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Abstract

Cardiovascular disorders are #zling cause of mortality and morbidity in the isitialized world,
accounting for almost 50% of all deaths annuallyre Tsurvivors constitute an additional reservoir of
cardiovascular disease morbidity. In the Unitede&stalone, over 14 million persons suffer from sdaren of
coronary artery disease (CAD) or its complicationsaditionally, cardiac rehabilitation has beenvided to
somewhat lower-risk patients who could exerciséeiit getting into trouble. So, this study aimedcef@mine
the effect of the cardiac rehabilitation program ldestyle practices by patients with myocardiafarction.
Settings. The study was conducted at the cardiac ICU andnzoy care unit of the Main University Hospital at
Mansoura UniversitySubject. The study included a convenience sample of 50t gzhtlents admitted to the
previously mentioned settings during the studyqakand having (M.I). we included in this study pats from
both sex, adult less than 60 ye&esults Finding of the present study revealed that,eheais highly statistical
significant positive change in lifestyle patternpatients with myocardial infarction to control thRysiological
problems associated with the disease and medisatemeived after implementation of the cardiac béhation
program.
Keywords: Cardiac rehabilitation, myocardial infarction, qaitations, lifestyle practice.

Introduction

Cardiovascular disease (CVD), has a significaqtaioh on morbidity and mortality rates in the United
States and can affect anyone, including those wéyp Ime considered physically fit (Lloyd, etal 2010Also in
the Eastern Mediterranean region (Bahrain, CypEggypt, Iran, Iraq, Jordan, Kuwait, Oman, Qatar dmel
United Arab Emirates), cardiovascular diseaseseanerging as a major health problem. The proportbn
deaths from cardiovascular disease ranges froro 25% (World Health Organization, 2009).

Myocardial infarction (M) is one of threajor health problems worldwide, as it refers tpracess by
which areas of myocardial cells in the heart arempaently destroyed, and it is considered a senpedical
event, It often requires substantial changes patent’s life in order to prevent future recurren&meltzer,
2003). In order to achieve these goals, patients and iisndhould educate themselves about cardiac health,
work with their physicians, and adhere to all prissd medication and lifestyle therapies (Van Daatal.
2008).

Myocardial infarction (MI) representgetquintessential lifestyle disease of developatht@s. Six of
the major risk factors for developing Ml involvéelstyle practices, including the decision of whetbenot to
smoke, the control of blood pressure and lipidabeies, level of physical activity, and obesityn{ds, etal.
2005).

The National Institute for Health andrial Excellence (NICE) guidelines recommend daljvof these
lifestyle changes through cardiac rehabilitatioogpams that are accessible and relevant to alljbgtatients
(National Institute for Health and Clinical Excellee, 2007). However, implementation of such prograsn
inconsistent despite the evidence that rehabditateduces cardiac mortality by 27% and has otigaificant
morbidity and quality-of-life benefit (Taylor, et&2004).

Cardiac rehabilitation is the processaltych a person who is suffering from ischemic helisease, or
who has had a myocardial infarction (Ml), is en@ged to achieve their full potential in terms of/gibal and
psychological health (Cardiac rehabilitation, Ssbttintercollegiate Guidelines, 2002 & Williamsakt2004).
cardiac rehabilitation which includes programsstiictured exercise is now generally believed ndy o
improve morbidity but also to reduce mortality iatients who have suffered an Ml (Jolliffe, etal02D

Rehabilitation is aimed at restoring pagient to as full a life as possible, includirgurn to work. It
must take into account physical, psychological, sodo-economic factors. Rehabilitation should Kered to
all patients after MI. The process should stars@sn as possible after hospital admission, andobénzied in
the succeeding weeks and months (Jackson, 2005).

Cardiac rehab programs usually proeidecation and counseling services to help hedidrga increase
physical fitness, reduce cardiac symptoms, imprbealth and reduce the risk of future heart problems
including heart attack. Counseling and educatiam fealp patient to quit smoking, eat right, lose g and
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lower your blood pressure and cholesterol levetairGeling may also help patient learn to managsstand to
feel better about healtfAilfompason, &Lewin, (2000).

Therapeutic lifestyle changes (TLCS #re foundation of nonpharmacologic managemermgatients
with MI and/or CVD, including dietary change andegpise (Randell Wexle, etal.2012 & Chobaniar?003).
Therapeutic lifestyle changes include a reducedusodliet, the Dietary Approaches to Stop Hypertemsi
(DASH) diet, weight loss, moderation of alcohol somption, and increased aerobic exercise (StaniPien).

The rehabilitation nurse can play a vitdé in establishing the value of cardiac reh#ddilbn program as a
form of preventive care that lead to an improvedligu of life for Ml patients, reduce the length lebspital stay,
hospital costs and the risk of readmission to hakfrange, 2005 & Blue, etal. 2001).

The nurse plays a crucial role in helping pati¢atiearn or relearn lifestyle practice, as focusimgthe
patient's response to health and ilinesses rattiagr an the disease it self. When illness or injatgrfere with
the ability to perform self-care, the nurse assistperforms tasks that the patient can not manageffers
support to family members or other caregivers. Harethe main goal is to help patient's achieverasniuch
independence in self care as possible (Rabelo2@€A).

The hospital setting is becoming incredgimgcognized area where early detection of posdielalth risk
factors is highlighted and appropriate health prijomostrategies are implemented. Thus, this stuillyclarify
lifestyle practices for patients with M.l that gdtients as well as other health care providermdanagement of
physiological problems associated with the diseaskmedications received, which on the other harwtetse
patient's suffering and hospital stay (Europeariedpof Cardiology. 2008).

Aim: The aim of this study was to study the effecthaf tardiac rehabilitation program on lifestyle picas by
patients with myocardial infarction.

Hypothesis cardiac patients who exposed to rehabilitatioogpam will improve positively in life style
practices.

Method

Design: quasi experimental research design to examineffieet of cardiac rehabilitation program on lifdsty
pattern of Ml patients

Settings: The study was conducted at the cardiac ICU andneoy care unit of the Main University Hospital at
Mansoura University.

Subject: The study included a convenience sample of 50t gzatlents admitted to the previously mentioned
settings during the study period and having (Mag. included in this study patients from both sedylaless
than 60 years, and included criteria at the follmyv{ having myocardial infarction, adults of bo#xs and
having the willing to participate in the study aatlend all the program sessions; and excludingptstiwith
audio and visual deficits, and patients who dartept to participate in the program

Tools: A Structured interview questionnaire sheet wasttmed to collect data of the study. It was devetbp
by the researcher and derived fr¢uropean Society of Cardiology. 2008, & Lloyd, 28l0).

The questionnaire sheet comprising two parts as thellowing:

The first part included assessment of socio- demographic chaistate of the patients such as: ( age, gender,
marital status, educational level, job charactiedgseconomic, and residence characteristics.

The second part included lifestyle pattern of patients to contpilysiological problems associated with the
disease and medications received. It included feetion, the first section involved questions abthd
nutrition, such as eat breakfast regularly, dadyahced meals, avoid high fat diet, and Decrea$easd salty
food. The second section involved questions abbmutittivity and exercise, such as regular exerts80 min,
3times/week, determine signs & symptoms of exerbisgation, and perform ROM & breathing exercisats
home. The third section of the questionnaire asikledut medical follow up. The fourth section incldde
questions to assess the health management skidls as daily pulse measurement, daily blood pressure
measurement, and respiration measurement. Theafifhsix section consisted of 12 questions to adeesl of
anxiety and emotional condition.

Each question is scored on a scale of 1-3, wighhigh score means best lifestyle pattern.

Cardiac rehabilitation program was developed dejmgndn the (European Society of Cardiology, 20G8)d

the (American Heart Association rehabilitation pang,2009). for training patients with (M.l) to cafer
themselves at home. The program included knowledgeit the disease, methods used to control rigkriac
lifestyle pattern used to manage physiological fmois associated with the disease and medicaticesvesl.

Operational design

1-Preparatory phase:
After extensive literature review, todisr data collection were adopted. An official pession for
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conducting the study was obtained from the directdrthe chosen setting and research ethics coeatt my
faculty .

The questionnaire was translated in Ardhiguage by the researcher and tested by five furyits
content validity. A written handout of the contaritthe educational sessions were done and revigeatirbe
cardiologists and three nurses educator. Meetitigmts and explaining the aim of the study andpgmments of
the tools prior to start the interview and obtagninformed consent from the patients

2-Pilot study:

A pilot study for data collection was carried oottést whether the tools are clear, understandablengeable,
feasible, applicable, and time consuming on tecqrérfrom the total sample size (five patients)odéhpatients
were excluded from the study.

3-Field work:

The data were collected throughout foursglsa

The first phase ( assessment phase):

* Assess patients condition according to inclusima exclusion criteria, after introduced the resiear

herself for the patients and explained the objestif the program.

» Data were collected during 6 months from (April 20 September 2011). At the pre-program period;
each patient was interviewed individually by thesearcher to complete the questionnaire sheet.
Depending on patient's needs that specified gpitheest period tailor the content of the education
sessions, .

e The time took for filling the questionnaire fromegy patients about one and half an hour .

The second phase ( planning phase) :

Based on the assessment phase , the researchareprepnd established the cardiac rehabilitatiagnam

after reviewing the literature and take the acaeqd of expert jury for all the content of rehahtion

program and this program cover for all needs ofliearpatients.

The third phase ( Implementation phase):

In this phase the researcher started to apply ehabilitation program to myocardial infarction ipats

through small sessions to cover the content anectilegs of the program this sessions divided teessions

through 3 days, two sessions per day (one sesatahg morning and one at the evening), with egession
lasted from 30-45 minutes. Patient was educatethdimidual base and was explained very conciseiaral
simple manner. At the end of the program sessevesy patient received a written handout of costeftthe
educational sessions and the outcome of cardiaabiliéhtion program was evaluated before patient's
discharge.

The forth phase of evaluation:

After one month from patient’s discharge dllofv up appointment was determined to evaluate the
continuing effect of cardiac rehabilitation on tifestyle pattern followed by patients.) After ongonth from
starting the program implementation, the patiergsewinterviewed to complete the questionnaire sivthtthe
purpose of estimating the effect of the cardia@bdiation program on the lifestyle pattern follesvby patients
to manage physiological problems associated wighdtkease and medications received (post-test).

Teaching methods:

* Rehabilitation program was developed by the rebearafter determining the patients' needs and wevie
of related literature. It was applied through patseteaching sessions using question, discussion,
demonstration and uses of flip chart.

e The media which used includes: illustrative pictynadeo tape and hand outs which made in aldeit
manner for educated and illiterate patients andrgier every patients as a gift.

Ethical Considerations:

The study was approved by the ethicalesevcommittee of the Faculty of Nursing affiliatéd the
University from which data were collected. HumamtRés were considered by explaining the aim of telys
and assured that the obtained information will chdesed in confidential manner, and only for theeezch
purpose. Patients' consent were taken after expipto the patients that they have the opportutatyefuse
participation in the study.

Statistical Analysis: Data are tabulated using SPSS software versioé§criptive statistic was presented as
mean and standard deviation. Analytic test includedsquare or Fischer’'s exact test (X2) for corimgpiof
means between before and after the program. Signifilevel of 0.05 was used through-out all siatisttests
within this study, p-value <0.05 indicated sigréfit results. The smaller the p-value obtained tlwrem
significant was the result.

Results
Demographic data for patients are demnatesl in Table ( 1), it showed that, the patseatje ranging

11



Journal of Biology, Agriculture and Healthcare www.iiste.org
ISSN 2224-3208 (Paper) ISSN 2225-093X (Online) J.'—,i_l
Vol.3, No.8, 2013 ||S E

from 30 to 65 years old with mean age 54.62 1@dry. Nearly two thirds of the patients (68%) weaes,
and two thirds of the patients also (64%) were iadrrin addition, nearly two fifths (36%) of thetjgats were
middle education. Three fifths (60%) of patientsrevevorking. Slightly less than half of the workipatients
(46.7%) have technical work, half of the workingieats (50%) working for more than 8 hours dailyorfdover,
the disease is the leading cause of not workirsiigitly less than three quarters of the studidéepts (70%).

As presented in table (2) the majority of the patie(70%) have reported that the family monthly
income is enough for living. Nearly two thirds et patients (66%) depend on their monthly incomeftord
their medication. Nearly three quarters of the grasi (70%) were from urban areas. Three quartertheof
patients (74%) were living in the ground and fiitsbr. In addition, nearly two thirds of the studipatients'
homes (66%) were scored to have high level homeactexistics

Table (3) showed that, most of the patients (84%eveomplaining of the disease from 1 to less than
years ago. And most of the patients (90%) havenobid diseases. The most common co-morbid comditio
was smoking and diabetes mellitus in more than bélthe patients (77.8%, 66.7%) respectively, then
hypertension in slightly less than half of the pats (46.7%).

Table (4) showed that more than half of the patigbB8%) always eat breakfast regularly, and daily
balanced meals before the program implementatiohafier the program most of the patients (94%)agiv
following the same lifestyle pattern. Before thegmam implementation only (2%) of the patients atsvavoid
high fat diet, decrease salt and salty food, andtedse intake of sugar and sweets. But after tbgram
implementation around half of the patients (42%%650%) always following the same lifestyle pattern
accordingly, which mean high significant improvernefier the program implementation.

In addition, Table (4) showed high sfgpaint positive change after the program implemgmain
perform regular exercise, 15-30 min, 3times/weeakfggm ROM & breathing exercises at home, and raaint
walking exercise when too busy with other actigtie

As demonstrated in table (5) only (2%) of the patevere always regular daily pulse measurement, an
regular daily respiration measurement before tlwgnam. Also nearly one fifth of the patients ()2%ere
determining methods of stopping smoking, and daigasurement of body weight before the program
implementation, but after the program nearly tffiftth of the patients (60%, 62%) respectively alwdgllowing
the same lifestyle pattern, which mean high sigaift improvement after the program implementation.

Table (6) can be noticed that lifestyle patternstfdied patients for coping with stressors as rigeli
accumulation of problems, feeling more nervous th#rers, always worried about health, and havingdgo
relations with peers, neighbors increased sigmiflgaafter cardiac rehabilitation (p= 0.001, 0.088)01, 0,003)
respectively.

Furthermore, lifestyle pattern of studied patiemtse significantly higher after cardiac rehabiliat for
coping with emotional situations of feeling happgdasatisfied, feel self satisfaction, feel ambitioand
optimistic, and control self in anger ( p= < 0.060,001, < 0.001, < 0.001) respectively.

On the other hand, table (7) showed that lifespaé¢tern of studied patients for changing to hgalth
cardiac diet and performing exercise were stilhigant after one month of patients discharge.

From table (8) can be observed high sicenift positive change after one month of patiensstdrge
related to determine methods of stopping smokipg €0.001). Moreover, lifestyle pattern of studigatients
for maintaining adherence of taking medicationdl stincreased significantly after one month of pats
discharge even if the patients suffering from eowwl disturbance ( p= 0.001) and being busy witmeot
activities ( p= 0.001).

Table (9) showed that lifestyle pattern of studigatients for coping with stressors and emotional
situations were still significant after one monfipatients discharge.

Discussion:-

Myocardial Infarction has a high motalind morbidity among affected patients and redbe quality
of life. Early diagnosis and management of AMI oiddion to reduction of primary risk factors hasrkely
decreased the AMI mortality,( Motaneb, etal. 2008dreover, these patients require an adequatartezdtand
care not only pharmacologically but also non-phawiagically, physiotherapeutic, psychological and
educational (JOLLY K, etal. 2006)Comprehensive cardiac rehabilitation program isighesl to support
patients with myocardial infarction in their phyalic psychological and emotional recovery and tq htekem
change lifestyle and to avoid risk factors, as wslto make them live a longer with better qudiiey(Barber, et
al. 2001).

The current study showed that ,myocardifdrction tends to occur more frequently among nigsn
among women and among the older people ,this magobéributed to the effects of estrogen as protecti
mechanism against the development of arthrosclMarchionni,2003) Also aging make the people less
physical activity and more sedentary that can prtrthe incidence of MI, where The present stuglyealed
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that the majority of patients were between agesOab less than 60 years old( Stampfer,2000).

The results of the present demonstratedtiigamajority of subjects were married; workingheical jobs
and their educational level was secondary levebk.Tihding is supported withewis, et al., (2004) & Monahan,
et al., (2007), whom reported that, married personal are more egts psychological stress and the nature of
work affect the quality of life especially manuabrk that increase exposure to physical and psygitdbstress
(Rozanski, Blumenthal,& Kaplan 1999As well as, the level of education has an effecbehaviors and the
beliefs of patients to accept the illness and nyoti&ir lifestyle according to prescribed therapeuegimen
(Haskell, 2003).

Determining coronary risk factors is vémportant for planning and implementing cardiabafgilitation
program especially for patient's education which t& useful in modifying existing risk factors attten
promoting quality of life for those patientkaw, Watt, & Wald 2002)the present study indicate the majority
of subjects were diabetic, hypertensive, and sn®Kéhis findings was in line with Six of the majisk factors
for developing CHD involve lifestyle practices, inding the decision of whether or not to smoke, dbstrol of
blood pressure and lipids, diabetes ,level of glajsactivity, and obesity(Wexler, &Aukerman,2006).

Regarding the nutrition ,arouralf of the studied patients (42%, 62%, 50%) asvayoid high fat
diet, decrease salt and salty food, and decreaskeif sugar and sweets after implementatiorhefdardiac
rehabilitation program significantly compared wathly (2%) of patients always practicing the samaciices
before the program. This could be related to ldagl negative eating habits that patients must modfifer
incidence of the disease to maintain good healtit.ptients need good support and advice to impiethese
practices perfectly through cardiac rehabilitatppogram. These results gone in the same line \8algiman,
2007) .Who stated that nearly two thirds of the studietigmts decreased salt in diet after implementabibn
educational program.

Normal physical activity and regular mise is advised for most people who have had anBAkrcise
helps improve heart muscle function following a rthesttack. It also helps to maintain a healthy \Wweignd
control risk factors such as diabetes, high cheteft and high blood pressure(Timby,& Smith, 200e
patients must be encouraged to exercise regul&bgular exercise is a major way to reduce theaithaving
a further myocardial infarction (Gayda, et al 2p0he present study showed that most of pati€d@%) did
not perform any type of exercises before implent@riaof the cardiac rehabilitation program sigrafitly
compared with (62%) of patients always performutag exercises and (50%) of patients always petrfor
walking exercises even if the patients busy witheo activities or have had emotional disturbanttera
implementation of the prograr@arlsson, (1997). Found that all levels of exercise reduced the ofskeath or
heart attack, stroke or diabetes. The optimum wasderate level which reduced the risk by 40% .

Results of the current study clarified that afteplementation of the program ,nearly half of the
studied patients (50%, 58%, 42%) always measuritad signs regularly in comparison with minorityddihis
practice before the program implementation. Thislifig is supported withewis, et al.,(2004 & Monahan, et
al., (2007). whom reported that patient's quality of life wil improved after health education and rehabilitatio
program that help patients to modify their bad tslsind encourage positive and good habit and econfir
usefulness of these practices. Also in this stumbgrly four fifty (80%) of the studied patients moeasuring
body weight regularly, but after the program impésrtation the current study showed that nearly tlifge
(62%) of the patients always measuring body weigit significant difference. This could be relatednon
presence of weight scale at homes and dependerpaiefts on discovering the increase and decliedsedy
weight through personal appearance. In the sange [Bhattas,(2007). revealed that no one of the studied
patients measure body weight regularly as a se#f-peactice during assessment of patient's needs .

A possible concern relates to the oflsmoking, three fifty (60%) of the studied eatis
determine methods of stopping smoking after impleatéon of the program. This finding in the sammelivith
Seto, et al., 2011.) who stated that smoking is the single most effectiay to reduce the risk of a further MI.
The chemicals in cigarette smoke affect the adetfethe patients stop smoking, risk of a furtMiris roughly
halved compared to the risk if continue to smoke .

In the present study, the results revealed thatjerity (82%) of the studied patients regulaaka of
medications after implementation of the programi§icantly compared with two fifty (40%) of the shed
patients before of the implementation. This coukl related to effect of the program. These findiags
supported with findings oAhmed, 2011). which stated that more than half of the studiedepig always take
the prescribed medications in the appropriate itk the appropriate dose before Implementatiothef self-
care program. But after implementation of the paogr most of the studied patients follow the samatesjies
While these findings were inconsistent wiblaiman, 2007). who found no significant change in patient's
compliance to medications after implementationhef program.

Psychological preparation receivedthy patients as they were given a description about
disease, opportunity to express their feeling cdwdtp them to be more calm and relaxed and decgdbke
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incidence of anxiety(Franklin,2001Also prevention of emotional arousal for increassadf- efficacy during
cardiac rehabilitation is very important becausgoeardial infarction patients in ICU experience gsylogical
problems including anxiety (Barger, & Sydeman, 200bhis view has been found to be true throughréselts
of this study as there was high level of anxietyha&t beginning of this study and reduce level ofiety after
implementation of the program. Anxiety caused by tlie — threatening disease, influence the patient
undertake a change of his behaviors, which is #ason why various forms of psychological intervemtare
necessary in order to achieve and maintain ayifesthange in a long terfff) Moreover,Fletcher, et al.2001).
stated that nurse's intervention in the form o€lérag sessions and keep the patient well informseal significant
way of reducing anxiety and which lies in line witte present study.

Results of our study revealed thfstyle pattern of patients during daily living kaand
routine activities, change diet, perform exerci&ep smoking increased significant after cardidwabditation
and continued in increasing significantly after anenth of discharge. This result in the line wihpel, et
al.2007). who mentioned thahtervention from health care providers makes gsendse, to help heart patients
reduce the controllable CHD risk factors througbper lifestyle choices. On the other haRdndell Wexler, et
al.2012)" Reported that therapedutic lifestyle changes ammmmended for all persons with CVD, including
HTN. This found in their study, therapeutic lifdstghanges alone may reduce systolic blood pre¢SBE) by
between 21 mm Hg and 55 mg Hg

Conclusion and Recommendation:

Finding of the present study revealedt,tthere was highly statistical significant pastichange in
lifestyle pattern of patients with myocardial irdéon to control the physiological problems asstawith the
disease and medications received after implementati the cardiac rehabilitation program.

Planning for cardiac rehabilitation shiblle based on an assessment of the patient'sadsdrs which
explores the areas needed to be modified and Bkhbilitator to toiler the education program focteaatient.

Cardiac rehabilitation program for pateewith myocardial infarction should be implementada wider
field and evaluated for further improvement. Morevlifestyle pattern changes are recommended Hor a
persons with Ml to reduce the risk factors and iwprquality of life.
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Table (1): Socio-demographic characteristics of thetudied patients (n=50).

14 28

30-40 Yrs
41 —-50 Yrs 8
51 -65Yrs 28

Mean + SD 54.62+ 10.1
Range 30-65

Gender Female 16 32
Male 34 68
e

Widow 10 20

Illiterate

Read and write

Educational level . .
Middle education

University

Office clerks workers
Technical workers
Others

< 6 hours

6 — 8 hours
> 8 hours

Causes of not working The disease (M) 14 70
Causes other than the disease 6 30
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Table (2): - The economic and residence charactetiss and burden of treatment among the studied
patients (n = 50).

Famlly Monthly Enough for living 35 70
|nc0me Not enouh for living 15 30

State fund
Source of fund forf| Health insurance

treatment Hospital
Monthly income

Urban 35 70
Site of residence Rural 15 30
O <2 37 74
L|V|ng roor 2 4 11 22
2
Suitable homej| Low (8 — 11)
characteristics Middle (12 — 14) 15 30
score High (15-19) 33 66

Table (3): - Medical history of the studied patiens (n = 50).

1<5years 42 84
Duration of illness J| 5—10 years 2 4
> 10 years
Presence co Yes 90
morbld d|seases No 10

Diabetes Mellitus
Hypertension
Types of  Co-] Ischemic Heart Disease
morbid diseases Smoking
Other chronic illness
Respiratory disorders
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Table (4) : Relationship of lifestyle pattern reléed to nutrition and exercise before and after theprogram
implementation as reported by patients ( n= 50 )

Pre- Post-
Non Sometimes| Always Non Sometimes| Always
No { % | No % No | % No { % | No % | No %

X2 P- Value

Lifestyle domains

Nutrition

Eat breakfast regularly || 15 | 30 0 0 3 6 47 94 || 34.738 <0.001

[$1K4)]
[ee]ee]
o
o
w
]

PP
ofN
NN
[{e] (e}

Daily balanced meals|| 16 | 32 47 94 | 20.763 <0.001

Avoid high fat diet || 48 | 96 18 | 36 11 22 | 21 42 | 40.152 <0.001

Decrease salt and salty food 45 | 90 20 9 18| 31 62 | 52.321 <0.001

oln|r| ulo
o|m|N
(|-
NIV

o

Decrease intake of sugar an(I 49 | 98 8 | 16 17 34| 25 50 || 68.645 <0.001

sweets

N
N
N
51
©
=}
=
N
o
o

49 98 || 3.170 0.205

Increase intake of foods rich]| 3 9
with vitamin K

Take Alotof fluids |[ 27 [ 54| 2 4 | 21742 21 2] 11 {22 38 | 76 | 35.272| <0.001

Decrease coffee, tea and sodh 28 | 56 19 | 38 1 2 2 4 47 94 | 37.217 <0.001

w
()]

Maintain healthy cardiac diet || 28 | 56 | 2 4 201 40 Jf 10} 20 9 18 | 31 62 || 15.353 <0.001
when being outside the hous

Maintain healthy cardiac diet |[ 45 { 90 | 3 6 2 4 5 {10 20 40 | 25 50 || 64.185 <0.001
with any emotional
disturbance

Maintain healthy cardiac diet || 26 | 52 6 12 | 18 { 36| 2 4 19 38| 29 58 || 29.906 <0.001
when too busy with other
activities

Exercise

Regular exercise ,15-30 min , § 49 | 98 1 2 0 0 8 |16 11 22 31 62 || 68.825 <0.001
times/ week

Determine singe& symptoms|| 28 { 56 | 12 24 | 10 20 2 4 1 2 47 94 || 55.859 <0.001
of exercises limitation

Perform ROM & breathing 45 1 90 4 8 1 2 2 4 10 20 38 76 || 77.014 <0.001
exercises at homd

=
o
=
()]

Walk for 5 minutes at home|| 5

32 | 20 | 58 142 2 4 47 94 |[ 17.819 <0.001
0

Relax daily for 10-15 min|| 16 | 3 5 10 | 29 58| 1 2 0 49 98 || 23.363 <0.001
2
Practice aerobic as doctor][ 3 6 26 32 | 21} 42 3 6 9 18 38 76 | 13.155 <0.001
order
Maintain walking exercises|| 49 | 9 0 0 1 2 20 | 40 5 10 25 50 || 39.342 <0.001
when too busy with other 8
activities
Maintain walking exercises|| 49 0 0 1 2 20 | 40 5 10 25 50 || 39.342 <0.001
with any

Feel happy and satisfied| 35 6 12 9 18 9 18 2 4 39 78 | 36.114) <0.001

Feel ambitious and optimistic| 44 1 2 5 100 9 | 18 6 12 | 35 70 || 49.185 <0.001

Trust and being trusted by || 26 12 | 18 1 36| 5 | 10 12 24 33 66 || 20.638 <0.001

others

Control self in anger || 29 3 6 181 36 9 ! 18 13 26 28 56 || 18.950 <0.001

Prayer and meditation are || 10 15 30 | 25 50 2 4 8 16 | 40 80 || 10.925 0.004

part of life

O[O N0 UI[N U1|00 00O |00 ©
()]

Use comfortable foot wear]| 3 2 4 45 1 90 1 2 0 0 49 98 3.170 0.205

during exercise
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Table (5) : Relation of life style pattern relatedto health management skills and utilization of meication
before and after the program implementation as repded by patients (n = 50).

Pre- Post-
. . Non Sometimes| Always | Non Sometimes| Always X2 P- Value
Lifestyle domains
No! % [No | % | Noi%]|[Noi{% |[No {% | No | %
Health derangement skills
Regular daily pulse]l 49 { 98 | O 0 1 2 1 2 11 22 38 76 92.183 <0.001
measurement
Regular daily blood pressureff 29 | 58 | 3 6 18 1 36 O 0 3 6 47 94 41.938 <0.001
measurement
Regular daily respiration || 48 | 96 1 2 1 2|18 36| 11 22 21 42 10.152 <0.001
measurement
Daily measurement of body|f 40 | 80 | 4 8 6 {12 9 i 18| 10 20 31 62 39.076 <0.001
weight
Lose weigh|{ 27 (54| 2 4 21 1 42| 1 2 1 2 48 96 35.041 <0.001
Regular measurement off| 3 6 2 4 45 1 90| 1 2 0 0 49 98 3.170 0.205
bleeding & prothrombin time
as physician order
Regular measurement of bloodl| 2 4 2 4 46 1 92| 1 2 1 2 48 96 0.709 0.701
hemoglobin percentage af
physician order
Regular measurement of bloodl| 2 4 2 4 46 1 92 1 2 1 2 48 96 0.709 0.701
lipids as physician order
Regular measurement off| 2 4 2 4 46 1 92 1 2 1 2 48 96 0.709 0.701
sodium &potassium
percentage in blood ag
physican order
Determine methods of stopping}{ 40 { 80 | 4 8 6 | 12| 14 | 28 6 12 30 60 28.919 <0.001
smoking
Control chest pain by taking || 26 | 52 6 12 | 18 1 36 1 2 4 8 45 90 35.120 <0.001
drugs
Medical follow up
Determine indication & || 20 | 40 9 18 | 11 ¢ 22| 3 6 5 10 42 84 || 31.11341) <0.001
precautions of prescribed
medication
Take non prescribed|[ 10 { 20 | 12 | 24 | 28 | 56| 42 | 84| 3 6 5 10 41.123 <0.001
medications
Take medications only when]| 15 { 30 | 8 16 | 27 { 54| 43 86| 5 10 2 4 35.761 <0.001
necessary|
Regular intake of medications]| 27 | 54 | 3 6 20 1 40| 3 6 6 12 41 82 27.430 <0.001
Maintain taking medicationat || 41 { 82| O 0 9 ! 18| 4 8 9 18 37 74 56.430 <0.001
time when
Maintain taking medicationat || 41 { 82| O 0 9 18| 4 8 9 18 37 74 56.466 <0.001
time with any emotional at
time with any emotional
disturbance
Determine when should visit]] 15 { 30 | 6 12 | 29 {58 O i O 3 6 47 94 20.263 <0.001
doctor about heart diseasg
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Table (6): relationship of lifestyle pattern relatal to Stressors & anxiety & Emotional and spiritualbefore
and after the program implementation as reported bypatients (n = 50 ).

Pre- Post-
) . Non Sometimes | Always Non Sometimes | Always X2 P-
Lifestyle domains Value
Noi{ % | No | % No i % || No % No % No ! %
Stressors and anxiety
Feel accumulation of problems|[ 2 4 2 4 46 1 92| 25 50 17 34 8 16 58.175 |{ <0.001
Feel more nervous than otherf{ 10 { 20 | 20 40 | 20§ 40| 10 20 31 62 9 18 6.545 0.038
Always worried about health | 3 6 2 4 45 1 90 || 35 70 6 12 9 18 52.947 <0.001
Have good relations with peers neighborg 14 | 28 | 14 28 | 22 | 44 3 6 10 20 | 37 74 11.598 0.003
Have sleep disturbance]l 15 | 30 6 12 | 29 | 58 18 36 15 30 | 17 34 7.260 0.027
Perceive the causes of streds 16 | 32 | 14 28 | 20 ! 40 3 6 10 20 [ 371 74 14.632 0.001
Emotional and spiritual
Feel self satisfaction]l 44 | 88 | 1 2 5 1 10| 12 24 0 0 38| 76 44.611 || <0.001
Feel happy and satisfied|| 35 | 70 [ 6 12 9 | 18 3 6 2 4 54 1 90 52.947 || <0.001
Feel ambitious and optimistic)l 44 | 88 1 2 5 10 12 24 0 0 381 76 44.611 <0.001
Trust and being trusted by others]| 26 | 52 6 12 | 18 | 36 1 2 19 34 | 30! 60 32.908 <0.001
Control self in anger |[ 26 | 58 3 6 18 | 36 1 2 10 20 | 39 78 37.639 <0.001
10 { 20| 15 { 30 | 25} 50 2 4 11 22 | 37} 74 8.271 0.016
Table (7): Relationship of lifestyle pattern relatel to nutrition and exercise before the program
implementation and after one month as reported byatients ( n= 50 )
Pre- Post-
) ) Non Sometimes| Always || Non Sometimes | Always X2 P-Value
Lifestyle domains
No | % | No | % No | % No! % | No | % No %
Nutrition
Eat breakfast regularly || 15 : 30 | 6 12 | 29 : 58| 2 4 3 6 45 90 14.401 0.001
Daily balanced meals)| 16 | 32 5 10 29 | 58 4 8 2 4 44 88 11.562 0.003
Avoid high fat diet || 48 | 96 | 1 2 11 212124 15 1 30 | 23 | 46 | 54.017 <0.001
Decrease salt and salty fooq| 45 | 90 4 8 1 2 101 20 | 11 22 29 58 51.673 <0.001
Decrease intake of sugar and sweefs 49 | 98 [ 0 0 1 2 113§ 26| 12 24 25 50 55.673 <0.001
Increase intake of foods rich With|| 319 2 4 [45i9f 11 2] 3 6 | 46 | 92 1211 0.546
vitamin K
Take Alotof fluids || 27 1 54| 2 4 | 211422 i 2] 1121 22|31 76| 35272 <0.001
Decrease coffee, tea and sodh 28 | 56 3 6 19 | 38 4 8 2 4 44 88 28.121 <0.001
Maintain healthy cardiac diet when ][ 28 | 56 2 4 20 40}][ 20 ¢ 20 9 18 31 62 15.353 <0.001
being outside the housd
Maintain healthy cardiac diet with any || 45 | 90 3 6 2 4 10 { 20 | 20 40 20 40 49.565 <0.001
emotional disturbance
Maintain healthy cardiac diet when too}| 26 | 52 6 12 | 18 1 36| 9 { 18 | 12 24 29 58 12.832 0.002
busy with other activities
Exercise
Regular exercise ,15-30 min , 3 timeg| 49 | 98 1 2 0 0 11 1 22| 10 20 29 58 60.430 <0.001
week
Determine singe& symptoms off] 28 | 56 | 12 24 | 104 20} 3 6 1 2 46 92 52.612 <0.001
exercises limitation
Perform ROM & breathing exercises at|| 45 | 90 4 8 1 2 4 8 11 22 35 70 69.684 <0.001
home
Walk for 5 minutes athome|[ 5 | 10 | 16 32 | 201 58] 1 2 2 4 47 94 17.819 <0.001
Relax daily for 10-15 min}|| 16 | 32 | 5 10 | 29 1 58| 1 2 0 0 49 98 23.363 <0.001
Practice aerobic as doctor order|[ 3 6 26 32 | 21} 42 5 10 6 12 39 78 18.400 <0.001
Maintain walking exercises whentooll 49 { 98 | 0 0 1 2 12 | 24 9 18 27 54
busy with other activities |
Maintain walking exercises with any|]f 49 { 98 | 0 0 1 2 18 | 36 7 14 25 50 43.497 <0.001
emotional disturbance
Use comfortable foot wear during]f 3 6 2 4 45 ¢ 90 1 2 0 0 49 98 3.170 0.205
exercise
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Table (8) : Relation of life style pattern relatedto health management skills and medication beforthe
program implementation and after one month as repded by patients (n = 50).

Pre- Post-
_ _ Non Sometimes| Always Non Sometimes|  Always X2 P-Value
Lifestyle domains
No | % | No % No | % || No | % N % No %
0
Health derangement skills
Regular daily pulse measuremeny[ 49 { 98 | 0 0 1 21020 7 14 33 66 62.897 <0.001
Regular daily blood pressure][ 29 { 58 | 3 6 181 36]f O 0 5 10 45 90 41.071 <0.001
measurement
Regular daily respiration | 48 | 96 1 2 1 2120 40| 12 24 18 36 36.048 <0.001
measurement
Daily measurement of body weighf[ 40 { 80| 4 8 6 {12 9 {18 10 20 31 62 39.076 0.001
Lose weigh]l 27 1 54| 2 4 21 1 42 2 4 | 4 8 44 88 30.357 <0.001
Regular measurement of bleeding 3 6 2 4 45 1 90| 1 2 3 6 46 92 1.211 0.546
prothrombin time as physician order
Regular measurement of blood| 2 4 2 4 46 1 92| 1 2 3 6 46 92 0.533 0.766
hemoglobin percentage as physiciaf“
order
Regular measurement of blood lipids|[ 2 4 2 4 46 1 92| 1 2 3 6 46 92 0.533 0.766
as physician order
Regular measurement of sodiung| 2 4 2 4 46 1 92| 1 2 3 6 46 92 0.533 0.766
&potassium percentage in blood ag
physician order
Control chest pain by taking drugs|| 26 | 52 6 12 | 18 1 36| O 0 4 8 46 92 38.650 <0.001
Medical follow up <0.001
Determine indication & precautions of || 20 { 40 | 9 18 | 11§ 22| 3 6 5 10 42 84 31.113 <0.001
prescribed medication
Take non prescribed medicationg| 10 | 20 | 12 24 | 28 156451190 4 8 3 6 49.577 <0.001
Take medications only when necessarff 15 { 30 | 8 16 | 27 | 54 43 1 86| 5 10 2 4 34.761 <0.001
Regular intake of medications)| 27 { 54| 3 6 20 | 40| 4 8 6 12 40 80 24.731 <0.001
Maintain taking medication attime || 41 { 82| O 0 9 | 18| 4 8 9 18 37 74 56.466 <0.001
when
Maintain taking medication attime || 41 { 82| O 0 9 ! 18| 4 8 9 18 37 74 56.466 <0.001
with any emotional at time with any
emotional disturbance
Determine when should visit doctor][ 15 | 30 6 12 | 29 1 58] O 0 3 6 47 94 20.236 <0.001
about heart diseasd]

Table (9): relationship of lifestyle pattern relatel to Stressors & anxiety & Emotional and spiritual before

the program implementation and after one month postas reported by patients (n = 50 ).

Pre- Post-
i X Non Sometimes| Always Non Sometimes Always X2 p-
Lifestyle domains Value
No | % | No % No | % |[ No{ % | No % No %

Stressors and anxiety

Feel accumulation of problems 151 30| 6 12 | 29 | 58] 18 { 36| 12 24 20 40 3.926 0.140

Feel more nervous than other 16 { 32| 14 28 | 20 | 40} 4 8 9 18 37 74 13.357 0.001

Always worried about health 3 6 2 4 45 1 90| 27 | 54| 8 16 15 30 37.800 0.001
<

Have good relations with peers J[ 10 { 20 | 20 { 40 | 20 { 40|( 12 { 24 | 28 56 10 20 4.848 0.089

neighbors

Have sleep disturbance 2 4 2 4 46 { 92| 15 | 30| 17 34 18 36 34.033 0.001
<

Perceive the causes of stress 14 i 28| 14 28 | 22 { 44| 3 6 | 10 20 37 74 11.598 0.003

Emotional and spiritual
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