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 ABSTRACT N

N

The purpose of this study was to examine the process of adjustment that individuals
experience following myocardial infarction (MI). The study was.conducted utilizing a
grounded theory approach. Interviews with 14 individuals who had experienced an MI
were the major source 'of data. The findings of thIs study indicate that th%proeess of.: “

adjustment following Ml is variable and incorporates“ fou‘r{' stages. In each.of these sta\ges
the individual focuses on the core process of regaining a sense of personal control. The
.informants' descriptions indidated that this sense of control consists of three dimensions: a
sense of predictability, of self-determination, and of independence. I‘he completion of the
adjustment process is contingent upon the full 'realization of these three dimensions. The
first stage of the adjustment process lnvolves attempts to defend oneself agamst a'
threatened losof control. In the second stage, the 1nd1v1dual struggles to come to'tertns
with her or his MI The second and third stages of the ad]ustment process were found to
be highly related, in that the ways an individual deals with the second stage affects the

v

manner in which the third stage, learning to live, is experience roughout the third

stage numerous strategies are employed in order to re-establfsh a sense of control. If
control 5;s“ure estabhshed the individual progresses to the final stage of adjustment ‘The
hallmarks of this final stage mclude an acceptance of hmltauons a refocusmg on issues |

- other than the MI and a percelved sense of mastery Men s and women's expenences with

the process of adjustment post MI were found to dtffer “Women tended to resume

‘.

activities at a faﬁpace followmg their MIs and were - ‘more reluctant thanmen to en gage in
- life- -style modtﬁcatlou€ A descnpuon of the\ process of adjustrnent that 1nc1udes the
expenences of women has not been prewously reported Further mvestlgatlon is requxred

to venfy the theoretical model developed in this study andto develop and test interventions -
§ : ' :
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»

which w111 assist the victims of M1 in the adJustment process. The ﬁndmgs of this study

px‘ov1de a basis for i mvesugauons of thlS nature. .

. D 1
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Statement of 'the Problem -

- In industrialized countries the incidence of Coronary Artery Disease (CAR) e_xceeds
that of any other life threatening disease 4(I-Iirscﬁ & Meagher, 1984). CAD represents an

insidious process that begins early in life and progresses steadily throughout the years.

' Frequently, CAD is r)qa ested as myocardlal 1nfarcuon (MI) The treatment and care of

the patient with MI h4$ atically changed over the past decade. The unproved control
of vital functions and the 1ntensxﬁcauon of care during the acute phas_e of MI has reduced
mortality during hospitalization to 15% (J ohanssOn, Vedin, & Wilhelmsson, 1983).
Despite “his progress, care for the MI patie_ntlco.ntin'ues to pose several problems. This is
pariicularly true if one considers the MI bpat'i%ant's reooyery in broades terms than the
recovery of the oardiovascular system. : \

Wl[h the increase in survwal rates, attentlon has turned to the rehablhtanon of panents
with MI. Despite the substanual volume of research hterature in this area the process of
adjustment which patlents expenence followmg Mlis not understood. To date,
1nvest1gators have focused on specﬂfy aspects of rehabﬂltatlon such as the mc1dence of

dety and depressron and the frequency with whrch individuals return to work. The
importance of patients' own perceptions of their recoveries fol_lowmg MI has not been
acknowledged in the literaturc. Consequently, research findin gs.in the field of ca'rdiac

rehabrhtanon offer a fragmented understanding of the process of adjustment which MI

-

panents CXpCI’lCl’lCC

The majority of - .earch studies in the field of cardlac rehabilitation have focused on

the male pauent Tr=re nas been a failure to acknowledge.that the fe}nale experience

followmg MI may t. different from the male expenence The focus on the male MI pauent

1nev1tably has arisen from the fact’ that men under 65 years of age have three to ﬁve times ¢4

‘(r

: ¥
the incidence of MI compared to women (Johansson etal., 1983; Welnblatt Shapiro, &
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Frank, 1973). Nevertheless, more than 10,000 Canadian women d’efd of MI in 1981

(S tatrstrcs Canada, 1982). Moreover some investigators project that the incidence of MI in
i

. women W111 escalate over the next decade as more and more women expose themselves to

Stressors out51de the home and as the incidence of cigarette smokmg in young'women
increases (Boogard 1984 Hirsch & Meagher, 1984; Otten 1985).

Men and women differ both physxcall& and in terrns of their socialized gender roles.
They are exposed to different stressors and react differently to them'(Bvowles & Dam-
’ Rabolt*1986) It is therefore erroneous to generahze ﬁndmgs der1ved from research whrch
has focused on men following MI to the female T populatlon S ’ -

Investigators are continuing o explore ways in whrch cardiac rehabilit‘ntion programs  *
can be improved. Yet despite the tremendous research effort in this field, findings indicate
_ that not all the needs of male and female cardrac patients are bemg met N urses have a
maJor rol to pl'ay in the development and 1mplementat10n of cardrac rehabrhtanon
programs. Prior to the development of effectlve mterventlons Wthh meet the needs of MI
' pattents an understandmg of the process of adjustment which both worgen and men
expenence followmg Ml Jmust be attained.
Purpose and Rationale

Nurses play an important role in nssisting\ survivors of MI aChieve optimal health.
Yet, little is—lcnown regardlng the process of ndjustmens} which men .an‘d women experience
following MI. Prior to the establishment of effective cardiac rehabilitation programs for
both men and women, the context in ulfhich they live th::ir lives a.ndthe activities they
engage in while rehabilitating must be understood. _

" The purpose of this study was to increase nursmg knowledge regarding the process of \“‘

adjustment which men and women expenence following MI. The ﬁndmgs of this study |
. prov1de a base of understanding from which health professronals can conduct further
research. Research in _the field of cardiac rehabilitation cannot progress to a hi gher level of
‘inquir.y without an understandlng of whzzt individuals enperience following MI.

-



.Ulnmately, further research in thls field will lead to a sufﬁc1ent understandmg of the
expenences and health needs of MI victims.
Objectives
The specific objectives of the study were to: - ‘
1.. Generate a detailed description of the process of adjustment following " 11.
2. Compare and contrast the process of adjustment which men and wom:=n
experience following MI. |
3. Generate a theoretical analysis of the factors which influence the adjustment
| process following MI.
4. Develop propositional statements regarding the pfocefss of adjustment which

men and women experience following MI.

-
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II. REVIEW OF THE LITERATURE

Individuals who have experieneed an MI have been the subject of numerous

investigations. Desplte this tremendous research effort, a clear und;:rstandmg of the‘

- process of recovery Wthh an individual expenences following MI has not emerged. “The

bulk of th% research in the field of cardiac rehablhtatron has focused on aspects of recovery.-

The result of these investigations is a fragmented understanding of how an individual

' adjusts following MI. The majority of these invest gations have’utilized traditional

quantitative research approaches. This orientation tends tr, reduce the human being under

“study to an object composed of many small measu-able units. It gkl\ves no clue as to how to

fit these small units back into the dynarmc whole that is the living human being
(Hammers ey & Atkinson, 1983). The purpose of the following chapter is to summérize i
and critically assess the existing literature which pertains to the adjustment of men and

women folloWing MI and to demonstrate the need for further investigation in this area.

s

The differentiation between male and female responses to MI is a confusing issue.’

. This confusion stems from the fact that i mvesngators frequently have referred to the cardiac

patxent with male spemﬁc pronouns, desplte the fact that women may have been included in
the.study sample. Although this choice of wording is a tmdmonal style of writing, it can be

mlsleadmg Despite thlS style of writing there are two assumptions that frequently underlie

| } t‘esearch in the field of cardiac rehablhtatmn: (a) most cardiac patients are male| therefore

mvesu gation should be confined to this sample or (b) the expenences of men and women
followmg MI are 1denncal The first assumptlon is erroneous and the second has not been
substannated In fact, the few studies that have exarmned gender differences refute this
assumption. These issues must be con51dered when exa.mmmg the research literature
which pertams to rehabilitation following MI. |

The majonty of literature which addresses the rehabilitation of the MI patient consists

of papers which focus on the treatment and care of MI patients. These papers geherally fail

~
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to include any empirical data or detailed clinical descriptions. A reading of these papers._‘
leaves one with the impression that statements are more emphatic and conﬁden; than is
currently justified by the avaqila‘blc research literature. For this reason the following review
will primarily focus on pertinent research literature drawn from the disciplines of nursin g,
medicine,‘ and the behavioural sciences. Tne major findings from these disciolines will be

.discussed in terms of three content areas:‘v (a) osycno;soc‘ial édjustment following MI, (b)
physicnl adjustment following MI, and (c) familial adjnstment following MI. These three
categories have emerged as the primary foci of investigation in the' existing cardiac

' r_eh‘abili'tation literature. Finally, a fourth area will be addressed which fncludes the small

body of research that has focnsed on the perceptions of indivi.duals'who have experienced »
an MI. Included in this section will be a discussion of extant biographicai and |

, autobiogréphicaf Iiteratnre which describes the exoeﬁences of MI victims.-

Psycho social AdJustment Followmg MI ’

It has been widely recogmzed that the event of MI can have a profound effect on the
psychological status of the individual (Byrne 1982; Cassem & Hackett, 1977 Cay, Vetter
Phillip, & Duggard, 1972; Wishnie, Hackett, & Cassem, 1971). In turn, an individual's -
psychological status can affect his or her-course of recovery following MI. Several
investigators‘;eoncluded that anxious and depressed cardiac patients tend to ha\'/e_prolonge'd
and c'ompnczitedinnes'ses (Croog, Levine, & Lurie, 1968; Garrity & Kiien, 1975; Gentry
& erllams 1979 Hertanu, Dav1s Focseneanu, & Lahman, 1986) Denial, anxrety,

anger, and depre551on have been frequently cited as typrcal responses to the event of MI

| (Nagle, Gangola & Picton- Robinson, 1971 Runions, 1985 Scalzi, 1973) Alth___ﬁh

con51dered normal" adaptive mechanisms on a short term basis, these responses are
consrdered maladaptlve if prolonged or accentuated. Such responses are reported to occur

' ina vanety of pauents no deferennatlon has been made on the basis of gender nor has the

context in which these responses occur been described in any detail.



Several mvestlgators have exammed the factors that can contribute to psychologlcal
dlSIICSS post- mfarctlon Some 1nvest1gators have attempted to link the presence of
psychologlcal distress wnh aspects of~the coronary care unit (CCU) environment.

: Doerhman (1977) rewewed thlS body of literature and concluded that little evidence exxsted
Wthh supported the clalm that provocatwe mrcumstances such as attachment to a monitor

| or witnessing a cardlac arrest brmg about psycholog1cal dlsturbances In fact, it has been

B : -.vr-reported that the envuonment of the CCU is a source of security for the individual who has

K expenenced an MI (Cay et al 1972). Gentry. and Haney (1975) found that older MI

L "'pauents are less opurrusuc about their future than younger patents and that concefns about .

' o the posmbxhty of death are reiated to the patient's perceived degree of illnéss and subjective

j’anx1ety It has-ﬁlso been suggested that mdmduals of low socio-economic status and of

a » c cenam vtural backgrounds experience’ hlgher morbxdny and mortality rates post- MI (Ell &

o :,. Haywood 1985 Kottke Young, & McCall, 1980) Often American individuals of low.

‘economlc status have expressed concern about the expense of medical care and the loss of

' wages Thls in mrn contnbutes to’ the anxxety they expenence post-MI (Kottke etal,

4 ‘1980) One must be cogmzant of the fact that ﬁnanc1al respon51b1hty for medical care,

~ which is an mtegral pan of the Amencan health care system, may conmbute to this finding.

.Conclusmns about the source of psychologlcal distress that 1nd1v1duals experience must be

o con51dered tentauve The majorlty of studles in this field have not clearly indicated the,

: '.';'ba51s on whlch mvesugators have made Judgements regarding the cause or severity of |
| emouonal dlSU'CSS | A - _ o
Ltttle effort has been du-ected tovyard considering the socxal factors which influence the
‘ .‘expenence of the hospltahzed MI pauent Cay et al (1972) reported that at discharge 42%
| of MI patlents ant101pated soctal problems when they retumed home, w1tl\i\one third of the
-'L;_ problems expected to be of a senous nature The substantlve problem areas were related to-

. employment farmly or: mamage, and ﬁnances Croog et al. (1968) found that less

‘ educated male MI pauents frequently reported a lack of dtscusswn with thelr physician

K3



7.
‘about the effects of theirillness upon e employment and physical exertion. As feelings
and opinions of hospitalized patients might greatly influence subsequent behaviours, more

attention to these issues is necessary.

~

Cassem and Hackett (1977) developed a model to explain the course of "normal”
emotional reactions experienced b)&an individual following MI. They postulated that a
tient experiences heightened anxiety during the first two déys following MI and shortly
thereafter becomes depressed for a period 6f two to three days. Reacting to the sériousness
of "his" illpess the patient repone@ly becomes difficult to 'manage.” Cassem and Hackett,
both psyc\hiauié,ts, based the development of their model on their experichceé with
. A .

piychiatric referrals in a CCU. There have been some attempts made to empirically verify

a '/th'is model; the results however are inconclusive. Gentry, Foster, and Haney (1972)

//

- concluded that an}(iety, initially at a high level, declines within five or six days f‘ollvowingﬁ
MI. No study, to date, has demonsmred a significant degree of depression while patients
a}e in the CCU (Doerhman, 1977). It has been suggested that deniers, defined as those
who do not acknowledge that they have had an MI, are more lik¥ly to resist following
medical advice (Croog, Shapiro, & Levine, 1971). Based on an analysis of 19 interviews, -

Thomas et al. (1983) argued that Cassem and Hackett's model was no longer applicable, as
pat'ie;nts of the 1980s are more familiar with the concept of the CCU, more confident in
medical procedures, and, therefore, are less likely to deny their illn€'ss. These investigators
argued that anxiety was the emotional response most frequently seen in present dasl CCUs,
specifically, "mutilation ankicfy." |

% An-implicit assumption of the Hackett and Cassem (1977) model is that the MI patieﬁt,

. 'by denying the fear 1f not the reality of his or her MI, avoids the anxiety and‘deprcssion
éésociate& with acceptance. Denial has received special attention as a cdmmonly ‘use_d
coping mechanism in patients with MI. Some investigators have claimed thaf denial is
ubiquitous among acute MI patients (Haékett, Céssem, & Wishnie, 1968). However,

empirical evidence for the claim that denial is, in fact, beneﬁcial for the MI patient is

-

~



conflicting (Havik & Maeland; 1986} Thomas et al., 1983). Sterri, Pascale, and Ackerman
(1977) found that most MI patients could be categorized into two groups: depressives and
deniers. These investigators reported that 70% of those patients who were depréssed post-
infarction remained so throughout the first year following their MI. Deprcssives reportedly
failed to remain at work-and/or to functioe sexually and experienced higher hospital
readmission rates, whereas the deniers generally functioned well. However results of
other i mvesngatxons are inconsistent with these findings. Shaw, Cohen, Doyle, and
Palesky (1985) found no difference in outcome for patients v';lith high and low levels of
denial, whereas Bartle and Bishop (1974) and Soloff (1978) both found that chronic post-

~ acute demers experienced higher morbidity and monahty rates. The ﬁnd.mgs of Levine et

al. ( 19@7) further confuse this picture, as they found that denial of illness was an adaptive

mechanism when used during hospital recovery, but was maladaptive when utilized on a

oy
:

long term basis.

While there are reports which question the apparent ubiquity and protective function of
denial, the inter-study discrepancies seem largely due to inconsistent and ambiguous
definitions of denial. Sobel (1969) found denial to be an overestimated myth maintained by
medical staff to avoid confrontation with the intensely disturbing feelings of the MI patient.
Further clarification regarding the functions and effects of denial might be obtained by
considering the v‘patient's perspective. _ |

More extreme teactions to the experience of MI have been reportcd, such as altered
states of consciousness, psychotic episodes, and delirium. There has been controversy
concermng the etiology of such states, with metabolic 1mb\alances medication effects,
cardiogenic hypoxia, and mte;%swe care unit envxronmettts a}# being suspected (Razin,
1982). .

There is a fairly substantial body of literature which focuses on programs of treatment
for the psychologlcal distress of MI patients. Tlus hterature 1s based pnmanly on the .

clinical experiences of health care professionals. Accordlngly, their work is rich i in breadth



and depth, but totally lacking in S}‘rstematic study. From ‘tttis body of literature, a series of
prescriptive guidelines have emerged. First, intervention must be early. Mémy authors
(Cassem & Hackett, 1973; Granger, 1974; Nagle et al., 1971) have stressed the
preventability of much of the psychological‘distress which patients experience. Second,
intervention must be systematic, graduated; and educative (Garrity, 1973a, 1973b). Third,
social supports must be involved and mobilized (Wishnie et al., 1971). Finally, continuity
and follow-up are essential (Kaufmann, Pasacreta, Cheney, & Arcuni, 1986: Logan. 1984,
Stern, T. A. , 1985). These guidelines ,are extremely general and, in many ways, obvious.
.No specific suggesnons or recommendatlons exist regarding how to effectively recognize |,
and deal with problems of psychological readjustment, or how tovdeﬁne those areas in
which help}ls most valuable (Naismith, Robinson, Shaw, & MacIntyre 1979; Perkins,
.Oldenburg, & Andrews, 1986). Several studies of 1nd1v1dual psychotherapeutic
intervention, wltieh vary widely in method and rigor, suggest modest psychologic and,
perhape, physiologic gains as a result of supportive (versus exploratory) intervention
(Razin, 1982). h |

Although investigators have generated an impressive list of behavioural responses to
M, they have failed to explain why these responses occur and the meanings they may held
for individuals. Doerhman (1977) made the observation that there 1sa greater emphasis on
the psychologrcal distress wh1ch the MI patient experiences m chmcal papers than in
research reports and that the measurement of this distress has, apparently, alluded
researchers thus far. Investigators have failed to utilize the pati_en - as a source of insight.
Inevitably, individuals have insighte about their behaviours. Yet the patient has, to date,
been ignored as a'source of Qaluable information. An understanding of the patient's
perceptions of the experience of having an ‘MI could contribute significantly to an
understanding of the distress she or he experiences.

Few invesqgatom-haVe specifically addressed the em_otional responseslof women .
' follOwin'glMI. Boogard's (1984) study is noteworthy in that it represents the first

%\_
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documented attempt to specifically examine the diffcrences between men and women
~follow1ng MI. Boogard found women to be more socially isolated and to experience more
gmlt than men. Other investigators, who have surveyed the prevalence of psychological
drfﬁculnes experienced by MI patlents have also noted differences between women and -
men. Following MI women are reported to experience a higher 1nc1dence of depression
: (Cay et-al., 1972; Stern, Pascale, & Ackerman, 1977; Stern, Pascale & McLoone 1976),
more drfﬁculues adjusting (Granger, 1974), and higher morbidity and mortal@g rates than
men (Byrne, Whyte, & Butler, 1981; Byme, Whyte & Lance 1979). However, these
| ‘investigations are fraught with potential sources of mvalrdlty which include: (a) the
utilization of unsubstantrated assumptrons to gurde data collection and analys‘;s/(b) the
utilization of gender biased instruments to measure psycho-social variables (McBnde
1987) and (c) lack of ev1dence that the instruments utilized were tested for reliability and
validity. As a result of these limitations one must conclude that the psychological
responses which individuals expenence following MI are not well understood.

Mumford? Schlesinger, and Glass (1982) reviewed the literature concernin g
psychological interventions for recovering MI patients. They constructed a strong case for _
the need to recognize the emotional and psychologrcal needs of MI pauents and to develop -
appropriate interventions. However, effective i 1ntervenuons for men and women cannot be
planned until 3 true understandmg of their experiences has been attained. Clearly, more
research must-be conducted before the'psychological adjustment of individuals following
MI can be fully understood.

Physical Adjustment Following MI .

Ovcr the past 15 years, the early mobilization of patients following MI has become paj
of the accepted mode of therapy. Early activity progression has been described as havrng "
both physrologlcal and psychologlcal benefits for the MI patient (Alteri, 1984; grawshaw
1974, Fletcher, G. F., 1984, Naughton 1985; Stern & Cleary, 1982; Stern, Gorman, &

: Kaslow 11983). Consequently, physical reconditioning has emerged as the major focus of

RN



cardiac rehabilitatiort programs. Investigators have pointed to numerous factors which
mﬂuence the pauent s desue and ability to engage_ 1r; physical act1v1ty, these include: the
presence of phy51cal symptoms (Hentinen, 1986, Mayou, McMahon, Sleight, & Florencio,
1981), psychologlcal sequelae (Cay et al., 1972; Stern, Pascale & McLoone 1976), and
the absence of social support (Gamty, 1973a; Holm, ka Christman, Reitz, & Ashley,
1985)‘./
| Over the past decade return to work has been utilized as the maivn index of successful
cardiac rehabilitatio_r;. It has been postulated that one of the most stressful periods for the
recovering MI patient is approximately four months following hosprtal discharge when, no
longer sick and yet not completely recovered, the patient begins the difficult process of
_returning to work (D‘oerhmﬁan, 1977). It has been reported that as many as 50% of patients
fail to return(to'wc'>rk follo»x?ing MI (Kjoller, 1976; Nagle et al., 1971). Cardiac damage
and psychological and social factors have been eited as equally common causes of
mvalldlsm (Stewart & Gregor, 1984; Wishnie et al. , 1971). Cay et al (1973) concluded
that cardiac patients who were emotionally distraught were more likely to consider any
physxcal symptoms as sufﬁaently severe to stop them from working. However, the
process by which an individual assesses her or his symptoms in this manner remains
unclear. Why do certain MI patients assess their symptoms to be insurmountable? Can
this assessment change over time? The process by which an individual chooses to not-
return to thrk remains unclear.
The utilization of return to work as the main index of rehabilitation is problematic for

two reasons. First, it represents a goal that may not necessariiy be held by the patient and

thereby ignores the patient's satisfaction with his or her quality of life. Second, it fails to

11

recognize the fact that many individuals who experience an MI are not employed outside the -

&

home. To date, there has been a failure on the part of investigators to recognize household
- responsibilities as work. - Despite some changes in women's roles over the past decade,

women remaii primarily responsible for housekeeping and childrearing. Many women,
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who return home follow1§g an Ml are returning to their place of work. Yet, an ‘,

un(d;standlng of what this prompt retum to the "work setting” means for women has not A
been fully explored \ | | -

One group of i mvestlgators reported that women have lower expectatlons than men 0
regarding their adherence to their medical regimens and that women's adherence behaviours
post-MI are closely related to their spouses’ expectations (McMahon, Mille'r, Wikoff,
Garrett,if& Ringel, 1986; Miller, Wikoff, McMahon, Garrett, & Ringel, 1985). In
contrasting male and female patients’ physical activities following MI Boogard ( 1984) |
noted several differences in the type and intensity of their activities, She reported that at
one week following hospital discharge, the men were ‘resting” and "relaxing,” whereas the ,
women had begun 'ight housework. Two to three weeks later, the women reported they
had increased their activity level by increasing the type of household tasks performed,

while t&men reported they were engaging in walking programs. 'Clearly, the physwal
| activities engaged in by\omen followrng MI d1ffer from those of men. These drfferences
must be well understood if cardlac rehabllltauon programs, which meet both men's and
women's needs, are - to be developed py

Considering that few i Investigators have exangined the patient's perspectlve itis
mterestmg to note that comphance to cardiac rehablhtauon programs has surfacic\? asa
‘problem which many mvesngators have attempted to address (Badura & Waltz, 1984;

. Bille, 1977; Blumenthal, Williams, Wallace Wlllxams & Needles, 1982; Horgan, Teo,
Murren, O Riordan, & Gallagher, 1980; Kmnalrd Yoham & Kieval, 1982; Miller et al.,
1985; Niccoli & Brammell 1976 Pinneo, 1984). The reasons identified for
Roncompliance mclude a lack of social reinforcement and an unwillin gness to take the time
to participate in exercise programs. Investiga gators continue to ask the question, Why are '
panents noncomphant in cardiac rehablhtauon programs?” Yet, to date, the pauent s

N

perspectlve of the cardiac rehablhtauon experience has been largely ignored. It seems

‘1mperat1ve that professronals, working in the ﬁeld‘of cardiac rehabilitation, learn about and

\
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attempt to 'enhance the adjustment skills which lindi'vidual,s possess, rather than imposing.
rehabilitation prograrns which are perceived to meet the MI patient's needs, |
Mickus (1986) recommended that nurses should teach patients abolit the expected pace
of activity resumption following MI Yet this cannot be effectlvely taught to pauents if
nurses have little understandmg regarding the adJustments that patients face once they
- return home, Realistic goals for rehablhtanon cannot be established without a true
understandmg of the MI patient's experience. Until this understanding is gaJned a goal
such as "return to work" will remam the health care professional's goal not necessarlly the
| patient's. it nurses are to develop therapeutlc 1nterventlons spec1ﬁc te men and women,
descnptwerstudles are needed upon which practice can be based. To ignore this pressmg
need is to ignore the,needs of men and wor&en followmg MI
Familial AdJustment Followmg MI | |
The role of familial-and spousal support is viewed as v1ta1 to the promotlon of full
rehablhtatlon for dﬁﬁl patient (Badura & Waltz, 1984; Segev & Schlesmger 1981).

Often, the relationship between a husband and a wife becomes stramed followmg MI

(Marsland & Logan, 1984; Tyzenhouse 1973). It has been reported that as many as- 50%

’ cw
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of marriages deteriorate followmg MI (Rumons 1985 Wxshme etal, 1971) In an attempt '

to-account for this detenoratlon, 1nvesugators have 1dent1ﬁed many possible contritfuting
factors; these include: (a) spouses demonstratmg overly anxious or overly protectlve ’
behaviour (Fourget & Schaubhut, 1986), (b) spouses becoming crmcal of their panners
behaviour (Wllson -Barnett, 1979), and (c) relationship strain resulung from sudden -
changes in roles and rolefbfunctions (Gagvlione 1984). One factor that conm'butes to all of
the above p0531b1e causes of relationship strain is a couple's minimal level of understandlng
of the medical mformanon and advice they receive (Wilson- Barnett 1979) Both pauents

. and thexr spouses must contend W1th role changes and alteratlons in self-concept Although

| the pauent s phy51olog1c status sets limits on his or her potential. level of recovery, the

. amount of support a patient receives can be critical (Dracup, Melels, Baker, & Edelfsen,

4
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1984).- Medin and Breljie (1983) found that under the right conditions, couples rnay

' i
experience a positive turn in their marital relations® . : amid the general upheaval

surrounding the MY of a spouse. They suggested - .l two necessary conditions must be

present in order for this to occur: (a) a strong marital relationship, and (b) adequate support
durmg the period of crisis and recovery
Conﬂicts'b_e'tween pa-cnts and family members repqrtedly focus upon the patient's

diet, medication; and physical activity (Bilodeau & Hackett, 1971; Rahe, Ward, & Hayes,

- 1979; Tyzenhouse, 1973). Typrcally, patients resent the overprotectiveness and copeern

of

shown them by their spouses and famrhes (Mayou, Foster, & Wllhamson 1978b)
Husbands and wives, feeling guilty about their spouse's MI and fearing reoccurrence |

(Mayou, Foster, et al., 1978b), become solicitous, in some cases overly so, in order to

»avoid arguments and unpleasant situations (Nyamathi, 1987). Hentinen (1983), in an

el

investigation of spousal relationships post-infarction, found that in order for wives to

provide support, they must be provided with relevant information regardifg rehabilitation

following A", ‘

Farmhal responses to MI have been studled in the male population of MI VlCtlmS
(Bramwell, 1986; Bramwell & Whall, 1986; Hllbert 1985; Taylor Bandura Ewart,
Miller, & Debusk, 1985). However, these nvestigations have not been rephcated witha
‘sample of male spouses >f fernale MI patlents With the exception of one investigation,
there is an absence of research which examines how the patlent views his or her

remtegratlon into the family. Boogaard (1984) found that there are dlfferences in the ways

| male and female patlents ad_]ust to their families following MI. When questloned both men

and women reported that their farruhes,percelved them as beln g il durmg the1r rehabilitation

and treated them accordmgly However, most male patents reported that thetr famtly

' members walted on"'them during rehabilitation, whereas women resisted being helped

Women, W1th famﬂy supports, refused help related to the1r "typical” household

respon51b111t1es (preparing meals, house cleaning, etc.). Boogard was the first i Investigator,

%
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| in the field of cardiac tehabilitation, to recognize that male and female differences may exist
and‘ekamincd the patient's porceptions of family adjustment. Once again, there are strong
irrdications that more research is needed if an understanding of how men and women
respond to‘their families is to be attained. |
The intinlate relationship between a couple can also be affected by MI. Often, each
partner harbours fears regarding the resumption of sexual activity (Davidson, 1979; Scalzi,
1982). Green (1975) indicated that the most common misconceﬁtions of coronary patients
include beliefs-that: (a) even mild exertion can kill, (b) sexual intércourse should not be
‘resumned, and (bc) reoeat infarctions tend to occur at the time of orgasm. It has been
reported{lrat as m‘an)‘l as 15 to 60% of couples fail to reéume sexual activity or experience
. decreased sexual satisfaction following MI ( Cooper, 1985; Hellerstein & Friedman; 1970; A
Horgan & Crailg, 1978). Women have gerlcrally not been included in studies which have
investigated the resumption of sexual activity following MI. Ong' group of investigators
wllo studied the resumption of sexual activity in 130 women found that 71% did not
resume, or decreased, their levelg\of sexual activity (Papadopoulos, Beaumont, Shelley, &
Lan'imore,' 1983). One reason cit::d for decreased sexual activity or satisfaction in men and
women:is lack of information regarding the realities of sexual activity following MI (Mehta
& Krop, 1979; Okoniewski 1979; Scalzi & Dracup, 1979) As cardiac disease occursl ata
later age in women, some health care providers assume that they are no longer interested in
se?ual actvity (Baggs & Karch 1987). Itis assumptions, such : as this one, that pervade
the research concerning women and MI. There is a dire need for research which breaks
away from such biases and examines MI from the patient's psrspective.v Prior to the
developmont of suitable interventions, an understanding of the dlfﬁculties and adjustmcnts
that men and women face following Ml must‘be established.
Lacls of information and rmsunderstandmg about expectations constantly surface as

problems whrch can affect family adjustment following MI. The inadequacies of existing

rehabilitation programs are reiterated in much of the lrterarurc. Wilson-Barnett (1979)
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argued that prescriptions regarding the cessation of smoking and dletmg are not effective, .
and that physrcal training programs are not geared to "real life" 51tuat10ns The result of
these meffecuve programs is often increased anxiety for‘both the patent-end his or her
spouse. Clearly, if rehabilitation programs are to assist patients and the1r families, an
understanding of what the "real life" situation consists of must first be understood.
The MI Patient's Experience "
- It has been suggested that the context within which the patient suffers an MI mediates
responses to it (Burgess & Hartman, 1986; Byrne, 1982). This belief is shared by
Doerhman (1977) who concluded that the ability of the patient to adjust following MI mrght
be related to the patient's view of his or her life. There has been some suggestion in the
research literature that patients' perceptions of their health may b&'more important than the
actual clinical severity of their MIs in determining morale and. retum to work (Garrity,
19733, 1973b; Meagher, 1987; Monteiro, 1973). These pereeptions bear little relationship
to severity (Nagle etal., 1971) and patients respond adversely to unintended, nonverbal, or
Symbolic meaning of physicians' comrhunicatiops'(Mayou, Foster, et al., 1978a). One
group of investigators found that!the degree of uncertainty an individual experiences
following an MI influences her er his response to the diagnosis of MI and its treatment
(Christman et al., 1988).
Cowie (1976), Ford (1987), and Levy (1981) investigated the MI patient's responses
to the experience of an MI utilizing inductive approaches‘.‘ Cowie found that'patients
~ assumed thiir MIs were not sudden and unanticipated - - ents, but were something which
could be seen to have causal antecedents. When an individual discovered a number of
these antecedent factors in his or her biography, the MI was made intelligible, Cowie also
described-a process of "typifying" the ML Individuais Iaracticed the process of typifying
by sharing expenences with other panents Cowre s investigation provided some insi ght vy

regardmg ‘how the MI patient percewes and makes sense of hi3 or her MI. Unfortunately, :



- this investigation is limited tonde inigi ; days in hosprtal Furthermore Cow1e d1d not
| address whether differences ex1st in the ways that men and women percerve thetr Mls.
Using phenomenological approaches Ford (1987) mvestlgated the expenence of
living with a history of MI and Levy (1981) mvestlgated the expenence of undergomg an
MI. Both of these i mvestlgatlons were lnmted‘to male samples Ford descnbed the ways in
which the MI affected four dimensions of being: self, other, time, and space. These =
dimensions are affected in the followlng ways * First, an MI i.n.terrupts'a man's'engagement‘
in the world. As the 1nd1vrdual’ strives to re-establish his health, he becomes attentive to hlS
body and learns to deal with itin a mechamc ltke fashror: Second the 1nd1v1dual struggles
for control. Not wanting to be different, he attermnpts to estabhsh a sense of oneness with
others. Thlrd the experience of an MI profoundly affects an 1nd1v1dual's sense of goals ”
and priorities. Fmally, the MI patient must struggle to regam a’sense of control over his
interactions with his environment. Ford's research reveal ‘,d aspects of theexpenence of B
adjusting to an MI that to date have not been consrdered However this 1nvest1gat10n did " ‘
not provide an understanding of how, over time, an 1nd1v1dual progresses through the
adjustment process. 7 7 _
Eevy (1981) found that individuals who have experlenced an MI attempt to fit their

| biographies into their lives in order to make sense of their MIs. For example, he descnbed
how victims of MI would search for possible causes of the MI in thetr lt_fe-h_lstones. Both *
Levy and Cowie (1976) found that some individuals were unable to complete-this proces"s‘.e

" However, ‘as both of these i investigators limited thetr studies to the initial days post-

infarction, it is unclear if individuals who experience this dtfﬁculty are later able to come to
terms with their MIs. a

Three biographies prov1de some additional insight into what itis 11ke to expenence an
MI and adjust following. A Coronary Event, written by Stephen Lesher (1978) who
experienced an M1, tells a story of how difficult it is to adjust post-MI. Cousms (1983)

book, The Healing Heart, is an autobiographical account of the author's. attempt to take an .

»
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act1ve role in his care following an ML Finally, Heartsounds by Martha Lear (1980) isan -
account of the author's reaction to her husband's MI. . This blographtcal hteraturq provxdes |
some insight i into what it is like to have an ML In the acute stage it dominates the
iadividual's life. It affects how the 1nd1v;dual feels thinks, and acts. ’_I’he 1nd1v1dual 1s
acutely aware of his body He suffers from anxiety, depression, and loss of control He is
concerned about the future While these accounts provide some insights into the expenence | ,
of having and recovering from an MI they do not prov1de a systematic account of the ways | . P
in which different mdmduals adjust. The researcher must go beyond the descnpuon |
Wthi biography prov1des and describe the pattems of adjustment. In so doing, the °
researcher brin gs the analysis to a higher level of abstraction and in th1s way can contrlbute
to theory development | k
Summa ry _

As more lives are saved followmg MI crlncal questlons regardmg the rehabllltatron
and adjustment following MI have come to the forefront of clinical practlce and research.
The past two decades have wrtnessed the development of a variety of rehabtlxtauon
: programs Vanous strategtes and techmques have been developed and utxhzed in. these

progtams 1nclud1ng educatlonal strategles (Fletcher, V., 1987; Gerard & Peterson 1984
Horlick, Cameron, iror, Bhalerao, & Baltzan, 1984' Ralelgh & Odtdhan 1987),
“counselling techmques (Baker & McCoy, 1979 McKnight Ntcklm 1986; Oldenburg,

' :Perkms & Andrews,)]985; Rahe ‘Ward, & Hayes 1979; Stem T. A, 1985) and

exerctse therapy (Roman et al 1983; Zohman, Young, & Kattus 1983) Desplte the
uuhzanon of a vast number of resources, health care professionals are continuing fo be
' faced with the fact that existing pro"grams offer questionable benefits for the MI'patient
(Burgess, Lemeret al.,, l987 Slvarajan et al '1983; Steele & Ruz1ck’ti 1987, Wallace &
Wallace 1977) ' -

It seems parueularly important at this time that the process of adjustment followmg MI

be examined from the patient's perspect\e. It s evident from the review of the literature
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that little is known regarding the adjustment process which men and women experience
following MI. The research which has been conducted in the field has been plagued by
both conceptual and method: 1ogical problems. Furthermore, although the studies cited in
this literature review provide valuable information regarding aspects of the adjustment |
process,bthey represent a frégmented body of knostledge. 1ndividual investigations have, -
to date, tended to examine isolated relanonshlps betWeen select patlent responses and
outcomes, ‘Tather than examine the entire adjustment process. Fmally, there are strong
indications that the experiences of men and women following MI differ. Yet, these
differences have not been fully explored.

Bar-On (1986) aptly described the current suuatron of reatment of the MI panent asa
"Tower of Babel" in which each group of health professmnals uuhzes a different model to
assess and treat the panent Thrs snuatlo,n 1s further confused as the patient inevitably holds

yet another perspective. - If nurses are to assrst the MI pauent it 1s essentxal that the
profession develop an understandmg of the process of recovery which men and women
experience followmg MI Pnor to the development of sound mtervennons for this

populatlon an understandrng of thelr expenences must be. acqu1red
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III. METHODS

’I’he_purpose of this study was to examin‘e the adjustment process- which' women and
men experrence followmg ML Research in practlce d1501phnes should ultrmately produce

theory for professxonal purpose (Dickoff & J ames 1968) However research that isolates

. 7
g theory and describes relauonshlps between phenomena must be completed pnor to the

development of prescnptlve theory. Studies that focus on the first level of theory

development are "descriptive in nature and occur at the exploratory or formulatlve stage of

theory development" (Fleld & Morse, 1985, p- 9) As the experiences of men and women
followmg MI have not, to date, been comprehenswely and systematrcally mvesttgated a
research destgn su1table for a first level research qttesuon was seleéted (Dxers 1979) In
the followmg chapter the method selected for thxs Investigation will be expltcated Included |
1n thlS chapter isa drscussron of quahtauve methods the utlltzaIJon ofa grounded theory

approach data collection and analysis, 1ssues of rehabxhty and valtdtty, and ﬁnally ethlcal

consrderanons ' . o 5

- Qualitative Methods .

The method used in this study was qualltatrve A qualttattve approach Isa mode of
1nqu1ry which i 1s- concemed wrth understandrn g human bemgs and the nature of thetr -
transactrons with- themselves and with the1r surroundrngs” (Benoliel, 1984, p. 3): The

utlhzauon ofa quahtauve approach provided a Ineans by Wthh the entire context of

o adJustment which men and women expenence followmg MI could be 1nvest1gated ‘The:

contextual groundrng of human nature is v1tal toan understandmg of hUman behavlour .
(Mtshler 1979) The objectrve of qualltatlve research 1s to drscover the emic perspecuve

‘that is, the real expenence of the situation from, the mformant s pomt of view. Theory that
18 developed by utllxzmg quahtatlve methods is 1nherently relevant to the world from which

it arises, whereas the Trelevance of research that utrltzes deductlve approaches varies widely.

20



- The researeh concerned with the adjustment of individuals following MI has, to date,
utilized deductive methods of inquiry, thereby ignoring the context in which individuals
who have experienced an Ml live their lives. This has resulted in a fragmented
understanding of their adjustrnent. The utilization of a qualitative method, which included
an inductive approach, enabled the investigator to gain a fresh perspective in an area that
has been strengly influenced by researcher bias and restricted outlooks (Chenitz &
Swanson, 1986). It has been argued that nursing's perspective is focused on the
‘wholeness or health of human bein gs in interaction with their environment (Donaldson &
Crowley, 1986). In order to evaluate and expand holistic nursing practice, the nursing
profession must conduct research and generate theory. The utilization of a qualitative
approach will contribute to the development of a complete understan’ding of the process of
adjustment following MI. A qualitative method was selected, therefore, as it was well
suited to the research objecljves identified as well as to the professional discipline out of
which these objectives arose.

Ground;d Theory

A grounded theory approach (Glaser, 1978; Glaser & Strauss, 1967) was utilized to
collect and analyze the data as it is a qualitative fnethod which ;s particularly suited to the
examination of processes, rather than static situations. Grounded theory refers to data
which are grounded in fact and the subsequent generation of theory from that data. It
involves both inductive and deductive approaches to theory construction (Stern, 1980). By
way of comparative analysis, constructs and concepts that emerge from the data are tested
as they emerge (Simms, 1981). The utilization of such a method allows for the ﬂexibility
that is required in an exploratory study. Accordingly, grounded theory offered a rigorous,
systematic means for developing an understandirig of the process of adéjlistment following
MI.

The generanon of grounded theory is guided by the presupposition that 1nd1v1duals

order and make sense of their environment, although their world may appear disordered or
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nonsensical to observers. Grounded.theorists base d‘teir research on the presupposition that
certain groups of individuals share a specific social psychological problem that is not
necessarily articulated. This fundamental problem is resolved by means of a social -
psychological process (Glaser, 1978) This investigation focused on a group of
individuals who had expenenced MIs. The utilization of a grounded theory approach
enabled the investigator to gam an understanding of how these individuals adjusted and-the
processes they expenenced in order to achieve their adjustment. The result of this
investigation is a theory Wthh descnbes the adjustment process and accounts for the
behavioural variation that was evident amon g the informants. /
D‘ata Collection.: .
" The generation of grounded theory relies on the inquirin g, analytic mind of the
researcher. Rather than following a series of linear steps, the investigntor works within a
matrix in which several resea’rch'processes operate simultaneously (Swanson- Kauffman,
1986). Unstructured in-depth, face -to-face interviews were uuhzed to collect the data.
This method of data collecuon was beneficial for three reasons: (a) it allowed the
informants an opportunity to share their experignces with the investigator, (b) the relaxed
style of the interview permiitted the investigator to become acquainted wi;h the informants
as individuals and to understand them and their points of view, and (c) it provided the
investigator with an opportunity to clarify concepts and pursue par‘icular topics of interest.
As the data analysis progressed, the nature of the i 1nterv1ews changed. The questions

posed by the investigator became more specific. The development of the questions was

guided by the emerging analytic Categories and linkages. As Hutchinson (1986) stated,
"One engages in a constant dialogue with the data in order to establish direction for further
‘sampling” (p. 124). Utilizing this method questions in the subsequent interviews were

utilized to confirm or disprove vartous relatlonshlps among the data and to substantlate

ex1st1ng relanonshlps which had emerged.
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Interviews ‘werc conducted with a total of 14 informants who had experienced an MI.
"he sample consisted of two groups: primary informants, who had experieﬁced an MI |
within the previous three months, and secondary informants, who had experienced an MI
within the previous four years. Informants were selected }rorh two sites. The primary
simple cohsistéd of individuals who were enrolled in a cardiac rehabilitation program. The
secondary sample/v@s .selected from members of a cardiac self-help group. Seven of the
informants were female. Prior to the commencement of the first interview, biographical
information was 6bta'med from the informants (see!.Tablek 1). The informants were asked to

R
tell the investigator about their experiences with their "heart attacks.” Subsequent questions

~ were based on the information that the informant shared with the investigator. ¢

In addition to the interviews, the investigator maintained detailed field notes regarding
the setting of the interview and characteristics of the informants. Data from the field notes

were included in the data analysis. All of the interviews were audio-recorded and

“subsequently transcribed. All of the interviews, with the exception of one, were conducted

in the informants' homes and each interview lasted approximately 60 minutes. A total of
one to three interviews were conducted with each informant. The number of interviews
conducted with each informant depended on the receptivity of the informants, the amount

of information they were able to share, and the contribution they were able to make to the

- emerging theory. A total of 26 interviews were conducted in this investigation.

Data Analysis. ~ - | 4

The grounded theory method requires that the investigator simultaneously éollect and
analyze the data. As stated previously, rather than follow a linear sequence of analysis, the
investigator works within a matrix. This matrix is composed of three steps: coding, linking
categbn'eé, and identify_ivng the core category. The investigator moves back and fonh
between data collectién and these three steps until the éategories are intégrated into a
substantive t.eory. In so doing, the invcstigatbr moves progressively frorh the concrete to

the abstract. Throughout the analytic process the existing literature is selectively reviewed.
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_ Table 1 Biographical C haract‘en'stics of the Informants

-
Chamcteﬁstics
Informants Age * Sex Marital No. of Months Employment
v Status* Post-MI** - Status*
1 57 F M 1 p
2~ 72 F M 2 R
3 66 ¥ M 3 N
4 55 M M 3 p
5 43 M M 10 P
6 59 M M 42 P
7 59 ‘F D 45 p
8 63 F M 3 N
9 46 M M 26 P .
10 57 M M 2 P -
1 56 M M 3 P
12 68 F M 3 R
13 64 M M 3 /
14 55 F M 2 P

~ Note. N=Never employc’d outside the home; P=Paid employment; R=Retiréd
* At time of MI ** At the time of the first interview -
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. The purpose of this review 1s to verify and elaborate the eategbries and to learn more about
related subjects as they arise. |

The initial coding utilized in this i mvesngauon mvolved the identification of open,
substantive codes. Each example or each theme, which the informants mentioned in the
interviews was coded. An attempt was made to utilize as many codes as possible in the
initial stages of codmg in order to ensure "full theoretical coverage” (Hutchmson 1986,
p. 120). All of the data were coded in [hlS manner and the codes were written on the
margins of the interview transcn'pu'ons. Next, the codes were condensed and sorted into
categories. Categoﬁes are abstractions of phenomena observed in the data (Glaser, 1978).
Each ideatiﬁed c'ategory subsumed many of the initial codes. In this investigation three
major categories were initially identified, including: making the MI reai, facing limitations,
and learning to cope. As data within each of these categories were compared and -
contrastevci, new categories emerged. The emerging categon'e's were then compared to each
other in order to ensure that they were mutually exclusive. Throughout thi§ process,
additional ihfbrmadoa was sought in order to further substantiate the‘categories

As catego)?es emerged, an attempt was made to explore and establish linkages, These
linkages provided conceptual order for the emerging categories. The creation, testing,
revising, and modifying of linkages continued until all of the categories were placedr into a
conceptual framework. |

. ;»,}’hrough a process of repeated analysis of the data,‘a core category was identified. k
Ti;é c}z)re cafegory is the process which pulls all the identified categories together and
explains most of the variation in the data. In other words, the core category explicates
"what is going on in the data" (Glaser, 1978, p. 94).
Throu ghout the process of data analysis, the i mvesugator utilized the strategles of
"memoing" and ' dlagrammm g." Memos are the researcher's written records of the analytic

process. They provide the researcher with a means of accounting for developmg

hypotheses and comparing and verifying findings as the investigation proceeds. The use of '
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xhemos_ includes both inductive and deductive analytic processes. "One conceptualizes
(mductlve) when coding and memoing and then assesses (deducnve) how the concepts fit
together” (Hutchinson, 1986 p. 123) This repetmve examination of the data ensures that
the emerging theory is complete. Diagramming, like memoing, is a strategy that enables
3 the researcher to obtain an overview of the'categoh'es and linkages as they emerge.’
Diagrams are the visual representation of the atnalytic scheme. The utilization of
diagramming allows the researcher to examine the emerging theory as a whole.

The final stage of analysis mvolveS‘a reﬁnement of the conceptual dlagrams and
validation of the developing theory. Valxdatlon of the theory was sought through a final re-
exammatlon of the data by questioning the primary informants and by consulting the

]

secondary informants.

Reliability and Validity

The value of scientific research is partally dependent on the ability of the researcher to

demonstrate the credibility of his or her findings (LeCompte & Goetz, 1982). The primary
obJectxve of the qualitative researcher is to accurately conceptualize and describe the lived
experience of the informants. As Smlth and Pohland ( 1976) stated, "Really knowing not
only means having it conceptuahzed but also being able to describe its day to day working
as well as, 1f not better than, the man [sic] who is actually hvmg and working in the
setting" (p. 269). In order to achleve this Ob_]CCthC the investigator must ensure that threats
to the rehabrhty afgl validity of the ﬁndmgs are minimized. As the methods and aims of
quahtanve research are substantially different from quanntatlve research the criteria for -
assessm g the rehablhty and validity of qualitative invest igations differ < -delowski,
1986). In the following section the strategies that the investigator employed in order to
enhance the reliability and validity of the findings will be addressed.

: vy In all.researeh, the utilization of appropriate sampling proeedures 1s central to the

establishment of reliable and valid findings. In this investigation the objective of the data
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collection-'was to obtain data that were comprehensive rele\;ant and dgtailed Morse,
1986) In order to ach1eve thls objective a non- probab1l1ty sample was utilized. The
assumpuon that underhes the utilization of nqn-probability samphng is "that all actors in a
setting are not equally informed about the knowledge sought by the mvestigator" (Morse,
1986, p. 183). Purposiue or theoretical» sampling is a form of non-prol)ability samplingﬂin'
which all informants are deliberately selected by the investigator according to the direction
and theoreétical needs of the study. It is the most preferable method‘ of obtaining a non-
prol)ability; sample as it ensures the selection of informants who will meet the theoretical
needs of the investigation (Morse, "1986)\: Theoretical sampling is based on the need to
collect more data, to examine categories and linkages, and to ensure that the evolving ‘
~ theory is.represeh’tative of the phenomena being investigated. Using this method of
:samphng the full range of variation in each emerging category is sought in order to guide
In qualitative research informants must be selec; according to specific qualites.

/

Informants must be knowledgeable about the topic being inveStigated, by virtue of their

emergm g theory development

experience with speéiﬁc events, and they mus"\t-be able to share this knowledge (Morse -
1989). The pnmary mformants in thxs tnvestlgatxon were selected with the assistance of the
staff of a cardiac rehablhtauon center. The staff rev1ewed various clients with the

_investigator, providing 1n51ghts about their social backgrounds and resources. Based on
the staff's knowledge of the clients, appropnate informants were selected. Initially, the
staff tended to recommend those clients who were ';eOping well." They wer;reluctant to
recommend 1nd1v1duals who were experiencing difficulty with the rehabllltauon process.
This "bias" was qu1cl(ly 1dent1fied by the researcher and was rectified by dJscussmg the
theoretical needs-of the investigation with the staff, Following this discussion, the staff
questioned the investigator about the tyoe of lnfonnants required for the invéstigation, prior -
to making suggestions. With the assistanee of the staff, a group of primary inforrnants,

who met the theoretical heeds of the Investigation, were selected.



Thae secondary informants were members of a cardiac self-help group. The

* investigator met wrth the group and exp]ained the purpose of the in:/fstigation. Many of
the members expressed'a willingness to participate in-the investigation. Information was
collected about each potentia®informant and the invest gator selected members of the self-
-help group accordmg to the theoretical needs of’ the mvestngauon ' »

The theoretical requuements of the investigation were detemuned by the ongomg
analyuc process. Hypotheses were generated about the process of adJuSUnent and
subsequently ‘tested.” For example a hypothesis was developed regarding the nature of
life- st.):le changes that the informants experienced as a resuit of therr MIs. Whereas the
male informants tended to make life- -style changes in COHJUHC[IOH w1th their wives, the
female informants tended to make changes mdependently Noting this dlfference the
researcher contmued to sample in order to dbtam an understandmg of whethtr this ‘
hypothesrs was, in fact, supported In addmon the investigator attempted to determme
under Wthh circumstances this hypothe51s mtght not be supponed Diversity in samplrng
ensured extensive data that covered a wide range of behawours in varied situations. This

“test-retest” procedure which is an integral part of theoretical sarnphng, contributed
significantly to the rehabxhty of the emerging theory (Stern, P N., 1985).
The comprehensrveness and relevance of the data were further ensuted by the
* continuation of theorencal samphng/unnl the theorencal codes were saturated, Sarurauon
refers to the completeness of the data. When no new conceptual mfonnanm is avallable to
indicate n new col:ies or the expansion of existing ones, the codes are sald to be saturated. As
Hutchmson ( 1986)’stated' ‘A code is saturated if the researcher Cananswer; via the data

questions regarding the cause, context, consequences and S“c;_r on of the par’ticular code" (p.~

124). - | :
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Four addmonal strategtes were mcorporated 1ntoﬁtls"@dy 1n order to minimize threats

to its valldlty First, the 1nfonnauon obtained fromt z{n mformant was verified by aslcmg
¢
others about the same content. This form of concurrent vahdatron served to enhance the
S
L



accuracy of the data colleeted. Second, frequent checks for representativencss of the data
as'a whole and of the coding categories were completed. Third, in order to correct for bias,
or distortion, and to confirm the validity of theinterpretations, data from secondary
informants were u_sed. Finally, the researcher obtained validation frorn the informants by

- presenting aspects of her findings to them and requesting their opinions.

~ Another factor, which can‘affect the re_liabilit): and validity.of the«findin gs, is the effect.

which the researchér 1mposes on the data collection and. analysis. The ideal of obtaining
data that are unaffected by the researcher is unachievable. All data, obtained by both
qualitan';/e and qulantitative methods, include theoretical assumptions of some kind. - The
qualitative researcher must recognize that the assumptions he or she holds may be

- erroneous and hence must subject his or her assumptions’to systematic inquiry. As

ll—l‘amrnersleyv and Atklnsbn (1983) stated, "Rather than engaging in futile attempts to
elinilnate the effects of the researcher, we should set about understanding them" (p. 17).
This¢investigator attempted to explicate and dssess the biases and assumptions she held.
ﬁwas accomplished by keeping a diary of her thoughts and concerns and by regularly

~ reviewing these entries. Another valuable means of exploring blases was through the

. repeated discussions the 1nvest1gator held w;th other individuals, Through these

\ dlSCUSSlOﬂS the author was able to drscover unvahdated assumpuons that were influencing
the data collection and analysm and thus was able to identify mcon51stenc1es in the
developing theory. In tumn, by recogmzmg these assumptions she was able to explon them

. in the subsequent ana1y51s by asking the informants about them and examining their
foundauons Often the assumpnons the researcher made and @personal reactions she
had to the data pr0v1ded excellent "startmg pomts" for fur\ther investigation and analys1s
For example, the 1nvest1gator found that at times she was reluctant to telephone the |
1nformants as she was fearful that somethrng ‘had happened to them. By examlnmg this i
response the mvestlgator gamed insight regardmg the uncertainty that MI v1ct1ms and their -

' 'famrhes face. This msrght was subsequently explored in further 1nterv1ews
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Fmally, the relatronshro *+at developed between the i mvesugator and the informants
must be addressed as it is & .actor which can also affect the process of data coll’bﬁnon
(Sandelowsk1 1986). Tf;e 1nvest1gator dxsclosed to the informants that she was a nurse
who had some expenenc/‘: working in coronary care units' and that she had no expenence in____
cardlac rehabrhtaUOn She 1nformcd them about the purpose of the study and empha51zed
. that she was mterested in the1r personal perspectrv .

N

most of the 1nformants tendedt' focus on the "

In the mmal stages of the interviews,

dical” aspects of their "heart attacks." : .
Thei mvesugator found that she had to emforce that she was 1nterested in their personal
perspectlves Undoubtedly, the fact that the researcher is a nurse contributed to the
informants' initial responses. However, over the course of the interviews the 1nfoh&nants
were better able to’ Open up "and share their persp trves Many of the informants stated
that they enjoyed the interviews and they behev«thit the opportunity to talk openly about
their "heart attacks" had beneﬁted them : S | |
Many of the pnmary informants 1n1t1ally had drfﬁculty dlscussmg theg MIs Events .
' which were "fresh" in their m1nds were difficult to talk about. Ho»\tever over the course
of the i interviews they were able to share therr storles As time passed and they began to
develop a sense of control and trust with the invest gator they were able to share
information more freely The secondary 1nformants were less‘ retlcent to share their

~ experiences. They had spent consrderable tim@<hinking and talking about their MIs. The

combination of 1nsrghts provrded by these two. gr;oups of 1nforrnants was mvaluable

Ethical Considerations N

e

Several strategies were utilized to maintain the ethical standard of this investiga‘tion

.First, ethical clearance was obtamed from the ethrca.l review committee of the Faculty of
‘ W,
* Nursing, Umver51ty of Alberta and the host i 1nst1tutlon Second, wntten informed consent
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study was voluntary and that they could withdraw {mm the study at any ‘time. Thll‘d
anonymity of the informants was maintained at all times. All identifying idfpﬁﬁation Withip
the texts of the transcriptions was deleted or altered. A code number was assigned to each
informant. The names and phone numbers of the infor‘mants were known only to the
mvestlgator To ensure the informants' anonymity [hClI' names and phone numbers were
keptina separate locked file. At the conclusmn of the pI'OJCCt hsts that included the
names and .addresses of the mformants were destroyed. Fmally, the audlo-recordmgs of
the interviews will be destroyed following a period of five years. The transcnptlons of the
1nterv1ews W111 be kept, as the 1nformants agreed to the utlhzauon of these transcnpuons in

i

future analyses.



- IV. FINDINGS: THE INITIAL STAGES

. . ,
¥ OF THE.ADJUSTMENT PROCESS\

tl’he ﬁndm gs that relate to the initial stages of the adjustment process followmg MI are .'.
presented in this chapter. First, the core category will be discussed. Followmg thlS
_d1scu551on the four stages of the adJustment process including the phases and'strat-egles,
will be exphcated The major findings and the- smularmes and dlfferences among the
- informants will be illustrated with verbatim statements. In order to protect the anonymtty
| of the informants, all identifying charactensucs have been altered or removed |

The term myocardlal infarction will not be utilized in this chapter as it was not a term
- the 1nformants utilized. All of the 1nformants referred to their condtuons as "heart attacks !

IS

Although many were aware of the term myocardlal 1nfarct10n * they did not feel

o

2
cornfortable usmg it. As one 1nformant stated, "By the ume you can ﬁgure out how to say

myo-whateveryou'dbehalfv'vay cured."” o k ._ %

Regain'ing' Control

Glaser (1978) stated that the generation of grounded theory occurs around a core
category which accounts for a major poruon of the variation in observed behav1our The
core category, to Wthh all other categories in this study rel»ate, 1s regaining control. The
process of adjustment follovving a heart attack begins with the onset of symptom's and
1nvolves a'struggle to regam control Control has been descnbed ina vanety of ways ‘In
this i mvestlgauon it was found that the core category, regaining control isa complex
process Wthh 1nvolves three drmensmns regamln g a sense of predlctabthty, of
. 1nd_ependence, and of self-determination (see Flgure 1). '
A sense of predictability involves a perception that resp_onses which are made will

have some impact on life's‘outcomes. This perception is based on an individual's ability to
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: vinhze past expenences to foretell the 1mmed1ate future. Predlctabthty isan aspect of

' 'control which is: often taken for granted Not having to “think twice" before climbing a E
,ﬂlght of stairs is an exarnple of such predlctabmty An individual is normally able to |
engage in such a task knowmg that he or she ‘will arrive at the top of the stairs; the
_outcome is reasonably certam A heart attack imposes phy51cal and psychologtcal

restrictions on. a person S hfe It mtroduces a sense of uncertamty Wthh in tum

diminishes predlctabthty The heart attack ViCtlm must regain:a sens¢ of predictability

before a sense.of -pers_onal_ control can ‘be fully regalned.

~abilityto predict -

* Predictability - A sk |
. outcomes - -
. ability omake .
Self- Detenmnanon — N - 2
o menned decxslons o _ Control

' ability to act on: -
Independence _ R
: decisions -

Figure 1. The Dimensions of Personal Control. -

Self- deterrmnatxon 1s the second dtmen51on of control whxch is affected by the
expenence of a hean attack Self- deterrmnanon mvolves dec1510nal control the power to
understand what is happening'apd to make a_utono_mous dec1vs-1ons. .A heartattack is a
frightening and unfamiliar event.. Heart attack victims ‘typic_ally have little understanding of

heart disease and its treatment. A lack of understanding of what is occurring to one's body
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| , underrhincs an individual's sense of power and control, and the victim must make sense of

the heart attack béfore she or he is able to regain a sense of control. Similarly, one's
independence is threatened by a.heart attack. The ability to act on decisions is disrupted by

- limitations, both real and perceived. The victim is no longer able to trust her or his abilities
and, therefore, must rely on others for sup,pori. As the heart attack victim regains asense -
of indeperidence he or she is able to regain a sense of control.

Clearly, a heart attack not only has implications for one's physiologic_al well bein g,
but has an impact upon every aspect of one's life. All of the ihformants in this
investigation indicated thaf they believed the heart to be central to life and vitality.
Consequently, the occurrence of a heart attack threatened théir very beings; every aspect of
the informants' lives was threatened by the event.” As one informant stated:

I: Your heart is central to your life. Your heart does the most...it seems if
anything happens td your heart, it's like a big attack on you. I think that's
why they call it a heart attack, instead of a heart problem. A

The loss of control experiehced as aresult of the heart attack is often devastating and the
struggle to regain control frustrating. The informants in this investigation described the
heart attack in terms of a threat to their "whole" lives. They felt "fragmented" as a resulf of
the heart attack and totally lacking control. |

I: It wasn't the right time. It could have waited until later when I was ready
to say it could happen! I had my life figured out and I-didn't want this
stupid thing coming in there and telling me what to do...it popped into my
life and it had no business being there because I hadn't willed it!

I: Tdon't know what to do. Ido not like to be adrift at the mercy of other
people telling me what to do. 1 want to know what's going on. [ wantto
play arole in what's going on. ‘

The process of adjustment was not completed until the informants were able to regain a
sense of control. However, some informants were forced to abandon the struggle.

The process of adjustment following a heart attack is lengthy. In this investigatio‘n’ it

was found that the duration can extend from six months to two years. Unlike transient

conditions, a heart attack leaves the victim with permanent heart damage. An individual
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cannot fully recover following a heart attack; at best, she or he will be able to compensate

and adjust. Thé heart attack will not be forgotten. The ability to unconsciously rely on the

heart will never be present to the extent that it was prior to the heart attack.

Regaining Control

Stage One: Defendinngneself
Maintaining Control
‘Stage Two: Coming to Terms
Struggling with Loss of Control

Stage Three: Leaming to Live
Re-establishing Control

v

Stage Four: Living Again
A Sense of Control is Regained.

Figure 2. The Process of Regaining Control.

The struggle to regain control following a heart attack is comprised of foﬁr o '
interrelated stages: defending one's self, coming to terms with the event, leamihg to live,
‘and living again. The process of regaining control persists throughout these four S;ages
(see Figure 2). In the first stage, the heart attack victim fights to maintain control over Her

or his life. During the second %ge, the heart attack victim struggles with a perceived loss

A
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of control. In the next stzige, the heart attack victim begins the s_truggleqto re-establisﬁ a
sense of control over his or her life. Finally, if the victim is able to meet the challenge of
mgaimng control, a sense of personal control is acquired. |

UIn the followirng.sections the four stages of the adjustment process will be presented
and the strategies and responses, which are characteri_stic of each stage, will be delineated.,
Where applicéble, the core category, regaining control, will be utilized to discuss the

variations in the data.

Stage One: Defending Oneself
Heart attacks occur suddenly and with little warning. The individual, not having

previously experienced a heart attack7 is often confused by th‘e presenting symptoms.
Despite the severity of the initial symptoms, every attempt is made to not "give in" to the
symptoms in order to maintain a sense of control. In the first stage of adjustment, the
individual struggles to defend him or herself agamst the threatened loss of contml Three
strategles are utilized in this first stage of adjustment mcludmg the normalizing of
symptoms, strugghng to maintain the starus quo, and finally, a distancing of oneself.
Normalizing Syrrtptoms

All of the informants were asked by the researcher to "share their stories," beginning
at whichever point in time they wished. All of the informants began the discussion of their
experiences with a description of their initial symptoms. The nature and severity of the
initial symptoms varied from mformant to informant. However, in every case, past events
and experiences were used to make sense of the inital symptoms. This 1nvolved a
cognitive process of relating the pTesenting s~mptoms to prevxous experiences with health
problems. The.mformants refused to « onsider their symptoms extraordinary. Rather,
attempts were made to normalize-the symptoms they experienced. Decxstons regarding the
course of action to follow were, consequently, based on this attemnpted normaﬁzatlon of the

© symptoms.
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I I started to feel sick and I thought, "You know, there's a lot of flu going
around. I wonder if this is the flu." So, I went and lay down.
I: My opinion was that I've got a chest cold. Ididn't believe that I was
having a heart attack. My opinion was that I've got a chest cold and that
was the problem....So, I got up to take some cough syrup.
I: Tve ne\;er had an experience with a heart attack, so I thought it was justa
pulled chest muscle. So, I stood up and inhaled and I held my breath and
this kind of relieved it. When I let my breath out it went back to being
painful again.

‘Attempts to normalize and treat the symptoms persisted for up to three days following
their onset. If t'heir initial conclusions about symptom etiology were disproved,'
informants freqixemly continued to seek other causal explanations. For example, one
informant, who initially determined that his "heart burn" was due to stress, later decided
that he had the flu. This deci‘sibn was made when his symptoms changed and hé began to

experience chills and nausea. The speed with which the initial symptoms. escalated "
influenced the ability of the informant to continue to norralize the symptoms.

Other factors which influenced the persistent attempts to normalize the symptoms |
inéluded preconceived ideas about heart attack symptomatology and etiology. In particular,

three of the women in this investigation persisted in their attempts to normalize their
| symptoms because of a belief that .women are not susceptiblebto heart attacks. In one
situation, this belief was reportédly held By an informant's husband. The informant
believed that.something serious was happening to her. She was concerned and turned to
her hu\sband for support. Her husband assured her that thefe was nothihg wrong.
According to th; informant, her husband did not beli;ve that women could have heart
attacks. - - | . .

Informants who had preconceived ideas regarding the "typical"isymptoms of a heart
attack often prblongcd theirvattempts to normalize their symptoms. For examplé, some
informams believed that the hallmark of a heart attack is excruciating chest pain.

-Symptoms such as nausea, chills, weakness, and excessive perspiration presented a

confusing picture to these individuals. Although they suspected that something serious

-
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~was happening/to them, they quickly dismissed thé possibility of a heart aftack as they
believed that theirsymptoms did not match the “typical" heart attack symptoms.

I: 'Well, not"having had a heart attack, no one knows anything: You hear this
and that and it's not always true. It's amazing the things you don't know.
Like, when I was kneeling in front of the toilet there, throwing up my guts,
all I could think of was: "I must have caught the flu" or "I've got food
poisoning." Like, I had no idea that was one of the signs of a heart attack.
And, I was never out of breath, you know. I had heard you get really
short of breath. It never happened! '

I: Talways thought with a heart attack that you get this pain in your left arm.
I thought'it couldn't be a heart attack, that pain wasn't there. So, I think
‘that was the classic thing that threw me.
Other informants contisued their attempts to normalize their syraptoms because they

believed that nothing terrible cquld possibly happen to them. They tended to describe their

initial symptoms as "no big deal." This atttude persisted, despite the presence of serious

symptoms. When asked why he persisted in this belief, oné informant stated, "Everybody .
thinks these things happen to someone else, not me. Same old attitude, it won't ever get \/
me." Attempting tQ normalize their symptoms provided these individuals with a £
mechanism to maintain a sense of control.
Strizggling to Maintain the Status Quo
As attempts to alleviate the symptoms of “colds," "flu," "food poisoning," and
"muscle pulls" fail, the individual begins to consider the possibility that something out of
the ordinary may be happening to him or her. waever, rather than seek assistance, he or
shg attempts to suppress this belief. To ad.rxﬁt that something serious is happening is to
admit that one is not in control. By seeking assistance, the individual fears that his.or her
~worst fears rﬁ’ay be confirmed. At this point, the individual begins to struggle to m'c;intain
the statu.f quo. -
I: Tonly had a slight idea what might be happening, but I thought the
standard, "Hey, it can't be me." So, I got up and threw up once. I was
getting weaker all the time. But, I stayed at work for the day. ' s

Rather than seek.assistance, the informants tended to make every attempt to ignore the

possibility that something serious might be happening to them and attempts to ‘carryonas” "
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usual” were made. ' Endeavoring to maintain the status quo allowed these individuals'to
maintain a sense of control. However, this struggle was extremefy difficult as the
informants had to contend with several factors, inclu‘ding their own sense that something
ominous was occurring and pressure from others to seek assistance. These factors created .
a feeling of tension in the informants, which they had to fight to overcome. Many of the
informants described their efforts to persuade others that they were all right. These efforts
often persisted, despite a feeling that they were not "all right."
I: [Fred] came in and said, "What's the matter with you? You look terrible.
What's wrong?" And I said, "I don't feel very good." He said, "Why
don't you get yourself over to the hospital?" And I said, "Just leave me
alone. I'm going to finish work and then I'm going home." _
I. She kept on saying, "Mom, let's go to the hospital...you don't look good."
She just thought there was something wrong with me and I kept on saying,
"Oh, it's all gone, I'm fine." v
In retrospect, many of the informants recognized that to face the fact that they required help
was to recognize that the sitiation was beyond their own control.
In addition to managing the pressure which was exerted by others to seek assistance,
the informants had to conte'nd with their own sense that "something" was happening.
I: I usﬁally have a bottle of beer after work. [However], it didn't taste good.
That's very strange, it always tastes good after putting in your nine
“hours.... When I get home I usually do a crossword to get my tenseness
out and I didn't feel like that either. -
I: I thought, "Gee, should I stop for lunch or shouldn't 1?...1 didn't have any
breakfast today, maybe I'm feeling a bit hungry.” So, I made myself a half
a sandwich. 1normally make a whole sandwich and I thought, "I wonder
why." ~ r?a '
Despite attempts to maintain}se\status quo, the informants were faced with a pemepﬁon
that something was not right. These perceptions were unéettling, as they fequired the
informants to recognize that something out of the ordinary was oc_currihg.
- Two factors prompted the informants to seek assistance: an exacerbation of their
symptoms and the repeated urging of friends and family to seek assistance. The

exacerbation of symptoms was often accompanied by a sense of irhpending doom. .his, in



turn, forced the individual to surrender the struggle to maintain the status quo. The
¢ symptoms were magniﬂed to such a degree that they could no longer be normalized. What
was initially believed to be "normal" was subsequently viewed as "extraordinary." At this
point, the informants believed they had lost the capacity to fight; they realized that -
assistance was required. ' |
I: Tstarted throwing up and I threw up reé.lly badly. In fact, I was down on
my knees in'the can, and then I thought, "I can't do this anymare.” So, I
flopped out on the floor and I couldn't move. I Justcalled my husband. I

said, "I'm really sick!"...So, he called the ambulance:

The decision to seek help was difficult to make. Many of the informanys*felt caught

between a desire to maintain control and the belief that they required assistance. He  er,

as their symptoms continued to exacerbate attempts to normalize and maintain tile status
quo became impossible. The increasing sense of uneasiness and the severity of the
symptoms were difﬁcult to ignore. The informants desperately attempted to ease their
minds. In one situation, an inforrflant.attempted to "reiieve his mind" by looking for a

- bookmark which had the signs and symptoms of heart attack printed on it. He believed that

the bookmark would provide proof that he was all ri ght. He enlisted his family members to

help him and, with their assistance, spent a half an hour seafching for the bookmark. The
bookmark was eventually found, but failed to rid him of his uneasiness.
I: Well then, when I found...[the bookmark] I went through the symptoms
and let's say there's five symptoms on it I could relate to myself: your )
chest pains, your arms going numb, you're nauseated, you're clammy.
~ And I thought, "Well, if nothing else, we'll £0 up to the hospital...to
relieve my mind." o ‘ .

“The second factor which prompted the informants to seek assistance was the
influence exerted by theif family membérs_and friends. As the result of repeated coaxing
~ several informants agreed to seek assistance. In some cases, the trip to the hospital or
physician was not made as 4 result of the individual believin g that he or she req‘ilircd
assistance. Rather, he or she chose to seek aésistance in order to "ease the minds" of

3

- significant others.
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I: We'll go to the hospital to relieve m§ mind and also to relieve my wife's

and family's mind. 'Cause they wanted me to go and I kept saying, "No,
there's nothing wrong. It will go away."
I: And a third pefson told me that I was loéking badly and why don't I go to
the hospital. And, so I walked across. They wanted me to goto the
hospital and so I said, "I'll walk across." ‘
By choosing to seek assistance, for the sake of others, these individuals were able to
maintain a sense of personal control.
D;'stancing Oneself
| Once the decision to seek assistance was made, the informants were quick to act.
Most of the informar’lts in this study chose to visit emergency rooms however, two
informants visited their general practitioners. Once professional help}was solicited, the
informants "~ >gan to ponder the severity of their situations. The sense of severity was often
--reinforced by the reactions of the health care professionals who assisfed them; The actions
and Behaviours of the health care professionals providéd strong indications that something

‘was seriously wrong.
I: So, 1 went to see the G. P. [General Practitioner]. The description I've
* given to people is, if you've ever seen a doctor's face cloud over and they
give you the "you're going to die son look," that's what I got at that point. .

I: The girl at the admitting desk said, "What 1s your problem?" And I said, o
“Well, I have pains in my chest and my arm has sort of gone funny on . NG
me."...She immediately left to get a doetor. And, within a few seconds.- .

s .there's a doctor back and they're getting a stretcher.

v
‘o

S A}ggus point, the informants began to distance themselves from the events,
L Y - . o
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; ;}f‘g"j@ﬁgtiyfﬁs‘b and, if possible, the reality that something had gone terribly wrong. Many
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: réﬁoi\im%at their recollections of the events which occurred during the inital days in the
hospital gxére "foggy." Rartfér than remain engaged in the crisis, attempts were mad.e‘to‘
avoid the terrible reality of the symptoms and the hospital environment. This distancing
provided the informants with some "space" away from the cﬁsis. Through the f)roceés of .
distancing, the informants ~  ngaged themselves from the ongoing events, This, in turn,

allowed them the freedom. oid feeling a loss of control. In addition, disténcing oneself
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allowed the informants an opportumty to gather thetr resources pnor to facrng the reahty of

what had occulred Dtstancmg strategles c0nt1nued unttl the informants were ready to
come to terms with what had’ happened R S O
The ways tn which the mdmduals in this investigation mana'ged' to distz'mde

themselves from the "real world" varied a great deal. One of the mo;t common forms of

belleve that somethlng terrible was happenmg to them _The result was a sense that they

-

were not tnvolved in the horror filled reahty, but were removed from 1t Many of the

o, 1nformants described the events m the emergency room and tlle tntenswe care umt as "far

1

A away or unreal " They were unable to keep track of tlme Two 1nformants descrtbed a

sensatIon of lrvmg in- slow -gotion.” Many described a sensauon of not betng present

- durmg the mma.l days or hours of hosprtahzanon 3I’he1r bodies were present, yet they were

not ernottonally mvolved in the ongomg events ln retrospect many of the mformants

| bellcved that they were dlStanCed in order to protect themselves

T At one pomt though I thought I was v1smnt my mother and she was | G
having the heart attack, and she'd been dead two years.’ Lguess I was Just
- trying to putit on somebody else so'l wouldn t have it. _ '

~ The most extreme form of distancing was. expenen_ee‘d.by a womanf,",who.Was gravely

L

L1 can-remember them workmg over'me theie and it was strange Like it
really hurt and that. And, then for awhile it just seemed like I was just_
sitting up there'watching myself have a hedrt.attack and i it didn't bother me
at all. L was just. watchmg all these people ruhmng around worlqn g

’ Whrle others mlght descrtbe thts phenornenon as.an "out of body expenence "it can also be

v1ewed as'an extremﬁ of dlstancm g. Thls woman was able to effecuvely remove

‘herself from the pain of a heart attack She beheved that she had parttally 'willed" herself

‘10 rematn dtstanced as she was overwhelmed with thé nain’ and the stress she was
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_distancing occurred within the Fust few dayS of hOSpltallzatlon The mformants refused to " s
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_ thlngs were done to.. [them] " The hosp1ta1 staft were percelved to encourage this-

Once the symptoms were controlled and the diagnosis shared with the informant, the

distancing c’ont'mued"'Rather than face what had'happened and the uncertainty of the «

_ future many md1v1duals contmued to distance themselves by refusing to believe that the

heart attack happened or by denymg the dragn051s

I Afterwards it didn't seem like I had a heart attack. It d1dn t seem real. I
o thought "Somebody else had i.” It was funny.

I And it was: kind of mterestmg I thought about the fact that I had a heart

attack and it seemed almost impossible. It was like my brain didn't want to
accept. it.

Other 1nformants dlstanced themselves from the experience by doubtin g the veractty |

o of the dragn051s If one is able to mamtam the belref that the dmgnosrs ofa heart attack S

n error, control can be mamtarned As one mformant stated

I They told me I had a heart attack but they never really convinced me. It
-wasn't unt1l a week later that I was really convmced

h ;)If They said it took them along time to stabilize me and get meinto the
" intensive care...My kids were all coming in and sitting and I was saying,
, What are’ you domg here? I'm not dying. There's nothing wrong with

me."

Once the d1agnosm of heart attack was made the 1nformants were all transferred to

o .oel

. cardrac care umts Desplte a denylng of the d1agnosrs and drstancm g themselves from the

'_ 'vevents the mformants allowed thelr admtssmn tor the hospltalc Many described themselves -

as objects or automatons who were cared for by others Rather than taking acttve roles

2

. drstancmg by 1nstruct1ng the patlents to rest and stay calm. . Cooperauon was perce}ved o

. be an expectatlon One mformant deskqbed thls State as "llmbo ! nelther engaged in the

hospltal wox‘ld nor in. the secunty of day © day life.. Another 1nformant stated "It s kind of

v funny You' re kind, of in and out of it. You re kmd of stupid, but you remember what you

; s say and hcar For some of the mformants the drstancm 1g they descnbed was inevitably =

alded by the V,adrmmstranon of Morphme a drug commonly gtven to hean attack ‘é,nms.

s
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- The lnformants remained dJstanced from the reality of their dJagnoses and the hospital
environment for a penod ranging from one to seven days. During this penod many |
acuvely attempted to "prove" that they were not seriously ill. This.' proof" took the form of
challenging the authority of the hospital staff and rules or denying or 1gnormg the seventy
, [T ‘sof their illness. For example, some of the informants reported that they attempted to do
tasks that were not permitted, such as emptying their basins of water followin g their baths
One informant reported “sneaking off" the ward and exploring the hospltal Humor was
also used as a mechanism to distance the mformants from the reality of their heart attacks. N
Many reported attempts to laugh and joke with farmly and friends.
1: Isaw that there was this little T.V. screen [cardlac monitor]. .So, they're
- watching. They think they're gomg to get me excited and I'm going to
~ drop dead or something. So, one day I looked up at it and as I'm twisting
-to look up I noticed it went all funny and then I twisted a little more and it
- went really funny....So, next time when.. .[my children] came, I started
, w1gg11ng around and I said, "Hey, now watch that T.V."... The older one
said, "You'YEgoing to kill yourself. You can't do that." I said, "Oh, yes .
Ican. Watch this. Isn'tit neat!" But, ‘you gotta have some fun or else ’
-, you 'd drop dead in there. .
Some mformants attempted to "break the rules" WhICh were imposed upon them in the
hospltal For example they attempted to get out. of bed when they had been instructed to _
remain in bed. Others refused to, comply with the W1shes of the hospital staff by neglecting
- to'inform, the’ staff when their chest pain recurred.. By refusing to take the hOSplt%J;
' expenence 6senoq‘sly, the mformant was able to remain dtstanced from the respon51b111t1es
and concerns which were assocxated wxma possibly life threatemng illness. One informant -

hkened [hlS sxtuatlon toa young Chlld who believes, "If...[she] shuts.. [her] eyes, the

whole world will disappear.” - | - ' _ N e L

Over t1me it becomes e);tremely difficult to remain distanced. Family members, {taff
and the presence of medxcal equipment provide constant reminders that he eart attack did®
mdeed occur. The md;wdual .becomes ready to face the reality of what has happened.
\ Some mformarm reqﬁlred irrevocable proof that the heart attack had occurred. Once this
/ proof was ggowded, they began to come to terms with what had happened.
A



o
I I was never really convmced until the cardio nurse came in...[a- week

later]....I asked her, "How do you know it's a hearg attack?” So she says,
"This lit ip tells me it's a heart attack." And at that point then I feel
that ccepted that it was a heart attack. : :

Stage Two Commg to Terms = B

A heart attack can eas1ly undermine one's sense?bf control over one's body and one s

hfe in general Pnor to regaining a sense of control the individual struggles to come to
' terms thh the event Cormng to terms involves an effon to understand the event; why it
OCcurred whatt 1mpact it has had, and what 51gmﬁcance it has for the future. By coming to
terms with the heart attack the 1nd1v1dual is able to regain a sense of control over the event
-and her or h1s life. Although some aspects of control cannot be regamed through thls L
' process it does enhance the mdmdual s sense of predlctablhty .

There are four phases which an individual usually completes when commg to terms
Flrst the 1nd1v1dual faces his or her mortahty Through [hlS process he or she comes to
some resolutlon regardinig the expenence of havmg survived a life threatening situation.
Second, the individual makes sense out of what has occurred To understand why the
heart attack occurred gives the 1nd1v1dua1 a sense of control over hlS or her destiny. Third,
the individual faces the possible limitations Wthh ‘may be: present asa result of the heart
attack. 'l'.'hey face their temporary loss of 1ndependence and grleve the losses which’ they
have experienced, both real and lmagmed. In turn, the culmination of these three phases
contributes to the manner in which the fou?‘th phase is rnana_ged. In the fourth phase of
~ coming to terms with the eyen't,_the individual attempts to 'deyelop an attitude toward the -
future. The attitude, which,the heart attack“‘yic"tim d'evelgops towva_rd the future, has a.
~significant effect on the strategies that he ‘or she will utilize in the subsecluent stages of the
adjustment‘process. | | | | |

Facing One's Mortality .
A.V.'rean attack is a potentially life tllreatening event. At the time of the heart attack, |

many individuals are faced with the possibility that they may not survive. Many of the
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individuals in this investigation had not contemplated the possibility of their death prior to
the time of their heart attack. The ability to survive a life threatenin g event was considered
a profound experience. This, in tumn, affected the ways in which the mformants enwsroned
their futures, P
Imna]ly, the'thought of dying was extremely fnghtemng for some.
I: Ithink I was scared I thought, "Well, a heart attack maybe it's the end."
I: Things go through your mind you know, "Have I got long to. llve or will
my life be that much shorter?"" And yet, I look around and I thmk "You
know I've had a good life."
As the informants contemplated the possrbthty of death they were often prompted to
review their lxves They described two outcomes Ftrst some informants expressed a
sense of bemg grateful for surv1v1ng These 1nd1v1duals were generally optimistic about
A
their futures. Other lnformants were less optlrrusttc about the future These mdrvrduals
were unable to rid themselves of their preoccupauon with death.
Many mformants were grateful" for being glven a "second chance to ltve " They o
bel1eved that havmg survived-the heart attack was somethin gtobe thankful for
I: And on the fourth day somebody gave me a newspaper.. .and as I read the
obituary notices I thought, "Oh my gosh, my name isn't there." And, I .
knew I'd made it and I sort of looked at the date and I thought, "This i is the
~day I'd be buried." And I felt very, very grateful.

This "second chance" allowed the mformants the opportunity to cherish life. Many

46

believed that they had not prev1ously llVCd life to its fullest ‘They wanted to appreciate thetrf .

families more and show them that they cared. - N

[: I think life has taken on a different meaning in a lot of ways Like, oh,
even wanting to spend more. time with my family, doing more for them,
spending a little more time and doin g things with them, takmg them out and
doing things with them. _ ;

However, this potént desire to llve_was often dampened by the reality of the hospital setting

_ and the limitatjons which the heart attack imposed. The informants were unable to "live life
to its fullest” as they were weak, hospttahzed and dependent on others for support ‘Those

' mformants who were able to maintain the behef that they had mdeed been gtven a’second



" S o 47
chance, despite the restrictions they encountered, were able to maintain a positive attitude
toward the future.

For some in rma , the threat of death was a rofoundl ne atwe ex erience.
p y g p

These individualsAdid not believe that the threat of death subsrded with their symptoms

Fhra
early death. Survtval was not perceived as a new begmnmg, but was con51dered tentauve

Rathr thg believe that they could rhake a "new start," they believed that they rmght die an @y :

I: T'said to m&ds "Don't get excited. Maybe I get better. Maybe I’ ll
_drop dead in a month. Who knows‘7 There S no guarantee:” v

1
For these individuals, their "brush with death"” connnued tobe a frlghtemng remmder of
their mortality throughout the adjustment process Accordingly, these informants tended to
be more cautious and pessurusttc throughout the subsequent stages of the recovery process ’
: Until a sense of predictability, 1ndependence and self- determmauon was{ regamed they ‘ ;
remained doubtful about them futures - | _
~ The mformants behefs regardmg thetr mortalrty and futures 3 were subject to chan ge
*"over time. As will be descnbed in subsequent secuons the expenences that the mformants
had throughout the adjustment p process affected the ways in' which they "came'to terms
with their heart attacks. The informarits often retumed to the process of facmg thetr
mortallty if they expenenced senous symptoms in the course of their recovery, orif they

]

began to 1mprove to a degree to whrch they d1d not mmally expect.

Maku.}g Sense i - o

3

.

| e Once thessfhock of the mlual expenence passes, the heart attack \ncum attempts to
. make sense of what has happened to him pr her. Causal explanattons of some kind- “were
sought by each informant. These explanauons provrded the vxcums with'a sense of -

| “control. Fmdmg a "reason" for the heart attack enabled these 1nd1v1duals to make sense of
what had happened. What was mmally seen as unpredrctable was subsequently fit into the .

schemes C f the individuals' ltves

I: Tspenta Tot of time ﬁgurmg out exactly ‘what caused my heart attack. This
was 1mportant because it allowed me to ﬁgure out exactly what could be
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S done about it... I'm 43 yeats old. Havmg had a hean attack; T don't want
to put myself i in these kmds oﬁesuuﬁauons anymore. ' !

The:identification of the cause of the heart attack also prov1ded the md1v1dual with a sense ,
that the problem was manageable Many beheved that knowmg the "cagse prov1ded the
"key" to the cure. Those 1nd1v1duals who were unable to successfully &&errrnne the cause
of thetr heart attacks had a great deal of d1fﬁcu1ty knowmg how to manage thelr
rehabrhtauon E ‘ g ’ R

Ty .

-3

In order to make sense of the expenence the mformants reviewed thelr past hrstones
in hght of their present snuatlons Factors that w were not consxdered 1mportant until the
~ . event of the heart attack were carefullv scrutinized. Aspects of thelr hlstones, such as
prev1ous eatmg habits, took on new meanin g -Most mformants adjusted their perceptlons
of the past in order to make sense of the present The causal explanauons that 1nd1v1duaJs
i 1dent1ﬁed were based on the1r life rev1ews |
I See I looked at myself and i thought "Well I'm not overwerght. I don't
belleve I have high blood pressure. There's no stress that I can thirk of in
* the home envuonment So, it must be work related. - ,

I: The combrnatlon of the hxgh cholesterol level and the strc?s probably
e prompted it So, that s what I have to Igarn to avoid,

: & ,I was not tru]y a candidate for a heart attack because 1 eata good diet and
~ my weight is okay. Stress is really what caused it. I mean, theré was ]USt
o nothmg I could do about it. I mean, that stress was just there. -
Some 1nd1v1duals had difficulty 1denufy1n g the cause of their heart attack Desplte ’
.careful con51derat10n they were unable to make sense of the heart attack These 1nd1v1duals
i tended to rur’mnate about the cause of thCU‘ heart attack until an explanauon was found
I I kept thmkmg about it for about the first month after I got home Jjust ,
going over in my mind, "Why d1d thls have to happen"" And then I'd sit
and ponder over it.
Rather than 1dent1fy the cause of their heart attacks, some mdmduals could onJy
1der1t1fy reasons why they should not have had a heart artack. Thls in turn, stalled the ‘

) process of makmg sense of the experlence These 1nd1v1duals tended to view the heart .

| attack as a threat Wthh could not be explamed They later had dtfﬁculty maklng and
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committing themselves to any life-style changes, as they were unable to identify a
relationship between their previous life-styles_and the occurrence of their heart attacks.
These individuals believed that they had done ev@thing possible to ward off the threat of
heart disease. 'fhey believed that they had somehow been betrayed.

I: Lfeltmad Because I did all the right things. I thought, "I walk up and

- down eight flights. I swam every day. I walk wherever I can.” I'd been

doing all the right things. I'd also been watchi9g/ my diet like mad...I've

always been interested in nutrition. -

I. I felt that I shouldn't have had the heart attack and yet I know it's
hereditary in our family. But, I don't smoke...I'v€ been eating pretty

_ regular diets and I don't drink that much. I've been pretty aceéifs .. -
shouldn't get a heart attack. I'm too young. I'deon't smoke an8&#m pretty
healthy. » .

Heart disease was considered, by all of the ivrllformantg, to be a disease of life-style.
The process of seeking causal explanations was often associated with a sense of guilt. It
was generally beliéved that heart attacks occur because individuals do "something wrong."
Some informam;ffwent so far as tb state that they de;;served -a heart attack because of the
way they lived. . ' |
I: It's the old story I guess....I've worked, I'Qe put in long hours, lots of
worry, frustration, lots of stress. I've worked for this heart attack and I
- gotit. I'mean it's mine. I've worked for this and I guess you could say I
got what I deserved.
Many infomants felt a sense of remorse as they revie'wed their histories. Some expressed
' regret for.the way they had lived their lives, while others expressed a wish that they could
‘-'redo”"‘pans of their lives. As one informant stated, "Eyeryone goes through the thihgs that
you wish you could have done differently. 'T:‘he second time ybu'd do it differently, liike the
- mistakes you've made." _
| The sense that the individual is personally responsible_ for his or@r\ disease weighed
heavily on 'rnény of the infox:rnants. Many stated that this burden was felt because of the

nature of the disease. Coronary artery disease was clearly considered a disease which

could be avoided. For this reason, it was seen as different from many other diseases.
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I: Idon't know how a person can opt out of not taking respon51b111ty And
more so for a heart attack than cancer. I wouldn't feel the same way if I
7~ had cancer. I would say, "Hey, why me?" Or, if I had been hit by acarl
ould say, "Why me?" But, [ can't honestly say, "Why me ?" with a heart
g\ttack I guess one could almost say I had it coming to me.

Some informants had been warned by friends and family members to change their life-
styles prior to?thcir heart agcks. - These warmings were clearly rzsmembered by the

- mformants and prov1ded them glﬂ’l ev1d&e of thelr respon%ty As one mformant
|p “,. g .

The process of makmg sense of the event was aided by héalth ﬂ'“bfessmnals who

worked with these informants. The 1dcnt1ﬁcatio_n of risk factors is an integral part Qf the -
health history asses$ment. Many of the inf\éx;@ants sensed that a "cause” was beingf sought»
by the health professionals. Ofte.n, the questilons asked by health professionals ‘g’ave the L~
informants clues as to what might have caused their hear; Qrtacks. This was considered "
helpful by some individuals, as it provided them with a structure for examining causal |
explanations. However, some individuals found the scrutiny of the health-professioaals
' distressful. ’
I: There is a lot of finger pointing. You go along wnh them. And you start

to think, "Something I did must have been wrong."” 'Cause you're told

this unmcdlately -They tell you, "Well, let's see what you did that was

wrong. Why did you get a heart attack?"

Informants attempted to make sense of the heart attack for their own benefit, as well

as for the benefit of others The shock that farmly members and friends experienced, when
they learned of the diagnosis, was often conveyed to the mformants Many informants
believed that they needed to explam to others why the heart attack occurred‘ As stated
‘earlier, many of the female informants believed that a heart attack is an illness that concems
only men. The exception to this rule was those who lived a life of " excess."
Consequently, many of the female informants were fearful that others woaid believe they

had done something "wrong." They felt ashamed of having had a heart attack. The

insinuations that the informants felt from others were, at times, devastatin g



I: T've said that I could have thought of many things that could happen to me
but I never, ever in iny life gave thought to a heart attack, because I

couldn't....My friends and my neighbours, I don't think there's one of @ ,

them that hasn't said, "How come you got a heart attack?"
I: You know, everybody thinks about it once, "How come you're having a
heart attack? You're'too young, you're too skinny gyou don't eat fat, you
don't eat salt!" It's like you had to have done something bad to have a
heart attack. ' :
Making sense of a heart attack can be difficult for some individuals because of its
hidden nature. The heart attack is not a condition one can visualize. Once the pain had
. ) :
subsided, some informants were left with a feeling that it was all over. These individuals
had difffg?llty believing that the heart attack was "real.”” As one informant stated, "I was
alive. It didn't seem anything could happen to me after it was over.” Although symptoms
of fatigue ahd occasional pain persisted, they did not provide the informants with visible
reminders of the heart attack.
I: Now if I was laying there with an artery pumping blood, I'd be
scared....That's a viable thing you can see. You know yot've had the

cookie then. But, wifh a heart attack the pain goes away after they give .
“you a shot. kAN _ -

I: If you got a broken leg, you got it in a cast. You can see that and that's a
- daily reminder. But here you are with a heart attack that you cannot see
, and you're looking at your body and thinking, "I'm okay, I look okay."
These individuals had difﬁculty believing that the heart attack could have a permanent
effect. It was not until limitations were faced that they were able to understand that the
heart attack had an impact on their lives. Once some limitations were faced, these

U/\informamts returned to the task of making sense of the heart attack.
/ If difficulties were encountered in the months‘followin g thé iniﬁal he;;rt attack, the
informants often returned to this strategy and tried to make sense of eveﬁts. At times,

. causal explanations were disregarded because the informants found that the explanations

they had developed were not credible. In these situations, these individuals returned to the

strategy of sttempting to make sense of the situation.

- . ‘a
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Facing Limitations

An essential aspect of coming to terms with one's heart attack is facing the resultant

"

limitations. - A heart attack can have a huge impact on an individual's life. Before coming-

to terms with the heart attack, one must consider the implications the heart attack holds for
the future, the obstacles that might lie anead, and the plans that must be altered. Many of
the limitations that an individual initally considers will not actually exist in the future.
Nevertheless, these perceived limitations have a strong impact on how th_é individual comes
to terms with the heart attack. For example, if limitations Are perceived to be
insurmountable, the individual will have difﬁcixlty managing to regain a sense qgcontml
over his or her life. - o 1 ‘

The informants in this invesdgatioﬁ were faced with limitations, which were imposed
on them by the hospital stz“* from the moment they entered the ‘hospital system. Most of

. thelr activities were restricted, including walking, shaving, eating, and visiting. These
limitations served as strong reminders to the informants that they were not well.
[: Trealized they weren't letting me out of bed. I couldn't even swing my feet
over to tHE side of the bed. I was on a liquid diet...and then they told me I
had a really bad onc.yOh well, I guess I did. v -

As the informants progressed, they were gfadually allowed to incréase their levels of
activity. At this point, most informants experienced the physical limitations that were
imposed on them as a resullt. of the heart attack. While lying in bed,‘most of the informants

- were unaware of their inabilities. By the third er fourth,day'of hospitalization, most of the
informants began to ambulate and they became aware of their physical limitations. Most ”
d;scribed sensations of fatigue and weakness. Simple tasks, such a; bathing and :\'i;élking,
proved exhausting. | |
| - I: They told me a lot of th~ings I co_u_ldn't do right away...and that kind of
made me think, "Well gee, am I that sick?"...But the minute [ tried doing
something, then I realized they knew what they were talking about....The

first time they walked me down the hall I was Just exhausted and I thought,
"Well gee, does a heart attack take that much out of you?"

£
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Faced with devastating physical limitations many informants po'h'dered what the -

future would hold for them. They feared that they would never regain their strength. As

one informaat stated, "I thought, 'Boy if this i is the way you g.re going to be all your life
this is rotten." And, that's when I started gettlng disappointed.” By far, the greatest fear
for these individuals was that they would remain pérmanently disabled. "Initally, I
believed that I wa‘sv going to be a serrti:invalid for the rest of my .life'....I was pretty \
depre‘ssed.” 2
Many of the informants feared that the limitations they faced would be permanent. A
sense that an irrevocable change had occurred prompted many to grieve the loss of a life-
etyle previously enjoyed. Many inforrnan?s spent time considering all of the activities they
would no longer be able ‘to do. These considerations were based cn their current
inahilities, rather than on an understanding of how they might improve. Oné informant
described lying in her hospital bed and contemplating how her Iife had changed. "1
thought, 'Oh, will I have to quit my bowling and my golfing? Do I have to quit all of the
things I enjoy? My life is going to get se boring!" | ]

Although all of the informants were told they would improve, many feared that.they

would experience-permanent disability of some kind. In order to cope with these fears they

4 1

- engaged in ant101patory worrymg ' Anticipatory worrying involved ruminating about Lhe

: wofst p0551ble outcomes of the heart attack. Many informants believed that if one prepared

for the worst fi}e fgture could be faced For example ore 1nformant decided that he would

‘ never be able to drive again because he believed he was unable to change a t1re The i 1mpact

)"""-: A

: of the heart attack had this effect on many of the informants. These 1ndiv1duals never

wanted to be caught unpre’pared again.

-

‘The 1nforrna_ﬁts reported that they worried for three days to two weeks a.boutthe
£ : ]
limitations they would face. Most were able to grieve their potential losses and
subsequently place their losses behind them. They recognized that they had to begin to

make some adjustments. In order to make this transition, they constructed an



understanding of the heart attack that would allow them to continue with the adjustrnent
process, rather than continue to mourn their losses: They deueloped an attitude toward the
future which, in turn, provided them with a sense of direction. .
Looking to the Future

Having faced their mortality and the limitations that the heart attack imposed and
having attempted to make sensgout of what occurred, the informants believed that they _
were facedeith two options; They could continue to ruminate about what happened to
-them or they could look to the future and attempt to make adjustments. The speed with
which the informants attemptejd to look™o the future varied. While some informants were
" able to move quickly on to this final phase of coming to terms with the iyéht-, others
expressed a difficulty in resolving the feelings they had about their mortality or the
limitations they faced. ‘The ways in which the informants envisioned their futures were of

4
great significance as it was this factor which had the greatest 1mpact on the selection ofi
subsequent strategies in the adjustment process.

One informant descrlbed an "attitude” as “the. posmon you are going to take towards :

the attacka" 'I‘he ma)onty of the informants beh,eved that a posmve atitude” made the

greatest conmbj"”_'_onﬂto the adjustment process. It was believed that if one was posmve
"you could lick i 1t 1nstead of it licking you." However, not every informant was initially

able to develop a positive attltude The attitudes that the informants initially drsplayed can

<
'a, 2.

mgst g;v‘art and see what the future would hold (see Frgure 3).

ﬂ? I 3I’he mformants mdrcat&d that a positive attitude mvolved a belief that they would
s )mprove that they would be able to successfully adjust. In turn, this belief aided the

| mformants in developing a sense of congyol. The future seemed manageable. The

: obstacles to adjustment were not msunnountable Althou gh many informants wanted to

possess a positive attitude, many found that they had to spend time convincing themselves

that they would recuperate.

S
drvi‘ 1nto two ups: those with a positive amtude and those w1th an attitude that one’
e gro P p
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I: I think I'm looking forward to a good life you know? I'm sure everything
is going to be good for me. I just have to look at things positively and -
think, "If I look after' myself I'm going to have a good life. Maybe this

was just a little warning. Maybe if I look after myself I'm going to have &

good life with my grandchildren.”
Positive Attitude "Wait and See"
Confidence in feéovery Fear of being permanentl
"Knowing" the cause(s) Inability to understand "why"
Anger - "1 did everything right"
"Gratefulness" for a second - Knowledge of why they
chance - “shouldn't have had a heart

"~ attack"

: Fear of the possibility of death
Possession of specific plans

for rehabilitation. ' Uncertainty regarding the future

Reluctance to commit to plans
Perceptions that limitations .
aregnanageable ) - Perceptions that limitations
- are insurmountable

o
“t

Figure 3. Factors Which Affect Attitudes Regarding the Future.

4

The Wéys in which an individual makes sense of the heart attack appears to have a
significant impact on the attitudes they develé'ped. For example, informants who were able
to "pinpoint” the reasoﬁ for their heart attacks developed specific ideas about how they
coufd improve. They tended to view the heart attack as a "warniné." Thé? believed that if

they rectified "the'probler;l" they would live long and healthy lives.
I: So, it's happened and I guess I have to resign myself that it is a warning
and it wasa very fortunate warning because within the next two weeks of
my heart attack, two of our friends didn't have that second chance. It was
one heart attack and they no longer exist type of thing. So in one way, ]
-



_ guess I take it as’a waming and I have to adapt to the fact that i itisa
: warmng and start to pace myself _

'One 1nformant stated that she was grateful" for her heart attack as it forced herto
make necessary changes 1n her life. Th&e lndIVIdllalS were generally keen to make life-
style changes They enthusxasttcally mcorporated the changes sugges'ted to them by the

health professionals, partlcularly 1f they beheved that the changes would resolve the -

' problems which they beheved had caused their heart attackst These individuals were less

amenable to changes that in thetr rrunds had r no bearmg on "the problem."”

. Some of the mdmduals who were unable to pinpoint causes for their heart attacks

were also able to develop posmve amtudest Many decxded to adopt thlS atmtude sunply ;

because they wanted to hve As one 1nformant stated "It s not time to roll over and play
dead yet Other 1nformants 51mply refused to beheve that life was over For a few this .

urge to lIVC was sparked by the reallzauon that they had been given a "Second chance " By

' facmg thetr mortahty, they had developed anew appremauon for life. One mformant |

descnbed hIS heart attack as "the best th1n g that could have happened to (him]." When

t asked why, he stated that T 14 be a better person for what has happened "

56 .

The mformants who remamed an gry or depressed and unable to make sense of what )

happened had great dlfﬁculty con51dermg the future Although many of these 1nd1v1duals
desued a posmve outlook they beheved they had nothln g about Wthh 1o be posmve
These md1v1duals contmued fo view hfe as tentative. They doubted that they would

1mprove They were fnghtened of what the future held for them These mdtvrduals !tated

that they had great\dtfﬁeﬁlty demdmg how they would deal with the future. As one woman

| stated "I've just got to wa1t and see how good Im gomg to get.” Those mdxv1duals who

felt they had to' walt and see," were tentauve about spef'tﬁc plans As one mformant ’

stated VIf I knew what caused 1t Iwouldn t do it'again, I Just don t know what caused it, -

. .so I don t know how to ftx it. " ‘I'hese 1nd1v1duals beheved that they could not be posmve

‘ about the future unu’l the uncertamues WhJCh they assoctated w1th their condmon were

resolved



g

held a strong beliéf that she would i 1mprove faced many comphcauons ﬁun the L

#
o
A | 7
. ‘ v i
The ways in wh1ch the 1nforr 1ants enwsxoned their futures chméd througheut the
. - ‘r‘
course of Lhelr adJustment process.. As xmprovements were expexzfenced and uncertalnry
~ was d1551patcd those informants who felt that life was tentanve we;c able to ant101pate the L

*

future wnh a greater sense of conﬁdence On the other hand one mfonnant who 1n1t1ally

N n Y ; .

- adjustment process. « In the face of these dlfﬁculnes she was unable to mamtam a posmve

amtude She became cymcal about her future. She wasgmwdlm g to make plans and sh@*

‘believed that nothm g she d1d would help her to 1mprove

_ The way in which the heart attack victim envisions his or her future has a large
e
?3

. v'bearm gon the course of adjustment Other factors whicH can influence the way in Wthh

o

an individual enwsgons his or her future. will be descnoed in the following chapter. Asone

informant stated, "You tend to follow the direction you are looking toward. If you feel

- bad, you won't do well. If you feel goed, like you are goin‘g to get better, then you will."

‘{,/ir
i
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V. FINDINGS: THE FINAL STAGES OF

THE ADJUSTMENT PROCESS

In the following chapter the final two stages of zhe adjustment process will be
explicated. The outcome of stage two, coming to terms, has a 51gn1ﬁcant 1mpact on the
strateg1es an 1nd1v1dual utilizes in the third and fourth stages of the adjustment process.

Following a discussion of the last two stages of the adjustment process, the adjustment

process in its entirety will be discussed.

Stage Three: Learning to Live ~~™ y

The heart attack dlsrupts one's sense of control to such a degree that the individual
must leamn, once agmn to live. In order to learn how to live the heart attack VlCtlm must
negotate through an adjustment process that is plagued with uncertainties and doubts.

These individuals must discover a way 1o put their lives back together. They must learn to

trust their bodies again and must reconstruct a life-style that they, can tolerate and maintain.

Included in this stage are three phases: preservmg a sense of self, mmmuzmg the

uncertainty, and establishing guidelines for lmng. There is a reciprocal relationship

- between the second and third stages of the adjustment process. The ability of the individual

to come to terms with the event affects the strategies utilized in the third stage and the

strategies utilized in the third stage, in tum, affect the process of coming to terms with the

“event (see Figure 4). For example, if the informants found that the strategies they selected

were ineffective, they would return to the process of comlng to terms Slrmlarly, those
deVIduals who feared that they would remain physically dlsabled returned to the process
of coming to terms once they experienced some 1mprovement The way in which an
individual comes to terms w1th his or her heart attack affects the stmtegles to be used as he

or she attempts to learn to live again, However, as previdusly mentioned, the attitudes that
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a heart attack victim holds are subject tof change over time. Consequently, the processes of
coming to terms with the event and le:imin g to live are cyclical.
g | , X
Stage Two
2 ¢ %oming to Terms

LPositive AtLitudeI"Wait and Sccj

Stage Three

Learning to Live

Figure 4. The Reciprocal Relationship Between the Second and Third Stages of
the Adjustment Process. ' ;

Preserving Self .

A heart attack disrupts one's sense of self in thatit undermiines a sense of confidence
.

and-self-worth. A heart attack threatens "orie's"‘irigepénderiéev- and doﬁséqu,ef)ﬁy? an
" individual's roles and respoﬁéibilities shift dfarhaticaﬂy. _:FhrOLfghout these changes the
5 . fe e . o - .

heart attack victim mist struggle to preserve a sense of seif’ -She or he must struggle to

maintain a personal identity other than one of'"'patie'pt‘}',or' "invalid." This was.one f the

most taxing struggles for many of the informants in this investigation. As one informant
Ki L .

' . . Fa
stated: ' : T e ]

I: You've got to prove to yourself that you are not a cripple becaus tobea
cripple is to be a loser. Isn'tit? You know from the minute you start .
_ kindergarten you're taught not to be a loser. The only thing that counts in - ~
our'society is to be a winner._Losers are nothing!

N



The informants indicated that much of t_heir sense of self-worth was related to what
they did as m’Others, fathers, workers, spouses, men, and women. The heart attack
disrupted these well defined roles. To have these roles stripped away was often
devastatmg As one mformant stated, "I think the most difficult thing was feeling useless
You couldn tdo anything." To be considered, by oneself and by others, as incapable was
extremely threatening. "I just don't like somebody doing everything for me ‘and thinking I
am really restricted.” |

All of the informants indieated that they were anxious to return to the ways.of life
they had prev@“y,enjéyed Some indicated that they were * “raring to go" before they
were dlsc}Wrng f:m:n vhe hospital. Others wanted to retum to their prev1ous life-styles,
however they were aﬁald that they may experience a second hean attack if they pushed
themselves. Despite these desires, the mformants were unable to "pick up where they left
off.” All of the informants 1mt1ally complamed of extreme fatigue. In a@non, they were
all informed, by various health care professionals, that many of their usual activities had to
be curtailed for a period of six weeks to three months. Most informants were given
instructions regarding what they should not. do. Because of these restrictions and their

K

physical limitations, they were unable to resume "a full hfe as termed by one mformant
In order to preserve a sense of self under these restrictive cohdmons the mfonnants i
! utilized two strategles F%rst they managed their role transitions. Second, they attempted
" to balaﬁce their n:wds and suppons

: Managmg Role Transztzons.

The individual who experiences a heart attack is quickly and W1thout warning cast
into the role of " panent " Many of the informants indicated that they were extremely
uncomfortable with the patient role. As one informant stated, "I'm not used to berng
waited on. I didn't like to be waited on. [ wanted to do. my own‘thing " Both men and

women in thxs mvesngatlon had difficulty accepting the patient role However, the reasons

for this difficulty tended to differ between the male and female mformants Many of the

P
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Hmale mformants 1nd10ated that they preferred to give rather than receive care. One woman N

stated, "I 11ke to do thmgs for other people, but Ive never xeale wanted to be warted on."
The female 1nformants in thlS study tended to see themselves 4s care- grvers not care- '

recelvers

Many of the woimen attempted to protect their motherrng roles 'I'hey felt partrcularly
L] .

uncomfortable with attempts made by thetr children to prov1de comfort. In order to
maintain their mothering roles the women att;apted 1o contmue to demonstrate care and

concern for their farmly members Thrs care took the form of minimizing thetr own

b

cor. tions in order not to worry- thetr chrldren 'As one woman stated:

I Ididn't want them to get too upset because it was a bad'time for them
t0o....So I would just try to minimize everything to them. I'd say things
like, "Don't you know it'll be okay." I felt I had to be. cheerful otherw15e
they would have just gone overboar "

Other women attempted to dtscourage thetr famlly members from vrsmng them in the

N

hosprtal in order not to "burden” thelr loved ones. Many of the female mformants stated o

that they spent a great deal of time, whtle in the hospltal worrym g about. how thelr

husbands and children would handle their. illness. One woman expressed the concern that. |

it was harder on the children than it was on.. [h&q _ ‘ ]

The majority of male informants enjoyed the attentron of fatmly members whrle
hospitalized. One informant stated, "I liked the attentlon It made me feel loved I mean
it's the clearest signal I've had in our 16 years of mamage that'she really loves me."
Rather than discourage the attention of family members., most‘of the male 1nformants bl
encouraged it. .

The major aspect of the patient role that the male mformants drsltked was the threat to"
. their breadwinning role. Many of the men interviewes: were concerned about betng absent
from work. Some attempted to hétve their work orought to them in the hospital.

&

I: I was always doing something and then, all of the sudden to do nothing. I
found it very frustrating in the hospital to sit and do nothing. I felt that if -
someone brought me some work to do, I could do it and they could pick i it



.up and take it back. But no, they wouldnt let me do that elther because -
, that's what put me in there . . ‘ _ ’ -
Bemg a pauent prevented them from contmumg the breadwmner role WlthOUt thxs>role
: tlley felt "useless " As one xnforrnant stated "You are the breadwmner of the famlly You
‘have the status And all of the sudden you go from havmg the status to bemg nothlng

The female 1nfonnants who were employed outstde of thetr homes were not 1mt1ally

_ concemed w1th the conunuauon of thetr work The1r mmal concerns lay w1th the care of A

-~

' their famtly membem -
The majonty of the mformants 1nterv1ewed were eager to leave the hospltal

5. at

- However, two mformants mdlcated that they felt comfortable in the patrent roleand were

. Z:f‘anxlous about thelr d15charge These 1nd1v1duals were reluctant to leave the secunt; of the
| hospltal One of these mformants stated ’The hospltal staff know exactly what s :
- ;_happemng I felt safe and secure whlle I was in the hosp1tal These partlcular =
¥ ._" ’1nd1v1duals were extremely hesxtant about the future and nequlred much reassurance ;

'Nexthﬁs had’come to terms thh h1s or her heart attack pnor to dlscharge from the hospttal

J‘ft{q‘ was afrald to leave I thought you know "What if [ have an aJ)ther hean
~attack?". At the hospltal T'd be attended to right away...I mead they bring -

- you your pills at a certain time and you're looked after pretty'good. And .-
" then you think, "Gee, when _you'go home you re on your own. ‘Am |

' going to make it? Am I going to manage?” Yes, it was a worry.. Oh; the.

first week I think I'was so 'scared at home. I was.scared of havmg another

hean attack and not: gettlng to the hospltal in tune o -

Once the mformants were dlscharged from the hosprtal they were faced with the

. ‘v._"'-’challenge of resurrung thetr prev10us roles The informants were told by the health care

professronals attendmg them that thetr "full" rehablhtauon would require six weeks to six -

L months Many of the mformants were dxscouraged about thls protracted penod of time.

_ The thought of "takmg it easy" for three months seemed mterrrunable to many. By‘ far, the
. greatest complamt all of the mformants held was that they felt "useless " Many of the
lnformants felt "caught" between the roles they had once enjoyed and the patient role.  They
‘dld not feel "legltlmately 51ck " yet they d1d not feel well enough to resume their previous

roles "As one mfonnant stated "To be just not able to do anything, just to be lying around

. :,. .
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and being useless. I think this was the most difficult thing 0% the whole heart attack:”
Several factors impeded the informants from resuming their previous oles including;: the
efforts of their family members to protect them, the restrictions that the health care
professionals placed on them, and their physical limitations.

Many informants believed that their restrictions from certain tasks diminished the
value of their existence. They considered that who they were as people was directly tizd to
what they could accomplish. To have'their abilities limited byta hean attack was
devastating. The time spent at home was consequently difficult to fill. The meaning that
life once held was diminished. ‘

I 1 ﬁnd the ‘worst part about it is sitting at home being idle. Itis very
frustratmg I guess I was a workaholic to a point. And to sit and not do
anything, well. Like, when I was discharged I said, "Well, now I can go
home. I can do some exercises." I was overweight. [ knew that without
having been told. I could do some exercises to strengthen and as soon as I
talked to my doctor he says, "You don't do anythmg"' I says, "Well, can't
17" He says, "You can go and you can walk, but you're not to leave the ~
house." For the first week I was housebound. I couldn't go anywhere.

Well, maybe I could have because there was nobody here....I found it very
fmstratmg to get up and not have a purpose in life except to maybe exist
until the next day.

All of the mformants believed that their relationships with thetr family members had

' changed as aresult of their heart attacks. The return home was often awkward as their
~ family ,members treated them "differently " This change in behaviour on the part of family
'members, reinforced the fact that the mformants had changed. Many of the informants .

' mdlcated that they felt extnemely uncomfortable W1th their family members' attempts to

protect them. One informant stated "Instead of me doing everythtng there was everybody i
doing everythmg for me. That seemed really strange because I always take care of my own
household " Most informants indicated that they allowed their family members to care for

them for the ﬁrst three to seven days After this period of time, being treated as mvahds"

~ became intolerable, They felt that they could’ no longer acqulesce to their families demand«

. to protect them and they a(ttempted to assert their independence.



- |
* All but one of the informants described a situation in ‘which they had to assert
themselves as a oerson and re-establish a role for themselves in the family. They were
unable to tolerate the protectiveness of their family members, for this protectiveness made
them feel like "mvalld[s] who.. [were] unable to thmk and feel for.. [themselves] " They
beheved that they had to let their family members know that they were capable adults
I Well, there was a little anger building up in me because she's the oldest one "
and she was the most protective. Like, I would get up out of my chair and,
"No, no mom, don't. Where are you goirig? What are you going to do?"
"I want to go to the bathroom." "Well, okay " Andif I'd get up to do
something, "No, no mom, no, no. You can't do that. No, no. Let me do
it. Don't go upstairs again, oh no." And, she'd be walkmg behind me and-
follow me up the stairs. I said, "I can g0 up and down the stairs twige a
day and that's all I do." I'd go to take a spoon out of the cupboard drawer,
"No, no mom, sit down I'll do that for you.” "Well, it just finally got to
me....So I ﬁnally Just had to yell at her. And, I yelled at her really good.
Attempts to assert themselves were o;ten difﬁcult for the informants to manage. They
appreciated the care and attention that were offered to them by thexr famrlles Indeed, most
recogmzed that they requtred some support, yet they wanted to belleve that they were
mdependent and in control." By asserting their mdependence they ran the risk of shumng
the door to all assistance.

Many of the mformants stated that their family members believed that they were less
capable as a result of their heart attacks. For example two of the women in this
mvestlgauon described being offended because their daughters no longer asked them to
care for their grandchildren. Famlly members often did everything possible to shield the
mformants from possxble stress. Accordln g to one informant, the reason for this highly
protectionist attitude was due to the fact that "they don't want to*thmk that they Te going to
be the cause of something else happemng to you. The result of this treatment was a
perception of isolation and of not being needed. This isolation was most stressful for the

informants. One mfonnant told her chrldren "You're going to make me have another heart

attack if you don't let me do anythm gl

Sy
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If7wa§%§ten difficult to relinquish the tasks which an informant associated with his or
g K f\.L' - . Y . s
- her’particular hqﬁggs To allow others to perform these tasks was often frustrating.

N ..’f‘.‘\,
i

g0 enjoy going out and shovelling snow if I had the time. It was a
perid@dofitranquility where I was out there on my own. I could think what
I wagtgdyto think. I solved a lot of problems at work, just a general feeling
that y/ yuld do what you wanted to do and you didn't have to think. I
really éftjgyed that period. And, now she [his wife] has to do the
shovellif®/4That was a frustrating thing coming home and she had to do
the shove ¥

The realization that éerta;g"tasks were prohibiteod was difficult for the informants as it
reinforced their perceptions that they were useless. As one ir%formant stated, "You just
can't sit for the rest of your life without doing anything." Thé\ge restrictions also affected
the ways in which these individuals perceived themselves as people. One informant was
asked by a stranger to help lift a packagc shortly after returning home. Although he was
tempted to agree, he knew he should not assist as the package was extremely héavy. "1

thought she was going to say, ‘Big strong man like you, you should be able to pick it up.’

" But, she didn't."

. Although most of the informants were reluctant to discuss the resumption of sexual
activity, one informant indicated that, although he was aware that he was able to resume
sexual activity, he was afraid that others might believe he was impotent. He described a
situation in which his capabilities as a "man" were questioned.

I I'm sifting there listening. Probably it's a misconception that people with
heart attacks can't have sex and they asked me-at this meeting if I was
coming back to work. And I said, "Yes" and they said, "Why?" 1 said,
"Well, there's no girls at home that want to play games.” And they turned
- around and they said, "Hey, you watch it. You have had a heart attack.
You can't have sex!" And I said, "Where in the hell did you get an idea
like that?" It's not me that needs to learn about the sex. It's the others who
don't have the heart attack!
For this ;nformant, the heart attack threatened his role as a sexual human being. The actual
resumption of sexual activity was not as important’as the beliefs that others held regarding
his sexual capabilities. In order to cope with this threat, he believed that he had to "set the

record straight.”



Many of the informants found it difficult to say "no" to certain activities and tasks.
The heart attack left the informants with no visible limitations. Acquaintances had no
knowledge that the informants had experienced a heart attack unless they were told. This
often caused a dilemma. To "tell}" was to admit one was not well and presented the risk of
being considered an invalid. To avoid telling was to run the risk of >eing asked, or
expected, to perform activities beyond one's abilities. One woman z tempted to resolve this
problem by refusing to wear her makeup once she returned home. - believed that
without her makeup she would look tired and would not have to deal ..ith the issue of
whether to "tell.” Another informant stated that he utilized the following approach when
faced with the question of whether to inform others that he had ekpen'enced a heart attack:
QA I find that if you tell them outright then they're not playing games. But if .
they don't ask me I'm not goin g to turn around and tell them. A guy asked °
me to help shove his car, push his car over. And I said, "I can't do that."
He looked at me and he says, "You should be able to put a lot of weight
behind it." I said, "Look, I've had a heart attack. I'm not going to shove
your car.” He looked at me and I said, "But, if you want, I'll push it,
provided you accept all the problems."
Mény of the informants felt caught between the patient role and their previous roles.
~ They were not well enough to carry on as before, yet they were not "sick" enough to
remain a "pau’ent." This transitional state became easier to manage as time progressed. The
informants used a number of strategies to manage their role transitions. When ne'cesséry,
they emphatically_ asserted their independence. In situations where they were unable to be
independent, they either learned to incorporate their limitations into their life-style, or they
began to "bend the rules." Learning to incorporaté these limitations was no easy task. One
informant stated:
I: You have to adapt to the fact that you cannot do what you used to do and
it's a blow to your ego because you want to try and do things....When you
find that you better not, for your own good, believe me, your ego takes a

plunge. You know you have to learn that you can't do certain things and
that's all there is to it.

li

All of the limitations which the informants experienced tended to leave them believing that

they were "dependent” and "useless."
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The men in this investigation were less apt to bend the rules thén the women, as they
_were ramoved from their Work settings. Although many men were anxious to return to
| work, their employeré’ regulations and physicians' advic;e held them back. Whereas, most
of the men returned to work within a three month period following their heart attack, most
of the women resumed all of their household responsibilities within six.to eight weeks.
Many of fhe women in this investigation chose to "bend the rules" in the area of
housework, rather than remain dependent on others. They found it extremely difficult to .
return to their horﬁes, to "their places of work," and not resume the necessary tasks. "I felt
I wanted to do my own housework and do my own thing and do what I wanted. And, I ,
found it hard not doing what [ wanted.” The women in this study strongly believed that no

one could do their housework as well as they could. They considered their husbands, in

particular, incapable of “see(ing] the corners" that needed cleaning. As one woman stated,

"I think, if it wasn't for the woman, I think a lot of things would slide. If we expected men,

to do certain things, they wouldn't get done." It was intolerable to be "sitting around doing

ndthing" and to notice that the house was not clean.
I Well, I'm sort of a bit of a clean-freak and if I see things, anything that
needs to be done, I'll just do it you know. If I see just anything, a little bit
of dust there, or here, or whatever, I'd have to get my duster.

Some informants initially allowed their children and husbands to help them.
However, this did not prove satisfactory for long. The resumption of housgwork was "an
automatic thing." Some of the informants realized that they wexe resuming activities at a
quicker pace than was recommended by health care profcssionalé. However, mey $aw no

alternative. Many felt that they could not ask their husbands to iron the clothes, make the

beds, and prepare the meals. Most were able to enlist the help of their husbands with the

67.

vacuuming and floor washing. However, by the end of the first six weeks they did not feel

comfortable requesting this assistance either. Many of the women in this st :dy did not

view housework as "work." They did not believe that exertion was required for tasks such

as tidying and ironing.

a
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~ I: One day I'started getting the angina. I mentioned it to them at the clinic. I
had done, you know, the beds and tidied the bathrooms and then in the
afternoon I went down and I ironed and they said, "Well you know, you
should iron-maybe two pieces at a time to begin with." And, here I had
stood there for half an hour. But, I was so mad at myself. Ikept on
saying, "I'm sure I can-do half an hour's ironing. I'm not doing
anything!"

« Some of the women interviewed felt-pressured by health care professionals to ask
their husbands'to assist them with the household tasks. However, the women felt it was
not fair to ask their husbands for assistance with "women's work." |

I: It's a different world now with both parents working. With rhy children,

both parents are working and I feel that the husband should help. But,

when I had my children my husband worked shift work twelve hours a day

and you didn't expect him to come home and do the dishes and stiff like

that. It's pretty hard. It's hard to change him now, you know. And, I

don't intend to make him change. I meanIdon't. -
Many of the men in this investigation stated that they helped with housework while they
were recuperatin g in order to "fill in tme." However, they did Aot resume the same
amount of activity as q_uickly as the women in this study did. Additionally, those women
" who worked outside of their homes deemed it necessary to resume household-activities
long before they returned to their paid employment.

One man in this investigation returned to work three weeks following his heart attack,
against his physician's advice. His decision to return to work was based on the belief that
he was "useless sittihg around doing nothing." He was unablle to tolerate the absence of
any "useful” activity. The follbwing.statement summarizes his view of the rehabilitation
program:
I 'mnota jdck. I have no use for exercise. It's a nonproductive kind of

activity for me. I like to say at the end of the day, "Well, I've

accomplished this." But, you step off those exercise machines and what

have you accomplished? Nothing!
Most of the informants could accept a short period of "time out” from their regular routine,
knowing that a period of recuperation would benefit their .health,. However, this man was
unable to remain at home and continué to feel valued as a person. He was never

L

"convinced" that he could do anything to improve his health. He believed that the heart
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attack‘ was an inevitability which had to be accepted-and forgotten. He believed that the
only option open to him was to return to work. By immersing himself in his work he was
able to return to a role in which he felt comfortablc.‘ In the first months back at work, he
would remain at work for the entire day and returned home exhausted.” He would retire for
thefevening immediately on his return home and would remain in bed unﬁl the néxt day.
Remaining at work was so important to this man that he virtually ceased to fun tion in any
other role. He isolated };imself from family mémbéfs and friends. He was willing to make

this sacrifice in order to continue working. "T've sacrificed my leisure ime for my work

and that was my choice....So again, I guess my life is still regimented and revolves around

g B
it

work."

This informant's behaviour clearly exemplifies the importance of roles to one's

integrity. He was extregpel Vifush

gicd by the potential loss of his role as a worker. He.

had witnesséd many ofhgs op health problems and then "vegetate." This

informant believed that %

not doing it as a bit of welf4re. ,. llthough perhaps a blatant example, many of the
.informants struggled in similar ways to reclaim their roles. These roles were exn'émely
irﬁportant as the resumption of previously held role:s provided a strong indication that they
were improving. On the other hand, the failure tov—resume roles providgad proof that they
we.rc‘} ill, .

Balancing 'Ne.eds and- Supports.

Initially, the individual who has experienced a heart attack is faced with,a loss of
control. He or she is uncertain al;éut the future and fs unable to function indépendcntly. In
order to regain a sense of control, the individual requires the assistance of others. nsely
related to the strategy of managing role transitions ivs the strategy of balancing needs and
suppofts. The individual who experiences a heart attack is often overwhelmed with the

assistance offered by others once he or she returns home. In order to preserve a sense of

self worth individuals must attempt to balance their needs with available supports. An
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_ intcgﬁﬂ part of theubalang:i‘hg‘{of néeds',,aynd" .:sipppdi'ts‘ is the skill of récjuesting and'refusing

Sy

‘perceived needs with supports (see Figure 5). The individuals whoperceive that they are
R S . . S 9 ) '

assistance. .

2

. ‘1‘,._" .. ».. y ..' N : v_'. .,."’_‘ . ’ '.(‘ . . - .
Four outcomes are possiblé as a result of the individual's atiempt t¢ balance his or her

"'in need of a-gfeat deal of'shppor.t a_nd@ho have the Sdppo"rtﬁé available to meet these needs

.+ are depicted in Cell A of Figure 5. * Although most of the informants believed that they

: lgé‘longcd to this category during the initial stages of hospitalizaﬁon, many of them found

" . - . . . . - YA' 7 - . / . . ‘ 5
that it was difficult to remain-in this situation for long. To be on the receiving end of a -

supborgive relatién§hip for a protracted peﬁod of time left them feeling incapable and

indebted to others. we infonnants;belié‘vged that they needed a greét deal of support and -

this suppbn was provided urico\ri'diffoni;lly, their beliefs about their inabilities to care for

" themselves were reinforced. They began to feel like "invalids;" unable to care for

. rationalized on the basis that.they were "doir'lg their jobs," the suppért of family members

themselves and dependent on others.. Constantly requiﬁﬁg and accepting support .

inténS\ﬁed théi‘_;ﬂféclings of "uselessness.” As one informant stated:

I: WelkI just am sort of a real useless feeling. Here 1 haven't got the energy - K
‘to,do this or do that or accomplish something and this is real upsetting....I -
~ think everybody needs to be useful. If you have a feeling of being useless
. T'think you feel what's the use of living sort of thing. So, you need to feel ,
useful. = : : )

In particular; many‘*dﬁi;he informants had difficulty accepting the "unconditional"

support of their families. Whereas the support provided by health care provide’fs could be

4

was seen to reinforce their own inabilities. S : s

& - . .,

I: You eventually don't wantto think that you are that bad, that things have to
be disrupted. You want to feel that you're better maybe than what you, ‘
are....It's like the more they fuss over me the more I'm going to feel like -
I'm really an invalid .or something. Don't disrupt your lives, go about and -
do what you're doing with-yoyr families and you know I'll be okay.

In order to preéefve a sense iof_ self, individuals who believed that they required

. considerable support often attempted to demonstrate to their families that they loved and .

- cared for them. It was essential that tﬁey be able to reciprocate the care that they recéiVed as ’

/‘),
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" in the future, they felt devalued as human beings.

caring for others enabled them to préserve a sense that they were whole human beings.
Rec1proc;ty was an essential element in the balancing of peeds and supports If the

informants believed that they were. 1ncapab1e of remprocatmg support, either immediately or

Perc'eivet_i Needs

' Many Fevt' '
Considers self ', %{f%onsi’ders self
an "invalid" "overprotected"” -
, . }
A B N
C |D ‘

Considers. self

""abandgned"

Considers self

"nearly normal”

Figure 5. Balancing Needs and Supports.. *
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As the mformants began to 1mprove and gain strength in the immediate weeks .
followmg thetr dlscharge the1r need for support dmumshed If the1r farmly members were
not cogmzant of thelr 1mprovements and continued to prov1de support i in the same ways
w1thoUt modlﬁcatlon the 51tuauon delCth i CeIl B of Flgure 5 deveIoped In this case.

-"'supports outwelghed needs Thls suuatmn ‘was extremely dtfﬂcult for the mformants
Often they felt obhged to accept the suppon offered. The? beheved that to refuse t@e

f'offered support might result in the cessauon of all support Gne woman stated "Twas
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wishing that they wouldn't fuss so much, but then on the other hand, if I told them not to

S

fuss I might be rejected or something." The acceptance of support, which was not
required, left the informants feeling more indebted to their families and more useless.
Many described themselves as "dolls" or "babies” who were cared for by their families
without consideration: for their own needs or desires. ’The attitudes of friends and families
were described as condescending. |

The ways in which informants coped with this imbalance of needs and supports

. "varied.One individual found the protectiveness of his wife intolerable. He felt "degraded"”

| by her constant attempts to'pr)otect him. He believed that "...she was almost creating a
cardiac cripple out of...[him]." He perceived that she was attempting to control h1m in her
" efforts to protect him from the outside world. Hls sclution to this imbalance of needs and
- Supports was to leave his w1fe and subsequently, he divorced her.

Other -informants were able to "handle" the overprotecnve behavxour of their family

members These md1v1duals perceived the acceptance of support as a "favour” they were

bestowmg on thetr concemed family members They believed that the "least” that they~

could do'to show thetr apprectauon was to let their farmly members express their concern.

' One 1nformant descnbed his acceptance of his'wife's concem in the followmg manner:

‘L It doesn t bother me because I know in my rmnd I know in my heart that
“it's not really needed as faras I'm concerned. But, if it's going to make
‘someone else feel more fo able by all means, because it doesn t hurt

me at all oo : P :

The balance of needs and supports was thus restored. By recognizing their fam1ly
' members needs to suppoxt them the 1nformants ‘were-able 1o reciprocate the caring and
l concern. they m1t1ally recexved By ¢ acceptmg support the mformants behevzd that they

were in fact supporting their farmly members o -

Some mformants who were unable to accept the protectweness of the1r farmhes "l

&

: - _utilized a third approach to restore a balance between needs and supports They refused to

o accept the support offered As descnbed earher thls often consisted of demandmg that -
' ‘ . &

N
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their familieé and friends allow them the space necessary to "learn their own hrruts In
order to make their point, they utilized a variety of tactics. They screamed, explained, and
discussed, in a variety of manners, to let tﬁeir family members know that they were
intelligent adults who could use excellent judgement and assume self-responsibility. One
informaht utilized a rather uniqué approach to explair to her children that they no longer
had to worry:
I: I'made a point of telling tHem, "I pulled the fridge out today and scrubbed

behind and boy it must have been six months, you should have seen the

dust.” Just to let them know I can do things and it doesn't bother me at all.

And now they know they don't have to get excited '

There were two informants in this investigation who believed they did not have the

necessary support they requiréd. Their needs exceeded the support offered (see Cell C,

Figure 5). One of ﬁ;ese individuals was divorced. She had few friends as she spent all her

time working and caring for her family. Her teenage daughter, who lived at home, was not.

“able to provide" the care and support that she believed she required. Her strategy for

)

§s p,ercei\"cd lack of supp%rt was to "try...[her] best to manage." Often, she

;f t %t&ﬂ}ﬁh{mted and "abandoned.” She, eventually realized that she would have to seek

new avenues of support if she was going to be able to continue. She described the period
in time in which she was without support as "devastating.” She relied on her own
'resourcgs, partigularly on her belief fhat she wé§ gpihé to irgpfove. "I just kept looking
forWarc’i to.;feéliﬁé better." - o
The other irifdr;fn’ant; who believed tﬁat hi's:needs for sﬁ”ppoft were not met, believed
+ that his wife "res;en‘(tsd the fact that...[he] had the heart attack." He sensed that ;he was
unéble to empatﬂize with his need to recﬁpefaté. He stated: \

| ) : . . C )
I: There's resentment there because she gets up and goes to work in the N _
-morning.and I stay home sleeping. She feels there's nothing really wrong .

~ "+ withmeright now. Really, I don't think there's anything wrong with me -~ =

. night now.
The perc.el—)tion that his wife thought there ’was ”‘ngthing? wrbng" cause& him to believgé that
“he was malingering. Initialiy, he tried to encoui‘é‘gc his wife to read some literature about

¥
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rehabilitation following heart attack, but she refused. He felt he was unable to convince her
.. . of his need for recuperation and felt abandoned He believed that she should have been
| able to express some form of concern. Eventually, he responded to this "lack of concern”
by pushing h1rnself as hard as he could to prove hlS abilities and disprove the belief that he
was il] or mahngenng Rather than continue to ask for support he attempted to change his
behaviours to match her expectatlons

An essential element in achievin g a balance between needs and supports was a spirit |
of cooperation. The cooperative spirit involved the ability of the informant and her or hlS
family members to freely accept, gwe and receive support (see Cell D Flgure 5). These
individuals described themselves as "nearly normal" in that they felt both respeCted and .
cared for as whole human beings. They were neither dependent nor felt abandoned rather
they felt capable of playmg arole in thelr own adJustment ‘In this context needs were not -
\vxewed as separate from supports, rather there was a mutual exchange-of support between
¥

informants and their family members. A spirit of cooperation existed which involved the

family members respecting and trustin g the abilities of the informant and the informant

. . respecting the needs of hlS or her famlly members to express concern. This spirit of

cooperation was expressed by one informant in the- following manner:

I: It was just a case of helping each other a httle bit, you know. It wasn't like.
he was perfectly healthy and he could have taken over and done thmgs for -
me....We managed togethier to get by....We talk more. More '
conversation, more getting things out in the open. :

When the informants and the1r families were able to cooperate support and respect each
. other's needs the lnformants expressed a sense of control They- felt encouraged and cared
for. They were ¢ able to develop a sense of trust in themselves as this was reinforced by

’[hell' farruly rnembers Thxs in turn, enabledthem 'to ventureoutand-t\'md._..{their] own

,‘1_7 7 L
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Minimizing Uncertainty

Individuals who experience heart attacks are faced with uncertainties regarding
activity resumption, diet, and stress manggement. They are uncertain about "what to do
and how to-do it." Particularly, as they return home and are removed from the structure of
the hospital environment they have difficulty making dccisions' regarding their own care.
They are aware that their bodies have changed’and that the "rules of living" have been

altered. Yet, they are unsure of what these new "rules” are. In addition, individuals who

-

.. are unsure about their abilities to recover are concerned about the possibility-of death and

éﬁrﬁ, fearful that they will not improve.
* ) % * ' . [ R
The informants in this investigation'described a variety of uncertainties which they

®¢ :

;f'aced and attempted to minimize." Many were unsure about how quickly they would be able ‘

N '
R \,

. cdigeyyon k’now:lthat in time that's going to
heal! You're going to feel better Sice your strength comes back. But with
-this...I'd nevér had one before soT was a bit leery about just how I was

going to make out.

‘ I: Thinking that I wouldn't be able to get back to the level I was before, you
N ». know, cause yoﬁcf@n’t know. It's an unknown fact. You just have to ,
. waitand see. Nobgdly can tell you because nobody knows. Everything is
® uncertain. S ' . ‘ :

‘Many of the informants indicated that they wanted to know in -':bfack and white" wﬁ_at they
‘could and could not do. They felt ill equipped to make decisions on their own:

h ‘;’gﬁié‘;—_- cor - -

T . I: It would be nice to know exactly why and when and how right down to the ‘~(

minute. And, it would be nice if.you knew all of this right at the very
beginning...because it's the uncertainty that makes you feel so bad. You'd\
like to have some ariswers. E - ;

This uncertainty affected every aspect of the informants' lives. Not only were they

.. unsure 'é_bovut_hthit decisions-to méke, they rerr_lainegluncertaip about the decisions they had -
“made:

N
-

T: T went toa ho’ck'éy‘game and while I was watctiing [ was getting so excited
I 'had to actually take afew nitro pills because of my angina pain. Idon't

[
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know if it was even advrsable for me to 8o there because fellows have d1ed
of simations like that S

This uncertainty was also experienced in terms of their ability to engage in rehabilitation
programs. They were unsure of what was expected of them. They were uncertain if they

would be able to "handle" the exercise programs. Even the equipment presented

4

uncertainties. As one woman stated

I: I'was quite apprehensrve about it, you know, because you have toearn to
take your pulse and work on the machines and the treadmi] and that. And
I thought, "What if I can't manage?"

- Many of the mformants were uncertain because they felt vulnerable. They were
afraid that they might madvertently "trigger” ancther heart aftack. These individuals felt as
though their bodies had "betrayed" them; they had been betrayed once before, it could
happen again: \‘ '

I: One reasond was pretty careful about what I did physically and why I
wanted to be under observation was because I hadwie idea what in the
world I might do to tngger this again.

4

In light of this uncertamty, every acuon was carefully scrutlmzed Nothing could be done

wrthout inidally con51der1n g the heart attack.

i

I: Theré were a ton of uncertainties mostly like, "Can I lift this or not lift that?
- Can I spend four hours out?" Walking around, I mean, how much is too
much” Which activity should I do and which ones shouldn't I do?

For those md1v1duals who persisted in the belief that they would not get better the

uncertainties of hvmg were ommpresent Two mermants expressed a fear of g gomg to

5/'

sleep at mght as they feared they nnght never wake up. Another mformant confided that

she was afraid that she might have another heart attack while in the bath Her solutlon was

to complete her bathtng as qu1ckly as possible. Thcse uncertamttes were paralyzmg for

- some. One informant refused to leave her home as;she feared somethmg might happen.

Some of the mformants stated that they were uncertain Hecaus

. understand what had happened For these mdrvrduals it was extnemely xmportant that they

gain some undexstandmg of the. 'funcnons“ of the hean To understand how the heart

" functlons provided an understandxng of what couId be done

t
S . ) ¢
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. informants were unable to start "living again."

 the strongest'"proof&mpr’ov‘emeng was usually favoured.

S 77

- I 'Well, I was not worried about having another heart attack, I was worried
- about either inducing some sort of irregularity or whatever because I'd had
- acouple of episodes where I'd had some ifregularities that they had to deal
with. I was primarily worried that I might strain the heart muscle and hurt
the healing process.or whatever. Those were my major concerns....Even
- though we were reading a lot, I still didn't understand all the functions of
the heart and all the things you could do that might do something about
that. ) y e

In ord_er to-regain a sense of control, the informants attempted to minimize the

- uhcertainty ‘they experiericed. They utilized a variety of strategies in order to aécomplish

this,‘ including gauging their progress, seeking reassurance, learmning about the heart, and

practicing cautiousness. All of these strategies were directed toward the minimization of

- uncertainty. If the informants were able to successfully minimize their uncertainty, they

were able to achieve a sense of control. Until a sense of control was regained, the

3

Gauging Progress. k

Informants were able to minimize their sense of uncertainty if they were able to . -

believe that they were making progress. The gauging of their progress was extrerhely

important as it provided "proof™ tgaxt,mcy:were improving.

B
I: When you look back af'it and you say, "Hey, 1 did this and that and I got
away with it and I slept like a log and I didn't get angina, I didn't have to
take nitro,"” you feel good don't you? And, you can say, "I'm getting
. better because I can dc all these things.” And, you feel good about it!...In a
. way, you've got to have gauges. You really have got to have them. -

Most of the informans desperately wanted to believe that they would be well again. One

‘informant staied, "I just have gdt to somehow get the feeling in my head that I'm okay."

" The infonnams utilized a variety of methods to gauge their progress igélu‘din_g gbaf setting,

reviewing their pmgré;s, and making comparisons with others. The r_nethd that provided

* All of the informants engaged in goal setting of some kind. They believed that if they
could .;et goals and work toward :he aécof};pli_shmelnt of these goals;they would be ableto

determine. that they were indeed improving. The ways in which the informants set these

s

¢
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goals varied. Many would set up daily goals and attempt to meet them. This not only
- provided a means of gauging their progress, it also provided structure to what was
" considered a "boring" e_xisténce. A.s one informant stated, "I set little goals for myself each
day and'try to get them all done. Even though it is nothing, it's something for me.
Most of the mfoxmants initially had difficulty developing realistic goals Théy were
unsure of what they could  realistically accomphsh
I I think xmtlally I'was extremely disappointed because, don't forget, I
thought I was doing fine until got into the real world of cold air. And,
now I've got to go from A to B. Before, in the hallways at the hospltal
"+ you've got no place you have todgo When I got home I said, "I'll walk .
down to Al's house today" or so fhing. And, you find out you can only’
make it halfway You've set a tarfé¥ and you sure can't meet that target.
So, you've lost your target and yoy; thmk "My God is this as far as I'm
going to go." - |
Once the informants were able to estabiish a "baseline" for thelr abilities, they were able to

set realistic goals. The meeting of a goal was then wewcd asa 'victory." These victories

provided the informants with a feeling of "satisfac;tion and mplishment." However,

difficulties continued to arise if they wefe', for some reasaﬁé le to meet the goals they
had established. ‘ %
The estabhshment of goals prov1ded some of the informants with a sense of R
accomphshment. By workmg toward goals, they were able to establish some direction and
purpose in their’ hvc§ One woman stated, "What S the purpose of getting up in the \
mommg unless you ve got somethmg to get up for and somethmg to do, to thlnk about,
somewhcre to go." Rather than viewing the rehabilitation period as a void in their lives,
the cstabhshrhent of goals provided. the informants with a sense that.they were working
toward something. - .
Those mformants who remamcd uncemm about the future had djfﬁc.uliv csxablxshmg
goals. Over time, as 1hese mdmduals qensuj that they ;.vere progresmng lhcxr attitude
‘xoward the fu(uu changcd Thcy were LnLOdeLd bv the progress they made and,

«.onsequcml\ Lhen‘ attitude toward the futre t\.;,an to change,



I: Tcould see every single day that I went out walking,.the next day I was . P
 better than the day before. And, I could tell with the rapid improvement in

most of my physical signs that if I could do that mich in a week I was
going to get better. Suddenly, " didn't feel very invalid-like anymore. In
three or four weeks I could see my physical progress increase so rapidly
that I began to believe that maybe I was going to be dkay....That victory
reinforced the fact that I was probably going to be able to lead pretty much
a-normal life the rest of my life. , 3

For these individuals, théir abilities to set gQé;ls ;ﬁné‘r‘c‘:asx?d as their evalua@qns of themﬁes '
improved. Once they believed that they had a futurethcy were willing‘ to take steps to
structure and gauge their pvrogress;,.;
The most difficult goéls to e;{tablish and meet were long term goals. The majority ‘c'>f
informants held the belief that they should "take things one da:y'at. atime" and were
reluctant to make long term goals. Those wh(;cngagcd in lcmg term goal setting were often |
disappointed. Many of these goals were based on inforrpégon provided to the informants
by health professionals. - Some informants would take.information about the healing of ‘the,
heart aTnd ipterpret it to mean that they would be wel,l! in a certain period of time. For
example, one informant believed that she should be back to norrhal in thrée months as this
was the period of time that she believed it would take the heart to heal. When the three
month anniversary of her heart attack passgd‘and she was still unable to resume her
previous pace of actix/ifies, she became ¢;itremely disappointed. Following this
disappoin’tme'm,‘ she continued to poke up" ;he date by which she sﬁould be improved and
céntinued to face disappointment. | | |
| I They said your heart is suppesed to be healed in eight to twelve weelés, SO - - i‘g
I believed it. I said, "Well, I'll be home free. Then I can do whatever | : : b
want.” ...I've changed my goals 50 often now there's no use setting them ,
really. There's no use popnding_ the post too hard. Youy've got to be able

10 move it . e o

~ The purpose of goal setting .»ya§ to gauge their progress. If goals were repeatedly not met ’?g‘"
l};’c-ihf‘gnnams became extr_émei} diséourfxgcd_ and ceased goal sc;t{ng. o e , .‘Dw

A sécond method used by the .infqmm‘lms/logaugc' their progﬁ:ss’ was to n;_ixic*& their - <%
'pmgﬁss. Th:s method of gauging bmgrcss wias highly related 1o goal setting in that it o . - ‘&

provided the informanis with a sense of accomplishment and improvement. However, it
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did not necessitate the formai establishment of goals. Reviewing progress ini@lvé&"-’{i_ 7
consciously reviewing all of the progress made. Thrqﬁgh this review, the infonﬁants°;i;‘ére¢.,_
able to gauge how much progress they had made 'in the previous weeks. In turn, this |
provided evidence that they were impfovin g. Time was a greét healer for many of the
informants. The answer to unmet goals was often "give jit time." Time also provided proof
of improvement. For example, one inforfnant, who was afraid to leave the hospital,
initially remembered thinking, "Gee, I've been home from the hospital for a week and
nothing's happened. I must be okay." Another informant described the importance of time
in the following manner:
I: As time goes on you just realize you are improving. I was just thinking,

well, on the second of April it was exactly three months since I got my

heart attack and I am getting stronger and stronger. I can remember when

it was just two weeks after ['d got out of the hospital and I couldn’t hardly

do anything. I can feel myself little by little all the time just getting a little

onger.
The progres$ not readily apparent in the day-to-day existence of the informants became
clearer through a review of their progress. Small improverhents took on larger dimensions
when they accumul;ated over ime. Even those informa.nts‘who were experiencing a great
deal of difficulty with the adjustment process could review their progress and elicit some
positive evaluation. Initially, the simple act of discharge from the hospital constitl;ted some
form of pfogress. However, it was important that the process of review included a
gauging of prz)gress over ime. If an informant felt stalled in his or her progress, he o.r she
would cease the process of ;eviewing progress. |
The final method of gauging progress was to make comparisons with others. ‘The
- focus of thésc_ comparisons was to consider how much worse off they Could be. Using
th.i; }meth"‘od, the in{bnnahts_attempxg&_to find a candidate, Q[:{::ferably with cgrdiéc disAease,

' »;/hb was "worse ot;f'_ than themseives. Acbordingly, they mad; comi)arilsons between
' them‘;elvés‘and ihis other indi\}idixal. This, in trn, pr(;vided a gauge of progress, as it

reminded them of how much they had improved and how much worse their situation could
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have been. Ev.ery informant made comparisons of this nature. If an appropriate candidate
with cardiac disease could not be found, an individual with énother form of disability or
disease was chosen. The only critérion for selection of the individual for comparison was

that she or he was deemed "worse off” than the informant. This method of gauging

Pt

progress was highly effective. As one informant stated:

-I: You start to wonder if you're the only one that's like this or like that and
you talk to them and sit in the coffee room and talk like, "How was your
heart attack? And what can you do now?" And, then somebody says
they're taking eight kinds of pills now and you think, "My God, I'm a lot
bettér off than you are!" You make yourself feel good....You realize that
there are other things that can be a lot worse. :

Sy
oL
L3

;By far the most popular place for making comparisons was in the cardiac
SN
rehabilitation programs. As informants became veterans of cardiac rehabilitation programs; .

they en%ygd éomparin g themselves to the newcomers as it served as a strong reminder of
the progress-they had made.

I. There was a new girl in the exercise class. She was in the bathroom
hooking up the monitor thing, She didn't know how to do it, so I was
showing her how to do it and-sh® said; "Oh, I don't know. This is my
first day at exercise, it might be too hard, it mightn't be any good.” And I
said, "Believe me.it's good." I:saw how scared she was and I realized
how far I'd come. ‘ '

If informants were unable to identify someone at the cardiac rehabilitation classes for

comparison, they 'often‘ chose individuals with other diseases. If they could believe that "it

3

could be worse," they were able to examine their own situations with a different attitude.
The comparisons provided evidence that things "werg, not so bad."

[: There I am feeling useless and there is my daughter-in-law's mother in just
about the same situation with M. S.[Multiple Sclerosis]. At least I could .
look forward to getting better, whereas this lady couldn't. This lady could
look forward to getting worse. It kind of shook me up. It stopped me
from feeling sorry for myself. It kind of says, "Hey, just a minute here.
Y.ou're not as bad off as you think you are. It could be worse." "

I: I would be a lot more ,conCemed.if it had been a spinal injury or a
stroke....I'm glad it was a heart attack instead of a stroke. If I had to have -
one or the other, I'd rather go for the heart attack any day of the week.
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The method of makmg comparisons allowed the informants to consider their .

)
condmons ina "new light." The condition took on a different meaning once theslg
comparisons were made. This gauge prov1ded a meaningful means for the mformants to
positively assess their conditions. In turn, these positive self-evaluations enabled the
infonnants to minimize the uncertainty they were experiencing.

Seeking Reassurance. l )

A second stmtegy that was utilized by the informants to rmmmlze uncertainty was the
seeking of reassurance. If the informants were uncertain about their progress, their
abilites, or their futures they attempted to alleviate this uncertamty by seeking reassurance.

Reassurance 'was always sought from health care professionals as it was believed that they

 were the only ones who ”knew what they were talking about_ A professmnal opinion was

deemed o' have greater value than the oplmon of a lay person. A second source of suppc
which was extremely unportant to all of the 1nformants was the reassurance they receiy »d
from other heart attack victims. |

o Reassurance was important because it helped allev‘iate the informants' fears of the

unknown. By far, the greatest form of reassurance was provided through the cardlac

rehabthtatlon programs. All of the informants believed that these programs "gave you

confidence."- This was extremely important as the mformants were.unsure of their abilities -

when they retumed home. As one mformant stated "You need the program to tram you :
If you Ieave 1t to your own judgement you might do something wrong because you're a
poor judge." The rehabilitation programs provided the informants with what they believed
to be a safe environment in whxch they could test their limits.
I They push you to your limit, but they're nght there Like, you have the -

confidence in them that, you know, that you're not going to do anything

that you shouldn't be doing. They watch you, They know what's

happening to you.

In addition, many of the informants believed that the presenc.e of health care professionals

protected them from making errors in judgement. They were able to relax thur vigilance of

X,
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re-establishing control when health professionals were present to."care for them." Most of

the informants judged that without the assistance of the cardiac rehabilitation program staff
: - _

they would have done something "wrong."

I: You could do everything"wrong if you start on your own right away, if
you're not put into a properly run class. I think that's very important.
Because you put'on the pasties [cardiac monitor electrodes] and the girl
watches you on the scope [cardiac monitor] and if something goes wrong,
~ - - and things do go wrong once in a while, she stops you or the person that

it's happening to and says, "You better stop for a moment" or "You better
quit for today."

-

TN
Ly

Many of tﬁe informarits expressed a sense that they were able to forgo the’
responsibility for their health probl:_cgns while they were present.at the cardiﬁé rehabilitation
center. This was the only setting i;& which they could "let down their guard,” not because
they no lon ge{lrequired a sense of control, but becduse they felt that the responsibility for
monitoring and maintaining control could be safely handied by others in this situatidn.‘
They deemed they were able to relax their vigilance as someone else was, present to take

' responsibility. One informant stated, "It is their problem if they malle me WOrk too hard.
s j,:"'Lf [ fall down they are there to pick me up. So it was out of my hands and that made me -
( f‘if:sg'ron. ger.‘" | -

v - Informants also utilized health care professionals as sources of reassurance regarding

- “' A s ‘4 DN . . . . v \/_/
*" their;progress. They sought this reassurance in order to allay any fears that they were not

"dding wg:ll." In.formants were assured that they were doing well when health care

’ professionéls concurred with their evaluations; they felt theywe;rc regaining some of the
control they had initially lost. However, they experienced a great deal of difficulty if the
assessments tﬂey received from health care Professionals were not 5ongment With their
own. Figure 6 provides a schematic represen,tatioﬁ of th::fpgo.ss'ible outcomes that can occur
when professional reassufance,is sought. Cell A representsathose individuals who bplievé
that they are "doing well." Thislbelief is present when the informants' perceptions of their
progress is in agreement with how they believe healt professionals perceive their

-Progress,
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) The situation in which the informant believed that he or she was doing well but
iperceived a different opinioﬁ from health care professionals Ts depicted in Cell B of Fiéure

6. These individuals described themselves as "devastated.” One informant described his

- .

~ devastation in the following manner: . . \/ : o *
hS * N

‘4'
Yesterdayl:‘ycnfﬁ’r should have talked to ¥, I:was really optimistic. "Now
oday, they took it all away. I thought I was really doing great....I don't
know, I always get this pounding feeling but it doesn't bother me and I jmst
v thoughtitis something that will go away. IthoughtI had it pretty well |
licked....I thought I had it by the tail. Now, I don't know what to think or -
do. . L 7, ‘
- L . , - o
Having believed that they were progressing well, these informants were devastated by any

- Q insinuation that they yere n'ot'.aTh\is incongruencey sllattered their ability to judge their'
W progfess.‘ One informant described experiencing an inicongruity between her evaluation of
| her<progress_and a health care professional's evaluationas "a huég let déwn." The

informants felt incapable of mgking d\e.:\cisions fciiowing the realization that 'thcy were
unable to judge their Progress. In turn, this heightened their sehs&of lqss of comrol\'.

(,The_se individuals fou;id that they had to rethiﬁ( the pg;aning tieir heart attacks hgd fgr

. them. ghey_ were fo?ced to r’éurn to the process of making sense of the 'event, in order to -
develop‘.some understanding of their present Si;uations. Many who experienced this
devastation considered the fu;fc tentaﬁve. They f)elieved that their initial optimistic or

.. . ' : *
positive attitudes had to be‘reconsidered.

?
Those individuals whose self-evaluations were negative and who belie‘(led that tTle
health cage professiona(lf' éssessments were positi'vé lare depictcd.{n Cell C of Figure 6.
<=, They believed that theig)roblems were not pfoperly understood by the health care team.
@ f‘i[hqx were genefrall)" diszﬁjstful of the evalhation§ of the physigiaris and nurses. Thes@® N
infprmémts were generally lacking in confidence. They were unwilling to believe that they \
were d'oing’w‘ell. They described thémselves as "misunderstood." S»yrvnptoms,‘such as

wéakness'an_d fatigue, were of great concern to them. However, when they described

these symptoms to‘iheir physicians and nurses, they felt they were plac.ated. They were _
. : e .

- : - . \
. ~
. } o .
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unable~ to ac::\ept that their symptpxhs were typical. This, in turn, caused thcm to losc falth

in the established health caré system. These 1nd1v1duals were torn between a fear that Lhey
were experiencing senous"symptoms and a need tqQ be reassured. This confhct was only

| resolvcd when the mformants were able twestabhsh some congruency between their-self-

gvaluauons and their percelvcd evaluations of the health care prov1ders —

) . : ’

® ) R o . ’ . .
) Perceptions of Health ﬂrofessionals' '

. Assessments of Progress -
I s . C
v e . : a
Positive Negative
é . B
. - ~
. .“:’ "doing. we]l" "deva;ta‘tcd"
= '2" )
Own Perceptions g, A lB
of Progress .
. ‘ C b
\&\ .
o I
2z )
‘;&; "misunderstood" "hopeless"
o ‘ _
Z
[ 24
Figure 6. Perceptions of Progress. . .
N

Those individuals whose self-evaluations were negétiv‘c and who believed that health
' care professionals supported this belief are depicted in Cell D of Figuré 6. Thes¢
- individuals desctibed themselyes as "hopeless.” They believed that little could be done to

improve their condition. One informant, who initially thought she was doing well, carne_to



believelthat Llijq\he;lth care professigﬁals thought she wa.s'doing poorly. In the face of this -

conflict, she adapted her self evaluation in order tobe congruent with what she perceived to

be the health care professionals' assessment of her. She became hopeless about herhfuturicf,\ 3

, 7
believing that little could be done to improve her health.

| »
The seeking‘ of reassurance did not always meet the informants' needs to minimize
their uncertainty. Ini some cases, the effect was 'oppo'site»ii{hat it potemiatedv the
informants' sense of uncertainty. 'Mcﬁ{ of the informants were uncomfortable d'\sc:xssiﬁg
this lack-of congruence. They were reluctant E engage in perception checking as this might
prove to confirm their worse fears Ttis 1mponant to note the factors that led the informants
to beheve that health care professxonal§ held "negative evaluations" of tLeir progress.
Generally, any comment that was not blatantly positive‘w'as construed to be negative. In

one situation, a physiciart ordered additional tests for an informant. The informant

interpreted this to mean that she was not progressing; that something was wrong. Many of

the in@‘xmants were emotionally fragile during their first six weeks at home. “They were
| desperately seeking signs of hope. When these signs were not readily apparcnt Lhey

became gravely dlscouraged ‘ , _

Although the opinions of health care professionals were highly valued by the
informants, another form of reéssurance wes found in other heart attack victims. As
mentioned previously, the informants uﬁlized others as é mearts by which to gauge their

progress. In addition, the support and advice of others was extremely reassuring.

"Having somebody to talk to, who has been through it” was; considered an invaluable

source of support. The cardiac rehabilitatien programs,apfbvided a means through which .

support of this nature could be found. One informant stated:

I: Those classes are good. You see everybody in the same boat and you talk .
about it and you begin to learn that it's not so bad. You think that’ you Te
the only one it ever happened to. My God. And, you-find out you're not
the only one in the world who has had their life: “upset. .

o3

o
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The reas§uran¢e gami:d by Wétching oihegs' cope sutcesﬁfully’ w'vi‘th their he'art” étta_cks was‘
'inyéluablc. The éuggestioné aﬁd encouragement that other heart attack victims provided
were: extremely reassurin g for the informants of this study, >,'I.’his form of reassurance was
less threatening, as the individual was free to reject 1}1’e opinipn of other lay persons and | ‘
: seek‘.advicc elsewheré. | o | I

Learning Abou; the Héqrt.
A third strategy that was utilized by the informants to-minimize their uncertainty was
leamning about the heart. Most of the informants stated that they knew little about the heart,
. e o nor
prior to their heart attacks. Many of the informants believed that an understanding of the
heart enabled them to understand "what was happening" to them. Learning about the heart
was considered extremely important as it made the event and the rehabilitation more
manageable. -
I: Understanding what's happened is 90% of the battle. If you don't
understand, you're going to be scared, hey....You're only scared of what
you don't know. Even when I was a little wee kid and left alone in the
- house, if I heard sounds around, instead of hiding in the dark I'd open the
bedroom window so that if there was something out there I could see it.
Once I $aw it, or saw there was nothing, the fear would go away. But as
long as you stayed and hid in the dark from it, then you're scared 'cause

anything ceuld be there, right?...So, knowing what's happened is very
important. o

‘. Information about the heart provided some of the informants with a sensé of control.
To understand "what was happening" gave them the control they nec_ded to plan for the
>future and prcdicf outcomes. As one informant stated, "I'm a person who wants to know
exactly what is going on. I don't care whether it's good news or bad news. Ijustneedto .
know iméucctuauy what the hell is happening." An understanding of what a heart attack is
enabled some of the informants to make sense 'of ‘'what remained unclear abémt their own
condition. When as_keg what _hé thought abéut learning about the heart, one informant "

stated, "I think I've finally grasped enough that I will take a warnihg now. I won't let it get

off my back." Another informant stated the following:



I I want to know,the mechanisms that are going-on; how the whole thmg
functions; the works. And, if I don't understand, then there-are pleces
missing in my rmnd then I don't have any strategy for coplng with it.

The importance th trategy of learmng about the heart held for the mforrnants

mformants some be ie ed that knowledge of the heart would not meet thlS need. - This

sentiment.was expressed in the following statement in Wthh an 1nformant d1scussed how
> . .

difficult it was to understand the arrhythmia she wasexperiencing' o
. .

I 1 _]USt wonder why it does that. I would like to know. She explained all
' _,‘ ., about how, you know, there's two parts to the beat and the top beat and'the
damage is all at the bottom so it should set up signals, a couple here and
there where it's not supposed to be, but it doesn't really make sense to
me....And I keep\{unkmg, "What's wrong?" They don't really tell you
what's wrong, justthow’it does it. And, there s a difference.
Many of the informants who felt that knowledge of the heart was not pamcularly helpful
| expressed a difficulty in relating to the abstract nature of the heart. Information about
cardiac physiology and anatomy did not aid them in understanding what was happening to
their particular hearts. ' @ , V
~ Many of the informants indicated that they wanted to know specifically what had
happened to their hearts. Generalities about what caused heart attacks were not sufficient
for these individuals. They wanted to know exactly "what the damage was.;jj&vever,
they discovered that health care professionals were unwilling to provide this 1 ation.
I: } would like to know exactly what happened to my heart. It's 1mportant to
know about it because then it's not so scary. I specifically, point blank
asked them about it and they wouldn't tell me. They said it didn't matter. [
don't know if it would do me any good, but I'd still like to know.
When asked why knowledgc about her heart was so important, one informant stated, "I
don't know. Just maybe it would change the way I feel about myself or something.
Maybe it would help me understand what level I will be at." ,
Leammg about the heart enabled the mforrnants to understand what had happened
- While, for scme, thlS strategy enabled them to develop an understanding upon Wthh

decisions could be based, for others, information about the heart constituted a threat. This

88
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?ﬁ( expressed a desire to have all the answers in "black and whlte !
N

| little twinge" was.an angina attack. i

stmtegy was deemed useful only when the 'information received was believed to be helpful. P

Although mformatlon was important t6 all of the mformants the amount and type of

' mfoxmanon believed to be helpful dlffered

Knowledge of the roles that diet, exercise, and rest play in the rehabilitation period - /

was helpful to all of the informants. Many expressed a need to have clearer guldelmes for

hat ah}l' what not to do. Information of tt of thxs nature providéd the mfonnants with guldance
Re L ED
about how to live their lives and served to minimize the uncertamty they were expenencmg

Two of the informants mdtcated that, at times, knowledge about the heart served to
makethem increasingly anxious. 'I'hey found that knowledge about the heart and the

symptgms of heart disease sensitized them to the possibilities of what could "go wrong,"

rather than alleviate their uncertainties. One informant stated: ‘y

I: The things that I would not even probably consider before or not even
consciously be aware of, these little things inside, all of the sudden you are
aware because it's brought to your attentlon I think maybe the less ‘you
know, it's better for you.

These individuals tended to become preoccupied with the possibilities of their

symptoms For example followmg a teaching session that focused on angina, one

. &1fonnant stated that she spent the next week worrying about whether she was experlencmg

angina. She stated that she became uncgmforta’hly self-cor_tscious as she feared that "every
: Practicing Cautiousness.

The/ﬁnal strategy utilized by the informants to minimize uncertamty was the practice
of cautiousness. This strategy was used to insure that they did not harm themselves by
over-actmty and was practiced when an m*xant was feeling vulr-crahiz and "out of
control."” All of the mformants expressed concerns regarding the possibility of "overdomg

" They were frightened that any form of over-exertion could potentially cause serjous
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health problems. For example, many of the informants expressed a concern that over-
exértion might léad to a second heart attack. ,
I: Well, I'm scared of the angina, you know, because I did have it and I keep

on thinking, "Will I have another heart attack?”” So, I keep on thinking,
"Well, if I do things slowly and get back into the swing of it slowly, I

1

won't have one." . J
Although all o‘f the informants believed that the way to prevent another heart attack
was.to avoid "overdoing i-f," thé ways in which they practiced cautiousness varied. The
degree to which an individual utilized the strategy of practicing cautiousness depended on
the extent to which he or she féit in control. For example, informants believed that L\hey did

not have to be as cautious as usual in cardiac rehabilitation classes as health care

- ’ . - .
professionals maintained vigilance for them, whereas they belieyed that they had to be

t

extremely cautious when engaging in activities tha ., had not been engaged in since the time

of the heart attack.
Many of the informants expressed concern about the resumption of aédviﬁgs

following their heart attacks. Although they did not want to over-exert themselves, théy

.

.- wanted to "push" themselves toward improvemént. As one informant stated:

‘I: So, you gotta go for as much as you can, but you can'tfa\"erdo it....Like
' you don't want to think, "Oh, I can't do that." But, then you don't want to
hurt yourself either, so you don't want to do anything to impede your
getting well.” » ’

Although many of the informants fi that"over-exeftion was to be avoided, thcy"élso 2
believed that théy should not be Jlazy." 'I.'hey fouﬁd that dccisio’ns regﬁrdirig an apprbpriate ’
l,eye‘lr of activity were difficult to make. They did not trust their abiﬁties as judges and ~
cxprc;;éa\éahce}n that they might make wrong decisions. Rather than risk the ;oss{bility
Qf hurting thcmselves; mcy ého;e to err on ‘th.e sic_lé of cautiousness.

The practice of cautiousness as a strategy wés é conscious effort. Some informants
believed that if they did not practice some f@;m;of' cairtiousness, thcyv-Would.va;itomaﬁcally' '

"overdo things" out of habit.

90
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I: I wasa little womed in. myself that I would overdo it. In the Hospital, qulte
unconsciously, I was moving a chairand I picked it up until I realized,.
“Oh, I shouldn't be doing this!"* And you know, I put it down fast. I
wasn't feeling too bad when I came home.- I was a little scared that I might -
forget for a little while and then just plow into whatever I was domg
Many of the mformants descnbed situations in which they reminded themselves to "take it ‘i
easy K |
AlLof the. mformar71ts stated tS:at rather than engage in a task Wthh could lead to a
\
questlonable outcome they would choose not to doit. The mfonnants avo1ded "taking any
chances." In tum [hlS stratefy ensured that the mformants maintained control. 'For some
A
of the 1nfonnants these decisions were not dlfﬁCul[ to make. For others every new task
. was approached with a sense of cautiousness. Some of the informants refused to engage in
any activity until they had "checked" with their physicians or nurses. The fear of over-

exertion had the potential to paralyze some of the informants. These individuals found

themselves caught between a desire to carry on as usual” and a feqr that if they did they
could hurt themselves and possibly die. 4
I: T'm stll going through it art link, "Oh, I'm sure I can do this myself."
. And, "Why can't I doit?" I'm Stared of overdoing it. I'm worried
 whether I should have a fear like that. I'm scared to do too much. And,

what'is frustrating is I think, "Well, should I do it or shouldn't I do it?
- Why do I have a fear of doing anything until I ask somebody if I can do }

it?" S

For some informants, the decision to be “cautious” was difficult to live with. fhey
rernzuned fearful that they/were not actively attempting to improve. These informants
expressed a fear that they were' mahngermg They believed that they should be doing more
and yet were afraid of the consequences of increasing their act:lv1ty levels. .

I: I was scared that I was a baby Even when I got home 1 thought "Gee,
am I babying myself? Can'tIdo this?" I was scared that I was babymg
myself and I kept on thinking, "Am I too afraid of what I've had?" Ithink .
-I am, you know?
For some 1nd1v1duals the fear of over-exertion and losing contrg} rules their livés for many |

' months One mformant refused to leave her home unaccompamed for fear that somethm g

would happen to her _When quesuoned about thlS she stated, 'I thought well 1f Igo out

/&p' /
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and sométhing happens, I'd be so ashamed.” For this informant, the stratcg& of practicing
c;iutiousness was utilized to protect he elf-esteem as wéll as her physical well being.

" The only-strategy that aided the inf ts in ridding themselves of their uncertainties

’ A
was to practice some fi

Some of the informants were able to harness
the uncertamues they faced early on in the adjustment process. Others, who were unable to
allay their fears continued practicing cautiousness for many months following their heart ]
attacks. ) This strategy was utilizeq until the individual was able to re-establish a sense of/
predi::tability and indépendence. As one informant stated, "I can't push myself. It's
always at the back of my mind that I shoulgin't push and I'tn scared. I'm scared, you
know, and it's been over three months." |

Establishing Guidelines for Living

As the heart attack victim struggles with preserving a sense of self and minimiziag
R .

uncertainty, he or she must face the challenge of establishing guidelines for living. Before

these individuals atg: able to reg_ain a sense of control, they must find ways to restructure
their lives. The life of the heart attack victim is unalterably changed. Fear, uncertainty, and
physical symptoms undermine one's sense of control. A heart attack disrupts plans and
disorganizes the day-to-day structure of an individual's life. The heart attack victim is
faced with the task Qf reordering his or her life. This objegtive is accomplished through ‘Ehe
establishment of guidelines. Through the establishment of guidelines for living, a‘ sense of
éomrol can be re-established. |

| Every individual requires some guidelines for living. Although these guidelines are
not necessarily formal, they provide a aense of structure and cpntrol; In the absence of
guide'lincs an individual would be faced with absolate unccrtainfy. Guidelines for living
include an understanding of cgrporal limitations and an understanding of ho w oﬁc’s life
will be lived. The day-to-day functions of livin gare ali pérformed within. guidelines.

.- Individuals usually attempt to avoid situations that will cause them harm. Guidelines for
.;\ . B

living provide a structure with which to make thésé‘l-iudgements. The establishment of

92
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guidelincs orders an ipdividual's lif  and therefore enhances a sense of predictability,
mdepgndence, and self-det ion. r o : -

The informants in this investigation described three strategies that they utilized in
order to establish guid:}‘nes for lliving.v These included: testing their limjtations, 1¢arniﬁg to
read their bodies,,‘and modifying théir life-styles. Thc heart attack totally disrubfed the
plans and the rhythms oJf thc;, informants' lives. All of these strategies were directed toward
the re-establishment of control. |

Testing Limitations.

As the informants became more confident in their abilities they began to test their

5
.. . .. @ . P ‘.( R .
limitations. Each new activity was approached with trépidation. The once normal routines
. e

“of their lives were viewed as challenges. Initially, most of the informants faced new

§ s
challenges with a sense of cautiousness. However, as the;' progressed in the @djustment

. J »
process, they began to test their abilities. Whereas the informants practiced cautigusness in
order to cogrﬁtivcly maintain a sense of control, they tested limitations in order to re-
establish a sense of physical control and mastery. Many of the informants stated that they
had to engage in each ac‘%ivity at least once, prior to their feeling comfortable with a
particular activity.
I: There was a bit of apprehension about driving.....So, you always want to
see whether you can do it. That, I think, is the whole thing, "Can I do it?"
If I do it once and it doesn't cause me any problem I can go back and do it
again.
Driving a car, having sex, bowling; vacuuming, and going out were examples of
challenges which had to be tested and overcdme. As abilities were tested, the informants
described a sense that their limits were being "stretched.” As one informant stated:
I: Like, I wouldn't do anything stupid. I wouldn't try anything that I knew I
Couldn't do or keep doing something.that was beyond my limits. But, I
think you can keep getting your limits, you can stretch them and you-gan
keep stretching them until your limits go pretty far. -

Many ¢ - informants consciously attempted to challenge themselves as they

believed this was the only way their limits could be overcome. To test their limitations in

- ‘ 1



this way contributed to a sense of progress. It also reinforced the infotmants' perceptions

- of their abilities. Without this testing, many of the informants believed they would
|

, , J
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I: T've got to always say to myself, "Hey, I betcha I can do that and get away
with it." You know, you have to and I'm doing it all the time. I think a lot .
of people do this. How in the heck do you know what you can do if you
don't try?

"stagnate.” One informant stated:

T

The testing the informants engaged in was based on their perceptions of what they should
be;ble to accomplish. In turn, this gnabled them to gain a sense of confidence.

-Some of the(infonﬁants indicated that, at times, they believed they pushed "too hard"
in their attempfs to extend their limitations. Testing of this nature was conducted in order to
"prove" their abilities to themsels)es’and others. One informant descril;eci his rigorous
testing of abilities in the following ‘mariner: "You go out and you push‘ yourself sometimes
when you shouldn't. You do'this. because it proves you can .still do it and that you're not
an invalid anymore.” Those informants who tested their limitations and found that they
we.re una\lblc to meet their expectations were extremely disappointed. Often, they would be
reluct;ay’o resume testing until they had resoI;/ed the feelings they had about ;heir aPAparenf
inabilities. To éontinue to test limitations, wheri the results were uncertain, was avoided as
it held the potential for failure.

" Testing of their abilities would continue until the informants were able to regain a
sense of maétery and no longer required a conscious test of their abilities. Posiﬁ;'e results
of the testing of their limitations resulted in an affirmation of their abilities. Limitations
which were initially pefceived, were dj'sproven‘ 1 this manner. Those informants who
initially believed that they would be faced ﬁvith pérrﬁancnt disability were often able to
prove to themselves that, through the testing of limitations, many of the restrictions they
initiaﬂy considered did not exist Thié, in turn, prompted them to 4rcc6ns”ider the

possibilities for their future. Informants who began to disprove their restrictions returned

¢
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Jo the. stage of making sense of the event and began to evaluate thelr future ina posmve

e

manner.

I I thought it would be too hard, but now I'don't think so. Before, like after
. I'had the heart attack, I thought I might feel good again, but I didn't ever
think really good. Like now I think I feel really good. And, I think I'l]
feel even better. Like, before I felt probably there would be some
restncnon in my life forever, But I don't thmk SO anymore

The testing of limitations enabled the mformants to detenmne what they could and
could not do. Many of the mfonnants faced some form Jof restriction following their heart
attacks. For example, they cou d not work as hard or as long as they once did, or they
found that activities such as dancing or golfing were difficult. They believed that they
needed to determine what thetr ablll[ICS were, for to know their lurutatlons enabled them to
learn when to say "no" and when to d;mt

I: You have to know your limits. If you go ahead and do thmgs certalnly .
know your limits. If you are getting too exhausted, too tired, well j just sit

down. If you don't know your limits you may never do anythin g or you
may overdo it. . ,

The testing of limitations enabled the mformants to regaln a sense of pred1ctab1hty and

- 1ndependence They learned how to pace themselves These lessons were only learned

through the trial and error of testing their lrmltatlons '
" Learnmg to Read One's Body. ‘

Closely related to the strategy of testln g hrmtatlons is the strategy of learmng to read
one s body. Many of the mformants beheved that they were unable to trust thelr abllmes

followmg thelr heart attacks They had dlfﬁculty determmm g "how, much actlvrty was

"appropnate In order to overcome tlus barrier, they were faced with the task of learmn g to

trust their bOdlCS abtht:es This was accomphshed through the development of a

sensmzauon to the1r bod1es needs and demands Many of the informants indicated that
they were out of touch with what was happenm g to their bodres; “The fact that they had

experienced a sudden and traumatic event served as proof of thts failing.”

o : . ; ’ .
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Many of the informants stated that prior to their heart attack they would not respect

*»

the signs their bodies gave them to slow down. 'All of the informants reporteq that priot’ tor
their heart attacks they would drive themselves to complete tesks, despite symptoms of

' .fatig'ue. The hean attack was an event which causeci them to consider the\fragility of their

. bodies. Marty believed that they needed to be in "better touch" with what their bodies were

tellin g them. This wasa difficult task, as they had not previously considered their physical

-
3

needs. »
The rnajer sign of over-exer: n thét the informants looked for wae an gina\' It was
difficult, at times, for the informants to leam about the 'symptoms that constitute angina.
Mény lived with a fear that they wonld ex,peﬁ_ence angina and not recognize it. The subtlety
of angina was.extremely eonfusing. Many of fhe inforrnants were not \étrnned o sympfoms
such as jaw-nain, neck pain, and 'hea'rt burn. If Lhey had initially experienced angi’né in this
‘manner, tney were not immediately aware that the symptoms they were ekperiencin'g were -
‘related to their hearts. It often took several bouts of angina before the informente felt
o comfortabl_e recegnizing and treating it. ’ |
I: Youdidn't lenow how you would know that the angina pain really comes
- and how it affects you. Like, even when I felt a certain pain I sort of
discounted it, that maybe it wasn't an angina pain. But, it was, you see?
It's difficult to adjust. It is an adjustment that you have to go through to
- realize what an angina pain is really ﬁlge. ' o
Those informants who did not experience angina following their heart anacks initially.
 lived in fear that they would experience engina or not be able' to recognize it if it occurred.
vAs one informant stated, "You have maybe pains or whatevef m your body ana' wha}ever
_ sens;tions andnyou don't know what they are. ‘Are they something to be conc.\emed about
or are they not?" Some individuals experienced a hypersensitivity to their bodies. Every
sensation they experienced was carefully scrufinized. As time passed, these individuals
began to believe that they; would not experience angina. They were able to focus their
- - attention on other aspects of meﬁé;lujgs as they developed confidence in their abilities to read .

their badies. K | , -
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Informants also had tgjearn to be aware of symptoms such as fatigue and shortness

of breath. An understanding of their bodies' needs and abilities provided the informants
with a means by which they could measure their abilities. |

I: Occasionally, I was wondering whether I should or shouldn't do my

_gardening work. But, it seemed that I-could trust my body to tell me that's
enough for now and then [ would quit. - -

Some of the informants in thi§ study became extremely active in monitoring theif abilites.

They ‘rr;onitbred their pulse rates and adjusted their medications to meet their needs. They
developed a sensiti?ity to the changes they experienced in- their bodies and, in turn, o
‘developed confidence in their abilities to read and control their symptoms. These pélnicular

- . .
nformants indicated that they experienced a sense of control.

I: It took me from the time I went home, at least three months, to run enough
experiments on myself to figure out how to regulate my medicine, hov to
regulate my eating, how to régulate my other daily habits to where I hu. -
99% of the time no problems of any kind. I never have angina or
anything. If I want to have angina I can have it, but I've learneq how 1o

A avoid it.
AN

~ Their sensitivity to their bodies’ abilities enabled the informants to develop a sense of
trust. This provided them wiih a means by which they could make judgements regafdjng

the continuation of an activity. One informant stated: _ - %

S

I: You've gotto know your warnings. There are things that if you do:h- 1
and don't listen to the warnings you will overstep your bounds. The

doctor puts certain limitations on you, but they're too general. You've got
- to figure opt for yourself what your body can do.

Th(;, fnformants’ abilities to read and trust their bodies were developed over time. T
strategy was unhzed in combination with the strategy of testing their limications. Before
limitations were tested, the informants required some meahs to judge the possible
outcomes. T‘hc'results of the limitation testing would; consequently, provide feedback
about their abilities to read their bodies. “ |

Modifying Life-style. |

The final sﬁatcgy that informants utilized to establish their guidelines for living was

~ the modification of their life-styles. The modification of life-styles is not simply a strategy



a
thich involves making é.nd irnplemehtiné decisions regarding life-style changes. Rather,
this strategy invoives the serious consideration of %ife-styie changes, attempt; to implement
and evaluate J%'fe-style changes, and, if the outcomes are positive, the incorporaﬁon of these
changes into one's life. The strategy of making life-style modifications is complex. Not
_ only do def:isions about er-s%g have an impact on an individual, they also have an impact
on one's f?mily members, " | (- |
Decisions regarding iife-style modifications are structured by the way in which the

md1v1dual "makes sense" of his or her heart attack. For example one informant stated, "It
j\ as stress that caused my heart attack. I understan\now what causes stress and I m very

£n5c1ous of the fact that stress can bring another problem back. So,I'm learmng to avoid
. the situation that caused the stress.” Those ;ndividuals, \:vho did not experiénce the
irﬁprovements Which they expected as a result of their life-style modifications, returned to
the task of making sense of the heart attack. Other causal éxplanations’were sought and |
other lifé-style modifications attempted.

One informant believed that his heart attack was due to the stress he had experiénced ’

-at work. Although he was 55 years old and had been informed that he would be able to

return to work, he chose not to. He believed that returning to work would be returning to

the problem that caused his heart attack. This informant reassessed his life goals as a
gesglt of his heart attack. Having been exposed to a life threatening event, he decided that
he sﬁould attempt to live life to its' fullest. He wanted to enjoy his life and spend time with
his faﬁﬁly ~‘Whereas others might view his decision to retire as indicative of a rehabili.tation
faJlure he indicated that his choice was motvated by something other than fear or a belief
that he was crippled.” He was mouvated by the belief that only through retirement could his
life be lived to its fullest.

All of the informants indicatégl that life-style changes should be gradual as a "‘tota1>life '

adjustment” can not be implementgd quickly. The changes considered particularly difficult

were, those that involved changes in attitude. .One informant stated that it was impossible to

\ S ' |
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change as he could not "reprogram his mind." The best he believed he céuld do was to
modify his chrrent lifé-siyle. The majority of the infbrmants_- indicated that it was i'mporta\:n

" they ;nake the modifications to their life-st)deé gradually. It was also irriportant that they
believed in the changes they implemented. _Th:ose inforrﬁants who attempted to "force"
themselves to change, ir}evitably failed to sustain the changes. To attémm éhanges thét they
believed Would not make a difference to their hezﬂth would "set..:[mcm] up for failure.”

In this investigation, there were interestin g contrasts betwéen the ways in which the
male and female informants made life-style modifications. The majority of men considered
the modification of their life-styles .to be a'joint’venture between themselves and their
spouses. The male iriforrrfants spokc;, of the changés in terms of "we." The older men
particularly, expected their wives to attend cardiac rehabilitation Vclasscs and learn to cook
;'for them,” One informant stdted, "[My wife's] entered the classes th&té ﬁhd she ié

“monitoring my diet and I think I've started to lose wéight. Diegis her responsibility
because I don't even know how to boil an egg. So, as I say, she's looking after that."

| The wo;nen tended to make life-style changes independently. They did not involve
their spouses to the same cxteys the men. These differencesv were noted by the female
informants. One informant stated: ' o
I: You kriow, the men I speak with at the cjassesi.tjust assﬁme that their

wives will come along to the classes so they can learn to cook for ther. .

But the women who've had heart attacks don't assume that their husbands -

will come along, you know. I never, I think once I saw a husband down

v\here at one of the lectures.
The women in this investigatioﬁ tended to take sole rgsponsibilify for their dietary chénges.

‘They were generally reluctant to make changes thafr‘hight negativély affect their families.
Many prided themselves.in thelr ability to cook. They were unwilling to sacrifice their B
favourite recipes, which contained mgxeaicnts Lhat were lack;mg‘ in nutriti'on, particularly if
their family members enjoyed eating them. Most attgrhptcd t; modify thei?{gzbuﬁte

recipes.- However, this was not always’successful. Family members often noticed the “M
. -) N .

decreased saltiness of the cooking and the absenck of fried foods and sweets. This,

—
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consequent!y, created a conflict. On the one hand, the women wanted to modify their life-

'stylcs. On the other hand, they did not want their family members to "suffér" because of

them. Those who were able to resolve this conflict de ) bécause they believed they were -

providing their families with "good" nutridon._ .

: Generally,‘the life-style modifications that‘tl;e female informé&nts incorporated irito
their lives were done surreptitiously so as not to disrupt their families' routines. The
women expressed concerns regarding the financial expense of mizking dietary changes and

' the time commitment involved in cardiac rehabilitation programs. whereas the men did not
voice concerns of fhis nature. |

Over the course of time, the informants began to view the modifications they had
made as perr‘nanent. Life-style modificatons had to be considered a part of the informants'
lives before they were able to state that they had truly madé rhodiﬁcan'ons. Many believed
" .thatin order to incorporate these chan ges‘they had to be "tested" first. Testing involved

~ being confrénted with tqmptation; and r_ﬁaking selections thaf were consistent with their
new life-styles. Settings in which this testing took p]acé include{i the work setting,
restaurants, and social gatherings. If the in'forrf;ants could sustain their new life-styles in

~

the face of these "challenges,” they believed thgy were "home free." One informant did not
~feel he would be "tested" until he returned to work. He had relsolvcd not to take 01'1 every |
problem at work which came to his atténtion. He believed that the only way in which he
, -Would be able to evaluate his intention to decrease his work and stress was to actually .

witness how he would respond to an extremely stressful situation. Over the course of

repeated "testing” the modifications that the informants made became a "part‘of living."
Stage Four: Living ‘Again
 As the informants struggled through the adjustment process they were often

confrontad with the fact that they were not living life to its fullest. All of their efforts,

during the initial stages, were directed toward the re-establishment of control. Once a sense

100
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of control was re- estabhshed they /Yrvere able to bcgm to live again. As one informant

stated "It takes a while to build up your confidence and then you basically have to start
hvmg all over again.” This final stage of the ad_]ustment process was entered. grad lly. As
the informants regained a sense of control they began to refocus thetr attention on other
aspects of life. The heart attack was no longer of pnmaxy concern. Although the

informants -ever forgot that they had experienced a heart attack, as the final stage of the h s
adjustment process was reached they were able to place the event "behind" them and al]ow
other aspects of thetr lives to take precedence.

One informant described himself as a "car on the highway who's having the carbon
blown out." Although this informant initially believed he would never itnprove, he was
able to regain a sense of control in his I}fe and resolve the limitations he faced. Most of the
infor_mants were unable to pc .at out wren they began to "get an with life." One informant
suggested that she was living again by statin}, "I feel like a whole person again. } know
what I can do. Ican do what everybody else does. Ican do what I did before." There
were th_tee responses that characterized this stage: an acceptance of one's limitations, a \‘
refocusing on other concerns and issues, and an attainment of a sense of mastery. These
three responses were't‘he hallmarks of the final stage as they provide a strong indication that
the individual i§ no longer struggling with the adjustment process. The following statement
describes the essence of this final stage: o

I: You feel good in so many ways, you really do. Now I get the bicycle out
and I just love it. Ij Just get on that bicycle and go like hell. 1 go further
and further all the time. And; I know the old heart won't quit on me. I
don't even think about it.
Accepting Limitations f

Many of the informants were faced W1th some form of limitation following their heart
attack Following a testt‘ng of thelr limitations, the informants were faced with the task of -
accepting the limitations that they were unable to change. This acceptance was often

gradual. Some o\f the informants expressed an appreciation of the limitations that had been

/
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imposed upon them. New aspects of life wcfe discovered as a result of being "forced" to
slow down.- One informant stated, "I don't push like I used M. If I feel I want to sit down
" and-have a cup of tea that's what I do. "And you know, I enjoy it!" ,

Often, the informants would cffange their expectations to incorporate their new
1imitatiqns into their lives. By decreasing or chagging their ezgpectatidns, what were once
considered limitations no longer existed. The informants accomplished this by re-
examining their goals and expectations and by reconSiden'ng their priorities. An example of
this shifu'ng of ﬁdori_ties is eXefnpliﬁ'ed in the following statement:

I: It used to annoy me for things to be messy, but I've learned to take things

in my stride. I've had to let go of certain things. I've learned how to not
let it bother me if the kitchen floor doesn't get washed. I've had to. Other
things are more important. '
Eventually, the limitations that the informants experienced were incorporated into
their lives to such an extent that they were no longer considered limitations. Uldmately,
they were considered a part of living. The limitations that were once perceived to be
insurmountable were, thus, "taken in stride."”
I: I've finally realized that it is okay to curb some of my activities. I'm 64
years old and I've got to start slowing down. I'm still alert and very
progressive; but I've got a physical requirement that is forcing me to slow
- down a bit and that's alright. 7 '
Many of the informants believed that once they had learned to "pace” themselves,
! ) .
limitatiéms were no longer insurmountable. One informant stated, "You're always at a
decide&;i disadvantage compared to other people. Howévex:, it is a problem which I have
leamed to live with." This change in attitude afforded the informants a new sense of N
cbntrbl. They began to believe that the task of living could be accomplished, perhaps more
slowiy, perhaps not in the same way as before, but nonetheless they could go on living.
Thus, the uncertainties of the future were controlled.
Refocusing

o /
As informants accepted their limitations they began to refocus their attention on other

* e
aspects of life. The heart attack was no longer the primary concemn 0 be faced. This
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refocusing was due to the control that was re-established. As one informant stated, "The
uncertainties are gradually fading away. I'mean there will eilways be worries, but just not
so pronounced.” Much of the refocusing was enhanced by the passage of time. As
months passed the perceived severity of the heart attack dimi ished. e

I: You're feeling great. You can do these things. - You're confident of

yourself and so it doesn't seem there are things to be uncertain about. It
“takes time! It doesn't matter what anybody preaches at you. i
I: T think the farther down the road you get with your own rehabilitation the

easier it gets to take. Things concern you less. You are able to put things
in perspective. Basically, I've learned to put what's happened behind me. .

+ The refocusing was enhanced ¥)y the informants' physical improviements. Physical
limitations, such as weakness and fétigﬁ%, dimihishe:d over time. A sense of physical |
improvement enhanced the informants' sense of control _and_alloWed them the freedom to
address other concerns m their lives. One infon_hant described this freedom to address_
other concerns in the following manner: "You know if you feel good there is nc thin g
nagging at your brain. Then your whole'outlook is better. You can feel a little more daring.
as time goes on."

The third factor that enabled the informarits to refocus their attention on othér aspects
of their lives was their will to live. Many of the infomlant§ described dreams and goais that
they had yet to fulfill. They were determined to avoid allowing their lives to be consumed
by their heart attacks. Thcy deﬁcxibed a desire to live life to its fullest. In some cases, this
desire was enhanced by the experience of a close brush with death. Those informants who

“had maderesolvés to "live life differently," in the initial stages of the adjustment process,
were often driven by this resolution. In one situation, this,derire to live differently
prompted the inforrhant to focus his énergy on things and individuals other than himself.
This informant described his outlook:

I: Oh, my outlook on life has certainly changed. Itry and appr\eciate other
people now. I try and look at them and appreciate 'their concerns; put them
first before me....Sometimes I was pretty headstrong in my own selfish

ways, but now [ just look at people a little differently with maybe a little bit
more love than I did in the past. ,
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Despite this informant's attempt to focus on others, rather than himself, his desire was

initially thwarted becuuse he had not fully adjusted to his loss of control. He later found in

~ the adjustme »r nrocess that he was unable to sustain his attempts to care for others. He

discovered that he had to spend time and effort caring for himself before he could

effectively redirect his concern toward others.

Attaining Mastery
The final response, which was indicative of the successful attainment of the final -

stage of the adjustment process, was a sense of mastery. Mastery involves an effortless

ability to complete tasks without consideration; it is not a self-conscious response. The

i v
informants acquired a sense of mastery over time and described this response in terms of

;he-fec;lih gs it provoked. The feelings that this sense of mastery pro\)oked included:

4

' "‘isaﬁsf‘action,"v "feelings of accomplishment,” "strength,” and "pride."” '

v

/l With a sense of mastery, the informants were able to carry out the tasks of their .

everyday live's without effort. Rather than coﬁsider 'every activity, the selection of tasks
was made without consciousbeffort; a sense of rpredictability was restored. One informant
described anw of mastery in the following manner:. |
&« 1. Ifeel like I've g(}t\over the hrdle. T'm able to do things. Iti gives me a

R good feeling. The cautiousness is going away. I run up and down the
stairs now without even thinking about it. I never wsed to do that.

e

=

Often, a sense of mastery caught the informants unaware. Upon reviewing their
progress, they were able to pomt out that they were indeed developing confidence and an
evér increasing sense of control. With this increasing sense of mastery, the informants
found they needed fewer supports and no longer required constant réassurance. They had
the ability to make d;:cisions about activities and judge fheir progress and they knew this.
They were confident of their abilities.

I: Atthe beginning you don't know what to do. You don't know how far
you should go on your own. And, then, after a while, you need less help
and basically you don't want anymore help. You feel more freedom -
without knowing it. You know you are okay. You get a little more space

- -
- ~
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to expand. Your limits broaden out and you feel comfortable with '
yourself,

Some of the informants Wcre able to describe moments in time in which they knew
they had regained a sense of control in their lives. Certain evENEs were of great significance
as they provided strong indicators of theit abilities. These accomplishments included
activides such as the first time one informant entertained, the efforts one informant made to
move boxes, and the completion of a hike up a mountain for another jnformant.
=
I: Tll tell you one of my happiest times was the summer after I had my heart
attack....We went to Banff, to Johnson Canyon...and we.walked up the
mountain there for hours. But, I walked careful. I walked easy because I
hadn't had my heart attack all that long ago. And, I get to about four miles -
up there, hey, I felt great and I thought God I'm not a cripple! The last
thing you want to be is a cripple, héy. Nobody wants to be. A blind

person doesn't want to be blind and a deaf person doesn't want to be deaf
and a person with a heart attack doesn't want to be a couch potato.

4

Abandoning the Struggle
:I'h;i:c\arc those individuals who are unable to su.ccessfull%djust following a heart
attack. V'II’hose individuals, who are perpe;ually caught in the cyclé of coming to terms and‘
learning to live, may at times find it necessary to abandon she struggle to re-establish
control. The individuals who are most likely to abaidqr‘i ;Be struggle are those who believe
that they have ekpcrienced "too many" set backs and believe that the fight to regain controi
is "hopcless." Heart attack victims are extremely vulnerable to the influence of others.
Their assessments of their improvements are not always accurate. At times, individuals can
exit from the adjustment process because of a perceived inability to re-establish control.
Although somewhat contradictory, tke decision to abandon the fight is perceived to be the
~ <bnly means by which some semblance of c-ontrol can be regained. Those individuals, who
abandon the struggle believe that there is nothin g more they can'do. Responsibility for the
hcaﬁ attack ‘is, surrendered and the heart problems, which they continue to experience, are
~deemed $0 be the respdﬂsibﬂity of ﬁ?wm care providers.
| In this investigatioﬁ there was oné informant who abandoned the fight to regain

control. She experienced numerous set backs in the adjustment process. She was
. . . .
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constantly setting goals and failing to meet them. Eventually, shé was nd longer able to
face perpetual disappoir_ltment. She ceased to set gods, refused to monitor her progress,
and abandoned attem;;ié to read her body. Her sense of los‘s repeatedly outweighed any
sense of gains. She described her situation in this way:

I: It's the doctor's problem. There's. nothing I can do about it. Somébody |
else has got to fix it. Ican't. 1did all I can. Ichanged my diet. I quit
smoking. I do my exercise....There's no more I can do. ‘_

Although there was only one informant in this investigation who abandoned the fight
to regain /control, the other informants expressed a belief that they too would "give up” if
they had no sign of progress, only repeated disappointments. In fact, two other informants
exfpibited signs of abandbning the fight. prever, their situations imprOvéd and they were
Yfle o re;enga_ge in the adjustment process. Although the inf'orméﬂt who aban‘doncd tiu:
fight was by no means the most ill of the infdnnants’, shé believed that she would not
~improve. She found that health care professionals working with her provided little sense of
| hope. When she believed she was doing well she percéived a response from health care ﬁ
professionals that she was not. She was unable to establish a sense of control over the
adjustment process. All attempts to regain contro; fai. :d. Conséquently, in order to
maintain some semblance of control, she ceased to try. Interviews with this inf\brmant
spanned a period of six months. At ﬁle time of the last interview she had indic;?cd that she

had "given up.” However, it is possible that factors may present themselves which would
allow this informant the opport;;nity to re-enter the adjlistment process.
Th.e Process of Adjustment

The adjustment that individuals experience following a heart énack is a variable
process which incorpprates four emerge stages. Each of these stages is characterized by
particular strategies and responses. The ways in which individuals respond to the various
stages and the strategies they employ mziy vary. Despite this variation, all of the strategies

and responses which characterize the adjustment process are directed toward regaining a

—
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sense of control. Aé the core catégqry incorporates four emergent stages, it may be termed
a Basic Social Process (BSP)./glaser ( 1é’78) stated that "...a BSP processes a social or
social psychological problem from the point of view of continuing Social organization" (p.
- 97). The BSP, regaining control, uncovers the conditions that giverise to the particular

variation in the adjustment process.

. The preponderance of variation in the adjustment process was found in the second
and third stages of the adjustment process. These two stages were found to be highly
interrelate@. Whereas some informants were able to progress smoothly through the
adjustment process from stage 10 stage, others rerhained in a cycle of making sense of the
event and learning to live for an extended period of time. The adjustment pfocess
diagrammatically represented in Figure 7. Those individuals who are able to establish and
maintain a "positive attitude" move quickly through the adjustment process. Those
| individuals who have diff:xculty establishing dr who gejunable to niaintain a "positive
attitude" may return several times to the stage of making sense of the event. ,

The reflexive néturc of the second and third stages of the adjustment process was
difficult to uncover. ’f’he variation, initially desén’bed by the informants, producéd a
confusing picturé. Not only was there variation among thc inforrnant.s, but the informants.
themselves "changed" their minds and their attitudes over the course of ime. It was the
identification of the core category that enabled the investi gagor to determine the nature of
this considerable variation. It was found that all of the rcéponscs and strategies, which the
informants discussed, were directed toward the achievement of CO;III‘OL The informants

made sense of their situations in order to regain control and it was this understanding that

3

guided their subsequent responses and selections of strategies. The reflexive nature of the
adjustment process was captured by the following statement:

3
I: You change your mind so many times during the healir: process. Like
you think about the way your life is going and what yoy can do. I know at
one point I thought I would never be able to wWork agaim. I was sure |
couldn't. One day you think you can't do anything. So you don't. The

A

. . . -
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next you think you have the world by the tail. It seems like sucha o
changing process.
\.' All of the informants in this investigation addressed the different "styles" of coping
they utilized and witnessed. The importance of developin g a "comfortable style" was
emphasized by many. Certainly, the "styles" of adjustment that individuals utilize differ.

However, all of the 1nformants directed their efforts of adjustmem toward the process of ﬁ)

regaining control.
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Defending Oneself - \

S

Coming to Terms

Learning to Live

Vd

Abandoning the Struggle Living Again_

Figure 7. 'I‘hél?roccss of Adjustment Following Heart Attack.
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| // o VL. DISCUSSION
v )

The purpose of this study.was to examine the process of adjustment Wthh md1v1duals
expenence followmg MI. An inductive approach was utilized as an ana1y51s of existin g
research on the expenences of MI patients revealed a confusmg and incomplete .

’ funderstandmg of the adJustment process. The findings of [hlS study indicate that the
process of adjustment is comprised of four mterrelated stages: defending one's self,
coming to terms ;Niﬂl the event, learning to live, and living again. All of the strategies and -
responses that characterize each of the fohr stages are directed toward regaining a sense of
control. The regaining-ef control is a Basic Social Process (BSP) which a‘ccounts for the
variation in the adj.ustment process.

“In the followmg chapter three aspects of this study W111 be drscussed Fxrst the I
findings of this studg will be dlscussed in hght of the extant research ﬁndmgs that pertam
to the adjustment process Lhat 1nd1v1duals expenence followmg MI As the hterature that .
pertams specrﬁcally to the progess of recor/ery expenenced by the MI patlent is spa.rse
literature will be drawn from other ﬁelds of i mqu1ry Throughou£ this drscussmn »
implications for nursmg practice and further research will be discussed. Second the

research methods utilized in this study will be discussed. Fmally, the ﬁndmgs will be
summmzed -
Discussion of Findings ~~ = K -
Regaining Control .

The BSP of regarmng a sense of personal control is central to the process of’
adjustment following Ml in that the successful resolution of the adjustm}r‘rt process is

contmgent upon the individual's ability to regain a sense of control. In this study'it was -

Tt

found that this process involves three d1men51ons regammg a sense of predlctablhty, of -

1ndependence and of self- determmanon A growmg body‘? hterarure supports the 1dea

110
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that perceptions of control facilitate an individual's ability to cope with difficult,
distressin g or frightening situations (Diamond & Jones 1983). An understanding of the
role that control. Lplays in the coping ablhnes of mdmduals has not, to date, been explored
- among victims of MI. The _search literature that generally addresses the issue of control
pt'esents alconfusing pictu=- s the many conceptual definitions of control, which have been ‘
utilized, vary widely. Investigators have attempted to understand an individual's abllmes to
mamtaln and regain a sense of control by utilizing a variety of concepmal perspecr
Co» _p'~ such as locus of controk(Rotter 1966), self-efficacy (Bandura, 1977),
cornpetence (Moos & Tsu, 1976), powerlessness (Seeman, 1959), hopelessness (Beck,
Weissman, Lester, & Trexler, 1974), aod learned'helplessness (Seligman, 1975) have
emerged as possible explanations of the role that control plays in situations of difﬁculty. '
Rather than discuss each of these concepts in thetr entirety, they will be ’discus_sed in’
relation to the dimensions of control that emerged in this investigation.

Predictability. |

Predictability refers to the ability to utilize past experiences to foretell the immediate
| future and involves a perception that responses made will have some impact on life's
outcomes. The sudden nature of an MI constitutes a cn'sis which disturbs the rhythm of an
| individual's life. Consequently, the future is perceived to be\uncertain and the individual is
unable to trust his or her abilities. During the course of the recovery process the 1nd1v1dua1
must struggle to regain a sense of predlctablllty

Several investi gators' works pertain to the concept of predictability. Bandura (1977)
postulated that outcome expectancies, an individual's ability to estimate that a given
behaviour will lead to certain outcomes, affect the copi‘ng‘beh’aviour.s that atn individual |
utilizes in a stressful situation. Those individuals who believe that t}tey will not achieve a
desired outcome will cease to exert any effort. In a similar manner, Whlte (1959) described
personal control in terms of competence 'He theorized that competent human beings

' expenence the power of initiative and a sense of being the causal agent in their own lives.

-



"The crisis of an MI can be seen to precipitate a sense of loss of f:ontrol and in turn
undermine this sense of competence. In examining loss of control Seeman (1959) defined
powerlessness as the expectancy held by the individual that his or her behaviour cannot
affect the outcome that he %r she seeks. Similarly, learned helplessness refers to an
inability to respond mstrumentally after experiencing inescapable aversive events in which
instrumental behaviour hadno affect on the outcome (Seligman, 1975). Several conceptual
variations on helplessness have appeared in the literature. Onve”variation is the concept of
hopelessness, a state in Wwhich an individual fztils to make any effort to change her or his life
circumstances (Beck et al., 1974); All of these conceptualizations of personal control
support the notion that a sense of predictability, bem)g a causal agent in one's life, is a
necessary aspect of control.

At issue in much of the research hterature that deals with aspects of personal control is
the question of whether the critical factor is control, as such or predxctabxhty The research
literature is replete with competing theories of personal control. The findings of [hlS
invest gation suggest that predictability is not synonymous with a sense of personal
control, but rather a necessary.dimension of control. Equally important to the informant's
sense of personal control were the dimensions of self-determination and independence.
‘Control over the occurrence of the MI per se was not viewed as an achievable goal by the
informants in this investigation. However, the ability to plan strategies to manage
difficulties and to predict outcomes were viewed as the means hy which control could be
regained. In this sense, ‘predictability cannot be viewed as synonymous with control,
rather it is a dimension of control, the achievement of which enhances a sense of personal
control. .

Self-determination.

The M! victimis imme_diately stripped of a sense of self-dé.crmination the moment he
or she is admitted to a hospital. He or she is robbed of decisional power and is "told" what

to do and how to do it. Responsibility for the patient's well-being is assumed by members

-
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of the heaith care team. The MI patient cannot regain a sense of personal control until a
 sense of self- determination is regamed Self-determination, as it was conceptuahzed in this
investigation, involves de0151onal control; the power to understand whatis happening and
to make autonomous decisions. Just as loss of predictability in one's life undermines an” .
individual's sense-of control, so too does a lgss ol self-determination.

An essential element in the re-establishment of self—detérmination is an adequate -
knowledge base. The individuals in this investigation belieQed that they knew little about
cardiac disease and, more specifically, how cardiac disease could affect them personally. It
has long been reéognizcd thzi_t MI patients require extensive education (Hentinen, 1986; '

" Wilson-Barnett, 1979). However, two questions continue to be raised in the literature:
What is the specific purpose of education? and what should be included ih educational
programs? This investigator found that the importance that education had for the
informants was related to the extent to which it contributed toward their sens('? of self-
determination. Information that did not fulfill this need was either disregarded or served
only to increase the informants' sense of loss of control.

The efficacy of education programs for cardiac patients has been the subject of
numerous investigations (Fletcher, ‘V., 1987; Gerard & Péterson, 1984; Horlick et al.,

1984; Karlik & Yérch?ski, 1987; Raleigh & Odtohan, 1987; Tirrell & Hart, 1980;
Winslow, 1976). The‘ majority of these investigations have either surveved the
informational needs of cardiac patients or evaluated the reténtion ofini = .adon. The extent
to which education contributes to an MI patient's sense of well-being has been largely
ignored. Information alone does not constitute a knowledge Base upon whichihe MI
patient can make comi)etent aw;sioris autonomously, rather, information must be
incorpbréted into the MI patient's life.” Without this incc;rporation, the infor}hatiop receivea
is worthless. |

One aspect of knowledgé, which, to date, has not been investigated, is the personal

- knowledge that individuals acquire through the testing of their limitations post-MI. It was

>
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pﬁmarily thfough testing of this nature that the informants in this investigation acquired a
sense of self—dgtennination and ultimately control. Rather than focus on an individual's
ability to adjust follosving M], investigators have tended to focus on the ways in which one
can retain control of the adjustment process through the management of resources. In a
recent investigation, which focused on the experience of individuals involved in
rehabilitation programs, Ben-Sira (1983, 1986) found that the greater an individual's
control of resources, thie better were his or her chances of successful coping. Furthermore,
he found that dependency on rehabilitation agencies was detrimental to successful . .
readjustment. There is an apparent conflict between the professional role in conn'oiling
resources and the patient's need to establish control. This is further substantiated by the
wo.rk of Jaois and Rodin (1979).who described situations in which health professionals
held strong ideas about the effectiveness of treatment regimens and sometimes, in their zeal
to influence clignts, overemphasized the "shoulds” and "musts." .This situation can lead to
what Brehm (1966) termed "reactance." This response occurs when individuals who
perceive that their choices are limited become motivated to restore their lost freedom.
Undoubtedly, MI patients require information. However, they also require support to test
their‘own limitations and to learn through testing how to re.gain a sense of self- |
detennination. Control of the adjustment process cannot, therefore, rest solely with health
care professionaﬁs.

Independence.

The third dimensioo of cootrol as conceptualized in this investigation is independence.
‘Independence involves the ability to act on decisions made and is, therefore, closely linked
to self-determination: Prior to the event of MI, the individual believes that he or she has
control over his or her body The event of MI usurps this co;nrol, leaving the individual -
depeodent on others for physical and psychological supp\ort. .'Although all individuals - |
require the support of others, the MI victim's dependence is magnified to such a degree that

she or he initially requires assistance or support for practically all activities. Perceived
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health status and its chﬁige during the adjustment process is a pivotal variable in the re-
establishment of 1ndependence Physical symptoms, fears, anxieties, and the perception of
being a cardiac invalid can all undermine an individual's sense of mdependence In
addition, the actions of others, particularly overprotective‘behaviour, can undermine one's
sense of independence.
Whereas sbme investi gators argue that cognitive control is analogoubs eo behavioural

' control,\the findings of this investigation indicate that self-determination and independence
are distinct entities. The belief that an individual should en’gage in a certain behaviour (self-
determination) was found to differ from the ability to sustain and perform certain
behaviours. For example, although some individuals could perform certain behaviours |
independently, they remained unsure as to the advisability of performing them. On the
other hand, some individuals believed that they should perform certain behaviours but felt
ineapable of doing so independently. Bandura's (1977) work on self-efficacy supports the
conceptualization of independence as a distinct dimension of personal control. Bandura
postulated that expeetations of personai efficacy determine whether coping behaviours will \
be initiated, how much effort will be expended, and how long it will be sustained in the
fnce of obstacies and aversive experiences. In other words, if an indiviciue.l believes that
certain behaviours will \result in certain outcomes but does not believe that he or she can
perform the required activity, his or her behaviour will not be influenced. The greater the
self-efficacy the more the individual will put forth to achieve an outcome. Averill (1973)
alsp made distinctions between behavioural control (taking direct action) and decisional

ontrol (the capacity to make choices between altematives). Accc;fdingly, t%e distinction
between self-control and independence is further'supperted '

 The conceptualization of control as con51stmg of three dimensions may pfov1de a
useful means for examining and assessmg the progress that individuals make in the
- adjustment process following MI. Indices of uﬁprovement in the adjustment process have

been lackmg in the field of cardJac rehablhtanon Goals such as retum to work do not
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nécessarily reflect the goals of the MI patient. As health care professionals are continually
challenged to demonstrate the value of their interventions, the need for valid and reliable
indices of improvement are in great demand. Further research in this area may provide a

more solid understanding of the role that control plays in the adjustment proéess.

Ti > _djustment Process

The four stages of the adjustment process as outlined in this study have not been
previously descryib‘ed.. In lﬁx&ollowing section the findings of the study will be contrasted
with the extant literature. | -

Defending Oneself.

The first stage of the adjustment process involves a struggle on the part of the MI
victim to maintain a sense of control. The three strategles that are utilized in this stage have
been described to some extent in other investigations. Behaviours comparablc to the
normalizing of symptoms were reported by C.owie (1976) and Levy (1981). Mechanic
(1962) listed four factors that may pr(;mpt an individual to perceive he or she is ill. The
first two factors, commonality and familiarity of symptoms, were referred to as illness
recogﬁition. The other two factors, predictability of outcome and threat from the iliness,
were referred to as illness danger. Tﬁis framework provides _valuable insight into the
decisions of the cardiac patient to seek assistance. The MI victim can easily attribute the
symptoms she or he experiences to benign conditions, such asvthe "flu,” and thereby view
the symptoms as common and familiar and thus not seek assistance. Even when symptnrﬁs .
are perceived as uncommon, the threat to one's independence often outweighs th-
perceived threat of physical danger. These factors prompt the MI victim to persist in
attempts to normalize the symptoms. | |

It is estimated l_:hat over one-half of deaths following MI occur prior to hospitalization _
(Doerhman, 156'7). Despite these dramatic statistics, the delay in hospi@ arrival time has

not been investigated in any detail. The persisténce with which the MI victim continues to
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normalize symptoms may partially account for high mortality rates. Informants in this
| investigation were ill informed about the signs and symptoms of MI. This factor, coupled
with an unwillingness to relinquish control, were fo[md to be the rhajor obstacles in the
decision to seék assistance. Clearly, more effort is required to inform the public about the
- symptoms of MI and to warn of the dangers of delaying trearment. - |

The second strategy utilized by MI panents in their struggle to maintain a sense of
control involves the maintenance of the status quo. Apple (1960) found that ' laymen
interpret something as a symptom depending on its recenc ‘y and the degree to which it
1nterf§res with everyday activities. Similarly, the informants in this study struggled to
continue on with their everyday lives. This strategy contmued until their symptoms
exacerbated to such a degree that they were no longer able to continue, Levy's (1981) ,
research also recognized the utilization of this strategy. The informants she interviewed
expresseda "dogged sense of determination in their attempvts to ‘carty on as usual (p.
160). Unfortunately, this tendency to maintain the stams quo until forced to alter one's
perception of the situation»could prove fatal.

Ml victims continue to maintain the status quo untl their symptoms become
overwhelming or their family or friends force them to seek assistance. This finding is
comparable to the work of Dingwall (1976) who suggested that the interpretive work
completed by the sufferer and the interpretive work completed by significant others provide
the two major pathways through which professional assistance is' sought. Dingwall

“defined illness as a perceptual interpretive process. If an individual's proble‘m. falls outside
his or her knowledge and capacities for remedial action, then he or she is likely to rur;n to
trusted problem-solvers. Similarly, the MI victims in this investigation continued to
normalize and treat their symptoms until all courses of remedial action were exhausted. It
is unclear if ihtervention could, in fact, assist in shortening this interpretive cycle. _
Certainly{'more research is waﬁanted in this area if pre-hospital mortality is to be -

decreased.



A distancing of onesclf is the third strategy that MI victims utilize in their struggle to

mamtam control. Rather than engage in the threatening reality of the hospital experience,
‘the MI victim remains disconnected from events. T};is distance provides the victim, who is
ill prepared to face reAality, with a buffer. This étrategy has not been discussed in the
litérature, rather investigators have tended to focus on the coping strategy of denial. Denial
_ has been traditionally viewed as a maladaptive coping response. Although some
investigators have reponed the positive effects of denial (Cassem & Hackett, 1977; Levine
etal., _1987) the assumption t}:at the denial of reality is abnormal and even "sic‘k” continues
to pervade the literature. By abandoning the label of denial, which focuses on a behaviour
rather than the cause or function of the behaviour, the MI patient's experience can be
considered in a new light. Whereas the term "denial" implies that the individual "knows"
the trtfth and is somchow ignoring {(?r distorting it, the term "distancing"'implies that the
individual has not yet been able to approach or understand the truth. |

MI patients distance themselves from the severity of their diagnosis, the hospital
éxpen’ence, and the threat of death as they are unprepared to process and accept their new
circumstances. The pfoccss of distancing oneself can be manifestg:d in many forms
including: éxpen’encing the circumstances of hospitalization as a "fog," refusing to believe

the veracity of the diagnosis, and, in some circumstances, having an out-of-body
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experience. All of these forms of distancing serve to protect the victim from the painand .

horror of the MI experience.

‘Interpretation of the out-of-body experience depends, in part, upon the model used to
conceptﬁalize it. In attempting to understand the experience, models have been applied
from fnysﬁcaUreligioué perspectives (Castaneda, 1971; Krishna, 1971), parapsychological
theories (Rogo, 1983), psychological (Biaclcmorc, 1984), and physiological (Lindley,

: Bryan, & Crimley,.»1981) perspectives. The méjon’ty of psychological models of the out-of-

body expcriehce postulate that this experience is reflective of such psychopathological

processes as haJlucmations,'delusions, dissociation, or ego splitting (Tobacyk & Mitchell,
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1987). The potential that an out-of-body experience may hdve for distancing an md1v1dual
from a painful or frightening experience has not been the subject of investigation. The
informants in this investigation who described out-of-body experiences believed that this
experience enabled them to escape from excruciating pain and frightening circumstances. *
Framed within this context the out-of-body experience can b conceptualized as an extreme
form of distancing. The adaptive function of the out-of-body experience certainly warrafi’lt"s;
further investigation.

Coming to Terms.

In the second stage of the adjustment procesé the MI victim must struggle to come to
terms with the event of the MI. Included in the process of coming to terms are four phas;s:
facing one's mortality, makin_g sense, facing limitations, and,}ﬁnally, developing an
attitude toward the future. The life threatc;ning nature of an MI has a profou.nd effect on the
outlook of the MI victim. The way in which this experience is viewed, in turn, mﬂuences
the remainder of the adjustment process.

Many individuals have never contemplated their mortality prior to the experiencé of an
MI. The MI serves as an inescapable reminder that life is not an unending experience. -
Inevitably this experience transforms the way the MI victim views the world. For some
individuals this experience ir}vokes a belief that life should be cherished, while for others it
enforces a fear that their lives will be cut short> This fear of death can prove to be an
obstacle in the process of adjustment as all activities are viewed as potentially lethal. The
work of Raft and Anderson (1986) confirms the notion that near death experiences can
elther engender emotional dlfﬁcuIUes or create a self-understanding that can be used to the
~ survivor's beneﬁt These i investigators-reported that some survivors of serious illness may -
experience an increased v1ta11ty, a greater tolerance of‘,others, and an increased receptivity to
new ideas while others become increasingly self-absorbed and bitter. In this investigation .
many:-of the informants were initially reluctant to discuss their views regarding the life

threatening nature of their MIs. Once elicited, this information helped explain the
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informants' attitudes toward their adjustment.d ‘The role thaf an individuol's perceptions
play in the adjustment procvess cannot be stressed enough. Health professionals must
remain cognizant of this factor when dealing with MI patients. Perception checks and
detailed interviews are some of the strategies that professionals can use in their attempts to
remain "in touch” with the perceptions of the MI patient. .. o '\‘\
In addition to facing their own mortality, MI victims must in some way make sense of
what has occurred to them. Attempts to make sense of the event of MI is motivated by the
need to understand why the crisis occurred. By creating a causal explanaﬁon, a sense of
predictability is restored. The event of M1 is, thereby, "fit" into the scheme of the vict_im's
life. Attribution theory (Heider, 1958) supports this finding, as it posits that following a
‘threatening or dramatic eveot, individuals will make causal attributions so as to understand,
predict, and control their enviropments. All of the informants in this study attempted to
engage in retrospective reconstructions o\ their biographies. Their biographic;s were
usually reconstructed in such a way that their MIs were perceived as the obvious outcome
of their previous life-styles. It would seem that blaming oneself is more tolerable than the
conclusion that no one is to blamga, and/or that the ind‘ividual is living ih a meaningless,
chaotic world where events occur at random (Wortman, 1983). As Taylor (1983)
suggested, placing an event in a reconstructed historical context can make it easier to accept
and can reduce the surprise e>lement. In addition, the identification of causal attributions
enables the MI patient to determine what factors'vmight be altered and changed, thereby
reducing the possibility of future MIs. In this sense, attributing the cause of the MI to
some aspect of one's behaviour may be quite adaptive. This attribution provides the
individual with some hope, namely, if one can change one's behaviour such outcomes can
be prevented in the future. This hypothesis is supported by the fact that informants who
| experiericcd difficulty identifying causal explanations continuod to feel victimized iand

experienced difficulty making-and committing themselves to life-style changes.

’
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' Despitc the faet thar the,y'epidemiology of MI is not well understood, certain..risk factors
have been identified by researchers The contribution that these risk factors make to the
onset of Ml is not well understood . Despite this fact, Lhe management of risk factors is the
focus of cardiac rehabilitation programs. A review of risk factors provides the MI victim
with a slrncture for mal‘dng causal attributions. While some individuals find this process
helpful, others feel victimized. Many informants indicated that they "deserved" their MIs,

“while others expressed. feelings of guilt or having done something wrong. The term
"stigma” is now ordinarily used in a broad sense to refer to the disgrace associated with
certain conditions, attributes, traits, or forms of behaviour (Fitzpan-iek, Hinton, Newman,
Scambler, & Tl;ompson, 1984). It would seem that, in our increasingly "health conscio,us"
society, heart disease has become a sti gmatized condition.

The media's role in identifying the ill effects of poor nutrition, lack 6f exercise, and
smoking and encouraging self-responsibility inevitably contributes to the belief that the MI
victim is person}lly liable (Labonte & Penfold, 1981). All of the informants in this study

| believed that MI Was a disease of life-style. As Allison (1982) pointed out, the term

"disease of life-style" is used in conjunction with the concept "disease of choice." Clearly,

there is a vast amount of implicit guilt projeéted by this message.

While attributing causal explanations to one's behavior may in some ways constitute
an adaptive response, one must question the blame our health care system imposes on
victims of MI. Issues of "blaming the victim" have recently been raised in the health Care _
literature (Allison, 1982: Labonte & Penfold, 1981; Wickler, 1987; Wortman, 1983). The
fact that inforrnants in this investigation expressed feelings of guilt and shame for‘having
experienced an MI raises serious questions about the implici:y/ges individuals receive
from the media and health care protessionals. The role that blammg plays in the

adjustment of MI patients has not, to date, been addressed in the cardiac rehabilitation

literature. One must question if MI victims are unduly stressed by the assumption that they

are to blame for their cardiac disease. The potential benefits of the adaptive response of .
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seeking causal explahations must be carefully weighed against the deleterious effects of
assigning blame to the victim. Clearly, this issue warrants further investigation.

Another phase of coming to terms is composed of facing tﬁe limitations that an MI
creates. Often, the limitations that the MI victim perceives remain concealed. The
. weakness and fatigue the victim experiences serve to confirm one's fears that she or he has
experienced an unalterable change. Fears that an MI patient might harbour have not been
investigated in any detail. Although the gn'eving of potential losses may play a %m
role in the adjustment process, health professionals, particularly nurses, can gpdnylay a vital
role in eliciting these fears and assistin g t‘he MI victim to come to terms with them.

- The ability of the MI victim to deal with the first th{ee phases of coming to térms,

affects the outcome of the fourth and final phase, develoi)ing an attitude toward the future.

’In turn, the attitude that the MI victim develops toward the future influences the coping
strategies utilized in the remainder of the adjustment process. The informants in this study |
can be divided into two groups: those who held a positive attitude toward the future and
those who believed they must "wait and see” what the future might hold. Although the
informants believed that it was importéant to maintain a positive attitude, not all were initially
able to adopt this attitude. Fear of death and disability, a perception that limitations were
msurmountable and an inability to make sense of the MI were the major 1m-ped1ments to

“the developmem ofa posmve attitude. These ﬁndmgs are supported by the work of Levy

(1981) who reported that MI patients who failed at retrospective reconstruction had a

tendency to be vague about future motives and behavioural intentions to cope with a given-

situation. ‘
Although it has been pointed out that the success of rehabilitation following MI largely
depends on how patienfs adapt psychologically to a change in health (Cassem & Hackett,

1977, Meagher, 1987), the mechanism by which some individuals readily adapt and others

do not is not fully understood. The factors which affect the development of an attitude

toward the future (see Figure 3, p. 55) provide a beginning understanding of this
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mechamsm It would seem reasonable to devote future research to an understanding of the
unpedlments to the development of a posmve attitude post-MI and developing interventions
to assist the MI victim in attaining a positive attitude. The work of Strauss et al. (1984),
which pertains to the shaping of illness trajectories, could pr”ovide a valuable framework for
investigations of this nature.

« Learning to Live.

The third stage of the adjustment process focuses on the process of learning to live
again. An MI disrupts an individual's sense of control to such a degree that he or she must
learn once again to trust his or her abilites and re- estabhsh a comfortable and satlsfymg

life-style. This process involves three phases\‘: preserving a sense of self, minimizing

. uncertainty, and establishing guidelines for livin g.

A person's identity is that experience which he or she regards as essentially "me."
One develops a conceptualization of oneself and labels the experience of existing (Gergen,
1971) The experience of MI undermines one's sense of self. In order to maintain a

unique sense of identity, other than.' patlent" or "invalid," the MI patient must engage in a

~struggle to preserve a sense of self. Two strategies are utilized in this struggle: managing

role transitions and balancing needs and supports.

Itis m the management of role tr;cmsitionsthat the greatest variation in male and fernale '
experiences was noted.v Parsons' (1951) origina'l work on the sick role posited that the sick
role consisted of four characten'stics:-(a) the sick person is exempt from social
respon51b111ty (b) the sick person cannot be expected to care for him or herself; (c) the sxck
person should want to get well, and finally (d) the sick person should seek medrcal advice
and cooperate with medlcal experts. Although Parsons' work has been the subject of
numerous cntlcal assessments, it is frequently vti! zed as a basis for understanding the
panent experience (Diamond & Jones, 1983 Gotuon, 1966). The findings of this study

suggest that there are several factors that inhibit the MI victim from adapting and sustaining

\

 the sick role In the case of women, dlfﬁculty is expenenced in relinquishing their caring



roles and receiving caré. Fugate Woods (1987) suggestt:d that caring relationships are
cettt‘ral'to' women's identity. Despite the fact that women are remployed' out;ide the home in
increasing numbers, they remain primarily responsible for the care giving activities in the
home (Killien & Brown, 1987). Perhaps this tact e)tplains why wives have been included
in numerous investigations that focus on the ways in which women can support their
husbands post-MI, v:/hlle the roles which husbands can play in supporting their w1ves post-
MI have been virtually ignored. The findings of [hIS mvestlgauon suggest that the sick role
1s in conflict with a woman's caring role and, as a result of this conflict, women resume
activities at a greater pace‘ than mett. Women, it would appear, are never exempt from the
soci_al-reépdnsibility of providing care for their families.

A second factor that prompted the wotnen of this study to prematurely resume their
household act1v1hes was the perceptlon that household activities do not constttute work.
The devaluation of housework by women and society at- large 1nev1tab1y contributes to this
behef. Although male dominance is no longer an explicit ideal of North American culture,
our society continues to have very definite ideas regardmg sex- appropnate behaviour. As
Lowe (1983) pointed out, in spite of the entry of large numbers of women into the wage
labor force and the changes brought about by the women's movement, "masculine” and -
"fermninine" behaviour remain highly stércotyped. These steréqt_ypes have far;tettching
effects as ideas about appropriate behaviour for for men and wbmen can act as t)owerful
constraints on how people behave. Rosenberg (1987) argﬁéd-that defining mothering as
work is ctttéial to the understandin g and treatrnent of post-partumn depression. . Considerin g
the ﬁndmgs of this study one rrught argue that a similar approach may be necessary for all
women who are adjusting to situational and maturaéonal crises.

The ﬁndmgs of this study indicate that Parsons' (1951) _conceptualization of the sick
~ role s not dpplicable to the experiences of women who haQe suffered an ML. Indeed, one
must question if Parsons' work is applicable to women at all. Roles are"-deﬁn'ed, created,

and modified as a consequence of interaction between self and ot)hers (Wuy, 1973). Women
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hold strong beliefs regardmg the necessity of their caring role. This factor, coupled with
the beliefs of farmly members that wives and mothers s1mply do not get sick, is an obstacle ’
to women engaging in the sick role Indeed, there has been some suggestlon that women's
. greater utlization of physman services and pharmaceutical products serves a palliative
"funcuon and thus enables women' to'avoid the sick role (Litman, 1974).
The men in this study also ex‘pressed reluctance to remain in the sick role, but for
different reasons. The men w}ere primarily concern’ed with the l&ss of their bread winning

inds, justify a prolonged rehabilitation. However, ernployer

roles. Feelings of uselesspess and financial werries prompted-these concerns. The event
of an MI did not; in their{:n

policies, in most cases, prohlbrted them from retummg to work One factor that

e

conmbuted to the belief that a prolonged rehabilitation was unnecessary was the hidden
riature of the MI. Parsons (1951) mdrcated that in order to maintain the ﬁck role the patient
must demonstrate hrs or her 1llness and it must be recognized by others as genume The

* fact that MI patients can appear normal" and "healthy" can bar them from thetr legmmate
claim to the sick rol¢. Individuals w1th an essenually non-visible impairment provide no
clues to alert others to thetr dlsablement As a result there 1sa tendency for others to

" behave toward them as 1f they were normal In turn, this denies the 1nd1v1dual his or her
claim to the sick role The only way this claim can be restored is by informing others of the

_ .dlsablllty This however is extremely threatening. The MI patient wants to be well, yet

wants to bq supponed and cared for Consequently, he; or she are caught between roles.

Althou gh conceptuahzanons of the sick role may in part explam the role of the acutely

| 1ll patrent it provides no understandm g of how patients manage transitions into prev1ously
held roles. According to Melels (1975), nurses must assist 1nd1v1duals with hea.lth related
life tran51t1ons and attendant role transmons To date, the strains an MI patient experiences
Qwhen confronting role transitions have“not been addressed in the research literature. It has

been postulated that anx1ety is 1nﬂucnced by the degree of role clarity an mdmdual
experiences (Bramwell & Whall;al%ﬁ? The findings of this i 1nvest1gat10n support this
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‘notion. A further understanding of the anxiety that results from role transitions may
provide valuable clues regarding the ways in which nurses can assist MI patients in
mi.nirnizin g the strain of role transitions.

The second strateg'y that is utilized by MI victims to preserve a sense of seif involves
their striving to achieve a balance between needs and supports. Little i’s‘known aboutrhc.)w
family or friends impede or facilitate adjustment following MI. The findings of this
investigation indicate that perceptions of support have a large impact upon the MI victim
and her or his condition Most of the literaturg suggests that support is a positive factor.
However as the ﬁndings of this study indicate, behav10ur on the part of others that may be
thought of as kind or concerned does not necessarily have a beneficial or benign influence

on the MI patient's adaptive behaviour. This finding is supported in part by the work of

‘Garrity (1973b) who considered the role of social support in vocational adjustment post-
MI.. Garrity found that as the amount of worry expressed by the family increased the
' number of hours worked by the MI victim decreased. Hyman s (1971) descnptio/how
disability increases in the presence of overprotective or preferentiai treatment adds further-
support to this ﬁnding‘.' Hyman hypothesized that preferental treatment modifies self-
‘conceptions to include the.concept of the self as sick. Indeed, the informants in this
investigation tended to internalize the expectations of others, and in some cases this
inhibited their ability to return to previously held social roles.

An MI patient is most likely to achieve a balance between needs and supports when
; rec1proc1ty exists between him or herself and others. To coniinue to receive suppon and be
unable to remprocate devalues the patient's sense of self-worth. This ﬁnding is congruent
with the tenets of social exchange theory. Blau (1964) defined social exchange as' "the
'voliintary attions of individuals_ that are motivated by the retums they are expected to bring -
and typically do in fact bring fror% others” (p. 91). Gouldner (1960) praposed that the
process of exchange is governed by the norm of reciprocity which specifies that a return:

must be given for benefits received. In situations where the individual is unable to

4
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reciprocate, an imbalance or 'debt" ex1sts~ As Hyde (1983) mdlcated individuals remain
indentured to the grft and this servitude can only be ended by an act of gratitude. Hence, if

the MI panent feels unable to rec:procate acts of support and kindness, she or he will

cor-1ue to feel indebted to others Thxs 1mbalance mﬁm devalues one's ahility to fully
enigage in social relationships. ‘ | ‘

The.assumprion that the effects of soeial supporr are always positive must be
questioned. Clearly, more research attention needs to be directed toward the process
through which support operates, the conditions under which'it is or is not present, and the
situations in which it has either posmve or negative effects. Social exchange theory may -
provide an appropnate framework for guiding an investigation of this nature.

The second phase in the stage of learning to live involves a process of minimizing the
uncertainty the.MI patient e)‘<perienc‘:es. Mishel (1981, 1984) defined uncertainty as a -
cognitive state created when an evgnt cannot be adequately structured or categorized
because sufficient cues are lacking. This definition i; clongruent'with the ﬁnd.ings of this

| study. Informants experiejced uncertainty when they were unsure of their abilities and .
when they lacked a structuxwuh whrch to make Jud gements regardm g their lives. ‘

Uneertamty has been proposed as a major factor 1nﬂuencmg panem responses to MI
(Chrxstman et al 1988; Krantz, 1980). There is extensive documentation conceining the
negauve emotions that follow MI (Doerhman,/1977). Reported findings indicate that
problems in‘psyeho-sociel adjustment may negatively affect long term survival (Garrity &
Klien., 1975; Stem,‘Pag:ale, & Ackerman, 1977). However, the strategies that individuals
utalize to manage uncertainty post—MI have not been documented. In this study it was
found'that\ir’ldividUals who have experienced an MI utilized four strategie.s‘ in their attempts

to minimize uncertamty gauging progress seelcmg reassurance, leamning about the heart

Vs

and pracncmg cautiousness.

5

Perceptions of uncertainty were minimized when informants were able to find evidence

of improvement. The strategy of gauging progress was implemented in arder to monitor
. N » )

’
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improvements. This strategy inciuded the setting and monitoring of goals, reviews of
progress, and making compaﬁsons of progress with others. If an informant was.undhle to
genemté positive evaluations utilizing this strategy its utilization was discontinued.
Although not previously documented in the literature in terms of qle MI patient's
experience, the gauging of progress is comparable to Tayldr's (1983) ﬁnding that
individuals with life threatening conditions employ a number of strategies to. enhance the
self and restore self-esteem. Taylor described how women with cancer compared their .
progress with others who were not coping or progressing in order to enhance their self-
estee‘m. Similarly, the MI victim engages in thé strategy of gauging progress in order to
enhance self-evaluations.

One goal of nursing is to enhanc;: the coping strategies that individuals utﬂize. The
ability of the MI patient to minimize uncertainty throu gh' the utilization of specific strategies
warrants further investigation. Through research of this nature nurses can gain a further

understandin g of th;: utility of these strategies and the ways in which they can be enhanced.

Tﬂe strategy of seeking reassurance is another finding that has potenti’%al implications
for nursing research a?d practice.” The MI ;)ictini is unable to completely trust his or her
abilities and so looks to the health care professional for support. The MI patient's struggle
to re-establish a sense of control can be greatly diminished by the disconﬁ);mation of her or
his expectations. As the cues given by health care profeséional@ject»to the MI
patient's unique perception, casual remarks and subtle . \aviours can be interpreted by the
patient to mean that she or he is n-  »rogressing well. A résulting incongruency with the
patient's expectations can be devastating. Although Taylor (1983) described the
dis.conﬁrmatio}n experienced by cancer patients as a temporary frustration, the ﬁndin gs of
this study indicate that the result of disconfirmation can have serious implications. These
ﬁndi.ngs support Good's (197 ) and Klienman's (1980) suggestions that it is an essential

task of the health care professional to clarify the meaning behind presented problems and to

monitor the ways in which patients assimilate the information théy have been given.

1
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As indicated in the review of the literature, the psychological adjustment of the MI
patient has been the SUbjCCt of numerous investigations. Despite this fact the role that
health care professionals play in increasing the stress and anx1ety patients experience

. following MI has been largely ignored. The hospital environment has long been
recognized as a source of stress for the acutely ill patient, particularly in this era of ever
increasing technology. Yet, the power and conftrol of health’professionals have been
ignored as sources of patient distress. The ﬁ[hf;gs of this study suggest that the power

relatlonshlps that exist between health professionals and patients can be detrimental to the

MI patient's adjustment. Research is beginning to demonstrate the shortcomings of a one-

sided professional approach to patients (Levin & Idler, 1983). Rehabilitation models, such

' as that suggested by Schulte, Pluym, and Van Schendel (1986), which envisions the
patient role as a partnership with thé professional, may provide a. means to minimize this
apparent form of stress. I?x light of these findings, furrher research that pertains to the
nature of the health professional/patient role as a source of stress for the patient is
warranted. | | | ‘

The third strategy that MI victims utilize in their 'a'ttempts to decrease uncertainty

| involves learning about the heart. The MI patient typically has little understanding of the |
heart prior to the onset of the ML Learmng about the hean enables the patient to ‘
understand what has happened and provides a knowledge base that can be utrhzed to
predict outcomes. Patient education, a major component of the rehabilitalion process, has
become an irnportanr aspect of the care of the MI victim. Intuitively, it would seem
reasonable to assume that the more mformauon shared with patients the more thelr
uncenamty will decrease However the findings of this study indicate that for some
informants only certain types of information were found to be useful. Many of the |

informants expressed drfﬁculues in understanding abstract concepts and medical .

terminology. As mentioned previously this, in turn, served to increase uncertainty. - e
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These findings are supported by the work of Wallace and Wallace (1977). These
invesfigators found that anxiety levels were Higher among patients receiving gfoup
education than fhose whc; received hone. The learning needs-of cardiac patients have
received a great deal of attention in the research literature. Despite attempts at replication,

| no consistent understanding of these needs has emerged. In examining surgical patients
Andrews (1970) suggested that differences in patents’ personalities may affect the manner
in which information is received. He described three group: of patients: avoiders,
sensitizers, and an intermediate group only. Information was found to have a beneficial
effect on the intermediate group. Andrews’ work suggests that information is utilized by
individuals in a variety of ways. Certainly, this was true for the informants in this
investigation. Perhaps the present confusion in the rehabilitation literature stems from the
fact that one educational program cannot meet the needs of every MI patient. To date, this
possibility has not been fully explored. ‘_ : ‘

The final strategy utilized by the MI patient to minimize uncertainty involves the
practice of cautiousness. Although cautious behaviour has been alluded to in the cardiac
rehabilitation literature (Byme & Whyte, 1978; Wishnie, Hackett, & Cassem, 1971) it has
generally been descn'bed as a maladaptive resp;onse which is indicative of ﬁnxiety. In this
investigation it was fbund that informants i)racticed cautiousness in order to manage the

uncertainties of day to day life. This strategy enabled the informants to maintain a sense of
control. As it contributed to a sense of control, the qtilization of zt\lis strategy can be viewed

as an adaptive response. h
The practice of cautiousnesé in some céses was reinforced by the edicts of the health
professmnals Instructions such as 'don toverdo it" and ' take it easy ;served as reminders
that the potentlal to harm neself was ever present. Although in some situations a fear of
over-exertion can overyhelm and ' paralyze certain individuals, it does afford others a

sense of control. As thNg strategy is currently utilized by MI patients and reinforced by
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health eare providers, the situations in which it can be considered an ndaptive response |
Awammt further investigation.

The third phase of leamning to live involves a process of establishing guid’elines for
living. Three strategies are involved in this process includin g: testing one's lirm'tations
leammg to read one's body, and finally, modlfymg one's life-style. All of these strategles
are directed towards the re- establishment of control Whereas the strategy of practicing ‘
cautiousness affords the MI victim a sense of cognitive control specifically predictability,
the strategy of testing limitations is utilized in order o re-establish a sensé of physical

‘control (independence). As such, this stmtegy typically follows the strategies that are
utilized to minjmize uncertainty.

Although the fears that MI patients experience have been documented in the literature -
(Crawshaw, 1974;_Das'idson, 1979; Gentry & Haney, 1975; Runions, 1985), the
strategies that patients utilize in their attempts to re-establish a sense of control have been
largely ignored. In this study it was found that the strategy of testing limitations was a
necessary aspect of the adjustment process. Although some assistance with this testing
was supplied through exercise programs, the informants found that it was necessary for
them to independently test their abilities in their home and work environments. In some
situations the informants described situations where they pushed themselves beyond their
abilities. The failure which resulted was devastatin g for the informants. -

If the MI patient is going to engage in testing of his or her limitations it seems
important to understand how this strategy can be safely supported by health care providers. .
Situations in which the MI vicim has(hanfned him or herself as a result of vigorous testing
have been documented in the ﬁteramre}’&qss_em & Hackett, 1977; Ford, 1987). This
strategy, like many of the others tiescribed in this investigation, has the potentinl to harm
the MI v10t1m if over-utilized. N urses are ina situzt’tion to monitor the manner in which the
MI victim utilizes this strategy. Careful assessment of the utilization of this strategy is a

first step toward a safe adjustment process. Future research, directed toward gaining an



undei‘standing of how this strategy can be safely enhanced, may alsd contribute to the
nursing care of the post-MI patient. )

Closely related tc; the strategy of testing limitations is the strategy of learning to read
one's body. The event of MI undermines one's trust in one's body. In the adjustment
process the MI victim must become sensitized to his or her body's needs and demands.
Often, this is a new skill for MI victims as they have tended to ignore their bodies' needs in
the past. The ability to read one's body is de\}eloped as a result of testing limitations. The
understnnding developed as a result of this testing contributes to the safe tesdng of further
1imita.tions.b For example,'if the MI victim is able to confidently interpret the signs and
symptoms he or she is expenéncing, he or she will be able to test limitations with a greater
sense of confidence. In he; discussions with MI victims, Ford (1987) alsn found that |
individuals must learn to rénd their bodies post-MI. Fnrd stated, "Survival andkhealth'
depend on bein g attentively attuned to the meaning and significance of each symptom of
physical discomfort" (p. 229). In this investigation it was found that providing information
about the physical symptoms of over-exertion was not a sufficient means by which to assist
the MI victim to become attuned to her or his body's needs. An understanding of how to
read one's body can only be fully developed and refined through experience.

Some MI vic.tims can develop a hypersensitiviry to the physical symptoms they
experience. This behaviour has been terrned "i:ardiac; neurosis" (Cassem & Hackett,
1977). The facto_rs that can precipitate this condition are not well understood. To some
degree, a health care professional's focus on physical s.ymptoms may reinforce an
individual's propensity to focus on physical symptoms. This hypothesis is supported by
the fact that some of the informants in this study-believed their concerns were heightened,
particularly regarding angina, by health care professionals’ apparent emphasis on signs and
symptoms. This finding again emphasizes the importance of monitoring patients’
perceptions. Information which is complex in nature, may be eagily misunderstood and, in

turn, may precipitate a state of anxiety in the MI patient. As post-MI patients learn to read
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their bodies they should be encouraged to share their feelings with health cafe
professionals. As Ford (1987) indic‘atcd, there should be an interaction of personal and
professional knowing, that in turn should enhance the MI Qictim's capacity to adjust.

The modification of life-style is the third means by which gu1delmes for living are
estabhshed by the MI victim. This strategy is, to a large extent, guided by the wayb in
which the MI victim has come to terms with the MI expenence foe style changes are oﬁly
implemented by the victim if they are bclleved to be of value. Thxs finding is of extreme
importance in light of the current concern regarding compliance to treatment regimens post-
MI It would seem that MI victims will not value life-style changes that do not fit into their
causal'understanding of their MIs. The life-style changes that health care professionals
endorse will have little or no value for fhe victim unless the victim believes that the
prescribed changes will play arole in tHe reduction of subsequent MIs. This relatonship
between values and behaviours is suppéned by the work of Janz and Becker (1984) who
found that the state of readiness to take action was in part influenced by th¢ perception of a
health threat. For example, if the MI victim does not believe that a high cholesterol diet
constitutes a fhreaf, he or she will not make diet modifications. If, on the other hand, the
MI victim believes that stress was the cause of the infarction, life-style mbdiﬁcation will
focus on stress reduction.

The issue of compliance to prescribed regimens is controversial. In the case of the MI
victim there exists an apparent conflict between the compliance to regimens and the re-
establishment of control. In an attemnpt to regzﬁn control the MI victim struggles to reclaim
a sense of independence and self-confidence in her or his decision making power. Yet, the
term "compliance” implies that the patiem_shoﬁld not control decisions, but should yield to
the recomrendations »f others. Noncompliancc implies z;power struggle between the
patient and nealth care prov1ders It would seem that the resolution of this power stru gglc
~ canonly be achieved through a process of consensus in which changes are negotiated

between health care professxonals and the client (Dracup & Meleis, 1982). The findings of
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this study indicate that the MI victim's percébtion of her or his illness must be coﬁsidered in
this process of negotiation and that artémpts to achieve adherence to recommendations
- should begin early in the adjustment process.

Hijeck (1984) i)roposed that the Health Belief Model, initially developed in the 1950s,
may provide a uséful framework for the examination of adherence behaviours in cardiac
patients. Ar instrument was subsequently developed to assess patients' perceived .
susceptibﬂity to disease, perceived severity of disease, perceived benefits and barriers to
preventative care; and cues to action. Although the development of this instrument is
apparently still in progress, it may provide one mechanisrh for assessing patients’
adherence behaviours and identifying possible areas of intervention. What is lécking in -
Hijeck's instrument are items which relate to the patient's perceived cause Qf the MI. The
findings of this study indicate that thié is a pivotal factor in the modification of life-style.
Those informants who did not believe that certain life-style changes were necessary
experienced difficulties sustaining these changes over time.

It is interesting to note that the approaches used in cqnsiderjng and irr?plementjng life-
style modifications were found to differ among male and female infonnahts. The changes
that men incorpdr{;ted post-MI tended to be made in Conjuncu'on with their wives, while the
changes that women incorporated were implementéd independently. There has been some
suggestion in the }iterafure that women de{nthIrate more non-compliant behav;ours than
do men post-MI (Garrity, 1973b; Mayou, MacMahon et al.,l 1981). The fact that changes
are implemented more independently by women, with little perceived support being
offered, may partially account for women's lack of adherence behaviours. Although it
seems fairly obvious that the support of family members may play a large role in adherence
to regimens, few studies have examined t.his_relationship (DiMatteo & Hays, 1981).,
Litman (1974) postulated that the wife-mothef;s absenge ‘from her usual duties is less
tolerated by the family than the father's .absence. The p;*essure to resume previously held

roles may account for the female informant's reluctance to modify her roles in any way.
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Families depend on the coﬁgruency of role relationships, therefore, any significant ¢han ges
in roles may be difficult for other family members to accept and support. This seems
particularly true for the roles of mothers and wives. The bamers to life-style modification
which women expenence post-MI warrant further investigation. Only through
.mvesuganon wil} directions for i Interventions be revealed.

vLiving Again.

The final stage of the adjustment process is entered gradually and is characterized by
three responses: an acceptance of limitations, a refocusing on other concemns and issues,
and the attainment of a sense of mastery. The presence of these responses are indicative of
the victim's sense that he or she has re-established a sense of control and is starting to live
life to its fullest once more. Although mn]adjustment pvost-MJ has been the the focus of
numerous research endeavors, the hallmarks of successful rehabilitation have not been
prevdl\ously described. Investigators have tended to utilize indices such as réturn to work
and mortahty post-MI to measure successful readjustment (Byrne, 1982; Cay et al., 1973;

'Garnty, 1973b Garrity & Klien, 1975; Nagle et ai., 1971). Clearly, indices such as these
are 1nsufﬁc1ent. Mortality ‘statistics fail to account for the psycho-social difficulties MI
patients mi ght experience. The index of return to work is also lacking} as individuals might
choose to not return to work. In this invest gation it was found that the decision to not
return to work was not necessarily motivated by fear and depression but was based on a re- _
evaluation of life priorities. It is possible that MI victims can fully adjust post-MI and not
return to work. Although incongrueht with the Protestant work ethic, this decision does
not exclude the possibility of full adjustment.

An acceptance of limitations is perhaps a better index of adjustment. The MI patient
who is able to complete the adjustment process no longer perceives the difficulties of
limitations. Limitations are incorporated into one's life to such an extent that their presence
is not readily apparent to the vicvtim or to others. The second response that is indicative of

adjustment is the ability of the MI victim to refocus her or his attention on issues and
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concerns other than the MI. Time, physical improvement, and a desire to live all contribute
to the MI victim's ability to focus on other concerns. Finally, although life will never again
be the same for the MI victim, the individual who is able to successfully adjust post-MI

!

experiences a sense of mastery. This sense of mastery involves an ability to complete tasks

without consideration. « -
The duration of the adjustmentx process can extend up to two years post-MI. The size
of infarction and physical disability experienced as a result of the MI appear té play only a |
small role in this process. This finding is supported by the work of several investigators
(Davidson, 1979; Mayou, Foster et al., 1978a; Monteiro, 1973: Segev & Séhlesinger,
1981). | ' _ ’
A Abandoning the Struggle : 5

Although this investigation was not focused on the experiences of individuals who are v
unable to adjﬁst post-MI, the qxperiences that the informants in this investigation described
have some bearing on this topic. Those individuals'who experienced a number of set backs
in the adjus;ment process and developed a beblief that the struggle to regain control was
"hOpélesé" were unable to sustain efforts to r'é-adjust. The formulation of unrealis’ - «oal:,
lack of social support or the presence of overprotective behaviour, and incongruity between
self assessments of progress and pr'o’fessiohal assessments of progress all contributed to
the abandonment of the adjustment process. Seligman's (1975) theory of learned
helplessness supports a relationship between behaviour and outcome expectanci’es. If an
individual learns that desired outcomes are independen? of responses, the motivation to
i control the outcome will be reduced. Seligman found that if individuals learn they cannot |
control a situaton, eventually their fear will decrease‘ with time and be replaced by a sense
of despondency. The parallel bet\;yeen Seligman's work and the findings of this

-Investigation are clear.
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Further investigations‘ that consider the experiences of individlials who abandon the
‘'struggle to adjust post-MI are necessary. Cardiac invalidism is a very real problem which
several investigators have attempted to address (Byrne, 1982; Byrne, Whyte, & Butler,

- 1981; Gém’ty & Klien, 1975; Mayou, Foster et al., 1978b). As yet, there has been no
detailed investigation of these individuals' experiences urilrzing a qualitative research
approach. An investigation of this nature could provide a yéluable adjunct to this study.
The process of adjustment described in this investigation would provide an excellent

starting point for such an investigation.

The Process of Adjustment
The process.of adjustment that individuals experience following MI is ﬁighly variable.
The MI victirr_l's perceptions of her or his progress and abilities are subject to change over
time, particularly durin;; the second and third sta'ges of the . stment process. The
reflexive nature of the adjustment process has not, to date, been descnbed In the research
llterature. Models such as that proposed by Cassem and Hackett (1977) imply a linear
progression of emotions and responses. The cychcal nature of the MI victim's perceptlons
and responses may in part account for the extreme variability of emotional responses
described in the literature.
Many parallels can be drawn between the model developed in this study arud the model
of family adaptation proposed by McCubbin and Patterson (1983) entitled the Donible R
- ABCX Model of Adjustment'and Adaptation. McCubbin and Patterson suggested that
families méy need to return to an earlier phase of adjustment several times in o»rder to
achieve adaptation following a crisis. Hence, the cyclical nature of proolem solving that is
an inherent aspect of the adjustment process described in this study is strongly supported
by thlS model. The Double ABCX Model focuses on the relationship between three
factors. the accumulation of stressors and demands experienced by the family, the meanin g

the family attributes to the crisis situation, and the family's ability to access and utilize
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resources. Clearly, these three fac’tors‘are ﬁnponant throughout the adjustment process that
an individuél experiences folldwing MI. The event of an MI constitutes a crisis that affec'ts.
the individual as well as his or her family. Further research that focuses on t- e adjustment
of the entire family following MI is cenainly needed before a complete understanding of the
adjustment process can be developed. Cohsiden'pg the strilcing parallelvs between the model
developed in this investigation and the work of McCubbin and Patterson, the Double
ABCX Model may provide an appropriate frameworl; for an investigation of this nature.
.Only through further investigation of the adjustment process will a complete understandin g
- of the experiences of thé MI victim be attained.

Propositional Stateménts
Further research is required in orderto gaih a complete gnderstanding of the
adjustment process post-ML. However, a number of propositional statements can be
derived from this investigation. Ten such statements are listed below. It is hoped that the
findings of thig study will provide a sourd basis for future research.
| The propositional statements identified as a resuit of this study were: .
1. Until a sense of pérsonal control is régained an individual is unable to f.ully'
adjust following MI .
2. The greater extent to which individuals np_xmal_ize their symptorﬁs the
-longer the delay in i;n'ival at the hospitai followihg thc onset of symptoms. -

.

3. The more MI victims believe their condition is a directresult of their -

behaviour the greater the sense of guilt they _experieﬁc .

. 4. As the amount of guilt experienced by an MI victim increases the amount
of stress experienced increases.af‘_,;" _

5. A fear of death and permanent disability, an inability to identify the cause
of the MI, and a sense of uncertainty regarding the future have a negative

impact upon the adjustment process post-MI.

e



6. If the behaviours of o’thers indicate to the MI victim that he or she is
incapable, then feelings of helplessness are experienced.

7. Because they are unable to maintain the sick role women resume activities
at a greater speed than men post-MI . |

8. Women are more reluctant to engage in life-style modiﬁcatio‘ns post-MI as
they fear that these changes may negatively affect their mothering and
spousal roles. ‘

9. A perception of incongruity between one's own assessment oi— progress

and the health professionals’ assessment of progress increases a sense.of
uncertainty, which in turn has a negative impact on the process of

A
adjustment

10. The learning needs of cardiac patients are contingent on their ability to ‘

process information and incorporate it into their lives.

Discussion of Research ‘Method

In order to meet the objectives of this study a giounded theory approach was utilized ‘
as it provided a rigorous means by which the MI victim's perspective could be elicited and
analyzed Use of this method resulted in the. 1dexmﬁcat10n of a core vanable that describes
most of the social- psychological variation in the expenences of mdlvrduals who were
adjusting post-MI. Further analysis of the process of adjustment resulted in a structural
framework for the emerging theory. The purpose of this section is to discuss the
limitations of the ﬁndings .

Generalizabllity of the findings was not the goal of this study. As the sample size was

. limited, no atte'npt was made to measure any of the characteristics described. A study of

is nature does, however, permit theoretical generalizability. An investigation can

demonstrate theoretical generalizability when aspects of the emergent theory can easily be

v
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‘ apphed to the expenences of other individuals. The utxhzatlon of secondary mformants to
verify the emergent theory was one means by which the generalizability of the findings was
ensured. The resultant findings of this study do not represent the experiences of any one
i individual, but represent a composite understandipg of the process of adjustment which the
ihfor’mantg of this study experienced. Accordingly, the specific characteristiés of the -
informants may limit the theoretical generalizability of this investigation. For example,
individuals who were not enrolled in a cardiac rehabilitation program were not included in
this investigation. Therefore, the findings of this study may not épply to those individualé
who are not, for whatever reason, engaged in formal cardiac rehabilitaﬁon programs.
Glaser (1978) indicated that theoretical.generalizability is present when a theory has
. "fit" and "grab." "Fit" refers to the fact that resultant theor§ is grounded in the dar>. A
potential limitation in the utilization of the grounded theory method is the reactive effect
which the researcher can impose (Chenitz & Swanson, 1986). The interview method ﬁsed :
in this study was by nature interactive. Therefore, researcner biases could potentally have
been imposed on'the responses elicited. However, the utilization of theoretical sampling
and the test-retest methéd, which is an integral part of the grounded theory approach, -
ensured fhat the potential effects of the researcher were limited. Although some informants
were initially reluctant to discuss their cxpcrie"pées, the utilization of mu‘ltiple inter&iéws
enabled a trustf‘ﬁg relationship to be es-tablishcd with the invesdgatqr. Consequently, the
informants were able to express their \;iews. This was indic}ated by the fact that the “o
informants did not acquiesce to the researcher's point of view,.but.felt ﬁ’ee to point out the
inadequacies of the emergent theory. ' o
The other chlaxiactexistic that is indicativg of theoretical geﬁeralizability is "grab." Grab™
refers t6 the fact that a grounded theory speaks in a relevant, makes-sense, feels—rigﬁt way
when it offe:s a construction of the reality of thie informant's experience. Haying shared
the findings of this study with a number of in’dibviduals (including secondary informants)

the researcher has been impressed by the fact that the ﬁndi{\g§;are extremely relevant.
v ‘ \ Y
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Comments such as "it makes sense," "it's right on," "it's just like my father experienced"

are indications that the findings of this study do indeed have grab.

Finally, it must be recognized that theory development is an ongoing process.
Whereas in qualitative research approaches the findings are based orf informant‘s'
interpretation of events, quandtative research offets an understanding of relationships in
such a way that causality can be inferred (Field & Morse, ‘19_85). Although the fi-  ssof
this study are not generalizable, several propositional statements have emerged which can
be subjected to hypothesis testing in future research. The characteristics of the grounded

theory method lends itself to future testing of this nature.

-~

Summary

-vThjs investigation focused on the process of adjustment that individuals experience
following MI. Alt%ugh numerous investigations' have_ been conducted in the field of
cardiac rehabilitation, the findings of these research endeavors offer a fragmented v1ew of
the adjustment process.. Investlgators have to date, tended to examine isolated
relauonshlps between select patient responses and outcomes. Furthermore the possxblhry
that the experiences of men and women may differ post-MI has not been fully explored.
‘Therefore, the grounded theory method was utilized to describe the process of adjustment
In its entirety and to describe the similarities and differences that exist in men's and
‘ Women'sexpen’ences post-ML |

The ﬁndmgs of thlS study indicate that the adjustment that mdmduals experience
following: Mlis a vanable process which incorporates four emergent stages. In each of
these stages the individual focuses on regaining a sense of personal control. Informants
descnpuons mdlcated that a sense of control consisted of three.dimensions: a sense of
predmtabxhty of self-determmauon and of independence. The ad_]ustment process is not

complefed until each of these dimensions of control are fully realized.

o
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The first stage of the adjustment proeess involves attempts to defend oneself against
the threat 6f: the "presenting symptoms, the_diagnosis, and the hospital expedencc. Three
strategies, including the normalizing of s;rmotoms a struggle to maintain the status quo,
and a distancing of one's self are utlhzed in tms first stage in /Lder to maintain a sense of

control. In the second stage the md1v1dua1 struggles to come to terms thh%xs or her MI.

The focus of this stage isha struggle wrth a percetved loss of control In order to come to
TN

- terms with one's MI, the v;ctm‘l must face her or his mortality, make sense of the event,

o

face potential limitations, and finally begin looking toward the future.?
+The second and third stages of the adjustment process were found to be highlyirlelated
in that the ways in which an individual deals with the second. stage affects the mg’nner in

which the th1rd stage of the adJustment process is experienced. The focus of the third stage

is learmng* to live agatm In thls stage the MI victim struggles to preserve a sense of self,

’k

minimize uncertainty, and’ estabhsh gutdelmes for ltvmg Numerous strategles are

‘employed by the victim in érder to re-establish a sense of control. If control is re-

established the individual progresses to the final stage of adjustment The hallmarks of this

stage include an acceptanée of limitations, a refocusmg on issues other than the MI, and

ﬁnally«, a percetved sense of mastery. P : T
Several dlfferences were noted bet\;teen the proeess of adjustment that rneh' and

women expenenced I was found that women tended to rile out the p0551b111ty of Ml as

they beheved that women were not susceptible to heart disease. In. turn, many women

expenenced dlfﬁculty makmg sense of their MIs as they held the belief that MI was a man's
dlsease ‘Men's and women's expenences with the process of adJustment post -MI were
also foundto dlffer in the areas pertaining to the management of role uansmons and life-
style modifications. Of pamcular 1mponance are the ﬁndmgs that women tend 1o resume

.

full activities at'a faster pace than men and are more reluctant than men to engage in life-

5

style modifications. Men, it was found, were generally able to make life-style

modlﬁcauons in conjuncuon with their wives, while the women in this study tended to be -
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reluctant to engae in Iifelstyle changes that would disrupt their fémilics. Further research is
required in order to gain a complete understanding of the adjustment process post-MI.
However, a number of propositional statements have been derived from this investigation.

It is hoped that the findings of this study will provide a sound basis for future research.
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APPENDIX

INFORMED CONSENT FORM:

Project Title: The Process of Recovery Following Myocardial Infarction

Investigator: Joy Johnson, RN, BScN : ' Telephone: 432-8233
Master of Nursing Candidate :
University of Alberta 3 : .
Thesis Supervisors: Dr. J. Morse ' Telephone: 432-6240
Dr. S. Levine _ Telephone: 432-6389

The following aspects of this research study have been explained to me to my
satisfaction: :

1) The purpose of this research pybject is to examine the process of recovery men
. and women experience following heart attack.
2) A maximum of three interviefys will be conducted with me.
3) Each interview will last appgpximately 60 minutes. : _
4) Each interview will be audiff-recorded by the investigator and transcribed bya
typist. ‘ S
5) A summary of the research report will be made available to me at my request.

* »I'understand that there may be no directﬁlﬁeﬁts to me for participating in this study,
but that it is hoped that the knowledge gained in this study will help improve nursing
practice. .

I hereby give permission to be interviewed and for the interviews to be audio-
recorded and transcribed. I understand that the tapes and transcriptions will be identified
only by code numbers, that my name and address will be kept in a separate’locked file, and
that this file will be destroyed upon the completionsof this investigation. I'understand that
any identifying information on the transcriptions will be deleted and that the4udio- ’
recordings ‘will be destroyed after five years time. I give consent for subsequent analysis
of the tanscribed interviews. I undérstand that any subsequent projects that utilize the

' transcriptions will be reviewed by the appropriate committees.. I understand that [ am free
-y toTefuse to participate in this study, to refuse to answer any questions, and to withdraw
" ‘jrom'the study at any time, without consequences to myself, my medical, or nursing care.
‘ I have had the opportunity to ask questions and these questions have been answered
to my satisfaction. ‘

. This is to certify that I B . ____, hereby agree

to participate as a volunteer in the above named project. -
' p

Participant ~ Investigator ' Date
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