
UCSF
UC San Francisco Electronic Theses and Dissertations

Title
Return to work of the cardiac patient

Permalink
https://escholarship.org/uc/item/2mb5p8p3

Author
Pravikoff, Diane S.

Publication Date
1997
 
Peer reviewed|Thesis/dissertation

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/2mb5p8p3
https://escholarship.org
http://www.cdlib.org/


RETURN TO WORK OF THE CARDIAC PATIENT. THE EFFECT OF
WORK-RELATED SELF-EFFICACY, SELF-CONCEPT AND SELF-ESTEEM

by

Diane S. Pravikoff, R.N., M.S.N.

DISSERTATION

Submitted in partial satisfaction of the requirements for the degree of

DOCTOR OF PHILOSOPHY

in

NURSING

in the

GRADUATE DIVISION

of the

UNIVERSITY OF CALIFORNIA

San Francisco

Approved:

e
2, º, ..

- - - - - - - - - - - - - - - - - - - - - - -

l) twº & 2-c. d's ca

Committee in Charge

Deposited in the Library, University of California, San Francisco

Date University Librarian



copyright (1997)
by

Diane S. Pravikoff



Dedication

This dissertation is dedicated to my husband, Vladimir V. Pravikoff, who believed

that I could do this and told me so again and again and again -- every time I thought the

barriers were too great and the mountains too high. Thank you, Val. I wish so much that

you had lived to see it. You were right, as usual.

#
****

**- --

º

iii



Acknowledgments

I first wish to thank the cardiac patients who participated in this research for their

willingness to contribute to the expansion of knowledge as it relates to their recovery.

Almost every patient stated that he or she would be willing to participate to help others.

I am also very appreciative of the nursing staff at the various hospitals in which

the study was conducted for doing whatever they could to help identify patients for the

study. I am particularly grateful to Ruby Haynal at Glendale Adventist Medical Center,

Natalie Correll at St. Joseph's Medical Center in Burbank, Carmela and Lucille Junio and

Dr. Thomas Shook at Good Samaritan Hospital. And to Marion Volk who wanted to help

with another nursing research project after completing here master’s degree, I am forever

in debt. She was truly the answer to a prayer and helped me through tight spots and dark

days.

I am grateful, as well, to the staff at Cinahl Information Systems, my safe haven,

for their understanding, patience, and kindness for the last seven years. And to June Levy

who allowed me as much freedom as I needed to complete this process and always made

me feel I was still contributing.

I deeply appreciate the faculty of the School of Nursing, particularly Julia Faucett,

who gave me so much support and encouragement throughout the years. Julia provided

the kind of example nursing students and scholars everywhere should be lucky enough to

have. My other committee members, Erika Froelicher and Dennis Davidson, also

provided expertise, advice and excellent criticism and I sincerely thank them for their

iv



contributions. Marion Gillen and Jean Ann Seago always encouraged and laughed with

me. And I thank Sally Rankin who got me into this in the first place.

Finally, I want to thank my friends and family who stayed with me over this long

time period of study, always telling me they loved me and understood that this was

something I needed to do. I can never really express my gratitude enough to them all.

Scott and Peter, Val and Connie, Kira, Bob and Alix -- you mean more to me than you’ll

ever know.



Abstract

The purpose of this 3-month prospective follow-up study was to examine the effect of

three perceptual concepts, work-related self-efficacy, self-concept and self-esteem, on the

time to return to work of patients after an acute myocardial infarction or coronary artery

bypass graft surgery. The convenience sample of 158 patients, mostly male, white,

middle-aged, were gathered from five hospitals in the Los Angeles area. Primarily bypass

patients (69%), they were interviewed by telephone within two weeks after hospital

discharge using the Work Self Concept Scale, Valuing of Work Index, Rosenberg Self

Esteem Scale, Duke Activity Status Index, the CES-D, and the Ewart Self Efficacy Scale.

Demographic and clinical variables were examined as well. Patients were asked to return

a postcard after returning to work and follow-up calls were completed three months after

the initial interview. Data analysis was accomplished using t-tests, chi square, analysis of

variance and correlation analysis where appropriate with the outcome variables of either

dichotomous return to work or the number of days to return to work. Hypotheses were

tested using survival analysis including initial evaluation with Kaplan-Meier Product

Limit Estimate and subsequent analysis using Cox Proportional Hazards Model. Using

survival analysis, the most significant predictor of return to work in the study period was

a high level of work-related self-efficacy as evidenced by a self-prediction of fewer days

to return to work and high levels of confidence in the prediction. Other significant

predictors were younger age, being married or involved in a close relationship, and

employed in a professional/managerial or technical/sales occupational category.

Implications for nursing, particularly occupational health nursing, include (1) the

vi



importance of identification and elimination of potential or actual barriers to return to

work; (2) active participation in plans of care and recovery including advocacy of cardiac

rehabilitation; and (3) development of interventions that take patient self-efficacy into

account. Most important, however, is recognition of the importance of the role of patient

perception in recovery and the return to work process.

~~~~~
Julia Faucett, R.N., Ph.D.
Committee Chair
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CHAPTER I

Problem Introduction

Compensated work is a fundamental part of adult life in the United States and

occupies half of our waking hours (Hines, Durham, & Geoghegan, 1991). According to

Levy and Wegman (1988), “Work and the work ethic are basic to life in the United

States” (p. 3). Kelvin (1981) stated that “it is widely assumed in our society that an

individual’s work is an integral part of his identity” (p. 2).

Work, according to Schwalbe and Gecas (1988), has the potential to positively

affect psychological well-being in several ways. It can provide a source of psychosocial

support, material rewards, a sense of self-worth, a source of identity, a predictable

structure, and valuable problem-solving and coping experience. It also holds the potential

to do none of these things. The direction of this outcome will depend on the perception

and meaning each individual attaches to work activities. Additionally,

if work is crucial to the concept which an individual has of himself, it will also be
crucial to his relationships with others -- because the ways in which an individual
relates to others in his overt behavior depends on how he sees himself and feels
about himself (Kelvin, 1981, p. 2)

The U.S. workforce currently consists of over 110 million people, most of whom

perceive themselves as productive workers, and most of whom depend upon work not

only to maintain that image, but for material and emotional rewards as well.

Unemployment, whether from disability or temporary loss of a job, holds potential for a

wide range of detrimental effects—from economic to interpersonal to intrapersonal.

Corporate America spends billions of dollars on the recruitment and training of

replacement workers for injured or ill employees (Walsh, Connor, Tracey, Goldberg, &



Egdahl, 1989). These dollars are in addition to the direct cost of both the disability

payments and the medical care the workers receive. The significant cost to the worker,

however, may not only be in terms of lost wages and medical care, but also in affected

relationships and potential threats to self-esteem and self-worth due to perceived

nonproductivity during absence from work. These costs exist regardless of the cause of

unemployment.

Both clinical experience and research related to patients with histories of coronary

artery disease (CAD) resulting in myocardial infarction (MI) and coronary artery bypass

graft (CABG) surgery suggest that many factors, as well as combinations of factors,

determine return to previous employment. Demographic factors, clinical factors, and

psychosocial factors have all been examined with inconsistent results. Clearly, variables

exist that have not been completely addressed or examined. For example, aspects of the

relationship the patient experiences with the workplace (i.e., work-related

self-concept and self-esteem) and its effect on return to work have received little attention.

Work-related self-efficacy has received somewhat more, but still incomplete, study. Yet,

return to work is the outcome of concern in much of the CAD research, and is the

outcome that seems to equate with recovery from a coronary event such as those

mentioned above.

The purpose of this study is to investigate the extent to which perception of

work-related self-efficacy, self-concept, and self-esteem affect the length of time that is

required to return to work following MI or CABG surgery, controlling for age, gender,

and socioeconomic status. Consequently, the following questions will be asked:



1. What is the effect of work-related self-efficacy on return to work following MI

or CABG surgery, while controlling for age, education, gender, and socioeconomic

status?

2. What is the effect of work-related self-concept on return to work following MI

or CABG surgery, while controlling for age, education, gender, and socioeconomic

status?

3. What is the effect of work-related self-esteem on return to work following MI

or CABG surgery, while controlling for age, education, gender, and socioeconomic

status?

Significance

CAD remains the #1 killer in the United States today, accounting for almost

500,000 deaths annually. However, most people with CAD do not die. Over 6 million

people alive today have a history of heart attack or angina or both. Many of these

individuals suffer from some form of disability and are unable to work—at least

temporarily. The American Heart Association (1995) estimated that lost work productivity

from CAD amounts to almost $10 billion annually. It seems logical that, if all the causes of

disability were better understood, this loss could be prevented or minimized. “Based on

the Framingham Heart Study, 5% of all heart attacks occur in people under 40, and 45%

occur in people under age 65” (p. 9). These statistics belong, most likely, to members of

the working population and, if so, they should be able to return to their previous

employment in most cases.



Sheer incidence alone emphasizes the significance of the problem of identifying

factors affecting return to work. Based on the American Heart Association (1995)

estimates involving individuals under 65, many of whom were still working at the time of

the coronary event, almost 700,000 American men and women could be affected annually

by MI and 150,000 by the necessity for CABG surgery. These are not mutually exclusive

categories and some individuals may fit in more than one category or have experienced

more than one occurrence. Regardless, the population at risk is large. Over 100,000 of

these patients are estimated to be under the age of 45.

Many, if not most, patients eventually return to work. Every day away from work,

however, means additional cost to the individual in terms of lost wages and interrupted

social and work patterns, as well as additional cost to the employer for replacement

personnel and/or training. As will be discussed, one of the factors found to be most

predictive of eventual return to work is the actual length of time that has already been

spent away from the work setting, studied particularly in relation to CABG patients.

Reducing the time away from work, therefore, is a crucial goal, and identification of

factors affecting this time period is essential. It has been the experience of this investigator

that patients for whom work is a source of identity or self-esteem, and who believe they

are physically able to do so, will return to the workplace&or desire to return to the

workplace&faster than others for whom this is not the case. However, this finding is not

apparent in related literature&not because of negative findings, but due to lack of study.

If there are factors concerning the patient and the workplace that significantly

affect the time period away from workëand these factors can be addressed by programs or



changes within the workplace&employers can ultimately decrease their own costs by

assuming an active role in getting these individuals back to work as soon as possible. This

study is an initial step in identifying those factors.

Theoretical Framework

Two theories provide the framework for this investigation: Self Theory, which

incorporates self-concept and self-esteem as well as self-efficacy, and a specific theory of

self-efficacy derived from the Social Learning Theory or Social Cognitive Theory

(Bandura, 1989). While discussion of these theories usually relates to human processes in

general, application to the workplace life of individuals seems a natural extension,

considering the amount of time an individual spends at work and the role work potentially

plays in everyday life. This study will describe the basic principles behind these theories

and relate the principles to the role of the worker.

Self-Theory, Self-Concept, and Self-Esteem

Most authors on the subject trace the development of the Self Theory to William

James and the late 19th century (Greenwald & Pratkanis, 1984; Snyder & Williams,

1982). They describe a long period within the 20th century, dominated by behaviorism, in

which the self received attention from very few theorists. However, “although little formal

theoretical development of self constructs pre-dated 1940 and very little empirical work

pre-dated 1949, virtually every theory of personality created in the last 40 years has

included some from [sic] of a perceived self” (Snyder & Williams, 1982, p. 258).



The Self Theory is characterized, somewhat obviously, by its positioning of the self

as the central organizing factor. Conceived by Epstein (1973), it consists of concepts that

are “hierarchically organized and internally consistent” (p. 407) and incorporates a self

that is both subject and object, dynamic yet stable, and both unified and differentiated.

Snyder and Williams (1982) point out that the Self Theory is “subject to all known

laws of learning including those which yield errors” (p. 259). This is particularly important

when discussing subjective versus objective experience and the development of :self-concept or self-esteem in relation to illness or disability. “Cognitive distortion of the

actual effects of critical or traumatic experiences is frequently the principal way an

individual manages to cope with an abrupt change” (p. 259).
:

The Self Theory falls in the category of a needs theory, based on the premise that

individuals have a fundamental need to maintain or enhance self-esteem (Snyder &

Williams, 1982). “Self theorists would contend that all behavior is . . . a function of what

goes on inside the person, of how all objective situations are perceived as opportunities

for, or threats to, the fundamental maintenance and enhancement function” (p. 261).

Self-esteem has been conceptualized both as an equal partner with self-concept

(Hines et al., 1991), as illustrated in Figure 1, and as a component of self-concept along

with image and identity (Schwalbe & Gecas, 1988) (see Figure 2). According to Gecas

(1982), the self “develops in social interaction and is based on the social character of

human language” and “provides the philosophical underpinning for social-psychological

inquiries into the self concept but is not accessible to empirical investigation” (p. 3). Self

concept, on the other hand, is the product of the self and can be investigated



FIGURE 1 — SELF THEORY

SELF

Self Concept H– Self Esteem

(Cognitive Component) (Motivational Component)

Figure 1. Self Theory adapted from “Work Self-Concept: The Development of a Scale,”
by L. L. Hines, T. W. Durham, and G. R. Geoghegan, 1991, Journal of Social Behavior
and Personality, 6, pp. 815–832.
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SELF THEORY

[TSELF

Self Concept

| Self Image Self Esteem

Figure 2. The Self Theory adapted from “Social Psychological Dimensions of
Job-Related Disability,” by M. L. Schwalbe and V. Gecas. In J. T. Mortimer and
K. M. Borman (Eds.), Work Experience and Psychological Development Through the
Life Span, 1988, p. 233–271.
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empirically. Rosenberg (1986) defined self-concept as the “totality of an individual’s

thoughts and feelings having reference to himself as an object” (p. 7). Hines et al., (1991)

described the self as being composed of self-concept&a cognitive componentëand

self-esteemea motivational component. The cognitive aspect allows individuals to change

their views of self “in response to demands placed on him or her by society or self, or

when exposed to the values of others” (p. 817). Gecas (1982) takes a broader view of the

motivational aspect of self-concept and includes the self-esteem or self-enhancement *g

motive, the self-efficacy motive, and the self-consistency motive, all of which serve to f

maintain or enhance self-perceptions and evaluations.

The terms self-concept and self-esteem seem to be used interchangeably by some

theorists. For example, Gecas and Schwalbe (1983) described self-concept as being

formed actively as a result of self-efficacy, and passively as a result of external appraisal.

Later, Schwalbe, Gecas, and Baxter (1986) described three basic sources of self-esteem

formation emanating from self-perception, social comparisons, and reflective appraisals of

others. However, Tharenou (1979) differentiated between self-conceptèthe “conscious

perceptions one has of oneself”&and self-esteeme‘evaluations of such perceptions”

(p. 317). In fact, Schwalbe et al. (1986) also described self-esteem as an “affective

response to the self as an object, deriving from complex cognitive and emotional

interpretations of self-relevant information generated through action and interaction in the

world” (p. 64). Gecas (1982) also distinguished the two by equating self-concepts with

“identities” and self-esteem with “self-evaluations” (p. 4). “Identity focuses on the

meanings comprising the self as an object, gives structure and content to self concept, and
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anchors the self to social systems. Self esteem deals with the evaluative and emotional

dimensions of the self concept” (p. 4). For the purposes of this investigation, self-concept

incorporating identity and body image, and self-esteem incorporating self-worth, will be

conceptualized as two separate but related entities.

Self-Esteem, Self-Concept, and Work

The importance of work in the development and maintenance of self-concept and

self-esteem is described in the social psychological literature. Schwalbe (1985) stated that

“self evaluative information derives from the same basic sources in the workplace as

anywhere else: the reflected appraisals of others, the comparisons we make between

ourselves and others, and perceptions of our own behavior” (p. 520). These are all sources

of information, which an individual can accept, reject, ignore, or distort, but which

ultimately lead to the development of an image, a picture of the self at work, and an

internal evaluation of that image.

Kelvin (1981) pointed out that the question of “what one does” is fundamental to

external persona. This would seem to easily translate into the identity component of

self-concept. Identities provide “meaning, purpose, structure and direction to our lives”

(Schwalbe & Gecas, 1988, p. 246). Both self-esteem and self-concept have a global

component (e.g., an overall identity and evaluation); a specific component (e.g., an

identity and self-evaluation as a worker); and a task-specific component. The loss or

disruption of this identity can result in the loss or disruption of the entire

framework&social and otherwise&built upon that identity and evaluation.
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Self-Efficacy

A discussion of self-efficacy can parallel previous discussions surrounding

self-esteem and self-concept and can be conceptualized as an integral part of the

development of an internal concept of self. It also can be logically incorporated into a

discussion of the Social Learning or Social Cognitive Theory.

As part of the Self Theory framework, self-efficacy is described as an active part of

the development of self-concept and self-esteem and is the component Schwalbe and iGecas (1988) equate with control and self-determination. Gecas (1982) and Schwalbe

(Schwalbe & Gecas, 1988) theorized self-efficacy as a major motivating factor, the

absence of which could lead to depression, learned helplessness, and/or alienation. The

self-efficacious individual acts as his or her own “agent” and makes things happen.

Albert Bandura (1982) has worked extensively with the concept of self-efficacy as

part of the Social Learning/Social Cognitive Theory and stated that research regarding this

concept, while being conducted from a number of different perspectives, consistently

“centers on people's sense of personal efficacy to produce and regulate events in their

lives” (p. 122). Others have equated self-efficacy with self-confidence (Fitzgerald, Becker,

Celentano, Swank, & Brinker, 1989).

Bandura (1982) also stated that in the “social learning view, judgments of

self-efficacy, whether accurate or faulty, are based on four principal sources of

information” (p. 123), which include “performance attainments, vicarious experiences of

observing the performances of others; verbal persuasion and allied types of social

influences that one possesses certain capabilities, and physiological states from which
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people partly judge their capability, strength and vulnerability” (p. 126). According to this

theory, information is run through a process of cognitive appraisal. Different sources

must be cognitively processed, weighed, and integrated through self-reflective thought,

resulting in an ultimate perception of the extent of belief in self-efficacy. As individual

perception of self-efficacy changes, behavior changes to correspond to this perception.

“The higher the level of perceived self-efficacy, the greater the performance

accomplishments. Strength of efficacy also predicts behavior change. The stronger the

perceived efficacy, the more likely are people to persist in their efforts until they succeed”

(p. 127è 128). Cognitive processes are an essential component and result in what Bandura

(1989) refers to as a form of “self-persuasion” (p. 1179).

Self-efficacy beliefs affect both thought processes and motivation. Additionally, it

is not just the self-efficacy beliefs that are important, according to Bandura (1989), but the

resiliency of these beliefsehow they respond or hold fast in times of difficulty, threat, or

rejection. Threat is not a fixed entity in any given situation, but rather

a relational property concerning the match between perceived coping capabilities
and potentially aversive aspects of the environment. . . . People who believe they
can exercise control over potential threats do not conjure up apprehensive
cognitions and, therefore, are not perturbed by them. But those who believe they
cannot manage potential threats experience high levels of stress and anxiety
arousals. (p. 1177)

The importance of this aspect of self-efficacy for this investigation lies in internal

perception of the workplace as a possible threat to health.

Bandura (1989) theorized that depression can result from perceived self-inefficacy

to accomplish those goals that are important or meaningful with resultant damage to one’s

level of self-worth. If this is the case, individuals whose self-esteem and self-concept are
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derived from the accomplishment of goals within their workplace are at risk if they believe

they cannot return to work after a coronary event.

Bandura (1982) differentiated between outcome expectations and self-efficacy

beliefs and considers the evaluation of both essential. The self-efficacy belief is the level of

confidence an individual has in his or her ability to perform a given task. The outcome

expectation assesses&again, from an internal perspective show likely it is that performance

of a task will result in a specific result or outcome.

Expected outcomes contribute to motivation, independent of self-efficacy beliefs,

when they are not completely controlled by quality of performance. This occurs when

extraneous factors contribute to outcomes. For example, a coronary patient who believes

the physician may not allow him or her back to work when the patient feels well enough,

may feel a lack of control toward the expected outcome. This patient may have strong

self-efficacy beliefs but only moderate outcome expectations. Bandura (1989) described

this as a “model of reciprocal causation” (p. 1175), in which people partly determine the

nature of their environment and are, in turn, influenced by the environment.

It is important to also note, when considering the work environment, that

perceived self-inefficacy and other negative feelings can result when an individual

discontinues efforts to reach a goal due to a lack of perceived ability or lack of a

responsive, cooperative environment. “Conditions combining high self-efficacy with

environmental unresponsiveness tend to generate resentment, protest, and collective

efforts to change existing practices” (Bandura, 1982, p. 141). The implications for the

coronary patient are clear.

:
:

#.
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Hypotheses

The hypotheses derived from these theories and applied to the coronary patient are

the following:

Hi: Patients with high work-related self-efficacy will return to work following an

MI or CABG surgery faster than those with low work-related self-efficacy.

H2: Patients with a high work-related self-concept will return to work following

MI or CABG surgery faster than those with low work-related self-concept.

H3: Patients with high work-related self-esteem will return to work following MI

or CABG surgery faster than those with low work-related self-esteem.

Definition of Terms

For the purpose of this study, the following definitions will apply:

Return to work will be understood to mean the return to employment that is

equivalent to that held prior to the coronary event. Equivalent will mean same or similar

tasks, as well as hours of work, as were experienced prior to the coronary event. Date of

return to work will be the first day of employment following the coronary event.

Time to return to work will be measured in days from the point of hospital

discharge to the date of return to work.

Coronary event in this study will be in reference to MI or coronary artery bypass

graft surgery.

Work-related self-efficacy is the belief an individual has in his or her ability to

perform previous job tasks and responsibilities following a coronary event.
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Work-related self-concept is the measure of identity derived by an individual from

the job he or she fills.

Work-related self-esteem is the measure of positive evaluation derived by an

individual from the job duties he or she performs.

Introduction Summary

To recapitulate, the study of return to work following a coronary event has

focused primarily on individual factors external to the workplace. However, the

importance of analyzing work-related factors is twofold: (a) the possible importance the

job holds for the individual in defining personal identity and how that affects returning to

work, and (b) cost factors to the individual, as well as to society as a whole, in terms of

decreasing disability and retraining costs if time to return to work is reduced. Recognizing

and acknowledging the importance the work environment places on individuals, as well as

the importance individuals place on the work environment, may encourage employers to

develop programs to assist workers to return to work as quickly as possible.

Habeck, Williams, Dugan, and Ewing (1989) stated that “by providing early

intervention for return to work, the injured or ill employees retain their identities as

workers and their active relationships with the company” (p. 17). Kasdan and McElwain

(1989) described the importance of return-to-work programs in general, and early

return-to-work programs specifically, stressing that companies developing and

participating in such programs have noted significantly decreased costs in terms of

disability expense and/or training of replacement employees.
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While both Habeck et al. (1989) and Kasdan and McElwain (1989) refer primarily

to the economic and corporate perspective of recovery, the personal, individual

perspective is equally, if not more, important. Rost and Smith (1992) used return to work

as the predictive variable for emotional distress following an initial MI in 143 patients. No

difference was found in the amount of emotional distress experienced by the group that

ultimately returned to work, compared to those that did not, when measured at hospital

discharge. However, in follow-up measurements at 4 and 12 months, emotional distress ~

decreased only in those who had returned to work. The authors stated that this change in º:
emotional distress “appeared to be independent of our indicators of physical and mental º
health at baseline and initial physical and psychological adjustment” (p. 384). When º
controlling for these indicators of physical recovery, return to work remained “a strong --

predictor of subsequent change in emotional distress” (p. 385). Additionally, a study by º

Wingate (1995) focused on quality of life for 96 women diagnosed with acute MI and º
found that one predictor of higher quality of life was return to former employment status. º

Understanding return to work following a coronary event means not only

understanding factors related to the disease process itself, but must include knowledge of

work-related factors as well. This current study provides understanding in this regard. The

following additional questions will also be explored:

1. How do patients returning to work differ from those who do not in work-related

self-efficacy, self-concept, and self-esteem?

2. Is there a difference in matters related to return to work between those patients

with MI and those following CABG surgery?
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3. Do the instruments used in this study, with this sample population, satisfactorily

discriminate between work-related self-concept and work-related self-esteem?

4. Is there a difference in this sample population between global self-esteem and

work-related self-esteem?
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CHAPTER II

Review of the Literature

Introduction and Method of Review

Existing literature related to return to work following a coronary event is vast,

complex, and multidisciplinary. Consequently, an extensive review of the literature was

conducted using several electronic databases including Medline, the CINAHL” database,

PsychLit, SocioFile, and ABI/Inform. Various combinations of subject headings and key

words were searched to locate literature addressing cardiovascular diseases, coronary

artery disease, myocardial infarction, coronary artery bypass graft surgery, work,

self-efficacy, self, self-concept, cardiac rehabilitation, rehabilitation, vocational, return

to work, self-esteem, and Bandura. The focus was on any workplace or other factor that

could be identified as affecting the rate or timing of return to work following a coronary

event. The concepts surrounding return to work following illness or injury are commonly

studied by all health care professionals, sociologists, and psychologists.

The business literature that emerged through the ABI/Inform database search was

the least useful as its focus was primarily worker’s compensation and control of financial

loss. Articles addressing worker attitudes and illness recovery were rare and were

generally “how to” articles directed toward managers and, again, toward expense

reduction. Disability-related literature proved rewarding for articles focusing on the work

values of disabled individuals (Greenblum & Bye, 1987; Yelin, 1986), but were found to

concentrate on chronic, as opposed to temporary, disability. Both the medical and nursing

literature were particularly rich in actual research studies addressing individual or
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procedural factors affecting return to work. Nursing studies addressed psychosocial issues

more frequently than did the medical studies. The psychological and sociological literature

included deep, philosophical discussions of concepts such as self-esteem, self-concept, and

self-efficacy, which made a valuable contribution to the previous theoretical discussion

presented in this study. Several nursing and medical studies combined self-efficacy with

return to work, but as will be seen, only one (Kos-Munson, Alexander, Hinthorn,

Gallagher, & Goetze, 1988) could be found that analyzed what was labeled as the value of **

work to the patient. However, by its very description, this concept seemed closely related [.
º

to both work-related self-esteem and self-concept.

Overview

If one looks at the progress of research concerning a given concept, in terms of -

complexity of the study design, as traveling along a continuum from case or anecdotal t

studies; to descriptive, cross-sectional, and correlational studies, to experimental or

interventional studies, the existing research related to return to work has covered all

elements.

Over 50 studies were found to address the coronary artery disease process and

return to work. For the most part, these studies were conducted within a period from

1987 through 1997. In general, the methodology of all the studies, which is the focus of

this review, was similar. The studies were found to be both prospective and retrospective,

generally comparing members of a group who returned to work with those who did not

(Abbott & Berry, 1991; Bryant & Mayou, 1989; Caine, Harrison, Sharples, & Wallwork,

1991), or comparing those having one procedure (i.e., percutaneous transluminal coronary
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angioplasty [PTCA] or CABG surgery) with those having another (Allen, Fitzgerald,

Swank, & Becker, 1990; Laird-Meeter et al., 1989). Ben-Ari et al. (1992) and Mulcahy,

Kennedy, and Conroy (1988) compared patients receiving cardiac rehabilitation

intervention with those who did not, and Monpere, Francois, Rondeau du Noyer, and Van

(1988) evaluated the effect of introducing a physical medicine physician-specialist into the

recovery process. Three studies conducted by Dennis et al. (1988), Picard et al. (1989),

and Pilote et al. (1992) examined the effect of the same intervention, or aspects of the

same intervention, at different times with different samplest and with different results.

With the exception of these last three groups of researchers, who used random assignment

of the sample population into intervention/nonintervention groups, subject populations

were convenience samples.

Various diagnoses were represented. Fifty percent were MI patients&generally

initial MI (Abbott & Berry, 1991; Dennis et al., 1988, Riegel & Dracup, 1992; Riegel &

Gocka, 1995)*and the remainder were divided among PTCA (Ben-Ari et al., 1992),

CABG (Caine et al., 1991; Lundbom et al., 1992), or multiple diagnoses (Mark et al.,

1992). The population samples were relatively small, most frequently in the 508,100

range, with little female representation (i.e., less than 20%). The questions regarding

return to work often came from a larger study with a subset to be delivered only to those

who had been employed prior to hospitalization. The outcome variable in these studies

was generally return to work versus nonreturn to work at a designated point in time

following hospital discharge.
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Statistical analyses primarily involved t tests or Chi-square analysis where

appropriate (Abbott & Berry, 1991; Ben-Ari et al., 1992; Dennis et al., 1988, Picard et al.,

1989). Various types of multiple regression analysis were used when indicated, either for

analyzing those variables found significant in univariate analysis or when analyzing

survival time (Bryant & Mayou, 1989, Fitzgerald et al., 1989, Laird-Meeter et al., 1989;

Mark et al., 1992). Correlational analysis was used as well. To obtain data, investigators

incorporated a combination of chart review, questionnaires, interviews, and physiological

testing. Research instruments varied by study with a wide range of instruments

implemented. Duplication of instruments among studies was rare, with the exception of

the exercise stress test and a few of the psychosocial instruments. The instruments were

typically administered during hospitalization and repeated at varying intervals during the

months following discharge, generally up to l year. The rate of return to work at the end

of the study period ranged from 38% (Lundbom et al., 1992) to 90% (Dennis et al., 1988;

Pilote et al., 1992) with most studies falling in the 70*.80% range.

The variables studied in the return-to-work research can be categorized into the

following groups: (a) demographic, (b) clinical, (c) psychosocial, and (d) workplace

related. Return to work is a complex phenomenon; hence, findings related to any specific

category are not always consistent. As previously mentioned, the populations studied may

differ, and the instruments implemented during data collection are rarely the same and may

lead to differing results. Additionally, the categories of study are not isolated from each

other. Most researchers select certain variables from each category.

:
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Demographic and medical/physical variables have been most frequently studied;

work-related variables are addressed the least.

Demographic Factors

A wide range of demographic variables are generally included in return-to-work

research, if for no other reason than to thoroughly describe the population sample or

compare groups. The most frequent variables discussed are age, gender, and ethnicity,

along with socioeconomic, educational, and marital variables and occupational status. º
º

Age
:

In almost all the studies reviewed, age was identified as a variable, with half finding

it significantly associated with return to work (Almeida et al., 1983; Gehring, Koenig,

Rana, & Mathes, 1988; Mark et al., 1992) and the remaining half finding it not to be a

determinant (Affleck et al., 1987; Allen et al., 1990; Kos-Munson et al., 1988). When it

was found to be a significant factor, younger patients were consistently reported more

likely to return to work than those who were older (Boudrez, De Backer, & Comhaire,

1994; Danchin & Goepfert, 1988; Mark et al., 1992; Riegel & Dracup, 1992). While it is

possible that age holds greater importance in one type of coronary diagnosis than another

(i.e., coronary artery bypass vs. MI), this did not seem to be the case in this group of

research studies. However age, in combination with occupational status (i.e., “blue collar”

vs. “white collar”), produced interesting findings in a study of bypass patients conducted

by Gehring et al. (1988). The number of blue-collar workers returning to work following a

coronary event decreased with age, but the number of white-collar workers and
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professionals returning to work decreased until age 54 and then increased. This reversal

could be due to factors not addressed in this study such as education, job satisfaction and

rewards, and physical requirements of the job.

Age, along with its use as a variable measured against return to work, is often

utilized as exclusionary criteria. Patients over a particular age are often excluded from

studies, either due to their proximity to retirement or anticipated “age-related functional

impairments” (Allen et al., 1990, p. 921). Age was also used in comparative studies of

interventions, such as the Allen et al. (1990) study, to demonstrate similarity of groups.

Gender

Most of the reviewed studies also discussed gender and, again, often utilized this

factor as exclusionary criteria. Over one third of the studies were limited to male subjects

(Abbott & Betty, 1991; Dennis et al., 1988, Laird-Meeter et al., 1989). Recent awareness

of this exclusion of females in research conducted in this country has resulted in increased

efforts to include women in cardiac studies (Fleury, Kimbrell, & Kruszewski, 1995;

Redeker, Mason, Wykpisz, & Glica, 1995). In those studies that did include women, the

female representation was usually between 10% and 20%; hence, results were not usually

significant when comparing gender. However, Mark et al. (1992) reported that the

patients found to be unemployed after 1 year were more often older and female, although

statistical data were only reported for males. Their two-phase study included a large

sample size (N = 1252), but reported the number of females for only the first phase.

Riegel and Gocka (1995) compared a matched sample of 64 men and women in

psychosocial adjustment, functional class, and return to work following an initial MI.



24

Return-to-work outcomes did not differ between the two groups at 4 months post-MI. In

a comparison of symptoms following CABG surgery, Moore (1995) found that men and

women experienced different symptoms, emotions, and anxieties. Because a greater

number of men in the study were employed and younger, they were also more anxious

about returning to work as well as other activities.

The results of other studies support the possibility that females return to work less

frequently than males (Almeida et al., 1983; Burgess et al., 1987). There are several

possible reasons for the difference; hence, the finding has logical appeal. It may be more

acceptable for women to retire from the workplace without damage to their self-images or

ramifications to their social image. It may also be that a supportive (i.e., economically and

emotionally) spouse or significant other may make early retirement a possible option.

Kos-Munson et al. (1988) found in a prospective study of 92 CABG patients that men

were less depressed than women; scored better on the Sickness Impact Profile, which

meant that sickness had less impact on their lives; and perceived themselves to be more

self-actualized than women. Each of these factors could have potentially contributed to

higher return-to-work incidence for men. Unfortunately, that was not an outcome variable

included in the study, or at least it was not reported.

Socioeconomic Status

Socioeconomic status was examined in the form of income, education, or overall

socioeconomic status, depending on the definition of the researcher, and was found to be a

significant predictor of return to work following illness or injury in several studies (Abbott
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& Berry, 1991; Bryant & Mayou, 1989; Mark et al., 1992; Mulcahy et al., 1988, Riegel &

Dracup, 1992). An almost parallel number of researchers did not find this significant

(Ben-Ari et al., 1992; Fitzgerald et al., 1989, Pilote et al., 1992). Smith and O’Rourke

(1988) did indeed find a significant inverse relationship between return to work and the

amount or availability of retirement benefits—existing benefits being a possible motivator

toward retirement. No other study examined this particular aspect of socioeconomic

status, although Lundbom et al. (1992, 1994) found that many of their patients who had

had good results from CABG surgery with great relief from symptoms, had received

disability pensions, thus removing them from the work force&regardless of physical

capability.

Also related to income and socioeconomic status, the overall economy may play a

role in the return to work of the cardiac patient. Danchin et al. (1989) compared overall

unemployment rates in 1980 (7.2%) and 1985 (12.3%) and discussed the possible adverse

effect of these rates on return-to-work outcomes of two groups of PTCA patients who

had a lower return-to-work rate in 1985 than 1980. These authors stated that it is

important to consider the condition of the overall economy, as well as the type of industry

in which the patient works, when measuring return-to-work likelihood. Both of these

factors can have a potential effect on the financial status of the employer and the

employer’s willingness to adopt programs encouraging the return to work of employees

suffering illness or injury.
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Occupational Status

Several studies examined some aspect of occupational status, which generally fell

within the blue-collar or white-collar work environments. The previously mentioned

Gehring et al. (1988) study, as well as research conducted by Mark et al. (1992) and

Monpere et al. (1988), found some aspect of occupational status significantly related to

return-to-work outcomes. Mark et al. found job classification, as measured by the U.S.

Commerce Department Standard Occupation Classification criteria, a significant enough

factor to be included in their final logistic regression model for predicting 1-year work

status (p < ...10). As an independent predictor, job classification was strongly associated

with return to work (p < .0001) and was included in the regression analysis because of this

independent relationship. Monpere et al. also examined job classification and return to

work in coronary bypass patients and found them significantly related as well (p< 05).

Fioretti (1988), unlike Mark et al., did not find that white-collar workers differed from

blue-collar workers in work resumption. This sample consisted only of individuals referred

to a cardiac rehabilitation program, which could present a bias.

Race

Race was the demographic variable least frequently studied. Only one of seven

investigators reported race as having any significance (Mark et al., 1992). Interestingly,

Mark et al. found being Black not only highly significant on its own as an inhibitor to

return to work, but also felt it worthy to include in the final predictive model for work

status at 1 year following entry into the study. As in the other studies including race, the

Mark et al. population sample was approximately 90% Caucasian. The larger overall
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sample size (N = 1252) increased potentiality of a significant difference. Race also

maintained its significance in the Mark et al. final regression model.

Marital Status

Marital status was another demographic variable infrequently studied (Mark et al.,

1992; Riegel & Dracup, 1992, Smith & O'Rourke, 1988). It was not, in and of itself, a

significant predictor of return to work, although number of dependentsea somewhat

related conceptèwas found to have univariate significance in the Mark et al. (1992) study,

though it was not included in their final model. Only one study (Kos-Munson et al., 1988)

examined whether or not the spouse was working and this was not found to be a

significant predictor.

Summary of Demographic Factors

It is clear that no single demographic variable consistently predicts return to work

of the cardiac patient. This can most likely be attributed to study differences in samples

and sample sizes, measurement, or definition of the outcome variable of return to work. It

can also be related to other variables carrying more weight in any given sample. A

comparison of two different studies examining the same demographic variables with

differing results demonstrates the difficulty in this area.

Both Fitzgerald et al. (1989) and Mark et al. (1992) prospectively examined the

return to work of patients having had PTCA. In the Fitzgerald et al. study, 82 patients

were included. In the Mark et al. study, 312 of the total 1252 participants had undergone

PTCA. Unfortunately, the study findings were presented for the overall sample, rather
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than the PTCA portion alone. The return-to-work outcome at 1 year was similar in both

studiest 87% returned to work in the Fitzgerald et al. study, versus 84% in the Mark et al.

research. Fitzgerald et al. did not find age, education, or job classification significant

predictors of return to work. Mark et al., on the other hand, stated that the most

“powerful predictors of loss of employment in patients with CAD in this study were

demographic and socioeconomic: age, race, and education” (p. 1491). The problem with

this comparison lies in the difference in overall sample sizes, study goals and time spans,

and variable definitions. Both occupational status and education approached significance

(p → .06) in the Fitzgerald et al. study and, with a larger sample size, may have indeed been

significant.

Mark et al. (1992) used the findings from a group of patients seen between

1986*1989 (n = 872) to develop a model intended for use with a group seen between

19898, 1990 (n = 380). The sample size for the earlier group, referred to as the training

group, was larger than most of the participant populations in the other studies mentioned

in this discussion. There was no description of the population in the second group.

According to the investigators, the model developed was able to fairly accurately predict

which patients would return to work. “In the test sample the average model prediction of

return-to-work rates in patients who did, in fact, remain employed was 0.86” (p.

1491*1492). The most effective predictors of return to work in this study were age, race,

and education, accounting for “45% of the predictive information available from the

model” (Mark et al., 1992, p. 1491).
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Additionally, occupational status was evaluated on a 4-level classification scheme

by Mark et al. (1992) and a 2-level scheme by Fitzgerald et al. (1989). Education was a

continuous variable in the Mark et al. research and defined as the dichotomous s or > 12

years by Fitzgerald et al. Age was also a continuous variable in the Mark et al. study, but

categorized into four groups by Fitzgerald et al. How much difference these variations

actually make is unknown, but the potential for difference is definitely present. While the

Fitzgerald et al. study purported to cover 6 months postdischarge, the return-to-work data

was presented for only 1 month postdischarge. It is possible that results could have been

different after 1 year, which was the time period used by Mark et al.

In summary, while there is obvious variation in research findings surrounding

demographic factors, those most frequently found to be significantly related to return to

work of the cardiac patient are younger age and higher socioeconomic status as indicated

by income, education, or occupational status. As research continues its efforts to include

greater numbers of females, gender may be found to be consistently significant as well.

Increased numbers of working women, women working a larger percentage of their lives,

and women working in new, nontraditional occupations may contribute to changes in

findings. On the other hand, it is possible that future research will prove there to be no

significant difference in work resumption between males and females. Regardless of the

findings, it is hoped that they will be based on research with adequate sample size, rather

than speculation.
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Clinical Factors

Clinical factors examined in the literature reflect the actual physical and mental

status of the individual. Physical health status can be categorized as physical impairment

(e.g., disease severity, pain), functional capability (e.g., exercise capacity), overall

disability (e.g., individual’s self-rated ability to do activities of daily living), and treatment

influences (e.g., medications, physician’s advice).

Physical Impairment

Disease severity. Severity or extent of disease was one of the most frequently

mentioned clinical variables, and interestingly, was found to be a clearly significant

predictor of return to work in very few (Maeland & Havik, 1986; Mulcahy

et al., 1988; Smith & O'Rourke, 1988). This was found in studies focused on patients with

MI and included those with both enzyme levels and complications resultant of the MI.

Only one such study (Mulcahy et al., 1988) did not describe criteria determining severity,

just that it was a significant (p < .05) predictor of return to work. In the case of

comparative studies, such as Allen et al. (1990), disease severity was a function of the

number of vessels with > or = 70% occlusions, and far more CABG than PTCA patients

experienced this (p = .0001). Severity of disease was also used to demonstrate

comparability of groups in the Dennis et al. (1988), Picard et al. (1989), and Pilote et al.

(1992) studies.

Nielsen, Sorensen, Christensen, Petersen, and Klausen (1991) studied the

outcomes of 112 consecutive patients admitted for acute MI in their Denmark

practice—49 of whom were employed prior to admission. “Job prognosis” in this cohort
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was “unaffected by the patient’s age and the size and site of the infarct” (p. 47).

Interestingly, work situation was not affected by heart failure, angina, or arrhythmia

occurring during hospital admission, but outcome was significantly poorer when any of

these conditions occurred during the follow-up period after discharge.

Riegel and Dracup (1992) used the Coronary Prognostic Index (CPI), which

includes a combination of factors to assess illness severity, and did not find it to be a

significant predictor of resumption of work outcome in their study of MI patients

experiencing their first coronary event. However, Turkulin, Cerovec, and Baborski (1988)

found that, while the site of MI as well as the presence of angina, aneurysm, arrhythmia,

and left ventricular enlargement were not predictive of return to work, “patients with

complications during the acute phase of illness and patients with longer hospitalization”

(p. 104) were less likely to return to work. These complications apparently included heart

failure, angina, and complex arrhythmia during hospitalization as opposed to those

experienced later in recovery.

Time absent from the workplace, a possible measure of disease severity, was

consistently found to be a significant predictor of return to work of the cardiac patient,

regardless of diagnosis (Almeida et al., 1983; Caine et al., 1991; Gehring et al., 1988;

Mulcahy et al., 1988). However, the majority of cases were surgical and the patients

delayed in obtaining the necessary surgery (Caine et al., 1991; Gehring et al., 1988). Only

one of the studies reporting time absent from work as significant was an American study

(Almeida et al., 1983), implying that this is more of a factor in areas where surgery wait

may be longer. The consistency concerning absence from work, however, certainly has
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implications for the posthospitalization time period and the necessity to keep it as short as

possible.

Pain. Chest pain was another clinical variable examined in almost half of the

return-to-work studies reviewed. The amount of chest pain was a significant predictor of

work status with bypass patients (Caine et al., 1991; Gehring et al., 1988; Speziale,

Ruvolo, & Marino, 1996) and some MI patients (Mulcahy et al., 1988, Ronnevik, 1988),

but not with PTCA (Fitzgerald et al., 1989) and other MI patients (Turkulin et al., 1988).

Nor was it a predictor in Mark et al.’s (1992) overall sample, which included all three

types of patients.

The timing of chest pain may be important. The previously described Nielsen et al.

(1991) and Turkulin et al. (1988) studies, comparing complications during hospitalization

to those at the time of follow up, demonstrate this possibility.

Ejection fraction. Physical impairment has also been assessed by means of left

ventricular ejection fraction or heart pumping ability by Allen et al. (1990), Danchin and

Goepfert (1988), Fioretti (1988), and Laird-Meeter et al. (1989). Only the Laird-Meeter

et al. study found it to be a significant predictor of return to work. In the Mark et al.

(1992) study, which used an outcome variable of work status after 1 year, the

investigators found that “traditional medical factors have a relatively small impact on

subsequent employment. The left ventricular ejection fraction and number of diseased

vessels, two of the most powerful predictors of mortality in CAD, were univariable

predictors of continued employment in this study . . . but were not included in the final

model” (p. 1490) due to lack of strength and failure to enhance predictive ability.
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In Fioretti’s (1988) study of 100 patients who completed a cardiac rehabilitation

program following MI, variables such as left ventricular ejection fraction, asymptomatic

arrhythmias, and ECG changes were found not predictive of return to work.

Success of surgical procedure. Success of the surgical procedure or completeness

of revascularization was found significant as a return-to-work predictor by Almeida et al.

(1983) and Gehring et al. (1988) in the case of CABG patients, but not by Monpere et al.

(1988). Primary success of the procedure was found to be a significant predictor in the

Danchin et al. (1989) study of PTCA patients. The population sample in the Monpere

et al. (1988) study may have been too small to allow for real differences in surgical results.

Functional Capability

Functional capability was rated by clinicians using various functional status

classification schemes such as Killip (Burgess et al., 1987) or the Specific Activity Survey

(Riegel & Dracup, 1992). Exercise capability was one of the most frequent gauges of

functional capability and was determined to be a significant predictor of return to work in

studies conducted by Fioretti (1988), Gehring et al. (1988), Ronnevik (1988), and

Turkulin et al. (1988). In Fioretti's previously mentioned study, for example, those

patients with a higher exercise capacity, both at hospital discharge and after rehabilitation,

resumed work more frequently. This could have been a result of a relatively small sample

size.
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Overall Disabilit

Several studies have evaluated the individual’s own rating of presence or absence

of disability, including the ability to perform general activities of daily living. The Duke

Activity Status Index (DASI) was used in the Mark et al. study (1992) while the General

Well-Being Scale or the General Health Perception Questionnaire were also used (Mark

et al., 1992; Riegel & Dracup, 1992). Results varied in each approach. However, in the

Mark et al. study, the strongest predictor of return to work after 1 year following a

cardiac event was functional status, which was measured by the DASI.

Treatment and Other Influences

Medication. Medication effects were discussed in only three studies. Almeida et al.

(1983) found that not taking propranolol following CABG surgery was a significant

predictor of return to work, independent of postoperative pain. Conversely, Ronnevik

(1988), in an intervention study testing the use of timolol, found it improved the

return-to-work rate. Pilote et al. (1992) described higher use of antianginal drugs in their

intervention group, but prescribed calcium channel blockers in the usual care group.

Physician advice. A final medical factor worthy of consideration is the opinion of

the physician as to whether an individual should return to work and when this should

happen. Almeida et al. (1983) found that “physician advice” was cited as a reason by

almost 60% of those who failed to return to work (p. 211). In the studies by Dennis et al.

(1988), Picard et al. (1989), and Pilote et al. (1992), an Occupational Work Evaluation

(OWE) was used to assess the recovery status of randomly assigned MI patients. The
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OWE consisted of a treadmill stress test, an evaluation by a university-based cardiologist,

and advice to the family physician as to the appropriate time to return to work. Dennis

et al. (1988) found that those patients who participated in the OWE and received the

resultant advice and recommendations through their physician returned to work more than

3 weeks earlier than those who did not receive this intervention. Family physicians seemed

reassured by the objective data and very specific recommendations from the OWE and

also by the recommended earlier return to work. This decreased absence from work

resulted in substantially increased income to those patients involved in the intervention as

Conn pared to those who were not, as well as decreased medical costs (Picard et al., 1989).

Pilote et al. (1992) examined whether the same intervention could be feasibly

transferred to the community setting with community physicians conducting the OWE and

*ubsequently offering recommendations related to return to work. Return-to-work results

in tº is case were similar to the Pilote et al. findings for the overall intervention and usual

***Te groups for several possible reasons offered by the authors: different settings, apparent

failu are of randomization, changes in treatment practices between the first and second

*** silies, and “physicians’ uncertainty with prognosis” (p. 388). For patients with no

*S’s cardial ischemia indicated on the OWE, the intervention group returned to work

sis rai ficantly sooner than the usual care group. However, if any ischemia was present&even

Vvith single-vessel disease ºthere was a delay in return to work, possibly due to caution on

the Part of the physician. Patients are usually dependent on the advice of their physicians

*S to when to return to work. If the perception of the physician&accurate or not&is that

**tuar in to work is unsafe, reemployment will be delayed. Usher, Dennis, Schwartz, Ahn,
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and DeBusk (1986) found the advice of physicians to be the most significant predictive

variable regarding return to work in 187 post-MI patients.

The physician’s decision is usually based on the clinical status of the patient as

reflected in exercise testing performance. Unfortunately, physicians are not always

well-informed as to functions involved at the workplace, in a particular job, and may make

recommendations for return to work based on inaccurate information.

Depression

While some studies did investigate overall mental well-being (Allen et al., 1990;

Riesel & Dracup, 1992), the primary clinical variable examined here is depression

(Burgess et al., 1987; Maeland & Havik, 1987; Smith & O'Rourke, 1988). Depression

Was found to be a predictor of not returning to work (Abbott & Berry, 1991; Mark et al.,

1992 D. Feelings of hopelessness, as a result of the MI, were found by Maeland and Havik

(19 sº) to be univariate predictors of failure to return to work, but hopelessness was not

insis a ded in their multivariate model

Suarx■ rmary of Clinical Factors

From the studies presented, it can be seen that findings regarding clinical status

****i its various components, as they relate to return to work, are as varied as the

*erraegraphic factors. However, these are frequently the variables used by physicians and

S****er clinicians to predict recovery and work resumption of the cardiac patient. While

ther-e is no clearly definitive variable that can be used to assess physical functioning as it
I- - - - - - -*lat ses to return to work, functional capability, as measured by exercise tolerance, is



37

useful. The interesting question is whether it is the actual exercise tolerance or the feeling

of confidence derived from the exercise testing that results in earlier return to work. This

is part of the question addressed by Dennis et al. (1988) with the OWE, which was found

to significantly decrease the amount of time MI patients were absent from work. If the

feeling of confidence is, in fact, an important component of return to work might a

by-product of greater confidence be less chance of depression?

Psychosocial Factors

While many investigators did not examine the relationship between return to work

of the cardiac patient and any psychosocial variable, the variables that were examined

range cl from social interactions (Allen et al., 1990; Caine et al., 1991); to perception of

health Cr quality of life (Caine et al., 1991; Danchin et al., 1989, Pocock, Henderson,

Seed. Treasure, & Hampton, 1996, Turkulin et al., 1988); to expectations (Fitzgerald

et al., 1989). Again, these variables are not studied in isolation, but in combination with

each Sther or with various other factors. Findings varied in this category as they did in the

Previºus categories.

*ial support
Various aspects of social support were measured in a few studies. Allen et al.

CI Seo) examined social functioning, and Bryant and Mayou (1989) looked at social

**tivities and patient satisfaction with them. Neither study found these to be predictive of

**te arm to work. Caine et al. (1991) and Fitzgerald et al. (1989) also found social support
it co,

*>e nonpredictive. Both Riegel and Dracup (1992) and Burgess et al. (1987), however,
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found family support a significant predictor of return to work. Burgess et al. compared

Cardiac rehabilitation and usual care in a group of 180 patients, 153 of whom indicated

their work status at the follow-up interview, and found that “sustaining the patient's

independence within the family structure makes a substantial contribution to work

resumption” (p. 369). While there was little difference between the groups in

return-to-work outcomes, one of the benefits of the cardiac rehabilitation program was

minirrhizing “social network strain by providing guidance and moral support to patients and

a key rmember of each patient’s primary social network” (p. 361). Interestingly, Burgess

et al. fºcund that “the more moderate the degree of social support at first follow-up, the

more rapid the return to employment (at P = 0.0003) within the total study population”

(p. 365). These findings are very similar to those of Riegel and Dracup who examined

cardiac invalidism in MI patients. They found that patients who were defined as

inadequately supported (i.e., less support than desired) at 4 months, but overprotected

(i.e., rnore support than desired) at 1 month post-MI, returned to work at a higher rate

than <>thers. Obviously, social support is a complex variable and the timing of the support

**n runore complex.

*rseption
The role of individual perception in behavior has been discussed for many years.

*Srmbs, Richards, and Richards (1976) stated that to “understand a person, the only reality

Yºve rheed to be concerned with is what seems real to him” (p. 24). These authors

* *ssmmended an integration of the study of individual behavior and individual perception
*Cº.

F- the meaning of the behavior. Behavior is the visible portion of what is internally
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happening. If we consider return to work to be the behavior, we must consider the

meaning of it to the patient.

Patient perception of various aspects of the disease or illness-recovery process has

obvious potential significance in eventual return to work. For example, the amount of pain

an individual is experiencing, and the ability to perform well on an exercise testèboth

clinical factors—may contribute to the patient’s perception of his or her ability to meet job

requirements—a workplace factor. On the other hand, because the job may have minimal

physical requirements, and the individual has performed the responsibilities for many

years- a concern over the ability to continue to perform these responsibilities may not

exist. The patient’s perception of the gravity of the illness may also affect recovery. Petrie

et al. C1996) found that, when patient perception indicated that the effects of an MI would

last a short period of time, this significantly predicted return to work within

6 weeks of the event.

The demographic variables of age, socioeconomic, and occupational status may

*slate into many years at a job that has become fundamental to the identity of the

individual, one from which self-esteem or self-worth is derived, and to which the patient is

*** to return. These variables could also mean that the individual perceives an economic

need to work, which transcends all other factors as disability payments, for example, may

be *nadequate to meet economic need. Even the objective variable of time absent from

Yverlº, which has been consistently found as a significant predictor of return to

Ysrk-particularly with the cardiovascular surgery patient (Bryant & Mayou, 1989;

[\a Inro, 1990)—can be viewed from a perceptual point of view in terms of the meaning to
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the patient of possible changes in interpersonal relationships. These potential changes can

alter the feeling of welcome previously experienced by the patient in the workplace.

Perception is an interesting factor to consider from both the physician and patient

points of view&the physician's perception of the patient’s status, job functions, and

responsibilities, and the patient's perception of the advice of the physician. The perception

of reality and reality itself are not always identical. Physicians sometimes appear to give

advice surrounding the return to work that is based upon what the patient appears to want

to hear. The patient, on the other hand, may hear only what he or she wants to hear to

avoid vºwhat is feared. Dennis et al. (1988) address this issue to a certain extent with their

objective risk assessment and OWE program conducted by cardiologists and designed to

give family physicians accurate, scientifically-based data to draw upon in extending advice.

Expectations and Work-Related Self-Efficacy

Patient expectations surrounding recovery appear to be a corollary to perception

(Petrie et al., 1996). Self-confidence and belief in their ability to return to work would

logically be assumed to relate to the patient’s perception of health status. Level of

°nficience in the ability to perform a particular task or function is key to this concept of

self-efficacy which, as has been previously discussed, is a construct of the Social Learning

Theory (Bandura, 1982). Applying this theory to the cardiac patient, if the patient believes

he Sr. she is physically and emotionally able to perform the requirements of his or her job

**ilewing a cardiac event, return to work is more likely, assuming this represents a
I- - - --- - -S*= listic cognitive appraisal of the physical capability. Self-efficacy is theoretically affected
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by actual past mastery of a task, verbal encouragement, physiological and psychological

Cues, and vicarious experience.

Self-efficacy, as a form of expectation, was addressed in a prospective study

conducted by Fitzgerald et al. (1989) of 82 PTCA patients and measured by the Ewart

Self-Efficacy Scale (Ewart, Taylor, Reese, & DeBusk, 1983). In this investigation,

Self-efficacy was the most efficient predictor of return to work, which was defined as

working “full or part-time at any time during the follow-up period,” (p. 1109) (i.e., l and

6 mornths post-PTCA).

Fitzgerald et al. (1989) found that return to work was not as rapid as had been

anticipated for their sample population. In fact, 41% were not working 1 month after

PTCA - when actually 1 to 2 weeks had been predicted for absence from work. Earlier

return to work was found in patients of white-collar status, low physical job demands, and

scheduling flexibility.

Abbott and Berry (1991) used the Health Locus of Control Scale and Smith and

O'Rourke (1988) implemented the Rotter Locus of Control Scale to examine the effect of

*P*stations and control over the environment or self on return to work. In both studies,

8Teater perception of personal control was significantly related to return to work. It is

*ssible that those individuals who perceive they have more control over the environment,

have higher levels of self-efficacy.

Interestingly, the actual amount of physical disease may not be a strong predictor

Sf- Patient beliefs. In a prospective study of 249 Norwegian MI patients, Maeland and

* =vik (1987) found that the expectations patients had of future capabilities were strongly
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related to later functioning, but these expectations were not related to the actual physical

impairment. The 29-item, unnamed instrument used to evaluate expectations and

"perceived consequences of the MI for future functioning” (p. 473) consisted of four

Scales derived by factor analysis. Expectations of Reduced Autonomy, Expectations of

Reduced Physical Ability, Expectations of Reduced Work Capacity, and Expectations of

Reduced Emotional Stability. No reliability or validity information was presented for the

instrurrent, which was administered prior to hospital discharge. In this study, expectations

of future work capacity was found to be the most discriminating variable in terms of who

woulci or would not return to work. Maeland and Havik stated that the patient’s

“perceived illness plays a central role in the coping and readaptation after the acute event”

(p. 43. O).

While most studies of perception use similar quantitative methodologies, a rare

qualitative work was found. Johnson and Morse (1990) used grounded theory

methodology to interview 14 MI patientsèboth male and femaleeinvolved in cardiac

*habilitation in an examination of their adjustment to the disease process. While this study

did not specifically quantify percentages of the sample who returned to work, its findings

related to the adjustment process and the importance of regaining control over one’s life

Vºvere interesting. Johnson and Morse (1990) stated that the “rehabilitation goals that are

D *esently used (e.g., return to work) do not necessarily reflect the goals of the patient with

NTI-> (p. 134). These authors proposed a theory espousing that patient perceptions

sºr * Gually change during recovery in a “cyclic” pattern which “may in part account for the
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Variability of emotional responses described in the literature” (p. 135), and would help to

explain why timing of not only assessments, but interventions as well, are important.

Work-Related Self-Concept or Self-Esteem

Kos-Munson et al. (1988) described a prospective study of 92 postcoronary artery

bypass patients who were questioned via the Valuing of Work Index, which incorporated

ideas relating to self-concept and self-esteem in terms of work. This instrument was

reported to have yielded two factorsèa pragmatic awards factor and a personal rewards

factor-- Both of these could relate to self-concept and self-esteem. The items concerned

“interests and abilities . . . economic pressures and rewards, goals, values, future plans,

and ira centives and disincentives to work” (p. 179). The results from the questionnaire

were rhot found to be statistically significant as predictors of successful rehabilitation in

this study (p=.06), but the content of the instrument makes it worthy of future

consideration. The Kos-Munson et al. study included many important variables with a

*atively small sample size (n=92), which may have resulted in an inadequate test of this
instrument.

Self-esteem, as a global concept, has been studied frequently in the cardiac

*terature (Artinian, Duggan, & Miller, 1993; Conn, Taylor, & Casey, 1992; Cowan,

Sºraham, & Cochrane, 1992), but the study designs generally investigate the relationship

Yvith the effect of the disease process or compare various groups or diseases. Walsh and

*Sylor (1980) pointed out the importance of recognizing the multidimensional aspect of

*lf-esteem and studied occupational, family, and social self-esteem levels in males of
S.

-S->en occupational groups. Interestingly, in each group, occupational self-esteem levels
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stood out as being potentially different from self-esteem derived from the family or social

Settings. This demonstrates the importance of a more specific self-esteem measure to

target source.

Kelvin (1981) looked at the meaning of work and the meaning of unemployment in

a historical review of the literature, which included interviews with unemployed

individuals. The dialogue offered by these participants reflected the importance work holds

for themsboth in terms of self-concept and self-esteem.

Smith and O’Rourke (1988) examined attribution of the MI to the workplace and

found rho relationship with failure to return to work. Burgess et al. (1987) found that

patient belief that their work was unrelated to the MI was predictive of earlier return.

Affleck et al. (1987) discovered that perceived benefits from the MI (i.e., changing

lifestyle or slowing down) and fewer attributions of the MI to stress were predictive of

less reinfarction.

Conversely, Abbott and Berry (1991) found that attribution of MI to the job was

surprisingly significant as a positive predictor of return to work in the 82 patients

Participating in their study. These investigators state that definition may be the reason for

this finding in that

attributing MI to occupational stressors in this context may be an indication of
work salience and importance. Therefore those who considered work to be of
central importance in their lives were more likely to return to their job as early as
possible, despite the pressures involved. (p. 269)

This is an extremely important point in a discussion of work-related self-concept or

*Self-esteem.
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Summary of Psychosocial Factors

Various psychosocial factors, particularly expectations and self-efficacy, have been

found to affect the return to work of the cardiac patient, albeit inconsistently. Others, such

as self-esteem and those related to work and self-concept, have seemed promising in their

potential. An individual’s self-perception of any given situation is a necessary component

of the return-to-work equation. The variability of findings in the self-efficacy, self-esteem,

and self-concept findings, along with those concerning perception of health or quality of

life, could be a result of the difference in samples and sample sizes discussed previously, as

well as of differences in the instruments used and in definitions of variables.

Workplace Factors

Workplace factors have received the least attention in research on return to work.

This is interesting in light of the fact that the workplace is the environment to which

patients return. A few factors that were investigated were job satisfaction (Bryant &

Mayou, 1989; Caine et al., 1991; Fitzgerald et al., 1989); job strain (Mark et al., 1992;

Munro, 1990); and physical requirements of the job (Monpere et al., 1988; Ronnevik,

1988; Turkulin et al., 1988). The overall amount of investigation in this area was very

limited.

Job Satisfaction

Job satisfaction was generally found to have no significant predictive value in the

return to work of the cardiac patient. This variable was measured by the Job Description

Index and found to be independently significant in predicting return to work in the
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multivariate study by Smith and O’Rourke (1988). Job satisfaction was not, however,

included in the final regression model because it added no strength.

Implementation of the Valuing of Work Index (Kos-Munson et al., 1984) also

found that job satisfaction was not significant (p < 06). As discussed earlier, this

instrument was designed by Kos-Munson et al. and previously tested. Fitzgerald et al.

(1989) and Laird-Meeter et al. (1989) measured job satisfaction using various other

instruments and also found no significant relationship.

Job Strain

Job strain was not found to be significant in relationship to return to work

(Burgess et al., 1987; Mark et al., 1992), although scheduling flexibility, which could be

considered a component of the Job Strain Model, was found to be a significant predictor

by Fitzgerald et al. (1989). Scheduling flexibility in their work environments could have

allowed these MI patients to return to work at their own pace.

Job Requirements

Physical requirements of the job was clearly the most frequently studied workplace

variable and found to be significantly related to return to work by several investigators

(Gehring et al., 1988, Mark et al., 1992; Monpere et al., 1988, Turkulin et al., 1988). Job

requirements were determined by self-report (Dennis et al., 1988) or U.S. Department of

Labor criteria (Mark et al., 1992), among other sources. In the Mark et al. study,

job classification correlated with a number of job characteristics, including the
physical demands of the job, the degree of job stress experienced, and the prestige
attached to certain levels of work. It is therefore possible that job classification
incorporates information about a spectrum of job characteristics, making it a more
powerful predictor than any of these individual variables. (p. 1492)
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Additionally, job requirements may relate to scheduling flexibility and perception of

control over the job, which were both independently related to return to work (Fitzgerald

et al., 1989; Smith & O'Rourke, 1988).

Miscellaneous Workplace Factors

Other interesting workplace variables were investigated including perception of job

security (Burgess et al., 1987; Fitzgerald et al., 1989). In both studies, this was found to

be a significant predictor in univariate analysis, but not in multivariate analysis.

Individuals with fewer previous jobs were found to return to work more frequently

than others, according to Ben-Ari et al. (1992), but overall time employed was not

predictive in research conducted by Caine et al. (1991) or Dennis et al. (1988). It is

possible that individuals with fewer jobs were generally younger, although age was not a

significant predictor in the Ben-Ari et al. study. Additionally, in the Burgess et al. (1987)

study, patients who did not recognize reemployment barriers, such as hesitancy on the part

of management or inflexibility of work hours, returned to work earlier than those who

believed these obstacles existed.

Summary of Workplace Factors

There is little doubt that physical requirements of the job are an important

predictor of return to work; however, other factors do not appear as consistent. Job

satisfaction was not predictive of return to work in the studies described, and other

variables presenting equivocal results have been perceptual ones such as perception of job

security, perception of barriers to reemployment, and others. Especially important here is
-

º
-
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perception of the value of the job and capabilities to perform it. It would seem logical

with physical capability present, an individual who values a job and who feels

ntial to the performance of the job and whose job is an important part of his or her

tity, would be more likely to return to work or return to work sooner than a patient

out these characteristics. It is clear that demographic, clinical, and psychosocial

bles—although important—present only a partial picture of the return-to-work process.

se individual perceptual factors must be considered as well.

Review of the Literature Summary

Table 1 depicts those variables described and examined in the return-to-work

ture reviewed and presented in this study. It is clear that some variables present a

validated effect on work resumption (e.g., age, education, exercise capacity). For

rs, the results are not so definitive. No variable is found to consistently predict return

ork. Part of this lack of clarity is simply a failure to consistently or thoroughly study

issues. The wide variety in sample sizes and composition, in addition to the

aments used and variables studied, demonstrate the complexity and difficulty in

Tmining predictors of return to work in this patient group. Objective information such

e, education, and ejection fraction is easier to obtain than internal perception of

ers to reemployment or attitudes toward or value of work.

Some variables are more difficult to measure, hence studied less frequently. While

2ssion was found to be more significant in patients who failed to return to work, did

epression come first or did the coronary event cause the depression? Were these

nts more depressed because they failed to return to work? Psychosocial factors,
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by their very nature, are an integral piece of internal perception of the individual&the

meaning each factor has to the individual—and most of these factors remain placed in the

equivocal category. Variables such as self-concept, self-esteem, or self-efficacy, as they

relate to the job or workplace, are clearly more difficult to measure than age or years of

education. However, this fact does not diminish their potential value and importance to

future study. Observing patients return to work with enthusiasm and excitement, who have

experienced severe disease and even complications, demonstrates the worth of future

investigation.

Understanding these more intangible factors is vital to understanding the recovery

process, and understanding the recovery process is necessary to develop programs or

interventions successful in enhancing or shortening the process. Though interventions may

be challenging due to the intrapersonal nature of these variables, the outcome of returning

to the job more quickly justifies the effort.

The great majority of research has measured whether or not patients resume

employment at all. The actual time period required for recovery was only studied when an

intervention was involved; yet, current economic conditions demand that consideration be

given to any means of reducing time away from work. While decreasing a day or two may

not mean much in the life of one individual patient, multiplying that day or two by

thousands would certainly present a meaningful outcome. Understanding whether the

variables of self-efficacy, self-concept, and self-esteem, as they relate to the workplace,

have an effect on time required to return to work is an essential initial step in planning

interventions and future research.
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CHAPTER III

Methodology

Specific Aim of the Study

The aim of this study was to determine the effect of work-related self-efficacy,

self-concept, and self-esteem on the rate of return to work of MI or CABG surgical

patients, controlling for various demographic, clinical, and psychosocial variables.

Design

A 3-month, prospective longitudinal design was utilized to examine characteristics

and perceptions of patients following an acute MI or CABG surgery. The goal of the

study has been to determine the effect, if any, these characteristics and perceptions have

on the length of time required to return to previous employment. Baseline was considered

to be the day of hospital discharge. Follow up was completed 3 months after the

completion of the original questionnaire.

Sample

Selection Criteria

The sample (n = 158) for this study was a nonprobability convenience sample and

participants met the following criteria:

1. Admission to one of six hospitals in the Los Angeles area after one of the

following diagnoses: (a) acute MI, diagnosed by the physician as a ruled-in MI, or

(b) coronary artery disease necessitating CABG Surgery.

******
******
********
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2. Ability to read and speak English.

3. Employment prior to hospitalization.

4. Expressed intention to return to employment after recovery.

5. Freedom from complications such as kidney failure, stroke, concurrent valvular

problems with the exception of those caused by papillary muscle rupture, symptomatic

and/or recurrent ventricular tachycardia or ventricular tachycardia requiring

electrophysiologic studies, or serious motor or perceptual difficulties experienced during

hospitalization. While the original intention was to exclude patients with congestive heart

failure, this information was not always readily accessible; therefore, it did not serve as

exclusionary criteria.

While age has been restricted to an arbitrary number in previous research (Allen

et al., 1990), such as < 60, ~ 65, or < 70 with older individuals excluded from study,

employment prior to hospitalization and intention to return to work, regardless of age,

were critical considerations in this current study. However, it is recognized that early

retirement or disability benefits, often made available to individuals following a coronary

event, could interfere with these intended considerations.

Study Sites

Each hospital used as a study site was a not-for-profit facility in the Los Angeles

area and utilized by various nursing or medical schools for student rotations. The

Los Angeles area is heavily engaged in managed-care contracting and competition is

strong. Patients move between facilities, depending on contracted services and program
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availability. For example, one of the participating facilities has no angiographic or cardiac

surgery capability; its patients must be transferred for these services. On the other hand,

another facility—a tertiary center with a well-established cardiovascular surgery

program—receives patients from across the United States requiring this type of service and

follow-up care. Both of these scenarios provide interesting challenges for future research.

Data Collection Methods

Patients meeting study criteria were identified during July 1995 through November

1996. Each patient was approached by the investigator or a trained research assistant, the

study was explained, and consent obtained (see Appendix A & B). A telephone number

for the patient, allowing contact during the following week after discharge, was obtained.

During that telephone call, an appointment was made for the subsequent telephone

interview approximately 1 week later. The average time period between discharge and the

telephone interview was 14 days. In actual practice, the interview averaged less than 30

minutes rather than the anticipated 60 minutes. The interview questionnaire is presented in

Appendix C.

Human Subjects Protection

Approval No. H1932-11552-01 was obtained from the Committee on Human

Research, University of California, San Francisco (UCSF) for the conduct of this study. In

addition, each hospital follows a different procedure for protecting human subjects as well

as for obtaining permission from physicians of record; respective procedures were closely
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followed. A contact person named by the chief nursing executive in each facility helped

facilitate the research proposal through the Institutional Review Board of each hospital.

Maintaining Confidentiality

Confidentiality was maintained to the full extent possible. Numerical codes were

assigned to each response form and medical record review document. Materials such as

consents, which included names, were kept separately from the questionnaires and all

materials were retained in secured files. No names or other identifying data will be used in

any publications resulting from this study. Only authorized individuals have participated in

any form of data analysis or review. Every effort has been made to maintain anonymity.

Outcome and Predictor Variables. Measurements and Scoring

The variables of the study, instruments used, and number of items are

presented in Table 2. Return to work was examined in two ways—both as a dichotomous

variable to compare differences between those returning to work and those who fail to

return to work within 3 months after the telephone interview, and as a continuous

variable, in an effort to determine those factors affecting the time to return. It was

expected that most individuals would return to previous employment as evidenced in

previous studies (Dennis et al., 1988, Fitzgerald et al., 1989, Mark et al., 1992). To be

counted as returning to work, subjects had to return to the same or similar job with the

same level of responsibility, tasks, and time commitment.

Work-related self-efficacy. Patient perception of self-efficacy, as it relates to

the performance of his or her job, was determined by the modified Ewart Self-Efficacy

Scale
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Table 2

Variables and Measures

Variable Measure Items

Outcome variable

Return to work Follow-up card 1

Demographics 18

Age, gender, education,
income, ethnicity, marital
status, dependents,
occupation, industry,
years working, years at
job, days/week,
hours/day, last day
worked, number
supervised, usual
retirement age, planned
retirement age

Clinical variables

Pain Verbal Pain Scale 1

Overall disability Duke Activity Status Index 12

Depression Center for Epidemiological Studies 20
Depression Symptoms Index

Predictor variables

Self-Efficacy Self-Prediction 1
Confidence level 5

Ewart Self-Efficacy Scale 11

Self-Concept Work Self-Concept Scale 43

Self-Esteem Valuing of Work Index 38
Rosenberg Self-Esteem Scale 10
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provided by Fitzgerald et al. (1989). The anticipated number of days to work resumption

and patient confidence in reemployment were measured. Participants were also asked

questions related to their internal perception of other factors affecting the return-to-work

decision-making process.

As in the Fitzgerald et al (1989) study, the self-efficacy score was derived from the

prediction of time to work resumption and dichotomized into a high and low score.

Predictions indicating earlier return to work were considered high self-efficacy. For

example, in the Fitzgerald et al. study of PTCA patients, a prediction of « 2 weeks was an

indication of high self-efficacy; > 2 weeks signaled low self-efficacy.

Additional self-efficacy information is gained from the expressed confidence a

patient portrays in the prediction of return to work, as well as in the ability to perform the

various requirements of the job. Responses range from 1 (i.e., not at all confident) to 5

(i.e., high level of confidence); total scores range from 5 to 25.

The remaining questions related to self-efficacy assess the amount of influence

other factors such as family, physician, or finances have on the decision-making process.

The response categories for these 11 questions range from 1 (i.e., not at all) to 4 (i.e., very

much), for a possible range of 11 to 44 for the total instrument. A high total score means

only that the individual is influenced by many things or people. Each item is interesting

analyzed alone.

*-
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According to Fitzgerald (S. T. Fitzgerald, personal communication, September 5,

1994), the instrument as described has not been used with other populations or in other

studies. Reliability and validity information have not been presented. However,

self-efficacy studies have typically included an estimate of the ability to perform a task

followed by the attempted performance of the task, which was the format followed in this

study.

Work-related self-concept. Self-concept, as it relates to work, has been measured

by using the Work Self-Concept Scale (Hines et al., 1991). This measure was developed

to assess part of the multidimensional nature of self-conceptèthe individual at work&and

“how the individual perceives self as an employee with regard to abilities to function in a

competent, responsible and productive manner in a working setting” (p. 819). In studies of

college students, teachers, and business and hospital employees, it was found to be a

reliable tool (coefficient alpha = 92) and to have concurrent validity with the Tennessee

Self-Concept Scale (r = 68, p < .01). The 43-item scale is comprised of five factors:

Cooperation at work, commitment to work, persistence and confidence, conflict with

Supervisors, and recognition and rewards. Of the original 72 items, 29 were discarded by

Hines et al. in their validation studies as unnecessary or unrelated.

The final 43-item instrument had not been used with patient populations, although

Hines et al. (1991) believed it to be applicable and appropriate in a study such as is

Presented here (L. L. Hines, personal communication, August 29, 1994). Scoring of the

instrument is on a 5-choice Likert scale with 1 indicating the statement is completely false
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and 5 indicating the statement is completely true. The range of scores is 43 to 215 with the

higher scores indicative of higher self-concept in terms of work.

Work-related self-esteem. Both self-esteem specific to the workplace and global

self-esteem have been examined. The Valuing of Work Index (Kos-Munson et al., 1988)

was used to determine levels of self-esteem derived from or associated with the worksite.

The Rosenberg Self-Esteem Scale was used to measure global self-esteem, not as a

predictor variable per se but as a comparison measure.

The Valuing of Work Index (VWI) (Kos-Munson et al., 1988) demonstrated a

reported reliability of .84 (Cronbach's alpha). The instrument was reported to yield two

factors via factor analysis—personal rewards and pragmatic rewards—but component

information was not provided (B. A. Kos, personal communication, September 5, 1994).

According to Kos, the instrument has not been used in other studies. Scoring of this

38-item instrument is based on a 5-choice Likert scale requesting the respondent to

Strongly agree, agree, neither agree nor disagree, disagree, or strongly disagree with

Statements expressing thoughts, feelings, or attitudes related to work and self-concept

derived from work. Several items are reverse scored and the range of total scores was 38

to 190, with higher scores indicating higher work-related self-esteem.

The Valuing of Work Index gathers information on aspects of self-esteem related

to specific areas such as the workplace and the job. In addition, a well-known measure of

global self-esteem—the Rosenberg Self-Esteem Scale, a 10-item questionnaire, was

administered to address comparisons between levels of global and specific work-related

Self-esteem. The Rosenberg Self-Esteem Scale is one of the most frequently used
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questionnaires in the measurement of global self-esteem and is commonly utilized with

cardiac patients (Artinian et al., 1993; Conn, Taylor, & Abele, 1991; Conn, Taylor, &

Casey, 1992). It is short, easy to administer and score, and has a reported “coefficient of

reproducibility of 92%” (Rosenberg, 1986, p. 291). The tool was developed as a Guttman

scale but is frequently scored in a Likert manner. According to Rosenberg, both methods

generate similar results, but at the time of his 1986 publication, “separate validation had

not been conducted” (p. 195).

Covariates: Confounders or Effect Modifiers

Depression. The Center for Epidemiologic Studies Depression Scale (CES-D) was

used to measure level of depressive symptomatology at the time of the initial interview. It

was designed as a short, self-report instrument to measure components of depression

including depressed mood, feelings of guilt and worthlessness, feelings of helplessness and

hopelessness, loss of appetite, and sleep disturbance. The original CES-D consisted of 20

Statements describing ways the respondent might have felt during the prior week. The

individual is given four choices of frequency—from rarely to most of the time. Scores are

Summed with a range from 0 to 60—the higher the number, the more severe the symptoms.

Internal consistency reliability was reported by coefficient alpha and the

Spearman-Brown split-halves method as 85 in a general population sample and 90 in a

Psychiatric patient group. The CES-D discriminated well between the patient group and

the general population as “seventy percent of the patients but only 21% of the general

Population scored at and above an arbitrary cutoff score of 16” (Radloff, 1977, p. 393).

Correlations with other self-report scales were described as giving “reasonable evidence of
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discriminate validity” (p. 393). The CES-D was more highly correlated with other

instruments also designed to measure depression symptoms and less highly correlated with

scales measuring different variables such as aggression.

In further evaluation of validity of the instrument, higher CES-D scores were

associated with the occurrence of certain life events such as illness, marital problems, or

loss of a spouse. Lower scores correlated with more pleasant life events such as vacations

(Radloff, 1977). While factor analysis demonstrated the existence of four separate factors

(i.e., depressed affect, positive affect, somatic and retarded activity, and interpersonal), the

author argued against “undue emphasis” on such a separation as the “items are all

Symptoms related to depression,” and recommended a simple total score as an “estimate of

the degree of depressive symptomatology” (p. 398). A score of 16 was described by

Radloff as the cut-off score on the original instrument to differentiate depressed from

nondepressed individuals. That is the score that was used in this study.

Physical status. Physical status of the patient was evaluated by measures of pain,

Overall disability, and comorbidity. Information on complications occurring during

hospitalization, if any, was also gathered.

Pain. During the interview, subjects were asked to assess the status of their chest

pain since hospital discharge on a scale of 0 to 10.

Overall disability. The Duke Activity Status Index (DASI) was used to measure

the individual's own estimate of overall disability. This is a self-report tool that uses the

Patient’s ability to perform a set of 12 common activities of daily living as a gauge of

functional capacity. Developed by Hlatky et al. (1989) to “assess the effects of therapy



61

more completely and provide patients and physicians with information relevant for

therapeutic decision-making” (p. 651), the DASI is frequently administered to cardiac

patients (Beckham, Barefoot, Haney, Williams, & Mark, 1994, Harr, Jaeger, & Gortner,

1994; Mark et al., 1992).

In both its development and validation phases, the DASI correlated well

(Spearman = .81) with peak oxygen uptake (p< 0001), an “objective measure of maximal

exercise capacity” (Hlatky et al., 1989, p. 653), demonstrating higher correlations than

other evaluation tools such as the Specific Activity Survey. In its development phase, it

was administered as an interview and had higher correlation than when used as a

self-administered questionnaire (Spearman = .58).

Scoring on the DASI is continuous, with each activity the patient can perform

warranting a single point, which is multiplied by an established weight (Hlatky et al.,

1989). The maximum score is 58.2 points. The scoring is simple and the instrument easy

to administer.

Comorbidity and complications. Data related to the presence of coexisting

Conditions including diabetes, chronic obstructive lung disease, congestive heart failure,

and cancer have been gathered from medical records. Additionally, information concerning

Complications such as bleeding, infection, and pneumonia, which may have occurred

during hospitalization, was also gathered from the medical records.

Demographic Variables

Demographic variables included in this study are age, education, gender, ethnicity,

marital status, income, occupational status, and number of people supervised, among
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others (see Table 2). The latter variable is included to provide an understanding of the

level of overall work responsibility. This information was obtained on a Demographic

Information Sheet (see Appendix D).

Procedure

Pilot Study

The questionnaire was initially tested with 10 patients recently experiencing MI or

CABG surgery who were identified in two of the study facilities. The primary reason for

this pilot testing was to determine the actual length of time required to administer the

questionnaire. The conduct of the interview was identical to that proposed for the actual

study, and the time required for administration was half that anticipated.

Actual Study

Potential subjects were identified by the principal investigator or research assistant

involved in this study. The research project was described to the potential subject and

written informed consent obtained (see Appendices A and B). Patients were given a copy

of the consent and a brief description of the study (see Appendix E).

Within the first week following hospital discharge, contact was made with the

patient by the principal investigator via telephone and, after confirming consent, an

appointment was scheduled to conduct the telephone interview. The subject was mailed a

confirmation of the appointment (see Appendix F) and a packet of six colored response

cards to be used during the interview.

- a
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Following completion of the telephone interview, a letter of thanks (see Appendix

G) and follow-up response card was sent to the participant. The response card was to be

returned when work was resumed with the precise date of return to work. At 3 months

postinterview, each participant was contacted to determine current work status. This

follow up also provided information on patients who failed to return the response cards.

Data Management

Data from the telephone interview and the medical records were entered into an

IBM-PC using SPSS data analysis software. SPSS was selected because, along with

descriptive statistics and analytic measures such as association and various regression

techniques, it also includes survival analysis, which is the method of choice in handling

time as a dependent variable. All data was checked and rechecked prior to and following

data entry.

Data Analysis

The interview and record review data from this study were used to create

frequency tables on all variables, which included, where appropriate, measures of central

tendency, ranges, standard deviations, and percentiles. This data was visually analyzed and

screened for missing data and values which were out of range, and corrections were made.

Descriptive statistics were used to describe the sample. Reliability estimates of the

instruments were made using Cronbach’s alpha. Univariate comparisons were made

between variables. Predictor variables were dichotomized to address the high and low
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predictions in the study hypotheses. The association of each of the predictor variables with

the outcome of return to work was measured.

More sophisticated methods used to accomplish the goal of determining factors

affecting time to return to work involve the use of survival analysis—an analytic technique

effectively dealing with the time factor of return to work and censored data where the

ultimate outcome, for whatever reason, is not observed. In this study, censored data will

refer to data on those patients who fail to complete the study because of death, relocation,

loss of contact, or who have not returned to work by the end of the study period.

Survival analysis is typically used to examine a time-related comparison or

intervention (e.g., which type of patient survives the longest or which medication results in

the longest remission period). In this study, survival analysis has a different appearance.

Rather than using failure times in computation of risk, times required to resume work will

be the focus. Again, the time period for those patients who fail to return to work during

the study is censored data. In contrast to other statistical techniques that evaluate the

cumulative risk of an event at a particular point in time, survival analysis estimates the risk

of the event over time. It allows for variation in time duration to follow up as well as

length of time—in this case, the time required to return to work. Two steps in the survival

analysis process are used in this study: Kaplan-Meier Product-Limit Estimate of Survival

Function and Cox Proportional Hazards Model.

Kaplan-Meier Product-Limit Estimate

Kaplan Meier is a useful initial step in the survival analysis process and is the most

“widely used method in survival data analysis” (Lee, 1992, p. 76). A nonparametric
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technique, it requires that censoring is independent of survival times and provides

estimates of probability for returning to work. Censoring in this study was unrelated to

causes of failure to return to work.

Kaplan-Meier uses the exact time period required to return to work as part of its

calculation. For each case, two components are necessary: (a) a variable indicating

whether or not the event—return to work—had occurred, and (b) a variable with the time

measure of when either the event occurred or when the last contact was made with the

individual and it was determined the event had not occurred. Time measures were

calculated for each participant and plotted on a graph to form a “survival” distribution

based on the probability of returning to work at different points in time. Time required to

return to work was calculated in number of days. This time was subsequently analyzed on

various strata including age, gender, education, occupation, supervisory capacity, income,

diagnosis, pain, and depression, as well as the results of the independent measures of

work-related self-efficacy, self-concept, and self-esteem. These variables were

dichotomized at a logical point (gender: male/female, education: < 12 years or > 12 years;

income: <$50,000 or > $50,000; presence or absence of pain; diagnosis: MI/CABG

Surgery; supervision: supervised someone or no one), was supported by the literature

(depression: <15 not depressed or > 15 depressed), or at the median age, work-related

self-efficacy, self-concept, and self-esteem. The occupational category was divided into

three groups: professional/managerial, technical/sales, and all other occupations. The

survival curves of dichotomized variables were evaluated to see if they significantly

differed from one another.
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Cox Proportional Hazards Model

Cox Proportional Hazards Model is used to “assess the simultaneous effect of

multiple covariates on survival” (Katz & Hauck, 1993, p. 704). A coefficient is produced

that “provides a measure of the association between a covariate and rate of outcome after

controlling for other covariates” (p. 704). Results are established in terms of a hazard,

which is the “probability that a subject will experience an outcome (e.g., death) in the next

unit interval of time” (p. 704), assuming that the subject has not already experienced the

OutCOme.

Relative hazards are computed by comparing groups and obtaining the relative

difference between them. For example, it is possible to establish a relative hazard or risk

for failure to return to work by comparing those subjects with a high work-related

self-efficacy score to those with a low work-related self-efficacy score, while

simultaneously controlling for the other variables in the computation.

In the Proportional Hazards Model, it is assumed that covariates have a

multiplicative effect on the hazard (Katz & Hauck, 1993). It is also assumed that the

hazard ratios for subjects with different patterns of covariates will be constant over

time&after adjusting for other covariates.

In each of the analyses, variables were entered in a stepwise fashion using the

forward/conditional method of entry in the SPSS program. Demographic variables, which

were being controlled for, were entered in Block 1, followed by clinical variables (Block

2), and finally, the predictor variable of concern in each hypothesis was entered. The
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forward/conditional method allows evaluation of each block of variables before

proceeding to the next. Confidence intervals were set at 95%, p level to enter = 05, and

p level to remove = .10. Block 1 consisted of age, gender, education, marital status,

income, occupation, and number supervised. Block 2 consisted of diagnosis, presence or

absence of complications, comorbidity, existence of previous cardiac event, presence or

absence of pain, physical status, and depression. Block 3 contained the predictor variable.

Sample Size Estimates and Power Analysis

Estimating sample size in this type of study was challenging because so little is

known about the variables. Most estimations of this kind are based on existing

information from previous research. When little research has been conducted, certain

assumptions and predictions must be made. Based on Fitzgerald's (1989) study of

PTCA patients, a sample of 194 was planned within a 16-month time table with a 20%

effect size—a conservative estimate—assuming confidence intervals of 95% and a beta

of .20 (Hulley & Cummings, 1988). Upon review at 16 months of data collection, the

study hypothesis comparable to the Fitzgerald study was examined and found

statistically significant although the effect size at 14.4% was less than the anticipated

20%.
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CHAPTER IV

Results

Introduction

This chapter presents the results of a study focused on predictors of return to work

in a population of patients having myocardial infarctions or coronary artery bypass graft

surgery. An overview of eligibility, acceptance and refusal rates is initially presented,

followed by a description of the study population. Descriptive data on the instruments

used to measure key variables are given. Finally, the results of the survival analysis

consisting of both Kaplan Meier Product Limit Estimates and Hazards Ratios from the

Cox Proportional Hazards Model are described. The results of the relationships between

independent variables and the dependent variable (length of time to return to work

following hospital discharge) are examined to answer the research questions. Additional

questions described earlier are examined and post hoc analysis is also presented for

specific items of interest.

Study Population

Eligibility, Acceptance and Refusal Rates

Five of the six hospitals with which arrangements for the study were made

provided patients for the study (Table 3). The population served by the sixth hospital did

not meet the study criteria because they were either unemployed or did not speak or read

English. Hence, no patient was recruited from this facility.
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Table 3

Hospital Sites where Sample was Obtained

Hospital Name P1 %

Hospital A 1 .6

Hospital B 4 2.5

Hospital C 15 9.3

Hospital D 42 26.7

Hospital E 96 60.9

Total 158 100.0

A total of 224 patients were identified as meeting the inclusion criteria for the

study. Of these, 168 initially consented to participate. The 56 remaining did not participate

for various reasons. In nine of the patients the physician refused to allow his patients to be

contacted. In other cases, the patient did not wish to participate in research or was

unavailable for contact. Of the 168 who consented, ten were either unreachable or unable

to complete the interview. Two of the latter died between the time of consent and the time

of the interview. A total of 158 completed the interview portion of the study. To the

investigator’s knowledge, only one of these suffered a subsequent cardiac arrest and died

before returning to work.

The original plan of the investigation, for consent to be obtained by a hospital

employee followed by notification of the investigator, was found to be unsuccessful,
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apparently because of employee time constraints. It was necessary for the principal

investigator and/or research assistant to contact each patient personally.

In terms of overall eligibility for the study, and the percentage of the eligible

population the final sample represented, estimates are difficult to make. Because patients

move in and out of tertiary facilities very quickly, it is possible that patients with an MI

came to one of the above facilities for diagnostic procedures and follow-up, were quickly

discharged and possibly missed. Also, patients admitted for an MI but discharged to

another facility not involved in the study may not have been reviewed. Additionally,

admitting data on all patients was not available. In the two hospitals which provided

almost 90% of the patients for the study, approximately 1,250 consecutive patients were

admitted with either of the two diagnoses. Of these, 205 (16.4%) were considered eligible

and 138 (11.0% of the total number of admissions, 67.3% of those eligible) consented to

participate. Of those who did not participate, the protocol for each facility did not allow

for medical record review; therefore it cannot be assumed that non-participants resembled

participants on factors such as comorbidity, education, or occupation. As discussed earlier

in this work, the American Heart Association (1995) estimates that 45% of heart attacks

occur in individuals less 65 years of age, many of whom, it can be assumed, are working.

In this study, the number working was less than suggested by the American Heart

Association figures.

Demographic Characteristics

Demographic characteristics of the sample are presented in Table 4. The sample

was mostly white male with a mean age of 54.1 years (standard deviation [SD] = 7.45;
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median 54.6; mode 59.0) with a range of 34 to 77 years. Eligibility criteria required that

the subject was working; hence the age distribution is truncated on the upper end.

Table 4

Demographic Characteristics of Participants (n=158)

Characteristic P1 %

Age distribution

< 40 years 6 3.8

41-45 14 8.9

46–50 28 17.7

51-55 38 24.0

56-60 44 17.9

61-65 22 13.9

> 65 6 3.8

Gender

Male 137 86.7

Female 21 13.3

Education

< 8 years 7 4.4

9-12 years 35 22.2

13-16 years 83 52.5

> 16 years 33 20.9

Total 158 100.0

(table continues)
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Characteristic P1 %

Ethnicity

White 113 71.5

Hispanic 20 12.7

Asian 16 10.1

Black 7 4.4

Other 2 1.3

Family Income

< $20,000 8 5.1

$20,000-$30,000 12 7.6

$30,000-$40,000 14 8.9

$40,000-$50,000 23 14.6

$50,000-$75,000 38 24.1

> $75,000 49 31.0

Declined to Answer 14 8.9

Total 158 100.0

(table continues)
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Characteristic P1 %

Marital Status

Married/Currently Involved 131 82.9

Divorced/Separated 10 6.3

Widowed 6 3.8

Never Married 11 7.0

Living Status

Alone 20 12.7

Not Alone 138 87.3

Number in Household

1 20 12.7

2 66 4.1.8

3 31 19.6

> 3 41 25.9

Total 158 100.0

Table 4 demonstrates that while the majority of the sample was white, other ethnic

groups were represented as well. While the range of years of education was 2 years to 25

years, 73.4% of the sample had had at least some college education (mean 14.4 years, SD

3.1). Although nearly 10% declined to discuss either family or individual income, the

majority of the sample (55.1%) had household incomes over $50,000 in the previous year.
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Most of the sample was either married or currently involved in a close relationship and

did not live alone.

Clinical Characteristics

In terms of reason for admission, this sample represents the current patient

population with coronary artery disease in the hospital. Forty-nine subjects (30.1%)

sustained an MI with no CABG surgery and 109 (69.9%) had CABG surgery. Seven

women had an MI without surgery and fourteen had surgery.

However, many of the patients with CABG surgery had experienced an MI (n =

32) as the initial event in this hospitalization and the CABG surgery was only one of the

interventions available (Table 5).

Table 5

Number and Percent of Patients with Specific Diagnosis or Intervention: Total and by
Gender (n=158)

Diagnosis Male Female
% (n) % (n) % (n)

CABG Only 48.7 (77) 48.2 (66) 52.4 (11)

MI Only 3.2 (5) 2.9 (4) 4.8 (1)

MI with PTCA or Stent 12.7 (20) 12.4 (17) 14.3 (3)

MI with Thrombolytics 4.4 (7) 4.4 (6) 4.8 (1)

MI with Thrombolytics 10.8 (17) 10.9 (15) 9.5 (2)
and PTCA or Stent

MI with CABG 20.3 (32) 21.2 (29) 14.3 (3)

Total 100.0 (158) 100.0 (137) 100.0 (21)
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In fact, only 5 (3.2%) patients experienced an MI with none of the interventions described.

For discussion purposes in this analysis, and as a result of statistical analysis presented

later in this work, MI patients and CABG surgery patients are differentiated by the

occurrence of the surgery. Thus, MI patients who experienced surgery in the same

hospitalization are categorized in the CABG surgery group.

For 105 patients (87 male, 18 female) the study event was the initial cardiac event

experienced. Ten of the participants had experienced both an MI and CABG surgery in

the past (Table 6). A higher proportion of male patients than female had experienced a

previous cardiac event (50/137 (36.5%] compared to 3/21 [14.3%]).

Table 6

Number and Percent of Patients with Previous Cardiac Event: Total and by Gender
(n=158)

Male Female

Cardiac Event % (n) % (n) % (n)

Previous CABG Surgery Only 1.9 (3) 1.5 (3) 0.0 (0)

Previous MI Only 25.3 (40) 27.7 (38) 9.5 (2)

Both Previous CABG and MI 6.3 (10) 6.6 (9) 4.8 (1)

No Previous Cardiac Event 66.4 (105) 63.5 (87) 85.7 (18)

Total 100.0 (158) 100.0 (137) 100.0 (21)

Another indication of the current state of medical care for cardiac patients was the

number of hospitals that provided treatment for the present illness episode (Table 7).

Patients are transferred from facilities without necessary diagnostic equipment to those

g º

~.
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which have it; and in some cases are then transferred to another facility where an

intervention can be performed.

Table 7

Number of Hospitals to which Patients were Admitted for the Present Illness Episode:
Total and by Gender (n=158)

Male Female
Number of Hospitals % (m) % (n) % (n)

1 60.8 (96) 60.6 (83) 61.9 (13)

2 33.5 (53) 34.3 (47) 28.6 (6)

> 3 5.7 (9) 5.1 (7) 9.5 (2)

Total 100.0 (158) 100.0 (137) 100.0 (21)

Several patients were transferred within one hospital system several times. Length of stay

for this study was considered from day of admission to first hospital to day of discharge

from final hospital, including rehabilitation units or skilled nursing facilities. The length of

stay for this sample ranged from 2 to 37 days (mean = 7.2 days, SD=4.29). Three patients

had lengths of stay of 20, 25 and 37 days, respectively. All three had complications related

to their CABG surgery. These were clearly outliers in this sample. CABG surgery patients

stayed longer (mean = 8.2, SD=4.45) than MI patients (mean = 5.56, SD = 3.42).

Other clinical data are other medical conditions which were present. Forty-three

(27.2%) of the patients in the sample described a history of diabetes. In several cases, the

diagnosis of diabetes was recent—perhaps having been made even with this hospitalization.

Most of the cases of diabetes were being treated with oral agents. Insulin was being

administered in nine (20.9%).Thirteen patients (8.2%) had a history of a chronic lung
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condition, either asthma or emphysema. One (0.6%) patient had a history of cancer

(prostate) and 8 (5.1%) had a history of congestive heart failure. In all, 61 patients

(38.6%) had at least one of these medical conditions. Four patients had more than one

condition present; all four had diabetes combined with either chronic lung disease or a

history of congestive heart failure.

The amount of pain patients experienced since discharge from the hospital was

evaluated on a scale of 0 to 10. While the highest proportion of patients had relatively

low levels of pain by their own assessment, as would be expected CABG surgery patients

experienced more pain than did MI patients in the period after hospitalization (CABG:

mean = 3.5, SD=2.60, MI; mean = 1.2, SD=1.748). Forty-four patients (CABG surgery:

n=19, MI; n=25) experienced no pain in the time between discharge and interview.

Fifty-two patients (32.9%) were visited by home health nurses following discharge

from the hospital, CABG surgery patients (42.2%) more frequently than MI patients

(12.2%).

Occupational Characteristics

The sample is diverse in occupation, working history and number of employees

supervised. It represented almost 90 different occupational categories. These categories

were collapsed into six summary classifications using Standard Occupational Classification

Coding (U.S. Department of Commerce, 1992) for the purpose of clarity (Table 8). Many

different industries are represented (Table 9).
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Table 8

Occupational Categories of Patient Population: Total and by Gender (n=158)

Male Female

Occupational Category % (n) % (n) % (n)

Managerial and Professional 34.2 (54) 35.3 (48) 28.6 (6)

Technical/Sales/Administrative
Support 28.5 (45) 23.3 (32) 61.9 (13)

Service 8.2 (13) 9.5 (13)

Farming/Forestry/Fishing” 1.3 (2) 1.4 (2)

Precision/Production/Craft/Repair 17.1 (27) 18.2 (25) 9.5 (2)

Operators/Fabricators/Laborers 10.8 (17) 12.4 (17)

Total 100.0 (158) 100.0 (137) 100.0 (21)

*Includes Gardening

Table 9

Industries Represented by Patient Sample: Total and by Gender (n=158)

Male Female
Industry % (n) % (n) % (n)

Landscape/Horticultural 1.3 (2) 1.5 (2)

Construction 7.6 (12) 8.0 (11) 4.8 (1)

Manufacturing 15.8 (25) 16.0 (22) 14.3 (3)

Transportation/Communication/
Other Public Utilities 18.3 (29) 19.0 (26) 14.3 (3)

Wholesale/Retail 10.8 (17) 10.2 (14) 14.3 (3)

(table continues)

tº
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Male Female

Industry % (n) % (m) % (n)

Finance/Insurance/Real Estate 10.8 (17) 124 (17)

Business and Repair Services 44 (7) 5.1 (7)

Personal Services 1.9 (3) 2.2 (3)

Entertainment 5.0 (8) 5.1 (7) 4.8 (1)

Professional/Related Services 19.7 (31) 16.0 (22) 42.9 (9)

Public Administration 44 (7) 44 (6) 4.8 (1)

Total 100.0 (158) 100.0 (137) 100.0 (21)

This particular sample had long work histories with many years at various jobs. In

the overall sample, years of work ranged from 4 to 59 (mean=35.9 years, SD=9.0) with

both men and women averaging more than 30 years (male; mean=36.3 years, SD=84;

female: mean=33.4, SD=11.96).

The number of individuals supervised may be an indication of level of responsibility

in the work role. It is possible that supervisory responsibility could influence time to return

to work, either increasing or decreasing it depending on the individual involved. The

number supervised in this study ranged from none (n=79) to 23,000. Obviously, the

individual who stated he supervised the larger number did not have direct supervisory

responsibility over each of them. However, he stated that this was the number for whom

he “felt responsible.” The concept which was the focus of this question was the actual

number of individuals for whom the individual was responsible to hire or fire, task
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hire or fire, task assignment, and quality and hours of work. Over 90% of the sample

supervised 50 or fewer.

Over 90% of the sample expected to return to the same position after recovery

from the present cardiac event; those who did not intended to use this “opportunity” to try

something new or to change positions and responsibilities.

In summary, this sample is predominantly male, white, with at least some college

education, having household incomes of more than $50,000 annually and working in

positions categorized as managerial/professional or technical/sales. The majority of the

participants had CABG surgery with a relatively short period of hospitalization.

Evaluation of Measures

Outcome Measure

Return to work. As anticipated and as in other studies discussed earlier, most

patients returned to work within the 3-month follow-up period following the telephone

interview (Table 10). A higher percentage of men than women returned to work.
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Table 10

Number and Percent of Patients Who Returned to Work During the Follow-up Period:
Total and by Gender (n=158)

Male Female

Returned to Work % (n) % (n) % (n)

Yes 71.5 (113) 73.7 (101) 57.1 (12)

No 28.5 (45) 26.3 (36) 42.9 (9)

Total 100.0 (158) 100.0 (137) 100.0 (21)

Results shown in Table 11 are the actual number of days from discharge until

return to work during the follow-up period. The range of days was 4 to 104 (mean=564,

SD=25.1) and differences existed in days to return to work between those with MI and

those with CABG surgery.
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Table 11

Number and Percent of Patients Who Returned to Work During the Follow-up Period.
By Diagnosis and by Time Period (n=158)

MI CABG

Time Period % (n) % (n) % (n)

< 30 Days 13.3 (21) 28.6 (14) 6.4 (7)

31-60 Days 25.3 (40) 30.6 (15) 22.9 (25)

61-90 Days 25.9 (41) 8.2 (4) 33.9 (37)

>90 Days 7.0 (11) 10.1 (11)

Lost to Follow-up or
Did Not Return in
Follow-up Period 28.5 (45) 32.7 (16) 26.6 (29)

Total 100.0 (158) 100.0 (49) 100.0 (109)

Note: Percentage totals may not equal 100.0% because of rounding

Reasons for inclusion in the final category included one death, three patients who

had applied for permanent disability, sixteen individuals who returned to work outside the

study period, five who were not reachable and the remainder (n=24) who were not sure

whether they would return to work at the time of the follow-up call.

Of the 113 participants who returned to work within the study period, over 90%

(n=104) returned to the same exact job with the same responsibilities and tasks. The

remainder (n=9) returned to a similar or equivalent job. Thirty-one patients initially

returned to the same job on a part-time basis and of these eight remained on part-time

status at the time of the follow-up call. Because the definition of “return to work” for this
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study was to return to the same level of work as prior to the hospitalization, these eight

patients were not included as having returned to work for the analysis.

Predictor Variables

Work-related self-efficacy. While self-efficacy was evaluated from three

perspectives (self-prediction of number of days to return to work; level of confidence in

that prediction, based on the Ewart Self-Efficacy Scale as described by Fitzgerald et al

[1989); and the influence of various factors on the patient’s decision to return to work

[also based on Ewart]), the influence items were not considered as a total score but rather

individual items in the post hoc analysis.

The self-prediction of days to return to work ranged from 1 to 136 days from the

date of discharge from the hospital (mean = 52.6 days, SD = 27.7). It is referred to as SE

Prediction in the analysis tables and was the result of one question in the interview. This

result and those of the other predictor variables are presented in Table 12. Instrument

analysis demonstrated that their reliability was adequate for subsequent analysis of the

study variables.
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Table12
SummaryTableof
Characteristics
of
Measures(IncludingChronbach’sAlpha)(n=158) MeasureMinimumMaximumMeanSDMedianMode

O

Work-RelatedSelf-Efficacy SEPrediction
1
13652.627.747.541.0-- ConfidenceScale

72518.04.519.020.0.87 InfluenceScale164229.255.1130.031.0.58 Work-RelatedSelf-Concept WSCS139211183.3812.68184.0192.0.85 Work-RelatedSelf-Esteem VWI93176133.3815.28134.0129.0.86 Depression CES-D
O4711.2310.488.04.0.91

PhysicalFunction
DASI4.544.717.057.2915.4515.45.61

GlobalSelf-Esteem Rosenberg
194033.274.5133.030.0.90
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Results of the Confidence Scale demonstrated that, for the most part, patients had

at least a moderate amount of confidence in being able to return to work, perform the job

and handle the stresses of the job. A final question regarding safety of the job was added

by this investigator to evaluate whether fear that the job may have contributed to the

cardiac event would delay return to work. In fact, over 62% of patients were either very

confident or completely confident that it was safe to perform the tasks of the job.

Results on the Influence Scale demonstrated that this group of patients stated they

were most influenced by how well they were feeling and what their doctor thought was

best. Moderately influential were the amount of satisfaction the individual felt for the job,

finances, what a spouse or family member thinks the individual should do, as well as stress

and physical effort associated with the job. Scores on the questions concerning making

sure individuals keep their jobs, or get a raise or promotion were the lowest. The total

score on this section gave an indication of how much the patient considered him/herself to

be influenced by other factors, with higher scores meaning more influenced. However, it

(the total score) does not indicate whether the influence would cause them to return to

work sooner or later.

Work-related self-concept. The mean total WSCS score as reported earlier was

183.38 (SD 12.68). Considering that the range of possible scores was 43 to 215 with a

theoretical midpoint of 129, the mean of this sample was high and variability was low.

Almost all patients, for example, took responsibility for their work, considered themselves

reliable and considered their jobs important.
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Work-related self-esteem. The total scores on the VWI, the measure of work

related self-esteem, ranged from 93 to 176 (mean 133.4; SD 15.28). Most patients saw

their work as benefiting others in some way, enjoyed their jobs and believed that work was

an essential part of living.

Covariates

Depression. While the range of the CES-D is presented in Table 12, a more

important result is shown by using the cut-off score of 16, as established in the literature

(Radloff, 1977) which differentiates depressed from non-depressed participants. Those

with scores 16 or greater are categorized as depressed. Comparative results by gender and

by diagnosis are presented in Tables 13 and 14.

Table 13

Depressed Participants Compared to Not Depressed: Total and by Gender (n=158)

Male Female

Characteristic % (n) % (n) % (n)

Depressed 25.3 (40) 25.5 (35) 23.8 (5)

Not Depressed 74.7 (118) 74.5 (102) 76.2 (16)

Total 100.0 (158) 100.0 (137) 100.0 (21)
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Table 14

Depressed Participants Compared to Not Depressed: Total and by Diagnosis (n=158)

MI CABG

Characteristic % (n) % (n) % (n)

Depressed 25.3 (40) 24.5 (12) 25.7 (28)

Not Depressed 74.7 (118) 75.5 (37) 74.3 (81)

Total 100.0 (158) 100.0 (49) 100.0 (109)

Overall disability. Higher scores on the DASI indicated higher self-assessed

functional ability, less self-rated disability, at the time of the interview. While no

participant was able to yet participate in moderate or strenuous physical activities or do

heavy work, over 40% were able to do moderate work like sweeping floors or carry in

groceries. Over 90% were able to walk a block or two on level ground and almost 10%

(n = 13) stated they could run a short distance.

Relationships Among

Dependent and Independent Variables

The data were subjected to preliminary analysis prior to hypothesis testing to

investigate relationships between the two outcome measures of return to work and the

independent variables. Return to work was measured in two ways: (1) as a dichotomous

variable (RTW: 0 =did or 1 = did not return to work by 3 months following the telephone

interview); and (2) as a continuous variable (RTWDAYS; number of days from hospital

discharge to return to work at pre-event status).

garse

*
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Return to Work as a Dichotomous Variable

Preliminary analysis comparing those who returned to work during the study

period (n=113) with those who did not (n=45) was accomplished using Chi Square

analysis and t tests (Tables 15 and 16).

Table 15

Comparison of Nominal Demographic and Clinical Variables on Dichotomous Outcome of
Return to Work (n=158)

Variable %RTW (n) Chi’ df p-value

Demographic Variables:

Gender 2.46 1 0.12

Male 73.7 (101)
Female 57.1 (12)

Marital Status (Dichotomous) 6.18 1 0.01
Married/Currently

Involved 75.6 (99)
No Current

Relationship 51.9 (14)

Marital Status (Categorical) 7.56 4 0.11
Married 75.7 (87)
Currently Involved 75.0 (12)
Divorced/Separated 60.0 (6)
Widowed 33.0 (2)
Never Married 54.5 (6)

Ethnicity 3.42 4 0.49
Hispanic 60.0 (12)
White 73.5 (83)
Black 57.1 (4)
Asian 81.3 (13)
Other 50.0 (1)

(table continues)
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Variable %RTW (n) Chi’ df p-value

Occupation 3.64 2 0.16
Professional/

Managerial 77.8 (42)
Technical/Sales 75.6 (34)
All Other 62.7 (37)

Income (Dichotomous) 5.09 1 0.02
3 $50,000 62.3 (43)
> $50,000 78.7 (70)

Income (Categorical) 20.41 6 0.00
< $20,000 25.0 (2)
$20,000-$30,000 41.7 (5)
$30,000-$40,000 71.4 (10)
$40,000-$50,000 87.0 (20)
$50,000-$75,000 73.7 (28)
> $75,000 81.6 (40)
Declined to Answer 57.1 (8)

Clinical Variables

Diagnosis (Dichotomous) .61 1 0.44
MI 67.3 (33)
CABG 73.4 (80)

Diagnosis 7.47 5 0.19
MI Only 40.0 (2)
MI/PTCA 60.0 (12)
MI/Thrombolytics 57.1 (4)
MI/BOth PTCA/

Thrombolytics 88.2 (15)
CABG after MI 78.1 (25)
CABG Only 71.4 (55)

Comorbidity .01 1 0.94
None 71.8 (61)
1 Or More 71.2 (52)

(table continues)

**
º

**

***

gº sº

tº-a-

****

3



90

Variable %RTW (n) Chi’ df p-value

Depression 1.12 1 0.29
Not Depressed 73.7 (87)
Depressed 65.0 (26)

Previous Cardiac Event .51 1 0.48

None 73.3 (77)
1 or More 67.9 (36)

Table 16

Comparison of Means Between RTW and non-RTW Subjects on Demographic, Clinical
and Predictor Variables (n=158)

Variable P1 Mean SD 1 SCOre p-value

Demographic Variables

Age (Years) - 1.47 0.14
RTW 113 53.54 7.69
NRTW 45 55.47 6.70

Education (Years) 1.26 0.21
RTW 113 14.59 2.92
NRTW 45 13.91 3.44

Number Supervised -1.01 0.32
RTW 1 13 13.69 36.29
NRTW 45 529.76 3426.46

Clinical Variables

Length of Stay (Days) -1.13 0.26
RTW 113 7.03 3.60
NRTW 45 7.89 5.74

(table continues)
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Variable P1 Mean SD t SCOre p-value

Pain - . 19 0.85
RTW 113 2.73 2.76
NRTW 45 2.81 2.13

Depression -1.46 0.15
RTW 113 10.46 10.40
NRTW 45 13.16 10.54

Predictor Variables 1.
Self-Efficacy Prediction -3.30 0.00 :-

RTW 113 47.65 24.03 >
NRTW 45 65.16 32.23 --

º *
º

Confidence 4.27 0.00 ~
RTW 113 18.99 4.04 ****

NRTW 45 15.78 4.80

Work-Related Self-Concept 1.37 0.17 º
RTW 113 184.25 12.60 -:
NRTW 45 181.19 12.73 -->

Work-Related Self-Esteem 3.02 0.00 T}
RTW 113 135.64 14.42
NRTW 45 127.71 16.05

Note: RTW: Returned to Work, NRTW: Not Returned to Work

In the above comparisons few of the demographic and clinical variables are useful

in differentiating those who returned to work from those who did not. Statistically

significant differences occur in these analyses only in marital status as a dichotomous

variable and income as both a dichotomous and categorical variable. Those patients who

were either married or currently involved in a close relationship returned to work more
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frequently than those who were not. Those with higher income were more likely to return

to work than were those with lower levels of income. However, the comparison of means

of the predictor variables demonstrated that a statistically significant difference existed

between those patients who returned to work and those who did not on prediction of

number of days to return, confidence in the prediction and work-related self-esteem.

Patients who returned to work predicted fewer days to return, had higher levels of

confidence and higher self-esteem scores than those who did not return.

Return to Work as a Continuous Variable.

Preliminary analysis using number of days to return to work as a continuous

outcome variable was accomplished using t-tests, analysis of variance and Pearson

correlation coefficients (Tables 17, 18, and 19).
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Table 17

Comparison of Means of Days to Return to Work on Demographic and Clinical Variables
(n=113)

Variable P1 Mean SD t–SCOre p-value

Demographic Variables

Gender - 1.58 0.13
Male 101 55.50 25.89
Female 12 64.00 16.36

Clinical Variables

Diagnosis 6.36 0.00
MI 33 36.27 20.44
CABG 80 64.71 22.08

Comorbidity .64 0.53
Yes 52 54.77 24.83
No 61 57.80 25.52

Previous Cardiac Event –2.35 0.02
Yes 36 64.36 21.00
No 77 52.69 26.16

While there was not a statistically significant difference between males and

females or those with the presence of another condition compared to those without, those

patients with MI returned to work in significantly fewer days than those with CABG

surgery. Also, those with no previous cardiac history returned to work sooner than those

who had had either a previous MI or CABG surgery.
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Table 18

Comparison of Means of Days to Return to Work Between Categories of Demographic
and Clinical Variables (n=113)

Variable Pl Mean SD F-Ratio df F-Probability

Demographic Variables

Marital Status 1.3951 4 0.24
Married 87 56.70 24.48

Currently Involved 12 48.67 29.59
Divorced/Separated 6 51.83 29.67
Widowed 2 92.00 2.83
Never Married 6 60.33 18.59

Ethnicity .3264 4 0.86
Hispanic 12 56.00 25.16
White 83 55.51 25.51
Black 4 56.00 15.03
Asian 13 60.92 27.28
Other 1 79.00

Occupation 5.7875 2 0.00
Professional/

Managerial 42 48.74 25.00
Technical/Sales 34 54.38 22.32
All Other 37 66.97 24.72

Income .7194 6 0.63
<$20,000 2 66.00 21.21
$20,000-$30,000 5 64.40 19.93
$30,000-$40,000 10 59.40 21.47
$40,000-$50,000 20 49.35 29.48
$50,000-$75,000 28 61.93 23.84
> $75,000 40 53.60 25.99
Declined to Answer 8 57.62 22.75

(table continues)
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Variable P1 Mean SD F-Ratio df F-Probability

Clinical Variables

Diagnosis 8.2763 5 0.00
MI Only 2 33.00 1 1.31
MI/PTCA 12 37.42 25.09

MI/Thrombolytics 4 43.75 20.02
MI/Both PTCA/

Thrombolytics 15 33.80 18.44
CABG After MI 25 68.40 22.32

CABG Only 55 63.04 21.98

Statistically significant differences occurred in two categories: occupation and

diagnosis. Using the Scheffe test in post hoc analysis to examine between which groups

the differences occurred, the significant difference (p<05) in the occupation category

occurred between group 1 (Professional/Managerial) and group 3 (All Other), but not

between group 1 and 2, or 2 and 3. In the diagnosis category the significant differences

were between the second and fourth groups (MI with thrombolytics and PTCA, MI with

PTCA) compared to both surgery categories.
D
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Table 19

Pearson Product Moment Correlations Among Continuous Demographic, Clinical and
Predictor Variables and Continuous Outcome of Days to Return to Work (n=113)

Variable r p-value

Demographic Variables

Age .0542 0.57

Education – 0994 0.30

Number Supervised - 1106 0.24

Clinical Variables

Length of Hospital Stay 1952 0.04

Level of Pain Since Discharge .3898 0.00

Depression (CES-D) .2609 0.01

Overall Self-Rated Physical Status (DASI) -.3032 0.00

Predictor Variables

SE Prediction .7164 0.00

Confidence Level -.2412 0.01

Work-Related Self-Concept (WSCS) -,0588 0.54

Work-Related Self-Esteem (VWI) -.2645 0.01

As apparent in this table, although demographic variables were not statistically

significantly associated with the number of days to return to work, several clinical

variables were. Longer length of stay, higher levels of pain since discharge and higher

scores on the depression scale were related to more days to return to work. Higher scores
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on the DASI, self-rating of higher level of functioning, were associated with fewer days to

return to work.

The self-efficacy prediction had the highest relationship with number of days to

return to work—the higher number of days to return to work the patient predicted the more

days it actually took to do so. Higher confidence level and higher work-related self-esteem

were associated with fewer days to return to work.

Also of interest are the relationships the various independent variables have among

themselves (Table 20). Lower prediction of days is strongly associated with higher scores agºt
a

on the DASI, lower amounts of pain, higher confidence scores, higher self-esteem scores
* -

and lower depression scores.
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Table20 PearsonProductMomentCorrelationsAmongSelectIndependentVariables(n=113)

SEPredictionConfidenceSelf-ConceptSelf-EsteemDepressionDASIPain

SEPrediction1.0000-.3263***-.0549
-

2589**2783***
-

4179***3600*** Confidence1.0000.32044361+**
-

4727***.3072***
-
1858.* Self-Concept1.0000,5215***

-
1804*-.0648.0064 Self-Esteem1.0000

-

2696**
.

1040
-
1345 Depression1.0000

–

2741***3287*** DASI1.0000
-

2574** Pain1.0000 Note:“pº.05;**pº,01;***pº,001
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Hypothesis Testing

The Effect of Work-Related Self-Efficacy, Self-Concept and Self-Esteem

on Time to Return to Work: Preliminary Analysis

Three hypotheses were the focus of this study. The Kaplan Meier procedure allows

estimates of the cumulative rate of return to work when comparing designated groups

without excluding censored cases—those cases in which the event of interest is not

observed during the period of observation. Statistical tests are used to evaluate the null

hypothesis that the groups are the same. For this analysis the log rank test was used. The

goal of the Kaplan Meier analysis was to establish the relative risk between the presence

of, as compared to the absence of high and low levels of each of the study variables in

terms of the days to return to work.

The multivariate Cox Proportional Hazards Ratio was used to answer the research

questions.

In each of these analyses the variables of interest were analyzed, after being

dichotomized either at the median (e.g. age), at a logical point (no pain compared to

having had pain) or by convention (CES-D), against the number of days from hospital

discharge to return to work within the study period. In the case of those who had not

returned to work, the number of days from discharge to last contact date was the date

used for the analysis. This was the time parameter. The status parameter was whether or

not the participant had returned to work. Table 21 presents the points at which each of the

variables was dichotomized.
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Table 21

Dichotomized Values of Predictor Variables

Measure “0” value “1” value

SE Prediction < 47 > 47

Confidence > 19 < 18

Work-Related Self-Concept 2 184 < 184

Work-Related Self-Esteem 2 134 < 134

Depression (CES-D) < 15 > 16

Physical Function (DASI) > 15 < 15

Work-related self-efficacy. The Kaplan Meier analysis of work-related self-efficacy

as an overall concept along with stratification by age, gender, diagnosis and other key

demographic and clinical variables is illustrated in Table 22.

Table 22

Kaplan Meier Analysis for Work-Related Self-Efficacy and Return to Work: LogRank
Statistic and P-Values Comparing High and Low Work-Related Self-Efficacy Prediction
(SE) Stratified by Key Demographic and Clinical Variables (n=158)

High SE Low SE
Variable %RTW (n) 9%RTW (n) LogRank p-value

Overall Comparison 79.7 (63) 63.3 (50) 24.73 0.00

Stratified by Age
34–54 86.0 (37) 74.3 (26) 16.80 0.00
55–77 72.2 (26) 54.5 (24) 8.28 0.00

(table continues)

;:
;
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High SE Low SE
Variable %RTW (n) 9%RTW (n) LogRank p-value

Stratified by Gender
Male 82.4 (61) 63.5 (40) 26.35 0.00
Female 40.0 (2) 82.5 (10) .18 0.67

Stratified by Education
< 12 years 71.4 (15) 66.7 (14) 2.11 0.15
> 12 years 82.8 (48) 62.1 (36) 25.84 0.00

Stratified by Occupation
Prof./Managerial 77.1 (27) 78.9 (15) 4.14 0.04
Technical/Sales 100.0 (19) 57.7 (15) 28.33 0.00
All Other 68.0 (17) 58.8 (20) 3.26 0.07

Stratified by Supervisory Capacity
Supervises Someone 81.0 (34) 64.9 (24) 13.55 0.00
Supervises No One 78.4 (29) 61.9 (26) 10.67 0.00

Stratified by Income
3 $50,000 76.5 (26) 48.6 (17) 13.00 0.00
> $50,000 82.2 (37) 750 (33) 12.70 0.00

Stratified by Diagnosis
CABG Surgery 80.5 (33) 69.1 (47) 11.70 0.00
MI 78.9 (30) 27.3 (3) 10.24 0.00

Stratified by Presence of Pain
No Pain Since DC 84.4 (27) 58.3 (7) 9.50 0.00
Had Pain 76.6 (36) 64.2 (43) 10.28 0.00

Stratified by Physical Function
High DASI Score 79.0 (34) 65.4 (17) 8.44 0.00
Low DASI Score 80.5 (29) 62.3 (33) 16.25 0.00

Stratified by Presence of Depression
Not Depressed 79.1 (53) 66.7 (34) 13.88 0.00
Depressed 83.3 (10) 57.1 (16) 11.72 0.00

Note: DC: Discharge

:

i
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Figure 3 demonstrates the survival curve (return to work curve) comparing

(LogRank Statistic 24.73; df 1; p = 0.00) those with high self-efficacy prediction and

returning to work with those with low self-efficacy prediction. In this, as well as the

following figures the “1.0” on the y-axis represents 100% of the sample population and

illustrates that all the patients were not working at time “0” which represents the time of

discharge from the hospital.

Figure 3

High Work-Related Self-Efficacy Compared to Low Work-Related Self-Efficacy

Survival Functions

Self-Efficacy

Days to Return to work

*Cumulative Hazards Function

The second part of the self-efficacy component was the Confidence Scale. The

total confidence score was dichotomized into High and Low Confidence and entered into

the Kaplan Meier analysis. Table 23 illustrates the results of this analysis.

:

i
;
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Table 23

Kaplan Meier Analysis for Work-Related Self-Efficacy and Return to Work: LogRank
Statistic and P-Values Comparing High and Low Level of Confidence (Conf) in
Predictions Stratified by Key Demographic and Clinical Variables (n=158)

High Conf Low Conf
Variable %RTW (n) 9%RTW (n) LogRank p-value

Overall Comparison 84.3 (59) 614 (54) 11.76 0.00

Stratified by Age
34–54 93.8 (30) 71.7 (33) 6.17 0.01
55–77 76.3 (29) 50.0 (21) 8.31 0.00

Stratified by Gender
Male 85.5 (53) 64.0 (48) 8.93 0.00
Female 75.0 (6) 46.2 (6) 2.65 0.10

Stratified by Education
< 12 years 79.2 (19) 55.6 (10) 2.76 0.10
> 12 years 87.0 (40) 62.9 (44) 10.16 0.00

Stratified by Occupation
Prof./Managerial 80.0 (20) 75.9 (22) .24 0.62
Technical/Sales 94.1 (16) 64.3 (18) 4.68 0.03
All Other 82.1 (23) 45.2 (14) 12.87 0.00

Stratified by Supervisory Capacity
Supervises Someone 84.8 (28) 65.2 (30) 6.95 0.01
Supervises No One 83.8 (31) 57.1 (24) 5.17 0.02

Stratified by Income
3 $50,000 84.6 (22) 48.8 (21) 13.77 . 0.00
> $50,000 84.1 (37) 73.3 (33) 1.04 0.31

Stratified by Diagnosis
CABG Surgery 83.3 (40) 65.6 (40) 5.12 0.02
MI 864 (19) 51.9 (14) 7.50 0.01

Stratified by Presence of Pain
No Pain Since DC 88.0 (22) 63.2 (12) 2.24 0.13
Had Pain 82.2 (37) 60.9 (42) 7.00 0.01

(table continues)

.sº
º:
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High Conf Low Conf
Variable %RTW (n) 9%RTW (n) LogRank p-value

Stratified by Physical Function
High DASI Score 81.6 (31) 64.5 (20)
Low DASI Score 87.5 (28) 59.6 (34)

Stratified by Presence of Depression
Not Depressed 82.5 (52) 63.6 (35)
Depressed 100.0 (7) 12.3 (19)

3.33 0.07
8.29 0.00

6.00 0.01
4.03 0.04

Note: DC: Discharge

Figure 4 depicts the difference between the two overall confidence variables (LogRank

Statistic 11.76, df 1; p=0.00).

Figure 4

High Return-to-Work Confidence Compared to Low Return-to-Work Confidence

Survival Functions

O 25 50 75 100 125

Days to Return to Work

*Cumulative Hazards Function
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Using p-.10 as a cutoff point for preliminary screening, statistically significant

differences were found in most of the above analyses when comparing high and low levels

of these two predictor variables. However, there were notable exceptions. In comparing

levels of self-efficacy prediction females and those with less education demonstrated no

statistically significant difference between the two levels. This may have been related to

sample size, particularly in regard to gender, although a higher proportion of women

(76.2%) than men (46.0%) had lower self-efficacy predictions. The failure to achieve

significance in the education category could also have been a matter of sample size in

these comparative groups (n=29). Far more patients had more education and the

difference between the high and low self-efficacy prediction was significant in this group.

A high percentage of professional/managerial patients in both high and low

confidence categories returned to work resulting in no statistical difference between the

two. This was also true of those with higher income. There was a difference in

percentages in those in the no pain category between high and low confidence, but the

difference did not reach significance, again probably because of small sample size in each

group.

Work-related self-concept. The second hypothesis includes analysis of work

related self-concept related to return to work. Therefore, it was dichotomized at the

midpoint into high- and low-work-related self-concept and entered into the Kaplan Meier

analysis. Table 24 demonstrates the results of this analysis.

.
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Table 24

Kaplan Meier Analysis for Work-Related Self-Concept and Return to Work: LogRank
Statistic and P-Values Comparing High and Low Work-Related Self-Concept (WRSC)
Levels Stratified by Key Demographic and Clinical Variables (n=158)

High WRSC Low WRSC
Variable %RTW (n) 9%RTW (n) LogRank p-value

Overall Comparison 75.3 (58) 67.9 (55) 1.01 0.32

Stratified by Age
34–54 88.6 (31) 744 (32) 1.39 0.24
55–77 64.3 (27) 60.5 (73) 37 0.54

Stratified by Gender
Male 79.7 (51) 68.5 (50) 2.13 0.14
Female 53.8 (7) 62.5 (5) .22 0.64

Stratified by Education
< 12 years 75.0 (15) 63.6 (14) .29 0.59
> 12 years 75.4 (43) 69.5 (41) .66 0.42

Stratified by Occupation
Prof./Managerial 78.6 (22) 76.9 (20) .01 0.91
Technical/Sales 75.0 (15) 76.0 (19) .03 0.86
All Other 724 (21) 53.3 (16) 3.13 0.07

Stratified by Supervisory Capacity
Supervises Someone 76.7 (33) 69.4 (25) .51 0.48
Supervises No One 73.5 (25) 66.7 (30) .32 0.57

Stratified by Income
3 $50,000 75.0 (21) 53.6 (22) 3.49 0.06
> $50,000 75.5 (37) 82.5 (33) .66 0.41

Stratified by Diagnosis
CABG Surgery 78.4 (40) 68.9 (40) 1.09 0.30
MI 69.2 (18) 65.2 (15) .06 0.81

Stratified by Presence of Pain
No Pain Since DC 84.0 (21) 68.4 (13) .57 0.45
Had Pain 71.1 (37) 67.7 (42) .16 0.69

(table continues)

;
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High WRSC Low WRSC
Variable %RTW (n) 9%RTW(n)

Stratified by Physical Function
High DASI Score 74.3 (26) 73.5 (25)
Low DASI Score 76.2 (32) 63.8 (30)

Stratified by Presence of Depression
Not Depressed 75.4 (49) 71.7 (38)
Depressed 75.0 (9) 60.7 (17)

LogRank p-value

.01 0.91
1.43 0.23

. 10 0.75

.71 0.40

Note: DC: Discharge

Figure 5 illustrates the difference between the overall scores of the two levels of work

related self-concept (LogRank Statistic 1.01; df 1; p = 0.32).

Figure 5

High Work-Related Self-Concept Compared to Low Work-Related Self-Concept

Survival Functions
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There was clearly not a significant difference between the two categories although two

categories approached significance: the all other category in occupation and the lower

income category. In both of these cases, those with higher scores returned to work in the

study period more frequently than did those with lower scores. The failure in other

categories to demonstrate a difference between high and low work-related self-concept

was probably a factor of the high scores throughout the sample on this instrument as

discussed earlier. This lack of variability and ceiling effect allowed little true discrimination

between high and low scores.

Work-related self-esteem. The work-related self-esteem score was derived from

dichotomized VWI total score and entered into the Kaplan Meier analysis (Table 25).

Table 25

Kaplan Meier Analysis for Work-Related Self-Esteem and Return to Work: LogRank
Statistic and P-Values Comparing High and Low Work-Related Self-Esteem (WRSE)
Levels Stratified by Key Demographic and Clinical Variables (n=158)

High WRSE Low WRSE
Variable %RTW (n) 9%RTW (n) LogRank p-value

Overall Comparison 78.9 (60) 64.6 (53) 8.06 0.00

Stratified by Age
34-54 84.2 (32) 77.5 (31) 3.98 0.05
55–77 73.7 (28) 52.4 (22) 4.62 0.03

Stratified by Gender
Male 83.0 (54) 65.3 (47) 11.21 0.00
Female 54.5 (6) 60.0 (6) 17 0.68

Stratified by Education
< 12 years 80.0 (12) 63.0 (17) 2.39 0.12
> 12 years 78.7 (48) 65.4 (36) 5.14 0.02

(table continues)
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High WRSE Low WRSE
Variable %RTW (n) 9%RTW (n) LogRank p-value

Stratified by Occupation
Prof./Managerial 82.4 (28) 700 (14) 1.87 0.17
Technical/Sales 71.4 (15) 79.2 (19) .09 0.76
All Other 81.0 (17) 52.6 (20) 4.93 0.03

Stratified by Supervisory Capacity
Supervises Someone 80.0 (36) 647 (22) 3.96 0.05
Supervises No One 77.4 (24) 64.6 (31) 3.51 0.06

Stratified by Income
s $50,000 704 (19) 57.1 (24) 1.61 0.20
> $50,000 83.7 (41) 72.5 (29) 5.62 0.02

Stratified by Diagnosis
CABG Surgery 79.6 (39) 68.3 (41) 3.21 0.07
MI 77.8 (21) 54.5 (12) 4.52 0.03

Stratified by Presence of Pain
No Pain Since DC 84.4 (27) 58.3 (7) 3.87 0.05
Had Pain 750 (33) 614 (46) 1.45 0.23

Stratified by Physical Function
High DASI Score 78.4 (29) 68.8 (22) 2.69 0.10
Low DASI Score 79.5 (31) 62.0 (31) 4.71 0.03

Stratified by Presence of Depression
Not Depressed 81.0 (51) 65.4 (36) 8.22 0.00
Depressed 69.2 (9) 63.0 (17) . 12 0.73

Note: DC: Discharge

Figure 6 illustrates the difference between high and low work-related self-esteem

(LogRank Statistic 8.06, df 1; p = 0.00).

:
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Figure 6

High Work-Related Self-Esteem Compared to Low Work-Related Self-Esteem

Survival Functions
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While in the overall comparison and in several sub-categories those with higher

levels of work-related self-esteem returned to work statistically significantly earlier in the

study period than did those with lower levels, other categories showed no such difference.

Again, as in the case of work-related self-efficacy, failure for such difference with females

and those less educated was probably due to small sample size in these categories. Those

earning less returned to work less frequently as did those with pain and those who were

depressed. In the technical/sales occupation category, a higher percentage of those with

lower work-related self-esteem returned to work although the difference was not

statistically significant. A fairly high proportion of individuals in all levels of both the

professional/managerial and technical/sales categories returned to work.

:
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H1. Patients with high work-related self-efficacy will return to work following an MI or

CABG faster than those with low work-related self-efficacy

The outcome variable of days to return to work was analyzed with demographic,

clinical and study predictor variables using Cox Proportional Hazards Model. Because of

the process of this analysis, it was advantageous to dichotomize the variables which would

be entered into the analysis, attempting to have what was thought to be the greater risk

coded as a “one”. For example, marital status which had five categories was dichotomized

into (a) married/currently involved in a close relationship = 0 and (b) not in a relationship

= 1. Income which consisted of six categories was dichotomized into (a) < $50,000 = 1

and (b) > $50,000 = 0. Several respondents had declined to give this information, and in

order to maintain their contribution to the analysis where they had all other variables, the

occupation status was reviewed in these cases and either an income category assigned if

there was justification for doing so, or the mean category was assigned to those with

missing data. This resulted in those with missing data being assigned the 0 category.

(Analysis was completed using each method of assignment with no difference in the

results.)

Controlling for the several demographic (age, gender, income, marital status,

education, occupation, and number supervised) and clinical variables (diagnosis,

complications, comorbidity, previous cardiac event, depression, self-rated physical

capacity, and pain), self-efficacy prediction (SE Prediction) and confidence in prediction

were entered into the Cox Proportional Hazards Model survival analysis. The results of

the final step of the analysis are described in Table 26.

:
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Table 26

Cox Proportional Hazards Model Using Self-Efficacy Prediction and Confidence Level
Controlling for Demographic and Clinical Variables to Predict Earlier Return to Work
(n=158)

Variable B Std. Error Exp(B) 95% Confidence Intervals

Control Variables

Marital Status -.7.185 .2896 .4875 .28, .86

Occupation
Comparison 1 .1666 .2431 1.1813 .73, 1.90
Comparison 2 - 4893 .2037 .6131 .41, .91

Age -.5686 .1931 .5663 .39, .83

Pain -.3639 .2202 .6949 45, 1.07

Predictor Variables

SE Prediction -.8127 2014 .4436 .30, .66

Confidence -.4524 .1937 .6361 .44, .93

Global Chi Square 60.061; df 7; p=0.00
Comparison 1: Professional/Managerial compared to Technical/Sales
Comparison 2: Professional/Managerial and Technical/Sales compared to All Other

Based on these data the null hypothesis can be rejected and the study hypothesis

accepted. The self-efficacy prediction was the most significant predictor of earlier return

to work in this equation. According to the above data and using the terminology described

earlier as it relates to survival analysis, having low work-related self-efficacy, as evidenced

by the patient's own prediction of time to return to work, significantly decreases the “risk”

or “hazard” of returning to work in the 3-month follow-up period (exp(B}=4436; CI.30,

.66). This was true, as well, with confidence in prediction (exp(B)=.6361; CI.44, 93).

:
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Those patients who were not currently married or involved in a close relationship, were

older and had lower work-related self-efficacy were less likely to return to work. While

presence or absence of pain was retained in the model, it was not statistically significant.

There was not a statistically significant difference in the comparison of occupational

groups between those in the professional/managerial category and those in the

technical/sales group. However, a statistically significant difference did appear when

comparing those two groups with the “all other” category. Those in the latter category

were significantly less likely to return to work within the study period.

H2. Patients with high work-related self-concept will return to work following MI or

CABG faster than those patients with low work-related self-concept.

Controlling for the demographic and clinical variables, work-related self concept

was dichotomized and entered into the Cox Proportional Hazards Model analysis

(Table 27). :
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Table 27

X Pr ional H Model Using Work-Related Self-Conce ntrollin
mographi linical Variables to Predict Earlier Return to Work (n=158

Variable f Std. Error Exp(B) 95% Confidence Intervals

Control Variables

Marital Status -.7159 .2964 .4887 27, .87

Occupation
Comparison 1 - 0146 .2363 .9855 .62, 1.57
Comparison 2 -.5330 2026 .5869 .39, .87

Age -.6157 .1924 .5403 .37, 79

Pain -.5741 .2141 .5632 .37, 86

Predictor Variables

Work-Related
Self-Concept -.0518 .1953 9495 .65, 1.39

Global Chi Square 30.352; df =6; p=0.00
Comparison 1: Professional/Managerial compared to Technical/Sales
Comparison 2: Professional/Managerial and Technical/Sales compared to All Other

As a result of this equation, the null hypothesis regarding work-related self

concept cannot be rejected and Hypothesis 2 cannot be accepted as work-related self

concept was not statistically significant. The association of both marital status and age

with return to work remained in the same direction as previously as did the comparison

between occupation groups. The presence of pain was also predictive of a decreased

chance of return to work in this analysis (exp(B) = .5632; CI.37, 86)

:
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H3; Patients with high work-related Self-esteem will return to work faster following MI or

CABG than those patients with low work-related self-esteem.

Dichotomized work-related self-esteem was entered into Cox Proportional

Hazards Model following demographic and clinical variables. Results are seen in Table 28.

Table 28

Cox Proportional Hazards Model Using Work-Related Self-Esteem Controlling for
Demographic and Clinical Variables to Predict Earlier Return to Work (n=158)

Variable ■ º Std. Error Exp(B) 95% Confidence Intervals

Control Variables

Marital Status - 7091 .2889 .492.1 28, .87

Occupation
Comparison 1 -.0113 .2350 .9887 .62, 1.57
Comparison 2 - 4672 .2057 .6268 .42, .94

Age -.6322 .1927 .5314 .36, .78

Pain -.5101 .2156 .6004 .39, 92

Predictor Variables

Work-Related
Self-Esteem -.3774 .1964 .6857 47, 1.01

Global Chi Square 33.779; df 6; p=0.00
Comparison 1: Professional/Managerial compared to Technical/Sales
Comparison 2: Professional/Managerial and Technical/Sales compared to All Other

While a low level of work-related self-esteem has the effect of decreasing the

likelihood of returning to work during the study period, the result was not statistically

significant. Hypothesis 3 cannot be accepted. Again, being younger, married or involved in
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a current relationship, in a professional/managerial or technical/sales occupational

category, and without pain increase the likelihood of returning to work within 3-months

in this analysis.

Finally, in an effort to obtain the most parsimonious model, those demographic

and clinical variables found significant as predictors in each of the previous analyses as

well as the significant study variables (self-efficacy prediction, and confidence level)

were entered simultaneously into Cox Proportional Hazards survival analysis. Results are

shown in Table 29.

Table 29

Cox Proportional Hazards Model Analysis Using Self-Efficacy Prediction, Confidence
Level, and Marital Status, Age, Occupation and Pain to Predict Earlier Return to Work
(n=158)

Variable ■ : Std. Error Exp(B) 95% Confidence Intervals

Marital Status -.7185 .2896 .4875 .28, .86

Occupation
Comparison 1 .1666 .2430 1.1813 .73, 1.90
Comparison 2 -.4893 .2037 .6131 .41, .91

Age -.5686 .1931 .5663 .39, .83

Pain -.3639 .2202 .6949 45, 1.07

SE Prediction -.8127 2014 .4436 .30, .66

Confidence Level -.4524 .1937 .6361 .44, .93

Global Chi Square 60.061; df = 7; p=0.00
Comparison 1: Professional/Managerial compared to Technical/Sales
Comparison 2: Professional/Managerial and Technical/Sales compared to All Other

.
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This result is the same as that in Table 26. As was evident there, self-efficacy

prediction, confidence level, marital status, age and the professional/managerial and

technical/sales occupational categories maintained their strength in predicting likelihood of

returning to work in the 3-month follow-up period in this population of MI and CABG

patients. Pain did not significantly contribute to the model.

Analysis of Additional Ouestions of Interest

How do patients returning to work differ from those who do not in work-related

Self-efficacy, self-concept and Self-esteem? Much of this has been addressed in the

previous discussion which contained information about both days to return to work as

well as return within the study period. However, additional analysis may be helpful as seen

in Table 30.

Table 30

Overall Return to Work (RTW) Comparing Work-Related Self-Efficacy (SE and
Confidence (Conf), Work-Related Self-Concept (WRSC) and Work-Related Self-Esteem
(WRSE) (n=158)

Variable 71 % RTW Chi’ p-value

High SE 79 79.7 5.25 0.02
Low SE 79 63.3

High Conf 70 84.3 10.06 0.00
Low Conf 88 61.4

High WRSC 77 75.3 1.07 0.30
LOW WRSC 81 67.9

High WRSE 76 78.9 3.97 0.05
Low WRSE 82 64.6
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As was demonstrated earlier as well as in this analysis, with the exception of work

related self-concept, those with higher levels of the other study variables (work-related

self-efficacy, confidence in return, and work-related self-esteem) significantly returned to

work more frequently than those with lower levels of these variables.

Is there a difference in return to work between those patients with MI and those

following CABG Surgery? Comparison of return to work by diagnosis was included in

Table 15 and is again described in Table 31.

Table 31

Comparison of MI Patients and CABG Surgery Patients in Outcome of Return to Work
(n=158)

Variable n % RTW Chi’ p-value

CABG Surgery 109 73.4 0.61 0.44

MI 49 67.3

A statistically significant difference in the dichotomous outcome of return to work

between the two diagnostic categories was not found. As seen in Table 17, patients with

MI returned in fewer days than did patients with CABG surgery.

Do the instruments used in this study, with this sample population, satisfactorily

discriminate between work-related self-concept and work-related Self-esteem? The overall

totals on the two instruments were moderately correlated (r = .5215; p = 0.00) indicating

an expected association with one another. Inter-item correlations were less pronounced

and few items were correlated more than r=.40. The WWI statement “I enjoy my job” was
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associated with the WSCS statement “I look forward to coming to work” (r=.5113;

p = 0.00); the VWI statement “I miss work when I'm not working and am always eager to

get back” was also associated with the above WSCS statement (r=.5054; p=0.00). Other

correlations were weaker. The concepts are related, but they are also different.

Is there a difference in this sample population between global self-esteem and

work-related self-esteem? The Rosenberg Self Esteem Scale (RSES) and the VWI were

positively related (r-.4018; p=0.00) indicating, as in the previous discussion, that the

concepts were related, but the WWI is much more specific to work questions and covers

much more detail-and was more useful in this study of return-to-work issues. The fact

that they were not more highly correlated supports the notion of differing levels or types

of Self-esteem as mentioned earlier in the discussion of theoretical framework. However, it

is important to note that the RSES actually correlated more highly (r--.3306; p=0.00)

with the outcome of days to return to work than did the WWI (r--.2645; p-0.01),

although by converting both correlation coefficients to z scores and establishing 95%

confidence intervals around them it can be determined that they are not significantly

different at p=0.05 as the confidence intervals almost completely overlap (r=.33: 95% CI

.16, 48; r=.26: 95% CI.08, 42) (S. Paul, personal communication, April 22, 1997).

Post Hoc Analysis

Several issues apart from the study questions were subjected to post hoc analysis.

The final Cox Proportional Hazards Model analysis above, in an effort to obtain the most

parsimonious model, was completed with only those variables retained in the earlier Cox

analysis. This was considered appropriate given the very early nature of research on these
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predictor variables. To facilitate theory-building for the future, however, it is important to

test a more complete set of variables. This was accomplished by entering the demographic

variables as a block, followed by clinical variables as a block, followed by the two

previously significant study variables (self-efficacy prediction and confidence). The

variables within each block were subjected to the criteria to enter the equation mentioned

earlier (p to enter = .05; p to remove = .10). In fact, the results were the same as

presented in Table 29, the parsimonious model: statistically significant were higher levels

of work-related self-efficacy, confidence, younger age, being married or involved in a

close relationship and being in the professionallmanagerial or technical/sales occupations.

However, if all variables were entered simultaneously in one step, results are presented in

Table 32.

Table 32

Cox Proportional Hazards Model Analysis Using Self-Efficacy Prediction, Confidence
Level, and Various Demographic and Clinical Variables to Predict Earlier Return to Work
(n=158)

Variable ■ y Std. Error Exp(B) 95% Confidence Intervals

Age - 4910 .2177 .6120 .40, .94

Gender - .4387 .3415 .6449 .33, 1.26

Occupation
Comparison 1 .2334 .2599 1.2629 .76, 2.10
Comparison 2 -.5321 .2237 .5874 .38, .91

Education .2549 .2553 7750 47, 1.28

Marital Status -.6895 .3272 .5018 .26, .95

(table continues)
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Variable ■ º Std. Error Exp(B) 95% Confidence Intervals

Supervision .0371 .2136 .9635 .63, 1.46

Income ,0707 .2390 1.0733 .67, 1.71

Diagnosis .2566 .2769 1.2925 .75, 2.22

Complications -.2486 .2121 .7799 .51, 1.18

Comorbidity .1604 .2164 1.1740 .77, 1.79

Pain -.3901 .2709 .6770 40, 1.15

Previous Event -.1804 .2208 .8350 .54, 1.29

Depression -.0505 .2552 .9507 .58, 1.57

Physical Status -.1271 .2480 .8806 .54, 1.43

SE Prediction -.8499 .2282 .4275 27, .67

Confidence -.4256 .2210 .6534 .42, 1.01

Global Chi Square: 65.964; df 17, p=0.00
Comparison 1: Professional/Managerial compared to Technical/Sales
Comparison 2: Professional/Managerial and Technical/Sales compared to All Other

Only the four variables, younger age, the professional/managerial or technical/sales

occupational categories, married or currently involved, and lower prediction of days (SE

Prediction) were statistically significant in this model.

As mentioned earlier, the specific questions regarding which factors influence

decision-making about return to work warrant attention and comment. These questions

were phrased in such a way as to indicate amount of influence but not direction of

influence. In examining each question individually by analysis of variance against the
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outcome of days to return to work, no result is statistically significant. However, in

analyzing the same questions against the outcome of whether or not the individual

returned the work, several items had statistically significant results (Table 33). Those

individuals who stated they would be very much influenced by either physical requirements

of the job or job stress returned to work less frequently than those who gave the other

responses.

Table 33

Comparison of Items from Ewart Self Efficacy Scale of Influence Factors on Return to
Work Decision Making on Outcome of Return to Work (n=158)

Item %RTW (n) Chi’ df p-value

How much will each of the following affect your decision about when to return to work?

the amount of physical effort my work
demands: 16.93 3 0.00

Not at all 76.9 (40)
Slightly 88.2 (30)
Somewhat 75.0 (24)
Very much 47.5 (19)

the amount of stress in my work: 11.77 3 0.01
Not at all 80.6 (25)
Slightly 77.8 (28)
Somewhat 76.8 (43)
Very much 48.6 (17)

Items from the Work Self Concept Scale and the Valuing of Work Index were also

subjected to analysis of variance with the outcome variable of days to return to work.

None of the items from the Work Self Concept Scale demonstrated a statistically

significant difference between groups, however, several from the Valuing of Work Index

did (Table 34).
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Table 34

Comparison of Means of Days to Return to Work Between Responses on Items from the
Valuing of Work Index (n=113)

Variable P1 Mean SD F-Ratio df F-Probability

My job makes me feel important 3.544 3 0.02
1 = Strongly

Disagree –
2 = Disagree 8 75.25 15.18
3 = Neither 15 60.40 25.80

4 = Agree 59 58.05 25.10
5 = Strongly

Agree 31 46.48 23.83

I miss work when I’m not working
and am always eager to get back 3.148 4 0.02

1 = Strongly
Disagree 1 56.00

2 = Disagree 11 78.00 1707
3 = Neither 24 58.13 22.44

4 = Agree 61 54.80 26.58
5 = Strongly

Agree 16 45.13 20.81

I feel that I have a part in important
decision making at work 5,661 4 0.00

1 = Strongly
Disagree 2 71.00 32.53

2 = Disagree 16 76.88 16.67
3 = Neither 9 53.00 34.48

4 = Agree 56 57.48 23.05
5 = Strongly

Agree 30 43.53 22.42

Post hoc Scheffe tests on the above groups demonstrated the significant

differences (p<05) on days to return to work consistently occurred between responses 2

and 5.
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Because the occupation category was significant in this analysis, the review of

survival curve of return to work in relation to occupation is important in understanding

results found. Comparison between the professional/managerial and technical/sales

categories was not statistically significant. However, when comparing these two with “all

others” there was a statistically significant difference. Intriguing is the fact that the

category which was earliest in return to work was “technical/sales” with

“professional/managerial” second, followed by “all other” categories (Figure 7).

Figure 7

Comparison of Occupational Categories on Days to Return to Work

*:

š
S.

& Occupational Status
9 * All other occupation
92 º

= * Technical Sales
CU -

L1- 0.0 º -II- º TT * Professional/Manager
O 25 50 75 100 125

Days to Return to Work

*Cumulative Hazards Function

There is question about the usefulness of this classification of occupation, however. It was

used in this study as a surrogate for what individuals do at their job. The assessment of
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actual workplace factors themselves may prove to be a more useful measure of

occupational risks for delayed return to work.

A small number of participants, less than 25%, were involved in cardiac

rehabilitation following the cardiac event and discharge from the hospital (n=34).This was

not surprising, albeit disappointing.

Accurate information about occupational status of patients was difficult to obtain.

The occupation was, of course, listed on the chart “face sheet”—for insurance purposes.

Frequently the information was incorrect. Less than half (47.4%) of the physicians

involved in the care of these patients mentioned the patient’s occupation in their histories

of the patient; and if mentioned at all only the job title was included with no discussion of

job tasks or occupational stresses. (There was only one exception to this statement.)

Nurses also failed to include occupational information in their nursing assessments of the

patient. In only 20% of the cases was there any reference by nursing staff to occupation or

even to the fact the patient was working at all. In one instance, the investigator was, in

fact, told that nurses “don’t need to know that information.” Two additional sources of

information about occupation were cardiac rehabilitation and social service personnel.

Cardiac rehabilitation personnel when included in the care of the patient (46.8% of the

cases) included occupation 96% of the time. In this sample of patients social service

personnel were involved 26% of the time. Their reference to occupation was assessment

of source of income as salary rather than pension or social security.

Another aspect of the occupation data was a question asked at the time of the

interview regarding whether or not the patient had been given any information about
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return to work from his or her physician. Only 42% (n=67) of the respondents had been

given this type of information, and of these approximately three-fourths had been given a

proposed date or range of time in which they could expect to return.

Summary of Major Findings

The 158 participants in this study were primarily male (86.7%), white (71.5%),

and middle-aged (mean age = 54), with more than 12 years of education. They were

69.9% CABG surgery patients, although many of these had an MI immediately prior to

the surgery.

In preliminary analysis return to work was examined both as a dichotomous and

continuous variable. Those individuals who were married or involved in a close

relationship and who had higher income levels were significantly more likely to return to

work within the 3-month study period. Other demographic or clinical factors such as age,

education, length of stay, pain or depression were not found statistically significant in

predicting who would or would not return to work.

Examining means of days to return to work demonstrated other results. Those

patients who had experienced an MI returned to work in fewer days on average than did

those with CABG surgery. Those individuals categorized as professional/managerial

occupations returned in fewer days than did those in the other two occupational

classifications.

Several clinical variables were statistically significantly correlated with days to

return to work. Level of pain since discharge, depression score, and length of hospital stay

were all positively associated with this outcome variable while the score on the DASI was
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inversely associated with it. In other words, those with more pain, higher depression

scores, longer hospital stays or less self-rated functional ability took longer to go back to

work.

Of the study predictor variables, self-efficacy prediction was the most highly

correlated with number of days to return to work. Higher work-related self-esteem or

confidence levels were both associated with fewer days to return to work.

Cox Proportional Hazards Model analysis with the significant variables from the

Kaplan Meier analysis as well as those theorized to contribute to the outcome of return to

work demonstrated the consistent significance of the self-efficacy prediction, confidence in

predictions, marital status, age and occupation in predicting patients more likely to return

to work and return to work earlier in the 3-month follow-up period after MI or CABG

surgery. Those patients who were younger, married or involved in a current relationship,

in professional/managerial or technical/sales occupations with high work-related self

efficacy as evidenced by self-prediction and confidence in the prediction were more likely

to return to work in the 3-month follow-up period after MI or CABG surgery.
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CHAPTER V

Discussion, Implications, and Recommendations

Introduction

This chapter includes interpretation of the findings of the study along with their

implications, significance and recommendations for future research. The goal of the

research was to examine variables related to individual perception and how these

variables, work-related self-efficacy, work-related self-concept and work-related self

esteem, affect recovery and return to work after an MI or CABG surgery. The sample for

the study consisted of 158 MI (31.1%) and CABG surgery (69.9%) patients, nearly 87%

male, aged 34 to 77, mostly white, married or involved in a close relationship, with at

least some college education. The majority had household incomes of more than $50,000

annually and were employed in professional/managerial or technical/sales occupations.

Thirty-two of the CABG surgery patients had experienced an MI as the initial event of the

current hospitalization. The fact that the study sample was limited to individuals who

were currently employed, rather than using a subset of a larger study, somewhat limits

generalizability of the results. However, it also describes a unique aspect of the study.

Discussion

The individual’s own perception of when he or she would return to work, part of

the self-efficacy concept in this study, was the most significant predictor of actual return,

supporting the first hypothesis. This was a finding similar to previous research (Fitzgerald

et al., 1989).
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The other components of the work-related self-efficacy concept were the

Confidence Scale and the Influence Factor Scale. The questions on the Confidence Scale

related to the individual’s perception of his or her ability to return to work at a particular

time and to continue to perform the tasks and responsibilities of the job well and safely. By

far the majority of the patients had confidence not only in their predictions of when to

return to work, but also that they would be able to carry on in their jobs in ways

satisfactory to them and that they would be able to handle the tasks of their job.

The Influence Factor Scale showed mixed results in this study and the items need

to be individually reviewed rather than as a group. While individuals believed several of

the items would influence their decision to return to work, the only two items that actually

had a significant association with the dichotomous outcome variable were questions

regarding the influence of physical demands of the job and stress at work. Fewer

respondents who answered that these issues would have more influence on the decision

they were making to return to work. These individuals were probably more concerned

about physical requirements or stress because these questions were more relevant directly

to them at work. Greater physical requirements of the job was one of the variables most

often found to be inversely associated with return to work of cardiac patients in previous

literature (Mark et al., 1992; Gehring et al., 1988) and it is logical that individuals most

concerned about these factors would have more intensive requirements.

It was hypothesized that high work-related self-esteem as measured by the VWI

would result in a more rapid return to work. This hypothesis was not supported although

as in the Kos-Munson study (1988) the findings were suggestive. Several individual
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questions are of particular interest as they were significantly correlated with return to

work or days to return to work. Key issues such as the role the individual plays in

important decision making, financial benefits, enjoying one's job, missing work and being

anxious to return to the job were associated with shorter time periods away from work.

The participants wanted to feel that their work had meaning and they were part of the

meaning; that it was of benefit to others. Other individual factors such as workplace

surroundings, the friendliness of other workers, and outside pressures to work were not

associated with either return to work outcome.

Work-related self-concept, another key variable, was not related to return to work

in this analysis. One of the problems with the instrument measuring this concept, the

WSCS, was that while its reliability was satisfactory, there was not enough variation in the

results to clearly differentiate high and low values. Although a midpoint was used to

establish high and low categories, the midpoint itself was in the range that would be

classified as moderately high self-concept. Therefore, in actuality, almost all of the

respondents had high or higher work-related self-concept, a form of selection bias. That

made differentiating high from low self-concept in relation to return to work very difficult.

In this light, it is understandable that there was not a significant difference between the

tWO OutCOmeS.

Much of what was learned in this investigation was supportive of previous

research. A major problem continues to exist in acquiring adequate sample size of women.

If the overall sample size had been larger in this study, more variables might have had

significant results. However, in analyzing which factors were associated with the



* - ***** * : *** --.
- * * * * *-* * *

º

sº --- - - sº- ºr ºr *.

s

- **
T.

* *******

sº sº -->
as a rººs -º-º:



131

dichotomous outcome of return to work, only marital status and income were significant

demographic factors. No clinical variables were significantly associated with this outcome

variable.This again is consistent with the published literature that factors other than

medical condition are the influential aspects of return to work.

Occupation, diagnosis, previous cardiac event, length of stay, level of pain, DASI

score and CES-D score were associated with “duration of sick leave” until return to work

in this study.

Associated with both outcome variables were the predictor variables of self

efficacy prediction, confidence level and work-related self-esteem.

The sample in this study consisted of people who wanted to resume their lives and,

for the most part, with as little interruption in their previous levels of activity as possible.

Several of them were so highly motivated they were making work-related contact with

customers or clients from their hospital beds. Previous clinical experience has consistently

demonstrated this to be the case. These are the individuals for whom it is important to

know and understand their perceptions about return to work.

In the investigator’s opinion, an unfortunate aspect of this study was the small

number of participants who were involved in cardiac rehabilitation following the cardiac

event. In many cases, individuals knew of no such program in the area in which he or she

lived. But the most frequent response given by the patients when asked about participation

in cardiac rehabilitation was “no one ever told me anything about it,” at least not on an

outpatient basis. Many patients participated in some form of cardiac rehabilitation while in

the hospital; however, they were often not in the hospital long enough to get much benefit.
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Disappointingly, but not surprisingly fewer than 25% of the patients in this study

participated in cardiac rehabilitation.

Another interesting finding in this study was the number of hospitals to which

patients were admitted prior to discharge. While 60% stayed in one hospital only, the

remainder were transferred at least once, if not twice. Number of hospitals attended and

length of overall stay were moderately but significantly correlated (r-.3711; p = 0.000). It

is interesting to consider that each hospital’s statistics on length of stay is probably

satisfactory because the patient is in each one only a short time. However, the overall

length of stay may be unchanged from previous years. The average length of stay in this

study was 5.45 days (SD 3.30 days) for the patients without CABG surgery and 8.06 days

(SD 4.47 days) for patients with surgery. (Note: there was a difference in length of stay

between surgical patients with and without MI. The mean length of stay of the surgical

patients with MI was 11.3 days [SD 5.70) v. 6.68 days [SD 2.95] for those patients

without MI.) According to Healthcare Trends, the electronic database resource published

by MediQual Systems, nationally the average length of stay in 1995-1996 for the DRG

group AMI (acute myocardial infarction) was 5.621 days. The same data for cardiac

operations with or without catheterization was 9.541 days. Other studies have reported

different findings. Every, Spertus, Fihn, Hlatky, Martin, and Weaver (1996) reported an

average length of stay of 6.0 days (SD 5.8) for MI patients in their retrospective study

covering the period 1988 to 1994. The overall length of stay for CABG surgery patients in

a retrospective study completed in 1993 by Lazar, Fitzgerald, Gross, Heeren, Olden and

Shemin (1995) was 8.7 days (SD 5.9 days).
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None of these studies discussed whether the patients were in other hospitals prior

to admission to the study facility. In the current investigation, the overall length of stay for

those patients in one hospital was 5.98 days (SD 3.2 days) compared to total stay in two

hospitals (9.1 days, SD 5.2) and in three hospitals (10.1 days, SD 3.94). Transferring

between hospitals in the Los Angeles area in this era of managed care is not unusual and

clearly warrants further study.

From an occupational health perspective, a point of concern was the low level of

interest in the work side of life on the part of hospital physicians and nurses. It was stated

earlier in this report that most Americans spend a large percentage of their time in the

workplace and the goals in healthcare need to be to return individuals to that life—if they

wish to return. Those health care professionals who were aware of the occupation of the

patient had only cursory knowledge of it; not of the job responsibilities or work

requirements of the individual. Across all hospitals there was no consistent source of

information concerning occupation, job tasks, or any other data about that portion of the

patient’s life. This is a barrier that is difficult to overcome in occupational health research,

but essential if accurate data is to be gathered about work-related outcomes.

Strengths and Limitations of the Study

Strengths The study examined some issues that have not been explicated to any

great extent in previous research. It supported the finding of Fitzgerald et al (1989) that

the individual’s prediction of return to work is the strongest prediction of actual return. It

went beyond most previous research and looked at factors which influence the actual time

to return to work.
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The sample had an age range from 34 to 77, represented several ethnic groups, had

education from two to 25 years, represented many occupations, and was drawn from a

wide geographical area enhancing its applicability to a wide range of individuals. Most

patients who met the criteria were willing to participate. The research was prospective and

followed these patients through the recovery period, advantageous in that it relied on

current information rather than memory, but disadvantageous in that patients could be lost

to follow-up as was the case with 5 (3.2%) of these patients.

As a total score, the VWI which approached statistical significance in earlier

research (Kos-Munson et al., 1988) was moderately and significantly correlated with days

to return to work although the concept it measured, work-related self-esteem, did not

remain part of the model.

Although as in most cardiac research, the sample was primarily male, the fact that

13.3% of the sample were working women with an age range of 42 to 70 (mean 55.4

years, SD 7.3) demonstrates the need for this inclusion. Some women having MIs and

CABG surgery are not necessarily beyond working age, although obviously fewer in

number. Gender was not a predictive factor of this study and many of the concepts

evaluated in this research held true for women as they did for men, although a larger

female sample is certainly desirable.

Another strength of the study was the length of time to conduct the interview

itself. A great deal of information was gathered in less than 30 minutes. At the time of the

interview patients were willing to talk but if the interview had been longer, it was apparent
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from individual comments such as “are there many more questions?” that it would have

been difficult to maintain the interview in many cases.

Finally, the use of the Cox Proportional Hazards survival analysis is seen as a

strength of this research, allowing analysis of data with a method not often used in nursing

research and yet certainly applicable and more informative regarding the research

questions of this study and many of the questions nurses ask, allowing for information to

be included when follow-up is variable.

Limitations The proportion (28.5%) of censored cases in this study was high which

is a potential limit to its findings. However, this was a factor of the 3-month time limit on

follow-up.

While the inclusion of women in the study is a strength, the fact that the numbers

are small is a limitation as was the overall sample size.

The mechanism for capturing patients could have been more effective. Using only

one or two major facilities rather than the combination used here might have ensured

contact of all patients. Generalizability is difficult when the difference between the sample

and those missed is not known. This sample consisted of well educated, high income

working individuals who spoke English and results can only be generalized to that type of

population.

The measure of supervisory responsibility in this study was inadequate and should

be rephrased in future research. A question which asks the number of job evaluations for

which a patient is responsible may be a more effective measure.
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The divisions of salary levels in this study were not adequately delineated for the

sample. More divisions needed to be present in the upper levels.

The study was conducted over a twenty-month period covering two holiday

seasons. The return to work days during these two periods may be more a reflection of the

holiday mentality than the actual recovery time. Individuals may have put off returning to

the job “until after the first of the year.” It is possible that those with lower work-related

self-efficacy might have been more likely to do so, further exaggerating a difference. On

the other hand, if that is the case, it further supports the concept of the high v. low work

related self-efficacy.

Implications

There are two separate segments of the nursing population to consider in this

discussion-general nursing (acute care) and occupational health nursing. Acute care

nursing is concerned with the care of these MI and CABG surgery patients for a relatively

short but intense period of time. A key part of care, particularly post-intensive care, is

preparation for discharge and recovery. Such preparation must involve knowledge of

Some aspects of the patient’s life outside the hospital because, if for no other reason, of

the fact that this knowledge should help the patient organize questions to ask the

physician. Nurses do need to know what is involved in the patient’s work and this should

be part of the admitting assessment. Nurses are often the individuals carrying out the

discharge instructions and need to have a reasonable understanding of barriers to recovery

and how to help the patient eliminate them. Nurses can also encourage patients to request

information about cardiac rehabilitation and assist in finding locations for such programs.
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Occupational health nurses are often concerned, and should be involved, in the

return to work process. It is essential for them to realize, from two perspectives, the

importance the individual’s own perception has in recovery from the event: (1) to assist in

developing programs to decrease that time period—when possible and the patient is

motivated, and (2) to determine if there are ways to “enhance” the self-efficacy prediction.

To address the first issue, those patients who wish to return to work and feel

confident to do so are excellent candidates for limited duty or modified duty positions.

Many of the patients in this study did not have such an option. Thirty-one patients, on the

other hand, were allowed to return on a part-time basis. For this study, those dates were

not used as dates of return to work. But, in fact, these patients averaged 28.0 days (SD

27.8 days; range 1-104 days) on part-time status, feeling productive and part of the work

environment. Programs allowing for this type of return should be more widespread.

The second issue, working with the self-efficacy prediction, is somewhat more

complex. The question must arise as to “what actually goes into making a prediction?”

How much of it is garnered from physician advice, examples of others, knowledge of

oneself and one’s abilities, and individual needs. Some of this data was garnered in this

study from the Ewart Self Efficacy Scale and discussed earlier. Are there other

components-encouragement from co-workers, superiors, subordinates, for example, that

could strengthen the feelings of self-efficacy? Belief that the individual played a part in

important decision making at work was a significant factor in relation to days to return to

work in this study, as was missing work and being anxious to return. Making the

individual feel important and connected are very important contributions that the
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occupational health nurse can make. Aside from assisting in the educational parts of

recovery and being sure the patient has all the knowledge necessary for a successful

recovery, the occupational health nurse can function as a liaison between the individual

and the work setting. Additionally, in this era of case management, the occupational health

nurse can function as patient advocate in establishing a connection with a cardiac

rehabilitation program and exercise prescription for the patient.

Recommendations

This research has looked at concepts which are not widely researched, if at all, in

the cardiac literature. And yet they are important factors to consider as demonstrated here.

Research on work-related self-efficacy as a predictor of time to return to work should

continue in other patient populations and with other health conditions. The factors that

affect self-efficacy-personal experiences, vicarious experiences, persuasion, other

influences—must be considered. Most patients in this sample had not yet been seen by a

physician at the time of the interview, nor had they been told when they could return to

work. What other sources of information were they using-other health professionals,

friends, the media? At this point in their lives, they had been through many experiences

and knew themselves and their likely recovery ability, as well as their motivation. They

knew how they had healed in the past and could anticipate how they would heal in the

future. If warranted, ways to strengthen this perceptual concept should be developed. The

influence of nursing staff should not be underestimated. Encouragement, discussion of

previous workers’ or other patients’ return following similar illness, assisting patients in

verbalizing questions of concern, telephone follow-up are interventions which can be
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studied. Research on similar ways the occupational health nurse or case manager, for

example, can assist in this regard, as discussed above, is also necessary.

More specific information with regard to return to work and women, the varying

diagnoses and treatments and other factors could be obtained in a larger study. The sample

size in this study was not big enough to make differentiations.

Future study should also include factors at the workplace which provide the most

serious barriers to return to work as well as interventions which eliminate them. Are there

specific, consistent conditions or tasks which occur which make return difficult? Are there

other factors which make return easy? The patients in this study who returned to work on

a part-time basis because of programs which allow this participation did well with minimal

delay in return. Programs such as these should be studied.

The best time for early interventions such as treadmill testing have apparently not

been satisfactorily delineated for widespread implementation. The majority of patients in

this study, both MI and CABG surgery, had not yet seen the cardiologist at the time of the

interview (mean of 14 days post discharge), and as mentioned earlier, most did not

participate in cardiac rehabilitation. They clearly verbalized knowledge of the importance

of exercising and many developed their own programs. One of the intangible benefits of

cardiac rehabilitation which is very difficult to quantify—but is apparent to anyone who has

spent time in that setting—is the confidence patients gain about their abilities to function.

Because confidence is part of the self-efficacy equation, it is another area for conduct of

future research which is recommended here.
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Work-related self-concept, while not a significant predictor in this research, may

still be a contributor to the recovery process. It could be that this sample was simply

exceptionally high in this measure, or the instrument may need additional work to more

clearly differentiate between high and low values in such a group. These are issues which

warrant further study.

The concept of work-related self-esteem holds promise for understanding more

about return to work and the individual’s relationship with work. The VWI should be used

in further cardiac research as well as with other populations. If, however, it is determined

that the Rosenberg Self Esteem Scale is equally useful in predicting risk of not returning to

work, it will be particularly useful as it is only 10 items compared to 38 in the VWI.

Further study into the question of transfer from one hospital to the other prior to

procedures such as angiography and cardiac surgery is necessary. Are all hospital

admissions contained in the data on length of stay? None of the studies reviewed for this

research mentioned admissions to previous facilities, particularly when the transfers were

between hospital systems. This was not a key issue in the past—before the current

prospective payment system and the emphasis on decreased length of stay. HMO systems

may keep their own records which include all facilities attended within the system. In

order to accurately gauge length of stay this data must be available.

Return to work following illness is a complex issue, regardless of the condition.

This research has emphasized the complexity of that return with patients having had an MI

or CABG surgery.
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Appendix A

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

Consent to Participate in a Research Study

A. PURPOSE AND BACKGROUND

Diane Pravikoff, R.N., M.S.N., is a candidate for a PhD degree at the University of
California, San Francisco, in the Department of Mental Health, Community and
Administrative Nursing. In partial fulfillment of the degree requirements, she is conducting
a study among individuals who have experienced a heart attack or coronary bypass
surgery. The findings of the study will be used to assist nurses and physicians to plan care
and assist cardiac patients in returning to work. I am being asked to participate because I
have been hospitalized with a cardiac problem, have been employed, and intend to return
to work.

B. PROCEDURES

If I agree to be in the study, the following will occur:

1. I will be asked for a telephone number where I would like to receive a telephone
call and be contacted by Mrs. Pravikoff.

2. I will receive a telephone call within one week of discharge from the hospital.

3. During this telephone call I will be asked to set aside some time (approximately
one hour) for a telephone interview at a time convenient me.

4. I will be mailed a packet of colored cards with various responses to be used
during the interview.

5. The interview will consist of questions concerning my health and my feelings
about work. The interview will take approximately one hour.

6. Following the telephone interview I will be mailed a stamped, addressed card to
return to Mrs. Pravikoff. On this card I will be asked to enter the date I return to
work.

7. Three months after the telephone interview, I will receive a second call, which will
take approximately 5 minutes.
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All of these procedures will be completed while I am in my own home or in a place of my
choosing convenient to receive the telephone call.

Additionally my medical record, as it concerns by cardiac condition, will be reviewed by
Mrs. Pravikoff and I will be asked to sign a release form for this review.

C. RISKS/DISCOMFORTS

1. Some of the questions I will be asked may be personal, stressful, or of a sensitive
nature to me. I can choose not to answer any question.

2. If I choose, I can stop the interview at any time.

3. Confidentiality: Participation in research may involve a loss of privacy; however,
my records will be handled as confidentially as possible. Only Mrs. Pravikoff and
her assistant will have access to my records. No individual identities will be used
in any reports or publications that may result from this study.

D. BENEFITS

There will be no direct benefit to me from participating in this study. However, the
information that I provide may help health professionals better understand factors affecting
return to work of cardiac patients.

E. COSTS

There will be no costs to me as a result of taking part in this study.

F. REIMBURSEMENT

I will not be reimbursed for participation in this study.

G. QUESTIONS

I have talked to OT about this study and have had my
questions answered. If I have further questions, I may call him/her at (818) , aS
well as Mrs. Pravikoff at 818-957-2465. I can call Mrs. Pravikoff collect if I wish.
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If I have any comments or concerns about participation in this study, I should first talk
with the investigator, Mrs. Pravikoff. If for some reason I do not wish to do this, I may
contact the Committee on Human Research, which is concerned with the protection of
volunteers in research projects. I may reach the committee office between 8:00 and 5:00,
Monday through Friday, by calling (415)476-1814 collect or by writing: Committee on
Human Research, Box 0962, University of California, San Francisco/San Francisco, CA
94143.

I can also contact the faculty sponsor of this research study, Julia Faucett, Ph.D., Assistant
Professor in the Department of Mental Health, Community and Administrative Nursing.
Her telephone number is 415-476-3221 and I may call her collect if I wish.

H. CONSENT

I will be given a copy of this consent form to keep.

PARTICIPATION IN RESEARCH IS VOLUNTARY. I am free to decline to be in
this study, or to withdraw from it at any point. My decision as to whether or not to
participate in this study will have no influence on my present or future status as a patient.

I am aware that if I have any health problems about which I am concerned I should
contact my physician.

If I agree to participate I should sign below.

Date Signature of Study Participant

Date Signature of Person Obtaining Consent

rev. 5/24/95
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Appendix B

University of California, San Francisco

Medical Records Release Form

Patient Name:

Birth Date:

Medical Records Number:

I hereby authorize staff at the following institution to provide
information concerning my cardiac condition:

TO: Diane S. Pravikoff, R.N., M.S.N.
PhD Candidate
University of California, San Francisco
clo 3536 Rosemary Avenue
Glendale, California 91208
(818) 957-2465

Patient Signature Date

ID:
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ID #

Appendix C

QUESTIONNAIRE

Based on everything you know, now, when do you think
you will return to work after your 2 Tell me in DAYS.

:
10

12

13

14

15

16
17

How confident are you that you will return to work at the
time you indicated? (Use the YELLOW #1 response card to answer these questions)

5 = completely confident | 1 2 3. 4|| 5
4 = very confident
3 = moderately confident
2 = somewhat confident

1 = not at all confident

How confident are you that you will be ABLE to perform all
the tasks required of you? 1 |

How confident are you that you will be ABLE to handle
the stresses and strains of your job? 1

How confident are you that you will be ABLE to perform
your job in a way that satisfies you? 1

How confident are you that it is SAFE for you to perform
the tasks of your job? 1

Please indicate how much each of the following things
affects your own decision about when to return to work
(Use the BLUE #2 response card to answer these questions) Notal Very

How well I feel

What my wife (SPOUSE) or family thinks I should do
What my doctor thinks is best
My finances
How satisfied I am with the type of work I do
The amount of physical effort my work demands
The amount of stress in my work
How I feel about being at home
Making sure I get a raise or promotion
Making sure I keep my job

ALL Slightly Somewhat Much

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4

1 2 3 4How I feel about the people I work with
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18|Please describe your chest pain since your discharge from the hospital
on a scale from 1 – 10

Select the response which best describes HOW YOU FELT
PRIOR TO YOUR
(Use the ROSE #3 response card to answer these questions)

Completely Mostly Partly Mostly Completel:

False False F/T True True

19 | I take pride in my work 1 2 3 4 5

20|When my supervisor tells me to do something, I do it 1 2 3 4 5

21 | I look forward to leaving work 5 4 3 2 1
22 | I like most people 1 2 3 4 5
23|My supervisor thinks highly of my work 1 2 3 4 5
24 I ask for extra work 1 2 3 4 5

25 | I take responsibility for my work 1 2 3 4 5
26 I follow directions well 1 2 3 4 5

27 | I am a responsible person 1 2 3 4 5
28 I try to understand the point of view of others 1 2 3 4 5
29 It is necessary to work hard in order to get ahead 1 2 3 4 5

30|Usually, I do my share of the work 1 2 3 4 5
31 | I try to understand all aspects of my job 1 2 3 4|| 5
32 I follow rules and regulations 1 2 3 4 5
33 I am a reliable person 1 2 3 4 5
34 I often act on impulses without thinking through the

consequences 5 4 3 2 1

35 | My job is important to me 1 2 3 4 5
36 I am a cooperative person 1 2 3 4 5

37 I am an honest person 1 2 3 4 5

38 I get along with most people 1 2 3 4 5

39 I'd rather be working than not working 1 2 3 4 5

40 I am confident that I can meet the challenges of my job 1 2 3 4 5

41 I work well under pressure 1 2 3 4 5

42 | I take frequent breaks 5 4 3 2 1
43 I have good self-control 1 2 3 4 5

44 There have been times when it was necessary to outsmart
my boss 5 4 3 2 1

45 I am trustworthy 1 2 3 4 5
46 | I treat others the way I want to be treated 1 2 3 4 5

47 I have gotten the promotions I deserve 1 2 3 4 5
48 I wish I didn't give up as easily as I do 5 4 3 2 1

49 |My supervisor does not give me the credit I deserve 5 4 3 2 1
50 | I usually expect to succeed in the things I do 1 2 3 4 5
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51

52

53

54

55

56

57

58

59
60

61

I have had disagreements with my supervisor
I am cooperative with my co-workers
Most people are deserving of my respect
I always do a good job
I have gotten the raises I deserve
I often feel that I am all thumbs

I am punctual
I look forward to coming to work
I am able to be nice even though I'm upset or angry
I am cooperative with my supervisor
I am able to do things as well as most other people

:
62

63

65

67

68

69

70

71

72

73

Can you:
Take care of yourself, that is, eating, dressing, bathing, and using the toilet?
Walk indoors such as around your house?
Walk a block or two on level ground?
Climb a flight of stairs or walk up a hill?
Run a short distance?

Do light work around the house like dusting or washing dishes?
Do moderate work around the house like vacuuming, sweeping floors,
or carrying in groceries?
Do heavy work around the house like scrubbing floors or lifting
or moving heavy furniture?
Do yardwork like raking leaves, weeding, or pushing a push mower?
Have sexual relations?

Participate in moderate recreational activities like golf, bowling,
dancing, doubles tennis, or throwing a baseball or football?
Participate in strenuous sports like swimming, singles tennis,
football, basketball or skiing?

74

75

76

77

78

Below is a list of the ways you might have felt or behaved. Please tell me
how often you have felt this way DURING THE PAST WEEK. (Use the WHITE #4
response card to answer these questions)

0 = Rarely or None of the Time (Less than 1 Day)
1 = Some or a Little of the Time (1–2 Days)
2 = Occasionally or a Moderate Amount of Time (3-4 Days)
3 = Most or All of the Time (5–7 Days)

Rarely Some

I was bothered by things that usually don't bother me. 0

I did not feel like eating; my appetite was poor. 0

I felt that I could not shake off the blues even with help
from my family or friends.
I felt that I was just as good as other people. 3

I had trouble keeping my mind on what I was doing.



159

79
80
81
82
83
84
85
86
87
88
89

91
92

93

I felt depressed.
I felt everything I did was an effort
I felt hopeful about the future.
I thought my life had been a failure
I felt fearful

My sleep was restless
I was happy
I talked less than usual

I felt lonely
People were unfriendly
I enjoyed life
I had crying spells
I felt sad

I felt that people dislike me
I could not get "going"

94

95
96
97

98
99

100

101

102
103

Please indicate how much you agree with the
following statements:
(Use the ORANGE #5 response card to answer these questions)

Strongly

Disagree Disagree Agree

Strongly

Agree

On the whole, I am satisfied with myself 1 2

At times I think I am no good at all
I feel that I have a number of good qualities
I am able to do things as well as most other people
I feel I do not have much to be proud of
I certainly feel useless at times

i
I feel that I'm a person of worth, at least on an equal plane
with others

I wish I could have more respect for myself
All in all, I am inclined to feel that I am a failure
I take a positive attitude toward myself

: : i :

104
105

106
107

108
109

(Use the GREEN #6 response card to answer these questions)
Strongly

Disagree Disagree Neither Agree

Strongly

Agree

I enjoy my job 1 2 3

I am physically exhausted after a day at work
My job makes me feel important
If I could, I would change my job
Work is an essential part of living

: i . :
I would never volunteer my time working for an
organization
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110

111
112
113

114

115

116

117

118

119

120

121
122

123
124

125
126

127

128
129

130

131

132

133

134

135

136

137

138

139

140

141

If I had enough money to live comfortably, I'd never work
in a steady job again
If I retired, I wouldn't know what to do with my time
My job is interesting
I am mentally exhausted after a day at work
I have met some of my best friends at work or through
my job
I am able to leave work problems and frustrations behind
when I go home
My employment provides good fringe benefits
I believe I receive a fair and good salary
Most of the time my job is repetitious
I miss work when I'm not working, and am always eager
to get back
I feel pressure to work to support the family
Working makes me feel useful
I feel that I get lost in the shuffle at work
I feel strong societal pressure to work
My employment offers a generous early retirement package
I am preoccupied with work even during off hours
My work week does not seem to be excessively long
If I could start my adult life over again, I would choose
a different job
It's a relief to be away from the headaches at work
I'd rather work than do anything else
I have many outside interests and wouldn't miss work
if I were to retire

I could never be paid enough for what I do
I seldom feel the joy of seeing a project completed at work
I value work for its own sake

I see my work as benefitting others
I have a real sense of accomplishment despite being
tired at the end of the day
If financial benefits from all sources were good enough
I'd never work again
People I work for or with are generally friendly and helpful
I feel more encouragement than pressure at work
I feel that I have a part in important decision-making
at work

I have been disappointed in my desires for advancement
My surroundings at work are attractive and pleasant

5 4 3 2 1

1 2 3 4 5

1 2 3 4 5

5 4 3 2 1

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

5 4 3 2 1

1 2 3 4 5

5 4 3 2 1

1 2 3 4 5
5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

1 2 3 4 5

1 2 3 4 5

5 4 3 2 1

5 4 3 2 1

1 2 3 4 5

5 4 3 2 1

5 4 3 2 1

5 4 3 2 1

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

5 4 3 2 1

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

5 4 3 2 1

1 2 3 4 5
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Appendix D

Demographic Information Sheet

YOU AND YOUR BACKGROUND:

Finally, I would like to ask a few questions about you and your background:

142. What is your date of birth? Date:_/_/_

143. What is your marital status: 0 married
1 currently involved in a close
relationship
2 divorced or separated
3 widowed
4 never married

144. Do you live alone? No(0) Yes(1)

145. How many people live in your household, including yourself?

146. How many years of education have you completed? years

147. To which ethnic group do you belong? 1 = Hispanic 2 = White
3 = Black 4 = Asian 5 = Native American 6 = Other
Specify:

148. What is your occupation?:
[Occ Code: J

149. How long have you been at your current job?

150. How long have you been working?
151. How many days per week did you work?
152. How many hours per day?

153. How many people do you supervise?

154. What type of industry do you work in?
[Ind Code: }
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155.

156.

157.

158.

159.

160.
161.
162.
163.
164.

165.

166.

Do you expect to return to the same position?

_Yes(0) No(1)

Last year, what was your total annual family or household income including salary,
wages, interest, investments, disability, or worker compensation?

1 = <$20,000 5 = $50,000 - 75,000
2 = $20,000 - 30,000 6 =>$75,000
3 = $30,000 - 40,000 0 = Decline answer
4 = $40,000 - 50,000

What were your personal earnings last year?

1 = <$20,000 5 = $50,000 - 75,000
2 = $20,000 - 30,000 6 =>$75,000
3 = $30,000 - 40,000 0 = Decline answer
4 = $40,000 - 50,000

In your business, at what age can you retire? years

Before this episode, at what age were you planning to retire?

_ yearS

Do you have any of the following medical conditions?:

Diabetes _ No(0) _Yes(1)
COPD _ No(0) _Yes(1)
CA _ No(0) _Yes(1)
CHF _ No(0) _Yes(1)
Other Chronic Illnesses: _ No(0) _Yes(1)

Have you been given any information about return to work from your physician?

_Yes(0) No (1)

If so, what was the proposed date of return to work?

Thank you very much for your time and your cooperation with this interview. Let me
remind you that I will be calling you again to follow up on how you are doing. You will
also receive a card from me asking that you let me know when you return to work.

THANK YOU AGAIN.
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Appendix E -* -- N s
º -> -

Description of the Study
-
*.

º

/C
- ºº º:

The research study in which you are being asked to participate is designed : A R

to look at aspects of your recovery from either a heart attack or bypass surgery. It

is also designed to examine thoughts and attitudes you have about yourself and

your work. It will involve a telephone conversation of approximately 30 minutes, -**º

-4.- ! i.as well as a follow-up telephone call, which will be much shorter. As stated in
º

7)
the “Consent to Participate,” your individual identity will not be used in any *—

sº
º

reports or publications that result from this research. sº
º *

The goal of the research is to help healthcare professionals better

understand the recovery process from heart attacks or bypass surgery and plan

future care accordingly.

Thank you for participating in this study.

Diane S. Pravikoff, RN, MSN



166 27] .

APPENDIX F

INITIAL PATIENT LETTER



167 Z2
*-

-
-

Appendix F sº

Initial Patient Letter º,

Date
-

* { A: {

*. R.

Patient Name
Patient Address
City, State, Zip

Dear Patient.

Thank you for your willingness to participate in the research study we discussed today. I will
call you on [date] at [time] o'clock [ ].m. for the interview, which will take approximately 30
minutes.

I am enclosing a set of six colored cards, which I described to you on the phone today. These
cards will help you in answering questions during the interview. We will use each card for a
different section of the interview. I will tell you exactly which one to use.

I look forward to talking to you soon, and thank you for your willingness to participate in this
research project.

Sincerely,

Diane S. Pravikoff, R.N., M.S.N.

P. S. If you need to change the time of the interview, please don’t hesitate to call me at 818
XXX-XXXX.
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Appendix G

Follow-Up Letter

Date

Patient Name
Patient Address

City, State, Zip

Dear Patient:

Thank you very much for your participation in the telephone interview. Your contribution to
this research has been very important and I appreciate it very much. It was very interesting
talking to you.

As I mentioned to you, I am enclosing a stamped postcard, addressed to me, which I would
like you to return when you go back to work. There are additional questions on the card as
well, which I would appreciate your answering.

Again, thank you for your time and I hope all goes well in your recovery and I look forward to
talking to you in a few months.

Sincerely,

Diane S. Pravikoff, R.N., M.S.N. *
*
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