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A review of the information
needs of patients with acute
coronary syndromes
Fiona Timmins
ABSTRACT
The individual nature of information required by hospitalized patients with coronary heart disease (CHD) has been of concern to nurses
for over 20 years. An information need is not necessarily a gap in knowledge that can be satisfied by education. It represents what the
patient wants to know from the professional in order to cope effectively with the current situation. Through analysis of available literature, it seems that patients appear to prioritize information that is pertinent to survival, such as symptom management, rather than
broader lifestyle issues such as exercise and diet. Although information needs are individual and subjective to each patient, trends
emerge within patient groups. Information needs of patients with CHD in coronary care unit and ward setting occur across eight or
more common areas. Through patient-centred communication, patients’f preferences for information in these topics can be derived and
used as the basis for information delivery. Individual idiosyncratic needs can also be noted and addressed.
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INTRODUCTION
Cardiovascular disease is a major cause of death in the
UK and accounts for 39% of all deaths (British Heart
Foundation, 2004). Half of these deaths are due to coronary heart disease (CHD). Each year, about 270000
people suffer a myocardial infarction, and over 2 million people in the UK suffer with angina (British Heart
Foundation, 2004). CHD and stroke combined
accounts for 3% of all hospital admissions (British
Heart Foundation, 2004).
While in the past, the UK was recognized as being
significantly behind other areas of Europe in terms of
mortality rates, great progress been made in recent
times (Department of Health, 2004). The National
Service Framework (NSF) for CHD, published in 2000,
set the agenda for the modernization of CHD health
services. The percentage of patients receiving thrombolysis within 30min of arriving in hospital has
increased from 38% in 2000 to 81% in December 2003
(Department of Health, 2004). There has also been a
great increase in consultant cardiologists and expansion of advanced nursing roles including nurse consultants. The death rate from heart disease in the
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under 75-year-old age group has dropped by almost a
quarter since 1996 (Department of Health, 2004).
Current policy focuses on improving the quality of
services for patients in relation to quick access to and
administration of thrombolysis, primary angioplasty,
provision of risk factor management information for
patients in the primary health care setting and
improved medication regimens for those who have
suffered myocardial infarction (Department of Health,
2004). The result of these initiatives has resulted in a
better service for patients with a corresponding reduction in mortality rates (Department of Health, 2004).
This new and improved service provision for
patients with myocardial infarction have significantly
altered the hospital experience for many including
shorter hospital stays. Improved access to primary
angioplasty and thrombolysis and receipt of prompt
treatment in the acute phase often prevent the natural
and often-devastating progression of the infarction.
Of interest to note is that while the mortality rate is
falling in the UK, morbidity from CHD is rising
(British Heart Foundation, 2004). As nurses, we welcome a potential reduction in incidence and prevalence rates of disease as well as mortality rates.
Indeed, these are valid and reliable indicators of health
status (McQueen and Anderson, 2003). However, an
individual patients’ perception of their own health is
more complex. Hence, there are limitations within this
approach.
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While an overall reduction in mortality rate and
improved services for patients with CHD is welcomed, support for clients to assist them with coping
with events during the early recovery period is crucial
(Thompson, 1990). While information giving within
primary health care settings has recognized importance within recent reforms within the NHS (Department of Health, 2004), the necessity for in-hospital
information provision has received less priority. Furthermore, the current emphasis on in-hospital
information giving focuses largely upon risk factor
management rather than the broader information that
individuals may require prior to discharge to manage
their health and improve their quality of life. Indeed
for many, this phase of recovery is too early to receive
this type of information (Timmins, 2005a).
Patient centeredness needs assessment, and patient
empowerment are prevalent themes in current health
policy (Department of Health, 2000, 2004). Furthermore, an individualized needs based approach to education is likely to be more effective (Mullen et al.,
1992). It is timely therefore to re-consider patients’
information needs in this area. Specifically, isolating
priority information needs of this group as identified
by patients may be useful to nurses who are providing
information to patients during short hospital stays.
The aim of this review is to re-examine the information needs of patients following myocardial infarction
in light of the current context of health care provision
and the gaps that exist in patients’ knowledge.

Background
The provision of education to patients with acute cardiac disorders has been a predominant theme in the
literature for the past 20 years. Increasingly, patients
recovering from myocardial infarction/acute coronary
syndromes, cardiac bypass surgery and angioplasty
are being offered structured programs (cardiac rehabilitation) in the post-discharge phase that encompass
a great deal of education on lifestyle and medication.
Education commencing within the acute phase (phase
I), while patients are in coronary care, is sometimes,
although not always, a component of these programs.
Indeed, Thomas (2001) observed that there was often
little by way of structured education delivered to
patients during this period. Rehabilitation programs
traditionally start at 6 weeks (phase III), although earlier intervention now also occurs (phase I or II) in some
areas. There are an ever-increasing number of cardiac
rehabilitation programs emerging internationally, and
the role of the nurse or other health professionals
working directly in this area is becoming increasingly
specialized. Education within the hospital setting and
initial discharge period is less well evolved.

Early research within the cardiac rehabilitation field
consisted of quasi-experimental work that examined
the effectiveness of individual programs (Barbarowicz
et al., 1980; Milazzo, 1980; Mills et al., 1985; Fletcher,
1987; Raleigh and Odtohan, 1987; Sivarajan et al., 1987;
Steele and Ruzicki, 1987). Researchers also became
concerned with understanding what it is that patients
needed to know following acute cardiac events or surgery. A number of survey-based research studies were
carried out over a 2-year period that examined this
topic (Casey et al., 1984; Gerard and Peterson, 1984;
Moynihan, 1984; Karlik and Yarcheski, 1987; Chan,
1990; Wingate, 1990; Jaarsma et al., 1995; Ashton, 1997;
Turton, 1998; Hughes, 2000; Timmins and Kaliszer,
2003). This research approach had pragmatic origins.
It was important to know whether programs had actually achieved their objectives of improving outcome.
Similarly, it was of benefit to ask patients directly
what they needed to know and to use this to inform
local practice. However, the research was also influenced by international trends. Following the Alma Ata
declaration in 1978 and subsequent targets for health
published by the World Health Organization (1985), a
reorientation towards promoting healthy lifestyles
occurred in international health care. Health promotion initiatives were adopted in many countries and
continue as a predominant paradigm in current health
care practice. Influential aspects of these developments were the recognition of the important role of the
nurse in health promotion and needs based health
promotion programs (World Health Organization,
1991).
Educational theory also influenced empirical trends;
notably humanism and Knowles theory of Andragogy
(Knowles, 1989). Rogers’s (1983) writings heralded the
foundation of humanistic theory and yielded a consideration of the individualistic nature of learning.
Rather than a broad assumption that all individuals
learn in a similar manner, academics began to consider that for teaching to be successful, individual
human factors need consideration. Thus, the notion of
individual motivation to learn such as self-concept,
self-esteem became popular. Rogers (1983) suggested
that rather than acting as authority figures, educators
should facilitate learning through the understanding,
acknowledgement and consideration of unique motivations. This latter theory has enjoyed popularity in
nurse education settings and to a limited extent in cardiac nursing. Knowles (1989) theory of Andragogy has
enjoyed more success. This theory emphasized, like
humanism, the individual nature of learning. In particular, highlighting that an individual needs to be
ready to learn. Self-concept is also important, as is the
role of previous experience. Knowles suggested that
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adults are capable of being self-directed in their own
learning and can diagnose their own learning needs.
In 1994, two published literature reviews, Mirka
(1994) (Canada) and Wang (1994) (USA) highlighted the potential value of using Knowles’ theory of
Andragogy (1989) in CCU-based cardiac education
programmes. Mirka’s focus on this theory related to
the need to assess patient’s prior experience, readiness
to learn and self-concept, which she suggested as an
alternative to the medical model. Wang’s (1994) aimed
to identify MI patients’ perceived learning needs
while in CCU and concluded that nurse and patients’
perceptions of educational needs varied ‘tremendously’ (pp.34).
A recent systematic review of the literature on this
topic (Scott and Thompson, 2003) echoed Wang’s
(1994) propositions. Scott and Thompson (2003)
restated the view that nurses do not always perceive
patients’ information priorities correctly. The authors
also suggested further recommended using formalized methods of assessing patients’ information needs
‘as they arise’ in CCU and during other recovery
phases a point endorsed by Wang (1994).
In the 1980s, to focus specifically on identifying the
individual learning needs of cardiac patients. Many of
these used Andragogy as a basis for their study (Chan,
1990; Wingate, 1990; Turton, 1998; Hughes, 2000;
Timmins and Kaliszer, 2003). In the USA, in 1984,
Gerard and Peterson (1984) devised the cardiac
patient learning needs inventory (CPLNI). This tool
has been used and validated in several subsequent
studies. It contained eight categories relevant to cardiac teaching. In this original study, nurses and
patients were asked to rate the importance of each category across the first two phases of recovery (CCU
and discharge). The categories were Introduction to
the Coronary Care Unit, Psychological Concerns, Risk
Factors, Information about Medications, Dietary Information and Miscellaneous Information.
The findings of this study (Gerard and Peterson,
1984) relate to 31 patients who had experienced a
myocardial infarction and 36 nurses who cared for
them. The study employed the CPLNI to gather data
during structured interviews. The category of risk factors received the highest overall mean score for
patients both before and after discharge from hospital,
whereas medications received similar attention from
the nurse group. The individual item receiving the
highest overall mean score from both groups was
‘what to do for chest pain’. When overall mean scores
were placed in rank order ‘signs and symptoms of
angina and an MI’ was ranked highly by both nurses
(3rd) and patients (4th), as was ‘when to call a doctor’
(4th for both groups).
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Karlik and Yarcheski (1987) (USA) replicated the
patient data collection method of the previous study
using a sample of 30 patients who had experienced a
myocardial infarction and 30 nurses in the first two
phases of recovery. The findings reflected those of
Gerard and Peterson (1984), again the category of risk
factors received the highest overall mean score for
patients whereas nurses ranked medications highest.
Chan (1990) (USA) also used the CPLNI to collect
data from 30 myocardial infarction patients in the first
two phases of recovery. The category of medications
received the highest overall mean score from patients
in the first phase, and the risk factor category emerged
as priority learning in phase 2. The individual item
‘when to resume sexual activity’ was reported as
receiving the lowest overall response across both
phases of recovery.
Another USA study that used the CPLNI to collect
data was Wingate (1990). This author used Knowles
(1989) theory to support the study. The study of 32 MI
patients across the first two phases of recovery
revealed risk factors as a priority. Czar and Engler
(1997) used a modified version of the CPLNI to gather
data from 28 with diagnoses of either MI or angina.
Symptom management received the highest overall
mean score during phase 1, cardiac anatomy and
physiology ranked highest in phase 2. Lowest ranking
priorities during both phases were smoking, work and
sex (categorized individually).
Up until 1998, all of the published work on this
topic emanated from North America. This aspect of
cardiac nursing had received little attention in Europe
or the UK. The first published British Study on the
topic emerged in 1998 (Turton, 1998). Turton (1998)
surveyed patients (18) and their partners (18) and
nurses who cared for them (18). The CPLNI was used
to collect data. Findings revealed that lifestyle factors
ranked first for both nurses and patients, while partners results ranked symptom management number
one. Both categories were the two most important categories of information for both the patient/partner
and nurse groups.
Based on rank ordering of the results, Turton (1998)
concluded that there were little differences between
nurse and patient groups, unlike previous studies.
Two categories revealed significant differences
between nurse and patient groups: activities and drug
information, which patients viewed as being of lesser
importance. Differences in responses to individual
items were not compared, although graphical representation of the differences in ranking of the least
important items was used to visually compare differences in responses. Differences that emerged here
were more emphasis on resuming sexual activity by
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nurses (of least importance to patients). Two other
USA studies using the CPLNI had also emerged at this
time (Ashton, 1997; Czar and Engler, 1997). Ashton
(1997), using a sample of 121 patients, compared men
and women’s information needs, with no significant
differences emerging. When rank order was considered, both men and women rated risk factors and
medications as most important.
Later, Hughes (2000) (UK) explored the selfperceived information needs of 31 patients post myocardial infarction. Concerned with the reliability of the
CPLNI, which had hitherto relied upon internal consistency as a measure of reliability, Hughes administered both the CPLNI and an adaptation of this
instrument [Information Needs Inventory for Patients
Post-Myocardial Infarction (INIPPI)] to perform a testre-test comparing the results of both. Risk factors
emerged as priority information need from both questionnaires. Hughes (2000), committed to the notion
of individualized need assessment, suggested this
42-item questionnaire (INIPPI) as a possible tool for
collecting this information from patients in CCU.
However, this lengthy survey could be impractical for
daily use in as it is cumbersome for both patients and
staff, and also depends on high literacy levels. In addition, although claiming increased reliability, the correlation coefficients differed only marginally between
both tools used in the study.
Timmins and Kaliszer (2003) used the CPLNI, as
adapted by Turton (1998), to examine information
needs of myocardial infarction patients in Ireland. One
major finding of the study was that the scales within
the questionnaire were found to be extremely nondiscriminating and highly skewed towards ‘very
important’. Nurse and patient responses were only
somewhat different. Three statements, all in the ‘Physical activity’ category, accounted for this difference.
These were statements 24 (when to resume driving),
27 (when to resume sexual activity) and 28 (when to
resume work). The mean score of ‘Symptom management’ significantly exceeded the mean scores of all the
other categories. There was agreement between the
patients and all nurses combined in ranking the category Symptom management, first, and ranking highly
(at rank 2 or 3) the categories Medication information
and Lifestyle factors. The study revealed that the overall patient mean scores were lower than the corresponding nurse mean scores.
Consistent findings from these studies indicate that
patient information needs to be provided on areas that
are vital to patient survival and ongoing control of
symptoms. ‘What to do about chest pain’ and ‘the
signs and symptoms of a heart attacked’ received high
scores from patients across studies. More recently, the

category symptom management emerged as a priority
area. The importance of medication information to
patients varied between studies and over time for
individuals. It is also reportedly more importance in
recent studies. In general, diet and activity were rated
of lower importance by patients than other items, and
nurses generally scored these items higher. Resuming
sexual activity was an information area scored low by
all patients throughout the recovery period. Although
this was rated of higher importance by many nurses.
This supports Chan’s (1990) view regarding inhospital education for this population, that ‘…it
would be wise to concentrate energy on content central to survival…’.
CCU education programmes should be concerned
with providing practical information to patients,
based on what they perceive, or may be taught to
perceive, as crucial to survival and well-being. Of
interest to note the most recent studies to use the CPLNI,
Turton (1998) and Timmins and Kalizser (2003) found
increasing congruency between nurse and patient
groups perhaps reflecting an increased public understanding and knowledge of the importance of their
role and responsibilities in their recovery. Scott and
Thompson (2003) recently commented on perceived
increase in public awareness since the early studies of
cardiac information needs with today’s patients
regarded as ‘more active, assertive consumers of
health care’. The emergence of symptom management
as a top priority for both nurses and patients is partially responsible for this congruence thus indicating
perhaps that we are as nurses gaining a better understanding of what it is patients need to know. However, it could simply be that a change in the CPLNI
(addition of symptom management and substitution
of the term risk factor) yielded more accurate results.
This reflects one methodological issue associated with
CPLNI use.
There are other methodological issues that warrant
discussion. As highlighted, the CPLNI predominates
as a data collection tool in this area. The use of largely
quantitative methodology has meant an emerging
positivistic body of knowledge emphasizing measurement of needs rather than true expression of patient
need. These tools have also been primarily driven and
devised by professionals with little consideration of
patients’ views (Scott and Thompson, 2003). There is
also concern about the discriminatory ability of measurement scales (Timmins and Kalizser, 2003) reliability (Hughes, 2000) and the stem question ‘I need to
know’ (Hughes, 2000). However, despite these limitations, many of the emerging needs are also supported
in other studies using both quantitative (Moynihan,
1984; Jaarsma et al., 1995; Oterhals et al., 2005) and
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qualitative methods (Thompson et al., 1995; Roebuck
et al., 2001; Wiles and Kinmonth, 2001; Gambling,
2003; Hansseen et al., 2005). Hughes (2000) adapted
instrument demonstrated only a marginal improvement in test-re-test reliability, and similar overall findings emerged.
Many studies that utilized the CPLNI tended to
emphasize and draw out supposed variations
between nurse and patient views, when in reality
items were all viewed as important. The differences
reported were often spurious, derived from rank
ordering of the means mean values, which is often not
a true reflection of the prioritization of items as (a) the
respondents did not prioritize these items and (b)
there were little overall differences between the means
in the ranking. In general, the results of previous studies on the topic revealed that all categories and items
within the CPLNI to be important for learning for both
nurses and patients
There are difficulties with interpretation that
require explanation. Areas possibly perceived as less
important by patients could be attributed to lack of
patients’ recognition and understanding of what is
important for them to learn. Medication advice,
although it doesn’t come out strongly as a patient priority, must be recognized as a nursing need. Patients
clearly need advice and explanation in this area; in
Jaarsma et al., (1995) study more than half of the
patients discharged suffered effects of treatment post
discharge, and 23% of patients required further
information in the area of medications. What may be
required during assessment of needs in this area is
negotiation with the patient to ensure that the nurse’s
need to provide crucial information is addressed.
Although medications are a nurse priority, individual
patient assessment may reveal that some patients
actually require little information as a result of prior
knowledge, whereas others may require a lot of support to achieve knowledge and understanding. Nonetheless, it is important to remember to avoid routine
information giving in this area. Patients and spouses
in Mclean’s (2005) study were strongly opposed to the
‘check list’ approached experienced in the hospital.
Patients and spouses felt that nurses had a list of items
to report not all of which was relevant to them. People
who for example didn’t drive expressed a desire not to
have received information on this area.
To overcome these issues requires is an initial individual identification of patient perceived information
need, based upon an evidence-based menu that may
be merged with perceived nurse need through negotiation. European and American guidelines on the topic
(De Backer et al., 2003) suggested patients with established coronary artery disease should be actively
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encouraged to manage their lifestyle to reduce their
risk of fatal coronary (or cardiovascular) event. This
included risk factor management (smoking, obesity,
diet, elevated cholesterol, diabetes and lack of exercise) and correct taking of medication. This implies
that regardless of individual patient needs, and the
debate about medico-educative approaches and positivistic notions of health, there is a professional
responsibility to educate and inform patients appropriately regarding their condition as identified in the
National Nursing and Midwifery Council (2004) code
of conduct.
Nurses working with coronary care or recovery
wards, by virtue of their close contact and time spent
with patients, are in a prime position to impart
information to patients with CHD recovering from
acute events (Mirka, 1994). However, the approach to
information giving is not uniform across hospital settings, and there are wide varieties in practice (Thomas,
2001). Little reference to this practice exists in the published literature, and there are wide varieties of
approaches that are not uniform on an international or
national basis (Jowett and Thompson, 2000). Anecdotally, the extent of information giving is often dependent upon the style of the individual nurse or the ethos
of the CCU in question (Thomas, 2001). Despite the
current emphasis on individualized cardiac patient
education both in the hospital and post-discharge
phase, many patients and families report information
deficits following acute cardiac events (Jaarsma et al.,
1995; Webster et al., 2002; Gambling, 2003; Scott and
Thompson, 2003; Hanssen et al., 2005). The approach
used by nurses is inconsistent and lacks cohesive
direction and information is given, often based on
what nurses think patients need to know, rather than on
the patients actual information needs (Scott and
Thompson, 2003).
There is also a debate as to whether the nurse is the
‘preferred informant’ in the hospital setting (Scott and
Thompson, 2003). That latter review suggested that
patients preferred to receive information from medical
staff, however, the authors noted that this may be due
in part to a lack of emphasis by nurses upon the
importance of the information. Over the past 20 years,
nurses have been increasingly recognized as informants and educators (Close, 1988; Scott and Thompson,
2003). Contemporary conceptual models of nursing
such as Orem (2001) view the supportive educative
role as crucial and central to the nurse’s role. The supportive educative nature of cardiac nursing within this
framework has further been elucidated and validated
(Jaarsma et al., 1998; Jaarsma, 1999).
Regardless of the debate that may exist regarding
who is best placed to provide information to patients,
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a challenge exists for all those involved in health care
in the delivery of quality information to patients in an
era of concerns about cost effectiveness and shorter
hospital stay. Placing education and information giving high on the health agenda is a struggle for all those
involved in health care (Skelton, 2001). Studies
consistently indicate that specific information needs
exist for hospitalized patients with CHD (Gerard and
Peterson, 1984; Karlik and Yarcheski, 1987; Wingate,
1990; Chan, 1990; Ashton, 1997; Turton, 1998; Hughes,
2000; Timmins and Kaliszer, 2003) which often differs
from that which nurses perceive the patient requires
(Gerard and Peterson, 1984; Karlik and Yarcheski,
1987; Turton, 1998; Timmins and Kaliszer, 2003).
Recent studies indicate that the information that
patients receive is often insufficient to meet their own
or their family needs (Gambling, 2003; Scott and
Thompson, 2003 Alm-Roijer et al., 2004; Hanssen et al.,
2005; Oterhals et al., 2005). In the absence of clear
guidelines, many patients use their own lay views to
make decisions about lifestyle and recovery in this
period (Gambling, 2003; Hanssen et al., 2005). Many of
these are misguided, and the provision of information
within the hospital setting by nurses would serve to
address this.
A recent study in Norway, Oterhals et al. (2005),
reported that ‘it is necessary to examine the current
provision of in-hospital information and education to
AMI patients. Patients want and need more information at discharge, especially about medication and
problems that they may face after returning home’.
The NSF (Department of Health, 2000) advocated an
approach to cardiac care that is patient centred.
Patient centred care ‘seeks to elicit and satisfy those
needs which patients express themselves, and sees
this as the first step towards encouraging patients to
take greater control over there own health’ (Skelton,
2001). Thus effective needs analysis is an emerging
priority.

Identification of information needs
Patients in all studies reviewed expressed information needs (Gerard and Peterson, 1984; Karlik and
Yarcheski, 1987; Chan, 1990; Wingate, 1990; Ashton,
1997; Turton, 1998; Hughes, 2000; Timmins and
Kaliszer, 2003). Nurses also recognized the existence
of specific information needs. In addition, there is an
incumbent professional responsibility to provide
information. The question remains as to whether these
responsibilities can be met while at the same time providing an approach that is needs based and individualized. In what context therefore and under what
circumstances should nurse/patient negotiated needs
assessment take place? In the context of nurses’ time

constraints and short hospital stays, this presents a great
challenge.
The notion of developing a tool to assess patient
information needs clearly emerges from the literature;
however, there are little existent practical guidelines
for CCU nurses in this area. Recent authors (Hughes,
2000; Scott and Thompson, 2003) suggested that the
CPLNI or a similar tool could be used for this purpose.
However, it’s design makes it too cumbersome for
daily use in practice areas. Scott and Thompson (2003)
suggested individual patient interviews, rather than a
survey approach, which is an interesting concept. This
open interview method was successfully used in the
USA for risk general risk factor screening (Priest and
Speller 1991; Williams, 1999) and smoking cessation
(Kristeller, 1999). This approach is also patient centred. The use of patient interviews is not necessarily a
new phenomenon for CCU nurses, who spend quite a
considerable amount of time closely assessing patients
and collecting patient information. It is of course a
challenge to those units who are time and resource
limited.
A significant body of knowledge has developed
with regard to the information needs of myocardial
infarction, and despite limitations the repeat use of the
CPLNI strengthens and validates the findings (Scott
and Thompson, 2003). Scott and Thompson (2003) performed a systematic review of this area and concluded
that repeat use of this instrument allowed for good
collation of data for interpretation in practice, whereas
ad hoc use of other instruments were more difficult to
interpret. However, an obvious omission from studies
on the topic, the aforementioned systematic review
and other literature on the topic are realistic recommendations on how to move this area forward. Recommendations included further research (Wang, 1994;
Karlik and Yarcheski, 1987; Ashton, 1997) developing
an instrument to identify individual patient needs
(Wingate, 1990; Hughes, 2000; Scott and Thompson,
2003) individualizing teaching based on priority
learning needs identified in the studies (Gerard and
Peterson, 1984; Wingate, 1990; Chan, 1990; Czar and
Engler, 1997).
Although, Scott and Thompson (2003) in their
review were inclined to reject the results of these studies due to an over reliance on the positivistic
approach, suggesting instead an open ended interview with each client to assess needs, an alternative
view would be that valuable information exists within
this research that needs to be adapted and used in
practice. Focusing teaching solely on specific categories that are reported patient priorities (as suggested
by some authors) is not a recommendation that this
author puts forward. Firstly, as previously mentioned
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the rank ordering of mean results creating a false
impression of level of importance of items that didn’t
reflect the magnitude of response. Secondly, priorities
may vary between patient groups and as Scott and
Thompson (2003) point out. Timmins and Kaliszer
(2003) recommend that all categories of the CPLNI
(orientation to CCU, medication, risk factors/lifestyle
factors, activity, diet and psychological factors) are
regarded as important and should form a component
of a teaching strategy within CCU. These items were
regarded as at least somewhat important in all studies.
Recent qualitative studies also suggest that patients
require information in all of these areas (Thompson
et al., 1995; Roebuck et al., 2001; Gambling, 2003). Of
interest to note is that in these studies patients often
only became aware of their information needs in the
post-discharge phase. Therefore, nurses neglecting
patient needs outright when in hospital, simply
because the patient doesn’t appear to want to know or
need to know, may be irresponsible. Or it may be that
they are unable to absorb the information during their
hospital due to post-traumatic stress or other negative
psychological responses to their illness, which may
impair cognition.
In response to these dilemmas, Timmins (2005b)
suggested the use of a short documented assessment
interview to establish patient/spouse needs across
eight key areas (introduction to the CCU/ward, diet,
medication, physical activity, psychological factors,
anatomy and physiology and symptom management
and miscellaneous) while allowing individual
responses. Readiness to learn, physiological recovery,
socio-econcomic factors and intellectual capacity,
beliefs about health and stage of change are also
assessed and documented. This information is used to
negotiate and plan patient teaching through supportive educative nursing care. Thus both patient and
nurses’ needs may be addressed in the planned care.
This would also facilitate an examination of patients
understanding of their condition and recovery (Wiles
and Kinmonth, 2001). Individuals who are deemed
not to be ready or able to receive information may be
identified and targeted for additional support in the
post-discharge phase. Nurse led services, web based
and telephone support are particularly useful in this
period.

Conflicting priorities and needs
What emerges from the discussion is that a natural
conflict exists between nurse and patient priority
information needs among this population. There is
agreement that pertinent topics; such as introduction
to the CCU, diet, medication, physical activity, psychological factors, anatomy and physiology and
180

symptom management are important for patients to
know about during their stay in CCU and during all
phases of recovery. No study reported these as
unimportant.
The conflict that emerges echoes Endacott (1997)
findings. She highlighted the underlining ‘central tension of perception of need’ (emphasis authors own).
She posed the question ‘whose needs are they?’, and
further questioned whether needs are invalidated if
the patient rather than the professional identifies
them. Within the literature on patients with CHD further conflicts arise.
Scott and Thompson (2003), who examined the literature on the topic with a particular emphasis on the
CPLNI, due to the consistency of it’s use, drew attention to several criticisms of this instrument and the
knowledge that has developed as a result. They
suggested that the use of a survey instrument
designed and validated by health professionals provided a ‘distorted view of patients’ real concerns and
priorities. They also noted an absence of patient
involvement in the tool’s development, suggesting
that a new measurement tool should be devised based
on systematic review, qualitative research and
involvement of patients and experts in the area.
Notably absent from this review (Scott and
Thompson, 2003) and others Mirka (1994), Wang
(1994) and all studies that examined cardiac patient
information/learning/educational needs using the
CPLNI (Gerard and Peterson, 1984; Karlik and
Yarcheski, 1987; Chan, 1990; Wingate, 1990; Ashton,
1997; Turton, 1998; Hughes, 2000) or other instruments (Casey et al., 1984; Moynihan, 1984) was either
an operational definition or simple explanation of the
concept under scrutiny. While there is agreement
that cardiac patients, in particular those with CHD,
should have individualized teaching based on assessment of information/learning/educational needs,
there is no clear explanation of precisely what this is.
Despite the general agreement of the importance of
these needs as the basis for individualized teaching,
and the proliferation of literature on the topic, there
is evidence that the concept is vague within the literature and that there is in fact, little agreement on a
conceptual definition.
An exact definition of information needs is difficult
to extrapolate from the literature with no clear definitions or consensus upon terminology emerging. In
order to address the existent conflicts; namely whether
information needs be solely patient or nurse derived
or negotiated by both, the next logical step in knowledge development in this area is to further synthesize
and derive meaning form the body of literature in this
area by defining the critical attributes or essence of
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information need through concept analysis. Using
Rodgers’ (2000) evolutionary approach to concept analysis, Timmins (2005b) recently provided greater clarity on this area, in order to more fully inform practice.
The sampled literature revealed a number of themes
that enabled the identification of attributes. Analysis
of the literature in the disciplines of nursing, medicine
and education did not reveal an information need to
be a gap or deficit in knowledge. The Oxford English
Reference Dictionary definition: information (something told); need (to want); was more fitting to the
analysis. Consistently, information needs referred to
items that individuals wanted to be told about. Very
often this manifested through questions posed to professional staff. These perceived needs were subjective
and in contrast to an actual knowledge deficit that
could be subjectively measured.
Information seeking behaviour occurred as a
response to a stimulus that was perceived as either a
challenge or a threat. The analysis revealed information seeking behaviour as a coping mechanism
(Lazarus and Folkman, 1984). The provision of
information by professionals was directed by a need
to protect individuals from harm (anxiety, stress and
worry) and to enhance their experiences in a positive
way. Information need emerged as a patient expressed
want or desire for information to be shared by professionals using appropriate communication skills to
assist the individual to cope effectively with the challenge or threat, rather than to address an existent
knowledge gap.

CONCLUSION
The unique contribution of the hospital-based nurses
to provide information, as part of a multi-disciplinary
team, to the recovery phase following acute CHD
events is not explicit. Indeed Scott and Thompson
(2003) suggested that nurses themselves undervalue
this role. Furthermore, although nurses are postulated
to have clear role in information provision and education to patients (Orem 2001; Kiger, 2004) specific contributions of individual team members within the
multi-disciplinary health care team or ‘key providers’
of education remain elusive (Skelton, 2001).
Nevertheless, typically, in a CCU, information giving usually focuses on orientation to the environment,
explanation of procedures and explanation of the
underlying condition ( Jowett and Thompson, 2000).
Once the acute phase of illness subsides, information
concentrates upon improving the patient’s understanding of their condition, physical recovery requirements and the important role that medication may
play in their recovery (such as taking medication regularly and accurately) (Jowett and Thompson, 2000).

Improvement in lifestyle is another essential area of
concern for nurses (Wiles and Kinmonth, 2001), as
improvements to patient lifestyle can reduce their
likelihood of further fatal events and enhance their
well-being in general (De Backer et al., 2003).
Empirical evidence exists suggesting that lifestyle
modification and adherence to prescribed medications
improves patient outcome (De Backer et al., 2003). This
predominant concern with educating patients about
lifestyle and risk factor management resonates within
the literature (De Backer et al., 2003; Department of
Health, 2004) and although valid, opposes current
notions of patient centred and empowerment
approaches to health. Skelton (2001) suggested that
this ‘medico-centred’ model of education focuses on
compliance, adherence, behaviour change, patient
passivity, dependence and professionally determined
needs. Whereas ‘patient-centred’ education encourages autonomy, patient participation, planning with
patients and derives patients own needs (Skelton,
2001). Medico-centred education emerged as a priority
in many studies that examined nurses’ perception of
CHD patient needs.
Although the nature of their condition and the short
length of stay may negate against formalized education, this paper emphasizes the need to provide
information to patients on a need to know basis.
Although individualistic, certain trends and patterns
emerge among patient groups and, given the consistent findings of previous studies on the topic, it would
appear relevant to structure an information need
assessment around the eight key areas (introduction to
the CCU/ward, diet, medication, physical activity,
psychological factors, anatomy and physiology and
symptom management and miscellaneous) with incorporation of individual patient preferences and negotiation and agreement of patient and nurse priorities.
This information may be backed up by written
information or newer technologies (Skelton, 2001) and
supported by nurse led services or telephone support
where available (Hanssen et al., 2005) study. Thus
fundamental and basic information that can be delivered in the hospital can reinforced during later phases
of recovery. Good nurse/patient communication is
essential throughout the process (Timmins, 2005b).
The primary focus of information giving is assisting
the individual and family to cope with the very challenging events that hospital admission represents. The
importance of this communication and negotiated
information provision that challenges the patients
understanding of events (Wiles and Kinmonth, 2001)
cannot be underestimated to assist patients and their
families to cope with the critical period of admission
and subsequent recovery.
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WHAT IS KNOWN ABOUT THIS TOPIC
• Cardiovascular disease is a major cause of death in the UK and accounts for 39% of all deaths (British Heart Foundation, 2004)
• New and improved service provision for patients with myocardial infarction have significantly altered the hospital experience for
many including shorter hospital stays
• Patient centredness, needs assessment and patient empowerment are prevalent themes in current UK health policy
• Patients leaving hospital following acute coronary events often report information deficits
WHAT THIS PAPER ADDS
• It is highlighted within the paper that while clarity exists for many nurse roles in relation to the education of patients, following
acute CHD events the potentially unique contribution of the hospital-based nurses to provide information; as part of a multi-disciplinary team to the recovery phase following is not explicit
• It is also identified that while there is a strong impetus in practice to provide information to patients on a need to know basis difficulties with this trajectory
• A new paradigm emerges in this area. Although traditionally positioned within an educative framework, the primary focus of
information giving is assisting the individual and family to cope with the very challenging events that hospital admission represents
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