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OBJECTIVE: The aim of this study was to evaluate the adherence to a physical activity (PA) in an annual inter-
ventional programme of domiciliary rehabilitation designed for patients with coronary artery disease.

METHODS: The final group consisted of 20 patients (4 women and 16 men) from the 1st Internal Department -
University Hospital of Olomouc. The mean age of patients was 61.95 = 11.02 years. They were split into three groups
in accordance with the method of monitoring PA. Group 1 (G1) used a pedometer, group 2 (G2) used a heart rate
monitor and group 3 (G3) used both types of equipment simultaneously. Patients recorded the number of steps, the
duration of the exercise (G1 and G3) or the average heart rate (G2 and G3), entering this information into the archive
system. The checking of monitored indicators took place after 3, 6 and 12 months.

RESULTS: The adherence to the programme varied a lot (60-360 days). The results showed that the lowest one was
in the case of patients from G1 and the highest one was in the third group of patients. Only 2 patients from group G3
managed to finish the programme (10% of the total number). We found no statistically significant difference between
the groups in any of the quality indicators of a physical activity (number of steps, duration of the exercise, estimate
of the weekly caloric output and total caloric output during exercise).

CONCLUSIONS: Using a pedometer has seemed to be an easy way to monitor the amount of a physical activity.
Low adherence to the programme results from a fixation on a sedentary lifestyle, as well as from psychological and

social causes.

Keywords: Aerobic exercise, pedometer, heart rate monitor, motivation.

INTRODUCTION

Cardiovascular disease is a major cause of disability
and premature death throughout the world, and contrib-
utes substantially to the escalating costs of health care
(WHO, 2007), though one of the most effective and
least expensive therapies for cardiovascular disease is ex-
ercise (Schober & Knollmann, 2007). Regular physical
activity using large muscle groups produces cardiovas-
cular adaptations that increase exercise capacity, endur-
ance, and skeletal muscle strength. Habitual physical
activity also prevents the development of coronary ar-
tery disease and reduces symptoms in patients with es-
tablished cardiovascular disease (Thomson et al., 2003).

Cardiovascular rehabilitation after myocardial infarc-
tion (MI) improves the prognosis of those affected. It
leads to an improvement in tolerance towards exercise
and is closely linked to a better prognosis. It has an
influence on the reduction of risk factors and the most
important effect is the undoubted improvement in the
patients’ quality of life. The treatment process relies
upon the knowledge gained from basic research and the
results of bigger studies. Regular employment of physi-

cal activity (PA) not only works as a significant factor
in the prevention of cardiovascular diseases yet should
also be a necessary part of complex therapy. Although
this information is generally accepted, less than only a
third of the patients in Europe go through complex re-
habilitation (Chaloupka, 2004; Giannuzzi et al., 2003).

Aerobic (endurance) training is the base for PA in
people having been affected by MI. The foundations of
aerobic exercise involve regular and rhythmic exercises,
which employ larger groups of muscles. The most com-
mon forms are walking, running, swimming, cycling or
exercising on stationary machines (Chaloupka & EIbl,
2005; Thompson et al., 2003; AACPR, 2004; Leon,
2000; Fletcher et al., 2001).

Assessment of load intensity is the most important
part of physical activity prescription. It should be from
60 to 80% VO,max. The duration of physical activity
should be 30-45 minutes (in long term hypokinetic
people at first 20 minutes) and frequency on alternate
days preferably (ACSM, 1995; Polock et al., 1984; Shar-
key, 1991; Shephard & Balady, 1999; Thompson et al.,
2003). According to the latest recommendations to pro-
mote and maintain health, all healthy adults aged 18 to
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65 years need moderate intensity aerobic (endurance)
PA(40-60% VO,max) for a minimum of 30 min. on five
days each week or vigorous intensity (>60% VO,max)
aerobic PA for a minimum of 20 min on three days each
week (Haskell et al., 2007).

In order for PA to be fully effective, it is important
to follow the duration of the patient’s PA exercise activi-
ties (adherence to the PA programme) (Stejskal et al.,
2007). The area of adherence is very complicated due
to the non-unified nature of times and methodology.
Therefore, it is impossible to draw definite conclusions
in this area. The following are examples of risk factors
which lower adherence to PA: age, excess weight, smok-
ing, a higher level of neuroticism and depression, and
a lower awareness of one’s abilities and self-management
(Dadova et al., 2007).

The definite determination of causes of very poor
long term adherence into the programme of physical
activity is still confused. In order to bridge this gap in
the literature, the aim of our work was: (a) to evaluate
the use of the most frequent means (pedometer and
heart rate monitor) for checking PA; (b) to find out the
level of adherence to this PA in terms of the domiciliary
rehabilitation programme; (c) to evaluate the effective-
ness of the programme according to quality indicators of
physical activity intervention in patients with coronary
artery disease.

METHODS

Patients from the I. Internal Department - Univer-
sity Hospital of Olomouc with coronary artery disease
(CAD) made up the subjects of this experiment. These
patients still in the process of hospitalisation received
instructions about the significance of a healthy lifestyle
for patients with CAD, especially about regular PA. In
case of interest in the yearly intervention programme
(see below), they were to be invited to basic investiga-
tion three or four weeks after hospitalisation.

From November 2006 to January 2009, 57 patients
signed up, having undergone the basic investigation.
Forty of them got actively involved in the programme
and were split into three groups on the basis of their
level of interest: group G1 used a pedometer YAMAX
Digi Walker SW 200 (Schneider et al., 2004), group G2
used a POLAR A3 heart rate monitor and group G3
used both instruments simultaneously.

The biggest focus was targeted at monitoring the PA
through a pedometer; there were 20 patients in group
G1 yet it was only possible to make records for 8 of
them. There were 10 patients in group G2 and 7 of them
were subject to the records. There were 10 patients in
group G3 and records were made for 5 of the patients.

The final group thus consisted of 20 patients
(4 women and 16 men) from 41 to 77 years, their mean
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age was 61.95 £ 11.02 years, their body weight was
83.35 + 15.13 kg, their body height was 176.5 + 10.80 c¢m,
their BMI was 26.60 + 3.16 kg/m* and the VO, max was
23.30 + 4.11 mlL.kg'.min"! (TABLE 1).

The most common form of PA in groups G2 and
G3 was walking (n = 8), cycling or using an exercise
bike (n = 7), swimming (n = 3), Nordic walking (n = 2),
downhill skiing (n = 1) and rowing (n = 1). Most pa-
tients combined these types of PA. The most common
combination was walking with cycling or the exercise
bike (n = 9).

TABLE 1
Characteristics of the group

Group n = 20

Age | Weight | Height BMI VO, max
[years] | [kg] [em] [kg/m?] | [ml.kg'.min"']

M 61.95 | 83.35 | 176.50 26.60 23.30
SD 11.02 15.13 10.80 3.16 4.11
Max. | 77.00 | 110.00 | 197.00 33.30 30.00
Min. | 41.00 | 50.00 | 155.00 20.80 14.00

Legend: n - number of patients, M - arithmetic mean, SD - stand-
ard deviation, Min. - minimum value, Max. - maximum value

TABLE 2 presents the most common case history
for patients according to individual groups.

The investigation involved a spiroergometric test
(a ramp protocol with an extra load of 10-20 W/min.
depending on weight) until exhaustion, and echocardi-
ography.

Furthermore, the patients underwent basic anthro-
pometric and blood pressure measurements and blood
analysis was done. The patients then received a fort-
night’s worth of instruction about the specific condi-
tions for their yearly intervention programme.

Cycling sports, speed walking, exercise biking, cy-
cling, swimming and Nordic walking were chosen as
activities depending on the interests of and possibili-
ties available to individual patients; two patients chose
downhill skiing and rowing. On the basis of the maximal
spiroergometric test, an optimal level of intensity was
chosen to be 60% with a maximum heart rate reserve of
(MHRR) (+ 5 beats/min.) for patients with a heart rate
(HR) monitor. The recommended duration of exercise
was 30 to 40 minutes and the frequency of exercise ses-
sions was: every alternate day (i.e. 105 to 140 minutes
per week) (ACSM, 1995; Shephard & Balady, 1999;
Thompson et al., 2003; Haskell et al., 2007) for pa-
tients with a pedometer 8,000 steps per day were recom-
mended, which were increased to 10,000 steps per day
depending on the health and subjective feelings of the
patient (Hatano, 1993; Tudor-Locke & Bassett, 2004).

The patients from all groups recorded their entire PA
into record archives used for this programme. The pa-
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tients should wear the pedometer all day and the heart
rate monitor during the exercise. Checking of monitored
indicators took place after 3, 6 and 12 months.

For patients with the heart rate monitor, we estimat-
ed their caloric output during exercise on the basis of
the positive relationship between the known intensity
of circulation (% MHRR) and the derivative metabolic
intensity (% VO,max). We started off from the Karvo-
nen formula, % VO,/kg max = (VO,/kg max : 3,5) + 60
(Karvoven et al., 1957; ACSM, 1980) and subsequently
we have assessed exercise HR: HR = [(% VO,/

kg max : 100). (HR - HR )] + HR_(Astrand

& Rodahl, 1977). The caloric output wasressillnbsequently
calculated from the measured laboratory values VOzmax,
% MHRR, the caloric equivalent (4.8 kcal) and the dura-
tion of the exercise for either one week or for the whole
time of the experiment. A resultant value was relatived
to 1kg of weight.

The software Statistica 6.0 was used for data anal-
ysis. The basic characteristics of the study group are
presented as means, standard deviations and maximal
and minimal values. Differentials between groups were
evaluated by means ofthe Mann-Whitney U test. In all
analyses the differences were considered significant at
p < 0.05. Cohen’s coefficient d (Cohen, 1988) was cal-
culated for the determination of effect size between two
variables. The values of 0.2, 0.5 and 0.8 were interpreted
according to the small, medium and large ranges of Co-
hen’s standard.

The study was approved by the Ethical Committee
of the Faculty of Physical Culture at Palacky University
in Olomouc.

TABLE 2
The most common case history in groups

NSTEMI | STEMI | IM | AP | APs | APns
Gl(n=8) 4 3 1 0] 0| 0
G2(n=7) 2 2 0 1 1 1
G3(n=5) 1 2 0 1 0 1

Legend: G1 - group 1, G2 - group 2, G3 - group 3, NSTEMI -
myocardial infarction without elevation of the ST area,
STEMI - myocardial infarction with elevation of the ST area,
IM - myocardial infarction, AP - angina pectoris, APs - stable
angina pectoris, APns - non-stable angina pectoris

RESULTS

Adherence was evaluated in terms of records from
the archives (ending recording = dropping of the pro-
gramme).The level of adherence to the programme
amongst the patients was low and fluctuated a lot
(60-360 days). We recorded the lowest level of adher-
ence in group G2 and the highest was in group G3
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(TABLE 3). The PA records showed that the 12 month
programme was completed by a mere 10% of patients
(2 patients, both from group G3), whereas the others
dropped out prematurely (TABLE 4). Certain patients
claimed that they took part in the exercise programme
yet merely failed to record such events. This was not to
be trusted. We evaluated this situation as a decision of
these patients to finish the programme.

TABLE 3
Duration of the programme in days for individual gro-
ups

G1 G2 G3
M 123.75 111.43 216.00
SD 58.78 64.14 136.46
Min. 60.00 60.00 90.00
Max. 240.00 210.00 360.00

Legend: G1 - group 1, G2 - group 2, G3 - group 3, M - ari-
thmetic mean, SD - standard deviation, Min. - minimum value,
Max. - maximum value

TABLE 4
Finishing the programme in particular groups
Month n %
of finishing
the Gl | G2 | G3 | Total | Month | Total
programme
1. 0 1 0 1 5 5
2. 1 1 0 2 10 15
3. 3 2 2 7 35 50
4. 2 1 0 3 15 65
5. 0 0 0 0 0 65
6. 1 1 1 3 15 80
7. 0 1 0 1 5 85
8. 1 0 0 1 5 90
9. 0 0 0 0 0 90
10. 0 0 0 0 0 90
11. 0 0 0 0 0 90
12. 0 0 2 2 10 100

Legend: G1 - group 1, G2 - group 2, G3 - group 3

PA evaluation for individual patients according to the
groups

The number of steps for groups G1 and G3 is given
in TABLE 5. The average amount of steps per day in
group G1 was 9,964 + 4,324, while in group G3 it was
7,711 = 4,639. The average amount of steps per day
in group G1 did adhere to the recommendations, yet
proved to be lower in group G3. Five patients belong-
ing to group G1 either fulfilled or exceeded the recom-
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mended amount of steps, whereas three did not achieve
the recommended level. In group G3 just one patient
exceeded the recommended number of steps, whereas
the remaining four did not fulfil the required amount.
The patients who managed to complete the whole pro-
gramme achieved the highest average, yet also the high-
est total number of steps in both groups. We did not find
any statistically significant differences between groups
G1 and G3 in terms of the average daily amount of steps
(p=0,107,d =0,51).

The total period and average period per week of exer-
cise are given in TABLE 6. The average period per week
of exercise in group 2 was 340.63 = 279.94 minutes, in
group 3 was 255.82 + 180.10 minutes. Six patients ei-
ther fulfilled or exceeded the recommendations in group
G2, as four patients did the same in group G3. Even
these parameters did not give us any statistically signifi-
cant differences between groups G2 and G3 (p = 0.291,
d=0.25), (p=0.685, d =0.35).

TABLE 7 presents the average HR during exercise
and % maximum heart rate reserve for patients of groups
2 and 3. The average value of HR . in group G2 was
93.00 = 10.74 and in group G3 it was 96.21 = 10.21.
We did not find any statistically significant differ-
ences between groups G2 and G3 in these indicators
(p = 0.309, d = 0.50). We have calculated circulation
intensity - % MHRR, in group G2 the average value
was 48.50 £ 16.84 and in group G3 it was valued at
45.50 + 4.04. Even these parameters did not give us any
statistically significant differences between groups G2
and G3 (p = 1.000, d = 0.18). Only two patients from
group G2 fulfilled the recommendations.

TABLE 8 presents the weekly caloric output during
exercise for groups G2 and G3. Two patients from group
G2 did not fulfil the recommendations, whereas the re-
maining five either managed to do so or even exceeded
them. Two patients from group G3 had a level of caloric
output during exercise, which was significantly lower
than the recommended one, whereas the remaining two
managed to fulfil reccommendations. We did not record
a statistically significant difference between groups G1
and G2 (TABLE 8).

We estimated the total caloric output for patients
from groups G2 and G3, which allowed us to compare
the patients. There were massive differences among in-
dividual probands, with the highest value in both groups
being around 121 Mcal and the lowest in group G2 be-
ing around 3 Mcal, and 2 Mcal in group G3. We did not
record any statistically significant difference between
groups G2 and G3 (TABLE 8).
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DISCUSSION

The aim of our work was to evaluate the use of the
most frequent means for checking PA and adherence to
this PA in terms of the domiciliary rehabilitation pro-
gramme for patients with coronary artery disease.

There is a host of materials devoted to the positive
influence of PA as a form of prevention of cardiovascular
disease (Leon et al., 2005; Dunn et al., 1997; European
Heart Failure Training Group, 1998; EUROASPIRE II
Study Group, 2001; Myers, 2003; Rockhill et al., 2001).
For example as early as in 1988 Oldridge et al. made
a meta-analysis of 10 selected trials of rehabilitation fol-
lowing myocardial infarction. The results indicated a sig-
nificant reduction of 24% for all causes of death and 25%
for cardiovascular mortality in 2,202 patients allocated
to comprehensive cardiac rehabilitation when compared
with 2,145 control subjects. The results of these studies
are generally accepted yet the motivation to an adequate
level of physical activity will remain a major challenge to
researchers in the context of cardiovascular prevention.
There will be a growing interest in evaluating alterna-
tive approaches to treatment (Shepard & Balady, 1999).

Although exercise is considered to be the easiest
type of rehabilitation for patients with coronary heart
disease, their maintenance in exercise programs is
difficult most of the time. Approximately 20-25% of
patients drop out of exercise programs within the first
three months and about 40-50% within 6 to 12 months
(Song et al., 2000; Oldridge, 1982). People, who devote
themselves to PA for a minimum of 6 months generally
gain the psychological and biological ability to minimal-
ise situation barriers, which come hand in hand with
the exercise (Dishman, 1984).

King et al. (2009) discovered that adherence to
a healthy lifestyle pattern has decreased over the last
18 years. These findings have broad implications for
the future risk of cardiovascular disease in adults. Ad-
herence to a healthy lifestyle has dropped in the last
18 years. Furthermore, individuals with a history of
hypertension, diabetes or cardiovascular disease were
no more likely to be adherent to a healthy lifestyle than
people without these conditions. On the other hand,
Macchi et al. (2009) discovered in their study that 65%
of the elderly patients who have attended post acute
inpatient cardiac rehabilitation after cardiac surgery are
still capable of recovering or even increasing their regu-
lar physical activity and of maintaining these favourable
lifestyle changes at least for 1 year. Perri et al. (2002)
stated that prescribing a higher frequency increased the
accumulation of exercise without a decline in adherence,
whereas prescribing a higher intensity decreased adher-
ence and resulted in the completion of less exercise.
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TABLE 5

Number of steps for groups 1 and 3

G1

G3 AG1:AG3 BG1: BG3
A B A B P d P d
M 1,183,591 9,964 1,569,303 7,711 0.770 0.36 0.112 0.51
SD 856,699 4,324 1,383,216 4,639
Min. 428,979 690 387,105 154
Max. 2,820,460 25,881 3,738,546 28,173

Legend: G1 - group 1, G3 - group 3, M - arithmetic mean, SD - standard deviation, Min. - minimum value, Max. - maximum value,
A - total number of steps/patient, B - average amount of steps per day/patient, p - level of statistical significance (Mann-Whitney U test),

d - effect size (Cohen’s coefficient)

TABLE 6

Duration of exercise for patients from groups 2 and 3

G2

G3 G2A:G3A G2B : G3B
A B A B P d P d
M 5,781.29 340.63 7,379.00 255.82 0.291 0.25 0.685 0.35
SD 7,249.39 279.94 5,215.19 180.10
Min. 495.00 57.70 479.00 37.26
Max. 21,615.00 840.58 15,119.00 506.72

Legend: G2 - group 2, G3 - group 3, M - arithmetic mean, SD - standard deviation, Min. - minimum value, Max. - maximum value,
A - total duration of exercise in minutes/patient, B - total duration of exercise in minutes for a week/patient, p - level of statistical signi-

ficance (Mann-Whitney U test), d - effect size (Cohen’s coefficient)

TABLE 7
Exercise heart rate and maximum heart rate reserve for patients of groups 2 and 3
. G3 G2:G3 G2:G3
HR % MHRR
HR_.. | %MHRR HR % MHRR » d p d
M 93.00 48.50 96.21 45.50 0.309 0.50 1.000 0.18
SD 10.74 16.84 10.21 4.04
Min. 80 21 80 40
Max. 125 74 127 49

Legend: G2 - group 2, G3 - group 3, M - arithmetic mean, SD - standard deviation, Min. - minimum value, Max. - maximum value,

HR__ . - heart rate during exercise, % MHRR - maximum heart rate reserve, p - level of statistical significance (Mann-Whitney U test),
d - effect size (Cohen’s coefficient)

TABLE 8
Estimate of the weekly and total caloric output during exercise for patients of groups 2 and 3
G2 G3 G2B: G3B G2A:G3A
B A B A p d p d
M 20.14 33.01 13.57 47.56 0.345 0.42 0.705 0.43
SD 17.79 10.86 11.55 52.39
Min. 4.99 2.95 2.60 2.34
Max. 54.50 120.52 25.70 121.60

Legend: G2 - group 2, G3 - group 3, M - arithmetic mean, SD - standard deviation, Min. - minimum value, Max. - maximum value,
B - total caloric output in kcal/kg during exercise for a week/patient, A - estimate of the total caloric output in Mcal during exercise/
patient, p - level of statistical significance (Mann-Whitney U test), d - effect size (Cohen’s coefficient)
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Only two patients managed to complete our 12 month
programme. This statistic does indeed adhere to the of-
ten quoted 10% of adherence and it is possible to expect
that the amount would drop further with time. Of our
patients, 50% dropped out even during the first three
months and 25% of the patients quit the programme
between the sixth and twelfth month.

One of the parameters for the effectiveness of PA is
its caloric demand. The recommendation for the caloric
output during exercise is 10-25 kcal/kg per week (Stejs-
kal, 2004). Our results suggest that the average value of
the estimated caloric output per week and throughout
the whole time of monitoring individual patients oscil-
lated quite a bit. Where a small amount of probands are
concerned it is impossible to statistically evaluate these
differences. Despite this, it seems that using a combined
system for following PA (monitoring heart rate + moni-
toring number of steps) did not affect these parameters.

Explaining the reasons for a very low level of ad-
herence which does not only limit the effectiveness of
the PA programme yet also the levels of mutual judge-
ment and support, is very difficult. The reason is in the
variations surrounding the problems, the breadth and
variability of their influences upon individuals, which
influence the possibilities for outer intervention in
a negative manner. Moreover, there is the important
and certain role of genetic predisposition linked to the
realisation of physical regimes and their effectiveness.
Whereas the given PA programme is very quickly effec-
tive for certain people, the same programme turns out
to be ineffective for others.

Apart from certain physical dispositions in terms of
exercising for a long time (state of health, age, capacity
parameters limiting systems, etc.) psychological factors
also play a very important role, which influence motiva-
tion and adherence (Stérbova et al., 2008). The level
of motivation in an individual’s life is often judged in
relationship to performance. If the individual is consid-
ered to be successful in activities, which he/she carries
out, then he/she is strongly motivated and finds it easier
to achieve the specified targets. However, these targets
must be realistic and the opposite case sees them lower-
ing motivation (Roberts, 2001). Annesi (2004) states
that clearly defined targets become the main cause,
which determines the level of allegiance to regular PA
and simultaneously increases endurance and immunity.
Personal factors also play a significant role (the ability
to use strength, determination, work rate, tendency to
stick to tasks and fulfil them), especially in situations
where there is a lack of outer strength. The main target
of our patients is, above all, their health and returning
to a normal life. Even this seems insufficiently strong as
a motive towards long term adherence. Getting used to
a long-term lazy lifestyle wins against short-term positive
motivation for most patients. Self-Determination Theory

Acta Univ. Palacki. Olomuc., Gymn. 2010, vol. 40, no. 4

(SDT) distinguishes between amotivation (lacking any
intention to engage in a behaviour), extrinsic motivation
(where the behaviour is engaged in order to achieve out-
comes that are separable from the behaviour itself) and
intrinsic motivation (where the behaviour is engaged in
for the enjoyment and satisfaction inherent in taking
part) (Ryan & Deci, 2000). According to SDT’s basic
tenets, the successful maintenance of weight reduction
would occur when people chose eating and exercise
behaviours because they personally value weight loss
maintenance and its health benefits accordingly, suc-
cessful weight loss and long term maintenance would
not be achieved if reasons for it were mostly controlling
(e.g., because the doctor insisted or based on a strong
desire to be thin, according to social norms). Being
autonomous in one’s relevant actions, that is, having
an internal perceived locus of causality, is the crucial
predictor of maintained behaviour change (Rose et al.,
2005). In a recent study on the psychosocial predictors
of weight management, an increase in intrinsic motiva-
tion for physical activity was the strongest predictor of
long term weight change, even after adjusting for initial
weight loss (Teixeira et al., 2006). SDT could be used
to make the dynamics of motivation during lifestyle
changes clear.

The quality of the prescription, which must take the
abilities and possibilities of the individual into account,
plays a very important role. Therefore, it is very impor-
tant for the prescribed PA to have optimal intensity,
duration, frequency and volume in order for it to adhere
to the interests and possibilities of the individual. It is
erroneous to prescribe one type of exercise and to insist
upon it. A similar mistake is to not specify the type of ex-
ercise required or to put too much stress on checking it.
The social environment may also play a significant role.
Matous et al. (2000) prefer group training to individual
training for improved levels of adherence.

Taking these circumstances into account, it is very
difficult to prescribe a PA programme as it is necessary
to take a number of factors into consideration, includ-
ing correctly estimating the weak and strong points of
the patient (client or proband), correctly predicting the
development of adherence and concentrating on the risk
periods for future training.

Our work has shown that patients prefer a simple
method of monitoring PA. Using a pedometer may be
a very simple and effective way of motivating people to
do PA and to measure their achievements (Tudor-Lock
et al., 2004). The average daily value for the number
of steps in group G1 adhered to the recommended
10,000 steps, yet G3 was around 25% under the recom-
mended amount. Araiza et al. (2006) carried out a study
with the aim of finding out whether the recommended
10,000 steps has an influence on reducing cardiovascu-
lar risks in patients with DM II. type or not. The PA of
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patients increased by 69% during the 6 week interven-
tion programme, the resting caloric output increased,
the HDL: cholesterol level increased and the level of
inhibitor activators of tissue plasminogens was positively
influenced. Butler et al. (2009) discovered in their study
that the pedometer based intervention was successful in
increasing PA in cardiac patients after a 6 month cardiac
rehabilitation programme. This programme also led to
a greater adherence to PA.

CONCLUSION

Our study has shown that it is necessary to be de-
voted to the problematic area of adherence to PA. In
order for the intervention programme to reach its aims,
thus positively influencing the health of individuals, it
must have a quality prescription and must be adhered to.
The pedometer turned out to be the best of the devices
used for monitoring the volume of PA. The patients with
decades of a sedentary lifestyle behind them, which has
social and psychological effects, turned out to show the
lowest level of adherence. Despite the fact that these
patients were aware of the risks to health resulting from
a lack of PA, they still lacked the wilpower to complete
the programme.

The limiting factors of our study include (a) the
enormously low number of patients who finished the
12 month programme; (b) potential inaccuracies in the
record archives; (¢) insufficient surveillance during the
programme. On the basis of these limits the follow up
research should focus on eliminating inaccuracies in the
records with more frequent checkups during the moni-
toring period by the means of mail service or internet
mail service. It is necessary to increase the number of
patients who start with the programme of physical activ-
ity by means of good motivation programme.
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ADHERENCE K POHYBOVE AKTIVITE
U PACIENTU
S KARDIOVASKULARNIM ONEMOCNENIM
(Souhrn agnlického textu)

CILE: Cilem studie bylo zhodnotit adherenci k po-
hybové aktivit€ (PA) v ramci ro¢niho intervenéniho
programu domadci rehabilitace u pacientd po infarktu
myokardu.

METODIKA: Kone¢ny soubor tvofilo 20 pacienti
(4 zZeny a 16 muzi) preventivni kardiologie Fakultni
nemocnice Olomouc s koronarograficky prokazanou
ischemickou chorobou srdecni ve véku 61,95 £ 11,02 let.
Podle metodiky kontroly PA byli pacienti rozd€leni do
tfi skupin. Skupina 1 (G1) pouzivala krokomér, skupi-
na 2 (G2) monitor srde¢ni frekvence a skupina 3 (G3)
oba pfistroje soucasné. Pacienti zapisovali pocet kro-
kt, trvani cviceni (G1 a G3) nebo priimérnou srdec¢ni
frekvenci (G2 a G3) do zaznamovych archii. Kontrola
sledovanych laboratornich a klinickych ukazateld pro-
bihala po 3, 6 a 12 mésicich.

VYSLEDKY: Adherence k programu byla velmi vari-
abilni (60-360 dni), nejnizsi byla u pacientd skupiny G2
a nejvyssi ve skupin€ G3. Program dokoncili pouze dva
pacienti ze skupiny G3 (10 % z celkového poctu interve-
novanych pacient(l). Mezi jednotlivymi skupinami jsme
nezaznamenali statisticky vyznamny rozdil v zadném
ze sledovanych ukazatell kvality pohybové intervence
(pocet krokt, doba cviceni, odhad energetické spotfeby
pfi cviceni).

ZAVERY: Jako nejvice akceptovany prostiedek ke
kontrole objemu PA se jevil krokomér. Velmi nizka ad-
herence vyplyva z pevné fixace vétSinou n€kolik desitek
let trvajiciho sedavého Zivotniho stylu a ¢asto ma psy-
chologické a socialni pfiiny.

61

Klicova slova: aerobni cviceni, krokomeér, monitor srdecni
frekvence, motivace.
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