Linköping University Medical Dissertations
No 849

Patients’ and Spouses’ Perspectives
on Coronary Heart Disease
and its Treatment

Anita Kärner

Department of Medicine and Care, Division of Cardiology
Faculty of Health Sciences, Linköping University
SE-581 85 Linköping, Sweden
Linköping 2004

Patients’ and Spouses’ Perspectives on Coronary Heart Disease
and its Treatment
Copyright ©

Anita Kärner 2004

Supervisors

Professor Björn Bergdahl
Associate Professor Madeleine Abrandt Dahlgren

Cover design

Solveig Felhendler

The studies in this thesis were supported by grants from the Committee for Medical Research
and Development, the County of Östergötland (97/004, 98/001, 99/008), the Vardal
Foundation (v98 424), the Swedish Heart and Lung Association, the Health Research Council
in the South-East of Sweden (Grant F2000-425), the Swedish Heart and Lung Foundation
(20041168), the County Council of Östergötland and the Faculty of Health Sciences,
Linköping University.

ISBN 91-7373-824-7
ISSN 0345-0082
Dissertation No 849
Printed in Linköping, Sweden
by Unitryck Linköping, 2004

“I hear and I forget, I see and I
remember, I do and I understand.”
Confucius, 550-479 B.C.

To Terése

Linköping University Medical Dissertations
No 849

Patients’ and Spouses’ Perspectives on Coronary Heart Disease
and its Treatment
Anita Kärner
Akademisk avhandling
som för avläggande av medicine doktorsexamen kommer att offentligen försvaras i Täppan 1,
Campus Norrköping, Hälsouniversitetet i Linköping, onsdagen den 19 maj 2004 kl. 09.00
Fakultetsopponent
Professor Björn Sjöström, Institutionen för Vård och natur, Högskolan i Skövde

Department of Medicine and Care, Division of Cardiology
Faculty of Health Sciences, Linköping University
SE-581 85 Linköping, Sweden
Linköping 2004

Abstract
Background: Lifestyle changes and drug treatment can improve the prognosis and quality of
life for patients with coronary heart disease (CHD), but their co-operation with suggested
treatment is often limited. The aim of this thesis was to study how patients and their spouses
conceive CHD and its treatment.
Material and Methods: The research design used was inductive and descriptive. The studies
were based on three complementary sets of data. Patients with CHD (n=23) and spouses
(n=25) were interviewed one year after an episode of the disease. Consecutive patients with
CHD derived from another investigation were interviewed within six weeks or one year after
the coronary event (n=113). All semi-structured interviews, tape-recorded or from notes taken
by hand, were subjected to analysis within the phenomenographic framework.
Findings: The patients’ conceptions of CHD varied and were vague, even as judged on a lay
level. They were associated with symptoms rather than with the disease. Co-operation with
drug treatment was rarely linked to improved prognosis. The patients’ descriptions of benefits
from lifestyle changes and treatment did not give the impression of being based on a solid
understanding of the importance of such changes. Incentives for lifestyle changes were
classified into four categories, all of which contained both facilitating and constraining
incentives. Somatic incentives featured direct and indirect physical signals. Social/practical
incentives involved shared concerns, changed conditions, and factors connected with external
environment. Cognitive incentives were characterised by active decisions and appropriated
knowledge, but also by passive compliance with limited insights, and by the creating of
routines. Affective incentives comprised fear and reluctance related to lifestyle changes and
disease and also lessened self-esteem. All incentives mostly functioned facilitatively. The
cognitive and the social/practical incentives were the most prevalent.
Spouses’ understanding about the causes of CHD involved both appropriate conceptions and
misconceptions. Drug treatment was considered necessary for the heart, but harmful to other
organs. Spouses’ support to partners was categorised, and found to be contextually bound.
The participative role was co-operative and empathetic. The regulative role controlled and
demanded certain behaviours. The observational role was passive, compliant, and empathetic.
The incapacitated role was empathetic, unable to support, and positive to changes. The
dissociative role was negative to changes and reluctant to be involved in lifestyle changes.
Conclusions: These results could be useful in the planning of care and education for CHD
patients. The findings also emphasise the importance of adopting a family perspective to meet
the complex needs of these patients and their spouses in order to facilitate appropriate lifestyle
changes.
Key words: Causal attributions, communication, coronary disease, drug treatment, lifestyle
changes, phenomenography, patient adherence, risk factors, spouses, support.
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INTRODUCTION
The problem of coronary heart disease at large
Coronary heart disease (CHD) is the main cause of death in Sweden and in most developed
countries (1, 2). Evidence-based primary and secondary preventive efforts to reduce the risk
of CHD have been launched in the USA and Europe (3, 4). Despite health promoting
activities, the prevalence of obesity and smoking among CHD patients in Europe increased
during a recent 4-year period. The proportion of patients with blood pressure above prescribed
limits was similar, but those with high total cholesterol had decreased considerably (5).
Results from the HELP study conducted in five European countries showed that among a
general population only half regularly performed physical exercise, less than a fifth monitored
their diet, and less than a third had made any health-related lifestyle changes during the last
three years. This study also found that a high proportion of post myocardial infarction (MI)
patients exercised only once a week, which is much less than prescribed. Patients in Germany
and Italy had made significantly greater lifestyle changes and those in Sweden significantly
fewer compared to other European countries. Despite these unfavourable results, the Swedish
patients assessed themselves to be reasonably knowledgeable about CHD (6).
Thus, there is a discrepancy between what is known and what is implemented to attain the set
goals. Regardless of primary and secondary preventive efforts, both the public and post-MI
patients do not seem to act upon advice regarding positive lifestyle changes. There are also
insufficiencies in health care in the treatment and follow-up of patients with CHD (7, 8).
There is a need to optimise and adjust health promoting messages and treatment to the
individuals’ needs. Consequently, it is a great challenge for all health professionals working in
a variety of contexts to influence individuals to maintain health and reduce the risk of
recurrence of CHD and the risk of death.
Starting point for the thesis
The studies this thesis is based on started in a clinical context on a medical ward and in an
outpatient clinic caring for patients with CHD. In 1995, a discussion started about how to
meet the CHD patients’ needs regarding education and other types of support to increase cooperation with suggested treatment, and quality of life during the rehabilitation phase. The
staff in the cardiac rehabilitation (CR) teams in Linköping and Norrköping started a project to
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develop the traditional patient information input into a more extensive and self-directed
learning model, with focus on the patients’ knowledge and needs rather than instruction from
the perspective of the staff. Inspired by the problem based learning (PBL) approach used in
undergraduate programmes at the Faculty of Health Sciences, Linköping University, a patient
education model based on these principles was developed. During this process questions were
raised regarding what knowledge the CHD patients actually had about their disease and its
treatment. The need to understand these issues was the starting point for the work in hand.
In order to problematise the issues studied in this thesis, a complex frame of reference was
needed. This was constructed using knowledge from the fields of medicine, behavioural
medicine, and nursing. This frame of reference was pragmatically used to understand and
discuss findings in this thesis in a clear way. The researcher is a nurse with approximately
13 years’ experience of working with CHD patients during various phases of their disease.
An interest in public health issues is also present, documented by a Master of Public Health
degree in 1997. This thesis should be read with this background in mind.
Coronary heart disease: Modifiable causes and treatment
There is increasing evidence that lifestyle changes and drug therapy affect the prognosis for
and the wellbeing of patients with CHD (3). Traditional risk factors, which are independently
and strongly related to the development of CHD, are hypercholesterolemia, hypertension, and
smoking. Cigarette smoking is the single main avoidable cause of premature death and
disability in industrial countries (9). Edwards claimed in a clinical review that giving up
smoking has far higher protective effects in respect of death after MI than conventional
standard treatments including trombolysis, aspirin, ß- blockers, and statins (9). Survival and
reinfarction rates were positively and significantly affected by cessation of smoking among
post MI patients (10). Survival at follow-up 8 years after the MI was about 60% among those
who continued to smoke and the corresponding figure for those who stopped smoking was
75%. Reinfarction rates at follow-up were 38% among the smokers and 22% among those
who stopped.
The most important modifiable additional determinants of risk are obesity and physical
inactivity (1). Psychological factors may play an aetiological role for CHD among healthy
populations and also seem to affect individuals with CHD (11). A large body of evidence
demonstrates that socio-economic status (SES) is importantly associated with CHD and has
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consistently been shown to predict morbidity and mortality (12). Men in lower SES groups
have also significantly more carotid arterial obstruction compared to cohorts including higher
educated or wealthier individuals (13). The relationship between depression and the
development of CHD is significant and independent of conventional risk factors. Studies have
shown that depression is associated with two to three times higher mortality after MI, unstable
angina pectoris (AP), or coronary artery by pass grafting (CABG), compared with such
patients without depression (14). A recent meta-analysis of psycho-educational programmes
indicates a reduction in cardiac mortality and new MI of 34% and 29%, respectively (15).
However, results of such interventions have shown contradictory results (16, 17).
As drug therapy can reduce morbidity and mortality, co-operation with treatment is
considered important (18). The first group of drugs found to improve prognosis was ßreceptor blockers. A meta-analysis suggested that long-term ß-blocking therapy reduced the
relative risk of recurrent infarction (27%), and long-term effects on mortality (22%) (19).
Aspirin has been shown to reduce vascular mortality (23%) nonfatal reinfarction (49%), and
stroke (46%) (20). The Risk Group studied men with unstable AP and found that 75 mg
aspirin/day significantly reduced the risk of MI and death compared with the placebo group at
three months (21). The Scandinavian 4S study of the lipid-lowering drug simvastatin was the
first to show positive effects of statins. Total mortality and cardiovascular mortality were
reduced by 30% and 42%, respectively, in CHD patients (22). Furthermore, treatment with
ramipiril (angiotensin converting enzyme inhibitor) significantly reduced rates of death, MI,
and stroke in high-risk patients, who were not known to have low ejection fraction or heart
failure (23).
Cardiac rehabilitation
The goals of CR are to promote secondary prevention and to improve quality of life (24).
CHD has a multifactorial aetiology and, therefore, interventions with the aim of affecting
morbidity and mortality must influence several factors in the patients’ life situation.
Comprehensive CR programmes have beneficial effects on several factors, i. e. mortality,
exercise tolerance, functional capacity, lipid levels, blood pressure, symptoms of angina,
weight loss, smoking, stress and psychosocial functioning, as reviewed by Grace et al. (25).
According to a meta-analysis, cardiovascular mortality can be reduced by approximately 25 %
in addition to the effects of other treatments, when patients participate in programmes (26).
Winberg and Fridlund found that women benefited from participation in a CR programme in
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relation to e.g. rehospitalisations. It was also found that the number of CABG/percutaneous
coronary interventions (PCI) was almost double of that of the women in the non-CR
programme group 4 years after their MI (27). However, research in this area indicates that
attendance at CR is low, especially among women (28, 29).
Patient education is a key component of CR and serves important goals. These are e.g. to
promote interactive communication between patients and healthcare staff; improve patients’
and their families’ understanding of the patients’ health status; encourage patient and family
participation in care, and promote a healthy lifestyle (30). For health education to be effective,
it should be tailored to the patients’ needs, which requires that health care staff understand
patients’ health and social characteristics and their beliefs, values, skills, and past behaviour
(31).
Co-operation with treatment and lifestyle changes
A varying terminology has been used to describe patients’ co-operation with drug treatment
and lifestyle changes. Initially, the term ‘compliance’ was applied (32-34). Several definitions
of this term have been used; one recent example is: “Compliance is a product not only of
learning about the medical regimen, but also of the patient’s lifestyle, a complex group of
behaviours including social and family patterns, activities of daily living, and dietary, exercise
and sleep patterns.” (Rankin and Stallings, 2001, p. 10)(30).
Rankin and Stallings have criticised earlier approaches to compliance. They claimed that the
term initially implied that health care professionals might dictate changes to the patients, who
had to obey. Instead, they suggested that health care professionals should strive to enlist the
patient’s partnership rather than compliance and consider patient education as a process of
influencing lifestyle in ways that are adequate to the patient (30). On the contrary, Sackett et
al. argue that their use of the term does not carry implications of dominating physicians or
submissive patients (35). Another expression, commonly used in more recent literature, is
‘adherence’ (36-38), which refers to a more active patient. The term non-adherence is also
used and falls into two categories: unintentional and deliberate or intentional non-adherence
(39). The former occurs when the patient’s intention to take the medication is thwarted by
constraints and inabilities, e.g. cognitive or physical problems such as poor understanding or
reduced vision. The latter arises when the patient is reluctant to take the medication (39). It
has also been pointed out that shared decision making between patient and physician is
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important. For such a co-operation to take place, physicians must be able to explain medical
information to the patient, and also be sensitive to his/her values and preferences (40).
In this thesis different terms will be applied. The concepts ‘co-operation’ or ‘concordance’
will mostly be preferred and used synonymously. These expressions have been increasingly
applied in the literature (41, 42). They refer to an active and involved patient, whose resources
and beliefs are looked for and considered with respect to the individual’s decision about
whether a concordant behaviour is aimed at or not (30). This implies that patients’ decision
about concordance with health promoting behaviour should be based on their newly acquired
knowledge and reflections on possible factors that are believed to intervene with and affect
the behaviour.
Despite the benefits of lifestyle changes and drug treatment, it is well known that a significant
number of the patients do not co-operate with prescriptions to such an extent that therapeutic
effects can be achieved (36). Studies carried out since the 1960s have dealt with this problem.
Several investigations have estimated that up to 80% of patients who have been prescribed
medication do not co-operate with instructions (36, 43-46). In addition, patients do not seem
to accomplish changes in lifestyle. According to Dunbar- Jacob, it was estimated that between
13-76% of the cases of patients with CHD were co-operative in respect of diet change (36).
Long-term participation in weight reducing programmes was estimated to be less than 50%,
and fewer than that who maintained the weight loss, as reviewed by Burke. She also found
that a higher proportion of hyperlipidemic women (59%) than men (45%) was rated as ‘good’
co-operators (47).
It has been pointed out that the rate of co-operation with physical exercise may be even lower
compared to other medical regimens among chronic illnesses (48). The authors also discussed
factors that contribute to the insufficiently co-operative behaviour. Three categories of factors
were discerned, i.e. patient-related, regimen-related, and provider-related. A study was
conducted among healthy middle-aged men with risk factors for CHD. They were randomised
in subgroups: diet group (n=40), exercise group (n=39), and diet and exercise group (n=39).
Despite verbal and written advice about diet and exercise, in which the former was also
provided to their wives/partners, the results were unsatisfactory, especially regarding diet
change. Only 20 vs. 29 % in the diet and the diet/exercise groups, respectively, displayed
good concordance with advice about fat. Poor concordance with a low fat diet was linked with
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smoking, younger age, and not having relatives or friends afflicted with CHD. Concordance
with increased exercise was significantly higher in the exercise group than in the diet/exercise
group (94.7 vs. 77.8% good concordance) (49). However, according to Dunbar-Jacob, who
reviewed studies conducted over the 20 past years and more, found for example that patients
adhered to exercise programmes of about 6 month’s duration in about 50% of cases. In
addition, the dropout rates were high and about 50% occurred within 6 to 12 months (36). She
claimed that the figures were partially determined by the more demanding behavioural
requirements, which were needed compared to drug taking (36).
Although, the prevalence of smokers has declined in Sweden, there is still a need to influence
this generally health-threatening habit. Co-operation with smoking cessation has been
suggested to be higher in more recent studies compared to earlier investigations, as reviewed
by Burke. She reviewed papers in the past 20 years, which were randomised and focussed on
populations at risk of CHD or those with established disease (47). Those assessed as earlier
studies reported one-year quit rates of less than 50%, whereas more recently conducted
studies reported rates of sustained cessation of 69% at six months and between 35% and 67%
at twelve months. Positive effects of a smoking cessation programme, delivered by cardiac
nurses without special training, significantly affected patients one year after admission to
hospital care for CHD. Patients randomised to the intervention had a cessation rate of 57%,
compared to 37% in the control group. The number of individuals it was needed to treat was
five in order to get one additional person who would quit smoking. The authors claimed that a
long intervention period is important in order to be able to affect the habit (50).
Non-co-operation with drug treatment has been reported to be a significant and greater
problem than caregivers expect. For example, only 37% of patients with hyperlipidemia
adhered to the medication to at least 90% or more (51). Non-concordance with anti
hypertensive medication was reported by 47% of subjects attending a specialised clinic for
hypertension (45). On the other hand, it has been found that the discontinuation rates reported
in randomised trials may not reflect the actually observed rates in primary care settings (46).
This study found that the one-year probability of discontinuation was between 15% to 45%
for different lipid-lowering drugs (46).
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Behavioural change
The problem that a number of patients display difficulties in achieving lifestyle goals has
several causes. Lifestyle change is a complex process. Various psychosocial dimensions are
important for recovery and readjustment after an event of CHD (52). A non-co-operative
behaviour is partly affected by patients’ conceptions and beliefs, which mostly occur in a
context of social relationships (30, 48, 53, 54). Each of these components will be further
discussed and explored.
Readjustment after chronic diseases comprises at least three psychosocial dimensions. The
affective dimension refers to feelings and aspects, such as ‘willingness to change’. The
instrumental dimension is linked to actions and ability to perform a skill, while the cognitive
dimension concerns basic facts and is accomplished when the patient can describe the illness
in his/her own words (30, 52). Ben-Sira and Eliezer found that the cognitive dimension was
the one most strongly associated with the management of demands to break habits among
patients with CHD (52). A study within the phenomenographic framework further illustrates
the importance of the cognitive dimension. This investigation by Svederberg concerned food
choices and intake among three ethno-cultural groups of metalworkers and their families.
Their choices were affected by conceptions of health, which were characterised as holistic,
atomistic or fatalistic. The holistic view was characterised by subjective symptoms as well as
objective parameters of the health situation; the atomistic attributed either symptoms or
objective parameters and in addition distrust and scepticism about nutritional
recommendations. The fatalistic view meant that neither subjective symptoms nor objective
parameters regarding the present health situation were present. The ability to alter the health
situation was not considered. Nutritional recommendations meant a decrease in choice and in
the use of food with high symbolic value and an increase in the use of food with low symbolic
value. This meant that no dietary changes were made. A low symbolic value of food was
explained by earlier experience, such as sociocultural background (53).
Several theories for the prediction of behaviour have been developed during the last five
decades (55-57). The health belief model (HBM) was launched in the USA by a group of
social psychologists. Initially, HBM dealt with explanations about why people failed to
participate in programmes to prevent and detect disease (57), and behaviours in response to
diagnosed illness, mainly concordance with medical regimens (58). For behaviour change to
succeed, individuals must, according to this model, feel threatened by their current behaviour,

7

7

which has been termed perceived susceptibility and severity. The model also involves that a
certain change will result in a valued outcome at an acceptable cost of achieving behaviour
change.
According to Montano, the theory of reasoned action (TRA) and the theory of planned
behaviour (TPB) concern individual factors as determinants of the likelihood of performing a
certain behaviour. The TRA includes measures of behavioural beliefs and social normative
beliefs, which determine behavioural intentions (54). This is assumed to affect behaviour (55).
TPB is an extension of the former theory and includes dealing with specific facilitators and
constraints (56). These have been found to be important predictors of intention and behaviour.
TPB has been used in explaining individual health behaviour including physical exercise, diet,
smoking, stress (59, 60) and concordance with a medical regimen post MI, as reviewed by
Fleury (61).
To sum up, the three dimensions, which are important for recovery and readjustment after a
chronic illness, recur in the theories/models described above. For example, feelings of threat,
perceived susceptibility, and severity, which are constructs within the HBM, concern affective
and cognitive dimensions. This model also includes beliefs and appraisal that a change will
result in an outcome at an acceptable cost, which involves the cognitive dimension. Another
example is the TPB that concerns specific constraints and facilitators, which may be
applicable to all three dimensions, i.e. cognitive, affective and instrumental.
Patients’ and spouses’ conceptions about disease and treatment
People have been found to vary with regard to how they conceive different phenomena in
their surrounding world (62). Marton stated this line of reasoning, but without clearly linking
conceptions to behaviours. In this thesis both conceptions and beliefs are considered to affect
behaviour, but the former term is more linked to knowledge and understanding (62) and the
latter to attitudes and behavioural intentions (55). However, these two concepts may be
regarded as interchangeable. Beliefs may be understood as a kind of knowledge and
conceptions may involve attitudes. Another term used in this thesis is experience, which,
according to Marton, is comparable with conception (63).
Patients’ and spouses’ knowledge about CHD and its treatment has been studied both
quantitatively and qualitatively. The former way has mostly been operationalized through
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yes/no or true/false questions (64-66). The latter approach has dealt with explorations of
experiences about phenomena, such as the disease itself, its causes, and the influence of
cholesterol on the disease (67-69). Both methods are needed and serve different purposes in
describing such knowledge. However, performing questions quantitatively reflects
knowledge, which focuses on how much is learned rather than what is learned and may not
reflect the patients’ real knowledge (70). Assessing knowledge qualitatively is more likely to
study active recall, i.e. the formulation of answers instead of mere passive recognition.
Wright et al. claimed that all individuals create explanations about important, unusual or
unexpected life events. Conceptions about the cause/s of an illness are developed both by
patient and family members (71). They also argued that the individual’s conceptions about the
illness contribute to the experience of the disease and thus forms the individual’s feelings
about the condition to a greater extent that the condition itself (71).
Conceptions of the causes of an illness may also colour the individual’s knowledge about why
the illness occurred. Such knowledge has also been viewed as crucial to prevention among
spouses to patients with CHD (72). Petrie et al. argued that knowledge of the cause of an
illness helps to make the illness less anxiety provoking and the future more foreseeable. They
also claimed that the process of finding a cause or causes for e.g. MI helps patients to make
sense of their episode of illness. It also provides a framework to guide future actions to deal
with the illness (73). However, it is important to explore such conceptions, making it possible
to reveal whether they facilitate or constrain the patient’s way of handling the illness (71). In a
recent study, patients afflicted with CHD mostly conceived that stress was the cause of the MI
and when both patient and spouse were unable to find any obvious factors, fate was referred
to (69). Findings from a quantitative study by Petrie and Weinman confirmed that post MI
patients regarded stress, e.g. due to overwork, as the most important cause of their illness.
Unhealthy lifestyles, such as inactivity, eating fatty foods, smoking, and being overweight
were also commonly held as causes. This study also involved spouses and showed a high
degree of concordance with patients about the relative importance of various causes.
However, patients rated smoking and dietary issues significantly more important than
spouses, who rated the patients’ overwork higher than the patients did themselves (73). This
study also examined the relationships between patients’ beliefs about causes and changes in
lifestyle six months after the MI. It was shown that patients who believed that an unhealthy
lifestyle caused their MI significantly more often improved their diet and the frequency of
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strenuous exercise. Beliefs related to stress or to heredity were unrelated to later changes in
health behaviour (73).
Patients’ knowledge about their CHD compared to established knowledge has been found to
vary considerably. Qualitative studies on knowledge about cholesterol found satisfying
results, as most patients could state their cholesterol level and label it as high-risk or
borderline. They also knew that reduced cholesterol would decrease their risk for CHD (68).
On the other hand, it was found that patients with a newly diagnosed CHD had difficulties in
articulating causes of CHD and were not knowledgeable about their own risk factors (67).
Spouses were found to underestimate the negative consequences of smoking. They conceived
that its ability to act as a calming agent and relieve stress were more important than the
negative effects on the body (69). Results from a quantitative study have shown that patients
undergoing coronary angiography had less knowledge about general causes and personal risk
of CHD compared to patients with MI. This study also suggested that individuals with risk
factors for CHD are no more knowledgeable about causes for CHD than a sample taken from
a general population (67).
One might question whether illness conceptions are stabile over time. Petrie and Weinman
assessed patients’ conceptions about their MI on four occasions, shortly after the onset, and at
3, 6, and 12 months later. They found that patients’ conceived control or amenability to cure
of their MI decreased significantly over the year from onset. On the other hand, the patients’
conceptions of how long the disease would last (time-line) showed a highly significant
increase over the same period (73).
Investigations about patients’ beliefs about drug treatment have also been performed. This
type of research deals with an important question as to why some patients visit their doctors
and then decide not take the treatment. Leventahl et al. developed the self-regulatory model
(SRM), which suggests that health related behaviours or coping responses are heavily
influenced by patients’ own illness beliefs of the illness (74). Additionally, Leventahl argued
that such beliefs are structured around the following five themes: identity (what is it?),
timeline (how long will it last?), cause (what caused it?), consequences (how will it affect
me?), and cure/control (can it be controlled or cured?). Consistent with the SRM, healthrelated decisions, e.g. to take medicine, are determined by beliefs about the nature of the
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illness threat, which are followed by the patients’ appraisal of the efficacy of their behaviour
(39).
Horne and Weinman collected information from patients receiving regular medication for
chronic illness, including CHD (39). The majority of patients believed that the medicine was
necessary and effective, but one third of them were concerned about long-term effects and
dependence. From a medical point of view, none of these drugs was regarded as liable to
cause any dependence or addiction. Furthermore, patients living with Marfan syndrome
conceived their medication as harmful, addictive, and unnatural (75), while hypertensive
patients valued their treatment less than their doctors did (76). Horne and Weinman also
found that patients who felt strong concerns about adverse effects of their medication,
reported significantly lower co-operation with treatment than those conceiving it as necessary
(77). Thus, most patients seem to have a complex view of medication. The necessity of
medication was balanced against concerns about safety and disruptive effects of taking
medication (39). These investigators claim that medication beliefs can be incorporated into
Leventahl’s SRM. The SRM terms coping and appraisal can be exemplified by their selfreported concordance with drug treatment (39).
Social support
Recovery from an episode of CHD occurs in a context of social relationships. The family is
the individual’s closest social environment and contributes significantly to patterns of
behaviour and lifestyle (78, 79). Family members often share risk factors and may contribute
to a co-operative attitude concerning risk factor modification of the patient (47, 80). The
family also plays a major role for both sexes during recovery from CHD. Those unmarried or
not socially integrated exhibited a greater risk of death, recurrence of CHD, and poorer
psychosocial recovery compared to those married and/or socially well-integrated (81-84).
According to several investigators, the spouse has been considered to play an important role
during the rehabilitation phase of CHD (85-87). It has been shown that post MI patients, who
exhibited a high level of disclosure or who had communicative openness within their
relationships, were less often re-hospitalised compared to those who did not disclose
information to their spouses (88). Men with CHD rated themselves as dependent on their
wives’ actions (86). Support and encouragement from family members positively predicted
wellbeing and the conception that life is meaningful despite the disease (89). Concerning
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practical issues, spouse support was linked to self-esteem and mastery after MI (52).
However, the need to modify certain aspects of the life situation can have a negative effect by
starting conflicts, if the couple has different needs and priorities (79). In addition, a Finnish
study revealed that the majority of spouses of patients with MI experienced a strenuous time
during the recovery phase of their partners. The spouses displayed various kinds of stress
symptoms, and had fears about the patients’ leisure activities (90). Similarly, female spouses
felt distressed during CR and used disengagement as a way to handling the situation
significantly more often than those not distressed. Distressed patients also acknowledged
significantly poorer family functioning and less intimacy (91).
A study of couples where one of the spouses was affected with CHD expressed that the main
sources of information about cardiovascular risk factors were the media, friends, and
neighbours, who most frequently referred to stress as the cause of the disease. Both patient
and spouse considered fate to be responsible when no obvious risk factor was present (69).
However, as reviewed by Burke et al., spouse support positively affected co-operation with
lifestyle changes and drug treatment (30, 47). Therefore, not considering the spouse/family in
patient education, may lead to poor recovery and inadequate co-operation with self-care (30).
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AIMS
General aim
- to explore conceptions of CHD and its treatment during recovery from the illness from the
perspectives of patients and spouses
Specific aims
-

to broaden understanding about patients’ conceptions of the nature of myocardial
infarction and angina pectoris (Paper I)

-

to investigate patients’ conceptions, with focus on cognitive aspects of their drug
treatment and lifestyle changes (Paper II)

-

to explore spouses’ conceptions concerning causes of CHD and drug treatment ( Paper III)

-

to investigate spouses’ experiences of the rehabilitation phase of their partners’ CHD,
with particular focus on their views about support for lifestyle changes (Paper IV)

-

to explore how men and women in the rehabilitation phase of CHD experienced
constraining and facilitating factors related to lifestyle changes of importance for
wellbeing and prognosis of the disease (Paper V)
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MATERIAL AND METHODS
Patients and study design
The issues addressed in this thesis required the use of qualitative methods originating from the
phenomenographic framework (papers I-V). An outline of papers in this thesis is shown in
Table 1.
Table 1. Outline of papers in the thesis
Papers

Subjects

Data collection

Design

Data analysis

Paper I

Coronary heart
disease patients
n=23

Inductive,
descriptive

Phenomenographical

Paper II

Coronary heart
disease patients
n=23

Semi-structured
interviews. Audio
recordings
1 year after
the coronary event
Semi-structured
interviews. Audio
recordings
1 year after
the coronary event
Semi-structured
interviews. Audio
recordings
1 year after
the partners event
Semi-structured
interviews. Audio
recordings
1 year after
the partners event
Semi-structured
interviews. Audio
recordings n=10 and notes
by hand n=103 within 6
weeks after the coronary
event. From the 103
interviews 40 was
collected about 1 year
after the cardiac event

Inductive,
descriptive

Phenomenographical

Inductive,
descriptive

Phenomenographical

Inductive,
descriptive

Contextual analysis

Inductive,
descriptive

Inspired by
phenomenographic
framework

Paper III Spouses to
coronary heart
disease partners
n=25
Paper IV Spouses to
coronary heart
disease partners
n=25
Paper V

Coronary heart
disease patients
n=113
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The inclusion of participants (papers I-IV) was determined according to strategic sampling
design to achieve a variation in age, sex, profession, and residential area (92). Patients and
spouses were approached with oral and written information about the studies. The interview
guides were constructed by the research team and in contact with the CR staff. Before the data
collection started, pilot interviews were carried out to test the research procedure, which led to
some changes in the interview guide. The semi-structured interviews started with an open
question on the topics included (Appendix I-II, page 69-70). Based on the answers, follow-up
questions of metacognitive character, i.e. ‘How do you think?’ and ‘Can you explain a little
further?’ were asked. The interviews lasted about 1½ hours. They were tape-recorded and
later transcribed. The interviews were mostly conducted in the respondent’s home or
workplace, or at a hospital, according to their wishes.
Papers I and II
The following criteria were applied:
-

CHD verified by MI, PCI or CABG

-

coronary event about one year earlier

-

Swedish speaking

Twenty-eight patients were considered eligible for this study. Of these, twenty-three patients
were included. The mean age was 57 years old (range 53-61) for the men (n=14) and 51
(range 41-61) for the women (n=9). The interviewer encouraged the patients to express
themselves in their own words during the interview. The intention was to explore the patients’
understanding of the disease process, its treatment, and their views on the effects of lifestyle
changes. The data were collected during 1995.
Papers III and IV
The following criteria were applied:
-

living with a partner (< 70 years of age at the time of event) with CHD verified by MI,
PCI or CABG about one year earlier

-

Swedish speaking
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Forty-nine spouses were considered eligible for the study. Of these 25 agreed to participate.
The mean age was 52 year old (range 36-67) for the women (n=17) and 61 (range 46-68
years) for the men (n=8). There were two interviewers in this study; the author performed 12
interviews and a nurse in CR trained to interview conducted 13. The intention was to explore
the spouses’ understanding of the causes of CHD, their partners’ drug treatment, and their
views of the support given by them during the rehabilitation phase. The data were collected
during the year 2000.
Paper V
The following criteria were applied:
-

men and women with a recent episode of CHD verified by MI, PCI or CABG

-

age <70 year old living in two cities in south-east Sweden, each of which had one hospital

Exclusion criteria were:
-

planned intervention with CABG

-

cardiac or other diseases with poor prognosis within one year

-

disease affecting cognitive function, psychiatric or other mental disorders constraining
communication or co-operation with others

-

inability to communicate/read in Swedish

-

obvious abuse of alcohol or narcotics

-

participation in other studies assessed to affect processes or results

The data were derived from another study, which will hereafter be called the main study. It
was an evaluation of PBL in patient education after CHD. The main study included 440
consecutive patients. Of these, 50 were excluded according to criteria described below. Of the
remaining 390 patients, 207 decided to take part in the study and were included within six
weeks after the episode of CHD. The research team developed a semi-structured interview
guide and interviews were performed before randomisation, which started in January 1998
(T1) (see Appendix III, page 71). Follow-up interviews were performed one year later (T2)
ending in October 2000. The interviews lasted 60-90 minutes and were conducted by two of
the authors (A.K. and P.T.) and an educational psychologist. Before the data collection
started, pilot interviews were carried out to test the research procedure. During the initial
phase of data collection, the interviewers also compared answers from the patients as a way of
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ensuring the quality of the interview performance. During this comparison the interviewers
discussed how to explore the patients’ answers by using probes. This also helped the
interviewers to conduct the interviews in a similar way. The interview guide covered various
parts to investigate and evaluate knowledge, attitudes, and intentional co-operation with
treatment and lifestyle changes. The latter part regarding patients’ intentions to change their
behaviour concerns the present study.
A consecutive sub-sample of 113 participants from the main study was selected and included
in the present study. Seventy-three consecutive patients, of which 33 were collected at T1 and
40 at T2, were called Group 1. The mean age of this group was 59.1 years (SD +7.1 years).
Group 2 comprised 40 consecutive patients at T1 and the corresponding figures were 57.3
years (SD+7.2 years). The characteristics of the patients in the two groups are presented in
Table 2. The present study dealt with five domains: physical exercise, diet, stress, smoking,
and drug treatment with a focus on questions about the patients’ experiences of facilitating
and constraining factors. Examples are ‘ What are your possibilities to change your diet
habits?’ follow-up questions with the aim of exploring the initial answers were used; ‘What
makes it easier?’ and ‘What makes it more difficult/What hinders you?’ The interviews were
conducted at the hospital and lasted 60-90 minutes, including parts to be analysed later.
All interviews performed within this thesis aimed at establishing a trustful and open climate
between interviewer and interviewee. The interview guides were semi-structured, which is the
predominant method of collecting data within the phenomenographic framework (93).
Although the guides were distinct in their structure, they were not compliantly adhered to.
The questions expressed were adjusted to the actual domains and the sequence spontaneously
chosen by the respondents. A conversational style was used during the interviews, with the
guide as an aid to the interviewer, as described by Patton (94).
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Table 2. Characteristics of the patients in % and (n)
Characteristics
Average age (SD)

Group 1 (n=73)

Group 2 (n=40)

59.1 (+7.1)

57.3 (+7.2)

Men

75% (55)

72% (29)

Women

25% (18)

28% (11)

Married

62% (85)

82% (33)

Living alone

12% (9)

13% (5)

Widowed

3% (2)

5% (2)

6-9 years’ compulsory school

42% (31)

45% (18)

2-4 years’ upper secondary school

47% (34)

45% (18)

University degree

11% (8)

10% (4)

No angina

67% (49)

58% (23)

Class I

24% (17)

40% (16)

Class II

7% (5)

0% (0)

Class III

1% (1)

2% (1)

Class IV

1% (1)

0% (0)

Civil status

Education level:

Secondary preventive activities
The patients referred to in this thesis took part in several secondary preventive activities. As
an integrated part of care, members of the CR team informed the patients, in small group
sessions and through written materials, about CHD and its treatment during the early
rehabilitation phase of the disease. Family members/significant others were also invited.
Areas covered were cardiovascular drugs, strategies for rehabilitation, health-promoting
issues concerning diet, physical exercise, tobacco, and stress-related behaviours. The CR
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programme consisted of physical training in a group and a session with a dietician. An
appointment at a nurse-based outpatient clinic within one month after discharge was offered.
Family members/significant others were also invited, if the patient approved. During this visit
the above areas were reinforced and questions could be asked. The nurse could be reached by
phone, if further questions occurred. Standard care also included one or two visits to a
physician approximately 2-3 months after discharge. Patients with an uncomplicated course of
illness were then referred to primary health care. The hospitals and primary health care had an
agreed secondary preventive programme for these patients. The patients included in the main
study were followed up at the hospitals during the year it was ongoing and then referred to
primary health care. Twenty-one of the patients in paper V investigated at follow up after one
year had also taken part in a patient education model built on PBL (95).

Research perspective
Phenomenography
Phenomenography is an approach that identifies, formulates, and deals mainly with research
questions about learning and understanding in a pedagogical environment (70). This approach
was developed in the early 1970s at the University of Gothenburg, Sweden. The analyses
were initially performed to obtain a description of processes and outcomes of meaningful
learning from the perspective of the learner (96).
A basic assumption in phenomenography is that people vary with regard to what meanings
they ascribe to phenomena or situations in their surrounding world (62). The approach studies
variations between qualitatively different ways of experiencing, understanding, and
conceptualising phenomena. The kind of learning is focussed on and it is implied that learning
has occurred when an individual is capable of experiencing a phenomenon in a new and
qualitatively different way (70). Early results from phenomenographic research indicated the
existence of a surface and a deep-level approach to learning, which were linked to an
atomistic and a holistic direction of learning, respectively (70). Phenomenography was
described as an empirical approach, but during the 1990s it developed towards a theoretical
framework (97). Marton claimed that the approach was experiential, non-dualistic and an
internal person-world relationship. The experiential ontology of conceptions means that there
is no other world to humans than the experienced world. The internal-person-world
relationship means that both subject and object constitute each other. The non-dualistic
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characteristic implies that people cannot describe the world independently of their
descriptions or of themselves as describers (63).
Phenomenography should, according to Marton and Booth, be regarded as a basic research
approach with a certain origin and with an important usefulness in a certain context (70). This
approach has moved outside its traditional educational context to be used by researchers in
e.g. healthcare (93, 98-100). One important reason has been the need to describe basic
conditions for patient education. For such activities to be effective, pedagogical skills are
required (101). This means that health care staff need competence and understanding of how
learning is accomplished to effectively facilitate learning among patients and significant
others (30).
Marton’s further work on the anatomy of awareness described that a person’s way of
experiencing something is related to how their awareness is structured. It involves both a what
and a how aspect. The former aspect corresponds to the object itself, which implies that when
people experience something, they are mostly oriented towards something discerned as
central by them. The how aspect is related to the act and the structure of the experience
described. It consists of the structural and referential (or meaning) aspects (97).
The structural aspect means that people do not only conceive different aspects or parts of
isolated phenomena, but also organise and relate what is conceived to constitute a whole. The
structural aspect is also built up by the external and internal horizons. The external horizon of
a phenomenon can be described as the delimitation from a context to which it is related. The
delimitation and the relating of parts make up the internal horizon of the phenomenon (70).
The referential aspect, the meaning, which is closely linked to the structural aspect,
constitutes the whole. When people discern the parts and the whole and their relationships,
they also see the meaning of the experience (97). Svensson has developed this line of
reasoning as contextual analysis (102). This research approach originates from the
phenomenographic framework and shares its features in the analysis procedure on a general
level. However, the former approach can be adopted in other types of data and for other
purposes.
Contextual analysis is based on the fact that people’s experiences of a phenomenon can be
described by its components, their meaning, and their relationship with each other and to
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whole qualities of the phenomenon (102). Svensson aimed at making delimitations and
distinctions within the concept of study skill based on empirical data representing instances of
study skill. He defined study skill as a relation between a criterion of learning and study
activities related to a situation. This kind of analysis results in categorisations, relations
between categorisations leading to portrayal of patterns of categories. A contextual analysis
procedure comprises a cumulative comparison leading to a description of relationships
between and within parts and whole qualities of the phenomenon studied (103). The analysis
procedure implies a combination between explorative and interpreting features on the one
hand, and analytical features on the other (104). The analytical element consists of
discernment of parts considering aspects of the phenomenon under investigation. The
discernment of components building up the aspects and their relationships is another
analytical feature. The last explorative and interpretative step features the identification of the
components’ significance in the actual context (104).
The phenomenographic analysis procedure
The analyses in paper I-III have been performed according to the phenomenographic
procedure and comprised the seven steps described by Dahlgren and Fallsberg (96). The
procedure is illustrated by examples from the analysis in study III.
1. Familiarisation. The transcribed interviews were thoroughly read by the researcher,
aiming at becoming acquainted with the content of the text in detail. This step was
important for making corrections, as someone other than the researcher had typed the
transcripts.
2. Condensation. Significant statements in the answers were selected to give a short
description of what the interviewee brought into the discussion. In this step, it was
important that the researcher ensured that the condensation really focused on what the
interviewee had discerned as important. By addressing questions to the text, such as
‘What is this spouse trying to say regarding the drugs prescribed to his/her partner?’
Statements that were repeated and viewed similarly were selected.
3. Comparison. The selected significant statements were compared to find sources of
variation or agreement. Several questions were addressed by the researcher to the text, e.g.
‘What is considered as central to the spouse concerning drug treatment?’ This question
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helped the researcher to identify the what- aspect, which is a central concept in
phenomenography. Moreover, questions such as ‘Why and how is this conceived as
important by the spouse?’ were put to facilitate the identification of the how-aspect.
Addressing these questions to the material helped the researcher to see more clearly how
the spouses conceived the drug treatment prescribed to their partners. The process of
comparing statements between the spouses was facilitated by the question: ‘Is this
spouse’s statement similar or different from statements expressed by other spouses?’
4. Grouping. Similar statements identified in the former phase were grouped and preliminary
categories were evolving.
5. Articulating. This step involved an attempt to describe the essence of the statements in
each preliminary category. A process that involved questioning for and against the
previous interpretations during step 2-4 was performed. Steps 4-5 were revised several
times before the analysis was considered satisfactory. The aim was to establish categories,
which were distinctly separated from each other.
6. Labelling. Each category was assigned a suitable expression, which captured the essence
of the understanding. The labelling did not necessarily adopt the linguistic expressions
stated by the spouses. Instead, abstractions based on the researchers’ judgements could be
applicable.
7. Contrasting. The obtained categories were compared with regard to level of understanding
on a meta-level. Comparisons between the categories led to a hierarchically ordered
outcome space. This was established by performing a comparison of the categories and
other studies that investigated the phenomenon in question. The categories were labelled
A, B, C, starting from the best understanding in comparisons with established knowledge
in the field. Less elaborated conceptions were assigned to the categories B or C depending
on the understanding exhibited. To increase the credibility of the analysis, a co-examiner
read citations to test the hierarchical categorisation. A process called ‘negotiating
consensus’ followed, in which the suggestions put forward by the researchers were
discussed in several rounds to reach an agreement about the final placement (105).
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Description of contextual analyses procedure
The analyses in paper IV have been inspired by the procedure described by Abrandt Dahlgren
(106). Three phases of analysis in relation to findings obtained are presented in Figure 1.

Phase 1
Reduction into
condensed description
within all interview domains

Full, verbatim
interview transcriptions

Phase 2
Discerning central aspects
of spouses’ roles across
all domains

Core narratives

Phase 3
Discerning variation in
component parts building up
each aspects

Discerned aspects:
Support; communication;
attitudes to lifestyle changes

Phase 3 continued
Relating the discerned
aspects and their components
to each other and the core
narratives as whole gives
five categories portraying
the spouses’ roles

Support: practical; cognitive; passive;
incapable; controlling; reluctant
Communication:encouraging/listening;
authoritative/admonishing
Attitude: positive; negative

Roles:
The participative role
The regulative role
The observational role
The incapacitated role
The dissociative role

______________________________________
Figure 1. Phases of analysis in relation to findings obtained.
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Phase 1. Data reduction
The transcriptions were read on several occasions to become acquainted in detail with the
content. The full account in the transcriptions, which referred to the spouses’ views
concerning issues related to support after the CHD event, were reduced to ‘core narratives’.
This was performed within all interview domains: physical exercise, diet, stress, and smoking.
All follow-up questions from the interviewer were omitted to allow the narrative to appear.
Phase 2. Delimiting aspects
The analysis continued by repeated thorough readings of the core narratives. The aim was to
grasp their meaning as whole entities. The readings were performed with a question in mind
‘What is this all about?’ The preliminary results of the readings, which featured the analytical
part of the analysis, yielded the aspects found in all four domains.
Phase 3. Identifying components
This phase has similarities with steps 3-6 in the phenomenographic analysis procedure.
The analytical part of analysis proceeded. This resulted in the identification of components
that build up the aspects delimited in the former phase. By analysing the internal relations
between aspects and components and the core narratives as whole entities, a system of
categories portraying the spouses’ roles was identified. The internal relations between the
aspects and the components were used to compare the categories in terms of similarities and
differences.
The explorative and interpretative part meant that a search for the components’ significance
in the actual context was performed. The categories were exemplified by a condensed
transcription of one core narrative characteristic of each category.
A procedure to increase credibility of the results was performed. A co-examiner read excerpts
relating to all interview domains to test the categorisation of the material according to the
identified components and categories. The process called ‘negotiating consensus’ followed, in
which the categorisations and interpretations were discussed in several rounds to reach
agreement about their final status (105).

24

24

Data analysis of paper V
Group 1 (see Table 2) involved 73 consecutive interviews and included 10 consecutive
interviews at T1, which were taped and transcribed verbatim. Another 20 consecutive
interviews at T1 and 43 at T2, documented by hand, were analysed to add to the development
of the categories. All analysis was conducted with the inspiration of the phenomenographic
framework, as described above (62, 96). After step 3 in the procedure, the analysis proceeded
on a more abstract level, leaving the domains (physical exercise, diet, stress, smoking, and
drug treatment) and focussing on features common to all domains. These features were
identified as sub-categories and, more specifically, facilitating and constraining factors within
the main categories were defined. Each main category was then labelled, and involved both
negative and positive instances, as conceived by the patients to affect the behaviour. The
process of ‘negotiating consensus’ was practised in this study as well (105). Finally, a
delimited sub-sample of 40 patients, documented by hand and comprising the remainder of
the participants at T1 at one of the hospitals, was used to investigate the distribution of
incentives in the system of categories.
Ethical considerations
All studies yielding papers I-V were approved by the Ethics committee for human research at
the Faculty of Health Sciences, Linköping University, Sweden. Informed consent was
obtained from all participants before participation. They were informed that participation was
voluntary, could be terminated at any time, and that confidentiality was guaranteed. For study
V, a participant register was established according to directions from the Data Inspection
Board (DIFS 1995:4), in a decision from the chancellor’s office, Linköping University.
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FINDINGS AND COMMENTS
The findings in papers I and II will be described from the perspective of the patients, and,
where appropriate, briefly commented upon from the researchers’ perspective.
Paper I
The aim of this study was to broaden understanding about patients’ conceptions of the nature
of MI and AP.
The nature of CHD
The analysis of answers yielded from the questions ‘What is a heart attack?’ and ‘What is
angina pectoris?’ each provided three different categories.
MI was expressed by/as:
A. Involvement of blood and vessels
B. Involvement of either blood and vessels
C. Developed from AP or referred to risk factors/symptoms
AP was expressed or referred to as:
A. Insufficient heart capacity or involvement of vessel, blood, and oxygen
B. Atherosclerosis, or as contraction of a vessel
C. Symptoms
The categories labelled A represent an understanding that was assumed to involve reflection
and appraisal regarding CHD. Several important components of the disease process, such as
negative changes in the blood consistency and in the vessel wall were involved in the patients’
descriptions. However, no patient referred to CHD by expressing it as a longstanding process
starting before the acute cardiac event. The categories regarded as B included vaguer
expressions compared to the former categories. Difficulties to elaborate reasoning on the issue
were displayed. In the final categories risk factors/symptoms were expressed without linking
them to the process of MI or AP. Several misconceptions regarding MI and AP were also
found. It was believed, e.g. that MI was caused by a thrombus, which burst and tore the heart
muscle apart. Another misconception regarded AP. It was expressed that the heart muscle
lacked the strength to force the blood through the contracted blood vessels. AP was also
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considered similar to cramp without mentioning the most important cause, i.e. atherosclerosis.

Paper II
The aim was to investigate patients’ conceptions with a focus on cognitive aspects of their
drug treatment and lifestyle changes. Focus was on cognitive aspects of four drugs known to
affect the development and progress of CHD. Lifestyle changes regarded three domains, i.e.
fat, physical activity, and smoking.
Drug treatment
Analyses of answers regarding a question about drug treatment ‘How does it work?’ resulted
in two to four categories depending on the drug referred to. The categories differed
substantially and although several patients mentioned important features of the treatment none
clearly expressed that CHD prognosis was affected positively.
Aspirin
A. Prevents thrombosis, lifelong treatment
B. Prevents thrombosis
C. Thins blood
D. Refers to the chemical substance
Categories A and B conceived aspirin would prevent thrombus formation and the former
involved an aspect of a timeline. Category C referred to effects on the blood consistency, but
misconceived the effect of aspirin. Category D was not able to articulate any understanding of
its effects.
Beta-blocking drugs
A. Counteracts symptoms of heart disease
B. Referred to the value of the treatment
C. Referred to a commercial name
Category A conceived beta-blocking drugs to relieve symptoms of different cardiovascular
diseases, such as angina pectoris, arrhythmia, and hypertension. Category B viewed the
drug as beneficial for MI in an unspecified way. Category C could not develop any
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explorative answers to the question.
Lipid-lowering drugs
A. Reduce blood cholesterol
B. Referred to as a commercial name of the drug
Category A conceived the lipid-lowering drugs to decrease cholesterol. Few commented upon
positive effects on the dangerous LDL cholesterol and the beneficial HDL cholesterol. It was
expressed that ending the treatment was a possible way of finding out about its effect.
Category B could not elaborate on reasoning about the drug.
Angiotensin-converting enzyme inhibitors
A. Cardiovascular effects
B. Promotes respiration
C. Referred to the heart in an unspecified way
Category A conceived the drug to reduce blood pressure (BP), promote heart capacity or
dilate vessels. Category B referred to positive effects on constrained breathing, but did not
link the symptom to CHD or cardiac failure, and category C conceived the drug to affect the
heart in a general way. In this final category it was conceived that the drug controlled ‘heart
troubles’.
Co-operation with drug treatment
Another question regarded the patient’s conceptions regarding co-operation with drug
treatment. The answers regarding ‘What happens if you don’t take the drug properly?’
provided three different categories:
Improper co-operation
A. Risk of relapse
B. Sense of insecurity
C. Harmless because of lack of symptoms
The patients in category A conceived that drugs taken in an inappropriate way could affect
recurrence and symptoms related to CHD. Category B referred to psychological needs by
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referring to worries of getting signals from the body, indicating somatic illness. Category C
did not conceive improper concordance with treatment as important, if it was not subjectively
confirmed by somatic symptoms.
Risk factors for CHD
The question ‘Is it possible to avoid CHD?’ offered two different categories:
A. Partly avoidable through a healthy lifestyle
B. Not avoidable
The patients were able to express several traditional risk factors associated with CHD, e.g.
smoking, heredity, fat intake and physical inactivity. Other factors mentioned were stress,
anxiety, alcohol and having a cold. Category A referred to the fact that health promoting
activities had preventive effects, and category B conceived that e.g. faith played an important
role, implying it impossible to affect.
Fat intake
Two questions were put ‘Why is it important to eat less fat?’ and ‘Are there different kinds of
fat? If so, which fats are preferable?’ The answers provided four and two categories,
respectively. Findings from answers regarding the former question are presented first.
Effects of fat intake
A. Fat is detrimental to blood circulation, affects blood lipids, and body weight
B. Fat affects blood lipids and body weight
C. Fat is essential and increases body weight
D. Unable to describe any results
Patients in category A conceived that fat affects atherosclerosis, cholesterol levels in the
blood, and body weight. Category B displayed a similar understanding, but without referring
to the effects on the vessels. In category C, fat intake was considered useful. To stop using fat
was expressed as having a negative effect. Patients in the last category explained lack of
understanding of how CHD was affected by fat. Findings from answers regarding preferable
fat are:
Preferable type of fat
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A. Animal fat should be avoided and vegetable/fish fat preferred
B. Polyunsaturated fat should be avoided in favour of butter and olive oil
Reasoning regarding healthy fat qualities was found in category A. Some distinguished fish
fat to be of better quality compared to pork. Refrigerated fat that remained soft was preferred
to fats that became hard. However, less healthy choices were preferred in statements from
category B.
Physical activity
This domain provided answers to the question ‘How does physical activity affect you?’
Three different categories were found. The two first categories display the same level of
understanding.
Effects of physical activity
A1. Medical effects of physical activity
A2. Psychological effects of physical activity
B. Mixed (positive and negative) feelings of physical activity
Physical activity was conceived to affect blood cholesterol and insulin dosage positively by
patients with diabetes in category A1. The second category referred to positive emotional
feelings related to physical activity. It was expressed that such activity diverted thoughts, and
helped the patient to understand how much he/she could accomplish physically. The last
category involved an ambivalent reasoning regarding this domain. Statements reflecting
difficulties in altering old habits and finding motivation for such lifestyle change were found.
Smoking
The answers from the last domain considered the question ‘Why is smoking a risk factor for
MI?’ and resulted in three different categories:
A. Smoking negatively affects blood vessels, lung capacity, and oxygen supply
B. Smoking reduces fitness and affects the lungs
C. Smoking promotes health
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The patients’ understanding about this risk factor regarded unfavourable effects on different
functions and organs in the body, as expressed in category A. The patients were able to relate
this knowledge to CHD. In category B similar effects were mentioned without linking it to
CHD. In category C, smoking was conceived to affect health positively. A misconception that
smokers lived longer compared to non-smokers due to increased resistance was found.
Paper III
The aim was to explore spouses’ conceptions concerning causes of CHD and drug treatment.
Twenty-five spouses living with a partner who had had an episode of CHD were interviewed.
Possible causes of CHD were explored by the question ‘What causes CHD?’ The spouses
attributed the disease to various aetiological factors. Examples are unhealthy diet, stress,
smoking, and physical exercise. These domains were further scrutinised by the question
‘What does (the domain) mean for the development of CHD?’ Follow-up questions were also
used when required. Findings about physical exercise, fat intake, and stress are each presented
in two categories; and those regarding smoking and drug treatment in three each. An overview
of the findings is presented in Table 3.
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Table 3. Overview of categories concerning coronary heart disease (CHD) and drug
treatment.
Knowledge
Level
A

B

Conceptions concerning Causes of CHD
Physical
exercise
Inactivity
accelerates
the CHD
process

Fat intake

Stress

Fat hinders
blood
circulation in
coronary
vessels and
leads to an MI

Stress strains
blood
circulation,
causes vessel
wall
obstruction
and MI
Physical
Fat affects
Stress is
exercise
blood viscosity generally
increases risk
negative but
for an MI
especially for
patients with
MI

C

Conceptions of

Smoking

Drug
treatment
Smoking
Drugs prevent
contributes to atheriosclerosis,
atheriosclerosis clot formation,
thrombus
MI, and the
formation and need of by-pass
MI
operation
Smoking
negatively
affects physical
fitness, blood
vessels, lungs
and the
working of the
heart
Smoking
negatively
affects vessels

Drugs are
necessary for
the heart but
harmful for
other organs

Constant drug
intake damages
functions and
leads to disease

All spouses regarded physical exercise as positive during the rehabilitation of CHD.
Conceptions about negative consequences of inactivity (category A) and also about rigorous
exercise were revealed. Some spouses conceived the latter activity as a risk for relapse of
CHD (category B), which was the most commonly held conception in this material. They
expressed that the increased blood pressure during exercise would affect a thrombus to cause
an MI. Fatty foods were commonly considered as a cause of CHD.
A change to healthy diet was viewed as an important preventive step. Understanding of
different types of fat was mentioned. Some fats were conceived as having characteristics such
as dangerous, hard, soft, of vegetable origin etc, while other spouses regarded fat in general to
negatively affect CHD. Understanding of fat as constraining blood circulation in coronary
vessels due to involvement in the atherosclerotic process, which may cause an MI, was found
(category A). Some spouses conceived fat to affect blood viscosity (category B), but lacked
understanding of its effects on vessels. Most conceptions were classified as category A.
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About half of the spouses, mostly women, regarded stress as a cause of CHD. Stress was
conceived to affect blood circulation and vessel walls, leading to an MI (category A), while
some focussed on general issues of stress (category B). The spouses’ conceptions were mostly
considered as category B.
All spouses regarded smoking as negative for the body. About half of the informants viewed
it as a cause of CHD. Two of the spouses were smokers, fourteen had stopped, and nine had
never smoked. Some spouses considered smoking to contribute to atherosclerosis, thrombus
formation, and MI. However, most of the spouses mentioned negative effects of smoking on
physical fitness, and heart function and blood vessels (category B and C).
All spouses had opinions about their partners’ drug treatment. Drugs were conceived to
prevent atherosclerosis, clot formation, MI, and reduce the need for revascularisation
(category A). Drugs were also considered as necessary for the heart, but dangerous regarding
other organs (category B). However, conceptions that chronic drug intake could damage the
normal function of organs and even lead to disease were also found (category C). Most
statements were considered as category B.
Paper IV
A summary of the phases of analysis and the findings obtained is shown in Figure 1. The aim
was to investigate spouses’ experiences of the rehabilitation phase of their partners’ CHD,
with particular focus on their views about support for lifestyle changes. The questions aimed
at exploring the spouses’ reasoning about how support was provided regarding lifestyle
changes. The initial question put was ‘In what way were you able to support your
husband/wife after the event of CHD?’ Follow-up questions regarded support in situations
related to the same domains as in paper III.
The main aspects discerned were ‘support’, ‘communication’, and ‘attitudes to lifestyle
changes’. These illustrated the spouses’ approach in supportive situations. The aspect
‘support’ was complexly built up by components considered as supportive or not supportive.
These can be described by adjectives referring to the type, style, and capacity to support:
practical, cognitive, passive, incapable, controlling, and reluctant. The components building
up the aspect ‘communication’ were encouraging/listening and authoritative/admonishing.
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The corresponding components building up the aspect ‘attitude to lifestyle changes’ were
positive or negative.
The analysis of the internal relations between the main aspects and components, as described
in each narrative, gave five different views of spouses’ role: the participative role, the
regulative role, the observational role, the incapacitated role, and the dissociative role.
The participative role involved taking a practical part in lifestyle changes, communicating
empathetically, and being positive about changes. Key words that illustrated this role were cooperation, respect, and mutuality. Collaboration in decision-making, dialogue, and
encouragement were other expressions.
The regulative role was characterised by being either positive or negative to changes, giving
practical or cognitive support to control the partner’s behaviour, and communicating
authoritatively. This role could be featured by the following expressions: enforcement, efforts
to find mutuality, admonishing communication, and traces of anger. Self-centred, monologue,
prohibition, propaganda, and making of remarks were other linguistic expressions found in
this category. More attributions of this style regarded feelings of resignation when the support
failed. Also fear of changes being realised and attempts to restrain the partner were found.
The observational role featured a passive style, complying with suggestions, and
communicating empathetically. Typical key words illustrating this role were participation,
dialogue, listening approach, awareness of beneficial changes, and a positive or negative
attitude to changes.
The incapacitated role involved a positive attitude to changes, communicating without
making demands, but being unable to provide support due to personal problems. Other typical
features were dialogue style of communication, awareness of own limitations, as well as own
need of support.
The dissociated role entailed being negative about changes and authoritatively declaring a
reluctance to be involved in the partner’s change of lifestyle. This role was also featured by
unwillingness to support, lack of knowledge about benefits of changes, and monologue style
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of communication. This role was found in relation to food choices, physical exercise, and
smoking.
The spouses adopted different roles depending on the supportive situation. A few described
similar support regarding diet, physical activity, and stress. Some other spouses used similar
approaches concerning diet and physical exercise and regarding physical exercise and
smoking, respectively. However, most spouses used varied roles for different domains.
The participative role was the most prominent category, as it was assumed in at least one
domain by an important part of the spouses. Diet, stress, and physical exercise were the
common domains. The regulative role was also prominent. The observational role, the
incapacitated role, and the dissociative role were less prominent. The latter role was related to
diet, physical exercise, and smoking.
Paper V
The aim was to explore how men and women in the rehabilitation phase of CHD experienced
constraining and facilitating factors related to lifestyle changes of importance for wellbeing
and prognosis of the disease. The semi-structured interview guide covered five domains:
physical exercise, diet, stress, smoking, and drug treatment. The findings portray the patients’
different experiences of facilitative and constraining factors to handling lifestyle changes.
These factors were regarded as incentives for change. By analysis of interview data across all
interview domains, four main categories emerged: somatic incentives, social/practical
incentives, cognitive incentives, and affective incentives. These were built up by a number of
subcategories as described below.
Somatic incentives were characterised by two subcategories: direct and indirect bodily signals
indicating improvements or illness. The former signals enhanced awareness of the biological
state of the body. The signals functioned as incentives for behaviour change irrespective of
whether the experience was negative or positive. Examples of signals were pain and
wellbeing. However, direct somatic signals were experienced to constrain behavioural
changes. Such signals related to physical inability, side effects of drugs, and bodily
imbalances. When signals indicating illness or disturbances were lacking, behavioural change
was sometimes considered unnecessary. Indirect somatic signals featured results of tests and
measurements confirming ill health or improvements. Such signals could also be constraining,
e.g. increased weight leading to more eating as a consolation.
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Social/Practical incentives comprised three subcategories: shared concerns, changed
conditions, and external environmental factors. All domains were positively or negatively
affected by the social context apart from drug treatment, which was only positively viewed.
The first subcategory featured active participation, emotional support, either physically or
verbally, in the change. Correspondingly, change was experienced as constraining, when
commitment was low or lacking. The patients sometimes had different priorities compared to
his/her social network in these cases.
The second subcategory involved working conditions, social security issues, and changed
conditions within the family. Experiences such as decreased demands and changes, which
could ease time-related concerns, facilitated behavioural changes. Increased demands due to
problems related to family, economy, and work had a constraining influence. Personal tragedy
was another example of problems that hampered the ability to change lifestyle. The last
subcategory implied access to facilities for physical activity in the patients’ immediate and
concrete context as convenient. Adjustments to smoking restrictions at public places
facilitated behavioural change as well.
Cognitive incentives were characterised by three subcategories: active decisions, passive
compliance, and routines and habits. Own insights, reflections, and appraisal facilitated active
decisions. In addition, the need to take responsibility in life facilitated behavioural change.
Consideration of demanding situations and viewing CHD as a serious life event was
expressed as an incentive for action. The second subcategory featured minor reflections and
limited insights of beneficial changes. Authoritative beliefs and demands from health care
staff worked in a facilitative manner. Creating routines, e.g. by scheduling activities and
considering regularity, simultaneity, and planning as important concerns, facilitated
behavioural change. However, an old routine could have a constraining effect, as did changes
that involved the need to remember something on different occasions during the day.
Affective incentives entailed three subcategories: fears/reluctance, self-esteem and limitations,
and immediate satisfaction of needs. In the first subcategory, fears for health problems and
death related to CHD facilitated behavioural change. Negative emotions, e.g. lacking control
due to unmet needs of safety worked in a constraining manner. Lifestyle changes were
sometimes conceived as a risk for recurrence. Reluctance to change was also expressed. The
second subcategory involved decreased self-esteem due to e.g. feelings of declination and
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inability to manage important life situations. The final subcategory featured inability to resist
temptations. Needs of consolation and to satisfy cravings and rest were stronger incentives
than the will to change behaviours. Such feelings were found regarding changes in physical
exercise, diet, and smoking.
Distribution of statements in categories and domains
Data are given in Table 4. Cognitive and social/practical incentives were the categories that
most frequently facilitated lifestyle changes. In the former category, more than six times as
many positive as negative statements were found. The positive statements were particularly
related to physical exercise and tobacco. Social and practical incentives were mostly regarded
as positive and were linked to changes pertaining to physical exercise and diet. Somatic
incentives affected lifestyle changes negatively and positively to the same degree. However,
they constrained physical exercise greatly in the subgroup studied. The cessation of the use of
tobacco was positively affected by all categories, and mainly by somatic incentives. Drug
treatment was facilitated by cognitive incentives, while incentives in the other categories
rarely or not at all affected this domain. Those referred to as constraining lifestyle changes
were affective, somatic and social/practical incentives.
Table 4. Distribution of statements from 40 interviews at T1 pertaining to each category of
the five domains
Categories

Somatic
incentives

Social/Practical
incentives

Cognitive
incentives

Affective
incentives

Instances
Pos/ Neg
Physical
exercise
Diet
Stress
Tobacco
Drugs
Total

+

-

+

-

+

-

+

-

5

17

18

7

17

1

-

7

4
2
16
27

1
4
2
24

22
12
11
5
68

2
6
1
16

15
7
11
27
77

2
1
1
4
9

6
8
13
27

8
6
7
28
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DISCUSSION

DISCUSSION OF FINDINGS
Main findings
The main findings of this thesis showed that the patients’ understanding of their illness and its
treatment varied considerably and was typically fragmentary. The spouses’ understanding of
these matters and the causes of coronary heart disease (CHD) were generally on a similar
level. Spouses seemed to play a considerable role in supporting their recovering partners and
their roles exhibited variations related to the domains studied. The patients’ statements about
facilitating and constraining factors to achieving change of lifestyle emphasised the great
complexity of this process. The importance of social support and network was emphasised
and interactions from health care services were only one of several components in this
process.

Patients’ perspective
The nature of coronary heart disease and risk factors
The patients’ understanding of CHD was weak and more fragmented than expected given that
the patients were offered secondary preventive activities, including verbal and written
information about CHD and its treatment. However, most patients expressed vague
descriptions and displayed difficulties in articulating answers about the nature of CHD (I).
This may be explained by the fact that patients seem to construct prototypes of their disease
(107). Such prototypes have been found to be constituted of symptoms and other attributes
associated with the disease rather than linked to the disease itself. When patients experience
somatic symptoms, they interpret these by retrieving examples of various diseases from their
memory. Correspondingly, the patients’ answers concerning ways to avoid future CHD
included actions against both relevant risk factors and those of minor or no importance (II).
CHD was in these cases sometimes considered as unavoidable by referring to fate and
heredity. A similar pattern was found among patients nearing discharge after their first MI, as
an important part of them considered MI as impossible to prevent (108). Such conceptions
have been found to negatively affect lifestyle changes (73).
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As reviewed in the introduction, patients’ understanding of the causes of CHD has been
investigated previously (67, 69, 109). These investigations also showed that the patients
displayed difficulties in articulating causes for CHD and misconceived the effects of
unhealthy behaviours. Peri- and post-menopausal women were also unaware of risk factors
and symptoms of CHD and even denied the presence of this disease following diagnosis and
treatment. A gap between these women’s desire for understanding and their ability to access
and assimilate knowledge in key areas regarding CHD and personal health behaviours was
also identified (110). This seems to be a general way of reacting. Another example has been
found among adults with congenital heart disease, who were shown to have a poor
understanding of their heart defects (111). However, there are contradictory findings in this
area, as qualitatively good knowledge about blood cholesterol has been reported (68).
Lifestyle changes and drug treatment
In the present studies, the patients’ descriptions of benefits of lifestyle changes and treatment
one year after the episode of CHD did not give the impression of being based on a solid
understanding of the importance of such changes. Misconceptions regarding the influence on
health of fat intake, smoking, and physical activity were found (II). In another study, smoking
was well recognised as a risk factor by smokers, but few of them related this habit to their
own MI (108). Another investigation of middle-aged men after an uncomplicated MI also
reported that the patients had misconceptions regarding lifestyle changes. For example, almost
half of the investigated men believed that physical exercise was dangerous and should only be
performed under medical supervision (112). It has also been shown that even if patients cited
relevant causes of CHD, e.g. smoking, overweight, and inactivity, their awareness of the
association between these risk factors and MI was poor. This was disappointing, especially as
their level of satisfaction with cardiac rehabilitation (CR) and education was high (108).
The patients in this thesis rarely linked co-operation with treatment to improvement of their
prognosis. Most patients did not fully understand the impact of their drugs, which was
exemplified by unspecific and less elaborated statements of their main effects. Patients’ views
of their medication may have consequences for how they cope with the treatment. Fears and
negative images, e.g. that all medicines could be carcinogenic, were found in another study of
a general practice population in the UK in (113). A theoretical basis for patients’ reasoning
may be offered by Leventhal’s SRM. The appraisal stage of SRM means that the patients
involve specific criteria to estimate the success rate of their coping actions (74). Leventhal
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viewed the patient as an active problem solver, and implied that emotional reactions may be
provoked at any time of the three stages of his theory, which was constructed using both
episodic memories and semantic memories. The former comprised autobiographical
memories representing the patients’ past experiences and the latter reflected the patients’
general and abstract understanding of disease concepts. The episodic memories of prior illness
may lead to expectations that patients will experience symptoms when sick, and that drug
treatment will facilitate the elimination of symptoms and cure the disease (74). This line of
reasoning matches the patients’ statements in this thesis. They viewed improper concordance
with drug treatment in a variable way, e.g. as a risk for relapse, as a reason for insecurity, or
as harmless due to lack of symptoms. The latter view may, according to the SRM, lead to
judgements by the patients of inappropriate co-operation with preventive actions, and that the
patient may stop the treatment when feeling in good health (74). However, contradictory
findings exist, as patients with asymptomatic ischemia were found to be significantly more
concordant with an aspirin regimen compared to those with frequent anginal episodes (114).
Incentives for lifestyle changes
Paper V showed a pattern of four main categories and subcategories, which illuminated
facilitating and constraining incentives for lifestyle changes during the patients’ rehabilitation
phase. Somatic incentives could function both constrainingly and facilitatingly. Direct and
indirect somatic signals were stated as important for intended, as well as established
behaviour. A substantial proportion of the patients considered this incentive as negative,
which reflected physical problems related to exercise. Others have also found that somatic
experiences affected physical exercise negatively (115). However, these constraints did not
necessarily come from cardiac symptoms, as problems from legs and joints were also
mentioned as a hindering factor. Physical response patterns, cardiac and non cardiac, were
found to constrain physical exercise among a variety of patients studied (59, 116). This could
be a possible explanation for the low readiness to participate in exercise.
The significance of support by the family and significant others during recovery from CHD
was an important finding in this thesis (IV, V). The category social/practical incentives
included a large relative proportion of positive instances compared to the somatic and
affective incentives (V). One aspect that was experienced to positively affect lifestyle changes
was shared concerns within the family, which is in accordance with other studies. Thus, peer
support motivated physical exercise (117). Useful discussions with wives and pre-existing
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quality of marriage were positively associated with the patients’ recovery six months after an
MI (86). The latter study also showed that these patients engaged their wives as active
partners during recovery and were less likely to hide their negative feelings or give up in
disagreements to calm their wives (86). The present study also found that feelings of
decreased demands, due to changed conditions within the family, facilitated lifestyle changes
(V). This finding supports the argument that a feeling of control (56) promotes behavioural
change.
Statements made by patients in the present study showed that the social network could also
constrain lifestyle changes (V). For example, this was the case when commitment to changes
was low or lacking or when severe problems existed within the family context. Such barriers
were also identified in another study, which showed that unwillingness of male spouses or
children to follow the patient’s diet was a common complaint and sometimes the woman had
to cook two meals (117). Such a negative strategy can lead to conflicts between the patient
and the family (79). Statements illustrating different priorities as constraining were also found
in our study (V). Another experience was that life strains, e.g. a divorce or a bereavement in
the family, hampered managing smoking cessation (V). This finding is in accordance with the
results of Gulanick et al. (117), who reported that several patients admitted resuming smoking
due to stresses, e.g. a daughter getting divorced or a wife’s death.
Practical incentives to lifestyle change concerned tobacco and physical exercise. Smoking
cessation was facilitated by adjustments to non-smoking areas and physical exercise was
constrained by lack of access to sporting facilities. The latter issue is supported by a previous
study (59). The present study also found that retirement and sick leave facilitated lifestyle
change. The reasoning displayed may be incorporated in Leventhal’s SRM, which includes an
action plan, i.e. a coping stage (74). Thus, patients planning to perform a change in behaviour
may experience a restriction or a choice coerced by authorities as helpful. Sick leave or
retirement can imply an opportunity for change by creating time for self-instigated change.
Cognitive incentives to lifestyle changes including aspects such as reflections, knowledge,
demands, habits, and the establishment of routines functioned facilitatively according to the
patients. This category was most often considered to affect lifestyle changes positively.
Ben-Sira and Eliezer also found that the cognitive dimension played an important role in the
structure of readjustment after an MI. Understanding of the disease seemed to be the resource
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that was most strongly associated with coping with habit-breaking demands (52). Similar
findings were discovered in another qualitative study among patients, who had undergone a
percutaneous coronary intervention (117). This study also confirmed the finding in the present
study about occasional deviation from diet advice serving as a facilitator for maintenance of
the change. Another study that emphasises the importance of understanding deals with the
link between education and health. According to Kaplan and Keil, the socio-economic status
of individuals has been shown to affect all-cause mortality. Education is one important
component in this respect. In their review they found a strong association between educational
level and mortality. Men aged 45-64 with 7 or fewer years of education had a 1.96 times
higher risk of death compared to those with 12 or more years of education, and those with 8 to
11 years of education had 1.6 times the risk. The corresponding figures for women were 1.47
and 1.23 (12). In the present investigation, the patients also reflected upon and appraised old
habits and ways of handling e.g. stressful events, which was a cognitive way of dealing with
changes. This kind of management helped the patients to change their behaviour, as expressed
by themselves.
Passive obedience was another cognitive incentive for lifestyle changes and stated as
facilitative for compliant behaviour. Such reasoning may be consistent with the theory of
reasoned action (TRA), which includes individual factors that may determine the likelihood of
the performance of a behaviour (55). The feeling of trust in drug prescriptions and advice
from the doctor was one example of passive compliance that worked facilitatively (V). This
may be explained by the patient’s ‘subjective norm’, included in the TRA (55). The subjective
norm is determined by the individual’s normative beliefs, and whether important referents
such as doctors agree or disagree about performing a behaviour, weighted against his or her
motivation to co-operate with those referents. Several patients considered CHD as a threat to
health and as an important event in their lives (V). This way of thinking is in agreement with
the health belief model (HBM) (57). According to this model, people must feel threatened by
their current behaviour for behaviour change to succeed.
Cognitive incentives could also constrain changes on account of forgetfulness, the need for
action by the patient several times per day, and previously established routines. Patients who
expressed such thoughts may view their disease and its treatments as being of less importance
compared to those actively engaged in behavioural change. This reasoning fits with the HBM,
which implies that the change in behaviour, e.g. adjusting to several dosages of medication
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per day, does not result in a valued outcome. The patient might think that the effort needed
exceeds the expected benefit of the change. A prolonged effect of this can naturally imply
negative consequences due to non-concordance with the treatment. Some patients expressed a
passive attitude with limited insights into their problems, and experienced demands for
lifestyle changes as forced upon them, while others, who were judged to have an appropriate
understanding, seemed to take an active decision regarding changes. This is again applicable
to Leventhal’s self-regulative model (SRM) (74). The patients’ experience of constraints (V)
may be due to the cognitive representations of their health threats, which included
components such as possible consequences of CHD. Other constraining representations might
be due to the inability to ease the behavioural changes, e.g. by appraisal of their success.
Affective incentives included aspects such as control, willingness, and self esteem (V). When
the patients’ need of safety and to gain control was satisfied, lifestyle changes were eased.
The theory of planned behaviour (TPB) includes a construct dealing with control beliefs (56).
According to this theory, the experience of control over the situation is an important predictor
for the intention of performing a behaviour. This may be a way to explain why the affective
incentives played an important role among some patients. Blanchard et al. showed that
attitudes, subjective norm, and conceived control explained over half of the variance in
intention to exercise among patients in CR, while intention explained 23% of the variance in
concordance with exercise about four weeks after discharge from hospital (118).
The patients in paper V expressed fears for their health or of death due to their CHD. This was
expressed as facilitating behavioural change, which may be theoretically understood by the
TPB, in that the possibility to improve an unhealthy lifestyle can function as a way of
achieving control of the CHD (56). Emotions such as decreased self-esteem, fear, lack of
control, reluctance, limitations, immediate satisfaction of needs, and desire for consolation
affected the behavioural change, especially stress management, negatively (V). Experiencing
the disease as a threat, and also feeling endangered by the lifestyle change, also worked
constrainingly (V). This was in respect of lack of medical safety during exercise, and can be
explained by the TPB, as the feeling of control was deficient (56). Reluctance to change may
represent a belief that the patient did not feel sufficiently vulnerable or threatened by the
disease. The disease episode may not have been experienced as severe, and the possible health
gains from a behavioural change did not exceed the perceived constraints linked with the
alteration. Such a way of thinking fits with the HBM (57).
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Spouses’ perspective
Spouses or significant others are the patients’ closest social environment. From this point of
view it is reasonable to assume that spouses have an impact on their partners’ conceptions and
behaviours. This opinion was also was held by Burke et al., who suggested spouse support to
affect concordance in behavioural change (47).
Causes of coronary heart disease
The spouses’ understanding of causes of CHD (III) consisted of correct conceptions of several
aetiological factors. Knowledge varied within the interview domains, and the best
understanding was shown in respect of the effects of fat intake. This assumption was made
since the spouses’ conceptions were in line with established knowledge in the field (119). The
understanding displayed was less developed in the other interview domains. A commonly
expressed concern was the view of physical exercise as a risk factor for CHD. Another study,
also reflecting the patients’ perspective, showed that fear of reinfarction was a constraining
factor for physical exercise (59). This is a misconception of a relatively complex set of causal
physiological relationships. A prospective study of primary prevention of post-menopausal
women free of diagnosed CHD at baseline reported that both walking and vigorous exercise
were associated with lower risk of cardiovascular events (120). On the other hand, Shepherd
et al. stated that the relative risk of myocardial infarction (MI) within one hour after strenuous
exercise was two to six times higher than that of patients who where sedentary during the
same time. This means that the overall benefits of physical exercise in general for preventing
CHD overrules the relatively small increased risk of inducing an MI during a single event of
exercise. The authors also suggested that the more physically active the individual was, the
lower was the risk for acute MI during strenuous exertion (121). A further interpretation of
the worry stated by the spouses is that their view could result in too little physical activity
among their diseased partners. If the spouse and the patient conceive the risk of physical
exercise differently, overprotection, leading to decreased self-efficacy of the patient, might be
a possible outcome (122).
Previous studies have shown that both wives and male patients with CHD conceived stress as
the main cause of the disease (72). Similar statements applied to about half of the spouses in
the present study (IV). This misconception may reflect the sources of information mostly
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used. An investigation by Murray et al. (69) reported that the couples studied expressed that
the main sources of information about cardiovascular risk factors were the popular media and
other people, such as friends and neighbours, rather than doctors or nurses. Such publications
constantly referred to stress as the cause of CHD (69).
Few of the spouses in paper IV and their partners were smokers, which may explain why the
spouses rarely related this habit to the development of CHD. It has previously been found that
spouses underestimated the negative consequences of smoking (69). This may have
implications for the patients, as the conceived beliefs of others have been shown to directly
influence patients’ attitudes to smoking (60).
Drug treatment
An ambivalent view regarding benefits vs. negative consequences of drug treatment was
found (III). Most spouses conceived the drugs as necessary for the heart, but misconceived
them as harmful for other organs and also stated that the treatment could cause cancer. The
TRA acknowledges the term ‘subjective norm’, and is assumed to predict behaviour (55). A
negative outcome for the patients may result if spouses or significant others view the
treatment as harmful, and the patients rely on and adjust to such conceptions. On the other
hand, if the spouse views the treatment positively, this may affect the patient to be more
concordant with the treatment.
All spouses in the present study had opinions about their partner’s drug treatment, but
spouses’ conceptions regarding drug treatment seem to be neglected in the literature, as
previous data could not be found. Leventhal stated that patients view their illness around five
themes, of which causes and cure/control are two. As the media have been shown to affect
couples’ conceptions of causes of CHD (69), this source of information may have an impact
on their conceptions regarding treatment as well.
Social support
Study IV showed five main categories that portrayed spouses’ roles. These were associated
with important, qualitative differences in the ability to support the recovering partner. The
roles illustrated different perspectives on support, but, surprisingly, no spouse acted in the
same way in all domains studied. Thus, it seemed that different situations needed different
approaches and that the spouses’ strategies differed in the actual situations, depending on the
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patients’ need and willingness to accept support or advice. The present findings were based on
a pattern of internal relations among three main aspects: spouse support, communication with
the partner, and attitudes to lifestyle change. These aspects have previously been found to
have an impact on behavioural change and recovery. For example, emotional and practical
support from spouses was positively linked with self-esteem and mastery after an MI (52). An
open marital communication and high level of disclosure had significant, positive effects on
rate of re-hospitalisation compared with relations where patients did not disclose information
to their spouses (88). Fishbein has claimed that attitudes to behavioural changes determine
behavioural intentions. Behavioural intentions in turn have been found to predict behaviour
(55).
The aspects that built up the spouses’ roles may have a strong impact on the patients’
recovery and concordance with different regimens. However, the outcome seems to depend
on the patients’ abilities (123). Coyne and Smith claimed that the process of recovery imposes
complex demands on both patient and spouse. Moreover, adjusting to an MI may depend on
how the couple can work together (86). The participative role exhibited an effort to provide
support (IV). This role involved taking a practical part in lifestyle changes, communicating
empathetically, and being positive to changes. Such characteristics match those reported in
another study (86) in which patients were able to meet specific challenges and also engaged
their wives as active partners in this process. These patients also had the benefits of adequate
information about how to handle the disease, and reported the benefit of a good marriage
before the MI occurred. In the present investigation the regulative role aimed at facilitating
the recovery of the patient, but used demands and prohibition in the communication style
(IV). Stewart reported that patients who were approached with control felt overprotected by
their spouses (79). These patients suggested that more information would reduce the spouses’
fear and anxiety, which were key stressors for the patient (79). Another investigation found
that spouses’ ability to handle the situation could influence the patients’ ability to adapt
physically and emotionally to life situations after an MI (85).
The dissociated role was self-centred, and did not aim at supporting the partner (IV). This was
characterised by being negative to changes, and authoritatively declaring a reluctance to be
involved in the patient’s change of lifestyle. The unwillingness to support was also
accompanied by lack of knowledge about the benefits of changes. Traces of hostility were
also distinguished. Such emotions have been found to correlate with low capacity to handle

46

46

lifestyle changes and emotional stress among men with CHD (124). The incapacitated role
was also self-centred and implied an inability to provide support to the patient, but
communicated and displayed a positive attitude to lifestyle changes (IV). A possible
interpretation of the two latter roles might be that the spouses used a handling style that
helped them to manage their own stressful situation, i.e. dealing with their partners’ life
threatening illness. The spouse might have considered the illness as a threat, both to health
and current lifestyle. Leventhal and Cameron stated that people constructed different
conceptions of the same illness threat and saw different action plans as appropriate for the
control of the threat (74). The same person could conceive the same illness in different ways
and times, and, therefore, chose alternative ways of handling with it (74). A further
interpretation of these roles may be that patients who lack different types of support
(emotional, cognitive, and instrumental) seem to show poorer recovery than patients who felt
that they had support (125). This has been confirmed by several investigators, who have
found that CHD patients, who were unmarried or had less developed social networks,
displayed a greater risk of death and new episodes of CHD (81-84). Such patients also had a
poorer psychosocial recovery compared to patients who had such needs satisfied (125).
Spouses adopting participative, observational, and incapacitated roles also adopted a dialogue
style of communicating the importance of life-style changes. The first two roles were
empathetically centred, while the latter was self-centred. Encouragement and open
communication have been shown to be of importance for readjustment after an MI (52).

Dimensions involved in cardiac rehabilitation
Meta-analysis of findings
A meta-level picture of the results of this thesis is provided in Table 5, where the findings are
collated and viewed within a psychosocial, theoretical framework. Three different dimensions
of human needs, i.e. the affective, the cognitive, and the instrumental, respectively, have been
pointed out as fundamental for psychosocial readjustment after chronic diseases (52, 79, 126,
127). Analysing the patients’ resources within these areas is a possible start for the
rehabilitation process, both from the perspective of the patients and from that of the health
care professionals, to achieve an optimal autonomy of the patient regarding how to deal with
the new situation. Various supportive approaches will also be necessary from spouses and

47

47

significant others in the patient’s social milieu. The variables displayed in Table 5 will be
analysed with inspiration from Ben-Sira ’s and Eliezer’s comprehensive framework, which
aimed at predicting factors that enhance or constrain readjustment after an MI (52). Their
investigation revealed a ‘structure’ of various demands constraining readjustment, but also
self-controlled resources in handling demands, and the significance of the spouse as a
resource. The structure was expanded by the involvement of the trilateral conceptualisation of
readjustment, which will be used in the discussion as follows.
The first basic need shown in Table 5 regards the affective dimension, which involved
feelings as individual resources concerning aspects such as control, will, and self esteem (V).
Different components facilitated or constrained lifestyle changes within this dimension and a
way to intervene against such obstacles could be to focus on the patients’ emotional resources
concerning the capability of dealing with e.g. fears, limitations, and lack of control. Ben-Sira
and Eliezer claimed that convalescents after an MI could constantly be in a state of fear of a
recurrent MI, and that psychosocial constraints could cause a disabling reaction to the cardiac
disease. Effects of such barriers were negatively linked to the affective readjustment, i.e.
mastery and self-esteem (52). Paper V showed that the social network is an affective
dimension of individual resources of importance for lifestyle changes and, hence, emphasises
the importance of involving the social network in patient care when appropriate (V).
However, non-participation, conflicting priorities, and personal tragedies within the family
constrained lifestyle changes, which also calls for a sensitivity regarding the actual supportive
resources of the social network. The crucial role of the spouse in the readjustment after an
episode of CHD was also highlighted in paper IV and in Ben-Sira’s and Eliezer’s framework
(52). They found that the value of spouse support was almost equal to that of the selfcontrolled resources, e.g. understanding of the disease and self-esteem.
The cognitive dimension in study V involved conceptions and beliefs as individual resources.
Although passive compliance was found to affect lifestyle change positively, it is reasonable
to assume that a reflected understanding might be more functional from a theoretical
perspective, since it involves a higher degree of self-controlled resources. The findings in
papers I and II also display the need of cognitive support to the patient. Ben-Sira found that
understanding of the disease was a resource more important for readjustment than SES,
education, and age (52). Thus, it seems that processes leading to new conceptions, beliefs, and
appraisal are required for the readjustment of the CHD patient.
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The instrumental dimension in study V involved environmental, financial, and physical
resources of importance for the rehabilitation of the patients in the planning of rehabilitation
interventions. In order not to overlook these factors, interventions should encompass and
involve family/significant others and relevant institutions in society. Functional and physical
needs require support from various healthcare professionals. However, according to Ben-Sira,
instrumental resources did not predict readjustment to the same degree as the cognitive ones
(52).
The presented findings on patients' and spouses' knowledge of CHD, its causes, and treatment
may be looked upon as discouraging. However, evaluated differently, the outcome may be of
importance for renewal of patient care and of education of patients and spouses. A variety of
incentives experienced to affect lifestyle changes during the rehabilitation phase of CHD were
identified. The origin of these incentives may be explained by different theories/models
developed to predict behavioural change after an episode of a chronic illness (55, 57, 74).
Tailoring the education by starting from their experiences and pre-understanding may enhance
the possibilities to strengthen co-operation with drug treatment and lifestyle goals.
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Table 5. Meta-perspective on variables experienced to affect lifestyle changes
Basic
needs

Individuals’ Aspects affecting
resources
lifestyle changes

Affective

Feelings

Social
network

Constraining
components

Control
Will
Self-esteem

Fears, threats, lack
of control,
reluctance,
limitations,
immediate
satisfaction of
needs, consolation
Shared concerns
Non-participation
Changed conditions Conflicting
priorities Personal
tragedies

Cognitive Conceptions Knowledge
Beliefs
Demands
Routines
Habits

Instrume- Environmental
ntal

Forgetfulness
Activation several
occasions/day
Old routines
Lack of habits

External
environmental
factors
Costs

Financial

Economy

Physical

Direct and indirect
signals of disease/
insufficiencies

Facilitating
components
Safety, gaining of
control, fears,
threats

Active participation
Adjustment to
needs
Changed family
conditions
Active decisions
Responsibility
Reflections and
appraisal
Distance to
demands
Passive compliance
Schemas and habits
Social security
system
Environmental
restrictions
Easy access to
facilities

Physical inability,
side-effects of
drugs, tiredness,
pain, no experience Pain, well being,
of signals
taste, sense of
indicating ill-health immobilisation

Implications for self-care
The patients’ and spouses’ perspectives on CHD, lifestyle changes, and drugs revealed several
important findings to be considered in patient self-care. According to Leventhal, patients need
to understand the nature of their disease, as they are active problem solvers and think about
the identity of their disease, its timeline, causes, consequences, and cure (74). Health related
decisions are linked to these phenomena and, therefore, affect the actions of the patients and
the spouses. The patients’ conceptions about the nature of their disease displayed a varying
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degree of understanding (I). A hypothesis could be that patients with a more comprehensive
understanding might also be more co-operative with drug intake positively affecting
thrombosis and other underlying mechanisms of the disease. On the contrary, improper
concordance might be the case, if the patients can only give representations of CHD as
symptoms, especially when symptoms are lacking (74). The same reasoning might be applied
to lifestyle changes.
The patients did not conceive the spouses to impact on their drug treatment in a constraining
way (V). However, spouses conceiving that the drug treatment is harmful, as revealed in
paper III, might negatively affect the behaviour. All other categories were experienced as
positively or negatively affected by the spouse/significant other (V). The outcome of lifestyle
change may be negatively influenced by spouses being afraid, reluctant, or having an opinion,
through which the patient feels constrained (IV). On the contrary, active participation by
spouses adjusting to the patients’ needs was experienced as supportive by the patients (V),
which once again underlines the importance of the spousal role in self-care of the patients.
Furthermore, joining a group of other patients was expressed to affect lifestyle changes
positively. This highlights the importance of contacts with assistant voluntary organisations.
The patients referred to the Swedish social welfare system as facilitative for lifestyle changes.
Less demand seems to create more time to adjust to the new situation. This indicates the
importance of a health care legislation that is based on ethical considerations for human
rights, needs, and solidarity, as well as cost effectiveness (128).
Implications for patient education and learning
Patient education programmes with a focus on enhancing the patient’s understanding have
been reported to facilitate recovery and lifestyle changes (30). The cognitive dimension was
found to be important in this context, but the other dimensions (social/practical, instrumental,
and affective) should also be considered (V). The patients’ options for improvement may be
enhanced by paying attention to their basic needs and resources during the rehabilitation
phase. This requires an individual-based, supportive education of the patient, performed by
well-educated health care professionals and also involvement of the patient’s social network
when adequate, as also suggested by Winberg (27).
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Applying learning theories in patient education seems important when planning such activities
(70, 129) (30). An intervention should in a broad sense challenge existing conceptions of the
patient and preferably also those of spouses/significant others to facilitate meaningful learning
(130). Applying a problem-based learning model in patient education could be a rational and
feasible way to enhance effects on variables facilitating learning and self-management of a
chronic illness such as CHD (95).

DISCUSSION OF METHODS
Qualitative research approaches originating from the phenomenographic framework were
used in this thesis. This research method was chosen depending on the purpose of the studies,
and the questions that were asked, as described by Polit (131).
The phenomenographic approach
Over the years, phenomenography has been debated by investigators who have used this
research approach (63, 93, 132), and by other researchers who have applied phenomenology,
which describes the lived experience (101, 133, 134). The former approach has been
questioned regarding its applicability in nursing research by Friberg (135). This article aimed
at problematising the concept of context in the perspective of human science to gain
understanding of phenomenographical research related to nursing care. The authors concluded
that the approach has limited applicability in nursing research when complex phenomena are
to be studied. However, Sjöström and Dahlgren argued that phenomenography had at least
three areas of application for research in the context of health care. The first area indicated
was the ways nursing students conceive central phenomena, while the second regarded
understanding of patients’ ways of experiencing their disease, its origin, symptoms, and
treatment. The third area concerned knowledge about how patients’ experience may be used
in nursing education (93).
The phenomenographic approach has been compared with phenomenology (136). Marton
stated that scientists usually define a research specialisation in terms of its object (134). The
object of attention in phenomenography is human experience and human awareness.
Phenomenography rests on a non-dualistic ontology, i.e. it assumes that the only world we can
communicate about is the experienced world (63). The epistemological assumption is that
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individuals differ as to how the world is experienced, and aims at describing the variation of
human beings’ experiences of a phenomenon (137). The aim is not to discern the essence, but
the variation of the aspects that define a phenomenon (70). This was performed e.g. in study
IV, where the spouses were asked to reflect upon their way of supporting their partner in
terms of lifestyle changes. The outcome space illustrates the variation in supportive roles. The
object of attention in phenomenology is the essence of human experience itself. If a
phenomenological perspective had been used in study IV, the spouses could have reflected
upon what support means for them, and the result would have focussed on the common core
of the phenomenon. Thus, phenomenography and phenomenology share the same scientific
object, but they do not share theory and methodology (70). Giorgi, on the other hand stated
that phenomenography has departed from phenomenology to the extent that is has weakened
itself. He argued, if phenomenography was an approach not a methodology, but with
methodological elements, and not a theory but with theoretical elements it did not meet the
demands of a scientific approach (138), which is an important critique. However, the
approach applied in this thesis has several advantages. It offered an opportunity to describe
different ways of conceiving the disease and its treatment. Contextual analysis (IV) was also a
help in distinguishing different ways of experiencing support, but in a more interpretative and
analytical way compared to the other studies (I, II, III). However, phenomenography has
received more attention in recent years in health care, e.g. among male patients with heart
failure (139), and in the context of receiving and giving information about cancer treatment
(140). Previous studies of CHD from the patient’s perspective have not been found in the
literature.
Phenomenography also has limitations. According to Friberg et al., some phenomenographers
have failed to accomplish a contextual view of the life situation of patients (135). The authors
claimed the study of patients’ conceptualisation in relation to their life situation is not similar
to the inquiry into patients’ experiences (135). This is reasonable to some extent, as
phenomenography has limitations regarding in-depth interpretation. Hermeneutics provides
another interpretative approach for the analysis of text, and its applicability in a medical
context has been shown recently (141). However, contextual analysis (102) allows a
possibility to analyse the transcripts in a more interpretative and analytical way. This was
conducted in study IV by the search for the components’ significance in the actual support
situation.

53

53

Reliability
The findings in this thesis have limitations. The experiences of the patients’ understanding of
CHD, lifestyle changes, and drug treatment reflect a delimited part of these phenomena. The
patients and the spouses have greater experience concerning the disease and its treatment than
reflected in papers I-III. Several considerations were made to increase the reliability of the
present studies. In papers I-IV, a strategic sampling was performed to achieve a variation of
important variables, as suggested by Polit (131). Tape recordings were used to obtain primary
data, which is considered important when studying active understanding among patients (94).
Hand-written notes were also used to collect data, which may be regarded as less reliable than
data collected by tape recordings. However, the interviewers carefully prepared how to
conduct this procedure, and also met during the process of data collection to discuss the handrecorded answers. These answers also exceed the number that is usually considered sufficient
in qualitative studies, which may be seen to increase the quality of the present data.
Respondent validation, or “member checking” represents one kind of triangulation (142).
However, this kind of triangulation involves techniques in which the researcher’s account is
compared with the respondents’, in order to achieve correspondence between these two sets of
experiences. This procedure may be difficult, as the findings produced by the researcher are
designed for a large audience and may therefore be different from the account of the
respondent. This is due to the fact that the researcher and the respondent have different roles
in the research process (143). Data triangulation was used to view CHD and its treatment
from various perspectives. This type of triangulation involves a comparison of data relating to
the same phenomenon, but deriving from different respondents (142), e.g. by involving both
patients and their spouses, as in this thesis. The respondents in paper I-IV were interviewed
about one year after the event of CHD to obtain their perspectives beyond the initial
rehabilitation phase. The interviews revealed difficulties in elaborating reasoning even on a
lay level about the issues investigated in paper I-III, despite the interviewers’ encouragement
to the patients to express their understanding in their own words. The respondents had
obviously forgotten the main parts of the information given at the hospital.
In phenomenography, a semi-structured interview is most often the method of generating data
(70). This method requires the interviewer to immediately interpret the respondents’ answer to
be able to decide about further questioning (93). In this respect, there may be a limitation in
study I and II, as the interview guide was rather structured, with several questions, which may
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have limited the possibility of using probes. However, probes were used where applicable
rendering this possible bias to be of little importance.
A process called ‘negotiating consensus’ was performed in all papers of this thesis (105). The
purpose was to achieve a reliable and trustworthy analysis of data by involving several
investigators in this procedure. Four researchers were involved in this process concerning
papers I and II and the corresponding figure for papers III-V were three. The first author of
the articles was assigned the main responsibility for exploring a certain domain. A coexaminer read transcripts that were grouped and assigned a preliminary category (I-V). After
the negotiating discussion, the other researchers read condensed narratives, which had been
chosen to illustrate the category. These investigators were also involved in the labelling step
as well as in the contrasting work, which was performed last.
The limited quantitative analysis carried out in the work of this thesis (V) was a way of
ensuring that the categories established from the qualitative analysis of transcriptions were
found in a consecutive sample of CHD patients. The analysis started with the transcripts, as
they were assumed to comprise richer descriptions than the notes taken during the interview.
Counting frequencies of statements that matched the categories found broadened the
understanding of how important a certain incentive was in constraining or facilitating lifestyle
changes.
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CONCLUSIONS
Study I. The patients’ understanding of their disease was weak and fragmented as judged on a
lay level and difficulties in expanding answers were displayed. The view of CHD as a disease
developing over several years was not expressed. Building patient education based on adult
learning and pre-existing conceptions seems important.
Study II. Patients’ conceptions about lifestyle changes and drug treatment did not give the
impression of being based on a solid understanding of the importance of such changes, as
judged on a lay level. Both unrealistic and accurate risk factors for CHD were expressed but
not linked to the individual’s case. The understanding that concordance with treatments can
improve prognosis was seldom expressed. Knowledge about patients’ conceptions about
treatment seems desirable as a way of improving patient care.
Study III. Spouses’ conceptions about causes of CHD and drug treatment after their partner’s
episode of CHD varied considerably. Understanding of central areas in CR was sometimes
insufficient. Misconceptions about secondary preventive drugs were found. The
misconceptions revealed might have serious implications for co-operation with treatment, as
spouse support plays an important role in the process of recovery of the CHD patient.
Study IV. Spouses’ support strategies were contextually bound. Five different roles were
identified, which varied considerably with regard to supportive approach, style of
communication, and attitude to lifestyle changes. Support could be empathetically provided,
characterised by awareness of behavioural changes, dialogue-style communication, and cooperation. Support from a self-centred perspective with authoritative communication, and
control of the partner was also found. A family perspective and awareness in health care of
the supportive roles of spouses are important in the planning of CR.
Study V. Patients’ experiences derived four different incentives that facilitated or constrained
lifestyle changes. Cognitive and social/practical incentives were most frequently stated to be
facilitating. Somatic incentives were often referred to as constraining. These findings should
be considered in contacts with patients and their family members to promote their cooperation with suggested measures for secondary prevention.
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IMPLICATIONS
Clinical implications
The quality of care can be improved by making health care professionals aware of patients’
and spouses/significant others’ perspectives of CHD and its treatment. Using a family
approach where appropriate, and making an assessment of the patients’ and the
spouses/significant others’ conceptions/experiences of issues, such as identity, timeline,
cause, consequences, and cure/control seems appropriate before starting to educate them.
Assessing their pre-existing conceptions and beliefs may reveal an important starting point for
education. Confirming or challenging the patients’ and the spouses’ conceptions may be a
way of influencing their thinking, which may lead to a qualitatively better understanding of
the causes of CHD, drug treatment, self-care activities and possible ways of handling lifestyle
changes.
Implications for future research
The findings of this thesis have revealed a delimited part of the patients’ conceptions of CHD
and its treatment. There is a need to get closer to the phenomenon ‘behavioural change’.
Models and theories that have been developed to predict behavioural intentions only explain
parts of the assumed behaviour. Adopting a more interpretative analysis to study core beliefs
behind motivation, behaviours, and propensities for change are in this respect interesting
options. The conceptions of CHD from patients’ and spouses’ perspectives revealed in this
thesis could be incorporated in the development and evaluation of patient education.
The spouses’ perspectives on CHD could be broadened by investigating gender differences,
and frequencies regarding the supportive roles taken by spouses to CHD patients. It would
also be of interest to study this support from the perspective of the partners. A specific and
sparsely studied question is spouses’ beliefs about drug treatment in relation to chronic
illnesses.
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APPENDIX I-III

APPENDIX I
I.

Interview guide – paper I and II

1. Can you tell me what happened when you became ill?
- What diagnosis did you receive at the hospital?
2. Do you have any physical problems? How they appear?
-

When do they occur?

-

Do you know why you have these problems?

-

What happens in the body when you get these problems?

-

What is a heart attack? What happens?

-

What is angina pectoris? What happens?

3. What medication are you on?
-

How does it work?

4. How easy do you find it to follow all the instructions you are given?
-

Medication: Have you occasionally not taken your medicine?

-

What do you think happens if you do not take the medication properly?

5. Diet: Have you received any special dietary advice?
-

Why is it important to eat less fat?

-

Are there different kinds of fat?

6. Physical exercise: Have you received any advice regarding physical exercise?
-

How do you think physical exercise affects you?

7. Smoking: Why is smoking a risk factor for a heart attack?
8. Is it possible to avoid a heart attack?
9. Is it possible to avoid angina pectoris?

69

69

APPENDIX II
II.

Interview guide – paper III and IV

1. Would you like to tell me what happened when your husband/wife became ill?
2. Has this affected your life? Has it meant any changes in your daily life? In what way?
3. Is there anything that can be done to prevent a relapse? Can you do anything about it
yourself?
4. What causes CHD?
5. In what way were you able to support your husband/wife after the event of CHD?
Physical exercise
6. In what way could you support your husband/wife in respect of physical exercise?
-

What does physical exercise mean for the development of CHD?

-

What advantages does physical exercise have in connection with CHD?

-

What disadvantages does physical exercise have in connection with CHD?

-

Do you think physical exercise affects CHD?

Diet
7. In what way are you able to support your husband/wife regarding diet?
-

Does fat affect the development of CHD?

-

Are there any advantages in changing fat intake after CHD?

-

Are there any disadvantages in changing fat intake in connection with CHD?

Stress
8. Do you think stress is a part of your husbands/wife’s life? In what way?
-

In what way could you support your husband/wife regarding stress?

-

Do you think stress has any significance in the development of CHD?

Tobacco
9. Does your husband/wife smoke?
-

Do you think smoking has any significance in the development of CHD? Can you explain
how?

-

In what way could you support your husband/wife regarding giving up smoking?

Medication
10. What is your view about the medication prescribed to your husband/wife?
-

What advantages do you see with the medication?
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-

What disadvantages do you see with the medication? Do you know what medicines your
husband/wife has? Do you know the specific function of tablet x, y, z?

APPENDIX III
III.

Interview guide – paper V

Getting physical exercise can be both easy and difficult
1. What opportunities do you have to perform physical exercise?
-

What makes it easier?

-

What makes it more difficult/what hinders you?

Changing dietary habits can be both easy and difficult
2. How would it be for you to change your dietary habits?
-

What makes it easier?

-

What makes it more difficult/what hinders you?

Giving up smoking can be both easy and difficult
3. What influenced/influences you in your efforts to stop smoking?
-

What makes it easy?

-

What makes it more difficult/what hinders you?

Changing your stress related habits can be both easy and difficult
4.

How has changing your habits gone for you?

-

What has made it easier?

-

What has made it more difficult/what has hindered you?

Following a doctor’s orders concerning medication can be both easy and difficult
5.

How has it been for you to follow prescriptions?

-

What has made it easier? What has made it more difficult/hindered you?

(Beta-blocking drugs; Lipid-lowering drugs)
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