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PATIENT COMMUNICATION

——

Cardiac patients’ concerns and desire for
information: a case for unmet needs

MOHSEN ASADI-LARI, CHRIS PACKHAM, DAVID GRAY

Abstract

ailoring healthcare provision to fulfil patients'
Tneeds is a principal objective of health services.

Data on needs are sparse, especially in patients
with coronary heart disease, who tend to have a high
mortality rate, who often require admission to hospital
and have an impaired health-related quality of life. A
novel questionnaire was administered concomitantly
with generic and specific quality of life tools in a
cross-sectional study of a random sample of patients
(n=242) aged 31-93 years (median 71 years) admitted
with suspected acute coronary syndromes.

Patients with confirmed infarction had fewer
healthcare needs and reported less need for
information on heart disease compared to those with
other manifestations of coronary disease (p<0.01).
Those recently seen by a general practitioner wefe
better informed about their current treatment (p29.01).
Coronary disease patients with low quality/of/ite scores
were more likely to be anxious about cardiac.zroblems
(p<0.001). They were more likely to spend-more time
thinking about these concerns (p<0:6€41) and to 'seek
help from, and to have increased expectaticits\o¥f, the
family doctor or cardiologist (p<0.001), pasticularly in
seeking greater commitment to tiieir care\Réported
deficiencies in service includeadiffizulty/accessing
healthcare services, especially fon raen < 65 y@axs
(p=0.01) and availability of repeat‘prescripticas or the
over 75-year-olds (p<0.05).

Patients with coronary disease had uixmet healthcare
needs and worse health-related qdality,6f life. Further
investigation of healthcare needs among patients with
coronary disease could lead to simply improved services
and major health improvement. Assessment of quality
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of life appeared to be a surrogate for formal healthcare
needs assessment.

Key words: coronary artery disease, informational needs,
medical concerns, health-related quality of life.
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Introductitn
Building” healthcareselyices upen, patients' genuine health
needs s the ultindate adrpose” olmodern healthcare systems.”
A 1Qal Populatign Svihealtbne@ds should be ascertained, and
thisymay imfove allocatidn of resources for the treatment of
coronarySactery diseas¢ YCAD).? Determining need is not
Straightfonwvard: health weeds assessment (HNA) tools exist in a
fewy diseades buTsimwle coronary disease-specific tools are war-
ranted. Compsehensive evaluation of individual needs is
demandirg, \ant time-consuming,® making assessment of a
gopulatiof,a daunting prospect. Proposed proxies for health-
care=needs include mortality rates, socio-economic status, ser-
yicezusilisation and prevalence but the relevance of these is at
Pest/indirect.®

Health needs embrace a variety of social care, accommoda-
tion, healthcare, finance, education, employment, leisure and
transport (and other) issues.® Determining needs facilitates ser-
vice improvement and equity of access and reduces variation. It
is essential to consider a wide range of health needs as deter-
mined by epidemiological, comparative and corporate approach-
es® and to prioritise and satisfy these by tailoring services accord-
ingly. We ascertained patients’ healthcare needs and present
here their informational needs, medical concerns and concerns
about access to healthcare.

Method

This descriptive cross-sectional study appraised the healthcare
needs of patients admitted to a coronary care unit with symp-
toms suggestive of myocardial infarction. This has been
described in detail elsewhere,” but briefly a needs assessment
guestionnaire was developed and its psychometric properties
established,” with Chronbach’s alpha between 0.83-0.89 and
all domains shown to have equivalent counterparts in health-
related quality of life tools (p<0.001). The questionnaire com-
prised 46 questions in Likert 5-score format in five domains of
‘physical needs’, 'satisfaction’, 'informational needs’, 'social
needs’ and ‘concerns'. A mean score in each domain was com-
puted.
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Table 1.  General characteristics of the study population Table 2.  Variables related to healthcare services utilisation
Variable N % N %
Age group < 65 years 76 32 Major intervention CABG/PTCA 94 41
> 65 years 162 68 None 138 59
Gender Female 99 41 Co-morbidity No co-morbidity 53 22
Male 143 59 Concurrent disease 183 78
Education level Left school at age < 16 years 168 76 First call in emergencies GP 134 56
A-level or higher 54 24 999 81 34
Occupation Retired 194 81 Others 24 10
Unemployed 15 6 Access to healthcare services  No difficulty 147 61
Working 32 13 Some difficulties 93 39
Diagnosis DeflrEe MI &7 Uy Repeat prescriptions Regular 173 72
Possible MI 34 14 Not regular (> 3 months) 69 28

IHD 152 64

Chest pain 2% 11 Private services Yes 18 8
Social class Non-manual 69 31 No 220 %2
Manual 154 69 Appointments\for chleck-up  Short intervals 84 36
Long intervals 78 33
Key: MI = myocardial infarction; IHD = ischaemic heart disease Never/isragular 73 31
Undeg raegical treatmerts Yeg 41 17
NoO 193 83

Patient population

All patients admitted to the coronary care units of Queen’s Medical
Centre, Nottingham, over a 12-month period were identified on
admission. Each was approached and invited to take part, in e
study. Those who consented were asked to complete a Hattery of
guestionnaires covering demographic information, quality ot life
and health needs. The local ethical committee apprgved this suryey

Outcome measurement

Two health-related quality of life tools werelselected ad outtome
measures: one cardiac-specific, the Seattle Anging-Questionnaire
(SAQ), and two generic tools, the(Shoyt Form=42\an abridged
form of the better-known Short{Fornt36 [SE=36E which issequal-
ly precise®) and the EuroQol-5D (EQ5-D). Fhe SAQ has welMestab-
lished psychometric properties and gokresponds pvew, with the
Canadian Cardiovascular Society Classificatiops? The/ reliability
and validity of EQ-5D have been established¢*

Statistical analysis

SPSS version 11.0 was used for descriptive and correlation analy-
sis, comparison of means, reliability and non-parametric (Mann-
Whitney) tests where indicated, with p<0.05 considered signifi-
cant. Contingency tables were formed to look for any correlation
and the chi-squared test was used to measure the association
between variables.

Results

We identified 1,322 patients who fulfilled entry criteria. Of these,
97 had a myocardial infarction confirmed either by a doubling of
the normal upper limit of the cardiac enzyme creatine kinase, an
elevation of troponin or the development of a ‘Q" wave infarc-
tion. Some 1,108 patients had an acute coronary syndrome or
unstable angina. There was no conclusive diagnosis in 117
patients. A random selection of this patient population (n=687)
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Key: CABG %\coManary artesy bywnasstgraft; PTCA = percutaneous transluminal
{oronarysengigplasty

was recriitet for this study, of whom 260 consented to partici-
vate and Q42 (93%) returned the completed questionnaire.
Infagmagtion to encode social class, derived from the last occupa-
fiorn, Was available for 223 patients.

@f the respondents, 59% were male. Ages ranged from
31-93 years (mean=69, 95% Cl: 68-71). Details of the study
population’s demographic features are summarised in table 1.

Access to health services

Some 87 patients (37%) received treatment solely from their
general practitioner and 108 (45%) were under review either by
a hospital consultant or a general practitioner at the time of the
study. More than one third reported some difficulty in accessing
healthcare services, mostly because of transport (56%), need for
a companion (32%), or some difficulty in making an appoint-
ment (12%). Patients over 75 years old and from lower socio-
economic groups were more likely to complain about access
(p<0.05 and <0.01, respectively).

Patients frequently requested a regular check-up (36%) or
repeat prescription (72%) (table 2). Non-infarct patients made
more demands on health services compared with patients with a
confirmed infarction (Pearson r=15, p<0.01).

Patients who were under regular review reported worse qual-
ity of life, especially on the visual analogue scale EQ-VAS
(p<0.01). Fewer physical and social needs were reported by the
8% who accessed private healthcare (p<0.05).

Information needs
The information most frequently requested related to which daily
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Table 3. Informational needs in different groups of patients (mean [SD])
Informational needs Social class Gender Diagnosis

Non-manual Manual P Female Male P M IHD P
Current treatment 4.38 (1.15) 4.04 (1.19) <0.05 1.6 (0.5) 1.58 (0.5) NS 4.42 (1) 4(1.28) <0.05
Long-term plan 4.23(1.2) 3.85(1.3) <0.05 1.56 (0.5) 1.49(0.5) NS 4.16 (1.2) 3.83(1.3) NS
Rehabilitation 4.52 (0.98) 4.13(1.23) <0.05 1.6 (0.5) 1.66 (0.47) NS 4.33(1.1) 412 (1.3) NS
Nutritional 4.33(1.22) 3.95(1.31) <0.05 1.5 (0.5) 1.63(0.48) <0.05 427 (1.23) 3.91(1.35) 0.05
Daily activities 4.22(1.18) 3.73(1.29) <0.01 1.44(0.5) 1.53(0.5) NS 4(1.38) 3.8 (1.27) NS

Key: MI = myocardial infarction; IHD = ischaemic heart disease; NS = not significant

Table 4.  Patients' medical concerns
Frequency (%)* Mean difference (z value) in Mann-Whitney test

Variable Concerned No. Age (75 Sex IKED vs. Co- Social HNA- HNA- HNA-

concern year cut-off) My morkidity class Sat Info Soc
Change lifestyle 50 23 0.85 0.2&8 055 157 ).66 2.15* 4,93 4.01
Have a worse QOL 56 23 0.4 RN 2.4* 3.26 2.7 0.8 5.95 4.69
Admission to hospital 63 19 1.3 049 4 2.16* 2.95 0.67 5.05 4.1
Any fear about your illness? 49 50 1.7 0.77 09 2R 3.37 2.3* 6.15 4.2
Not sure how illness will change? 78 15 TH] 0.67 ».3* Y6 2.69 1.9* 5.55 3.29
Not sure to get best treatment 36 49 1.34 0.09 1.5 2)5* 2.87 4.23 5.12 1.7
How often do you think about concerns? 64 34 0.23 09 D.6% 3.65 3.84 2.01* 6.57 5.04
Seek help for your concerns? 73 24 043 0.6 1 1.2 2.1%* 0.36 2.3* 2*

*Aggregated in two categories of concerned (includingthe Yirst=3"scores in sealing) and no €orreahn (the rest two scores)

P<0.05 is marked with an asterisk and <0.01 is bold faca

Key: IHD = ischaemic heart disease; MI = myogardjal infarction; HNAat/= Satisféstionidomain in HNA questionnaire; HNA-Info = Informational needs domain in HNA
questionnaire; HNA-Soc = Social needs dompain M HNA questionnaire»QOL = fuality af life

activities should be avoided or might be Hetrimentattothafr main
illness (51% of all patients), followed bylong-term‘alan of treat-
ment (48%), advice about current treatmerity @ 1%), nutrition
and diet (43%) and cardiac rehabilitationd36%).

Patients older than 75 years were gaificuldrly keen to receive
information about current treatment (@R=1.9 Cl:1-3.5), and
expressed most concern about the long-term plan of treatment
(p=0.01). Manual workers requested more information than non-
manual workers (p<0.05; table 3). Non-infarct patients required
more information about the long-term plan of treatment (table 3)
than other patients (p<0.05), especially those who had not previ-
ously had a coronary revascularisation procedure (coronary bypass
surgery or balloon angioplasty — n=114; p<0.01).

For 106 patients (44 %), the general practitioner was the only
source of medical information, and for 32 (13%) a principal
source. Equivalent figures were 71 (30%) and 27 (11%) for con-
sultants and 22 (9%) and 8 (3%) for nurses, respectively.
Informational needs were significantly inversely related to the
amount of time available for each consultation with the general
practitioner. Those dissatisfied with the amount of general prac-
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titioner consultation time were more likely to want information
about current treatment (p=0.01).

Results showed that 79 patients managed exclusively by the
GP seemed better informed about their current treatment than
those who had been referred to, and were managed by, a hos-
pital consultant (p<0.01).

Medical concerns
These are summarised in table 4: 188 patients (78%) worried
about future medical problems, especially the elderly (p<0.01)
and non-infarct patients (p<0.05). Women were more likely to
express concern about potential decline in quality of life as a
result of their illness. Patients were most concerned about the
likelihood of re-admission to hospital (p<0.01) or diminishing
quality of life. Manual workers expressed more concerns than
non-manual. Those who were satisfied with their healthcare and
who trusted their medical and nursing advisers were less likely to
be worried. Overall, the greater the concerns, the greater the
demand for information.

Non-infarct patients with poor quality of life scores were
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% Key messages

® The aim of modern health services is to satisfy genuine
needs yet health needs assessment is largely ignored

® Patients with ready access to the most trusted health
professional, the general practitioner, considered
themselves well informed

® |ack of information adversely affects satisfaction with
health services

® Measuring health-related quality of life may play a great
role in identifying deficits in informational needs and
medical concerns

more likely to be anxious about cardiac problems (p<0.001), to
spend more time thinking about these concerns (p<0.001); and
to seek help from, and have increased expectations of, the fam-
ily doctor or cardiologist (p<0.001), particularly in seeking greater
commitment to their care.

Discussion

All patients have concerns about their diagnosis, treatment and
prognosis, but because health-related needs may vary acsrding
to, inter alia, demographic features, co-morbid fagtors,, socio-
economic variables and social support, the impagt of itvhealth-is
likely to be different for each patient. Identifyingsthése spegific
needs is the first step towards improving heaithicare seryice$, This
study identified patients’ desire for infarrmation about\thelr cur-
rent treatment and future treatment_plans, whigtaatients felt
would improve their quality of life.

Coronary artery disease is & chromic pracess, ifiterrupted\by
intermittent acute symptoms, so=gatients flaquentlyLorie™into
contact with health professionals to abtain gonsistémty, aspropri-
ate and timely information. Patients with_a mygeardial/infarction
are generally given information during their kospitarstay and are
invited to attend a cardiac rehabilitatiog” prégramme. Socially
deprived patients are less likely t@ attesd rehabilitation,™
although we found they wanted more fFealthcare information.

The general practitioner is regarded as the most trusted
health professional and continues to occupy an important posi-
tion as a primary source of information for many patients.
Patients who were able to access their family doctor easily con-
sidered themselves well informed, perhaps reflecting the amount
of time for consultation.

Lack of information generated considerable dissatisfaction in
nearly half of our patients, a point that health professionals
should consider when reviewing patients, at least those admitted
acutely to hospital. Patients may seek out alternative sources of
information and for those with access to it, there are numerous
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sites on the World Wide Web relating to coronary disease and its
treatment, though the content is of variable quality.” It does not
take into account individual circumstances, and standard care in
the US raises expectations of what is available to NHS patients.
It should not be assumed that information equates with
knowledge. Nevertheless, information is the first step towards
understanding illness, its likely impact on lifestyle and healthcare
improvement. The results presented in this paper indicate that
information needs may vary in different age groups and social
classes. Cardiologists, general practitioners, practice and rehabil-
itation nurses need to:
® target specific interest groups more effectively, especially the
elderly, who may have limited access to computers and who
tend not to seek out information to the same extent as
younger people
® develop different methods of imparting information
® focus on whatyatients need to know rather than on what
clinician§selieve they should know.
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