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Executive summary

The term, coronary heart disease (CHD), is used to describe the effect of impaired or
absent blood supply to the heart muscle. It isamgor hedth problem dl over the world.
According to the World Hedlth Organization, CHD causes about 12 million degths in the
world each year. CHD isthe leading cause of degth in the United States accounting for one-
fourth of deathsin the age group over 35 years. CHD isthe leading cause of morbidity and
mortdity in Armenia, accounting for around 8,838 desths per year.

The cause of CHD islargely unknown. However, a number of epidemiologic studies
have identified the mgor risk factors that increase the likelihood of CHD development. The
management and control of CHD modifiable risk factors hep to prevent CHD and decrease
its morbidity and mortdity. According to the literature, during 1968-1976, a 25 percent
decline in CHD mortdity was mosily due to preventive efforts addressed to modify risk
factors through lifestyle changes. The control and management of CHD risk factors are of
utmost importance for patients with established coronary heart disease since they areten
times more likely to develop a second myocardid infarction. Cardiac rehabilitation provides
means for modifying the risk factors and offers patients a hedthier and improved qudity of
life. Patient education is consdered a cornerstone of cardiac rehabilitation because
knowledge of the causative factors motivates the modification of health reated behavior and
reduces CHD morhidity and mortaity. A number of studies have proven the effectiveness of
educationa programs on selected risk factors.

Taking into account the importance of CHD risk factors management and the fact that
the NMMC (Nork Marash Medica Center), atertiary hedth clinic for CHD patients,
provides only verba indructionsto its patients, it was proposed to conduct an enhanced
patient education program for CHD surgical patients and to test its effectiveness. The
research question of the study was to determine whether the enhanced in-hospital education
program on selected risk factors among coronary heart disease surgicd patients et NMMC
increase their knowledge and awareness, improve their qudity of life and increase scoreson a
locus of control questionnaire. The objective of the study was to test the impact of the
enhanced patient education program on CHD surgicd patients knowledge/awareness about
heart disease and their percaived locus of contral in an intervention group compared to the
sandard education provided in the control group.

A quas-experimental design with static group comparison was selected. The study
populaion were surgicd patients & NMMC. The control group included patients that hed
dready undergone surgery, while the intervention group comprised current CHD patients,
candidates for surgery. The sample sze was cdculaed to be 27 in each study group. For
testing the effectiveness of the education program knowledge/awareness, A Hedth Locus of
Control, and the short form SF36 questionnaires were used. The intervention group received
the enhanced education program and was provided with pre and post-questionnaires to assess
itseffectiveness. The control group received standard patient education and only pos-test
questionnaires. Prior to study implementation the study protocol was gpproved by the
Ingtitutional Review Board/committee on Human research of the American University of
Armenia. Based on the study results, it was concluded that the enhanced patient education on
selected coronary heart disease risk factorsincreased the CHD surgicd patients knowledge-
awareness and improved their scores on the health locus of control questionnaire. Higher
knowledge scores in the intervention group versus the control group demongtrated the
effectiveness of the enhanced education program compared with the standard patient
education held at NMMC.



I ntroduction

General Background
The term, coronary heart disease (CHD), is used to describe the effect of impaired or
absent blood supply to the heart musde.® It isamgjor hedlth problem dl over the world.
According to the World Hedlth Organization (WHO), CHD causes about 12 million degthsin
the world each year.? The diseese dissbles people in their most productive life period.

CHD isds0 the leading cause of degth in United States accounting for one-fourth of degths
in the age group over 35 years.™ > # It causes about 800,000 new and 450,000 recurrent heart
attacks each year. >3 * The prevalence of CHD in the United States composes about 13.7
million about haf of whom has had acute myocardid infarction and the rest have experienced
angina pectoris 2

According to the British Heart Foundation, CHD is the most common deeth in the
United Kingdom (UK) accounting for over 135,000 annud degths or about one fourth of
deeths in men and one- fifth of the deeths in women.® In the UK 26 percent of premature
deeths in men and 16 percent of premature deathsin women are from CHD.®

CHD isdso the leading cause of morbidity and mortaity in Armenia, accounting for
around 8,838 desths per year.> According to data obtained from the Ministry of Hedlth, the
incidence of CHD in Armeniain 1999 comprised 250 per 100,000-population. ® The
prevalence of CHD composed 1,884 per 100,000 population. © It has been estimated that the
mortdity rate of CHD in 1999 accounted for 233 per 100,000 populetion or one-third of dl
desths. °

The data presented for Armenia does not reflect the true CHD morbidity and
mortdity burden in the country. Dueto low utilization and decreased referrds for medica
services and the absence of mass screenings during the last few years! the number of

registered and diagnosed CHD cases are greetly underestimated. Also there is an absence of a



current census and the ongoing migration problem indicates the population data are
overesimated, resulting in underestimated morbidity and mortdity rates. Even though there
is no rdiable data regarding the prevaence and incidence of CHD, it is dearly amgor public
hedth problem in Armenia
CHD Risk Factors

The cause of CHD is largely unknown.™ >3*® However, a number of epidemiologic
Sudies hasidentified the mgor risk factors that increase the likelihood of CHD
development.3* These sudies have added the bdliefs that CHD prevention can occur through
risk factor moiification.® 8 The risk factors may be categorized into modifiable versus non
modifiable risk factors.® The group of non-modifiable risk factorsincludes age, sex, and
family history while the main modifiable risk factors are estimated to be cigarette smoking,
high blood pressure, high blood cholesterdl, physical inectivity and diabetes mellitus > % 3

Cigarette smoking is the largest contributor to the risk of having CHD? ** & Smoking
increases the risk of development of CHD from two to three folds and interacts with other
risk factors to multiply the risk. ® Exposure to environmental tobacco smokein the home and
the workplace has also shown to increase the risk for CHD.*>* Smoking cessation reducesthe
risk of recurrent events by 50 percent compared with the patients who continue to smoke?!
Hyperlipidemia that leads to eevated totd and low-densty lipoprotein (LDL)
cholesteral is strongly linked with the devel opment of CHD* High cholesterol can be
controlled through diet modification.” Studies of randomised diinical trials have shown that
modificationsin diet and drug thergpy cause a significant reduction of totd and low density
lipoprotein (LDL) levels resulting in decressed CHD morbidity and mortdlity.*
Hypertension has been established to be the next risk factor that leads to atherogenesis

and increases the incidence of CHD." ® The risk imposed by hypertension increases with the

presence of other risk factors, which aso contribute to the development of CHD.2



Diabetes mellitus is an independent risk factor for CHD. It increases therisk of CHD
by three timesin men and by three to five timesin women. CHD is aso considered to be the
leading cauise of desthsin diabetic patiens >*

The next important factor contributing to the development of CHD is physica
inactivity, which doublesthe risk for CHD.> 7 It is estimated that in the UK about 36 percent
of deeths from CHD are related to alack of physica activity.” In addition, a number of
epidemiologica studies demongtrated thet moderate exercisng during cardiac rehabilitation
reduces cardiovascular mortality from 20 to 25 percent.

The management and control of CHD risk factors helpsto prevent CHD and
decreases its morbidity and mortality.™ %% ° According to Kass Wenger and Robert Schiant,
during 19681976, a 25 percent declinein CHD mortdity was mostly due to preventive
efforts designed to modify risk factors through lifestyle changes. ™ 2 The WHO recommends a
population and community gpproach in dtering the life style and environmentd
characterigtics that are considered as underlying causes of CHD." * The American Heart
Association (AHA) stresses the importance of CHD risk factors control and management and
recommends the generd populaion: eiminate cigarette smoking, control hypertenson by
diet, reduce cholesteral leve, adjust cdoriesto achieveided body weight, exercise
moderatdy, and control problems associated with disbetes mllitus?!

The control and management of CHD risk factors are not only primary but dso
secondary prevention of CHD mortality and morbidity.>* It is of utmost importance for
patients with established coronary heart disease because they are ten times more likely to
develop a second myocardia infarction. 12 1n most developed counties for peoplewho
have dready experienced CHD, widely practiced cardiac rehabilitation programsare an

essentia component of their trestment.® *° Cardiac rehabilitation provides a means for



modifying lifestyle and other risk factors; thereby, reducing the risk of subsequent coronary
eventsand deaths™

The god of cardiac rehabilitation, as a multifactorid intervention, isto prevent
progression and improve well being after a cardiac event through lifestyle changes and risk
factor modiifications® 1! Cardiac rehabilitation has been defined by the WHO (1993) as:
“...the sum of activities required to influence favourably the underlying cause of the disease,
aswel asto ensure the patients the best possible physicd, mental and socid conditions so
that they may, by their own efforts, preserve, or resume when logt, as normd a place as
possiblein the life of the community.”*

Cardiac renahilitation is designed to offer the patient a hedthier and improved quality
of life through education, exercise and behaviour change. ™ Thereis strong evidence from
primary studies verifying the benefits of cardiac renabilitation. > Particularly, meta-
andyses show reduction in mortdity and morbidity, psychologicd distress, and risk factors
for patients who have participated in cardiac rehabilitation programs. Aggregated data from
severd dudies demondrate that cardiac rehabilitation resultsin 25 percent reduction of
cardiovascular mortality and to some degres, risk factor modiification. 22 Other studies have
shown improvement in the quality of life for patients attending cardiac rehabilitation
programs.* Comprehensive cardiac renabilitation includes exercise training, risk factor
modification, education, and stress management.1® 1+ 4

Patient education is an important component of cardiac rehabilitation. It is consdered
acornerstone of cardiac rehabilitation, because knowledge of the causative factors and
methods of prevention of CHD are essential to reduce morbidity and mortality from them.™
The focus of education is mainly the moderation of risk factors, which can lead to the
recLiction of patients morbidity and mortality.** The intended outcome of education about

risk factors management is to produce observable changesin the patient’s behaviors® 111214



Changesin lifestyle behavior are aimed at reducing the risk of worsening disease, and
improving the overd| qudity of life. Severd education programs for petients showed
improvement in patients’ knowledge, “decreased disability, > and produced changesin
hedth behaviours. A cross sectiona study conducted among Saudi males and femaes
reveded a Sgnificant association between education and knowledge of risk factors and
prevention of CHD.™> ** A subsequent program improved patients knowledge, restored
confidence, and improved their qudity of life by helping patients to initiate and maintain
lifestyle changes 4%

A number of studies has shown the effectiveness of educationa programs on selected
risk factors that have resulted in positive heelth outcomes or changesin behavior. " An
educationd intervention study conducted in African American churchesin the USA showed
an 8.1 percent decrease in serum cholesterol due to a health education program.®®*® The same
sudy showed improvements in knowledge and adherence to dietary recommendetions.
Ancther randomised controlled trid showed significant differences in the percentage of
caories consumed asfat, fiber consumption, and smoking status between the intervention and
control groups as aresult of a hedlth education program.*” The Nationa Heart, Lung, and
Blood Ingtitute (NHLBI) encourages hedlthy life-style behaviours and the establishment and
development of medica education programs and community education activities to prevent
coronary heart disease. ™’

Recent studies, as an outcome measure for evauation of the effectiveness of cardiac
rehabilitation and patient education, emphasize the Hedlth Locus of Control concept. Hedlth
Locus of Control (HLC) isthe degree to which individuds bdieve tha ther hedth is
controlled by interndl or external factors.?>** Through alearning process patients develop the
belief that outcomes are aresult of their actions (internas) or aresult of something

independent of themsdves (externals).?®  Studies conducted on the relationship between



locus of control and cardiac hedth-facilitating behavior identifies the interna Locus of
Control as amediating factor of actions taken to improve hedlth problems % Incressing
numbers of investigators are using the Hedlth Locus of Control insruments to evaluate the
outcome of the hedlth education program.®#

A collaborative project between the Center for Health Studies Research and
development (CHSR) a the American University of Armenia (AUA) and Nork Marash
Medica Center (NMMC) wasjointly proposed in March 2000. As a part of that project, a
hospitd survey was undertaken with the aim to assess the compliance of NMMC with
standards set by the Joint Commission International Accreditation (JCIA)?*. The evaluation
of afunction entitled “ Patient and Family Education” reveded that the hedlth education
provided at the organization is verbd without any printed materids, established formats, and
with little stress on life-style changes (smoking, diet, exercising) %

Methods

Taking into account the importance of CHD risk factors management and control and
that the staff &t NMMC provides only verba ingtructions with little stress about risk factors
modification and life style changes, this study proposed to conduct an enhanced patient
education program. The focus of the new program is on CHD surgicd patients at NMMC,
and plans were to test the effectiveness of the program.

The research question of the sudy is the following:

Does the enhanced in-hospitd education program on sdected risk factors among
coronary heart disease surgicd patients at NMMC result in an increase in their knowledge
and awareness, improve ther quality of life, and increase the scores on alocus of control
questionnaire?

The objectives of the sudy are the following:



To test the impact of the enhanced in-hospita patient education program on CHD

surgicd patients knowledge about their disease and their scores on alocus of control

ingrument in the intervention group compared to the sandard education provided in

the contral group.

To assessthe qudlity of lifein intervention and control groups.

Study design

The most powerful type of design to assess the effectiveness of education program
and to answer the research question is the experimenta design. The random assgnment of
petients to the intervention/education versus control groups, which is an essentid component
of the experimenta design, would establish comparability between two groups, prevent
biases and control for confounders®. However, to avoid dissemination of the education
information among the control group patients and having time condraints, it was decided that
the patients would nat be randomised into control and experimenta groups and aquasi-
experimental design with static group comparison was selected instead. Namely, the
intervention group included current CHD surgicd patients, who based on the established
procedure for patient education at NMMC were administered questionnaires designed to test
their knowledge/awareness and locus of control before and af ter the enhanced hedth
educeation. The CHD patients that had dready undergone surgery, stenting, or catheterisation
within 30-45 days before the study and had received the standard educeation were selected as
the control group and were provided with the three pogt-test questionnaires. The intervention
group was provided with pre and post-test questionnaires.

Study Population

The study participantsin both intervention and control groups were the CHD patients

that received invasive surgica procedures with mgjor anaesthesia over the last one-month

period. At NMMC these group included peatients that underwent coronary artery bypass



urgery, catheterization, or senting procedures. The indusion and exdlusion criteriafor the

sdection of patientsinto control and intervention groups are presented in table # 1.

Table 1. Eligibility Criteria

Inclusion criteria

Exclusion criteria

I ntervention group

CHD" adult surgical patientsat NMMC,
that had invasive surgica procedures
during the study period

Maes and females

Residency in Armenia

Patients who agreed to participate in the
study

Patients with medica education
Patients who disagreed to

participate in the study

Control group

1 Coronary Heart Disease

CHD adult surgical patients at NMMC,
who had undergone invasive surgica
procedure 30-45 days before study
Maesand femaes

Residency in Armenia

Patients who agreed to participate in the
study

2 Nork Marash Medica Center

Petients with medical education
Patients who disagreed to

participate in the sudy

The dependent variablesfor the sudy objectives were the following:

Behavioral risk factors reaed to knowledge levels (mean knowledge score);

Change in proportion of petients having internd or externa locus of control before

and after the intervention; and

Changes in selected risk factors associated with the quality of life before and after

enhanced patient education.

The independent variable isthe enhanced patient education program and its effect on

selected risk factors among coronary heat disease patients.

Sample Size Calculation: Taking into account that knowledge is a continuous varigble the

sample Sze was cdculated using the following formula

n=(Za+Zb)** 2(SD/D)®




Based on the expert opinion of aconsulted biogatidician it is assumed thet a
consarvative coefficient of variable (SD/Mean) is.33. Thus, a1l SD effect isequivdent to .33
of the mean basdline vaue. Also assuming 25 percent increase in knowledge, tolerated a
error and acceptable b errors .05 and 0.2 respectively and 95 % confidence intervd, then

n=157(33 .25)%=15.7 (L.74) = 27

Based on the sample size caculation and possible problems related to study
implementation in both intervention and control groups, the number of study participants will
be increased and comprises 30 participants from each group.

Threats to design

Theinterna and externd vdidity determine the strengths and limitations of the
design. The more isthe externd vaidity, the more generdizable are the program outcomes.
Theinternd vdidity assuresthe interpretability of the results. There are 12 factors
jeopardizing both internal and externd vaidities”. Teble# 2 presents the threets to interndl

and externd validity for the design of the study.



Table 2. Threatsto Internd and Externa Validity

Threats Yes+/No - | Explanation

Higtory + Other possible education programs can affect
the outcome during the program period

Maturation - Due to short time period systematic
psychologica and biologica changes are
minima and equd for both groups

Testing + The pretesting may impact the scores of the

-~ _ second testing in intervention group

= I nstrumentation - The instruments used in both groups as well as

3 for pre and post-tests are the same.

> Statistical regresson - The testing population is not selected on the

s basis on their extreme characteristics

o Sdlection bias + The intervention and control groups may differ

IS in characteristics (education, availahility of
information sources and €ic.)

Experimental Mortality - As the contral group receive only post-test
thereis no a problem of dropouts, whilein the
intervention group it may occur.

Selection-maturation + In terms of motivation the intervention group

interaction has higher motivation because they receive
education manuals.

Reactive effect of testing + The pretest through a focusing of attention

- might increase the study population’s
= sengtivity to the education program
= Selection education - The outcome data can be generdized to dl
> interaction CHD surgica patients.
I Reactive effect of - The experiment is conducted in away that is
o) experimental maximally close to the usua environment of
5 arrangements the hospital
Multiple program - No other programs are conducted
Interference
The study protocol

The study protocol was developed taking into account the current practice of patient

education at NMMC.

Current Practice-Patients at NMMC receive comprehensive ora inpatient education after

catheterization Prior to catheterization, aminima amaunt of information related to the

patients heart problem is provided after the diagnosis. Thisinformation is generd and

descriptive in nature and mostly aimsto judtify the necessity for the catheterization Oncethe

catheterization provides the complee picture of the impaired coronary arteries, the

cardiologigt respongible for the trestment and further follow -up of the patient, providesthe



patient education. During the discharge period the patient receives an additiond educationa
session, which includes the schedule of follow -up visits and stresses the importance of
compliance to the prescribed trestment and follow up vists. The established patient education
procedure is different for urgent cases. In this case the comprehensive patient educeation is
provided after coronary artery bypass surgery or the stenting procedure.

The patient’ sfirg follow -up vist is dways scheduled for the second day following
his or her discharge from the hospitd. The unclear topics related to previoudy received
petient education are discussed during the follow -up visits Generdly, the second follow -up
visit takes place within seven days of thefirg vigt. All surgicd petients are generdly seen
for follow-up care at least once per month for the first six months. Follow-up careis provided
free-df-charge during this period to encourage patients to keep their gppointments.

The study protocol was designed based on the established procedures. Both
experimenta and control group patients received the patient education after catheterisation
(inacase of urgent cases after surgery or stenting). The patient selected to bein the
experimenta group were provided with enhanced patient education using education materias
while the control group received the routine education. The study participantsin the
experimenta group before initiation of the patient education program were given pre-test
questionnaires (SF-36, locus of control questionnaire, and CHD knowledge assessment
guedtionnaire) to evduate ther basdine levd of hedth-rdated qudlity of life, locus of
control, and knowledge/awareness. Within the month period following discharge, the study
participants were provided the post-tests to assess any changes due to the intervention.

According to the sudy design, patients who had undergone an invasive surgicd
procedure during the previous month and who had dready received standard patient

education & NMMC were sdlected for the control group. This group of patients were given
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only pos-test questionnaires to compare with experimenta group for purpose of establishing
the effect of intervention.

The study was implemented with the support of the NMMC gaff that worksin the
outpatient cardiological dinic. For the Saff involved in the study, training sessonswere
conducted and printed training manuas were digtributed. The training manud is attached (see
gppendix 1). During the implementation of the study the student investigator conducted
severd vidts to monitor the teaching provided by the NMMC designated Staff.

Study instruments
Three ingruments used for the implementation of the sudy are the following:

Short form SF36

Locus of control questionnaire

CHD knowledge assessment questionnaire
The questionnaire used for the measurement of the locus of contral in the study islabeled the
Multidimensiona Hedth Locus of Control (MHLC), which was a sef-administered
questionnaire, form C, designed to be “condition pecific’. The questionnaire has 18 items,
which turn contains two six-item Likert type scales and two 3item sub-scales®. The two 6-
item scales represent Internal Hedlth Locus of Control (IHLC) and Chance Externdity CHLC
that assesses percelved non-control of hedlth, or the belief that fate determines one' s hedth
status”. The subscale called “powerful chers’ in Form C has two 3item Likert type
subscales rdated to doctors and other people. High scoresin this arealindicate that patients
believe the contral of their diseaseisin the hands of doctors or their key people.

The MHLC scales have been used in many studies, and they have Cronbach aphasin
the .60-.75 range and test-retest stability coefficients ranging from .60-.70.?

The CHD knowledge assessment questionnaire is self-administered and was

devel oped based on the questionnaire used in the “Kaiser Permanente Blood Pressure



Awareness’ survey and “Heart disease and Its Symptoms’ cardiovascular disease quiz used
by the Mayo Clinic®. The questionnaire contains 10 background information questions such
as age, gender, and educeation, and diseese history. There are 17 knowledge/awareness
questions. All questions are close-ended and arranged in away thet the genera questions are
asked before the specific ones. The questionnaire contains mostly Likert type scale questions
aswell as a checklig, yes/no, and muitiple-choice types of questions.

The next questionnaire used in the study is the short form S~36; a0 a dif-
adminigtered questionnaire. This questionnaire has high rdigbility and vaidity, and it has
been tested on variety of populations®. Itis used as abasic indicator for health status. Based
on Satigica anayses, thereis a sound basisfor interpreting S~36 scales as measures of
hedth and hedth rdaed qudity of life. It measures eight hedlth attributes using eight multi-
item Likert-Type scaes containing 2 to 10 items each. The eight domainsindude physicd
fundtioning, role-limitations physca, socid functioning, bodily pain, generd menta hedth,
role-limitations emotiond, vitdlity, and generd hedlth perceptions®. This questionnaire was
trandated into Armenian, based on the required guiddines and regulaions developed by the
Hedth Assessment Lab (HAL) Inc., the organization that licenses the S~36 for commercid
and research use.

All three questionnaires were pre-tested before the implementation of the sudy. The
Armenian version of the S~36 had been pre-tested at NMMC during the NMMC/AUA
collaborative project.

The Locus of Control and CHD Knowledge Assessment questionnaires were pre-
tested among the coronary heart disease patients at the heart clinic a NMMC. As aresult of
the pre-tests, wording problems were revealed and corrected. Based on the results of the pre
testing, the questions regarding the disease history were added to the knowledge assessment

guedionnaire. Moreover, some clarifications were included to questions that were confusing



to the patients. For instance, the term “angina’ was explained as “chest pain” and noted in the

brackets in the questionnaire. The study instruments are atached in gppendix #1
Enhanced Education Program

The patientsin the intervention group after the catheterization in the ward filled out
the three pre-test questionnaires. After collecting the questionnaires the nurse presented and
digtributed the specidly developed educationa materias. Two to three hours later, the
assigned cardiologigt provided the patient education using the educationd manud and
explaining dl topics included within the guide. The patient, who had had a chance to review
the educationd materia, was given an opportunity to ask questions and discuss them with the
cadiologig.

Educational material

The educationa materid was developed based on the British Heart Foundation
teaching brochures. Based on the needs of the population served by the dlinic, therdevant
topics were sdlected, trandated, and modified with the active participation and support of
NMMC dinicd leeders. A copy of the program is contained in gppendix # 2.

The enhanced educationd program is approximatdy 12 pages and included the following
main topics

Anatomy of the heart.

Normd blood circulation

Background information about CHD

Main risk factors
- Smoking

- Hypertension
- Diet

-  Execsng

Brief description of Coronary Artery Bypass Surgery.
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Ethical considerations

Prior to study implementation the study protocol was gpproved by a Departmentd
Ingtitutional Review Board within the College of Hedth Sciences at the American University
of Armenia. According to the study protocol written consent was obtained from the
participants before the provison of questionnaires. (See consent form in appendix 3)

The study was consdered as minimd risk for the patients. The probability of anticipated
discomfort and inconvenience were not greater than those experiences during routine
educationd procedures provided on adaily bass. The only inconvenience identified was the
time connected with the adminigtration of the study insruments.

A unique identifier was assigned to each participant to ensure confidentidity. The
confidentidity of the patient information along with detailed explanation of the purpose and
gods of the study created atrustful attitude, which is an important factor for obtaining
accurate and reliable data

Data Entry - The datawere entered was entered into the SPSS-10 Satigtica software
package. Prior to data andysis the data were checked for out-of -range values. Any out-of-
range vaues were checked and corrected with the origind questionnaire.

Results

During the data collection process information from 54 CHD surgical patients were
collected; 27 patients from each group. However, in the experimenta group one patient
refused to fill in the pogt-test questionnaire, which resulted in a 96.3 percent response rate for
the group. The mean age of the patientsin the control group was 53.56, whilein the
experimenta group it was 52.62. Mde patients comprised 96.2 percent of the experimenta
group and 88.9 percent in the control group. Tables 3 and 4 display the educationd and

disease higory status from both goups.



Table 3 Patients education status (actual numbersin brackets)

Categories/groups

Experimental group

Control group

Yearsin school Percentage Percentage
8 years 7.7 (2) 14.8 (4)

10 year 11.5(3) 3.7(1)
College 46.2 (12) 18.5 (5)
High (post graduate) 34.6 (9) 59.3 (16)

Table 4 Patients disease history (actual numbers in brackets)

Categories/groups

Experimental group

Control group

(Percentage) (Percentage)
Lessthan 1 year 34.6 (9) 24 (6)
1-2 years 19.2 (5) 16 (4)
3-4 years 19.2 (5) 44 (11)
Don’'t remember 26.9 (7) 16 (4)

In both groups 50 percent of patients indicated that they experience angina pectoris severd

times a day. The comparison between the two groupsis noted in table 4.

Table 4 Anginatype description in Experimenta versus Control groups

Angina type/groups

Experimental group

Control group

(Percentage) (Percentage)
During the rest 30.8 33.3
After physical activity 23.1 28.6
Always 30.8 4.8
Nocturnal 15.4 33.3

CHD knowledge/awar eness

Paired t-test analysis showed gtetisticaly sgnificant differencein

knowledge/awareness from the pre and post scores in intervention group after the enhanced

education program (p=0.000, mean difference = 22.8, 95% CI [29.9 — 16.2]).

Independent t-test analys's showed Satigticaly significant differencein the

knowledge/awareness scores between the control and intervention groups (p=0.000, mean

difference=28.44, and 95% CI [19.9 — 36.6]). An interesting finding related to the mean

difference knowledge score in the intervention group is that the further andys's showed that




the mean score difference is higher in the high education group patients and comprises about
288 (p=0.003, Cl [44.1 — 134)).

Consdering the smal sample size and for the convenience of the analyss the four
educdion categories were collapsed into two mgor ones. Though the meen differencein the
other education groups (8 dass, 10 dass, and college education) is lower and composes 19.6,
it is il gatidticaly sgnificant. The additiond paired t-test andysis showed that patients
with longer disease history have higher mean score difference after the education program
than patients with disease higtory lessthan 1 year. In the intervention group the mean score
differences were tested in corrdation with experiencing angina frequencies. Besides, the
paired t-test showed that the mean knowledge score differences were higher in patients who
experience angina pectoris once per day or severd times amonth (28.4) compared to patients
that experienced angina severd times per day (17.2).

L ocus of control

The paired samplet-test was performed to find association between the internd locus
of control mean score differences and the enhanced patient education in the intervention
group. Although the results of thistest are borderline (p=0.043, mean difference 2.7) it
showed that the increase in the internd locus of control scoresis satigticaly significant.
Although an increasein the interna locus of control mean scores was detected in intervention
group versus the control group, the independent t-test showed that the increase in the interna
locus of control scores was not Satistically sgnificant (p=0.08, mean difference 2.7).
Smilarly, the anaysis showed that there was no satidticaly significant associationamong
the mean locus of control scores and the patients educationd status, disease history duration,
and angina frequency. The analyss of the externd locus of control and “powerful others’
scores showed no datistica differences among the scores.

Quality of Life



One of the study objectives was to andyze the qudity of life in both intervention and
control groups measured by the short form S=36. The mgority of respondentsin the control
group (55.6 percent) rated their hedth in generd as*good”, only 37 percent of patientsin the
intervention group considered their hedth as“good’. The patients in both groups were asked
aso about the extent to which their hedth limits them in their everyday activities. The

compardive description of the comparisonsis presented in table 5.



Table 5 Percentage of respondents with limited activities because of their hedth condition

Control group I ntervention group
Activities

Limitedalot | Limitedalittle Limitedalot | Limiteda

(%) (%) (%) little(%0)
Vigorous activities 63 25.9 74.1 22.2
Moderate activities 55.6 29.6 55.6 333
Lifting or carrying groceries 59.3 25.9 55.6 25.9
Climbing several stairs 333 37.9 40.7 40.7
Climbing oneflight of stairs | 3.7 29 111 51.9
Bending, knedling, or 3 25.9 25.9 51.9
stooping
Walking more than a mile 111 44.4 438.1 37.0
Walking saveral blocks 74 29.6 14.8 51.9
Walking one block 3.7 185 111 40.7
Bathing and dressing yoursdlf | 11.1 25.9 18.5 40.7

Further andyss was performed based on the guidelines deveoped by the Hedth

Assessment Lab (HAL)?. For testing the “quality of life” portion, the obtained datawere

compared with estimated norms for SF-36 scales for patients with recent acute myocardia

infarction. Prior to testing the results, according to guiddines the obtained data have been

trandformed into 0-100 scales. Table 6 presents the data from the eight domains for the study

population versus the norms obtained in the US.

Table6 Summary of the results for intervention and control groups compared with norms

Groups/Domains PF RP BP GH VT SF RE | MH

I ntervention 44.63 | 17.31 | 34.74 | 48.03 47.96 | 53.24 | 23.45 | 44.00
Control 57.22 | 17.59 | 46.29 | 64.07 50.00 | 50.92 | 18.51 | 56.74
Standard 69.68 | 51.41 | 72.75 | 59.17 57.68 | 84.64 | 73.49 | 75.78
population
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Graph 1 digplays the sudy participants scores on the eight quadlity of life domains
compared with the norms established in the USA for patients recently diagnosed with acute
myocardid infarction®.

For andysis of the mean vaues of the eight domains, one-sample t-test was performed. In
the control group the patients qudity of life substantidly differed from the US population
data. Out of eight domains that are used to assess the qudity of life, only two functions
(Generd Hedth and Vitdlity) were not satisticaly not significant compared with the US
norms ( p=0.062 and p=0.076 correspondingly). In the intervention group the andysis for dl
eight functions reved datisticaly sgnificant differences compared with US norms developed
for patients who recently experienced myocardid infarction.

In order to reved the differencein the“qudlity of life’ category between the
intervention and the control groups, an independent sample t-test was applied to each of the
eight domains. The results of the tests showed that the two groups satigticdly differed in two

fidlds “Generd Health” and “Physical Functioning” (p=0.000 and p=0.046).



Discussion

CHD risk factors knowledge/awareness
At the beginning of the study it was hypothesized that the enhanced patient education among
the CHD surgica patients will increase their knowledge and awareness of the disease and its
trestment. The results of this study showed a statistically sgnificant association between the
increase in the mean knowledge scor esin the enhanced patient education group. In the
intervention group, there was a 34.4 percent increase in the knowledge scores compared to
the basdline data that was documented. In comparison there was a 46.8 percent difference
detected in the control group. These results support the study hypothesis and confirm that the
enhanced patient education increases the CHD patients' knowledge and awareness, which
may lead to hedth-related behaviora changes and adecreasein CHD morbidity and
mortdlity. These findings correlate with those in the literature 2.

One of the interesting findings of the sudy was thet rdatively high knowledge score
differences was detected in the intervention versus control group. It is difficult to interpret
this result because there is no basdine data for the control group. These data were collected
aspost-test information. However, one possible explanation can be suggested that the
enhanced patient education was more effective than the standard education gpproach.

Some analysis has been done to test the knowledge score differencesin the different
subgroups. Asit was mentioned in the* Results’ section, patients with high education and
longer disease higtory have higher mean knowledge score differences. It can be deducted that
patient with high education and longer disease history have a better understanding of their
heeth condition and are more indined to absorb new information related to their disease.

Their longer experience with the disease process has led to their know ing more about CHD.
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Locusof Control

One of the objectives of the study was to test whether the enhanced patient education
may improve theinternd locus of control among CHD surgicd patients. Asit was Sated in
the previous “Results’ section, the findngs indicate satigticdly significant increasesin the
internd locus of control scoresin the intervention group after they received the education
program (p=0.043). These results are supported by other sudies that through education
patients develop the bdlief thet certain health outcomes are aresult of ther individud
ations®?!, Adequate knowledge about their disease leads to bdliefs about being morein
control of its process.

Asapossible reason for not detecting agatistica sgnificant diff erence in the locus of
control scoresin the other subgroups, the smal sample size should be considered. Besides,
the detected small differencein theinterna locus of control scores can be explained by the
short duration between the pre and post-tests, which is not enough to improve the interna
locus of control. Moreover, the concept related to the patients beliefsthat their hedlth to
some extent is determined by their own behavior was inadequately reflected in the enhanced
education manuds. In addition, follow -up activities designed to reinforce the enhanced
teaching may have been helpful.

Quiality of life

One of the objectives of the study was the assessment of the qudlity of life gatusin
both the intervention and the control groups. Forty percent in intervention group and 33
percent in control group rated their hedth as “fair”, which corrdates with findings of basdine
household assessment in Armavir Marz, where 38.7 percent of casesrated their hedth in
generd as“fair’ 2’. One of the most interesting findings was that in the intervention and the

control groups 55 percent and 37 percent of the study respectively, rated their hedth in



generd as“good’, which is higher than in the Armavir survey where only 10.5 percent

consdered their hedth to be “good”. The reason could be expected because the patient

population & NMMC represents higher a socio-economic group with a better qudity of life.

Another interesting finding was that the “quality of life’ scores for the eight domains a

NMMC are amilar with the “qudity of life’ findings

Graph 2
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This can be explained that according to the results of genera hedlth status assessment in

Stepanakert 2, the recent stress situation in Stepanakert have resulted in higher CHD

morbidity that may be the cause of the smilar Qudlity of life patterns with NMMC patient

population.

The additiond andlyss reveded that the qudity of life in both groups sgnificantly

differed from the established US norms devel oped for the patients with recent myocardia

infarctions.  This can be explained that qudity of life isamulti-dimendonad concept and not

only the hedth condition but aso other factors such as socio-economic conditionsand

finandd problems determine the overal qudity of life. Because the norms were developed




for the US population, it can be hypothesized that those norms are less gpplicable for the
Armenian population.

Asit was presented in the “Results’ section the analyss showed Satisticaly
gonificant differencein qudlity of life scores between intervention and control groupsin two
functions. “Generd Hedth” and “Physica Functioning”. A possible reason for detecting this
difference could be that the patients in the control group who rated higher in thetwo
functions have dready undergone cardiac surgery. These findings support the idea that
coronary artery bypass surgery improves the qudity of life including the improved menta
outlook of the survivors

Study limitations

The main limitation of the study was that due to time congraints the sample size was
small. The sample size was sufficient only for answering the basic research question. The
sample included patients from Nork Marash Medicd Center; therefore, it isimpossibleto
generdise the results of the investigation to dl CHD patientsin Armenia. Patients pay ahigh
treetment fee & NMMC, and are typicaly from the higher socio-economic strata.

The next limitation of the study was the absence of randomization, whichisan
important tool in dedling with potential confounders. The absence of randomization affects
the comparaility of intervention and control groups

The absence of pretest in the control group can be considered as another limitation of
the study.Because the basdline data for knowledge level and hedlth locus of control were not
determined, it wasimpossible to adequately assess the effectiveness of the standard patient

education and compare it with the enhanced patient education.
Conclusions and recommendations

Based on the study resultsit can be concduded that the enhanced patient education on

selected coronary heart disease risk factors does increase the CHD surgicd patients



knowledge-awareness and improves the hedlth locus of control. The higher knowledge scores
in the intervention group versus the control group indicate the effectiveness of the enhanced
education program compared with the sandard patient education hddd & NMMC. Therewas
as0 reason to suggest that patients with higher education and longer disesse history are more
receptive to conducted patient education efforts.

The study results added to the beliefs that the enhanced patient education improves
the internd locus of control, which according to literature is amoativation for hedth related
behavioral changes. In addition, from the qudity of life andydsit can be inferred thet the
coronary artery bypass surgery improves the qudity of life. However, with regards to the
enhanced patient education the results of the quality of life analyss can serve asabasdine
data for the evaluation of long-term effects of the enhanced patient education program.

Recommendations as aresult of the sudy are to include the enhanced education
program in the daily practice of the Nork Marash Medicd Center. To ensure the success of
the patient education program, it is dso recommended that dong with the distribution of the
education materids the medica staff provide more detailed discussion of the relevant topics
aswell as motivate and encourage patients to follow their recommendations. For that reason
it is recommended that a person be identified, who will be responsible for the patient
education function & NMMC. In addition, considering the importance of the internd locus of
control asamoativator of health behaviora changes, it is necessary to dressin the education
materids that health outcomes are to some extent aresult of their own behavior .

For the evauation of the long-term effect of the conducted enhanced educeation
program it is recommended in Sx-months to assess the knowledge/awareness, hedth locus of
control, and qudity of life of the study population.

It is dso recommended to conduct a smilar sudy for CHD non-surgicd petientsand

to test the effectiveness of the enhanced education pr ogram for that target population. Should



asmilar sudy be conducted, it is recommended alarger sample Sze be used to andyzedl
the variables included in the questionnaire.  In addition, dasses and telephone follow -up to
the patients to assess this progress should be included in the subsequent programs.

Modifications of life style behaviours are not easy, and multiple interventions could provide

vauabletoolsfor the patients.
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Appendix 1
CHD Knowledge Assessment Questionnaire

Background I nformation- please circle the number that applies

01 Sex

a Mde
b. Femde

02. Your presentage  years
03. Your present marital status

Sngle
Married

Divorced
Widowed

eo oo

04. Areyou presently?

a Employed
b Unemployed
C. Retired
05. How many years of education you have?

10 year education

8 year education
College educetion
Univergty education

L0 oo

06. On average how often have you had anginain the last two weeks?

Onceor twicein last two weeks
Once aday

Severd timesaday or more
Never

Q0 oo

07. On average over the last two weeks when your episodes of angina been

During rest

During performing physca activity
Persistent

Nocturnal

0o oo



08. Have you hed heart failure in the last 6 months

1. Yes 0. No 2. Don't know
0o. Have you used any medication to cope with anginain the last 6 months?

1.Yes 0. No 2. Don't know

010. On average how often have you used any heart medication

Every day
2 to 3times aweek

3to 4 timesaweek
Not at dl

cooo

Circle the one best answer that you think is the most gppropriate for you.

1.1 don't think that heart disease is such a serious problem, as many people seem to think it
is.

Strongly agree

Agree

Disagree

Strongly disagree

Don't know

Coo T

2 What are the symptoms of heart failure?
a.  Arrhythmia, headache
b. Severetiredness, bresthlessness, swelling of the ankles and feet
c. Chest-pain and nausea
d. Don't know
3. Reducing my blood cholesteral level will decrease my risk of heart diseese.

Strongly agree
Agree

Disagree
Srongly disagree
Don't know

PO Do

4. Eding lessfa will probably decrease my risk of heart diseese.
Strongly agree

Agree

Disagree

Srongly disagree

Don't know

DO ODo



5 | don't think there is much | can redlly do thet will slop me from getting recurrent
heart attacks.

Srongly agree

Agree

Disagree

Strongly disagree

Don't know

Do o

6. It will be quite difficult for me to make changesin my diet.
Strongly agree

Agree

Disagree

Strongly disagree

Don't know

DO OTR

7. | usudly try to avoid eating foods with alot of sdt in them.
1. Yes 0. No

8.  After this heart atack | am planning to change my egting habits and to reduce the salt
and faty food in my diet.
1Yes 0. No

9. Coronay heart disease is the leading cause of deeth in the world.

Strongly agree
Agree

Disagree
Strongly disagree
Don't know

®PoooTw

10. Do you know the CHD risk factors?
1 Yes 0. No

11 Which are the CHD risk factors? (Check dl that gpply)
Smoking

Tiredness

Overweight

High blood pressure

Sedentary lifestyle

CHD in other family members

~0Qoo0To

12. Wha do you know about atheroma?

Itisa tumor

It isafdty tissue that plagues the arteries and narrowsit.
It is one of the symptoms of CHD.

Don't know.

coopw



13

Stopping smoking, eeting less fatty food, and regularly exercisng can reduce

the risk of developing arterioscleross.

DO oo

Strongly agree
Agree

Disagree
Strongly disagree
Don't know

14. Quitting smoking reduces the risk of developing coronary artery disease by 50%.

(PR RN el o )

Srongly agree
Agree

Disagree
Strongly disagree
Don't know

15. After deveoping CHD quitting smoking will not reduce the risk of developing new

heart attacks

DO

Strongly agree
Agree

Disagree
Strongly disagree
Don't know

16.  Coronary artery diseaserefer to

cooTw

The narrowing of the arteriesin brain.

The narrowing the arteries that supply the heart muscle
The heart enlargement

Don't know

17. Physicd activities can prevent the development of Coronary Heart Disease and heart

attack.

DO OO0

Srongly agree
Agree

Disagree
Strongly disagree
Don't know



18.

| am currently not physically active, and do not intend being physcdly activein

the next 6 months.

DO Do

Strongly agree
Agree

Disagree
Strongly disagree
Don't know

19. During past 12 months, how often did you do any physicd exercise (such aswaking,
svimming, tennis, etc)?

(R @ o g}

3 or more times aweek
2 to 4 timesamonth
Onceamonth

Never

20.  Phydcd activities cannot prevent the development of new heart atacks.

PO

Srongly agree
Agree

Disagree
Strongly disgree
Don't know

21. What kind of physicd activities can prevent the development of heart attacks?

a Regular physcd activities (waking, bicycling, etc) a least 20-30min threetimesa

week

b. Any type of physicd activities, both regular and irregular
c. Physicd activities can never prevent heart attacks
d Don't know

22. What is the heart's function?

coop

Only provide oxygen to your heat and tissue cedls

Keep your blood circulation so thet dl your cdls are properly nourished
Remove waste products from the blood

Don't know

23. Which of the following statements about cigarette smoking is true?

Smoking is not harmful for my heart

Smdking influence on brain arteries and improve the blood circulation

Carbon monoxide from cigarette smoke joins onto the hemoglobin ingde the red
blood cdll, reducing its ability to carry oxygen to the heart



d Smoking is harmful only for my lungs

24. Low tar cigarettes are not harmful to my heart.
Strongly agree

Agree

Disagree

Strongly disagree

Don't know

DO

25. Reducing your blood pressure by 5 mm Hg can reduce your risk of having heart attack by
about 20 percent.

Strongly agree

Agree

Disagree

Strongly disagree

Don't know

DO

26. All of thefollowing are true about high blood pressure except:

a. Highblood pressure is associated with heart attack and stroke.

b. Weight loss may hdp reduce blood pressure for overweight individuds

c. Oncethe blood pressure has been reduced by a medication, the drug should be
Sopped immediatdy

d. Regular exercise helps reduce blood pressure

27. Arterioxcleross

a. Occur only in blood arteries supplying blood to heart

b. Isdueto increasing eadticity of the blood arteries

c. Canreault froman initid injury to arterid walls by certain factors such as cholesterol
d. Canresult in agroke when it cuts off the supply of blood and oxygen to the heart.

e. Don't know



SF36 HEALTH SURVEY

INSTRUCTIONS: This survey asks for your views about your health. This information will help keep
track of how you feel and how well you are able to do your usual activities.

Answer every question by marking the answer as indicated. If you are unsure about how to answer a
question, please give the best answer you can.

1. Ingeneral, would you say your health is:
(circle one)

EXCRIIENL ...ttt ettt et bbb it s bbb b 1
VEIY OO .....eeieirieseee ettt 2
GOOM ....ceereeeateee ettt ese e bbb AR 3
PR ..o R 4
0 P 5

2. Compared to one year ago, how would you rate your health in general now?

(circle one)

Much better NOW than ONE YEAr Ag0 ......c.cccvrereireerreree s 1
Somewhat better NOW than 0NE YEAr g0 ... ssssssseenes 2
ADOUL the SAME AS ONE YEAI AU ....cvcveeereeerreieereieessisissee e eseses s 3
Somewhat worse NOW than ONE YEAr Qg0 .......cccuvrererrerermererserenereseresesessesesessesessesessssssssens 4
Much worse NOW than ONE YEAr Q00 ......cccveceerriicrsesee et seses 5



The following items are about activities you might do during a typical day. Does your health
now limit you in these activities? If so, how much?

(circle one number on each line)

Yes, Yes, No, Not
ACTIVITIES Limited Limited Limited

AlLot A Little At All
Vigorous activities, such as running, lifting heavy objects, 1 2 3
participating in strenuous sports
Moderate activities, such as moving a table, pushing a 1 2 3
vacuum cleaner, bowling, or playing golf
Lifting or carrying groceries 1 2 3
Climbing severalflights of stairs 1 2 3
Climbing one flight of stairs 1 2 3
Bending, kneeling, or stooping 1 2 3
Walking more than amile 1 2 3
Walking several blocks 1 2 3
Walking one block 1 2 3
Bathing or dressing yourself 1 2 3

During the past 4 weeks, have you had any of the following problems with your work or other
regular daily activities as a result of your physical health?

(circle one number on each line)

YES NO
Cut down on theamount of time you spent on work or other 1 2
activities
Accomplished less than you would like 1 2
Were limited in the kind of work or other activities 1 2
Had difficulty performing the work or other activities (for 1 2
example, it took extra effort)




5. During the past 4 weeks, have you had any of the following problems with your work or other
regular daily activiies as a result of any emotional problems (such as feeling depressed or
anxious)?

(circle one number on each line)
YES NO
a. Cut down theamount of time you spent on work or other activities 1 2
b. Accomplished less than you would like 1 2
c. Didn't do work or other activities as carefully as usual 1 2

6. During the past 4 weeks, to what extent has your physical health or emotional problems inte rfered

with your normal social activities with family, friends, neighbors, or groups?
(circle one)
N0 = L= 1 OO TSRTRR 1
1S 0 Y/ 2
Y7100 [T = 1= | TSRO 3
[ 10T LT 1 o | T 4
EXITEMIBIY .ot 5
7. How much bodilypain have you had during the past 4 weeks?

(circle one)

INONIE .ttt ettt 1
RV T Y281 111 o OSSPSR 2
IVIII. ettt s et 3
IMOTEIALE ....eoceoeeeeeieeeeee et bbb 4
SBVEBIE ...ttt nen e nen 5

Very severe

4



8.

During the past 4 weeks, how much did pain interfere with your normal work (including both work

outside the home and housework)?

(circle one)

INOE L @l bbb bbb 1
ATIEEIE DLt ettt bbb bbb i 2
[ ToTo [= 2= 1= YOO PO 3
(O 1011 (== W o] | U PP UETTRTPR 4
EXITEMIEIY oo 5

These questions are about how you feel and how things have been with you during the past 4
weeks. For each question, please give the one answer that comes closest to the way you have
been feeling. How much of the time during the past 4 weeks -

(circle one number on each line)

All Most A Good Some AlLittle None
of the of the Bit of of the of the of the
Time Time the Time Time Time Time
Did you feel full of pep? 1 2 3 4 5 6
Have you been a very nervous 1 2 3 4 5 6
person?
Have you felt so down in the
dumps that nothing could cheer 1 2 3 4 5 6
you up?
Have you felt calm and 1 2 3 4 5 6
peaceful?
Did you have a lot of energy? 1 2 3 4 5 6
Have you felt downhearted and 1 2 3 4 5 6
blue?
Did you feel worn out? 1 2 3 4 5 6
Have you been a happy person? 1 2 3 4 5 6
Did you feel tired? 1 2 3 4 5 6




10.

During the past 4 weeks, how much of the time has your physical health or emotional
problems interfered with your social activities (like visiting with friends, relatives, etc.)?

(circle one)

AlLOF the TIME ... 1
MOSLE OF thE TIME....coeeie s 2
SOME OF the LIMB...cciieiic st 3
A TIttIE OF the TIME. et s e b 4
NONE OF tNE LM ..t 5

11. How TRUE or FALSE is each of the following statements for you?
(circle one number on each line
Definitely Mostly Don't Mostly Definitely
True True Know False False
a. |seemto get sick a little easier than 1 2 3 4 5
other people
b. Iam as healthy as anybody | know 1 2 3 4 5
c. lexpect my health to get worse 1 2 3 4 5
d. My health is excellent 1 2 3 4 5




Health Locus of Control Questionnaire

Ingtructions: Each item below is abelief statement about your medica condition with which

you may agree or disagree. Beside each statement is a scae, which ranges from strongly
disagree (1) to strongly agree (6). For each item we would like you to circle the number that
represents the extent to which you agree or disagreewith that statement. The more you agree
with a statement, the higher will be the number you circle. The more you disagree with a
satement, the lower will be the number you circle. Please make sure that you answer

EVERY ITEM and that you crdle ONLY ONE number per item. Thisis ameasure of your
persond bdiefs, obvioudy, there are no right or wrong answers.

|

If my condition worsens, it is my own behavior, which determines
how soon | will fed better again.
IAsto my condition, what will bewill be.

If | see my doctor regularly, | am lesslikely to have problemswith
my condition.

[Most things that affect my condition happen to me by chance.
\Whenever my condition worsens, | should consult amedically
trained professiond.

| am directly responsible for my condition getting better or worse.
Other people play abig rolein whether my condition improves,
stay's the same, or gets worse.

\Whatever goes wrong with my condition is my own fault.

Luck playsabig part in determining how my condition improves.
In order for my condition to improve, it is up to other peopleto see
that the right things happen.

\Whatever improvement occurs with my conditionislargely a
matter of good fortune.

12  |Themain thing, which affects my condition, iswhat | myself do. 1 2 B

| deserve the credit when my condition improves and the blame
when it getsworse,

Following doctor's ordersto the letter is the best way to keepmy
condiition from getting any worse.

15 |If my condition worsens, it's a matter of fate.
16 |If I amlucky, my condition will get better.

17 If my condition takes aturn for the worse, it is because | have not
been taking proper care of mysdlf.

Thetype of help | receive from other people determines how soon
my conditionimproves.
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Appendix 2

Training materialsfor NMM C staff Involved in the Study

Project overview

Public Health Department (MPH) of the American Universty of Armenia (AUA) in
collaboration with Nork Marash Medicd Center proposed to invettigate the effect of an
enhanced patient education progran among CHD podt-operative patients & Nork Marash
Medicd Center. This project desgned in the framework of experimentd trall will serve as a
learning opportunity for MPH gSudent to complete thess project. Moreover, in a case of
podtive result, the proposed education program will be incduded in the daly practice a
NMMC and other hedth inditutions to provide hedth education among CHD patients. All
activities for the project implementation are planned and organized with the support of MPH
faculty.

The sudy protocol proposed using the established procedure of patient education for
the implementation of the study. Petients sdected as an experimenta group will receive the
enhanced education usng specidly deveoped maerids while the control group will be
educated in the usud/dandard way. The study participants of both experimentad and control
groups before initiation of the program will be adminigered with pretest questionnaires (SH
36, locus of control quedtionnaire, and CHD knowledge assessment quedtionnaire) to
evduae the basdine levd of qudity of life locus of control, and knowledge/awareness.
Within a month period following discharge dl dudy paticipants will be given the locus of
control and knowledge/avareness questionnaires as a pod-test to assess the changes due to
intervention. The sudy will be implemented with the support of the NMMC gaff (outpatient
cadiologicd dinic).

At the firg will be sdected the participants of the control group. Post-operative CHD
pdients, during the las day of ther hospitd day will be adminigered with the
questionnaires, recelve the usud/dandard education, and during the second follow-up vist to
NMMC will be given the post test quesionnaires (knowledge assessment and Locus of
Control quedtionnaires). After the completion of the control group with study participants and
adminidgration of the questionnaires, will be dated the collection of paient for the
experimental group. As in the first case the patients, who agree to participate in the study will
be adminigered with pretest questionnaires, that include the S~36, Locus of Control, and
Knowledge Assessment questionnaires and post-test within one month period.

The research question addressed in this proposd is.
Does the enhanced pre-discharge education program on sdected risk factors among podst-
operative coronary heart discase patients a NMMC increase their knowledge/awareness,
qudity of life and improve locus of control?

Review of the entire process
The design of the study is an experimentd trid with estimated 30 participants in each

graup. The digibility criteriafor the study participants are.
CHD post operative adult patients



Petients, who agree to participate in the study

Resdency in Armenia

Maesand femaes

The data collection activities are expected to begin on 25 of Jly 2001 and be

accomplished within 1-month period. It is expected that adminigering the survey will be
done by Adult cadiology dinic gaff. Each member of the study team is required to complete
this traning course before gdating the actud sudy. For filling out the questionnaires
agoproximately 30 minutes are required. Each member of the study team will be provided
with the gSationary supplies necessry for work: quesionnaire forms, consent forms, survey
adminigration guides, etc.

Sampling

Starting: Start sdection of the sudy participant consdering the digibility
criteriain the cardiological department.

Survey Administration

a) Script of an introduction to the patient.

Good morning/day, NMMC in collaboration with AUA is conducting a dudy amed to
determine the effectiveness of enhanced education program on sdected Coronay Heart
Disease risk factors. Can we talk to you?

Possible answers: Yes
No — Try to find out the reasons for the refusal. Try to convince a
person to participate, based on what you know about the survey —
talk about the confidentiality issues, say that it will be interesting
experience for him/her and that hisher participation will be really
valuable for the study, etc. NOTE: Don't be too persistent. If a
person still refuses, apologize and try to contact with another patient

5. Present the introductory statement.

We would be very thankful if you participate in this study and fill the questionnaires that we
aregoing to administer. Any personal information that you' Il providewill be coded and kept
confidential and will not cause any harm to you. Your participation is very important and
valuable for us and hopefully it will help to improve the patient education practices at
NMMC. It will take not more than 30 minutes. Thank you in advance.

6. Can we start?

Possible answers: Yes
No — Try to find out the reasons for the refusal. Try to convince a

person to participate, based on what you know about the survey —
talk about the confidentiality issues, say that it will be interesting
experience and that their answers will be really valuable for the



study, etc. NOTE: Don’t be too persistent. If the person still refuses
apologize and leave the ward.

7. It is preferdble that respondent fill out the quedtionnaires themsdves If someone dse is
present/wants to be present, explain gracefully that the specifics of study requires that the
third person should not interfere in order to avoid influencing the respondent’ s answers.

8. Now it is necessxry to provide a participant with the consent form. Read the consent form,
give time to understand and ask quedtions, if any. After sgning the form, go aead and
adminigter the questionnaires.

After filling out the quedionnaires dat the actud patient education procedure (Standard in
the control group and usng specidly developed materids in the experimenta group). It is
adso essentid to warn the study participants about the post-test thet will be conducted during
ther fallow-up vists within one-month period.

b) I nterview tips

The interviewers should pay dtention to ther dyle of communication with the potentid and
actud study participant and to the Style of the survey adminigtration.
Theinterviewer should:

1. Use the introductory datement as an opportunity to gan the rapport with a
respondent. It is better not to reed the Statement, but say it in the conversaiond
manner, to avoid tenson and formd tone.

Not be intrusivel too persstent in hisher attempt to recruit the participants

Provide respect to person being interviewed/membersin the ward

Convey that respondent’ s knowledge, experience and dtitude are important

Show no favor, discontent, shock, anger

Not be afrad to interrupt grecefully when the respondent darts tadking to other
people

oA WN

¢) How to deal with ongoing “flows”

Question Refusal: it is possble tha the patient /respondent will refuse to answer certain
guestions or even refuse to continue the interview. In the firg case it is necessary to ask
about the reasons for refusd, record it, and continue with the next question. In the second
case, it is necessay to ask about the reasons for discontinuing and then try to convince the
paient to continue. NOTE: Have just one atempt, don't be too persgent. If the paient Hill
refuses, gpologize and leave the ward.

Probing: Sometimes respondents may not fully understand or misunderstand the content of
the quedtion, in that case the patient will be asked to skip that question. As the questionnaires
ae <df-adminigered the persons conducting the study should not provide any explanation.
To avoid such stuations the sudy ingruments should be pretested before sarting the study.

Coding procedures - It is necessty to peform the coding of the questionnaire correctly,
snce the study protocol requires contacting the same pdients to administer the poet test
guestionnaires. The codes that will be stated on the questionnaires include code for Yerevan,
code specifying the study group (control/experimentd), the frequency number of the patiernt,
and the date of discharge.

47



d) What defines completed survey

Do not leave the ward until the questionnaires are completed. The survey can be considered
completed if
1 If a leet 2/3 of the questionnaire is covered (do not consder sdective refusds to
certain questions asomissions)
2. Consent form is given to the participant

Pretest and Observations

It is planned to conduct a locd pretest of the questionnaire before their actua administration.
The man idea of this process is to reved the quedions tha are difficult to undersand and
that might upset the patients in order to correct them before the study. Apart from that pre
test is intended to esimate the time required for filling out the questionnaires. If in the course
of the pre-tex minor drawbacks occur, the sudent invedtigator should correct them and
inform the study team about those changes. In case of mgor flaws the retraining is required.

L ogistics
I nterviewer Checklist:

It isrequired to havethelist of the following items checked before starting.

Sampling Guide

Q Survey Administration Guide

U Blank Surveys

O Consent Forms

O Writing Implements (pens)

U Contact Information (phone number s of executive committee members)
Observations

It is planed tha obsavaions should be organized and implemented by the <Sudent
invegtigetor through initial observation and ongoing Spot-checking.

U

Languages Used
All quegtionnaires and the teaching manud are in Armenian.

Summary/Conclusion

It is imperdtive for the success of the sudy that sdection is performed in unbiased and
sysematic manner. Besides, the study team members adherence to the survey rules and
indructions and their ability to fed responsble for ther performance is important, snce they
are the performers of the most essentia part of the sudy — information gathering.



Appendix 3

American University of Armenia

Department of Public Health

I nstitutional Review Board/Committee on Human Research

CONSENT FORM TEMPLATE

Title of Research Project: Randomized Trail to Determine the Eff ectiveness of the Enhanced
Education Program on Selected Risk Factors among CHD Petients at NMMC

CHR#

The Public Hedth Depatment of the American Universty of Armenia is conducting the
ressarch on assessment of effectiveness of the enhanced education program  among
postoperative CHD patients a& NMMC. The purpose of the study is to assess the knowledge,
qudity of life, and locus of control before and after the educaion program in the intervention
group Vs traditiond education program in the control group. Women and men aged from 35
to 65 digible for heart surgery may participate in the reseerch. MPH student with the support
of the NMMC dgaff will conduct the study. The sudy protocol includes digtribution of
educationd materids and adminidraion of quedtionnaires, which require 2025 min to fill
out. The investigator may stop the procedure if necessary. We gppreciate your participation
in this sudy and your responses are highly vauable to us.

Explanation of Research Project
RISKS/DISCOMFORTS:

There is no known risk for the paticipants of the dudy. The research possesses risk,
discomfort, and inconveniences the same as encountered in your dally life.

BENEFITS:

Participation in the sudy may improve your knowledge about CHD and its risk factors that
may result in pogtive changes in your hedth rdated behaviors Moreover, the information
provided by you is essentid for testing the effectiveness of the proposed education program.

CONFIDENTIALITY:

The identifying codes will be noted on the questionnaires and your direct name and address
or other identifying data will not be used in any pat of the research process. Your responses
will be accessble only to the Public Hedth Depatment of the American Universty of
Armenia

VOLUNTARINESS:

It is your decisons whether paticipate in the sudy or not. You have the right to stop
providing information a any time you wish or skip ay question you condder ingppropriate.
Your refusd to participate in the study or your decison to withdraw from a any time will not
affect your job.



WHOM TO CONTACT:

Y ou should ask the person in charge any questions you may have about this research. You
should ask him quegtionsin the future if you do not understand something thet is being done.
The researchers will tdll you anything new they learn that they think will affect you.

If you want to talk to anyone about this research you should cdl the person in charge of the
sudy, [Michael Thompson] at [phone number: (374 1) 51 25 60 /e -mail:
mthompso@aua.am].

The person in charge of the study will answver your questions. If you want to talk to anyone
about the research study because you fed you have not been treated fairly or think you have
been hurt by joining the sudy you should contact the American Univerdty of Armenia at
(3741) 512512,

If you agree to be in this study, please Sgn your name below.

Subject's Sgnature

Sgnature of Investigator
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SA»AaU3IC &3Tx3¢ar, éirc UC U3eA 4C T=3Aa03Yall en3YS3E p3i3i3h
U3Y3Tar  3dlasy:  2ewex3Y3p3i TilstE 37isic asi»en3icy
NS i=3e3a3TReatAladYA ea3érail ¢, 30y i»A=T1al ¢ CR»UCT O¢3EC (afA
YB3Y3'I'éGU ( & P=T==h 3ﬁU3Y U= '3'|'3ﬁ3ﬁé60 é'|'3c')éf)) L NSU‘:‘ 3 -3(Ce

x3'r3-3UA|'af>U i (|3n3llaoU) 158C 4063-4Was, A°C, a3n3YééQ O=E
ACST=3(CY ~ TYAWC BACSYA: ©fip SRESTIVUC [3VASp»eYi=TaoAlasvA
a3T136400 ;, T»AA YRTZT »A &ilAY»AY SYN»T3Yasu »Y: =20 YRBYY»ACH »Y
UATYSAT31A40A040YA, EATE3éYa0A, RYa3i-»taoAlaoYA - AY1N=3Vadh
AaotasAlasYA:

»O03N3Bu»AY CYd an 43<+air 0-Yaiu »Y, é3T3ly a3yu 3(vusy
BiaYSi»T BV (;Yaa»e Y»036=1 3YaAY»AC E3(Y30640UA T3U
|Qn3N3 radAlasyA, an(; YA 31y ¢ Bng3Yo»E Tanay=n 1/z3nl»n3l(; Y»036131
NS T T3TA: 208 »[1Ta0 »03YSTY»AY (E 46Y»Y pST3T3Y 3E3cAYASOY»i:

2. éfwr3UT3YC QYy3Alr (heart attack) - ©fip U»Yu E4€40U »YU éATr3UT3YC
CYY2ATTC U=26CY, UsYu YIZWC a6V»Va TaRaY=2A %2RT>AZIC R2YI2AT=1C
U3I3n1aola| —3| I»EA ( |éﬁéY3ﬁ '|'ﬁaUua1/z) 2IYN3UTan»Y éﬁ'l'3U|3YA éﬁA

3fasy: 63 u»naoUC TATu3i 3Y13I(; 031»AC, (;Yaa»eel»Yal3n1(;3UQ 1»&4040U:
e313(y U(;a'l'3n1¢ (;Yy3n'l"|'(; A3U3Y3T 63iA UQ u3Y(; fad» N3Y-enCo N»ra
iC 3YoYaou: éﬁ'r3U|3Y(; UC NSTT=TA U3R3Ya0U ¢ ( UCAT3A1C CYy3ATT):
Tanay=n naUpal/zC 1» 046U R37 T3A""an Yan uaoAU3Y UQc;ao ¢ TﬁaUpaE(;l/zQeA—
UST3A140TA EaoTad —  éAnr3UT3YC SETW3N3nailA  e3NU3Y3+3Ta0
15»030Cca0Y»AC Y»ASATAGUA:
eNGC YAA3Y »fip»UY T340 | uSAT3YSE Eadic ~ YAOYCET x3T3 T3 - AST3Y
enre eQAUQ E3Y-3haily»iai: D31 T38»é 3(e p3n1aoAUaoYY ¢, af u»naoU ¢ 3(y
U»T Afai U3NT3Y 1»80»AC, anayo 3a03Y3-fiail »Y enre CYYy3ATwC
A3U3Y3T: 2(1 1Q0»AC -»A3TRE»EC UBeA A3T3Nail , 3YUCc3a»e énne
YAA3(C éTei»taio N»wa: 20»YSTw3Y-31afA éfirC éCAUC E3Y-3faily
+afat=(CY  yCuiCEt36C3Y, &afA  3UpalcatAl3Uu  E3+3Vall efne
u3u3anUY»nA anC N»r"3Yoair 3Al3Y Ric3Y3é40AlasYA 13137400 ¢ ( 8ATC
T3Y- -cardiac arrest):
ASY3USTCY TCASETA0 T»AST»Y13Y304UA T340 ; ~Al»t
RCT3YAC TISYUA: 8ATC UniicadUA =~ SAfler3T3Y [Va364a0AIAYA O -YadlU »Y UC
U3YC fAad»Y»h N»13%-»E USNA: £A3T3YA0U SYNABASRT T3 -3Taf»E éATC
éCAUC E3Y-3fiaiUY»iA: 6anau3(CY yCuiCt=36¢3IC 1»U a3Uu3n»an N=U=n
TCAZéTalU  L»yCuACE36C3 N3wasl (E»IWA3T3Y RAIC UCcadai: UU3Y
1»a0»fall SYNASASRT ; eW3Y3E (BUSA3TIEE3Y RT3A pasAa- YasAlasy
US&Y=.Cr36T=1 piC-31¢ Ta0UCo, anaYu = -»613T »Y (SUS&=TSEESY

s~ N

e3fu3T1anaiUy»nar: @»1 Afai U3ALCT éaranacl »Y 3é3¢CY 0-YasAlsy



UCGaoY»AY ad O »RA, aid»euC 'I'3na(~)3Y’~,”Y MGA;’:Yl?-I-),),E YUSYSTCA
CAC311aoAlasYY»fiaou UCYa USeY=-Cr36i=1 (- YAlAI3Y NBeY»EA:

CeAr3UT3Ve  SEW3{SAi=1  0¢3EA U3\=Val ¢ S(vas>u
+4E3ACYTa00 6AC3T3Y Nlase ISTUAT: ~ShrpSETSUSA 6CATY 40VC %- 3EC
&a3M»e w30y NYSA=TarasAlasyY»n , = eATC Ya&3ICo 3A3UCY i»taio N»1a UG

+a0f 0¢3EC TanasewA a¢ EasAY1awasl 1»n=3136Y3E YanU3t - anlasy»asAlsy:

3. D3YT3AI303Na0Alady - ©ip»UY USATCT N3YT3AT3U3N »Y ECYAtU eine
éCAUC U3N3064a0 E3Y - 31a00Y»NCo 363Y06 %- 3ka0 af™; YSE3Y%- aik=36Ya0 631:
D3VIBAT3U3NA0AIBY U»T 3(E &37x3é ¢ éfrC T30 U»l 3il3Y 3YaAY»ic,
CYAACECYY SafT3Y ¢, x»0UAdUA :

TEx»EA " 6CATA

TE»EY 3y NCUYST3Y 3%13TY»ACO U»TY ¢,aRA p»hadlu ; éA ¢ YAA3Y»iC
%H3fi- 2O03YY 40 1= -U3VYA: glase »ATad 3%r3TY»AY »Yt SA(3Y u=a0n xYRAUA =
3A(3Y U»g EAE»ET»AAEC (x3AAC 1»e3T) p3i0i UST3A13TA: D3RiISATiT31 ¢,
af »A» PCOISE A3 . 3TanasAlasvasl(@»1 ~ACTSYC3) USAICT TESEAT A1E»Y,
T3ACY -A»A» 100.000-4f 3T»EC UCE SRE3TaYST W3ACuC "O3U3ﬁ1(;'l' "
T3Y3(0 TUSR3YSY eiwg NSAT31C6: 206 -A0&TA +3eW3ATY»i ¢ p»fiatl
IE»tad " 6AWC 1A= YAS 3%1»040A13Y US6CY, — 640lo ( W3ECe an »fip USALCT
1313»0Y400 »Y TE»EA YASYO Yi3h»6Yail »Y éAWC N3AT31 6r3Y3E&)
IT3Y-A: gCvaily ASUSYST EanNasiiy»i ; w3ECé A» CYad»é 1313fi»0Yx»E
IE»EA

0383l Y»iit

P»13-40lY U3A13643Y TE»EA 6AWC Tanay=3n NCi=3Y1asAl3Y USNT3Y
NCUYST3Y &3Tx3¢Y

enre (;Yy3r"1'l"|'(; iT3Y-Y 3i»t3Yall ; TExtad a3+C - u3Y3I(; N>
%al- AYA36: AYIN3YRiS&x»é, U3n1(;l atu»fi TE3EAT »Y 0-13-4fTail enre
3YZAY»AC SET3N3Aa0U e w3Y3E40, - finA» 'I'n'I'Y3I(; 3Y.-3U 3T T3 &Y»Y
U3Y A1EAQY»fA: e3T3(y 3(e p3ﬁ0ﬁ iT3Y-A U36Y3Tan3a»é 3i»EC U»T ¢ 50
T3A»T3YCo 631 3Y03Y6 N=U=i: 26 w=3acu3ICY EUpasl TEAOY»AC Uawr
'eﬁ'l'3UQY U=N»fiA 3I»EC U3Y 10 3Y-3U -»A3%3Y0a0l »Y Yaily EUu»Ac
aIEaOY»n(; éééésY(;BY»nA anu3y 3I»EC R3T »& 140 TE4AU ~ AA03Y RAST »é
eTeadu TE»E, 3(YU3Y 31»ECY ¢ ta éCETA:

EYaad , IE»EA 1Y3640U éCATWA-2TE31YCUAYAUECIA YCTATCYATESEATC
I1EC 3U»Y3T130"an u3013064a00Ca USexhY »Y, aiayu 1Y3e313n 3%i»0a0Alasy
aoY»Y éiweG Ti3: UCTAWCYA USA14s Gfi- 3YCKUAU EASYalU , S1ii»Y3ECYC
SAT31AA0AIA0YA, anc N»w""3Yay (,E e(;ﬁ'l'A eleasl ; SRE3T»E 3I>>EC Sh=-
USRORZOY»EAT A2V xYRa6UA: 2TE=TVC USY208GHA (CO) UG=Yasl ;, 2AI=Y
N»Ua-EAuCY Taafad T3AUCH &C-U»YuY»AcY = Yi3h»oVail ¢ YASY6 AATSICY
T»03+4E»Ea0 a0Y3Ta0AladYA, CYadr»é 1»AC eCATY, 3lva»e E U3AUYC 3t
Nlase i3 TaY»AA: afar TEAOY»AC UATW, -finA» 3Al3Y T»eA AATSIYC —aE3fi»Y
ThaoU . STE3TYC UaYauect, BAT»EaTl éCATA T»Ye3T3VYai»Y T3 "an AAT31YCo:
@CYasly A3U3Y3T YCTAWCYA, " STE3TYC UaYaneCrA Ya3ewasU »Y TA3Upakc
%3f - 36U3YA:




3A(3Y pcCeY»nA ATEAOY»AC
Uaw

)

OV IROCH
) .Yl(;]‘
U4 - EAHGY
?’ﬁU3Y HCCcY»AA TEAOY»AC

Uar Lt A
=2 RAT>TYC
Udb» 14EY»fi
SE=]
Uayaoec o
UAE» TAEY »fi —\»U4-EapCY

AATSIYC
U&E»TAtEY»f

241R3(CY h3AT»AZ3TC NCT3Y145A040Y- T E»EA T30 "af 1»ii  E3046U Y=
3BIR3(CY %3AT»ASTC NCTSYLAAIBY %31 - S6U3Y - anTadu, anA Sar3N3(niasy
¢ ETARCY I3A3Y130UY»nail 03[Extad ASUSYST 363¢3640 63i»iiai: =20
SETS3YCRA  p3T3T3VCY N3%i31»8 ; AIEAOV»AC U 20V T340 ; piint
13(A3Y13UC 3Y13USN3TUY, 4iA »%3TC 1»A0»fadU ; SA03Y3-fiTail Yi3Yo
UAT, &Tu»f 1313[30Y40U »Y TE»EA:

UCEWRAT TESEATWY»ii- »é eaI3Y3UYaCeQ 3e"|'3n|Y»n anaYu EaeaoU
»Y 3(Y UB&CY, an yCEwnai IESE&TY»A Si»EC UCd TH3Y- »Y Y»Al3(306Yail
einC NCT3Y1a0AI3Y %=3h-3603Y N3U3f, 03Y 3é3Y0 yCEwAc TESEATY»RA:
OVA=1fifail , YadlYCel, ai 1ASYU Si»E36Yall »Y Y»iilliad STE3IVC
UAYAUECIC U3YSTA * N "3uS3h e Gy N3nas6as R3T ST»EC 1Y36: a3YC af,
»fip TEAOY»AA 3YoYaiU »Y 6310 YCTAWCYal TE3EarwY»iC NSi3T3tai, an
1A3YN &3T36 1Y363T31 »Y, T1EAIU »Y ST»EC R3T " Y»iRYaadU »Y S T»EC E4fA:

A36CT _TEx»E — a36Ci 13U aar303(3T3Y TE»EA 3(Y ; »Ap ATEA0Y»AA
Y»fiRYaadU »Y BRACSAZTC 3 3Y03Y6 TE3E4AWC TaEA: 2lY =37 (=x3E
3¢3c36V400 ;, 13TTTA0 63 T»i Sau»hadl, eash ASASESICY TaYLCECT T30

-EES631»: &a3€CT TExEA T30a0  TYS3e3T3 ECY»E YASYS N3U3A, afuxh
|3e3aaoU »Y €7 »Yal3n1C;3Ua| (angma) I3U e'ﬁ'l'Q NQ I 3Y140Ala0YY»hai:

OU3Y 1»a0»A40U 3[1 3%1»| Ta0AladYCo a»Tu, NY3iA3 iéﬁC;Y 53+ Eale3+»E:
A36CT TE»EA u=3aon=6Yaol Y3 AauC u3061»0C %3 -36U3Y 1 r3Y-A GTE40
3Y03Y6 UAT, CYad»é Y3 p»iiadl TATUST3YI3TC Anape»UY»Ac — anaR31c¢
NCT=3Y140A0a0YY»AC »A»E3Y»AC VAT, afu»f TSYAYSTai38»é »YA3ATT1ail »Y
RACSASTC TEC »ATAARL3ICY 3%1»6a5AISVA:




21040 3AA» 1313f/»0Y»E IE»EA, N» 13 -3 8ATC T3AT3IY»ACO
Eaie3+»Ead N_?U?’ﬁ’: , 3 ) S ,
] éllﬁé,f33\l Can»Y "?’Ué: Q,3ﬁ1(;l, f'aﬁfé.YU ’1313ﬁ»éYéﬁU »,Y !!E))EA B3"I' ?f))EC
UQ@I »Y Aé:()Y»Yé‘()U ene Y_{;'lé?Y»ﬁ, ’u3Y~ ,Yﬁe,’YL‘J atu»fi ,B3ﬁ,é6,Y3\|é.6U »Y 1E»t: 3
SU»Y3YCT (£ 4C YB3Y=3T40U, 4 AIEAOY»AA »Aux»t 8»Y a8Y»YaoU éAne Yaa=Y»i,
CYY3ATT: a600=T¢, 1A= (= T=2Y21=V45A046YA 4RAR=TCaf»Y ST»EC 6211 ¢, U3Y
IE&OY»AC Uaw ~ =6 G N=AT=T T30 3t tashic NCT=Y140A145YV»h 46Y»Y3t40
AYA306UY 3YUCC3a»e U3i»E3114a0U (| 1E»EA 1313/»6Y»Ea0 N» 1 U» I'1»0:
TE»EA 13137»0Y»E40 N3U3A T3Y Y37 3(ER3T T3A4h
A3Tx36éY»f: TEAOY»AAR3BT Si»EC U» T NBT3YST3YA0AIBUN »Y
O»é0 p»fiadl Aauc a=306T»0, u»ﬁsY(; N 'I'é'l'éﬁl(; u3006T»0 ,
ERAYCT3T3Y pi3YECT ~~ 460»0C ™ eAr3UT3YC CYY3AlmY»f, 43y
ATEAOY»AA: TE»EA Y3 T3h40 p»n»E R=37 3(E &3Aata- (;3Y»n(;
anayu (;YuYCY U3N3640 a»Y, é3T3(Y T340 »Y YA38T»E 3t
NC} [ 3Y1a0AUa0YY»n(; %31 - GU3YA T3U 460031 Qéﬁ»Y E3+3Y»t Yaiu3t
3éé0(; TI3Y0 130»E40 NYSA3 1anacAlasYA: L'JﬁCY3I IEaOY»nC; N31A
T=r4a0 4 N3faso»E En3oaooc;a I3Yn3p»eY i=140Alasy énve in3 (anA
Ti»A3Y3 [E»EA 13137»0Y»E40 1»auaoU) TE»EA I3ﬁé0 ¢ u»n»E
aru»icg ™ O»eu»n(} W3AT »n3IY»n(; SET3N3AU3YA, & A (; i»fica
T340 ; p»fi»E 3Y13U3N3TU3Y (" TATCY YUY iC3Y -AYT3%46U ¢
IE»EA 13130i»0Y»Ead 1»a04a0U):
o __EYéé»é 'I'»éY‘é'f)U »l‘J,‘I'_E',»EA ~131_1_"ﬁ»()\'(»EA~ O»fi 3ea(")(;a0AU3Y N3U3f
SU»YS1T3A"an anapasuY»nco U»1Y ¢, [\13'Iflségzé »A» _ adu A0Y»0»E »U TaRaY3n
Ya&3Y»ii (coronary attack), Einr3UI3YC CYY3ilT 13U EI»YAT 3A1C3 (angina):

T E»tad éCETAT3Y3Y06 VAT
TEa&0 T3Y3(u, Tanay=3n 3YaAY»AC SEW3N3nasU, Aau»ic 03006T1»0,
uﬁ3YEC'I'Y»ﬁ O»éu u»ﬁ»Eéﬁ U»T NBT3YST3Y40AI40Y 46Y»Y: DC)C T3Y3(0, ato»i
IEaiU »Y, T340 »Y IYY13u»n»E UsN=631 &nasd, cer 1visi »n»E3Y»nA
T340 »Y a0Y»Y3E yCUCT3T3Y " U314 %30 - 3603Y T3ACU3(CY N»1r3x:

313[/»0Y»Ea0 NBU3H
ICT316CH, i 13 314l ¢
o»% N3U3f " 04 3640casAl=Y N=30=3A;
2. 6a0C N3U3A — N3R1CA A» CYAU3Y -40U3h 13140 »é RSu3A3T3Y,
T3A»13Y EY3(»E AT1ExEAT:
3. g4 AYT3YCuC N=3U=3A — U3YC 4f Y3Yu &3&CT TEAD »Y U»kh N»o
123140 »Y NCT3Y140AI40YY»h 0»éU u»fint 43 63YT3EC x3Y3A3ANAT:

=

EanNasn1y»nt

1. 263 0a RAc3a T4l (A» W3YA ~ A» SRE3W3YuC i3(fadl), an
1313fi»(GYaiU »& TE»EA, ana»el/z(; YASYU - Y»Y O»;

2. U-T3-anich U3er3T T3U NadU p3Ye3i»0»Y ~° 4CA  TE»tad
63YTaiAlasYA A3T3e»0Y»Ea8 N3U30,u300 %- a6R=36ChH - CA3Y3E400;




3. &E3YSTARACA, A» CYE T3A»EC ¢ 3Y»E 3{Y - 48U3AC N»o7, afA EY3(»E »é
1 3UCé 13U 1 T3AC a1 Ex»EarT,;

4. 2REW3UCA ATE»Ead anataiUA CAST3Y3GY»E N3Y - 6W(3Y Gi»Aicy T3U
3i03Ta6f1C ASUSYST, »fip 6 Ti»eY»iY S T»EC UC »Y:

2(E 6CETC STV »ii — BAHC 2VAAVSAC SETSNZAUSY N2 T2V=T=VA0AIA6VA Un T
45 UGS TE»FAD A= Tx264T, = V=" =A0R 2AIZY xVRUSY, u=A0f
Eab»ew»AatC 03Y31C, UCa yCHCT3T3Y 13nA40AlasYY»AC T3U YarU3(Co 3 T»EC
R3W O3B &0Y»Y3Ea0 1»auail: T3Y Y3 313TY»A, anayu NYSA31an 4, ~aE»k:
EVAACECH »V BAIC 2VAAY»AC SETN=AA00 T2U CYY2ATTA AVI=YCUC S(E
3Y13(Y»AC UAT, OACYST »A» TYAOY»AA »ACT3E3A1 T3ACUCO 13638400 »Y
Tofih YRI= T NCT=V140A020p, A= Owfi VAT 83T S»EC RS T3VST2Y 8¢
Tanay=a NCT3Y1A0AI3Y %31 - 30640U: D» 0 3u3h _ 4l ST»EC %-ay

N» 0" "a03T3Y &» W0 ¢ ECY»U éCETC 3k 3%ISTY»AC YIS WU3Uy, anay3 »YASTS
»Y +4+4EU3Y (0. 1317»0Y»0 TE»EA, A3T36»0Y»0 3T»Eait 03RA ~ 3(EY):

“3h0A 3Al3Y xYRAGU

 2(aYA %EAT»ASTY»RA0Y - 1Y T4l ¢ xYRUSY 13T, CYad»é ¢adnA
é»ICY o EAOAT3T40U, »fip cAC TARSTA p=6 TCx2T40U ¢: 2AI=Y xYRAGUA Aaste=(CY
uvaslA ; Traou: 20y panda3vasu  UCYA™ &CeWarCT -3-3AY3T»wCY édne

53+3YCRY»AA TIT3YUY»AC UG AYT3T 1313AC ASU3Y3T3N3T13140U: OCRT
CYad»& xYRAUA ciC Eadai3Tasu p3ndi3Yaol ; »Ap Tan3TA 3i»EC R37T
u361400, T3U »fip ¢iC E&CAT3TA Y»03Yail ;, 3lv&e f 3al3Y xYRASUA
+a+aEfail ; T3Ei=31 eédrc Tadlco 3Anr3U0i=31 3il3Y 13136 13U
BL3AT»ASTY»AC THBUS - IC 43+6C6: 8ATC TA0UCO 2AT=U0Ta0 SAI=Y u3V2TA
YISTECan»Y T3w3Yiall ; T3AT31 3U»Y0il3  -ainlasy»asAl3y N»w.
“SAMUSETSUSA OR-3YCHUC WYST3Y T3h-37aRa00A — %3AT»ASTY»AC
1CU=1Aa03T3Ya0Ala0YA TSYE3f-»E400 »Y  3Al3Y  xYRU3Y TwAasl
T3T3YAUY»AA: 20Ya63U»Y3(YCT, 3Al3Y xYRAUA YanU=(asu aii= AYA=604a6U

3f(=3Y xYR&GU 53+40U »Y UG 03YC 3Y - 3U, UCGCY 6a063YCRA - wY»Ead N=3U=3h:

anas U3ALCT aiY»Y ST»EC u3A0i SAl3Y xYRaiU, u3Y UlaseY»nA, CYadre
OACY3T, anaR U3ALCT 3i1»EC p3A0i3N3e3T »Y T3U 3i»EC -»A 03Y 3{tau:
“3A0A SAlBY xYRAGUA N3 T T38»6 Th3Y-31ai ¢ 3lY &3Tx37Tai, an 30y iC
363¢30Ya0U aii ", CUATAUY»A (YRBYY»f), NST3é3T AYLAY =1 T»e3T»7C, 4
USROR 2RIV xVRAUA B63¢36VA ; -EES6Ziw, -LESAWANT, -»UUC
T3fUasAlasy —~ 0ASICY 3hilasy3NasasAlasy: e3T30Y 3(Y ¢ i»fica p»fiadl  eAne
B3AT»ASTY»AC -»ATSYABU»EY T3 TAAIBY, L3AT»ASTY»AC TS03A3U [»A30U3Y
T I3AIASOU3Y  YA3erail  SA»RaU3(C %30 - S0U3YA: anu3Y p=3ion ; 3al3Y
XVRAGUA, BIVUBY 2 TrEC N2 T2VST3Y »Y CYY2ATTA ~ CYSAGETA: 2IV403U» Y2IVCH,
RCOV=T=Va00 2AI=Y p=A0n xVR&0UA TSAsEC ; NoRIAGAI=UN T=A-STafnt (
CorOY»ENBUB A3 TIEE3Y natAU3Y UCcaodar:

I»AcCY ABUYSTY»AC N» 3%aTaiAladYY»AC SAA»u3Tan SALasYuY»ico
»Y Yaf 1»03UCcadY»AC é»0TadUA, afiaYu T3A40 »Y Co»OY»E 3Al3Y xYRAUA
iN=haso»Eal T3Y-31ai ~ SYISYE»EC TAOUYSTC »A adlAY»a: i»fAA YRTST



nathAaUA  NCUY=T3Yval R=3pasy3Tiadl ; 3Yes3NU3Y=S—3T A3(3v3T
EATANSUSA 4C E3Y - 3hadU EC3AA»0an»Y STCT YAAUSE TISYN T3A»E40Y:

“3A0A 3(3Y xYRAGUASECETC 3%13T! N3U3fial ; encr-3YaA3(cy
NCT=3Y1a0AlasYY»AC N30=3d, aiC 1»U0 &»wu ¢ &303i»E NS(TYSu»Au3Y CeT
a3NCo: ~3n0A 3Al3Y xYRAUA &»rl ; I»ASp»iint and»e SET3YCR ~ 43 A»
AfAre NCT3YLAGAIAGY: 20V n2TST2VCY T3ASTI21 ; (U» [SNSESTV2AC 510 %
a6YC p3non Sal3Y xYRAGU), p=0o NSx3E 3(Y § £46é | o~ T3A»EC ¢ N3 TYSu»fint
UC3lY 83 +»Ea0 UCcaoai: ~3n0i Sal3Y xYRAIU a8Y»6a0Y»AC UC3IY 50 % ¢ W»0I3T
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