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THE EFFECT OF A ROLE SUPPLEMENTATION PROGRAM
FOR CARDIAC PATIENTS AND SPOUSES ON
MASTERY OF THE AT-RISK ROLE

Kathleen A. Dracup

School of Nursing

University of California, San Francisco

ABSTRACT

This study evaluated the effects of a role supplementation program
for cardiac patients and their spouses on mastery of the at-risk role.
The major question posed for study was: would the inclusion of spouses
in an experimental nursing intervention of role supplementation
significantly alter the role mastery of cardiac patients and spouses?
The sample consisted of 46 couples in which one of the partners had
documented coronary atherosclerotic heart disease and was enrolled in an
out-patient cardiac rehabilitation program. Three cardiac treatment
centers participated.

The experimental intervention involved a ten week series of group
sessions based on symbolic interactionist role theory. Three categories
of outcome variables were measured: 1) psychosocial adaptation, 2)

compliance to a cardiac risk factor regimen, and 3) changes in the
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course of disease. The research used a quasi-experimental, three group,
time series design in the following manner: Experimental Group 1 (N=32)
consisted of patients and spouses who participated in a role
supplementation program; Experimental Group 2 (N=30) consisted of
patients and spouses, but only the patients participated in a role
supplementation program; the control group (N=30) consisted of patients
and spouses who did not participate in the role supplementation
program. Data was collected at baseline, ten weeks, and six months
using structured instruments.

Significant results were as follows: Experimental Group 1 patients
reported significantly higher self esteem (p<.05) and feelings of
personal worth (p<.05) at ten weeks and six months posttest than
patients in the other two groups. Experimental Group 1 spouses reported
significantly lower anxiety (p<.05) and significantly higher self esteem
(p<.05). These same spouses also reported increased satisfaction with
their behavior (p<.05), physical self concept (p<.05), moral-ethical
self concept (p<.05), and family relationships (p<.01) at ten weeks and
six months posttest than spouses in the other two groups. Experimental
Group 1 patients had higher compliance in weight loss (p<.01). Finally,
morbidity events only occurred in control group patients. Marital
adjustment was not positively altered by the experimental intervention.

These results supported the efficacy of including spouses in a role

supplementation program during cardiac rehabilitation.
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CHAPTER ONE
INTRODUCTION

The research presented in this dissertation evaluated the effects
of a program of therapeutic group sessions on the psychosocial
adaptation of postmyocardial infarction and post-cardiac surgical
patients and their spouses. The therapeutic group sessions were
conducted within a formal cardiovascular rehabilitation program.

Despite recent advances, cardiovascular disease continues to be the
major cause of disability in the United States, affecting over 27
million people (Kannel, 1982). In the United States, coronary
atherosclerotic heart disease is diagnosed in one out of 100 white male
subjects every year (4 per 1,000 at ages 35-44, 10 per 1,000 at ages 45-
54, and 20 per 1,000 at ages 55-64 years) (DiGirglamo & Schlant,
1977). In these subjects the death rate in the first year is
approximately 20 to 30 percent. Since 1950, cardiovascular disease
death rates have dropped over 35% and, most dramatic of all, over two-
thirds of this decline has occured in the last ten years (Levy, 1981).
Thus, the pool of candidates available for cardiovascular rehabilitation
programs is continually growing.

The increasing number of patients who now survive a myocardial
infarction is a reflection of advancements in both the medical and
surgical treatment of cardiac patients. Advances in medical treatment
include the use of coronary intensive care units with specially trained
staff, more effective pharmacologic agents, sophisticated monitoring
devises, and new treatment modalities, e.g., the intraaortic balloon

pump.



During the past fifteen years dramatic surgical techniques have
also been developed to treat selected patients with coronary artery
disease. These techniques involve revascularization of the myocardium
by means of vein grafts which bypass obstructed portions of the coronary
arteries. They may also involve the repair of a ruptured ventricular
septum or papillary muscle or resection of a ventricular aneurysm, which
compromise the heart's ability to function as an effective pump. Thus,
patients with coronary heart disease now are more likely to survive an
acute event.

. With the advances in the medical and surgical treatment of coronary
heart disease, there has been an increasing awareness and commitment on
the part of health professionals to the concept of cardiac rehabilita-
tion. Formal cardiac rehabilitation programs are proliferating in
hospitals and community centers, but such programs are expensive in
terms of financial cost, time, personnel, and facilities. It is
critical, therefore, that the factors in these programs which relate to
increasing the patient and family's psychosocial adaptation to the
disease, the patient's adherence to an appropriate medical regime, and
the patient's ability and motivation to return to a maximum level of

activity be identified and evaluated.

Significance of the Study

Significance to Nursing:

The California Nursing Practice Act defines the practice of nursing
as ". . . those functions helping people cope with difficulties in daily

living which are associated with their actual or potential health or



illness problems or the treatment thereof which require a substantial
amount of scientific knowledge or technical skill . . . (1980, p. 9).
Assisting patients and their families to cope with the difficulties
(both physical and psychosocial) associated with coronary artery disease
is clearly within the scope of nursing practice. Other health
professions have recognized nursing's expertise in the area of cardiac
rehabilitation by insisting that the coordinators of cardiac
rehabilitation programs, both in the community (e.g., the YMCArdiac
Therapy Programs) and in hospital settings, be a nurse. Frequently
these coordinators hold masters degrees in cardiovascular nursing.
Currently nurses in these settings are doing individual and group
counseling and health teaching (Baker & McCoy, 1979; Bean, 1974). Yet,
four of the five studies reported in the literature that have evaluated
the effectiveness of therapeutic groups for cardiac patients used
psychiatrists, cardiologists, psychologists, or social workers as group
leaders (Adsett & Bruhn, 1968; Ibrahim, Feldman, Sultz, Stairman, Young,
& Dean, 1974; Mone, 1970; Rahe, Tuffli, Suchor, & Ransom, 1973; Suinn,
1974). If nursing is to expand its scientific base of practice, it must
evaluate currently practiced nursing interventions using appropriate
research methodologies. This study would provide nursing with data upon
which future interventions in cardiac rehabilitation could be based.

Significance to Other Fields:

In the past two decades a number of fields other than nursing and
medicine have become interested 1in the problems of cardiac
rehabilitation and cardiac risk factor reduction programs. This

interest was documented in 1974 when the National Heart and Lung



Institute sponsored a conference in Seattle, Washington entitled
“"Applying Behavioral Science to Cardiovascular Risk" (Enelow &
Henderson, 1975). Twenty-three speakers from the disciplines of
medicine, public health, psychology, and sociology (not nursing)
addressed a variety of topics relating to risk factor reduction. In one
of the papers presented at this conference, Stokols states, ". . . the
establishment of (cardiac) patient reference groups may enhance
adaptation to frustrating and stressful events by providing dissatisfied
individuals with more realistic standards of social comparison" (1975,
p. 142).

As yet, this intervention is untested in a cardiac rehabilitation
setting. Since rehabilitation is a multi-disciplinary effort, the
results of this dissertation study is of interest to all those in
disciplines other than nursing who work with a population of cardiac
patients and their families.

Significance in Terms of Population:

The psychological and social dysfunction which occurs in
individuals as a result of coronary artery disease is well documented.
Anxiety and depression have been reported by the majority of patients
during the early stages of rehabilitation (Bruhn, 1969; Hackett &
Cassem, 1978; Wishnie et al., 1971; Wynn, 1967). Moreover, these same
affective states have been correlated with poor vocational adjustment
(Nagle, Gangola, & Picton-Robinson, 1971: Wishnie, Hackett, & Cassem,
1971; Wynn, 1967) and increased morbidity and mortality (Bruhn, 1969;
Garrity & Klein, 1975).

Besides its effect on the patient, an acute coronary event presents



a massive disruption in the psychodynamic balance of the family
(Davidson, 1979). Marital conflict over the implications of coronary
disease has been noted up to one year post-myocardial infarction (Mayou,
Foster, & Williamson, 1978). Anxiety, depression, sleep and appetite
disturbances, and psychosomatic symptoms have been documented in spouses
of coronary patients (Croog & Fitzgerald, 1978; Dracup & Breu, 1978;
Mayou et al., 1978; Skelton & Dominian, 1973; Wishnie et al., 1971).
Interventions that will reduce the psychosocial dysfunction
experienced by cardiac patients and their spouses become especially
significant. The increasing survival of coronary patients makes it
imperative that such interventions undergo careful evaluation in

controlled outcome studies.

The Proposed Study

Given the premise that the psychodynamic balance of the family is
frequently disrupted by the diagnosis of coronary disease in one of its
members, we can also assume that this disruption may have negative
consequences in the areas of patient recovery. The question then arises
as whether or not the involvement of the spouse of the coronary patient
in the rehabilitation process may facilitate the psychosocial adaptation
of both patient and spouse to the problems created by coronary disease
and increase the compliance of the patient to the medical regimen.

This research effort evaluated the effects of a ten week series of
guided group sessions for coronary patients and their spouses offered
within a formal outpatient cardiac rehabilitation program. Three

cardiac treatment centers in the Los Angeles area participated. The



evaluation was carried out By means of a three group time series -design
which varied the inclusion of spouses. Three major categories of
outcome variables were studied: (1) the psychosocial adaptation of
patients and spouses, (2) the adherence of patients to their prescribed
medical regimen, and (3) the changes in the course of the disease, i.e.,
in the morbidity/mortality of patients. The content and process of the
group sessions were based on interactionist role theory, with the goal
being an increase in the communication and problem-solving skills of
coronary patients and their spouses during a period of role
transition. A number of questions were posed for study that related to

the theoretical framework of interactionist role theory.

Organization of the Dissertation

The presentation of the research is organized in the following
manner. Chapter Two contains a review of the pertinent literature
relating to coronary heart disease and its psychosocial sequallae.
Intervention studies directed toward reducing such sequallae are
critically reviewed. The gaps in our scientific knowledge are then
identified as they relate to the clinical problem addressed in this
dissertation.

In Chapter Three, the theoretical framework which guided the study
is presented. The major concepts and propositions of interactionist
role theory are reviewed, as well as the findings of previous
researchers.

The purpose of the dissertation study and its related research

questions are posed in Chapter Four. The variables are defined



conceptually and operationally and hypotheses and subhypotheses are
formulated.

In Chapter Five, the methods and rationale used to collect and
analyze the data are described. Chapter Six contains the presentation
of the results by: 1) sample characteristics, 2) study attrition, 3)
participant evaluation of the experimental program, and 4) data
pertaining to the individual subhypotheses. The significance and
meaning of these findings are discussed in Chapter Seven, particularly
as they relate to the conceptual framework and the research findings of
other investigators. The limitations of the study are also reviewed.

Chapter Eight contains a summary of the present study and major
conclusions drawn. Finally, implications for future reseach are

discussed.



CHAPTER TWO
REVIEW OF THE LITERATURE

This chapter describes the pathophysiology and treatment of
coronary heart disease and presents the scientific evidence accumulated
to date about the psychosocial adjustment of cardiac patients and their

spouses.

Coronary Heart Disease

Coronary atherosclerotic heart disease (CAHD) is a component of a
systemic disease affecting the smooth lining (intima) of the arterial
walls., It is a pathologic condition characterized by abnormal lipid and
fibrous accumulation in the arterial vessel wall of the coronary
arteries, with resulting disruption of vessel architecture and blood
flow to the myocardium. The process is a combination of progressive
changes in the arterial wall over time:

1. Superficial yellowish streaks of fat form along the intima of the
arterial wall,

2. Fibrous plaques develop, involving a circumscribed, elevated
thickening of the intima. They are firm and gray or pearly white.

3. Atherosclerotic plaques form ("atheromata") in which fatty softening
is predominant.

4. Finally, complicated lesions develop in which additional changes
such as thrombosis, hemorrhage, ulceration and calified deposits are
present (VandenBelt, Ronan, & Bedynek, 1979).

As the atherosclerotic process progresses there is further narrowing of



the arterial lumen, with a reduction in flow or loss of the ability to
increase flow to the myocardium when its oxygen demands increase, (e.g.,
during exercise).

The major manifestations of CAHD include angina pectoris, acute
myocardial infarction and its sequelae, and sudden death.

Angina Pectoris. Angina is the symptom of chest pain or exertion

~ perceived by the patient during transient myocardial ischemia. As the
arterial lumen narrows, the capacity to increase coronary flow during
periods of high oxygen demand is compromised. The resulting oxygen
supply-demand imbalance causes myocardial ischemia. It usually occurs
during exercise or in emotionally stressful situations (Gazes, 1975;
Passamani, Frommer, & Levy, 1978).

The symptoms of angina include: chest pain which is usually
substernal, but may radiate to other parts of the body and lasts for
less than 20 minutes; exacerbation with stress or exercise; relief with
rest or with less than three nitroglycerin tablets. Medical treatment
of angina consists of drug therapy (nitrates and beta-blockers) and
modification of risk factors, such as diet control, decreased smoking,
increased exercise, etc. Coronary artery bypass grafts (CABG) are
employed in cases where aggressive medical management of angina fails.

Myocardial Infarction. Myocardial infarction (MI) is the end

result of the atherosclerotic process. Necrosis of the cardiac muscle
occurs as a result of unrelieved ischemia (oxygen deprivation) caused by
complete occlusion of a coronary artery or prolonged periods of high
myocardial oxygen consumption.

Symptoms of myocardial infarction include: chest pain described as



burning, crushing or choking, with frequent radiation to the jaw, back,
left shoulder or arm, or to the anterior chest. There is a subjective
sense of impending doom or death. Ancillary clinical symptoms often
described are: shortness of breath, nausea, vomiting, diaphoresis, and
severe anxiety. Definitive electrocardiogram changes and a rise in the
CPK-MB enzyme are diagnostic. Generally treatment takes place in a
coronary care unit and consists of rest, oxygen, pain relief with
nitrates and morphine, and observation for complications such as
arrhythmias, heart failure, valvular disturbance, and sudden death

(vandenbelt, et al., 1979).

Coronary Risk Factors

Atherosclerosis is a multifactorial disease with genetic, aging,
and sexual components. Persons with either parents or siblings in whom
CAHD has been documented before the age of 50 years show a greater
incidence than those persons with a negative family history. Caucasian
males over the age of 45 years show a strong and consistent association
of age and CAHD (Keyes, et al., 1972). Finally, caucasian males are
more at risk for CAHD in the age group of 35 to 55 years as compared to
females before menopause. After menopause the incidence in women
rapidly increases until it equals that of the male population. Proposed
reasons for the decreased incidence in premenopausal women are estrogen
protection and less stressful life style (Wolinsky, 1979).

Family history, sex, and age are risk factors that cannot be
modified.  However, numerous epidemiological studies have established

the existence of other risk factors for CAHD which are amenable to
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change (Kannel, 1974; Kannel & Gordon, 1973; Keyes, et al, 1972:
Jenkins, 1971; Rosenman, 1974; Russek, 1965). They are:
1. Hypercholesterolemia (serum cholesterol over 275 mg/100 ml)
2. Hypertension (systemic arterial pressure over 140/90 mm Hg)
3. Cigarette smoking
‘4. Obesity (over 15 to 20% of ideal body weight)
5. Physical inactivity
6. Diabetes Mellitus
7. Personality type
8. Psychosocial tensions

Data from the Framingham study (Kannel & Gordon, 1973) indicate
that individuals with a single major risk factor (hypercholesterolemia,
hypertension, or cigarette smoking) develop CAHD at 1.9 times the
expected rate over a 10 year period. With two or three risk factors,
this rate increases to 2.5 and 10.6 respectively (VanderBelt, et al.,
1979). These findings highlight the importance of coronary risk factor
reduction in the primary prevention of CHD. The role of risk factor
reduction in secondary prevention is not as yet, well established but it
is generally supported by physicians and nurses working in cardiac
rehabilitation awaiting the accumulation of definitive scientific
evidence (American Heart Association, 1980; International Society and

Federation of Cardiology, 1981).

Cardiac Rehabilitation

Within the past decade, formal cardiac rehabilitation programs have

become an important part of medical care. Although therapeutic exercise

11



serves as the focal point in cardiac rehabilitation programs, the goals

of such programs are more inclusive. They are:

1. To help the individual return to activities important to the quality
of his life prior to the onset of illness;

2. to prepare the individual and his family for healthy alternatives in
lifestyle that might reduce the risk of occurrence (primary
prevention) of coronary heart disease;

3. to prepare the individual and his family for health alternatives in
lifestyle that might reduce the risk of recurrence (secondary
prevention) of coronary heart disease;

4. to return the individual to optimal physiological function;

5. to reduce costs of health care through shortened treatment time and
prevention of disability, and;

6. to reduce occupational losses caused by cardiovascular disease.
(Erb, Fletcher, & Sheffield, 1980).

Candidates. Candidates for the cardiovascular exercise treatment

programs include those with proven heart disease and those highly

vulnerable to its development. Individuals with proven cardiovascular
disease are those with either documented myocardial infarction or stable
angina pectoris or who are post-operative cardiovascular surgical
patients. The candidates are referred to the program by their private

physician (Zohman & Tobias, 1970).

Generally, myocardial infarction patients may be admitted as early
as three weeks following a myocardial infarction, at the discretion of
the physician. Post-operative cardiovascular surgical patients are

admitted approximately four to eight weeks following surgery or at the
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discretion of the physician. Patients with stable angina pectoris may
be admitted to the program at any time.

Personnel. The program is based on a multi-disciplinary approach that
ideally involves the efforts of physicians, cardiovascular clinical
nurse specialists, physical therapists, vocational counselors,
dietitians, pharmacists, and medical social workers or psychologists. A
cardiologist or thoracic surgeon usually serves as medical director.
The program coordinator can be either a cardiovascular clinical nurse
specialist or an exercise physiologist, but it is usually the former.

Duration of the Program. The majority of hospital-based outpatient

programs provide a four to six month course of treatment based on
evidence that this amount of time is required for appropriate physical
therapeutic effects (Erb, et al., 1980). On completion of the program
patients are referred to a long term community center (e.g., YMCA) or
placed on a home maintenance program.

Components of an Outpatient Program. Following progressive low level

activity in the hospital and basic educational and psychosocial support,
patients with heart disease enter a prescribed outpatient cardiac
rehabilitation program. An initial interview and orientation to the
program is performed, usually by the cardiovascular clinical nurse
specialist who serves as a coordinator for the program. The orientatiod
and interview includes the patient's spouse whenever possible.
Diagnostic tests may be performed, along with an exercise stress test,
or these may be already done by the patient's private physician and
reported to the rehabilitation staff. An exercise prescription is then

devised from these data and the patient returns to the center three
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times per week (on non-consecutive days) for exercise sessions lasting
approximately one hour. The patient's spouse or other family members
usually do not return to most centers after the initial interview.

Cardiac rehabilitation programs attempt to provide a balance of
physical conditioning, education, vocation counseling, risk factor
modification, and psychological support. The exercise component is
based on individualized exercise prescriptions and takes place within a
format of exercise stations, some isotonic and some resistive, such as:
warm-up, treadmill walking, arm crank ergometer, barbells, walking
steps, dumbbells, rowing machine, bicycle ergometer. (Wilson, Fardy, &
Froelicher, 1981).

The basic features of the exercise maintenance program are similar
for all participants. The format incorporates a warm-up, consisting of
flexion and extension exercises for 5 to 10 minutes, followed by a
dynamic phase of approximately 15 to 30 minutes. A cool-down phase of 5
to 10 minutes is essential to prevent an unstable circulatory state
during recovery. The cool-down phase consists of walking or stretching
while the heart rate is returning toward baseline (Erb, et al., 1980;
Wenger, 1981).

During the early post-hospital treatment (usually 3 to 12 weeks)
electronic monitoring of the patients' cardiac rhythm during the
exercise session is required. In addition to its physiologic value,
monitoring 1is wused to teach the patient his personal 1limits of
performance and the prescription of physiologic work loads.

Education 1is an important component of cardiac rehabilitation

programs, but the manner in which it is provided varies from center to
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center. A combination of individual teaching sessions and risk factor
modification groups is often used, supplemented with written and
audiovidual teaching aids (Niccoli & Brammell, 1976; Wenger, 1981;
Zohman & Tobias, 1970).

Patients are taught the basic pathophysiology of cardiovascular
disease, the signs and symptoms associated with this disease process,
and in particular the signals which might indicate a changing
situation. They are also taught the reasons for the intervention
methods used in cardiac rehabilitation, including benefits of physical
activity in improving functional capacity, the importance of safe heart
rate range and limiting symptoms during physical activity, the benefits
of optimal nutrition in weight control and blood lipid control, and the
importance of identifying and modifying personal stress and tension.
The evaluation of the success of the educational process for each
patient is determined by the staff either by personal evaluation of the
patient or objective testing (Erb, et al., 1980).

Psychological support for both patients and families may be
provided in individual and/or group counseling sessions led by nurses
(Baker & McCoy, 1979), psychiatrists (Rahe et al., 1973), or
psychologists (Mone, 1970). It is interesting to note, however, that a
psychological component was omitted in the American Heart Association's

recently published Standards for Supervised Cardiovascular Exercise

Maintenance Program (Erb et al., 1980). The three components described

in this document were: medical supervision, exercise, and education.
Psychological support was not discussed and, indeed, is often excluded

as a formal component of cardiac rehabilitation programs.
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Evaluation of Cardiac Rehabilitation Programs

Investigators have shown that exercise training can be carried out
safely in selected persons with coronary artery disease and the
characteristic hemodynamic response of the trained state will be
achieved (Barnard, MacAlpin, Kattus, & Buckberg, 1977; Clausen, 1976;
Frick & Katila, 1968). The ability of these persons to tolerate
physical stress is enhanced by the reduction of the resting heart rate
and systolic blood pressure and a lesser increase in the heart rate and
systolic blood pressure for any level of submaximal work that occurs
with training. A high proportion of these patients can return to a more
active life (Haskell, 1974; Kaufman & Anslow, 1966).

The scientific basis for exercise training has yet to be documented
with respect to its effects on morbidity and mortality. Early studies
by Gottheiner (1968) and Hellerstein (1969) supported the long-term
benefit of physical training of coronary patients, but these were
plagued by methodological problems, particularly in terms of patient
selection. Although these studies reported reduced mortality (3.5% vs.
12% in a control group at 5 years in Gottheier's study of 1103 cardiac
patients and 2% vs. 5% in a control group at 7 years in Hellerstein's
study of 254 patients), there was a selection of a healthier patient
group by the exclusion of those patients who could Jot tolerate an
exercise program. Large clinical trials with randomized control groups
have yet to be done to establish the physiological benefits of exercise
training for cardiac patients on morbidity and mortality.

There are number of methodological problems inherent in performing

these controlled trials. First, effective randomization can be
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compromised by lack of adherence of participants to an exercise program
with “cross-over" to the control group. Second, the exercise effect is
difficult to evaluate when other cardiac risk factors are modified, as
they are in most cardiac rehabilitation programs. Third, the exercise
intervention needs to be consistent in terms of intensity, duration, and
frequency, but exercise levels are frequently altered by the patient's
medical status and/or motivation. Fourth, the end points of myocardial
infarction, congestive heart failure, sudden death, etc. are often
difficult to measure with any degree of reliability. The problems with
diagnosis by death certificate are particularly well known (James,
Patton, & Heslin, 1955; Moriyama, Baum, Haenszel, & Mattison, 1958).
Given the public's general acceptance of cardiac rehabilitation
programs as beneficial, which makes randomization into a non-
rehabilitation control group difficult, and the other methodological
problems described previously, it may be best 1if nursing's future
research efforts are directed toward evaluating the effects of
individual components of the rehabilitative effort. Many of these
components are under the direction of nurses. Nurses supervise early
ambulation of patients, perform patient and family teaching, lead risk
factor modification groups, and do individual and group counseling. The
majority of these nursing interventions remain untested in the setting
of cardiac rehabilitation programs. The potential effects of these
interventions can be hypothesized, however, by reviewing the work of

investigatdrs who have delineated the variables predictive of recovery.
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The Relationship between Physical Status, Psychological Status and
Recovery

Recovery from an acute coronary event can be assessed in several

ways. The most frequently studied outcome variables have been
vocational adjustment (return to work), morale of the patient (assessed
through self reports and clinical ratings), and mortality (Doehrman,
1977; Garrity, 1973b; Kallio, 1978).

Two major categories of predictor variables will be discussed:
physical status and psychosocial status. It is postulated in this
dissertation that recovery from an acute coronary event is influenced by
both, but that in many cases the psychological response of the patient
is more important than clinical severity in determining recovery, as
judged by return to normal activity.

In early studies, physical status was identified as the most
important predictor of recovery. For example, Croog, Levine, and Lurie
(1968) identified the severity of the attack and the number of previous
attacks as the major predictors of return to work. These findings were
confirmed by Acker (1968) and Nagle and colleagues (1971). Somewhat at
odds with these reports are the findings of Fisher (1970) from the
prospective Framingham study. He reported that history of congestive
heart failure, angina, and functional class according to the New York
Heart Association criteria were not predictive of post-attack vocational
activity.

Fisher's (1970) findings have been supported in both surgical and
medical cardiac populations. For example, in two descriptive studies
involving cardiac surgical patients, approximately 50% of the subjects

reported poor vocational adjustment, disturbed psychological states
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(depreséion, anxiety, somatic preoccupation, poor selfesteem), and
impaired marital relationships one year following surgery, despite
marked physical improvement (Blachley & Blachley, 1968; Heller, Frank,
Kornfeld, Malm, & Bowman, 1974). Furthermore, Kimball (1969) found in a
study of 90 cardiac surgical patients that patients classified as least
depressed and best adjusted based on an interview prior to surgery
evidenced the 1lowest morbidity and mortality. This finding was
independent of physical status.

Studies of medical patients, i.e., post MI, have determined that
vocational adjustment is primarily affected by anxiety and depression.
Cay and colleagues (1972) found that failure to return to work after an
MI was greatly influenced by the patients' own opinion of their physical
status and extent of disability. These same findings corroborated the
work of other investigators who found that in post MI patients
unemployed for more than six months, the major reason for not returning
to work was psychosocial, not medical or vocational (Wishnie, et al.,
1971; Wynn, 1967).

There is some data to suggest that depression in cardiac patients
may be correlated with increased morbidity-mortality (Bruhn, 1969; Moss,
DeCamilla, Davis, & Bayer, 1976). Moss et al. (1976) found that 16% of
post MI survivors evidencing depression had early mortality and 4% died
within four months of discharge. Obier and colleagues (1977) found
results that partially corroborated the work of Bruhn(1969) and Moss et
al. (1976). They measured depression and pessimism in the CCU and at 3,
6, and 12 months post-infarct. Results indicated higher depression and

pessimism in the 12 non-survivors (out of 57) at the follow-up periods,
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although the groups did not differ on these measures during their CCU
stay.

In a study of 62 MI patients, Garrity (1973a, 1973b) showed that
the strongest predictor of post attack health morale and vocational
adjustment at six months post-MI was not the patient's health status but
his health perception. A further study by Garrity & Klein (1975)
supported the contention that the way in which the patient views his
health is the most important predictor of return to work and general
morale. They divided patients into two large categories of "adjusted"
and "nonadjusted," based on behaviors exhibited in C.C.U., with
nonadjustment bahaviors being anxiety, depression, hostility, and
withdrawal. They found that the pattern of bahavioral adjustment was a
significant pedictor of six-month mortality, independent of clinical
severity.

The patient's perception of his health identified by Garrity
(1973a; 1973b) is viewed as an amalgamation of personal experiences,
information communicated and understood, the view others have of him,
and his emotional response to a coronary event. There may be a desire
by health professionals to ignore the patient's perception in favor of
external and concrete variables such as severity and number of MIs,
intensity of symptoms, and functional class. But, in fact, actual
health status may be improved by medical intervention while behavioral
reactions to illness and vocational adjustment may remain poor (Croog,
et al., 1968).

There are three major limitations inherent in the previously cited

research on the recovery process that were taken into consideration in
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designing this dissertation study:

1. As noted by Krantz (1980), there has been a lack of standardized
instruments for measuring the outcome variables identified as
manifestations of recovery, e.g., morale, vocational adjustment,
etc.

2. Many variables which might be expected to effect the recovery
outcome were not measured or controlled in these studies. For
example, in several of the vocational adjustment studies (Nagle
et al., 1971; Wishnie et al., 1971; Wynn, 1967) physician
advice, variations in employability due to 1local economic
conditions, or the socio-economic status of the subjects was not
considered.

3. There has been a notable lack of the prospective investigation
necessary to establish cause and effect relationships, with
descriptive and correlational studies being dominant.

Despite these limitations, it now appears that the correlation
between physical status and recovery has been overestimated. Instead,
considerable evidence has been accumulated to substantiate the important
role of psychological processes (e.g., perception of health, anxiety,
depression) on vocational adjustment and recovery after a coronary
event, Thus, if nursing interventions are to be effective in the
cardiac rehabilitation process, they need to be directed toward
identifying the psychological responses of patients and their spouses

and facilitating psychological adaptation.
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Psychological Responses of the Patient to Coronary Heart Disease

In-hospital Responses

The in-hospital course of the cardiac patient is characterized by
severe emotional distress that 1is similar in character to that
experienced by patients upon dishcarge (Klein, Dean, Wilson, &
Bogdonoff, 1965; MclLane, Krop, & Mehta, 1980). Following an acute
coronary event (i.e., myocardial infarction or coronary artery bypass
graft surgery) the patient's selfimage changes from feeling whole to
feeling damaged, from feeling competent and selfsufficient to feeling
incompetent and dependent on others. In the coronary care unit these
changes are manifested by feelings of anxiety, fear of death, and
depression in approximately 80% of the patients (Cassem & Hackett, 1971;
Granger, 1974; Hackett & Cassem, 1968; Hayward & Obier, 1971; Pranulis,
1975; Scalzi, 1973; Wishnie et al., 1971). Excessive denial, sexual
aggressive behavior, and hostile-dependent conflicts with staff have
been noted in approximately 20% of coronary care unit patients (Cassem &
Hackett, 1971; Gentry, Foster & Haney, 1972). Such behaviors can be
viewed as attempts on the part of the patient to regain control over his
environment and deal with the awesome anxiety experienced in this
unfamiliar environment (Bigos, 1981; Cook, 1979; Froese, Hackett, &
Cassem, 1974). These attempts not withstanding, the majority of
hospitalized cardiac patients experience anxiety and depression that is
characterized by a preoccupation with the limitations imposed by cardiac
illness and a fear of death, pain, dysrhythmias, and future heart
attacks.

Although such psychological dysfunction has been well documented,
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and no conflicting data has been reported, limitations of the research
in this area must be noted. Findings have been based on small sample
sizes (usually less than 30). Biases affected the selection of patients
and the conduct of interviews; e.g., patients over 60 years of age or
with subnormal psychological adjustment were excluded in one nursing
study (Graham, 1969); interviews were terminated at the first sign of
distress in another (Hackett, Cassem, & Wishnie, 1968); and most
investigators reported that physicians did not give permission to
interview patients they deemed "too anxious" (Bruhn, 1969; Stern,
Pascale, & McLoone, 1976; Wynn, 1967). These biases may have distorted
the findings in a direction that minimized the occurance of emotional
distress.

Given the physiological instability of hospitalized cardiac
patients, it is doubtful if these limitations will be addressed in
future studies. However, the consistency of the findings support the
previously described proposition that emotional distress in the form of
anxiety and depression is experienced by the majority of hospitalized

cardiac patients.

Post-Discharge Responses

A second proposition tested by previous investigators is that the
emotional distress experienced by cardiac patients continues, and in
some cases intensifies, upon discharge to home (Bigos, 1981; Froese et
al., 1974; Gentry et al., 1972; Hackett & Cassem, 1974). Although most
patients experience anxiety and depression while in the hospital, it is

now clear that many have yet to feel and comprehend the complete effects
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of this illness. These individuals are temporarily at home all day,
faced with problems of home routines, dealing with an oversolicitous,
anxious spouse, and trying to cope with the noise and conflicts of their
children. In view of these domestic problems, together with the
multitude of instructions regarding medicine, diet, and physical
activities and their attempts to adjust to the vocational, social, and
financial ramifications of the illness, it is not surprising that
emotional problems continue to be experienced.

Such emotional problems have been consistently documented up to two
years following a coronary event, with the primary affective states
again being anxiety and depression. Specifically, 88% of patients
reported anxiety and depression at three months post-discharge (Wishnie,
et al., 1971), 50% at six months (McGrath & Robinson, 1973), and 20% at
six to twelve months (Stern et al., 1976).

In the study reported by Wishnie and colleagues (1971), 18 of the
24 patients interviewed had families and all 18 reported moderate to
severe family disturbances secondary to the emotional disequilibrium
they experienced and the role changes necessitated by the disease.
Therefore, the emotional responses of family members, particularly

spouses, must also be considered.

Psychological Responses of Spouses

The diagnosis of coronary heart disease may produce long-standing
repercussions extending beyond the patients to involve the spouse and
other family members. Although this fact is frequently noted in the

cardiac rehabilitation Tliterature, there is a surprising paucity of
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scientific data regarding the response of spouses (and other family
members). Furthermore, there is no scientific basis for the frequent
admonitions to involve the patient's spouse or family members in the
rehabilitative process.

Nurse theorists are relatively unique among the health professions
in their identification of the family as the unit of study. Illness is
recognized as a family event, not a patient event (Miller & Winstead-
Fry, 1982), and it thus is essential that nursing theory be developed to
explain and predict the response of the family system to an acute
coronary event. Such theory can guide the development of appropriate
nursing interventions.

The following proposition can be formulated: the spouses of
cardiac patients experience emotional distress in the form of anxiety
and depression that is similar to that of their mates following an acute
coronary event. This relationship was described by Davidson (1979) when
he noted that ". . . an acute ischemic event presents a massive
disruption in the psychodynamic balance of the family" (p. 253). This
statement is supported by the data of Wishnie et al. (1971). In their
interviews with 18 patients and their families three to nine months
following the patient's hospitalization for myocardial infarction, all
of the families interviewed demonstrated significant anxiety about the
patient's recuperation and their role in promoting or retarding the
process. A steady, eroding conflict over the implications of the
illness was noted in all 18 families. Wives in the sample “". . .tended
to overprotect their husbands in an aggressive way. They felt guilty at

having been somehow instrumental in the genesis of the heart attack and
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were frustrated at being unable to express grievances and anger lest
such action bring on another M.I." (p. 1294). The interpersonal
conflicts between patient and family in this study occurred even when
the premorbid relationships had been stable. In marriages with long-
standing problems, the relationships deteriorated.

Since Wishnie's (1971) initial investigation, four other studies
have been reported in this area: their findings supported those of
Wishnie.  Skelton & Dominian (1973) found that 25 wives of the 65
interviewed at three months following their husbands' hospitalization
suffered from feelings of great anxiety, depression, tension, sleep
disturbance, appetite disturbance, and (in some) psychosomatic
symptoms. Of these 25 wives, 22 experienced a severe grief reaction
while their husband was in the hospital. The grief reaction was also
reported by Dracup & Breu (1978). All 26 of their sample of spouses
interviewed 72 hours following admission of their mates to C.C.U.
identified their needs to be the same as those studied by Hampe (1975)
of spouses of terminally 111 cancer patients.

In a British study (Mayou et al., 1978), 82 wives of men suffering
a first myocardial infarction reported considerable psychological
distress at one year following their husband's hospitalization.
Eighteen reported severe mental disturbance, and 19 reported moderate
mental disturbance. Twenty percent of the marriages, according to both
husband and wife, had deteriorated.

The largest and most carefully designed study was done by Croog and
Fitzgerald (1978). They attempted to identify the wife's level of

subjective stress at one year following her husband's hospitalization
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for a first myocardial infarction. In their sample of 263 wives, there
was no association between the wife's stress score and the degree of
illness and impairment of her husband, as rated by his physician. Other
variables such as socioeconomic status, employment of wife, and age did
not aid in explaining the levels of subjective stress experienced by
these subjects. Higher education seemed to correlate with lower stress
levels, although this correlation was not statistically significant.
They concluded that the subjective stress level in the wives of coronary
patients may be less associated with external circumstances than with
personality orientation and capacity for coping.

In summarizing these studies, it is apparent that the response of
the spouse of the coronary patient is a grief response characterized by
anxiety and depression. It involves complex phenomena related to styles
of coping, personality traits, available social support systems, and the
degree of premorbid marital harmony. It can be proposed that if the
rehabilitative process is to be successful, the psychological
disequilibrium experienced by spouses must also be addressed in nursing
interventions. Unfortunately, no study has yet been done to document
the effect of nursing interventions directed toward spouses of cardiac

patients.

Treatment Approaches

A variety of interventions have been employed in cardiac
rehabilitation programs to help the patient deal with the psychosocial
problems created by coronary disease. These interventions, which serve

as an adjunct to medical management, fall into three broad categories:
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educational programs, exercise training, and group psychotherapy.

Educational Programs

Several studies have suggested that patient and family education
alleviates depression and anxiety and facilitates return to work (Cay et
al., 1972; Rahe et al., 1973; Woodward & Gauthier, 1972). However,
other investigators found education insufficient in relieving emotional
problems (Stern et al., 1976; Scalzi & Burke, 1980), or paradoxically it
increased anxiety (Wallace & Wallace, 1977).

Educational programs related to risk factor modification have shown
promise in teaching coronary prone individuals, as well as. those already
diagnosed as having coronary heart disease, how to change certain
aspects of their behavior. Relaxation techniques have been effective in
decreasing blood pressure (Agras & Jacobs, 1979; Reeves & Victor, in
press). Friedman (1979) has described how individuals can alter Type A
behaviors (e.g., impatience, time urgency, competiveness) by using
avoidance and response cost techniques. Suinn (1974) described use of
relaxation training, stress management, and imaginal rehearsal in a
group of 10 cardiac patients as an adjunct to a cardiac rehabilitation
program. The subjects had a statistically significant decrease in serum
cholesterol and serum triglyceride when compared to a control group and
the treated patients all reported psychological benefits.

The major limitation of the nursing studies evaluating cardiac
educational programs has been the lack of a systematic description of
the independent variable, thus eliminating the potential for

replication. The inconsistencies of the findings may be traced to a
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difference in program content, timing, delivery, and inclusion of family
members. The studies examining specific risk factor modification
programs (e.g., Agras & Jacobs, 1979; Suinn, 1974) did employ a
systematic treatment, but they did not identify the effect of the
program on the psychological state of the patient or spouse. Therefore,
it is still not clear what effect education has on the psychological

status of cardiac patients and their spouses.

Physical Exercise

Since all patients in a cardiac rehabilitation program undergo a
graduated exercise program, it is important to identify the
psychological benefit that might be derived from exercise alone. The
following proposition can be made based on available research results:
regular exercise alone decreases the psychological dysfunction noted in
patients following an acute coronary event. Data supporting this
relationship has been obtained from both healthy and cardiac
populations.

In several controlled trials involving subjects without documented
coronary disease, the positive psychological effects of regular exercise
have been well supported, with exercising subjects reporting significant
decreases in anxiety, depression, and sleep disturbances and increased
self esteem (Folkins, 1976; Folkins, Lynch, & Gardner, 1972; Ismail &
Young, 1973; Pyorala et al., 1971). In discussing these findings,
Folkins and Amsterdam (1977) noted that the greatest psychological
benefit seemed to accrue to those individuals who initially were least

fit, physically or psychologically. Therefore, it can be postulated
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that coronary patients might benefit psychologically even more than
normal subjects. |

Despite the growing body of data documenting the physiological
effects of exercise programs for cardiac patients, relatively Tlittle
experimental attention has been paid to its psychological effects. Only
three studies have been completed to date, but the findings were similar
in all three. Subjects reported that participation in physical activity
programs led to an increased sense of wellbeing and a decrease in
anxiety, depression, and sleep disturbances (McPherson, Paivio, Yuhasz,
 Rechnitzer, Pickard, & Lefcoe, 1967; Naughton, Bruhn & Lategola, 1968;
Prosser, Carson, Gelson, Neopsytou, Phillips, & Simpson, 1978).

A partial explanation for these positive findings is provided by
the work of Banister and colleagues (1973). They measured plasma
catecholamine levels in a sample of post-infarction, male patients
before and following a graduated exercise program. Catecholamine levels
were significantly decreased both at rest and during exercise following
the program, and this physical change may account for the decreased
anxiety seen in the earlier studies.

From a psychological framework, Hackett and Cassem (1978) have
postulated that physical conditioning counters the anxiety and
depression that normally follows an acute coronary event by restoring
self esteem and increasing feelings of independence, self sufficiency,
and accomplishment. Thus, the positive effects of exercise can be seen
as a somatopsychic phenomena, with physiological and psychological

effects being interrelated (Folkins & Amsterdam, 1977).
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Group Therapy

The psychological benefits of exercise may be augmented by the use
of group therapy as part of a total rehabilitation program. Although
this assumption 1is frequently found in the cardiac rehabilitation
literature (Baker & McCoy, 1979; Myrtek, 1980; Wenger, 1981), no
systematic study of the effects of group therapy administered within a
formal cardiac rehabilitation program has been performed to date.

There have been, however, four studies done which evaluated the
effects of group -therapy on the psychosocial adjustment of post
myocardial infarction patients. The participants in all four studies
were not involved in any type of exercise program, but were similar to
patients enrolled in such a program in that they had recently (within
the last six months) suffered a cardiac event. The results of these
four studies will be decribed here.

In the earliest study (Adsett & Bruhn, 1968), six male myocardial
infarction patients met for ten biweekly 75 minute group therapy
sessions. Their wives met in a separate group on alternate weeks, and
jointly with the patients in a final session. Although the complete
M.M.P.I. was administered to both the subjects and matched controls, no
comparative data were reported. The authors did state that “. . .
patients and their wives appeared to achieve an improved psychosocial
adaptation" (p. 583). An interesting note was the authors'
recommendation that patients and spouses should meet in separate groups
in the future because patients would feel constrained with spouses
present. The authors were not specific about what the consequences of

such constraints might be, since the patients and spouses met separately
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in this investigation. However, the authors expressed concern that
patients and spouses would not feel free to express their feelings and
concerns in the presence of their mates.

In a second uncontrolled trial (Mone, 1970), 14 male and female
post-myocardial infarction patients met weekly for ten consecutive 90
minute sessions. The sessions were unstructured and open-ended, and
they were led by't‘h-e investigator, a psychologist. Measurements of
hypocondriasis and depression before the start of the ten sessions and
again after completion noted a decrease in both.

The utility of group therapy was tested in the first randomized
controlled trial by Rahe and associates (1973). Thirtysix post-
myocardial infarction patients attended six biweekly 90 minute group
sessions during the first few months following hospital discharge.
Twentyone patients comprised the control group. Short-term benefits for
the experimental group included adherence to a home exercise program,
cessation of smoking, and patients' feelings about having their concerns
attended. Follow-up observations revealed a decreased prevalence of
angina reports, usage of nitroglycerine, and rehospitalization for
coronary disease.

0f the studies done, the most carefully designed was that by
Ibrahim and colleagues (1974). Their design provided a large scale
controlled group outcome study in which 58 post-myocardial infarction
patients were placed in five therapy groups of 11 to 12 patients each.
These patients, led by clinical psychologists, met in weekly sessions
for one year, while 60 matched controls were periodically assessed.

Patients were matched for severity of illness as well as for various

32



socio-economic factors (i.e., age, sex, education, occupation, and
income). The group format was based on an unstructured psycho-
therapeutic format, without any stated theoretical framework.

Although the results did not reach a standard level of significance
at the end of one year of treatment, there were more deaths at the end
of the treatment period in the control group than among the treated
group. Moreover, at the end of a six month follow-up (18 months from
the beginning of the study), there had been twice as many deaths among
the control subjects as among the treated subjects. Additionally, there
was a statistically significant effect among the more seriously ill
patients. The patients taking part in treatment who had high Peel
indices (a measure of cardiovascular dysfunction) showed a higher
survival rate than the comparably i1l controls, 93% compared to 74%
respectively.

Ibrahim et al. (1974) used a social functioning questionnaire to
measure areas of social behavior such as competition, social alienation
and cynicism, job involvement, family and recreational activities, and
marital harmony. Results of a comparison between treatment patients and
their spouses as opposed to control patients and their spouses suggested
that group therapy lessens social alienation and cynicism. Spouses of
the treatment patients were significantly more alienated than their
mates (p < .05). Between the control patients and their spouses,
however, there were no differences in these parameters. Of the other
social behaviors measured there was no statistical difference between
the treatment and control groups. In his conclusion, Ibrahim states, "“.

« o the lack of improvement in marital harmony suggests that the spouses
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should probably have been included in the group process -- another

strategy yet to be tested" (1974, p. 268).

A review of these four studies reveals a number of problems:

1. The philosophy and theoretical framework has differed in each study
and/or was poorly defined by the investigator. All four studies
used a psychotherapeutic, open-ended format that precludes any
possibility of replication.

2. The leadership of the groups was extremely diverse, including
cardiologists, psychiatrists, clinical psychologists, and nurses.

3. In three of the four studies (Adsett & Bruhn, 1968; Mone, 1970; Rahe
et al., 1973), the individuals who led the groups also performed the
data collection, thereby introducing a possible bias in the results.

4. The sample size, with the exception of the study of Ibrahim et al.
(1974), precludes generalizing the results to the larger population.

5. The criterion variables described by each investigator varied from
study to study. Moreover, the rationale for the outcome variables
chosen by each investigator was not described in any of the studies,
and many tools were used but their results not reported, e.g., the
M.M.P.I. by Adsett & Bruhn (1968) and the Jackson Personality
Inventory by Ibrahim et al. (1974).

Thus, although the benefits of a group approach have been
described, these benefits cannot be seen as conclusively supporting the
benefits of a group psychotherapy approach. A number of critical
questions remained to be answered: What is the effect of an exercise
program alone (i.e., without a counseling component) on the

psychological status of coronary patients? Do such programs provide a
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support group or reference group that is sufficient to méet the majority
of patients' emotional needs? Does such an exercise program have a
“ripple effect" on the spouses of patients or do they need to be
included in certain aspects of the rehabilitation program? What effect,
if any, would the inclusion of spouses in guided group sessions have on
both patients and spouses? What should be included in the group
sessions? What criterion variables are affected by such groups? The
answers to these questions have not been established by previous
research efforts and they formed the basis for this dissertation
study. Moreover, each of the five limitations discussed above were

addressed in this study's design and analysis of data.

Summary

The review of the literature identified general agreement among
investigators regarding the responses of patients and spouses to a
cardiac event. Anxiety, depression, low self esteem, marital and sexual
dysfunction, and psychosomatic symptoms have been consistently
documented in this population up to one year following a myocardial
infarction or cardiac surgery. Although the patient's physiological
status sets limits on the potential level of recovery, psychosocial
variables are now recognized as playing a critical role in the
rehabilitation process for both patients and their families.

Treatment strategies directed toward facilitating psychological and
social adaptation of cardiac patients and their spouses have been
reported. Unfortunate]y these studies are difficult to interpret

because of the major methodological problems described in the preceding
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section. To date, no treatment strategy has been tested which involves
the spouse or family members of cardiac patients in an integral manner.

It can be hypothesized that a treatment strategy involving the
cardiac patient's spouse might facilitate the psychosocial adaptation of
both patient and spouse more than when patients meet alone. Although
Adsett & Bruhn (1968) counseled against including spouses, this
admonition was not based on their experience, but derived from their
belief that patients and spouses were afraid to share their fears with
each other. In the <clinical experience of this author, the
identification and sharing of fears between couples after a coronary
event decreases, not increases, the normal anxiety and anger they
feel., It is also this author's experience that most cardiac patients
and their spouses are reluctant to see a psychotherapist to achieve
increased communication. This fact is validated in the research of
Ibrahim (1976) and Rahe et al. (1973). Both sets of investigators
reported that, the subjects in their studies were reluctant to engage in
candid self-exploration during group sessions, but instead provided each
other 1information, support, and reinforcement. The emphasis on
psychodynamics provided by a psychotherapy model may prove threatening
for cardiac patients while a strategy that is directed toward increasing
communication between couples and clarifying the various role changes
each experience after a coronary event may prove an effective
intervention.

The 1literature suggests that a major source of the psychosocial
discomfort experienced by both patients and spouses is a result of role

changes and alterations in self concept, changes that necessarily follow
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a cardiac event. This proposition is supported by a recent two year

follow-up study of 210 patients who participated in a cardiac

rehabilitation clinic. The investigator concluded that
There were no substantial correlations between physiological and
psychological variables. These findings support the important role
of intervening cognitive variables such as "“self concept" or
“illness behavior." Therefore a strictly somatically oriented
the;apy will not guarantee the desired outcome (Myrtek, 1980, p.
538).

The cognitive variables identified by Myrtek (1980) are well
explicated in role theory; thus, a critical review of this theory may
provide the basis for nursing interventions aimed toward decreasing the
psychosocial dysfunction experienced by cardiac patients and their
spouses during the period of cardiac rehabilitation. Such interventions

would serve as an important adjunct to the physical conditioning program

inherent in all cardiac rehabilitation programs.
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CHAPTER THREE
THEORETICAL FRAMEWORK

Interactionist role theory, which served as the theoretical basis
for the research study described here, is reviewed in this chapter.

A number of paradigms other than role theory have been used to
describe, explain, and predict the psychosocial responses of cardiac
patients during the rehabilitation process; e.g., psychoanalytic,
developmental, systems, and adaptation theories. The rationale for
choosing interactionist role theory lies in an analysis of the cardiac
rehabilitation setting.

When the coronary patient enters a cardiac rehabilitation program,
many of the roles related to an illness position must be altered or
abandoned and new roles must be assumed. Some of the new roles may be
those previously played by the patient prior to his hospitalization,
while others are related to his position as a patient in a cardiac
rehabilitation program. These changes in roles demand reciprocal
changes on the part of the spouse. Thus, a patient's entry into a
cardiac rehabilitation program 1involves a period of severe role
transition for both the patient and his or her spouse.

Behavioral manifestations of the disruption and conflict which
attends the role transition period following discharge from the hospital
and entry into a cardiac rehabilitation program are well documented in
the 1literature. They are anxiety, depression, hostility, low self
esteem, passive dependency, and impaired marital and social functioning

(Cassem & Hacket, 1973,; Granger, 1974; Krantz, 1980; Lloyd & Cawley,
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1982; Mayou, 1978; Stern, Pascale, & Ackerman, 1977). Similar behaviors
and feelings have been documented in the spouses of post-myocardial
infarction patients (Croog & Fitzgerald, 1978; Mayou et al., 1978).

The concepts of role and role transition are therefore critical in
any exploration of the dynamics of cardiac rehabilitation.
Interactionist role theory, as conceptualized by Mead (1934), Blumer
(1969), Stryker (1964), and Turner (1956), was utilized in this
dissertation to: 1) describe the problems and the phenomena associated
with the role transition period which occurs during cardiac
rehabilitation, 2) determine the research protocol and the nature of the
experimental variables used in this research effort, and 3) aid in the
interpretation of the research findings.

The following section is divided into: 1) an overview of role
theory and, 2) a discussion of its major concepts. An overview of the
theory is essential for understanding the diverse meanings found for
similar concepts in role theory literature. Unlike other theories used
in nursing research (e.g., systems theory, psychoanalytic theory, or
field theory), role theory has developed as the result of the work of
independent investigators who "discovered" the need for such synoptic
concepts as self, role, and interaction (Sarbin, 1954), Therefore, its

history is not directly traceable to a single theorist.

Role Theory: An Overview

In a review of more than 80 sources in which the concept of "role"
was used, Neiman and Hughes concluded that the concept was ". . . at

present still rather vague, nebulous, and nondefinitive" (1951, bp.
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149).  Although this criticism was written 30 years ago, a current
review of the Titerature still reveals many ambiguities surrounding the
concept of role. Some of the conceptual confusion can be traced to the
development of role theory by two different schools of thought: the
structuralist school of cultural determinism, espoused by Dahrendorf
(1960), Linton (1936), and Merton (1957), and the interactionist school
developed in the writings of Mead (1934), Blumer (1969), Turner (1956,
1962, 1968, 1978), and Lindesmith, Strauss, and Denzin (1975).

In the structuralist view, role has been used to indicate the
relationship of individual activities to the larger organization of
society. It has been developed primarily by anthropologists and those
sociologists who are interested in the cultural determinants of behavior
and the interrelationships of institutions. Role in this view is
directly linked with status and position, i.e., for every position in
society there is a corresponding role. A position (and in this view,
position and status are usually interchangeable) is a collection of
rights and duties designated by a single term, e.g., father, nurse,
patient, wife. Each position, then, is conjoined with a role. A role,
in turn, is defined in terms of the actions performed by the person to
validate his occupancy of the position. If the individual occupying the
position does not enact the expected behaviors of the role, then society
will formally or informally deliver sanctions (Dahrendorf, 1960). For
example, the father who does not provide for his children can be charged
in court with non-support, and the patient who does not comply with his
medical regime can be discharged from the care of his physician.

Sanctions are an integral part of the structuralist view of role.
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The interactionist view of role was initially conceptualized by
Mead (1934). Followers of this school have criticized the structuralist
view of role as being too static and as negating the importance of
interaction in the acquisition and enactment of roles. According to
Thornton and Nardi (1975), the structuralist view does not take into
account the fact that people do not always conform to roles, but in fact
modify them. It also does not explain the great variations seen
empirically in the acquisition and performance of the same type of role
by different individuals.

Turner (1962) levels a similar criticism at the structuralist view
of role, which has individuals playing roles in conformity with guiding
rules or norms. He stresses the fluid character of interaction:

The idea of role-taking shifts emphasis away from the simple process
of enacting a prescribed role to devising a performance on the basis
of an imputed other-role. The actor is not the occupant of a
position for which there is a neat set of rules--a culture or set of
norms--but a person who must act in the perspective supplied in part
by his relationship to others whose actions reflect roles that he
must identify. Since the role of alter can only be inferred rather
than directly known by ego, testing inferences about the role of
alter is a continuing element in interaction. Hence the tentative
character of the individual's own role definition and performance is
never totally suspended (1962, p. 23).

Thus, the interactionist position stresses the reciprocal
interrelationships between roles, as each actor adjusts his behavior and
reactions to what he thinks the other 1is going to do. Symbolic
interactionism does not discard the belief that structure influences the
behavior of individuals within a social system. Rather, it holds that

structure alone cannot explain or predict how persons will act in a set

of specified circumstances.
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In her differentiation of these two approaches to role théory,
Conway (1978) notes that the interactionist approach has clearly taken
precedence over the structuralist view because of the contributions of
psychology. Through the work of Sullivan (1953), Piaget (1968), and
others, we have become increasingly aware of the influence of 1ndividua1
personality and early socialization experiences on the subsequent
adaptive and nonadaptive behavior of individuals. Thﬁs, social
structure and norms are no longer seen as the sole determinants of
behavior.

The broad conceptual units of interactionist role theory have been
identified by Sarbin (1954) as: role, the unit of culture; position,
the unit of society; and self, the unit of personality. Two other
concepts integral to this research, namely, role transition and role
insufficiency, will be briefly discussed along with the above three
concepts. Also, the nursing intervention of role supplementation will

be described.

Definition of Role

In the interactionist view, role is defined as a patterned sequence
of learned actions or deeds performed by a person in an interaction
setting (Turner, 1956). A role is a constellation of behaviors, and is
defined in terms of the goals, values, and/or sentiments governing the
interaction at a given point in time (Hadley, 1967).

This definition of role is further elaborated by Lindesmith and
Strauss (1968), who state that the enactment of a role involves four

essential components:
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1. identification of self,

2. behaviors in given situations which are appropriate to this
identification,

3. a background of related acts by others (counter-roles) which
serve as cues to guide specific performance, and

4. an evaluation by the individual, and by others, of the role
enactment.

The behaviors of cardiovascular patients and their spouses can be
viewed as reflecting the goals, values, and/or sentiments of the roles
which they play and the positions which they occupy. Cottrell (1942)
has cautioned that viewing human behavior in terms of roles requires
that any item of behavior must always be placed in some specified self-
other context. This statement again emphasizes the idea of the
reciprocity of roles, which is an essential component of the symbolic
interactionists's view of role.

The process of role adjustment via interaction with others is
called role-taking by Turner (1956). In role-taking, the ego (actor)
imaginatively assumes the point of view of another person (the alter),
and thereby makes predictions about the other's behavior. An individual
then alters his performance in a given role by this prediction, i.e., by
the roles he imputes to others. He also alters his role performance by
his own past performance in other roles. Thus, the idea of role-taking
shifts the emphasis away from simply enacting prescribed roles to
devising a role performance on the basis of an imputed other-role. Role
definitions, such as that of patient, lover, protector, are always
tenative and role definitions are continually reaffirmed and redefined

through interaction with others in reciprocal roles.
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Although the role-taking process is basic to the interactionist
view of role, little is known, as yet, about these role-taking processes
and their complex interrelationships. The way in which a person
calculates or senses different signs of intent, self-feeling, or
feelings towards others during the course of an evolving interaction is

not clearly understood (Strauss, 1977).

Position

Position refers to a person's location in a system of interaction
(Hadley, 1967). Unlike the structuralists, the interactionist views
every position as having a multitude of roles. For example, the
position of husband may include the roles of protector, friend, lover,
etc., but these roles only exist in relation to complementary roles in
the spouse. If the spouse does not affirm the roles of "protector" or
"lTover" then these roles are altered or abandoned via the role-taking
process previously described.

Sarbin, an interactionist, has defined position as "“. . . a system
of role expectations" (1954 p. 223). The interactionist view
acknowledges the existence of role expectations, but emphasizes that
these expectations are constantly altered and redefined through
interactions with significant others. They do not rely for their

existence on societal norms.

Self

A central concept of social interactionism is self. Mead theorized

that there are two aspects of the sélf: an "I" and a "me." The "I"
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represents the impulsive side of behavior. Frequently the individual is
as surprised as everyone else with the behavior generated by this aspect
of self. The “me" represents the internalized values and expectations
of the community. It represents the more rational, controlled aspect of
the individual.

The “I" and the "me" are in a continuous dialectic and merge in a
—berson‘s self conception. This self conception is a reflection of the
total repertoire of roles which he or she plays. It is more enduring
than the self image, which may change from moment to moment and which is
an expression of the role(s) played at a given moment in time. The self
conception, according to Turner (1968), is the sense of "the real me"--
"I, myself as I really am." It consists of “. . . a selective
organization of values and standards, edited to form a workable
anchorage for social interaction" (Turner, 1968, p. 105). The self
conception results from the way in which an individual perceives the
responses of others toward him (Epstein, 1973). It reflects an
individual's 1ife priorities, his family and social roles, and his
sociocultural response to wellness/illness. As such, it is an extremely
important variable in the response of both patients and spouses to
cardiac rehabilitation.

How does self conception influence the patient's decision to comply
with a prescribed regimen? The patient may reject the attributes and
responsibilities of the sick role or the "at risk" role because they are
at variance with his self conception, i.e., with the repertoire of other
roles which he feels accurately reflect "the real me." For example, the

coronary-prone individual may reject the sick role and continue smoking
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and leading a sedentary life because he cannot comfortably acknowledge
that he has a chronic, life-threatening disease and incorporate this
sick role with his other roles of decision-maker, breadwinner,
businessman, etc. Comnpliance to a new medical regimen requires that a

person's self-conception be altered to incorporate the at risk role.

Role Transition

The term “role transition" was initially coined by Cottrell
(1942). It refers to the process of moving in and out of roles in a
social system. According to Burr (1972), role transition may involve
the addition (role acquisition) or termination (role loss) of a role
without any change in other roles; or it may demand the termination of
one or more roles and the concommitant beginning of another. Burr
(1972) further elaborates that although the concept is not included in
Biddle and Thomas' (1966) well-known inventory of concepts used in role
theory, it has been widely use in the literature.

Meleis (1975) suggests three categories of role transitions:

1. developmental transitions, which occur in the normal course of

growth and development;

2. situational transitions, which involve the addition or
substraction of persons in a preexisting constellation of roles
and complements;

3. health-illness transitions, which occur when an individual
moves from a well state to an acute or chronic illness state,
or from an illness state to a well state.

In this dissertation, patients were assumed to be undergoing health-

illness transitions related to their discharge from an acute care

setting to a cardiac rehabilitation program with its emphasis on
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wellness.

In the acute care setting, the patient who has suffered a
myocardial infarction or undergone myocardial revascularization surgery
occupies an illness position. Both his physiological state and the cues
he receives via the role taking process support his enactment of a sick
role. The behaviors of this role were described by Parsons (1951) in
his classic description of the sick role. Although his view of role is
based on the structuralist position, his conception of sick role
behavior illuminates the experience of the hospitalized cardiac patient.

Parsons (1951) views 1illness as a socially accepted form of
deviance which society will tolerate as long as the individual accepts
certain conditions of the sick role. His four components of the sick

role are:

1. The sick person is exempted from certain of the normal social
obligations.

2. The sick person is unable to recover by an act of conscious
will,

3. The sick person is obligated to want to get well, to cooperate
with the physician 1in achieving recovery, and to accept
protection of the sick role only so long as it is
therapeutically necessary.

4, The sick person is regarded as in need of technically competent
help.

Thus a cardiac event means that the patient must assume new roles,
e.g. the sick role, and alter or abandon former roles, e.g., role of
provider, sexual partner, nurturer. These role changes on the part of

the patient demand complementary role changes on the part of the

spouse. For example, if the patient is traditionally the decision-maker

47



for the family unit, the spouse has to assume this role temporarily
while the patient plays the sick role. Thus, for both patient and
spouse, hospitalization requires a period of role transition.

Once the patient 1leaves the acute care setting and enters a
cardiovascular rehabilitation program the goals of cardiac
rehabilitation again force a period of role transition. More
specifically, the patient must relinquish the sick role and resume many
of his previous roles, roles which demand a high degree of independence
and autonomy.

A rehabilitation program also requires the acquisition of a new
role for the patient. It is not a “"sick role," and yet it is not really
a "well role" since coronary artery disease is a chronic condition.
Baric (1969) has called this role the at risk role. The patient is
identified as being at high risk for having a myocardial infarction and,
as such, he or she is exhorted to modify all coronary risk factors.
Such a modification presents a number of life style changes for the
patient and his/her spouse. The patient has to modify what he eats, how
much he exercises, what medication he does or does not take, and what
stressors he allows in his life and his manner of dealing with them.
The spouse, in turn, is asked to support his or her mate in these life
style changes and is encouraged to make similar changes in his or her
own risk factors.

Baric (1969) eloquently describes the problems involved in
acquiring and enacting the at risk role. Unlike the sick role, the at
risk role:

1. is not institutionalized;
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2. has only duties attached to it, but no privileges such as
reduced social obligation;

3. has an indefinite time span;

4, lacks continuous reinforcement from health professionals and
the social environment;

5. lacks the feedback provided by changes in symptomatology and in
treatment procedure.

In the cardiac rehabilitation setting, the first three components
of the at risk role always apply. However, the patient may or may not
receive continuous reinforcement from health professionals and the
environment depending on a number of other variables: the philosophy
and availability of the members of the rehabilitation team, the
structure of the program and the types of interventions used, and the
degree of support provided by the patient's spouse, other family
members, employer, friends, etc. The feedback provided by changes in
~ symptomatology and in the treatment procedure depends on the
physiological status of the patient and on his response to the exercise
prescription.

The at risk role is an extremely difficult one for cardiac patients
to acquire and for spouses to support appropriately by complementary
roles because the role demands changes in almost every aspect of one's
life. Moreover, the patient and spouse know that these changes must be
permanent.

Our understanding of the at risk role is enhanced by differenti-
ating the concept of identity from that of role performance. Blasi
(1971, 1972) states that when the self interacts with circumstances it

takes on the nuance of role performance. Role performance can be
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active, i.e., situating oneself in an environment and playing the called
for role, or it can be passive, i.e., adjusting to the demands of a
situation by conforming to the expected role(s). Both of these types of
role performance are temporary and do not disrupt the self. However,
when the self interacts with specific expectations found in the
environment, it takes on the nuance of identity according to Blasi
(1971, 1972). "An identity is more permanent than mere role-
performance; it carries over behaviorally from one circumstantial set to
another" (p. 456). Moreover, such a change in identity involves the
disruption of the personal system. This concept of identity described
by Blasi is called "role merger" by Turner (1978). Blasi's comparison
of role performance and identity can be used both to explain the
behavioral manifestations of patients prior to entering a cardiac
rehabilitation program, and the problems encountered by patients when
confronted with others' expectations of the at risk role.

The diagnosis of coronary atherosclerosis, particularly if it is
accompanied by a catostrophic event (e.g., myocardial infarction or
coronary revascularization), demands a permanent change in the
individual's sense of identity. Life feels more tenuous; there is a
sense of diminished control over events and circumstances and an
increased feeling of vulnerability.

In summary, the cardiac patient and his/her spouse experience two

periods of role transitions, as described in Figure 3-1.
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Activel Transition ([Cardiac Event: Transition {Rehabilitation:
Roles | —————p» |Loss of Active Roles:| —————p|Active Roles
Gain of Sick Role and At Risk Role

Figure 3-1: Health-illness Transitions following a Cardiac Event

This figure implies two assumptions:

1. It is assumed that prior to hospitalization for a cardiac event,
patients enact a constellation of roles related to a well state,
e.g., worker, husband or wife, sexual partner, etc. No study has
been performed to date detailing the role behavior of cardiac
patients either prior to or following a cardiac event; therefore,
there is no data to substantiate this assumption. One recent study
(LToyd & Cawley, 1982) indirectly sheds 1light on the issue,
however. Of 100 post-myocardial infarction patients interviewed
during hospitalization, 84 were judged to have a good adjustment at
work and in social activities prior to their cardiac event. Thus,
84% could be assumed to be enacting a variety of active roles.
Significant problems in work, social life and marital relationships
were documented in the remaining 16% prior to hospitalization.

2., It is assumed that upon entry into a cardiac rehabilitation
program, the patient and spouse exerience some degree of role
insufficiency. The patient gradually assumes active roles once
again, including the new at risk role. Complementary role changes
are demanded of the spouse. Symptoms of role insufficiency
(discussed in the following section) have been documented during

this six month period, which extends from hospital discharge to
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completion of a rehabilitation program, in both patients (Cay et
al., 1972; Garrity & Klein, 1975; Hackett & Cassem, 1978; Mayou,
1978) and spouses (Croog & Fitzgerald, 1978; Mayou et al., 1978).

The focus of this dissertation was on the second period of role
transition, which is experienced on entry into a cardiac rehabilitation

program.

Role Insufficiency

Due to role transition, patients enter a formal cardiac rehabilita-
tion program with marked changes in their role repertoires, secondary to
the diagnosis of coronary artery disease. This diagnosis, combined with
the catastrophic event of myocardial infarction or surgery, can cause
problems in role enactment for both patient and spouse, and ultimately
the disruption of the personal system.

Problems in role enactment have been described as role conflict or
role incompatibility (Burr, 1972), role strain (Goode, 1960), role
stress (Hardy, 1978), role failure (Fisher and Warren, 1972) and role
insufficiency (Meleis, 1975). Hardy, who appears to derive the majority
of her assumptions from a structuralist perspective but nonetheless will
be mentioned here, states: “Role problems may be grouped into six
general areas--role ambiguity, role conflict, role incongruity, role
overload, role incompetence, and role overqualification" (p. 81). With
this kind of conceptual menagerie, it is difficult to define the basic
phenomena in question. In a review of the pertinent l1iterature, three

terms seem to be the most universally applicable. These three - role
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conflict, role strain, and role insufficiency - are frequently used
interchangeably. Therefore, they will be defined here.

The first concept, role conflict, is used in a variety of different
ways in the literature. Burr (1972) states that role conflict occurs in
the presence of conflicting definitions about one role, e.g., patients
should be passive, trusting and not ask too many questions vs. patients
should be active and information-seeking in regards to their own health
care. This type of conflict is intra-role conflict and may occhr in the
cardiac patient if he meets different expectations and behavioral cues
in the écute care setting and cardiac rehabilitation program.

Role conflict can also denote conflict between two or more roles
(Gross, Mason, & McEachern, 1958). This type of role incompatibility is
inter-role conflict, rather than intra-role conflict. Frequently seen
examples of this type of role conflict are the coronary patient who is
playing the sick role and the family decision-maker role, and the
married woman, who has the triple roles of wife, mother, and
professional career woman. Role conflict occurs in these examples when
the enacted roles are seen by the individual as being incompatible.

Role strain is a term used by Goode (1960) to denote the stress
generated within a person when he either cannot comply or has difficulty
complying with the expectations of a role or set of roles. As used by
Goode (1960), it seems to be a product of role conflict, rather than
vice versa.

Finally, role insufficiency seems to encompass both the concepts of
role conflict and role strain. Meleis defines role insufficiency as

“« . . any difficulty in the cognizance and/or performance of a role of
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the sentiments and goals associated with the role behavior as perceived
by the self or by significant others." (1975, p.266). Role
insufficiency denotes both “. . . the incongruity of the self-concept
and the role anticipations of others as seen by self or other . . ."
(i.e., role conflict) and ". . . the perception of role performance as
inadequate by the self and/or significant other, and the behavior and
sentiment associated with such perception . . . " (i.e., role strain)
(Meleis, 1975, p. 266). Therefore, for purposes of this research, the
term role insufficiency was used in lieu of role conflict and/or role
strain.

The concept of role insufficiency is complex, based as it is on
interactional processes which do not lend themselves easily to empirical
testing. The concept has not, as yet, been confirmed in the scientific
literature. A quantitative approach was used by Meleis and Swendsen
(1978) 1in an investigation of expectant parents. Based on the
literature about pregnancy, they chose several psychological states as
manifestations of role insufficiency and evaluated various nursing
strategies directed toward decreasing this insufficiency. This study is
the only one to date performed on a clinical population. All other
studies by nurse investigators describing this concept have focused on
nursing staff rather than patients (Davis, 1974; Hardy, 1978; Miller &
Miller, 1976).

The definition of role insufficiency by Meleis (1975) was adopted
for this dissertation. In her view, role insufficiency is manifested in
the following emotional states and behaviors: anxiety, depression,

apathy, frustration, grief, powerlessness, unhappiness, aggression, and
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hostility. As previously discussed in Chapter Two, there is ample
documentation that these emotional states and behaviors are present in
both cardiac patients and spouses on entry into cardiac rehabilitation
program. Based on the work of these previous investigators, five states
were identified by this researcher as manifestations of role
insufficiency: anxiety, depression, hostility, lowered self esteem, and
decreased marital satisfaction. The conceptual definitions of each are

presented in the following chapter.

Role Supplementation

Within an interactist framework it can be hypothesized that a
nursing intervention implemented to decrease role insufficiency will
lead to both role mastery of the at risk role for the cardiac patient,
with mastery of its reciprocal role on the part of the spouse, and
increased mastery of other roles which have been altered by the
occurrence of disease. This intervention, described by Meleis as "role
supplementation," should also result in more positive self-concepts for
both the patient and his/her spouse.

The conceptual linkage of role insufficiency and role
supplementation in the setting used in this research is described in
Figure 3-2.

Role supplementation as proposed by Meleis (1975), is an
intervention that attempts to develop role clarification and role
rehearsal skills in clients, to sharpen their styles of coping, and to
provide them with a framework for continuous analysis of new experience

and identification of roles and counter-roles in the transition
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situation. Role mastery 1is achieved through the development of
congruency between perceived roles by those who enact the roles and the
roles imputed by significant others. The assumption is that if the
conditions and process surrounding role transitions are well defined and
well rehearsed, and if resources to facilitate role transition are
available and identified by the individuals experiencing alteration in
roles, role transitions can be accomplished more smoothly and role
mastery can be achieved (Burr, 1972).

A role supplementation program involves five components: a
reference group, the role taking process, role clarification, role
modeling, and role rehearsal. Role taking has been previously described
as the process by which an individual plans and enacts his or her role
by vicariously assuming the role of another (Meleis, Swendsen, & Jones,
1980). The other four components will be defined conceptually in the

following section.

Components of a Role Supplementation Program

Reference Group:

Groups serve as a frame of reference for defining and explaining
role expectations. Members of a reference group provide social support,
positive and negative reinforcement for behavior, and a forum for
explaining the meaning of 1life changes inherent in a period of role
transition (Meleis et al., 1980; Turner & Shosid, 1976).

In a cardiac rehabilitation setting reference groups are important
because both patients and spouses frequently feel isolated in their

experience, as if-they are the only ones who have ever grappled with the
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issue of being "a cardiac patient" or "being married to a 'cardiac'".
By sharing their concerns and problems, they can overcome their feelings
of isolation and begin the problem solving process. As the reference
group grows in cohesiveness, values become shared, individual needs are
identified and met, and anxiety decreases.

In the social psychology literature the term reference group has a
variety of meanings. They range from a narrow "identification group,"
from which an individual derives his source of values (Sherif, 1961;
Shibutani, 1955), to a broad "interaction group," composed of
individuals who may or may not be part of his membership group but whom

the actor takes into account in his role enactment.

Role Clarification:

Successful transition to a new role also demands that one acquire
the knowledge and skill needed for that specific role. Role
clarification 1is the process whereby a person learns the social
boundaries of a role and the behavioral expectations held by significant
others in regard to the role, as well as develops an awareness of the
mutual expectations in the complementary role (Meleis, 1975). Role
clarification can come from four sources: society, similar-role others,
reciprocal-role others, and self (Thornton & Nardi, 1975).

The two strategies used in a role supplementation program to
enhance both role taking and role clarification are role modeling and

role reheaarsal.
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Role Modeling:

This strategy is based on the principles of social learning theory
eloquently articulated by Bandura (1962, 1965, 1971). In contrast to
traditional 1learning theorists, Bandura (1971) contends that new
behaviors can be learned through imitation in the absence of directly
experienced reinforcements, and that symbolic processes play a crucial
role in the regulation of human behavior. This form of 1learning
involves four components: attentional, retentional, motoric-
reproductive, and incentive-motivational. Each will be defined.

For the observer to learn, he must first attend to the model's
activities. Variables affecting the attentiveness of the learner are:
attractiveness of the model, frequency of interaction, and the meaning
and/or value of the learner of the model's actions. Long term retention
of modeled activities involve imaginal or verbal coding mechanisms. The
most significant variable enhancing the retentional process is the
frequency of rehearsals of modeled stimuli.

The motoric-reproduction component of modeling involves the
learner's ability to assemble a sequence of responses according to the
modeled pattern. Finally, incentives and reinforcements are required
for observational learning to occur.

A1l four processes occur in a role modeling situation. The
relative importance of each depends on the intrinsic motivations and
capabilities of the learner, as well as on the type of information being
learned. In a cardiac rehabilitation setting specific skills (e.g.
relaxation) are learned, but perhaps even more importantly, effective
coping mechanisms for dealing with a chronic illness are identified and

practiced.
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Related Research

Only one study has been reported that tested the effects of a role
supplementation program on a clinical population (Meleis & Swendsen,
1978). Subjects in this study were couples experiencing a first
pregnancy. A quasi-experimental design was used with couples divided
into three groups: role supplementation (N=12), FamCap (N=10), and
control (N=36). The role supplementation program tested consisted of
two prenatal home visits, a series of eight weekly two hour group
meetings held during the last trimester of pregnancy and based on the
program components described above, and a series of three to ten post-
partum home visits.

The Fam Cap intervention was a prenatal preparation program
consisting of one prenatal home visit, prenatal classes (e.g., LaMaze),
and early hospital discharge.

The role .supplementation program was effective in lowering the
postnatal anxiety of husbands (p <.01). The wives' anxiety in all three
groups increased, but the 1increase was least for the role
supplementation group. This group of wives also showed significant
differences 1in their perceptions and attitudes toward ignoring the
infant, protectiveness of the infant, and responsiveness to infants'
needs (p <.01). Participation in the experimental program did not
increase communication skills, role taking skills, or role perception
congruency between the husbands and wives.

Despite the limitations of this study related to sample size and
lack of randomization, it served as an important first effort in testing

the effects of nursing interventions based on interactionist role
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theory. The question asked in this dissertation research is whether
similar nursing interventions can be used in a cardiac rehabilitation
setting to decrease the role insufficiency experienced by cardiac
patients and their spouses and increase the patients' mastery of the at

risk role.

Summary

The relationships among role insufficiency, role supplementation
and role mastery have been graphically described as they relate to other
components of a cardiac rehabilitation program (Figure 3-2). The goal
of a role supplementation program is congruent with the goal of all
cardiac rehabilitation programs, i.e. the restoration of patients with
heart disease to an enjoyable and productive life. In addition, the
goal of role supplementation is that of role mastery through the
development of congruency between perceived roles by those who enact the
roles and roles imputed by significant others.

Within this framework, intervention modalities directed toward
decreasing role insufficiency and increasing role mastery are presently
lacking in cardiac rehabilitation programs. As currently defined,
rehabilitation programs primarily focus on the physical conditioning of
the cardiac patient. Indirectly a progressive exercise program may
decrease the patient's and spouse's role insufficiency, as it increases
the patient's confidence and sense of well-being. However, the role
transitions experienced by couples are not addressed.

The purpose of this dissertation was fourfold:

1) to determine if nursing interventions based on interactionist
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role theory could be used to decrease the pyschological and
social dysfunction experienced by cardiac patients and their
spouses;
2) to further elucidate the manifestations of role insufficiency
and role mastery in a clinical population;
3) to further define the nursing strategies used in a role
supplementation program;
4) to outline a role supplementation protocol that could be
replicated by other investigators in future studies.
These purposes, which are clinical, conceptual, and methodological in
nature, are reflected in the study hypothesis described in the following

chapter.

62



CHAPTER FOUR
PROBLEM STATEMENT AND HYPOTHESES

The theoretical framework served as a guide for the development of
the purpose, the research questions, and the hypotheses to be tested.
Moreover, it provided the structure for the role supplementation program
implemented in the research settings. In this chapter, the purpose,
research questions, variables, and hypotheses are presented.

The purpose was to determine the effects of a role supplementation
program on 1) the role insufficiency experienced by cardiac patients and
their spouses, 2) the mastery of the at risk role on the part of
patients, and 3) changes in the course of the patients' cardiac
disease. Given that, conceptually, spouses of patients in a cardiac
rehabilitation program must undergo role changes that are complementary
to those of their mates, it was hypothesized that role clarification and
role mastery would be enhanced if both patients and spouses participated

in the treatment intervention.

Research Questions

The major research question addressed was the following: Does
participation in conjoint group sessions based on a role supplementation
model and administered within an out-patient cardiac rehabilitation
program decrease the role insufficiency experienced by cardiac patients
and their spouses and increase the role mastery of patients?

The specific research questions were:

1. Does participation in a role supplementation program decrease
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the role insufficiency experienced by cardiac patients?

2. Does the inclusion of spouses in a role supplementation program
decrease the amount of role insufficiency experienced by
patients more than when patients meet alone, i.e., without
spouse present?

3. Does the participation in a role supplementation program
decrease the amount of role insufficiency experienced by
spouses of cardiac patients?

4, Does participation in a role supplementation program increase
the mastery of the at risk role on the part of cardiac
patients?

5. Does the inclusion of spouses in a role supplementation program
increase cardiac patients' mastery of the at risk role more
than when patients meet alone, i.e., without spouses present?

6. Is there a relationship between participation in a role
supplementation program and the morbidity and mortality at six

months of cardiac patients?

Variables Identified for Study

Independent Variables

Based on the framework of symbolic interactionist theory, the
independent variables were 1) guided group sessions based on a model of
role supplementation, and 2) inclusion of spouses in a role
supplementation program. The independent variables were operationalized
by having both patients and spouses attend a role supplementation

program in one group (Experimental Group 1) and by having only patients
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attend a role supplementation program in a second group (Experimental

Group 2).

Role Supplementation Program

The conceptual basis for the role supplementation program tested in
this dissertation has been described in the previous chapter. The
program involved ten weekly 90 minute group sessions administered as
part of a formal cardiac rehabilitation program. The content of the ten
group sessions is described in Appendix A 1; it was derived from the
theoretical framework of symbolic interactionism.

The manner in which the specific components and strategies of role
supplementation were operationalized in the study protocol will now be

discussed.

Reference Group:

The term reference group was used by this researéher in the
restricted sense, i.e., an identification group of significant others.
However, the reference group was altered within this study by using two
experimental groups. In Experimental Group 1 both patients and their
" spouses met for all ten sessions, while in Experimental Group 2 only
patients met in the ten sessions. The same role supplementation
protocol (as described in Appendix A 1) was followed in both of the
experimental groups.

Within the research protocol, two other members were also added to
the reference group. These were the group leaders or facilitators. In

each of the research settings all the group sessions were led by: 1)
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the cardiovascular nurse coordinator of the rehabilitation program, and
2) a nurse consultant who held a masters degree in psychiatric
nursing. The nurse coordinator saw the patient and his or her spouse -
for an extensive assessment interview at the initiation of the cardiac
rehabilitation program. The nurse also saw the patient three times a
week in the exercise sessions, and therefore had a significant amount of
data on which to base her interventions within the role supplementation
program. Given the limited duration of the experimental program (10
weeks), it was hypothesized that the nurse coordinator's relationships
with patients might prove an asset in decreasing the amount of time
required for trust-building in the group sessions and, ultimately,
increase the effectiveness of the experimental intervention.

The second group leader brought knowledge and skills in the areas
of group dynamics and crisis theory. Thus, both nurses served as
“significant others" within the reference group because of their
knowledge of clinical cardiology and psychological issues. They were
able to answer questions about diet, medications, exercise effects, and
pathophysiology, as well as identify and explore the sources of anxiety

expressed by patients and spouses.

Role Taking:

The role taking process was facilitated throughout the experimental
program. In the first and second sessions, the subjects were asked to
describe their expectations of their spouses following the diagnosis of
heart disease. They were encouraged to imagine themselves "in the other

spouses’ shoes", as it were, and to describe the anxieties they felt
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related to the new at risk role.

In the patient-spouse group (Experimental Group 1) the role taking
process was enhanced by the presence of the spouses. Open communication
of expectations and fears was encouraged by the group leaders. In
sessions three through eight, specific information related to stress
management, diet, medications, and sexual activity was communicated to
facilitate the spouses' understanding of the at risk role and to allow
them to react to these modifications.

Throughout the ten seséions the group leaders encouraged social
interaction among the group members to facilitate role taking. In the
patient-only group (Experimental Group 2), role taking was directed
toward other members of the reference group, while in the patient-spouse
groups role-taking was facilitated between and among the couples. In
both groups, all formal presentation of content was limited to 30
minutes so that the group members might have a full hour to discuss
their feelings and concerns. It was assumed that role taking would be
enhanced by the open expression of ideas and feelings, increasing the

opportunity for feedback, reinforcement, and effective problem solving.

Role Clarification:

Successful transition to a new role also demands that one acquire
the knowledge and skill needed for that specific role. As already
stated, the majority of the sessions focused on providing information
related to the at risk role. For example, progressive relaxation was
taught in session 5 as a stress management technique (Appendix A 2).

Stress dots were used during the same session to sensitize the
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participants to their changing stress levels. The mechanism of these is
also explained in Appendix A 2. The participants were asked to practice
the response over the following week, and they discussed their success
and/or failure in the sixth session.

Therefore, role clarification was enhanced in two ways within the
research protocol: 1) specific information about cardiac risk factors
was given and (when possible) implemented by the participants, and 2)
feelings and expectations about‘the new at risk role and the spouse's

complementary role were discussed at each session.

Role Modeling:

In the role supplementation program participants found role models
from three sources: 1) from patients in the group who had been
diagnosed with coronary arteriosclerotic heart disease for an extended
period prior to joining the cardiac rehabilitation program and who had
an opportunity to master the at risk role; 2) from patients (and their
spouses) in the group who, although newly diagnosed as having cardiac
disease, had a high degree of role mastery in the roles they enact; 3)
from a patient and his/her spouse who were introduced into one of the
group sessions because they have already completed three months or more
of the cardiac rehabilitation program, and who, by sharing their
feelings, served as role-models for the current group participants.

Role modeling from the first two sources occured in each of the ten
sessions. The third source was provided in Session 4. A couple who had
previously graduated from the cardiac rehabilitation program was invited

to share their experiences and feelings with the group. The group
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leaders attempted to choose a couple who was articulate and open in
their expression of feelings and who evidenced superior role mastery by
the end of the rehabilitation program. The “role models" were asked to
describe their experiences and concerns during their transition to new
roles (i.e., during the rehabilitation program) and in their current
life situation. They suggested coping mechanisms and resources that had
been instrumental in their successful transition to new roles. The
session was structured with approximately 30 minutes for "formal
presentation” by the couple, so that the remaining hour could be used by
the group members to exchange their thoughts and feelings with the
identified role models.

Role Rehearsal:

Role rehearsal was incorporated into each group session by the
leaders who suggested a variety of situations relating to the "at risk"
role. This provided the participants a safe place to rehearse their
response to situations involving high stress, requests to abandon a diet
or exercise program, etc. In Experimental Group 1 it also provided the
opportunity for the spouses to react with their mates in imagined
situations, and a chance to discuss their feelings relating to the
reciprocal roles they enacted.

One of the early sessions, Session 3, was specifically directed
toward role rehearsal. A five step problem solving process was
presented to the group, followed by an example of an imagined stressful
situation (see Appendix A 3). The group was then asked to discuss each
of the five steps in relation to the imaginary situation. Solutions

most appropriate to the at risk role were then rehearsed. This exercise
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was followed by several examples of stressful situations (real or
imaginary) provided by individual group members. The same five step
process was applied and behaviors appropriate to the at risk role were

rehearsed.

Inclusion of Spouses

The rationale for widening the reference group to include spouses
of patients can be derived from the interactionist framework. Although
support can be given to patients in the group for enacting the "at risk"
role, behavioral changes must take place in the patient's world outside
of the group setting. Spouses must learn the importance of their
complementary roles and discover the universality of feeling and
response among other spouses in similar situations. The inclusion of
spouses in a role supplementation program is critical for several
reasons:

1. Such inclusion provides a reference group for spouses as well
as opportunities for role modeling and role rehearsal for the
reciprocal roles required of spouses of cardiac patients.
These strategies assist spouses in the role-taking process and
facilitates their mastery of the required reciprocal roles.

2. Patients in cardiac rehabilitation programs are asked to make
many life-style changes which profoundly affect their daily
lives. Enlisting the support of spouses provides the day-to-
day positive reinforcement required if such changes are to
occur and be maintained.

3. A common dynamic frequently seen in the cardiac rehabilitation
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setting is the assignment of the spouse to a "watch dog"
role. He or she is covertly asked to make certain that patient
complies with all aspects of the at risk role. The spouse then
becomes accountable for the patient and any transgressions
which may occur from the prescribed medical regimen. This
dynamic increases stress and needs to be discussed in a group
setting where both patients and spouse can clarify their

responsibilities and roles.

Dependent Variables:

The dependent variables affected by a role supplementation program
fell into three categories: 1) signs and symptoms of role
insufficiency, 2) behaviors indicating adherence to the medical regimen,
i.e., mastery of the at risk role, and 3) changes in the natural course

of the disease. Each of these dependent variables now will be defined.

Components of Role Insufficiency:

Unfortunately little empirical work has been done on the concept of
role insufficiency, and therefore the signs and symptoms indicating this
state have not been conclusively established. Meleis (1975) states that
anxiety, depression, apathy, frustration, grief, powerlessness,
unhappiness, aggression, and hostility are common manifestations. Five
of these were used in this study, and they served as the constellation
of proxy variables by which role insufficiency was manifested.

Anxiety 1is the product of any threat to the security of an

individual. According to Peplau (1963), anxiety can be categorized into
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threats to biological integrity and threats to the self-esteem or way of
behaving. This second category describes the threats which occur with
role insufficiency, when the 1individual perceives that there is a
disparity between his role behavior and the expectations of self and
others. Operationally, anxiety was measured by the subjects' self-
report on the Multiple Affect Adjective Check List.

Depression is the feeling of despondency which follows loss (real
or imagined) of a particular person, function, capacity, object, dream,
belief or value to which one is normally or inordinately attached (Drake
& Price, 1975). Many of the losses described here accompany changes in
role, and therefore are felt by the individual in a period of role
transition when role insufficiency is experienced. Most theorists
assert that feelings of apathy, quilt, grief, and powerlessness are
experienced as part of depression and are an integral part of the
depression dynamics (Mendels, 1968). Therefore, a
tool which adequately measures depression should also reflect these
other feeling states. Depression was measured in this study by the
subjects' self-report on the Multiple Affect Adjective Check List.

Anger is a complex process that begins with a perceived anxiety.
It consists of feelings of displeasure, high arousal (both emotional and
physiological), and dominance. If only the first two factors exist,
displeasure and arousal, anxiety continues to be experienced,
accompanied by feelings of impotence and passivity. But if the
individual perceives the threatening situation as one which can or
should be managed through overpowering thoughts or actions, e.g.,

physical aggression, subtle opposition and/or verbal attack, then anger
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will be experienced as the dominant feeling state (Russell & Mehrabian,
1974; Thomas, 1967; Thomas, Baker, & Estes, 1970).

When an individual experiences role insufficiency, anxiety may be
expressed as a need for dominance, and hostility and aggression will
result. Therefore, it was assumed by this researcher that a tool which
adequately measures feelings of anger will also reflect the hostility
and aggression experienced by an individual with role insufficiency.
Subjects' self-report of anger was measured by the Multiple Affect
Adjective Check List.

Decreased Marital Satisfaction: A cardiac event necessitates

changes in many of the roles associated with being a husband or wife.
The changes in this role necessitate reciprocal role changes by the mate
and a strain in the marital relationship may occur. Although this
strain has not been adequately discussed in the literature, it is this
researcher's clinical experience that patients and their spouses enter a
cardiac rehabilitation program with varying degrees of insufficiency in
the roles related to their marital relationship. Thus, marital
dysfunction may also be a sign of role insufficiency, and a tool which
adequately measures marital or dyadic adjustment will measure this
aspect of role insufficiency. The self-reports of the subjects'
satisfaction‘with their marital relationship was measured by the Spanier
Dyadic Adjustment Scale. The total numerical figure reflected four
subscales of concensus, affection, satisfaction, and cohesion.

Decreased Self Esteem: As described within this framework, changes

in self concept occur in periods of role transition, since self concept

is derived from the repertoire of roles one enacts. Self concept is the
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cognitive awareness of the self, derived from interactions with
significant others. Thus, the self concept of both the cardiac patient
and his/her spouse 1is affected by the experience of role
insufficiency. A disruption 1in the self concept (self conception)
occurs as a result of role insufficiency. One can then expect that a
tool which effectively measures self concept would reflect changes in
the presence or absence of role insufficiency.

For purposes of this study, self-reports of feelings of altered
self concept were measured by the Tennessee Self Concept Scale. The
scale encompasses eight areas of self concept.

1. Identity - The individual's perception of his basic identity
and views of himself,

2. Self satisfaction - the degree to which the subject accepts the
self he perceives.

3. Behavior - the individual's perception of his behavior as
appropriate and adequate.

4. Physical Self - the individual's perception of his state of
health, physical appearance, and sexuality.

5. Moral-Ethical Self - the individual's satisfaction with his
religious beliefs and his perception of his moral worth, i.e.
goodness.

6. Personal Self - the individual's perception of his personal
worth, his feeling of adequacy as a person, and his evaluation
of his personality apart from his body or his relationships to
others.

7. Family Self - the individual's perception of self in reference
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to his nucleus and extended family. The score reflects one's
feelings of adequacy, worth, and value as a family member.
8. Social Self - the individual's sense of adequacy and worth in
this social interactions with people outside his family.
A final score, termed "Total Positive Score," reflects the subject's
overall level of self esteem. It is a measure of the subject's general
feelings of value and worth.
In summary, five dependent variables were measured to reflect the
presence of role insufficiency and its resolution following a role
supplementation program: anxiety, depression, hostility, decreased

marital satisfaction, and decreased self esteem.

Components of Role Mastery

The second category of dependent variables are those which relate
to patient behaviors indicating role mastery of the at risk role. There
are five variables in this category: smoking behavior, obesity, systolic
and diastolic blood pressure, and hours of exercise performed each
week. These variables were chosen because, unlike the other significant
risk factors for coronary artery disease identified by Hurst & Logue
(1974) (e.g., sex, age, family history), they are subject to patient
choice and reflect compliance to the cardiac medical regimen.

Smoking. Self-reports of tobacco use was measured by the Risk
Factor Index using five structured responses, ranging from none to
greater than 40 cigarettes per day.

Systolic Blood Pressure. For purposes of this study, systolic

blood pressure was defined as the measurement of pressure in the
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arterial system during cardiac systole. It was measured in millimeters
of mercury over the brachial artery using a portable sypghnomenometer
and stethescope.

Diastolic Blood Pressure. For the purposes of this study,

diastolic blood pressure was defined as the measurement of pressure in
the arterial system during cardiac diastole. It was measured in
millimeters of mercury over the brachial artery using a portable
sypghnomenometer and stethescope.

Obesity. Weight loss was measured in the double layer of skin and
subcutaneous fat at the triceps of the left arm in millimeters using the
Harpenden Skinfold Calipers.

Weekly Exercise. Exercise levels were measured by self-reports of

the number of hours per week the subject exercised at his target heart
rate, as set by the cardiac rehabilitation program and/or as determined

by the formula 0.7 x 210-age in years (Mead, 1977).

Components of Disease Progression

Finally, three dependent variables were identified which do not
directly measure role insufficiency/role mastery. It was hypothesized
by this researcher that increasing role mastery would decrease the
anxiety and stress experienced by patients, and ultimately this decrease
would be reflected in decreased morbidity-mortality rates of patient
subjects. The basis for this hypothesis is the vast amount of research
reported in the literature substantiating the role of stress in the
epidemiology of heart disease (House, 1975; Rosenman, 1974).

The three outcome variables chosen to indicate change in the
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natural course of the disease were: mortality, 'reinfarction, and
rehospitalization. These were chosen on the basis of previous
investigations that showed significant differences in these variables in
cardiac patients who had participated in group therapy when compared to
control patients (Ibrahim et al., 1974; Rahe et al., 1973). Since few
events could be anticipated within the six-month follow-up period, this
category did not generate hypotheses. Rather, their evaluation will be

merely described.

Intervening Variables

Demographic Factors

Eleven demographic variables were identified as having potential
effects on the relationship of the independent and dependent variables
and were therefore measured.

Years married. Self-reports of the number of years the couples

were married to each other at the time of study entry, as measured by
the research questionnaire using an open-ended question.

Number of previous marriages. Self-reports of the number of

previous marriages the subject had prior to their present marriage, as
measured by the research questionnaire using an open-ended question.

Number of Children. Self-reports of the number of children each

subject had, as measured by the research questionnaire using an open-
ended question.

Number of Children in Residence. Self-reports of the number of

children 1living at home with the study subjects, as measured by the

research questionnaire using an open-ended question.
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Religion. Self-reports of one's religious affiliation, as measured
by the research questionnaire, using a total of five structured
responses representing 4 different religious categories and one category
of “none". -

Age. Self-reports of one's chronological age, as measured by the
research questionnaire using an open-ended question.

Sex.  Self-reports of one's sex, as measured by the research
questionnaire using the two structural responses of male & female.

Education. Self-reports of one's 1last completed educational
degree, as measured by the research questionnaire using a total of five
structural responses representing five different educational categories
ranging from grammar school diploma to graduate degree.

Income. Self-reports of household income (joint and shared), as
measured by the research questionnaire using six structured categories
ranging from less than $5,000/year to greater than $60,000/year.

Occupation. Self-reports of one's occupation as measured by the
research questionnaire using an open-ended question. Responses were
then assigned to one of twelve categories based on the Occupation and
Industry Classification (Appendix B) or to the category of "housewife".

Employment Status. Self-reports of the number of hours one worked

the preceeding week.

Medical Status

Several investigators have established a direct relationship
between cardiac patient's clinical status and psychological recovery

from an acute event (Acker, 1968; Cay et al., 1972; Croog et al.,
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1968). As previously described in Chapter II, the causal relationship
of these two factors is questionable, based on the data of Fisher
(1970), Blachley and Blachley (1968), Heller and colleagues (1974), and
Kimbal1(1969). Nevertheless, a review of the research in this area
indicates that the severity of a patient's heart disease can influence
ultimate morbidity and mortality (Humphries, 1977) and (to some degree)
his or her psychological response. For purposes of this dissertation,
then, it was considered important to identify those variables that
reflect clinical severity, since the degree of myocardial impairment of
a cardiac patient experiences may affect the dependent variables
identified for study.

The issue of clinical severity has been addressed by medical
investigators primarily by way of prognosis. That is, criteria for
severity of illness have been established retrospectively by documenting
morbidity and mortality events, following an acute myocardial infarction
or coronary revascularization surgery. Various combinations of clinical
descriptors, such as number of diseased coronary vessels, presence of
congestive heart failure, level of ventricular function, blood pressure,
blood urea nitrogen levels, and occurence and type of arrhythmias, have
been used to construct prognostic indices for survival (Bigger, Heller,
Wenger & Weld, 1978; Harris, Harrel, Lee, Behar, & Rosat, 1979;
Humphriés, 1977; Luria, Knoke, Margolis, Hendricks, & Kuplic, 1976;
Norris-Mercer, 1973; Peel, Semple, Wang, Lancaster, & Dall, 1962).

In this study the investigator was less interested in prognosis
than in the psychological and social impact of cardiac disease and the

patient's perception of severity (i.e., limitations). Since no index of
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disease severity exists for the population studied in this dissertation,
variables were identified that might indicate clinical severity and/or
the amount of life disruption attendant to the disease process. The
variables chosen by this investigator upon consultation with a
cardiologist were operationalized as follows:

History of Myocardial Ischemia. For purposes of this study, the

history of myocardial ischemia was defined as the presence or absence of
angina pectoris experienced prior to admission to the cardiac
rehabilitation program, as documented in the patient's medical record.

History of Myocardial Infarction. For purposes of this study, the

history of myocardial infarction was defined as the number of
muyocardial infarctions the patient had suffered prior to entering the
research study as documented in the patient's medical record.

Functional Capacity. For purposes of this study, functional

capacity was defined as the activity level the patient could tolerate
without angina upon entry into the research study, using the New York
Heart Association's four categories:

Functional Class I. - Patients who have heart disease without
limitation of physical activity. Ordinary activity does not cause
symptoms.

Functional Class II. - Patients with heart disease with slight
limitation of physical activity. Ordinary physical activity causes
fatigue, dyspnea, palpitation or angina pectoris.

Functional Class III. - Patients with heart disease who have
marked limitation of activity and experience symptoms with less than

ordinary activity. They do not have symptoms at rest.
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Functional Class IV. - Patients who cannot engage in any
physical activity without symptoms and may have symptoms at rest
(vandenbelt et al., 1979).

History of Congestive Heart Failure. For purposes of this study,

the history of congestive heart failure was defined as the presence or
absence of documented episodes of congestive heart failure as reported
by the patient's physician in the medical record.

Positive Treadmill Test. For purposes of this study, a positive

treadmill test was defined as one which documented ischemic changes
during exercise testing, i.e., horizontal or downward sloping S-T
segment depression of 0.1 mv or more (Merril and Froelicher, 1977), as
reported in the patient's medical record.

History of Coronary Artery Bypass Graft Surgery. For purposes of

this study, a history of coronary artery bypass graft surgery was
defined as the number of revascularization surgeries performed prior to
entering the research study, as documented in the patient's medical

record.

Statement of Hypothesis

It was hypothesized that, given the necessity of spousal
interaction for role change, the involvement of the spouse in a role
supplementation program would increase the role mastery of cardiac
patients and decrease the role insufficiency experienced by both cardiac
patients and their spouses. Thus, the major hypothesis tested in this
dissertation was the following:

Subjects who participate in a role supplementation program for both
patients and spouses (Experimental Group 1) will achieve higher
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scores on a variety of outcome varibles when compared to subjects
who participate in a role supplementation program for patients alone
(Experimental Group 2). In turn, subjects who participate in a role
supplementation without spouses (Experimental Group 2) will achieve
higher scores on a variety of outcome variables when compared to
subjects who do not participate in a role supplementation program
(Control Group).

Subhypotheses

The six research questions were addressed in 31 subhypotheses. Their

relationship is described in Figure 4-1.

Major
Hypothesis
! ,

' |
Research Research Research Research
Question Question Question Question

1&2 3 4 &5 6

i |

Subhypotheses Subhypotheses Subhypotheses
1-13 14 - 26 27 - 31

Figure 4-1: Relationship of Research Questions and Subhypotheses

Subhypotheses Related to Role Insufficiency of Patient Subjects

1. Patients in Experimental Group 1 will report lower anxiety
scores at posttest than at pretest when compared to patients in

Experimental Group 2. Furthermore, patients in Experimental
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Group 2 will report lower anxiety scores at posttest than at
pretest when compared to patients in the Control Group.
Patients in Experimental Group 1 will report lower depression
scores at posttest than at pretest when compared to patients in
Experimental Group 2. Furthermore, patients in Experimental
Grou 2 will report lower depression scores at posttest than at
pretest when compared to patients in the Control Group.
Patients in Experimental Group 1 will report lower hostility
scores at posttest than at pretest when compared to patients in
Experimental Group 2. Furthermore, patients in Experimental
Group 2 will report lower hostility scores at posttest than at
pretest when compared to patients in the Control Group.
Patients in Experimental Group 1 will report higher marital
adjustment scores at posttest than at pretest when compared to
patients in Experimental Group 2. Furthermore, patients in
Experimental Group 2 will report higher marital adjustment
scores at posttest than at pretest when compared to patients in
the Control Group.

Patients in Experimental Group 1 will report higher positive
self esteem scores at posttest than at pretest when compared to
patients in Experimental Group 2. Furthermore, patients in
Experimental Group 2 will report higher positive self esteem
scores at posttest than at pretest when compared to patients in
the Control Group.

Patients in Experimental Group 1 will report higher identity

scores at posttest than at pretest when compared to patients in
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8.

9.

10.

Experimental Group 2. Furthermore, patients in Experimental
Group 2 sill report higher identity scores at posttest than at
pretest when compared to patients in the Control Group.
Patients in Experimental Group 1 will report higher self
satisfaction scores at posttest than at pretest when compared
to patients in Experimental Group 2. Furthermore, patients in
Experimental Group 2 will report higher self satisfaction
scores at posttest than at pretest when compared to patients in
the Control Group.

Patients in Experimental Group 1 will report higher behavior
scores at posttest than at pretest when compared to patients in
Experimental Group 2. Furthermore, patients in Experimental
Group 2 will report higher behavior scores at posttest than at
pretest when compared to patients in the Control Group.
Patients in Experimental Group 1 will report higher physical
self scores at posttest than at pretest when compared to
patients in Experimental group 2. Furthermore, patients in
Experimental Group 2 will report higher physical self scores at
posttest than at pretest when compared to patients in the
Control Group.

Patients in Experimental Group 1 will report higher moral-
ethical self scores at posttest than at pretest when compared
to patients in Exper