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ABSTRACT 

This thesis has two aims. It is intended that it will provide a 

detailed description of the experience of a heart attack from the 

perspective of those who have this illness. It is also intended 

that it will elaborate a model for undertaking inductive research 

and theory generation. This model takes as its point of 

departure the work of Glaser and Strauss(l967). It builds upon 

their works by attempting to develop a model that will allow for 

the generation of higher-order sociological concepts from the 

data gathered in the field. The method developed here has been 

labelled the "theoretical interpretation" of the research 

findings. It involves the application of other sociological 

concepts to the descriptive account of the data. In so doing, it 

is intended that the low-level descriptive concepts derived from 

the field-work will be integrated into the more general body of 

sociological theory. The sociological concepts which are applied 

to the research findings are the ideological perspective, and the 

notion of the alienation of self and body. 
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INTRODUCTION. 

The original intention of this thesis was to provide an 

account of the heart attack experience. As such, it combined a 

desire to conduct a piece of health-related research with the 

desire to develop a facility with qualitative techniques. 

Initially, it was intended that the techniques outlined by Glaser 

and Strauss in their book, The Discovery of Grounded Theory, 

would provide the working model for the techniques of analysis. 

However, as the field-work progressed, and as knowledge both of 

their methodology, and the complexity of the subject matter 

increased, it became apparent that a straight application of 

their procedures was not possible. In this way, the direction of 

the thesis changed to allow for a less rigid framework than was 

originally intended. There were areas where the thesis and the 

principles of "Grounded Theory" did concur. These related 

primarily to the field-work stage of research and to some of the 

underlying motivations for their book. These motivations relate 

to a commitment to the inductive mode of inquiry, a desire for 

method and theory generation to proceed together and an emphasis 

upon qualitative techniques of investigation. 

Because the thesis does not rigorously apply the principles 

of "Grounded Theory" to the research situation, it is necessary 
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that some time be spent locating its orientation, defining its 

scope and emphases and elaborating upon the points of similarity 

and divergence from the dictates of "Grounded Theory". Chapter 1 

is devoted to a discussion of these issues. This chapter also 

provides an outline of the model being used here for the 

development of theory. Chapters 2 and 3 conform quite closely to 

a general symbolic interactionist structure. They are concerned 

with a discussion of the research findings. These two chapters 

provide the basis for Chapter 4. This chapter has as its focus 

the theoretical interpretation of findings. This is the final 

step in the process of the generation of theory from field data. 

The method for this generation is the interpretation of findings 

in the light of other sociological theory. Thus, it brings the 

concepts developed in other sociology of health work to bear upon 

the low-level descriptive concepts presented in Chapters 2 and J. 

The principle concept which has been used to structure 

Chapter 4 is the ideological perspective. This is part of a 

wider, more general notion; the frame of reference. The 

ideological perspective is used to explain the differing 

conceptions which individuals and health professionals have of 

heart disease and the differing experiences that result from 

these understandings. 

Symbolic interactionist studies traditionally provide brief 

pen-portraits of those individuals who participated in the field 

research. It has been decided not to do this here. The research 
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sample consisted of ten individuals drawn from each of three 

coronary care units, and nine individuals drawn from a 

non-hospital based coronary rehabilitation programme. Staff who 

ran both the units and the rehabilitation programme were heavily 

involved in the initial stages of this research. They selected 

the participants and also arranged the times for the first 

interview. The sample size and the involvement of unit and 

programme staff have compounded the inevitable problems of 

confidentiality. It is felt that it is necessary to sacrifice 

traditional symbolic interactionist practice to protect the 

identity of the participants in this study. However, because the 

sample is frequently broken down into sub-groups, some of the 

diversity and colour of the participants will, hopefully, be 

gleaned from the text itself. 

Linguistic conventions became problematic at different times 

during the writing-up of this thesis. Some considerable 

difficulty has been experienced with the use of such labels as 

"patient", ''respondent", "doctor", "health system", "ex-patient", 

and "heart attack victim". 

Initially, it was felt that the label "patient" was 

unsatisfactory. It was felt that this label conceived of the 

individual in solely medical Lerms. However, as the research 

progressed, it became apparent that in many instances this label 

captured the essence of this role with particular clarity. For 

this reason, it has been retained in the text. Similar 
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difficulty was experienced with the use of "respondent". It was 

felt that the emphasis should always be upon the individual's 

status as a person, rather than upon their more temporary and 

less significant status as a participant in a study. However, it 

has not always been possible to avoid this term; there are 

instances where it is necessary to differentiate these 

individuals from all others. 

Although doctors do constitute the most powerful of all 

health practitioners, and their definitions of any situation will 

be dominant, it is considered that recognition should be given.to 

the fact that they are not the only health practitioners in this 

setting. Thus, the label "health professional" has been used in 

preference to "doctor". This label is all the more valuable 

because it gives recognition to the designation of all these 

individuals as members of a specific professional group. 

When referring to the system of care that currently operates 

in this society, the term "medical system" has been used. The 

purpose behind this designation is to underscore the current 

emphases in the system for the provision of health care. This 

emphasis is upon medical/technical matters, rather than upon that 

more diffuse and social issue; health. 

The last two labels that have provided particular difficulty 

for this thesis are "ex-patient" and "heart attack victim". The 

first has been excluded from the thesis. The reason for this is 
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that it is considered to be inappropriate to designate people by 

reference to this status when they are no longer considered to 

be, and do not consider themselves to be, patients. That is, if 

they are ex-patients, they have a different primary status by 

which they can be defined. It is considered to be preferable 

that they be designated by that status rather than as patients. 

The label "heart attack victim" has given particular difficulty 

throughout this thesis and it remains unresolved. In fact, many 

of the respondents in this study also mentioned dissatisfaction 

with this label. The field of heart disease is full of imagery. 

The label "heart attack victim" only serves to reinforce this, 

usually quite erroneous, imagery. It seems to describe an event 

that is instantaneous and largely confined in time and in effect. 

For the majority of those who have this illness, it is neither of 

these two things. However, it has not always been possible to 

avoid the use of this term. The use of the label has been 

circumspect; effort has been directed to finding alternative 

ways of referring to people who have this illness. 

Because the chapters in this thesis are quite long it has 

been necessary to organise the material systematically, and in a 

quite highly structured fashion. Some time has been spent trying 

out different methods for presenting different sections and 

sub-sections within each chapter. '!'he structure that has finally 

been chosen is outlined below. It is hoped that this will make 

the task of plowing through the material a little less tedious 

for the reader. 
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The intention throughout this thesis had been to portray the 

experience of a heart attack in a form that is true to the 

information which participants in this study have supplied. An 

essential part of the method being used here has been to pass the 

results of the study back to the participants before it becomes a 

"public" document. It has been heartening to hear back from 

approximately fifty percent of the participants and to know that, 

not only are most of them fit and well, but also that they have 

found the interpretation of their experiences to be both accurate 

and interesting. It is hoped that those "outsiders" who read 

this will also find it to be stimulating. 

Heading Pattern For This Thesis. 

Each major heading within a chapter is centred and each 

significant word is begun with upper-case lettering. 

Sub-sections within these are located at the left-hand side of 

the page. The first letter of each significant word is in the 

upper-case. 

Parts nf these sub-sections are numbered consecutively, and the 

titles are all lower-case. 



7 

Within these, sub-parts are denoted by underlined headings. 

Titles are all in the lower-case. They occur on a new line, but 

there is no break with the fore-going text. 



CHAPTER ONE: 

Epistemology. 
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The Structure of this Chapter. 

This chapter has been divided into four major sections. The 

purpose of these is to detail the process by which the methodolo

gical approach used in this thesis was developed. 

Section One. 

This section is concerned with a discussion of the validity de

bate. This debate is crucial to sociology and takes place at 

three distinct levels. The significance of this debate lies in 

the fact that the manner in which it is resolved determines the 

type of research that will be conducted. Three parts of this 

section are devoted to a discussion of the three levels at which 

this debate takes place. At the end of each part there is a 

brief discussion of the position taken by this thesis. The final 

part of section one is composed of a discussion of the position 

taken by each of the four sociological paradigms with respect to 

the validity debate. This has been done to demonstrate the four 

distinct ways in which the debate is resolved within sociology. 

Section Two. 

Section two develops the last part of the previous section by 

elaborating upon the interactionist approach. This has been done 

because the interactionist approach has provided the basis for 

this thesis. Thus, it is necessary that it be examined in more 

detail. This section is divided up into five parts. The first 

two parts look at the two traditional focii of interactionist so-
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ciology of health. The third part locates this thesis in 

relation to these two focii. The fourth part provides a very 

general discussion of some problems associated with the use of 

the interactionist approach. This discussion is completed with a 

discussion of the manner in which a resolution of these problems 

has been attempted in this thesis. The final part of this 

section provides some concluding comments. 

Section Three. 

Having looked at the interactionist approach in some detail and 

also considered some of the problems associated with this 

position, it is necessary to consider the precise nature of the 

contribution which it has made to this thesis. 

basis of section three. 

Section Four. 

This forms the 

This section builds on the previous three sections. It consti

tutes a discussion of the specific "problem" which this thesis 

investigates and then moves on to consider the epistemology and 

specific method used to investigate this problem. It does this 

in the context of a discussion of the three principles which 

informed the previous discussion. This section is completed with 

an outline of the methodological approach which this thesis has 

adopted. 
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The Validity Debate. 

Introduction. 

Attempts to produce the highest degree of validity in socio

logical research have given rise to a wide ranging debate about 

the nature of social reality and about how to approach and 

measure it. Validity may said to exist when a measure accurately 

reflects the concept that it is intended to measure (Babbie; 

1979:585). Validity does not refer to whether or not a piece of 

research can be falsified. Rather, it refers to the internal 

consistency of the research design itself. Thus, validity is 

both a methodological and an epistemological issue. In practical 

terms this means that the methods used have a direct bearing on 

the results obtained. Because validity is concerned with issues 

such as the nature of reality, it is important that the social 

context be taken into consideration when a study is being 

designed. 

The validity debate exists at three different levels; at 

the philosophical level it can be embraced w~thin the positiv-

ist-idealist debate. This debate centres upon differing 

conceptions of the nature of reality. At the level of the gen

eral approach to sociological investigation it is referred to as 
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the inductive-deductive debate. Here, the focus is upon the 

manner in which theory should be developed~ Finally, the qualit

ative-quantitative debate focuses upon the specific method used 

for collecting data. The next section will deal briefly with the 

validity debate. The section concludes with a discussion of the 

principal orientation each sociological perspective has to this 

issue. It also briefly outlines approach taken by this thesis at 

each level of the debate. 

The material in the next section is presented in debate 

form. However, although it is accurate to speak, for example, of 

the positivist-idealist debate, it is not so accurate to label an 

individual as wholly positivist or idealist. Thus, where indiv

iduals and specific pieces of work have been included, these are 

for discussion purposes only. In reality, an individual or piece 

of work may be said to be more or less positivist or idealist 

rather than totally committed to one view rather than anothP.r. 

Idealism and Positivism: The Nature of Reality. 

Historically, this debate arose out of differing conceptions 

about the nature of the relationship between sociology and the 

natural sciences. The positivist argument arose out of the 

Enlightenment philosophy of rationality 

(Hamilton;1974:1-14). Sociology's generally 

and objectivity 

accepted founding 

father, Auguste Comte, asserted that sociology was "the science 
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of society". In so doing, he advocated a positivist conception 

of sociology which argued that social reality was fundamentally 

no different to th reality of the natural sciences. That is; 

the same sorts of reasoning, methods and explanatory activity 

which characterise the natural sciences ought to be applied to 

sociology. Thus, the ultimate goal of sociology would be to 

promulgate universal law-like propositions relating to social 

life. Clearly, for positivists, social reality was considered to 

be directly accessible and measurable. A problem with this 

approach is that it makes difficult, if not impossible, the study 

of social meaning systems. This is because it tends to deny the 

significance of the subjective realm in favour of an analysis of 

objectively measurable similarities and broad social patterns. 

Idealism, on the other hand, asserts that there exists a 

fundamental difference between the physical and the social world. 

The implication of this position is that while physical events 

may be directly accessible and measurable, social events are not. 

Social reality does not "exist"; rather it is "experienced" by 

individuals and groups. What this means is that it is not 

possible to directly measure social existence. It is necessary 

to interpret and understand, not the events themselves, but the 

way in which they are experienced by the participants. 

Verstehen, or subjective interpretation, characterises this 

approach. Thus, idealism argues for the primacy of the sub

jective in the social world. 
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Perhaps the classic elaboration of the idealist position was 

that by Dilthey(1). His works were basically a reaction to what 

he termed the "crass, naturalist metaphysics" of 

Comte (Truzzi;1974:8). Dilthey argued for a basic difference 

between the natural and the social sciences. In doing so he 

expressly rejected the claim (made, for example, by J.S. Mill) 

that social science's best hopes for success lay in their 

emulating the methods of the natural 

Dilthey was postulating was the 

sciences. Basically what 

primacy of the subjective in 

social science. It was his belief that "humanistic and artistic 

insight"(ibid) was the key to the development of knowledge within 

the social scientific disciplines. 

The positivist-idealist debate occurs within the sociology 

of knowledge. The idealist position argues that because all 

knowledge is a social product, the researcher must inevitably 

play a part in the creation of that product. Positivism, on the 

other hand, denies, or has difficulty in accomodating such a po-

sition. Furthermore, idealism argues that the researcher 

interprets rather than merely collects that data. 

Blumer (1969:36), for instance, argues that data is reflexive; 

it can "talk back"(ibid:22) to the researcher. Idealists argue 

that without this process of interpretation sociological data is 

useless; it must have meaning to the creator as well as to those 

social groups it is supposed to represent. 
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Thus, differing conceptions of the nature of social reality 

and the form in which it is accessible (that is, directly or via 

subjective interpretation) set the broad parameters of sociolog-

ical investigation. Assumptions at this level inform the 

approach to theory construction, this is discussed below. 

the nature of reality and the position of this thesis: 

Social investigations can tend towards either a positivist 

or an idealist approach. The choice as to which approach will be 

employed depends largely upon the nature of the problem under 

scrutiny. The idealist approach lends itself to the study of how 

individuals (and the groups which they comprise) experience and 

construct particular events. Positivist work is generally 

confined to the discovery of broad patterns or to the analysis of 

historical events. Of course, there are instances where it can 

be argued that one of these approaches has been applied to a 

situation which was better suited to the other approach. Such is 

the case in the Burridge (1981) study. This study will be 

briefly discussed here for two reasons. Firstly, it highlights 

the effect which the use of an inadequate methodology has on the 

validity of research results. Secondly, this study was conducted 

in the same area as the research of this thesis. Thus, it can be 

used to demonstrate the reasons for the selection of methods for 

this thesis. 
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The Burridge (1981) study concerned itself with the 

effectiveness of coronary after-care. In so doing it employed a 

variety of quantitative techniques which were directed at 

establishing whether or not coronary rehabilitation was valuable. 

The validity problems to which this study is subject arise out of 

the attempt to measure attitudes via the construction of a 

variety of secondary indicators. From a sociological point of 

view it is erroneous to assume that attitudes can be measured in 

this highly structured way. Attitudes form part of the realm of 

subjective meaning, and as such, they must be measured in a way 

that enables their subjective nature to come to light. 

The Burridge study used a positivist approach to what are, 

in essence, idealist phenomena. An idealist approach would have 

emphasised the gaining of an understanding of how subjects exper

ienced the programme, whether different "types" of subject exper

ienced it differently, what they saw as its objectives and 

finally, what the values and problems were that were associated 

with participation. Thus, to gain an adequate level of validity, 

the research would have attempted to see the programme as the 

participants saw it. The mismatch between the subject of the re

search (that is, attitudes) and the approach used (that is, pos

itivist) casts doubt on the validity of the results obtained. 

For these reasons this thesis has employed an idealist framework 

in the investigation into the experience of the heart attack. 
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Although necessarily brief, this discussion has attempted to 

demonstrate that it is essential that a synchrony be established 

between the nature of a piece of research and the broad 

philosophical position which underlies the methods applied to its 

investigation. 

Induction and Deduction: Approach to Theory Construction. 

As with positivism and idealism, the debate over induction 

and deduction is, in part, derived from the controversy as to 

whether sociology is, or should be, a science (in the natural 

scientific sense of the word). The key figure in this area of 

the debate is Karl Popper (1968). The deductive model basically 

describes the scientific method in that it emphasises what has 

been loosely referred to as "hypothesis testing". This approach 

is employed in research that is guided by prior theory. 

Knowledge generation of this type begins with a set of assump

tions (theory) about the subject area. From this general theory 

a set of propositions are derived (hypotheses) which then form 

the basis of the actual research exercise. Data gathering takes 

the form of a search to validate or falsify these propositions 

and to specify the conditions under which they obtain. The 

primary intention of such work is to derive general law-like 

propositions about social existence. 
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The intention of those who work within the deductive 

tradition is to be able to make predictive or testable statements 

about social organisation and social development(Wallace and 

Wolfe;1980:5). Deductive theory generation fits in quite closely 

with the positivist framework in that it emphasises the value of 

the scientific method, a model developed and used widely in the 

natural sciences. A logical extension of this position would 

locate sociology within the general scientific framework. It is 

for this reason that most deductive work is also positivist. 

A final and most important aspect of the deductive position 

is the idea that reality is divided up into qualitatively 

distinct levels. Only one of these levels, that of the 

empirically observable, is directly amenable to investigation. 

It is this conception of reality which commits deduction to the 

position that it is not possible to extrapolate from reality (as 

observed) to theory (Bhashkar;1975:12-20). 

A primary problem with the deductive approach is that by 

starting with a set of assumptions about the nature of social re

ality and then progressing to test these, it is by no means 

certain that the most significant facets have been 

investigated (Blumer;1969:26). It is also open to debate as to 

whether this approach actually establishes the social facts which 

it claims to or whether it nierely produces a set of well tested 

assumptions and biases. The criticism is that because so little 

is known about social reality and so much of it is abstract and 
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not directly accessible, theory testing is an inappropriate 

activity (Glaser and Strauss;1967:1-18). 

A further problem with the deductive approach is its 

tendency to develop into the positing of general laws of human 

behaviour. Of course, the implication of this is that there is 

one objective reality about which these testable generalisations 

can be made. Thus, it is often accused of adopting a social 

engineering approach to social investigation. 

A final general problem with the deductive approach is that 

it tends to ignore the subjective/symbolic realm. This is partly 

a product of the positivist-deductive desire to establish social 

facts of the same type as physical facts. Although there is 

contemporary debate on this issue, the underlying philosophical 

principle which embodies this criticism can be traced back to 

Dilthey (Truzzi;1974:8-17). 

The inductive position solves many of these problems, but it 

does so at the expense of the certainty of verified "social 

facts 11 • Dispensing with "social facts" is, however, not a 

problem for the inductive sociologist. Inductive data gathering 

functions to provide the basis for the development of a theory 

(Glaser and Strauss;1967). Rather than conducting research on 

the basis of pre-determined theoretical propositions, work within 

this tradition is initiated with only a very general idea of a 

problem or issue. It is the purpose of research to provide 
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information from which theoretical principles and concepts can be 

induced. Thus, the nature of social reality is problematic and 

unresolved; there are no pre-set definitions of what will be 

found (Blumer;1969:1-60). Inductive sociology does not involve 

the amassing of social facts. Rather, it consists of the 

unravelling of social meaning and situational definitions of re

ality (as opposed to re·ality itself). 

Although inductive work does not emphasise social facts, 

problems of data selection and measurement technique remain. It 

is still necessary for the researcher to 11 choose 11 between 

different classes of experience; some will be more relevant than 

others. It should not be assumed that problems of selection bias 

are avoided by the adoption of an inductive method. The induc

tive approach to theory generation appears to be more in harmony 

with the needs of a social science. This is largely because its 

rejection of rigid and a priori theory provides considerable 

scope for· the symbolic/ideational sphere (the distinguishing 

feature of social life) to come to light. 

Although perhaps more applicable to social science than pos-

itivism, idealism is not without its problems. A major 

deficiency of this approach is its inability to generate 

macro-theory with any degree of success. There have been 

attempts to rectify this, for example; Glaser and Strauss 

(1967), but these have not been successful. Their failure is 

largely due to the fact that the attempts have focused upon 
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abstracting back from data until the concepts look sufficiently 

abstract to be labelled macro-theory. This activity is open to 

several major criticisms, the most significant of which is the 

assertion that macro-theory is not simply micro-theory with all 

the adjectives taken out, as Glaser and Strauss (1967:80) claim 

it to be. Rather, there is a qualitative difference between 

lower and higher order· concepts which comprise micro and macro 

theory respectively. 

approaches to theory construction and the position of this 

thesis: 

Having outlined the major features of induction and 

deduction and also considered some of the problems which besets 

each approach, it remains to locate the position of this thesis 

at this level. The debate over approaches to theory construction 

is the most difficult level at which to make a clear choice. 

This is because it is not a choice between mutually exclusive 

alternatives. Induction contains elements of deduction and the 

deductive approach can be seen to benefit from the introduction 

of certain inductive principles. In fact, it is likely that no 

piece of research is purely inductive nor purely deductive. It 

is probably more accurate to see research as based upon a mixture 

of these two. lt is only at the stage of report writing that re-

search appears to come down on one side or the other. 

Ultimately, then, it is a question of emphasis; a given piece of 

research will emphasise one or other approach. This emphasis 
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depends upon two things; the conception of reality (epistemol

ogj) the individual researcher has and the nature of the research 

material (positivist or idealist). 

As was identified in the previous section, this thesis takes 

an idealist approach to the nature of reality. Its subject 

matter constitutes an investigation of heart disease. In 

accordance with the idealist position, it must look at the "ex

perience" of this illness rather than at its "objective" nature. 

Given this focus, it is necessary that data gathering be done in 

a fashion that allows this experiential side to come to light. 

The Burridge study shows the problems that are associated with 

applying a deductive framework to this type of investigation. As 

was noted in the discussion of it (above), the problems 

associated with this approach were both methodological and 

substantive. Thus, an inductive approach is considered to be 

more suited to the needs of the data gathering phase of this 

thesis. 

If induction is emphasised in the data gathering, deduction 

has relevance in two places. The first step in any investigation 

is the definition of a problem. This is inevitably a deductive 

step because the identification of a problem can only be done if 

one has a prior conception of the problem area. Thus, the first 

step of this research is deductive. The second area where it is 

necessary to employ a deductive step is in the generation of 

theory. As has already been discussed, alone, induction cannot 
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be.used to generate adequate theory. Its theoretical powers are 

limited to the extrapolation of low level concepts. In order to 

generate meaningful higher order concepts of general sociological 

relevance, it is necessary that concepts from other theories be 

applied to the low level concepts derived from the data. This 

bridges the gap between data and observable reality, on the one 

hand, and theoretical con·ceptualisation, on the other. 

Qualitative and Quantitative Techniques: The Method for Data 

Gathering. 

The final level at which the debate occurs is that of 

practical research technique. In many ways the position taken at 

the first two levels will determine this selection. Implicit in 

eich method is a set of assumptions about the nature of social 

reality, of sociology and the appropriate avenue for obtaining 

access to reality or some representation thereof. 

Quantitative techniques are used primarily by sociologists 

working in the positivist-deductive tradition. These techniques 

are particularly suited to the primary deductive activity; 

hypothesis testing. 

ology belong within 

Most of the statistical techniques of soci-

the quantitative tradition. Its primary 

intent is to establish the broad parameters of a problem or 

issue, and then to specify the conditions under which they would 

vary. It thus shares the positivist orientation to social real-



24 

ity and belief in the primacy of social facts. As was the case 

with the positivist and deductive positions, a major criticism 

levelled at quantitative techniques is that their very structure 

has the effect of obscuring rather than illuminating social 

existence (Dilthey (1961), Blumer (1969) and Glaser and Strauss 

(1967)). 

By focusing on the readily quantifiable aspects of social 

organisation, the ~xperiential and subjective aspects are missed. 

This, the opponents claim, is or should be the very essence of 

any sociology. More generally, the criticism is that 

quantification emphasises the object rather than the meaning 

inherent in the object itself. This is deemed to be not only a 

superfluous, but an inappropriate activity for sociologists to 

engage in. Furthermore, quantitative techniques can be regarded 

as a process of "creation" in so far as they are themselves 

concepts; they do not spring from the data unaided. This is a 

fundamental problem because it contradicts the deductive approach 

(which often informs the use of quantitative techniques) that 

there is no unmediated access to reality. Taking such a position 

with respect to reality makes it difficult to support hypothesis 

testing as the primary activity for theory generation. 

Qualitative techniques are more frequently used in sociolog-

ical research which is guided by the idealist-inductive 

tradition. Specific techniques employed include participant 

observation and in-depth interviewing. The stimulus to use such 
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techniques springs from a desire to come to a subjective under

standing of the issue (verstehen). It is claimed that the tech

niques used in quantitative sociology do not permit this type of 

focus. Quantitative techniques concentrate upon establishing 

broad trends that can be generalised across populations, ~ather 

than aiming at deriving an understanding of why such patterns 

exist. 

the method for data gathering and the position of this thesis: 

Qualitative techniques are employed in this thesis. They 

have been used because it is considered that they provide the 

only reliable and valid means for extracting information on the 

subjective experience of heart disease. 

The Relationship of the Four Major Paradigms to the Validity 

Debate 

The four paradigms(2) which guide sociological research can 

each be identified as taking a distinctive position at each level 

of this debate (discussed above). This section will conduct a 

review of the position which each paradigm adopts. This review 

is necessarily brief and selective. It is not intended that it 

will provide an exhaustive overview of each approach; that is 

beyond the scope of this thesis. The function of this section is 
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to demonstrate how the debate is resolved by each of the major 

sociological paradigms. 

1. functionalism 

The earliest sociological paradigm, functionalism, adopts a 

broadly positivist-deductive position that employs quantitative 

techniques. The primary focus of functionalism is the social 

system. The emphasis within functionalism is upon the generation 

of theoretical concepts which, when reduced to propositions, are 

capable of being tested. This clearly marks functionalism as a 

deductive activity. 

Parsons' work on a voluntaristic theory of action (1937) 

provides a clear example of functionalist work. It began with an 

attempt to develop a system of concepts that were both general 

and abstract. This system was a synthesis of what Parsons saw as 

the more useful assumptions embodied in the philosophies of 

utilitarianism, positivism 

Johnson;1981:391-395). Having 

Parsons went on to test it. 

and idealism (Doyle-Paul 

developed the general theory, 

However, because theories are not 

directly testable it was necessary to develop a series of propo

sitions or hypotheses which would specify certain aspects of the 

general theory. The relationship which these propositions have 

to aspects of empirical reality is then observed. This is 

usually done via the experimental method or the structured 

observation of the social world. 
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As part of his more general sociological analyses, Parsons 

addressed issues of health and health care. Perhaps his most 

basic, but at the same time significant contribution to this 

field was the claim that illness was a social phenomenon. Using 

what is now a standard functionalist framework, Parsons based his 

analysis around the concepts of role, structure and function. 

From this he developed two models; the illness-as-incapacity 

model (the structural model) and the illness-as 

motivated-deviance model (the role model) (The Social System;---

1937:436-439). Running through his work on sociology of health 

is the concept for which he is perhaps most widely known in this 

field; the sick role. Having formulated the general model(s) 

the functionalist mode of investigation then goes on to test and 

refine it. 

Subsequent sociologists such as Meehan ic ( 1962) further 

tested and elaborated these concepts. Some of Mechanic's 

material is derived from comparative international analyses of 

health systems, mental illness and social stress. His analysis 

rests upon the construction of scales which can then be 

correlated with other group and individual attributes. In line 

with the general functionalist approach, Mechanic views illness 

as a form of motivated deviance. His research was conducted in a 

variety of institutional settings (totalitarian states, armed 

forces) where life styles are considered to be rigorous. From 

this analysis he concludes that the sick role provides a route 

for legitimated deviant behaviour. 
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Functionalism has been criticised for failing to do many 

things, for example, its failure to account for system change and 

therefore its inherent conservative or status-quo bias. It has 

also been criticised for opting for a method which does not 

adequately deal with social meaning and the role of ideology. 

Nevertheless, it has produced some useful concepts; structure, 

role and function bei~g cases in point. It also provided the 

basis for much of the early sociological inquiry. Thus, its 

effect on current trends in sociological investigation is not 

insignificant. 

2. marxism. 

Much of early marxist sociology can be located in the posit

ivist-deductive tradition. Early marxism was unicausal in that 

it attempted to establish general principles which would enable 

prediction and explanation. Such an emphasis tended to favour a 

positivist orientation. More contemporary refinements and devel

opments of the marxist position have seen a shift to the ideal-

ist-deductive type of inquiry. This is largely because the 

idealist dictum; that social reality is not directly observable 

and measurable, began to assume considerably more significance. 

An additional reason for the shift from _a positivist to an ideal

ist position was a reaction to the close links which positivism 

has with natural science. The knowledge produced by scientific 

inquiry has come to be seen as merely another part of bourgeois 

ideology. Thus, marxist sociology has attempted to move beyond 
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the positivist position in its analysis. 

Whether positivist or idealist, marxist sociology remains 

deductive in all but a few fringe instances (for 

example;Wallach-Bologh;1981). At the periphery there have been 

attempts to combine a marxist and a phenomenological approach. 

The intention behind these moves is to provide a theoretic8l per

spective that is both critical and grounded. However, such work 

is infrequent. There is, of course, anot_her approach within 

marxist sociology. This may be termed dialectical in that it is 

not purely deductive nor inductive. Rather, it combines the two 

in a continual process of data gathering and theoretical 

refinement in the light of data gathered. Capital(1976) is the 

example par excellence of this type of work. 

For the most part, marxist sociology remains deductive. 

Whereas, for instance, interactionist sociology embodies a set of 

methodological principles and only a rudimentary theory, marxism 

is characterised by a fairly well defined set of theoretical 

propositions which delineate the parameters of empirical reality. 

This means that research will be conducted within a pre-set 

framework that is; a prior theory. Because the bulk of the work 

in the marxist tradition is structural (that is; its focus is at 

the social system, or macro level) it, like functionalism, tends 

to emphasise quantitative techniques. 

this however, such as Stafford's work; 

There are exceptions to 

Learning not to 

Labour(1981) which looks at the socialisation of the unemploy-
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ed(3). Finally, a large percentage of marxist work is conducted 

solely at the theoretical level, involving little or no data 

gathering and analysis. This largely obviates the need to employ 

the type of techniques suggested by an inductive position. 

Within the sociology of health the major marxist works are 

positivist-deductive. Waitzkin 1 s(1979) analysis of' the growth 

and development of coronary care technology is an example of this 

type of work. It begins with the premise that in order to under

stand the proliferation of this hardware it is also necessary to 

understand the capitalist profit structure. The developments in 

coronary care had sprung from motives other than a desire to 

improve the quality of care. This conclusion is reached after an 

examination of several major pieces of epidemiologic research(4) 

which demonstrated that coronary care units confer no advantages 

in terms of morbidity and mortality, over simple rest at home. 

In order to come to terms with the wider system within which 

the development of coronary care technology has occurred, 

Waitzkin analyses the inter-linkages between the various 

structures which have been involved in coronary care unit devel

opment. 

This analysis covers the role which the state played in 

legitimating almost every step of the development of this 

technology(1979:1266), the connection between corporate giants 

such as Hewlett-Packard and Warner-Lambert and academic medical 
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centres and their research(ibid), and private philanthropies such 

as the American Heart Association(ibid:1264), and the research 

which they sponsor. The deskilling of the labour force was also 

a necessary part of the development of coronary care technology. 

The final part of his paper deals with an analysis of the changes 

in the structure and composition of the health care labor force 

since the introduction of coronary care technology some twenty 

years ago(ibid:1266-67). 

Navarro(1976) also takes as his point of departure the 

premise that developments in the medical system can only be 

understood in relation to the wider political and economic system 

of which they are part. He addresses what he terms the 

"under-development of health"(ibid:3) in several different 

contexts (Latin America, Chile - post, pre and during the 

administration of Allende, and rural and working class America). 

He chose these disparate settings to demonstrate that the 

under-development of health is everywhere determined by the same 

economic and political forces. A consideration of the 

mal-distribution of health resources cannot be considered apart 

from this wider context. This part of Navarro's analysis is 

conducted through an empirical investigation of such things as 

the distribution and nature of health care resources, morbidity 

and mortality profiles of the populations concerned, and the 

structure of the health care labour force. 
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In addition to conducting an empirical analysis of the 

under-development of health in these various settings, Navarro 

also critiques the traditional analyses of health and the health 

care system. Analyses such as that by Illich are seen to be in 

error. They are based upon the assumption that concepts such as 

class and capitalism have been transcended by those of 

industrialism (1976:101~34). Such analyses are seen to reduce 

political problems to managerial ones in that they claim that 

problems in the distribution of health care can be solved by 

eliminating industrialism. According to Navarro such proposals 

attack the symptoms not the causes of the mal-distribution of 

health care. 

Navarro's analysis takes place at two levels. As such it 

demonstrates quite clearly the two major approaches taken in 

marxist sociology of health work. He conducts an empirical in

vestigation of a particular area. He begins this analysis with 

certain theoretical premises, and then uses a range of empirical 

evidence to substantiate and document these premises. He also 

conducts a theoretical analysis. In this case he critiques other 

theories of health. Again this involves the employment of 

certain fundamental premises about the structure of the health 

system. 
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3. feminism. 

Feminist sociology has developed largely in response to the 

failure of existing perspectives to deal adequately with the 

question of the role of gender in social structures and 

relationships. Marxist theory provided part of the theoretical 

base for feminism. However, its precise influence varies between 

the different theoretical positions within feminism. Because 

existing feminist work is aimed directly at challenging 

structures and definitions, it is difficult to locate it squarely 

on one side of the positivist-idealist debate (the same was true, 

but to a lesser extent, in the marxist case). 

A strong strand of idealism is evident in much feminist 

thought(5). Because a fundamental intention of feminist.analysis 

is to document women's subjective experience, qualitative tech

niques are the most frequently used data gathering tools. In 

fact, feminism has made major contributions to the development of 

qualitative techniques. These contributions stem from feminism's 

rejection of what it labels the "male model" for research. This 

refers to the fact that, even when 

mainstream techniques still emphasise 

they are qualitative, 

rigid and objective data 

gathering as the ideal. Oakley's contribution to Doing Feminist 

Research(1981) documents the differences between feminist and 

mainstream qualitative research. In this way feminism has played 

a major role in reasserting the vital importance of the sub

jective in sociological research and theory construction. 
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At the level of the inductive/deductive debate it is also 

difficult to locate feminism. Because the feminist perspective 

has an in-built theoretical focus, it cannot, with any real 

accuracy, be labelled inductive. At the same time, however, it 

does not really adopt the "scientific method" when conducting re

search. This is primarily because of its rejection of the "male 

model" of research and· its insistence upon the validation of 

women's subjective experience. Thus, it is difficult to locate 

it within the deductive tradition. The primary function of 

feminist research is to develop theoretical concepts that are 

grounded in the subjective experience of women (induction) not to 

test hypotheses derived from a prior theory (deduction). It 

would appear, therefore, that although feminism is not inductive 

in the purest sense of the word, it does adopt certain methodolo-

gical tenets which are inductive. Perhaps the source of its 

divergence from pure induction is that it makes explicit its 

initial step. That is; the first stage in any inductive work is 

a deductive step; the derivation of a problem area inevitably 

involves a stage of deductive reasoning. 

Feminist sociology of health work can be classified into 

three categories; that dealing with professionalism and 

heirarchy, the doctor-patient relation, and sexuality and 

reproduction. Gamarnikow's(1979) work on The Sexual Division of 

Labour within medicine analyses the manner in which patriarchy is 

part and parcel of the overall structure of nursing. For 

example, she discusses the "genderisation"(ibid:109) of nursing. 



Here, the relations between doctor, nurse and patient and the 

relative powers of each may be seen os essentially a patriarchal 

relationship. Gamarnikow's analysis employs an historical method 

which traces the development of nursing from its 

beginnings up until the present day. 

earliest 

In analysing the doctor-patient relation and the related 

issue of medical paternalism, Barrett and Roberts(1978) employ 

field research techniques in which they interview general prac

titioners and two groups of middle-aged women; high and low 

consulters. Their analysis is directed at explicating the covert 

social control functions of general practitioners. This is done 

via an exploration of the way in which general practitioners 

respond to women consulters. It also involves coming to an un

derstanding of the way in which the women see themselves and 

their general practitioners. It was found that general practit

ioners tended to confirm rather than question women's traditional 

roles. They also found that the women would accept such value 

laden prescriptions as "scientific", and hence value free. 

Furthermore, the women more often than not colluded in the gen

eral practitioner's definition of themselves as less important 

than their husbands and children (ibid:47). 

The area of sexuality and social control has been addressed 

by numerous 

Struggle for 

feminist authors. Gordon·' s ( 1979) 

Reproductive Freedom defines 

analysis of The 

the issue of 

reproduction and reproductive freedom as political questions. 
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Like Gamarnikow(1979), Gordon conducts an historical analysis of 

the appropriation by the medical profession of reproduction and 

women's sexuality. She locates the medicalisation of these 

aspects of women's lives as a nineteenth century phenomenon, and 

the commodification of reproduction as a twentieth century devel

opment(ibid:119). The main line of her analysis is that birth 

control has developed as a lucrative source of income for the 

male-dominated medical profession, research institutions and 

pharmaceutical industry. The movement of the medical profession 

into the area of reproduction was spurred on by the eugenic and 

population control movements from the 1920's to the 1960's so 

that now the medical profession has legitimate and virtually 

complete control over this aspect of women's lives. 

In much the same way that marxist sociology does, feminist 

sociology of health analysis is conducted at the historical, the 

theoretical and the practical research levels. There are broad 

similarities between the types of historical and theoretical 

analyses conducted by marxist and feminist sociologists. It is 

at the level of practical research that they differ. Feminist 

research emphasises subjective and qualitative research tech

niques, such as field work and indepth interviews while marxist 

research is primarily of an empiricist and hence a quantitative 

nature. 
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4. symbolic interactionism. 

Under this general label is subsumed the range of ideal

ist-inductive approaches that routinely employ qualitative tech

niques. This group includes symbolic interactionism, ethnometho-

dology(6) and phenomenology. Symbolic interactionism is the 

earliest form of work done in this tradition. Ethnomethodology 

and modern phenomenology(7) developed later and both represent 

attempts to re-direct or shift the emphasis of interactionist re

search. Schutz's work has made substantial contributions to the 

development of both ethnomethodology and phenomenology. Ethnome

thodology's focus is upon everyday existence. It emphasises that 

the mundane is as significant as the extraordinary, if the 

intention is to understand how meaning is created, sustained and 

shared within and between groups. In this way, it is close to 

the symbolic interactionist method and may be seen as an 

extension and refinement of it. Phenomenology extends symbolic 

interactionism in another direction. It can be interpreted as an 

attempt to provide a philosophical or theoretical base for sym

bolic interactionism and ethnomethodology. These two traditions 

primarily constitute methodological statements. Phenomenology 

emphasises the essence of reality and it explores the nature of 

this essence through an examination of consciousness. In so 

doing, its primary intention is to describe rather than analyse 

human consciousness. 
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From this brief description of the interactionist position 

its location as an inductive-idealist approach becomes-apparent. 

For instance, an integral part of phenomenology is a rejection of 

traditional models of science and an emphasis on subjectivity as 

an essential part of any scientific endeavour. Both ethnometho

dology and symbolic interactionism describe a method that places 

primacy on the subjective understanding of the reality of 

different groups. 

Interactionism is based on the analytic induction tradition 

as pioneered by such sociologists as Florian Znaniecki. Writing 

in the 1930 1 s, Znaniecki attempted to delineate the nature and 

subject matter of sociology. Although also concerned with 

developing a model of sociology as a scientific enterprise, a po

sition that resembles positivism, Znaniecki is more noted for his 

emphasis upon the subjective nature of human life: 

"The other way of obtaining an inductive knowledge of 
human activity would be to use consistently the 
humanistic co-efficient in dealing with it and take it 
as it appears to the agent himself(sic) and to those 
who co-operate with him (sic) or counteract him (sic) 11 

(1934:45). 

His emphasis, thus, is upon the subjective realm, and the 

insistence that subjective considerations form the basis of any 

sociological endeavour. His approach is, therefore, inductive 

and idealist. 
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The major problem with the interactionist perspective is its 

conspicuous lack of a theoretical or analytical focus. As 

discussed above, phenomenology, while intending to provide a 

philosophical/theoretical basis for sociology, aims only to 

describe not analyse its chosen subject matter. Similarly, sym

bolic interactionism and ethnomethodology, while they contain 

elaborate methodological. statements, stop short of any attempts 

at the analytical understanding of human experience. Such a lack 

of theoretical sensitivity is evident, not only in the statements 

of intent, but also in much work carried out in this tradition. 

Rarely is any attempt made to integrate findings back into gen

eral sociological theory. 

The Interactionist Method. 

Before moving on to consider the specific problem which this 

thesis has set itself, it is necessary to further explore the 

interactionist method. In doing this the nature of interact-

ionist studies will be addressed, and this will enable the 

current piece of research to be located within the general inter

actionist structure. In addition to this, some discussion of the 

limitations of the method has been included. This is done in the 

context of a discussion of the modifications to the interact

ionist position that were made during the research process. This 

provides the basis for the final section which discusses the re-
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search problem and its epistemological foundations. 

As was discussed above, the emphasis of the interactionist 

method is upon the symbolic realm. That is; its concern is to 

derive a subjective understanding of how meanings are created and 

sustained within and between social groups. Such an emphasis has 

implications for the way in which research will be carried out 

and the resultant concepts constructed. Although it is almost an 

oversimplification to discuss "the" interactionist method, there 

is one feature which unites interactionist work; its emphasis 

upon the "grounding" of research. The fundamental tenet of this 

type of sociology is that concept construction must take place 

within the context of the social world, rather than in the 

academic setting. 

This discussion takes as its point of departure interact

ionist sociology of health. This is primarily because the health 

field has constituted a major area for this type of research. 

Health issues are also the subject matter of this thesis. 

Interactionist sociology is, therefore, doubly pertinent. This 

review is divided up into two sections that correspond with the 

two principal focii of interactionist research; the providers 

and the consumers. 



41 

The Consumer. 

As well as pioneering a new interactionist approach(1967), 

Glaser and Strauss have made significant contributions to the so

ciology of health. In line with interactionist principles, their 

work attempts to come to terms with the experiential side of 

illness. Their works form the basis for this part of the review. 

As the title implies, consumer oriented research focuses 

upon the recipients of health care. In fact, such work makes an 

important contribution to the sociology of health in that it 

helps to redress the balance of research which is largely in 

favour of the health provider type. This imbalance is both po-

litical and historical in origin. It is political in that a 

large proportion of the money available for doing research comes 

from health and allied institutions. These institutions are more 

concerned with funding research into issues of concern to 

health-providers than they are with issues of concern to health 

care consumers(Wallach-Bologh;1981:189-190). It is historical in 

that the sociology of health had its origins during that period 

of sociology which was guided by the functionalist paradigm. 

This meant that research of a systems analysis kind and also with 

a professional focus was favoured, such an emphasis is based upon 

functionalist assumptions. 

Consumer oriented studies are generally of a longitudinal 

kind. Commonly, longitudinal studies are small (in terms of the 
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overall number of respondents), intensive and run for quite long 

periods of time. 

history type; 

Longitudinal studies are often of the case 

"In and of itself, the case history is an enterprise of 
great m~rit in sociology. One need not always do an 
abstract study. Through a story, which is explained 
and interpreted with theory, the sociologist can show a 
type, an average, an extreme or an exemplar case. The 
case history then provides a very dense, readable 
imagery for sociological theory •••• From the history, 
people can gain much·understanding of general phenomena 
through its theoretical interpretation and 
explanation". (Glaser and Strauss; 1970: 185) 

Thus, Anguish;(ibid), follows a woman dying of cancer through her 

last four months of life. Chronic Illness (Strauss;1975), on the 

other hand, is slightly less specific in that it pursues a group 

of individuals suffering from a number of chronic diseases over a 

longer period of time: 

"So the emphasis is very much upon the social and 
psychological aspects of living with chronic illness" 
(ibid;1975:viii) 

These two studies have several aims in common. They share a 

concern to portray and understand illness as a process. They 

also emphasise that illness is something that is experienced not 

only by the individual and the health care providers, but also by 

the family and other close associates of the sick person. Thus, 

for instance, in Chronic Illness (1975) issues such as what life 

is like back home for the chronic disease sufferers and their 

families are addressed. Because Anguish (1970) takes place 

exclusively within the hospital less emphasis is placed upon the 

home context. However, the influence and effect of factors 
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outside the hospital (family, financial troubles etc) are still 

traced in this case history. 

It is this emphasis upon illness and health as processes, 

and upon the wider social context that marks interactionist re-

search out as distinctive. The development of interactionist 

studies have, thus, resulted in a major shift or redirection of 

the sociology of health's focus. 

The Providers. 

As with the other paradigms, interactionist research also 

focuses upon health care providers. The seminal work in this 

area is Becker's Boys in White(1961). This study documents the 

process by which a student is transformed into a doctor. 

Shapiro's Getting Doctored(1980) also focuses upon the 

socialisation of medical students. He reviews the transition of 

his own year from undergraduate to medical student status. In 

doing this he looks at the nature of the selection process and 

the effect which the nature of this process has upon the develop-

ment of the medical student's self-image. Phenomena such as 

pre-medical societies are considered here. These are viewed in 

the context of necessary rituals through which the student is 

transformed and develops a physician self-image. The selection 

of certain 11 typ~s" of individual through all ~he stages on the 

way to becoming qualified is considered to be an important factor 
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in the creation of doctors. 

Sudnow (1967) provides a slightly different focus. His work 

looks at the way in which members of different wards or sections 

of the hospital experience and relate their experiences with 

death: 

"On high death wards, staff members frequently ask upon 
arriving at work; "How many today?" Deaths are 
counted, not with any special interest, but along with 
such matters as the number of new admissions". 
(ibid:36) 

Sudnow finds that death is far from a uniform category. The way 

deaths are counted (that is, numerically, or by using such terms 

as "hundreds") depends upon the specific context in which death 

occurs. Thus, not all young deaths are seen as tragic, nor are 

all adult deaths seen as inevitable. Two examples of the latter 

case were; deaths from barium enema exams and maternal death in 

childbirth (ibid:40). An additional variation in the way in 

which deaths are seen relates to the experience of the individ

ual, thus; 

"New student nurses and, apparently young medical 
students make a habit of counting such events as deaths 
and locate their own growing experience and 
sophistication by reference to 'how many times' such 
and such has been encountered, witnessed, done, 
etc".(ibid:37) 

In addition to looking at the way deaths were recalled, 

Sudnow observed the behaviour of different health personnel when 

confronted with actual deaths. The description of the morgue 

attendant is a superb example of the way in which actors 
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the way the 

It also looked at 

the way in which others reacted to him; completing the other 

half of the negotiation. For example, it looked at the effect of 

his arrival at a particular location in the hospital (1967:56). 

The Relationship of these "Types" to this Thesis. 

The current piece of research is consumer-oriented in that 

it follows a group of individuals who have had a heart attack for 

a period of three months. It is, therefore, also a longitudinal 

study. Effort is directed towards documenting the experience of 

heart disease for the individual, the family and significant 

others. Comparatively little attention is paid to the attitudes 

and experiences of the staff who are involved in the care of 

coronary patients. The intention is to come to some understand

ing of how individuals and their families and friends experience 

hospitalisation and the recovery phase. The experiences and 

attitudes of staff are not considered to be central to the 

validation of these things. Staff were interviewed at different 

phases throughout the fieldwork, but this was only done to 

supplement the material that was being gathered on respondents 

and to provide information on things such as ward routine and 

hospital policy. 



46 

A General Critique of the Interactionist Approach. 

Having looked at the general features of the interactionist 

method, it is necessary to review some of the problems associated 

with this approach. These problems can be grouped under two gen-

eral headings; the specific method and theory building. This 

section also discusses the way in which theis thesis has 

attempted to resolve these problems. 

1. the specific method: 

The problems associated with method have been outlined by 

Oakley(1981) as the three traditional interviewing criteria. 

These criteria are; the emphasis upon interviewing as a one way 

process (ibid:3O), its insistence that subjects serve a "narrow 

objectified function as data" (ibid), and finally, confining the 

meaning of the interview to its statistical comparability 

(ibid:3O-31). Of course, these criticisms do not apply equally 

for all interviewing situations. Basically, they stem from 
' 

Oakley's claim that the bulk of interviewing assumes a 

predominantly male model(ibid:31-4O) so that even the mrist qual

itative piece of research will emphasise the more quantifiable 

aspects of the interview. This is done in an effort to 

demonstrate objectivity in data gathering and analysis. 

The problem with this approach to interviewing is that it 

tends to destroy the essence of the interaction. This usually 



47 

means that its quality and most of its symbolic meaning are lost. 

Thus, the effort to satisfy the urge to be scientific and 

objective sacrifices a fundamental aim of the interactionist me-

thod. 

The alternative to this emphasis on the objective and more 

readily quantifiable· is to design a methodology which is 

sensitive to the subjective aspects of human social life. This 

involves reversing the three traditional interviewing 

criteria (Oakley;1961). The difference between these techniques 

and those used in interactionist work will not be readily 

apparent. The source of their divergence is in the depth and 

quality of the interaction between researcher and subject. The 

nature of this difference can only be perceived when one actually 

engages in this type of research. Here, the emphasis is upon the 

researcher deriving an understanding of the way in which individ-

uals have experienced whatever is the focus of the study. Thus, 

the emphasis is upon the way in which individuals structure and 

create the meaning of their social worlds. This is also the aim 

of symbolic interactionist work. However, it is contended here 

that, although this may be the aim, the methods often obscure 

this end. It is felt that the method being emphasised here 

increases the likelihood that the researcher will actually 

achieve these objectives. This approach emphasises subjective 

understanding and thus goes to considerable trouble to facilitate 

the expression of this understanding. In this way, it follows 

closely the method outlined by Oakley(ibid). 
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2. theory building: 

The problems of interactionist theory building have already 

been alluded to. They relate primarily to the debate about 

whether or not theory can be developed by systematically 

abstracting backwards from the data. 

adopted by Glaser and Strauss(196'l). 

This is the position 

The criticism of this 

approach is that there is a qualitative gap between data and 

theory. Thus, contrary to Glaser and Strauss' claim, the 

generation of theory does not merely involve the omission of 

"substantive words, phrases or adjectives" (ibid:80) from the 

account. 

The position taken by this thesis is that abstracting 

backwards from the data, while being desirable, does not yeild 

sociological theory. It is contended that such an activity only 
• 

yields abstract descriptions (that is; descriptions with all the 

adjectives taken out-Glaser and Strauss;1967:80) and that this 

does not constitute sociological theory. The approach used in 

this thesis is the theoretical interpretation of data. This 

involves applying other sociological theories to the data once it 

has been analysed and categories have been 

Approach used in this Thesis). 

derived (see: 
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Concluding Comments. 

The intention of this section has been to provide an 

overview of the type of research being conducted within interact-

ionist sociology of health. This has been done because this 

approach has provided the basis for this thesis. 

with any approach, 'interactionist sociology 

associated with its use. These were outlined 

As is the case 

has problems 

in the final 

section. The following section provides a discussion of the con

tribution which symbolic interactionism has made to this thesis. 

The Contribution of Symbolic Interactionism to this Thesis. 

The epistemological foundation of this thesis is loosely 

based around the tradition of analytic induction as pioneered by 

such sociologists as Florian Znaniecki (1937). Blumer (1969) 

provided the major contemporary articulation of the the symbolic 

interactionist approach. The Discovery of Grounded Theory (1967) 

also draws heavily on the work conducted in the inductive 

tradition. Glaser and Strauss (ibid) are perhaps more useful as 

most of their work has been done within the context of the 

medical system. Thus, they have direct relevance to the subject 

matter of this thesis. Their major work (ibid), provided some of 

the initial stimulus for this study. This book attempts to 

outline a method for the generation of sociological knowledge. 
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Its primary emphasis is on how to generate theory by using a 

variety of qualitative techniques. The issues which they address 

relate to basic epistemological concerns which must be resolved 

before any research can be undertaken. 

The relevance of the grounded theory approach to this thesis 

is its emphasis upon thr.ee closely related factors. Firstly, 

grounded theory emphasises the inductive collection of data. 

Secondly, the desirability of theory and method as simultaneous 

and complementary activities is stressed. Finally, their 

preferred method for data gathering (that is; fieldwork) accords 

with the approach used here. These three factors are discussed 

in greater detail in the section on epistemology and method. The 

work of Glaser and Strauss (1967) has made a significant contri

bution to this thesis. However, there are several fundamental 

problems experienced with their work which prevent its wholesale 

application to the current piece of research. For instance; the 

nature of facts as social artefacts is not explored by Glaser and 

Strauss. They imply that facts have an independent existence and 

that they are directly observable and accessible to the re-

searcher (1967:23). That they do, in fact, possess these 

qualities is far from certain. Similarly, the relationship 

between the researcher and the research situation is an area 

which receives comparatively little attention. The implicit 

assumption is that the researcher is capable of the unbiased 

extraction of data, that she or he will not be contaminated by 

previous theoretical exposure, and will not exercise any 
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selectivity in the data gathering process. 

At one level these problems may be seen as mere overoptimism 

in the ability of sociologists to perform research in a purist 

fashion. However, if they are placed back within their 

tradition, (that is; symbolic interactionism) these claims may 

be seen as fundamentally contradicting basic interactionist 

tenets. Central to the interactionist position (Blumer 1969:2) 

is the assertion that it is the symbolic meaning which objects 

have, not the objects themselves, which are significant. In 

fact, throughout his work Blumer is careful to discuss "empirical 

reality" rather than reality itself. Facts, then, do not have an 

independent existence for the interactionist. This distinction 

is not mirrored by Glaser and Strauss; their discussion of re

search focuses upon the extraction of "facts" and "entities" not 

their representations or interpretations. 

In a similar vein, th€ "unbiased" and "objective" (Glaser 

and Strauss;1967:34) collection of data is not an activity which 

an interactionist 

repeatedly claim 

would 

that 

attempt. 

the grounded 

Yet, Glaser and Strauss 

theory method enables such 

data collection. Towards the end of their book (ibid:253) they 

discuss the impact of previous theoretical exposure on re

searchers as inveitable, but apparently do not see it as 

problematic for their approach. Nor do they see it as likely to 

influence the direction and selection of data during fieldwork. 
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Thus, it seems that Glaser and Strauss feel that they have 

developed a technique which permits the objective 

uncontaminated collection of data from the real world. 

and 

Theory 

emerges from this slice of reality virtually unaided, the re

searcher assuming the relatively passive role of facilitator. 

Furthermore, it is their contention that the material which is 

obtained from the field in that objective fashion, is completely 

sensitive to the symbolic/ideational realm of respondents' lives. 

In these respects, then, Glaser and Strauss deny some of the fun

damental principles upon which their tradition is based. Such a 

claim is at best, tenuous. 

The "Problem" and its Epistemological Foundation. 

The "Problem". 

The specific task which this thesis has set itself is the 

exploration of coronary heart disease. Broadly speaking, the 

intention is to derive an understanding of this particular 

disease from the point of view of those who suffer from it. That 

is; the research approaches the problem from the point of view 

of the 11 consumer 11 (see above). Of course, given the two main 

approaches of interactionist health research it would be quite 

legitimate to focus upon the "providers". The decision to survey 

the "consumers" is, therefore, partly personal. However, it does 

seem that as the emphasis within symbolic interactionism is upon 
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meaning systems, a strong case can be made for attempting to 

provide some insights into the experience of this disease. A 

final reason for· emphasising "consumers" is the belief that the 

balance of sociological research, to date, rests heavily in 

favour of the "provider"-oriented type (that is; upon health 

practitioners). As has been noted, this is partly a consequence 

of the historical devel6~ment of the sociology of health. 

The decision to focus upon the consumer is also partly po

litical. It is considered that provider-based research consti

tutes the investigation of powerful groups and that a focus upon 

health consumers constitutes research into the existence and ex

periences of powerless groups. Provider research traditionally 

focuses upon systems and thus, has a "medical" focus, this only 

serves to reinforce the technological fascination that surrounds 

the whole medical system. To the extent that it does this, it 

draws attention away from the "social" aspect of health and 

illness. What this means is that when the research balance is in 

favour of the provider type, the conception of the health field 

is limited to a consideration of medical issues. The tendency 

·then is to see all health issues in medical/technical terms. 

When this happens the social and experiential side of health is 

reduced to a side issue or, even worse, seen as trivial and 

addressable within the frame of reference provided by the 

medical/technical approach. It is considerations such as these 

that led to the decision to focus on health care consumers. 



54 

Epistemology and Method. 

The information that is gained in the field will be 

organised into a set of specific theoretical concepts. Within 

the grounded theory framework, these may be seen as the fundamen-

tals of a "substantive theory". These concepts will then be 

interpreted in the light of sociological theory. This stage 

diverges from that advocated by Glaser and Strauss (1967:79-98). 

It is their contention that theory can be generated by 

systematically abstracting backwards from the data. However, as 

has already been discussed, this is not considered to be an 

appropriate method for generating theory. 

Because there existed no general body of theoretical knowle

dge of direct relevance to this subject area, the fieldwork was 

begun in the "uncontaminated" manner recommended by Glaser and 

Strauss. This "unbiased" initiation of data collection clearly 

demonstrated that lack of theoretical exposure does not ensure 

value and assumption free research. It is more accurate to 

discuss what values and assumptions are being used than whether 

or not they can be eliminated entirely. 

There was no other sociological work on heart disease in New 

Zealand, thus the only source of general 1 "orienting" material 

was the substantial body of epidemiological literature on the 

subject. Unfortunately, these works paid only passing 

attention to the more significant social dimensions of their sub-
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jects. What this meant was that parts of the first interview 

were quite inappropriate for certain subjects. The result of 

this was that at times the interview had to be reconstructed as 

it progressed. This did not create any major difficulties 

however, as the interview was semi-structured in format. 

it allowed for considerable flexibility. 

Thus, 

An example of this problem was that a considerable part of 

the first interview related to the paid employment habits and ex

periences of respondents (most of the epidemiological research 

was based upon occupational groupings and also was primarily 

concerned with males(8)). This was based upon the belief that 

the "coronary-type" (see Chapter 2 footnote 2) actually consti-

tuted a majority case. Such an assumption and resultant 

questions meant that the retired and many of the women were 

excluded from that part of the interview. This group actually 

constituted about 45 percent of the final sample. 

This experience has reaffirmed the belief that the 

"unbiased" or "objective" collection of data is an impossibility. 

Indeed, it is considered that it should not even be discussed as 

an ideal toward which sociologists should strive. This holds 

especially true for those attempting to work within the interact

ionist tradition. 

There are three principles which are embodied in the work of 

Glaser and Strauss and which have guided this research from its 
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inception. These three principles are; that data should be 

gathered inductively, that theory and method should proceed 

together and that qualitative methods constitute the most 

appropriate tools for the gathering of sociological data. Before 

proceeding to a consideration of the research findings, it is 

necessary that the manner in which these three principles have 

influenced the research be addressed. 

The significance of these principles lies in their 

relationship to the validity debate, and this can best be 

explored via a comparison of the Burridge (1981) and the current 

study. 

1. inductive data gathering: 

By inductive data gathering is meant the initiation of 

fieldwork with as few pre-conceived ideas about what is relevant 

and significant to the investigation as possible. It is never 

possible to enter the field with no set ideas about what will be 

found. However, an awareness of the importance of a relative 

absence of pre-conceptions when combined with qualitative methods 

(discussed next) helps to ensure that the research is as 

unstructured as possible. This 

important because it allows the 

structure the interview in their 

lack of rigid structure is 

participants in the study to 

own way and to provide the 

details that are most relevant to them. This helps to ensure 

that the data gathered will reflect the reality of the 
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participants with quite a high degree of accuracy. 

The Burridge (1981) study began with the intention of 

establishing whether or not coronary rehabilitation was valuable. 

To do this it devised a set of indicators that the researchers 

considered would reflect this value. No rationale was given as 

to why these indicator's were thought to be the best indicators of 

programme value. The net result of this approach was to give the 

researchers a highly structured set of expectations as to what 

was significant about the rehabilitation experience. The 

fieldwork then consisted of the systematic and selective re

searching of these indicators. 

In contrast, the research for this thesis consisted of an 

exploration of the coronary experience. It also had an interest 

in coronary rehabilitation. Data collection consisted of long 

semi-structured interviews with respondents, observation in 

several coronary care units and participation in some of the 

coronary rehabilitation classes. The interview was structured by 

a chronological ordering of the events which surrounded the heart 

attack. This was used to provide an initial topic for discu

ssion. The interview was approached in such a way that it could 

range over a wide variety of topics and issues that respondents 

deemed to be relevant and significant to their experiences. 

The primary difference between these two approaches is that 

the latter allows the respondent room to structure the interview 
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her/himself. This means that each interview will reflect the re

ality of each individual respondent. It is only by attempting to 

come to a subjective understanding of these realities that any 

conclusions can be drawn about the value of coronary 

rehabilitation (which the Burridge study attempted) or about the 

coronary experience in general. 

2. qualitative techniques: 

The preference for qualitative techniques emerges largely 

from the emphasis upon inductive data gathering. By and large, 

qualitative techniques are semi or unstructured; they thus lend 

themselves more readily to inductive work than do the more 

structured quantitative techniques. As was mentioned in the 

previous section, lack of an a-priori structure is important 

because it ensures that respondents are given the scope to define 

material that is relevant and significant for them. 

The Burridge study utilised a variety of quantitative tech

niques. These centred around a structured, mailed questionnaire. 

The questions were designed to form indicators from which the 

value of coronary rehabilitation could be inferred. No room was 

left for subjects to express themselves; their reasons for 

choosing between the mutually exclusive alternatives were not 

even canvassed. 

in the way of 

subjects. Such 

This highly structured approach provided little 

an understanding of the experiences of its 

an understanding is essential if any conclusions 
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are to be drawn about the contribution which coronary 

rehabilitation makes to recovery. 

In contrast, by emphasising the subjective experiences of 

respondents, this thesis was able not only to draw valid 

conclusions about whether or not rehabilitation was valuable, it 

was also able to document the precise manner in which it was 

valuable and to illuminate the way in which this varied according 

to the age and sex of the participant (unfortunately it was not 

possible to document the way in which this varied according to 

the ethnic background of the participant). 

The foregoing clearly demonstrates the difference in depth 

of material and consequently, of understanding which is afforded 

by the two approaches. Techniques which emphasise the subjective 

realm are clearly indicated if the intention is to draw some 

conclusions about the value of a programme. 

3. theory and method should proceed together: 

The principle that theory and method should proceed together 

is more difficult to demonstrate. Furthermore, it is not 

possible to do this by comparing the Burridge and the current 

study; the Burridge study is not a sociological investigation. 

It was relevant to the last two principles because its subject 

matter was sociological. However, this final principle does not 

relate to subject matter, rather, it relates to the process of 
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research. As such it is of relevance only to works that are 

conducted within the sociological tradition. 

A major problem with much sociological research (especially 

interactionist) is that it is theoretically barren. That is, it 

does not locate its results within sociological theory more gen

erally. The result of this is that there is a large mass of so-

ciological data/research whose relationship 

theory remains unexplicated. 

to sociological 

It is the contention of this thesis that unless the attempt 

is made to integrate results back into sociological theory, re

search is not sociological. That is, it makes no contribution to 

sociological knowledge unless it is so integrated. There are 

many ways of doing this. The approach being adopted here is to 

interpret the analysis of' the data in the light of other socio

logical theories. This may be construed as an attempt to find 

out where this research "fits 11 into the general body of sociol

ogy. This may be interpreted as a divergence from the dictates 

of induction, but it is deemed to be an essential step if this 

thesis is to have a place within the sociological tradition. 

Approach used in this Thesis. 

The method being adopted in this thesis constitutes a 

combination of inductive/deductive reasoning. This process 

involves the following: 
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* a deductive step to define the problem. 

* the inductive gathering of data. That is; using the 

field-work approach and beginning the data gathering with as few 

pre-set definitions of what will be found as possible. In this 

way research is begun• with a "problem" area. This is then 

investigated in order to discover what are the relevant details, 

concepts and categories for those who participate as subjects in 

the study. This enables a "subjective" understanding of the re

search "problem" to be derived. This leads to; 

* the inductive development of a descriptive account of the 

material. This involves the derivation of categories 

(approxim~ting Glaser and Strauss'(1967) substantive theory). 

* the theoretical interpretation of this description. This 

involves the application of other theories to the research 

findings. This then provides a theoretical understanding of the 

research. 

Concluding Comments. 

This chapter began with a consideration of the validity de

bate. This provided the basis for a discussion of the approaches 
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taken by the four major sociological paradigms to the creation of 

knowledge. lt also provided the basis for the rest of the 

chapter which involved a discussion of the specific approach 

taken by this thesis. As was noted in the discussion, the 

significance of this debate is that the manner of its resolution 

largely determines the type of research that will be conducted. 

The discussion of the debate devoted some time to an outline of 

the way that it has been resolved in this thesis. 

Sections two and three provided a discussion of the inter-

actionist approach. This approach provided the basis for this 

thesis. 1hus, it was necessary that some space be devoted to a 

discussion of the contribution which it has made. A very general 

critique of the interactionist approach was also included in this 

section. 

The final section involved a discussion of the specific 

"problem" which this thesis has investigated. Included in this 

section was an outline of the epistemology and specific method 

which has informed the research and the analysis. 

Having located the research within the appropriate sociolog

ical tradition and outlined the nature of the "problem" and the 

method of investigation, it remains to consider the results of 

the fieldwork. Chapters 2 and 3 are devoted to a discussion of 

these results. 



Footnotes. 

1. For the writings of Dilthey in English see; 
and hodges(1954 and 1952). 

Rickman( 1961) 

2. A paradigmatic framework, in the Kuhnian(1974) sense, is 
being applied to the structure of sociology. 

5. Stafford's analysis is based upon the earlier work by 
Willis;Learning to Labour. This general approach is in turn 

. based upon the assertions of Wright(1976) that marxist 
concepts were testable and that they, thus, did not exist 
solely at the theoretical level as is often claimed. 

4. See, for example, hill et al(1977), Colling et al(1976), 
Mather et al(1976), Dellipiani et al(1977) 

5. One notable exception to this is Kuhn and wolpe's Feminism 
and Materiali$m(1978). 

6. Garfinkel is perhaps the best known sociologist working in 
this tradition. 

was conducted by Husserl, 
and predates symbolic 

7- Earlier work in phenomenology 
Merleau-Ponty and Schutz, 
interactionism. For examples 
see Filmer and Philipson. 

of modern phenomenological work 

8. See for example;Weinblatt(1966), Longstreet(1962), 
Karasek ( 19& 1), fviorris ( 1956), and Paffenbarger ( 1970). There 
is one exception to the emphasis of heart disease research's 
focus upon males and occupational groupings. That is a 
recently funded piece of research being conducted out of the 
Otago Medical School into heart disease and women. However, 
as with the above papers, this piece of research has an 
exclusively medical focus. At the time of writing the 
publication details of this research were not available, 
thus, it does not appear in the Bibliography. 



CHAPl.E.B Two: 

Results from lnterview Gne. 



The ~tructure of this Chapter. 

lhis chapter is concerned with a descriptive account of the first 

interview. lt has been divided up into seven substantive 

sections. These sections relate to the seven general areas used 

to structure the first interview. 

lntroduction. 

A general outline of the research undertaken. 

Research Design. 

A discussion of the methods used in the course of the fieldwork. 

These two sections provide general introductory information. 

History to the Heart Attack. 

This section looks at the time up until the onset of the attack. 

Specifically, it concentrates upon whether the individual 

experienced any warning signs, and if so, what was done about 

them. 

The Heart Attack. 

This section reviews the events surrounding the heart attack. lt 

pays particular attention to the differences in help-seeking be

haviour of the different groups within the sample. 

lnformation. 

The focus of section three is the informational/educative aspects 
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of the hospitalisation period. The functions ana effects of the 

educational programmes run by the coronary care units is e1lso 

discussed here. 

Behaviour. 

Section four looks at the changes in respondent activities 

resultant from the heart attack. It also discusses advice given 

about altering behaviour once the respondent returns home. 

The Return home. 

The return home highlights differences in return home experiences 

for the different sub-groups of the sample. This section also 

discusses the experiences of respondents' families once the 

individual returns home. 

F'amiiies. 

A section on the involvement of families has been included. 

Because not all families were able to attend the interviews, this 

section is brief and focuses upon hospital provision for family 

involvement, rather than the specific experiences of families. 

Rehabilitation. 

A major focus of this research was the role and value of cardiac 

rehabilitation. There is currently wide debate about the role, 

nature and effectiveness of coronary rehabilitation. 'lhis 

section discusses the attitudes ana experiences of respondents to 

rehabilitation in an effort to provide a aetailed basis upon 



which aiscussions about the need for cardiac rehabilitation can 

be premisea. 

lntroduction 

The research component of this thesis presents the results 

from the pilot study of a larger research project which inquires 

into the social context of the coronary experience. The 

intention of the research is to come to an unaerstanaing of the 

way in which a heart attack is experienced. An additional 

intention is to proviae some detailea material on the nature and 

value of coronary rehabilitation for those who have heart 

attacks. The following two chapters aiscuss the results from the 

pilot study. These chapters outline the significant findings of 

the interviews. This provides a base for the Chapter 4 which 

constitutes a theoretical interpretation of the research 

findings. In that chapter the major themes which emerged from 

the interviews will be aiscussed as they relate to general 

sociological theory. 

Chapters two and three have been dividea, somewhat 

arbitrarily, into discrete chronological sections. This division 

is for discussion purposes only. ln reality there is, of course, 

considerable overlap between each section. 
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Research Design. 

Thirty-nine respondents were selected for this research; 

ten were selected from each of three coronary care units in the 

~orth Island, and nine were selected from a non-hospital based 

coronary rehabilitation programme, again, in the ~orth lsland. 

Two interviews were conducted with each inaividuai over a perioa 

of three months. ln three cases the seconc interview aid not 

eventuate. This was due to the death of one responaent, and 

difficulties in arranging a mutually convenient time with the 

other two respondents. Three out of the four groups of 

respondents lived in centres other than that of the researcher, 

and this proauced some logistical problems which could not be 

resolved in two instances. 

The interviews were semi-structured. They were designed to 

enable respondents to express their views and relate their own 

experiences. The range of interview length was from fifteen 

minutes to three and a half hours. 1his range is somewhat 

misleading however, as only one interview was completea in 

fifteen minutes. This was of necessity, as the respondent haa to 

catch a bus to an outlying rural area which was poorly serviced 

by public transport. At the other end of the time scale, only 

one interview lasted three and a half hours. The other 

seventy-three interviews ranged between three quarters of an hour 

and an hour and a half. The first interview was conauctea with 



1-he respondent- alone, except in two cases where the spouse 

accompanied the rE:spondenL. 1his was due to some temporary 

mE:mory loss as a result of the heart attack, in the case of ODE, 

respondent, ana slight deafnc::ss, in the case of the other 

respondent. 

interview. 

~pouses were encouraged to attend the second 

ThE: purpose of this research is to document some of the 

experiences of individuals who have had a heart attack. 1hese 

experiences arE: then to be related back to general sociological 

theory to provide an understanding of the patterns that have 

emerged. Attention also focuses upon the role and function of 

coronary rehabilitation in the lives of those that have had heart 

attacks, and in the lives of their families. lt was intended 

that the experiences of the families would receive considerable 

attention by this research, however, the logistical problems of 

organising interview times that suited respondent, family and 

interviewer often proved impossible. Family members have been 

included whenever possible, but this has not 

consistent enough to yield meaningful findings. 

always been 

1he general 

aemographic characteristics of the sample appear in appendix 1. 
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history. 

Eighteen of the thirty-nine respondents had previously 

diagnosed cardiac-related conditions 1hese were either angina, 

hypertension, previous coronaries, or some combination of all 

three. Seven of these eighteen had had coronaries, two had had 

by-pass surgery and one haa haa surgery for an aortic aneurysm. 

The remainaer of this group haa angina or hypertension. 

Twenty-eight respondents had experienced some noticeable 

symptoms in the weeks prior to the attack. Twenty-three had 

experienced pains in the chest, arms or neck and five were 

noticeably irritable or tired. 

Nine respondents went to the doctor about their symptoms. 

Three of these were told to alter their behaviour (stop smoking, 

delay an overseas trip, and modify eating and drinking habits). 

Two responaents were recommended for tests (one, an ecg, was not 

done, the other was having regular blood tests right up to the 

time of the attack. Tnese tests haa revealed nothing considered 

to be significant). Three respondents were diagnosed as having 

other conditions; a sprained neck, a cold, the third was given 

painkillers. One respondent was being treated continuously, 

having had tests at Greenlane over the last six months. Only two 

out of the thirty-nine respondents were told that they were 

likely candidates for a heart attack. 



7 1 

1he reasoGs why respondents did not seek medical advice when 

symptoms became noticeable centre on two factors which can be 

summarised by the following quotations (1); 

"l didn't say anything to the doctor because I didn't 
want him to think that l was a hypochondriac or 
anything .•. and l had a horror that when he couldn't 
find anything that he would think that l was one of 
those grizzling old women". 

ano; "l never said anything to the doctor, and apparently it was 
alright because he never picked it up". 

The first quotation summarises the oecision-making process 

of most of the women and the younger men in the sample. The 

latter quotation was found. to be the basis for inaction in more 

cases of middle-aged and older men(2). These respondents felt 

that if there was anything seriously wrong with them, their 

doctor would pick it up without them having to say anything. 

The fear of being thought a hypochondriac recurred 

throughout the study in a variety of contexts. This constitutes 

a major theme in this study. It was found, for instance, among 

some respondents who did not read the information which they were 

given while in hospital. 1hey felt that reaoing about what haa 

happened to them would give the impression that they were 

"dwelling on it". lt also appeared when reticence about discus-

sing the attack and subsequent experiences with others who had 

had heart attacks was mentioned, again, for fear of being seen to 

"awell on it". 
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Another area where it was observea was in discussions about 

getting adequate rest ana not engaging in too much physical 

activity too soon. Bere it emerged as a desire not to be seen as 

"taking advantage of it" or "using it to get out of doing 

things". 1his attitude was not so much a response to pressure 

from others who were associated with respondents, as it was an 

individual reaction to the heart attack. Thus, it was very much 

an "internal" response on the part of the responaent to the way 

s/he felt others might see him/her. Gften it manifested itself 

as a desire to "prove that it hadn't got the better of me" or 

''there is still a bit of fight in the old codger yet". ln other 

instances it became apparent that this was very closely linked to 

the feelings about the type of image which respondents wished to 

project of themselves. For instance; it was observed as a 

concern that they were not seen as one of those "grizzling old 

women", irrespective of the fact that others did not see them in 

this way. 1his did not appear to be prompted by pressure from 

significant others (family, friends, employers), especially in 

the early months after the attack. ln fact, quite the reverse 

situation was observed; many responaents commented on the 

over-protectiveness of the people around them. 



lhe heart AttacK. 

The tables in appendix 1 summarise the events surrounding 

the heart attacks of the thirty-nine individuals studied. lt can 

be seen that the configuration of situations where heart attacks 

began fits fairly c1ose1y ¼ith the general patterns found in the 

population at l~rge. 1hat is; the maJority experienced their 

heart attacks while resting. 

Sc::eking 1:-ielp. 

Help-seeking behaviour, in the group studied, produced some 

interesting sociological patterns. 1t was founa that, far from 

being a random phenomenon, the choice of first "helper" aiffered 

quite consistently depending upon the age and sex of the 

respondent concerned. lhe remainder of this section addresses 

the issue of choice of first "helper". 

1. health professional was the first contact l21): 

Seven of these inaiviauals were either medically trained 

themselves (1 respondent) or there was a medically trained person 

close by when the heart attack began (6 respondents). Two 

respondents contactea a meaical practitioner in the belief that 

it was something otner- than a heart attack. Gne of these tnought 
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that it ¼as stomach ulcer trouble recurring. The other 

responaent was being treated for what was mistakenly believed to 

be nerve aamage. lt was two days after first medical contact (at 

accident and emergency) that this respondent was admitted to the 

coronary care unit. Nine respondents recognised the symptoms as 

being a heart attack, four of these had previously had one or 

more heart attacks. Gne of these responaents subsequently went 

into heart failure because the pains were incorrectly diagnosed 

on two separate occasions by emergency aoctors. Three 

respondents were at work ana their colleagues either sought 

meaical attention on their behalf, or instructed them to seek it. 

2. lag before meaical attention sought (1~): 

Three of these respondents sought medical attention because 

of the onset of evening. Eight sought attention because of the 

duration of the pain (as opposed to the intensity). Three 

respondents were put off seeking attention immediately because: 

lt was out of surgery hours and they 
aia not want to disturb the doctor 2 

A sign at accident and emergency 
insisted that patients see their own 1 
doctor first and it was out of surgery 
hours. 

One respondent was in town when the heart attack began. This 

inaiviaual forcea herself horn~, which was some aistance away, 



while she was having the attack. Once home, she contactea her 

general practitioner. 

3. other first contacts (5): 

One respondent sought the aavice of a neighbour who used to 

work for a chemist. One was discovered on the side of the road 

by a traffic officer. Another respondent, a female, sought the 

aavice of her female neighbour, and a final respondent contactea 

her daughter who rang the emergency services when her mother 

became unconscious. 

4. aiscussion: 

Women tended to ignore symptoms ana to wait longer before 

seeking help. Their first contacts were more often family 

members, friends (women) or women with some medical association 

(for example, one worked for a chemist). ~hen they aid have 

medical contact, they displayed concern that what was wrong with 

them was not serious enough to warrant medical attention. They 

were afraid of being seen as hypochonariacs, and thus avoiaea 

making meaical contact for as long as possible. 1hey tended to 

seek out a woman friend or family member to obtain some support 

and legi ti1uation that their symptoms were serious before making 

contact with medical personnel. lt appearea that their past 

experiences with meaical practitioners led them to believe that 

they woula not be taken seriously if they sought aavice. 



1he men who did not mention their symptoms to the aoctor 

genera1ly believed that it they were serious the doctor would 

pick them up. 1heir reasons for inaction were, therefore, quite 

different to the women's and, again, it is likely that their 

confidence in their practitioner's ability to discover illness 

springs from their past experience with their doctor. 

1he middle-agea group of men (50-~S years) aemonstrated the 

greatest willingness to seek out professional aavice. 1n some 

cases they were at work ana, thus, were in a situation where they 

either had to carry on, or have some meaical Justification for 

not acing so. Thus, medical justification of the illness was 

sought. It is also of note that this group more frequently 

recognised their symptoms as being indicative of a heart attack. 

1his group most closely approximated tne ''coronary type'' (j). 

Thus, they more readily associated themselves with the illness. 

This imagery which surrounds heart disease has become a recurring 

theme throughout this study (discussed in detail in Chapter 4). 

Women and younger men tended to look elsewhere for the cause 

of the symptoms. When the attack actually occurred they either 

didn't stop to think about what it was that was happening, or 

they attributed it to a pre-existing and non-heart relatea health 

problem. In other words, a heart attack was not 0een as a 

relevant or likely illness for them to succumb to. 
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All respondents trivialised ano triea to ignore warning 

signs (for example; minor chest pains, numbness in arms, angina) 

when they occurred. ~ven when the heart attack had been 

oiagnosed some refused to accept they had, in fact, had a heart 

attack. As one individual said; 

"l don't think that it was one of those coronary things 
that you go out feet first" 

Once again, the popular image at a coronary was uppermost in 

inoiviouals' minas. ~hen their experiences oion't "f'it'' that 

image, they tend to alter the reality to make it consistent with 

the image. Thus, they woula deny that it was a heart attack, or 

trivialise it by saying that "it wasn't a real heart attack". 

Information. 

Information Received. 

This section aeals with the information given to respondents 

while they were in hospital (jb respondents), or by a 

cardiologist, in the case of one responaent who was not 

hospitalised. lt is significant that by far the maJority of 

respondents commented on the need for, and value of information 

that was sensible to the layperson. Only three respondents 

received no information at all while 1n hospital. 1hus, 

discussion focuses upon the varying amount ano quality of 

information received by indiv1auals ana the reaction of 

respondents to this information. 



lo-hospital lnformation. 

a) Received Printed lnformation 
Did ~ot Receive Printed lnformation 

b) Received Verbal lnformation 

general talk 
specific discussion about heart 
disease and respondent her\himself 
no verbal information 

26 

12 
1 

ln addition to printed material, some coronary care units had 

organised audio-visual displays for patients. Responaents 

generally agreed that this was a superior method of presentation. 

lt was found that this method requirea less concentration than 

dia the printed material. Furthermore, respondents felt that 

information was easier to remember if they had heard it (as 

opposed to read it), and that it could be more easily recalled by 

glancing over the heart Foundation pamphlets at a later stage. 

In addition to this, some respondents simply aid not enJOY 

reading, nor did they find it a particularly easy method for 

gleaning information. Audio-visual presentation more closely 

approximates the primary learning medium in our society and was 

preferred by many respondents. 



Variation in Amount of Information Received. 

There did not appear to be any uniformity in the range of 

information (both verbal and printed) received by respondents, 

even for those who were treated in the same unit. The amount of 

material received did not even appear to be related to the 

informational needs of respondents. For instance; one 

respondent who was required to adopt a strict diet and to cease 

smoking received no information on either of these things. 

There were two factors which determined whether or not a 

respondent recieved the full quota of material. Those who fitted 

the, already mentioned, "image of a heart patient" did better 

than those who did not fit the image so closely. The second 

criterion for receiving the maximum amount of information was 

whether the individual was classed as a "good" patient, that is, 

those who, for a variety of reasons (4), fitted well into the 

hospital structure and assumed the role of patient with little 

difficulty. Often the inability to assume this role was 

determined by lack of hospital experience; respondents did not 

know what was expected of them. Difficulty in behaving like a 

"good patient" was also related to discomfort in the hospital 

setting: 

"um, 1 talked too much, knowing damn well, and that is 
my defence, that they are writing down in their notes; 
'hyperactive, talks too much' or whatever terms they 
care to put on it; 'obviously of a nervous 
disposition'. whereas what they don't realise is that 
it is brought on by them. And that you are not 
comfortable in that sort of situation11 • 
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Those who fitted the popular conception of a heart attack 

victim lthat is, male middle-aged executive-type) generally fared 

best in terms of getting reliable ano detailed information that 

they could understand. This was for three reasons. 

1. They accepted the diagnosis more readily, and thus 

adopted the appropriate behaviours with greater ease, 

quickly conforming to the good patient role. 

2. They demonstrated greater skill in dealing with the 

medical and nursing staff. This appeared to be primarily 

because the social background of these respondents and the 

staff were roughly similar. Respondents and staff thus felt 

more "at ease" with each other and their communication was, 

as a result, less formal and structured. Because the life 

experiences of these two groups were roughly similar, advice 

and discussion was more relevant than it was for respondents 

who did not share the same background. These respondents 

had also had more experience in dealing with professional 

people and thus knew 'how to ask' questions. Furthermore, 

they were not intimidated by the nospital setting to the 

same extent as were the other responaents. 

3. The hospital staff responded differently to different 

"types" of patient. This was reinforced by number 1, above. 

The quotation from a staff nurse which appears below (page 

82) provides some evidence of this. ln fact, further 
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inquiry into who those patients were that she no longer 

tried to educate, revealed that they were predominantly 

those from social backgounds to that from which she came. 

This is not to suggest that staff should, nor even that it 

is possible to, treat all patients in a broadly similar 

manner. However, what should be noted is that the manner in 

which patients are treated does have an effect on the way in 

which that individual and her/his family experience the 

hospitalisation. Thus, the precise manner in which patients 

are treated should be a matter of concern, as should the 

criteria upon which different types (that is; good or bad) 

patients are identified. 

Patient skill in dealing with medical personnel appeared to 

be a more reliable determinant ot the amount of information 

received than was patient need for information. Here, the 

middle-aged men, especially those of a professional background, 

fared the best. Most of the other respondents were reticent 

about asking questions, statements like; "Well they don't like 

you to ask too much, do they" were common among these 

individuals. This reticence was reinforced in some instances by 

staff attitude. One staff nurse interviewed said; 

"You can talk to some patients until you 
the face, and they still wont hear you. 
even trying with patients like that". 

are blue in 
It isn't worth 

Staff intransigence was not always the reason for failure to 

obtain information. The encouragement by staff to ask questions 



was common in all uniLs stuaied. however, almost as common was 

the statement that 

11 1 didn't know what to ask" 

11 t-1y mind just went blank" 

"well, questions don't spring to mind in situations 
like that" 

"it wasn't until I got home that questions started 
occurring to me". 

11 it was at the end of the consultation and 1 think that 
he had alreaay switched off. 1 don't think that he was 
really interested in what l was feeling". 

lt appeared that discussion, rather than a question ana answer 

type of structure would be the best methoa for imparting 

information. ln this context, it is of note that the meetings 

held by one unit for patients after they had left the hospital, 

was the forum where they felt most comfortable asking questions: 

"You find that everyone has the same sort of problems, 
that you are not on your own, what you are worrying 
about is something that everyone who has had heart 
trouble is possibly having the same problems with the 
same things. And it helps to know that it is not just 
you" 

"You find out that you are not peculiar" 

lnformation Value After Discharge. 

For the majority of patients the lasting impression of the 

coronary care unit was of general openness and information 

availability, even if individual respondents lacked the ability 

to extract this. ln Lhis context, the inability to extract 

information was seen as an individual problem raLher than a 

structural one that might relate to the way in which hospitals 



and coronary care units are organised. because it was seen as an 

individual problem, respondents saw themselves as being 

responsible for not obtaining sufficient and satisfactory 

information. Responses such as; "l probably should have asked 

more", "l reckon the information was there, it was just me" or "l 

am just a bit slow to catch on", ail locate the reasons why the 

information was not received or understood somewhere in the 

individual, rather than in faulty hospital proceaures which tena 

to assume equal levels of confidence and articulateness in all 

patients. 

hecall of information was, however, limited in all cases. 

lf the in-hospital eaucational efforts are to be of lasting value 

they need to reinforced at regular intervals after discharge. 

This is where the long-term rehabilitation groups have much to 

offer. These schemes provide a f~rum where material can be 

passed on, and where individuals can seek out advice in an 

informal and less intimidating setting than that proYided by G.P. 

or specialist consultations. They have the added advantage that 

they occur on a weeklj basis, and this means that contact is 

regular and personal relationships can be established among 

members and staff. The need for practical information and 

support was greatest once the individual returned home. It was 

here that aavice about the six weeks recuperation, to walk away 

from stressful situations, losing weight, ceasing smoking and so 

on, meet heaa on with the demanas of day to day living. Thus, it 

was here that the compromises between what is ideal (as aescribed 
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to responaents while in hospital) ana what is practicable were 

made. !-iorue was the sE::tting where al.L the major adjustments took 

place. ~or instance, old behaviour patterns had to be broken and 

new ones established. lnformation was considered to be of vital 

importance in achieving this; 

"lt is half your medicine is to find out what is wrong 
with you ... if they explain how your heart attack 
could have been caused by some of the things that you 
were doing, then that makes it easier to change when 
you iset home. xou have to know why you need to 
change". 

The rehabilitation programmes become a bridgehead linking 

the hospital with the "real life" situations of patients after 

they have returned home. Thus, staff involved in the programmes 

have the opportunity of coming to understand the practical and 

oay to day problems of the person who has had a heart attack. In 

this way the programmes have a unique advantage in that they give 

the health professionals some exposure to "real life" events, and 

this enables them to temper their advice with practical 

understanaing. ln addition to this, weekly contact with health 

professionals and other participants is of considerable value to 

the individuals themselves. These aspects of rehabilitation are 

considered in more detail in section seven which deals 

specifically with rehabilitation. 
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Type and Content of 1nformatidn. 

1he specific content of advice is also important; this is 

especially so for advice relating to the return home. For 

instance; a standard piece of advice given to women on leaving 

the hospital was, "to turn a blind eye to the state of the 

house". This advice proved to be useless as one woman explains; 

"Well that is all very well and gooa. Ana when you are 
in hospital you think; O.K. l can cto that. Going 
home meant that l had to stop myself from doing a lot 
of things that 1 hadn't had to bother about while I was 
in hospital. You are at home and you see things that 
want doing, naturally you have to stop yourself, or do 
them. Telling a person they oughtn't to ao them, and 
sending them home and having them in the house where 
they need doing are quite different things". 

The advice to simply turn a blind eye trivialises a vital 

area of the return home experience for many women. lt is also 

indicative of the general lack of unaerstanding, on the part of 

hospital personnel, of precisely what is involved in returning 

home for those who have heart attacks. what this meant, in 

practical terms, was that women rarely achieve the six weeks 

recuperation required for the healing of the heart. This 

sex-based difference in the quality of convalescence was 

highlighted by a statement made by one of the men in the sample. 

lt related to how different it woula have been if it had been his 

wife who had had the heart attack. 

"lt woulci be harder for women, l would say, to look 
after themselves like you are told to because they have 
still got to carry on with the housework and tne 
family. But old dad can bludge along because he knows 
mum is going to do all the work." 
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lnformation presentation also influencea receptivity 

patterns. For instance; the constant reference to "him" and 

"he", and line drawings of men in suits and ties (for example, as 

fauna in heart Foundation literature - see appendix 2) only 

served to reinforce the popular, but erroneous, image of a heart 

attack victim. These examples may sound trivial, but they are 

not. !'-1aterial presented to individuals while in hospital is seen 

as "expert" information. lt should come as no surprise, 

therefore, wnen this information reinforces all the popular 

imagery, that nonconforming individuals have aifficulty in seeing 

themselves as heart attack victims, ana in adopting the 

appropriate behaviours and attitudes. 

Hulti-media presentation of information was the most 

successful method of patient eaucation. This involvea 

audio-visual presentation which was then re-inforced by printea 

matter given to respondents to take home. 

11 1 am not a great reader, so if they hadn't given me 
that audio-visual thing and then said here's a couple 
of pamphlets, I wouldn't have read them." 

"They gave me some pamphlets and then they spoke to me 
about it, which was much better". 

One respondent appears to have haa the ideal experience: 

11 1 was quite surprised at how forthcoming they were 
with information. Starting right down in casualty, 
they told me what to expect while 1 was in the unit, 
how long l would be in the~e, what they would be doing" 

however; 

"lf tnere was contact with the aietitian department it 
didn't work particularly well in my case". 
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individuals respond differently to aifferent methods 

information presentation. To be effective range 

of 

of 

presentation formats would need to be employed in each individual 

unit. The audio-visual system proved to be widely preferred by 

respondents. This was not surprising as it constitutes the 

primary learning mode in society at large. lnformal discussion 

between a range of health personnel ana a number of patients and 

their families, conducted at intervals after discharge, was also 

favoured by a majority of respondents. 

A final dimension of this issue relates to the specific 

nature of information given. This refers to the focus of the 

material presented. Frequently respondents could recall being 

"told something about that", but the actual information was 

forgotten. This often related to the drugs which they were 

taking. It appeared that information was presented in such a way 

that the individual knew what the drug was for - "that one's for 

my blood", but did not know what the drugs actually did, or what 

the likely other effects of the drug might be. ln this way, the 

knowledge given was very selective and focused at a general 

level; a general description was often what passea as an 

explanation. The net effect of this practice was to withhold all 

but the most superficial of information, while still giving the 

appearance of information availability and accessibility. lt is 

likely that this was one reason why respondent recall of 

information was so limited - it was of such limitea relevance and 

use to them. 
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Verbal Information 

Returning to the data presented on pa~e 78; twenty-six 

respondents were spoken to in passing about their illness. 

Twelve were spoken to in detail; this involved having their 

illness ana related issues explained in language which they 

understood, or they attended a meeting where provision was made 

both for questions and for general discussion. Respondents 

expressed a definite preference for having some contact with 

health personnel after discharge. They also expressed some 

interest in meeting others who have had heart attacks to discuss 

various methods of coping. 

"l think that an exchange of ideas and information and 
what actually happened with them. It must help. And 
you can form your own opinions from that, and form the 
best way that you want to do things from what they have 
said, to fit with your own style" 

The value of this type of contact centred mainly around the 

fact that it enabled individuals to obtain support and general 

information, because; 

"lf you are like me, you don't like to bother the 
doctor unless there is something really wrong. So if 
it is something you can't quite put your finger on, you 
wont go" 

Such informal informational networks were favoured by the women 

in the sample. They felt more at ease in such situations and 

this reinforcement and support system closely resembled the 



networks which they used in their everyday lives. 1he interest 

in informal contact with others was often hampered by an intense 

desire not to appear to be a hypochondriac, or to be dwelling on 

the event. Often this desire led individuals to avoid mentioning 

things that could be of significance, or to perform tasks beyond 

their physical capacity, in an effort to prove that they are not 

'taking advantage of it'. 

The fear of being seen to be a hypochondriac nas been a 

pervasive theme throughout this study. lt is difficult to 

understand why it has exerted such a powerful influence upon this 

group of individuals. This fear seemed to be more characteristic 

of the men than it was of the women. It thus seems likely that 

it is, at least in part, a reaction to the threat of becoming 

dependant or physically weak. The women in the sample did not 

discuss physical restriction in quite the same manner. For them 

it was more a case of 'having to keep going anyway' rather than 

performing excessive physical tasks in an effort to prove that it 

has 'not got the better' of them. For the women, the fear of 

being seen to be a hypochondriac was quite specifically related 

to their encounters with health professionals. 1hey woula avoid 

such contact for as long as possible to be sure that 'it really 

was something serious'. 
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Unco-ordinated Nature ot lnformation ~ystems. 

within individual hospitals there appeared to be no overall 

structure for co-ordinating the diverse sources of information of 

relevance to a heart patient. For example, very few respondents 

realised that they could request to see a dietitian and that 

there were aists and recipes that had been developed specifically 

for people in their situation. The services of social workers to 

assist in the preparation of various application forms for 

benefits available also missed many patients. One hospital in 

the sample is developing what promises to be a valuable 

occupational therapy service. In cases where the nature of the 

work situation appears to be having an adverse effect upon the 

indiviauals health, the therapist makes contact with both the 

patient and the employer to attempt to improve or alter the 

damaging aspect of the job. This service also functions to make 

people in the workplace aware of the likely effects of the heart 

attack when the individual returns to work. It is to be hoped 

that this service will not be made available on a referral only 

basis, where the hospital staff decide who requires it and who 

does not. A referral system removes the final decision as to who 

receives a service and who does not, from the consumer and places 

it in the hands of a professional. Therefore, access to services 

is dependant upon professional recognition of need or desert. lt 

is by no means certain that all patients are equally able to 

demonstrate need (in the appropriate manner) in the consultation 

situation. 



lnformaLion and Families. 

"l was glad the family was there and I didn't have to 
explain it to them myself". 

"Well, your family is involved, l mean, inevitably. 
They must be". 
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This summarises the attitude of many respondents when questioned 

about contact between families and hospital staff. lt did not 

appear to be the specific policy of any of the units to involve 

families. Mention was made of the value of family involvement by 

both staff and respondents, but this apparently universal value 

was not reflected in the actual practice of any of the units 

studiea. The reasons for this omission are unclear. It seems 

family that although statements of belief indicate that 

involvement is valued, the focus of care is still at the 

individual level. This means that considerations of the group or 

social context are likely to be relegated to the periphery of the 

health professional's attention. 

Family members, especially spouses, were often encouraged to 

attend the rehabilitation classes, but they were never included 

in the proceedings. Thus, they saw little point in continuing to 

attend beyond the first session. This was unfortunate because 

there is much that could be passed on to families at these 

meetings. Cme wife expressed the desire to learn 



cardio-pulmonary resuscitation, but could fina no-on6 to teach 

her, unless she was prepared to do a full Red Cross first-aid 

course. Familial support and understanding are often essential 

if behavioural changes are to be accomplished and sustained. 

However, little systematic attention was given to the families by 

the health professionals. Ihe following quotation summarises the 

feelings of many of the respondents to this issue: 

"Well, l aon't think that they 
information 11 

were 

WODLD IT hAVE BEE~ hELPFUL IF THEY HAD BEEN 

given any 

"well, they are the ones that have got to deal with it 
when you go home". 

The lack of specific provision for family involvement when 

combined with the intimidation that many felt when dealing with 

medical personnel created a situation where families lespecially 

spouses) felt cut off from the whole hospitalisation process: 

"l have always been frightened to push forward. They 
don't always appreciate your wanting to know too much". 

Lack of involvement and adequate information has consequences 

that reach beyond the hospitalisation period. As such, these are 

consequences of which health professionals are, by and large, 

unaware. Things such as the household division of labour during 

convalescence and the, often very slow, return to health, involve 

the whole family, yet their role and needs are rarely, if ever, 

taken into consideration. 



Finally, Just as there are "gooa" patients it appearea that 

there were "good" kin. Gnce again, assignment to the category 

"good kin" appeared to be dependent upon the wider social 

background of the family concerned. Kin of the professional or 

middle class patient were (like the patient her/himself) more 

comfortable in the hospital environment ana demonstrated greater 

skill in dealing with and eliciting information from hospital 

staff than did families from other social backgrounas. 

Keeping lnformation 

Thirty-two of the thirty-nine respondents kept the 

information after they were discharged from hospital. Of the 

remaining seven, three did not receive any information of a 

printed nature, and four either did not take the information 

home, or they threw it out shortly after leaving the hospital. 

The four who did not keep the information did not see themselves 

as of the "heart attack type". Again, those who most closely 

fitted the image tended to get the most out of the material: 

11 1 still don't associate myself completely with having 
a heart attack. l know l did, but 1 Just don't see 
myself as one of those people". 

The way in which the image is reinforced by the information 

given by the hospitals has already been noted. it would seem 

therefore, that the image is fairly pervasive, existing not only 

in the public mind, but also in the minds of those involved in 
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the care of heart attack victims. it is ironic, but when r·eality 

challenges the imagery, it is the reality that is rationalised or 

conceptually altered so that it does not conflict with the image, 

rather than the reverse. Bor instance, the respondent quoted 

above, continued to disbelieve that he had had a heart attack 

(despite the fact that he accepted the diagnosis) because he 

aidn't see himself as the "heart attack type", and furthermore, 

his experience of the heart attack aia not fit with the popular 

image: 

"We didn't even have sirens or flashing lights" 

It would seem that although there is an abundance of information 

on heart disease, it is aoing little to dispel popular myth ana 

misconception. The result of this is that those who do not fit 

the image experience some considerable difficulty in accepting 

the fact that they have, in fact, had a heart attack. This is 

frequently exaccerbated by the fact that family and friends also 

have difficulty in reconciling the image with the reality. 

Those who find that they do not fit the image of a heart 

attack victim are likely to experience greater difficulty in 

conforming to the required behaviours. This is largely because 

once they leave the hospital the belief that it "really was" a 

heart attack becomes progressively more difficult to sustain. 

Rehabilitation classes have an important role to play here in 

that they continually reinforce the "reality" of the heart 

attack. They have the added advantage in that they give 
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inaividuals contact with others, ana this exposes them to the 

range of individuals who have heart attacks. In this way they 

are instrumental in aemonstrating the erroneous nature of the 

image of the heart attack-type. 

Behaviour. 

"Common Sense". 

"Common sense" was f~und to be an almost universal piece of 

advice given to individuals. It was also used by respondents as 

an explanation for a wide range of decisions made upon returning 

home. Although it appeared that all involved felt this to be a 

sufficiently explicit piece of advice, inquiry into what "commom 

sense" actually was revealed it to be an extremely diverse 

concept; we may all have common sense, but its properties differ 

markedly among us. For instance, one respondent, while discus

sing the reasons why smoking had not been given up said; 

"But I am 
reasonable. 
hurt?" 

not being silly about it. I 
l don't inhale much smoke, so how 

am being 
can it 

On the issue of aiet, a respondent who was retired and who 

indulged in minimal amounts of physical activity explained; 

"l was never a big eater, we have a fried breakfast 
every morning, that's been consistent over the years. 
Fairly typical l suppose, that's Just common SE;;nse". 
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1he appeal to use common sense, on the part of medical 

personnel, is reflective of the unspoken philosophy upon which 

medical encounters are based, 1his philosophy assumes that 

values and experiences (5) are shared by both patients ~nd health 

professionals, The assumption is made that common sense is 

everywhere the same; that it has uniform properties, l-iowever, 

in the current stuay such uniformity was not found. For 

instance, the stanaard six week span before returning to previous 

activities aia not take into account the special needs of women; 

11 tv1y family thought that if l was well enough to go back 
to work l was well enough to do all the housework as 
well. So that the day that l went back to work l had 
to take over all the household Jobs as well", 

Similarly, when aiscussing the return to work common sense is a 

frequently used piece of advice; 

"My doctor told me to be sensible about it, l-ie said 
that l could go in and potter around in the office. 
What 1 didn't tell him was that the office was an 
hour's drive away". 

There are three factors that bear mention in relation to the 

exhortation to use common sense. The first is that many 

respondents demonstrated a aesire to 'prove themselves' after 

returning home, This was not expressed in bizzare forms of be-

haviour, rather, it was found in the desire to resume established 

tasks and activities promptly after returning home, l-iere, 

commonsense may diverge sharply from what is sensible, given the 

fact that the individual has had a heart attack. Respondents 

often mentioned the fact that because their "minds hadn't had a 
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heart attack" it was difficult to be as physically restrained as 

was necessary. ln the initial weeks (the first three or four) 

after returning home, most respondents managed to restrain 

themselves from behaviour that might impede recovery. Weeks five 

to six often required inordinate amounts of restraint to conform 

to convalescing behaviour. By five weeks, "common sense" had 

often become a flexible guideline that could be used to justify a 

wide range of behaviours. 

1he second issue relating to this prescription, is that once 

common sense has been approved in one set of circumstances lfor 

example, with respect to diet) it tends to get extended to other 

areas of individuals' lives, especially those 

individuals are beginning to feel restricted. 

areas where 

Resumption of Physical Activity and the "~on-Typical" Patient. 

The conflict between the image of a heart attack and the 

reality of many respondent's experiences re-emerged in this 

section. Respondents who did not see themselves as the "norm" 

demonstrated some scepticism when given advice about returning to 

strenuous physical activities that they had previously enjoyed. 

In particular, they expressed scepticism about their physician's 

ability to assess whether such activities would place them at 

risk. They also suggestea that their physician seemed to be 

"against" that particular activity. This scepticism generally 
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teak the form of uncertainty as to whether medical staff actualiy 

understood what was involved in the activity. hespondents felt 

that because the more usual sporting activities associated with a 

heart attack victim were bowls and golf, anything involving more 

physical exertion tended to be rejected out of hand. Unfortu-

nately, considerations of confidentiality prevent case examples 

being cited here. 

1he significance of these problems lies in what they r~veal 

about the nature of the interaction between medical staff ana the 

non-typical patient. lt would appear that more sensitivity to 

the aifficulty which such individuals have in reconciling the 

image of a heart attack with the fact that they have actually had 

one, is needed. There are many ways in which this coula be acne. 

The, previously mentioned, imagery contained in printed material 

could be altered so that it acknowledges a wider range of heart 

attack victim-types. As as has been noted, this is the first 

source of authoritative material on heart attacks for many 

individuals. It is thus of critical importance in shaping the 

understanding which individuals develop of heart attacks. 

Changing Dietary Patterns. 

Diet emerged as an area full of conflicting and insufficient 

information; 



"They tola me to only have two eggs a week when l got 
out of hospital, but 1 got eggs for breakfast every 
morning while l was in hospitaL" 
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Respondents were tola to "lay off fats", "cut down on dairy 

products" or simply to "lose weight'', but they were rarely given 

sufficient information to be able to consistently keep to 

recommendea changes. A somewhat lengthy quotation from one woman 

who was attempting to restructure her diet captures all these 

problems: 

"They gave me a pamphlet that tells you to go onto a 
low fat diet, but it aoesn't tell you what sort of food 
to cook, how to cook it, what sorts of combinations of 
food you can make to satisfy yourself if you are not 
having the sorts of fooa you had before. Quick meals 
for those who don't always have the time to cook. They 
don't tell you what to replace • fast foods with. lt is 
very easy to fall back into old ways when you don't 
have the time, or when you just don't have enough 
information to know what to do". 

The Return liome. 

On leaving hospital the inaividual excnanges patient status 

for the,equally temporary, status of convalescent. Returning 

home also involves movement from an institutional setting, where 

role obligations and routines are structured and well defined, to 

a situation where ola roles and behaviours must be either resumed 

or abandoned. During this period the heart attack ana 

accompanying expe riences must be ass1m1lateo into the image which 

the individual has of her/himself. Thus, as well as being a time 
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of transition, the return home can be disturbing or unsettling 

for the indivioual. Feelings of insecurity at this point were 

quite common, tor returning home means leaving the security of 

the ward and its monitoring systems. Gften new behaviours and 

routines must be learned, for instance, medicine taking routines 

must be set and adhered to, diets often change, sometimes 

dramatically, and major behavioural modifications, such as 

ceasing smoking, must be unoertaken. ~P until this point these 

have all been organised by the hospital staff, but the return 

home sees the indivioual assuming responsibility for them. 

The Experience of women. 

ln addition to these common features of' the return home, 

there were differences in individual experiences. As in past 

sections, these differences clustered along age/sex lines. The 

women interviewed (whether married, single or widowed) 

experienced greater difficulty in returning home to their old 

roles than did the men. Housework comprised a major aspect of 

the lives of all the women studied. This required higher levels 

of physical exertion on a more regular basis than did the work of 

the men in the sample. This meant that they were required to 

alter or cease more of their usual home activities for the six 

weeks convalescent period. The advice commonly given to women 

relating to household activities has already been touched upon; 

11 1un1 a blind eye" does not constitute realistic aovice. ln 
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aaaition to this, it demonstrates an almost total lack of 

understanding of the reality of life outside of the hospital. 

housework constitutes a large and important part of the 

lives of the majority of women. To be told to ignore it, 

trivialises a central aspect of the experiences of most of the 

women who have this illness. The depth of this insensitivity was 

graphically aemonstrated in the case of one woman who was 

discharged home four days early (because of lack of bedspace) to 

a home with two teenage children: 

"~ell l wasn't pushing to come home because I felt that 
it was foolish to come home too early. 1 wont say that 
l wasn't glad to, 1 was, but l didn't even ask. The 
doctor came around and said; you can go home ..• That 
was exactly a week after I went in. 1 realised that 
going home meant that 1 had to stop myself acing things 
that l hadn't haa to bother about in hospital ••• they 
said that for at least the first few weeks l shouldn't 
do the cooking and washing and all the bits and pieces 
that go into doing housework. But telling a person 
that they oughtn't do them and sending them home and 
having them in the house where they need doing are 
quite different things". 

Families generally continued to perform household tasks for 

about two weeks after the women returned home. ln only one case 

(the husband haa retired) aid it continue for the full six weeks 

convalescent period, and for women in paid employment support of 

any kina cropped off sharply after they returned to work. 

"l think that it will all stop when l go back to work: 
If you are fit enough to work you are fit enough to do 
the house". 



11 \'ihat happened was that they seemed to feel that if l 
was home all day l haa plenty of time to do the house, 
ana if l returned to work then l was well enough to do 
the house as well". 
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The difficulty experienced by the women in performing 

household tasks ana in getting consistent help and support from 

their families is further complicated by the fact that they felt 

that they were failing in their role as homemaker if they did not 

ao all these things. This was especially so for the women who 

were not also in paia employment; in these instances housework 

comprised their only source of status. They hesitated to ask for 

help be;cause; "it is my job" and "l don't want to put an extra 

loaa on them". 1he result was that their health suffered. Wives 

in employment usually took time off work to look after their 

husbands once they returned home; this never happened for the 

women. Their experience of a heart attack reinforced their past 

experiences of illness more generally in that their individual 

health needs were subordinated to the support and nuturance needs 

of the family. As one woman said; "mum always keeps going". 

Here, the practical effects of a culture which defines women as 

care-givers in the family, but not as care-receivers, can be 

clearly seen. 
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~amilies and the Return home. 

The return home also highlighted the need fur family 

involvement in the entire process. Families need to know and 

understand what has happened and what to expect in the future. 

In the minds of most people, the function of a hospital is to 

cure the sick. Once an individual returns home it is usually 

assumed thats/he is no longer sick. Said one respondent; 

"l was surprised to find that when 1 went home 1 was 
still sick, that the hospital only kept me there until 
l was out of danger. Actually, getting better only 
started when 1 got home." 

Rarely were family members, or respondents themselves in 

many cases, made aware of the very real and difficult issues that 

they would have to resolve after they returned home. Once again, 

the advice given by hospital staff was superficial and tended to 

deny, or disguise the true extent to which the heart attack would 

influence the lives of all involved. 

Returning to work. 

The second major variation in return home experience was 

along employment-based lines. This section focuses upon the 

work-related experiences of those respondents who were employed 

prior to the heart attack. The professional men (there were no 

professional women) had little difficulty in getting the requirea 

time off work to convalesce. Once again, the group who fitted 
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the image had the fewest problems. Financially, the 

self-employed were the hardest hit by the heart attack. These 

inaividuals were ineligible for accident compensation and thus 

had to rely on the sickness benefit. Unfortunately, the 

application procedure for this benefit meant that there were long 

delays between submission of application and receipt of benefit. 

Consequently, some financial hardship was experienced in these 

cases. ln aadition to this, the staff of the Social welfare 

Departments concerned made the application proceaure humiliating 

and degrading. This led respondents to reconsider whether it was 

"really worth applying", again causing delays before the benefit 

was recieved. 

"at the moment I haven't had any money out of the 
Social welfare Department. They haven't sent me a 
cracker yet, apparently they have approved it .•• To 
start with l felt degraded by going there. The type of 
people that work there are not my kind of people 
anyway. Sol wasn't very impressed with them. So 1 
filled out all the forms, they had someone come out and 
talk to me. They weren't very helpful. I said that if 
l didn't get the benefit fairly quickly l would apply 
for the emergency benefit, and he said; Oh yes, if you 
haven't got any food in the house you can come up here 
and apply for it. Sarcastic thing. I thought that 
they were there to help us, but that wasn't the 
impression that L got. l felt that they were really 
degrading. 1 was completely reliant on them, and 1 
only get $65.00 a week, for all that hassel. They have 
kept me waiting a month. 1 really got worried and I 
said to them, you people are gain~ to give me another 
heart attack at this rate." 

wage earners and non-professional respondents usually usea 

up their accumulated sick leave. Often this was their 

accumulated entitlement for their entire working lives. Although 
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this meant that their pay continued throughout hospitalisation 

and convalescence, it did raise some concern as to how the 

individual would cope ifs/he required time off for sickness 

during the next twelve months. 

Returning Home For Those who Live Alone. 

Finally, the return home experiences of those who lived 

alone were significantly different from those of all other groups 

identified in this study. Although lengthy, the following 

quotation highlights the major problem areas for this group; 

"lt is something that 1 will always remember •••• ! did 
have someone to stay with me, a neice of a friend, she 
was 1S and a half. l had a great homecoming, there 
were people from the flats, and we had afternoon 
tea ..• l felt alright ••• Then they went and this little 
girl and l were left on our own, and that was 
alright ••• 1 wasn't worried because there was someone 
in the house •.•• Then the little girl came into the room 
and sat on the bed and cried because she was homesick. 
But 1 think it was having to see me as 1 was, when I 
had always been so bright. She went home, and 1 
thought; what am I going to do. l can't stay on my 
own, l can hardly walk around. That really frightened 
me. t-1y friend stayed the Friday night. And I thought 
what am 1 going to do, l can't stay on my own and l 
can't get anybody in .••. l hated being on my own, I 
kept going to the door and looking out. 1 got 
frightened ana my heart started to beat so fast that 1 
could hardly walk. 1 crawled to the door and had a 
little bell in my room. l got that, ana my heart was 
going so loud, it was banging in my ears. l got my 
dressing gown on and l crawled to the front door and 1 
rang and rang. And nobody heard, and then l saw the 
lady from one of the flats, she is deaf, and I prayed 
and prayed that she would hear me, she turned around 
and l beckoned her to come". 
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Although not all as intense as this case, all those those 

who lived alone experienced feelings of isolation and insecurity 

upon returning home. 1he hospitals in this stuay all insisted 

that those living alone either stayed with someone or had someone 

to stay with them for the first few weeks or so. This insistence 

helped somewhat, but the time when the individual again had to 

face being alone always arrived. It is in cases like these that 

tne rehabilitation programmes had much to offer. They proviaed 

contact which helped to bridge the transition from hospital to 

home. 

Families. 

The value of family involvement was frequently mentioned by 

those involved in the care of cardiac patients. lt was certainly 

considered to be important by those respondents interviewed for 

this study. Unfortunately, in most instances, family involvement 

in hospitalisation and post-discharge events appeared to be 

incidental or largely fortuitous. Nowhere was it a consistent 

part of hospital practice to involve the patient's family, 

although it was often mentioned as desirable. Even when spouses 

were encouraged to attend rehabilitation classes no provision was 

made for them to take an active part in the proceedings. ln 

fact, they usually ended up sitting in a corner of the room by 

themselves, just watching. Thus, it was unusual for them to 
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attena more than one class. Rarely were spouses seen as an 

integral part of the illness and recovery process, with legiti

mate fears of their own and often in need of reassurance and 

practical advice. 

Failure to constructively involve families further 

contributed to the individualisation of the heart attack. hore 

often than not the, potentially large, contribution which family 

members coula make in helping respondents to recover was lost. 

On a very practical level one wife noted; 

"But l do think a bit of information as to what to do 
in a cardiac arrest is essential. Patients shouldn't 
be allowed to leave the hospital until the well member 
has been given basic instruction as to how to do CPR. 
They tell you in the 'phone book what to do in an 
earthquake, but no-one tells you what to do if you have 
a heart attack". 

Teaching things such as this to family members could easily be 

aone within the framework of any of the rehabilitation pro

grammes. Furthermore, it would profitably use the time that is 

otherwise spent passively watching the participants. The classes 

could also be used to reinforce information given to patients and 

their families while the individual was in hospital. An 

additional function which they might serve would be to give 

families support and contact with others in their position. 

It is difficult to understand why more effort was not made 

to involve families for, as one respondent said; 



"Well, it is they who have to cope with it when you get 
home". 
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This approach is, however, consistent with other aspects of 

hospital practice. That is; it tends to deny the processual 

nature of disease. That illness has consequences and effects 

beyond the confines of the hospital is largely ignored. 

The evidence of this study suggests that it 1s important 

that there be some continuity between hospitalisation and the 

return home. Rehabilitation goes some of the way to providing 

this, but the programmes are still removed from the normal social 

context of the individual. Consistent family involvement in both 

hospitalisation and post-release care would provide the link 

between the illness and the ordinary existence of those who have 

heart attacks. The family has an important role to play in 

assisting the return to "normal" life and also in supporting the 

modification of behaviour. Often respondents lamented the fact 

that their families continued with old dietary and smoking behav-

iours while they were trying to give them up. 

individualisation of illness can be seen. 

Here again the 

By ignoring the 

context of behaviour and individualising the illness, hospital 

staff gave implicit support to the belief that ceasing smoking, 

or altering diet is part of the individual's treatment alone. lt 

is, therefore, not relevant to the family as a whole. lhis is 

not to suggest that hospital personnel intended their actions to 

be interpreted in this way, but in practical terms, this was 

their effect. 
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Rehabilitation. 

Introduction. 

The final area considered in the first interview was rehab

ilitation. ln three of the four groups studied group rehabilit

ation was an important comp0nent of the post-release phase. 

Each of the three rehabilitation groups were aistinctive. 

The first was short-term, running for six weeks following 

discharge. lt was run through the hospital's physiotherapy 

department, whose staff contactea patients while still in 

hospital and initiated some low level mobility exercises. These 

were to be done during the patient's stay in hospital. Once 

patients returned home they could attend weekly classes where 

they would do minimal amounts of exercise with other patients, 

This scheme also allowed time for group discussion of any 

problems or queries that had arisen during the previous week. 

Respondents perceived the primary function of this programme 

as giving them some continuing, contact after they had left the 

hospital. Its secondary function was to remind them of the value 

of exercise, which they should be making part of their daily 

routine. 1he link between the physiotherapy department and the 
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coronary care unit was more consistent in this group than it was 

in the other hospital-based group. ln both groups it was stated 

policy that all patients should have the opportunity of joining 

the classes. However, this group contacted and recruited a far 

higher percentage of patients than did the other group. 

The second hospital-based group was also run through the 

physiotherapy aepartment; coronary nurses were also rostered to 

attend the weekly meetings. The nurse gave aavice on issues that 

the physiotherapists were not qualified to discuss and also 

monitored patients when necessary. The primary function of this 

group was to monitor the exercises of the patients, which was 

done on a one to one basis (that is, a physiotherapist working 

with each patient individually). This group also ran a 

post-release evening meeting at which a variety of health 

professionals were available. lndividuals and their families 

were encouraged to attend this meeting. After a six week 

exercise period respondents could move on to a jogging class. 

This involved small amounts of jogging (ten to fif'teen minutes in 

duration) within the hospital grounds. Regular stress tests were 

also conducted on patients, and spouses were encouragea to attend 

this session. The aim of these stress tests was to demonstrate 

to patients and their spouses the farmer's physical capacity. 

This was usually in excess of what either had expected. 

This group was the less successful of the two hospital-based 

groups in making coronary care patients aware of its existence. 
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Almost half of the responaents aid not know about either, or 

both, the exercise classes or the evening meeting. 

The final group was non-hospital based. Thus, it relied 

more heavily upon word of mouth to recruit members. There was a 

lapse of approximately two months after release before 

individuals were permitted to join this group. lndividuals were 

first screened by a cardiologist who decided whether or not they 

would be able to cope with the exercises ana at what level lpulse 

rate) they should begin. The focus of this programme was on 

walking/running both as a method of conditioning the heart and 

body, and as a method of rebuilding confidence. lndividuals 

could attend up to a maximum of five times a week. The majority 

attended two to three times weekly. txercises were done inside a 

gymnasium, this enabled a group atmosphere to develop and also 

made monitoring easier. This programme also had developed a 

social club which had extensive and wide ranging activities. 

This enabled spouses and families to take part in the rehabilit

ation process. 

The fourth group of respondents was drawn from a hospital 

which had no structured group rehabilitation programme. This 

hospital ran what is described as rehabilitation on an indiviaual 

basis between the patient and her/his doctor. The coronary care 

unit ran in-hospital rueE::tings 1,hich spouses coula at tE:na to 

discuss various as~ects of heart aisease ana exercise. 
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Discussion. 

1his section addresses the issue of broup versus individual 

rehabilitation. hespondents in the first three groups were 

asked, why they attended the classes? hhat did they see as the 

principal advantage of participation? ~hat, if anything, could 

be aaded to them? Would they prefer an individual type of 

programme? Respondents in the fourth group were also invited to 

discuss the advantages and aisactvantages of individual rehabilit-

ation and whether or not they would attend group rehabilitation 

classes if they had the opportunity. 

1. group participation: 

11 1-iell, I think it is because it is there, you do it. 
If I had to get up each morning and go for a run, 1 
mightn't do it, or I might be running late, and I 
wouldn't do it. But with this, I just put it in my 
diary, the days 1 am coming here, and that is it' 1 
work my other appointments around it. The most 
important thing is that it is there". 

The above quotation encapsulates the most commonly expressed 

advantage of the group programmes. They are there; they exist 

specifically for those who have had heart attacks, ana they run 

at a set time each week. As the above respondent notes, the 

individual can plan around them, this ensures that the individual 

gets a set minimum amount of exercise each week. Most 

respondents felt that if left to themselves, they would tend to 

lapse once their initial enthusiasm had worn off. This feeling 

was reinforced by statements from respondents in the fourth 
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"But now I am back to work 1 am not so bored and l 
haven't had any exercise for a couple of weeks". 
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Thus, the concept of structure emerges. lt is an important 

concept for two reasons; it introduces an element of compulsion 

which respondents felt to be important in helping them to 

establish and maintain behavioural changes. 1he second important 

facet of structure is that it is controlled. The classes were 

all run by health professionals who monitored ana controlled the 

level of exercise of each individual and who were also available 

to answer any questions and worries that participants might have 

had. 

The element of compulsion is composed of two distinct parts; 

self-legitimation and other-legitimation. Self-legitimation 

refers to the fact that, because this activity is obviously 

sanctioned by professionals, individuals can justify to 

themselves taking time off from daily obligations to spend on 

self-related activities. Other-legitimation refers to the need 

respondents expressed to have a 'stamp of approval' on their 

daily exercise. In other words, it had to be seen as "necessary" 

and "functional", otherwise others (for example; employers and 

family) would see their taking of exercise as attempts to use the 

illness to "get awa.y with doing less" or to "malinger". The 

existence of a group to which they could be referrea by their 

doctors meant that this was, indeed, part of their treatment. 

Therefore it was necessary and would be tolerated. 
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These concepts are extremely important, and, in themselves, 

constitute sufficient justification for the continued existence 

of such programmes. More importantly, however, is the commentary 

which they provide on how society as a whole views individual 

health-directed behaviour which does not involve an element of 

medical direction. Taking time out from activities considered to 

be significant or important, to maintain one's own level of 

health, is not, it would appear, a highly regarded activity. 

Health care that does not involve a degree of professional 

intervention and control is not accepted as a valid activity: 

11 1 do not feel that 1 could take time off work, or from 
doing the housework to go for a run around the block. 
But if there was some place that l could go where 
people who have had heart attacks were doing those 
exercises, then 1 don't think my employer or my family 
would mind me taking time off to go to it, especially 
if my doctor approved of it". 

2. health as an active state: 

As mentioned above, health is not generally seen 

something in which the individual has a high degree 

as 

of 

involvement. It is usually seen as something which is restored 

by a professional trained in such matters. 

The 

"l didn't realise that exercises helped your heart, and 
your body too". 

existence of these programmes demonstrated to the 

participants (and their families as well) that health was more 

than the absence of illness. By participating in the classes, 

respondents learned that health was something that inaividuals 

can influence by their actions: 



"A lot of it was purely habit because we didn't realise 
that aiet was anything more than Just eating". 
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Thus, participation in the programmes established the link 

between between various types of behaviour and a range of health 

outcomes. The appropriation of individual control over health, 

through the denial or control of information, became clearly 

apparent through these interviews. Farticipation in the pro-

grarnm8s had the effect of giving individuals permission to look 

after their own health. lt did this by providing them with a 

source of information and then giving them the confidence to use 

that information on their own behalf. liealth was 

transformed into an active state. 

5. confidence levels:. 

"Perhaps it is because we are doing something. That is 
important 11 • 

thus 

Once health becomes something that the individual can 'do 

something about', a transformation takes place. Virtually 

without exception responaents expressed the belief that to "be 

able to do something yourself" was of great importance in the 

overall recovery. The degree of active involvement in the 

recovery proved to be a major determinant of its quality and 

extent. This participation gave individuals a confidence that 

was not shown by respondents who did not attend the rehabilit

ation classes. Again, the imagery which surrounds the whole area 

of heart disease was found to be of considerable significance. 
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Respondents generally believeo that a heart attack meant that 

they would be reduced to the status of a virtual invalid. The 

encouragement to exercise, to be active, and seeing others doing 

these things, changed their focus from invalidism to a return to 

health: 

"Last Friday there was a fella there, 
happy, l've never seen someone so happy. 
has taken me two and a half years, they 
here on a stretcher, l have just done six 
was so thrilled". 

and he was so 
he said; it 
brought me in 

miles. he 

The "cardiac cripple'' is well known to those working in the 

cardiac field. This phenomenon generally occurs when individuals 

feel no hope, are frightened and feel unable to control what 

happens to them. Rehabilitation groups, where individuals can 

see others "coming back", have an important role to play in 

helping individuals to avoid being trapped by this role. 

4. social, physical and educational aspects: 

This section discusses the major components of the pro

grammes. The value of the classes as a place where exercises 

could be learnt, practiced and controlled was undisputed: 

"because it is controlled. When I jog by myself l find 
it a little lonely in case something goes wrong. I 
basically come here for the controlled exercise". 

ln addition to this, the classes served a support 

reinforcement function; 

and 



"You can talk to someone about things before they start 
to really worTy you .••• ana you can come along here 
and your mind is put at rest." 
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This was important because most of those interviewed expressed 

some reticence about contacting their doctor, except in emergency 

situations. They used the staff at the classes to obtain answers 

to small day to day concerns, and to check whether their concerns 

were important enough to bother their doctor with. Without this 

intermediate and immediate source of advice, respondents would 

either put up with the worry until it went away or until it 

became intolerable. 

The social value of the rehabilitation classes centrea on 

the way in which they reinforced and supp~rtea individuals; 

"To hear someone else that might have the same sort of 
thing, well it is valuable because you know that it is 
not only you, you're not a freak, it is not only you 
that is doing these sorts of things". 

This was a frequently expressed sentiment. Those who did not 

find such contact and reinforcement valuable tended to feel that 

to show an interest in, or need for such things, would make 

others think that they were being hypochondriacs. Although this 

aspect of the classes did not have universal appeal for 

participants, it did serve an important function for a sizeable 

group. 
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The educative potential of rehabilitation was not developea 

to any degree by any of the programmes. Access to information 

was, however, a high priority for most of those who participated 

in the study. It constituted a commonly suggested addition to 

the programmes. Having discovered that there were things that 

they could do to aid their recovery and improve their level of 

general well being, respondents wanted to know more. Information 

and education was emphasised while in hospital, but seldom 

reinforced after individuals returned home~ Advice and 

information was freely available at the rehabilitation classes 

although this was largely on a random basis. ln short, there was 

no regular and explicit supply of information. 

A final value of group rehabilitation was that it appeared 

to help individuals to maintain behavioural changes. Losing 

weight ana ceasing smoking were the two principal changes 

required of respondents. As yet no universally successful method 

of giving up smoking has been developed. This is largely due to 

the fact that current techniques do not address the reasons why 

people smoke and the function which smoking serves in their 

lives. 1hus, there is a core of individuals for whom no 

technique is successful. 

For those, in this study, who were unable to give up, 

smoking constituted virtually the only pleasurable activity left 

after the heart attack. For instance, loss of employment and 

confinement to an unsatisfying home lire created feelings of 



119 

depression that were, in some instances, extreme. Nedical 

responses to this depression varied, but generally centred upon 

some form of psychiatric intervention. Requiring respondents to 

cease smoking, and their subsequent failure to do so only added 

to this depression. In no case was the source of the depression 

addressed by medical professionals. Nor did they provide any aid 

in modifying the unsatisfactory social context of the individual. 

Attention only focused upon the individual ana her/his inability 

to alter and come to terms with a changea set of circumstances. 

ln situations like this, requiring an individual to give up 

smoking, without attempting to alter the social context, or 

replace the smoking with another, equally satisfying activity, is 

not only insensitive, it also is potentially dangerous. 

The value of group participation in aiding individuals to 

give up certain behaviours is well known, and is used by groups 

such as weight watchers. Weekly "weighing in" and weight 

recording gives the individual something to aim at. It also 

provides a source of support when things such as weight plateaus 

are reached. This sort of goal setting and support in set backs 

is also of value for those trying to give up smoking. It is 

unfortunate, but none of the programmes studied, developed the 

full potential of group participation, as a technique of behav

ioural modification. 
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5. professional contact: 

Although in certain instances doctors encouraged respondents 

to make contact with them, should they have any worries, most 

were unwilling to do so. The reasons for this reluctance varied. 

where respondents believed that it was not a clear medical 

problem they felt the doctor was an inappropriate source of 

advice (for example, where respondents needed reassurance, or 

were suffering from minor amounts of depression and physical 

discomfort). ln cases such as these, respondents who were 

participating in a group programme received the required 

reassurance, those being treated individually endured their 

problems alone. 

Other common reasons for not seeking general practitioner 

advice were, feelings that the worry might be too trivial and 

also a desire not to waste the doctor's time: 

"they don't have enough time, they take your blood 
pressure, check that you are reasonably O.K. ask 
questions like; have your feet been swelling, have 
your hands been swelling, um, any other problems? 
which leaves you the opening but not the time. lf you 
have something that is niggling you, you think, Oh, it 
is too trivial. I wont bother. Unless the doctor can 
sense that there is something wrong you will go to the 
doctor and come away unsatisfied. The doctor has so 
many patients, they don't have the time. If you have 
got a room full of people in the waiting room, you 
don't feel like holding the doctor up for ten minutes 
while you have something explained to you. Not if you 
are a person who has sat in waiting rooms yourself, and 
face it, who hasn't". 
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Although doctors may, themselves, be keen to support their 

patients once they return home, respondents do not perceive the 

doctor's role in this way. The doctor's role is primarily seen 

in narrow, specifically medical terms; to check up on their 

hearts. Support and advice is sought elsewhere or not at all. 

"If there was a place separate, only you would need to 
have somebody who knew what they were talking about, 
because they could give out wrong information. l think 
that would be better than having the doctor trying to 
find out from a person. whereas if you went to one of 
those places it would come out in conversation. People 
are much freer talking in that sort of situation than 
they would be in a doctor's room". 

The above quotation was taken from an interview with a respondent 

who was from the individual rehabilitation group. This quotation 

spontaneously describes a central feature of the group rehabilit

ation schemes. 

Respondents in the professional occupations, and those who 

fitted the "cardiac image" fared the best in terms of attention 

received from general practitioners. In the case of the 

professionals, respondents often knew their general practitioner 

socially and had no hesitation in contacting them for aavice on a 

range of issues. Those who saw themselves as fitting the image 

were more willing to contact their practitioner for advice. 

Those who did not fit the image often felt that they were not 

taken seriously by their doctor; they felt that their problems 

were either trivialised or reduced to psychological problems and 

inadequacies: 



"l went to him one time when I was feeling really 
terrible and he just shrugged me off and said, Oh, you 
are tired, come back and see me again before you go 
back to work". 

"l went to see him, and he never even got up from 
behind his desk, 1 don't see how he can claim to know 
whether something is serious or not, when he doesn't 
even bother to come round to the other side of his desk 
to check me out" 

"l went to see him (specialist) one time up at the 
hospital. he said to me, Oh you are just one of those 
over-anxious types. He didn't even go back to his 
office and get my notes out, 1 don't even think that he 
remembered me. how can he know that there is nothing 
wrong if he doesn't even bother to find out who I am". 
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Experiences like these resulted in loss of confidence in medical 

practitioners as a source of advice and support: 

"l think that you lose a little bit of confidence in 
your doctor after episodes like that". 

6. individual rehabilitation: 

Group social activities do not appeal to everyone. This was 

apparent from interviewing respondents who participated in both 

types of rehabilitation. However, the advantages of group rehab

ilitation extend beyond the social contact which such schemes 

provide. Lower levels of compliance to behavioural changes were 

found in the individual rehabilitation group. This 

non-compliance stemmed from two sources. Firstly, the need to 

continue with the changes lost urgency the further away from the 

heart attack the individual got. A large drop off in numbers 

continuing with the behavioural changes was observed shortly 

after the six weeks convalescence period. 
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The second source of non-compliance relates to the concept 

of structure, as discussed in section one, above. This was 

especially so for the exercise component of the behavioural 

changes. Exercise is seen as recreation, walking, the most 

commonly prescribed activity, even more so. As such, it was not 

defined as something that individuals could legitimately do for 

an extended period of time. During the six weeks convalescent 

period it was accepted, but tolerance of it declined sharply 

after this point. Those who had a legitimate place where they 

could exercise (for example, the group rehabilitation classes) 

continued with the exercise beyond the six weeks. This was so 

even when the classes only lasted six to eight weeks. Those who 

did not participate in group schemes rarely continued with 

regular exercise for more than two or three weeks following 

discharge. 

The value of rehabilitation classes as a forum where 

individuals could check out any problems experienced after 

leaving the hospital has already been discussed. Respondents in 

the individual group often demonstrated uncertainty as "to whom 

they belonged" after they left the hospital: 

"l rang through to •.• (the cardiologist). The 
receptionist said you go to your G.P. So I rang him 
and he said go back to •••• (cardiologist). So I went 
back to him, and he said; perhaps you should go 
through •••• (the physiotherapist who had seen the 
respondent while in hospital). I said; what the hell 
would they know about heart attacks. He said ring them 
up. They told me to ring the G.P. 11 
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This was never a problem f~r those who participated in a group 

scheme, even after (in the case of the hospital-based classes) 

they were no longer attenaing. hespondents from these groups 

were in no doubt about who they would contact if anything was 

bothering them. As noted above, respondents from the individual 

group often spontaneously described a system like that operating 

in the other areas; 

"Mostly it has been left to me, um, l think that if 
there were something else, um, some place you could go 
to ask advice." 

"l think an exchange of information ana iaeas and what 
has actually happened with them, it must help, and you 
can form your own ideas from that". 

It is interesting to note that virtually the only reason 

offered for not wanting to participate in a rehabilitation 

programme, was a dislike of meeting a group of people who would 

continuously talk about their heart attacks. ln reality, this 

rarely, if ever happened at the classes; 

"Because we don't speak to each other about our heart 
attacks, we hardly ever mention it to each other". 

"But talking to these people, total strangers, eh, and 
talking to them, but only rarely about the heart 
attack". 

Conclusion. 

The experience of a heart attack is usually explained in two 

ways. It can be seen as a uniform experience. This involves the 

argument that if it is virtually the same physical or medical 
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event, it must be roughly the same sort of experience. 

Alternatively, it can be seen as a widely random experience bein~ 

as diverse and unique as human beings themselves. This chapter 

has provided a third way of understanding this experience. lt 

has suggested that the reality of the heart attack experience 

lies somewhere between that suggested by the other two 

approaches. 

The experience of a heart attack will be influenced, in 

part, by the unique characteristics of the individual concerned. 

However, what this chapter has shown is that this experience also 

has a structural dimension. This means that the experience of a 

heart attack will differ aepending on the social groups to which 

an individual belongs. 

The analysis of the first interview also demonstrated that 

the experience of a heart attack will be influenced by the nature 

of the interaction between the individual and significant others. 

The most significant interaction in this context is that between 

the individual and health professionals. Two things were found 

to influence this interaction. The "imagery of a heart attack" 

was instrumental in determining the nature of the interaction, 

and thus the experience of the individual. This imagery defined 

one group of indiv~duals as the norm, and by implication it 

defined those who did not conform as deviators. 
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Interaction was also influenced by the social group origins 

of the individual. Thus, inter~ction was quite different between 

males and health professionals than it was between females and 

health professionals. lt was also different between young males 

and health professionals than it was between older males and 

health professionals. Within these groups the nature of the 

interaction was more nearly uniform than it was between them. 

The "imagery of a heart attack" also directly influences the 

way a heart attack is experienced. while most individuals were 

found to subscribe to the imagery prior to the heart attack, not 

all those who have heart attacks actually conform to it. lhus, 

for some individuals the experience of the heart attack is 

punctuated by a degree of personal conflict. 

A major contention throughout this research has been that a 

heart attack is a social process, not an event located at one 

point in time. Chapter 3 is devoted to an examination of the 

material gathered in the second interview. This interview took 

place some three months after the first. It was thus intended 

that it would provide information on the influence (if any) of 

the heart attack some distance from the initial event. This is a 

time when the individual is supposed to be some considerable 

distanc~ to complete recovery and the regularity of contact with 

health professionals would suggest that the individual is 

"cured". 
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footnotes 

L Note on use of quotation marks in text: 
The use of " " inciicates a verbatim reproduction of part of 
an interview. 
The use of inciicates a summarising statement which is 
representative of the views of two or more subjects. 

2. lt was found that the sample was composed of three distinct 
groups. These recur throughout the following three chapters. 
The three groups are; women, younger men (under 49-SO years) 
and older men (over 50-51 years). 

5. 1he imagery which surrounds the whole area of 
has become a major theme in this research. 
dealt with in considerable detail in Chapter 4, 
discusses the maJor themes which emerged from 

heart disease 
This will be 

this chapter 
the research. 

As this theme appears in numerous places throughout this and 
the following chapter, some preliminary discussion of it is 
warranted. lt has been found that there exists a very 
precise and widely held definition of what heart attacks are 
like and who has them. Those who have heart attacks are 
generally believed to be male, middle-aged (approximately 
45-60 years), of professional/executive employment status, 
physically unfit and tending towards obesity. This 
constitutes the "coronary-type" or the "popular image of a 
heart attack victim". In addition to there being a 
"coronary-type", there is also a widely held conception of 
the standard heart attack. This is a sudden massive pain in 
the middle of the chest which is of short but intensive 
duration and which renders the encumbent unconscious. This 
image is, in fact, partly traceable to the words commonly 
used to describe this illness, that is; "heart attack". The 
imagery which surrounds heart disease is powerful and highly 
resistant to modification. 

4. Those who were most readily classed as "good patients" were 
the responaents who most easily accepted the fact that they 
had had a heart attack (that is; those who fitted the image) 
and who had little difficulty in assimilating this experience 
into their own conception of themselves. These individuals 
adopted the appropriate behaviours more easily and thus, were 
seen as good patients. Those who haa difficulty accepting 
the diagnosis and fitting it into their self-image were less 
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likely to "behave properly" (that is; follow the hospital 
routine and display and interest in learning about their 
illness). 1hey were therefore, more likely to be classed as 
"difficult patients" and were treated accordingly. This 
usually entailed staff spenaing as little time as possible 
communicating with them and their families, and perhaps not 
responding as sympathetically as they otherwise would, to any 
problems which arose. 

5. This common background again relates to the image of a heart 
attack victim. See footnote two. 



CHAPTER THREE: 

Results from Interview Two. 
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The Structure Of 1his Chapter. 

lntroauction. 

This section provides a short introduction to the second 

interview. 

Rehabilitation. 

1his section is composed of four major parts. Each part deals 

with a long-term consequence of rehabilitation. The final part 

of this section provides some summarising comments on the role of 

rehabilitation. 

Medical Contact. 

1his section provides a discussion of the nature, effects ana 

limitations of medical contact as an alternative to structured 

group rehabilitation. 

Keeping to Changes. 

There are three major parts in this section. The first two 

consider the maJor determinants of the failure to aaopt and 

sustain behavioural changes. 1he final section consiaers the 

wider effects of the attempt to effect changes in lifestyle. 

Personal and Social Effects of the Heart Attack. 

The final substantive section in this chapter involves a 

discussion of the long-term personal and social consequences of 



the heart attack. 

Conclusion. 

The chapter finnishes with some brief concluding comments about 

the heart attack's long term effects. 

lntroduction. 

The second interview occured three months after the first 

meeting and focused upon the period that intervened between the 

two interviews. It inquired into the attitudes and feelings of 

respondents to their experiences since the heart attack. Much of 

the information gained in this interview reinforced trends and 

patterns that were eviaent at the first meeting. In addition to 

this, important information was extracted that is rarely obtained 

in studies of illness. This information relates to the life of 

the individual and family some time after the illness event. 

F'rom three months post-discharge onwards little consistent 

contact is sustained between individuals and health 

professionals. The assumption that tends to be drawn from this 

is that the illness no longer plays a significant role in the 

life of the individual. In some cases this holds true. however, 

for the majority of indivi~uals the effect and influence of the 

heart attack is ongoing over a considerable perioa. To be sure, 

medical checks ana the refilling of prescriptions often continues 

after three months. however, this contact is of little use in 
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providing support and information for the individual. Thus, the 

second interview provioes valuable and rare insights into the 

lives of those who have had heart attacks, and of those closely 

associated with them. 

Rehabilitation. 

introduction. 

A major focus of this study has been the role and value of 

cardiac rehabilitation. The results from this part of the 

inquiry will be considered first. The two hospital based 

programmes were of six to eight weeks duration. Thus, by the 

second interview respondents were no longer attending. The 

individual hospital-based programme, of course, had no specific 

provision for formal post-discharge follow-up (other than G.P and 

specialist consultation. On average post-discharge medical 

checks took place at three monthly intervals for all respondents. 

The non hospital-based programme had no set cut-off point, and 

six out of the original nine were still regularly attenaing the 

classes. Of the remaining three, one had died, and the other two 

were no longer attending because other commitments had a prior 

claim on their time. Thus, for over three quarters of the total 

sample, regular (week~y) contact with health professionals had 

ceased. 



Discussion with respondents about problems experienced 

(uncertainties, fear, lack of confidence), and the need for 

information, both relating to general health and heart-related 

matters, revealed that there was a definite relationship between 

participation in some type of formal rehabilitation and the 

ability to cope with a range of problems and issues. The nature 

of this relationship was such that the higher the degree of 

involvement of the individual, the greater was her/his ability to 

resume a satisfying lifestyle, to cope with a variety of 

problems, and to be able to obtain access to a range of 

information, to name some of the more important facets of the 

post-release experience. Of course, this did not obtain in all 

cases. There wefe responaents in the inaividual rehabilitation 

group who experienced no problems. However, it should also be 

noted that in no case was participation in the group 

rehabilitation classes a negative experience. All respondents, 

without exception, commented on the advantages derived from 

participation in an organised programme. Obviously, the specific 

value of participation differed for each individual. Broadly 

speaking, however, the advantages were grouped around the six 

maJor areas discussed in the section on rehabilitation in Chapter 

2. 

The general :unctiQn of rehabilitation has alreaay been 

aiscussed. This section will, therefore, deal with the specific 

function of rehabilitation in the long term. As stated in the 

introduction to this chapter, research rarely inquires into the 



long term effects of a particular service or treatment. 

Furthermore, on those occasions where research has focused upon a 

time some distance from the initial event, the techniques used 

have paid no attention to the wider social and experiential 

context of the participants. Thus, there is little information 

on the way in which an illness is fitted into the social context 

of the individual, the family and significant others, ana on the 

long term effects which this illness has on these people. 

However, this should not be taken to mean that it does not have 

such effects. ~ven at the time of the secona interview, the 

impact of the heart attack and the hospitalisation period were 

still clearly evident. 

Discussion. 

1. milestones: 

Recovery is a process. In the case of a heart attack this 

may cover months or even years. Contemplation of such a time 

span can, in itself, prove to be distressing. Establishing and 

reaching milestones proved to be an invaluable part of recovery 

for many of those interviewed. The precise nature of these 

milestones ,aried in each individual case, but, in general terms, 

they centred around increasing physical endurance and levels of 

confidence. These two factors were, of course, inter-related; 

as physical limits expanded, self confidence increased, and as 



self-confiaence increased more physical activities were 

attellipted. This was especially the case where the individual had 

some regular contact with a rehabilitation programme. Regular 

contact and monitoring of exercise, as it is being performed, 

reassured individuals that they were not over or under-extending 

themselves. oy working through a group programme that was 

gradually increased, individuals could see that they were 

improving. 1he regular increase, though slow in many cases, of 

both the level of exercise in the classes, and the range of 

activities attempted at home, played an invaluable role in the 

personal recovery of the individual. Indeed, increasing physical 

capacity often became a crucial measure of recovery. 

The value of the programmed setting of goals operated at two 

level~. Firstly it functioned at the individual level; here 

gradually more and more physical activity was attempted. 

Secondly, it operated at the social level; by participating in a 

group activity the individual could see others at differing 

stages of recovery. This provided a degree of reinforcement; 

individuals could see that there would be progress: 

"Yes, yes. 1 find myself now, instead of walking 
around the flats, I find myself running a bit. First I 
would just walk slowly. Yesterday 1 was smiling to 
myself, I thought, look at me. If it wasn't for coming 
in here 1 don't know how 1 would have got on." 

"Yes it was handy, of course when 1 first went there I 
was doing very little. I went up there in the first 
week, well 1 was rather tottery at that time, but I was 
alright, I get stronger each time •.. sort of learnt too, 
by what others were doing. 1 think you learn a lot 
that way."-



"One of the things that the other people spoke about 
was comradeship. That there were others who haa had 
the same thing and they felt that it was good to get 
amongst them and talk and find out that they were at 
different stages of recovery. I felt that what they 
were saying was; 1 can't walk to my letterbox now, but 
that person can walk down to the end of the street, so 
I will be like that one day. And so it gave them hope. 
1 think that that was what they meant by comradeship, 
because we didn't cuddle or hold hands or anything like 
that". 

2. individuals learn how to "operate" the system: 

This prolonged and informal contact with health 

professionals had the additional effect of demystifying, to a 

degree, the medical structure and the world of health care. Of 

course, this demystifcation was limited by the fact that rarely, 

if ever did a doctor participate in the classes. However limited 
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the effect was, it was still important. Almost in spite of 

themselves (for it was never an explicit intention), the 

programme structure demonstrated to participants that there was 

information that was accessible and meaningful to laypeople. 

Respondents learned, for instance, that there were dietitians in 

the hospital who would talk to them, or that they could make an 

appointment to see the occupational therapist. ln short, 

participants learned how to operate the medical system. The 

following quotations provide some case examples of this: 

"WHERE WOULD YOU GO TO GET ANSWERS TO (a variety of 
topics)?" 

"I would go to the dietitian and ask"(on diet) 

"I would ring the nurses in the coronary care 
unit"(worries about the heart) 



"l reckon that those girls in the physiotherapy 
department would tell me"(related to exercise) 

Those who participated in the programmes were better able to 

extract information and get access to advice than were those who 

did not. Programme participants were more confident that their 

worries or questions were legitimate and that they were entitlea 

to answers. The inaividual rehabilitation group demonstrated 

inferior recall of information received while in hospital. ~hile 

all respondents could remember that there was an abundance of 

material, the actual information was often forgotten. Thus, 

those who participated in the rehabilitation classes had the 

advantage that the information could be reinforced at intervals 

after discharge: 

"Well, 1 wasn't quite myself while 1 was in hospital. 
Perhaps 1 couldn't absorb as much. You are not 
conscious of so much. You are more conscious of what 
the illness is doing to you, more so than when you get 
out, what you are and aren't going to be able to do, 
you don't think about that. But as time goes by you 
get over that initial bit and you can think about other 
things. See, questions don't really occur to you while 
you are in hospital, and you tend to forget a lot that 
you were told in there". 

The weekly contact provided by the classes gave respondents 

a forum where they could exchange information with others. This 

enabled the reinforcement of information given while in hospital. 

The classes also provided a check; those who may have missed out 

on material in hospital had a second chance to receive it. Thus, 

the number of individuals who received educative material was 

higher in the formal rehabilitation groups than it was in the 



individual rehabilitation group. 

j. reinforcement of information teaches a method of coping: 

Without exception, respondents commented positively on the 

ready availability of printed information while in hospital. ln 

a minority of cases verbal information was also received. lt was 

found that there was quite a high degree of variability in the 

quantity and quality of information (all types) given to 

individual respondents. Differences in the amount of information 

given was found to vary according to the social characteristics 

of the individual concerned (for example, age and sex). These 

findings have been discussed in detail in Chapter 2. The 

suggestion here is not that all individuals should be treated in 

a uniform fashion. Rather, the contention is that the specific 

manner in which individuals are treated does have an effect, and 

that this effect is ongoing long after the individual leaves the 

confines of the hospital. That is to say; the nature of the 

interaction between patient and professional, far from being 

neutral in effect, can have a pervasive influence on the 

subsequent experiences of the individual. lhus, care should be 

taken to ensure that patients are not treated on the basis of 

their social characteristics and the assumed needs or problems 

that these are taken to imply. 

Formal rehabilitation, by requiring at least one face to 

face personal contact hour per week between individual and 
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practitioner, ensured that some minimal amount of information was 

regularly passed on. The value of this interpersonal 

communication was primarily that information that had previously 

been discussed in general terms was made relevant to the 

individual's own specific situation. When specific problems 

arose, the individual could see how they were handled. Thus, 

respondents learned a method for coping that could be applied to 

a wide range of issues. This method was all the more valuable 

because, having learned it from the "experts", respondents felt 

that it was safe, and that it would work. here again, the need 

for reinforcement once the hospital phase is over can be clearly 

seen: 

"Yes, yes. I knew that (physiotherapist) was there, it 
was like a calm. I had a turn, it was quite painful 
and it did fill me with a little bit of fear. It 
didn't ease up all morning. I took two of the little 
pills you put under your tongue, they didn't work. But 
(physiotherapist) said to me that I could have taken 
more, but I didn't know that then. 1 came up here the 
next day to the classes. (Physiotherapist) looked at 
me and she knew that there was something wrong, and she 
made sure that 1 told her. She told me to go and lie 
down for the afternoon, and she told me to make an 
appointment with the doctor". 

"They make sure 
putting them out. 

that you don't feel like you are 
Even if it is only for reassurance". 

"Yes, I learnt a lot about being able to diagnose, if 
you like to say it, my pulse rate, and angina symptoms 
through over-exertion. My awareness of my own 
capabilities has improved". 
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4. exercise: 

Exercise was a major component of all three rehabilitation 

programmes. At the second interview twenty of the thirty 

respondents from the rehabilitation classes were regularly 

setting aside time to do exercise specifically intended to 

improve their health. Many respondents commented that, rather 

than being onerous, this exercise maae them feel better in 

themselves physically. They also noted that it provided them 

with a regular source of relaxation; this was a time when they 

shed all their daily obligations, and did something that was 

entirely self-directed. A transformation of considerable aegree 

had, thus, taken place in their attitudes. The experiences of 

the last three months had transformed health from a passive to an 

active state for these individuals. The other ten respondents 

who had not continued with exercise felt that they were getting 

enough exercise in their daily activities. These individuals 

generally saw the exercises as being part of the initial 

treatment for a heart attack which finnished when the classes 

finnished. That is; they did not consider that the exercises 

were designed, in part, to promote a more generally healthful 

lifestyle. 

Three respondents in the individual rehabilitation group had 

set aside time for exercise on a daily or weekly basis. Th~ 

other seven were either not aware that exercise was something 
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that indiviauals who have had heart attacks did, or felt that 

their work ensured that they got satisfactory amounts of 

exercise. 

The significance of rehabilitation programmes in 

establishing a personal routine of exercise can be clearly seen 

from the above results. Even if the physical value of exercise 

for those who have had heart attacks is disputed, the testimonies 

of the respondents in this study bear witness to the value of 

exercise as a method for 

well-being. 

?. social contact: 

increasing levels of personal 

Contact with other participants was never maintained once 

attendance at the classes had ceased. Thus, at the time of the 

second interview only those in the non-hospital based programme 

still had contact with others. Although not all respondents felt 

that they benefitted from social contact, there was a significant 

number who did. For these individuals, contact with others 

abruptly ceased at the conclusion of the programme. 

The benefit aerived from contact with others was twofold. 

By listening to others talk, respondents realised that "you are 

not alone what is bothering you is also bothering others". "You 

are not peculiar". The affirmation that the worries were 

legitimate and acceptable was extremely important. In a 
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disturbing number of cases there was a very real fear of being 

seen as a hypochondriac. The second value of social contact 

became progressively more important the further away from the 

heart attack the individual got. lt appeared to be extremely 

difficult for family and friends to sustain an interest in the 

heart attack and subsequent recovery. The rehabilitation 

classes, with the social contact they afforded, provided 

individuals with an outlet where the achievement of each small 

goal could be applaudea and seen as significant. The 

rehabilitation classes, especially the long term one, gave 

respondents contact with a group of people who had continuing 

interest in their small day to day victories. 

6. some concluding comments about rehabilitation: 

Although rehabilitation will be discussed in some of the 

following sections, a few brief concluding remarks about the 

concept of cardiac rehabilitation will be made here. 

The first point to be noted is that organised cardiac 

rehabilitation is neither essential nor valuable for all those 

who have had heart attacks. Some individuals experience no 

adverse effects from the heart attack and, upon returning home, 

resume in large degree, their previous liiestyle. However, this 

occurs in very much a minority of cases. Because it does not yet 

seem possible to predict who will benefit from rehabilitation, 

the preferred course of action is to give all individuals the 
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opportunity to participate in a programme. lt was also apparent 

from this research that effort should be expended upon providing 

a similar service for families, especially spouses. The 

experience of families is discussed in more detail below. 

There is a tremendous diversity in the nature of 

rehabilitation programmes. Precisely what type of rehabilitation 

is offered depends largely upon the priorities and aims of those 

providing the service and upon the resources available. As has 

already been shown, the consumers prefer some post-discharge 

contact to none at all. Their major areas of concern focused on 

the need for ongoing educative material that is both accessible 

and understandable, a place where they can do monitored exercise 

(this fulfills the need for some compulsion, and for health 

professional control and legitimation), a forum where they can 

ask questions and have some contact with others who have had 

similar experiences. 

There appeared to be no reason why such a service should be 

provided by a hospital. lndeed, there is much to recommend some 

form of self-generating group run by the individuals themselves. 

However, some initial input by hospital staff and other health 

professionals is essential if such programmes are to be 

successful. Only they can provide a monitoring service and 

medical advice, and without their legitimation it is unlikely 

that any such group would be able to survive in the community. 

ln addition to this, it is important that rehabilitation be seen 
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as part of the health service. This type of programme represents 

an attempt to rectify the current imbalance within the medical 

system which focuses upon bodies and diseases to the almost total 

exclusion of the people who inhabit the bodies and experience the 

diseases. 

Medical Contact. 

Medical contact is the reverse side of the rehabilitation 

coin. Opponents of cardiac rehabilitation cite the frequency and 

quality of individual-G.P/specialist contact as conclusive evi-

dence that rehabilitation is unnecessary. It is important, 

therefore, that the precise nature of medical contact be criti

cally examined. 

As stated above, it is often argued that family doctors 

provide sufficient contact, support and advice to meet most of 

the heart patient's needs. This study found no evidence to 

support this contention. Although G.P's often see themselves in 

the role of the "old family doctor", this image is shared by only 

a very small minority of patients. Thus, even if general 

practitioners are competent enough to give the required 

socio-emotional support, because patients do not see the their 

doctor in this way they will not seek nor will they accept such 

support from this quarter. lt was found that respondents saw the 
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different health professionals with whom they had contact in 

quite clearly differentiatea ways. ln this context, the G.F was 

seen as occupying a specific role that carried with it a small 

number of well defined activities. These activities related to 

such things as; providing regular check-ups, prescribing and 

altering medication, and referring patients on to specialists for 

more serious problems: 

"My doctor is an expensive pill dispenser. When l need 
more pills 1 go and get a script from him. 1 don't 
think he is competent enough to do anything else." 

" ... and you don't fell like making an appointment with 
your doctor to ask, um, am l doing too much. He would 
probably think, Oh stupid woman. There is nowhere 
actually to go to ask about these things." 

This respondent belonged to the individual rehabilitation group, 

and her comments provide a striking contrast with the response of 

the following respondent to the same question. This respondent 

had participated in a group rehabilitation scheme. 

"WfiERE WOULD YOU GG TO Flt-iD ANSWERS TO (a number of 
small issues)". 

"Oh, if I thought I was overdoing it or something like 
that, 1 would ask one of the people at the club, that's 
what they are there for, to help with that sort of 
thing". 

If the G.P consultation and cardiac rehabilitation schemes 

are compared, the inadequacies of the G.P services, as they are 

currently constituted, is obvious. Rehabilitation classes occur 

at least once weekly, and last for approximately an hour at a 

time. In no case did a G.P consultation occur with this 

frequency nor duration. The nature of the interaction in these 

two situations also differs markealy. G.P consultations are 
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primarily one-way ana formal in nature. ln contrast, the 

interaction between respondent and the health professionals 

involved in the programmes emphasised a two-way exchange, and an 

informal structure. Thus, rehabilitation differed from other 

health professional contacts in several important ways. 1he 

interaction was more flexible in nature, each individual contact 

period was longer, and these meetings occurred with far greater 

frequency. This enabled participants to relax, open up and feel 

able to discuss a whole range of issues that they would not have 

done in a more formal, rigid setting. 1he relationship between 

individual and professional, then, came to resemble other social 

relationships; it began to fit into, and become part of, the 

lives of all involved. lt is from this solid base that personal 

support developed: 

"You can't just ring up your G.P and make a five or ten 
minute appointment for sometime next week, just to get 
support or reinforcement. I mean, by next week you may 
not even need it. And when you get there, what are you 
going to say? But you can go along to the classes, 
they are more like friends there, you feel that they 
are really interested in you as a person, not just a 
sick heart". 

Social contact is another area where the G.P service does 

not have the same scope as rehabilitation. An important source 

of information on coping strategies is other individuals who have 

had the same experience. Unless the G.P her/himself has also had 

a heart attack~ this valuable avenue tor learning is lost. lt is 

for precisely this reason that social contact is built into many 

rehabilitation programmes. 
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A final area of difference between the G.P consultation and 

rehabilitation, is the nature of the activities engaged in in 

each of the encounters. In Chapter 2, health as an active and 

passive state was discussed. 1he emphasis of rehabilitation is 

very much upon involving respondents in their own recovery, in 

giving them the ability to do something about their own health. 

Thus, rehabilitation classes focus upon teaching exercises, 

discussing home activities, and passing on information to better 

facilitate healthful behaviour. The G.P encounter rarely 

possesses any of these components. It is usually conducted in a 

surgery where both participants will usually remain seated 

(unless it is a stress test), and the emphasis is very much on 

the clinical aspects of medical care. ln fact, respondents 

themselves often commented on the way in which the G.P encounter 

focused on the illness, while the rehabilitation classes focused 

upon health. This positive focus became extremely important for 

a number of individuals who were struggling to cope 

post-attack depression and fear. 

with 

In concluding, there is no doubt that the G.P service plays 

and important part in the post-release phase. However, it is 

equally clear that this role is not rehabilitation. Respondents 

displayed a considerable reluctance to seek this type of service 

from their general practitioners. The structure of the G.P 

service is such that it precludes the major features of a 

rehabilitation programme from being easily accommodated within 

its framework. Thus, medical contact, alone, in the post-release 
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phase cannot provide for the wider social needs of those who have 

hact heart attacks. 

Keeping to Changes. 

Introduction 

For many individuals the heart attack resultea in some quite 

basic changes in behaviour. Chapter 2 looked at the range of 

behaviours which were identified as requiring modification or 

elimination. Individuals interviewed displayed differing degrees 

of success in handling these changes. While success or failure 

was undoubtedly, in part, attributable to individual personality 

factors, it was possible to trace some more general determinants 

that had a bearing upon individual success in changing behaviour. 

The ability of the individual to keep to the requirea 

changes had a definite and significant effect upon the quality of 

life and general well-being of the individual. Behavioural 

changes required a new way of looking at life, perhaps even the 

setting of new goals. In other words, there was a context to the 

changes that were required of the individual; they did not occur 

in a vacuum. Failure to adhere to these alterations, thus, can 

result in wider feelings of more general failure. For this 

reason, it is important that realistic goals be set when 

embarking on a programme of lifestyle change, for the negative 
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results of failure can be quite devastating. 

Major Determinants of Failure to Adopt Changes. 

The need for changes first becomes apparent during the 

individual's stay in hospital. The manner in which changes are 

discussed, the emphasis placed upon them, and the support 

received in beginning these changes all have an influence upon 

subsequent long-term success or failure. 

Smoking and diet are the two major changes required of 

individuals. The conflict between dietary advice and food 

provided by the hospital was discussed in Chapter 2. However, 

several points raised in that section bear reiteration. 

Respondents found it difficult to take seriously advice to reduce 

the fat and cholesterol content of their diets when the food 

served by the hospital was high in both. while understanding 

that is was desirable that they do so, they generally felt that 

"lt couldn't be that important or else they would have 
fed us differently". 

Ability to maintain dietary modification was closely linked 

to the specificity of advice given and the degree to which it was 

reinforced once the individual left the hospital. This was all 

the more significant if the individual was the family member 

responsible for food purchase and preparation. In those 

instances where the individual did not regularly perform this 
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task it was important that the family member responsible for 

cooking was provided with detailed information on food 

preparation. As discussed in Chapter~, it was not sufficient 

merely to inform respondents that they should adopt a low fat 

diet. 

Smoking cessation proved to be an area of major difficulty 

for many respondents. In-hospital advice to give up smoking took 

one of two forms. Hospital staff either adopted a highly 

aggressive approach, berating individuals to stop immediately, or 

they displayed a very liberal attitude, reminding respondents 

that it was, after all, their choice, that they were free to give 

up or to continue. Neither approach was particularly successtul 

in the long term. Responses to the first approach personalised 

the issue: 

" .•. (the doctor)... has just got a thing about 
smoking. I can't believe that it is all just smoking, 
I think ... (doctor) ••• just doesn't like it" 

while respondents interpreted the second approach as saying that 

smoking wasn't that important in the causation of heart disease: 

"well they said that it was up to me. If I wanted to 1 
could, but if I didn't then I didn't have to. 1 don't 
want to, so I am still smoking". 

The function, or role, which the activity had served in the 

life of the individual exerted a considerable influence upon the 

ease with which it could be aiscarded or altered. Once again, 

smoking provides a good illustration. Among those who smoked 



there was a group who had wanted to give up for some time prior 

to the heart attack. For this group, the heart attack was a 

positive experience in that it provided them with sufficient 

motivation to discard the activity. 

"The night l had my coronary was a night that I won't 
forget. I think the pain of that night put the fear of 
god in me. One good thing tho', it's made me give away 
smoking. Oh, I had wanted to do that for years. I had 
given it up before, but always gone back to it. But 
now there's no way l'm going back to it. 1 suppose, in 
a way, it was the best thing that ever happened to me". 

Dietary change, if it was accompaniea by early and significant 

weight loss also appeared to have this positive effect on the way 

the heart attack was viewed. 

ln marked contrast were those cases where smoking, or food 

consumption played an important role in the daily life of the 

individual. There were, for instance, those for whom smoking 

constituted virtually the only pleasurable activity left after 

the heart attack. These respondents were discussed briefly in 

Chapter 2. in these cases, giving up smoking was an extremely 

traumatic experience. There were others for whom smoking 

constituted a device for coping with stress. Here, abandoning 

smoking required the learning of an entirely new method for 

coping with stress, usually for which the individual received no 

support. The attempt to give up, in itself, often added to 

levels of stress, a thing which individuals were told to avoid. 

In cases such as these, the intermittent resumption of smoking 

was a common occurence. The sad irony of these cases was that 

resumption also increased stress levels, for the failure to keep 
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to changes carried with it heightened feelings of guilt and 

failure. This Catch-22 situation often initiated a cycle of 

depression which was virtually impossible for the individual to 

break. This aspect of behavioural change is discussed in more 

detail in the second part of this section. Clearly, then, it is 

important that the social context of the individual, and the 

interface between this context and the activity requiring 

modification be taken into consideration in any attempt to help 

the individual make such changes. 

The third determinant of the ability to adopt behavioural 

change relates to the ease of access which an individual has to 

support structures. Ready access to support frequently 

facilitated the transition to new behaviours; it was also of 

considerable importance in their maintenance. It is in this area 

that the value of rehabilitation again becomes obvious. Because 

the heart attack and subsequent experiences are usually 

individualised by respondents and their families, the 

rehabilitation classes constitute an important forum where 

individuals can both give and gain support for the changes being 

undertaken. Rarely were dietary, smoking, exercise and other 

changes undertaken by families: 

"Of course having my family all eating the same food as 
they always have doesn't help. And it's quite a 
nuisance h~ving to cook separate meals. 1 don't know 
how long 1 will keep on doing it." 
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Similarly,, those who livea alone often found it difficult to 

institute behavioural changes: 

"l think it is because 1 live by myself. 1 am at home 
and there is no-one there to keep me in check. Being 
weighed in at the classes helps a lot though, coz it 
makes sure 1 don't overdo things during the ~eek". 

Support mechanisms were all the more valuable when the 

individual encountered problems. Stressful or difficult 

situations subjected individuals to inordinate amounts of 

pressure, and in these conditions it was not unusual for 

respondents to consider, or actually to resume the behaviour. 

Where there were others on whom the individual could call for 

support, it was less likely that they would return to the old 

activity. 

The final major determinant of the ability to keep to 

behavioural changes was the degree of involvement required in the 

activity concerned. For instance, individuals who were regularly 

involved in the preparation of food, and therefore, who had well 

established behavioural routines for this activity, experienced 

more difficulties in altering dietary patterns than did those who 

did not do the cooking. In these instances, detailed information 

on how to make changes would provide tremendous practical support 

in the effort to sustain the alteration. 
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The Wider Effects of Behavioural Change. 

As was suggested earlier in this section changes do not 

occur in a vacuum. lt is important therefore, that the wider 

context of the changes be examined. For it is certain that this 

context has an effect on the sustainability of any given change. 

1. illness as a positive experience: 

when changes were relatively easy to achieve and there was 

little or no residual damage, the overall effect of the heart 

attack was positive. Being able to "do something" ones-self that 

had a bearing on the course of the illness/recovery created a 

sense of control and security. This, in turn, had a marked and 

positive influence upon the overall outlook of respondents. The 

feeling of control and involvement that emanated from active 

participation in the illness and recovery process had a signif

icant and positive influence upon respondent's attitudes. This 

was especially evident ·at the second interview. Insecurity was 

greatest in those who had received the least information, who 

were not involved in any post-release programme and who had not 

succeeded in adopting behavioural changes. Once again, women and 

young men fared the worst. The middle-aged men (who fitted the 

image) were more competent in soliciting information and were 

also more frequently required to alter a number of activities. 

The net effect of these factors was that these men experienced a 

higher degree of involvement in their illness/recovery than did 
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the other groups.The response of health professionals to those 

who had difficulty keeping to changes varied depending upon the 

social characteristics of the individual concerned. Those who 

did not fit the "image" were more likely to be labelled as having 

psychological problems than were those who did fit. Conversely, 

the group that did fit the image and had difficulty in keeping to 

changes and were more likely to be treated sympathetically than 

were those who did not conform. The effect of compliance 

aifficulties is dealt with more fully below. It appears that by 

involving individuals in their illness/recovery in an active way, 

a positive component can be introduced into an experience that 

can be not only negative, but also devastating in consequence. 

2. illness as moral transgression: 

For those required to effect one, or a number of behavioural 

changes, and who found this difficult or impossible to achieve, 

the heart attack and any subsequent complications took on the 

character of a punishment. During the first two to three weeks 

after discharge, behavioural changes were usually sustained 

without much difficulty. however, as individuals resumed 

progressively more of their old activities, differences became 

apparent in ability to keep to changes. Again, these differences 

clustered along age-sex lines. Those in the group who conformed 

to the image were less likely to see their heart attacks as 

punishment. Because the heart attack was seen as an individual 

problem, family support in attempting to change was often 
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minimal. Lapsing back into old behaviours was usually prompted 

by a crisis or by a more than usually stressful situation. 

Rarely was it simply a matter of disinterest in continuing with 

the changes. 

"Then of-course l ended up smoking again because I was 
out working one night and l went into a restaurant in 
town and I lost my wallet out of my back pocket with 
about $500.00 in it. So you can imagine howl started 
to panic over that. So since then 1 have started 
smoking again. I suppose 1 am disappointed in myself 
that I have started smoking again. But 1 have real 
depressing days when I don't feel like doing anything." 

In some instances the heart attack and subsequent 

restrictions, when combined with the home context produced enough 

stress to make coping with lifestyle changes virtually 

impossible: 

"You see I packed in work just before Christmas because 
1 was feeling so tired. They now seem to think that it 
was the drugs that were making me tired, not the work. 
And it is quite a while since I have been constantly at 
home, I have never been a housewifey person. I would 
much rather be working. I don't like housework, but 
the family don't like it when 1 am working. When 1 am 
at home 1 smoke a lot more than when I am out, I think 
that it is the boredom." 

The most common medical response to such difficulties was to 

interpret the problem in psychological terms. This involved 

attributing the inability to comply to some underlying individual 

inadequacy. The most common treatment in these instances was 

anti-depressant drug therapy and other medical forms of 

psychological intervention. In no instance was any attempt made 

to come to some understanding of, and then help the individual to 

modify those aspects of the social context that were causing the 
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problems. The women who had problems in adjusting were more 

frequently treated in these terms than were the men. Some effort 

was usually made to alter the nature of the paid work that the 

men were performing. No attempt was made to alter the damaging 

or stressful aspects of the home environment; a primary source 

of stress for many women. 

ln all cases, respondent's reactions to the inability to 

continue with changes produced very obvious feelings of guilt. 

It also produced a belief that they aeserved to stay ill and 

depressed because they had not managed to achieve the required 

changes. lt should be noted here that the changes usually 

required of individuals were far from trivial. Alterations were 

most often required in very basic aspects of indiviaual's lives. 

These commonly required the unlearning of old habits that had 

been peformed on a daily basis for most of the respondent's adult 

life. These then had to substituted with new, 

activities. 

unfamiliar 

The lasting impression of many respondents was that they 

somehow deserved their heart attack; that it was their fault. 

while it may be argued that individual behaviour does play a role 

in the development of a variety of illnesses, including heart 

disease, this in no way supports such a belief in direct 

individual culpability for the illness. There are a number of 

implications of such a belief and these require some examination. 



Perhaps the most important implication of this attitude is 

that it assumes that individuals have equal and sufficient access 

to information about the causation and prevention of disease. If 

individuals do not have such knowledge it is difficult to 

understand how they can be equally responsible for becoming ill. 

As was outlined in the previous chapter, only two respondents 

were told that they were likely candidates for a heart attack, 

the remaining thirty-seven were taken by surprise by the attack. 

The two individuals who were told this made the prescribed 

changes in their behaviour at the time of the warning. when 

questioned as to whether they felt that their lifestyle, prior to 

the heart attack was unhealthful, or likely to result in a heart 

attack, very few respondents answered in the affirmative. To be 

sure, many knew that smoking was currently under attack as an 

unhealthful activity. However these individuals also felt that: 

"Smoking is blamed for everything nowadays. 
see how it can do all those things to you". 

1 don't 

In other words; the reasons why smoking is unhealthy had never 

been adequately explained. Thus, it is difficult to justify 

individual complicity in illness when a large proportion of the 

information on health and illness is systematically withheld from 

the population at large. 

The apportioning of blame for 

reinforced by medical personnel. 

illness is f~equently 

lt was found that hospital 

staff would take on the role of a moral arbiter, and indicate 

that they too held the individual to be, at least partially, 
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responsible. 1his became especially apparent when individuals 

were directed to give up activities such as smoking. here, 

requiring the suspension of what were, in many cases, pleasurable 

activities, came to almost resemble the prescribing of penances 

for sins committed. This association became all the more 

powerful when the reaction of medical staff to failure to comply 

with the changes was observed. In these cases, the individual 

saw her/himself, and was seen by others, as being inadequate; a 

"weak person" who would not do ass/he was told, and as therefore 

deserving the illness. 1he reasons for the failure were ignorea, 

as were the effects of the guilt which it produced. Returning 

home after a heart attack produces many pressures to adjust and 

cope. The pressure that guilt which the failure to change 

inauces was often an unnecessary and additional burden. 

Long-Term Personal and Social Consequences 

of the heart Attack. 

Although moaifications to individual lifestyle are the more 

easily measurable, the heart attack does have other long-term 

consequences for both individual and family. These may be termed 

the social and personal effects of th~ heart attack. These 

consequences are more intangible and are, therefore, more 

difficult to obtain information on. 
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Many respondents were reluctant to discuss the effect which 

the heart attack had had on them personally. Furthermore, 

because this is such a personal area of individual's lives, it 

was felt that probing in the interview should be circumspect. 

1hus, it was not always possible to obtain information on the 

nature of these effects. Fortunately, however, most respondents 

would make reference at some point in the interview to the effect 

which the heart attack had had on them, and on the way that they 

now saw themselves. ln this way, a lot of the information which 

has provided the basis for this section was gained in an indirect 

fashion. 

The reluctance of individuals to go into this area in any 

detail is, in itself, revealing. lt was felt that this might be 

indicative of two things. At first it was thought to reflect 

what might be considered to be almost a cultural premise: that 

as a society we do not readily talk about ourselves and our 

feelings. Indeed, given such a structural constraint on this 

type of interaction, individuals have very little experience with 

verbalising their feelings. There was a certain type of response 

which seemed to be indicative of this type of situation: 

"Oh, lam just going along quietly, you know, not 
overdoing things". 

"I think that as long as lam careful, it shouldn't 
have toe much of an effect". 

By referring back to the practical issues of what they can do to 

avoid another heart attack, indiviauals avoid having to expand on 
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their feelings. In this way, the discussion of the effect of the 

attack is limited to those pragmatic and more obvious areas of 

their lives. 

The second possible reason for this reluctance to discuss 

feelings about the heart attack emerged from the interview 

itself. Although it was not always possible to get respondents 

to ans~er specific questions on this issue, they would frequently 

express feelings of vulnerability and fear at other times during 

the interview. Comments such as: 

"lt made me think a lot more about things". 

"I still feel vulnerable" 

"lt does sort of, um, frighten me at times - you know?" 

"You worry about what on earth has happened to you". 

were very common throughout the second interview. It seemed that 

most individuals were familiar with these feelings. Perhaps 

their reluctance to talk about their feelings was indicative of 

the long-term effects of the heart attack. They were, in short, 

still reacting to it, and often were quite shocked at the depth 

of this effect. 

The responses of those individuals who could discuss their 

feelings and personal reactions to the heart attack most 

frequently expressed fears of· becoming an "invalid" or a "burden" 

on their families. 



"~ot in itself. lt didn't frighten me as such. 1 am 
not worried if 1 die. The only thing l was worrying 
about was (wife 1 s name). how it would be if I couldn 1 t 
do anything. ~ould she have to look after me". 

"I do not want to be a nuisance or a burden to anyone. 
This having to sit around and be neither use not 
ornament. lt could get very depressing. lt hurts me 
dreadfully to think that 1 am being a nuisance to them. 
That is the way that it has affected me. The thought 
of my children dropping everything for me regardless of 
the consequences, that upsets me". 
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There is a strong resemblance between these feelings and those 

expressed in the first interview about not want to be seen to be 

a hypochondriac. These two factors combined to put individuals 

under enormous pressure to 1carry on' after the heart attack. 

These feelings were also significant in that they cut across the 

age-sex cleavages that have been evident in other areas; all 

those who were able to discuss these feelings expressed fears of 

becoming an invalid and being a burden on others. 

The introduction to this chapter noted that two indepth 

interviews with each respondent enabled information to be 

gathered that rarely comes to light in traditional health 

studies. There was another general group of responses to the 

questions that related to feelings about the heart attack. These 

focused upon the limitations imposed by the illness. Most 

studies involving individuals who have had coronaries ask 

questions about the extent to which previous activities have been 

curtailed. However, they do not, as a rule, ask questions about 

how individuals feel about this. Thus, the limitations imposed 

by the illness are seen as relevant, but the way that individuals 
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"He can drive now, and is starting to help with the 
lawns. That hurt him a lot; that 1 was out mowing the 
lawns and going to work and looking after him. Those 
sorts of things perhaps hurt him more than his illness 
in some ways". 

"WAS THAT VERY HARD FOR YOU?" 

"l used to do all those things, and then she had to 
look after me and go off to work at the same time. lt 
did really get me down". 

"lt is when the spirit wants to keep going, and you 
just can't". 

"That awful feeling of utter exhaustion. 1 was never 
like that before. 1 have to do everything so slowly 
now". 

"It's having to slow down so much. 1 find it so 
difficult. when I think about doing things slowly it's 
O.K. But when l'm actually involved in them, it's so 
hard. It just isn't me". 

You have to see yourself so differently. lt really is 
hard - quite a shock to the old system. You feel the 
same about yourself, but, of course, you're not the 
same anymore. So you start to see yourself as, um, 
older? or something like that. Changed, but still 
sort of the same, I guess. It really is quite strange 
at times". 

16S 

These responses all point to the fact that the limitations 

involved changing the way that individuals saw themselves. lt 

was not the restrictions per se that had an effect. Rather, it 

was what these restrictions involved in terms Qf re-orienting the 

conception of the self. Thus, keeping to limitations was not 

just a simple matter of obeying the rules. Staying within 

restrictions involved a complex process of learning to see 

ones-self in a new way. This "new" self was often seen as a very 

much diminished self. For example, one of the above respondents 
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equated it with ageing. 

Three months after the first interview the heart attack was 

still a significant part of the individual's self-image. In this 

context, it should be noted that the temporal relationship 

between the second interview and the heart attack varied 

considerably. In some cases it was anything up to 12 months 

after the attack. Thus, the heart attack continues to have an 

influence on an individual for a considerable length of time. 

The heart attack also continues to play a significant role 

in the lives of families for a considerable period of time. At 

the second interview spouses still expressed frustration and 

anxiety over the way that they had been excluded from the 

hospitalisation. 

"I never got anything from them. All I found out was 
secondhand information from (husband's name). They 
just never told me anything. I was quite upset about 
that - I needed to know and I still do. I felt like 
they thought that it was just him and it didn't have 
anything to do with me. But it was his life and I was 
terribly worried". 

"l think that there could have been a lot more 
between the patient, the doctor and the wife 
husband. Get them in and have a good going over; 
a good session. Also, between the two of you, you 
ask the doctor a lot more questions than you can 
you're alone". 

talk 
or 

have 
can 

when 

The long-term effect of being excluded from the 

hospitalisation was that uncertainty and insecurity became almost 

a routine part of the families' lives. There was a continual 

tension between wanting to protect and regulate the ill member's 
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life so that another heart ~ttack was avoided, and not wanting to 

be over-bearing or over-protective. This usually resulted in 

strenuous attempts to "act as if nothing had happened", covert 

attempts to "keep an eye" on the individual to "make sure that 

everything is O.k.", and a lot of quiet worrying. All parties 

involved were well aware that the heart attack was potentially 

life-threatening and that it could strike again with little or no 

warning. This often led to the feeling that, as one spouse put 

it; "I am living on a time-bomb. But I'm not supposed to admit 

it or act like it's even there". 

Although the rehabilitation programmes served many positive 

functions for participants, their value for family members was 

virtually non-existent (the exception to this was the 

non-hospital based group). Spouses rarely attended the classes 

because there was nothing constructive for them to do while they 

were there: 

"There wasn't much point in her coming along. She 
would have been bored". 

There is a sad irony to this situation; for the first four weeks 

after leaving the hospital spouses often drove participants to 

the classes. One wife even sat outside in the car for the entire 

duration of the programme. 

The worries and questions of families, thus, went largely 

unanswered. Even for those patients who did not participate in a 

group scheme there were the occasional contacts with a doctor. 
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This provided the individual, in theory at least, with the 

opportunity of asking some questions and perhaps getting some 

reassurance. Family members did not even have this source of 

support. ln fact, many spouses felt that if they did contact the 

doctor or the coronary care unit, the response would be that they 

were merely over-anxious or nervous. Thus, there appeared to be 

little point. The net effect of this was that family members 

usually endured their fears in complete isolation. Often they 

felt that they couldn't even share their fears with the ill 

person for fear of upsetting or angering them. Living with 

someone who has had a heart attack can be an isolating and 

frightening experience for some considerable time. 

Conclusion 

The value of cardiac rehabilitation became progressively 

more evident as time from the heart attack elapsed. Support was 

reasonably forthcoming from all quarters in the early phases 

after the attack but it dropped off sharply after this initial 

period. Rehabilitation classes provided the individual with an 

outlet where feelings and experiences could be discussed. 

Because many questions and prvblems do not arise until after the 

return home, it is important that there be a consistent source of 

post-discharge information available to both individuals and 

their families. These questions are usually small day to day 
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worries which respondents feel do not warrant a aoctor's 

attention. Thus, if there is not a source of information (such 

as that provided by the rehabilitation programmes) the questions 

go unanswered. Contact with others who have had heart attacks is 

instrumental in increasing confidence levels. It also provides a 

support and information base which is credible to participants; 

it comes from others who have had similar experiences. 

The second interview demonstrated that a heart attack does 

have an ongoing influence upon the lives of all associated with 

it. The extent of this effect, of course, differs according to 

those individuals involved. The evidence of this study, thus, 

contradicts much of the accumulated evidence of other 

investigations of heart disease (for example, that contained in 

the ARCOS(1982) and Burriage(1981) reports). This evidence 

sugg6sts that a heart attack has little or no continuing impact 

on individuals beyond the first six to eight weeks. However, 

this thesis has found that to be the case in only a minority of 

instances. 

lt has also been found that the experience of' a heart attack 

differs in a reasonably predictable fashion given the general 

(age/sex) characteristics of the encumbent. The fact that 

individuals do experience Lhe heart attack and hospitalisation 

differently was not acknowledged by hospital staff involved in 

the care of coronary patients. Neither did staff take cognizance 

of the differing social contexts from which their patients came. 
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This profoundly influenced the manner in which the heart attack 

ana recovery was experienced. 

The findings of this study provide general support for 

existing sociological analyses of health/illness. That is, the 

conventional response to illness is predominantly a medical 

response. As such it takes little or no account of the wider 

social context in which illness occurs. lt is interesting to 

note that the most controversial aspect of coronary care, namely 

caraiac rehabilitation, represents an attempt to break with this 

exclusively medical emphasis and it is also the aspect of care 

about which most controversy exists. 



CHAPTER FOUR: 

The Theoretical lnterpretation of Finaings. 
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The Structure of this Chapter. 

Chapter 4 is concerned with an analysis of the findings 

presented in Chapters 2 and 3. 

substantive sections: 

It is divided into four 

Introduction. 

This section introduces the major concepts to be used in the 

analysis of the data presented in Chapters 2 and 3. The major 

concept is the ideological perspective. This is part of a wider 

structure labelled the frame of reference. This section also 

introduces the notions of conflict and conflict management which 

are pivotal to the analysis of the ideological perspective. They 

key concept; ideological perspective, is also defined in this 

section. 

Ideological Perspectives. 

This section explores the general nature of patient and health 

professional ideological perspectives. 

for the next section. 

This provides the basis 

Analysis. 

This section has three parts. 

an analysis of medical and 

The first two sections deal with 

patient ideology. This analysis 

builds upon the general information presented in the discussion 

of Ideological Perspectives. The final section constitutes a 

case study. This looks into the experiences and ideology of 
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women as heart disease sufferers. One of the maJor finaings of 

this research was that there was a very specific imagery which 

surrounded the whole heart aisease area. This imagery was fauna 

to have a profound effect on the experiences and reality of all 

the participants in this field. Another important aspect of this 

imagery was that it excluded certain groups. One of these groups 

was women. Thus, this section provides an in-depth study of one 

group of "cteviators" from the image. 

Conclusion. 

This section provides some synthetic comments which attempt to 

pull out the main theoretical strands that have emerged from the 

analysis. 

Introduction. 

This chapter is concerned with analysing the material con

tained in Chapters 2 and 5. It is intended that this will enable 

some theoretical conclusions to be drawn about the experience of 

illness generally, and the experience of a heart attack in 

particular. A pervasive theme which was noted in the previous 

two chapters was the image of a heart attack victim as a 

middle-aged, middle class male. This "ideal type" in no way co

rresponds to the reality of who has heart attacks. 1he findings 

ot this study would seem to suggest that it is, in fact, an ideo-
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logical framework which is used by health professionals in their 

treatment of heart attacks. Although indiviauals conform in 

varying degrees to this image, they all subscribe to it prior to 

the heart attack. That is; they believe that only middle-aged, 

middle-class males have heart attacks. 

1he fact that individuals from variety of social groups may 

be identified as having a heart attack, and that each individual 

interprets that experience differently, suggests that a heart 

attack is more complicated than the ideological perspective of 

the health professionals implies. 

In this thesis the notion of a frame of reference has been 

abstracted from the subjective understandings which inaiviauals 

use to structure their experiences, their behaviour, ana so on. 

There is considerable evidence to suggest that the notion of a 

frame of reference is useful in the attempt to understand the 

motivation behind behaviour, the nature of the behaviour that 

results, as well as the way in which individuals understand and 

structure their experiences. Berger and Luckman( 1972) talk about 

how people construct social order and yet construe the reality of 

everyday life to exist inaepenaantly of themselves. ln this way 

individuals reify their understandings/conceptions of 

reality-their construction of reality takes on an existence 

independant of themselves. In the health setting, Graham and 

Gakley(1~81) use the frame of reference to analyse the differing 

understandings and expectations which mothers and their doctors 
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have of pregnancy and child-birth. Stimson and ~ebbl197S:15b-7) 

discuss the idea of a professional ideology which is used to 

refer to ''the system of beliefs that aoctors hold about man(sic), 

disease and the treatment of ctisease"(ibid:136). It is used to 

refer to the orientation which health professionals have to 

patients, and how patients should behave towaros them, the health 

professional's position in relation to them as patients ana the 

health professional's exclusive ability to aefine what an illness 

is. Balintl1~71:216) has termed this the doctor's "apostolic 

function''· He adds to the notion of professional ideology a 

discussion of the way in which its practical effect(the pro

fessional ideology) is to induce the patient to adopt the 

doctor's standards and thereby accept his orientation toward 

their problems. Finally, Comaroff(1977) discusses the "para-

digms" which aiffering health professionals have of pregnancy. 

"Paradigm" is used in this context to refer to the differing con

ceptions which these groups have of pregnancy. 

There are certain elements common to all these concepts. 

The notion of individuals as actors (in Gotfman's sense of the 

wora) ana their resultant behaviour as being, at least in part, a 

product of the designation of that individual (for example, as 

patient or health professional) and the indiviaual's relationship 

to significant others. These concepts also imply that any form 

of action involves a perceptual process; the ~naividual must 

come to a subJective understanding of the situation before action 

is possible. These notions are by no means unique to this 
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thesis; indeed, they are well established concepts in their own 

right. what they ao suggest, however,is that an individual has a 

"mental set" which is used to make sense of ana structure 

situations and help define the role that that indiviaual plays in 

them. 

There are two further aspects of these concepts which neea 

to be considered. The first is derived from balint'sl1~71) 

discussion of the "apostolic function'' of the doctor. This con

cept suggests a power relationship and the potential for conflict 

in doctor-patient interaction. The iaea of the aoctor-patient 

relationship as inevitably involving potential and actual con-

flict has been explored by Bloor ana horobin ( 19"/ 5) and 

Freidson(1975) in their analyses of the contradictory expecta

tions embodied in doctor's aefinitions of "good patients 11 • what 

this yields is both the notion of doctors having a set of expec

tations and understandings (mental set - see above) as well as 

the idea that conflict, and by implication, conflict management, 

is a routine part of doctor-patient negotiations. 

The final aspect which must be considered is implict in the 

work of Graham and Oakley(19b'I). lt hinges upon the notion that 

these 11 mental setsu are located in a wider structure, which may 

be termed an ideological structure. This means that 11 mental 

sets 11 are not exclusively a product of the individuals who 

possess them. They are, in part, social phenomena. As such, 

they are influenced by wider iaeological and political systems. 
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Any attempt, therefore, to analyse and understand the way in 

which inaiviauals construct their experience must locate these 

"mental sets" in that wider social order. ln the present study 

this involves trying to unaerstand how patients construct the ex

perience of a heart attack not only in terms of themselves as 

patients, but also in terms of their other social attributes. 

having looked at the way in which concepts similar to this 

idea of a frame of reference have been used, and the themes 

common to all these concepts, a definition of the way in which it 

will be used in this thesis can now be attempted. The definition 

of the frame of reference adopted by Graham and Oakley(1981:52) 

is composea of two parts; an ideological perspective and i ref

erence group. This definition would seem to incorporate the key 

features of the above concepts. The ideological perspective may 

be taken to refer to the way in which individuals understand a 

situation. This, of course, includes the whole area of percep

tion and subjective understanding discussed above. lt must also 

include some reference to the social characteristics of that in-

diviaual (female, male, doctor, patient). The reference group 

refers to a set of social relations. These are significant or 

powerful others who have the ability to influence the ideological 

perspective. The specific nature of the health professional and 

patient ideological perspectives will be discussed in the next 

section. 
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The fieldwork of this thesis rocusect primariiy upon 

eliciting information which related to the way that indiviauals 

structurea the experience of the heart attack. Thus, it only 

systematically gathered information on the first half of the 

definition; the ideological perspective. The primary focus of 

the following analysis will, therefore, be upon delineating the 

salient features of the ideological perspective, rather than upon 

the frame of reference as a whole. Some information was gathered 

upon sets of significant others (for example, a few health pro

fessionals were interviewed, and there were instances were it was 

possible to interview family members). However, this was not 

systematic enough to enable a full analysis of the role of social 

relations in the aevelopment, change and maintenance of the iaeo

logical perspective. There are instances in the following analy

sis where it is possible and appropriate to discuss the influence 

of significant others on the ideological perspective. Where this 

is the case an analysis of social relations is included. The 

foregoing should not be taken to suggest that social relations 

are not important; they clearly are. Rather, the emphasis in 

this analysis is a product of the emphasis in the fieldwork and 

the type of analysis that the resultant information has made 

possible. 

The notion of conflict and conflict management introauced by 

Bloor and Horobin,1975) is an important aspect of the analysis of 

patient's and health professional's ideological perspectives. It 

embodies the idea that these perspectives do not merely exist in 
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a vacuum. Rather, they interact and influence each other. ln 

order to understand the ideological perspective of the patient 

(the task which this thesis has set itself) it is necessary also 

to understand the ideological perspective of health pro-

fessionals. 1his is for two reasons; not only do health pro

fessionals constitute a reference group for patients, but they 

also possess the greater power of the two in the health pro

fessional-patient relationship. 1his means that while health 

professionals can influence the patient's iaeological perspect

ive, the patient does not have a similar ability to influence 

that of the health professional. 

There is a similarity between this notion of conflicting 

ideological perspectives and such concepts as hegemony. Hegemony 

implies a situation in which one group successfully establishes 

its ideological perspective as dominant. In order to establish 

this dominance the powerful group must convince others to adopt 

its perspective even though it may be incompatible with the 

particular reality of the subordinate group. hegemony also 

implies the active consent of the subordinate group. As such, it 

constitutes an extremely powerful method of social dominance and 

social control. 

Usually hegemony is used in a marxist context (Gramsci;1971) 

to refer to class dominance. However, it is clearly relevant 

here for two reasons. Firstly, and in general terms, the field 

of health operates within a system of capitalist production(1). 
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Secondly, and as noted above, the doctor-patient relationship is 

a power relationship(2). ln this sense, then, it is relevant to 

see health professionals and patients as constituting separate 

groups with conflicting interests. Each group has its own ideo-

logical perspective. However, the health professional 

perspective will dominate because this group is the more 

powerful. The ideolo~ical perspective of health professionals is 

important in another way. Because health professionals have 

managed to disseminate their perspective so successfully, 

patients with contraaictory perspectives will alter or abandon 

their perspectives rather than challenge that of the health pro

fessional. their perspective successfully. The result is that 

when patients with contradictory perspectives encounter it, they 

will usually abandon or alter their perspective to fit more 

closely with that of the health professional. 

Because patients are drawn from a cross-section of society 

it is difficult to discuss them as "a" group, which is what the 

concept of hegemony implies. The notion of an ideological per

spective, on the other hand, enables the analysis of the 

differing perspectives within the "patient group". ln this study 

young men(under 49 years), older men(over ~O years) and women 

were identified as three significant groups (in numerical 

terms)(5). This system of concepts can be summarised in the 

following diagram: 
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As noted above, a key aimension of the interaction between 

patients and health professionals is conflict and its management. 

Conflict refers to the existence of contradictory ideological 

perspectives. The clash between patient's and health pro-

fessional's perspectives (for example, when an individual enters 

the hospital) results in conflict for the patient. 1his conflict 

is largely the result of the power relationship between health 

professionals and patients. If health professionals were not 
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able to exercise such, virtually complete, social control over 

patients, patients would not feel the need to conform to the 

health professional's iaeological perspective. Conflict manage

ment, then, takes the form of patients altering their perception 

of reality so that it does not challenge the aominant group. In 

this way it serves to reinforce the status quo. lndeed, it can 

do little else because of the iaeological and material advantages 

which health professionals as a group have over patients. 

The manner in which conflict and conflict management operate 

can best be illustrated by looking at the major areas where this 

occurs auring the hospitalisation period. The remainder of the 

introduction will deal with a brief outline of patient management 

of conflict auring this period. 

Prior to entering the hospital the patient's ideological 

perspective is untested. Unless the person has had some prior 

experience of heart disease it is likely that the only inform

ation that s/he will have received will have confirmed the image 

of a heart attack victim, and of the relevant behaviours which 

such a person should adopt. Once the heart attack has been 

diagnosea, the individual must fit her/himself into this imagery. 

This involves varying degrees of conflict depending on the extent 

to which the individual conforms to the image of a heart attack 

victim. This, then, is the first instance where the individual 

must handle or manage conflicting and anomalous information. 



1he second instance where conflict is likely to occur is 

external to the individual. lf they do not conform to their own 

mental imagery, it is likely that patients will not conform to 

the health professional's imagery either. Thus, in addition to 

negotiating on one front, lthat is, internally) the individual 

must manage conflict with external agents as well. Management of 

this external conflict has a profound effect upon the individ

ual's iaeological perspective. As has already been noted, health 

professionals constitute a powerful reference group for patients 

lsee definition of frame of reference). It is this unequal 

relationship which makes conflict management so difficult. 

Experience of conflict means that the patient must either alter 

the perception of her/himself or the perception of the heart 

attack. 

Prior to a heart attack, patients and health professionals 

share similar definitions of who has heart attacks. Because 

health professionals have power over patients, they will not 

alter their ideological perspective when confronted with a 

patient who does not conform; This means that such individuals 

are forced into a position where the only ground for compromise 

is the interpretation of the experience. Thus, such responses 

as; "it wasn't a real heart attack". here, perception of the 

experience is altered so that it is more in line with the dom-

inant ideological perspective. Patients who deviate from the 

image manage the conflict in such a way that they do not 

challenge the more powerful group. Those who do challenge the 
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health prot·essionals iaeological perspective are likely to be 

labellea "bad patients". 

There is an additional aimension to patient conflict manage

ment. lt centres around the fact that, although in the hospital 

it is appropriate to speak of the "health professional group", it 

is not so accurate to discuss patients as "a group". When an in

dividual enters the hospitals/he does so very much as an indi

vidual. In becoming a patient, not only does the individual 

change roles, but s/he also moves into an entirely new social 

system. As with any social system, that of the hospital is 

punctuated by a series of power relationships (The nature of 

these power relationships has already been discussed). In this 

system the patient is conceived of as an individual but is 

treated by health professionals who act as a group (for example, 

for treatment purposes, it is irrelevant which doctor treats the 

patient and frequently a patient can be treated by several 

doctors during the same period of hospitalisation). Health pro-

fessionals have a set identity as both a social and an 

occupational group. That is; they have a subjective awareness 

of themselves as a group and distinct from all other participants 

in this system. The patient group, on the other hand, does not 

possess this subjective awareness. Returning to the issue of 

conflict management, this lack of subjective patient awareness 

means that conflict will be handled on an individual basis and in 

relation to a powerful and unified group. When viewed in this 

light, the tendency to alter aspects of reality l"it wasn't a 



real heart attack 11
) rather than challenge the dominant group is 

perhaps more easily understood. 

A final dimension of patient conflict management is directly 

derived from the health professional's general ideological per

spective. This general perspective relates to such things as; 

what are appropriate behaviours for patients, and extends to such 

things as the 11 nature 11 of females and males generally (Barrett 

and Roberts;l9b1 :44). While health professionals were found to 

aahere to the image of a heart attack victim, they are obviously 

also aware that all patients do not fit this image. Thus, in 

addition to supporting and perpetuating the image (for example, 

in research and information sheets)(4) they also act with ref

erence to their beliefs about what is 11 natural 11 (ibid) for males 

and females. This means that when allowances are made for 

deviation from the image, they usually take the form of 

confirming deviators in their traditional roles. With respect to 

women, the primary deviators, recognition of their difference, 

where it occurs, confirms them in their traditional roles as 

housewives and mothers. 

Before moving on to analyse the results of this study, a 

brief and general description will be given of the two major 

ideological perspectives, that of health professionals and of 

patients. 
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ideological Perspectives 

The health Professional Ideological Perspective. 

The health professionals' ideological perspective centres 

upon the ideal notion, or image of a heart attack patient. In 

more general terms, Bloor and horobin(19?5) ana Freiason(197~) 

have identified a very specific and contradictory set of expecta

tions which doctors have of patients. Barrett and Robertsl197b) 

have also notea that general practitioners, as a group, have a 

very well defined set of assumptions about male and female 

patients. This mental set is far from conscious in that if a 

doctor was asked what "type" of person has a heart attacks/he 

would answer that all kinds of people have them. The conception 

of a heart attack victim as conforming to the "image" is covert, 

and as such has to be abstracted from health professional's be

haviour, attitudes and responses to heart patients. 

The significance of this image resides in the fact that it 

influences not only the way that health professionals behave, but 

it also has considerable power to shape ana influence the experi-

ences of patients and their ideological perspective. Thus, 

health professionals constitute a powerful reference group for 

patients. 



ln this study there is consiaerable evidence to suggest that 

this covert iaeological perspective(see above) is present. lt is 

evident, for example, in the literature las aiscussed in Chapter 

2) aistributed by the health professionals (and which is also 

written by them) which depicts middle-aged, middle class male 

heart disease sufferers (5). lt is also eviaent in the aavice 

given on resumption of previous activities. 1he advice on 

resumption of sexual activity, for example, refers exclusively to 

the male heterosexual patient (6). 

In addition to being evident in the printea material 

distributed to patients, this perspective can be seen in the 

manner in which health professionals act toward patients of 

aiffering types. 1his behaviour reveals the primarily 

middle-aged male conception which professionals have of heart 

patients. For instance, discharge and advice about returning to 

"work" (7) and other activities showed the pervasiveness of the 

image. The standara of six weeks off paid employment was applied 

fairly consistently. However, it was not seen as significant 

that just returning home would place women unaer consiaerable 

pressure to resume household work: 

"DlD THEY ASK YOU WHA1 KlNDS OF WORK YOU DlD?" 

"Yes. They asked me if 1 had a job and l said 'No. 1 
am a housewife'"· 

"DID THEY ASK YOU WHAT K1NDS OF ACTIVITIES THAT THAT 
INVOLVED FOR YOU?" 

"No. 11 



"WHA1 ADVlCb D~D THEY GIVE YOU UPON LbAVi~G THE 
hOSPlTAL? 11 

"Oh, they said 't-ake it easy, you wili Just have to 
turn a blind eye to the mess about the house for a 
while'"· 

1bb 

Furthermore, it was not seen as significant that this would place 

them unaer consiaerable pressure to resume their work much sooner 

than their male counterparts. 

~uite aetailed advice was often given about how to cope with 

going back to "work'', and in some cases the occupational 

therapist became involved in advising on modifications to the 

"work" environment. The standard piece of advice given to women 

about how to cope with being home again rarely ventured beyond 

the phrase "turn a blind eye". ln no case was there any attempt 

to intervene in the home-work environment. From the foregoing it 

can be seen that the medical system is geared up to meet the 

needs of the patient who conforms to the health professional's 

image of a heart attack victim. Again, it should be noted that 

these activities arise out of the covert ideological perspective 

which health professionals bring to health encounters and should 

in no way be construed as a conscious aecision or attituae. 

An additional area in which the ideological perspective can 

be seen is in the type of studies which health professionals 

design to research people who have heart attacks. One such 

study (Burridge;19b1) has already been mentioned in Chapter 1. 

An adaitional stuay, conductea by a group of Auckland Medical 

School students within the ARCOS (b) project is also relevant 
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here. 1he Burriage stuay applied a narrow perspective to its 

research. This may be seen as an outgrowth of the health pro

fessional's iaeological perspective. The study focused upon the 

effect which coronary rehabilitation had on three limited aspects 

of individual's lives. This study made no attempt to construct 

or even canvas the subjective realm of rehabilitation. In 

failing to ao this it conflated the health professional and the 

patient iaeological perspective. lt also assumed that there was 

no difference in the manner in which these two groups understana 

heart disease. Furthermore, this approach also assumed that 

there was only one patient ideological perspective, and that that 

relates to the ideal notion of a heart attack victim. 

The Auckland Meaical stuaent study also demonstrates the 

pervasiveness of the health professional ideological perspective. 

Its sample was composed of approximately two hundred and fifty 

''consecutive male patients". It thus expressly ignored 2S-30 

percent of the heart attack population. In so doing it made the 

implicit assumption that if females do have heart attacks, their 

experiences are not significantly different to those of males. 

As has been noted in this thesis, this is far from the case. 

The above three instances; printed matter distributed to 

patients, the manner in which health professionals act toward 

patients and the nature of health professional studies, 

illustrate the nature of the health professional ideological per

spective. ~vidence from numerous stuaies(9) in the health field 
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shows that nealth professionals have quite definite lif covert) 

expectations of patient behaviour. Thus, the iaeological 

perspective is not confined bnly to the field of heart aisease. 

This means that it is possible to generalise that aiscussed here 

into a broad perspective which aescribes what a patient "is like" 

in any particular illness context. Stuaies such as Graham and 

Oakley (19b1) and Barrett and Roberts (1976) illustrate this 

point. Graham and Oakley note that obstetricians and mothers 

have significantly differing frames of reference about the whole 

pregnancy and child-birth field. 

"To the doctor, symptoms of importance are those that 
betray the patient's clinical condition ... But the 
patient may very often report symptoms which worry her 
but which do not worry the doctor. She is reacting to 
her subJective experience of pregnancy. 11 (1961:59) 

Similarly, Barrett and Roberts note the effect which the doctor's 

ideological perspective has upon the way in which s/he sees the 

patient, as well as the influence which this has upon the 

patient's ideological perspective. 

11 Working with G.Ps over some time it became clear to us 
that our respondents made certain unspoken assumptions 
about the "nature" of men and women. Men, it was 
clear, had a primary natural 11 drive" to work to support 
their wife and family. Women, had a similar "drive" to 
nourish and cherish their husband and children". 
( 1961 :44) 

With respect to the impact which this ideological perspective has 

upon patients: 

"Women were quite remorselessly confirmed in 
traditional family and domestic roles and more than one 
instance of a woman's refusal to do housework resulted 
eventually in hospitalisation and ECT". (19b1:4b) 



lt can be seen that the concept of iaeological perspective 

is useful because it provioes a structure in which to analyse and 

understand the differing approaches (or ideologies) which 

patients and health professionals have. lt has as its central 

theme, the notion that there is no necessary co-incidence between 

the realities ot patients and professionals. 

General Features of the Patient ldeological Perspective. 

This section is concerned with the general features of the 

heart patient's ideological perspective. ln the same way that 

the health professionals have a set of mental images that relate 

to who has heart attacks, so patients carry mental pictures of 

what a heart attack is like and of who has them. This imagery is 

broadly similar to that of health professionals; prior to the 

heart attack it describes a male, miadle-aged, middle-class inai

vidual. 

For those individuals who do not conform to this image, it 

is not possible to simply adopt the health professional's ideo

logical perspective and ignore the difference. The conflict must 

be managed in some way. In this study the most common response 

was to altfer reality. That is; to say things such as "it 

wasn't a real heart attack" or "I didn't have one of those 

full-blown coronary things". ln this way, the individual takes a 

subjective approach to the illness experience and interprets it 
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in a manner consistent with the ideological perspective s/he 

holds, and in relation to other constraints (such as the influ

ence of health professional ideology). 

There is more to the patient's ideological perspective than 

this imagery and its management when it conflicts with the 

reality. The ideological perspective refers to the way in which 

the patient (or health professional) views the nature, context 

and management of illness (Graham and Oakley,1981:51). As was 

noted in the previous section, patients and health professionals 

have different and often conflicting notions of "relevant" 

symptoms. Stimson and webb(1975:40) also note that there is 

often a considerable clash between doctor's and patient's def

initions of relevant symptoms. In this thesis it was found, for 

example, in the case of a young man who had persistent tingling 

sensations in his arms. He had experienced exactly the same 

sensations just prior to his heart attack. When he asked the 

nurses and the doctors (including his G.P) about it, he was told 

not to worry, and that he should only worry if he got pains in 

his chest. Of course, their "assurances" did nothing to stop his 

worrying. His iaeological perspective included ''tingling" as a 

relevant symptom, because this was what he had experienced last 

time. That is, his subjective understanding of the word "heart 

attack" included tingling. 

Patients' ideological perspectives also include general 

notions about what health and illness mean. As was noted in 
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Chapters 2 and 3, this centred on a passive conception of health 

such that it involved the absence of illness. Their notion of 

illness involved a continuum of varying degrees of seriousness. 

At a certain point in this continuum it was appropriate to seek 

help. 1he point at which help was sought varied depending on the 

social characteristics of the individual. There was a definite 

difference between the males and females in this sample such that 

the male applied "medical decision rule" or the "as if ill 

rule" (Graham ana Oakley, 19b1 :56) whil6 the women tended to aaopt 

an "as if well" approach for as long as possible. 

The "medical decision rule'' refers to the principle upon 

which certain medical decisions are made. It means that it is 

better to label a well person ill than it is to label an ill 

person well. lt is relevant here because it is consicterea that 

this type of principle is also used by the population at large 

lfor example, "it is better to be safe than sorry"). However, it 

was observed that when faced with their own health problems, 

women tended to adopt the reverse principle. This involved 

assuming that any physical symptoms were trivial until they 

became unbearable. Thus, in the absence of aefinite evidence to 

the contrary, women would adopt an "as if well" approach and 

ignore the symptoms for as long as possible. This resulted in 

the females in this sample delaying longer before seeking help 

than did the males. 
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The way the medical encounter is understood is another 

aspE:ct of the patient''s iaeological perspective. As with most of 

the other aspects, this is heavily influenced by the iaeological 

perspective of the health professionals. The power which they 

have to define the terms of an encounter spills over and influ-

ences the ideological perspective of the patient. In this way 

the patient's ideological perspective may be seen as more 

flexible and subject to external influences than that of the pro

fessionals. 

That part of the patient's perspective which relates to the 

nature of the medical encounter can be most easily illustrated by 

the problems which patients and health professionals have in 

communicating effectively (10). For instance, inquiry into 

whether they felt comfortable asking questions revealed that 

although the opportunity was sometimes given by doctors lfor 

example "have you any questions?"), patients did not feel able 

to ask questions. The opportunity to ask usually came at the ena 

of the consultation, but at this stage respondents often felt 

that the doctor had "switched off". ln this sense, the manner in 

which the opportunity was given to ask questions actually 

inhibited the patient from aoing this. Medical encounters are 

primarily one way (from the health professional to the patient) 

and health professi0nals control the relationship. Patients will 

only ask questions when they feel that the health professional is 

interested in more than the physical aspect of their illness. lf 

they cto not feels/he has this interest, they will not see the 



asking of questions as a relevant activity for them to engage in. 

''~ell questions, they aon't spring to mind like that." 

"And Lhen he says (after the examination) 'any quest
ions?' which gives you the opening but you don't feel 
that there is the time and that he is seriously 
interested." 

"hell, they don't like you to ask questions." 

Here the clash between doctor's ana patient's subjective inter-

pretations of a situation can be clearly seen. The manner in 

which the opening is given to ask questions actually inhibits 

questioning. Thus, the health professional's definition of a 

patient and what a patient needs remains unaltered. 

The previous two sections have outlined the ideological per

spectives of health professionals and patients. ln large measure 

these ideological perspectives conflict with each other. 

However, there are areas where they concur. These areas of 

overlap are principally areas where the health professionals 

have, through their ideological power, been able to exercise con

siderable control over the potential patient population. In so 

doing, they have been able to assert their definition of reality 

as the only relevant one. The next two sections provide an 

indepth analysis of the concept of ideological perspective as it 

relates to this study. 
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The basic theoretical contention of this chapter is that the 

experience of a heart attack is problematic for the patient. lt 

is problematic in ways other than the fact that it indicates a 

"sick heart". The heart attack throws up a whole series of con

flicts and anomalies that must be "theorised" or conceptualised 

in some way in order for the individual to "cope" with the heart 

attack lthe individual may cope well or badly). The manner in 

which these issues are conceptualised aepends to a large extent 

upon the characteristics of the person and the way in which the 

health professionals interact with this individual. 

Analysis. 

This section is aivided up into three parts: 

1. Medical laeology - analyses the health practitioner ideo

logical perspective using wallach-Bologh's conception of the 

alienation of self from body. 

2. Patient ldeology - analyses the patient ideological perspect

ive and in so doing pays some attention to the effect which the 

health professional ideological perspective has on this perspect

ive. 



5. A Case ~tuay - this section provides an indepth analysis of 

one patient group. This group has been chosen because it is 

diametrically opposed to the image of a heart attack victim. lt 

thus throws into clear relief the range of conflicts associated 

with the whole experience of a heart attack. 

Medical ldeology.(11) 

This section analyses the ideology of the health pro-

fessional group. As outlined in Chapter 1, the method of analy-

sis is the "theoretical interpretation of findings". Information 

for this section comes from three sources; informal aiscussions 

and interviews with several health professionals, observation in 

the hospital situation, and information gathered auring 

interviews with patients. 

·Wallach-Bologh's (1981) concept of the alienation of self 

from body fits well with the information gathered here on medical 

ideology. This concept involves the reformulation of the notion 

of the patient role. It sees this role as a "relation of self to 

body mediated by the medical profession"(ibid;190). This can be 

seen, for example, in the language of medicine which refers to 

diseases and organs but never to the social being to whom the 

illness happens or the organ belongs. 



Alienation is basea upon two things: the orientation of 

medicine and professional dominance. hedical orientation refers 

to the way in which health professionals emphasise diseases to 

the exclusion of the social being; a patient is merely a 

possessor of an illnesslwallach-Bologh;1981 :190). 1he body is 

not seen as a social body. This is reflected in the approach 

that health professionals take to symptoms; they are seen only 

as indicators of specifically physical problems (ibid). One 

result of this approach is that the social consequences of a 

treatment are seen as unproblematic(ibid). 

Professional dominance has been addressed by many 

sociologists (12). wallach-Bologh locates the notion of pro

fessional dominance specifically within a structural context. 

She notes that the structural condition which enables this 

dominance is the medical profession's control over knowledge - it 

is seen as private property (1961:191). by controlling 

knowledge, health professionals act as curers not as resource 

people. Resource people would function to provide sick people 

with access to healing knowledge and so enable them to cure 

themselves (ibid). The result of this dominance is that patients 

are relegated to the subordinate status of objects to be cured. 

Professional dominance, then, provides the structural base for 

the alienation of patients from themselves. 

The concept of alienation is pivotal to an understanaing of 

medical ideology. Firstly, it highlights the control over 
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knowleage exercised by the medical profession and its 

concomitant; the subordination of patients. Secondly, it empha

sises the medical approach which has as its central theme the 

treatment of bodies divorced of selves. M~dical ideology can 

best be understood by an analysis of the focus of care-givers. 

ln this research, three aspects of this focus were found to be 

especially illuminating. 

The gulf between statements of belief, or value, and actual 

practice constitute one avenue for the exploration of medical 

ideology. lnterviews and discussions with health professionals 

indicated that family involvement in the hospitalisation process 

was seen as a centrally important aspect of caraiac care. 

lndeed,it was often referred to as evidence of the new approach 

to hospital care that elevated the patient-as-a-person to a 

central position. However, investigation into the actual 

practice of coronary care units revealed that family involvement 

was not consistently a part of care given. Family involvement 

seemed to be either a matter of chance or a product of an 

extremely assertive spouse who demanded to be involved. where 

families were kept informea this was most often done by nurses; 

doctors rarely made any effort either to address the patient as a 

person or to take into consideration the patient's social 

context( 13). Thus, it would seem that the demands of day to day 

care giving, or the organisation of hospitals results in family 

involvement being accorded low priority. 



While statements of belief inaicate an awareness of the 

importance of the social context (in this case, family 

involvement) the actual focus of care exhibits quite the reverse. 

The existence of this gulf between belief ana practice provides 

some support for Wallach-Bologh's (1961)conceptualisation of 

medical ideology. 1hat is, despite statements to the contrary, 

the emphasis is still upon illness, diseases and individual 

boaies. This mitigates against any form of care which takes into 

consiaeration the social beings who experience these illnesses. 

A second area where eviaence of health practitioners' iae

ology is found is in the area of what can be called the "hospital 

focus", although this extends beyond the hospital setting to such 

areas as post-discharge medical check-ups. This concept relates 

to the conception which health professionals have of what it 

means to be sick. Graham and Oakley (197b:54) note that health 

professionals emphasise such things as patient careers and 

medical facts. Patients, on the other hand, are more concerned 

with things such as the impact which the illness is going to have 

on their lives. Their focus is on the return home while the 

health professional focus is upon the illness episode as an 

isolatea and aiscrete entity. This is one, rather obvious, area 

in which the two ideological perspectives (health professional 

and patient) conflict. lt is interesting, in this res~ect, 

because it is one of the few areas where the inaivid-

ual-as-a-patient cannot actually alter her/his ideological per

spective to fit that of the health professional. Because this 



clash is never completely resolved, it constitutes one of ·the 

major areas of the illness experience. At the end of the illness 

the indiviaual still sees her/himself as a social being ano the 

health professional still sees the individual as a diseased or 

sick body. 

The health professionals' focus on the hospital to the 

almost total exclusion of what happens when an individual returns 

home is a particularly gooa example of this facet of medical ide

ology. For instance, their insistence that those who lived alone 

spend the first six weeks in the company of at least one other 

person ensured that such indiviauals had a reasonably good chance 

of getting the requisite convalscence. Thus, it went a consider

able distance to making sure that their hearts healed properly. 

What it did not do, however, was take any account of what would 

happen in the seventh week when the individual had to adjust to 

living alone again. The insistence on company for the first six 

weeks ensured that in terms of medical factors, convalescence was 

achieved. However, this ultimately contributea nothing to the 

social adjustment to the heart attack. 

The transition from "sick" to "well'' is a gradual process. 

Both Stimson and Webb(1975:87) and Bloor and Horobin(1975:279) 

point to the processual and "social" nature of illness: 

"people live their illnesses socially, they cannot be 
viewed as isolated individuals responding automatically 
to the instructions of ooctors"lStimson ana 
Webb;19'l5:87). 
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At seven weeks post-aischarge the inaividual is in the same posi-

tion as s/he is on the aay of leaving the hospital. 

Reconstituting the normative worla, that is, the social 

adjustment to the heart attack, is seen as unproblematic by 

health professionals, yet for patients it constitutes the major 

hurdle to be cleared after leaving the hospital. 

The inability of health professionals to confront these 

social issues stems from an ideology that will only address 

sicknesses. lt is further complicated by the fragmentation 

characteristic of "western medicine"(Wallach-Bologh;19b1:1b9). 

This fragmentation relates not only to the proliferation of 

specialties and sub-specialties, but also refers 

fractionated image which health professionals have 

to 

of 

the 

the 

functions of the various components of the medical system. One 

effect ot this is that those working in hospitals conceive of 

their brief as relating only to the hospitalisation period and 

perhaps to that period immediately following (but here only in 

medical terms). This focus enables them to ignore the fact that 

the return home experiences of those who live alone will be quite 

aistinctly different to what they conceive of as the norm (that 

is, married, male patients). 

The emphasis on patient careers and medical facts highlights 

the way in which medical aspects of illness pre-empt any serious 

consideration of the subjective and social realms of inaividual's 

lives. Post-discharge check-ups mark the individual's passage 
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through the illness. This progression is punctuatea by the 

measuring and recording of relevant symptoms and physical indica-

tors which are medically defined. 

blood pressure, for example). 1t 

(swollen feet ana hands and 

does not involve any 

significant degree of interpersonal communication between doctor 

and patient, nor does it address the social aspects of the 

recovery phase with any regularity. 

Even though the emphasis is upon physical inaicators, not 

all physical symptoms are consiaered to have equal significance. 

Emphasis is upon those symptoms which the doctor can measure. 

lndicators of the type that the patient her/himself experiences 

(for example, tingling - see earlier discussion in section two) 

are generally accorded lesser significance. Alternatively, they 

may be seen as indicators of some underlying psychological or 

emotional disturbance. Stimson and Webb(1975:10) have also 

pointed to the tendency of doctors to assume that psychosomatic 

motives usually prompt patients to consult them. Again, the sub

jective aspects of the illness process are relegated to the 

periphery of the doctor's attention, or they are seen as 

indicative of some individual inadequacy (for example, evidence 

of a "worrier"). They are not seen as symptoms worthy of 

attention and explanation. Graham and Oakley (19?b:59) note this 

clash between the subject~ve and objective aspects of meaical 

care in their discussion of "who is the expert?" Here they note 

the difference in emphasis between the doctor and the patient on 

what are relevant symptoms. while patients react to the subJect-
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ive experience of illness ana are thus attuneo to a wide range of 

physical sensations, doctors focus upon a narrow range of 

pre-determined symptorus which are thought to betray the patient's 

physical conoition. 

The individualisation of illness (Wallach-Eologh;19b1) is a 

frequently noted theme in analyses of medical ideology. Barrett 

and Roberts (1981 :4b) note that this emphasis is primarily a 

product of meaical education which concentrates "largely upon 

personal pathology"(ibid). wallach-Bologh (197b:1bb) documents 

some of the effects of this emphasis when she notes: 

"The failure on the part of the medical profession to 
treat differences in morbidity rates due to social 
class, occupation and environment as an object. of 
medical concern". 

The individualisation of illness has an obvious and close 

relationship to the previous two aspects of medical ideology. 

Because illness was seen primarily in individual terms, (even 

when,as wallach-Bologh notes, it has an obvious social class 

component) family involvement could be relegateo to the periphery 

of care. lt was something that could be attended to after the 

more important meaical tasks had been performea. Routinisation 

of tasks is a central feature of hospital organisation. Those 

tasks that are defined as important are allocated to specific 

health practitioners. That family involvement was seen as 

peripheral and non-essential can be inferred from the fact that 

no specific member of the coronary care unit staff was given 

responsibility for the task of organising family contact. 



1he focus of the units on the hospitalisation period and the 

focus of the general practitioners and out-patient specialists 

upon medically relevant symptoms again underscores the manner in 

which illness is individualisea by health professionals. Aavice 

on giving up or modifying various behaviours (for examples, see 

Chapter j: Keeping to Changes) shows a similar disregard for the 

social context of patient's lives. Finally, the consistent 

refusal to intervene in the 11 private sphere", even when it was 

having an obvious and aamaging effect on the health of the 

patient, and insteaa, the emphasis on altering the individual to 

tit the home environment aemonstratis the extent of the individ

ual focus of health professionals. 

wallach-Bologh's concept of the alienation of self and body 

provides a methoa for understanding the strands of medical iae-

ology that were found in this stuay. The medical orientation, 

which focuses upon diseases and sick bodies, but never the social 

self (Wallach-Bologh;1981), was found to fit well with both 

respondent's experiences and the statements and practices of 

health professionals. Professional dominance also provides an 

avenue for exploring the consistent refusal of medical prac-

titioners to accord the subjective experience of physical 

symptoms any significance. The notions of patient careers and 

medical facts further facilitate the unaerstanding of this facet 

of meaical encounters. ln order to understand the power of 

medical ideology it is necessary to examine the ideological per

spectives of patients. This is aone in the next section. 



204 

Patient ldeological Perspectives. 

The patient iaeological perspective has been divided up into 

four sections. This division is somewhat artificial as, in 

reality, the first three sections are quite closely linkea. The 

division has been made for discussion purposes only. 

1. the role of the indiviaual in the illness process: 

This aspect of the patient ideological perspective relates 

to the unaerstanaing which the individual has of the range of be-

haviours "appropriate'' to the patient role. lts parallel, 

patient perception of the role of the doctor, is discussed in 

more detail in the third part of this section. 

Upon entering the hospital, individuals become aware of the 

fact that they are seriously ill. (This is not as simplistic as 

it sounds). That is; until they are diagnosed and/or aamitted, 

the maJority of individuals still believe that there is nothing 

seriously wrong with them. Once diagnosed, they begin to see 

themselves as "ill". There is, thus, an interpretive process 

involved in the adoption of the sick role(14). 

It was found that the awareness of being ill was not a 

status transition in the pure sense of the word because health 
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was not a state of which individuals were actually aware. 

Rather, it was something that they were aware that they had lost 

once they became ill. Thus, it appeared that health was little 

more than the absence of illness. Illness was the active state. 

The following statements provide some support for 

contention: 

"l didn't realise that exercises helped your heart and 
your body too" 

"A lot of it was pure habit because we didn't realise 
that aiet was anything more than just eating''· 

this 

An additional dimension to this passive conception of health 

was the approach which individuals took to its restoration 

following an illness. lt was found that having become ill, indi-

victuals saw the restorative process as something external to 

themselves - health was something that was restorea by others. 

ln this way, control over health effectively lies outside of the 

individual. lt is vested in others who have the knowledge to 

effect a cure. 

Here, the strong co-incidence between medical and patient 

ideology can be seen. Again, Wallach-Bologh's(19b1 :199) notion 

of' the control of knowledge as private property, and the activity 

of health professionals as curers not resource people helps 

explain this unaerstanding of health and illness. Because 

knowledge has been appropriated by the medical profession, the 

relationship between health and illness has become mysti-

fied (15). This renders the indiviaual unable to make the 
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transition from illness to health unaided, and in so aoing 

alienates the social self from the body. ln this way knowledge 

about the restorative process becomes a commoaity. but, unlike 

other commodities it (knowledge) cannot be purchased directly, 

rather, the ability to effect a cure is purchased. T.he knowledge 

remains the private property of the health professional group. 

It is in this sense that Wallach-Bologh refers to doctors as 

curers and not resource people. 

Continued health was frequently seen as a matter of gooct 

luck and its loss a matter of bad luck. Similarly, avoiaance of 

another heart attack was put down to "fate". That this attitude 

to health was not a peculiarity of this group alone is borne out 

by Barrett and Roberts (1976:49) who note: 

"Without exception they saw good health in terms of 
good luck. We felt that this was symptomatic of a 
situation where patients feel that they have no control 
over or knowledge of their own bodies". 

Lack of control constitutes a pervasive theme in the patient 

ideological perspective and may be accurately interpreted as one 

consequence of patient alienation. lnaividuals, thus, interpret 

their role in the restorative process as passive. 
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2. perception of illness: 

Respondents demonstrated a specific and quite complex under

standing of illness. Two concepts were found to structure this 

understanding; "official cure" and "permissable activities". 

These concepts do not appear to have any parallel in other 

sociology of health work so they remain speculative. 

lt was found that individuals and significant others with 

whom they regularly interacted perceived the illness to be over 

at a definite point. This was the point at which the individual 

was "officially cured". Basically, "official cure" relates to 

the point at which the individual is expected to resume all 

previous roles and responsibilities. It is, therefore, the other 

side of the sick role in that when ''officially sick" normal role 

performance may be legitimately suspended. The "official cure" 

appeared to have two stages: hospitalisation and the convales

cent period. however, the "cure" did not always take the full 

six weeks convalescence. For instance, married women frequently 

resumed all their previous roles well before this point. 

Coronary rehabilitation appeared to be the one factor which 

extended the length of the "official cure". This highlights the 

centrality of health professional contact in the definition of 

le~itimate illness. The only factor that consistently influenced 

perception of the ''official cure" was the degree and length of 

health professional involvement with the indiviaual. Reduction 
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in health professional contact was taken to imply a return to 

health. 

Until the individual was "officially cured" it was possible 

to legitimately suspend normal role performance. This legitimat

ion was of two types - self ana other (see discussion in Chapter 

2). The cure had been effected when health professionals no 

longer haa regular contact with the indiviaual. 

Illness can be seen in terms of health professional sanction 

(usually a doctor). To be legitimately ill it is necessary that 

a doctor be involved on a regular basis. Because health 

knowledge is not accessible to the layperson, indiviauals are not 

considered (ana do not consider themselves) to be competent 

enough to assess whether or not they are ill. Examples of this 

imposed incompetency abound and the requirement of a doctor's 

certificate to legitimately take time off work constitutes one 

such instance. Professional dominance (the monopoly over 

knowledge and the ability to decide who is well and who is ill) 

enables the medical profession to act as a covert and extremely 

powerful agent of social control(16). Possessing such knowledge 

and being able to make such decisions puts the medical profession 

in the unique position of having the ability to both create and 

regulate the demand for its own services. 

The secona concept which structured the inaividual's percep-

tion of illness was ''permissable activities". These activities 



were discussed in Chapter 2 in the context of' the advantages of 

group r-ehabilitation. Not only were individuals permitted to 

forego normal role obligations while they were "officially sick", 

they were able to indulge in a range of health-directea 

activities as well. These were the "permissable activities". 

The alienation of individuals from themselves (discussed in 

the section on meoical iaeology) results in individuals having a 

very low involvement in their health. This is the passive state. 

A consequence of this is that activities which serve no function 

other than the enhancement of health and general well-being are 

only "permissable" when the individual is "officially sick". ln 

this context one ot· the advantages of the group rehabilitation 

schemes was that they required doctor sanction. 1his meant that 

rehabilitation was seen in the context of the "official cure". 

Thus, it was "alright" to go for walks, and so on, as long as the 

doctor said that it was a necessary part of the "cure". 

Alienation and professional dominance thus combine and result in 

health-directed behaviour requiring the definition and sanction 

of an external agency. lt is not legitimate for individuals to 

do this under their own initiative. 

Because individuals (given the structure and philosophy of 

medical care) do not have any significant degree of control over 

their varying states of health (they do not have access to 

knowledge and they exist in a system which defines them as 

powerless), the range of "permissable activities" is limited. 
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Generally, it is confined to the carrying out of prescribed 

activities when outsicte the airect control of health pro-

fessionals. 1hus, such activities as pill-taking and dietary 

moctification are prescribea, anct thus, ''permissable activities". 

Because rehabilitation programmes extended the range and duration 

of professional contact, the range and duration of "permissable 

activities" was similarly extended. It was noted in Chapter 3 

that indivictuals dia not keep going with exercises beyond phase 

two or the "official cure'' (see above). lhat is, health directed 

behaviour could not be justifiea (self and other legitimation) 

beyond this point 

1he group schemes introctuced an element of structure, 

compulsion (you are referred there by your doctor, it is thus a 

necessary part of the ''official cure'') and control lprofessionals 

monitor you ana in so doing make decisions on your behalf - the 

locus of control is with the proper authority). As will be noted 

in part four, this latter aspect changes over time. Through 

prolongea contact with a programme respondents also learnt to 

make their own decisions and in this process their conception of 

health was transformed, somewhat, to an active state. Thus, 

unless health directed behaviour is sanctioned by the proper 

authority, indulging in it over a prolonged period of time is not 

seen to be an appropriate activity. 
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5. patient perception of the role of the doctor: 

ln aadition to having a fairly clear image of their own 

role, the patient ideological perspective also has a well-defined 

understanding of the role of the doctor. This understanding in

fluences the way in which patients behave toward their aoctors 

and the type of treatment which they expect and seek from them. 

As has already been notea, their understanding of all aspects of 

being ill is heavily influenced by the ideological perspective of 

health professionals. This part of the investigation revealed an 

interesting clash between the perception which doctors 

(especially G.Ps) had of themselves and the perception which 

respondents haa of them (see below: clash between patients' and 

doctors' perception of the g.p.s role). The first part of this 

section deals with an analysis of medical explanations. This is 

relevant to a consideration of patient perception of the role of 

the doctor because it reveals the range of information to which 

patients feel that they are "entitled" about themselves, and the 

understanding which they have of the doctor-patient relationship. 

getting explanations: 

"~ell they don't like you to ask". 

''They explained it but I can't understand all that 
technical stuff". 

"It isn't really important that I know. lt is they who 
need to know" 

The above quotations are three examples of the attituaes 

which are held about meaical explanations and medical encounters. 
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What they all point to is the communication ~ap which exists 

between medical personnel and patients. Graham ana Oakley 

(1976:65) note the communication gap as an important factor which 

structures the ideological perspective of patients. 

That it was extremely rare for patients to be satisfied with 

the detail and extent of medical explanations is a finding which 

is by no means unique to this study. ~hile the motivation behind 

asking questions was usually a desire to know and understana what 

was happening to one's body, medical professionals usually inter

preted questioning as evidence of anxiety. Thus, their response 

was to "reassure" patients rather than to explain. 

such as: 

11 That's normal" 

"That's nothing to worry about" 

or even worse: 

Responses 

"Oh, you're just one of those people who worries a 
lot". 

were what passed for explanations. 

ln addition to anxiety-allaying in their responses to quest

ioning, medical professionals frequently treated their patients 

as ignorant and incapable of understanding what was happening to 

them. Stimson and Webb (1975:125-4) and Comaroff (1S79:125) also 

note the tendency of medical professionals to dismiss patient 

questioning as evidence of anxiety. That this is, in fact not 

the case has been pointed out by such sociologists as Bart (7961) 
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in her study ot· an illegal abortion collective. 1reating 

patients as ignorant has consequences which reach beyond the fact 

that it is both insulting and aegraaing to be so treated. The 

assumption that patients have such a limited capacity to 

understand what is happening to them serves to underline the 

extent of physician power and control. 

Bartl19b1; notes the dehumanising effect of meaical practice 

(with all its attendant assumptions about patients) as it is 

currently constituted: 

"for so many health professionals regard health care 
not as a process, but rather as a product. Inevitably, 
human beings are dehumanised, divided into many parts, 
and placed on an a·ssembly line 1-ihere doctors have 
access to the most profitable parts. This reduction of 
human beings to particular meaical parts and the 
consequent control exercised by doctors over those 
parts (and thereby over human beings) is something that 
feminists have found most undesirable - on many 
counts - and have sought to change." (ibict:110) 

Rakusen (1981:b2) also notes that the theme in giving 

explanations is actually the denial of information and the 

dehumanisation of the patient: 

"Doctors seem to feel that they do not need to explain 
anything. Certainly a community health worker reports, 
they often find 'explaining' difficult, sometimes 
believing that "these women" don't understand anything 
anyway .... "The women are treated not as human beings 
but as objects. Nurses and doctors point at them and 
talk about them as if they haa no feelings. Their 
preferences are never sought""· 

The assumption that inaivictuals "cton't really want to know" is 

apparently not confined to the cardiological fieldl17). 
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Denial of knowleage plays a significant role in patient 

alienation. Furthermore, as Stimson and Webb(1S?S:121) note, it 

is possible for health professionals to appear to be giving 

information when actually they are not. For example, information 

on drugs is usually limited to telling the patient what the drug 

is designed to cure. The broader action of the drug, for 

example, possible side effects or the chemical composition of it 

is usually withheld. 

Alienation is also partly a product of medical 

specialisation. This yields a type of medical practice which 

focuses upon organs, limbs and parts of bodies with little or no 

' reference to the whole to which these parts belong. ln fact more 

than one responaent commented upon the fact that although, 

apparently, the heart was being well taken care of, perhaps the 

foot might fall off without anyone noticing. That respondents 

clearly felt so alienatea from their bodies in an area that 

receives so much public attention and funding, would alone seem 

to justify a rethinking of the current emphases within the 

medical system. 

lt requires skill, determination and the possession of 

certain "tickets" (the right race, sex, age and socio-economic 

status), rather than a simple desire "to know what's happening to 

me" to get an explanation from a health professional. In this 

study professional and middle-aged men were far more successful 

at getting explanations than any other group. uften these men 



haa ongoing relationships with their doctors (played golf 

together etc). So, it would appear that not only is it necessary 

to fit the image (and so to be a good patient) but it is also 

necessary to interact with the doctor outside of the surgery. 

Clearly, for the bulk of the population this is simply not 

possible. 

clash between patient's and doctor's perception of the g.p.s 

role: 

As was noted in the introduction to this section this is one area 

where patients do not always adopt the perspective of the doctor. 

The reason for this refusal appeared to stem from the fact that 

there were simply too many instances where patients experienced 

the airect opposite of the dominant ideology. Furthermore, the 

very fragmentation and specialisation of the medical field served 

to reinforce, not the health professional's, but the patient's 

conception of the role of the G.P The significance of this con

cept can be adjudgea from the fact that, virtually without 

exception, the health professionals (especially doctors) premisea 

discussions of rehabilitation with the researcher, with the 

statement that "actually the G.P is superbly equipped to provide 

those same services as rehabilitation does", or some variant on 

that theme. On the other hand, respondents who participated in 

group rehabilitatibn schemes did not see the general prac

titioner's role as being at all commensurate with that of the 

programmes. 
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This aiscussion focuses upon G.Ps. ln the hospital setting, 

health professionals are able to very etfectively maintain their 

hegemony over the patient. Thus, in this setting patients will 

almost always concur with health professionals definitions. Once 

out of the hospital, individuals have a little more flexibility; 

they will not always agree with the doctor's definitions. 

Of-course, they will not challenge the doctor any more than they 

will challenge a hospital health professional. The total 

hegemony of the hospital works in such a way that, without 

exception, responaents commented favourably on the quantity of 

inf·ormation that was available to them. However, when questioned 

more fully as to what they actually learned about their hearts 

and their bodies again, almost without exception, they found that 

they had internalised nothing. ln line with Stimson and 

webb's(1975) above discussion of drug information, it was fauna 

here that very few respondents knew what the drugs actually did 

to them. Rather, they knew that: "that one's for my blooa, that 

one's for my heart and that one's for the pains". what this 

means is that the image of information availability could be 

maintained without the health professionals necessarily having to 

invest anything of themselves in the encounter. 

The information given was not internalised because it was 

passive knowledge: it was knowledge about wiiat the health pro-

fessionals were doing to the patient, not about what patients 

could do for themselves. Thus, it is another aspect of the 

denial of knowledge and alienation of individuals from their own 
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bodies. 1here were of course some notable exceptions to this, 

but they were, indeea, exceptions(lb). herely providing individ-

uals with large tracts of information does not constitute 

educating them. This is all the more so when the entire struc-

ture of the medical system is directed at denying individuals any 

significant degree of involvement in the functioning and repair 

of their bodies. 

~hile health professionals saw the G.P as being ideally 

placed to look after the individual-as-a-person (and leaving 

aside the issue of whether this is actually so), respondents did 

not see their role in this way. The attitude of respondents to 

this topic have their roots in their conception of the medical 

system which they basically see as fragmented. This appeared to 

be a product of the high level of specialisation in the medical 

system in general, and the cardiological field in particular. In 

fact, some responaents expressed manifest confusion as to whom 

they "belonged" upon leaving the hospital (19). 

While the G.P may see her/himself as "the old family 

doctor", no-one else shares this image, and in fact the G.P 

probably tends to refer patients on with much greater frequency 

now than in the past. Barrett and Roberts (197b:4b) note, for 

instance, the tendency for G.Ps to refer their female patients on 

to psychiatrists when they are "floored''(ibid) by the symptoms 

which the woman presents. 1he specialisation of hospital 

services ''taught" individuals a pattern which defined certain 



authorities as being appropriate for certain issues - each health 

functionary had a narrowly defined sphere of interest and 

responsibility. Statements by respondents (such as,"my foot 

could have fallen off") suggested that they felt that no-one was 

interested in the whole person as they moved through the medical 

system. The G.P perhaps sees her/his role in this way (that is, 

as overseeing the whole person) but it is not always seen in this 

way by the patient: 

"l see my G.P as an expensive pill-dispenser" 

"He is interestea in my pulse and my blood pressure, 
but not in how I am in myself 11 • 

Thus, the G.P was seen as being relevant for only certain 

restricted aspects of the indiviaual's health. These related 

primarily to medical issues. Some psychological treatment was 

given (there was also referral on to specialist psychiatric 

services, primarily for women(20, 26)), but again, this related 

to specific meaical interventions - anti-depressant drug therapy 

and so on. It die not relate to attempts to come to an under-

standing of the social context of the individual and the way in 

which this might have been impinging on the well-being of that 

individual. 

Treating the illness as if it had no social context is one 

way that health professionals individualise the illness experi-

ence. Treatment is directed to the illness as it manifests 

itself in physical symptoms. No effort is made to link it back 
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into the context in which it aeveloped, nor to locate the "cure" 

in that context (21). ln all cases the individual is treated in 

a context that bears no relationship to her/his normal living 

context (that is; they are treated in the hospital or surgery). 

Thus, where the illness is perhaps promoted by aspects of the 

living environment, or where recovery and prevention of similar 

episodes is hindered by this context, efforts are still directed 

at the inaividual taltering the chemical balance of the body, or 

perhaps counselling the individual to change - "fit" in better 

with her/his social context). Never do they take into consider

ation or attempt to alter the context itself. 

It is not difficult to see why individuals consistently 

refused to adopt the medical professional's ideological perspect

ive on this issue. For those individuals who participated in a 

rehabilitation programme comment was frequently made on the fact 

that it provided a service that no other aspect of the meaical 

system appeared to be concerned with. Those who did not 

participate in a rehabilitation programme often made comments 

that described something like the programmes, or "wishea that 

something like that was available here" when the programmes were 

described to them. 
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4. transforming the patient ideological perspective: 

The manner in which the patient ideological perspective is 

modified through the experience of an illness has alreaay been 

discussed. ln that context, contact with health professionals 

and their ideological perspective was noted as one significant 

influencing variable. In addition to the co-optive effect which 

the health professional ideology has, the patient ideological 

perspective was found to be be modified through contact with a 

rehabilitation programme. The nature of this influence was such 

that it could be considered to be a type of consciousness-raising 

experience for those who participated. Not only did 

participation have the effect of altering the perception which 

indiviauals had of things such as the patient role, the illness, 

''relevant symptoms" and so on, but it also appeared to have a 

limiting effect upon the extent of health professional (especial

ly doctor) hegemony. This section is concerned with an analysis 

of the ways in which the patient ideological perspective altered 

in response to contact with a rehabilitation programme. 

permission to act: 

The first area in which a change of perception was observed was 

in the range of activities in which individuals indulged on a 

regular basis. ln the discussion of patient perception of ill-

ness, the need for professional sanction of illness and 

health-directed behaviour was noted. Contact with a rehabilitat

ion programme reduced the need for both self and other legitima-
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tion of activities formerly considered to be off-limits because 

their primary function was health-promoting (see earlier discuss

ion of "the official cure" and "permissable activities"). 

The way in which the rehabilitation programmes appeared to 

give individuals permission to act in the interests of their own 

health was noted in Chapter 3. The nature of this changed 

orientation was not total however, for sanction of some sort was 

still necessary. The programmes were run by health professionals 

(none of whom were doctors) who monitored the activities of indi

viduals on a regular basis. 1he change in perception and behav

iour extended the conception of the restorative process to 

include a range of things that the individuals themselves could 

do. In this way it altered their understanding of health and 

illness. Health and the return to it became the focus, rather 

than the illness and the necessity for professional guidance as 

the only means for restoring it. 

There was an additional dimension to this concept. lt 

related to the educative effect of the programmes. As was noted 

in Chapter 2, none of the schemes explored the educative 

potential of rehabilitation to its full. However, knowledge was 

inevitably passed on as a simple function of the regular 

interaction between the health professional and the individual. 

This extended contact altered the way in which individuals 

thought about health. They became aware of the fact that there 

was knowledge that was both accessible and sensible to them. 
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Having this information enabled them to make some decisions for 

themselves. Although their access to knowledge was very limited, 

and at the end of the field research these respondents still had 

quite a heavy reliance upon their medical practitioners, this 

access did have a liberating effect upon them. Learning about 

exercise, diet and a range of other things, and feeling competent 

enough, and permitted to think about their health, partially 

reunited the individual's selves and boaies (see earlier discuss

ion of patient alienation). 

Of course this had no effect on their relationship with 

their medical practitioners. Doctors consistently refused to 

become involved in the programmes (except in those cases where 

they had had heart attacks, and thus attended as participants). 

In this way they continued to protect their knowledge and their 

position as dominant in the doctor-patient relationship. 

demystification: 

Despite doctors refusal to participate in the rehabilitation 

programmes, the prolonged contact with other health pro-

fessionals, and the learning that this afforded, combined to have 

a demystifying effect on the way in which individuals perceived 

the entire medical system (22). By learning methods of coping 

and of obtaining information once outside the hospital, the 

boundaries of "permissable" knowledge and self-directed behaviour 

were extended. As noted above, this demystified, to a limited 

degree, the medical structure of this system. In this way indi

viduals began to learn how to reclaim the knowledge about their 
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bodies that has been appropriated from them. They were, thus, 

transformed into active participants in the health process. 

These alterations in individual perception were not apparent 

in the group which did not have access to a rehabilitation 

programme. ln fact, this group demonstrated quite the reverse. 

Their prolonged contact, as patients, with health professionals 

actually extended and deepened their reliance upon the structure 

of medicine, and thus, the control which it had over them. There 

was a very definite and obvious difference in the morale of those 

who had access to a programme and those who did not. ln some 

ways these problems were a simple product of isolation. The 

difficulties in adjustment were seen in individual terms simply 

because these indiviauals did not have any contact with others 

who had had heart attacks. In short, they did not know that what 

was happening to them was happening to other people as well. 

The changes observed in the rehabilitation groups were 

limited. However, they do have fairly radical implications. 

They did alter, to a degree, the relationship which individuals 

had to the medical system and the health professionals who 

control that system. ln this way they can be seen as a very 

small step towards decommodifying health care. By being able to 

take steps to learn (knowledge) individuals ultimately alter th~ 

nature of the relationship that they have to health professionals 

and the medical structure (see discussion ot professional domi

nance). 
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group activities serve a consciousness-raising function: 

This is the final aspect of the transformation of health into an 

active state. It was discussed in Chapter 3 in terms of social 

contact. When taken in conjunction with the previous two con

cepts, this concept can be extended to describe the general 

development of a subjective 

themselves as a group. 

awareness by respondents of 

Prolonged contact with others who have had heart attacks en-

abled a "group feeling" to develop. This subjective awareness 

was not evident in the individual rehabilitation group. In 

addition to having political significance (that is, in terms of 

the power of patients as individuals versus the potential power 

of patients as a group) group awareness served certain very 

practical and useful functions. This "transformation" played 

quite a significant role in improving the quality of individual 

lives (see quotes below). It did not, however, alter the 

distribution of power in the doctor-patient relationship. It 

seemed that the hegemonic control of the doctor was firmly 

entrenched. The nature of the positive effects on the quality of 

life can be summarised in the following quotations: 

"You realise that you are not a freak". 

"You are not alone, what is happening to you is also 
happening to others". 

"You are not peculiar". 



Social contact as a learning experience is another aspect of 

the consciousness aevsloping nature of rehabilitation. Learning 

was not only obtained t·rom social contact with health pro

fessionals. There was also a significant amount of interchange 

between participants themselves. The significance of this was 

that it reasserteo the validity of subjective experience as a 

learning oevice. here, individuals helped each other with a wide 

range of practical advice about coping. Moreover, this was 

information that medical practitioners could not have provideo 

(unless they themselves had had a heart attack). That is, it was 

not information that is part of a medical orientation and thus 

consiaered to be significant or relevant to having a heart 

attack. This interchange also helped to strengthen the bonds 

between inoividual members of the group. 

Thus, the rehabilitation programmes helpeo to reduce the 

reliance of indiviauals upon medical services and to demystify 

their perception of those services. Although this research has· 

not gathered sufficient information on health professional 

attitudes to make any conclusive statements, it ~s interesting to 

speculate upon the reasons why there is medical practitioner 

resistance to rehabilitation. It could perhaps be that they 

perceive it as having precisely these functions and in this way, 

as challenging their dominance in the health field. 



226 

A Case Study. 

The final substantive section in this chapter is concerned 

with a case study of the women who participated in this research. 

This is included for two reasons. Firstly, and as noted at the 

beginning of part three of this chapter, women constitute one 

group excluded from the image of a heart attack victim. As such, 

their experiences clearly demonstrate the range of conflicts and 

contradictions associated with having a heart attack and, more 

generally, with being patients in the medical system. Secondly, 

it is considered that the experiences of the women in this sample 

are not peculiar to those who have heart attacks. Rather, their 

experiences can be more generally related to their position in 

society as women. This section analyses the experiences of the 

women and attempts to explain these experiences in the light of 

feminist theoretical concepts. As with previous sections, this 

analysis employs the concept of the ideological perspective (of 

women and health professionals) to explain their experiences. 

There was a consistent theme underlying the ideological per

spective of the women. It was such that it followed closely the 

pattern noted by Barrett and Roberts (1978) in their study of the 

consulting patterns of middle-aged women. They noted that the 

closest that many women came to acknowledging the power relation-
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ship between themselves and their doctors was the fear that they 

expressed when faced with having to go to the doctor (ibid:48). 

This, they note, was not fear at what might be wrong. Rather, it 

was fear at what the doctor might think if there was nothing 

seriously wrong with them. ln this study, women's recognition of 

this power relationship expressed itself in a similar way. The 

women frequently explained their reluctance to seek medical 

advice in terms of not wanting to be thought a hypochondriac, 

being afraid that the doctor would think them stupid, and not 

wanting to "put the doctor out because he is so busy". Indeed, 

these fears were far from irrational. Each woman could cite 

instances in the past where she had been treated in precisely 

this way. Such responses by medical practitioners are one way in 

which they assert their dominance over patients; they have the 

power to decide what is a "genuine" symptom and what is not. 

The women's ideological perspective was such that it defined 

any health problems that they might experience as inherently 

trivial. In fact, many of them engaged in predictive role 

playing where they imagined themselves in the doctor's surgery 

being told that there was nothing seriously wrong. This role 

play was so powerful that it usually prevented them from seeking 

help. Conversely, the role playing in which the men engaged 

confirmed that their problems were serious and that the doctor 

would be sympathetic to them. They did not expect that the 

doctor would trivialise their problems. 
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The ideological perspective of women is based upon an image 

of themselves that defines them as less important than, and their 

needs as subordinate to those of their husbands and families. 

That this, at least in part, stems from the material conditions 

of women generally seems certain and has been noted by many 

authors. For instance, Dahl and Snare (1978) note that women's 

existence is primarily in the private sphere and that as a result 

they tend to be invisible. In a society where value is measured 

in terms of participation in the public sphere, the role of 

women, and 

downgraded. 

consequently their "worth", 

Thus, it is little wonder that 

is 

their 

consistently 

ideological 

perspective defines them as trivial and insignificant and their 

problems in the same way. 

An additional consequence of being largely confined to the 

private sphere is that when something like a heart attack happens 

the chances are that the individual will be alone and some 

distance from help. Men, on the other hand, were more likely to 

receive prompt medical attention simply because there was a 

greater 9hance that they would have their heart attacks in a 

public place. Furthermore, if they were at home, they also 

tended to receive attention more quickly than the women. This 

was because their wives frequently sought help on their behalf. 

It seemed that the women were considerably more assertive in 

getting help for their spouses than they were for themselves. 

This probably relates to the fact that, as the care-givers in the 

family, they are more often involved in providing such services 
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for others than they are in receiving them. 

When husbands returned home, wives went to considerable 

effort to ensure that they received the requisite six weeks 

convalscence. They often took time off work themselves to look 

after their husbands. In some instances help to do such things 

as mow the lawns was hired, alternatively, the wife took over 

these tasks(25). This contrasts with the experience of the women 

where in no case was help brought in from outside the family unit 

to take over some household duties. Furthermore, it was 

extremely rare for family help to extend beyond the first few 

weeks, in only one case did it last the full six weeks (the 

husband had retired), and in no case did a husband take time off 

work to look after his wife. 

lt is in instances such as the above that the strength and 

implications of the definition of women as care-givers and not 

care-receivers can be seen. This is a significant aspect of 

women's ideological perspective on health and illness. It 

relates not only to the differing quality and quantity of help 

and support that male and female heart attack victims get, but it 

also relates to, and bears out, women's experiences of health and 

illness more generally. As more than one woman commented: 

"Mum always keeps going 11 

The expectations, from apparently all the groups involved, was 

that the women were competent enough to look after themselves but 

that the men needed additional attention and care. The women 



themselves concurred on this point, but they also noted how 

terribly difficult it was to "keep going". This situation 

provides some support for Barrett and Roberts' (1978:47) 

contention that women (especially middle-aged women) tend to 

collude with the definition of themselves as somehow less import

ant and deserving of care than their husbands and children. 

This provides a particularly powerful example of the way in 

which hegemony works. For to be effective, it is necessary that 

individuals actively consent to the definitions of themselves 

which are embodied in the dominant ideology. Indeed, the women 

who had had heart attacks often questioned their "right" to be 

ill. They felt that they had no "right" to expect any help 

because everyone had such important things to do and they didn't 

really have time to help with the house: 

"and after all, it is~ job". 

The issue of the right to be ill had another, quite specific 

context for the females who had had heart attacks. This related 

to the imagery of a heart attack which was discussed in Chapters 

2 and 5. As was noted in those contexts, there is a specific and 

quite detailed imagery which surrounds the whole field of heart 

disease. It was noted that, albeit unintentionally, the inform

ation given in hospital excluded women. This :ack of recognition 

of women as heart attack sufferers compounded the extent to which 

the women felt "imposters" and contributed to their (and often 

their families as well) trivialising it. This tendency was also 
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noted in the cases of young men: 

"it wasn't a real heart attack". 

The extent to which women's health problems are trivialised has 

been well documented (for example, Graham and Oakley:1981 and 

Barrett and Roberts:1978). The women who had heart attacks 

constantly questioned their right to be ill. lt was found that 

this formed an especially powerful part of their ideological per-

spective. 

An additional dimension to these differing notions of female 

and male illness was noted in section two of this chapter (The 

Health Professional Frame of Reference). Again, it relates back 

to the ''private"(Zaretsky;1976, Dahl and Snare;1978) nature of 

women's lives. while the hospital staff were keen to intervene 

and advise modifications to the "work" environment where it was 

considered that this might be having a negative effect on the in-

dividual's health, they never intervened in the home-work 

environment of the women. The most common advice for women in 

paid employment was for them to give up this job so that they 

could concentrate on their jobs at horne(24). The standard piece 

of advice about coping with housework is also instructive in this 

context. "Turn a blind eye" trivialises the problems which will 

be experienced once the women return home. lt also att~ibutes 

any difficulties that they may experience in doing this to 

personal inadequacy (for example; "I'm just over-fussy"). 

Perhaps more importantly, it carries with it the implicit 

recognition that the work is not going to be done by the family. 



There would be nothing to "turn a blind eye" to if women received 

adequate support from their families. 

The fourth aspect of this ideological perspective appeared 

to arise out of previous experiences that the women had had in 

the medical system. As such it points to the strength of the in

fluence which health professionals have as a reference group. 

This related to the consistent and almost unconscious desire to 

seek legitimation from a personal relationship (and almost always 

from another female) before seeking medical help. This can be 

seen as an outgrowth of the previous aspects in that the ideo

logical perspective of the females was such that it led them to 

expect that their problems would be classified as unimportant, or 

that they were worrying about nothing, or that they would be 

labelled as hypochondriacs. That such attitudes and expectations 

arise from previous medical encounters was suggested by the fact 

that all of the women interviewed could recall numerous instances 

where their problems had been trivialised, their questions left 

unanswered or answered in excessively technical language or they 

had been prescribed placebos for genuinely physical problems. 

The seeking of support prior to seeking medical help 

followed what might be termed neighbourhood support networks in 

that they involved either family members or a friend who lived in 

close proximity. lt is likely that this behaviour was a pattern 

learned when the women had young families and were to a large 

degree confined to their homes. ln situations such as these, 



support from one's neighbour and other family centred social 

groups provided a major source of support. In times of crisis, 

therefore, it is not surprising to find the women seeking out 

these old helping networks before having to face a member of the 

medical profession. 

Another common reaction was to attribute the first symptoms 

women experienced to that vast and diffuse category of ills gene

rally described as "women's problems". This enabled the symptoms 

to be seen as not real symptoms, and thus they could legitimately 

be ignored. The effect of this labelling was to downgrade the 

seriousness of the problem. This finding is all the more 

relevant to an analysis of the differing illness experiences of 

females and males when it is realised that it was never suggested 

that the men's initial symptoms were "merely men's problems". 

Again, the fundamentally differing way in which females and males 

are seen in society generally, and by the medical profession in 

particular, (Barrett and Roberts;1978:45) can be seen to have a 

profound effect on the course and experience of an illness. 

Another dimension to this differing conception of what it is to 

be female and what it is to be male is the tendency of the 

medical profession to see women as inherently more susceptible to 

psycho-somatic illness(25), and to treat most of the problems 

they present with reference to this belief(26). 

The final aspect of the women's ideological perspective was 

alienation from medical encounters. Because their perspective 



embodied a notion of their health problems as inherently trivial, 

the women had little confidence in reading their body signs. 

Thus, they tended to ignore symptoms for much longer than the 

men. Conversely, the men believed every sign and symptom to be 

significant. The women were alienated from their bodies in two 

senses. They felt incompetent to assess whether something was 

serious or not, and they relied heavily on medical definitions of 

significant symptoms. The result was that their subjective ex-

perience of illness became dominated by those medical criteria. 

It can be seen that the experiences and ideology of the 

women interviewed for this study may be partially related back to 

the fact that they are women, rather than purely heart attack 

victims. There were experiences and parts of the ideological 

perspective that were common to patients as a group. However, 

there was a significant area of the women's ideological perspect

ive that was particular to this group as women. This area of the 

ideological perspective can be easily linked back into a general 

understanding of the position of women in society in general and 

in the medical system in particular. 

Conclusion. 

This chapter has developed a framework that organises the 

material presented in Chapters 2 and 3 into a systematic whole. 
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This framework embodies the concept of the frame of reference 

which is composed of an ideological perspective and a reference 

group. It has been abstracted from a number of other sociology 

of health works that have attempted to understand the subjective 

experience of individuals as patients. The application of this 

framework enabled the data to be understood in terms other than 

as a collection of individual experiences which is what it first 

seemed to be. ln this sense, then, the ideological perspective 

constitutes an explanatory device which can be used to interpret 

the way in which individuals construct their social worlds. 

The "theoretical interpretation" of data (the purpose of 

this chapter), then, took the form of specifying some of the 

constituent parts of patient and health professional ideological 

perspectives. The ideological perspective refers to a set of 

definitions and understandings which individuals have of any 

given situation. These definitions help them to "make sense" of 

the situation and to define the role that they, and others, 

should play in it. In this research the "imagery of a heart 

attack" was found to be a pervasive and powerful part of the 

id&ological perspective of both patients and health pro-

fessionals. The fact that it constituted part of the health pro

fessional's ideological perspective is especially significant. 

This is because health professionals have considerable power to 

influence the understandings which patients will have of any 

given situation. The importance of power in the patient-doctor 

relationship is discussed in more d&tail below. 
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In addition to the "imagery", patients had a set of definit

ions that related to health, illness and the roles of, and behav

iours appropriate to the various participants in any health/ill-

ness situation. Although all patients had a set of definitions 

about health, illness and relevant behaviours, it was found that 

the specific nature of these definitions varied according to the 

social location of the individual. 

perspective a structural dimension. 

This gave the ideological 

lt recognised that the 

details of the perspective have their source, at least in part, 

in the wider and more general social structures within. which 

people live; not all heart patients experience the heart attack 

in the same way. It was in this context that the experiences of 

women, as a specific sub-group of the heart attack population, 

were discussed. 

The health professional ideological perspective was found to 

have a dimension that was specific to them as a group. This 

dimension related to a set of definitions about the "nature" of 

patients. Health professionals made certain assumptions about 

patients and treated them quite differently given their inter

pretation of these individuals. Thus, for instance, they would 

respond quite differently to males than they would to females. 

These responses, in turn, could be traced back to their differing 

understandings of the "nature" of males and females. 

The iaeological perspective is a dynamic concept; an indi

vidual's understanding of the world will change given new and 
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possibly conflicting information. 1he interaction between 

patients and health professionals has important consequences for 

patients. Such interaction is not as significant for health pro-

fessionals. Patient-practitioner interaction is primarily 

one-way; from the doctor to the patient. In this situation the 

practitioner has the ability to control the encounter and can, to 

a large degree, define its outcome. In this sense the 

patient-practitioner relationship may be construed as primarily a 

power relationship and must be understood in these terms. lt is 

necessary to focus upon health professionals and patient-prac

titioner interaction in the study of the subjective experience of 

patients because of this power relationship. That is, because 

health professionals can influence patients in ways that patients 

cannot influence health professionals, the subjective inter

pretations of patients are going to be quite heavily influenced 

by professionals. In this way, understanding patient perspect

ives necessitates an understanding of the professional perspect

ives and the interaction between these two groups. 

Patient-practitioner interaction was found to have two very 

important consequences for patients and for the nature of their 

ideological perspectives. Conflict, or the potential of conflict 

is a routine part of this interaction. This conflict has two 

sources. Health professionals' defi~itions of ideal patients 

contain within them contradictory expectations. These expecta-

tions require patients to be sufficiently familiar with sympto

matology to know when to seek medical practitioner advice and 
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when not to. But they also require the individual, having made 

such diagnoses, to surrender fully to the ministrations of the 

doctor. These definitions are clearly mediated to the patient. 

For instance, patients are aware that thef must not "waste the 

doctor's time with trivial complaints" to such an extent that 

Comaroff (1977:123) suggests that the definition of the doctor as 

a busy man(sic) almost rates as a cultural premise. These con-

flicting expectations must be managed by patients in such a way 

that open conflict is avoided. This means that patients must at 

least "appear" to conform to these expectations. The net result, 

of course, is the reaffirmation the doctor's beliefs. 

Conflict is introduced into the patient-practitioner re-

lationship from a second source. Health professionals' wider 

defintions of patients (for example, definitions of who has heart 

attacks) may conflict with the characteristics of certain 

patients. Women and younger men were found to constitute two 

such groups in this study. It is reasonable to assume that in 

any illness context health professionals will have certain quite 

definite assumptions about "what their patients will be like" and 

that there will be instances where some patients do not conform 

to these assumptions. In any such situation it is axiomatic that 

the patient will give the appearance of conforming, or manage the 

conflict 0xperienced in some other covert manner. If it is 

almost a cultural premise that the doctor is busy, it is also a 

cultural premise that patients do not challenge doctor's definit

ions. 
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The second important consequence of patient-practitioner 

interaction, as it is presently constituted, is patient alienat

ion. The conflict experienced by patients is one contributing 

factor to this alienation. More generally, patient alienation is 

a product of the ideological perspective and its concomitant, the 

hegemonic power of health professionals. Patient-practitioner 

relations are not simple situations where the two parties 

interact and define the situation in a mutually agreeable 

fashion. They are highly structured situations with quite rigid 

definitions of the functions of all those involved. The source 

of these definitions originates in the health professional group 

and is, thus, controlled by that group. 

The outcome of the doctor-patient exchange is the 

re-affirmation of medical hegemony. This involves the supp-

ression of those aspects of patient ideology that conflict with 

the medical definitions of reality. Furthermore, the active 

participation of patients in this process is required. This 

results in the denial of the significance of any other ways of 

understanding illness. The success of medical hegemony is 

further ensured by the structure of the medical system; it could 

not be accomplished by health professionals alone. Rehab-

ilitation groups did provide a forum where some areas of medical 

hegemony could be challenged. However, such challenges did not 

affect such fundamental areas as the nature of the doctor-patient 

relationship. They were confined to small changes in the lives 

of the individuals who participated in them. In terms of the 
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quality of life at that level, they were successful. however, in 

terms of effecting changes in the structural dimension of the 

medical system, they had no effect. 

Patient alienation is an inevitable product of the medical 

system; its structure virtually defines it. By having exclusive 

control over knowledge, which is treated as private property, 

health professionals ensure that the lay population does not have 

the ability to cure itself. More importantly, it ensures that in 

the effort to secure a cure they will surrender control over 

their bodies to the health professional group. Alienation is 

also ensured by the nature of the definitions of health and ill

ness that are adhered to by this group. As has already been 

shown, these definitions are devoid of a social dimension. 

Illnesses are treated without any attention to the social beings 

that possess the illness. Patients, however, see their illnesses 

as social experiences. This conflicting understanding of the 

"nature" of illness results in alienation for the patient. 

Indeed, it cannot be otherwise, for the nature of the power 

relationship between patients and health professionals ensures 

that patients will not openly challenge the health professionals' 

definition of the situation. 
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Footnotes. 

1. To an extent, at the point of sale health care is state 
subsidisea; the individual does not always have to directly 
bear the cost of a service. However, the point here is that 
the forces which determine the nature and the price of health 
services are rooted in the capitalist system of production. 
As such, they are commoctifiect. 

~. For example, Freidson's book Professional Dominancel1970), 
Barrett and Robertsl197b), Graham and Oakleyl1961) ana 
wallach-Bologh(19b1) all note that the aoctor-patient 
relationship is primarily a power relationship. 

5. Of-course, there are other groups that this stuay could not 
identify, largely due to the small sample size. One such 
group would be Polynesians. This group comprises a 
significant group of the heart attack population, but only 
comprised two individuals in this study. 

4. See discussion of the 
Perspective. 

Health Professional laeological 

5. See, for example, the Heart Foundation pamphlet, Angina in 
Appendix 2. 

6. See Appendix 2. 

7. "work" is used to refer to paid employment. This is to 
distinguish between paid employment and unpaid domestic work. 
lf work is used to refer to paid employment, then aomestic 
labour tends to become something other than work. 

b. The ARCOS study is the Auckland Regional Coronary and Stroke 
Study. This is a large and ongoing study of these two 
diseases in the Auckland area. The smaller project which is 
discussed here is an unpublished research project by a group 
of Auckland medical school students (1981). 

9. For example: Barrett and Roberts (1978) Graham and Oakley 
(19b1) Wallach-Balogh (1981) Rakusen (1976). 



10. Graham ana Oakley l19b1:6j) also note the problems which 
patients and doctors have in communicating effectively. 1his 
is also discussed in this chapter under the heading getting 
explanations. 

11. The ideology is labelled "medical" rather than health because 
the emphasis of this section is on the origin and location of 
this ideology in the philosophy of medical practice. As such 
it cannot be considered a "health" ideology because the focus 
of health practitioners is primarily upon strictly medical 
issues. 

12. Eliot Freidson; Professional Dominance has provided the most 
comprehensive analysis to date on this concept. 

13. There are, of course, exceptions to this. Bowever, it is 
felt that these exceptions are of the type that proves the 
rule rather than indicating a new aevelopment. On this point 
Barrett and Roberts concur:"ln our research we have studied 
the average GP rather than sought out the rarer, progressive, 
experimental doctor. Conversations with GP's who espouse 
left-wing, self-help or feminist views merely serve to 
confirm the numerical insignificance and powerlessness of 
such persons in the profession as a whole''l1981:43). 

14. The concept of the sick role was first put forward by Parsons 
in The Social System(1951:428-479). 

15. Navarro also talks about the mystification that characterises 
the medical system in Medicine Under Capitalism 197b:1b4. 

16. Barrett and Roberts (1978:42) aiscuss Zola's (1975) iaeas 
that the medical profession not only acts as an institution 
of social control, but that it also has successfully expandea 
its empire in recent years to such diverse areas as the 
environment, and technical and religious matters. 

17. See discussion of health practitioner attitudes to patients 
of differing backgrounds in Chapter Two page b1 

18. See footnote 13. 



19. See, for example, quotation from respondent in Chapter Two, 
page 12j expressing this confusion. 

20. Barrett and Roberts (197b:4~) note the tendency of doctors to 
see female patients as being more psychosomatic than male 
patients. 

21. Wallach-Balogh (1961 :192) notes the way in which the medical 
profession steadfastly refuses to accept that at least some 
illnesses have a proven (from epidemiological studies) social 
and class base to them. 

22. Again, this was not a revolutionary awakening. hather it was 
a small shift in the way in which individuals approached ana 
talked about their health and the medical system. 

23. In instances where the wife took over things such as 
lawnmowing it was often suggested (by doctors, nurses and 
husbands alike) that she would probably be grateful for the 
extra exercise. 
should do more 
might appreciate 

However it was never suggested that husbands 
jobs around the house, much less that they 
the extra exercise that would be gainea from 

such activities. 

24. See also Barrett and Roberts;(1976:44) on recommendations of 
medical practitioners that women give up 
enable them to cope with the housework rather 
that the aivision of labour within the 
redistributed. 

unpaia work to 
than suggesting 
household be 

25. Barrett and Roberts;1976:45 also note the tendency of medical 
practitioners to see women as more routinely suffering from 
psycho-somatic illness than men. 

26. An example of this was a woman who, having had three heart 
attacks within 18 months had been told to give up her "work" 
so that she could cope better with the housework. This woman 
explained that she really hated housework and being in the 
house all day. She missed the freedom and social contact 
that her "work" had given her. She had also been told to 
give up smoking and she explained that now that she wasn't 
working she was so bored and lonely that smoking was one of 
the pleasurable activities she had in her day ana it was, 
thus, extremely aifficult for her to give up. She was told 
that she just had to. She explained how she had said to her 
cardiologist that "your husband can be cruel to you in ways 
other than beating you up''· The cardiologist felt that this 
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Homan "had problems" and referred her to the hospital 
psychiatric services. At the time of the second interview 
this woman was undergoing an intense course of 
anti-depressant drug therapy. At no time in the course of 
Lhis woman's contact with health professionals was it 
suggested that her depression was a quite natural response to 
the extremely difficult and unsatisfactory circumstances in 
which she found herself. Similarly, it was never suggested 
that her home circumstances could be altered so that she 
would not be kept so busy by housework that she couldn't hold 
down a paid job as well. Throughout her contact with the 
hospital the focus of attention was upon her and the way that 
she didn't "fit" into her home situation. 
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CONCLUSION. 

The conclusion to the previous chapter provided a detailed 

summary of the major theoretical findings of the research. The 

aim of this section, therefore, is to provide some general 

concluding comments upon the overall approach adopted by this 

thesis. 

The attempt to come to an understanding of the heart attack 

experience as a subjective event has demonstrated that it is 

necessary to move beyond the traditional symbolic interactionist 

approach. The adoption of a strict interactionist framework 

would have meant that the attempt to analyse the research 

findings (Chapter 4) would have been an unnecessary activity. 

Traditionally, interactionist works have focused upon providing 

an account of a particular event or experience, rather than upon 

deriving theoretical concepts from such accounts. 

During the fieldwork and the preliminary writing of Chapters 

2 and 3, it became apparent that to focus exclusively upon a 

descriptive account would yield only a partial understanding of 

this experience. I~ short, the necessity of attempting to 

integrate this account back into other sociological knowledge 

became an inescapable conclusion. 
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The search for a method which would permit a more complete, 

theoretical understanding, focused attention upon the works of 

Glaser and Strauss, and especially upon The Discovery of Grounded 

Theory(1967). The motivation to develop an interactionist method 

that was capable of generating theory was sound. In particular, 

the early part of the Grounded Theory method was found to be 

helpful in the effort to move beyond a descriptive account of the 

research findings. However, in the last stages of this research 

it was found that this method did not, in fact, generate strong 

theory. Thus, the last stage of the theory generation process 

was modified. This involved developing a technique labelled the 

"theoretical interpretation" of the descriptive account of the 

research findings. This step allowed these findings to be 

integrated back into sociological theory more generally. 

The refinement to the Grounded Theory method meant that, in 

addition to providing an understanding of the heart attack 

experience, it has been possible to make a contribution to the 

theory which informs the sociology of health. The "theoretical 

interpretation" of findings has also enabled an understanding to 

be developed of what initially appeared to be anomalous 

information. For example, developing an understanding of the 

experiences of women heart attack sufferers was considerably 

facilitated by the application, to the research account, of 

feminist theoretical concepts. This meant that women's 

experiences could be seen partially as a product of their 

position in society as women. In so doing it greatly facilitated 
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the understanding of the differences in the experiences of 

females and males who have heart attacks. Of course, it also 

added another dimension to the understanding of the general 

position of women and the role of gender in social relations. 

It is hoped that the method adopted here has provided an 

additional avenue for the development of theory that is grounded 

in the subjective experiences of individuals. For it is felt to 

be of considerable importance that research which attempts to 

come to an understanding of the subjective realms of individuals 

lives also attempt to link that realm back into the social 

structure of which those individuals are a part. To do this it 

is necessary that the understanding of the subjective, be 

tempered with an understanding of the social structures which 

impinge upon those individuals and it is the method which has 

been adopted here. The application of other sociological 

concepts to the research results is one method for effecting 

this. 



APPENDIX I: 

Demographic Information and Information 

to Chapter 2, Sections two and four. 
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I General Demographic Information. 

Table 1. 

Age/Sex Distribution of Subjects. 

Sex 

Age Female Hale 

35-39 0 2 

40-44 2 4 

45-49 0 0 

50-54 1 5 

55-59 1 7 

60-64 0 5 

65-69 3 4 

70-74 1 3 

75+ 1 0 

------ ------
9 30 

Occupational Classification. 

The occupations of respondents prior to the heart attack are 

listed below. Respondent classification of occupation has been 

used in preference to a predetermined occupational ranking (such 

as that used in the census). It was found that such 

categorisation reduced the occupational -,;ariety of this sample to 

such an extent that the groupings became virtually meaningless. 
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Table 2. 

Occupational Classification. 

Administrator 

hanager 

Housewife 

Housewife 

Retired School Teacher 

Newspaper Delivery Contractor 

Foreman 

Farmer 

Retired Agricultural Instructor 

Science Technician 

Retired Foreman 

Retired Farmer 

Retired Lawyer 

Taxi Driver 

Car Salesman 

Retired Storeman 

Clerical 

Retired Draughtsman 

Foreman 

Retired 'Welder 

Inspector of Dangerous 

Goods 

Accountant 

Technical Manager 

Doctor 

Business On Own Account 

Technician 

Director 

Pensioner 

Librarian 

Retired Panel Beater 

Taxi Driver 

Retired Clerical 

Manager 

Pensioner 

Retired Farmer 

Retired Tradesman/ 

Businessman 

Housewife 

Clerical 

Housewife 



Table 3. 

New Zealand l>iaori 

New Zealand European 

United Kingdom 

Australian 

Fijian European 

Table 4 

Never Married 

Married 

Widowed 

Divorced 

Ethnic Status 

Marital Status. 

2 

29 

5 

2 

1 

39 

3 

32 

3 

1 

39 
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II Information Relating to Chapter Two, Sections II and IV. 

This information relates to the first interview only. 

Table 5 

The Heart Attack. 

a)Onset of Heart Attack 

While doing more than usual amounts of 

physical exercise (or shortly after) 

At work (includes some of the above) 

In bed or resting/relaxing 

Time unknow--n 

Travelling or shortly) includes some 

after ) of above 

10 

8 

18 

2 

7 



b)Pains Were Attributed To: 

* Pre-existing non-heart related condition. 
amputated finger ) diagnosed by 
sprained neck ) doctor 

ulcer pains 
kidney stones 

) diagnosed by 
) individual 

* Pre-exiting heart related condition 
replaced aortic valve 1 
angina 3 

* Guessed or recognised it as a heart attack 
guessed 5 
recognised 6 

* Indigestion 

* Other 
Pulled chest muscles 
Didn't think about it 
at the time 
Pleurisy 

1 

9 
1 

c) Attempted other remedies first. 

various remedies for indigestion 
aspro 
anginine 
ulcer medication 

4 

4 

11 

9 

11 

39 

9 
1 
3 
1 
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d) Reasons for seeking help. 

duration or intensity of pain 
recognised it as a heart attack 
onset of evening/darkness 
no choice/others decided 
thought it was something else 

Behaviour 

a) Smoking. 

Never Smoked 
Ever Smoked* 

Smoking Before Heart Attack 
No Longer Smoking 
Still Smoking 

10 
29 

39 

22 
12 
10 

of whom 

12 
13 

3 
9 
2 

39 

* Seven respondents had given up smoking some time prior 
to the heart attack. 

b) Dietary Changes Required as a Result of Reart Attack 

None 

Moderate 
Major 

14 

11 
14 

39 

Of Those ~ho Had To Make Dietary Changes: 

Not Kept to Changes 
Kept to Changes 

5 
20 
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c) Recreational Activity Prior to Heart Attack.* 

No Physical Component to 
Recreation. 19 
Bowls (indoor and Outdoor) 3 
Golf 5 
Walking (casual) 4 
Walking (specific for health) 1 
Fishing 1 
Swimming 2 
Tennis 2 
Yachting 1 
Basketball 1 
Diving 1 
Squash 1 
Gardening 12 

* Some respondents had more than one recreational activity. 
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APPENDIX II: 

A Sample of Information Given to 

Individuals While in Hospital. 



QUESTIONS AND ANSWERS 
for the patient "ho has 

been told he has ANGINA 

\\ 11.\T IS .\'.\(;I\;\'! 
Angina or angina p,•cJoris is a pain or discomfort 
which occurs with v:1rinu, heart Jisorders. The fun
Jam.:ntal cause is an in"1ili.:ien1 tlow of hlood 
1ln,111!,!h the cdr1.,n.lry .1rtt>1it.•, \\ hi..:h l..'.:trrr fuel to the 
lh: llt l1Hl'•d1..· lht:lf rhc p.1in \,( .t'l:,!ill,l i, \l"lll,lll} lt..·lt 
1n 1h1.· .. ·i:nti~ t)flh1.• ,:ht:-.! (,u: ·n.1) ,pr1..·.11.l l11·t.·\1..'ll hi.! 
L'l)lllint:U h\ t tu: .1rm-... lhc n~...: ~ .ind j~1\i.-. ur t llrLHJgh to 
the h.u:k. :\ngma i'.-i u-.uailJ .1 ~1..ln,1ri1.:-ting pain or 
tightness. which may restrict breathing. but it may 
be merely an unpleasant frding of weight on the 
che,l. Brief. sharp or s1abbmg pains near the lcrt 
breast are usually 1101 angina. nor due to heart dis
c!a')e. 

\\ !L\T DISE.\SES .\!.\ Y C.\l'SE 
\'\l;!:\\'! 
If your doctor has told you that you have angina, it is 
very likely that you have n•ro1111r:,· urtay di.1·ease. 
The term angina is ot1en used as ifit is a disease itself 
bu1 this i, merely a mailer of c,,nvenience. In coro
nary disease, fatty anJ other material ha, been laid 
Jown over many ;-cars in the inner lining of these 
arteries cau~ing narrowing ,.'r even ob~truction. 
Sometimes angina can be cau,ed by other heart 
c,1mplain1s including valvular disea,e and even con
genital heart disease in d1i!Jren. 

\\II\ r !JOFS \:--<;J:\ \ \IE.\'.\ FOi{ '-IE 
.\.'-D \I\ F \.\Ill.\''! 
If your.docrnr has to!J you that you have coronary 
ancry .. h)t!;1~c you mu'it fa~t! up to lhis and even be 
1hanklul !hat you have haJ this "arning and can now 
take acti<>n to help )'c>u"clt'. !'rub.1bly you have haJ 
the Jisorder for \c:,rs bec.,u,e it ,tans early in life 
hut proJuces S) rnptom, onl)' "hen <1ne or more of 
thi: artcnc"i ha~ reached~! ccnarn Jegrcl! \lf narrow
ing. 
Angina i'i common an<l is b(,!',.:~)ming more"'"· ll uo.;ed 
h> be lllllught that 1..:0ronar~ Ji,t:a"ie wa~ alwuys a 
vc, y ,erious di,orJer "1th ., p,.>or outlook. We now 
know that many p.11ien1S \\ho~uffcr from angina can 
Ii ve long and u,cful lives .. ,nJ frequently the pain 
1..hW!) nt)t gi:t wur,e and ma} _even di~appear. 

!!· l !! \\°I-: CO!W:'\.\RY DISE.\SE 
\\ !IE'\ \\I l \!OST I.IKEI.Y TO CET 
\ :--t;I, \'! 
Phy,ical exertion is what usually brings on angina 
and this is called 1111gi1111 of ,'[fart. During exercise 
the heart has to pump more quickly and forcefully to 
deliver more blood lo the muscles. This requires 
more energy and if the coronary arteries cannot de
liver ~dditional blood with oxygen, anginal pain may 
result. The amoum of exertion required to bring on 
pain ,anes with Jiffcrenl patients and in the same 
patient from time to lime. Walking on the level may 
,au,e no trouble but going uphill or upstairs. hurry
ing or" al king into the cold or against the wind, may 
bring un an attack. :V!cals may provoke angina and 
hca, y exertion straight after eating should be av
oideJ. Some patients get angina ,chcn leaving a 
\\ arm rvom to go into a c1..1IJ room or bed, or when 
entering a cold balhr,,om in the morning. Anger, 
ncr, ,,u, tension, and baJ temper may all lead to 
:inc1n:d .11tacks and should be controlled. Sexual ex
c1temt!nt may also cause angina. 
:-;,,t :di patients who have coronary disease suffer 
frnm ,tngina of c:ffort. It is common to recover from a 
major heart ,allack and have no pain or any other 
s}mp1oms. 

IF T!IESE 1111:\(;S BRl:-iC 0:\ .-\:-iCI:\.-\ 
S!!Ol'l.D l \\Oil) DOl:\G Tl!E'-1'! 
It is wise 10 avoid provoking angina wherever po,si
ble anJ individual patients learn whal !hey can and 
cannot Jo. The foct that you have angina does not 
mean that you have to slop all physical exertion; 
inueed. the heart's performance may improve as a 
re,ult of gr.1JeJ exercise programmes. If you can 
walk~ or .l miles a day. providing you are not gelling 
frequ~nl p:1in. y,,urheart \\ill probably be the bener 
fllr thi: C\1-."r..:i"-c. '.\hlrc \ iL!t'f'l\ll\ 1.'\1.·r,i,i: m:1\· bi: 
11 .. '1,,.'\'m111c1hh:\I. hut 1his ,ih~uld he Joni..' unJt..'r 11·1cJ1-
,al ,ufX:T\ i.,ll..lO .ind after a,,l!"".'.l'iOh!nl llf }'t.lUI' .1h1llly 
lo Jc> this. 
Some patients develop angina soon after starting to 
walk. but after this has p;issed off they may carry on 
indefinitely'" ithout further trouble. YourJoctor will 
probably give you certain tablets officially called 
g/yccryl tri11i1ra1e. and marketed under various 
brand names such as ,111gi11i11e or 1rini1ri11. If you 
crunch or chew the,e they will usually relieve angina 
within a minute or two. It is sound practice to take 
one of these heji,re any exertion or nervous stress, 
which you know from past experience will usually 
bring on a pain. This may prevent the p:1in and allow 
you to .Jo :nore. Angininc tablets should be replaced 
by frc,h supplies every year or two. Anginrne re
lieve, or prevents anginal pain: it should not be used 
for other symptoms such as Jizzincss or breathless
nt!ss. 

\\l!.\T '-illOl°l.D I DO \\IIE:\ 111.\H: 
.\\; \TT \CK OF \\(;!:\ .. \·: 
If you are v. al king or exerting yourself, stand still or 
sit down and relax: usually the pain will pass off in a 
few minutes. \lost patients lintl thal one or ev·en half 
an anginine tablet dissolved under the tongue or 
chev.ed will give prompt relief. It is nol essential to 
take a t:,blct if the pain passes off quickly with rest 
and ii shuulJ be selJom be necessary 10 take more 
than l\"l tablets for one attack uf :ingina. If the p,,in 
lasts more than lif1een or twenty minutes or is more 
,eve re than usual. or if ii is brought on more reaJily 
than before. ;•ou shoulJ contact your doctor. It is 
quite ,,1mmon 10 fed a ,light headache or throbbing 
in the head afier taking anginine but this ,hould not 
last long. lfanginal pain should wake ;ou from sleep, 
1~kc a tablet and sit upright and ,lecp 11 ith extra 
pillows. D,,n·t forget that nol all chest pain is Jue to 
hean disease anJ there may be other e.,planations. 

llOES E.\l'll .\TT.\CK OF \ :--<;(\;,\ 
ll.-\.\1.\(iE !'Ill•: IIE.\llT'! 
Certainly not. Angina causes temporary cardiac dis
tress. but usually no permanent muscle damage re
sults. Patients may have angina for 10 or 10 years 
without developing heart muscle damage. 

\\II \TIS Till•: DIFl·l·:1n::-.n: 
•q:!\\FF'\ \ :tF\'11' '!I'\<!, \'dl 

Tht.· ... amt: di ... drdt!r .... t1ht:, h1..lth .,·,1nJi!i1>1h 
namdy. \.'urunary :trtery Ji-;~;,l,C". \\'h~n a (Or\m:,ry 
heart attack or thrombosis occurs there may be an 
actual blockage of one of the narr,1wcd arteries and 
this lcaJs to an area of muscle damage within the 
heart. This is referred to by Joctors as an infarction 
;ind by patient, as a heart at1,1ck. rhis may cause 
severe pain similar 10 angina of effort, but it persists 
longer and uwally occurs without exertion or other 
obvious cause. 
Patients who have had angina are more likely lo have 
a heart attack than normal people hut ii is not inevit
able. If you should have an unexplained severe pro
longed attack of pain associated with faintness, vom
iting or other symptoms, you should seek urgent 
medical help. If you cannot obtain this, you should 
go to a hospital. 
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(Suitable for m:1lc patients \,·ho 
suffer from angin:1 during sexual 
int crcoursc) 

Rep:inted by kind rem:is,ion of Patient ~ianascrnent. 
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(Suitable for male patients v.:ith 
cardiac failure) 

(Another position sui1able for m; 
patients who suffer from angina 
during sexud intercourse) 
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