CLINICAL PROTOCOLS IN ADVICE TO CHRONIC PATIENTS
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ABSTRACT: Quialitative study, undertaken in three phases between 2012 and January 2014 to verify the use of
clinical protocols when giving advice to chronic patients. The initial data collection took place upon discharge
from the hospital, the second at home after 12 months and the third after 24 months. The sample consisted of
20 hypertensive and/or diabetic adults hospitalized at a teaching hospital in Curitiba, Brazil. Based on the data
analysis, three categories were constituted: “Knowledge about the disease”, “Care with regard to the disease”
and “Barriers for treatment adherence”. It was identified that the advice, through the use of clinical protocols,
furthered the knowledge about the disease and the care the participants developed. In conclusion, the use
of the protocols is a health education strategy for chronic patients. They make the care feasible and reveal the

progress made and difficulties found.

DESCRIPTORS: Nursing; Chronic illness; Clinical protocols; Health education.

PROTOCOLOS CLINICOS NA ORIENTACAO DE PESSOAS
COM DOENCA CRONICA

RESUMO: Estudo qualitativo, realizado em trés etapas no
periodo de 2012 ajaneiro de 2014, com o objetivo de verificar
a utilizacdo dos protocolos clinicos na orientacao das
pessoas com doencas crénicas. A primeira coleta foi na alta
hospitalar, a segunda no domicilio com 12 meses e a terceira
com 24 meses. A amostra foi de 20 adultos hipertensos e/
ou diabéticos internados em Hospital de Ensino de Curitiba,
Brasil. A analise dos dados permitiu a formacao de trés
categorias: “Conhecimento sobre a doenca”, “Cuidados
em relacdo a doenca” e “Barreiras para a adesdo ao
tratamento”. ldentificou-se que as orientacdes, mediante
uso dos protocolos clinicos, propiciaram a melhora do
conhecimento da doenca e dos cuidados desenvolvidos
pelos participantes. Conclui-se que o uso dos protocolos é
uma estratégia de educagao em satde para as pessoas com
doencas cronicas, eles viabilizam o cuidado sendo possivel
visualizar o progresso e as dificuldades encontradas.
DESCRITORES: Enfermagem; Doencga crbnica; Protocolos
clinicos; Educacao em saude.

PROTOCOLOS CLINICOS EN LA ORIENTACION DE
PERSONAS CON ENFERMEDAD CRONICA

RESUMEN: Estudio cualitativo, realizado en tres etapas en
el periodo de 2012 a enero de 2014, con objetivo de verificar
la utilizacion de los protocolos clinicos en la orientacién de
las personas con enfermedades crénicas. Los datos fueron
obtenidos primeramente en la alta hospitalar, después
en el domicilio con 12 meses y, enseguinda, con 24 meses.
La muestra fue de 20 adultos hipertensos y/o diabéticos
internados en Hospital de Ensenanza de Curitiba, Brasil.
El analisis de los datos posibilité la formacién de tres
categorias: “Conocimiento sobre laenfermedad”, “Cuidados
referentes a la enfermedad” y “Obstaculos para la adhesion
al tratamiento”. Se identific6 que las orientaciones, por meio
del uso de los protocolos clinicos, propiciaron la mejoria
del conocimiento de la enfermedad y de los cuidados
desarrollados por los participantes. Se concluye que el uso
de los protocolos es una estrategia de educacién en salud
para las personas con enfermedades crénicas, pues ellos
hacen viables el cuidado siendo posible mirar el progreso 'y
las dificultades encontradas.

DESCRIPTORES: Enfermeria; Enfermedad crénica; Protocolos
clinicos; Educaciéon en salud.
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INTRODUCTION

Non-Transmissible Chronic Illnesses (NTCI)
represent a great problem in Brazil, being
responsible for 70% of deaths in the country, and
mainly affect vulnerable population groups, such
as the low income population with low education
levels. Among the chronic illnesses, two stand out
in the country: Systemic Arterial Hypertension
(SAH) and Diabetes Mellitus (DM), which
constitute the primary cause of hospitalizations
in the Brazilian public health system®.

The large number of hospitalizations due to
the complications of NTClI entail high medical and
socioeconomic costs. A significant association
exists between these hospitalizations and non-
adherence to the treatment, whether involving
medication or not®?.

In that sense, the encouragement towards
treatment compliance requires an agreement
between the professional and the SAH patient,
so that they make appropriate choices to conduct
the treatment, considering that the effectiveness
of the treatment requires knowledge related to
their disease, with a view to granting them an
active voice in their care process, with conditions
to choose after assessing the consequences of
the treatment regimens proposed®.

Hence, when they know the treatment
possibilities, SAH patients can agree upon easy
complianceactionstogetherwith the professional,
which can make them adhere effectively to the
treatment. The use of the clinical protocols, which
aim to improve the care and facilitate the health
education process, guide the care towards the
established action, optimize resources and offer
efficient and high-quality care®.

The protocols are considered to be auxiliary
tools in the health education process, in case
management and in the self-management
of chronic illnesses, which can reduce the
appearance of complications and the number of
hospitalizations these diseases cause®.

To make this possible, a change is needed in
the hegemonic health model, which is currently
disease-centered, with a supply-and-demand
network structure and communicating and
articulating points for the purpose of integral
health actions and services, providing continuing,
high-quality and responsible care?.

Therefore, a project was elaborated for the
management of care for chronic patients, in
which the researchers constructed clinical

protocols based on the Brazilian Hypertension
and Diabetes Guidelines, which were used for
discharge advice and monitoring at home. Thus,
the objective in this study was to verify the use of
clinical protocols for advice to chronic patients.

METHOD

A descriptive and qualitative study with a
longitudinal approach was undertaken in three
phases, between January 2012 and January
2014. The data were collected by nursing
undergraduates who served as grantees in the
post-training project, and took place at a teaching
hospital and at the home of 20 participants chosen
by convenience who complied with the following
inclusion criteria: adults between 18 and 60
incomplete years of age, living in Curitiba or the
metropolitan region, SAH and/or DM patients,
hospitalized in emergency care at the research
hospital for at least two days. Before the data
collection, the entire team was trained on how to
conduct the interview and use the protocols and
the orientation guide.

The first step was developed at the hospital,
during the hospitalization period, through a
semistructured interview, when the identification
data, age, marital status, education, family income,
occupation, risk factors, history of the disease
and care actions were collected. In addition,
questions were asked about the participants’
knowledge of the disease, doubts or need for
further information.

The collected information permitted individual
orientations using clinical protocols (Figure
1), elaborated by the authors, which consist
of organization charts based on the National
Hypertension and Diabetes Guidelines®. After
the orientations, actions were established
together with the participants, written down in a
guide, and the next visit was scheduled at home
or by telephone.

The second step was developed 12 months after
the discharge, which consisted in monitoring the
actions taken during the hospital stay, through
an interview with open questions, aimed at
verifying the effect of applying the protocols on
the treatment compliance and the participants’
knowledge about their disease. This monitoring
took place through home visits to 15 participants
and telephone contact with five, as the latter
alleged they could not receive the researchers.

In the third phase, 24 months after the
discharge, contact was again made by telephone
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ORIENTACOES:
-Recomendar uma dieta com no maxima 1

de 5030 por dia
necessaria sao 2g diarias)

A quantidade maxam

- Escolher alimenios que possuam pouca gordura saturada,
colesterol & gordura total. Po
peixes, utilizando-os &m paquenas quantidadas

a dez porgdes por dia (uma porgdc € igual a uma concha
megdia).

- Incluir duas ou trés I:'Z’;:*H\ de latcinios desnatados ou
semidesnatados por dia

Freferir
ntegrais .

-Comer oleaginosas (casfanhas B
quatro a cinco porcdes por SEMANAa (uma porcao & igual a 173
de xicara ou 40g de castanhas, duas colheres de sopa ou
149 de sementes, ou 12 xicara de feijdes ou envibhas
coTINNAS & S&CAL ).

- Reduzir & adicio de gorduras, utilizar marganiza light &
olegs vegetais msaturados (como azeite, soja, miho e
canola)

Evitar a adiclo desal aos alimentos

- Evitar também molhos e caldos prontos, além de produfos
ndustrializadas.

- Diminuir ou evitar 0 consumo de doces & bebidas com

\ill:’:r

~

Por exemplo: carne magra, aves &

Comer muitas frutas e hortalicas, aproximadamente de oiro

05 alimentos integrais coma .'.:--BE'. CEfgals € MAas5as

Semenies_ e {l-’ﬁ:l& de

/

Figure 1- Example of protocol used for advice to hypertension and diabetes patients. Curitiba, 2015

to verify the compliance with the actions agreed
upon with the help of the protocol, which were
emphasized during the first contact with the
participants after the discharge. Three were not
part of the sample due to death.

In all phases, the interviews were recorded,
fully transcribed and the content was analyzed
according to Bardin®, who proposes three
phases: pre-analysis, exploration of the material
and treatment of the results. This resulted in
three categories: “Knowledge about the disease”,
“Care in relation to the disease” and “Barriers for
treatment compliance”. In the first two categories,
the discourse before and after the orientations
was highlighted.

As regards the ethical aspects, approval for
the project was obtained from the Research
Ethics Committee of the Health Science Sector at
Universidade Federal do Parand under protocol
CEP/SD 1227.152.11.09. Out of respect for the
participants’ anonymity, they were identified by
the vowel “E”, followed by increasing algarisms
(e.g. EO1, E 02, etc.).

RESULTS

Among the 20 interviewees, nine were female
and 11 male, between 25 and 59 years older, with
49.5 years as the average age. Eleven were married,
five single, two widowed and two divorced. As
for education, 12 had up to eight years and eight
more than eight years of study.

Concerning the diagnosis, 10 were SAH
patients, five DM and five had both diseases at
the same time. Three participants were smokers,
eightformer smokers and nine had never smoked.
Two used alcoholic beverages, two were former
drinkers and 16 affirmed they had never drunk
alcohol. With regard to physical exercise, seven
regularly exercised.

What the Body Mass Index (BMI) is concerned,
one participant suffered from morbid obesity (BMI
over 40 Kg/m2), five class | obesity (BMI between
30.0 and 34.9), four class Il obesity (BMI between
35.0 and 39.9), five overweight (BMI between 25.0
and 29.0) and five normal weight (BMI between
18.6 and 24.9). Regarding the family history, 16
had a first-degree relative who suffered from a
chronic disease.
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All participants presented comorbidities and
some complications, such as: cerebrovascular
accident, profound venous thrombosis, phlebitis
and thrombophlebitis, chronic kidney failure,
hypothyroidism,  chronic  cardiac  disease,
congestive heart failure, portal hypertension and
hepatic steatosis.

Concerning the reasons for hospitalization, 12
participants were admitted due to a hypertensive
crisis and/or complications related to SAH, such as
angina, tachycardia, arrhythmia, dyspnea, chronic
kidney failure and suspected thrombosis.

The thematic analysis of the data permitted the
elaboration of the following categories: the first,
“Knowledge on the disease” reflects the patients’
notion of the changes the disease causes in their
organism.

Before the advice
I know it [DM] hampers several things. (E06)

The high pressure causes headache and back pain.
(E07)

After the advice
It [DM] can cause kidney and heart problems. (E06)

The high pressure can cause a stroke, heart attack.
(E07)

The second category, called “Care related to
the disease” demonstrates the the care actions
the patients developed before and after the
orientations.

Before the advice

| cut down on the salt, sweets and | take the
medication. (EOT)

I act normally, when the pressure rises | take care
with the diet. (E18)

I don’t take care of myself, | don’t take the medication
correctly [...] | smoke about 20 cigarettes per day |...]
I drink one or two bottles per day [Patient refers to
beer]. (E10)

| take it healthily, we don’t take care of ourselves that
well. (E16)

After the advice

I run on the treadmill [...] | do that twice or three
times per week. | havent used sugar for a long
time, only sweetener |[...] | take that full-fat soy milk
instead of normal milk. | have the blood pressure
and diabetes measuring device, | measure it twice

or thrice a week. | eat more fish and chicken, beef |
am trying to cut down on. It’s good to know, getting
the right monitoring helps a lot, | observed a lot of
difference between then and now. (E01)

I cut the salt, fat, sugar, | don’t eat that much fried
food, | am maintaining my weight... | am taking my
medicines correctly. (E18)

Unfortunately | smoke |[...] | managed to reduce it
a little as we had talked about, | am smoking about
5 cigarettes per day [...] | ended up smoking a pack
of cigarettes per day and | have got a project to quit
smoking completely. (E10)

It’s like they taught me. | am not eating a lot of salt, a
lot of sugar, little fat [...] | measure my blood pressure
at the service, | always go there. It has changed for
me, | feel more certain that, when | follow the correct
treatment | will live longer, | used to feel insecure,
concerned, | know I've been diabetic for a long time,
but | used to feel apprehensive, very scared, now [
have started to understand it better, accept that | got
like this, despaired and drinking. Then I quit drinking
and got calmer, because the alcohol used to have
negative effects, now it seems like one less burden.
Now [ do it more correctly. (E16)

And the third category “Barriers for treatment
compliance”referstotheobstaclestheparticipants
face when trying to follow the treatment. In that
category, the lack of family comprehension, the
patients’ limitations and excess medication were
identified as barriers for compliance.

Lack of family understanding:

They get so mad [the children] and then they
complain, say like: - Ah mom, that food without salt
is bad. (E20)

[...] my father is 80 years old and he cooks, he makes
food with plenty of spices and salt, and then | have
to eat it. (E14)

[...] my stepmother makes those “big tables” and
then | have to eat. (E02)

Physical limitations:

[...] I cannot walk anymore, | go to the kitchen from
here and | get back tired, and from there to here it’s
just the bed and nothing else. (E04)

I am watching her here, suddenly | don’t see
her anymore, you know? He keep on varying all
day [the eye] [...] It’s difficult to see the names of
the medicines [...] sometimes | forget to take the
medicines, my mind is not very good, | don’t know
what is happening. (E05)
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It has been two days that | don’t take them [the
medicine], because | am unable to go and get them,
then | ask my father to get them for me at the service.
(E14)

Too much medication:
It’s so much medication that we get lost. (E16)

[...] | end up forgetting, because there are many
[medicines]. (E15)

Then | take prednisone, [...] it is difficult to recall all
of them |[...]. (E07)

During the third contact with the participants,
the compliance with the actions agreed upon was
observed, no repeated hospitalization and three
deaths due to comorbidities that started before
the application of the protocol.

DISCUSSION

The study participants were all adults with
a mean age of 49.5 years, and SAH and/or DM
patients, in line with a study developed in Goiania-
GO, which demonstrates a positive association
between the prevalence of SAH and increased
age. The prevalence corresponded to 14% in the
age range from 30 till 39 years, increasing to 34.6%
from 40 till 49 years and 63.1% in individuals aged
60 years or older.

Concerning physical exercise, 13 reported
not exercising regularly. It is known that regular
exercise reduces the pressure levels, including
patients under medication treatment, and
improves the metabolic control, reducing the
need for hypoglycemic agents. In addition,
exercising reduces the risk of cardiovascular
disease, promotes weight loss and contributes to
the quality of life.

As regards the patients’ classification through
the BMI, it was verified that 15 were classified
as obese, in line with a study developed in
Aracaju-SE, in which approximately 67% of the
group assessed presented overweight and 80%
metabolic risk, based on the waist circumference,
representing a risk factor for the development of
chronic illnesses™.

All study participants presented comorbidities
and complications associated with SAH and/or
DM. The cardiac complications entail important
implications in terms of the management
of therapeutic actions, which are necessary
to control these chronic conditions, whose
treatment requires perseverance, motivation and

continuing education™.

As for the category “Knowledge about the
disease”, before the advice, the participants
indicated signs and symptoms attributed to
the disease, demonstrating partial knowledge,
considering that the disease is asymptomatic.
Next, it was verified that they were able to name
the complications the chronic disease process
entails, as observed in the statements by E06 and
EO7.

Participants from another study mentioned the
reference to signs, symptoms and complications
as educational needs™. The participants’
knowledge about the disease and treatment
contributes to enhance the disease control and
participation in the decision processes of the
health team and society. The health education of
SAH patients makes them feel greater control and
responsibility for their disease, encouraging them
to adopt an active posture in the management of
their disease.

When assessing the effect of the educative
action on type 2 diabetes patients, increased
knowledge was perceived, which allowed them
to feel co-responsible for their health. Thus,
the nurse’s educative action can be the base for
preventive and health promotion interventions®.

Hence, health education for chronic patients
should be a strategy the professionals need to
use continuously, so that hypertensive patients
feel secure and co-accountable for their care,
furthering their conditions of wellbeing and,
thus, their compliance with medication and non-
medication treatment, besides permitting the
reduction of complications"®"”.

In the second category, entitled “Care
related to the disease”, it was perceived that the
participants practiced some care, as they affirmed.
After the advice, the discourse was of action and
co-participation, aiming to reduce the risk factors
for complications of the disease.

Acceptance and compliance with the treatment
plan the health professionals recommend are
not always easy, leading to weak adherence and
difficulties to manage the proposed regimen.
The difficulties both the SAH patients and their
family feel refer to the acceptance of the disease
and ability to manage the treatment effectively,
resulting in the worsening of the condition and
individual, social and economic repercussions®®.

It was perceived that the protocols supported
the participants’ understanding and involvement
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in the treatment, a fact certified in the discourse
of E1, E10, E16 and E18 after the advice. This finding
is in line with the literature, which discusses the
benefits of using the protocols in practice, as
they guide the health professionals’ decision
making, help the SAH patients to develop their
targets, can improve the treatment compliance
and further clarifications about the disease,
besides facilitating the ongoing assessment and
monitoring of the changes made, with a view to
compliance with pre-set actions?.

The third category, entitled “Barriers for
treatment compliance”, demonstrated actual
obstacles in SAH patients’ lives, such as physical
limitations, excessive medication and lack of
family understanding, which hamperand can even
impede the effective adherence to the treatment.
During the interviews, it was observed that the
family members face difficulties to understand the
needs for changes in the life habits and the most
mentioned problem was related to the resistance
in the daily incorporation of the low-salt diet.

The literature shows that the most common
changes the family members face refer to the
adaptation and participation in activities, such
as taking care of the medication treatment and
adapting to the dietary and exercise routine™2".
The family’s role in the inclusion and maintenance
of the dietary habits can act as a positive factor
in the dietary treatment compliance, considering
that family support is one of the elements that
grants security for SAH patients to move on within
this new perspective of life®.

With the support of relatives and friends, it
is easier for SAH patients to comply with the
treatment than for people without support.
They affirm that family support encourages the
hypertensive patients to effectively comply with
the treatment, who feel secure in their disease
experience®.

Another obstacle the participants mentioned
with related to the physical limitations the SAH
and/or DM causes, such as fatigue and visual
acuity problems, which prevents them from
adhering to the treatment at certain times. Similar
to these results, in a study developed in Rio
Grande do Sul, the goal was to identify the factors
due to which the participants did not comply with
the medical prescription, and appointed that the
difficulties to the physical limitations, such as
reduced visual acuity, negatively influence the
medication treatment compliance®.

The treatment of NTClI commonly demands

a multidrug scheme over long periods. These
factors, in combination with the adverse effects
of the drugs, can play a determinant role in the
premature abandonment of the medication
treatment®..

In line with this study, in their testimonies,
the participants demonstrated that the excess of
medicines is one of the factors that interfere in
the continuity of treatment, as it becomes difficult
to recall the times and identify which drug to take.

The treatment compliance involves countless
factors that are related in a broad and complex
sense, without influence from a single variable.
The biological, psychological, cultural and
behavioral factors are interrelated, supporting
the individual’s attitude to use or practice what
was recommended®.

During the year the participants were
monitored by telephone or home visit, there were
no renewed hospitalizations due to SAH and/or
DM and associated complications. In line with the
importance of aplanned and systemized discharge
and monitoring at home and by telephone,
to provide SAH and/or DM patients and their
families with clarifications in order to contribute
to the reduction of re-hospitalizations and avoid
or postpone the emergence of complications®?.

As study limitations, during the inclusion
period of the participants, a strike by the public
servants at the research hospital caused a
reduction in the number of hospitalizations, a
fact that influenced the total number of subjects,
besides the participants’ lack of availability to
receive the researchers in the second and third
research phase, as most of them had a paid job
during office hours.

CONCLUSION

The protocols used were a health education
strategy to support, assess and monitor the
participants. It was perceived that these permit
health care and shared monitoring, showing
the progress achieved and difficulties faced and
encouraging the search for new ways to achieve
the actions agreed upon.

It was identified that the advice by means of
the clinical protocols led to better knowledge
on the disease and the limitations that influence
the treatment, as well as better care by the
participants.

Nevertheless, it can be affirmed that the
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protocols can only be implemented at the
health services if there is care continuity and
links between the hospital and the primary care
services to monitor and manage the treatment,
with a view to reducing the complications these
diseases cause.

Based on these conclusions, advice for
discharge, care monitoring and the need to
effectively include the family in the orientations
for discharge are considered important, using the
health education strategies, cheap technologies
that can be applied throughout the health system.
Through patient-centered care, responding to
the patients’ expectations and needs through
the establishment of targets, the appearance of
complications and re-hospitalizations can be
postponed and the cost of the treatments can be
reduced, improving the patients’ quality of life.
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