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2. Literature Review 

The purpose of this literature review is to identify and discuss those studies that 

relate to cardiac rehabilitation programmes, with particular reference to the education 

and information given to the patient. The review will also summarise the evidence for 

considering patients’ views as a method of service evaluation. Finally, the review will 

identify previous research related to knowledge, motivation and effectiveness. This 

will put the current study into context with other bodies of knowledge and 

demonstrate why this study is relevant. 

 

 

A search of the literature was undertaken using the key words ‘cardiac rehabilitation’, 

‘phase III’, ‘patient evaluation’, and ‘patient information’ to identify previous research 

relevant to this study. The databases searched included MEDLINE; CINAHL; and 

The Cochrane Library. 

 

 

2.1 Background  

There is a wealth of literature demonstrating the benefit from exercise training in 

cardiac rehabilitation (Thompson & Lewin, 2000) (Department of Health, 2006) 

however, the evidence from controlled trials to confirm the effectiveness of 

education, behavioural interventions and counselling is less conclusive (Clark, 

Hartling, Vandermeer, & McAlister, 2005).  
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Historically, the majority of studies designed to investigate whether education and 

counselling increase knowledge have been conducted during hospital admission 

(Goble & Worcester, 1999). A systematic review by Duryee (1992) to establish 

whether in-patient education increases MI patients’ knowledge and produces lifestyle 

change showed increased knowledge and some lifestyle change especially for 

increasing physical activity and smoking cessation. However, as this review was 

conducted on patients in hospital who had experienced an MI, the result could not 

safely be generalised to community based patient groups with a variety of cardiac 

presentations. In addition, criticisms of the trials included in this review have been 

expressed as some were shown to have had a limited literature search and minimal 

study details provided, also, there appeared to be very little comment on the quality 

of the studies included in the review and the measure of behaviour change varied 

between the studies.  

 

 

Two published meta-analyses by Oldridge, Guyatt, Fischer, and Rimm (1988) and 

O’Connor et al. (1989) involved over 4,000 patients and demonstrated that patients 

randomised to exercise-based cardiac rehabilitation after MI showed a statistically 

significant reduction in all cause and cardiac mortality of about 20 to 25% compared 

to patients receiving conventional care, no significant effect on non fatal re-

infarctions was found.  These very similar high quality reviews are considered a 

reliable estimate of the effectiveness of cardiac rehabilitation following MI, however, 

the studies in these meta-analysis involved low risk patients and therefore the scope 

for demonstrating benefit was small. It may be that the apparent benefits shown may 

be enhanced in patients with more severe disease. Similar to the Duryee (1992) 
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review, many of the trials included in these reviews were often small and 

underpowered and evaluation of the methodological quality is difficult due to limited 

description of the methodology used.  

 

 

The National Health Service Health Care Bulletin on Cardiac Rehabilitation (NHS, 

1998) identified two hundred and fifteen systemic reviews and considered seven in 

detail, they concluded that “exercise improves physical aspects of recovery at no 

additional risk, but as a sole intervention it is not sufficient to reduce risk factors, 

morbidity or mortality.” These findings are at odds with those of Oldridge et al. (1988) 

and O’Connor et al. (1989) who suggested that there was no difference in the effects 

seen with exercise alone or in combination with other interventions.   

 

 

A later review to determine the effectiveness of secondary cardiac prevention 

programmes with and without exercise included 63 trials (Clark, Hartling, 

Vandermeer & McAlister, 2005). Seventeen were exercise only, nineteen were 

exercise plus other interventions such as education about risk factors and lifestyle 

counselling, and twenty three were cardiac rehabilitation without exercise. The 

outcome measures for this review were all cause mortality and recurrent myocardial 

infarction. A positive effect on risk factor profiles, reduction in MI and survival was 

shown for all types of programmes in favour of the intervention. The researchers 

concluded that although the interventions tested in the trials varied substantially and 

the trials enrolled highly selected study samples, the implementation of secondary 

prevention programs on a wide scale for patients with coronary disease is justified.   
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Recently, a review by Jollife et al. (2001) allowed analysis of over 8,000 patients; this 

review compared the findings of trials where patients attended exercise only cardiac 

rehabilitation versus usual care and those trials were patients attended a more 

comprehensive cardiac rehabilitation programme, to include some formal education 

on lifestyle change, against usual care. They found that patients attending exercise 

only cardiac rehabilitation demonstrated a 27% reduction in all cause mortality and a 

31% reduction in total cardiac mortality compared to those patients receiving usual 

care. Figures from the comprehensive cardiac rehabilitation analysis found a lesser 

13% reduction in all cause mortality, with a reduction in cardiac mortality of 26% 

compared to usual care. The difference in these findings was attributed partly to 

differences in the trial participants; more women with a greater mean age were 

included in the comprehensive cardiac rehabilitation data, and also to difference in 

diagnosis of the participants, type and length of intervention and variation in length of 

follow up.  Data from the comprehensive cardiac rehabilitation group analysis 

suggested an additional beneficial effect on lipid levels, with significant reductions in 

both total blood cholesterol and LDL cholesterol. In addition, comprehensive cardiac 

rehabilitation showed a favourable effect on blood pressure and smoking. However, 

Jollife et al. (2001) acknowledged that the influence of cholesterol lowering 

medication had not been considered and that very little data was collected on blood 

pressure measurement, in addition the number of trials reporting smoking as an 

outcome was too small for the findings to be statistically significant.  

 

 

Jollife et al. (2001) concluded that considering a combined outcome of mortality, 

non-fatal MIs and revascularisations, rehabilitation results in a 20% reduction in 
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pooled adverse clinical outcomes; this is for either exercise alone, or comprehensive 

cardiac rehabilitation.  As such they suggested that there appears to be little to 

choose between exercise only or more comprehensive rehabilitation, either method 

has been shown to be effective in reducing cardiac deaths. Similar to the earlier 

reviews, Jollife et al. (2001) found many of the trials included were small and the 

quality of reporting in general was poor with only a minority of authors describing the 

method of randomisation clearly. Lack of consistency with regard to methodology, 

inclusion and exclusion criteria and outcome measures was also accepted as 

detrimental to the outcome of this analysis though not necessarily to the individual 

studies included in the review. 

 

 

Some of the methodological problems in trials of rehabilitation can be attributed to 

wide ranging differences in delivery, location, length, variety of components and the 

patient population of the various programmes.  Researchers in real world situations 

do not have the luxury of controlling variables or manipulating situations. Thompson 

and Lewin (2000) suggest that the methodological problems associated with cardiac 

rehabilitation research can be attributed to the difficulties of researching the effects 

of multiple interventions on several outcomes in a heterogeneous population, in 

contrast to the ‘ideal’ placebo controlled evaluation of a single drug or procedure in a 

homogeneous study group .  

 

 

A review by Fernandez et al. (2007) considered the effect of brief structured 

interventions on risk factor modification in patients with coronary heart disease, such 
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as that delivered during attendance to a phase III programme. Their review included 

seventeen trials involving 4,725 participants, outcome measures were diet 

modification, smoking cessation and multiple risk factors. Unlike some of the earlier 

reviews the participants included people with a variety of cardiac diseases and the 

trial eligibility and methodological quality was independently assessed by two 

reviewers prior to the review. They found that there was evidence of a benefit from 

intervention on behavioural changes such as fat intake, weight loss, smoking 

cessation and physical activity amongst participants. They support  the view that 

brief interventions for patients with coronary heart disease can have beneficial 

effects on risk factor modification and consequently on progression of coronary heart 

disease. They also suggest the need for further trials using larger sample sizes and 

a wider variety of outcome measures.  

 

 

As indicated by several analyses cardiac rehabilitation can be effective in reducing 

mortality, morbidity and risk factors. However, many of the trials considered in the 

reviews were carried out more than ten years ago and mainly focused on middle 

aged males post MI, excluding women, elderly people and other cardiac groups such 

as those post by-pass surgery and those with heart failure. The results of these trials 

may now be outdated due to the development of highly successful interventions and 

treatments in addition to more efficacious pharmacological management. Essentially, 

the effects of modern cardiac rehabilitation on a more broadly defined population of 

cardiac patients are not fully known. These limitations underline the need for 

conducting robust trials in the setting of established modern cardiac care. 
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2.2 Patient Evaluation of Care  

Evaluation of the quality of healthcare or a service is a complex and challenging 

process and should consider the views of the healthcare providers and the patients. 

Evaluation of healthcare by the patient is considered one of the better methods of 

identifying key issues and the effectiveness of services (Staniszewska & Henderson, 

2005).  The modern health service has changed dramatically with regard to the 

delivery of healthcare; increasing emphasis on quality services with a patient centred 

approach meeting the needs and expectations of patients is advocated. The 

importance of patients as evaluators has become a focus of health policy and 

legislation (Department of Health, 2000) with patient experiences of health care 

emerging as a central focus for researchers, policymakers, clinicians and patient 

groups.  

 

 

Despite the wide acceptance of the importance of engaging patients in the 

evaluation of service delivery, the greatest challenge for researchers and policy 

makers remains the conceptual and methodological difficulties in measuring the 

patient’s experiences. 

  

 

McKee, Kerins and FitzGerald (2006) support the view that patients’ perspectives 

can be evaluated by measuring their needs, expectations, perceptions or satisfaction 

with care. However, Staniszewska and Ahmed (1999) argue that whilst these 

concepts are thought to have a key role in evaluation, they are generally poorly 
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developed and understood. The measurement of these concepts is characterised by 

differences in approach, definition, content and measurement.  

 

 

The definition of what constitutes a need or expectation varies amongst studies. For 

example, Williams, Weinman, Dale and Newman (1995) define expectations in terms 

of needs, requests or desires, while Buetow (1995) separates expectations from 

wants, defining expectations as compromising of wants and predictions of outcome 

as a result of healthcare interventions. An alternative view is proposed by Like and 

Zyzanski (1987) who distinguish between patient expectations and patient requests. 

The former relates to what the patient anticipates will happen during an encounter, 

and the latter refers to specific ideas about how the patient hopes they will be 

helped. Need refers to something that you should or must have or would benefit from 

having, whilst expectation is something you regard as probable (Collins Dictionary, 

1992).  

 

 

Patients’ views of their care using satisfaction as the method of evaluation is the 

most widely used measure of outcome. Han, Connolly and Canham (2003) define 

satisfaction as ‘fulfilment of desire or need’, they argue that needs and satisfaction 

differ and are influenced by many factors including perceptions, expectations, 

experiences, structure and process. Although many researchers have attempted to 

define the various concepts, the variety of definitions does not aid theoretical 

progress in understanding the concept as studies rarely relate their definitions to the 



15 

 

interpretation of definitions offered by other studies (Staniszewska & Henderson, 

2005). 

 

 

As the use of satisfaction surveys has become more common, there has been 

increasing concern about the concept of satisfaction as accurately representing the 

process of evaluation. Some of these concerns have emerged because of the 

positive evaluations that satisfaction questions regularly produce despite the reality 

that health care is unlikely to be quite so consistently perfect (Williams, 1994). 

Although there have been other attempts to propose some theoretical basis, 

Williams (1994) points to the general failure of theoretical modelling to explain 

patient satisfaction. The difficulty in defining expectations and satisfaction and the 

methodological problems associated with their measurement have cast doubt on the 

validity of studies using these concepts as an outcome measure.  

 

 

In response to these concerns studies have started to explore patient evaluation in 

more depth, Edwards, Staniszewska and Crichton (2003) investigated the way in 

which patients construct their expressions of satisfaction using the 

phenomenological sociology of Alfred Schutz because of its emphasis on 

appreciating the ‘natural attitude’ of individuals, within which they interpret their 

experiences. A study by Staniszewska and Ahmed (1999) attempted to draw a link 

between patient expectation and other factors including patient satisfaction. The 

study involved in-depth interviews with 33 in-patients and day care patients awaiting 

a variety of cardiac investigations or treatment. They found that the concept of 
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expectation was complex and was influenced by a number of factors, including their 

type, whether they were positive or negative, and the value the patients attached to 

them. They concluded that satisfaction studies need to consider changing their focus 

from establishing correlations between variables to a more exploratory investigation 

of the process of patient evaluation. They argue this would develop a theoretical 

base to evaluation and ultimately guide appropriate measurement. 

 

 

2.3 The process of change 

Relatively few well-designed studies have clearly demonstrated improvements in 

knowledge from educational interventions offered during cardiac rehabilitation 

programmes, especially group programmes conducted during convalescence.  

 

 

The relevance of knowledge gained as an outcome indicator has been questioned by 

Sivarajan et al. (1983); their findings suggest that increased knowledge has not been 

shown to influence behaviour change and reduction of risk significantly. Despite this, 

patients identify knowledge gained as a major benefit from attending a cardiac 

rehabilitation programme; this knowledge empowers the patient to become involved 

in their own health care, improves coping skills and enhances social and emotional 

recovery after a major cardiac event (Goble & Worcester, 1999). 

 

Altering lifestyle has two components, the patient has to decide to alter some 

relevant aspects of their lifestyle, and they must have the capacity to do this. 

Lifestyle changes are often difficult to attain and maintain and research on 
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adherence to lifestyle change has shown an overall low compliance (Lear et al. 

2003).  

 

 

A survey in general practice has shown that 90% of patients with previously 

identified coronary heart disease have at least one and usually two or more lifestyle 

related cardiovascular risk factors such as smoking, poor diet or a sedentary 

lifestyle. These risk factors are likely to have contributed to their heart disease and, 

following a cardiac event may inhibit recovery and increase the chance of further 

problems (Campbell et al.1998). Whilst many patients will change their lifestyle with 

little or no professional help other than information and advice, others will require a 

more structured interventional approach. There are more ex-smokers than smokers 

in the UK and most of these ex-smokers stopped without professional help, however 

a significant proportion of the population are aware of the dangers of a high fat diet 

without apparently being either willing or able to change. 

 

 

Different behavioural and psychosocial intervention strategies have been evaluated 

without finding clear evidence of the most efficient approach to encourage and 

sustain lifestyle change (Williams et al. 2006). Self determination theory explores the 

relationship between autonomous and controlled motivation, focusing on long term 

adherence to different lifestyle and medical regimens. According to Williams et al. 

(2006) the degree to which behaviour is autonomously motivated is an important 

predictor of long term lifestyle change, whereas controlled motivation, which is based 

on guilt and pressure is not expected to lead to long term change. Self determination 
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theory advocates the need for autonomy and competence, the need for competence 

is strongly related to the more extensively studied concept of self-efficacy. Perceived 

self-efficacy is defined as people’s beliefs about their capabilities to produce 

designated levels of performance that exercise influence over events that affect their 

lives (Bandura, 1994). Beliefs in personal efficacy affect life choices, level of 

motivation, quality of functioning, resilience to adversity and vulnerability to stress 

and depression. As such, patients with a highly developed sense of self-efficacy 

should have the capability to make and sustain lifestyle change. A further feature of 

cognitive theory is the concept of expectancy; this suggests that people adopt health 

behaviour if they perceive their health is threatened, the expectancy that change will 

reduce the threat, and the expectancy that one is competent to change the 

behaviour.  

 

 

Studies have shown that individual factors are of great importance in adherence and 

motivational research. Lifestyle changes may be initiated but are of limited duration if 

the adverse effect on quality of life is substantial. Many programmes have been 

developed and tested on the general population to reduce smoking or weight, or to 

alter diet. However it cannot be assumed that what works in the healthy individual 

who decides they wish to change their behaviour will work with the coronary heart 

disease patient who is told to change but is not convinced of the need. Nevertheless, 

it is reasonable to assume that programmes that involve group meetings on a weekly 

basis will produce behaviour change in patients who intend to change their 

behaviour. 
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2.4 Evaluation Research 

One definition of evaluation research suggests evaluation as a type of research is 

distinguishable from other types of research because of its purpose, which is to 

assess the worth or value of whatever is being evaluated (Robson, 2006). In nursing 

research this is typically a service, programme, innovation or intervention. There are 

many types of evaluations that do not necessarily result in an assessment of worth 

or merit, for example, descriptive studies, implementation analysis and formative 

evaluations are concerned with acquiring and assessing information. All evaluation 

involves collecting and sifting through data, making judgements about the validity of 

the information and of inferences we derive from it, whether or not an assessment of 

worth or merit results. The goal in all evaluations should be to influence decision 

making and improve the service or practice evaluated through the provision of 

feedback to a variety of stakeholders.  

 

 

There are many different types of evaluation depending on the object being 

evaluated and the purpose of the evaluation, the most important basic distinction in 

evaluation types is that between formative and summative evaluation. Formative 

evaluations strengthen or improve the object being evaluated; they help form it by 

examining the delivery, quality, personnel and procedures of the programme or 

technology. In contrast, Summative evaluations examine the effects or outcomes of 

some object, they summarise it by describing what happens subsequent to the 

delivery of the programme or technology.  
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Gerrish and Mawson (2005) highlight the blurred boundaries between evaluation 

research, service evaluation, and action research. They describe service evaluation 

as ‘context specific and employed with the specific intention of informing local 

decision making or local service provision’. By contrast, evaluation research and 

action research are concerned with the generation of new knowledge that has a 

degree of transferability beyond the local setting. Evaluation research is seen as 

political in nature because social forces shape its development and affect its 

dissemination. In addition, evaluation can influence decisions with regard to 

allocation of resources, increase knowledge of needs and problems encourage 

critical thinking and build energy and enthusiasm within the program team. The 

relationship between an evaluation and its impact is not always straightforward; 

studies that appear critical sometimes fail to influence short term decisions, whilst 

studies that initially appear to have no influence can have a delayed impact when 

more congenial conditions arise.  

 

 

2.5 Conclusion 

The review of the literature confirms that there is strong evidence attesting to the 

benefits of cardiac rehabilitation, meta-analyses of trials using a comprehensive 

approach to lifestyle modification as well as exercise suggest a significant reduction 

in total and cardiac mortality.  Despite this, important questions remain to be 

answered as to the optimal mix of components, the value of education and 

psychological interventions and the maintenance of lifestyle change.  
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As part of the literature search for the current study, very little research was 

uncovered that specifically addressed the issue of patients’ views with regard to the 

information given, even less with regard to the perceived benefit with regard to 

behaviour modification.  

 

 

The study that most closely resembles the current study is that of McKee, Kerins and 

Fitzgerald (2006) who applied a similar methodology using an evaluation survey 

questionnaire to identify patient satisfaction with a phase III cardiac rehabilitation 

programme.  McKee et al. (2006) distributed one questionnaire at the end of a six to 

eight week programme and collected the patients’ views with regard to satisfaction 

with the individual components of the programme, including the most and least 

beneficial aspect of the programme. They found that the patients were well satisfied 

with all components of the programme; the most common perceived benefits were 

confidence related, with increased confidence the most common recurring theme. 

The least beneficial aspect was mainly associated with failure to meet an individual 

need.  

 

 

Although the study by McKee et al. (2006) bears some similarities to the current 

study, there are differences. The current study has concentrated on the evidence for 

knowledge gained, the relevance of the information given and its influence on 

behaviour modification as a method of assessing the value of the non exercise 

component of the cardiac rehabilitation programme.  

  


