them understand human behaviour. Mentors
identified that the mentor role had the capacity to affect their emotions and that a link
might be established between the difficulties some mentors experienced during the
program and the recruitment of patients. Two sub-themes emerged under the theme of
identifying oneself as a mentor; acknowledging how the AHGP impacted on the mentor

role and understanding mentor emotions.
Acknowledging how the AHGP impacted on the mentor role

Mentors suggested that while generalist nurses are qualified in their knowledge
base to assist patients after MI, CR nurses who have undergone mentor training and
develop their CBT skills, can provide a unique service to patients especially after
hospital discharge:

I learned how to help clients to decide what it was they

wanted to change and how they would do that within a set
time frame. (Mentor # 4).
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Mentors found that the AHGP positively impacted on their personal beliefs
concerning their role as mentor. Mentors suggested that experiences gained from their
time in the program, coupled with new skills they had acquired through the specific
AHGRP training, enhanced their previous level of knowledge and skills surrounding CR:

Encouraging people to set their own goals and acknowledging

their progress and successes improved my CR skills. (Mentor
#2)

The program improved my communication skills and
increased my understanding in relation to the journey patients
often have to endure beyond the hospital door to successfully
rehabilitate. (Mentor # 7).

Understanding mentor emotions

Some mentors were surprised to learn that the mentor role itself was quite
demanding mentally and often left them experiencing feelings of frustration. Examples
that negatively impacted on mentor emotions included time constraints, lack of patient

motivation and trying to maintain good rapport with patients via phone:

A feeling of frustration and failure when the person involved

was unable to successfully make changes to their lifestyle. |

found the experience very emotionally draining at times.

Mentors need regular holidays and a good support person.

(Mentor # 5)

While some mentors acknowledged that the mentoring role was challenging and

often exhausting, many reflected that the mentoring experience allowed them to revisit
earlier held perceptions including their renewed sense of empathy for vulnerable

patients:

Empathy (for the patient) is very important and an
understanding of what it’s like to experience a life-changing
event. (Mentor #7)

While some mentors experienced negative emotions from the mentoring
experience, most others found the experience professionally rewarding:
Satisfaction occurred when clients where able to make healthy

choices and make changes to their life styles that they were
able to commit to and maintain over time. (Mentor # 5)
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One mentor also questioned why so many of the mentors who were initially
trained failed to recruit patients and that intrinsic reward may not be enough to attract
mentors to undertake a challenging role:

No financial reward exists for mentors to assist patients

outside of work time may be a reason why so few mentors
volunteered their time or tried to recruit patients. (Mentor # 5)

Mentor proficiency

The data revealed that most mentors thought they needed to be highly proficient
in carrying out of their mentor duties. Examples of mentor proficiency included a
sound generalist nursing knowledge, knowledge about cardiac rehabilitation and the
specific training required to understand the AHGP in terms of its applicability as a new
form of service delivery and the practical skills required to assist patients with their
recovery needs post hospitalisation. Mentors explained they required specific skill
mastery in cognitive behavioural therapy and collaborative goal setting to assist most
patients in their recovery and particularly, those patients with low levels of confidence

in relation to their ability to change their lifestyle.

From the data, mentor proficiency encompasses the knowledge, skill set and
clinical experience necessary to implement, coordinate and evaluate the AHGP. There
were three sub-themes identified under the theme of mentor proficiency; improving

knowledge, understanding the AHGP and developing mentor skills through training.
Improving knowledge

Mentors suggested they required a sound grounding in what they considered to be
generalist nursing knowledge to be effective mentors. This included the knowledge
acquired through nurse education, and then further developed over time with
professional experience. Specifically, they referred to disease specific knowledge
surrounding cardiac function and disease processes and subsequent management of
heart related disorders, including, surgical and medical management and knowledge of
risk factors:

Good understanding of anatomy and physiology but be able to

apply it in a way that lay persons can understand. Knowledge
of medications, treatment regimen and interventions,
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resources available to patients in and out of hospital and
community support is needed to build from. (Mentor # 6)

Mentors suggested they also required specific knowledge and understanding of
CR methods to be skilled in the execution of their CR duties. They asserted that
knowledge regarding all aspects of CR was mandatory to compliment their new
mentoring rolefor the role. This specific knowledge may be derived from academic
nursing courses, ongoing professional development and hands-on supervised clinical
training. It was apparent from the data that mentors considered their role to be unique

requiring CR knowledge and clinical experience:

Knowing when and how to ask the right questions to elicit
responses that will help patients understand cardiovascular
disease and its impact, underlying causes or risks — will help
set goals together to reduce ongoing risks, adverse outcomes,
and to recover well with ongoing support to maintain lifestyle
or behavioural changes in the long term. (Mentor # 2)

Understanding the AHGP

Mentors all agreed that they needed to understand the AHGP in depth to provide
patients with the necessary guidance to help them acquire the skills needed to self-
manage their cardiac health. Mentors felt that they needed to fully understand all
aspects of the program and theories pertaining to cognitive behavioural therapy,
motivational interviewing, collaborative goal setting and motivating patients with

demonstrated ambivalence towards making changes to their lifestyle:

Know the AHGP resources in-depth and importantly, be able
to apply the principles of CBT to practical situations. (Mentor
#2)

The mentor should have knowledge of behaviour change and
behaviour change outcomes, the skill of SMART [specific,
measurable, attainable, realistic and timely] goal setting and
be familiar with relaxation techniques. (Mentor # 3)

Developing mentor skills through training

Developing mentor skills through training refers to the perceptions of mentors
regarding the skills they learned during the AHGP training work shops. Mentors

identified several program specific skills that improved their general knowledge and
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experience specific to home based cardiac rehabilitation. These skills included
examples such as collaborative goal setting, motivational interviewing technique and

problem solving:

The AHGP training improved my role as a cardiac
rehabilitation nurse. | had the opportunity to meet the mentor
team members to review progress, discuss issues of concern
and give others general support if needed. (Mentor # 2)

The training gave a good overview of the role of an AHGP
mentor, including examples, suggestions and clarification of
the pack and booklets to be used. The training covered
important topics of rehabilitation, potential hurdles and
strategies to overcome these. (Mentor # 7)

Further analysis identified that mentors thought that after completing the program
training, certain skills must be obtained and practiced to competently assist and advise
patients about the AHGP:

The program helped me develop telephone mentoring skills,
communication skills, including active listening, open
questioning, re-phrasing, positive feedback to patients,
SMART goal setting and the use of diary to plan, monitor and
evaluate patient goals, motivational interviewing and

supporting clients to use various relaxation techniques.
(Mentor # 3)

Apart from learning program specific skills such as interviewing patients, goal
setting and the use of a diary to plan recovery, mentors considered it a priority to
become familiar with the specific training manuals and the various patient resources.
Subsequently, some mentors commented on how the applicability of resources assisted
them as mentors:

The patient AHGP resources were user friendly and easy for
patients to use. The mentor training manuals were easy to
understand and work through and gave the reader examples of

theory and practical applications through each phase of the
AHGP. (Mentor # 3)

Notably, a small number of mentors felt that while the training covered their

theoretical needs in terms of learning about a new program, it would have been
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preferable to have follow-up workshops to practice skills relating to more practical

aspects of the program such as patient interviewing, goal setting and telephony skills:
How the training was presented, led by an expert in behavioural
medicine, group forum and participation was good but more

practice sessions would have been an improvement. (Mentor #
1)

It would have been good to have someone to mentor us with the
first patient interview to make sure we had all information and
all necessary goals covered. (Mentor # 7)

Some mentors suggested certain aspects of mentor training, future resource
development and the administration of the program could be improved:
Much more preparation and training is needed to adequately
prepare mentors for the role. I think that is why some people
dropped out being mentors after the training work shop. It was

actually very hard work [mentoring] especially as you travel the
highs and lows with patients as they recover. (Mentor # 6)

“Future training should provide more examples of different
situations or scenarios and how to handle them. Include the re-
phrasing of negative patient’s responses and how to paraphrase
responses and reinforce effective/positive messages.” (Mentor #
5)

Assisting patients to improve their health

Analysis of the data strongly reflected the notion that CR involves the process of
assisting patients to improve their QOL following a potentially life threatening illness.
Achieving better outcomes for patients not only necessitated assisting patients through
the recovery phase of their illness but also identifying possible contributing factors to
heart disease and then working collaboratively with patients to promote positive
lifestyle behaviours. Many mentors thought although their initial role was primarily one
of support, due to patient vulnerability when faced with a potentially life threatening
event, that role later transcended to one more aligned to promoting positive lifestyle

behaviours.
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Four sub-themes were identified from the theme, assisting patients to achieve
better outcomes; helping patients learn, improving patient quality of life, supporting

patient lifestyle change and motivating patients to make better choices.
Helping patients learn

Mentors recognised that patients recovering from MI were often stunned and
bewildered when faced with the prospects of uncertainty in terms of their long term
prospects of survival. The data identified that mentors recognised they had a
responsibility to assist patients by providing information to inform them about CHD.

To provide information for clients on health risk and health behaviour
and to support the client to manage long term health outcomes.

Helping clients to decide what it was they wanted to change and how
they would do that within a set time frame. (Mentor # 4)

Improving patient quality of life

Mentors found education helped improve patient understanding. Patients who
improved their levels of physical activity, sought supportive counselling and mastered
skills such as deep breathing and relaxation, often improved their sense of wellbeing:

| found it interesting how vulnerable patients are in hospital but how

quickly their confidence grows after a bit of education in hospital and
after they gain a sense of control upon returning home.” (Mentor # 5)

Supporting patient lifestyle change

Mentors suggested that one of their main roles was to support patients in their
efforts to improve problematic lifestyle behaviours. They recognised that there were
many barriers to patients not being able to change unhealthy behaviours or follow
treatment plans. According to mentors, some patients were unable to see the long term
benefits associated with lifestyle choices concerned with smoking cessation, improving
diet and exercise:

Mentors need to know and understand the AHGP resource in-depth
able to apply its CBT principles to each individual patient so that each

patient will see the benefit of taking their medications and improving
their health by learning to make positive lifestyle changes.” (Mentor # 3)
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Mentors suggested that one of their main roles was to support patients to adhere to
their medical management or treatment plan. Mentors suggested that patients were
more likely to reduce their risk of setbacks or adverse events if they not only followed
prescribed drug regimens but actively sought to improve their health lifestyle outcomes.
They recognised that there were many barriers attributed to patients not being able to
follow treatment plans or the long term improvements associated with lifestyle choices

concerned with smoking cessation, improving diet and exercise:
The mentor should have knowledge of behaviour change and
behaviour change outcomes, the skill of SMART [specific,

measurable, attainable, realistic and timely] goal setting and be
familiar with relaxation techniques.” (Mentor # 5)

Motivating patients to make better choices

The data showed that poor motivation represented a major barrier to patients’
ability to self manage their chronic condition and improve their QOL. Mentors found
that building a good relationship or rapport with patients, motivating and encouraging
them each week during phone contacts was central to assisting them through difficult
times of low motivation:

Mentors can give patients hope and motivation to change

poor lifestyle choices that may have impacted on their illness.
(Mentor # 7)

Mentors need to be positive and motivating and able to build
rapport with clients especially when they are in denial.
(Mentor # 5)

However, most mentors agreed that motivating ambivalent patients was at times

frustrating and emotionally tiring.

| found keeping some patients enthusiastic and motivated

to achieve the goals they stated they wanted to achieve at times
mentally exhausting. Patients were either very motivated to
improve their situation, ambivalent or non-compliant. While
many patients made gains, some just could not be bothered as
time went on or they began to feel much better in themselves.
(Mentor # 5)
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Mentors identified that because poorly motivated patients were sometimes
challenging, a need exists for mentors to be specifically trained so they themselves can
cope with the negative consequences attributed to poor patient motivation.

The mentor’s ability to cope with poorly motivated patients’

needs to be strengthened. More practical training is needed to
overcome negative responses from patients. (Mentor # 3)

In cases where mentors could successfully assist patients through phases of low
confidence or hopelessness, mentors commented that the rewards of patient success
were professionally very satisfying:

You need a lot of passion, skill and drive to assist unmotivated
patients to achieve. The journey can be difficult but the intrinsic

rewards high if mentors can get patients to trust and believe in them.
(Mentor # 5)

Evaluating and improving the AHGP

Mentors were given the opportunity to evaluate the AHGP through their learned
experiences of the study. Mentors identified the strengths and limitations of the
program as well as identifying areas for improvement. Mentors identified strengths and
limitations of the AHGP and suggested ways to improve future training and expressed
their views regarding the various audiovisual resources used in the AHGP., how the
resources were appreciated by patients and thoughts concerning patient recruitment. In
respect to evaluating the AHGP, four sub-themes were identified. They include;
improving the AHGP, resourcing the AHGP, organising support for the AHGP and
attracting patients to the AHGP.

Improving the AHGP

Through their contacts with patients, mentors identified the strengths and
weaknesses associated with the AHGP. The strengths of the program included the
acquisition of new skills for mentors such as CBT, motivational interviewing, reflective
listening skills and an improvement in the progress and audit monitoring of the after
hospital care of patients. From the data, it appeared the AHGP exhibited a number of

positive effects on individual mentors such as enhancing their professional autonomy,
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improving their CR skill set, provided insight concerning the development of the
“mentor role” and the journey patients undertake following discharge from hospital:
The training and mentor experiences made me think and work
more autonomously. At times, | had to deal with questions or
issues without back up from doctors about side effects of drugs,
missing medications, bleeding from angiography sites and the

treatment of ongoing chest pain. Confronting problems prompted
me to think outside the square. (Mentor # 7).

Weaknesses relating to the mentoring role included the realisation that the
mentoring role was inherently quite different from normal CR nursing practice.
Although mentors were generally satisfied with the initial AHGP training, some
mentors suggested more intensive or follow-up training in the future would for example,
foster the development of problem solving skills, how to rephrase negative patient
responses and how to reinforce and or reward positive behaviours. Negative aspects
concerned with training included issues such as the need to have more time allotted to
practicing newly acquired skills in order to master them and specialised behavioural

training to assist patients struggling with personal motivation:

| think people should know hard it is to be a mentor. Much more
preparation and training needed to adequately prepare mentors for
the role. (Mentor # 5)

Some mentors suggested that the AHGP has the potential to compliment hospital
based CR in terms of its applicability and cost effectiveness compared with other
models of CR:

The program is very cost effective because it is largely voluntary
(mentoring aspect) and the patient resources are inexpensive
compared with many hospital treatments. (Mentor # 2)

Mentors also believed the AHGP improved CR access for patients, especially
those who live in regional areas and most notably, that the AHGP resources were valued
by most patients. According to the mentor experience:

The one to one contact between the mentor and patient on an
ongoing basis value adds to the treatment they have received
in hospital. (Mentor # 3)
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In terms of mentor beliefs concerning how the AHGP could be improved in the

future, including the training of mentors, two mentors made the following observations:

Future training should provide more examples of different situations
or scenarios and how to handle them. Include the re-phrasing of
negative patient responses and how to paraphrase responses and
reinforce positive messages. (Mentor # 5)

While mentor perceptions of the AHGP strengths outweighed identified

limitations, several recommendations were forthcoming from them:

A potential weakness of the program is the expense to widen its use
and future governance would need to be organised for future mentor
preparation. (Mentor # 2)

Resourcing the AHGP

The analysis of the data revealed that mentors thought the resources used in the
AHGP were well designed and easy to understand. Mentors thought the written
resources and other media were generally understood and valued by patients.

I thought the client resources were wonderful and easy to
understand by patients. (Mentor # 1)

The patient AHGP resources were user friendly and easy for
patients to use. The mentor training manuals were easy to
understand and work through and gave examples of theory and
practical applications applied to each phase of the AHGP.
(Mentor # 3)

Some mentors suggested the need for some resources to be reviewed prior to

a wider program implementation.

Relaxation CR-Rom was useful, query the value of CD ROM
education package and | found some inaccuracies with written
material with some information missing. (Mentor # 3)

Organising support for the AHGP

Generally, mentors found the AHGP to be poorly supported at an organisational
level and by some health care clinicians. Mentors thought that poor support impacted
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on their time spent with patients during face to face interviews and importantly,

negatively impacted on the recruitment of patients in to the AHGP.

There was not much collaboration between mentors and other
nursing staff. | think it was often easier to give patients a few
brochures, an invitation to hospital rehab and send them on
their way. (Mentor # 6)

Mentors were also concerned that some cardiology medical staff did not

actively encourage the patients to enrol in the AHGP.

Doctors did not seem to support the program. Some commented that
CR was a waste of time. That said, | hardly ever saw evidence of
doctors explaining the positive effects of CR. It did not seem to enter
the “medical” way of doing things. (Mentor # 6)

Some mentors believed some of the organisational issues could be improved by
advertising the goals of the AHGP more widely within the hospital and in the

community via General Practitioner networks.

More grounding work needs to be done to spread the word
concerning the aims and resources of the program to doctor
and other health professionals and in particular, practice nurses
working in regional areas that work in conjunction with GP’s.
(Mentor # 6)

Attracting patients to the AHGP

The data revealed that mentors thought there were several barriers that
significantly impacted on their ability to enrol patients into the AHGP. These barriers

included issues with communication, time constraints and increased work loads:

Workloads, time limitations and the initial adjustment of
introducing a new model of care negatively impacted on
recruitment. (Mentor # 5)

Time was considered a major barrier in terms of implementing the AHGP
especially in hospital. This issue was identified by a few mentor’s due to a variety of
interruptions in the clinical area, the amount of preparation and support required to
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prepare patients for joining the AHGP and discharge due to the rapid turnover of

patients.

I think patients generally accept that preparing them for discharge
and enrolling in a newly implemented home based program is going
to take a bit of extra time. A treatment plan, medication review, care
of wounds, follow-up appointments, chest pain plan, activity plan,
depression scale and QOL scale are all mandatory in countries that
have good CR guidelines and CR indicators. (Mentor # 6)

Additionally, two mentors thought some aspects of the study’s design may have
negatively impacted on the recruitment of some patients.
From a patient perspective, the number of questionnaires which were

needed to evaluate the study may have been a problem. Some patients
would ‘baulk’ at the idea of so many. (Mentor # 4)

Time to interview and assist patients often remains a barrier because
patients are not in hospital long and there is a lot of information to
cover. The evaluation materials may have been possibly too expansive
but probably necessary to tell the story in terms of the programs
evaluation. (Mentor # 6)

In summary, the mentor survey was conducted to provide data concerning the
perceptions of mentors supporting patients participating in the AHGP. From the data,
mentors agreed that a high level of CR knowledge and proficiency was required to
assist patients to improve their knowledge deficits, improve their lifestyle and reduce
their risk of future cardiac illness. Along with understanding the core aspects of the
AHGP and having experience in the CR, mentors acknowledged that specific mentoring
skills could be improved with more specialised training in CBT and other similar
strategies. Mentors also indicated that they believed the AHGP to be of great value to
patients in terms of assisting their recovery provided suggestions concerning how the
AHGP may be improved in terms of organisational governance, resources and patient
recruitment. Mentors also provided insight concerning how the mentor-patient

experience impacted on their emotions.
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The mentor clinical progress notes

The mentors who participated in the AHGP were experienced CR nurses working
in each of Tasmania’s major regional hospitals. Seven mentors, with a minimum of five
years’ experience, participated in the AHGP. Each mentor kept clinical progress notes
to assist them to monitor their patient’s progress during the AHGP. The clinical notes
amount to a record that details each patient’s progress from initial interviews in hospital
to the completion of the six week program and mentor reflections concerning
operational aspects of the program. Mentor hand written clinical notes were transcribed
to a computer based format and de-identified. Data was revisited several times to verify
meanings derived from the individual notations. Raw data was subsequently coded and
organized by referring to the research question. Similarities and differences were
observed and common ideas and patterns emerged from patient progress and mentor

reflections.

The thematic analysis of the mentor clinical notes revealed five themes: (1)
assisting patients to achieve their CR goals; (2) assisting patients to achieve a healthier
lifestyle; (3) addressing patient knowledge deficits; (4) understanding negative emotions
and (5) using available resources. Figure 6 outlines the themes and sub-themes that

emerged from the analysis of mentor clinical note data.
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Assisting patients to achieve CR goals

Assisting patients with achieving CR goals or activities refers to the various
educational elements, support and strategies mentors utilise to help patients recover
from a potentially life threatening event and return to optimal health. Mentors assisted
patients to recover from MI by providing a plan of care, which in conjunction with
medical treatment, aims to help reduce their risk of further cardiac events. Mentors
provide support and assistance during the patient’s hospitalisation and in preparation of

discharge.

Mentors assisted patients by working with them collaboratively to achieve the
best CR outcomes possible. Mentors provided patients with information such as how to
care for wounds, manage angina attacks, resume normal activities of daily living and
other supportive strategies in case of setbacks. Patients were encouraged to choose
which health goals they wished to accomplish and designed and implemented strategies
in conjunction with their mentor to achieve positive outcomes. In practice, mentors
routinely used the SMART mnemonic to support patients attain their goals, ensuring

that chosen health goals were specific, measurable, attainable, realistic and time-bound.

Sub-themes identified under the theme of assisting patients to achieve their CR
goals include; meeting patient weekly goals, adjusting to returning home (including the
monitoring of setbacks), encouraging medication adherence and recognising family and

the support of others.
Meeting patient weekly goals

The analysis of the mentor clinical notes gave examples of types of goals patients
chose to work toward completing in the weeks following discharge from hospital. The
mentor clinical notes also provided information relating to what type of goals patients
could successfully meet and the circumstances surrounding why some patients found it

difficult to attain their goals.

According to the mentor clinical notes, in terms of their CR experience, many
patients had the expectation of simply wanting to return to their normal lives which
included everyday activities such as cooking and cleaning, driving their car and

returning to work. Mentors identified through their notes that patient recovery after Ml
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required a period of adjustment and this correlated strongly with being able to get back
to their normal life. The notes also reflected that most patients understood the need to
set daily and weekly goals to progress toward lifestyle change. Plans to stop smoking,
increase their levels of exercise, initiate dietary changes and decrease stress in their lives
were very common patient goals identified in the data:

He wants to eat less red meat (4x week only), decrease meal

portion size, wishes to eat more fish (3x per week), eat less

salt (not adding salt to cooking) and do relaxation exercises
(15-20 min per day). (Mentor # 4)

Patient goals were revisited approximately every week by their mentor to check
their progress and to determine whether their set goals had been met. Depending on the
outcome, other strategies were often put in place to assist patients realize their goals
prior to the next mentor-patient contact. Patients who could meet their weekly goals
successfully were encouraged by their mentors to modify or set new goals:

The patient has used exercise bike for 10 mins 3-6 times
per week. Walking 30 minutes per day. Plans to increase
walking time to 40 minutes per day and increase speed. |

have encouraged him to commence using arm weights,
Y kilogram, and each day for the first week. (Mentor # 5)

Some patients were not able to meet their desired goals each week. Mentors
identified that they worked closely with patients to review their progress and develop
strategies that patients could use to work towards positive health outcomes:

In terms of progress of health goals for this week, he has
not limited meat in meals or reduced portion size. He has
not used relaxation CD. | suggested that he try preparing
meat in smaller portions then cooking it. He could talk to
his local butcher about leaner cut of meat and small portion
sizes. | reinforced the goal that he tries listening to the

relaxation CD everyday. Unless CD tried, [we] won’t know
if it works or has benefit. (Mentor # 4)

Adjusting to returning home including the monitoring of setbacks

Mentors made notes and gave examples concerning many of the issues patients

faced when returning home from hospital. In some cases, these issues led to patient
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setbacks such as patients having to be readmitted to hospital or have their medical
management altered. Patients that experienced setbacks often required to be closely
monitored by their mentors to prevent further deterioration. The analysis confirmed that
mentors routinely checked that patients experiencing setbacks understood the
importance of visiting their family doctor expeditiously when confronted with
symptoms or other troubling changes to their health status. The data showed that a
great deal of mentor work involved supporting patients when frustrated with issues
delaying their recovery by using positive encouragement and revisiting patient gains in

terms of recovery steps made:

Not a good week. Re-admitted to hospital on Thursday.
Medications recently changed. Patient collapsed after use

of GTN spray after attempting to climb a flight of stairs.
Reason? Reviewed activity projections and safety aspects of
climbing stairs. (Mentor # 3).

Encouraging medication adherence

Mentors found that patients often required their medication regimens revisited to
ensure prescribed medications were correctly administered. Some strategies were found
to be successful in assisting patients to follow-up on their prescriptions. These included
arranging medicine dispensing units such as Webster packs, medicine booklets
containing drug information and checklists, checking patient knowledge regarding their
various medications and routinely checking that patients had organised appointments to

have their prescriptions reviewed and renewed:

A new goal is to keep medication taking in check [not a good
record of med taking]. Now using pill-box as planned, and has
two emergency books with meds written in them. One kept in his
truck and one at home. (Mentor # 5)

Recognising family and the support of others

The data analysis found that mentors thought positive family support was very
important in terms of assisting patients in their rehabilitation post MI. Positive support

from family and friends was considered a valued adjunct to mentor care and support:

Establishing a plan with partner to exercise together and
plan to eat healthier meals. Has returned to most previous
activities and very well supported by work colleagues.
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(Mentor # 2)

Mentor clinical notes gave some examples in relation to how negative support
structures impacted on patient outcomes. These ranged from family members being
overly protective to little or no support received from family members. A few patients

also reported support issues with employers or work colleagues:

Main issue is that the patient is feeling very down. Recommendation,
talk to wife re support and see GP re referral to psychologist.

Some issues with employment- “under the pump -it’s only me”,
patient appears to be a high achiever, feeling as if he’s let the

team down. | feel he needs to be supported more during this time.
(Mentor # 5)

Assisting patients to achieve a healthier lifestyle

Mentors worked collaboratively with patients to identify the modifiable risk
factors they could change to promote a healthier lifestyle and reduce their risk of future
cardiac events. Once this was understood, mentors further supported patients by
providing focus, concerning the possible strategies patients could adopt to successfully
undergo lifestyle change. While mentors aim to support patients during this process, the
attainment of patient lifestyle goals was dependent on many factors such as depth of
patient knowledge, their confidence or willingness associated with making changes and
their motivation to maintain the change once the goal was realised. Sub-themes
identified under the theme of assisting patients to achieve a healthier lifestyle includes
supporting patient lifestyle change, motivating patients to make better lifestyle choices

and improving patient wellbeing.
Supporting patient lifestyle change

The analysis identified that a major aspect of mentor work in the AHGP revolved
around supporting patient efforts to reduce their risk of future cardiac events through
lifestyle modification. Examples of mentor support include building rapport and
interest in the patient, listening to what is important to them, assessing their level of
knowledge, involving them in setting their own achievable goals, rewarding their
successes even if small and understanding their co-morbidities when attempting to

correct modifiable risk factors. By processing the written evidence of their phone
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conversations with patients, mentors could document the patient’s journey over time.
From this information, they acknowledged some of the difficulties patients encountered
and provide examples of how some patients were successful in implementing
implemented strategies to cease smoking, exercise more widely, reduce stress and

improve their diet:

Encouraged to use [relaxation CD] more often if possible to
cope with anxious thoughts - but pleasing that he used the
resource (after encouragement last week). Suggested he uses
the diary more and insert positive things after activities like “I
feel better after | use the exercise walking machine or relaxation
CD. (Mentor # 4)

Motivating patients to make better lifestyle choices

A great deal of mentor work concerned finding ways of improving patient
confidence to assist them to make positive lifestyle changes. Mentors suggested that
there was not a lot of innovation in respects to encouraging patients other than being
overtly positive and reinforcing patient achievements. The analysis revealed that while
some patients could modify or make changes, other patients made little gains in
attaining lifestyle goals. Some of the reasons mentors attributed to this include
ambivalence toward change, poor appreciation of the connection between heart disease
and lifestyle risk, lack of incentive to give up something they enjoy (such as cigarette
smoking) and the effect of co-morbidities interfering with such goals as increasing
exercise:

He is planning a motor home trip next April. | suggested he

use that exciting prospect as a primary motivator to get fit and
healthy. (Mentor # 4)

Improving patient wellbeing

The data provided some insights in respects to how mentors considered patients
improved their wellbeing through the attainment of personal goals and by reducing their
lifestyle risk. Mentors identified that patients became “happier” when they felt they had
made significant progress in terms of their rehabilitation or had managed to change

lifestyle factors such as exercising more, losing weight or not smoking:
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[The patient stated during thefollow-up phone discussion]
Everything is fine, feel I am back to good health. | want to
continue to exercise, watch my diet and not smoke. | want
to keep control of my life. (Mentor # 3)

Addressing patient knowledge deficits

Mentors reflected on the need to educate patients appropriately, so they developed
an understanding concerning any misconceptions they may have regarding the cause of
their illness and generally, determine and explore any potential lifestyle factors that may
predispose them to further risk of cardiac disease. Most mentors emphasised the need
to frequently check for patient understanding in regards of their health perceptions,
aspects of treatment and living with the chronic condition. By correcting
misinformation, mentors continually reinforced important aspects of care relating to
patient recovery after MI. The focus of ensuring patient understanding further
complimented patient efforts to adopt changes to their lifestyle. Sub-themes identified
under the theme of addressing patient knowledge deficits include; recognising and

correcting misconceptions and helping patients learn.
Recognising and correcting misconceptions

Patients presenting with MI’s may have little knowledge concerning their illness,
however, they may still hold certain beliefs about what caused their illness. These
beliefs may be influenced by social, cultural and personal factors. Mentors found that
patients often held common misconceptions or wrong ideas about cardiac disease and
what one should do when one has it. Patients who have misconceptions may avoid
certain activities, prevent patients from returning to work, lead to poor coping
behaviours and for some patients, promote further disability. Mentors thought patients
were more likely to assume responsibility for their health once discharged from hospital
if mentors took steps to routinely check for patient understanding of new information,
skills and strategies learned:

Visited GP for new script. Doesn’t feel comfortable about
discussing medication changes. Has not reviewed his chest
pain with GP. Walking 15-20 minutes occasionally. | suggested

that chest pain is serious, needs to use medications safely.
(Mentor # 5)
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Helping patients learn

A large component of mentor work involved identifying each patient’s depth of
knowledge about CHD. Information could then be provided to patients to supplement
or build on what they understood relating to the illness, specific treatment interventions

and their recovery:

Mentors are required to provide information for clients on health risk
and health behaviour and to support the client to manage their long
term health outcomes. Helping patients understand the theories
associated with rehabilitation and recovery and then help them move
from theory to practice is needed. Mentors need plenty of life skills
and a large kit bag of heart health knowledge to cater for individual
patient differences. (Mentor # 7)

Understanding negative emotions

Though many patients undertaking the AHGP were satisfied with their progress
during their recovery and were encouraged when lifestyle goals were attained, a few
patients experienced negative emotions. The most prevalent negative emotion
experienced by patients was frustration. The source of frustration for some patients was
linked to the experience of setbacks including ongoing episodes of chest pain, exertional
dyspnoea and side effects associated with medications. Mentors also reported that
patients became frustrated when they failed to meet their lifestyle goals such as the
cessation of smoking, inability to reduce weight or increase their level of activity. In
some cases, despite mentor efforts to motivate and implement strategies to support
patients, patients found it difficult to believe and or accept that their illness was affected

by their lifestyle choices.

Mentors also gave examples of incidents that led to episodes of professional
frustration with some mentors experiencing anxiety when dealing with non-compliant
patients. In part, this was due to a perception that even though some patients received a
great deal of support and time invested in their recovery and attempts to improve
lifestyle factors (such as cessation of smoking and diet modification), some patients
were unable to meet their lifestyle goals. While some mentors became occasionally
frustrated with patients, this did not deter their attempts to support and encourage

patients. Mentors also felt that they possibly lacked specific strategies to cope with this
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emotion and suggested that future training should endeavour to address this issue. Sub-
themes identified under the theme of understanding negative emotions include;
acknowledging patient frustration, recognising low patient confidence, supporting
patients to cope with their anxiety and or stress and identifying patient ambivalence

toward the AHGP resources.
Acknowledging patient frustration

Some mentors found frustration had the potential to delay the recovery progress of
patients. Patients reported to their mentors that they found aspects of their care to be
frustrating. Patients were found to often lack decision making skills. For example,
some patients suggested that they were too “stressed” to engage in attempts to meet
goals. When mentors suggested that they practice positive self-talk or adopting a
relaxation method outlined in the program, they lacked the motivation to try:

Feeling generally frustrated with progress but is experiencing
some success with walking. Feels “useless and confined.”
Reinforced the need for positive thoughts re-small steps
forward and just trying is a positive step. (Mentor # 5)

Recognising low patient confidence

Mentors found that a patient’s level of confidence in terms of meeting their
chosen goals affected their progress and recovery. Patients who had low levels of
personal confidence were more likely not to undertake significant lifestyle change and
were less likely to use the AHGP resources in a meaningful way:

Patient is still smoking. Patient at contemplation stage, he
wants to give up, confidence 2/10, not able to identify what

to do to get from 2-5/10 in terms of lifting his confidence rating.
(Mentor # 3)

Supporting patients to cope with their anxiety and or stress

Mentors agreed that it was common for patients diagnosed with M1 in hospital to
experience anxiety or stress. Some women appeared to be more anxious in hospital and
after discharge. However, they were more likely to try relaxation therapy methods than
men and were generally, more successful at decreasing their levels of anxiety after

education and appropriate support was given:
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Patient is looking into ways of managing stress better-much
of it comes from others. Strategies include — trying to say
no to other people’s demands more often, communicating
needs to others, relaxation through bath, novel reading, and
time out from busy schedules. (Mentor # 3)

Has not listened to relaxation tape yet, issues making time

around wife and Kids to practice. I reinforced the ideas behind

using the relaxation tape. Could he explain to family the

importance of this therapy in order to get further support? (Mentor #
5)

Identifying patient ambivalence toward AHGP resources

The mentor clinical note data provided many examples where patients set health
goals in collaboration but failed to meet them. Patient ambivalence appeared to be
linked to the unmet health goals of some patients. Despite encouragement from
mentors, strategies that may have helped some patients meet their goals were not acted
on. Some chose not to use some of the available AHGP resources such as the
workbooks, diary and relaxation media. Mentors found experiences of ambivalence
frustrating because they felt the resources were of good quality. Furthermore, patients
did not offer reasons why they chose not to use the opportunities available to them:

Not achieving weekly goals. I suggested he write down 1
or 2 activities each day as a prompt in his diary. He says he

does not want to make a plan or use a diary...cannot give a
reason. (Mentor # 3)

Using available resources

The mentor clinical notes provided examples where patients were encouraged to
utilise the various AHGP resources. To improve outcomes for patients, mentors also
utilised other health professionals, agencies or self help groups to supplement their
mentoring role. Mentors also provided examples of patients who benefited from being
directly referred to other health care professionals such as diabetic clinics, dietitians and
psychologists. Sub-themes identified under the theme using available resources include

recommending AHGP resources and recommending other resources.
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Recommending AHGP resources

Through their clinical progress notes, mentors reflected which AHGP resources

they considered patients used frequently or found the most helpful:

This week the patient has watched the interactive DVD and
listened to the relaxation CD of 30 min duration, most days.
(Mentor # 5)

Most patients used the interactive CD Rom, and found the
resource very informative. (Mentor # 2)

Recommending other resources

Mentors gave examples of which resources or health professionals (other than
those offered in the AHGP) they referred patients to:
Have given him “Heart Moves” contact information as
alternative to joining a gym in the interim. (Mentor # 5)
After my referral, the patient is reading supplied literature
from diabetes support group, becoming more informed and

more aware of the effects of insulin and the need for blood
sugar monitoring. (Mentor # 3)

In summary, the analysis of the mentor field notes was undertaken to evaluate
mentor perceptions regarding each patient’s individual progress from hospital discharge
to the completion of the AHGP. The analysis demonstrated that mentors used a
common structure and process in assisting patients move from a position of patient
dependence in hospital to accomplishing weekly goals. The analysis also highlighted
how mentors assisted patients to achieve lifestyle goals such as smoking cessation,
increasing exercise levels, adopting a heart friendly diet and reducing stress. Assistance
from mentors included knowledge attainment, understanding and supporting patient
emotions such as frustration, low confidence, lack of motivation or general ambivalence

and coping with anxiety and stress.
Summary

Overall, this chapter has described the findings from three data sources collected
on three separate occasions; the patient telephone interview, the mentor survey and the
analysis of mentor clinical notes. The analysis of the patient telephone interview

revealed three themes; assisting me (the patient) to cope, supporting me and my family
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and tailoring the AHGP to my (the patient) individual needs. The findings strongly
suggest patients were very satisfied with the program and found their assigned mentors

integral in providing support and helping them recover after MlI.

The analysis of the mentor survey identified four themes; identifying oneself as a
mentor, identifying mentor proficiency, assisting patients to improve their health and
evaluating and improving the AHGP. The findings indicated that mentors require a
high degree of proficiency in terms of their knowledge base and practical skills to help
patients meet their desired health goals. Mentors also provided examples concerning
what they believed to be attributes of the mentor role and which mentoring skills and

strategies assist patients in their recovery from MI.

The mentor field notes described five themes; assisting patients to achieve their
CR goals, assisting patients to achieve a healthier lifestyle, addressing patient
knowledge deficits and understanding negative emotions and using available resources.
The findings suggested that mentors thought that the AHGP positively assisted patients
in their recovery after MI. The sub-themes also conveyed an appreciation of mentor
work in terms of the skills and strategies used to assist patients in their recovery and
efforts to adopt a healthier lifestyle. The following chapter presents the quantitative
results relative to this study. It incorporates information concerning sample recruitment
and includes a description of the characteristics of the sample. Following this, the
hypothesis testing results are reported.
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Chapter 5: Patient Outcomes

Introduction

The purpose of this research was to evaluate the AHGP in regional Tasmania
using Donabedian’s structures, processes and outcomes framework for health care
quality (1966). The study used a case study design to answer the various research
questions. The previous chapter reported the findings derived from qualitative data
collected during this study. This chapter presents the quantitative results from this case
study and incorporates information concerning patient recruitment and a description of
the characteristics of the sample. Quantitative patient outcome data were exploratory in
nature, with the aim of identifying trends because the sample size was small. Several
hypotheses relating to improvements in patient outcomes were detailed in the methods
chapter. Five instruments (HADS, MacNew HRQOL, Physical activity score, IPQ-R
and heiQ) were used in this study to collect patient outcome data over two time periods,
at baseline (pre AHGP) and at the completion of the AHGP (at approximately six to
eight weeks post hospital discharge).

Recruitment of the sample

Quantitative data collection commenced in July 2008 and concluded in December
2011. Once their condition was stabilised, patients admitted to coronary care units in
Tasmanian regional public hospitals, were approached by CR nurses to participate in the
study. Recruitment for the quantitative component of the study is illustrated in Figure
7. Forty-two adult patients consented to join the study. The ability of CR nurses to
recruit patients depended on several factors. Patients were identified as potential study
participants if they were; (1) unable to attend existing hospital based CR programs; (2)
nurse mentors were on duty during the patient’s hospitalisation and (3) if patients could
be screened for inclusion prior to hospital discharge. Of the 42 patients who were
enrolled in the study, all patients received an appropriate introduction to the AHGP and
its resources via the patient information sheet (see Appendix 3), and a face to face
meeting with their nurse mentor prior to being discharged from hospital. Eight patients
in total were lost tofollow-up. Four patients consented to participate in the AHGP but

failed to complete the six week program (non completers) because of earlier than
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expected discharge from hospital or were uncontactable post discharge from hospital.
Four patients (partial completers) completed the pre program evaluation questionnaires
but failed to return the post program evaluation after reminders from the research team.
Thus, for the purposes of reporting the clinical characteristics of the sample, partial
program completers refer to the four patients who completed the pre program evaluation
only. A total of 34 patients completed the AHGP.

Patients consenting to

commence AHGP
n=42
L Y
AHGP Patients lost to
completers follow-up
n=34 n=8
A\ 4 A 4
Partial Non
completers* completers
n=4 n=4

AHGP-Aussie Heart Guide Program, *Partial completers (patients who
completed Pre AHGP evaluation questionnaires but not the post AHGP
evaluation questionnaires).

Figure 7. Flow chart of sample recruitment

Description of the sample

Of the 34 patients who completed the study, 23 (68%) were males and 11 (32%)
were females with a median age of 57 years (IQR 11.3; range 39-79). Table 4 lists the
demographic characteristics of the sample.
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Table 4: Demographic characteristics of the patient sample

AHGP completers
Patient Characteristics Frequency (%)
n=34
Gender
Male 23 (67.6)
Female 11 (32.4)
Marital Status
Married 20 (58.8)
Partner 7 (20.6)
Single 6 (17.6)
Widow/er 1(2.9)
Lives with
Spouse 20 (58.8)
Partner 7 (20.6)
Carer 4 (11.8)
Alone 1(2.9)
Occupation
Professional 4 (11.8)
Business/Retail 9 (26.5)
Labourer 12 (35.3)
Farming 3(8.8)
Self employed 5(14.7)
Disability 1(2.9)
pensioner -
Work status -
Full time 11 (32.4)
Part time 8 (23.5)
Retired 8 (23.5)
Disability 6 (17.6)
Not known 1(2.9)
Aboriginal
Yes 3(8.8)
No 31(91.2)
Country of Birth
Australia 31(91.2)
Europe 2(5.9)
Other 1(2.9)

AHGP -Aussie Heart Guide Program.

Table 5 presents the clinical characteristics of the patient sample. Over 80% of
completers received PCI and medication therapy as the mainstay of their medical
treatment. In relation to their current admission to hospital, 70% (n=32) of completers

had an admission diagnosis of ST segment elevated myocardial infarction (STEMI).
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In respect to cardiac related readmission to hospital within the 12 month period post
AHGP, 79% (n=27) of completers remained admission free, with 20% (n=7) of
completers reporting one or more readmissions to hospital for further cardiac

management.

108



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Table 5: Clinical characteristics of the Sample

Sample AHGP completers
Characteristics Frequency (%)
n=34
Admission diagnosis
STEMI 24 (70.6)
Non STEMI 8 (23.5)
ACS 2(5.9)
Proximity to hospital based CRP
(kms)
<50 8 (23.5)
50 -100 20 (58.8)
>100 6 (17.6)
Reason for home based CR
preference
Distance from hospital 28 (82.4)
Difficulties with 1(2.9)
transport 1(2.9)
Self-employed and
returning to work 4 (11.8)

Returning to work
Previous cardiac history

ACS 7 (20.6)
M 11 (32.3)
CABG 3(8.8)
Heart failure 1(2.9)
Cardiac intervention
PCI 28 (82.4)
Medications
Apirin 34 (100.0)
Clopidogrel 29 (85.2)
Warfarin 3(8.8)
Ace inhibitor 18 (52.9)
Betablocker 20 (58.8)
Statin 34 (100.0)
Carvedilol 1(2.9)

AHGP - Aussie Heart Guide Program, STEMI - ST segment elevation myocardial infarction,
Non-STEMI - Non ST segment elevation myocardial infarction, ACS - Acute coronary
syndrome, CRP-cardiac rehabilitation program, CR- cardiac rehabilitation, CABG -
Coronary artery bypass graft, PCI -Percutaneous coronary intervention, CRP - Cardiac
rehabilitation program, kms — kilometres.

Table 6 presents the remaining clinical characteristics of the patient sample

including height, weight, BMI scores and lipid profile.
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Table 6: Clinical characteristics of the sample

AHGP completers

Clinical Characteristics X (SD)
n=34

Height (cms) 171.5 (8.59)
Weight (Kg) 84.4 (16.54)
BMI (kg/M? 28.6 (4.42)
Lipid profile (mmol/l)

Total(c) 55 (1.34)
LDL(c) 3.8 (1.27)
HDL(c) 1.0 (0.25)
Triglycerides 2.1 (1.08)

AHGP-Aussie Heart Guide Program, X -Mean score, SD-standard deviation, cms —

centimetres, Kg - kilogram, BMI-Body mass index, mmol/I-milimolecules per litre,

Total(c)-Total cholesterol, LDL(c)-Low density lipoprotein, HDL(c)-High density
Lipoprotein.

Table 7 presents the specific cardiac risk factors of the patient sample. High
cholesterol (82%), hypertension (65%) and smoking (50%) were the most prevalent
cardiac risk factors for completers. All patients reported two or more cardiac risk factors
with 29% (n=10) of all patients having six or more cardiac risk factors.
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Table 7: Risk factors of the patient sample

AHGP completers
Risk Factors for CHD Frequency (%)
n=34

Current smoker 17 (50.0)
High cholesterol 28 (82.4)
Sedentary 12 (35.3)
Hypertension 22 (64.7)
Family history 20 (35.3)
Obesity/overweight 20 (35.3)
Anxiety and/or

Depression 14 (41.2)
Social isolation 13 (38.2)
Diabetes type I -
Diabetes type Il 10 (29.4)

CHD-Coronary heart disease, AHGP-Aussie Heart Guide Program.

Instrument reliability

Table 8 reports the internal consistency and reliability of the various instruments
measured using Cronbach’s alpha coefficient. The HADS, MacNew HRQOL and heiQ
demonstrated good internal consistency; however, the IPQ-R instrument had low alpha
score possibly associated with the small sample size with some negative correlations

interfering with the instruments reliability.
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Table 8: Instrument reliability

Cronbach’s Cronbach’s

Scale Construct/Dimension/Subscales Alpha Alpha
T1 T2
HADS
Anxiety .82 .18
Depression 87 .89
IPQ-R
Timeline 27 -.34*
Consequences 32 32
Personal Control 33 17
Treatment Control -.09* .09
Iliness Coherence .38 .63
Timeline Cyclical .80 .80
Emotional Representations .62 73
MacNew
HRQOL
Emotional 94 .97
Physical .92 .93
Social 93 94
Global Score 97 .98
heiQ
Health directed behaviour .90 .89
Positive and active engagement .83 87
in life
Emotional distress .82 87
Self-monitoring and insight 57 .90
Constructive attitudes and 87 .85
approaches
Skill and technique acquisition .55 .90
Social integration and support .86 87
Health service navigation .86 .84

HADS-Hospital Anxiety and Depression Scale, IPQ-R-Revised Iliness Perception
Questionnaire, MacNEW- MacNew Heart Related Quality of Life Questionnaire,

heiQ-Health Education Impact Questionnaire, T1-time period one (administered
prior to commencing the AHGP), T2-time period two (administered post AHGP).
*The Cronbach’s Alpha result is negative due to a negative covariance shared by
some of the items which interferes with any assumptions that may be made

regarding the instrument’s reliability.
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Hypothesis testing results

It was hypothesised the AHGP effect on patient outcomes would demonstrate
improvements in levels of anxiety and depression, level of exercise, illness perception,

QOL and improve patient’s ability to self manage their chronic disease.

Table 9 presents the anxiety and depression outcomes for patients completing the
AHGP. Paired-samples t-tests were used to compare the means of patients before and
after participating in the AHGP. Patient anxiety but not depression significantly
improved (anxiety with a decrease in mean scores of 2.6 [C195% 1.3-3.8] and
depression; a difference in the mean scores of 1.5 [C195% 0.66-2.45]).

Table 9: Patient outcomes for anxiety and depression

Pre AHGP Post AHGP
Scale (T1) (T2) Paired  p-value
X (SD) X (SD) t-test
n=34 n=34
HADS
Anxiety 7.6 (4.27) 5.3 (4.44) t=3.70  <.001
df=32
Depression 5.0 (3.95) 3.7 (4.15) t=2.78 .09
df=32

HADS-Hospital Anxiety and Depression Scale, AHGP-Aussie Heart Guide
Program, T1-time period one (scale administered prior to commencing the
AHGP), T2-time period two (scale administered post AHGP) SD-standard

deviation, df-Degrees of freedom.

Table 10 reports patient outcomes in relation to the modified physical activity
scale. The patients’ ability to improve their tolerance for moderate exercise after M1
improved post AHGP, but no other statistically significant changes were seen, possibly
due to the small sample size. This represents a mixed result, showing only a small

improvement in patients undertaking exercise after completing the AHGP.
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Table 10: Patient outcomes for physical activity

Scale Pre AHGP Post AHGP
(T1) (T2) Paired p
X (SD) X (SD) t-test value
n=34 n=34

Modified Physical

Activity Scale

Strenuous exercise 0.9 (2.14) 1.1 (2.65) t=-.46 .64
df =33

Moderate exercise 2.5 (2.65) 3.7 (3.66) t=-2.21 .03
df=33

Mild exercise 4.4 (0.77) 5.5 (0.60) t=-1.19 18
df=33

Exercise or activity that 2.0 (0.13) 1.8 (0.12) t=1.31 19

increased heart rate df=33

Exercise for a 1.4 (0.11) 1.3 (0.09) t=.94 .35

minimum of 30 df=33

minutes per day

Exercise intensity 3.2 (0.20) 3.2 (0.17) t=-.19 .90
df=33

Self-rated difficulty 2.1 (0.19) 1.8 (0.17) t=1.27 .90

related to df=33

exercise/activity

AHGP-Aussie Heart Guide Program, T1-time period one (scale administered
prior to commencing the AHGP), T2-time period two (scale administered post
AHGP), SD-standard deviation; df-Degrees of freedom.

In respects to the IPQ-R outcomes, Table 11 reports the various identity dimension
related symptoms experienced by patients. Patients were asked to consider the type of
symptoms as part of (the IPQ-R Identity Dimension) they experienced after diagnosis of
MI (in hospital) and following completion of the AHGP. Loss of strength, fatigue, sore
eyes and wheeziness were common symptoms reported by patients before and after the
AHGP.
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Table 11: Identity dimension symptoms (IPQ-R) experienced by patients

Scale Pre AHGP Post AHGP
(T1) (T2) Chi- p value
Frequency(%) Frequency(%) square &2
n=34 n=34
IPQ-R

Identity Dimension-
“Symptoms experienced
since my illness”

Breathlessness 21 (61.8) 16 (47.1) 2.49 .28
Pain 19 (55.9) 15 (44.1) 4.75 .09
Dizziness 19 (55.9) 10 (29.4) 1.20 23
Loss of strength 17 (50.0) 13 (38.2) 10.1 .01
Sleep difficulties 17 (50.0) 11 (32.4) 1.20 23
Fatigue 16 (47.1) 19 (55.9) 6.33 .01
Stiff joints 15 (44.1) 19 (55.9) 0.88 .64
Headaches 13 (38.2) 9 (26.5) 1.55 19
Sore eyes 10 (29.4) 9 (26.5) 5.48 .04
Nausea 9 (26.4) 4 (11.8) 1.99 .36
Upset stomach 6 (17.6) 4(11.8) 3.26 13
Wheeziness 5(14.7) 7 (20.6) 5.56 .04
Weight loss 5(14.7) 8 (23.5) 4.33 .07
Sore throat 4(11.8) 4(11.8) 0.00 1.00

AHGP-Aussie Heart Guide Program, T1-time period one (questionnaire administered
prior to commencing the AHGP), T2-time period two (questionnaire administered post
AHGP), -Analysis performed using Chi-square test to assess the existence of a
relationship between individual patient symptoms over time 2 Chi-square test may be
inaccurate because greater than 33% of the cells had expected values of less than 5.

Table 12 lists the symptoms patients perceived were related to their illness pre and
post AHGP. Apart from experiencing stiff joints, no other statistical differences were
detected in relation to patient perceptions concerning identity dimensions relating to
their illness pre and post AHGP. However, it is possible that patient perceptions
relating to their illness may have demonstrated statistical differences had the sample

been larger.
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Table 12: Identity dimension symptoms (IPQ-R) relating to the patient’s illness

Scale Pre AHGP Post AHGP
(T1) (T2) Chi- p value
Frequency (%) Frequency (%)  square 2@
n=34 n=34
IPQ-R

Identity Dimension -
“Symptoms related
to my illness”

Breathlessness 19 (55.9) 15 (44.1) 1.87 .39
Pain 19 (55.9) 11 (32.4) 2.06 35
Fatigue 16 (47.1) 13 (38.2) 2.59 10
Loss of strength 16 (47.1) 12 (35.5) 3.09 21
Dizziness 14 (41.2) 6 (17.6) 2.26 .32
Sleep difficulties 10 (29.4) 10 (29.4) .88 .64
Headaches 9 (26.5) 5(14.7) 12 .60
Nausea 8 (23.5) 3(8.80) 1.01 43
Wheeziness 5(14.7) 4(11.8) .78 51
Stiff joints 5(15.2) 4 (12.1) 6.66 .03
Sore eyes 4 (11.8) 2 (5.9) 2.99 22
Upset stomach 4(11.8) 1(2.9) 13 .88
Sore throat 4(11.8) 3(8.8) .76 40
Weight loss 3(8.8) 5(14.7) 91 .38

AHGP-Aussie Heart Guide Program, T1-time period one (questionnaire administered
prior to commencing the AHGP), T2-time period two (questionnaire administered post
AHGP), ' *Analysis performed using Chi-square test to assess the existence of a
relationship between individual patient symptoms over time. 2Chi-square test may be
inaccurate because greater than 33% of the cells had expected values of less than 5.

Patients completing the IPQ-R questionnaire were also asked to consider the
cause of their illness (another variant of the IPQ-R dimensions). Patients were asked to
choose from a list of possible causes using a five point Likert response to agree or
disagree with each of the listed causes. Table 13 reports patient perceptions concerning
the cause of their illness before and after the AHGP. Patients reported a strong
association with smoking, pollution in the environment and a weaker association with

stress and worry in terms of what they believed caused their illness.
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Table 13: Patient perceptions concerning the causes of their illness

Scale Pre AHGP Post AHGP
(T1) (T2) Paired p-value
X (SD) X (SD) t-test
n=34 n=34
IPQ-R
Possible causes of their
illness?

Stress or worry 3.2 (1.15) 3.7 (1.14) t=-1.93 .06
df=33

Hereditary 3.5(1.13) 3.6 (1.18) t=-.000 1.00
df=33

Germ or virus 2.2 (.93) 1.9 (.83) t=1.72 .09
df=33

Diet or eating habits 3.4 (1.15) 3.3(1.12) t=.66 51
df=33

Chance or bad luck 2.5(1.10) 2.7 (1.14) t=-.39 .69
df=33

Poor medical care 2.5 (1.08) 2.4 (.95) t=.54 .58
df=33

Pollution in the environment 2.4 (1.02) 2.1 (.96) t=1.97 .05
df=33

My own behaviour 3.3(1.22) 3.1(1.20) t=1.40 .16
df=33

My mental attitude 2.4 (1.07) 2.0 (.91) t=1.83 .07
df=33

Family problems 2.5 (.92) 2.4 (1.13) t=.31 75
df=33

Overwork 2.4 (1.0) 2.3(.91) t=.79 43
df=33

My emotional state 2.5 (1.15) 2.6 (1.09) t=.45 .65
df=33

Ageing 3.1(1.24) 3.9 (1.07) t=.98 .33
df=33

Alcohol 2.0 (.86) 2.1 (.84) t=.51 .60
df=33

Smoking 3.0 (1.41) 3.4 (1.33) t=-2.17 .03
df=33

Accident or injury 1.9 (.79) 1.7 (.66) t=1.48 14
df=33

My personality 2.0 (.73) 2.1 (.95) t=.28 a7
df=33

Altered immunity 1.9 (.75) 1.9 (.86) t=.000 1.00
df=33

IPQ-R-Revised Iliness Perception Questionnaire, AHGP-Aussie Heart Guide Program,
T1-time period one (administered prior to commencing the AHGP), T2-time period two

(administered post AHGP), X -Mean score, SD-standard deviation, df-Degrees of
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freedom, 2rank ordering of the three most important factors patients believed caused their
illness.

IPQ-R Dimensions relative to patient understanding of their illness pre and post
the AHGP are reported in Table 14. No statistical differences were noted between the
various dimensions. As stated previously, the small sample size in this study may have
impacted on these results.

Table 14: IPQ-R Dimensions relating to patient understanding of their illness

Scale Pre AHGP  Post AHGP
(T1) (T2) Paired  p value
X (SD) X (SD) t-test
n=34 n=34
IPQ-R Dimension*
Personal control 20.1 (2.57) 20.3 (2.53) t=-.38 34
df=33
Timeline 18.9 (2.98) 19.6 (2.34) t=-1.19 24
df=33
Consequences 18.8 (2.07) 18.5 (2.59) t=.56 .70
df=33
Treatment control 154 (2.03) 14.9 (1.97) t=.96 12
df=33
Iliness coherence 13.5 (2.93) 12.5(3.06) t=1.58 .62
df=33
Timeline cyclical 10.7 (3.19) 19.6 (2.34) t=.49 23
df=33
Emotional 16.9 (4.23) 16.1 (4.33) t=1.20 24
representations df=33

*IPQ-R Dimension relating to patient understanding of their illness, AHGP-
Aussie Heart Guide Program, T1-time period one (questionnaire administered
prior to commencing the AHGP), T2-time period two (questionnaire

administered post AHGP), X -Mean score, SD-standard deviation, df-Degrees of
freedom, IPQ-R-Revised IlIness Perception Questionnaire.

The last section of the IPQ-R questionnaire encourages patients to rank the three
most important factors they felt contributed to their illness. Out of 18 possible causes,
patients identified the following causes as the most prevalent; hereditary factors 29%
(n=10), smoking 26% (n=9), stress 17% (n=6), and eating habits 14% (n=5). Groupings
of causal beliefs could not be ascertained once again due to the small sample size. A
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factor analysis could have been used to identify groups of beliefs if the sample

numbered more than 85 patients (Weinman et al, 2000; Moss-Morris et al, 2002).

The Mac New HRQOL questionnaire was used in this study to measure patient’s
QoL prior to and after completion of the AHGP. Table 15 reports patient outcomes in
relation to the MacNew HRQOL questionnaire. Significant positive improvements
were made by patients in their emotional, physical, social and global domain scores
after completion of the AHGP. An increase in mean scores across all domains at AHGP
completion suggested patient HRQOL improved following completion of the program.

Table 15: Patient MacNew HRQOL outcomes

Scale Pre AHGP Post AHGP
(T1) (T2) Paired p-value
X (SD) X (SD) t-test
n=34 n=34
MacNew HRQOL
Emotional domain 71.6 (18.41) 78.4 (18.6) t=-3.1 .004
df=32
Physical domain 67.5(16.31) 75.0(14.62) t=-34 .002
df=32
Social domain 70.2 (17.40) 76.3(15.21) t=-2.6 012
df=32
Global HRQOL Score 209.4 (50.33) 229.9 (47.52) t=-3.1 .003
df=32

AHGP-Aussie Heart Guide Program, T1-time period one (questionnaire administered

pre AHGP), T2-time period two (questionnaire administered post AHGP), X -Mean
score, SD-standard deviation, MacNew HRQoL-MacNew Heart Related Quality of
Life Questionnaire, df-Degrees of freedom.

Table 16 reports the patient outcomes relating to the heiQ that was used to
measure improvements in a patient’s ability to self manage. No differences were
detected between the mean scores pre and post AHGP intervention. The small sample

size in this study may have impacted on the heiQ results.
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Table 16: Patient heiQ outcomes for patients

Scale Pre AHGP  Post AHGP
(T1) (T2) Paired p-value
X (Sb) X (SD) sample
n=34 n=34 t-test
heiQ Domains
Health directed behaviour 11.8 (2.90) 11.6 (3.26) t=.26 .79
df=32
Positive and active 149 (2.96) 14.1 (3.52) t=1.26 .26
engagement in life df=32
Emotional distress 13.3 (3.98) 13.7 (450) t=-25 .80
df=32
Self-monitoring and insight 174 (2.62) 17.6 (4.35) t=.85 .39
df=32
Constructive attitudes and 154 (2.66) 14.8 (3.16) t=.22 .82
approaches df=32
Skill and technique acquisition  11.5(2.20) 14.8 (3.16) t=.85 .55
df=32
Social integration and support ~ 14.8 (2.77) 14.4 (3.50) t=.85 .89
df=32
Health service navigation 15.0 (2.44) 15.1 (3.36) t=.85 .58
df=32

AHGP-Aussie Heart Guide Program, T1-time period one (questionnaire administered

pre AHGP), T2-time period two (questionnaire administered post AHGP), X -mean
score, SD-standard deviation, df-Degrees of freedom, heiQ-Health Education Impact
Questionnaire.

Summary

This chapter reported the quantitative results of this study and incorporated
information concerning patient recruitment, a description of the characteristics of the
sample and the patient outcome results. This chapter firstly reported the clinical
characteristics of the sample and demonstrated no meaningful differences between
AHGP completers and partial completers. However, small patient numbers may have
influenced the results. Five instruments were used to collect data over two different
time periods; at baseline (pre AHGP) and at the completion of the AHGP
(approximately six to eight weeks post hospital discharge). All instruments except IPQ-
R had good internal consistency and reliability and demonstrated improvements in
anxiety (but not depression), moderate exercise and HRQOL. The IPQ-R provided
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limited information because of its poor reliability, relating to the perceptions of patients
relating to symptoms of their illness and the possible causes of their illness. The heiQ
showed no significant improvements in patient outcomes after patients have completed
the AHGP. A detailed discussion of these results will be presented in Chapter 7.
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Chapter 6: Understanding the structures, processes and
outcomes of the AHGP

Introduction

The previous chapter presented the results from a quantitative analysis. This
chapter provides the findings from an explanation building analysis (Yin, 2009) guided
by Donabedian’s SPO framework (1966). In this study, data analysis followed a two-
step process. The first step entailed a thematic analysis of three separate sets of data
(patient interviews, mentor surveys and mentor clinical patient notes). Step two focused
on an explanation building strategy commonly used in case study research (Yin, 2009).
Case study data were analysed across the three data sets together to better explain the
potential causal linkages between the SPO of the AHGP. It entailed reviewing, refining
and then grouping all themes from the three individual data sets together under the
specific headings of the SPO framework. Throughout the analysis, the emerging
findings including the themes and their relationship to the data were reviewed and
refined, aided by regular meetings among the research team. Patient and nurse mentor
qualitative data was considered in relation to three main elements: (1) the setting for the
service, health personnel and resources (structure); (2) services provided by mentors and
patient interactions (process) and (3) the effect of this mentoring service on patients
(outcome). Broadly, the SPO framework suggests improvements in care structures may
lead to improvements in clinical processes which inturn may impact positively on

patient outcomes (Rademakers, Delnoij & de Boer, 2010).

The grouping of themes and sub-themes emerging from the second step of
qualitative analysis and applied to the specific headings of the SPO framework is
provided in Figure 8. The findings from this additional analysis is described next and
interpreted in more detail revealing new themes and some consistent findings with
previously identified themes. Quotations from patients and mentors are provided in
support of the various interpretations arising from the analysis of data.
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mentors

Theme- Mentor training

Sub-themes

= Improving mentor
knowledge
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follow

» Encouraging medication
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support
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Figure 8. Themes and sub-themes emerging from the second step analysis of data

and grouped under SPO
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Structures

Three structural themes emerged from the second level step in the analytic

process: (1) nurses as mentors; (2) mentor training; and (3) improving access to CR.
Nurses as mentors

The first structural theme, nurses as mentors, provided mentor insights concerning
what impact the AHGP had on them as CR nurses and their new role as patient mentors
providing patient centred care after hospital discharge. It encompassed the following

sub-themes the AHGP and CR nurses becoming mentors.
The AHGP

Mentors welcomed the opportunity to trial a new model of CR care that had to
potential of delivering ongoing care to cardiac patients in their homes. Mentors
expressed confidence in the new program:

It’s an evidence based, validated program from overseas that
was updated to make it relevant for Australian patients. This
format has been well received in other countries, is very cost
effective because it is largely voluntary (mentoring aspect) and

the patient resources are relatively inexpensive compared with
hospital treatments. (Mentor # 1)

How the AHGP was presented to them as a model of CR also impressed some
mentors. One mentor wrote “The training was well presented, led by an expert in
behavioural medicine and the group participation was good. The training allowed all
mentors to be “on the same page” with resources and the aims of the program.” (Mentor
#5) Most mentors found the AHGP provided them with new skills and experiences.
Some liked the freedom a new program gave patients in terms of “having a choice” of
program instead of usual care if they could not attend a group based CR program. Other
mentors simply saw the new program as “new skills” to be learned. One mentor said
“The AHGP introduced CBT which was completely new for me. I also had to learn to
communicate more effectively over the phone which is a new skill in itself. “I have

now a better understanding of peoples needs.” (Mentor #4)
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CR nurses becoming mentors

From the findings, it was apparent that mentors developed some insight about
their new role by reflecting on their relationships with their patients during their
recovery. Initially mentors believed that mentoring was simply an extension of what
they already did as CR nurses in hospital. However, in time mentors found they had
moved away from their normal work culture of presenting information and education to
patients. Previously in their roles as CR nurses, it was then up to patients to “do the
right thing” if they wanted to recover. The experience of relationship building with
patients and the satisfaction of observing them making their own decisions about their
care and meeting their health goals in their own homes, provided new meaning for
mentors. One mentor wrote on the mentoring role:

Being friendly rather than overtly professional, like the us

and them approach was different for me. Operating on their

[the patient] level, but with professional advice and courtesy was
important. When giving professional advice and support you
have to gain people’s trust. Showing patient’s they matter, their

concerns are important and that you are there for them after they
leave hospital really helps. (Mentor # 6)

The findings confirmed that mentors not only believed in the development of their
new role, they valued the new skills that came with learning to be a mentor. One
mentor wrote “Initially the new model of care [AHGP] was a bit of a barrier. However,
as a practitioner it was important to commit to making the program work. The benefits

of this model are important to patients and CR practice.” (Mentor #2)

In terms of how mentors believed their new role of mentor had changed or
supplemented their previously existing nursing practice, there were a variety of
responses, including the development of new skills associated with mentoring,
increased autonomy and recognition of the issues patient face when transitioning to after
hospital care:

The new role was about supporting clients who were unable to
attend or not interested in attending a group setting for cardiac
rehab. Being a mentor improved my ability to project and remain

a positive role model when patients relapse and to keep trying to
motivate them. (Mentor # 5)
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The implementation of the AHGP signalled a departure from normal nursing
practice for all mentors but also provided new knowledge for in terms of the mentoring
role. One mentor said:

The mentoring process made me work more autonomously with
patients. It made me think outside the square and at times | felt
vulnerable because while you are wanting to help patients make
decisions and solve problems themselves, it’s hard not to jump in

and say Mr X, you need to do this or this might keep happening.
(Mentor #6)

Although some mentors found their new autonomous role as mentors difficult at
first, due to work load constraints and sometimes a lack of perceived support at an
organisational level, most mentors agreed that it was rewarding to help patients recover
in their own homes:

It was nice to see how happy they were at having someone
interested in their welfare post discharge. The experience of
mentoring has widened my knowledge and the new skills | have

learned will now also be used with the wider community of
hospital patients. (Mentor #1)

Mentor training

The second structural theme, mentor training, acknowledged the specific training
CR nurses undertook to deliver the six-week program to patients and develop
understanding about the theoretical and practical aspects of the home based CR
program. The provision of training was included in the program to improve mentor
knowledge about CR, the AHGP, PCC and discussion relating to developing the role of
mentor. Mentors suggested a strong knowledge base of cardiac anatomy and
physiology, cardiac disease processes, risk factor analysis and experience in all aspects
of cardio-rehabilitative care was needed to deliver the program to patients. Mentors
believed the additional AHGP training provided them with the skills needed to provide
information, support and guidance to patients recovering from MI. Mentors
acknowledged the contribution of additional AHGP training and mentoring experiences
made in expanding and complimenting their basic knowledge of CR. The AHGP
training provided new insights regarding the importance of working collaboratively

with patients to improve their heart health through lifestyle behaviour modification.
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Some mentors found the mentoring role difficult to engage with at first because PCC
and CBT which underpin the AHGP represented a new approach requiring a change in
work culture. The theme mentor training, encompassed the following sub-themes
improving mentor knowledge and developing mentor skills through training.

Improving mentor knowledge

Most mentors thought the specific training associated with the AHGP expanded
their CR knowledge and adequately prepared them to implement the AHGP. One
mentor said:

The training demonstrated a new pathway from hospital to
home and beyond. It showed mentors what to do, how to do

it and the teaching resources available. Having someone to ask
questions and get help with problems was good. (Mentor #2)

Although mentors participating in the study were experienced CR nurses many
agreed that the AHGP training and mentor-patient experience enhanced their learning in
several important ways. For example, it provided them with new knowledge about CBT
and program specific strategies that could be implemented to assist patients to achieve
their health goals. This included information relating to the importance of correcting
patient misconceptions regarding heart disease, promoting patient coping actions and
strategies to engage patients with low confidence in the program by rewarding positive
lifestyle behaviours, and developing motivational interviewing and collaborative goal
setting skills. Mentors gained valuable insights specific to how the mentor role differed

from their normal duties as a CR nurse.

It was important for mentors to suggest ways the mentor training and adaptation to
the new role could be improved. With some mentors finding the rigours of mentorship
exhausting at times, more in-depth training in the future was advocated. According to
mentors, more theory and practice sessions concerning CBT and ongoing mentor
support for less experienced CR practitioners may equate to improvements in new
recruitment and the retention of others. Future training should involve current mentors
who would be well placed to provide accounts of their experiences gained through the
mentor-patient relationship concerning “the journey” patients undertake when

transitioning from hospital to home; “Future improvements should include the
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opportunity for trained mentors to meet and discuss implementation, use and techniques

to improve skills at one month after workshop.” (Mentor #3)
Developing skills through training

From the data, most mentors were satisfied with the level of training provided for
the implementation of the AHGP with one mentor suggesting; “the training was
strength of the program.” (Mentor #1) However, though the majority of mentors found
their prior CR knowledge, experience and AHGP training prepared them for their new
role as mentors, some found aspects of some of the training inadequate. There was
general agreement among mentors suggesting that in terms of developing the mentor
role, follow-up support for mentors to discuss mentoring aspects of the AHGP would
have been welcomed. One mentor suggested; “Future improvements should include the
opportunity for trained mentors to meet and discuss implementation, use and techniques
to improve skills at one month after workshop.” (Mentor #3) This suggests that mentors
may have developed ideas about the mentoring role during the program and as they
became more experienced as mentors wanted to discuss their findings further. More in-
depth training in CBT, interactive role playing sessions (preferably with patient
volunteers), telephony skills and the provision of continuing mentor support for less

experienced CR practitioners was recommended by mentors:

...more preparation and training may be needed to adequately
prepare mentors for the role. It was actually very hard work
especially as you travel the highs and lows with patients as
they recover. (Mentor # 6)

Although a small number of mentors did not think their new skills provided
through training adequately prepared them for their new role, this was not reflected
from patient descriptions where patients commonly indicated a high level of satisfaction
in terms of mentor knowledge about the AHGP, treatment and CR care. One patient
commented; “she [the mentor] settled me down, got me in to a routine when at home.
She answered my questions honestly and outlined the program and what | had to do

when I went home.” (Patient #2)

128



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS
Improving access to CR

The third structural theme, improving access to CR, suggests the AHGP was a
viable option to access CR for patients who live remotely from hospital based CR
services. Despite both patients and mentors believing the AHGP improved access to
CR, several important organisational issues appear to have impacted on recruiting
patients to the AHGP and therefore, may also impact on the future availability of the
AHGP. Two sub-themes concerning improving patient accessibility to CR emerged

from the data, attracting patients to the AHGP and organising support for the AHGP.
Attracting patients to the AHGP

In terms of CR service provision, both patients and mentors believed the AHGP
improved access to CR. Most patients were aware that in Tasmania, CR services were
previously only available as outpatient programs and welcomed the opportunity to
receive CR in their homes if they were unable to commit to a hospital based CR
program:

I think the whole program helped me a lot as | would not have
gone back to hospital for rehab. (Patient #1)

Mentors also believed the AHGP improved CR access for Tasmanian patients,
especially those living in regional areas because patients used and completed the
AHGP. This suggests mentors thought if patients like a program and it meets their

expectations they are more likely to want to use access it.

Patients enrolled in the program were able to avoid long travel
times. It was good that patients could choose this program over
the normal information given out at discharge. (Mentor #1)

Some mentors believed that the AHGP lacked support in the clinical domain
despite hospital management approving the program’s use in the clinical area.
Collaboration between mentors and other health care professionals including other
nurses was found to be at times lacking and this may have directly impacted on some
patients enrolling in the program. According to mentors, there were occasions when
cardiology staff did not actively encourage patients to join the AHGP and this may have

impacted of attracting some patients to the program. One mentor said “some doctors did
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not seem to support the program. | hardly ever saw evidence of doctors explaining the

positive effects of CR to patients.” (Mentor #6)
Organising support for the AHGP

According to mentors, communicating the aims and benefits of the AHGP to all
relevant stakeholders prior to the program’s implementation may have improved
cooperation between various stakeholders and general support for the program.
Promotional efforts may have enhanced participant recruitment. One mentor said, “a
need exists to advertise the program more widely for health practitioners to gain a better
understanding of the goals of the program.” (Mentor #2) Mentors also described
occasions when they felt they were too time poor to conduct lengthy patient interviews
because of their other roles and priorities and the early discharge of patients following
coronary interventional procedures. Some suggested that because mentors felt
unsupported at times, some mentors may not have been as motivated to recruit patients
into the AHGP, especially when faced with heavy work schedules. One mentor stated
“Workloads, time limitations and the initial adjustment of introducing a new model of

care sometimes impacted negatively on recruitment.” (Mentor #5)

Mentors were also concerned that future AHGP availability could be adversely
affected by governance and resource issues. These include the administration of the
program, the development of a competency based mentor program (to train future
mentors) and develop funding strategies to pay for the audiovisual resources sed in the
AHGP. In recognition of these issues one mentor said, “A potential weakness of the
program is the expense to widen its use and future governance would need to be
organised for future mentor preparation” (Mentor #2). Some patients also stated they
hoped the AHGP would continue to be available for patients who live remotely from
hospital. One patient stated “My mentor was important to me as she was a good listener.

| hope that the program is able to continue.” (Patient #2)
Processes

Four process elements emerged from the findings following a second level
analysis of the data: (1) learning to recover; (2) learning to live with heart disease; (3)

reducing lifestyle risk; and (4) overcoming negative emotions.
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Learning to recover

Learning to recover represented a common thread for many patients diagnosed
with MI. Patients experienced a wide variation of emotions when admitted to hospital
following a M1 and this theme signifies the point in time where they realise they had
survived a critical event and needed to think about their future. Learning to recover
appeared to signal the belief by patients that survival from serious illness was possible.
Four sub-themes; recognising and correcting misconceptions, organising a plan to
follow, encouraging medication adherence and providing practical support occurred
collectively during hospitalisation and after discharge and signal the foundation of the

mentor-patient interaction.
Recognising and correcting misconceptions

Mentors found misinformation surrounding the causes and treatment of M1 often
befuddled patient perceptions, potentially impacting on recovery. In the hospital setting
mentors routinely checked for patient understanding concerning the risk factors known
to contribute to CHD. One mentor commented:

A patient’s understanding deficit on what has occurred needs to
be acknowledged early while in hospital as they often have
misinformation concerning the causes attributable to heart disease.
Misconceptions need to be corrected before patients can learn to
move forward and adopt the central role in their own health.
(Mentor # 7)

To promote patient understanding of CHD, its treatment and management,
mentors routinely assessed patient knowledge about CHD and corrected misconceptions
to prevent further disability or delay recovery. From this point mentors worked with

patients to design and implement a recovery program for patients.
Organising a plan to follow

Mentors suggested that it was important as CR nurses to develop a recovery plan
to provide patients with structure and direction in readiness to transition from hospital
patient to undertaking self care in their homes. According to the patient data, it was
common for many of them to be overwhelmed by the hospital environment and some
found it difficult to comprehend what they need to do to in terms of their recovery. One

patient said about their time in hospital:
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| felt safe in hospital though everything was a bit of a mystery

to me. Everything was very rushed and I just did what | was told.
Doctors told me ‘this is what we are going to do, do you understand,
sign this, see you later’ type of stuff from them did not help much.
(Patient #3)

Mentors thought hospitalisation was stressful for most patients they encounted.
Mentors believed a highly individualised plan, designed in collaboration with the
specific needs of the patient, often helped reduce the high level of stress encounted and
improve health outcomes for patients. Providing a continuum of care for patients
recovering from MI was a priority for mentors; “I think being available to them,
especially in the first week or two post discharge is really important. This reduces
anxiety and helps them get on with recovery.” (Mentor #6) Supporting their transition

from hospital to home was also important to patients:

She helped me get ready to leave the hospital and told me what |
had to do to get better, and what to do each day. She put stuff in
my diary so | would not forget what | to do. I’m getting on a bit
and I forget things.” (Patient # 8)

Encouraging medication adherence

Mentors identified the importance of encouraging patients to adhere to their
medication regimens during their recovery. Mentors ensured that the correct use of
medication was a priority in the patient’s plan of care. One patient said, “She [the
mentor] organised my medications so I knew what to take when I got home.” (Patient
#10) According to mentors, failure to take prescribed medications could potentially lead
to the development of dysrhythmias, thrombosis of implanted stents and heart failure
and severely delay patient recovery. Mentors ensured that patients understood their
medications, why it was necessary to take them, how to safely store medications and
how to treat symptoms with medications safely. Mentors also found some patients had
misconceptions regarding the importance of medication taking that needed to be
corrected to promote compliance. One mentor recorded the following observation about

medications in her clinical notes:

He mentioned that he has been getting some discomfort in the
chest and also that he has been having regular headaches since
leaving hospital. He thinks Imdur causes headaches and has
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stopped taking it. | suggested he contact his doctor urgently
to get further advice as he may be getting chest pain from not
taking the drug. (Mentor # 5)

Providing practical support

Responses embedded in the data suggested patients wanted to know what they had
to do to get better and welcomed mentor efforts to help organise a plan of care for them
in terms of their recovery. Several patients stated they valued the practical support
provided by their mentors in terms of their suggestions concerning their activities of
daily living as well as the psychosocial support to combat patient feelings of anxiety
and fatigue. One patient said “...my mentor cared about me and said if I worked hard at
improving some things like regular walking, giving up the fags etc and looking after
myself better, that I should have a full recovery.” (Patient #3) Knowing that their
mentor was available to assist them especially after discharge from hospital, helped
many patients transition successfully from hospital to home. One patient said:

...the contacts with the mentor at home kept me on track...when
I got home I was ‘down in the dumps’ a bit. I think apart from

giving me the facts about what | needed to know and do, she
settled me down and got me in to a routine. (Patient # 4)

Learning to live with heart disease

The second process theme, learning to live with heart disease, appeared an
essential component of patient recovery. Mentors found patients commonly perceived
MI to be an acute event rather than a chronic disease. Patients and mentors both agreed
that understanding the chronicity of CHD assisted patients to adhere to their recovery
plans, medical treatment and take a greater responsibility concerning managing their
care. The data suggested that mentors thought a major function of the AHGP involved
the provision of education and self help strategies to enable patients to lean to live with
the chronicity of CHD and improve their health through lifestyle modification. The
theme learning to live with heart disease encompassed the sub-themes of understanding

the AHGP, helping patients learn and recognising family and the support of others.

Understanding the AHGP
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Patients suggested mentors ensured they understood the aims of the six-week
home based CR program and their responsibility in terms of reading the workbooks and
using the diary, relaxation and other educational materials. Most patients found the
program resources easy to understand and could ask questions relating to the materials

as needed with their mentors:

| found the books really good to read. | had some questions after
reading the books and my mentor was able to answer those
questions when we spoke on the phone. | have the books and
can get them out from time to time to make sure | am on track.
(Patient # 2)

Data from the patient interviews and mentor clinical notes indicated that family
members who did read the AHGP resources found them beneficial in terms of clarifying
how they could provide patient support. One mentor wrote in the clinical notes
“...used the interactive CD Rom and read through some of the workbooks with partner.
Found the resources very informative, establishing a plan to exercise together and eat
healthier meals.” (Mentor #2) While a number of patient’s families took time to read the
programs resources, some spouses failed to do so even after encouragement from
mentors “...partner discussed some issues with me as she is anxious about him doing
too much. I encouraged her to read the workbook specially designed to help family.”
(Mentor #7)

Mentors indicated that central to the role of mentor was the need for them to
deeply understand all aspects of the AHGP including the various cognitive behavioural
techniques that underlie the program. In consideration of learning about the AHGP one

mentor wrote:

It was important to know the program and resources in-depth

and to be able to apply the principles of CBT to patient behaviour
under practical situations. Apart from understanding about CHD,
the program is about changing lifestyle behaviours (Mentor # 6)

The data also suggested that program knowledge gained from understanding the
operationalisation of the AHGP allowed mentors to check for patient understanding
after reading the resources and helped mentors to gauge patient progress when contacted
by telephone. Most patients found the written and audiovisual resources helpful. One

patient stated:
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| found the books really good to read. | had some questions after
reading the books and my mentor was able to answer those
questions when we spoke on the phone. | also think the reading
books should be made available to all patients having a heart
attack. | have the books to keep and can get them out from time
to time to make sure | am on track. (Patient # 1)

In common with patient responses about the program resources, mentors believed

patients thought the resources were easy to understand:

The program resources represented a useful format for certain
patients as the resource was largely pictorial, aimed with a sense
of humour, but contained all the need to know messages about
their cardiac health. (Mentor # 4)

Helping patients learn

Helping patients to learn about CHD and its ongoing management remained an
important function for mentors even though the program’s audiovisual resources
provided patients with education. According to one mentor “...being able to adapt the
program to suit the individual person, and tailor it to suit the habits and interests of the
individual” (Mentor #7) was an important factor in helping patients want to engage with
the program and their prospects for recovery. Mentors regularly checked for patient
understanding concerning the resources used in the program by asking relevant
questions about their care and week by week progress. Working collaboratively within
a PCC framework meant that mentors could assist patients with day to day strategies to

help them solve problems or issues relating to their recovery.

Recognising family and the support of others

From the data, patients thought it was important for mentors to not only care for
them but also support their immediate family. Some patients found their family were
often overwhelmed by the “busyness” hospital environment and the distress associated
with having a seriously ill partner or family member in hospital. One patient said about

the impact of her mentor on her partner:

My partner was really upset. He thought I could die at any moment.
I had to send him home because he was going to pieces. Seeing
this stress and how my partner was basically ignored by the doctors,
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she [mentor] took him away and spent a good while with him
discussing everything and going through the program and recovery
with him. This really turned things around for us. He is not really
a worrier, it was just the shock of maybe me dying at 45, | think.
(Patient # 5)

Mentor data from surveys and their clinical notes acknowledged the importance of
support networks for patients during their hospital stay and after discharge from
hospital. They included when possible spouses or partners in patient education and the
planning of care post discharge. Mentors were particularly mindful when patients lived
alone or were isolated from community and tried to find ways to support patients

especially after normal working hours. One mentor wrote in the clinical notes:

A friend is helping him cut wood for his fire and has had some
visitors this week. Good for his social interaction as he lives
alone and cannot drive the car yet. (Mentor # 2)

Reducing lifestyle risk

The third process theme, reducing lifestyle risk, identified the importance of
patients understanding which lifestyle behaviours may have contributed to their CHD.
Some risk factors attributed to heart disease are modifiable and mentors assisted
patients in hospital to identify which risk factors they could modify and to develop
lifestyle strategies to reduce their risk of future events. The theme was considered
important by both patients and mentors. However, some patients found it inherently
difficult to change some lifestyle behaviours. Two sub-themes were central to the
theme reducing lifestyle risk; supporting patient lifestyle change and motivating

patients to make better choices.
Supporting patient lifestyle change

Mentors believed supporting patient efforts to change lifestyle behaviours that
may have impacted on their development of CHD to reduce their risk of future cardiac
events was an integral component of their role as mentors. Mentors believed some
patients thought they had recovered well from M1 if they could regain their previous
health. Thus, recovery for these patients could be achieved independent of whether they
had made changes to their lifestyle. Other patients understood the rationale for reducing
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modifiable risk factors associated with CHD. One mentor wrote about her patient’s

goal of reducing stress:

Patient is looking in to ways of managing stress better. She says
much of it comes from others. Strategies include — trying to say no
to other people’s demands more often, communicating needs to
others, relaxation through deep breathing, bathing, novel reading
and time out from busy schedules. (Mentor # 3)

Despite educational messages from the AHGP resources and mentor
encouragement concerning cardiac risk factor reduction, a small number of patients
found it difficult to comprehend the need to make lifestyle changes. One patient said:

“...because I am my wife’s carer so I did not really have a lot of
time to do any rehab. I basically just did what I normally do and
gradually became more confident to do more. She [the mentor]

did ring to check up on how I was doing which was thoughtful.
(Patient # 9)

According to mentor clinical notes, supporting patient efforts to undergo lifestyle
change to reduce the risks of future cardiac events contributed to a large proportion of

their work.

Motivating patients to make better choices

Mentors appeared to support the suggestion that CHD is largely a preventable
disease due to its link with risk factors such as sedentary lifestyle, smoking and poor
dietary habits. Helping motivate patients to make better lifestyle choices was important
to mentors. One patient said about her mentor’s influence “She said if I worked hard at
improving some things like regular walking, giving up the fags etc and looking after
myself better, that | should have a full recovery.” (Patient #3) Once prevention
strategies were developed in conjunction with patient expectations, a critical part of the
mentor role was to support patients by sharing their knowledge, closely monitoring
patient progress and providing patients with encouragement and positive reinforcement.
Mentors recognised that motivated patients were generally easier to support than others
in terms of making healthier choices in relation to their lifestyle:

When giving professional advice you have to gain people’s trust.
Showing patients they matter, their concerns are important and
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that you are there for them really helps with getting them motivated
to try and change unhealthy habits. (Mentor # 6)

Overcoming negative emotions

The fourth process theme, overcoming negative emotions, suggests that some
patients and mentors experienced negative emotions during the AHGP. From the data,
it appeared that a small number of patients experienced emotions of ambivalence
towards having to make changes in their lives, anger, frustration and some lacked
motivation. Mentors considered these emotions had the capacity to negatively impact
on the recovery of some patients. Mentors also found assisting patients with negative
emotions at times challenging and frustrating mainly because they felt unprepared in
terms of their training to assist patients overcome emotions such as ambivalence or
frustration. The theme overcoming negative emotions encompassed two sub-themes;
providing support for my lack of confidence and/or motivation and acknowledging

patient and or mentor frustration.
Providing support for my lack of confidence and/or motivation

Some patients found their confidence was continually challenged during their
recovery. The data revealed that unmotivated patients often found their recovery to
resemble a two-step forward and one-step backward pattern. Patients who made health
gains one week could relapse the following week due to any number of differing
reasons. Thus, some patients became anxious, frustrated and less confident in their
ability to meet their week to week rehabilitative goals or make lifestyle specific changes
over time. One mentor wrote in her patient’s clinical record:

He [the patient] is trying really hard to reach his goal. Have
had many setbacks physically and emotionally. Increasing
back pain, limiting his walking time and frequency. Encouraged

him to keep going with his plan because he has had some success
in meeting some of his goals. (Mentor # 4)

A small number of patients struggling with low motivation during their recovery
noted mentors trying to help them. One patient said “she [the mentor] encouraged us
[patient and spouse] to do the rehab program together, to motivate me I think.” (Patient
#2) Monitoring patient confidence and level of motivation remained an important

consideration for mentors working with the AHGP. One mentor suggested “patients
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themselves can be the greatest barrier to their rehabilitation with the level of patient
motivation absolutely critical to success.” (Mentor #7) Mentors acknowledged the task
of supporting poorly motivated patients was at times challenging. Lack of motivation,
according to mentors, could be linked to patient perceptions of “failure” if they thought
they had not met their weekly goals or expectations. One mentor stated “I felt a feeling
of frustration and failure when the person involved was unable to successfully make
changes to their lifestyle. I found the experience very emotionally draining at times.”
(Mentor #5)

Mentors found that to promote success, in terms of assisting patients to help
realise their recovery goals (such as smoking cessation, symptom relief and improving
level of exercise), steps had to be taken to improve low patient confidence and
motivation from the outset of the AHGP. Strategies implemented by mentors were
largely determined on an individual basis in conjunction with patient identified health
goals. Importantly, the goals had to be realistic in terms of being achievable and
reasonably attainable on a day to day basis. One mentor wrote “in terms of this week’s
dietary goal, he wants to eat less red meat, decrease meal portion size by 20 %, eat more
fish, consume 5 serves of vegetables per day and use less salt.” (Mentor #4) Mentors
referred to this process as patients “taking small steps” day by day to achieve their
goals. Thus, small positive gains in goal attainment, with success being positively
reinforced through mentor encouragement, in many cases led to improvement in patient

confidence.
Acknowledging patient and mentor frustration

Data from the patient telephone interviews and mentor clinical notes identified a
small number of patients became frustrated if they perceived they could not meet their
health goals. One mentor wrote in her clinical notes; “[the patient] said they are feeling
frustrated but is having some success with walking. She feels ‘useless and confined.’ I
reinforced the need for positive thoughts in terms of small steps forward etc. Just
‘trying’ is a positive step.” (Mentor #3) According to mentors, frustrated ambivalent
patients commonly preferred to do things their way and in their own time. Some of
these patients suggested the health benefits gained by changing certain behaviours (such
as cigarette smoking and poor dietary choices) did not necessarily outweigh the

personal satisfaction or enjoyment of continuing the behaviour.
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Some mentors felt unprepared when faced with the prospect of mentoring
frustrated, ambivalent or poorly motivated patients. Mentor anxiety concerned with not
being able to assist some patients to achieve their health goals led to a small number of
mentors becoming frustrated. One mentor wrote in her clinical notes; “A feeling of
frustration and failure occurred when the person involved was unable to successfully
make changes to their lifestyle.” (Mentor #6) From the data, mentors used a variety of
interventions such as providing patients with positive reinforcement, emphasising
achievements and by setting realistic health goals, to help alleviate transient episodes of

patient frustration. One mentor wrote:

Won’t walk to improve her exercise even though she agreed

to try. Says it does not interest her. | suggested some different
activities she could incorporate in to her daily activities. Gave
encouragement regarding her previous success in meeting some
of her other goals. (Mentor # 4)

Helping patients to overcome negative emotions ultimately helped improve
mentor frustration. Unfortunately, despite mentors reinforcing the benefits associated
toward improving poor lifestyle behaviours, a few patients demonstrated ambivalence
toward the program and made little attempt to change or modify their potentially heart

disease contributing lifestyle behaviours:

Apart from becoming frustrated with a small number of patients, mentor
frustration appeared to stem from two other sources. As mentioned previously, some
mentors perceived that they were not supported by their organisation and some doctors
appeared to show a disinterest concerning the benefits of CR and the patients
themselves. Frustration also occurred for a small number of mentors because they felt
professionally unprepared to cope with negative emotions during telephone meetings
with patients. One mentor wrote “...talking over the phone as apposed to face to face
was quite difficult. At times, I felt I could not verbalise my thoughts as effectively or
with as much conviction.” (Mentor #4) Mentors suggested improving support to
mentors and offering advanced training in techniques and strategies used by
professionals working in the field of health psychology would better prepare mentors to

support patients with negative emotions.
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Outcomes

Four themes relating to outcomes emerged from the second level analysis of the
data; (1) being guided and supported; (2) regaining and managing my health; (3)

valuing the AHGP and 4) valuing the mentoring role.
Being guided and supported

The first outcome theme, being guided and supported, reflected patient thoughts
concerning the level of care provided by mentors during their recovery. From the data,
many patients claimed their relationship with their mentor to be the most integral
component in their recovery. They commonly described the experience of isolation and
fear associated with being in hospital and how it was comforting to meet their mentor in
hospital and receive their support while in hospital and after discharge. The theme
outlines patient perceptions in terms of the guiding and supporting role of their mentors
in assisting them to meet their rehabilitative and health needs. This theme encompassed
the following sub-themes; helping me not to feel isolated, providing comfort and
support to me and my family and helping me and my family to adjust.

Helping me not to feel isolated

Many patients described the isolation and fear they felt in hospital bought about by
the uncertainty of their future, the prospects of returning home, and how they and their
families might react once discharged from hospital. For these patients, it was
comforting and reassuring to meet their mentor in hospital to have their questions
answered about their illness and prospects for recovery. Having a mentor available to
them by telephone was highly valued by patients who lived alone or had little family

support.

I had several set backs and | live a long way from the city
and | live alone and do not drive, so it was very good to have
someone to talk to and ring if | needed help with something.
It takes a week to get in to the local doctor or locum doctor,
S0, it was again good for my peace and mind to have her
number in case | got stuck. (Patient # 11)
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Providing comfort and support to me and my family

Data from patient interviews provided many examples of patients feeling
comforted and supported by their mentors in hospital and upon returning home. One
patient said “She made the whole experience bearable. | am quite elderly, and she was
friendly, very caring, patient and understanding.” (Patient #7) In terms of providing
supportive care to patients living remotely from hospital by telephone, some patients
said that while speaking over the phone was not always ideal, it was very comforting to
hear a reassuring voice in the weeks following their discharge. One patient stated, “I
live alone, so the nurse mentor was vital for me I think in terms of my recovery.”
(Patient #6) Patients also stated that mentors provided them and their families with
support in terms of answering questions, checking progress, rewarding positive
behaviours and encouraging patients to keep trying to achieve their health goals. Some
patients commented that support from their mentor was like being coached and
welcomed the encouragement from mentors to help them stay motivated after returning
home. One patient said during her phone interview; “she kept me on track, especially as
| was trying to give up smoking and get in to exercise which I am still doing.” (Patient
#1) Patients also found the concept of “working with” their mentor to overcome
problems a novel and largely unexpected experience. Some patients admitted that while
it was good to have a mentor to help, they realised that it was their responsibility to take
action in terms of their recovery:

We talked about what I had to do to get better and then it was
up to me to do it. I do not think she [the mentor] could have done

more. She kept me on task and I think all I needed was the will
power to make some changes. (Patient # 10)

Encouraging patients to take a central role in their health was also important to
mentors “as mentors, our new role moves away from the didactic model of educating
patients so clients can manage themselves and take responsibility for their own health.”
(Mentor #6)

Patients thought their mentors demonstrated a level of empathy necessary to
understand their experience as patients and provide support. Empathy was considered
an important factor by patients in developing a mutual and respectful relationship with

their mentors. One patient remarked “She seemed to be interested in me as a person,
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not just a job to do, if you know what I mean.” (Patient #7) Holistic thoughts about their
patients were also reciprocated by mentors who identified compassion, respect and
empathy to be important components of establishing a trusting collaborative partnership
with patients. One mentor said “empathy [for the patient] is very important and an
understanding of what it’s like for patients to experience a life-changing event.”
(Mentor # 7)

Helping me and my family to adjust

Most patients described some level of anxiety about leaving the perceived safety
of hospital and returning home. Patients reflected that having a mentor available soon
after discharge from hospital helped them and their family’s progress through a period
of emotional adjustment “The mentor helped me cope with my stress after being
discharged from hospital.” (Patient #2) Patients believed providing mentor support to

patients soon after leaving hospital reduced feelings associated with stress and anxiety:

| felt pretty isolated after returning home from hospital. | felt
safe in hospital though everything was a bit of a mystery to me.
...She got me ready for going home again. She promised to
contact me in a few days of getting home to check up on me.

| found that helpful because it calmed by nerves a bit.

(Patient # 3)

Several patients said they felt their mentor lessened their stress prior to returning
home by explaining the AHGP in detail, providing them with a plan of care to help
provide some clarity and structure during their recovery, and mentors being available to
them by telephone if significant issues arose outside structured weekly contact times.
Included in the plan of care were strategies patients could use to monitor for setbacks
(ie. what to do if they experience chest pain or other symptoms, care of wounds,

graduated exercise scoring, correct storage of medicines).
Regaining and managing my health

The second outcome theme, regaining and managing my health, highlights how
the AHGP assisted patients to regain their ability to make decisions during their
recovery and about their longer-term health. Many patients felt vulnerable and
overwhelmed after being admitted to hospital. Apart from learning they had survived

an acute life threatening event; patients commonly experienced a loss of personal
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control related to them losing the ability to make decisions about their health. Two sub-
themes; understanding heart disease and improving wellbeing by making healthy

changes, further reveal how patient transition to improved health occurred.
Understanding heart disease

Data from patients and mentors acknowledged the important role education plays
in patient recovery from illness. The data established patients who understood their
iliness and treatment were more likely to be motivated to help themselves in terms of
their recovery. One patient concluded the following after reading the AHGP workbooks
“I know I have to take charge in making myself healthier. I think the heart attack was a
big shock. | think you can only do so much for people, they have to get off their bum
and do stuff for themselves.” (Patient #13) Mentors suggested that through
understanding the risks associated with heart disease, patients are better equipped to
adjust to changes in their lives and this should translate in to improving their ability to
self-manage their health and improve their sense of wellbeing. This included
supporting patients with decision making and health goal setting to build confidence,
change associated risk behaviours, self-monitor to prevent relapses and enable coping
skills. Mentors further identified that by working closely with patients to develop these
self-management skills, patients could improve their intrinsic motivation and potentially
improve their QOL. One mentor wrote in the clinical notes about their patient’s
progress; “Everything is fine, feel I am back to good health. 1 want to continue to

exercise, watch diet and not smoke. I want to keep control of my life.” (Mentor #2)
Improving wellbeing by making healthy changes

Data from the patient interviews suggested most patients improved their sense of
wellbeing during their recovery. Wellbeing appeared to be aligned with recovery from
illness and for some patients making changes to their lifestyle. One patient said in

relation to making positive changes:

In terms of eating better and exercising each day, | was able
to lose some weight which gave me more energy to do things.
After the shock of having a heart attack | am much happier
now. (Patient # 6)

Although some patients were not able to meet all their heath goals, they still
derived benefits such as learning about CHD and improving their coping and self
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management skills after MI. Some patients said they were just happy to survive a
“heart attack” and recover their previous health. Others were satisfied that the program
and mentor improved their wellbeing by reducing their anxiety and stress associated
with MI. One patient said, “My mentor was important to me as she was a good listener
and taking the stress out of things has made me a lot happier.” (Patient #13). Other
patients thought the AHGP improved their wellbeing by improving their knowledge of
CHD, including understanding the disease process, treatments involved and how they
might take steps to self-manage their health care needs in the future. One patient
suggested “the books made me realise that I should try and keep as fit as I can with lots
of walking and watch what | eat etc. which is essential for general health, not just heart
health.” (Patient #6)

Valuing the AHGP

The third outcome theme was valuing the AHGP. The theme was derived from
mentor and patient perceptions relating to the effects of the AHGP in terms of assisting
patients to recover from MI and reducing the modifiable risk factors associated with
CHD. Mentor perceptions related to the impact of the AHGP on patients and their new
role as mentors. The theme valuing the AHGP encompassed three sub-themes;
recommending the AHGP, improving the AHGP and using other resources to improve
health.

Recommending the AHGP

Findings from the data reflected both patient and mentor support for the AHGP.
Patients were satisfied with the AHGP resources in terms of their learning and
informational needs. The resources provided easy to understand explanations about
CHD, its treatment and management and provided patients with examples of strategies
they could use to improve their self care.

| found the books really good to read. | had some questions after
reading the books and my mentor was able to answer those
questions when we spoke on the phone. 1 also think the reading

I have the books to keep and can get them out from time to time
to make sure | am on track. (Patient # 1)
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While the AHGP resources helped patients understand more about CHD, most
patients thought mentors were an integral component in terms of the program and their
recovery from MI. Guidance, support and comfort provided by mentors during the
program were welcomed by most patients:

The lady rehab nurse became my mentor and she was

excellent in all aspects. She was very understanding and
patient. (Patient # 10)

She [mentor] answered questions honestly and was pretty
straight forward...like professional but also listened to me.
(Patient # 5)

Most patients said the program helped them and they would recommend it to
others. One patient stated “I am glad I was able to use it. I would recommend the
program to others who live a long way from hospital.” (Patient #3) One patient was
unsure about the impact of the AHGP on his recovery “I am not sure how much the
program helped me. | think it would help a lot of people after a heart attack. Maybe the

program is not for everyone. I am not sure.” (Patient #13)

Mentors were also satisfied with the resources of the AHGP and would refer the
AHGP to future patients requiring CR if it was available. One mentor wrote:
I though it was a great resource for rural patients. | hope the
patients felt more valued because of the one to one contact and
the friendly phone calls to check how they were going after
leaving hospital. A major strength of the program is that
patients do not waste time or money travelling in their cars to
a hospital based rehab. Also, what were patients getting prior
to this model? Most patients would get no rehab, maybe a brochure
and a check up with their local doctor. Some patients do not like

group based rehab and this program would suit them better.
(Mentor # 1)

Mentors believed the flexibility of the AHGP and its availability in terms of
offering patients a choice in CR service suggested the AHGP could improve the CR
access for patients who live in regional areas. One mentor wrote about the programs
applicability; “Excellent for those who do not like group work or for those with
disabilities. It was especially useful for those suffering depression.” (Mentor #3)
Mentors also identified some potential issues concerning the governance of the AHGP

if it was to be offered in the future and in other states of Australia. These include the
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administration of the program, the development of a competency based mentor training
program and the cost of associated with running the program and its resources. One
mentor considered “From where would a future program be administered and funded
and how future mentors are to be trained, face to face or via the internet? The program

could be expensive to introduce more widely.” (Mentor # 2)
Improving the AHGP

Data from the patient interviews revealed that patients could not offer any major
suggestions in relation to improving the AHGP. Most patients claimed they were
satisfied with the AHGP including the audiovisual resources and their mentors. One
interviewed patient said “I cannot think of any changes or improvements to the service.
It was great and much needed especially by older people who live alone out of the city.
(Patient #11) Most patients were willing to enrol in the AHGP and complete it. This
demonstrated its potential to mentors as a standalone home based CR program.

Mentors and patients appeared to agree on the timeline of the program, suggesting six to

eight-week duration was about right.

Although mentors believed that not much needed to be done to improve the
physical resources of the program they were concerned about some of the resources not
being used by some patients. They found the AHGP easy to use and the incorporated
checklists and standardised discharge planning procedures ensured that treatment plans
were developed and implemented for all patients according to their health needs.
Although all patients completed the program, a small number of patients chose not to
use some of the components (such as the relaxation resources or diaries) despite being
encouraged to do so by mentors. Reasons for not using some of the resources include
patient scepticism regarding the benefits of relaxation or the use of diaries or a

preference for “managing” their own recovery at their own pace.

Mentors found a few patients required a great deal of encouragement to use the
relaxation resources on a regular basis. Invariably, some patients found the relaxation
media useful where as for others, it was not for them. Similarly, with the patient diaries,
some patients refused to use the diary to plan their activities other patients found the
diaries helped. Some mentors acknowledged that it was difficult to assist patients with
these two resources as nearly all patient contact was via the telephone and not in person.

Mentors were not forthcoming with suggestions on how the resources might be
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improved over and above encouraging patients to at the very least try the resources.
There was a suggestion that the workbook set aside for family information was not used
much. Mentors believed the resource was well received by those family members who
chose to read it. They also acknowledged that greater encouragement should be
provided while family members visited during the patients’ hospitalisation for family

members to appreciate the importance of reading the information.

In terms of improving the AHGP, mentors suggested that steps be taken to openly
encourage the support of the program at an organisational level with the aim of
improving collaboration between all health stakeholders. Training of future mentors
was also considered by mentors to be important in terms of future program
improvement. One mentor believed “It was probably too much to expect mentors to
become proficient in their skills after one workshop. Follow-up sessions would have
had benefits especially for mentors who may have been struggling or had ongoing
issues.” (Mentor #6) Mentors suggested future training should also include ongoing
support using teleconferencing if face to face meetings are not possible for all mentors
involved with the program.

Using other resources to improve health

The data found mentors used a variety of resources other than the AHGP to assist
patients with their recovery during the six-week program. Mentors were proactive in
referring patients with complex care issues to other health care professionals. Mentors
interacted with their patient’s family doctor and cardiologists as needed during the
program and by providing an end of AHGP description of patient outcomes. Patients
with issues pertaining to their medication regimen or recurring symptomology were
encouraged to seek clarification from doctors. The mentor notes provided many
examples of mentors checking appointment schedules for patients and seeking updates
concerning changes in their management; “Discussed weight gain with patient and he
has agreed to be referred to his doctor for ongoing weight management via the program
summary.” (Mentor #3) Common examples of mentor referral include diabetic
educators and or clinics, dietitians, physiotherapists, occupational therapists and seeking

referral for psychology under GP arranged clinical care plans.

Mentors sought expertise from other health professionals if the patient was very

isolated from medical services and could not travel to gain access to health services.

148



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Patients were particularly at risk if they lived alone or without family or other social
support. Under these circumstances, mentors were especially vigilant in regularly
following up patients each week or more often if required. Mentors networked with
local voluntary groups to arrangefollow-up after hospital care in terms of home visits
and transport to health services. They also referred patients wanting to continue with a
structured exercise program to walking groups and health gyms:

Patient’s blood sugar level not stabilising possibly due to

anxiety about using needles. Arranging a visit from diabetes
support group with his permission.” (Mentor # 2)

Walking with exertion scale set at 6. Wants to go to local
Gym but waiting for clearance from his doctor. Have given
him ‘Heart moves’ information as alternative to joining gym
in the interim. (Mentor # 3)

Valuing the mentoring role

The fourth outcome theme was valuing the mentoring role. It emerged from the
mentor surveys and mentor clinical notes and describes the various mentor perceptions
relating to AHGP outcomes and their role in the delivery of the AHGP. Insights from
this theme help build a representation of how mentors perceived their work and change
in work culture. Valuing the mentoring role encompassed two sub-themes; mentor

outcomes relating to the AHGP and developing the mentoring role.
Mentor outcomes relating to the AHGP

Findings from the data suggested the AHGP had a major impact on the
development of nurses as mentors. Mentors suggested they knew little about mentoring
prior to participating in the AHGP. Although there was some discussion about
mentoring during the training, mentors believed they developed their own ideas from
the experience of developing collaborative relationships with patients. There were
several mentor outcomes relating to the impact of the AHGP on patients and on them as
nurse mentors. One mentor said about their mentoring experience “Being able to
provide honest and accurate answers to questions and adapt the program to suit the
individual person, and tailor it to suit the habits, interests and needs of the individual.”

(Mentor #3)
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They were also satisfied as health practitioners when patients could implement
strategies to maximise their health outcomes. One mentor believed; “Satisfaction
occurred when clients where able to make healthy choices and make changes to their
life styles that they were able to commit to and maintain.” (Mentor #6) Findings from
the data indicated that developing the mentor role helped nurses understand more
completely the patient experience of hospitalisation and their transition to home and

subsequent recovery from illness.
Developing the mentor role

Data from mentors provided new insights concerning how their role as mentors
evolved during the AHGP and their interactions with patients. From the findings,
developing the mentor role improved the level of nursing autonomy concerning the
after-hospital care of cardiac patients. Positive feedback from patients and mentors
provide some evidence to suggest the viability of mentoring not only for home based
CR but possibly in terms of other similar chronic disease management systems.
Mentors described attributes they thought were important for their role as mentor.
Mentors believed their previous knowledge and experience of CR, understanding of risk
factor management and developing a meaningful therapeutic relationship with patients
was essential to develop and engage with the mentoring role. In terms of care
provision, mentors thought having a real interest and passion in helping patients was
important to gain trust and respect in developing patient rapport. Being a good
communicator, positive in outlook and encouraging in manner, motivating, empathetic
and supportive in terms of acknowledging patient progress and success during their

recovery were also considered important attributes of being a mentor:

Knowledge of adult learning principles, cardiac rehabilitation
knowledge and experience and knowledge of the program.

Having lots of examples of things people can do to help themselves.
You need a large kit bag of ideas. (Mentor # 6)

You need really good communication skills. Showing patients
they matter; their concerns are important and that you are there
for them really helps. (Mentor # 1)

The AHGP appeared to help develop mentor perceptions about their new role as
mentors. From the findings, the experience of mentoring appeared to improve mentor

communication skills and their knowledge and skills concerning the benefits of CBT
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and using the PCC model to underpin their nursing care. One mentor suggested that an
essential part of their role was “...to be comfortable enough with the program, to move
away from the didactic model of educating patients so clients can manage themselves
and take responsibility for their own health” (Mentor #6). Mentor surveys and clinical
field notes identified that while mentoring could be mentally taxing, there were intrinsic
rewards associated with the experience of mentoring patients. Generally, most mentors
expressed satisfaction when they felt they had contributed to their patient’s health
outcomes:

The mentoring aspect has the potential to be rewarding professionally.

(Mentor # 3)

Satisfaction for me occurred when patients expressed their appreciation.
(Mentor # 4)

Mentors concluded the mentor role changed their normal work culture of
education and information provision to a role more closely aligned with assisting and
providing support for patients recovering post MI beyond the hospital door. Assisting
patients to regain their physical and psychosocial functioning after discharge from
hospital and then to monitor and support patients in their efforts to achieve lifestyle
behaviour change was important to mentors. Evaluating their care in terms of the
successful recovery of patients during their post hospital care and modification of
unhealthy lifestyle behaviours was also seen as a departure in terms of hospital work
and their development as mentors. The data revealed that providing rehabilitative care
to patients was probably easier for mentors than supporting patients in their efforts to
improve their health (and reduce their risk of further events) by changing lifestyle
behaviours that may have contributed to CHD:

With mentoring, you travel the highs and lows with patients as
they recover. Keeping some patients enthusiastic and motivated

to achieve their goals they stated they wanted to achieve was actually
hard work. (Mentor # 6)

Mentors provided suggestions concerning what they considered to be positive and
negative aspects of the mentoring role. Most mentors believed the AHGP and the
development of the mentoring role improved their knowledge and skill set as CR nurses

and their ability to work autonomously as health care professionals:
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Mentoring helped me develop telephone mentoring skills, including

active listening, open questioning, re-phrasing, positive feedback to
patients, SMART goal setting, the use of diary to plan, monitor and evaluate
patient goals and motivational interviewing. (Mentor # 4)

The mentor role enabled nurses to develop new experiences in terms of assisting
patients transitioning from hospital to home. One mentor said about adopting the
mentor role “The program helped me develop some new skills. It introduced me to
CBT. It helped me understand the patient “journey” beyond the hospital door.” (Mentor
#1) Other mentors suggested that mentoring made them more aware of the issues that
impact significantly on patient progress during their recovery. Working closely with
patients to identify problems and assisting them to overcome them in practice was
viewed as a positive outcome of the mentoring role. In terms of negative aspects
attributed to mentoring, some mentors perceived a lack of support in terms of what they
were attempting to achieve at an organisational level and about supporting each other
clinically. Most mentors also thought time constraints were a barrier and may have
impacted on the delivery of the AHGP. Mentors believed more specialised training and
organisational support was warranted in terms of improving the home based CR service.

It would have been helpful to have provided more support for the
mentors. (Mentor # 3)

I needed more time to become proficient with the program, more
patients to work with and have the hospital support at an
organisational level. (Mentor # 4)

Summary

This chapter provided the findings from an explanation building analysis of case
study data guided by the SPO framework of health care quality. Thematic analysis was
undertaken across three sets of data including, patient telephone interviews, mentor
surveys and the mentor clinical (patient) notes to provide insights in relation to the
evaluation of the AHGP as a home based CR program for rural patients. New elements
associated with the framework have been described in association with the themes and
sub-themes derived from the data. In terms of structures, three elements were
identified; nurses as mentors, mentor training and improving accessibility to CR.

Processes identified from a second level analysis identified four elements, learning to
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recover, learning to live with heart disease, reducing lifestyle risk and overcoming
negative emotions. In terms of outcomes, four elements were identified; being guided
and supported, regaining and managing my health, valuing the AHGP and developing
the mentor role. This second level step in analysing the qualitative data from this study
has identified mentor data to be richer especially in relation to the structure and process

elements compared with outcome elements that were dominated by patient data.

The findings suggest that both structures and processes were important in
determining patient outcomes and the applicability of the AHGP as a potentially viable
home based CR program for rurally located patients recovering from MI. The findings
also provided some explanations concerning the impact of the AHGP had on the
development of the mentor role used to deliver the program. Although patients and
mentors generally valued the AHGP, mentors were concerned that some structural
issues need to be reconciled prior to further development of the AHGP. The findings
from this second step of a two part qualitative analysis plus the statistical improvements
reported in the patient outcomes chapter suggest the AHGP has the potential to meet the

expectations of patients and mentors using the program.

Chapter 7 presents a discussion of the findings of this study including their
relationship with the current research literature. It includes the limitations of research
and recommendations for clinical practice, education and future research. Conclusions
are drawn regarding this study including the context in which it contributes to new

knowledge about home based CR in Australia.
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Chapter 7: Discussion and Conclusions

Introduction

In global terms, more people die from CVD than any other condition (WHO,
2015) and in Australia, CHD remains the leading cause of death with 13.6% of all
registered deaths in 2012 (ABS, 2015). The elderly (Lavie et al., 2011), women (Grace
et al., 2016), people from rural and remote areas, from an ethnocultural background
(Findlay, Oh & Grace, 2017) or with low socioeconomic status (ABS, 2011; Graversen
etal., 2017) are less likely to attend than other groups. Distance and cost of travel make
it difficult for some patients to attend CR programs (Van Engen-Verheul et al., 2013),
so telehealth and other innovations such as home based CR programs (Clark et al.,
2015) have been developed to improve patient CR participation (Ski et al., 2015;
Gallagher & Neubeck, 2016). The purpose of this research was to evaluate a home
based, mentor supported CR program in regional Tasmania, using the Donabedian SPO
framework for health care quality (Donabedian, 1966). This chapter discusses the study
findings using the SPO framework and provides an update on the AHGP. Following
this, the limitations of this study, the implications and recommendations for nursing

practice and future research are discussed.
AHGP Structures

In SPO, the term ‘structures’ refers specifically to the setting in which care takes
place and include material, human and organisational resources (Donabedian, 1988). In
this study, the three prominent structural components were the AHGP, nurses as
mentors, and organisational infrastructure and support for the AHGP. Each of these

structural components are discussed.
The Aussie heart guide program

Though home based CR remains underutilised in many other countries (Mampuya,
2012; Shanmagasegaram, 2013), it has been found to be an attractive option for some
patients who cannot travel to attend a hospital based CR program but still wish to access
(Grace et al., 2008) and complete a CR program (Clark et al, 2015). Patients in this
study believed they would not have completed any form of CR if they had not been
offered a choice to undertake the AHGP. Other research has discovered that women,

154



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

older patients, those with significant comorbities, come from low socioeconomic
backgrounds, live rurally or in social isolation are more likely to die within five years of
MI (Roger et al., 2011). The study demonstrated that if the AHGP had not been
available to them, patients would not have accessed a CR program. As a new model of
home based CR, the AHGP clearly improved the uptake of patients usually not able to

access CR due to their distance from hospital based CR services.

Patients were very satisfied with the resources used in the program. This finding
compares favourably with other research using home based CR resources where written
self-help resources provided patients with explicit guidance in terms of their rehabilitation
post discharge (Lewin et al., 1992; Linden, 1995; Lacey et al., 2004; Jones, Greenfield &
Jolly, 2009). Patients suggested the AHGP was of personal value to them because the
audiovisual resources helped them to understand the benefits associated with completing a
CR program. In keeping with established Australian CR guidelines (Woodruffe et al,
2015), the AHGP provides patients with information about their cardiac illness,
psychosocial and vocational counselling, treatment of symptoms, activity prescription and
risk factor analysis and lifestyle behaviour modification.

Although patients and mentors were satisfied with the AHGP resources in general, a
small number of negative aspects were reported in the findings. A few patients said
listening to relaxation resources was not for them and suggested the need for further
exploration in terms of alternative resources to promote relaxation. Mentors found that
some patient’s spouses/carers were not interested in the workbook specifically designed to
inform, educate and encouraging family involvement. This contrasts with other research
highlighting the importance of spousal and other support networks in patient recovery
(Pryor et al, 2014). A small number of patients preferred not to use the patient diary that
was designed to help them set goals and monitor their recovery. As reported by other
researchers (White, Howie-Esquivel & Caldwell, 2010; Hodge, 2013), the majority of
patients in this study found the diary helped them monitor their lifestyle behaviours and
daily activities. A small number found using a diary was not for them.

Recently, the importance of optimising the health literacy of patients recovering
from MI has come to light in Australia (Beauchamp et al., 2017). Qualitative data from
patients and mentors suggests the AHGP, consisting of mentor support and audiovisual

media, helped patients’ understanding of CHD including what they should do about
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their health condition; indicating it improved their health literacy. The ACSQH defines
health literacy as “the skills, knowledge, motivation and capacity of a person to access,
understand, appraise and apply information to make effective decisions about health and
health care and take appropriate action” (ACSQH, 2014a, p.2). Low health literacy has
been found to be common among patients (Fraser et al., 2013; van Schaik et al., 2017).
Although low health literacy has been implicated with poorer patient outcomes
(McNaughton et al., 2015), improving the health literacy of patients enables them to
live with and manage the disease (Bell et al., 2016). Bailey and colleagues (2015) used
predictive modelling to investigate the relationship between health literacy and 30 day
hospital readmission after M1. They found health literacy to be a significant
independent and modifiable predictor of hospital readmission for cardiac patients. From
this, before patients can effectively self manage their health condition, they must first
undertand CHD so they can make informed choices about their treatment and recovery
path (Chen et al., 2014). The data indicated using plain language was important when
communicating directly with patients. The resources improved the health literacy of
patients by providing visual text that was fun, easy to read and comprehend, and a
narrative approach to providing information, vignettes, pictures to summarise important
messages and the use of personal stories improved the health literacy of patients in this
study. The information was also motivating for patients. Most patients in this study
agreed that learning and understanding as much as they could about CHD was important
in terms of their recovery and understanding the importance of reducing their risk of

further cardiac disease.

In this study, PCC was used to provide direction in patient care because nurse
mentors in this study could work individually with patients rather than providing group
based care sessions commonly utilised in hospital based CR programs. PCC engages
patients through a shared decision making process that enables a stronger patient
commitment to recover (Hoglund et al., 2010), promotes self-efficacy and empowers
patients to take responsibility for their healthcare (Orrego et al., 2014) in terms of their
culture, beliefs and preferences (Cribb & Entwistle, 2011). Despite the
acknowledgement that PCC improves the patient care experience (ACSQHC, 2011)
some mentors in this study found adopting PCC a significant departure from their
normal work duties. This finding was in part to be expected as PCC was used to direct

care for patients transitioning from hospital care to home care. There is little evidence

156



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

to suggest that PCC has been used previously to direct home based CR. According to
research, the main component of PCC is the therapeutic relationship between care giver
and patient. However, there remain inherent problems in measuring PCC as an outcome
(McCormack & McCance, 2010; Rathert, Vogus & McClelland, 2016). There remains
little guidance available in the literature concerning how best to implement PCC in the
clinical domain (Groene et al., 2009; Kieft et al., 2014).

PCC has been found to be beneficial in assisting patient recovery following Ml
(Meterko et al, 2010: Petricek et al., 2015). Although moving away from a nurse-
centric model of care to one based on principles of PCC was initially difficult for some
mentors in this study, Ekman and colleagues (2012) provides valuable insight regarding
PCC in the context of cardiac care. They suggest it entails developing meaningful
partnership with patients, understanding their perspectives and preferences and sharing
in decision making (Ekman et al., 2011). Consistent with previous research that
suggests PCC improves the self efficacy of patients with CHD (Ekman et al., 2012; Fors
et al., 2016), and helps them adjust to the challenges associated with recovery (Fors et
al., 2016), mentors in this study found a patient-centred approach improved patient
confidence and ability to make decisions about their health. Adapting the core
components of PCC has been found to allow mentors to use the patient narrative to
direct care, share in goal setting and decision making and develop a meaningful
partnership between patient and mentor (Ekman et al., 2011). This may promote patient
engagement, decrease levels of stress and anxiety, and improves patient QOL of patients
(Sol et al., 2011; Fors et al., 2016). Consistent with other research findings reporting
patient experiences of PCC (Keating et al., 2002), mentors in this study believed
gaining a patient’s trust was integral in terms of developing a meaningful therapeutic

relationship with patients.

The AHGP used mentors to deliver the operational aspects of the program, thus
mentoring was considered a program resource. Mentors found that the AHGP and its
audiovisual resources generally easy to use. A strength of the program lies in
recognition that the audiovisual resources were uniform in presentation and engaging,
using humour and lay language to convey explicit health messages. The program used
operational guides and checklists to provide mentors with a structured approach to CR.
Although the program was individualised to meet each patients needs, a structured
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approach ensured that all patients received comparable advice concerning their
treatment and transition to self care. These findings compare favourably with other
research highlighting the use of a structured approach to identify what patients
understand to be the cause of their illness to plan individualised care and maximise
patient outcomes (Lewin et al., 1992; Lau-Walker, 2006; Ades, 2007; Meterko et al.,
2010). Thus, because the AHGP is essentially easy to use, the program demonstrates

potential for further development.

There were some barriers to AHGP implementation as identified by the mentors
such as time restraints and lack of organisational commitment to implementing PCC.
Consistent with this finding, other studies have shown that inappropriate staff skill mix
in the clinical area and funding structures that aim to increase patient throughput
significantly impact on nurses’ abilities to adopt PCC (Groene et al., 2009; Rattray &
McKenna, 2012; Hesselink et al., 2013). Thus, it appears that organisational barriers
play a significant role in terms of mentors being able to model their delivery of CR care

based on PCC principles.

Patients offered very few other suggestions to improve the AHGP when they were
interviewed and were generally satisfied with the program. Some patients expressed
hope that the program would be available in the future to assist other patients recovering
from MI. This finding compares favourably with other research using home based CR
(Jones, Greenfield & Jolly, 2009, Clark et al., 2010) and specifically, programs using
the Heart Manual (Clark, Kelly & Deighan, 2011). Patients were especially mindful
that usually, apart from normal discharge planning, once leaving hospital, support was
often not available to patients in rural or isolated areas, a finding consistent with other
research (Chew et al., 2013). Findings from the data suggest the AHGP’s adaptablility
to the Australian setting compares favourably with similar home based CR projects
undertaken in New Zealand and in the UK (Henwood & Barnes, 2008; Clark, Kelly &
Deighan, 2011).

Nurses as mentors

This study provides a detailed description of the role of nurse mentors in the
AHGP including both the training they require and received and their role including the
knowledge and skills they required. Previous research has not investigated the role of
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nurse mentors facilitating home based CR programs in any depth, however there has
been some research on nurses as mentors in other areas such as nurse training and
academia. This study supports the findings of prior studies that suggest nurse
mentoring patients improves job satisfaction and the transitional care experience of
patients (Henwood & Barnes, 2008). One study reported nurses mentoring patients
with chronic obstructive pulmonary disease in their community setting found their work
satisfying when patients improved their QOL (Wood-Baker et al., 2012). While there is
no universal definition of mentoring, there is evidence to suggest that clinicians who
can adapt to this role can improve the patient experience (Henwood & Barnes, 2008) in

terms of satisfaction of health care received (Wood-Baker et al., 2012).

This study identified that nurse mentors were valued sources of knowledge,
guidance and support to patients. Patients believed that the mentoring component of the
AHGP was important in their recovery in terms of preparing them for hospital discharge
and supporting them in their first days of being home. The importance of supporting
patients transitioning from acute care to home is well reported (Prvu Bettger et al.,
2012; Cowie et al, 2014) with patients who do not receive follow-up care and support
more likely to suffer adverse health outcomes (Naylor & Keating, 2008). Previous
research has identified that the first few days to weeks after hospital discharge
represents a critical point in terms of patient healthcare experience. Experiencing
problems, feeling isolated and unable to cope with the consequence of M1 can lead to
adaptation issues and poor health outcomes for patients (Yilmaz & Emiroglu, 2005).
Patients in this study stated that they were satisfied with the psychosocial support they
received from their mentors. Thus, using nurses to mentor patients in home based CR
programs, while relatively new and novel, appears to be well received by patients

recovering from MI.

Feedback from mentors suggested that their training was integral in the successful
delivery of the program. The need to provide a detailed training program to upskill
nurses to become mentors has been reported previously with over 2,000 health care
workers have been trained to provide a home based CR program in the UK (Lewin et
al., 2002). Advanced training aims to upskill generalist nurses so that they can
confidently take up the role of CR facilitator, mentor or case manager to assist patients
undertaking home based CR (Lewin et al., 1992). Feedback from mentors in this study
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suggest training was essential to help them prepare for changes distinct from their

normal nursing roles. Mentors believed appropriate training must be provided by

suitably qualified health professionals to adequately prepare mentors for their role,
provide CR program audit and future credentialing if the AHGP is to be widely

implemented in the future.

To be effective and skilful patient mentors, nurses modelled patient information
and advice based on cardio-rehabilitative care principles and guidelines and by
understanding all operational aspects of the AHGP. Skills relating to PCC appeared to
develop with their mentoring experience. Research suggests PCC skills develop over
time as nurses become more culturally aware as they experience patient encounters
(Campinha-Bacote, 2011). Mentors believed their knowledge and skills concerning CR
helped patients to meet their health needs through appropriate health goal setting,
regular contact to review progress and positive reinforcement of patient efforts to
change unhealthy lifestyle behaviours. Thus, it appears mentor knowledge, skills and
experience are necessary to develop safe and sustainable transition pathways for
patients.

Mentors in this study placed high value on their skills as CR clinicians in terms of
providing after hospital care and support to patients. Thus, it appears mentor
proficiency and keeping up to date in terms of knowledge and clinical skills are
necessary to ensure standards of home based CR care and patient expectations are met.
As identified by other research, mentor friendliness, knowledge and proficiency in the
delivery of information relative to their individual needs was deemed important by
patients in this study because it assisted patient learning, decision making and active
participation in their recovery (Asadi-Lari, Packham & Gray, 2003; Jones, Greenfield &
Jolly, 2009; Polikandrioti & Ntokou, 2011). Thus, patients placed considerable
importance on both having a good relationship with their mentors and receiving

information from them.

Although mentors were generally satisfied with the training they received to
implement the AHGP, they believed they needed more intensive training to improve
their competency in the areas of CBT and motivational interviewing; two techniques
found to support lifestyle improvements (Mittag et al, 2006; Hanssen et al., 2007;
Nekouei, Yousefy & Manshaee, 2012; Heron et al., 2016). Mentors also recognised
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they lacked formal training in conducting follow-up phone meetings to assist and
support patients after hospital discharge. Others have reported difficulties associated
with conducting clinics or counsel by telephone (Holmstrom & Hogland, 2006).
Specific training in conducting phone meetings using motivational interviewing
techniques may have been of value in helping mentors to cope with some of the
challenges in assisting patients by distance. Given some mentor activities are beyond
the skill set of most nurses, it is evident that both training and ongoing support is
required to help develop mentor skills. Thus, it is apparent that mentor training is
important, and nurses need to be upskilled appropriately prior to implementing home

based CR programs.

Although mentors found their new role as mentor positive, there were some
limitations expressed about the increased responsibility associated with delivering the
home based CR program. As identified by others, nurses can become disenchanted with
patients who fail to show any willingness to change unhelpful lifestyle behaviours
(Jallinoja et al., 2007). Some mentors felt personally responsible for a patient’s
inability to make significant improvements in their recovery and this may have led to
dissatisfaction in terms of their skill set and or training. Similar experiences have been
identified by other researchers whereby nurses felt they did not possess the counselling
skill set needed to assist poorly motivated patients (Jansink et al., 2010). Another study
reported that home visits by nurses prompted effective communication by helping
nurses understand the patient’s life context and priorities (Henwood & Barnes, 2008).
From the findings, it is evident that mentors also need support from their colleagues and
clinical networks to assist patients unable to change unhealthy lifestyles during their

recovery.
Organisational infrastructure and support for the AHGP

This study highlighted several issues relating to organisational infrastructure and
support for the AHGP. Mentors believed that patient access to the AHGP may have

been impacted by organisational support, system factors that may have influenced
access to care and multidisciplinary involvement in the program. Similar factors have
been found to influence health care efficacy by others (Williams, Byles & Inder, 2010;

Mosadeghrad, 2014). Although all hospitals agreed to implement the AHGP, mentors
concluded that the AHGP was generally not well supported at an organisational level.
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Collaboration between mentors and other health care professionals, including other
nurses, was lacking at times with mentors disappointed that cardiology medical staff
often did not actively encourage patients to join the AHGP. In particular, some
cardiologists appeared disinterested in the program or in the benefits of referring
patients to CR. Physician endorsement of CR (De Vos et al., 2013; Ghisi et al., 2013)
has been found to be a primary indicator of patient referral and participation in CR
programs (Beckstead et al., 2014; Dunn et al., 2016). From this, it is apparent that
physicians could do more to convince patients of the benefits associated with CR and
potentially improve patient outcomes by encouraging them to access CR and adhere to

prescribed treatments.

Mentors believed time constraints impacted on patient recruitment and access to
the AHGP. The mentoring role associated with the AHGP did appear to increase the
work load of CR nurses and mentors had to sometimes contact patients out of normal
work hours and this may have impacted on their recruitment and ongoing mentorship
practices. Increased workloads created obvious difficulties in mentoring more than one
or two patients at a time. In other countries, personnel are renumerated for time
allocated to visiting patients in their homes or for telephone based patient reviews
(Lewin, et al, 1992) but this was not the case for the AHGP. Thus, findings from this
study indicate authentic organisational support and stakeholder engagement must be
considered a priority in terms of promoting and establishing a new and successful CR

program.

In summary, several important structural components were identified from the
findings of this study. Offering the AHGP to rural patients improved the uptake and
completion of CR and mentors identified the importance of specific mentor training to
provide them with the skills to become proficient mentors. This included the need for
ongoing mentor support and training to implement a PCC approach to CR. Knowledge
and skill, a positive work culture, staff workload and hospital environment were all
important factors contributing to the structure of the AHGP. Generally, nurse mentors
were well received by patients, who found them very informative and supportive. The
nurse mentors thought they provided a good service to patients during their recovery.
While their training somewhat prepared them for their new role, the PCC approach and
CBT were new to them, they wanted more training to improve their practice. Finally,
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because the mentorship role was not renumerated, this may have affected recruitment of

patients and the mentoring process.
AHGP Processes

Donabedian (1988) believed that in terms of SPO, “process” refers specifically to
what is done in terms of treatment and the provision of care including factors such as
the delivery of services, the therapeutic relationship, communication and shared
decision making. The following discussion details what was learned from the study in
terms of the various process variables relating to the delivery of care to patients by
mentors in this study. The findings are discussed in relation to three general areas of the
delivery of care; mentors providing individualised support, mentors providing
information and education during patient recovery, and mentors helping patients to

reduce their lifestyle risk behaviours.
Providing individualised support during patient recovery

In this study, mentors met the patients in hospital and telephoned patients weekly
after discharge from hospital for six weeks to provide follow-up support and guidance.
Although most patients who completed the AHGP valued the advice and information,
reassurance and support they received from their mentors, this study found there was a
lot of variation in terms of how patients coped with their diagnosis and the range of
emotions experienced during their recovery and rehabilitation. This variation has been
noted by others reporting on patient reaction to CHD diagnosis (Hevery, McGee &
Morgan, 2007; Petricek et al., 2015). Research has demonstrated the importance of
patients being able to cope following M1 (Son, Thomas & Friedmann, 2012; Kroemeke,
2016) to maximise their functional health outcomes and QOL (Fredriksson-Larsson,
Alsen & Brink, 2013; Bhattacharyya, Stevenson & Walters, 2016). Patients cope better
in their recovery from Ml if they have well developed support networks in place
(Wieslander et al., 2013) and understand what has happened to them (Madsen &
Birkelund, 2016). For patients without these networks, mentoring appears to help
patients at least in the short term and especially soon after hospitalisation (Junehag,
Asplund & Svedlund, 2014).

Nearly all patients who completed the AHGP valued the reassurance and support

they received from their mentors despite how they individually approached their
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rehabilitation. Patients mostly believed their mentors helped them regain their
independence and ability to cope with their illness. These findings compare favourably
with previous studies that have identified the importance of patients having their
emotional needs met as they recover from M1 (Jackson, Gregory & McKinstry, 2009;
Salminen-Tuomaala et al., 2012). Other researchers have found patients equate
recovery from MI with their progress toward life reorientation (Fredriksson-Larsson,
Alsen & Brink, 2013) or return to a state of perceived normalcy or previous level of
health (Henwood & Barnes, 2008, Simony et al., 2015). In this study, patients who
confidently predicted a successful recovery needed less support from mentors compared

with others who were unsure.

Studies investigating the social support of patients post M1 have found those with
low levels of support have a poor prognosis and higher rates of readmission and re-
infarction (Barth et al, 2010; Bucholz et al, 2011; Bucholz et al., 2014). Patients in this
study reported it was important for their mentors to support their family members. This
view is consistent with other research suggesting the key role partners and family play
in helping patients maintain their cardiac health (Gallagher, Luttik & Jaarsma, 2011;
Wieslander et al., 2013; Compare et al., 2013). However, in this study, some mentors
commented on a perceived lack of interest by some spouses in reading the AHGP
information workbook specifically designed for them. This infers the importance of
gaining the cooperation of spouses to promote better understanding of the expectations
surrounding the process of CR and the importance of lifestyle modification.
Additionally, perhaps future research relating to the development of support programs
for CR patients should include family involvement to explore what spouses and families
need.

According to patient interview data, mentors helped patients to manage their
negative emotions. Mentors found some patients required a lot of ongoing emotional
support during the program. Others have reported similar findings, suggesting patients
require social and psychological support in hospital and as they transition from hospital
to home (Junehag, Asplund & Svedlund, 2014; Albert et al., 2015). Mentors believed
emotions such as low confidence, poor motivation, ambivalence, anger or frustration
impacted on the revovery of some patients and their ability to improve their lifestyle.

Previous researchers report patients may experience anger, hostility, disgust, fear,
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anxiety, depressive mood, agoraphobia, denial and frustration linked to change in
physical functioning (Mierzynska et al, 2010). Patient findings in this study concerning
negative emotions draw comparison with other CR research (Ziebland et al., 2014; lles-
Smith et al., 2017) suggesting patients commonly exhibit fear, anxiety, depression, lack
of confidence and self-blame after MI. Performing this type of emotional screening
would have been difficult to complete if the AHGP had been conducted entirely by
telephone. Thus, it appears that the mentor-patient interview in hospital was necessary
to esure a baseline understanding data and relevant issues acted on. This further
supports the need to ensure cardiac patients are screened appropriately for anxiety and

depression prior to leaving hospital.

According to mentors in this study, patients with low confidence or lacking belief
in their ability to make a full recovery sometimes reduced their chance of meeting their
desired goals. Thus, implementing strategies to improve patient confidence remained a
priority for mentors during the program. This resonates with other research outcomes
suggesting that improvements in patient self care efficiacy leads to improvements in
confidence and the ability to maintain lifestyle change (Sol et al., 2011; Ludman et al.,
2013). Given that negative emotions have the capacity to impact on the recovery of
patients after M, it appears mentors must continually provide support to improve
patient confidence and foster their ability to enact changes that lead to health

impovement.

In conjunction with mentors identifying the importance of their face to face
interview with patients while in hospital, mentors recognised the significance of
assessing each patients level of confidence in terms of their ability to recover and cope
with the chronicity of their illness. As recommended by concensus statements
advocating the importance of screening patients quickly to identify and treat
psychosocial and emotional sequelae impacting on patient recovery from M1 (Whalley
et al, 2011; Glozier et al., 2013) mentors also conducted risk assessments during their

interviews with patients.

Auditing patient efforts to improve their lifestyle behaviours represented a large
proportion of mentor work following their discharge from hospital. Monitoring patient
progress in their rehabilitation via audit, action planning and feedback improved patient
motivation, adherence to medical therapy and assisted patients to achieve their recovery
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and lifestyle behaviour change goals. Research has shown audit and feedback is
effective in changing behaviour (Gardner et al., 2010; Flottorp et al, 2010; Le
Corvoisier et al, 2013).

The findings of this study are consistent with previous research evidence
suggesting motivation plays a vital role in patient recovery (King et al., 2001; Fleury &
Sedikides, 2007; Shahsavari, Shahriari & Alimohammadi, 2012). Mentors found
motivated patients, who believed they could recover and make positive changes to their
lifestyle, ultimately were more likely to adhere to prescribed therapies and achieve
positive health outcomes. Conversely, a small number of patients who were poorly
motivated or ambivalent regarding their ability to recover or could not envisiage the
need to make changes in their lives struggled to meet their health goals. Similar
findings were reported by Jolly and collegues (2007) where they found compared with
hospital based CR, patients enrolled in a home based CR program often lacked the
motivation to exercise. Other studies have found patients with CHD often experience
ambivalence in the form of conflicting feelings about the need for lifestyle change
(Kehler et al., 2008) independent of what format of CR is available to them (Everett et
al., 2009). According to Herber and colleagues (2017) patients who choose not to
undertake CR often think they are unsuitable for CR or have poor knowledge

concerning the benefits of completing CR.

Patients who lack motivation following MI may have difficulty in adhering to
medical therapy after MI (Bauer, Caro & Beach, 2012). Mentors in this study believed
low patient motivation impacted negatively on some patients in terms of them achieving
their desired health goals meeting their health goals. Although research has identified the
benefits of motivational techniques to improve adherence to treatment and motivation in
general (Thompson et al., 2011; Soliman & Selim, 2013; Castenuovo et al, 2014), a home
based CR program used in New Zealand, found face to face visitation by their facilitators
improved motivation by promoting effective communication. This helped nurses to
understand their patient’s life context and priorities in their recovery care and patient
adherence to treatment (Henwood & Barnes, 2008). As face to face meetings were not
possible once patients returned to their homes in this study, there appears a need for

mentors to receive training in communicating with patients by telephone and techniques
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such as motivational interviewing included in all models of CR (Soliman & Selim, 2013)

to help encourage and motivate during their recovery.

Mentors providing information and education during patient

recovery

Providing patients with information and education is an essential component of
CR (Anderson et al., 2017) and this was an important component of the AHGP. It has
been found that some patients do not retain knowledge gained during in-hospital
education (Martin et al., 2005) and can experience an information gap soon after
discharge (Hanssen et al., 2007). Having the AHGP resources at home and mentors
available via telephone to revisit information and answer questions was appreciated by
patients soon after they returned home. This helped prevent misinformation and
reinforced key messages. Patients require knowledge if they are to be empowered to
make positive lifestyle change to lessen their cardiac risk (Redfern et al., 2007). Other
researchers have found that patients who understand their risk factors are more likely to
adhere to lifestyle changes in the long term (Alm-Roijer et al., 2004; Redfern et al.,
2007; Polikandrotiu & Babatsikou, 2013). Therefore, educating patients about reducing
their lifestyle risk and providing them with strategies and encouragement remain

integrally important in any CR program or setting.
Mentors helping patients to reduce their lifestyle risk

Lifestyle modification has been shown to reduce the risk of cardiovascular events
and subsequent readmission to hospital following M1 (Fernandez et al., 2009; Chow et
al., 2010; Cole et al., 2011; Gulliksson et al., 2011; Hardcastle et al., 2013). However,
research suggests that many patients find changing and managing lifestyle behaviours
confronting and difficult to achieve (Astin, Horrocks & Closs, 2014; Nunes, Rego &
Nunes, 2016). Some have reported that patients lose hope after M1 (Eriksson et al,
2013) and need to go through a process of reorientation to progress toward recovery
(Hildingh, Fridlund & Lidell, 2006). Helping patients restore lost hope improves a
patients’ QOL and their outlook towards making positive changes to their lifestyle to
enhance their future. From the findings, mentors in this study helped many patients
change lifestyle behaviours implicated in risk factors associated with CHD. They used

positive encouragement and reinforcement when checking patient progress during their
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recovery. As identified by other research (Hardcastle et al., 2013), this led to patients
understanding the benefits of lifestyle behaviout change and then set realistic goals with
the aim of ultimately improving their HRQOL and reducing their potential risk of
further coronary events. Mentors used several strategies to assist patients with their
lifestyle goals. This result reflects the growing evidence suggesting the merits of
including CBT and motivational interviewing in the delivery of CR. These effective
strategies have been found to improve patient self care abilities and their engagement in
terms of adopting healthier lifestyle behaviours (Young, 2014; Pietrabissa et al., 2015;
Heron et al., 2016).

Patients in this study valued mentor efforts to motivate them to change lifestyle
behaviours that may have impacted on their health. The emotional support given by
mentors to patients in the first weeks of their recovery appeared to positively influence a
patients’ motivation to get well. Supporting and motivating patients to achieve lifestyle
based health goals is consistent with CR guidelines (Balady et al., 2011; NICE, 2014;
Woodruffe et al., 2015) advocating the importance of assisting patients to recover,
restore and maintain their optimal physiological, psychological, social and vocational
status after M.

Researchers have reported that many patients with CHD are unaware of the risk
factors associated with lifestyle and the development of CHD (WHO, 2007; Banks et
al., 2016). Furthermore, only approximately 50 % of patients adhere to prescribed
recommendations based on CR guidelines (WHO, 2013). Telephone based CR
programs that use health workers to coach patients and correct maladaptive lifestyle
health choices have been found to be successful (Jelinek et al, 2014). Although some
degree of coaching was undertaken by mentors in this study, the AHGP set out to
deliver a CR program modelled on PCC and which provides patients with

comprehensive and holistic support ion all aspects of their care.

In this study, there was variation in the extent to which patients changed their
lifestlyes. Despite the positive outcomes attributed to advancing patient knowledge and
understanding in terms of cardiac risk, patients were sometimes not able to achieve their
lifestyle behaviour change goals. Mentors reported frustration when patients were
unable to make healthy choices. These findings are consistent with other research

where patients, despite reporting substantial progress in terms of engaging in lifestyle
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change, do not practice behaviours change in a way that results in a reduction of their
cardiac risk (Elis et al., 2008). Although some researchers suggest lifestyle behaviour
change is often difficult for patients to achieve and sustain (Stewart et al, 2013), there
was evidence in this study to suggest that many patients were able to make significant
changes. These included reducing or quit smoking, improvements in level of exercise
and dietary choices, reducing their weight, improving their coping in terms reducing
their anxiety or stress through relaxation techniques and adhere to medication regimen.
However, lifestyle improvements for patients in this study were variable because some,
but not all, patients were able to meet their health goals. Additionally, a small number
of patients found it too difficult to maintain some of the changes they had made.
Although lifestyle behaviour change may be considered difficult to sustain, mentors
tried to motivate patients to cease lifestyle behaviours known to increase cardiac risk.

Previous researchers have discovered patients may become resistant when given
traditional or directive advice concerning lifestyle change (Rollnick et al., 2010). In
keeping with other health care settings where motivational interviewing enhances
behaviour change (Rubak et al., 2005), mentors in this study used motivational
interviewing, empathy and a reflective listening to help patients explore their short and
longer term goals related to reducing their lifestyle risk. Findings from the mentor
clinical notes reflected that some patients lost interest in achieving their goals,
particularly if they lacked spousal support, believed that they had recovered sufficiently
from M1 or felt that existing comorbid health issues made undertaking lifestyle change
goals too challenging. Previous research findings suggest patient barriers to compliance
include boredom, lack of motivation (Sage, 2013) and time (De Vos et al, 2012), too
fatigued by renumerated work, exercise or other activities, low perception of the
negative consequences or perception that they can solve their own problems related to
their illness (De Vos, 2012). Other patient barriers to compliance include, pre-existing
comorbidities (Brown et al, 2009), lack of spousal support, work and family obligations
(Marzolini et al, 2008) and dietary issues concerning the taste, cost and availability of a
healthy diet (Yohannes et al., 2007; De Angelis, Bunker & Shoo, 2008; Marzolini et al.,
2010; De Vos, et al., 2013).

In summary, the processes of the AHGP provide insight in terms of the delivery
of care by mentors and the therapeutic relationship between mentor and patient. The
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processes also included the mentor and patient’s evaluation of them and included
aspects of care such as shared decision making, communication, ability of mentors to be
supportive in their role and unexpected outcomes such as coping with negative

emotions.
AHGP Outcomes

The Donabedian SPO model suggest outcomes refer to the effects of health care
and services on the health status of patients (Donabedian, 1988) which may include
improvements in patient knowledge, symptom control and self-care abilities (Doran,
2011), and changes in behaviour and patient satisfaction (Donabedian, 1988). The
following discussion details what was learned from the study in terms of patient, and
mentor outcomes. In this section, the quantitative findings from this small before and
after study and the qualitative findings from patient interviews, mentor surveys and
mentor field notes are discussed. As the quantitative sample size was small, caution is

required when interpreting the findings in this part of the discussion.
Patient outcomes relating to anxiety and depression

Patient anxiety but not depression scores decreased after the completion of the
AHGP as measured using the HADS (Snaith, 2003). Anxiety and depression have
previously been linked to poor CR outcomes (Turner et al., 2010; Clozier et al., 2013;
Hare et al., 2013; Watkins et al., 2013) with depression doubling the risk of adverse
events following M1 (Van Melle et al., 2004). A recent meta-analysis, found depression
to be independently associated with a 22% increase in all-cause-mortality and a 13%
increase risk of cardiac related events (Meijer, et al., 2013). In this study, patient
anxiety and depression was measured while patients were in hospital and then again at
program completion 6-8 weeks later. Anxiety levels decreased by approximately 25%
and depression levels by approximately 30% although depression scores were not
statistically significant. This improvement compares favourably with previous studies
investigating home based CR program delivery that used the HADS instrument to
measure anxiety and depression as clinical outcomes (Lacey et al., 2004; Dalal et al.,
2007; Jolly et al., 2009). This small study suggested the AHGP could provide positive
measurable outcomes relating to reducing anxiety and depression in affected patients

recovering from M.
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Patient outcomes relating to exercise and physical activity

Results showed a moderate increase in patient exercise in this study. Sedentary
lifestyle represents a major modifiable risk factor in patients with coronary heart
disease. Research has demonstrated that exercise-based CR compared to no exercise
can reduce cardiovascular mortality [27 trials; risk ratio (RR) 0.74, 95% CI 0.64 to
0.86] (Anderson et al., 2016), reduce levels of anxiety and depression and improve
general health (Milani & Lavie, 2007; Sattelmair et al, 2011; Sharif et al, 2012).
However, one issue with analysing data from home based exercise programs is that
health workers cannot reliably predict whether exercise regimens and advice will be
followed (Jolly et al, 2009). In this study, patients improved their tolerance for
moderate levels of exercise during the AHGP. No other exercise data such as rating the
intensity of undertaken exercise reached statistical significance. However, as suggested
by others, even a small increase in the amount of exercise undertaken by patients may
have been of some benefit (Sattelmair et al., 2011).

Analysis of mentor surveys and clinical notes revealed that patients were routinely
questioned regarding their exercise and activity output. Patients were encouraged to
enter their daily exercise program (amount of time and intensity) in their patient diary
(program resource). Recent studies have used technology to inspire patients to exercise
in their own homes (Buys et al, 2016). Cardiac telemonitoring (Kraal et al., 2013) or
telerehabilitation (Thorup et al., 2016; Brouwers et al., 2017), smartphone-based
(Walters et al., 2010; Varnfield et al., 2014) and computer-based technologies (Reid et
al., 2012) have been used to monitor patient exercise output and appear to be feasible in
that they are safe, cost effective and help motivate patients to exercise. Thus, as new
health technologies emerge, they may play an important role in future home based CR
and healthy lifestyle orientated programs delivered by distance. In this study, a more
appropriate or user friendly instrument may have yielded improved results.
Alternatively, pedometers may have been a reasonably inexpensive way of encouraging

patients to record their exercise output.
Patients’ perceptions of illness

There was no difference in patient’s perception of illness before and after the

AHGP’s implementation as measured using IPQ-R (Moss-Morris et al., 2002).
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However, the instrument did not demonstrate reliability in the study sample. Mentors
suggested it was important to seek responses from their patients about their perceptions
relating to their cardiac illness and provided some insights in to patient understanding
relating to illness and potential for recovery. Research about patient beliefs about
illness, commonly referred to as illness perceptions stem from the self-regulatory model
of illness (Levanthal, Meyer & Nerenz, 1980). A previous study focusing on the
relationship between M1 patient perceptions and their CR attendance showed patients
who see their illness as controllable, feel they understand their condition and are aware
of the severe consequences of cardiac disease are likely to attend CR (French, Cooper &
Weinman, 2006).

Positive changes in illness perceptions were noted in patients following CR in
earlier studies (Slack et al, 2006). Although patients showed good knowledge on their
risk factors to their Ml, there were no differences in patient illness perceptions pre and
post the AHGP. The small sample size of this study may have lacked the power to
detect effects. Alternatively, the relatively short length of time between the two
questionnaire surveys (six weeks) may have been too short to detect changes in effect.
Patients may have not had sufficient time to alter their beliefs in terms of their ability to
recover from MI. Having patients complete the IPQ-R at 6 and 12 months post program
completion may have yielded different results in terms of their ability to control their
ilness early in to their recovery and beyond. Patients can have a severe psychological
reaction to a potentially life threatening condition such as MI (Mierzynska et al., 2010)
and other researhers have likened this reaction to a form of post traumatic stress
disorder that may manifest as anxiety and depression (Meister et al., 2013).
Conceivably, this could potentially impact on the way patients in this study may have
viewed their illness. According to previous research, if patients have a strong belief
they can be cured and the illness will be of relatively short duration, minor
consequences might be expected (Moss-Morris et al., 2002). Given the IPQ-R
performed poorly in terms of reliability, no conclusions can be drawn from the data.

Patients’ quality of life

There was a significant improvement in the mean scores of the MacNew HRQOL
(Oldridge et al., 1991) across the emotional, physical, social and global domains after

the AHGP. MI has been found to detrimentally impact on patient QOL (Rancic et al.,
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2011). However, a positive relationship has shown to exist between cardiac
rehabilitation program attendance, improving hospital after care and improvements to
HRQOL (Shepherd & While, 2011; Khalife-Zadeh, Dorri, & Shafiee; 2015; Soo Hoo,
Gallagher & Elliot, 2016). To date, there have been several studies undertaken to
investigate the effectiveness of home based CR programs that have used HRQOL as a
outcome measure. Unfortunately, many of these studies used different instruments to
measure HRQOL outcomes, making it difficult to compare results across studies (Lacey
et al., 2004; Hofer et al., 2004; Dalal et al., 2007; Karim & Gormley, 2007; Jolly et al.,
2009; Nakajima et al., 2009; Dalal et al., 2010; Oerkild et al., 2012; Moholdt et al.,
2012; Dal Boni et al., 2013; Salavati et al., 2016; Buckingham et al., 2016). However,
irrespective of the type of instrument used, researchers have consistently found evidence
to demonstrate that home based CR improves patient QOL.

Significant improvements occurred in the mean MacNew HRQOL scores across
the emotional, physical, social and global domains after completion of the AHGP. A
prior study used the MacNew HRQOL instrument to compare HRQOL outcomes
between home based and hospital based CR found that there were no differences in
HRQOL between groups, however, both groups showed significant improvements in
HRQOL over time (Dalal et al., 2007). Another study by Yohannes and colleagues
(2010) reported similar outcomes for 105 patients receiving CR. Patients were surveyed
over four independent time points (at baseline, six weeks, six and 12 months) using the
MacNew HRQOL instrument and showed significant positive values at all time points
suggesting the positive effect of CR on QOL. In comparison with other research using
the MacNew HRQOL instrument to measure the QOL of patients following Ml it
appears from this study results, the AHGP is promising in terms of assisting patients to
improve their HRQOL following MI.

Patients regaining and maintaining their health

An essential component in each patient’s recovery from Ml is to find ways to cope
with the consequences of M, regaining and managing their health. According to
research, fear of dying, helplessness and perceived severity of M1 are common forms of
distress among cardiac patients which can adversely affect recovery (Whitehead et al.,
2005; Wiedemar et al., 2008; Von Kanel., 2011). Some patients in this study struggled

to regain a sense of normality after experiencing a MI. Petricek and colleagues (2015)
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found in their qualitative study, many patients had their life perspectives severely
altered after receiving a diagnosis of M1 and therefore, needed safe ongoing support and
care following discharge from hospital. This study found patients valued the support
provided by their nurse mentors after discharge. Having a mentor available to provide
individualised post hospital care and support assisted patients to gain normalcy during
the period discharge period. As reported in other research, this appeared to occur
inconjunction with a renewed sense of control once they understood what had happened
to them, the treatments involved and reassurance concerning their future (Salminen-
Tuomaala et al., 2012).

Patient and mentor satisfaction

Patients in this study were satisfied with the information, guidance and support
they received from their mentors during the AHGP. Patient satisfaction with healthcare
received has become an important outcome indicator for determining health care quality
(Browne et al., 2010; Bjertnaes, Ingeborg & Hilde, 2011; Al-Abri & Al-Balushi, 2014).
Although there have been reports of patients not being satisfied with the level of support
available to them or have unmet health needs following discharge from hospital (Asadi-
Lari et al., 2003; Junehag, Asplund & Svedlund, 2014), patients in this study were
satisfied with their progression from hospital to home where they continued to value the
support of their mentors during the remainder of the AHGP and subsequent CR.

Likewise, mentors were generally satisfied with the program in terms of its ease of
use and the information, advice and education contained in the audiovisual resources.
Satisfaction gained by helping patients enrol and complete the program, successfully
meet their CR goals by improving their self care abilities and undergo lifestyle change

modification to decrease their cardiac risk were important outcomes for mentors.

In summary, outcomes of the AHGP were derived from both quantitative and
qualitative data. In keeping with previous research efforts relating to the effects of
home based CR on patient outcomes, this study found similarities with other research.
Findings from this study reported patient levels of anxiety decreased after completion of
the AHGP. Similarly, patient HRQOL improved across physical, emotional and social
domains and there were encouraging signs that patients were enaging more directly in

exercise after discharge from hospital. Although there is little published research to
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compare findings, the AHGP appears to show potential in terms of developing in to a
quality home based CR program. Outcomes from this study suggested patients
improved their health by completing the AHGP. Specifically, when compared to the
small number of home based CR programs published, patients were satisfied with the
audiovisual resources and the support given by mentors. Other studies have found
patients require ongoing information, lifestyle guidance and psychosocial support
following hospital discharge. Outcomes from this study appear to be comparable to
many of the psychological outcomes reported via CR programs in other countries. That

is, patients needfollow-up support soon after discharge from hospital.
Update on the AHGP

To date, due to the governance issues previously described, the program has not
been further developed or used in Tasmania. However, findings from this case study
may inform and assist others planning similar programs or a large effectiveness trial.
Despite the AHGP not being currently available in Tasmania, it’s antecedent, the Heart
Manual has continued to evolve. According to the Heart Manual website
(theheartmanual.com), the Heart Manual is cited in at least 390 peer reviewed articles,
and has become an evidence based benchmark for home based CR and in the UK, the
program meets the needs of 14,000 individuals and their families every year. The
program is used by numerous health boards throughout the UK and as far afield as
Canada and Singapore. Further development has seen the M1 version become available
digitally (Deighan et al., 2017). A Revascularisation (Post Percutaneous Intervention)
digital edition has also been developed along with foundation work on a Stroke Manual
and and the Heart Manual department recently collaborated with the Rehabilitation
Enablement in Chronic Heart Failure (REACH-HF) project (Greaves et al., 2016).

The Heart Manual program continues to be available in available in England,
Wales, Ireland and Scotland and negotiations are underway to have Scotland’s join the
national audit for cardiac rehabilitation in 2018. In summary, although the Heart
Manual programme is currently available and is being developed further, it has not
continued to impact greatly on the utilisation of centre based programs which currently

attract about 50% of eligible patients.

175



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS
Limitations of the study

There were several limitations relating to qualitative and quantitative aspects of
this research study and include issues relating to data collection, patient recruitment,
mentorship, program delivery, stakeholder engagement and patient referral. These
issues are reported as follows.

First, there are several limitations in this study which relate to the AHGP delivery
(including the use of mentors), the recruitment of the sample and methods and tools
used for data collection. Some of these limitations have affected both the qualitative
and quantitative components of this research and others are unique to one phase only.
The first limitation relates to the AHGP and its delivery as a new home based CR
program. According to the Medical Research Council of the UK, the AHGP is a
complex intervention (Craig et al., 2013). Complex interventions have several
interacting components and because of this, there is no way to determine the extent to
which each component is effective. In the case of the AHGP, the components include
the program resources such as the patient and partners and family workbook, pocket
diary, audiovisual media as well as the mentors who delivered the program and
provided additional resources as needed. There is no way to identify the extent to
which any one of these components contributed to the qualitative or quantitative

findings.

Second, limtations regarding the nurse mentor component of the AHGP were also
evident. Thirteeen mentors were originally trained to deliver the AHGP but only seven
mentors consistently mentored patients. Some mentors became unavailable due to
retirement or transferred to other clinical areas of nursing. Others did not want to
mentor patients outside their normal working hours or did not recruit patients due to
their workload. Similar experiences were reported in two comparable home based CR
studies where nurses voluntarily facilitated programs with out financial reward
(Henwood & Barnes, 2008; Mclvor, 2014). In comparison with the UK where program
facilitators are renumerated via the NHS, it could be that mentoring cardiac patients to

warrants monetary reward for this service.

Additionally, while all nurse mentors were experienced CR nurses or cardiology

nurses and received the same mentor training, it is not known whether the program was
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delivered consistently to all study participants. As there was no script for mentors to
follow, mentor approach may have been quite varied and may have impacted on results.
However, this may reflect what might occur if the AHGP was to be adopted more
widely. Recently, researchers are adopting a pragmatic, real world approach
(Patsopoulos, 2011; Sacket, 2013a, 2013b) to their research to understand which cardiac
interventions improve current clinical practice (Stewart et al., 2016; Salisbury et al.,
2016., Creber et al., 2016). Using a pragmatic approach to understand the effects of
patient centred home based interventions may prove beneficial in developing future

telehealth based interventions for patients unable to attend centre based CR.

Another limitation relates to the recruitment of the sample with two issues,
stakeholder engagement and patient referral contributing to this limitation. Although all
relevant health agencies were approached to gain ethical clearance to conduct the study,
and key stakeholders were informed of the study, it became clear that not all relevant
stakeholders in each hospital knew of the AHGP. In retrospect, ensuring all relevant
stakeholders understood the aims and benefits of the AHGP may have improved both
organisational and individual support for the study. Also, greater awareness of the
organisational issues confronting the implementation of a research project in the
hospital environment may have translated to a wider acceptance of the AHGP,
improved recruitment and ultimately improved CR access for patients unlikely to attend
hospital based CR. Although details of the patients recruited were available, the
numbers of patients approached and declined and the reasons for declining to participate
were not recorded. Other research has shown up to 85% of patients do not participate in
CR (Neubeck et al., 2011). In addition, recruitment was slow, which resulted in the
study being extended over two years. It is possible that over this period, patient
treatments and care may have altered along with mentor skills and motivation, which

may have impacted on the findings.

In terms of recruitment and the quantitative phases of the study, the sample size
was much smaller than anticipated, which may have affected the power of the study to
detect significant changes. However, there were significant improvements in
depression, anxiety, HRQOL and one aspect of physical activity. While statistics rule
out chance for these improvements, it is always possible that other confounding factors

or some bias such as selection bias may account for these improvements.
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The next limitation relates to the data collection process and instruments used
with different issues for the qualitative and quantitative phases of the research. In terms
of the qualitative phases, patients were interviewed by telephone. It is possible that face
to face interviews, either individually or in groups, may have resulted in more in depth
or additional insights, however the distance that would be required to travel made this
option not viable. While the length of these interviews varied from 10 to 30 minutes, it
Is possible that sending patients the interview guide prior to the interview may have
resulted in additional information. In addition, open ended emailed mentor surveys,
where they typed their responses, was used on mentor request. Like the patient
interviews, had face to face interviews been used, it is possible additional information
may have emerged, but the decision was made to honour mentors’ preferences.
Additionally, mentors did provide in-depth rich descriptions of their experiences, which
facilitated understanding of their perspectives. Finally, data was collected from mentors
at the end of their experience as “mentors”. Perhaps other insights may have emerged

had data been collected during the study.

In relation to the collection of quantitative data, another limitation related to the
complexity and time constraints associated with using some of the study instruments.
This may have led to participant fatigue, a phenomenon linking poor data quality with
fatigue (Rathod & LaBruna, 2005). Participant fatigue, particularly for patients
recovering from MI, may have impacted on the numbers of patients wishing to
participate in the study or may have contributed to the failure of some patients to
complete their program evaluation. Notably, some patients judged the IPQ-R
instrument as being too complex for them to complete. Retrospectively, for the
purposes of this study, a brief version of the IPQ, consisting of a nine item scale
(Broadbent et al, 2006) could have been used. Unfortunately, in this study, the IPQ-R
did not show evidence of being a reliable instrument, therefore, any meaning ascribed to
the IPQ-R results is questionable. Additionally, a small number of patients indicated
that the MacNew HRQOL instrument, while specifically designed for cardiac patients
recovering from M1, was too taxing to complete due to its length. Another HRQOL
instrument such as the SF-12 (Short-Form 12-1tem Health Survey, Ware, Kosinski &

Keller, 1996) may have been better received by patients due to it’s ease of use.
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Patient outcomes were only measured over a relatively short period of time. The
measurement of patient outcomes at six weeks post intervention may have been too
short in duration to affect lifestyle behaviour change. Research has shown that when an
intervention is stopped the effect of that intervention becomes diminished over time
(Oerkild et al., 2012). As a result, some researchers have discovered that patients who
are able to change lifestyle behaviours in the short term may find it difficult to maintain
this progress over a longer period of time. It is possible that had the study had a
longerfollow-up, the benefits identified in the short term may not have lasted.
According to Clark and colleagues (2005), it can take up to two years to confirm the
mortality benefits associated with study end points and secondary prevention programs.
In terms of this study, a 12 month patient follow-up reporting outcomes may have added
strength to the value of the AHGP as a quality intervention.

The last limitation of the research relates to the generalisability of the qualitative
findings and quantitative results. The qualitiative findings from this study may not be
generalisable because each participant's individual experiences and descriptions relate to
the personal meanings attached to them within the context they occurred. However,
qualitative research does not aim for generalisability; instead, it aims to advance
conceptual understanding. This study does provide conceptual insight into a new home
based, mentor supported CR program and the findings may be applicable to other
similar programs. Because of its small sample, the findings from the quantitative phase
of the study cannot be generalised, however, the findings do suggest the AHGP may

have beneficial effects, and thus a large, adequately powered study appears warranted.

Despite the limitations previously highlighted, this study does present clinicians
with some insight in to what aspects of post hospital care patients recovering from
cardiac related illness find meaningful. Further, the findings of this study appear to
suggest that CR trained mentors may provide a viable possibility for people living in

geographically remote locations to get support and have their CR needs met.

Although the results of this study lack generalisability, this case study provides
valuable insight concerning the new role of nurse mentor and the applicability of the
AHGP in terms of meeting the CR expectations of patients recovering from Ml and
their perceptions of the mentoring component of the program. By evaluating the SPO
of the AHGP, the strengths and weaknesses of the program were highlighted indicating
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the program demonstates promise in terms of developing the AHGP as a standalone

home based CR program.
Implications and recommendations

There exists a global mandate for all persons suffering the effects of Ml to have
access to CR, but evidence clearly states that this service is grossly underutilised in
many countries (Kotseva et al., 2012), despite research efforts to clarify why there is
suboptimal program uptake (Karmali et al., 2014). Home based CR programs have
been proposed as an alternate method of CR delivery, aiming to attract patients who
would normally not attend a hospital based CR program. In the context of this study,
patients living in rural areas of Tasmania, who did not have access to traditional CR,
were encouraged to participate in a newly developed home based CR program
supported by nurse mentors. Implications of the sudy findings and associated
recommendations for patients, mentors, nursing education and practice, health care

organisations and future research are detailed next.
Implications and recommendations for patients

The study demonstrated that patients who could not attend a traditional CR
program were able to gain benefit from the AHGP. For patients, access to the AHGP
enhanced the realisation that they can take an active role in their care and importantly,
improve their health even though they have a chronic medical condition. Positive
findings from the study indicated that patients were satisfied the AHGP (which included
the educational resources and the mentoring component), met their expectations in
terms of a CR program. The AHGP has shown potential as a new model of home based
CR for patients and thus as a result of this study, the recommendation to further develop
the AHGP including the structures such as mentor training and organisation support is
made. Finally, developing and evaluating strategies to incorporate families into this or
similar home based CR programme may help to improve its uptake and completion in

the future.
Implications and recommendations for mentors

The study provided new and valuable insights relevant to the role of nurse mentor.
Using nurses to provide mentorship to patients recovering from M1 after hospital has up
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to now been surprisingly lacking in the research literature. Quantitative research has in
the past compared hospital and home based CR outcomes with little acknowledgement
concerning the actual role of nurse mentor. Thus, their contribution in terms of
assisting patient recovery and their efforts to modify patient lifestyle risk after MI has
not been forthcoming. This study further builds on a study in New Zealand (Henwood
& Barnes, 2008) where nurse facilitators provided home based CR to patients. It also
provides additional insight to another unpublished pilot study using nurse mentors to
deliver a home based CR program in New South Wales (Mclvor, 2014). Findings from
this study suggested mentor work consisted of working collaboratively with patients to
meet their health goals and modify unhelpful lifestyle behaviours by correcting
misconceptions and misinformation about CHD. However, mentors required training
on how to adopt a PCC approach to their practice, and they became more patient centred
as they gained more experience. Thus, future mentor training programs should include
an explicit focus on what PCC is and how it can be enacted. Developing and testing
various mentor training interventions in the future may result in mentors who are able to
use various techniques to better influence and support patient efforts to undergo lifestyle
behaviour change. The sustainability of both mentor based CR programs and their long
term impact on patient behaviours and subsequent health outcomes could be further

explored in the future.

Data from this study revealed several mentor perceptions relating to the
effectiveness of the training they undertook. With similar home based CR programs in
other countries offering training over 2-3 days withfollow-up refresher sessions
(Henwood & Barnes, 2008), this may have contributed to some mentors perceiving a
lack of preparation in terms of their skills. To adequately prepare future mentors, more
practical training is recommended, especially in CBT strategies and motivational
interviewing. This would enable mentors to readily assist patients struggling with
ambivalence or motivational issues in terms of their ability to undertake lifestyle
behaviour change.

Mentors in this study were professionally rewarded when patients recovered and
achieved their health expectations. This suggests that it was important for nurse
mentors to follow the patient care experience (underpinned by PCC) from hospital to
home and provide information, guidance and support as needed. In general, the
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findings from this study suggest it would be appropriate for nurses to use mentoring as a
basis for providing seamless cardiac care to patients recovering from Ml in the

Australian setting.

Although most mentors were satisfied with their work as mentors, some found
implementing a new model of care difficult. Mentors found PCC to be time consuming
and found the role transformation from “nurse expert” to “nurse mentor” was initially
conflicting for a small number of mentors. This implies that one cannot assume all
nurses will be able to adapt to the new role and that more support, education and mentor
role model practice is warranted. Mentors that are stressed are unlikely to be motivated
to take on more mentoring roles which could impact negatively on the CR recruitment
of patients unable to travel to hospital based CR services. Although mentors did appear
to adapt to PCC with experience, the time needed to develop and maintain a therapeutic
relationship with patients based on PCC, continued to impact on busy work schedules.
Therefore, it is recommended that nurses receive more intensive training on techniques
such as CBT and patient centred approaches to care prior to becoming patient mentors.
In addition, more education is needed to explain the concept of PCC in the clinical
setting to enable clinical managers to understand the benefits associated with the
concept and provide appropriate clinical support and time to mentors. Although PCC
may appear time consuming in practice, developing the self care abilities of patients
may improve their HRQOL and reduce health care costs.

Implications and recommendations for policy and health care

organisations

Health care organisations can benefit from ensuring all patients have access to CR
after MI. Policy stakeholders and health care organisations should appreciate that
patients who understand CHD and their role in actively managing their recovery are less
likely to be readmitted to hospital. The AHGP has demonstrated its applicability as a
model of CR because patients not only agreed to use it; all patients who accessed the
program completed it. Furthermore, although findings are not readily generaliseable,
the AHGP appeared to improve patient health outcomes. In view of Australia’s ageing
population and the chronicity of CHD, preventing hospital readmission may lessen the

burden of burgeoning hospital costs.
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The AHGP has shown potential in terms of assisting patients to take a more active
role in their care and health care agencies should support the ongoing development of
home based CR programs in the future. Thus, because of the positive findings from this
study it is recommended that the AHGP be extended beyond the six week time frame to
enable patients who are unable to meet their lifestyle goals during the program support
over a longer period of time. Although this study demonstrated the AHGP could satisfy
the health needs of its participants, the implications of a much larger roll out in
Australia concern major issues of monetary funding, future specialist mentor training

and credentialing.

Other issues such as the future development and production of AHGP resources,
endorsement of the program by physicians to improve the uptake of the program,
improved communication between all other health stakeholders and the distribution and
overall governance of the AHGP as an entity also need to be remedied. Support in
Australia may be difficult to realise without government funding as the Australian
Cardiovascular Health and Rehabilitation Association, though potentially willing to
further develop and administer the AHGP, do not have the monetary funds to
implement such a program on a national scale. The study findings firmly recommend
that governance issues concerning the need to establish a health provider be finalised
prior to any further larger scale research relating to the AHGP being conducted.
Associated with determining the cost of implementing thie AHGP more widely, a larger
effectiveness study may help determine if widespread use of the program should be

advocated.

A further implication arising from this study concerns the future development of
collaboration between hospital based cardiology services and primary care givers in the
community. This study reported examples of mentor frustration, where a lack of
continuity existed in terms of communication between hospital based services and
primary health care. In view of some patients needing a much longer time frame to
work through their health issues than a six week home based program, long term
monitoring by the patient’s primary health care provider might still render lifestyle
change to be achievable. The study recommends this situation must be improved by
ensuing all health providers involved in the patient’s care are fully cognisant of the aims

and structure of the AHGP including the role and function of nurse mentors delivering

183



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

the program. This would involve doctors, nurses and other allied health professionals in
hospital and extend to health providers in the community including the patient’s
primary care physician. Other countries have experienced shortcomings in terms of
providing a seamless transition from discharge to home. The need to provide follow-up
primary care after hospitalisation is well recognised (Dalal, Wingham &Taylor, 2015).
In a recent study in New Zealand involving home based CR programs (Henwood &
Barnes, 2008), the CR program was coordinated from within the community setting
rather than from withinthe hospital. This experience evidently was an effective long
term strategy to foster improved relationships between hospitals and primary care

givers.
Implications and recommendations for future research

The findings from this research confirm that in terms of CR service delivery, the
AHGP appears promising, and thus a larger study needs should be undertaken in the
Australian setting. This would help determine if the AHGP could feasibly be rolled out
in other states of Australia. In the future, researchers should consider following patients
for a minimum of 12 months post program completion to determine whether patients are
able to maintain lifestyle change in the long term. Further, CR stakeholders are also
acknowledging a range of CR programs should be made available to encourage choice
between the various forms (such as hospital, telephone and computer based programs)
and improve CR uptake, attendance and program completion (Davies et al., 2010). The
findings from this study support this view, therefore it may be both complimentary and

feasible to administer and operate different CR models from centralised services.

Although the aim of this study was not to observe the dynamics of spousal or
family support of the patient undertaking the AHGP, further research in this area may
contribute to new nursing knowledge and further help identify unknown factors that
may contribute to understanding why patients may or may not be able to make lifestyle
improvements despite having participated in a home based CR program. While the
mentor clinical notes revealed examples of mentors engaging with spouses and other
family members, mentors thought in the future, mentor training should include
information relating more specifically to the needs of spouses and family as the self-
perceived needs of recovering cardiac patients may be quite different from needs

expressed by spouses. Other research has identified the benefits of positive family
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support in assisting patient recovery and family adjustment after MI (Dunbar et al.,
2008; Henwood & Barnes, 2008). Future AHGP and mentor planning input should
focus more attention on spousal and family issues relevant to the patient’s recovery and
maintenance of long term lifestyle change. Additionally, family data needs to be
collected and analysed in future studies to better understand the role family members
play in home based CR and in importantly, what support structures may help them cope
with the chronicity of CHD.

Conclusions

The AHGP has the potential to be a quality home based CR program in terms of
its structures, processes and outcomes (SPO). Both patients and mentors perceived the
AHGP to be successful. As mentorship represents the cornerstone of the AHGP, the
study also aimed to provide an understanding of the SPO specific to nurses mentoring
patients in their homes and the extent to which mentoring assists patients to improve
their health outcomes. Due to the paucity of information currently available relating to
nurses mentoring patients specifically in their homes, insights derived from this study

provide the nursing profession with much needed information relating to this new role.

Structures important to the success of the AHGP included the timely recruitment
of patients, the development of the program’s resources, the specific training required to
operationalise the six week program, and the specific skills, knowledge and
commitment of nurses to improve their patient’s care experience by implementing
specific cognitive-behavioural strategies. Processes included the development of a
therapeutic relationship and rapport between mentors and patients, the suitability of the
program within the Australian cultural setting, promoting positive lifestyle behaviours
and implementing a patient-centred approach to CR care. Outcomes indicated the
AHGP assisted patients in their recovery from MI. The program also reduced levels of
anxiety and improved their HRQOL. Patients were satisfied with the program’s
audiovisual resources and valued the support, guidance and care provided by mentors
during their transition from hospital Many patients were able to change unhelpful
lifestyle related behaviours. Outcomes for mentors indicated that although there were
rewards and barriers associated with being a patient mentor, the AHGP was easy to use

and the majority of them were satisfied with their new role.
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Additionally, in the past, the role of mentor in the context of home based CR, did
not appear to have been well explored. The role of nurse mentor in the setting of home
based CR was closely examined in this study and significantly contributes to new
nursing knowledge. Importantly, a new and unique therapeutic relationship was found
to exist between patients and nurse mentors. Mentors found the mentoring experience
professionally rewarding and satisfying because the service was underpinned by the
model of PCC which encourages patients to participate in the decision making about
their health and wellbeing. The patient data in this study supported the use of
mentorship, suggesting it was an integral component of the program in terms of
providingfollow-up support after hospital discharge and assisting patients in their efforts

to undergo lifestyle behaviour change.

A major strength of the AHGP is that it promotes patient centredness and
typically, patients are encouraged with nurse mentor assistance, to actively engage in
decision making about their own health. Furthermore, the AHGP resources have been
found to be easily understood by patients and importantly, the mentor-patient
relationship appears, according to study findings, to remain the essential ingredient in
terms of supporting their recovery from M1 and assisting patients to adopt positive
health behaviours. The quantitative and qualitative results of this study confirm that the
AHGP can lessen the burden of heart-related disease and potentially change health care
delivery and CR policy in Australia. Ultimately, the AHGP has the potential to become
a viable CR program in Australia if issues relating to future specialist mentor training,
various governance issues and future resource supply and development can be
overcome. For people with CHD living in rural areas, the delivery of home based CR
programs cannot happen soon enough.
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Appendices

Appendix 1: Information summary sheet for participants

Information Summary Sheet for Research Participants

The Evaluation of the Aussie Heart Guide Program

The implementation and evaluation of a home based [mentor supported] cardiac

rehabilitation program for cardiac patients in regional Tasmania.

February 08, 2010 (Form version_3)

Researcher:
Terry Frohmader RN

PhD Candidate, Griffith University
Clinical Staff Nurse
Coronary/Intensive Care Unit
Launceston General Hospital
Tasmania, 7250

INTRODUCTION

You are invited to participate in a research study to be conducted in regional Tasmanian
Hospitals. For you to decide if you want to be part of this research study, you must
know enough about its risks and benefits to make an informed decision. Please take as
much time as you need to think about or discuss taking part in this study with family or
friends before making your decision.

This form contains information about “informed consent.” It explains
o The purpose or aim of this research study.

o What will happen during the study and what you will need to do.
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o The risks of you having problems because of your participation in this study.
o The benefits of being in this research study
o The answers to any questions you may have.

This form may contain words that you may not understand. Please ask the coronary
care nurse caring for you or your cardiac rehabilitation nurse to explain any words or
information you do not clearly understand. You will also be able to ask any questions

you have about the study.

If your questions have been answered to your satisfaction and you decide to take part,
you will be asked to sign a consent form. Results of the study can be made available to

you if you wish to be informed.

AIM OF THE STUDY

The broad aim of this project is to determine if the Aussie Heart Guide, a home based,
mentor supported cardiac rehabilitation program can satisfy the needs of patients who
have recently suffered a heart attack and who are unable to access a hospital based
cardiac rehabilitation program. Under normal circumstances, all patients admitted to
hospital with heart related health problems are invited to take part in a hospital based
cardiac rehabilitation outpatient program (usually lasting about 6 weeks in duration).
Some people are unable to access these programs for a variety of reasons such as travel

distance to rehabilitation services, cost of travel or family commitments.

There is little doubt that many people experiencing heart related health problems
become very anxious regarding the prospect of returning home to their community after
hospitalisation. Therefore, to support you make this adjustment, a home based cardiac
rehabilitation program has been designed to support your recovery. Broadly speaking,
the aim of the program is to provide you and your family with information and support
S0 you can better understand what has happened to you and what you may be able to do

to prevent further heart problems occurring in the future.

The Aussie Heart Guide Program has been modified from a very successful home based
cardiac rehabilitation program used to help over 10,000 people per year recover from
heart attack in the United Kingdom. The project hopes to find out whether the Aussie
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Heart Guide program meets your expectations by assisting you to achieve your health

goals and return to good health.

Your feedback will be invaluable in terms of helping the authors to improve the
program and to advise other health care agencies of its value as a model of care and its

potential availability Australia wide.

WHAT EXACTLY IS THE AUSSIE HEART GUIDE PROGRAM?

The Aussie Heart Guide is a program that has been designed to help you live well with
coronary artery disease (or heart problems). It should be used in addition to, and not
instead of, your recommended medical treatments. The program has several
audiovisual resources. They consist of paper based reading material (The Aussie Heart
Guide Part 1 and Part 2, the Aussie Heart Guide for Partners & Families and the Aussie
Heart Guide Personal Diary) and a Relaxation Audio CD and a Multimedia Health
Education CD ROM. However, the most important feature of the program is the fact
that the program is delivered by specially trained cardiac rehabilitation mentors who
volunteer their time, experience and expertise on a one to one basis over a period of at

least six weeks post discharge from hospital.

PROCEDURE

If you wish to take part in the study, a mentor will be assigned to you to help you
prepare for leaving hospital and returning home. Their aim will be to reduce your fear
or anxiety and to recommend a suitable rehabilitation plan to meet your individual
needs. In most cases, the mentor will spend about an hour with you (and if possible your
partner) prior to your discharge from hospital. After you return home they will contact
you by telephone at mutually agreed times (week 1-6) to discuss your progress and
provide assistance as required. To carefully evaluate whether the program is effective in
assisting your recovery after discharge, your mentor or the study investigator will ask
you to complete several self report questionnaires. If you have any difficulties

understanding the questionnaires, your mentor will assist you.

WHY HAVE YOU BEEN SELECTED?

_You are free to join this study if you are over 18 years of age and have been diagnosed
and treated for a heart attack. You are being asked to agree to take part in this research

study because the investigator believes that all persons living in rural Tasmanian
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communities, with coronary artery disease should have equal access to cardiac
rehabilitation, so they can achieve their health goals with the assistance and support of a

trained mentor and the Aussie Heart Guide.

IS THERE ANY HAZARD?

There are no hazards associated with the Aussie Heart Guide Program. The program
provides advice and information that stems from medical research which has
demonstrated that cardiac rehabilitation and improvements in lifestyle behaviours
reduces the risk of future cardiac problems and promotes the return to a full and normal
life.

ROUTINE CARE

You will receive advice and information about returning home after discharge from

hospital whether you choose to take part in the study or not.

IS THERE ANY BENEFIT?

Research has demonstrated the positive benefits of cardiac rehabilitation over many
years. Several research studies conducted in the United Kingdom have demonstrated
that the home based method of cardiac rehabilitation delivery reduces anxiety and
depression, reduces re-admissions to hospital and reduces the number of visits to the GP
in the first year after a heart attack. In one study investigating the level of satisfaction
of a home based, mentored cardiac rehabilitation program, 97% of respondents found
the program helpful.

FINANCIAL CONSIDERATIONS

Participation in this study will not result in any costs for you. There is no payment

available for participating in the study.

CONFIDENTIALITY

As part of this study, your mentor and the chief investigator will keep a record about
you taking part in the study. These study records will include personal information
about you, your care and progress in terms of meeting your goals in response to your
undertaking of the Aussie Heart Guide program. This also includes other medical

information, including medical records, relating to you taking part in the study.
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To evaluate the effectiveness of the Aussie Heart Guide program, the information
gathered during the study will be reviewed by the study’s investigators. Your identity
will be kept confidential and you will not be identified by name or any other identifying
details in any reports or articles written by the study’s investigators in relation to the

study’s outcome.

OTHER CONSIDERATIONS

If you have any questions during the study, please contact Terry Frohmader RN,
Coronary Care Unit, Launceston General Hospital (telephone number 63487496).

If you have any questions about your rights as a participant in a research study please
contact the Executive Officer of the Human Research Ethics Committee (Tasmania)
Network. The Executive Officer can direct participants to the relevant Chair that
reviewed the research. [Executive Officer: 03 6226 7479 or email;

human.ethics@utas.edu.au.

IF YOU CHANGE YOUR MIND

You are free to leave the study at any time without prejudice. Leaving the study will not

affect your ongoing medical care in any way.

Before you decide to proceed and sign the consent form please ask any questions about
the study or any part of this study that remains unclear to you the study investigators

will answer fully any questions you may have before, during or after this study. If you
wish to participate in this study you will be given copies of this information sheet and a

statement of informed consent to keep for your personal record.

COMPLAINTS MECHANISM [Griffith University]

Griffith University conducts research in accordance with the National Statement on
Ethical Conduct in Research Involving Humans. If you have any concerns or
complaints about the ethical conduct of the research project you should contact the

Manager, Research Ethics on 3875 5585 or research-ethics@aqriffith.edu.au.

Griffith University thanks you for your consent and participation in this research.

(Insert signature)
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Terry Frohmader RN
Researcher (PhD Candidate)
Clinical Staff Nurse
Coronary Care Unit

Phone Contact: (03)63487111

Principal Research Supervisor

Professor Wendy Chaboyer

Director, Research Centre for Clinical and Community Practice Innovation
Gold Coast campus

Griffith University, Qld, 4222

Phone Contact: (07) 5552 8518

Associate Research Supervisor

Dr Frances Lin

Lecturer, School of Nursing and Midwifery, Centre for Health Practice Innovation
Griffith Health Institute,

Griffith University, Australia

Visiting Research Fellow,

Gold Coast Hospital and Health Service

Date: Feb 08, 2008

= Department of Health
™ : Griffith
¥ and Human Services @”J UNIVERSITY
Tasmania
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Appendix 2: Consent Form

1.

2.

3.

Consent Form for Aussie Heart Guide Program (Study)
This Consent Form accompanies

Information Summary Sheet for Research Participants-Aussie Heart Guide Study

Title of Study - The Evaluation of the Aussie Heart Guide Program

The implementation and evaluation of a home based (mentor facilitated) cardiac

rehabilitation program for cardiac patients in regional Tasmania, Australia.

| have read and understood the 'Information Sheet' for this study.
The nature and possible effects of the study have been explained to me.

| understand that all research data will be securely stored on the University of
Tasmania premises for a period of 10 years. The data will be destroyed at the end
of 10 years (or, in the researcher plans to retain the data for longer than this period,
specify that the data will be securely stored on the University of Tasmania

premises until no longer required, at which time it will be destroyed).

. Any questions that | have asked have been answered to my satisfaction.

. | agree that research data gathered for the study may be published (provided that |

cannot be identified as a participant).

. I understand that my identity will be kept confidential and that any information |

supply to the researcher(s) will be used only for the purposes of the research.

. | agree to participate in this investigation and understand that I may withdraw at

any time without any effect, and if 1 so wish may request that any personal data

gathered be withdrawn from the research.

Name of Participant:

Signature of Participant: Date
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8. | have explained this project and the implications of participation in it to this
volunteer and | believe that the consent is informed and that he/she understands

the implications of participation.

Name of Investigator or Associate

Signature of Investigator or Associate Date

ogge Department of Health
@”J Griffith and Human Services

UNIVERSITY
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Appendix 3: Aussie Heart Guide Program’s audiovisual
resources
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Appendix 4: Information protocol for mentors

Information PROTOCOL for AHGP Mentors

The following information summarises the main considerations for mentors
participatingin the Aussie Heart Guide Project

(1) Flag suitable study participants (How you undertake this depends upon your
hospital, role, work hours etc. ie You may have cardiology RNs that will flag
suitable patients, ward clerk involvement in flagging out of town patients).

(2) Approach potential study participants if inclusion criteria met.

(3) Leave study information sheet with potential participants and family to read or
if practical introduce the study and attend to the information sheet and consent
form in one sitting. Please answer all participant questions relative to the study.

(4) Once consent has been obtained Conduct interview as per Bob Lewin
Workshop ie introduce aims of the AHGP, role as mentor, conduct interview,
establish participant goals and plan SMART outcomes strategy. Arrange next
follow up contact and complete baseline questionnaires.

Participant completes - HADs, IPQ-R, heiQ, MacNew, Activity Survey
Mentor_completes dataset sheet, post GP letter.

(5) Please email chief investigator as soon as you have completed the dataset
with participant’s name, spouse, partner or carers name, postal address, age and
contact phone number. I will then assign a study number identifier because after
analysis, it remains an ethical requirement to de-identify patient details. At study
completion all data sheets and other information will have names removed leaving
only a study number.

(6) Mentor contact - We are aiming to contact participants weekly for a minimum
of six weeks, however, this is negotiable and dependent upon their progress and
record of goal attainment etc. Please make sure you document all contacts on the
mentor contact sheet and staple extra sheets as necessary. There is no time limit
imposed on discharging participants from your mentorships. Some participants will
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have more issues to work through and will require more weeks of mentoring to meet
their health needs.

(7) When you have terminated your mentorship, please remind the study
participants that they will soon receive in the mailfollow-up questionnaires (at
approximately thetime of program discharge-6 to 8 weeks after hospital discharge)
which represent the post AHGP data. This will be followed by a phone interview to
gain feedback regarding the program to be organised by research team at a
convenient yet to be determined time.

(8) Please remember to email me when you have discharged participants from
the study (at or around 6-8 weeks) so | can perform the post test questionnaire
mail out. The mail outs will include self-addressed stamped envelopes and bear
no costs to participants (mail out will include MacNew, PIH, IPQ, HADS,
Activity, heiQ and participant satisfaction surveys).

(9) Please photocopy all the relevant study material each time you discharge a
study participant and post via the DHHS mail to

Terry Frohmader RN
The Chief Investigator
The Aussie Heart Guide Study
Department of Intensive/Coronary Care Medicine
Launceston General Hospital

(10) After receiving the study materials, the data will be entered on to a
database for statistical analysis. Please be very careful to keep all your study
records together-it remains very important in terms of ethics not to lose data or
have persons not involved with the study view confidential information or records.

(11) Once the study is completed all data files will need to be returned to T.
Frohmader at the LGH to be de-identified and placed in long term secured
storage (in the Pharmacy Department for 6 years). [NB. By keeping the
original documents intact and securely housed in your department (and hospital) if
the photocopied data is lost for whatever reason then we have a back up of
information].
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(12) Please contact me anytime regarding any issue concerning this project.
The study has been approved by the state wide Scientific and Human Research
Ethics Committees and as Chief Investigator (Terry Frohmader) I remain
responsible for all study operations. At the completion of the study a report will be

prepared for ACRA’s perusal and results forwarded to participating mentors.

(13) As mentors, meetings will be organised to discuss the progress of the
study and to provide feedback. Please maintain your contact records at a high
level including the recording of important issues as they arise so they can be
reflected on during the meeting.

(14) Please record all mentor field notes and issues (in the confidential booklet
supplied) that arise during your mentorship that may assist you with your mentor
and project evaluation.

oL Department of Health
@” Griffith and Human Services

UNIVERSITY
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Appendix 5: Patient demographic data set for mentors

Patient Demographics Data Collection Sheet for AHGP Mentors

Name: Study ID: Dat(? of Birth:
Age:
Address: Postcode: Religion:
Hospital Date admitted to

Gender: Maled Female O CCuU:
Discharge date:

Marital Status: Single O Married O Partner O Divorced O Widowed O
Unknown O

Name of spouse/carer/significant other; Or lives with Contact
details:

Ethnic origin: Aboriginal: Yes O No O Country of Birth:
Language spoken at home
Occupation: Working? Yes 0 No OO Retired OO Self employed OO Pensioner O
disability pen O Occupation during working life:

Name of Family Doctor Cardiologist:

Initial Event (most recent event leading to referral to rehabilitation, dates, reasons for
not attending programme)

Myocardial Infarction O Acute Coronary Syndrome O Bypass Surgery O PCI O
Cardiac Arrest [0 Angina O Other Surgery [ Heart failure OO0 Pacemaker OO0 ICD O
Congenital Heart O Transplant O LV Assist Device O Other

Date of Initiating Event: Agreed to HBCR: Date Referred to
YesO NoO HBCR:
Date Invited to Join HBCR: Date HBCR Started: | Date HBCR
Completed:

Reason for not enrolling in AHGP
Proximity to hospital based cardiac rehabilitation program:
Hobart O Launceston O MCH O NWGH O

Previous Events (any other acute events prior to the current reason for attending)

Myocardial Infarctiond Acute Coronary Syndrome [ Bypass Surgery [0 Angioplasty
O Cardiac Arrestdd Anginad Other Surgery O Heart failured Pacemakerd 1ICDO
Congenital Heart OTransplantd LV Assist Deviced Other

Co-morbidity (from case notes or patient completed questionnaires)

Angina O Arthritis (osteoarthritis) O Cancer O Diabetes OO Rheumatism (rheumatoid
arthritis) O Stroke O Osteoporosis OO Chronic bronchitis OO Emphysema O Asthma O
Claudication OThyroid Disease OO0Chronic Back Probs O Other
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Administrative and Assessment details:

Risk Assessment:

Assessment/Interview Date: Lowdl Moderate 0 High O

Identified Risk Factors: Hyperlipidemia O HT O Smoker — Current O
Reformed OO Sedentary lifestyle OO Social isolation OO Depression/Stress/Anxiety [J
Family History OO0 Diabetes—Type1 O Type2 O Overweight O Obesity O

Percentage of AHGP completed: 0% O 1-25% O 26-50% O  51-75% O
76-99% O 100% O

Reason for non completion:

Achieved aims or goals prior to completion O Program did not fulfil needs O
Planned/emergency intervention OO0  Too ill Died O Returned to work O
Other/Unknown O

Examinations & Tests (as per protocol in your centre)

Weight: kg | Height: cm BMI: Girth: cm

Has patient smoked in last 4 weeks:
. Yes O No O Unknown O

Blood Pressure: / mm Hg - :
If yes, are they willing to cease smoking?
Yes O No O Unknown [

Cholesterol: Total: HDL: LDL: Triglycerides:

Random serum BSL.: mm/I

Drugs (case record or patient self completion questionnaire)

Aspirin O Clopidogrel OO Warfarin O ACE inhibitor O
Beta Blocker O  Statin O Other O

Physical Activity

Physical Activity Rating la. Strenuous: 1b. Moderate: 1c. Mild:

2a. Often O

2b. SometimesC] Physical Activity — 30 min duration 5 times a week.

2¢. Never/Rarely O Yes L No Ol
Physical Fitness Score: V‘?% Heavy O Heavy O Moderate O
Light O Very light O

Daily Activity Score:  No difficultyatall O A little bit of difficulty O
Some difficulty O Much difficulty O Could notdo O

Quialify of Life Scores and various other evaluative questionnaires

HADS A-Score__ D-Score__ | MacNew completed O IPQ completed O

heiQ completed O Satisfaction Survey Completed OO

No of self reported hospitalisations During AHGP
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Appendix 6: Human Research Ehics Committee (Tasmania)
Network

Office of Regsearch Servicas HUMAN

University of Tasmania RESEARCH

Private Bag 1 ETHICS

Hobart Tasmania 7001

Telephone + 61 3 6226 7479 COMMITTEE

Facsimite + 61 3226 7148 (TASMANIA) UTAS
Email Human.Ethlcs@utas.edu.au NETWORK ——————
www research.utas.edu.aufhuman, ethics|

27 June 2008

Mr Terry Frohmader

Department of Intensive/Coronary Care Medicine
Launceston General Hospital

Charles St

LAUNCESTON TAS 7250

Dear Mr Frohmader

REF NO: 10009996
TITLE: The Aussie Heart Guide - Validation in Rural Communities of Tasmania

National Ethics Application Form

Information Sheet and Consent Form Version 2 dated June 2008
Patient Questionnaire

Health Education Impact Questionnaire Version 2.0

1liness Perception Questionnaire

Hospital Anxiety and Depression Scale

International Physical Activity Questionnaire (November 2002)

e & 9 0 & @ o

The Tasmanian Health and Medical Human Research Ethics Committee considered and approved the
above documentation at its meeting on 23 June 2008.

All committees operating under the Human Research Ethics Committee (Tasmania) Network are
registered and required to comply with the National Statement on the Ethical Conduct Human Research
(NHMRC 2007).

Therefore, the Chief Investigator’s responsibility is to ensure that:
(1) The individual researcher’s protocol complies with the HREC approved protocol.

(2) Modifications to the protocol do not proceed until approval is obtained in writing from the
HREC.

(3) Section 5.5.3 of the National Statement states:

Researchers have a significant responsibility in monitoring approved research as they are in

the best position to observe any adverse events or unexpected outcomes. They should report \f/. i

such events or outcomes promptly to the relevant institution/s and ethical review body/ies and o

take prompt steps to deal with any unexpected risks. L
Tasmania

Explove Hhe possivilities
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The appropriate forms for reporting such events in relation to clinical and non-clinical trials and
innovations can be located at the website below. All adverse events must be reported regardless of
whether or not the event, in your opinion, is a direct effect of the therapeutic goods being tested.
http://www.research.utas.edu.au/human_ethics/medical_forms.htm

(4) All subjects must be provided with the current Patient Information Sheet and Consent
Form as approved by the HREC.

(5) The Committee is notified if any investigators are added to, or cease involvement with,
the project.

(6) This study has approval for 4 years contingent upon annual review. A Progress Report
is to be provided on the anniversary date of your approval. Your first report is due 23 June
2009. You will be sent a courtesy reminder closer to this due date.

(7) A Final Report and a copy of the published material, either in full or abstract, must be
provided at the end of the project.

Should you have any queries please do not hesitate to contact me on (03) 6226 2763.

Yours sincerely
s T
e

Lo

Katherine Shaw

Health and Medical HREC Ethics Officer
On behalf of the Executive Officer
HREC (Tas) Network

%
=<

Tasmania
Explove Hhe possivilities
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Appendix 7: Human Research Ethics Committee of Griffith
University

9308 /322

GREIFFITH UMIVERSITY HUMAN RESEARRCH ETHICS COMMITTEE

2a=Mar=2010

Dear Mr Frombmader

I write further to the additicnal information provided in relation te the
conditinnal approval granted te your application for ethical clearance for your
project "PRIOR: The Aussie Heart Guide = validation of in rural communities of
Tasmania. The implementaticn and evalwation of a home-based {mentor facilitated)
cardiaes rehabilitation program for cardiac patients in regiaonal Tasmania,
Bustralia."™ (G0 Bef Ho: HRS/02/10/HREC).

This i3 ko confirm receipt of the remaining reguired information, assurances ar
amendments te this protocel.

Consequently, I recenfirm mv earlier advice that you are authorised to
immediately commence this ressarch on this basis.

The standérd conditions of epprovel attached to our previous correspondence
about this pretecocl continue to apply.

Bagards

Or Gary Allen

Mamager, Resaarch Ethics
0ffice for Bessarch

Bray Centre, Mathan Campus
Griffith University

ph: 3735 EEBS

fax: 3735 T994

email: g.alleafgeiffith.edn.an
web:

Cg:

At this time all researchers are ceminded that the Grifficth Uniwversity Code for
the BResponsible Conducst of Research provides guidance fo researchers in areas
such as conflict of interest, authorship, storage of data, & the training of
research students.

vou can find further information, resources and a link te the Universicy's Code
by wisiting

http: M fwwwEl . gu.edu.aufpolicylibrary . nsf/xupdatemonth/e78524226231d2b44a2 3730000
§2£437 topendocument PRIVILEGED, PRIVATE AND CONFIDENTIAL

203



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

References

Abell, B., Glasziou, P., Briffa, T., & Hoffman, T. (2016). Exercise training
characteristics in cardiac rehabilitation programmes: a cross sectional survey of
Australian practice. Open Heart, 3: e000374. doi:10.1136/ openhrt-2015-000374

Ades, P. (2007). Individualized preventive care in cardiac rehabilitation. Journal of
Cardiopulmulmonary Rehabilitation and Prevention, 27(3), 130-134.

Adams, R. J. (2010). Improving health outcomes with better patient understanding and
education. Risk Management and Healthcare Policy, 3, 61-72.
http://dx.doi.org/10.2147/RMHP.S7500

Agency for Healthcare Research and Quality (2013). Strategy 4: Care transitions from
hospital to home. IDEAL Discharge Planning. Agency for Healthcare Research
and Quality. Rockville. MD. Retrieved from
http://www.ahrq.gov/professionals/systems/hospital/engaging
families/strategy4/index.html.

AL-Abri, R., & Al-Balushi, A. (2014). Patient satisfaction survey as a tool towards
quality improvement. Oman Medical Journal, 29(1), 3-7.
http://dx.doi.org/10.5001/0mj.2014.02

Albert, N. M., Barnason, S., Deswal, A., Hernandez, A., Kociol, R., Lee, E., ... &
White-Williams, C. (2015). Transitions of care in heart failure. Circulation:
Heart Failure, HHF.0000000000000006, originally published January 20, 2015.
http://dx.doi.org/10.1161/HHF.0000000000000006

Albright, A., Howard-Pitney, B., Roberts, S., & Zicarelli, J. (1998). Tell Your Story:
Guidelines for Preparing an Evaluation Report. Sacramento, CA: Department
of Health Services.

Alm-Roijer, C., Stagmo, M., Uden, G., & Erhardt, L. (2004). Better knowledge
improves adherence to lifestyle changes and medication in patients with
coronary heart disease. European Journal of Cardiovascular Nursing 3(4), 321-
30

Allahyar, G. (2012). Smoking paradox at cardiac rehabilitation. International Journal of
Preventive Medicine, 3(2), 130-140.

Allen, J., Hutchinson, A. M., Brown, R., & Livingston, P. M. (2014). Quality care

outcomes following transitional care interventions for older people from hospital

204


http://dx.doi.org/10.2147/RMHP.S7500
http://www.ahrq.gov/professionals/systems/hospital/engaging%20families/strategy4/index.html
http://www.ahrq.gov/professionals/systems/hospital/engaging%20families/strategy4/index.html

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

to home: a systematic review. BMC Health Services Research, 14. 346.
http://dx.doi.org/10.1186/1472-6963-14-346

Alston, L., Allender, S., Peterson, K., Jacobs, J., & Nichols, M. (2017). Rural
Inequalities in the Australian Burden of Ischaemic Heart Disease: A Systematic
Review. Heart, Lung and Circulation, 26(2),122-133.

American Association of cardiovascular and Pulmonary Rehabilitation (AACVPR)
(2016). The certified cardiac rehabilitation professional (CCRP). Retrieved
from https://www.aacvpr.org/Certification/AACVPR-Professional-Certification.

American College of Sport Medicine. (1997). Godins- Leisure time exercise
questionnaire. Medicine and Science in Sports and Exercise, 26, (Suppl S.36-
38).

Andersen, J. G., Grepperud, S., Klow, N. E., & Johansen, O. (2016). Effects on length
of stay and costs with same day retransfer to the referring hospitals for patients
with acute coronary syndrome after angiography and/or percutaneous coronary
intervention. European Heart Journal: Acute Cardiovascular Care, 5(4), 375-
380.

Anderson, L., & Taylor, R. S. (2014). Cardiac rehabilitation for people with heart
disease: an overview of Cochrane systematic reviews. Cochrane Database of
Systematic Reviews, 12. Art. No.: CD011273.
http://dx. doi.10.1002/14651858.CD011273.pub2.

Anderson, L., Oldridge, L., Thompson, D. R., Zwisler, A. D., Rees, K., Martin, N., &
Taylor, R. S. (2016). Exercise-based cardiac rehabilitation for coronary heart
disease: Cochrane Systematic Review and Meta-Analysis. Journal of American
College of Cardiology, 67(1), 1-12.

Anderson, L, Sharp, G. A., Norton, R. J., Dalal, H., Dean, S. G., Jolly, K. & Taylor, R.
S. (2017). Home-based versus centre-based cardiac rehabilitation. Cochrane
Database of Systematic Reviews, 6. Art. No.: CD007130. DOI:
10.1002/14651858.CD007130.pub4

Anderson, L., Brown, J. P. R., Clark, A. M., Dalal, H., Rossau, H. K., Bridges, C., &
Taylor, R. S. (2017). Patient education in the management of coronary heart
disease. Cochrane Database of Systematic Reviews, 6. Art. No.: CD008895.
DOI: 10.1002/14651858.CD008895.pub3.

205


http://dx.doi.org/10.1186/1472-6963-14-346

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Arena, R., Williams, M., Forman, D. E., Cahalin, L. P., Coke, L., Myers, J., ...&Lavie,
C. J. (2012). American Heart Association Exercise, Cardiac Rehabilitation and
Prevention Committee of the Council on Clinical Cardiology, Council on
Epidemiology and Prevention and Council on Nutrition, Physical Activity and
metabolism. Circulation, 125(10),1321-1329.
http://dx.d0i.10.1161/CIR.0b013e318246b1e5. Epub 2012 Jan 30.

Asadi-Lari, M., Packham, C., & Gray, D. (2003). Unmet health needs in patients with
coronary heart disease: implications and potential for improvement in caring
services. Health and Quality Life Outcomes, 1, 26.
http://dx.doi.org/10.1186/1477-7525-1-26

Astin, F., Horrocks, J., & Closs, S. J. (2014). Managing lifestyle change to reduce
coronary risk: a synthesis of qualitative research on people’s experiences. BMC
Cardiovascular Disorders, 14. 96. http://dx.doi.org/10.1186/1471-2261-14-96

Audelin, M. C., Savage, P. D., & Ades, P. A. (2008). Changing clinical profile of
patients entering cardiac rehabilitation/secondary prevention programs: 1996 to
2006. Journal of Cardiopulmonary Rehabilitation and Prevention, 28(5), 299-
305.

Australian Bureau of Statistics [ABS] (2011). Australian social trends: health outside
major cities. 4102.0. March 2011. Retrieved from
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4102.0Main+Features30
Mar+2011

Australian Bureau of Statistics (ABS). (2013). Australian Health Survey Updated
Results2011/12. 4364.0.55.003.

Australian Bureau of Statistics (ABS). (2015) Causes of death, Australia. 2015; ABS
cat no. 3303. Retrieved from
http://www.abs.gov.au/ausstats/abs@.nsf/mf/3303.0

Australian Cardiovascular Health and Rehabilitation Association [ACRA] (2008).
Practitioner’s Guide to Cardiac Rehabilitation. NSW. Retrieved from
http://www.acra.net.au/wp-content/uploads/2015/01/Practitioner-Guidelines-
Section-1.pdf

Australian Cardiovascular Health and Rehabilitation Association [ACRA] (2008a)
Terms of reference for the Aussie Heart Guide in Australia. NSW.

206


http://dx.doi.org/10.1186/1471-2261-14-96
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4102.0Main+Features30Mar+2011
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4102.0Main+Features30Mar+2011

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Australian Cardiovascular Health and Rehabilitation Association [ACRA] (2014).
Cardiac rehabilitation program directories. Retrieved from
http://www.acra.net.au/cardiac-rehabilitation-program/cardiac-rehabilitation-
program-directories.

Australian Centre for Heart Health. (2017). Retrieved from
https://www.australianhearthealth.org.au/

Australian Commission on Safety and Quality in Health Care [ACSQHC]. (2008).
Australian Charter of Health Care Rights. Canberra. ACSQHC. Retrieved from
https://www.safetyandquality.gov.au/national-priorities/charter-of-healthcare-
rights/

Australian Commission on Safety and Quality in Health Care (ACSQHC). (2011).
Patient centred care: Improving quality and safety through partnerships with
patients and consumers. ACSQHC, Sydney. Retrieved from
https://www.safetyandquality.gov.au/wp-
content/uploads/2012/03/PCC_Paper_August.pdf

Australian Commission on Safety and Quality in Health Care [ACSQHC]. (2014).
National Safety and Quality Health Service Standard 2: Partnering with
Consumers: Embedding partnerships in health care. Sydney. ACSQHC.
Retrieved from https://www.safetyandquality.gov.au/our-work/patient-and-
consumer-centred-care/national-safety-and-quality-health-service-standard-2-
partnering-with-consumers/

Australian Commission on Safety and Quality in Health Care [ACSQH]. (2014a).
Health Literacy National Statement. August 25. Retrieved from
https://www.safetyandquality.gov.au/publications/health-literacy-national-
statement/

Australian Institute of Health and Welfare [AIHW] (2005a). Rural, regional and remote
health-indicators of health. AIHW Cat. No. PHE 59. Canberra: AIHW.
Retrieved from http://www.aihw.gov.au/publication-detail/?id=6442467718>.

Australian Institute of Health and Welfare [AIHW]. (2005b). Living dangerously.
Australians with multiple risk factors for cardiovascular disease. Bulletin, 24.
Retrieved from http://www.aihw.gov.au/publication-detail/?id=6442467692

207


http://www.acra.net.au/cardiac-rehabilitation-program/cardiac-rehabilitation-program-directories
http://www.acra.net.au/cardiac-rehabilitation-program/cardiac-rehabilitation-program-directories

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Australian Institute of Health and Welfare [AIHW]. (2007). Impact of rurality on health
status. Canberra, ACT: AIHW. Retrieved from http://www.aihw.gov.au/rural-
health-impact-of-rurality/

Australian Institute of Health and Welfare [AIHW]. (2007). Rural, regional and remote
health: a study on mortality (2nd edition). Cat. no. PHE 95. Canberra: AIHW.
Retrieved from http://www.aihw.gov.au/publication-detail/?id=6442468054>.

Australian Institute of Health and Welfare [AIHW]. (2009). Prevention of
cardiovascular disease, diabetes and chronic kidney disease: targeting risk
factors. Cat. no. PHE 118. Canberra: AIHW. Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442459914

Australian Institute of Health and Welfare [AIHW]. (2010). Australian health spending
by remoteness: a comparison of remote, regional and city health expenditure.
Health and welfare expenditure series no.50. Canberra: AIHW Retrieved from
http://www.aihw.gov.au/publication-detail/?id=6442475421>.

Australian Institute of Health and Welfare [AIHW]. (2011) Cardiovascular disease:
Australian facts 2011, in Cardiovascular disease series Cat. no. CVD 532011.
Canberra: AIHW. Retrieved from
http://www.aihw.gov.au/WorkArea/Download Asset.aspx?id=10737418530

Australian Institute of Health and Welfare [AIHW]. (2012). Health expenditure
Australia 2010-11. Health and welfare expenditure series no. 47. Cat. no. HWE
56. Canberra: AIHW. Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=10737423003

Australian Institute of Health and Welfare [AIHW]. (2016). Australia's health 2016.
Australia’s Health no. 15. Cat. no. AUS 199. Canberra: AIHW.

Australian Institute of Health and Welfare [AIHW]. (2014a). Trends in coronary heart
disease mortality: age groups and populations. Cardiovascular disease series no.
38. Cat. no. CVD 67. Canberra: AIHW. Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129547044

Australian Institute of Health and Welfare [AIHW]. (2014b) Cardiovascular disease,
diabetes and chronic kidney disease-Australian facts morbidity-hospital care.
Cardiovascular, diabetes and chronic disease series no.3. Cat. No. CDK3.
Canberra: AIHW. Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129557219

208


http://www.aihw.gov.au/rural-health-impact-of-rurality/
http://www.aihw.gov.au/rural-health-impact-of-rurality/

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Australian Institute of Health and Welfare [AIHW]. (2014c). Health care expenditure
on cardiovascular diseases 2008-9. Cat. No. CVD 65. Canberra: AIHW.
Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129546379

Australian Institute of Health and Welfare [AIHW]. (2014d). Cardiovascular disease,
diabetes and chronic kidney disease-Australian facts mortality. Cardiovascular,
diabetes and chronic disease series no.1. Cat. No. CDK 1. Canberra: AIHW.
Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129549614

Australian Institute of Health and Welfare [AIHW]. (2014e). Cardiovascular disease,
diabetes and chronic kidney disease-Australian facts prevalence and incidence.
Cardiovascular, diabetes and chronic disease series no. 2. Cat. no. CDK 2.
Canberra: AIHW Retrieved from http://www.aihw.gov.au/publication-
detail/?id=60129549616

Australian Institute of Health and Welfare. [AIHW] (2015). Cardiovascular disease,
diabetes and chronic kidney disease-Australian facts risk factors.
Cardiovascular, diabetes and chronic kidney disease series no. 4. Cat. no. CDK
4. Canberra: AIHW. Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129550535

Australian Institute for Primary Care. (2005). An evaluation of the primary care
partnership strategy. Latrobe University. Retrieved from
http://www.health.vic.gov.au/pcp/evaluation/index.htm. .

Ayerbe, L., Gonzélez, E., Gallo, V., Coleman, C. L., Wragg, A., & Robson, J. (2016).
Clinical assessment of patients with chest pain; a systematic review of predictive
tools. BMC Cardiovascular Disorders, 16, 18.
http://dx.doi.org/10.1186/s12872-016-0196-4

Bailey, S. C., Fang, G., Annis, I. E., O’Connor, R., Paasche-Orlow, M. K., & Wolf, M.
S. (2015). Health literacy and 30-day hospital readmission after acute
myocardial infarction. British Medical Journal Open, 5: e006975
http://dx.doi.10.1136/bmjopen-2014-006975

Balady, G. J., Ades, P. A., Bittner, V. A., Franklin, B. A., Gordon, N. F., Thomas, R. J.,
Yancy, C. W. American Heart Association Science Advisory and coordinating

Committee. (2011). Referral, enrolment, and delivery of cardiac

209


http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129549614
http://www.health.vic.gov.au/pcp/evaluation/index.htm.%20Accessed%20August%2010%202008
http://doi.org/10.1186/s12872-016-0196-4

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

rehabilitation/secondary prevention programs at clinical centers and beyond: a
presidential advisory from the American Heart Association. Circulation,
124(25), 2951-2960. doi: 10.1161/CIR.0b013e31823b21e2. Epub 2011 Nov 14.

Bandura, A. (1997). Self-efficacy: The exercise of control. New York. W. H. Freeman.

Banks, E., Crouch, S. R., Korda, R. J., Stavreski, B., Page, K., Thurber, K. A., &
Grenfell, R. (2016). Absolute risk of cardiovascular disease events, and blood
pressure- and lipid-lowering therapy in Australia. Medical Journal of Australia,
204(8), 320. http://dx.doi.10.5694/mjal5.01004

Barlow, D. H., & Hersen, M. (1984). Single-case experimental designs: Strategies for
studying behaviour change. Nottingham, UK. Pergamon Press.

Barlow, J., Wright, C., Sheashy, J., Turner, A., & Hainsworth, J. (2002). Self-
management approaches for people with chronic conditions: a review. Patient
Education and Counseling, 48(2), 177-187.

Barth, J., Schneider, S., & von Kanel, R. (2010). Lack of social support in the etiology
and the prognosis of coronary heart disease: a systematic review and meta-
analysis. Psychosomatic Medicine, 72(3), 229-238.

Barry, C. A., Britten, N., Barber, N., Bradley, C., & Stevenson, F. (1999). Using
reflexivity to optimize teamwork in qualitative research. Qualitative Health
Research 9(1), 26-44.

Bastiaens, H, Van Royen P, Pavlic D. R, Raposa, V., & Baker, R. (2007). Older
people’s preferences for involvement in their own care: a qualitative study in
primary health care in 11 European countries. Patient Education and
Counseling, 68(1), 33-42.

Battersby, M. W., Kit, J. A., Prideaux, C., Harvey, P. W., Collins, J. P., & Mills, P. D.
E. (2008). Research implementing the Flinders model of self-management and
support with aboriginal people who have diabetes: findings from a pilot study.
Australian Journal of Primary Health, 14(1), 66-74.

Battersby, M., Von Korff, M., Schaefer, J., Davis, C. Ludman, E., Greene, S. M., &
Wagner, E. H. (2010). Twelve evidence-based principles for implementing self-
management support in primary care. Joint Commission Journal on Quality
Patient Safety, 36(12), 561-70.

Bauer, L. K., Caro, M. A., Beach, S. R. Mastromauro, C. A., Lenihan, E., Januzzi, J. L.,

& Huffman, J. C. (2012). Effects of depression and anxiety improvement on

210



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

adherence to medication and health behaviours in recently hospitalized cardiac
patients. American Journal of Cardiology, 109(9), 1266-1271.

Baxter, P., & Jack., S. (2008). Qualitative case study methodology: Study design and
implementation for novice researchers. The Qualitative Report, 13(4), 544-559.
Retrieved from http://www.nova.edu/ssss/QR/QR13-4/baxter.pdf.

Beauchamp, A., Batterham, R. W., Dodson, S., Astbury, B., Elsworth, G. R., McPhee,
C., ... & Oshorne, R. H. (2017). Systematic development and implementation of
interventions to OPtimise Health Literacy and Access (Ophelia). BMC Public
Health, 17, 230. http://doi.org/10.1186/s12889-017-4147-5

Beckie, T. M., & Beckstead, J. W. (2011). The effects of a cardiac rehabilitation
program tailored for women perceptions of health: a randomized clinical trial.
Journal of Cardiopulmonary Rehabilitation and Prevention, 31(1), 25-35.
http://dx.d0i.10.1097/HCR.0b013e3181f68acc.

Beckstead, J.W., Pedzzo, M.V., Beckie, T. M., Ahahraki, F., Kentner, A. C., & Grace,
S. L. (2014). Physicians tacit and stated policies for determining patient benefit
and referral to cardiac rehabilitation. Medical Decision Making, 34(1), 63-74.

Bell, S. P., Schnipper, J. L., Goggins, K., Bian, A., Shintani, A., Roumie, C. L., ... &
Dalal, A. K. for the Pharmacist Intervention for Low Literacy in Cardiovascular
Disease (PILL-CVD) Study Group. (2016). Effect of Pharmacist Counseling
Intervention on Health Care Utilization Following Hospital Discharge: A
Randomized Control Trial. Journal of General Internal Medicine, 31(5), 470-
477. http://doi.org/10.1007/s11606-016-3596-3

Bergen, A., & While, A. (2000). A case for case studies: exploring the use of case study
in community nursing research. Journal of Advanced Nursing, 31(4), 926-934.

Berendsen, A. J., de Jong, G. M., Meyboom-de Jong, B., Dekker, J. H., & Schuling, J.
(2009). Transition of care: experiences and preferences of patients across the
primary/secondary interface-a qualitative study. BMC Health Services Research,
91.62. http://dx.d0i.10.1186/1472-6963-9-62.

Berkman, N. D., Sheridan, S. L., Donahue, K. E., Halpern, D. J., & Crotty, K. (2011).
Low health literacy and health outcomes: an updated systematic review. Annals
of Internal Medicine, 155(2), 97-107.

211


http://www.nova.edu/ssss/QR/QR13-4/baxter.pdf
http://doi.org/10.1186/s12889-017-4147-5
http://doi.org/10.1007/s11606-016-3596-3
http://dx.doi.org/10.1186/1472-6963-9-62

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Berger, T., Brenneis, C., & Alber, H. (2012). Is RAMIT reflecting the real world?
Retrieved February 15, 2016. British Medical Journal, 99(15).1137.
http://dx.d0i.10.1136/heartjnl-2012-301983. Epub 2012 May 23.

Berry, J. D. (2012). Lifetime Risks of Cardiovascular Disease. New England Journal of
Medicine, 366(4), 321-329.

Bestwick, A. D., Rees, K., Griebsch, I., Taylor, F. C., Burke, M., West, R. R., &
Ebrahim, S. (2004). Provision, uptake and cost of cardiac rehabilitation
programmes: improving services to under-represented groups. Health
Technology Assessment, 8(41), iii-iv, ix-x,1-152.

Bhattacharyya, M., Stevenson, F., & Walters, K. (2016). Exploration of the
psychological impact and adaptation to cardiac events in South Asians in the
UK: a qualitative study. British Medical Journal Open, 6(7): e010195.
http://dx.doi.org/10.1136/bmjopen-2015-010195

Bidmead, C., & Cowley, S. (2005). A concept analysis of partnership with clients.
Community Practice, 78(6), 203-208.

Bigger, J. T., & Glassman, A. H. (2010). The American Heart Association science
advisory on depression and coronary heart disease: an exploration of the issues
raised. Cleveland Clinic Journal of Medicine, 77(Suppl 3); s12-s19.

Bitektine, A. (2008). Prospective case study design: qualitative method for deductive
theory testing. Organizational Research Methods,11(1), 160-180.

Bjarnason-Wehrens, B., McGee, H., Zwisler, A. D., Piepoli, M. F., Benzer, W., Schmid,
J. P., & Mendes, M. (2010). Cardiac rehabilitation in Europe: results from the
European Cardiac Rehabilitation Inventory Survey. European Journal of
Cardiovascular Prevention and Rehabilitation, 17(4), 410-418

Bjelland, 1., Dahl, A.A., Haug, T.T., & Neckelmann, D. (2002). The validity of the
Hospital Anxiety and Depression Scale; an updated review. Journal
Psychosomaic Research, 52(2), 69-77.

Bjertnaes, Ingeborg, 1.S., & Hilde, H.I. (2011). Overall patient satisfaction with
hospitals: effects of patient-reported experiences and fulfilment of expectations.
British Medical Journal: Quality and Safety, 21(1), 39-46.
http://d0i.10.1136/bmjgs-2011-000137. Epub 2011 Aug 26.

212


http://dx.doi.org/10.1136/bmjopen-2015-010195

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Blair, J., Corrigall, H., Angus, N. J., Thompson, D. R. & Leslie, S. (2011). Home versus
hospital-based cardiac rehabilitation: a systematic review. Rural Remote Health,
11(2), 1532. Retrieved from http://www.rrh.org.au

Blair, J., Volpe, M., & Aggarwal, B. (2014). Challenges, needs and experiences of
recently hospitalized cardiac patients and their informal caregivers. Journal of
Cardiovascular Nursing, 29(1), 29-37.
http://dx.d0i.10.1097/JCN.0b013e3182784123.

Bobbio, M. (1989). Does myocardial infarction rehabilitation prolong survival? A meta-
analytic survey. Giornale Italiano Cardiologia, 19(11), 1059-1067.

Braet, A., Wetens, C., Bruyneel, L., & Semeus, W. (2016). The quality of transitions from
hospital to home: A hospital-based cohort study of patient groups with high and
low readmission rates. International Journal of Care Coordination, 19(1-2), 29-
41.

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Quality
Research in Psychology, 3(2),77-101.

Breen, G. M., Wan, T. T., Zhang, N. J., Marathe, S. S., Seblega, B. K., & Paek, S. C.
(2009). Improving doctor-patient communication: examining innoivative
modalities vis-a-vis effective patient-centric care management technology.
Journal of Medical Systems, 33(2), 155-162.

Briffa, T., Kinsman, L., Maiorana, A., Zecchin, R., Redfern, J., Davidson. P., Denniss,
R. (2009). An integrated and coordinated approach to preventing recurrent
coronary heart disease events in Australia. Medical Journal of Australia,
190(12), 683-686.

British Association for Cardiovascular Prevention and Rehabilitation (BACPR). (2012).
BACPR standards and core components for cardiovascular disease prevention
and rehabilitation. (2" ed.). UKBACPR. Retrieved from
http://www.bacpr.com/resources/46C pdf.

Broadbent, E., Petrie, K. J., Ellis, C. J., Anderson, J., Gamble, G., Anderson, J., &
Benjamin, W. (2006). Patients with acute myocardial infarction have an
inaccurate understanding of their risk of a future cardiac event. Journal of
Internal Medicine, 36(10), 643-647.

Brouwer, W., Oenema, A., Crutzen. R., de Noojjer. J., de Vries. N., & Brug, J. (2008).

An exploration of factors related to dissemination of and exposure to internet-

213


http://www.rrh.org.au/
http://www.bacpr.com/resources/46C

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

delivered behavior change interventions aimed at adults: a Delphi study
approach. Journal of Medical Internet Research, 10(2): e10.
http://dx.d0i.10.2196/jmir.956

Brouwers, R. W. M., Kraal, J. J., Traa, S. C. J., Spee, R. F., Oostveen, L. M. L. C., &
Kemps, H. M. C. (2017). Effects of cardiac telerehabilitation in patients with
coronary artery disease using a personalised patient-centred web application:
protocol for the SmartCare-CAD randomised controlled trial. BMC
Cardiovascular Disorders, 17, 46. http://doi.org/10.1186/s12872-017-0477-6

Brown, T. M., Hernandez, A. F., Bittner, V., Cannon, C. P., Ellrodt, G., Liang, L., &
Fonarow, G. C. (2009). Predictors of cardiac rehabilitation referral in coronary
artery disease patients: Findings from the American Heart Association’s get with
the guidelines program. Journal of the American College of Cardiology, 54(6),
515-521.

Brown, J. P., Clark, A. M., Dalal, H., Welch, K., & Taylor, R. S. (2011). Patient
education in the management of coronary heart disease. Cochrane Database of
Systematic Reviews, 7. Art. No.: CD008895.
http://dx.doi 10.1002/14651858.CD008895.pub?2.

Browne, K., Roseman, D., Shaller, D., & Edgman-Levitan, S. (2010). Analysis &
commentary: measuring patient experience as a strategy for improving primary
care. Health Affairs (Millwood), 29(5), 921-925.

Browning, C. J., & Thomas, S. A. (2014). Implementing Chronic Disease Self-
Management Approaches in Australia and the United Kingdom. Frontiers in
Public Health, 2, 162. http://doi.org/10.3389/fpubh.2014.00162

Brual, J., Gravely-Witte, S., Suskin, N., Stewart, D. E., Macpherson, A., & Grace, S. L.
(2010). Drive time to cardiac rehabilitation: at what point does it affect
utilization? International Journal of Health Geography, 9:27.
http://dx.d0i.10.1186/1476-072X-9-27.

Bruyninckx, R., Aertgeerts, B., Bruyninckx, P., & Buntinx, F. (2008). Signs and
symptoms in diagnosing acute myocardial infarction and acute coronary
syndrome: a diagnostic meta-analysis. British Journal General Practice,
58(547), el—e8. http://dx.doi.org/10.3399/bjgp08X277014

Buckingham, S. A., Taylor, R. S., Jolly, K., Zawada, A., Dean, S. G., Cowie, A., Dalal,

H. M. (2016). Home-based versus centre-based cardiac rehabilitation: abridged

214


http://dx.doi.org/10.3399/bjgp08X277014
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5030549/

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Cochrane systematic review and meta-analysis. Open Heart, 3(2): e000463.
Published online. http://dx.doi:10.1136/openhrt-2016-000463

Bucholz, E. M., Rathmore, S.S., Gosch, K., Schoenfield, A., Jones, P. G., Buchanan, D.
M., ...& Krumholz, H. M. (2011). Effect of living alone on patient outcomes
after hospitalization for acute myocardial infarction. Americam Journal of
Cardiology, 108(7), 943-948.

Bucholz E. M., Strait, K. M., Dreyer, R. P., Geda, M., Spatz, E. S., Bueno, H., &
Krumholz, H. M. (2014). Effect of low perceived social support on health
outcomes in young patients with acute myocardial infarction: results from the
VIRGO (Variation in Recovery: Role of Gender on Outcomes of young AMI
Patients) study. Journal of the American Heart Association, 3(5): e001252.
http://dx.doi:10.1161/JAHA.114.001252.

Bunker, S. on behalf of the National Heart Foundation of Australia (NHFA) (2001).
Establishment of a minimum database for outpatient cardiac rehabilitation in
Australia This appendix was prepared by Steve Bunker, National Heart
Foundation of Australia. Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442454945

Bunker, S., & Goble, A. (2003). Cardiac rehabilitation: under-referral and
underutilisation Medical Journal of Australia, 179(7), 332-333.

Buys, R., Claes, J., Walsh, D., Cornelis, N., Moran, K., Budts, W., ...& Cornelissen, V.
(2016). Cardiac patients show high interest in technology enabled cardiovascular
rehabilitation. BMC Medical Informatics and Decision Making, 16:95. doi:
10.1186/s12911-016-0329-9.

Campinha-Bacote, J. (2011). Delivering patient centered care in the midst of a cultural
conflict: The role of cultural competence. Online Journal of Issues in Nursing,
16(2), 15.

Carroll, D., & Rankin, S. (2005). Comparing interventions in older unpartnered adults
after myocardial infarction. European Journal of Cardiovascular Nursing, 5(1),
83-89.

Castelnuolvo, G., Pietrabissa, G., Manzoni, G. M., Sparola, C. A. M., Cappella, E. A.
M., Baruffi, M., Molinari, E. (2014). The need for psychological motivational
support for improving lifestyle changes in cardiac rehabilitation. Experimental
and Clinical Cardiology, 20(9), 4856-4861.

215


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5030549/

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Certo, C.M. (1985). History of cardiac rehabilitation. Physical Therapy, 65(12),1793-
1795.

Chaboyer, W., Gillespie, B., Foster, M., & Kendall, M. (2005). The impact of an ICU
liaison nurse: a case study of ward nurses' perceptions. Journal of Clinical
Nursing,14(6),766-775.

Chaboyer, W., McMurray, A., & Wallis, M. (2010). Bedside nursing handover: a case
study. International Journal of Nuring Practice, 16(1), 27-34.

Chen, A. M., Yehle, K. S., Albert, N. M., Ferraro, K. F., Mason, H. L., Murawski, M.
M., & Plake, K. S, (2014). Relationships between health literacy and heart
failure knowledge, self-efficacy, and self-care adherence. Research in Social and
Administrative Pharmacy, 10(2), 378-386.
http://dx.doi:10.1016/j.sapharm.2013.07.00

Chew, D. P., French, J., Briffa, T. G., Hammett, C. J., Blis, C. J., Ranasinghe I., Howell,
T. E. (2013). Acute coronary syndrome care across Australia and New Zealand:
the SNAPSHOT ACS study. Medical Journal of Australia, 199(3), 185-91.

Chodish, J., Morton, S. C., Mojica, W., Maglione, M., Suttorp, M. J. Hilton, L., &
Shekelle., P. (2005). Meta-analysis: chronic disease self-management programs
for older adults. Annals of Internal Medicine, 143(6), 427-38.

Chow, C. K., Jolly, S., Rao-Melacini, P., Fox, K. A., Anand, S. S., & Yusuf, S. (2010).
Association of diet, exercise and smoking modification with risk of early
cardiovascular events after acute coronary syndromes. Circulation, 121(6), 750-
758. http://d0i.10.1161/CIRCULATIONAHA.109.891523. Epub 2010 Feb 1.

Clark, A M., Hartling, L., Vandermeer, B., & McAlister, F. A. (2005). Meta-analysis:
secondary prevention programs for patients with coronary artery disease. Annals
of Internal Medicine, 143(9), 659-72.

Clark, A. M., Haykowsky, M., Kryworuchko, J., MacClure, T., Scott, J., DesMeules,
M., & McAlister. F. A. (2010). A meta-analysis of randomized control trials of
home-based secondary prevention programs for coronary artery disease.
Cardiovascular Prevention and Rehabilitation, 17(3), 261-270.

Clark, M., Kelly, T., & Deighan, C. (2011). A systemetic review of the Heart Manual
literature. European Journal of Cardiovascular Nursing, 10(1), 3-13.
http://dx.d0i.10.1016/j.ejcnurse.2010.03.003. Epub 2010 May 6.

216


http://dx.doi.10.1016/j.ejcnurse.2010.03.003.%20Epub%202010%20May%206

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Clark, A. M., King-Shier, K. M., Duncan, A., Spaling, M., Stone, J. A. Jaglal, S., &
Angus, J. (2013a). Factors influencing referral to cardiac rehabilitation and
secondary prevention programs: a systematic review. European Journal of
Preventative Cardiology, 20(4), 692-700.

Clark, R.A., Conway, A., Poulsen, V., Keech, W., Tirimacco, R., & Tideman, P. (2013).
Alternative models of cardiac rehabilitation: a systematic review. European
Journal of Preventative Cardiology, 22(1), 35-74.

http://dx.d0i:10.1177/2047487313501093.

Clark, R. A., Coffee, N., Turner, D., Eckert, K. A, van Gaans, D., Wilkinson, D.,...&
Tonkin, A. M. (2014). Access to cardiac rehabilitation does not equate to
attendance. European Journal of Cardiovascular Nursing, 13(3), 235-242.
http://dx.d0i:10.1177/1474515113486376

Clark, A. M., Redfern, J., & Briffa, T. (2014). Cardiac rehabilitation: fit to face the

future. Heart, 100(5), 355-356. http://dx.doi.10.1136/heartjnl-2013-304407.
Epub 2013 Jun 27

Clark, R. A., Conway, A., Poulsen, V., Keech, W., Trimacco, R., & Tideman, P. (2015).
Alternative models of cardiac rehabilitation: a systematic review. European
Journal of Prevenative Cardiology, 22(1), 35-74.

Cole, J. A., Smith, S. M., Hart, N., & Cupples, M. E. (2011). Systematic review of the
effect of diet and exercise lifestyle interventions in the secondary prevention of
coronary heart disease. Cardiology Research and Practice, 232351.
http://dx.d0i:10.4061/2011/232351

Compare, A., Zarbo, C., Manzoni, G. M., Castelnuovo, G., Baldassari, E., Bonardi, A.,

& Romagnoni, C. (2013). Social support, depression and heart disease: a ten-
year literature review. Frontiers in Psychology, 4, 384.

http://dx.doi.org/10.3389/fpsyg.2013.00384
Cooper, A.F., Weinman, J., Hankins, M., Jackson, G., & Horne, R. (2007). Assessing

patients’ beliefs about cardiac rehabilitation as a basis for predicting attendance

after acute myocardial infarction. Heart, 93(1), 53-58.
Coull, A, Taylor, V., Elton, R., Murdoch., & Hargreaves, A. (2004). A randomised

control trial of senior lay health mentoring in older people with ischaemic heart
disease: The Braveheart Project. Age and Ageing, 33(4), 348-354.

217


http://www.researchgate.net/researcher/38625437_Robyn_A_Clark
http://www.researchgate.net/researcher/2006143695_Neil_Coffee
http://www.researchgate.net/researcher/39375343_Kerena_A_Eckert
http://www.researchgate.net/researcher/15949126_David_Wilkinson
http://www.researchgate.net/researcher/39085241_Andrew_M_Tonkin
http://www.researchgate.net/publication/236227646_Access_to_cardiac_rehabilitation_does_not_equate_to_attendance
http://www.researchgate.net/publication/236227646_Access_to_cardiac_rehabilitation_does_not_equate_to_attendance
https://dx.doi.org/10.4061%2F2011%2F232351

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Courtney-Pratt, H., Johnson, C., Cameron-Tucker, H., & Sanderson, S. (2012).
Investigating the feasibility of promoting and sustaining delivery of cardiac
rehabilitation in a rural community. Rural Remote Health, 12:1838. Epub 2012
Jan 2

Coventry, P. A,, Fisher, L., Kenning, C., Bee, P., & Bower, P. (2014). Capacity,
responsibility, and motivation: a critical qualitative evaluation of patient and
practitioner views about barriers to self-management in people with
multimorbidity. BMC Health Services Research, 14, 536.
http://doi.org/10.1186/s12913-014-0536-y

Cowie, M. R,, Anker, S. D., Cleland, J. G., Felker, G. M., Filippatos, G., Jaarsma, T.,
...& Lopez-Sendon, J. (2014). Improving care for patients with acute heart
failure before, during and after hospitalization. European Society of Cardiology:
Heart Failure, 1(2), 110-145.

Craig, P., Dieppe, P., Macintyre, S., Michie, S., Nazareth, I., & Petticrew, M. (2013).
Developing and evaluating complex interventions: The new Medical Research
Council guidance. International Journal of Nursing Studies, 50(5), 587-592

Creer, T., Renne, C., & Christian, W. (1976). Behavioral contributions to rehabilitation
and childhood asthma. Rehabilitation Literature, 37(8), 226-232.

Creber, R. M., Prey, J., Ryan, B., Alarcon, I., Quian, M., Bakken, S., ...& Vawdrey, D.
(2016). Engaging hospitalized patients in clinical care. Study protocol for a
pragmatic randomized controlled trial. Contemporary Clinical Trials, 47, 165-
171. http://dx.d0i.10.1016/j.cct.2016.01.005. Epub 2016 Jan 18.

Cribb, A., & Entwistle, V. A. (2011). Shared decision making: trade- offs between
narrower and broader conceptions. Health Expectations,14(2), 210-219.
http://dx.doi.org/10.1111/j.1369-7625.2011.00694.x

Crilly, J., Chaboyer, W., & Wallis, M. (2012). A structure process evaluation of an
Australian hospital admission avoidance programme for aged care facility
residents. Journal of Advanced Nursing, 68(2), 322-334.

Curtin, R. D., Mapes, D., Schatell., & Burrows-Hudson, S. (2005). Self management of
patients with end stage renal disease. Exploring domains and dimensions.
Nephrology Nursing Journal, 32(4), 389-496.

Dalal H. M., Evans, P. H., Campbell, J. L., Taylor, R. S., Watt, A., Read, K. L. Q., &

Pereira, G. D. J. (2007). Home-based versus hospital-based rehabilitation after

218


https://www.ncbi.nlm.nih.gov/pubmed/?term=Courtney-Pratt%20H%5BAuthor%5D&cauthor=true&cauthor_uid=22229666
https://www.ncbi.nlm.nih.gov/pubmed/?term=Johnson%20C%5BAuthor%5D&cauthor=true&cauthor_uid=22229666
https://www.ncbi.nlm.nih.gov/pubmed/?term=Cameron-Tucker%20H%5BAuthor%5D&cauthor=true&cauthor_uid=22229666
https://www.ncbi.nlm.nih.gov/pubmed/?term=Sanderson%20S%5BAuthor%5D&cauthor=true&cauthor_uid=22229666
https://www.ncbi.nlm.nih.gov/pubmed/?term=Investigating+the+feasibility+of+promoting+and+sustaining+delivery+of+cardiac+rehabilitation+in+a+rural+community
javascript:void(0);

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

myocardial infarction: a randomized trial with preference arms-Cornwall heart
attack rehabilitation management study. (CHARMS). International Journal of
Cardiology, 119(2), 202-211.

Dalal, H., Zawada, A., Jolly, K., Moxham, T., & Taylor, R.S. 2010. Home based versus
centre based cardiac rehabilitation. Cochrane systematic review and meta-
analysis. British Medical Journal, 340; b5631.http://dx.doi:10.1136/bmj.b5631

Dalal, H. M., Doherty, P., & Taylor, R. S. (2015) Cardiac rehabilitation. British Medical
Journal, 351, h5000. Published online 2015 Sep 29.doi:10.1136/bmj.h5000

Dalal, H.M., Wingham, J., & Taylor, R.S. (2015). Acute coronary syndromes: key role
of rehabilitation and primary care in long term secondary prevention. British
Medical Journal, 351:h6350. http://dx.doi.10.1136/bmj.h6350.

Dal Boni, A. L. M., Martinez, J. E., & Saccomann, I. C. R. da Silva. (2013). Quality of
Life of patients undergoing coronary artery bypass grafting. Acta Paulista de
Enfermagem, 26(6), 575-580.

Davies, P., Taylor, F., Bestwick, A., Wise, F., Moxham, T., Rees, K., & Ebrahim, S.
(2010). Promoting patient uptake and adherence in cardiac rehabilitation.
Cochrane Database of Systematic Reviews, 7. Art. No.: CD007131.

Davy, C., Bleasel, J., Liu, H., Tchan, M., Ponniah, S., & Brown, A. (2015).
Effectiveness of chronic care models: opportunities for improving healthcare
practice and health outcomes: a systematic review. BMC Health Services
Research, 15, 194. http://doi.org/10.1186/5s12913-015-0854-8

Dawkins, N., Cloherty, M. E., Gracey, F., & Evans, J. J. (2006). The factor structure of
the hospital anxiety and depression scale in acquired brain injury. Brain Injury,
20(12), 1235-1239.

De Angelis, C., Bunker, S., & Schoo, A. (2008). Exploring the barriers and enablers to
attendance at rural cardiac rehabilitation programs. Australian Journal of Rural
Health, 16(3),137-142.

Deighan, C., Michalova, L., Pagliari, C., Elliott, J., Taylor, L., & Ranaldi, H. (2017).
The Digital Heart Manual: pilot study of an innovative cardiac rehabilitation
programme developed for and with users. Patient Education and Counselling,
100(8), 1598-1607.

Department of Health and Human Services Tasmania (DHHS). (2013). Health
indicators Tasmania, 2013. Epidemiology Unit, Population Health. Hobart.

219


http://doi.org/10.1186/s12913-015-0854-8
https://www.sciencedirect.com/science/journal/07383991/100/8

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Retrieved from
https://www.dhhs.tas.gov.au/__data/assets/pdf file/0019/132283/Health_Indicat
ors_Tasmania_2013.pdf

De Silva, D. (The Evidence Centre). Evidence: Helping people help themselves: A
management. London: The Health Foundation, 2011. Retrieved from http review
of the evidence considering whether it is worthwhile to support self-
:IlImww.health.org.uk/sites/health/files/HelpingPeopleHelpThemselves.pdf

Devi, R., Singh, S. J., Powell, J., Fulton, E. A., Igbinedion, E., & Rees, K. (2015).
Internet-based interventions for the secondary prevention of coronary heart
disease. Cochrane Database of Systematic Reviews, 12. Art. No.: CD009386.
doi: 10.1002/14651858.CD009386.pub2.

De Vos, C., Li, X, Van Vlaenderen, I., Saka, O., Dendale, P., Eyssen, M., & Paulus, D.
(2013). Participating or not in a cardiac rehabilitation programme: factors
influencing a patient's decision. European Journal of Preventative Cardiology,
20(2), 341-348.

Dhaliwal, K. K., King-Shier, K., Manns, B. J., Hemmelgarn, B. R., Stone, J. A., &
Campbell, D. J. T. (2017). Exploring the impact of financial barriers on
secondary prevention of heart disease. BMC Cardiovascular Disorders, 17, 61.
http://dx.doi.org/10.1186/s12872-017-0495-4

Dixon, T., Lim, L. L., & Oldridge, N. B. (2002). The Mac New heart disease health-
related quality of life instrument: reference data for users. Quality of Life
Research, 11(2), 173-183.

Dinesen, B., & Spindler, H. (2014). Individualized telerehabilitation for heart patients
across municipalities, hospitals and medical disciplines: preliminary findings
from the teledialog project. International Journal of Integrated Care, 14(8), 10-
11.

Dinesen, B., Nonnecke., Linderman, D., Toft, E., Kidholm, K., Jethwani, K., & Nesbit,
T. (2016). Personalized telehealth in the future: A global research agenda.
Journal of Medical Internet Researcs, 18(3), €53.doi: 10.2196/jmir.5257.

Doherty, P., & Lewin, R. (2012). The RAMIT trial, a pragmatic RCT of cardiac
rehabilitation versus usual care: what does it tell us? Heart, 98(8), 605-608.

220


https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0019/132283/Health_Indicators_Tasmania_2013.pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0019/132283/Health_Indicators_Tasmania_2013.pdf
http://www.ncbi.nlm.nih.gov/pubmed?term=De%20Vos%20C%5BAuthor%5D&cauthor=true&cauthor_uid=22345682
http://www.ncbi.nlm.nih.gov/pubmed?term=Li%20X%5BAuthor%5D&cauthor=true&cauthor_uid=22345682
http://www.ncbi.nlm.nih.gov/pubmed?term=Van%20Vlaenderen%20I%5BAuthor%5D&cauthor=true&cauthor_uid=22345682
http://www.ncbi.nlm.nih.gov/pubmed?term=Saka%20O%5BAuthor%5D&cauthor=true&cauthor_uid=22345682
http://www.ncbi.nlm.nih.gov/pubmed?term=Dendale%20P%5BAuthor%5D&cauthor=true&cauthor_uid=22345682
http://www.ncbi.nlm.nih.gov/pubmed?term=Eyssen%20M%5BAuthor%5D&cauthor=true&cauthor_uid=22345682
http://www.ncbi.nlm.nih.gov/pubmed?term=Paulus%20D%5BAuthor%5D&cauthor=true&cauthor_uid=22345682
http://doi.org/10.1186/s12872-017-0495-4

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Dollard, J., Smith, J., Thompson, D., & Stewart, S. (2004). Broadening the reach of
cardiac rehabilitation to rural and remote Australia. European Journal of
Cardiovascular Nursing, 3(1), 27-42.

Donabedian A. (1966). Evaluating the quality of medical care. Milbank Memorial Fund
Quarterly, 44(3), 166-203.

Donabedian, A. (1988). The quality of care. How can it be assessed? Journal of the
American Medical Association, 269(12), 1743-1748.

Doran, D. M. (2011). Nursing outcomes: The state of the science. (2" ed). Susbury,
MA. Jones & Bartlett.

Driscoll, A., Worrall-Carter, L., & McLennan, S. (2006). Heterogeneity of heart failure
management programs in Australia. European Journal of Cardiovascular
Nursing, 5(1), 75-82.

Dunbar, S. B., Clark, P. C., Quinn, C., Gary, R. A., & Kaslow, N. J. (2008). Family
Influences on Heart Failure Self-care and Outcomes. Journal of Cardiovascular
Nursing, 23(3), 258-265.
http://dx.doi.org/10.1097/01.JCN.0000305093.20012.b8

Dunlay, S. M., Witt, B. J., Allison, T. G., Hayes, S. N., Weston, S. A., Koecseil, R., &
Roger, V. L (2009). Barriers to participate in cardiac rehabilitation. American
Heart Journal, 158(5), s52-s59

Dunn, S. L., Dunn, M. L., Buursma, M. P., Clark, J. A., Vander Berg, L., De Von, H.
A., & Tintle, N. L. (2016). Home and hospital based cardiac rehabilitation
exercise: the important role of physician recommendation. Western Journal of
Nursing Research. Sep 2. pii: 0193945916668326. [Epub ahead of print]

Dusseldorp, E., Van Elderen, T., Maes, S., Meulman, J., & Kramij, V. (1999). A meta-
analysis of psychoeducational programs for coronary heart disease. Health
Psychology, 18(5), 506-519.

Eadie, S. & Tane, M. (2010). Making a difference through partnership; heart guide
Aotearoa, increasing uptake and completion of cardiac rehabilitation. Heart
Lung Circulation, 19, s9. http://dx.doi:10.1016/j.hlc.2010.04.018

Egger, G., J., Binns, A. F., & Rossner, S. R. (2009). The emergence of ‘lifestyle
medicine’ as a structures approach for management of chronic disease. Medical
Journal of Australia, 190(3), 143-145.

221


http://dx.doi:10.1016/j.hlc.2010.04.018

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Eichenauer, K., Feltz, G., Wilson, J., & Brookings, J. (2010). Measuring psychosocial
risk factors in cardiac rehabilitation: validation of the psychosocial risk factor
survey. Journal of Cardiopulmonary Rehabilitation and Prevention, 30(5), 309-
318.http://dx.doi.10.1097/HCR.0b013e3181d6f937

Ekman, I., Swedberg, K., Taft, C., Lindseth, A., Norberg, A., Brinl, E., ...&
Sunnerhagen, K. S. (2011). Person-centred care-ready for prime time. European
Journal of Cardiovascular Nursing, 10(4), 248-251.

Ekman, 1., Wolf, A., Olsson, L-E., Taft, C., Dudas, K., Schaufelberger, M., &
Swedberg, K. (2012). Effects of person-centred care in patients with chronic
heart failure: the PCC-HF study. European Heart Journal, 33(9), 1112-11109.

Elis. A., Pereg, D., Tirosh, A., Shochat, T., Tekes-Manova, D., & Lishner, M. (2008).
Family history of cardiovascular disease does not predict risk-reducing
behaviour. European Journal of Cardiovascular Prevention and Rehabilitation,
15(3), 325-328.

El Miedany, Y., Maha, E. |, Gaafary, M., Youssef, S., Palmer, D. (2016). Development
of The Patient Motivation Questionnaire: Conceptualizing and Measuring
Motivation in Patients with Inflammatory Arthritis. Annals of the Rheumatic
Diseases, 75, 4609.

Elwyn, G., Frosch, D., Thomson, R., Joseph-Williams, N., Lloyd, A., Kinnersley, P.,
...Barry, M. (2012). Shared decision making: A model for clinical practice.
Journal of General Internal Medicine, 27(10), 1361-1367.
http://dx.doi.org/10.1007/s11606-012-2077-6

Eriksson, M., Asplund, K., Hochwalder, J., & Svedlund, M. (2013). Changes in hope
and health-related quality of life in couples following acute myocardial
infarction: A quantitative longitudinal study. Scandinavian Journal of Caring
Sciences, 27(2), 295-302.

Evenson, K., & Fleury, J. (2000). Barriers to outpatient cardiac rehabilitation
participation and adherence. Journal of Cardiopulmonary Rehabilitation, 20(4),
241-246.

Everett, B., Salamonson, Y., Zecchin, R., & Davidson, P, M. (2009). Reframing the
dilemma of poor attendance at cardiac rehabilitation: an exploration of
ambivalence and the decisional balance. Journal of Clinical Nursing, 18(13),
1842-1849.

222


https://www.ncbi.nlm.nih.gov/pubmed/?term=Sunnerhagen%20KS%5BAuthor%5D&cauthor=true&cauthor_uid=21764386

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Falces, C., Andrea, R., Heras, M., Vehi, C., Sorribes, M., Sanchis, L., ...Brugada, J.
(2011). Integration between cardiology and primary care: impact on clinical
practice. Revista Espanola de Cardiologia, 64(7), 564-571.

Fernandez, R. S., Davisdson, P., Griffiths, R., Juergens, C., Stafford, B., & Salamonson,
Y. (2009). A pilot randomised controlled trial comparing a health-related
lifestyle self-management intervention with standard cardiac rehabilitation
following an acute cardiac event: Implications for a larger clinical trial.
Australian Critical Care, 22(1), 17-27.

Figueiras, M. J., Maroco, J., Monteiro, R., Caeiro, R., & Dias Neto D. (2016).
Randomized controlled trial of an intervention to change cardiac misconceptions
in myocardial infarction patients. Psychology, Health and Medicine, 22(3), 255-
265. http://dx.doi.10.1080/13548506.2016.1153677. Epub 2016 Feb 25.

Findlay, B., Oh, P., & Grace, S. L. (2017). Cardiac rehabilitation outcomes by
ethnocultural background: results from the Canadian cardiac rehab registry.
Journal of cardiopulmonary Rehabilitation and Prevention, 37(5), 334-340.

Flach, S. D., McCoy, K. D., Vaughn, T. E., War, M. M., Bootsmiller, B. J., &
Doebbeling, B. N. (2004). Does patient-centered care improve provision of
preventative services? Journal General Internal Medicine,19(10), 1019-1026.
http://dx.d0i:10.1111/].1525-1497.2004.30395.x

Fleury, J., & Sedikides, C. (2007). Wellness motivation in cardiac rehabilitation: the
role of self-knowledge in cardiovascular risk modification. Research in Nursing
and Health, 30(4), 373-384.

Flottorp, S. A., Jamtvedt, G., Gibs, B., & McKee, M. (2010). Using audit and feedback
to health professionals to improve the quality and safety of health care.
Copenhagen, World Health Organization.

Ford, E.S., & Capewell, S. (2011). Proportion of the decline in cardiovascular mortality
disease due to prevention versus treatment: public health versus clinical care.
Annual Review of Public Health, 32, 5-22. http://dx.doi.10.1146/annurev-
publhealth-031210-101211.

Fors, A., Taft, C., Kerstin, U., & Ekman, I. (2016). Person-centred care improves self
efficacy to control symptoms after acute coronary care syndrome: a randomized

controlled trial. European Journal of Cardiovascular Nursing, 15(2), 185-194.

223


https://www.ncbi.nlm.nih.gov/pubmed/26911485
https://www.ncbi.nlm.nih.gov/pubmed/26911485
http://dx.doi.10.1080/13548506.2016.1153677.%20Epub%202016%20Feb%2025
http://dx.doi.org/10.1111%2Fj.1525-1497.2004.30395.x

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Foster, G., Taylor, S. J. C., Eldridge, S. E., Ramsay, J., & Griffiths, C. J. (2007). Self-
management education programmes by lay leaders for people with chronic
conditions. Cochrane Database of Systematic Reviews, 4. Art. No.: CD005108.

Fraser, S. D., Roderick, P. J., Casey, M., Taal, M. W., Yuen, H. M., & Nutbeam, D.
(2013). Prevalence and associations of limited health literacy in chronic kidney
disease: a systematic review. Nephrology Dialysis Transplantation, 28(1), 129-
37.

Frasure-Smith, N., & Lesperance, F. (2008). Depression and anxiety as predictors of 2-
year cardiac events with stable coronary artery disease. Archives in General
Psychiatry, 65(1), 62-71.

Frederix, i., Solmi, F., Piepoli, M. F., & Dendale, P. (2017). European Journal of
Preventative Cardiology, Jan 1:2047487317732274. http://doi:
10.1177/2047487317732274. [Epub ahead of print]

Fredriksson-Larsson, U., Alsen, P., & Brink, E. (2013). I’ve lost the person I used to be-
experiences of the consequences of fatigue following myocardial infarction.
International Journal of Qualitative Study Health Well-being, 8(1),20836.
http://dx.doi.10.3402/ghw.v8i0.20836.

French, D. P., Cooper, A., & Weinman, J. (2006). IlIness perceptions predict attendance
at cardiac rehabilitation following acute myocardial infarction: a systematic
review with meta-analysis. Journal of Psychosomatic Research, 61(6), 757-767.

Furze, G., Lewin, R. J., Murberg, T., Bull, P., & Thompson, D. R. (2005). Does it
matter what patients think? The relationship between changes in patients' beliefs
about angina and their psychological and functional status. Journal of
Psychosomatic Research, 59(5), 323-329.

Gaalema, D. E., Savage, P. D., Rengo, J. L., Cutler, A. Y., Elliott, R. J., Priest, J. S., ...
Ades, P. A. (2017). Patient Characteristics Predictive of Cardiac Rehabilitation
Adherence. Journal of Cardiopulmonary Rehabilitation and Prevention, 37(2),
103-110. http://dx.doi.org/10.1097/HCR.0000000000000225

Gale, J. (2010). Health Coaching Guide for Health Practitioners: Using the HCA model
of health coaching, Health Coaching Australia. Unpublished manuscript.

Gallagher, R. (2010). Telephone delivered collaborative care for post CABG depression
is more effective than usual care for improving the quality of life related to

224


http://www.ncbi.nlm.nih.gov/pubmed?term=Furze%20G%5BAuthor%5D&cauthor=true&cauthor_uid=16253623
http://www.ncbi.nlm.nih.gov/pubmed?term=Lewin%20RJ%5BAuthor%5D&cauthor=true&cauthor_uid=16253623
http://www.ncbi.nlm.nih.gov/pubmed?term=Murberg%20T%5BAuthor%5D&cauthor=true&cauthor_uid=16253623
http://www.ncbi.nlm.nih.gov/pubmed?term=Bull%20P%5BAuthor%5D&cauthor=true&cauthor_uid=16253623
http://www.ncbi.nlm.nih.gov/pubmed?term=Thompson%20DR%5BAuthor%5D&cauthor=true&cauthor_uid=16253623

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

mental health. Evidence Based Nursing, 13(2), 37.
http://dx.doi.10.1136/ebn1050.

Gallagher, R., Luttik, M. L., & Jaarsma, T. (2011). Social support and self-care in heart
failure. Journal of Cardiovascular Nursing, 26(6), 439-45.
http://d0i.10.1097/JCN.0b013e31820984e1.

Gallagher, R., & Neubeck, A. (2016). How health technology helps promote
cardiovascular health outcomes. Medical Journal of Australia, 205(3), 107-108.

Gallagher, R., Neubeck, L., Huiyun, D., Astley, C., Berry, N., Hill, M. N., & Clark, R.
(2016). Facilitating or getting in the way? The effect of clinician’s knowledge,
values and beliefs on referral and participation. European Journal of Preventive
Cardiology, 23(11), 1141-1150. http://dx.doi./10.1177/2047487316630085

Gallant, M. H., Beaulieu, M. C., & Carnevale, F. A. (2002). Partnership: an analysis of
the concept within the nurse-client relationship. Journal of Advanced Nursing,
40(2), 149-157.

Gardner, J. K., McConnell, T. R., Klinger, T. A., Herman, C. P., Hauck, C. A., &
Laubach, C. A. (2003). Quality of life and self-efficacy: Gender and diagnoses
considerations for management during cardiac rehabilitation. Journal of
Cardiopulmonary Rehabilitation, 23(4), 299-306.

Gardner, B., Whittington, C., McAteer, J., Eccles, M. P., & Michia, S. (2010). Using
theory to synthesise evidence from behaviour change interventions: the example
of audit and feedback. Social Science and Medicine, 70(10),1618-1625.

Ghisi, G. L. M., Polyzotis, P., Oh, P., Pakosh, M., & Grace, S. L. (2013). Physician
factors affecting cardiac rehabilitation referral and patient enrolment: A
systematic review. Clinical Cardiology, 36(6), 323-335.

Gillespie, R., Florin, D., & Gillam, S. (2004). How is patient-centred care understood
by the clinical, managerial and lay stakeholders responsible for promoting this
agenda? Health Expectations, 7(2), 142-148.

Giuliano, C., Parmenter, B. J., Baker, M. K., Mitchell, B. L., Williams, A. D., Lyndon,
K., ... & Levinger, I. (2017). Cardiac rehabilitation for patients with coronary
artery disease: a practical guide to enhance patient outcomes through continuity
of care. Clinical Medicine Insights. Cardiology, 11, 1179546817710028.
http://doi.org/10.1177/1179546817710028

225



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Godin, G., & Shephard, R. (1985). A Simple Method to Assess Exercise Behaviour in
the Community. Canaian Journal of Sports Science,10(3), 141-146.

Glozier, N., Hofer, G. H., Colquhoun, D. M., Bunker, S. J., Clarke, D. M., Hare, D. L.,
& Branagan, M. G. (2013). Psychological risk factors for coronary heart disease.
A concensus statement from the national Heart Foundation of Australia, Medical
Journal of Australia, 199(3), 179-180.

Grace, S. L., Evindar, A., Kung, A., Scholey, E., Kung, T. N., & Steward, D. D. (2004).
Automatic referral to cardiac rehabilitation. Medical Care, 42(17), 661-669.

Grace, S, L., Krepostman, S., Brooks, D., Jaglal, S., Abramson, B. L., Scholey, P., &
Stewart D. E. (2006). Referral and discharge from cardiac rehabilitation: key
informant views on continuity of care. Journal of Evaluation in Clinical
Practice 12(2), 155-163. http://dx.d0i.10.1111/].1365-2753.2006.00528.x

Grace, S. L., Gravely-Witte, S., Brual, J., Monette, G., Suskin, N., Higginson, L.,
Stewart, D. E. (2008). Contribution of patient and physician factors to cardiac
rehabilitation enrolment: a prospective multilevel study. European Journal of
Cardiovascular Prevention and Rehabilitation. 15(5), 548-556.

Gravely-Witte, S., Leung, Y. W., Nariani, R., Tamim, H., Oh, P., Chan, V. M., &
Grace, S. L. (2010). Effects of cardiac rehabilitation referral strategies on
referral and enrolment rates. Nature Reviews Cardiology, 7(2), 87-96.

Graversen, C. B., Eichhorst, R., Rayn, E., Svane, L., Christiansen, S. S. V., Johansen,
M. B., & Larsen, M. L. (2017). Social inequalities and barriers to cardiac
rehabilitation in the rehab-North register. Scandinavian Cardiovascular Journal,
51(6), 316-332.

Greaves, C.J., Wingham, J., Deighan, C., Doherty, P., Elliott, J., Armitage, W., Clark,
M... & Taylor, R. S on behalf of the REACH-HF investigators. (2016).
Optimising self-care support for people with heart failure and their caregivers:
development of the Rehabilitation Enablement in Chronic Heart
Failure (REACH-HF) intervention using intervention mapping. Pilot Feasibility
Studies, 2: 37. Published online 2016 Aug 2. doi: 10.1186/s40814-016-0075-x

Groene, O., Lombarts, M. J. M. H., Klazinga, N., Alonso, J., Thompson, A., & Sufiol,
R., (2009). Is patient centredness in European hospitals related to existing
quality improvement strategies? Analysis of a cross-sectional survey (MARQUIS

226


http://www.ncbi.nlm.nih.gov/pubmed/18830085
http://www.ncbi.nlm.nih.gov/pubmed/18830085
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5153822/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5153822/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5153822/

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

study). Quality Safety in Health Care, 18(s1): i44-i50.
http://dx.doi.org/10.1136/gshc.2008.029397

Gregory, S., Bostock, Y., & Backett-Milburn, K. (2006). Recovering from a heart
attack: a qualitative study into lay experiences and the struggle to make lifestyle
changes. Family Practice, 23(2), 220-225.

Gruman, J., & Von Korff, M. (1996). Indexed bibliography on Self-management for
People with Chronic Disease. Washington, DC: Center for Advancement in
Health.

Guba, E. G., & Lincoln, Y. S. (1981). Effective evaluation. CA: Jossey-Bass
Publishers.

Guido, Z. (2007). Patient diaries: Charting the course. Consultant Pharmacist. 22(6),
471-482.

Gulliksson, M., Burell, G., Vessby, B., Lundin, L., Toss, H., & Svardsudd, K. (2011).
Randomised controlled trial of cognitive behavioural therapy versus standard
treatment to prevent recurrent cardiovascular events in patients with coronary
heart disease secondary prevention in Uppsala Primary health care Project
(SUPRIM). Archives of Internal Medicine, 171(2), 134-140.

Haasenritter, J., Stanze, D., Widera, G., Wilimzig, C., Abu Hani, M., Sénnichsen, A. C.,
& Donner-Banzhoff, N. (2012). Does the patient with chest pain have a coronary
heart disease? Diagnostic value of single symptoms and signs: a meta-analysis.
Croatian Medical Journal, 53(5), 432-441.
http://dx.doi.org/10.3325/cmj.2012.53.432

Hadjistavropoulos H., Biem H., Sharpe D., Bourgault-Fagnou M., & Janzen J. (2008).
Patient perceptions of hospital discharge reliability and validity of a patient
continuity of care questionnaire. International Journal of Quality Health Care,
20(5), 314-323. http://dx.doi.10.1093/intghc/mzn030. Epub 2008 Jul 17.

Haggerty, J. L., Reid, R. J., Starfield, B. H., Adair, C. E., & McKendry, R. (2003)
Continuity of care: a multidisciplinary review. British Medical Journal,
327(7425), 1219-1221.

Hanssen, T. A., Nordrehaug, J. E., Eide, G. E., & Hanestad, B. R. (2007). Improving
outcomes after myocardial infarction: a randomized controlled trial evaluating

effects of a telephone follow-up intervention, 14(3), 429-37.

227


http://dx.doi.org/10.1136/qshc.2008.029397
http://dx.doi.org/10.3325/cmj.2012.53.432
http://www.ncbi.nlm.nih.gov/pubmed?term=Hanssen%20TA%5BAuthor%5D&cauthor=true&cauthor_uid=17568244
http://www.ncbi.nlm.nih.gov/pubmed?term=Nordrehaug%20JE%5BAuthor%5D&cauthor=true&cauthor_uid=17568244
http://www.ncbi.nlm.nih.gov/pubmed?term=Eide%20GE%5BAuthor%5D&cauthor=true&cauthor_uid=17568244
http://www.ncbi.nlm.nih.gov/pubmed?term=Hanestad%20BR%5BAuthor%5D&cauthor=true&cauthor_uid=17568244

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Hardcastle, S. J., Taylor, A. H., Bailey, M. P., Harley, R. A., & Hagger, M. S. (2013).
Effectiveness of a motivational interviewing intervention on weight loss physical
activity and cardiovascular disease risk factors: a randomised controlled trial
with a 12-month post-intervention follow-up. International Journal of
Behavioral Nutrition and Physical Activity, 10. 40.
http://dx.doi.org/10.1186/1479-5868-10-40.

Hare, D. L., Toukhsati, S. R., Johansson, P., & Jaarsma, T. (2013). Depression and
cardiovascular disease: a clinical review. European Heart Journal,
35(21),1366-1372.

Harrison, H., Birks, M., Franklin, R & Mills, J. (2017). Case Study Research:
Foundations and Methodological Orientations [34 paragraphs]. Forum
Qualitative Sozialforschung / Forum: Qualitative Social Research, 18(1), Art.
19, http://nbn-resolving.de/urn:nbn:de:0114-fqs1701195.

Hellstrom, 1., Nolan, M., & Lundh, U. (2005). “We do things together.” A case study of
“couplehood” in dementia. Dementia, 4(1), 7-22.

Henwood, W., & Moewaka Barnes, H. (2008). Heart guide Aotearoa evaluation: final
report. Te Ropu Whariki, Massey University, Auckland.

Heran, B. S., Chen, J. M., Ebrahim, S., Moxham, T., Oldridge, N., Rees, K., Thompson,
D. R., & Taylor, R. S. (2011). Exercise-based cardiac rehabilitation for coronary
heart disease. Cochrane database Systematic Reviews 7. Art. No.: CD001800

Herber, C. R., Smith, K., White, M., & Jones, M. C. (2017). ‘Just not for me’-
Contributing factors to non attendance/non completion at phase 1l cardiac
rehabilitation in acute coronary syndrome patients: A qualitative study. Journal
of Clinical Nursing, Jan 2. http://dx.d0i.10.1111/jocn.13722. [Epub ahead of
print]

Heron, N., Kee, F., Donnelly, M., Cardwell, C., Tully, M., & Cupples, M. (2016).
Behaviour change techniques in home-based cardiac rehabilitation: a systematic
review. British Journal of General Practice, 66(651): e747-e757.
http://dx.d0i.10.3399/bjgp16X686617

Herrmann, C. (1997). International experience with the hospital anxiety and depression
scale. A review of validation data and clinical results. Journal of Psychosomatic
Research, 42(1), 17-41.

228


http://nbn-resolving.de/urn:nbn:de:0114-fqs1701195

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Hesselink, G., Vernooij-Dassen, M., Pijnenborg, L., Barach, P, Gademan, P, Dudzik-
Urbaniak, E., ...& Wollersheim, H. European HANDOVER Research
Collaborative. (2013). Organizational culture: an important context for
addressing and improving hospital to community patient discharge. Medical
Care, 51(1), 90-98.

Hevery, D., McGee, H. M., & Morgan, J. (2007). Relationship of initial level of distress
to changes in health-related quality of life during cardiac rehabilitation or usual
care. Psychosomatic Medicine, 69(8), 793-797.

Hildingh, C., Fridlund, B., & Lidell, E. (2006). Access to the world after myocardial
infarction: experiences of the recovery process. Rehabilitation Nursing, 31(2),
63-68.

Hillers, T. K., Guyatt, G.H., Oldridge, N., Crowe, J., Willan, A., Griffith, L., &

Feeny, D. (1994). Quality of life after myocardial infarction. Journal of
Clinical Epidemiology, 47(11), 1287-1296.

Hodge, B. (2013). The use of symptom diaries in outpatient care. Family Practice
Management, 20(3), 24-28.

Hoen, P. W., Denollet, J., de Jonoe, P., & Whooley, M. A. (2013). Positive affect and
survival in patients with stable coronary heart disease: findings from the Heart
and Soul Study. Journal of. Clinical Psychiatry, 74(7), 716-722.

Hoenig, H., Duncan, P. W., Homer, R. D., Reker, D. M., Samsa, G. P., Dudley, T. K, &
Hamilton, B. B. (2002). Structure, process and outcomes in stroke rehabilitation.
Medical Care, 40(11), 1038-1047.

Hofer, S, Lim, L. Guyatt, G., & Oldridge, N. (2004). The MacNew Heart Disease
health-related quality of life instrument: A summary. Health and Quality of Life
Outcomes, 2:3. Retrieved from http://www.hglo.com/content/2/1/3

Hoglund, A. T., Winblad, U., Arnetz, B., & Arnetz, J. E. (2010). Patient participation
during hospitalization for myocardial infarction: perceptions among patients and
personnel. Scandinavian Journal of Caring Sciences, 24(3), 482-489.

Holmstrom, I., & Hogland, A. T. (2006). The faceless encounter ethical dilemmas in
telephone nursing. Journal of Clinical Nursing, 16(10), 1865-1871.

Hook, M. L. (2006). Partnering with patients - a concept ready for action. Journal of
Advanced Nursing, 56(2), 133-143.

229


https://www.ncbi.nlm.nih.gov/pubmed/?term=Barach%20P%5BAuthor%5D&cauthor=true&cauthor_uid=23132202
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gademan%20P%5BAuthor%5D&cauthor=true&cauthor_uid=23132202
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dudzik-Urbaniak%20E%5BAuthor%5D&cauthor=true&cauthor_uid=23132202
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dudzik-Urbaniak%20E%5BAuthor%5D&cauthor=true&cauthor_uid=23132202
https://www.ncbi.nlm.nih.gov/pubmed/?term=Wollersheim%20H%5BAuthor%5D&cauthor=true&cauthor_uid=23132202
https://www.ncbi.nlm.nih.gov/pubmed/?term=European%20HANDOVER%20Research%20Collaborative%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/?term=European%20HANDOVER%20Research%20Collaborative%5BCorporate%20Author%5D
http://www.hqlo.com/content/2/1/3

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Huang, K., Liu, W., He, D., Huang, B., Xiao, D., Peng, Y., Hu, H., Chen, M., & Huang,
D. (2015). Telehealth interventions versus center-based cardiac rehabilitation of
coronary artery disease: a systematic review and meta-analysis. European
Journal of Preventative Cardiology, 22(8), 959-971.

Hutchinson, P., Meyer, A. & Marshall, B. (2015), Factors Influencing Outpatient
Cardiac Rehabilitation Attendance. Rehabilitation Nursing, 40, 360-367.
http://dx.doi:10.1002/rnj.202

Hyett, N., Kenny, A., & Dickson-Swift, V. (2014). Methodology or method? A critical
review of qualitative case study reports, Int J Qual Stud Health Well-being, 7(9),
23606. http://dx.doi.10.3402/ghw.v9.23606eCollection.

lles-Smith, H., Deaton, C., Campbell, M., Mercer, C., & McGowan, L. (2017). The
experiences of myocardial infarction patients readmitted within six months of
primary percutaneous coronary intervention. Journal of Clinical Nursing, Jan 2.
http://dx.d0i.10.1111/jocn.13715. [Epub ahead of print]

Institute for Health Metrics and Evaluation. (2013). DALY estimates for Australasia.
Retrieved from
https://www.healthdata.org/sites/default/files/files/country_profiles/GBD/ihme_
gbd_country_report_australia.pdf

Institute of Medicine. (2003). Health profession education: A new health system for the
21st Century. Washington DC. National Academy Press.

Jacobs, D. R., Ainsworth, B. E., Hartman, T. J., & Leon, A. S. (1993). A simultaneous
evaluation of 10 commonly used physical activity questionnaires. Medicine and
Science in Sports and Exercise, 25(1), 81-91.

Jackson, A. M., Gregory, S., & McKinstry, B. (2009). Self-help groups for patients with
coronary heart disease as a resource for rehabilitation and secondary prevention:
what is the evidemnce? Heart and Lung, 38(8), 192-200

Jallinoja, P., Absetz, P., Kuronen, R., Nissinen, A., Talja, M., Uutella, A., & Patja, K.
(2007). The dilemma of patient responsibility for lifestyle change: Perceptions
among primary care physicians and nurses. Scandinavian Journal of Primary
Health Care, 25(4), 244-249.

Jansink, R., Braspenning, J., van der Weijden, T., Elwyn, G., & Grol, R. (2010).

Primary care nurses struggle with lifestyle counselling in diabetes care: a

230


https://doi.org/10.1002/rnj.202
http://www.healthmetricsandevaluation.org/

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

qualitative analysis. BMC Family Practice, 11. 41. http://dx. doi.10.1186/1471-
2298-11-41.

Jelinek, M., Vale, M. J., Liew, D., Grigg, L., Dart, A., Hare, D.L., & Best, J. D. (2009).
The COACH program produces sustained improvements in cardiovascular risk
factors and adherence to recommended medications-two years follow-up. Heart,
Lung and Circulation, 18(6), 388-392.

Jelinek, M. V, Santamaria, J. D, Thompson, D. R, & Vale, M. J. (2012). ‘FIT FOR
PURPOSE’. The COACH program improves lifestyle and biomedical cardiac
risk factors. Heart, 98(21),1608. http://doi: 10.1136/heartjnl-2012-302723.

Jelinek, M. V., Santamaria, J. D., Best., J. D., Thompson, D. R. Tonkin, A. M., & Vale,
M. J. (2014). Reversing social disadvantage in secondary prevention of coronary
heart disease. International Journal of Cardiology, 171(3), 346-350.

Jelinek, M.V., Thompson, D.R., Ski, C., Bunker, S., & Vale, M.J. (2015). 40 years of
cardiac rehabilitation and secondary prevention in post-cardiac ischaemic
patients. Are we still in the wilderness? International Journal of Cardiology,
179, 153-159. http://dx.doi.10.1016/j.ijcard.2014.10.154. Epub 2014 Oct 29.

Johnson, N., Inder, K., Nagle, A., & Wiggers, J. (2009). Secondary prevention among
cardiac patients not referred to cardiac rehabilitation. Medical Journal of
Australia; 190(3), 161

Jolliffe, J.A., Rees, K., Taylor, R.S., Thompson, D., Oldridge, N. & Ebrahim, S. (2000).
Exercise-based rehabilitation for coronary heart disease. Cochrane Database of
Systematic Reviews, 4. Art. No.: CD001800.

Jolly, K., Raftery, J., Lip, G.Y., & Greenfield, S. (2007). “DNA” may not mean ‘did not
participate’; a qualitative study of reasons for non-adherence at home and centre-
based cardiac rehabilitation. Family Practice, 24(4), 343-357.

Jolly, K., Lip, G. Y., Taylor, R. S., Raftery, J., Mant, J., Lane, D., ...& Stevens, A.
(2009). The Birmingham rehabilitation uptake maximisation study (BRUM): a
randomised controlled trial comparing home-based with centre-based cardiac
rehabilitation. Heart, 95(1), 36-42.

Jolly, K., Taylor, R. S., Lip, G. Y., Davies, M., Mant, J., Singh, S., ...& Stevens, A.
(2009b). A randomized trial of the addition of home-based exercise to specialist
heart failure nurse care: the Birmingham Rehabilitation Uptake Maximisation

231



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

study for patients with congestive heart failure (BRUM-CHF). European
Journal of Heart Failure, 11(2), 205-213.

Jones, M. I., Greenfield, S. & Jolly, K., BRUM Trial Steering Committee. (2009).
Patients’ experience of home and hospital based cardiac rehabilitation: a focus
group study. European Journal of Cardiovascular Nursing, 8(1), 9-17.

Jordan, J. E., & Osborne, R. H. (2007). Chronic disease self-management education
programs: challenges ahead. Medical Journal of Australia, 186(2), 84-87.

Jousilahti, P., Vartianen, E., Tuomilehto, J., & Pushka, P. (1999). Sex, age,
cardiovascular risk factors and coronary heart disease: A prospectivefollow-up
study of 14, 786 middle-aged men and women in Finland. Circulation, 99(9),
1165-1172.

Junehag, L., Asplund, K., & Svedlund, M. (2014). A qualitative study: Perceptions of
the psychosocial consequences and access to support after an acute myocardial
infarction, Intensive Critical Care Nursing, 30(1), 22-30.
http://dx.d0i.10.1016/j.iccn.2013.07.002. Epub 2013

Kennedy, A., Rogers, A., Bowen, R., Lee, V., Blakemen, T., Gardner, C., ...& Chew-
Graham, C. (2013). Implementing, embedding and integrating self-management
support tools for people with long-term conditions in primary care nursing: a
qualitative study. International Journal of Nursing Studies, 51(8), 1103-13.
http://dx.d0i.10.1016/j.ijnurstu.2013.11.008. Epub 2013 Nov 27.

Kang, K., Gholizadeh, L., Inglis, S. C., & Han, H. R. (2016). Interventions that improve
health-related quality of life in patients with myocardial infarction. Quality of
Life Research, 25(11), 2725-2737.

Karim, K., & Gormley, J. Quality of life post myocardial infarction-is the heart manual
effective. European Journal of Cardiovascular Nursing, 6(1), S1; s47-s48.
http://dx.doi.10.1016/j.ejcnurse.2007.01.077

Karmali. K. N., Davies, P., Taylor, F., Beswick, A., Martin, N., & Ebrahim, S. (2014).
Promoting patient uptake and adherence in cardiac rehabilitation. Cochrane
Database of Systematic Reviews, 6. Art. No.: CD007131.
http://dx.doi 10.1002/14651858.CD007131.pub3.

Keating, N. L., Green, D. C., Kao, A. C., Gazmararian, J. A.,, Wu, V. Y., & Cleary, P.
D. (2002). How are patient’s specific ambulatory experiences related to trust,

232



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

satisfaction and considering changing physicians? Journal of General Internal
Medicine, 17(1), 29-39.

Kehler, D., Christensen, B., Lauritzen, T., Christensen, M, B., Edwards, A., & Risgr, M,
B. (2008). Ambivalence related to potential lifestyle changes following
preventive cardiovascular consultations in general practice: A qualitative study.
BMC Family Practice, 9:50. http://dx.doi.10.1186/1471-2296-9-50.

Kennedy. A, Reeves. D, Lee. V, Middleton, E. Richardson. G, Gardner. C, Gately. C, &
Rogers, A. (2007). The effectiveness and cost effectiveness of a national lay-led
self care support programme for patients with long term conditions; a pragmatic
randomised controlled trial. Journal of Epidemiology and Community Health,
61(3), 254-261. http://dx.doi:10.1136/jech.2006.053538

Kennedy, A., Rogers, A., Bowen, R., Lee, V., Blakeman, T., Gardener, C., ... &
Graham, C. (2014). Implementing, embedding and integrating self-management
support tools for people with long-term conditions in primary care nursing: a
qualitative study. International Journal of Nursing Studies, 51(8),1103-13.
http://dx.d0i.10.1016/j.ijnurstu.2013.11.008. Epub 2013 Nov 27.

Khalife-Zadeh, A., Dorri, S., & Shafiee, S. (2015). The effect of cardiac rehabilitation
on quality of life in patients with acute coronary syndrome. Iranian Journal of
Nursing and Midwifery Research, 20(5), 588-593. http://doi.org/10.4103/1735-
9066.164504

Kieft, R., de Brouwer, B. B., Francke, A. L., & Delnoij, D. M. (2014). How nurses and
their work environment affect patient experiences of the quality of care: a
qualitative study. BMC Health Services Research, 14. 249,
http://dx.doi.org/10.1186/1472-6963-14-249

King, K.., Humen, D., Smith, H., Phan, C., & Teo, K. (2001). Psychosocial components
of cardiac recovery and rehabilitation attendance. Heart, 85(3), 290-294.
http://dx.doi.org/10.1136/heart.85.3.290

King, B. J., Gilmore-Bykovskyi, A. L., Roiland, R. A., Polnaszek, B. E., Bowers, B. J.,
& Kind, A. J. H. (2013). The consequences of poor communication during
hospital to skilled nursing facility transitions: A qualitative study. Journal of the
American Geriatrics Society, 61(7). http://doi.org/10.1111/jgs.12328

Kotseva, K., Wood, D., De Backer, G., & De Bacquer, D. (2012). Use and effects of

cardiac rehabilitation in patients with coronary heart disease: results from the

233


https://dx.doi.org/10.1136%2Fjech.2006.053538
http://dx.doi.10.1016/j.ijnurstu.2013.11.008.%20Epub%202013%20Nov%2027
http://doi.org/10.1136/heart.85.3.290

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

EUROSPIRE 11 survey. European Journal of Preventative Cardiology, 20(5),
817-826. http://dx.doi.10.1177/2047487312449591. Epub 2012 Jun 19.

Kraal, J. J., Peek, N., van den Akker-Van Marle, M. E., & Kemps, H. M. (2013). Effects
and costs of home-based training with telemonitoring guidance in low to
moderate risk patients entering cardiac rehabilitation: The FIT@Home study.
BMC Cardiovascular Disorders, 13:82. http://dx.d0i.10.1186/1471-2261-13-82.

Kripalani, S., LeFevre, F., Phillips, C.O., Williams, M.V., Basaviah, P. & Baker, D.W.
(2007). Deficits in communication and information transfer between hospital-
based and primary care physicians: implications for patient safety and continuity
of care. Journal of the American Medical Association, 297(8), 631-642.

Kroemeke, A. (2016). Changes in well-being after myocardial infarction. Does coping
matter? Quality of Life Research, 25(10), 2593-2601.

Kuhn, D., Shaw, V., & Felton, M. (1997). Effects of dyadic interaction on argumentive
reasoning. Cognition and Instruction, 15(3), 287-315.

Kunkel, S., Rosengvist, U., & Westerling, R. (2007). The structure of quality systems is
important to the process and outcome, an empirical study of 386 hospital
departments in Sweden. BMC Health Services Research, 7, 104.
http://dx.doi.org/10.1186/1472=6953-7-104.

Lacey, E., Musgrave, A., Freeman, R. J., Tod, A. M., & Scott, P. (2004). Psychological
morbidity after myocardial infarction in an area of deprivation in the UK:
Evaluation of a self-help package. European Journal of Cardiovascular Nursing,
3(3), 219-224.

Lau-Walker, M. (2006). A conceptual care model for individualized care approach in
cardiac rehabilitation -combining both illness representation and self-efficacy.
British Journal of Health Psychology, 11(Pt 1), 103-117.
http://dx.d0i.10.1348/135910705X4191

Lavie, C. J., Milani, R.V., & Arena, R. A. (2011). Particular utility of cardiac
rehabilitation in relation to age. Current Cardiovascular Risk Reports, 5, 432-
439

Lawler, P. R., Filion, K. B., & Eisenberg, M. J. (2011). Efficacy of exercise-based
cardiac rehabilitation post-myocardial infarction: a systematic review and meta-
analysis of randomized controlled trials. American Heart Journal, 162(4), 571-
584.€2. http://dx.doi.10.1016/j.ahj.2011.07.017. Epub 2011 Sep 3.

234


http://dx.doi.10.1177/2047487312449591.%20Epub%202012%20Jun%2019
http://dx.doi.org/10.1186/1472=6953-7-104
http://dx.doi.10.1016/j.ahj.2011.07.017.%20Epub%202011

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Le Corvoisier, P., Gellen, B., Lesault, P. F., Cohen, R. Champagne, S., Duval, A. M., &
Teiger, E. (2013). Ambulatory transradial percutaneous coronary intervention: A
safe, effective, and cost saving strategy. Catheter Cardiovascular Intervention,
81(1), 15-23.

Lee, T. W, Lee, S. H., Kim, H. H., & Kang, S. J. (2012). Effective intervention
strategies to improve health outcomes for cardiovascular disease patients with
low health literacy skills: a systematic review. Asian Nursing Research, 6(4),
128-136.

Leifheit-Limson, E. C., Reid, K. J., Kasl, S. V., Lin, H., Jones, P. G., Buchanan, D. M.,
Parashar, S., ... & Lichtman, J. H. (2010). The role of social support in health
status and depressive symptoms after myocardial infarction. Circulation:
Cardiovascular Quality and Outcomes, 3(2), 143-150.
http://dx.d0i.10.1161/CIRCOUTCOMES.109.899815. Epub 2010 Feb 16.

Levanthal, H., Meyer, D., & Nerenz, D. R. (1980). The common sense representation of
illness danger. In S. Rachman (Ed). Contributions to Medical Psychology (vol.
2. pp7-30). New York. Pergamon Press.

Levine, G. N., Bates, E. R., Bittl, J.A., Brindis, R. G., Fihn, S. D., Fleisher, L. A., ...&
Smith, S. C. (2016). ACC/AHA Guideline focused update on duration of dual
antiplatelet therapy in patients with coronary artery disease. A report of the
American College of cardiology/American Heart Association Task force on
clinical Practice Guidelines. Circulation, 134(10), e123-55.
http://dx.d0i.10.1161/CIR.0000000000000404. Epub 2016 Mar 29

Lewin, R., Robertson, 1. H., Cay, E. L., Irving, J. B., & Campbell, M. (1992). Effects of
self help post myocardial infarction rehabilitation on psychological adjustment
and use of health services. Lancet, 339(8800), 1036-1040.

Lewin, R. J., Furze, G., Robinson, J., Griffith, K., Wiseman, S., Pye, M., & Boyle, R.
(2002). A randomised controlled trial of a self-management plan for patients
with newly diagnosed angina. British Journal of General Practice, 52(476), 194-
201.

Lewin, R, Thompson, D, & Roebuck, A. (2004) Development of the BACR/BHF
minimum dataset for cardiac rehabilitation. British Journal of Cardiology, 11(4),
300-301.

235



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Lewin, R., & Doherty, P. (2013) Cardiac rehabilitation and mortality reduction after
myocardial infarction: the emperor’s new clothes? Evidence in favour of cardiac
rehabilitation. Heart, 99(13), 909-913.

Linden, B. (1995) Evaluation of a home based cardiac rehabilitation program for
patients recovering from acute myocardial infarction. Intensive Critical Care
Nursing, 11(1), 10-19.

Linden, W. (2000). Psychological treatments in cardiac rehabilitation: review of
rationales and outcomes. Psychosomatic Research, 48(4-5), 442-454.

Lorig, K. R., Hurwicz, M. L., Sobel, D. S. Hobbs, M., & Ritter, P. L. (2005). A national
dissemination of an evidence-based self-management program: a process
evaluation study. Patient Education and Counseling, 59(1), 69-79.

Luck, L., Jackson, D., & Usher, K. (2008). Innocent or culpable? Meanings that
emergency department nurses ascribe to individual acts of violence. Journal of
Clinical Nursing, 17(8), 1071-1078.

Ludman, E., Peterson, I. J., Katon, W J., Lin, E. H. B., Von Korff, M., Ciechanowski,
P., Gensichen, J. (2013). Improving confidence for self care in patients with
depression and chronic illnesses. Behavioral Medicine, 39(1), 1-6.

Lusk, J. M, & Fater, K. (2013). A concept analysis of patient-centered care. Nursing
Forum, 48, 89-98. http://dx.doi.10.1111/nuf.12019

Madden, M., Furze, G., & Lewin, R. J. (2010). Complexities of patient choice in cardiac
rehabilitation: qualitative findings. Journal of Advanced Nursing, 67(3), 540-
548.

Madsen, R., & Birkland, R. (2016). Women’s experiences during myocardial infarction:
systematic review and meta-ethnography. Journal of Clinical Nursing, 25(5-6),
599-609.

Maes, S., De Gucht, V., Goud, R., Hellemans, 1., & Peek, N. (2008). Is the MacNew
quality of life questionnaire a useful diagnostic and evaluation instrument for
cardiac rehabilitation? European Journal of Cardiovascular Prevention and
Rehabilitation, 15(95), 516-520.

Mampuya, W. M. (2012). Cardiac rehabilitation past, present and future: an overview.
Cardioivacsular Diagnosis and Therapy, 2(1), 38-49.

Marteau, T. M., & Lerman, C. (2001). Genetic risk and behavioural change.

British Medical Journal, 322, https://doi.org/10.1136/bmj.322.7293.1056

236



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Martin, L. R., Williams, S. L., Haskard, K.., & DiMatteo, M. R. (2005). The challenge
of patient adherence. Therapeutics and Clinical Risk Management, 1(3), 189-
199.

Maru, S., Byrnes, J., Carrington, M. J., Chan., Y. K., Thompson, D. R., Stewart, S., &
Scuffham, P. A. (WHICH? Trial Investigators). (2015). Cost-effectiveness of
home versus clinic-based management of chronic heart failure: Extended follow-
up of a pragmatic, multicentre randomized trial cohort - The WHICH? study
(Which Heart Failure Intervention Is Most Cost-Effective & Consumer Friendly
in Reducing Hospital Care). International Journal of Cardiology.15(201), 368-
75. http://dx.doi: 10.1016/j.ijcard.2015.08.066. Epub 2015 Aug 8.

Marzolini, S., Brooks, D., & Oh, P. L. (2008). Sex differences in completion of a 12-
month cardiac rehabilitation programme: an analysis of 5922 women and men.
European Journal of Cardiovascular Prevention, 15(6), 698-703.
http://dx.d0i.10.1097/HJR.0b013e32830c1ce3.

Marzolini, S., Mertens, D., Oh, P., & Plyley, M. (2010). Self-reported compliance to
home-based resistance training in cardiac patients. European Journal of
Cardiovascular Prevention and Rehabilitation, 17(35), 35-49.

Mason, J. (1996). Qualitative researching. London: Sage.

Mastnak, W. (2015). Long-term cardiac rehabilitation and cardioprotective changes in
lifestyle. British Journal of Cardiology, 22:37.
http://dx.d0i.10.5837/bjc.2015.010.

Mattila, J., Ding, H., Mattila, E., & Sarela, A. (2009). Mobile tools for home-based
cardiac rehabilitation based on heart rate and movement activity analysis.
Engineering in Medicine and Biology Society. 2009, 6448-6452.
http://dx.d0i.10.1109/IEMBS.2009.5333540.

McCormack, B. & McCance, T. (2010). Person-centred Nursing: Theory and Practice.
Oxford: Wiley Blackwell.

McCormack B, Karlssonm B, Dewing J. & Lerdel A. (2010a). Exploring person-
centeredness: A qualitative meta-synthesis of four studies. Scandinavian Journal
of Caring Sciences, 24, 620-633. http://dx.d0i.10.1111/j.1471-
6712.2010.00814.x.

McDonall, J., Botti, M., Redley, B., & Wood, B. (2013). Patient participation in a

cardiac rehabilitation program. Journal of Cardiopulmonary Rehabilitation and

237


https://www.ncbi.nlm.nih.gov/pubmed/?term=Maru%20S%5BAuthor%5D&cauthor=true&cauthor_uid=26310979
https://www.ncbi.nlm.nih.gov/pubmed/?term=Byrnes%20J%5BAuthor%5D&cauthor=true&cauthor_uid=26310979
https://www.ncbi.nlm.nih.gov/pubmed/?term=Carrington%20MJ%5BAuthor%5D&cauthor=true&cauthor_uid=26310979
https://www.ncbi.nlm.nih.gov/pubmed/?term=Chan%20YK%5BAuthor%5D&cauthor=true&cauthor_uid=26310979
https://www.ncbi.nlm.nih.gov/pubmed/?term=Thompson%20DR%5BAuthor%5D&cauthor=true&cauthor_uid=26310979
https://www.ncbi.nlm.nih.gov/pubmed/?term=Stewart%20S%5BAuthor%5D&cauthor=true&cauthor_uid=26310979
https://www.ncbi.nlm.nih.gov/pubmed/?term=Scuffham%20PA%5BAuthor%5D&cauthor=true&cauthor_uid=26310979
https://www.ncbi.nlm.nih.gov/pubmed/?term=WHICH%3F%20Trial%20Investigators%5BCorporate%20Author%5D
https://www.ncbi.nlm.nih.gov/pubmed/26310979
http://www.ncbi.nlm.nih.gov/pubmed/19964430##
http://www.ncbi.nlm.nih.gov/pubmed/19964430##

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Prevention, 33(3), 185-188.

Mclvor, D. (2014). The experience of patients, spouses and nurses using the Aussie
Heart Guide for home based cardiac rehabilitation. Masters Thesis. Retrieved
from http://hdl.handle.net/1959.13/1045149

McNaughton, C. D., Cawthon, C., Kripalani, S., Liu, D., Storrow, A. B., & Roumieg, C.
L. (2015). Health literacy and mortality: A cohort study of patients hospitalized
for acute heart failure. Journal of the American Heart Association:
Cardiovascular and Cerebrovascular Disease, 4(5), e001799.
http://doi.org/10.1161/JAHA.115.001799

Meijer, A., Conradi, H. J., Bos, E. H., Anselmino, M., Carney, R., M., Denollet, J., ... &
de Jonge, P. (2013). Adjusted prognostic association of post-myocardial
infarction depression with mortality and cardiovascular events: an individual
patient data meta-analysis. British Journal of Psychiatry, 203(2), 90-102.

Meister, R., Princip, M., Scgmid, J. P., Schnyder, U., Barth, J., Znoj, H., ...& von
Kanel, R. (2013). Myocardial Infarction Stress Prevention Intervention (MI-
SPRINT) to reduce the incidence of posttraumatic stress after acute myocardial
infarction through trauma-focused psychological counselling; study protocol for
a trial. Trials, 14, 329. http://dx.doi.org/10.1186/1745-6215-14-329.

Menezes, A. R., Lavie, C. J., Milani, R. V., Forman, D. E., King, M., & Williams, M.
A. (2014). Cardiac rehabilitation in the Unites States. Progress in
Cardiovascular Diseases, 56(5), 522-529.

Merriam, S. B. (1998). Qualitative research and case study applications in education.
San Francisco, CA: Jossey-Bass.

Merriam, S. B. (2009). Qualitative research: A guide to design and implementation
(2nd ed.) San Francisco, CA: Jossey-Bass.

Meterko, M., Wright, S., Lin, H., Lowy, E., & Cleary, P. (2010). Mortality among
patients with acute myocardial infarction: The influences of patient-centered
care and evidence- based medicine. Health Services Research, 45(5 Pt 1), 1188-
1204. http://dx.doi.10.1111/j.1475-6773.2010.01138.x.

Mierzynska, A., Kowalska, M., Stepnowska, M., & Piotrwicz, R. (2010). Psychological
support for patients following myocardial infarction. Journal of Cardiology,
17(3), 319-32.

238


http://hdl.handle.net/1959.13/1045149
http://doi.org/10.1161/JAHA.115.001799
http://doi.org/10.1186/1745-6215-14-329

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Michopoulos, 1., Douzenis, A., Kalkavoura, C., Christodoulou, C., Michalopoulou, P.,
Kalemi, G., ...& Lykourasm L. (2008). Hospital anxiety and depression scale
(HADS): validation in a Greek general hospital sample. Annals of General
Psychiatry, 7(4). http://dx.doi.10.1186/1744-859X-7-4

Milani, R. V., & Lavie, C. J. (2007). Impact of cardiac rehabilitation on depression and
its associated mortality. American Journal of Medicine, 120(9), 799-806.

Minichiello. V, Sullivan. G, Greenwood, K & Axford, R. (2004). Research methods for
nursing and health science. Frenchs Forrest, Pearson Education Australia.

Mittag, O., China, C., Hoberg, E., Juers, E., Kolenda, K. D., Richardt, G., ...& Raspe, H.
(2006). Outcomes of cardiac rehabilitation with versus without a follow-up
intervention rendered by telephone (Luebeck follow-up trial): overall and
gender-specific effects. International Journal of Rehabilitation Research, 29(4),
295-302.

Mohan, P, Marin. D, Sultan. S, & Deen. A. (2008). MediNet: personalizing the self-care
process for patients with diabetes and cardiovascular disease using mobile
telephony. Conference Proceedings from IEEE: Enginnering in Medicine and
Biology Society, 2008:755-758. http://dx.doi.10.1109/IEMBS.2008.4649262

Moholdt, T., Bekken Vold, M., Grimsmo, J., Siordahi, S. A., & Wisiof, U. (2012).
Home-based aerobic interval training improves peak oxygen uptake equal to
residential cardiac rehabilitation. A randomised controlled trial. PLoS ONE,
7(7): e41199.http://dx.doi.org/10.1371/journal.pone.0041199

Morys, J. M., Bellwon, J., Hofer, S., Rynkiewicz, A., & Gruchata, M. (2016). Quality of
life in patients with coronary heart disease after myocardial infarction and with
ischemic heart failure. Archives of Medical Science, 12(2), 326-333.

Mosadeghrad, A. M. (2014). Factors influencing healthcare service quality.
International Journal of Health Policy and Management, 3(2), 77-89.
http://doi.org/10.15171/ijhpm.2014.65

Moser, D. K., McKinley, S., Riegel, B., Doering, L. V., & Garvin, B. J. (2002).
Perceived control reduces in-hospital complications associated with anxiety in
acute myocardial infarction (Abstract). Circulation, 106, 11-369

Moser, D. K., Dracup, K., Evangelista, L., Zambroski, C. H., Lennie, T. A., Chung, M.
L., Doering, L. V., Westalake, C., & Heo, S. (2010). Comparison of prevalence

of symptoms of depression, anxiety and hostility in elderly heart failure,

239


http://www.ncbi.nlm.nih.gov/pubmed?term=Mittag%20O%5BAuthor%5D&cauthor=true&cauthor_uid=17106345
http://www.ncbi.nlm.nih.gov/pubmed?term=China%20C%5BAuthor%5D&cauthor=true&cauthor_uid=17106345
http://www.ncbi.nlm.nih.gov/pubmed?term=Hoberg%20E%5BAuthor%5D&cauthor=true&cauthor_uid=17106345
http://www.ncbi.nlm.nih.gov/pubmed?term=Juers%20E%5BAuthor%5D&cauthor=true&cauthor_uid=17106345
http://www.ncbi.nlm.nih.gov/pubmed?term=Kolenda%20KD%5BAuthor%5D&cauthor=true&cauthor_uid=17106345
http://www.ncbi.nlm.nih.gov/pubmed?term=Richardt%20G%5BAuthor%5D&cauthor=true&cauthor_uid=17106345
http://www.ncbi.nlm.nih.gov/pubmed?term=Raspe%20H%5BAuthor%5D&cauthor=true&cauthor_uid=17106345
http://www.ncbi.nlm.nih.gov/pubmed/?term=mittag%2C+china%2C+hoberg
https://doi.org/10.1109/IEMBS.2008.4649262
http://doi.org/10.1371/journal.pone.0041199

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

myocardial infarction and coronary artery bypass graft patients. Heart & Lung,
39(5): 378-385.

Moss-Morris, R., Weinmen, J., Petrie, K., Horne, R., Cameron, L., & Buick, D. (2002).
The revised illness perception questionnaire (IPQ-R). Psychology and Health,
17(1), 1-16.

Mueller, E., Savage, P. D., Schneider, D., J., Howland, L., L., & Ades, P. A. (2009).
Effect of a computerized referral at hospital discharge on cardiac rehabilitation
participation rates. Journal of Cardiopulmonary Rehabilitation and Prevention,
29(6): 365-369.

Muller-Engelmann, M, Keller, H, Donner-Blanzhoff, N., & Krones, T. (2011). Shared
decision-making in medicine: the influence of situational treatment factors.
Patient Education and Counseling, 82(2), 240-246.

Murray, J., Craigs, C. L., Hill, K. M., Honey, S., & House, A. (2012). A systematic
review of patient reported factors associated with “uptake” and “completion” of
cafdiovascular lifestyle behaviour change. BMC Cardiovascular Disorders, 12,
120. http://dx.doi.10.1186/1471-2261-12-120

Mykletun, A., Stordal, E., & Dahl, A. (2001). Hospital anxiety and depression (HAD)
scale: factor structure, item analyses and internal consistency in a large
population. British Journal of Psychiatry,179(6), 540-544.

Nadel, J., Hewitt, T., & Horton, D. (2014). Acute coronary syndrome in Australia:
Where are we now and where are we going? Australasian Medical Journal, 7(3),
149-156. http://dx.doi.org/10.4066/AMJ 2014.192

Nakajima, K. M., Rodrigues, R. C., Gallani, M. C., Alexandre, N. M., & Oldridge, N.
(2009). Psychometric properties of MacNew heart disease health-related quality
of life questionnaire: Brazilian version. Journal of Advanced Nursing, 65(5),
1084-1094.

National Health Data Committee. (2003). Data Set Specification — Cardiovascular
disease National Health Data Dictionary, Version 12. Canberra: Australian
Institute of Health and Welfare 2003. Retrieved from
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442457864

National Health and Medical Research Council. (2007). Guidelines for ethical conduct.
Canberra: Commonwealth Government of Australia. Retrieved from

https://www.nhmrc.gov.au/guidelines-publications/e72

240



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

National Health Priority Action Council. (2006). National chronic disease strategy.
Canberra: Australian Government. Department of Health and Ageing. Retrieved
from http://www.health.gov.au/internet/main/publishing.nsf/Content/pg-ncds-
strat

National Health Service (NHS) Lothian. (2016). The Heart Manual Programme.
Retrieved from
http://lwww.theheartmanual.com/Prices/FacilitatorTrainingSummary/Pages/defa
ult.aspx

National Heart Foundation of Australia (NHFA) and Australian Cardiovascular Health
and Rehabilitation Association. (ACRA). Recommended Framework for Cardiac
Rehabilitation 2004. Retrieved from
http://www.heartfoundation.org.au/document/NHF/cr_04_rec_final.pdf

National Heart Foundation of Australia [NHFA]. (2011). Australian cardiovascular risk
charts. Retrieved from
http://www.heartfoundation.org.au/SiteCollectionDocuments/aust-
cardiovascular-risk-charts.pdf.

National Heart Foundation of Australia [NHFA]. (2014) Improving the delivery of
cardiac rehabilitation in Australia. Retrieved from
https://heartfoundation.org.au/images/uploads/publications/Improving-the-
delivery-of-cardiac-rehabilitation.pdf

National Heart, Lung and Blood Institute. (2016). What is atherosclerosis? Retrieved
from https://www.nhlbi.nih.gov/health/health-topics/topics/atherosclerosis.

National Institute for Health and Clinical Excellence UK [NICE] (2014).

Clinical Guideline: Cardiovascular disease: risk assessment and reduction,
including lipid modification July 2014. Retrieved from
https://www.nice.org.uk/guidance/cg181

National Research Corporation (NRC) Picker. (2008). Eight Dimensions of Patient-
Centred Care: Boston, MA. NRC Picker.

National Rural Health Alliance (2015). Cardiovascular disease in rural Australia.
Retrieved from
http://ruralhealth.org.au/sites/default/files/publications/cardiovascular-disease-
fact-sheet-may-2015.pdf.

241


http://www.heartfoundation.org.au/document/NHF/cr_04_rec_final.pdf
http://www.heartfoundation.org.au/SiteCollectionDocuments/aust-cardiovascular-risk-charts.pdf
http://www.heartfoundation.org.au/SiteCollectionDocuments/aust-cardiovascular-risk-charts.pdf
https://heartfoundation.org.au/images/uploads/publications/Improving-the-delivery-of-cardiac-rehabilitation.pdf
https://heartfoundation.org.au/images/uploads/publications/Improving-the-delivery-of-cardiac-rehabilitation.pdf

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Naylor, M., & Keating, S. A. (2008). Transitional care: Moving patients from one care
setting to another. American Journal of Nursing, 108(9 Suppl), 58-63).

Nekouei, Z. K, Yousefy, A., & Manshaee, G. (2012). Cognitive-behavioral therapy and
quality of life: An experience among cardiac patients. Journal of Education and
Health Promotion, 1:2. http://dx.d0i.10.4103/2277-9531.94410. Epub 2012 Mar
28.

Neubeck, L., Redfern, J., Fernandez, R., Briffa, T., Bauman, A., & Freedman, S. (2009).
Telehealth interventions for the secondary prevention of coronary heart disease:
a systematic review. European Journal of Cardiovacsular Prevention and
Rehabilitation, 16: 281-2809.

Neubeck, L., Freedman, S. B., Clark, A. M., Briffa, T., Bauman, A., & Redfern, J.
(2011). Participating in cardiac rehabilitation: a systematic review and meta-
synthesis of qualitative data. European Journal of Cardiovascular Prevention
and Rehabilitation, 19(3), 494-503.

Nichols, M., Peterson, K., Alston, L., & Allender, S. (2016). Australian heart disease
statistics 2015. Melbourne: National Heart Foundation of Australia.

Nicholson, A., Kuper, H., & Hemingway, H. (2006). Depression as an aetiologic and
prognostic factor in coronary heart disease: A meta-analysis of 6,362 events
among 146,538 participants in 54 observational studies. European Heart
Journal, 27(23), 2763-2774.

Nocella, J., Dickson, V. V., Cleland, C. M., & Melkus, G. D. (2015). Structure, process,
and outcomes of care in a telemonitoring program for patients with type 2
diabetes. Patient Related Outcome Measures, 7, 19-28.
http://dx.doi.org/10.2147/PROM.S99308.

Nunes, S., Rego, G., & Nunes, R. (2016). Difficulties of Portuguese patients following
acute myocardial infarction: Predictors of readmissions and unchanged
lifestyles. Asian Nursing Research, 10(2), 150-157.
http://dx.d0i.10.1016/j.anr.2016.03.005. Epub 2016 May 15.

Oberg, E. B., Fitzpatrick, A. L., & LoGerfo, J. P. (2008). Medication management
among Medicaid myocardial infarction survivors. Washington Journal of Public
Health Practice, 1(1), 1-12.

O’Connor, G. T, Buring, J. E., Yusuf, S., Goldhaber, S. Z., Olmstead, E. M.,
Paffenbarger, R. S. Jr., & Hennekens, C. H. (1989). An overview of randomized

242


http://www.ncbi.nlm.nih.gov/pubmed?term=Nekouei%20ZK%5BAuthor%5D&cauthor=true&cauthor_uid=23555105
http://www.ncbi.nlm.nih.gov/pubmed?term=Yousefy%20A%5BAuthor%5D&cauthor=true&cauthor_uid=23555105
http://www.ncbi.nlm.nih.gov/pubmed?term=Manshaee%20G%5BAuthor%5D&cauthor=true&cauthor_uid=23555105
http://www.ncbi.nlm.nih.gov/pubmed?term=Neubeck%20L%5BAuthor%5D&cauthor=true&cauthor_uid=21546444
http://www.ncbi.nlm.nih.gov/pubmed?term=Freedman%20SB%5BAuthor%5D&cauthor=true&cauthor_uid=21546444
http://www.ncbi.nlm.nih.gov/pubmed?term=Clark%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=21546444
http://www.ncbi.nlm.nih.gov/pubmed?term=Briffa%20T%5BAuthor%5D&cauthor=true&cauthor_uid=21546444
http://www.ncbi.nlm.nih.gov/pubmed?term=Bauman%20A%5BAuthor%5D&cauthor=true&cauthor_uid=21546444
http://www.ncbi.nlm.nih.gov/pubmed?term=Redfern%20J%5BAuthor%5D&cauthor=true&cauthor_uid=21546444
http://www.ncbi.nlm.nih.gov/pubmed/21546444?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21546444?dopt=Abstract
http://doi.org/10.2147/PROM.S99308

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

trials of rehabilitation with exercise after myocardial infarction. Circulation.
80(2), 234-244.

Oerkild, B., Frederiksen, M., Hansen, J. F., & Prescott, E. (2012). Home-based cardiac
rehabilitation is an attractive alternative to no cardiac rehabilitation for elderly
patients with coronary heart disease: results from a randomised clinical trial.
British Medical Journal Open, 2(6), e001820. http://dx.d0i.10.1136/bmjopen-
2012-001820

Oldridge, N. B., Guyatt, G. H., Fischer, M. E., & Rimm, A. A. (1988). Cardiac
rehabilitation after myocardial infarction: combined experience of randomized
clinical trials. Journal of the American Medical Association. 260(7), 945-950.

Oldridge, N., Guyatt, G., Jones, N., Crowe, J., Singer, J., Feeny, D., ...Torrance, G.
(1991). Effects on quality of life with comprehensive rehabilitation after acute
myocardial infarction. American Journal of Cardiology, 67(13), 1084-1088.

Oldridge, N., Gottlieb, M., Guyatt, G., Jones, N., Streiner, D., & Feeny, D. (1998)
Predictors of health-related quality of life with cardiac rehabilitation after acute
myocardial infarction. Journal of Cardiopulmonary Rehabilitation, 18(2), 95-
103.

O'Leary, Z. (2007). The Social science jargon buster: a no-nonsense dictionary of key
terms. Sage. US. Thousand Oaks.

Olsson, L. E., Karlsson, J., & Ekman, 1. (2007). Effects of nursing interventions within
an integrated care pathway for patients with hip fracture. Journal of Nursing,
58(2), 116-125.

Orrego, C., Ballester, M., Perestelo, L., & Sunol, R. (2016). Patient empowerment as a
promising avenue towards health and social care integration: results from an
overview of systematic reviews of patient empowerment interventions.
International Journal of Integrated Care, 16(6). A347.
http://dx.doi.org/10.5334/ijic.2895

Ory, M. G., Ahn, S, Jiang, L., Smith, M.L., Ritter, P.L., Whitelaw, N., & Lorig, K.
(2013). Successes of a national study of the Chronic Disease Self-Management
Program: meeting the triple aim of health care reform. Medical Care, 51(11),
992-928.

Osborne, R. H, Elsworth, G. R, & Whitfield, K. (2007). The Health Education Impact

Questionnaire (heiQ): An outcomes and evaluation measure for patient

243


http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3533030/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3533030/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3533030/
http://doi.org/10.5334/ijic.2895

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

education and self-management interventions for people with chronic conditions.
Patient Education and Counseling, 66(2), 192-201.

Oudshoorn, A, (2005). Power and empowerment: critical concepts in the nurse-client
relationship. Contemporary Nurse, 20(1), 57-66.

Pack, Q. R., Johnson, I. L., Barr, L. M., Daniels, S. R., Wolter, A. D., Squires, R. W., &
Thomas, R. J. (2013). Improving cardiac rehabilitation attendance and
completion through quality improvement activities and a motivational program.
Journal of Cardiopulmonary Rehabilitation and Prevention, 33(3), 153-159.

Parry, M., & Watt-Watson, J. (2010). Peer support intervention trials for individuals
with heart disease: a systematic review. European Journal of Cardiovascular
Nursing, 9(1), 57-67. http://dx.doi.10.1016/j.ejcnurse.2009.10.002. Epub 2009
Nov 18.

Partridge, S. R., Grunseit, A. C., Gallagher, P., Freeman, B., O’Hara, B. J., Neubeck, L.,
...& Gallagher, R. (2017). Cardiac Patients’ Experiences and Perceptions of
Social Media: Mixed-Methods Study. Journal of Medical Internet
Research, 19(9), e323. http://doi.org/10.2196/jmir.8081.

Patsopoulos, N. A. (2011). A pragmatic view on pragmatic trials. Dialogues in Clinical
Neuroscience, 13(2), 217-224.

Patton, M.Q. (2001) Qualitative Evaluation and Research Methods, (2" ed.). California.
Thousand Oaks, Sage.

Pedretti, R. F. E., Sarzi-Braga, S., lanni, A., Paola, M., Genoni, E., Pribetich. M., &
Bertolotti, G. (2006). Heart manual translation, adaptation to the Italian culture
and its implementation in clinical setting. European Journal of Cardiovascular
Prevention and Rehabilitation, 13, (Suppl 1). s98.

Petricek, G., Buljan, J., Prljevic, G., Owens, P., & Vrcic-Keglevic, M. (2015). Facing
diagnosis of myocardial infarction: A qualitative study. European Journal of
General Practice, 21(1), 19-25. http://dx.d0i.10.3109/13814788.2014.9072609.
Epub 2014 May 30.

Piepoli, M., Corra, U., Benzer, W., Bjarnason-Wehrens, B., Dendale, P., Gaita, D., &
Schmid, J. (2010). Secondary prevention through cardiac rehabilitation: from
knowledge to implementation. A position paper from the Cardiac Rehabilitation
Section of the European Association of Cardiovascular Prevention and

244


http://books.google.com/books?hl=en&lr=&id=FjBw2oi8El4C&oi=fnd&pg=PP5&sig=a-aWpUDMZqdPqx2VqQaQ9MbTVig&dq=Qualitative+Evaluation+and+Research+Methods&prev=http://scholar.google.com/scholar%3Fq%3DQualitative%2BEvaluation%2Band%2BResearch%2BMethods%26num%3D100%26hl%3Den%26lr%3D%26sa%3DG

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Rehabilitation. European Journal of Cardiovascuar Prevention and
Rehabilitation, 17(1), 1-17 http://dx.doi.10.1097/HJR.0b013e3283313592.

Piepoli, M. F., Hoes, A. W., Agewall, S., C Albus, C., Brotons, C., Catapano, A. L.,
...& Verschuren, W. M. (2016). European Guidelines on cardiovascular disease
prevention in clinical practice: The Sixth Joint Task Force of the European
Society of Cardiology and Other Societies on Cardiovascular Disease Prevention
in Clinical Practice (constituted by representatives of 10 societies and by invited
experts) Developed with the special contribution of the European Association
for Cardiovascular Prevention & Rehabilitation (EACPR). European Heart
Journal, 37(29), 2315-2381

Pietrabissa, G., Ceccarini, M., Borrello, M., Manzoni, G.M., Titon, A., Nibbio, F., &
Castelnuovo, G. (2015). Enhancing behavioural change with motivational
interviewing: a case study in a cardiac rehabilitation unit. Frontiers in
Psychology, 6, 298. http://dx.d0i.10.3389/fpsyg.2015.00298. eCollection 2015.

Polikandrotiu, M., & Ntokou, M. (2011). Needs of hospitalized patients. Health Science
Journal, 5(1), 15-22.

Polikandrotiu, M. & Babatsikou, F. (2013). Information to coronary disease patients.
Global Journal of Health Science, 7(21), 3-10.

Polit, D. F., & Beck, C. T. (2004). Nursing Research; Generating and Assessing
Evidence for Nursing Practice (7" ed.) Philadelphia: Lippincott, Williams and
Wilkins.

Polit, D. F & Beck, C. T. (2010). Essentials of Nursing Research: Appraising Evidence
for Nursing Practice. (7" ed.) Philadelphia. Lippincott Williams & Wilkins.

Poureslami, I., Nimmon, L., Rootman, I., & Fitzgerald, M. J. (2017). Health literacy and
chronic disease management: drawing from expert knowledge to set an agenda.
Health Promotion International, 32(4), 743-754.

Prvu Bettger, J. Alexander, K. P., Dolor, R. J., Olson, D. M., Kendrick, A. S., Wing, L.,
& Duncan, P. W. (2012). Transitional care after hospitalization for acute stroke
or myocardial infarction: a systematic review. Annals of Internal Medicine,
157(6), 407-416.

Pryor, T., Page, K., Patsamanis, H., & Jolly, K. A. (2014). Investigating support needs
for people living with heart disease. Journal of Clinical Nursing, 23(1-2), 166-
172.

245


https://www.ncbi.nlm.nih.gov/pubmed/?term=Verschuren%20WM%5BAuthor%5D&cauthor=true&cauthor_uid=27222591
https://scholar.google.com.au/citations?view_op=view_citation&hl=en&user=_PSU2QsAAAAJ&citation_for_view=_PSU2QsAAAAJ:iyewoVqAXLQC
https://scholar.google.com.au/citations?view_op=view_citation&hl=en&user=_PSU2QsAAAAJ&citation_for_view=_PSU2QsAAAAJ:iyewoVqAXLQC
https://scholar.google.com.au/citations?view_op=view_citation&hl=en&user=_PSU2QsAAAAJ&citation_for_view=_PSU2QsAAAAJ:iyewoVqAXLQC
https://scholar.google.com.au/citations?view_op=view_citation&hl=en&user=_PSU2QsAAAAJ&citation_for_view=_PSU2QsAAAAJ:iyewoVqAXLQC
https://scholar.google.com.au/citations?view_op=view_citation&hl=en&user=_PSU2QsAAAAJ&citation_for_view=_PSU2QsAAAAJ:iyewoVqAXLQC
https://scholar.google.com.au/citations?view_op=view_citation&hl=en&user=_PSU2QsAAAAJ&citation_for_view=_PSU2QsAAAAJ:iyewoVqAXLQC

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Rademakers, J., Delnoij, D., & de Boer, D. (2010). Structure, process or outcome:
which contributes most to patients’ overall assessment of health care quality?
British Medical Journal: Quality and Safety, bmjgs.2010.042358. Published
Online First: 21 February 2011.http://dx.doi.10.1136/bmjgs.2010.042358

Rahimi, A. R., Spertus, J. A., Reid, K. J., Bernheim, S. M., & Krumholz, H. M. (2007).
Financial barriers to health care and outcomes after acute myocardial infarction.
Journal of the American Medical Association, 297(10),1063-1072.

Rancic, N., Petrovic, B., Apostolovic, S., Mandic, M., & Antic, I. (2011). Assessment
of health-related quality of life in patients after acute myocardial infarction.
Medicinski Pregled, 64(4), 453-460.

Rathert, C., Vogus, T. J., & McClelland, L. (2016). Re-humanizing health care:
Facilitating “caring” for patient-centered care. In E. Ferlie, K. Montgomery & A
Reff Pedersen (Eds), Business and management, public and non-profit.
Management, organizational theory and behaviour. Online Publication.
Retrieved from http://dx.doi.10.1093/oxfordhb/9780198705109.013.

Rathod, S., &. LaBruna, A. (2005). Questionnaire length and fatigue — Esomar
Research Paper-Web Collection: Worldwide Panel Research Conference 2005.
Retrieved from https://www.esomar.org/web/research_papers/Web-
Panel_1092_Questionnaire-length-and-fatigue.php

Rattray, J., & McKenna, E. (2012). ‘Person-centred care in intensive care: a myth or
reality?” Nursing Critical Care, 17(5), 225-226.

Rauch, B., Davos, C. H., Doherty, P., Saure, D., Metzendorf, M.-1., Salzwedel, A., ... &
Schmid, J-P. on behalf of the “Cardiac Rehabilitation Section”, European
Association of Preventive Cardiology (EAPC), in cooperation with the Institute
of Medical Biometry and Informatics (IMBI), Department of Medical Biometry,
University of Heidelberg, and the Cochrane Metabolic and Endocrine Disorders
Group, Institute of General Practice, Heinrich-Heine University, Disseldorf,
Germany. (2016). The prognostic effect of cardiac rehabilitation in the era of
acute revascularisation and statin therapy: A systematic review and meta-
analysis of randomized and non-randomized studies — The Cardiac
Rehabilitation Outcome Study (CROS). European Journal of Preventive
Cardiology, 23(18), 1914-1939. http://doi.org/10.1177/2047487316671181

246


https://www.esomar.org/web/research_papers/Web-Panel_1092_Questionnaire-length-and-fatigue.php
https://www.esomar.org/web/research_papers/Web-Panel_1092_Questionnaire-length-and-fatigue.php

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Redfern, J., Ellis, E. R., Briffa, T., & Freedman, B. S. (2007). High risk-factor level and
low risk-factor knowledge in patients not accessing cardiac rehabilitation after
acute coronary syndrome. Medical Journal of Australia, 186(1), 21-25.

Redfern, J., Briffa, T., EKkis, T., & Freedman, S. B. (2009). Choice of secondary
prevention improves risk factors after acute coronary syndrome: 1-year follow-
up of the CHOICE (Choice of Health Options In prevention of Cardiovascular
Events) randomised controlled trial. Heart. 95(6), 468-475.

Redfern, J., Clark, A., Neubeck, L., & Briffa, T. (2011). RAMIT: Making sense of its
findings and flaws. British Medical Journal. Retrieved from
http://heart.bmj.com/content/early/2011/12/21/heartjnl-2011-300302.short/reply

Redfern, J., Briffa, T., & Joshi, R. (2014). Effective ways to prevent reoccurrence of
acute coronary syndrome. Medicine Today, 15(40), 49-52.

Redman, B. K. (2004). Patient self-management of chronic disease. the health care
provider’s challenge. Boston; Jones and Bartlett.

Rees, K. Bennet, P. West, R. Davey Smith, G. & Ebrahim, S. (2004). Psychological
interventions for coronary heart disease. Cochrane Database of Systematic
Reviews, 2. Art. No.: CD002902.DOI: 10.11002/4651858.CD002902.pub2.

Reid, R. D., Morrin, L.I., Beaton, L. J, Papadakis, S., Kocourek, J., McDonnell, L., &
Pipe, A. L. (2012). Randomized trial of an internet-based computer-tailored
expert system for physical activity in patients with heart disease. European
Journal of Prevention and Cardiology, 19(6),1357-1364.

Richards, S. H., Anderson, L., Jenkinson, C. E., Whalley, B., Rees, K., Davies, P.,
Bennett, P., Liu, Z., West, R., & Thompson, D. R. (2017) Psychological
interventions for coronary heart disease. Cochrane Database of Systematic
Reviews, 4. Art. No.: CD002902.

Robb, G., & Seddon, M. (2006). Quality improvement in New Zealand healthcare. Part 6:
keeping the patient front and centre to improve healthcare quality. New Zealand
Medical Journal, 119(1242), U2174.

Roberts, C. A., & Burke, S. O. (1989). Nursing research: A quantitative and qualitative
approach. Boston. Jones and Bartlett.

Robinson, J. H., Callister, L. C., Berr, J. A., & Dearing, K. A. (2008). Patient-centered
care and adherence: definitions and applications to improve outcomes. Journal
of the American Academy of Nurse Practitioners, 20(12), 600-607

247



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Roest, A. M., Martens, E. J., Denollet, J., & De Jonge, P. (2010). Prognostic association
of anxiety post myocardial infarction with mortality and new cardiac events: a
meta-analysis. Psychosomatic Medicine, 72(6), 563-569.
http://dx.d0i.10.1097/psy.0b013e3181dbff97

Roger, V. L., Go, A. S., LIoyd-Jones, D. M., Adams, R. J., Berry, J. D., Brown, T. M. &
Carnethon, M. R. (2011). Heart disease and stroke statistics-2-11 update: a
report from the American Heart Association. Circulation, 123(4), e18-
e209.http://dx.doi.10.1161/CIR.0b013e3182009701. Epub 2010 Dec 15

Rollnick, S., Butler, C., Kinnersley, P., & Mash, B. (2010). Motivational interviewing.
British Medical Journal. 340:¢1900. http://dx.doi.10.1136/bmj.c1900

Rosenberg, J. P., & Yates, P. M. (2007). Schematic representation of case study
research designs. Journal of Advanced Nursing, 60(4), 447-452.

Royal Australian College of General Practitioners (2010) Chronic Condition Self
Management Guidelines. Retrieved from
http://www.racgp.org.au/Content/NavigationMenu/ClinicalResources/RACGPG
uidelines/SharingHealthCare/20020703gp.pdf

Rubak, S., Sandbaek, A., Lauritzen, T., & Christensen, B., (2005). Motivational
interviewing: a systematic review and meta-analysis. British Journal of General
Practice, 55(515), 305-12.

Russell, C., Gregory, D., Ploeg, J., DiCenso, A., & Guyatt, G. (2005). Qualitative
research. In A. DiCenso, G. Guyatt, & D. Ciliska (Eds.), Evidence-based
nursing: A guide to clinical practice. St. Louis, Missouri: Elsevier Mosby.

Sackett, D.L. (2013a). Clinician-trialist rounds: 16. Mind your explanatory and
pragmatic attitudes! - part 1: what? Clinical Trials, 10,495-498. http://dx.doi:
10.1177/1740774513484395

Sackett DL. (2013b). Clinician-trialist rounds: 17. Mind your explanatory and pragmatic

attitudes! Part 2: How? Clinical Trials, 10, 633-6366. http://dx.doi:
10.1177/1740774513491339.

Sage, S. (2013). Cardiac rehabilitation: motivation and commitment.
British Journal of Cardiac Nursing, 8(5), 237-224.

Sahlsten, M. J., Larsson, I. E., Siostrom, B., & Plos, K. A. (2008). An analysis of the
concept of patient participation, Nursing Forum, 43(1), 2-11.
http://dx.d0i.10.1111/j.1744-6198.2008.00090.x

248



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Salavati, M., Falahhinia, G., Vardanjani, A.E., & Torkamani, M. (2016). Comparison
between effects of home based cardiac rehabilitation programs versus usual care
on the patient’s health related quality of life after coronary artery bypass graft.
Global Journal of Health Science, 8(4),196-202.

Salisbury, C., O’Cathain, A., Thomas, C., Edwards, L., Gaunt, D., Dixon, P., &
Montgomery, A. A. (2016). Telehealth for patients at high risk of cardiovascular
disease: pragmatic randomised controlled trial. British Medical Journal,
353:12647. http://dx.d0i.10.1136/bm;.i2647.

Sallis, J. F., Buono, M. J., Roby, J. J., Micale, F. G., & Nelson, J. A. (1993). Seven-day
recall and other physical activity self-reports in children and adolescents.
Medicine and Science in Sports and Exercise, 25(1), 99-108.

Salminen-Tuomaala, M. H., Astedt- Kurki, P., Rekiaro, M. & Paavilainen, E. (2013).
Coping with the effects of myocardial infarction from the viewpoint of patients’
spouses. Journal of Family Nursing 19, 198-229.
http://dx.doi.10.1177/1074840713483922. Epub 2013 Apr 12.

Sangster, J., Furber, S., Phongsavan, P., Allman-Farinelli, M., Redfern, J., & Bauman,
A. (2013). Where you live matters: challenges and opportunities to address the
urban-rural divide through innovative secondary cardiac rehabilitation programs.
Australian Journal of Rural Health, 21(3), 170-177.

Salzer, M. S., Nixon, C. T., Schut, L. J., Karver, M. S., & Bickman, L. (1997).
Validating quality indicators. Quality as a relationship between structure,
process and outcome. Evaluation Review, 21(3), 292-309.

Sattelmair, J., Pertman, J., Ding, E. L., Kohl, H. W., Haskell, W., & Lee, I. M. (2011).
Dose response between physical activity and risk of coronary heart disease: a
meta-analysis. Circulation, 124(7), 789-795.

Schillinger, D., Handle, M., Wang, F., & Hammer, H. (2009). Effects of self
management support on structure, process and outcomes among vulnerable
patients with diabetes. Diabetes Care, 32(4), 559-566.

Schneider, Z., Whitehead, D. & Elliot, D. (2004). Nursing and Midwifery research:
methods and appraisal for evidence-based practice. (3rd ed.). Sydney, New
South Wales. Mosby Elsevier.

Schuler, M., Musekamp, G., Faller, H., Ehlebracht-Konig, 1., Gutenbrunner, C.,

Kirchhof, R., ...& Schwarze, M. (2013). Assessment of proximal outcomes of

249



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

self-management programs: translation and psychometric evaluation of the
German version of the Health Education Impact Questionnaire (heiQ). Quality of
Life Research Outcomes, 12:56. http://dx.d0i.10.1186/1477-7525-12-56.

Scott, I. A, Lindsay, K. A., & Harden, H. E. (2003). Utilisation of outpatient cardiac
rehabilitation in Queensland. Medical Journal of Australia, 179(7), 341-345.

Scottish Intercollegiate Guidelines Network (SIGN). (2017). Cardiac rehabilitation.
(SIGN publication no. 150). [July 2017]. Retrieved from http://www.sign.ac.uk

Shahsavari, H., Shahriari, M., & Alimohammadi, N. (2012). Motivational factors of
adherence to cardiac rehabilitation. Iran Journal of Nursing and Midwifery
Research, 1(4), 318-324.

Shanmugasegaram, S., Oh., P., Reid, R. D., McCumber, I., & Grace, S L. (2013). A
comparison of barriers to use of home versus site-based cardiac rehabilitation.
Journal of Cardiopulmonary Rehabilitation and Prevention 33(5), 297-302.

Sharif, F., Shoul, A., Janati, M., Kojuri, J., & Zare, N. (2012). The effect of cardiac
rehabilitation on anxiety and depression in patients undergoing cardiac bypass
graft surgery in Iran. BMC Cardiovascular Disorders, 12, 40.
http;//dx.doi.org/10.1186/1471-2261-12-40

Shepherd, C. W., & While, A.E. (2012). Cardiac rehabilitation and quality of life: a
systematic review. International Journal of Nursing Studies 49(6): 755-771.
http://dx.doi.10. 1016/j.ijnurstu.2011.11.019. Epub 2011 Dec 23.

Sidani, S. (2008). Effects of patient-centered care on patient outcomes: an evaluation.
Research and Theory for Nursing Practice, 22(1), 24-37.

Silverman, D. (2010). Doing qualitative research. (3rd ed.). London. Sage.

Simony, C., Dreyer, P., Pedersen, B. D., & Birkelund, R. (2015). Empowered to gain a
new foothold in life-A study of the meaning of participating in cardiac
rehabilitation to patients afflicted by a minor heart attack. International Journal
of Qualitative Studies on Health and Well-Being, 10.
http://dx.doi.org/10.3402/ghw.v10.28717

Ski, C. F., Vale, M. J., Bennett, G. R., Chalmers, V. L., McFarlane, K., Jelenik, V. M.,
...& Thompson, D. R. (2015). Improving access and equity in reducing
cardiovascular disease risk: the Queensland health model. Medical Journal of
Australia, 202(3), 148-152.

250


http://doi.org/10.1186/1471-2261-12-40
http://dx.doi.org/10.3402/qhw.v10.28717

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Slack, K., McGee, H. M., Hevey, D., & Horgan, J. H. (2006). Iliness perceptions in
cardiac patients attending a cardiac rehabilitation programme. European Journal
of Cardiovascular Preventionn and Rehabilitation, 13:(Suppl 1); S84

Slater, L. (2006). Person-centredness: a concept analysis. Contemporary Nurse, 23(1),
135-144.

Smith, K. B., John, I., Humphrey, J., & Wilson, G. (2008). Addressing the health
disadvantage of rural populations: How does epidemiological evidence inform
rural health policies and research? Autsralian Journal of Rural Health, 16(2),
56-66.

Smith, S. C., Nenjamin, E. J., Bonow, R. O, Braun, L. T., Creager, M. A., Franklin, B.
A., ...& Taubert, K. A. (2011). AHA/ACCEF secondary prevention and risk
reduction therapy for patients with coronary and other atherosclerotic vascular
disease. A guideline from the American Heart Association and American
College of cardiology Foundation endorsed by the World Heart Federation and
the Preventative Cardiovascular Nurses Association. Journal of the American
College of Cardiology, 58(23), 2432-2446.

Snaith, P. (2003). The hospital anxiety and depression scale. Health Quality and Life
Outcomes, 1, 29.

Sol, B. G., van der Graf, Y., van Petersen, H., & Visseren, F. L. (2011). The effect of
self-efficacy on cardiovascular lifestyle. European Journal of Cardiovasc
Nursing, 10(3),180-186.

Soliman, S. M., & Selim, G. (2013). Motivational interviewing as educational program
in improving cardiac risk factors control in patients post myocardial infarction.
European Heart Journal, 34, (Suppl 1) P3361.
http://dx.doi.10.1093/eurheartj/eht309.P3361

Son, H., Thomas, S. A., & Friedmann, E. (2012). The association between
psychological distress and coping patterns in post-MI patients and their partners.
Journal of Clinical Nursing, 21(15-16), 2392-2394.

Soo Hoo, S., Gallagher, R., & Elliot, D. (2016). Predictors of cardiac rehabilitation
attendance following primary percutaneous coronary intervention for ST-
elevation myocardial infarction in Australia. Nursing and Health Sciences,
18(20), 230-237. http://dx.d0i.10.1111/nhs.12258. Epub 2016 Feb 8.

251



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Stake R. E. (1994). Case studies. In Handbook of Qualitative Research (Denzin N. K. &
Lincoln Y. S. (eds.). California. Thousand Oaks. Sage.

Stake R. E. (1995) The Art of Case Study Research. California. Thousand Oaks; Sage.

Stamp, K. D., Machado, M. A., & Allen, N. A. (2014). Transitional care programs
improve outcomes for heart failure patients: an integrative review. Journal of
Cardiovascular Nursing, 29(2), 140-154.

Stewart, S., & Horowitz, J. D. (2003). Specialist nurse management programmes:
economic benefits in the management of heart failure. Pharmacoeconomics,
21(4), 225-240.

Stewart, S., Chan, Y. K., Carrington, M. B., & Calderone, A. (2013). Two hearts one
future; a report of patients ‘and carers’ in surviving and coping with a first
heart attack. Bakers Hear and Diabetes Institute. Retrieved from
https://www.baker.edu.au/Assets/Files/Two%20Hearts%200ne%20Future%20r
eport_JULY?2013.pdf

Stewart, S., Riegel, B., Boyd, C., Ahamed, Y., Thompson, D. R., Burrwell, L. M...&
Rich, M. W. (2016). Establishing a pragmatic framework to optimise health
outcomes in heart failure and multimorbidity (ARISE-HF): A multidisciplinary
position statement. International Journal of Cardiology, 212, 1-10. http://dx doi:
10.1016/j.ijcard.2016.03.001. Epub 2016 Mar 10.

Suaya, J. A., Stason, W. E., Ades, P. A., Nomand, S. L., & Shepard, D. S. (2009).
Cardiac rehabilitation and survival in older coronary patients. Journal of the
American College of Cardiology, 54(1), 25-33.

Sultan, S., Luminet, O., & Hartemann, A. (2010). Cognitive and anxiety symptoms in
screening for clinical depression in diabetes. A systematic examination of
diagnostic of the HADS and BDI-SF. Journal of Affective Disorders, 213(1-3),
332-336.

Sumison, T., & Law, M. (2006). A review of evidence on the conceptual elements
informing client-centered practice. Canadian Journal of Occupational Therapy,
73(3), 153-162.

Sumner, J., Harrison, A., & Doherty, P. (2017). The effectiveness of modern cardiac
rehabilitation: A systematic review of recent observational studies in non-
attenders versus attenders. PLoS ONE, 12(5), e0177658.
http://doi.org/10.1371/journal.pone.0177658

252



A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Taylor, R. S., Brown, A., Ebrahim, S., Joliffe, J., Noorani, H., Rees, K., ...& Oldridge,
N. (2004). Exercise-based rehabilitation for patients with coronary heart disease:
systematic review and meta-analysis of randomized controlled trials. American
Journal of Medicine, 116(10), 682-692.

Taylor, S. J., Bestall, J. C. Cotter, S., Falshaw, M., Hood, S. G., Parsons, S., Wood, L.,
& Underwood, M. (2005). Clinical service organisation for heart failure.
Cochrane Database of Systematic Reviews, 2. Art. No.: CD002752.
http://dx.doi:10.1002/14651858.CD002752.pub2

Taylor, R. S., & Jolly, K. (2007). The evidence base for cardiac rehabilitation. In Perk,
J., Mathes, P. Gohlke, H., Monpere, C., Hellermans, I. McGee, H., Sellier, P.,
Sano, H. (Eds) Cardiovascular prevention and rehabilitation. Springer-Verlag,
London Limited, England.

Taylor, R.S., Dalal, H., Jolly, K., Zawada, A., Dean, S.G., Cowie, A. & Norton, R.J.
(2015). Home-based versus centre-based cardiac rehabilitation. Cochrane
Database of Systematic Reviews, 8. Art. No.: CD007130.
http://dx.d0i10.1002/14651858.CD007130. pub3.

Thomas, R. N., King, M., Lui, K., Oldridge, N., Pina, I. L., Spertus, J., Bonow, R. O.
On behalf of American Association of Cardiovascular and Pulmonary
Rehabilitation, American College of Cardiology and the American Heart
Association [AACVPR/ACC/AHA]. (2007) Performance measures on cardiac
rehabilitation for referral to and delivery of cardiac Rehabilitation/secondary
prevention services. Circulation, 116(14),1611-1642.

Thombs, B. D, Bass, E. B, Ford, D. E, Stewart, K. J, Tsilidis, K.K, Patel, U.c
Ziegelstein, R. C. (2006). Prevalence of depression in survivors of acute
myocardial infarction. Journal of General Internal Medicine, 21(1), 30-38.
http://dx.d0i.10.1111/j.1525-1497.2005.00269.x.

Thompson, D. R., Roebuck, A. & Stewart, S. (2005). Effects of a nurse-led, clinic and
home-based intervention on recurrent hospital use in chronic heart failure.
European Journal of Heart Failure, 7(3), 377-384.

Thorup, C., Hansen, J., Grankjer, M., Andreasen, J. J., Nielsen, G., Sgrensen, E. E., &
Dinesen, B. 1. (2016). Cardiac patients’ walking activity determined by a step

counter in cardiac telerehabilitation: Data from the intervention arm of a

253


https://dx.doi.org/10.1002%2F14651858.CD002752.pub2

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

randomized controlled trial. Journal of Medical Internet Research, 18(4), e69.
http://doi.org/10.2196/jmir.5191

Timmins, F. (2005). A review of the information needs of patients with acute coronary
syndromes. Nursing in Critical Care, 10(4), 174-83.

Toback, M., & Clark, N. (2017). Strategies to improve self-management in heart failure
patients. Contemporary Nurse, 53(1), 105-120.

Tobis, J. S., & Zohman, L. R. (1968). A rehabilitation program for inpatients with
recent myocardial infarction. Archives of Physical Medicine and Rehabilitation,
49(8), 443-448.

Turell, D. J., & Hellerstein, H. K. (1958). Evaluation of cardiac function in relation to
specific physical activities following recovery from acute myocardial infarction.
Progress in Cardiovascular Disease. 11(2), 237-250.

Turner, A., Phillips, L., Hambridge, J. A., Baker, A. L., Bowman, J., & Colyvas, K.
(2010). Clinical outcomes associated with depression, anxiety and social support
among cardiac rehabilitation attendees. Australian and New Zealand Journal of
Psychiatry, 44(7), 658-666. http://dx.doi.10.3109/00048671003646751

Ulin, K, Olsson, L. E., Wolf, A., & Ekman, I. (2015). Person-centred care-an approach
that improves the discharge process. European Journal of Cardiovascular
Nursing, 15(3), e19-26. http://dx.doi.10.1177/1474515115569945. Epub 2015
Feb 3.

Valaker, 1., Norekval, T. M., Raholm, M. B., Nordrehaug, J. E., Rotevatn, S., &
Fridlund, B., Concard Investigators. (2017). Continuity of care after
percutaneous coronary intervention: The patient’s perspective across secondary
and primary care settings. European Journal of Cardiovascular Nursing,
16(5):444-452. http://dx.d0i.10.1177/1474515117690298. Epub 2017 Jan 1.

Vale, M. J., Jelinek, M. V., Best. J. D., & Santamaria, J. D. (2002). Coaching patients
with coronary heart disease to achieve the target cholesterol: a method to bridge
the gap between evidence-based medicine and the “real world:” a randomized
controlled trial. Journal of Clinical Epidemiology, 55(3), 245-252.

Vale. M. J., Jelinek, M. V., Best, J. D., Dart, A. M, Grigg, L. E., Hare, D. L., ...&
McNeil, J. J. (2003). Coaching patients on achieving cardiovascular health
(COACH). A multicenter randomized trial in patients with coronary heart
disease. Archives of Internal Medicine, 163(22), 2775-2783.

254


https://www.ncbi.nlm.nih.gov/pubmed/?term=Toback%20M%5BAuthor%5D&cauthor=true&cauthor_uid=28151071
https://www.ncbi.nlm.nih.gov/pubmed/?term=Clark%20N%5BAuthor%5D&cauthor=true&cauthor_uid=28151071
http://dx.doi.10.3109/00048671003646751

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Vandelanotte, C., Dwyer, T., Van Itallie, A., Hanley, C., & Mummery, W. K. (2010).
The development of an internet-based outpatient cardiac rehabilitation
intervention: a Delphi study. BMC Cardiovascular Disorders, 10:27.
http://dx.doi.10.1186/1471-2261-10-27.

Van Engen-Verheul, M., de Vries. H., Kemps, H., Kraaijenhagen, R., de Keizer, N., &
Peek, N. (2013). Cardiac rehabilitation uptake and its determinants in the
Netherlands. European Journal of Preventative Cardiology, 20(2), 349-356.
http://dx.d0i.10.1177/2047487312439497. Epub 2012 Feb 8.

Van Melle, J. P., de Jonge, P., Spijkerman, T. A., Tijssen, J. G., Ormel, J., van
Veldhuisen, D., van den Berg, M. P. (2004). Prognostic association of
depression following myocardial infarction with mortality and cardiovascular
events: a meta-analysis. Psychosomatic Medicine, 66(6), 814-822.

Van Schaik, T. M., Jarstad, H. T., Twickler, T. B., Peters, R. J. G., Tijssen, J. P. G.,
Essink-Bot, M. L., & Fransen, M. P. (2017). Cardiovascular disease risk and
secondary prevention of cardiovascular disease among patients with low health
literacy. Netherlands Heart Journal, 25(7-8), 446454,
http://doi.org/10.1007/s12471-017-0963-6

Varnfield, M., Karunanithi, M. K., Séreld, A, Garcia, E, Fairfull, A., Oldenburg, B. F.,
& Walters, D. L. (2011). Uptake of a technology-assisted home-care cardiac
rehabilitation program. Medical Journal of Australia, 194(4), S15-9.

Varnfield, M., Karunanithi, M., Lee, C. K., Honeyman, E., Arnold, D., Ding, H., &
Walters, D. L. (2014). Smartphone-based home care model improved use of
cardiac rehabilitation in post myocardial infarct patterns; results from a
randomised controlled trial. Heart, 100(22), 1770-1779.

Veen, E. V., Bovendeert, J. F. M., Backx, F. J. G., & Huisstede, B. M. A. (2017). E-
coaching: New future for cardiac rehabilitation? A systematic review. Patient
Education and Counseling, Apr 28. pii: S0738-3991(17)30251-3. http://doi:
10.1016/j.pec.2017.04.017. [Epub ahead of print]

Victorian Cardiac Clinical Network. (2014). Heart health improved services and better
outcomes for Victorians. Department of Health and Human Services, State
Government, Victoria, Australia. Retrieved from
https://www2.health.vic.gov.au/hospitals-and-health-services/quality-safety-

service/clinical-networks/clinical-network-cardiac

255


http://doi.org/10.1007/s12471-017-0963-6
http://www.ncbi.nlm.nih.gov/pubmed/21401482
http://www.ncbi.nlm.nih.gov/pubmed/21401482

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Von Kanel, R., Hari, R., Schmid, J. P., Saner, H., & Begre, S. (2011). Distress related to
myocardial infarction and cardiovascular outcome: a retrospective observational
study. BMC Psychiatry, 11, 98. http://dx.doi.org/10.1186/1471-244X-11-98

Wagner, E. H., Austin, B. T., Davis, C., Hindmarsh, M., Schaefer, J., & Bonomi, A. E.
(2001) Improving chronic illness care: Translating evidence into action. Health
Affairs, 20(6), 64-78.

Walker, C. (2011). Effects of the use of a heart failure diary on self-care and quality of
life. UNF Theses and Dissertations. 65. Retrieved from
http://digitalcommons.unf.edu/etd/65

Walshe, C. E., Caress, A. L., Chew-Graham, C. & Todd, C. J. (2004) Case studies: a
research strategy appropriate for palliative care? Palliative Medicine, 18(8), 677-
684.

Walters, D. L., Aroney, C. N., Chew, D. P., Bungey, L., Coverdale, S. G., Allan, R., &
Brieger, D., (2008). Variations in the application of cardiac care in Autralia.
Results from a prospective audit of the treatment of patients presenting with
chest pain. Medical Journal of Australia, 188(4), 218-223.

Walters, D. L., Sarela, A., Fairful, A., Neighbour, K., Cowen, C., Stephens, B., ...&
Karunanithi, M. (2010). A mobile phone-based care model for outpatient cardiac
rehabilitation: the care assessment platform (CAP). BMC Cardiovascular
Disorders, 10:5. http://dx.doi.10.1186/1471-2261-10-5.

Wang, W. (2007). Effects of home-based cardiac rehabilitation on health-related
quality of life and psychological status in Chinese patients recovering from
acute myocardial infarction. Doctoral Dissertation. Chinese University of Hong
Kong. Retrieved from http://repository.lib.cuhk.edu.hk/en/item/cuhk-344094

Wang, W., Chair, S. Y., Thompson, D. R, & Twin, S. F. (2012). Effects of home-based
cardiac rehabilitation on health-related quality of life and psychological status in
Chinese patients recovering from acute myocardial infarction. Heart and Lung,
41(1), 15-25.

Ware, J. E, Jr., Kosinski, M., & Keller, S. D. (1996). A 12 Item Short Form Health
Survey: Construction of scales and preliminary tests of reliability and validity.
Medical Care, 34, 220-233.

Watkins, L. L., Koch, G. G., Sherwood, A., Blumenthal, J. A., Davidson, J. R.,
O'Connor, C., & Sketch, M. H. (2013). Association of anxiety and depression

256


http://doi.org/10.1186/1471-244X-11-98
http://digitalcommons.unf.edu/etd/65

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

with all-cause mortality in individuals with coronary heart disease. Journal of
the American Heart Association, 2: e000068.
http://dx.d0i.10.1161/JAHA.112.000068

Weinman, J., Petrie, K., Moss-Morris, R., & Horne, R. (1996). The Illiness Perception
Questionnaire: A new method for assessing the cognitive representation of
iliness. Psychological Health, 11(3), 431-445.

Wenger N. K. (1969) The use of exercise in the rehabilitation of patients after
myocardial infarction. Journal of the South Carolina Medical Association,
65(Suppl 1):66-68.

West, R. R., Jones, D. A., & Henderson, A. H. (2012). Rehabilitation after myocardial
infarction trial (RAMIT): multi-centre randomised controlled trial of
comprehensive cardiac rehabilitation in patients following acute myocardial
infarction. Heart, 98(8), 637-644. http://dx.doi.10.1136/heartjnl-2011-300302.
Epub 2011 Dec 22.

Whalley, B., Rees, K., Davies, P., Bennett, P., Ebrahim, S., Liu, Z., ... Thompson, D. R.
(2011). Psychological interventions for coronary heart disease. Cochrane
Database of Systematic Reviews, 10. Art. No.: CD002902.
http://dx.d0i10.1002/14651858.CD002902.pub3

Whalley, B., Thompson, S. R. & Taylor, R. S. (2014). Psychological interventions for
coronary artery disease: Cochrame systematic review and meta-analysis.
International Journal of Behavioral Medicine, 21, 109-121.
http://dx.d0i.10.1007/s12529-012-9282

White, M., Howie-Esquivel, J., & Caldwell, M. A. (2010). Improving heart failure
symptom recognition: a diary analysis. Journal of Cardiovascular Nursing,
25(1), 7-12.

Whitehead, D. L., Strike, P., Perkins-Porras, L., & Steptoe, A. (2005). Frequency of
distress and fear of dying during acute coronary syndromes and consequences
for adaptation. American Journal of Cardioogyl, 96(11), 1512-1516.

Wiedemar, L, Schmid, J.P., Muller, J., Wittmann, L., Schnyder, U., Saner, H., & von
Kanel, R. (2008). Prevalence and predictors of posttraumatic stress disorder in
patients with acute myocardial infarction. Heart and Lung, 37(2),113-121.
http://dx.d0i.10.1016/j.hrtIng.2007.03.005.

257


http://www.ncbi.nlm.nih.gov/pubmed/21833943
http://www.ncbi.nlm.nih.gov/pubmed/21833943
https://www.ncbi.nlm.nih.gov/pubmed/20134279

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

Wieslander, 1., Martensson, J., Fridlund, B., & Svedberg, P. (2013). Factors influencing
female patients’ recovery after their first myocardial infarction as experienced
by cardiac rehabilitation nurses. Open Journal of Nursing, 3(2), 230-240.
http://dx.d0i.10.4236/0jn.2013.32032.

Wiggins, M. S. (2008). The partnership care delivery model: an examination of the core
concept and the need for a new model of care. Journal of Nursing Management,
16(5), 629-638.

Williams, J. A. S., Byles, J. E., & Inder, K. J. (2010). Equity of access to cardiac
rehabilitation: the role of system factors. International Journal of Equity and
Health, 9, 2. http://dx.doi.org/10.1186/1475-9276-9-2

Wingham, J., Dalal, H. M., Sweeney, K. G., & Evans, P. H. (2006). Listening to
patients: choice in cardiac rehabilitation. European Journal of Cardiovascular
Nursing, 5(4), 289-294.

Wood-Baker, R., Reid, D., Robinson, A., & Walters, E. H. (2012). Clinical trial of
community nurse mentoring to improve self-management in patients with
chronic obstructive pulmonary disease. International Journal of Chronic
Obstuctive Pulmonary Disease, 7, 407-13. http://dx.d0i.10.2147/COPD.S32220.
Epub 2012 Jul 4.

Woodruffe, S., Neubeck, L., Clark, R. A., Gray, K., Ferry, C., Finan, J., ...& Biffra, T.
(2015). Australian Cardiovascular Health and Rehabilitation Association
(ACRA) core components of cardiovascular disease secondary prevention and
cardiac rehabilitation. Heart, Lung and Circulation, 24(5), 430-441.

Wootton, R. (2012). Twenty years of telemedicine in chronic disease management-an
evidence synthesis. Journal of Telemedicine and Telecare, 18(4), 211-220.
http://dx.d0i.10.1258/jtt.2012.12021

World Health Organization (WHO). (1993). Rehabilitation after cardiovascular
diseases, with special emphasis on developing countries. Report of a WHO
Expert Committee, Geneva. WHO Technical Report Series, No 831. Retrieved
from http://apps.who.int/iris/bitstream/10665/38455/1/WHO_TRS_831.pdf

World Health Organization (WHO). (2007). Prevention of cardiovascular disease-
guidelines for assessment and management of cardiac risk. WHO Library
Cataloguing-in-Publication Data, Geneva. Switzerland. Retrieved from

http://www.who.int/cardiovascular_diseases/guidelines/Full%20text.pdf

258


http://dx.doi.org/10.4236/ojn.2013.32032

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

World Health Organization (WHO). (2013). Adherence to long term therapies:
Evidence for action. World Health Organization. Retrieved from
http://lwww.who.int/chp/knowledge/publications/adherence_full_report.pdf.

World Health Organization (WHO). (2015) Global Health Observatory data: Top 10
causes of death, 2015. Retrieved from
http://www.who.int/gho/mortality burden_disease/causes_death/top_10/en/

Wingham, J., Dalal, H. M., Sweeney, K. G., & Evans, P. H. (2006). Listening to
patients: choice in cardiac rehabilitation. European Journal of Cardiovascular
Nursing, 5(4), 289-294.

Wu, C. J., Chang, A.M., Courtney, M., & Kostner, K. (2011). Development and pilot
test of a peer-support based cardiac-diabetes self-management program: A study
protocol. BMC Health Services Research, 11, 74. http://dx.d0i.10.1186/1472-
6963-11-74.

Yazan, B. (2015). Three Approaches to Case Study Methods in Education: Yin,
Merriam, and Stake. The Qualitative Report, 20(2), 134-152. Retrieved from
https://nsuworks.nova.edu/tqr/vol20/iss2/12

Yin, R. K. (2003). Case study research: Design and methods (3rd ed.). California.
Thousand Oaks. Sage.

Yin, R. K. (2009). Case study research: Design and methods. (4th ed.). Applied Social
Research Methods Series. California. Thousand Oaks. Sage.

Yilmaz, M. C., & Emiroglu, O. N. (2005). The need assessment of MI patients in
discharge planning and home-health care: a sample From Turkey. The Internet
Journal of Advanced Nursing Practice, 7(2). http://dx.doi.10.5580/2751

Yohannes, A. M., Yalfani, A., Doherty, P., & Bundy, C. (2007). Predictors of drop-out
from an outpatient cardiac rehabilitation programme. Clinical Rehabilitation,
21(3), 222-229.

Yohannes, A. M., Doherty, P., Bundy, C., & Yalfani, A. (2010). The long term benefits
of cardiac rehabilitation on depression, anxiety, physical activity and quality of
life. Journal of Clinical Nursing,19(19-20), 2806-2613.

Young, S. (2014). Healthy behaviour change in practical settings. The Permanente
Journal, 18(4), 89-92. http://dx.doi.10.7812/TPP/14-018. Epub 2014 Sep 8.

Yusuf, S., Hawken, S., Ounpuu, S., Dans, T., Avezum, A., Lanas, F., ...& Lisheng, L.

(2004). Effect of potentially modifiable risk factors associated with myocardial

259


http://www.who.int/chp/knowledge/publications/adherence_full_report.pdf
http://www.who.int/gho/mortality_burden_disease/causes_death/top_10/en/
http://dx.doi.10.1186/1472-6963-11-74
http://dx.doi.10.1186/1472-6963-11-74
http://www.ncbi.nlm.nih.gov/pubmed?term=Yohannes%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=17329279
http://www.ncbi.nlm.nih.gov/pubmed?term=Yalfani%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17329279
http://www.ncbi.nlm.nih.gov/pubmed?term=Doherty%20P%5BAuthor%5D&cauthor=true&cauthor_uid=17329279
http://www.ncbi.nlm.nih.gov/pubmed?term=Bundy%20C%5BAuthor%5D&cauthor=true&cauthor_uid=17329279
http://www.ncbi.nlm.nih.gov/pubmed/17329279
http://www.ncbi.nlm.nih.gov/pubmed?term=Yohannes%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=17329279

A NEW CARDIAC REHABILITATION PROGRAM FOR RURAL PATIENTS

infarction in 52 countries (the INTERHEART study): case-control study. Lancet,
364(9438), 937-952.

Zecchin, R., Ferry, C., Mclvor, D., Wilcox, K., Ken, J., Bennett, S., ...& Gallagher., R.
(2016). Establishing a NSW Cardiac rehabilitation minimum dataset (CRMDS).
Heart, Lung and Circulation, 25, (Suppl 325).
http://dx.doi.org/10.1016/j.hlc.2016.06.771

Ziebland, S., Locock, L., Fitzpatrick, R., Stokes, T., Robert, G., O’Flynn, N., ...&
Martin, A. (2014). Informing the development of NICE (National Institute for
Health and Care Excellence) quality standards through secondary analysis of
qualitative narrative interviews on patients’ experiences. Health Services and
Delivery Research, 2(45). Retrieved from
https://www.ncbi.nlm.nih.gov/books/NBK263654/

Zwisler, A. D., Rossau, H., Nakano, A., Foghmar, S., Eichhorst, R., Prescott, E., ...&
May, O. (2016). The Danish cardiac rehabilitation database. Clinical
Epidemiology, 8, 451-445. http://dx.doi.org/10.2147/CLEP.S9

260


http://dx.doi.org/10.1016/j.hlc.2016.06.771



