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A B S T R A C T   

Objective: Health misinformation is common and can lead to harmful behaviors such as medication non- 
adherence. We assessed the impact of a novel patient educational tool focused on overcoming misconceptions 
among patients with coronary artery disease (CAD). 
Methods: We developed the CAD Roadmap, an educational tool aimed at explaining the disease trajectory and 
overcoming common disease misconceptions (such as that statin medications are not beneficial). We designed a 
pilot survey to assess patients’ 1) CAD-related knowledge, 2) medication-taking behavior, and 3) acceptability of 
the Roadmap. Survey participants were recruited online. CAD knowledge scores were compared with repeated 
measures t-tests. 
Results: Among 114 patients with CAD (mean age 67 years, 63% male), average CAD-related knowledge was 
79.0% pre-test and 89.7% after review of the CAD Roadmap (p < .001). After review of the Roadmap, 24% 
indicated they planned to take their medications more regularly, 93% agreed it was helpful in understanding 
medication benefits, and 77% felt more empowered to participate in medical decisions. 
Conclusion: The CAD Roadmap was evaluated positively, improved disease-related knowledge, and has the po-
tential to improve adherence to treatments. 
Innovation: Unlike many other interventions, the CAD Roadmap is specifically designed to overcome common 
misconceptions to improve health behaviors.   

1. Introduction 

Over 20 million adults in the United States have coronary artery 
disease (CAD) [1]. Advances in understanding of the disease have led to 
a multitude of effective treatments for CAD including lifestyle changes, 
cholesterol-lowering drugs such as statins, and interventions such as 
stents and coronary artery bypass (CABG) surgery [2,3]. Although CAD 
is a lifelong disease, these advances have led to improvements in both 
mortality and quality of life for patients with CAD [1]. 

However, patient misconceptions about CAD and its treatment are 
common and can lead to health behaviors that are harmful. For example, 
some patients believe that they are “cured” after receiving a coronary 
stent, and no longer need further treatment with medications or lifestyle 
changes [4,5]. Many patients believe stents alone prevent heart attacks, 
even after being explicitly told otherwise [6,7]. In a 2021 qualitative 
study, patients who had recently received a stent for stable coronary 

symptoms were told about studies showing the uncertain benefit of 
stents, and patients’ reactions included disbelief and shock (e.g., “I’d be 
stunned, knowing what I know… it would be disbelief. Yeah, it would be 
disbelief.” (Male, Age 63) [7]. Furthermore, many patients believe CAD 
medications such as statins are not beneficial and may even be harmful 
due to misinformation that is abundant on the internet. The proportion 
of websites with non-credible information about statins has been esti-
mated to be as high as 26%, and misinformation about statins on social 
media tends to exaggerate side effects and negate benefits [8-10]. Mis-
conceptions about the CAD disease trajectory, the benefit of coronary 
interventions, and the benefit of CAD medications can lead to low rates 
of adherence to guideline-recommended treatments [11]. 

Informing patients can be an uphill battle against patients’ in-
tuitions, pre-existing beliefs, and widely circulating misinformation. 
Most clinicians likely are conveying high-quality information to their 
patients with CAD. However, information provided by clinicians 
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competes with patients’ pre-existing beliefs and other informational 
sources, and clinicians’ messages may not be adequately reinforced 
outside of the clinical encounter. Moreover, perhaps because CAD is so 
common, some patients may have well-established mental models - 
defined as an interconnected network of beliefs - about CAD. When 
people have an established mental model about how something works, 
new information is interpreted through the lens of that mental model. 
Information that conflicts with the mental model is often ignored or 
misunderstood [12]. 

To overcome CAD misconceptions, accurate information must be 
repeatedly reinforced and designed to give patients a more accurate 
mental model about CAD. Although many patient education resources 
exist to explain what CAD is, many focus on single decision points in the 
disease process such as the decision to undergo coronary stenting [13- 
16]. However, given that substantial misconceptions about the disease 
course and treatments persist, there is a need for materials that are 
designed to inform patients’ broader understanding of CAD, the disease 
trajectory, and the benefit of different treatments and how those relate 
to the disease trajectory. Informing patients’ broader understanding, or 
mental model, of what CAD is and how it works, particularly at the 
beginning of the disease course, could overcome the limitations of 
existing educational tools [17,18]. 

Accordingly, we developed and pilot-tested the CAD Roadmap, a 
patient-facing booklet that was specifically designed to inform patients’ 
mental models of CAD at the time of diagnosis before misconceptions 
become entrenched. The Roadmap gives patients a long view of their 
diagnosis and the CAD disease trajectory, and is meant be used as a 
reference throughout the disease course. The booklet focuses on 
medication-taking and lifestyle changes as essential long-term treat-
ment, provides accurate information about the benefits and risks of CAD 
treatment medications, and in accordance with recent clinical trials, de- 
emphasizes stents as a preventative intervention [19]. Finally, the CAD 
Roadmap seeks to activate patients by helping them reflect on their 
broader healthcare preferences and describing how their preferences 
might influence care decisions. In this study, we describe a pilot survey 
of the Roadmap among 114 U.S. patients with CAD to evaluate 1) the 
acceptability of the CAD Roadmap and 2) its impact on disease-related 
knowledge and patients’ intentions to take CAD medications as 
prescribed. 

2. Methods 

2.1. CAD roadmap development process 

This study was approved by the Colorado Multiple Institutional Re-
view Board (#20–2030). We conducted an initial needs assessment to 
inform the content that should be included within a CAD educational 
tool and to understand the optimal time of its delivery to patients. We 
spoke with a group of approximately 20 clinical cardiologists who 
highlighted two main challenges of communication with patients diag-
nosed with stable CAD in the outpatient setting. First, it can take weeks 
to obtain an initial consultation with a cardiologist. This is a time of high 
patient anxiety during which patients often seek out information online 
or from community members, and that information can vary in its 
quality. Second, communicating the longer-term implications of a CAD 
diagnosis can be challenging. It is difficult to respond to patients’ im-
mediate questions, discuss next diagnostic and therapeutic steps, and 
also communicate the long-term implications of a CAD diagnosis and the 
importance of life-long medications. These physicians requested help 
communicating these concepts to patients, to prepare patients to have 
more informed discussions during clinical encounters. 

These findings, in addition to convergent efforts among colleagues 
working in different health contexts [1,2], led our team to conceptualize 
the idea of a Patient Roadmap, which was identified as a novel approach 
to patient education that could be used to support patients with many 
types of chronic illnesses [20]. In a conceptual paper, a Patient Roadmap 

was defined as a tool that would 1) inform patients about their diagnosis 
as well as the future implications of that diagnosis, 2) address common 
misconceptions, 3) help patients form accurate expectations for the 
future and anticipate future decisions that might be made, and 4) 
“activate” patients, including showing patients how they can be 
involved in their care and how their preferences matter [20]. 

Using this conceptual framework, we developed an initial prototype 
of the CAD Roadmap that included 1) basic educational material about 
what CAD is, how it is treated, and the treatment decisions patients face 
during the disease course; and 2) common misconceptions and misin-
formation cited in prior research. Our goal was for the Roadmap to be a 
patient-centered tool that encourages patients to be active participants 
in their care. Therefore, we first solicited feedback on the prototype from 
a standing panel of 10–15 diverse patients with various health condi-
tions including CAD [3]. We revised the tool based on the panel’s 
feedback, brought the tool back to the clinical cardiologist group, and 
made additional changes based on their feedback. We next conducted 
interviews with patients newly diagnosed with CAD (identified through 
the electronic health record at one author’s institution) to determine 
whether the CAD Roadmap was acceptable in the target patient popu-
lation, and received positive feedback about its relevance to the patient, 
readability, and completeness. We then employed a graphic designer to 
refine images and layout (sample pages shown in Fig. 1). In the research 
reported in this article, we evaluated the acceptability of the CAD 
Roadmap among a larger sample of patients with CAD, and conducted 
the first quantitative pilot test of the CAD Roadmap’s ability to improve 
CAD-related knowledge and patients’ intentions to take CAD medica-
tions as prescribed. 

2.2. Survey participants 

Participants were recruited through Dynata, a company that main-
tains a survey research panel consisting of millions of individuals 
worldwide who have agreed to take surveys in exchange for small cash 
prizes. Individuals were invited to participate via email and the survey 
was completed online. Invitations were limited to individuals located in 
the United States who were previously identified by Dynata as having a 
CAD diagnosis. A screener question at the start of the survey asked 
participants if they had a CAD diagnosis (“Coronary artery disease is 
when you have cholesterol plaques in the heart arteries. Some people 
also call this ‘heart disease’. Have you been diagnosed with coronary 
artery disease?”), and only those indicating they did have CAD were 
invited to complete the survey. 

2.3. Survey design and outcome measures 

After confirming they had a prior diagnosis of CAD, participants were 
invited to complete the full survey. Prior to receiving the CAD Roadmap, 
each participant responded to 9 CAD knowledge questions adapted from 
a previously published knowledge questionnaire [21], and a question 
indicating the perceived importance of taking their CAD medications 
regularly (1–6 Likert scale, 1 = not important, 6 = very important). 
Next, all participants read the CAD Roadmap tool, and then answered 
the same 9 knowledge questions and re-indicated their perceived 
importance of taking CAD medications. 

Next, participants reported the CAD medications they were currently 
taking by indicating “Yes” “No” or “I don’t know” from a list of common 
medications. Then participants indicated 1) whether they have ever 
refused a recommended medication (and if yes, which one(s)), 2) 
whether they ever skip or forget to take medications prescribed for CAD 
(almost never, sometimes, often, almost always), and 3) whether they 
intend to change the way they take medications after reading the CAD 
Roadmap (more regularly, less regularly, will not change). 

Next, participants were asked to evaluate the CAD Roadmap: 1) 
whether it was clear and easy to understand, 2) whether it was helpful in 
understanding the benefit of medications, 3) if they would recommend it 
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Fig. 1. Sample pages from the CAD Roadmap. Clockwise from upper left: cover page, a visual illustration of the disease roadmap, a page dispelling common CAD 
misconceptions, and a page describing the most effective CAD treatments. 
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to others, 4) whether it would help to have better conversations with 
their doctor, and 5) whether it would help them feel more empowered to 
participate in medical decisions. All of these questions were answered 
with a strongly disagree to strongly agree 7-point Likert scale. After 
these questions, participants were provided with space to write “any-
thing else that you think we should know about your experience reading 
the CAD Roadmap booklet”. 

Finally, the survey asked a number of questions for the purpose of 
describing the sample: 1) time since CAD diagnosis, 2) prior heart attack, 
3) prior stent, 4) prior CABG surgery, 5) frequency seeing a cardiologist, 
6) frequency seeing primary care doctor, and 7) standard demographics 
(age, gender, race, ethnicity, etc.). Embedded in the survey were two 
simple attention checks (e.g., To show that you are still reading these 
questions, select “strongly agree”). 

2.4. Analyses 

CAD knowledge scores were computed as proportion correct and 
compared with a repeated measures t-test. All other survey outcomes 
were analyzed descriptively (means, standard deviations, range, etc.). 
Analyses were performed using SPSS. 

3. Results 

One-hundred forty participants began the survey, and of those, 114 
confirmed they had CAD and were eligible to complete the study. 
Participant characteristics are displayed in Table 1. Age ranged from 34 
to 85, there was a balance of gender, the sample was predominantly 
white and was somewhat more educated than the general U.S. popula-
tion. Most participants had been diagnosed with CAD >5 years previ-
ously. Most participants saw a cardiologist and a primary care doctor 
once per year or more. Many participants reported a history of heart 
attack, stent and CABG procedures. Most indicated that they could pay 
for their medications. 

Pre-test and post-test knowledge scores ranged from 0% to 100% 
accuracy. Average knowledge, calculated as the percentage of CAD- 
related questions answered correctly, was 79.0% (SD = 15.1) at pre- 
test, and significantly increased after review of the CAD Roadmap 
(89.7%, SD = 13.0, p < .001). Knowledge questions, answers, and 
percent correct pre- and post-testing are provided in Table 2. 

Perceived importance of taking medications was at ceiling at pre-test 
(1–5 Likert scale; M = 4.97, SD = 0.15), limiting our ability to observe 
whether the tool could improve this outcome at post-test (M = 4.98, SD 
= 0.13, p = .160). Participants reported high medication adherence: 104 
(91%) participants indicated they never or almost never skip or forget to 
take their medications, 9 (8%) said they sometimes skip or forget, and 1 
(1%) reported they almost always skip or forget. Nonetheless, 27 (24%) 
participants indicated they plan to take their medications more regularly 
after reading the CAD Roadmap. 

Table 3 shows that evaluations of the CAD Roadmap were very 
positive. A large majority of participants “strongly agreed” or “agreed” 
that the CAD Roadmap was clear and easy to understand, helpful in 
understanding the benefit of their medications, and would recommend 
to others with CAD. >80% of patients reported that they thought the tool 
would help them have better conversations with their doctor, and >75% 
felt more empowered to participate in medical decisions after viewing 
the tool. 

Table 4 shows a representative sample of participants’ feedback in 
response to the open-ended prompt “Please use this space to tell us 
anything else you think we should know about your experience reading 
the CAD Roadmap booklet”. Participants were not forced to respond to 
this prompt, and yet, 85 participants wrote remarks (not including en-
tries such as “no comment” or “none”). The majority of those remarks 
were positive, with 6 comments that ranged from neutral (e.g., “no new 
information for me”) to negative (“I thought the roadmap itself was 
slightly confusing and complex”). 

Table 1 
Survey participant characteristics.  

Participant characteristic (n = 114)  

Age (mean, SD) 67.2 (9.7) years, 
range 34–85 

Gender  
Male 72 (63.2%) 
Female 42 (36%) 
Transgender/other 0 (0%) 
Race and ethnicity  
White 102 (89.5%) 
Black / African American 5 (4.4%) 
Native American 1 (0.9%) 
Asian / Asian American 3 (2.6%) 
Hawaiian / Pacific Islander 0 (0%) 
Other 5 (4.4%) 
Hispanic / Latino/a 4 (3.5%) 
Education  
Some high school 2 (1.8%) 
High school or GED 23 (20.2%) 
Some college or 2-year degree 38 (33.3%) 
4-year college graduate 13 (1.7%) 
Advanced or professional degree (Master’s, 33 (28.9%) 
PhD, MD, etc.)  
Trouble paying for medications  
Never 82 (71.9%) 
Sometimes 25 (21.9%) 
Often 5 (4.4%) 
Always 3 (2.6%) 
Marital status  
Single, never married 7 (6.1%) 
Married or living with a partner 68 (59.6%) 
Separated or divorced 23 (20.2%) 
Widowed 16 (14%) 
How often do you see a primary care doctor?  
Never 1 (0.9%) 
Less than once per year 5 (4.4%) 
Once per year 27 (23.7%) 
More than once per year 81 (71.1%) 
How often do you see a cardiologist?  
Never 1 (0.9%) 
Less than once per year 9 (7.9%) 
Once per year 43 (37.7%) 
More than once per year 61 (53.5%) 
How long ago were you first diagnosed with CAD?  
<1 year  
1–2 years 6 (5.3%) 
2–5 years 4 (3.5%) 
>5 years 21 (18.4%)  

83 (72.8%) 
Have you ever had a heart attack?  
Yes 50 (43.9%) 
No 61 (53.5%) 
I don’t know 3 (2.6%) 
Have you ever had a coronary stent procedure to open a 

blockage in one or more of your heart arteries?  
Yes  
No 67 (58.8%) 
Missing 46 (40.4%)  

1 (0.9%) 
Have you ever had coronary artery bypass surgery (CABG)?  
Yes  
No 48 (42.1%)  

66 (57.9%) 
Medications reported*  
Statin (atorvastatin, rosuvastatin, etc.) 101 (89.4%) 
Ezetimibe 7 (6.1%) 
PCSK9 inhibitor (evolocumab, alirocumab) 9 (7.9%) 
Fibrate (gemfibrozil, fonofibrate) 11 (9.6%) 
Niacin 3 (2.6%) 
Red yeast rice 3 (2.6%) 
Aspirin 99 (86.8%) 
P2Y12 inhibitor (clopidogrel, ticagrelor, etc.) 35 (30.7%) 
Beta blocker: (metoprolol, carvedilol, etc.) 71 (62.3%) 
Nitroglycerin 37 (32.5%)  

* Reported values are for participants answering “yes” they take this medi-
cation; all other participants responded with “no” or “I don’t know”. 
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4. Discussion and conclusion 

4.1. Discussion 

In this study, we report the development and pilot testing of the CAD 
Roadmap, a novel patient-facing educational tool aimed at educating 
patients from the beginning of their disease course and overcoming 
misconceptions about the CAD disease process and treatments. We 
developed and iteratively refined the CAD Roadmap tool using feedback 
from patients and clinicians, and then pilot tested the impact of the tool 
on 1) disease-related knowledge and 2) its potential effect on 
medication-taking behavior using a survey of 114 patients with CAD. 
Results showed that the CAD Roadmap had the following effects. First, 
even in a group of patients who had relatively high knowledge of CAD at 
baseline, it significantly improved average CAD knowledge scores. 
Second, although perceived importance of taking medications and re-
ported adherence were high at baseline, nearly one-fourth of partici-
pants indicated they planned to take their medications more regularly 
after reading the CAD Roadmap. Third, the vast majority of patients felt 
more empowered and informed about their disease, and felt more 
equipped to have conversations with their healthcare providers. Finally, 
evaluations of the CAD Roadmap tool were very positive; the vast ma-
jority of participants said they would recommend the tool to other 
people with CAD. 

Our results are significant in the context of 1) low rates of adherence 
to statin medications and 2) mixed results from prior evaluations of 
educational tools to improve statin adherence. While studies by 

Nieuwkerk et al. and Stacy et al. found modest improvements in statin 
adherence among patients who received educational interventions 
compared to controls, other studies by Eussen et al., Schwalm et al., and 
Ivers et al. showed no difference in adherence rates [22-26]. One reason 
for these mixed results may be due to widely circulating health misin-
formation about statins. Golder et al. analyzed nearly 12,000 social 
media posts about statins, and found that >20% of posts included 
polarizing personal beliefs or attitudes about statins [10]. Given this and 
other studies confirming widespread statin misinformation, coupled 
with a lack of information that explicitly addresses these mis-
conceptions, it is no surprise that many patients are reluctant to take 

Table 2 
Coronary artery disease knowledge survey questions.  

Question Answer Choices Percent 
correct 

(correct answer 
underlined) 

Q1. True or false: coronary artery disease is a 
life-long condition. 

A. True Pre: 78.1% 
B. False Post: 97.4% 
C. I don’t know  

Q2. For most people who have coronary 
artery disease and stable symptoms (who 
are not having a heart attack), which of 
the following is the best way to prevent a 
future heart attack? 

A. Getting a stent Pre: 77.2% 
B. Taking 
medications Post: 96.5% 

C. I don’t know  

Q3. True or false: If a person gets treated 
with a stent or bypass surgery, they will be 
cured of coronary artery disease. 

A. True Pre: 98.2% 
B. False Post: 99.1% 
C. Maybe  

Q4. True or false: After having a stent or 
bypass surgery, most people can stop 
taking medications for coronary artery 
disease. 

A. True Pre: 99.1% 
B. False Post: 98.2% 

C. Maybe  

Q5. How long do most people with coronary 
artery disease have to take medications 
for? 

A. Until they feel 
better 

Pre: 93.9% 

B. Until their 
cholesterol is lower 

Post: 97.4% 

C. For the rest of 
their lives  
D. I don’t know  

Q6. True or False: Sometimes a person’s best 
testing and/or treatment options for 
coronary artery disease depend on the 
person’s preferences and values. 

A. True Pre: 36.8% 
B. False Post: 68.1% 

C. Maybe  

Q7. True or false: All people who have an 
abnormal stress test need to have a stent or 
bypass surgery for treatment. 

A. True Pre: 87.7% 
B. False Post: 96.5% 
C. Maybe  

Q8. Which of the following treatments can 
relieve symptoms of coronary artery 
disease? 

A. Medications Pre: 93.9% 
B. Stents Post: 97.4% 
C. Both medications 
and stents  
D. I don’t know  

Q9. For most patients with heart disease and 
stable symptoms (who are not having a 
heart attack), does getting a stent reduce 
the risk of a future heart attack? 

A. Yes Pre: 46.5% 
B. No Post: 57.0% 
C. It depends  
D. I don’t know   

Table 3 
Participant evaluations of the CAD roadmap.  

I found the information in the CAD Roadmap tool clear and easy to 
understand  

Strongly disagree  
Disagree 2 (1.8%) 
Somewhat disagree 0 
Neither agree nor disagree 0 
Somewhat agree 1 (0.9%) 
Agree 2 (1.8%) 

Strongly agree 27 
(23.7%)  
82 
(71.9%) 

I found the information helpful in understanding benefit of taking 
medications for CAD  

Strongly disagree  
Disagree 2 (1.8%) 
Somewhat disagree 0 
Neither agree nor disagree 0 
Somewhat agree 0 
Agree 6 (5.3%) 

Strongly agree 
29 
(25.4%)  
77 
(67.5%) 

I would recommend the CAD Roadmap tool to other people who 
are diagnosed with CAD  

Strongly disagree  
Disagree 1 (0.9%) 
Somewhat disagree 0 
Neither agree nor disagree 0 
Somewhat agree 2 (1.8%) 
Agree 2 (1.8%) 

Strongly agree 24 
(21.1%)  
84 
(73.7%) 

This information could help me to have better conversations with 
my doctor about CAD  

Strongly disagree  
Disagree 1 (0.9%) 
Somewhat disagree 1 (0.9%) 
Neither agree nor disagree 0 
Somewhat agree 9 (7.9%) 
Agree 8 (7.0%) 

Strongly agree 
33 
(28.9%)  
62 
(54.4%) 

This information made me feel more empowered to participate in 
decisions about my medical care  

Strongly disagree  
Disagree 1 (0.9%) 
Somewhat disagree 0 
Neither agree nor disagree 0 
Somewhat agree 9 (7.9%) 

Agree 16 
(14.0%) 

Strongly agree 
33 
(28.9%)  
55 
(48.2%)  
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statins, particularly long-term [27]. Countering medical misinformation 
has recently become an issue of national priority, described in an 
editorial written by the Food and Drug Administration commissioner 
[28]. Our results suggest that the CAD Roadmap could be a useful tool in 
combating statin misinformation and improving adherence, potentially 
in conjunction with other interventions that have shown promise in 
improving adherence such as medication-taking reminders [29]. 

4.2. Innovation 

Patient misconceptions about CAD and its treatment remain common 
despite existing educational tools and the availability of information 
about CAD from reliable sources on the internet such as the American 
Heart Association and Centers for Disease Control [30-32]. The concept 
of a Patient Roadmap for chronic illness is a new and innovative para-
digm for patient education and patient-centered care [20]. Unlike other 
tools, the CAD Roadmap gives patients a long view of their diagnosis 
(including what to expect in the future and can be used as a reference 
over time), and focuses on medication-taking as an essential long-term 
treatment. Our CAD Roadmap explicitly addresses common mis-
conceptions about CAD treatment, and continually reinforces the life-
long benefits of medication, as well as putting treatments such as stents 
into context. Additionally, many educational interventions are simply 
informational. The CAD Roadmap is specifically designed to activate 
patients to participate in their disease management, clarify their 
healthcare goals and values, and thereby foster better conversations 
with clinicians by employing a “flipped exam room” model (i.e., informs 
patients outside a patient-clinician visit to prepare patients for better 
future conversations) [33,34]. Finally, many educational interventions 
are not designed to take place within the context of the daily workflow 
(i.e., they require substantial additional time / resources / staff). The 
CAD Roadmap is designed to enhance the daily workflow; it can be 
delivered directly to patients, does not impose additional time or 
resource burdens on clinicians, and enhances the quality of the clinical 
encounter by providing introduction and context to important CAD 
concepts. 

Our study has several limitations. First, we assessed baseline medi-
cation adherence using a sample self-reported measure, and assessed 
only the potential impact of the Roadmap on adherence. Future studies 
should assess the impact of Roadmaps on adherence using validated 
measures in clinical trial settings. Second, our survey sample was largely 
white and well-educated, and therefore the generalizability of our 
findings may be limited. Third, the participants largely had been diag-
nosed with CAD >5 years prior to the survey; thus, the level of knowl-
edge and medication adherence may differ from newly diagnosed 
patients. Fourth, the CAD Roadmap is targeted to patients receiving an 
initial diagnosis of stable CAD in the outpatient setting. Results may not 
be generalizable to patients diagnosed with CAD in an acute setting (e.g., 
myocardial infarction). Fifth, our survey was fielded through a survey 

research company that identified a sample of CAD patients willing to 
take our survey for a small cash incentive; our results may not be 
generalizable to all CAD patients. 

4.3. Conclusion 

Misinformation about chronic diseases is common and can lead to 
adverse health behaviors. The CAD Roadmap is a novel tool designed to 
educate patients about CAD across the disease course, address common 
misconceptions about CAD treatments, and activate them to be involved 
in their care. The tool was evaluated positively by CAD patients and 
improved disease-related knowledge. Finally, by overcoming mis-
conceptions about CAD treatments, widespread implementation of the 
CAD Roadmap has the potential to improve adherence to medications 
such as statins. 
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