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Abstract

When personal slienation is defined as perceived powere
lessness to control one's fa*e in eritical life situations, it
is presumed to act as a deterrent to relevant social learning
and hence to active control of events, The present study a*.-
tempts to relate the differential feelings of powerlessness of
patients with acute coronary heart disease to their learning
about their illness and the influence of this knowledge on their
compliance to a medical regimen and on their posteillness adjuste-
ment.

Thirty-eight male patients with acute coronary heart
disease participated in the study. Deta were collected by means
of personal interviews using a structured schedule of questions,
Nireteen subjects (the comparison group) received varying but
esgsentially incidental health instruction, They were inter-
viewed two to four weeks following discharze from hosplital.

The remaining nineteen treatment subjects were exposed while
in hospital to en experimental health education program and

subsequently interviewed at the time of discharge and again

from one to three weeks later,

It was hypothesized that subjects lower in alienation
would have greater knowledge about their i1llness and its manage-
ment, would show (7 eater compliance to the medical regimen and
hence would experience less post-coronary disabllity.

Resultes were first analyzed using the Kendall Rank
Correlation Coefficient (r) which indicated a stronger negative



relationship between alienation and kn cledge in the comparison
group; and likewise between compllance and post-toronary disa-
bllity in the treatment group. A stronger positive relation-
ship between knowledge and compliance obtained for the comparie
son group. While lending some support for the proposed hypoe
theses, none of the correlations was statistically significant,
Thus 1t was further hypothesized that the experimental program
rather than alienation was more influential in effecting posie
tive increases in knowledge and compliance, while reducing poste
coronary disablility in the treatment subjects, Scores for both
groups were dichotomized at the median for the combined groups,
and between-group differences were analyzed using the Chi Square
Test., Differences “etween the two groups on the three varisbles
were all statistically significant (<.05) in favour of the trest-
ment group, Methodological limitations such as a unidimensional
allenation scale, time differences in collecting data from the
two groups, and the ac”ive participation of the researcher in
the experimental project are thought to acscount, et least in
part, for the marked differences observed between comparison

and treatment groups,

Results of the study do not lend strong support for
the proposed influence of alienation on soclal learning in this
group of patients, but there is stronger evidence that when co-
ronary health instruction is comprehensive and prescriptions
clearly defined, patients tend to learn more sbout their 11l
ness, comply more readily to recommended control measures and

experience less post-coronary role disability.
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CHAPTER I
CORONARY HEART DISEASE AND THE RESEARCH PROBLEM

Coronary heart disease, North America's number one
killer, is currently the object of focussed attention from the
world of sclentific medicine. Despite increasingly sophistie-
cated treatment methods and facilities and s growing array of
speclalists, the incidence of the disease continues to rise
unabated. The resulting dilemma is succinetly expressed in
the following notation by the Subcommittee on Communications,
the President's Commission on Heart Disease, Cancer and Stroke
(1965:403) :

The prevention and control of heart disease begins not

with the doctor, the hospital or the medical center.

It begine with the individual himself, on the decisions

he makes and most of all on the state of his knowledge

about health matters.
Researchers in medical soclology have been prompted to seek
out and explicate the various social factors which influence
persons to make differential decisions regarding illness,
Basic to the sociological perspective 1s the premise that sick
people are engaged in networks of social relations that can ad-
vance or deter their recovery and eventual rehabilitation.

This study seeks to clarify the variants of a cardiac
patient's acquired learnings about his illness and the possible
effects of this knowledge on his recovery. The concern is with
the slck person's perceived power to influence the course of
events in his life. The specific question posed is whether a
generalized sense of powerlessness is reflected in a person's

response to an acute episode of coronary heart disease ineluding



the extent to which his learning about his 1llness is affected,
It is assumed that the quality of learning will influence his
compliance to the medical regimen and consequently the actual
outcome of the illness., The study is linked theoretically to
the alienation-social learning theme developed by Melvin See-
man (1959, 1962, 1963, 1967).

According to the latest avallable statisties (1966),
ischemic heart diaenscl c¢laims more than 40,000 lives yearly
in Canada and over 500,000 in the United States, It is esti-
mated that approximately fifty percent of these deaths are 'pre-
mature', that is, occurring before the age of 65 years. Trends
in world wide death rates due to heart disease for the period
1950 to 1966 increased from 178 per thousand to 251 per thou-
sand, with a range of 36 in Singapore to 4173 in West Berlin
(World Health Statistics Report, 1969). Thus ischemic heart
disease 1s a phenomenon of inecreasingly serious proportions
#nd appears linked with societies most advanced in industri-
alization, urbanization and affluence,

The basic disease process affecting the coronary ar-
teries 1s called atherosclerosis where fatty materials deposit
a8 plaques slong the inner lining of these vessels thus narrowe
ing the lumen. If the lumen is narrowed to the point where ar-
terial blood flow becomes insufficient for the demands of the
heart muscle (myocardium), then coronary artery disease is said
to exist. Only two small arteries and their branches supply the
heart muscle with blood, therefore any significant interference
with the flow through these vessels can impair the entire func-
tion of the heart.



No speecific cause of coronary atheroseclerosis has
been discovered though it is the object of much speculation.
There are at present two maln theories attempting to explain
the disease (Meltzer et al,, 1969). First, there are some who
believe 1t is a reflection of the stresses of our soclety, In
some unexplained manner these tensions are thought to induce
certain blochemical or physical changes which ultimately re-
sult in atherosclerosis. If valid this theory could account
for the higher rates of coronary artery disease in the United
States, Canada and Western European countries as compared to
less industrialized nations such as Korea and Malaysia. Se-
condly, there are those who believe that these differences may
be better explained on the basis of varistions in the diet be-
tween these societlies with special reference to animal fats,
Thus the richer the country, the larger the fat consumption,
the higher the serum cholesterol levels, the greater the inci-
dence of atherosclercosis and coronary artery disease.

Both these theories are essentially unproven being
founded as they are on cirocumstantial evidence, However the
following observations regarding atherosclerosis and coronary
artery disease have been substantiated repeatedly:

(a) Persons with diabetes, regardless of the degree of cone-
trol, have at least a fourfold inerease in the incidence
of coronary artery disease., This evidence suggests that
a blochemical disturbence may be central to the background
of atherosclerosis;

(b) Coronary artery disease is uncommon in women during the
childbearing years but once the menopause is reached the

incidence rises rapidly and then equals the rate for men.



This pattern is quite unlike that of males in whom gross
evidence of atherosclerosis may exist at young -« 18 to 25 -
ages, Such an age-sex discrepancy allows speculation that
a hormonal influence may be important in the disease.

Furthermore, a serles of factors have been identified
as common to most but not all persons with coronary artery di-
sease, While there is no specific evidence that any of these
fectors cause atherosclerosis, persons who have some or most of
these conditions are high risk candidates for the disease; and
conversely the absence of these risk factors predicts little
likelihood of developing coronary artery disease,

Variables associated with a high incidence of coro-
nary heirt disease fall into three categories - physiological,
psychological and cultural « with fairly substantial evidence
that heredity plays an important role,

Data in support of the familiel nature of the die
sease, for example, were obtained from the Coronary Research
project at the Massachusetts General Hospital (Gertler & Whiter,
1966). Positive family histories were significantly greater in
the parents and siblings of the men in the coronary-prone group
than in the parents and siblings of the men in the non-coronarye-
prone group. Such data, however, do not differentiate between
genetic and cultural transmission, PFor example, hyperlipidemia
(excessive quantity of fat in the blood) found very frequently
in persons with coronary artery disease can be either heredi-
tary or culturally related to diets high in animel fats., Cla-
rification of the above distinction is progressing with current
research into the various types of hyperlipidemias,



A second notable heredity<based variable is body
bulld, The Massschusetts study, for example, demonstrated
that the young "pure” coronary individual ie predominantly
mesomorphic, He weighs approximately the same as his none
- coronary counterpart but ls shorter and hence a more compact
individual of different body build (CGertler and Whiter, 1966),

Efforts to identify purely psychological correlates
of coronary heart disease have met with unequal suceess, The
possibility that petients with scute myocardial infarction®
will display eertain personality characteristics that can be
used to distinguish them from non-cardiacs was ‘nvestigated
by Norman R, Atland (1965), A seleoted group of patients,
matched for eight control variables, were tested by means of
a speclal 90-item form incorporating the GR & E factors of the
Guilford-Zimmerman Temperament Survey., The analysis falled to
produce evidence in support of the hypothesis,

However some e¢linicians possibly inspired by Hans
Selye's (1956) now classic thesis on the role of stress in the
etiology of disease have attempted to relate the stress theory
specifically to coronary heart disease, Friedman and Rosenman
(1966) upon review of the epidemiological literature and a re-
examination of their own patients have found that the younger
and middle-aged vietims of coronary heart disease very fre-
quently exhibited a personality structure which they have since
defined as "Behavior Pattern Type A", This overt behavior pat-
tern is primarily characterized by certain personality tralts
inecluding aggressiveness, ambition, drive, competitiveness and
a profound sense of time urgency. The man with Pattern A thus

exhibits traits present in most normal men but he possesses



them to an excessive degree, He also frequently exhibits cer-
tain typical muscular or motor phenomena ineluding foreceful,
rather rapid and often explosively uneven speech, sudden ges-
tures such as fist-clenching, deskepounding, taut faclal gri-
maces and rapld movements and locomotion refleeting his chronie
sense of restlessness and impatience, In particular the man
with Pattern A appears often to be excessively driven to achleve
and to get things done while being unable to overcome the ine
flexible factor of time itself and frequently struggling against
the competing and obstructing influences of other persons and
things, This latter phenomenon has been aptly termed by another
elinician as "The Nutcracker Syndrome" (Wolffe, 1966), Pattern
A is seen by the authors as an interplay of certain personality
end certaln environmental factors existing in our modern urban
milieu and its socioeconomic stresses, Pattern B has been de-
slgnated as the relative absence in excessive degrees of the
characteristios described for the coronarye-prone personality.
There is a good deal of speculation that further ase
pects of modern affluent living may have negative effects on
cardiovascular health: for example, patterns of relative phy-
sicsl insctivity, consumption of foods rich in snimel fats and
proteine, high consumption of eslcoholic beverages and coffee,
and, above all the high incidence of excessive cigarette smoke
ing, Studies in Canada, Great Britain and the United States
have shown that on the average the total death rate is about
104 higher among male cigarette smokers than non-smokers (Re-
source Guide on Smoking, 1966), Semuel Bellet (1966) in a ser-

ies of well-documented experirants using dogs and human subjects



found that smoking in humans and nicotine injections in dogs
caused a rapid and consistent rise in serum free fatty acids,
Patients with myocardial infarction developed »nn elevation
more than twice that of normal subjects and non-coronary pa-
tients, Since smoking eand nicotine change the normal pattern
of some aspects of lipid metabolism, the author concludes that
these may have causative significance in atherosclerosis and
thus in coronary artery disease,

Present knowledge about the genesis of coronary are
tery disease suggests that some combination of these factors
or all of them collectively result in the disease; or perhaps
that a totally unsuspected source exists and has not yet been
identified, Current thinking seems to favour the first two
alternatives,

Thoughtful perusal of the variables related to Coro-
nary Heart Disease reveals that most of them with the exception
of genetically transmitted hyperlipidemias, sex and age fall
within the realm of possible control by an individual or groups
of individuals and hence of prevention, Epidemiological data
is now sufficiently precise to permit construction of a "coroe
nary profile” from which can be derived some predictive value
in terms of preventing first heart attacks and to some extent
control of the disease and prevention of further infarction.

It is proposed here that the key variables in pre-
vention are public knowledge and active awareness of the nature
of coronary heart disease, its assumed causative factors and
its management, Some research efforts are currently being di-

rected at primary prevention., The U.,S., for example, hosted



its first International Conference  on Preventive Cardiology
in 196&.3 For the genersl publie, educational programs are
being offered through loeal Health Edueation c.ntoru.u

Significant strides have been made in the medical
management of acute coronary heart disease, Generally abdbout
50«60% of patients with myoecerdisl infarctions dile before
reaching the hospital, ususlly within the first hour after
onset of symptoms, In the pest about 30f of hospital-treated
patients dled within the first forty-eight hours or so after
admission, However sinece the estadblishment of coronary care
units this mortality rate has decreased to about 157 (Andreolil
et al., 1968), For the most part this success is attributed
to electrocardiographic monitoring techniques designed for ine
stant detection of rhythm disturbances and by the avallability
of a skilled team to correct such arrythmias immediately and to
initiate resuseitation., A further extension of such life saving
methods has been made possible by the inestallation of monitoring
equipment in ambulances (Woodwari and Gillespie, 1970).

Thus it 1s that a considerable number of persons are
being rescued from possible demise to become inmplicated in the
process of recovery about which very little is known, at least
from a psychosoclological point of view., Acute episodes of
ischemia and especially myocardial infaretion can be viewed
a8 a phenomenon which disrupts the usual life pattern of an
individual and precipitates a series of redefinitions of his
self and his life situation,

This study focusses on psychosocioclogical factors
operative in the process of recovery from an acute episode of



coronary heart disesse, Specifically it desls with the follow=-
ing questions, later to be incorporated into testable hypotheses:
1. How does the subject perceive and define his illness?
Does he see it as inevitable, as predetermined by fate
or some higher Power? Or does he see it as the end re-
sult of a life style which he has, consciously or uncone
sciously, chosen for himself?
2, How does the subject define his 'self' in relation to
his 1llness?
Does he passively accept the hand of fate or does he
conceilve of himself as an active agent in command of
his own destiny?
3. What are the implications of definitions of his illness
and his Self for recovery and eventual outcome?

By 'recovery' is meant (a) achievement of a return
to the premorbid state particularly in the physieal, psycholo-
gical and social spheres; and/or (b) schievement of maximal
functioning in the soclal and psychological spheres within the
limits of physical capacity (Croog et al., 1968)., Exploring
the meaning of such & eritical episode for the subject may
yield valuable insights upon which to base the theraspeutic re-
letionship in the post-coronary period. This approach seems
promising, since in the end the outcome of heart disease may
depend to a large extent on the attitude and actions of the
patient notwithstandi g the expertise and dedication of cardiac
specialists, associated professionals and paramediecal personnel
and the availability of the most advanced technological re-

sources,
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Current literature on heart disease reveals three
distinet lines of ingquiry. The first and most voluminous deals
with the problem of the etiology and epidemiology of the di-
sease; the second 1s concerned with the therapeutic menagement;
and the third seeks to explicate the factors associated with
the process of recovery from heart disease,

Numerous investigators from different diseiplines
have contributed sufficient empiricsl data so that at least
the parsmeters of variables associated with etlology are be-
ginning to emerge, Unfortunately the literature on therapy
and rehabilitation does not yet reflect comparadle development
in regard to the recovery process, There are of course various
clinical reports of specific modes of treatment which practi-
tioners have tested and found effective, However ruch of the
writing concerned with therapy and rehabllitation consists of
impressionistic case materials, outlines of therapeutic pro-
grams, and arguments in favor of one or another therapeutic
technique or philosophy of treataent, Thus far few investi-
gators have carried out controlled studies testing the relatione-
ship of speecific, well~defined variables to long-term outcome
from heart disease (¢roog, levine and Lurie, 1968),

In the absence of specific studies concerned with
the recovery process in heart disease from the perspective of
the present study an attempt 18 made here to review selected
materials in related areas. In order to provide an organized
framework, the materials beilng reviewed are grouped into three
sectlions corresponding to the three questions posed earlier,
nanely, the subject's percauptions of the illness, definitions
of the Self in relation to the illnuss, and the implications

of these perceptions and definitions for recovery.
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Research and theorizing on factors associated with
differential perceptions of illness have been concerned with
problems other than the recovery process, Nevertheless this
body of knowledge is useful for understanding the behavior of
patlents who are in the process of recovering from coronary
heart disease. The ways in which the patient perceives his
illness and his attitudes toward the physicilan and medical care
may all help to determine the way he behaves during his 1llness,
his mood level, his use of medical and community services, and
his level of compliance with medical advice. PFor example, if
the patient perceives his illness as probably fatal his chances
of recovery may be substantially reduced, Thus far investiga-
tors have not made systematic attempts to control for a partie-
cular illness pattern and then examined the differential oute
comes in recovery in the case of patient having differing
conceptions of the disease,

Some suggestive evidence on the relationship between
perceptions of the disease and the course of recovery may be
found in reports on illnesses other than heart disease., For
example, Mark Zborowski (1952) in a case study of a small popue
lation of patients in a New York Veterans' Hospital found sube
stantial differences between men of various ethnie origins in
attitudes toward their disease, expression of symptoms, and re-
sponse to physiclans, The importance of the role of cultural
factors in responses to pain was indicated in this study but
no attempts were made to relate these culturally determined
differences to the outcome of their illness,

Along similar lines, Zola (1962) e&ﬁparing patients
with matching ailments seeking treatment in the outpatient clinie
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of a large urban hospital found that those of Irish origins
tended to deny thelr illnesses and offer minimel deseriptive
detall to their physiclans, who in turn considered these pa-
tients "normal", Italian patients, on the other hand, tended

to be viewed as "neurotic" because they described and complained
about more symptoms, "zd more bodily areas affected, and experi-
enced more malaise.

In both these studies differential perception of ille
ness were found to be related to ethnic origine, It can only
be inferred that physicians responded differently to those two
groups of patlients but whether treatment actually differed and
whether the course of recovery was significantly affected by
these differing responses 1s not known,

A study by Walter L., Johnson (1963) offers indirect
evidence of another kind on rulatlgnahlps between recovery proe
cesses and social and cultural facégra. As part of a larger
study of family reactions to cardisc disease, Johnson studied
a population of urban men who had suffered a first myoccardial
infaretion., The information collected related to the degree to
which they complied with medical sdvice in the therapeutic regie-
men. He reports that compliance was not markedly affected by
sub=group norms insofar as they are directly measured by socio-
cultural variables, Level of education seemed to be related to
complisnce with advice on use of tobacco, and religious affili-
ation was assoclated with conformity to esdvice on evolding stress
and strain., However in regard to all other areas of advice stu-
died, l.,e., sleep, rest, sctivity, medication, diet, job adjuste

ment, alcohol and sexual relations, Johnson found that there was
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no difference between patients of variable age, sex, religion,
nativity, occupation, education, social class, or family size
(Croog et al., 1968), If it 1s inferred that patients do vary
in their perception of disease in line with any of these vari-
ables then it would appear that such variation is not signifi-
cant in determining compliance. Once again the data are not
directly concerned with the outcome of recovery unless this can
be related to level of compliance,

This last study suggests that demographic variables
may have limited vslue in explaining llness behaviour in socle

eties characterized by a scientific health oriontatlon.s

If
this is the case future researchers will need to foous on vari-
ables of a different nature to explain the observed wvariations
in the outcome of similar illnesses.

Acute coronary heart disease represents a serious
threat to the patient as a self-sufficient intact individuel
and the way he perceives his Self may have much to do with the
course and outocome of his illness, Such perceptions cannot be
ignored as they may spell the difference between success and
fallure of both therapeutic and rehabilitation programs, Few
empirical studies have been directed to an examinstion of the
relation between self-conception and response to 1llness,

Though not concerned with heart disease, other studies of pere
sons with visible physiecal injuries can yleld valuable insights,

Fishman (1949) found that the self-concept ~onstituted
one of the factors which determined ed justment to leg prosthesis
in forty-elght patients with above-the-knee amputations,

In another study of one hundred hospitalized service

amputees and plastic surgery ceses, White et al., (1948) noted
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that the following self-feelings were associated with disabi-
1ity: (a) fear that it is not "me as a person but my injury”
that is of primary importance to others; (b) fear that the in-
jury devaluates him as a person; (¢) gullt connected with the
feeling of being a burden; (d4) conflict between the desire for
dependence and indeperdence; (e) feelings of self-pity.

A further study of differential effects of dissimiler
disabilities upon self-perception led Shelsky (1957) to conclude
that: (a) an overt or vieible injury does not necessarily have
more of an effect upon the self-concept than a non-visible ine
jury or illness; (b) amputees can more readily evaluate their
abilities and disabilities than the tuberculous; (¢) a physi-
cal loss seems to be incorporated into the self-concept more
adequately and with less general damage than an all-pervasive
illness such as tuberculosis,

The above studies serve to demonstrate the integral
relationship between self-conception and physical injury and
disease, and lead to further questions about the relationship
between self-conception and the patient's response to rehabili-
tation programs, In a study of one hundred orthopedie patients,
Theodore J. Litman (1962) proposed and found support for two
basic hypotheses: (a) that there is a direet relationship bee
tween a person's oconception of Self and his response to a pro=-
grem of physieal rehabilitation; and (b) that if an individual
has been able to accept his disability and its limitations re-
alistically he will more likely maintain a favourable concep=-
tion of Self,

in heart disease the realistic acceptance of the ill-

ness and the limitations it imposes 18 considered by eliniclians
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to be an important eriterion of adjustment in the recovery pe-
riod, Fallure to do 8o is thought to be a major reason for one
of the problematic outcomes termed cardiac neurosis, in which
the patient becomes obsessed with his heart symptoms and thus
becomes a self-fulfilled invelid, While no empiriecal study has
concerned ltself with this problem reference is made to a theory
of neurosis proposed by Arnold Rose (1962)., Neurosis is here
defined as "the inability to act reasonably effectively within
the material means and limitations present, for the achievenent
of soclially acceptable and personally aooiptod goals, because
of anxiety or because of compulsions which camouflage anxiety"
(Rose, 1962: 539). The theory 1s based on the soeial psycho-
logy of €. H. Cooley and C, H, Mead who held that a "self" re-
flecting the reactions of others toward it is an important inter-
vening variable in human oonhuot. Rose thus proposes the hypo-
thesis that a "depreciated” self or "mutilated” self is a major
factor in the development of a neurosis because an individual's
ability to accept strongly held values of any kind and to act
effectively to achieve those values ig a function of his con-
ception of himself - that he is an adequate, worthwhile, effec-
tive, and appreciated person,

Since an acute episode of coronary heart disease is
generally experienced as a shattering event in which the indi-
vidual's very existence is threatened it is assumed that vari-
ations in the self-concept will feature significantly in the
process of recovery and final outcome of the illness, It may
also help to explain such polar behavioural aberrations as care-
diac neurosis and complete denial of limitations imposed by the

illness,
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Differential perceptions or definitions of illness in
a folk-oriented population have been thought to be a funetion
of cultural variations, However in a socliety characterized by
a gradual blurring of ocultural traits in respect to illness or
illness behavior and a predominance of cosmopolitan orientation,
it seems that a facto™ of key significance might be the extent
of knowledge about and the degree of understanding an individuasl
has about his illness, its etlology and management, The patient's
compliance to his physician's asdvice and thus the long-term out-
come of the illness may depend to a large extent on how well the
rationale behind prescriptions are understood,

While the doctor-patient relationship may be an impore
tant feature in determining level of compliance, other variables
also of a socliological end psychological nature are often hypoe
thesized as related to the degree to whiech individuals follow
medieal instructions,

A study by Milton I, Davis (1962) offers indirect evi-
dence of a relationship between coronary patients' cognitive
knowledge and perception of their illness and subsequent come
pliance to a medical regimen, He found that his subjects chose
among the various preseriptions (restrictions in diet,work, pere
sonal habits) which they accept and their cholce is made to mi-
nimize the magnitude of cognitive dissonance, The decision is
a function of several factors: (a) doctor-patient relationship;
i.6., a formal or business-like relationship resulted in a greater
degree of compliance; (b) values in conflict with those con-
cerned with health resulted in dissonance and consequent none

compliance; (¢) whether or not the family and fMends supported
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the doctor'!s advice affected the cardiac patient's behavior,
This study indicates a willingness to comply with prescripe
tions as long as these do not interfere with the subject's per-
sonal values,

Two major investigations also dealing in part with
the problem of compliance are the Purdue Farm Cardiac Project
(1958), and the study by Welter L., Johnson (1963) to which eare
lier reference was made, In both studies cardiac patients who
experienced a first myocardial infaretion were asked to report
on the advice which they remembered receiving from their physie
cians, The accuracy of their reports was not validated through
checking with the physicians themselves. The key variable in
determining reported compliance was the nature of the advice i%e
self, Thus the Purdue investigators found patients reporting
high compliance with dletary recommendations and low compliance
in regard to changes recommended in what the authors term "per-
sonal habits”,

Johnson Tound high complisnce in regerd to use of mee
dications but that subjects reported most difficulty in followe
ing instructions to avoid "Stress and Strain", Level of come
pliance in the Purdue Project was thought to be related to
characteristics such as compulsiveness toward work and certain
beliefs regarding the nature of heart disease and medical prace-
tice (Croog et al., 1968)., Johnsc: only found a positive core
relation between complisnce regarding the avoidance of tobacco
and educational level, and compliance in avoiding stress and
strain and religlous affiliation., A series of sociological
variables - age, sex, nativity, occupation, social cless and
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household size - were not asscciated with differential levels
of compliance,

These three studies, all exploratory in nature, offer
useful clues for developing future research on the problem of
comnliance, specifically to determine more accurately the vari-
ables associated with compliance and the degree to which dife
ferential levels of sucn compliance are associated with a favore
able course of recovery,

A further significant factor intervening between the
doctor=-patient relationship and level of compliance by the heart
patient is the nature of Communication - both its substantive
content and adequacy. Little research has been done to analyze
differential degree of communication o understanding between
doctor and cardiac patient, and those elements assoclated with
varying degrees of compliance, However research concerning come
munication problems in other illnesses reveal that in fact come
munication gaps exist and that they are medisted by various kinds
of social end cultural factors,

Samora et al, (1961) in a study of patients in a ge-
neral hospital asked these subjects the meaning of key medical
terms commonly .used in discussion between doctors and patients,
They found that level of knowledge varied in terms of emount of
education and membership in a partiecular ethnic group., Patle
ents of Spanishe-American origins had lower scores than Negroes
onr Anglo-American patients even when education was held cone
stant, It was oconcluded that much of what was communicated by
doctors to patients was not clearly understood by a consider-

able portion of patients,
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Further evidence of a communication gap between doce
tors and patients was found in a study by Pratt, Seligman and
Reader (1957). A population of patients was asked to complete
a questionnaire indicating knowledge about the etiology and
treatment of a series of common diseases, A group of doctors
was then asked to indicate what they thought patients should
know and what theytelieved patients actually did know. Although
the indicated level of patient knowledge was comparatively low,
the majority of doctors tended to underestimate the actual level
of patient knowledge, The physicians indicated that they be-
lieved the patients should be expectel to know more than they
did, Thus it is seen that doctors and patients may respond to
one another in terms of disparate perceptions (Croog et al.,
1968).

One may then look to patterns of communication between
physicians and their patients for possible clues in explaining
differences in kncwledge and understanding of illness as an ime
portant factor in both compliaence and outcome,

In reviewing the pertinent literature, an attempt has
been made to focus on a selection of variables felt to play a
significant role in explaining different outeomes of coronary
heart disease, namely, perceptions of illness and perceptions
of the Self in relation to illness, both of which are considered
in part a function of knowledge and beliefs acquired during come
munications with physicians and other treatment personnel,
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CHAPTER Il
THEORETICAL FRAMEWORK

The problem under study is prompted by the observa-
tion that given relatively similar diagnoses and comparable op=
portunities for expert medical and hosplital care persons with
acute episodes of coronary heart disease will progress to dife
ferent kinds of prognoses and ad justment to that condition.
Guidelines for successful rehabilitation are emerging with
greater confidence and clarity yet the process of recovary
from heart disease remains problematiec, Hence a search is
being made to identify some of the factors which alid or deter
a positive prognoseis,

An attempt to explain differing outcomes is made by
reference to the concept of alienation as it relates to social
learning, This theme has been Jeveloped by lMelvin Seeman in a
theoretical paper (1961) and a series of empiriecal studies (1962,
1963, 1967). When personal alienation is defined as perceived
powerlessness to control one's fate in eritical life situations
it 18 presumed to act as a deterrent to relevant socisl learne-
ing and hence to active control of events, The question is
raised whether differential feelings of powerlessness charace
terizing persons experiencing the orisis of acute coronary
heart disease will sct as a deterrent to their learning the
information about their illness which would enable them to
exercise more control of their health status in the future,

This study is designed to measure the effects of pere
ceived powerlessness in relation to relevant sociasl learning in

two groups of coronary patients, one group being exposed to
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variable but essentlally incidental health teaching and the other
to an experimental coronary health education program,

Allenation is an allepervasive concept in both cone
temporary literature and in the history of sociological thought.,
It is a central theme in the classics of Marx and Durkheim and
continues to predominate in a large number of contemporary works
explicating the supposed consequences of alienation,

However as Seeman points out (Seeman, 1959), the cone
cept has many dimensions, He identifies five: powerlessness,
mneaninglessness, normlessness, isolation and self-estrangement.
In his first three alienation studies, Seeman chooses to utilize
the powerlessness version., He c¢laims that this is the notion of
alienation as it originated in the Marxian view of the worker's
condition in capitalist gneiety, and used by contemporaries like
C. Wright Mille., This variant of alienation can be conceived as
"the expectancy or probability held by the individual that his
own behavior cannot determine the ocourrence of the outcomes of
reinforcements he needs" (Seeman, 1959:784),

Seeman then specifies the limits of this conception,
First, it is a distinetly social-psychological view, It does
not treat powerlessness from the standpoint of the objective
conditions in soelety; but this does not mean that these con-
ditions need be ignored in research dealing with this variety
of alienation., These objective conditions are relevant for
example in determining the degree of realism involved in the
individual's response to his situation.

Further, in this version of alienation the individual's
expectancy for control of events is cdlearly distinguished from:



(a) the objective situation of powerlessness as seen by
some observer;

(b) the observer's judgmei:t of that situation agesinst
some ethical standard; and

(e) the individual's sense of a discrepancy between his
expectations for control and his desire for control.

The use of powerlessness as an expectancy means, ace
cording to Seeman, that this version of alienation is very
closely related to the notion developed by Rotter of "internal
VERSUS external control of reinforcements", The latter sone
struet refers to the individual's sense of personal control
over the reinforcement situation as contrasted with his view
that the occurrence of reinforcement is dependent upon extere
nal conditions such as chance, luck, or the manipulation of
others., Seeman feels that the congruence in these formulations
provides the link between learniag theory and that of asliena-
tion,

Seeman felt initially that the applicablility of this
concept of alienation should be limited to the arena of man's
relation to the larger social order, Nevertheless he accepted
the possiblility that such an operational concept of alienation
would also be related to expectancies for control in more intie
mate areas such as health and rehabilitation, He has himself
tested his theory in a series of studies dealing with the same
theme in a variety of situations.

The first study, "Allenation and leerning in a Hospie
tal Setting” (Seeman and Evans, 1962) tests the hypothesis that
"differences in alienation (i.e. powerlessness) are associated

with differential learning of behaviore relevant information”.
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Comparing patients who differed in their degree of alienation6
but who were matched for soclo-economic backgrounds and for
health and hospital histories it was shown that the more alle
enated patients scored lower on an objective test of knowledge
about tuberculosis, Thus it was clear that patients' perceived
powerlessness wae a factor affecting their response to oritical
circumstances in their health career, 1.,e, acquisition of knowe
ledge and subsequent behavior, Furthermore these differences
were reflected in both the staff's desoription of the patients
end in the patients' attitudes about the information process,
The authors concluded that the patient's general sense of power-
lessness or personal control influences his learning about tuber-
culosis with high alienation being conducive to poor learning.
Although the differences in knowledge on the objectlve
test were statistically significant the writers raised the pos-
sibility that these may in fact be a function of hidden differe
ences in feelings of powerlessness, The study also provoked
an important question about the causal chain of events, 1.e,
was the poor learning produced by powerlessness OR did the
powerlessness result from inadequate knowledge? Furthermore
the study made no distinction among kinds of knowledge; hence
one is left wondering how generalized the learning tie with
powerlessness may be and , indeed, whether the poor health
knowledge shown by the alienated patients would be parallelled
in almost any domain, The results could suggest a number of
conelusions, i.e, a highly generalized withdrawal of interest
on their part or fundamental differences in I.Q, or capacity

to learn.
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An pttempt was made to eclarify some of these questions
in a further test of the alienationesocial learning theory using
a Reformatory setting (Seeman, 1963)., The following hypothesis
was proposed: "Since the alienated inmates hold low expec-
tancies for ocontrol they will learn less and presumably exhibil
less interest in information that is objectively quite relevant
to their careers, but implies planning or faking active steps
to control future contingencies.," Three kinds of information
differing chiefly in their usefulness for managing their own
destiny were presented to the prisoners, Speeifically the ine
formation related to (1) the immediate reformatory situation;
(2) achieving successful parole; (3) longerange prospects for
a noneocriminal career. It was predicted that inmates scoring
low in powerlessness would show superior retention of the parole
material since this material most clearly implies the possibility
of personal control over ovontl.7 The findings confirmed the
prediction, According to Seeman examination of the soclial
background of the inmates shows that these results cannot be
attributed to differences in intelligence or eriminal history.
Further, the superior learning of the unalienated prisoners is
shown to be assoclated with achievement-oriented behavior within
the prison and in their outside situations.

There now remains the problem of exploring the degree
of generality or the limitations that hold for the thesis proe
posed by Seeman that an individual's generalized expectancy
for control of his outocomes (i.e,, sense of powerlessness)
governs his attention to and scquisition of information availe
able in the environment, Support for the thesis is found also

in mass society theories, in the argument that structural
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conditions of mass soclety (inereasing mobility, rationaliza-
tion of industrial processes, bureaucratization) encourage a
gense of powerlessness which leads the individual to be insene
sitive to and uninformed about an environment over which he
believes he has little influence, The findings of the alienae
tion studies tend to provide confirmetion of the thesis in
various controlerelevant situations and also to limits of the
association between powerlessness and poor learning; for neither
learning theory nor mass society theory necessarily imply that
the powerless will be less knowledgeable in all domains, The
prineiple at stake, according to Seeman, 18 not so much that
personality or response patterns of an overall character emerge;
it is rether that in some range of specifiable circumstances
motivated avoidance of learning ocecurs, The repeated demonstra-
tion that the poor learning which powerlessness encourages is
specific to controlerelevant information would establish a
theoretically-derived prineciple that is broadly epplicable et
is capable of generating discriminating predictions (Seeman,
1967).

Thus for purposes of re-confirmation of his thesis and
added depth of demonstration Seeman conducted a third study using
Swedish data obtalned from students at Lund University (Seeman,
1967). Two major hypotheses were tested: (a) that those who
are high in powerlessness will have inferior knowledge in controle
relevant areas of their experience; and (b) that the sense of
powerlessness leads to behavioral avoidance when the 1nﬂ1v1duni'a
enxieties about control are invoked, Subjects were rated on

their performance in two knowledge tests, one on cultural
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affairs, and one on nuclear affairs, Results of the study
reveal that high powerlessness goes with poor nueclear knowe
ledge while alienated and unalienated students do not differ
in ocultural information.

The foocus upon differential learning serves to
clarify the kind of construect and the kind of theoretical
derivations involved in the typlecal psychological and soclo-
logical assertions about a person's sense of efficacy, compee
tence or mastery., Seeman feels that the data obtained in this
last study reinforce the observation that when we speak of
powerlessness and mastery we are dealing with expectancies for
control which govern the individual's learning in determinate
yet disceriminating ways., People who believe that the environe
ment is one they can have an effeet upon show that they are
sensitive to potentially helpful clues about that environment
whether those clues concern matters of health, parole or poli-
ties; and conworscl&. knowledge acquisition is irrelevant for
those who believe that fate, luck, chance or external forces
control the outcome of events,

The proposed theory of allienation in relation to
social learning in controlerelevant life situations as dee-
veloped by Melvin Seeman would seem to have special applicae
bility in the case of coronary patients whose recovery and
continued well-being may depend to such a large extent on
thelr understanding of their illness and the rationale for
the caref ully speoified health regimen., For those who be-
lieve that the illness and its outcome is predetermined by
heredity, fate, or some higher power (i.e., those high in
allienation, and powerless to control their fate) there is
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obviously little need for learning the possible causes of

the illness and the means of controlling the consequences,

It is anticipated that motivation for compliance to medical
prescriptions would be less strong since the outoome, favoure
able or unfavourable, is already decided, One might also
speculate that two of the extreme patterns of behavioral ree
sponse encountered among coronary patients, i.,e, erippling
obsession with heart symptoms or total denial of physical
limitations, is related to the degree of personal alienation.
In each case the long term outecome of the illness would be
affected by such behavioural responses, It can be assumed
that an unduly high degree of fear and snxiety would underlie
both the cardiac neurosis in which an individual becomes an
invalid whose 1life is dominated by the expectancy of a recure
rent and possibly fatel myocardial infaretion, and likewise
the quiet despalr of him who has effectively denied his limie
tations in an effort to experience life in the utmost before
the final blow strikes, Portunately such extreme reactions
are the exceptions rather than the rule but in relative de-
grees they are more frequently encountered and thus may act
as a deterrent to successful rehabilitation,

On the contrary it is expected that persons low in
alienation who feel, within limits, to be in control of their
own destiny would be more likely to recognize that their ill.
ness is in part the result of personal habits, attitudes, or
life style of thelr own meking and hence would accept greater
responsibility for controlling these things., If Seemants
thesis is valid, one would hypothesize that such persons
would seek and utilize information about their illness, its
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etiology and management as would enable them to assume rational
eontrol. Compliance to medical preseriptions would be higher
and consequently it could be expected that more favourable
outeomes would ensue, However, the heart patient is by defi-
nition somewhat limited in that his knowledge of pathophysiology
may be minimal and the heart injury is not visible even on x-ray
filmes, Hence he must to a large extent depend upon information
communiecated to him by physicians and other treatment personnel,

In the medical literature on the rehabilitation of
the cardlac patient a factor frequently cited as ean important
element is explanation by the physician to patient and femily
about the nature of the disease and the projected treatment,
Communication between doctor and patient on these issues serves
to reduce fear and misinformation, reduces cardiac disability,
and encourages the patient to follow the regimen prescribed by
the physician (Croog et al,, 1968)., This viewpoint regarding
the importance of adequate explanation sppears in a large
nunber of articles by physicians reviewing programs of treate-
ment, Williams et al. conducted a limited survey in which
cardiologists and general prectitioners were asked for their
views concerning how rehabilitation of cardiac patients might
be most effectively accomplished, Listed most frequently was
"education of patient and family by the physician” as a means
of dealing with "the major problems faced by the physician in
his efforts to rehabllitate individuels with heart disease™
(Croog et al., 1968:132),

In view of the widespread assumptions regarding the
importance of adequate education of patient by physieian, it
is interesting to note that not one single exsmple in the
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literature can be found in which this thesis has been tested,
Research in which use is made of both experimental and control
groups in regard to the differentisl effects of physician ape
proaches to explanation are dlrricult to find, Thus one hesi.
tates to state with confidence that particular types of patterns
of communication or that spescific content in communication is
more ciearly linked to favourable outcome,

Elements influencing the nature of comménication
between doctor and patient are varied snd complex, For example,
by the way in which the role relations between doctor and pa-
tient are structured, by the backsround and orientation of the
physician, by the locus in which the communication takes place
as well as the eircumstances, by the personality of the doector,
and probably by other f-etor- as well,

Variable physician approaches to explanation may be
examined in the light of theoretical models of patientphysician
relationships, Szasz and Hollender (Croog et al., 1968:133)
for example described three types: first, the activitye.
passivity model in which the physician is the sctive agent
while the patient is passive, This model is eppropriate for
acutely 11l persons where the physician is in a position of
euthority and control, A second type is the Guldance-
Cooperation Model in which the patient is capable of following
directions and is guided by the physieclan in a therapeutic ree
gizen, The third is the Mutual Participation Model, also termed
the Edueational Model, in which the physician, by means of edue
cation, helps the patient to help himself,

Each model is most appropriate to a particular phase
of recovery and all three models are likely utilized in veriatle
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degrees by most physiclans, However if any one model becomes
the preferred method characterizing physiclan-patient relatione
shipe then one might expect differences in outeome, For example
in a 'pure' case where models One and Two predominate a person
with heart disease will recelve a set of directions with varye
ing amounts of explanation and exhortation., Whereas if the
Mutual-Participation or Educational model are the preferred
mode of doctor-patient relationship one would expect to see a
systematic education of the patient in all aspects of his ille
ness and its management,

Two major determinants of recovery from heart disease -
personal alienation and inadequate information about the illness
- are being postulated as deterrents to successful rehabdbilitation
of cardiac¢ patients,
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CHAPTER III1
RESEARCH DESIGHN

The objective in the present study is to observe the
effects of allienation on relevant social learning among pae
tients with acute coronary heart disease, PFurther we wish to
see whether incressed knowledge will result in greater compli-
ance to a medical regimen and hence in more favoursble outcomes
in terms of rehabilitation. Using a modified controlw
experimental design the research involves two groups of cardiac
patients who were exposed to different experiences, The com-
parison group received variable but essentially incidental ine
struction about their illness and 1its mansgement while the
treatment group were exposed to an experimental program of
coronary health education, Partieipating in the project were
the chief cardiologist of the service, a professional dietie
tian, several physiotherapists and the writer who performed

the dual role of nursing instructor and researcher,

THE STUDY POPULATION

Comparison subjects were all those persons meeting
the eriterla who were admitted to the coronary care unit of
two local general hospitals between April and Oetober, 1970.
Treatment subjects were all those meeting the eriteria who
were admitted to only one of the hospitals between December,
1970 and April, 1971. Criteria for selection in both groups
were:

(1) discharge diagnosis of acute myocardial ischimie
and /or myocardial infarction;
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(2) male;
(3) age 65 years and under,

ineluding patients with both diagnoses was considered useful
since the underlying diseace process is similar except in de-
gree of cardiac impairment, Patlents in both categories require
similar treatment and would equally profit from systematic coro-
nary health education, lastly it was necessary in order to ine
crease the size of the study population., The decision to ex-
elude persons over 65 years was based on several considerations,
These people are more likely to be retired from theilr usual oc-’
cupation and hence face different kinds of problems; their life
style and personal hablits are more firmly established inklng
compliance to a medical regimen more difficult; and finelly the
process of aging is superimposed on other factors thought to be
associated with coronary heart disease. Females were excluded
from the study because they are less likely to be affected with
the disease under the age of 65 and if so, they are faced with
different problems of adjustment in the recovery period,

Once the coronary health education program was intro-
duced, it was to be made avallable to all patients, hence it
was necessary that the comparison group be made up of patients
hospitalized during a five-month period prior to the initiation
of the program. These subjects were presumably given individuasl
instructions by theilr physicians according to the preferred ori-
entation of those practitioners and subject to the usual limita-
tions of time and locus of communication.

The treatment group oconsisted of patients hosplitalized
during a three-month period following the ineeption of a planned
program of health instruction and preseription for rehabilitation.
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Subjects were asked to listen to a series of taped instruetions

and/or 4o selected illustrated readings, Preseriptions for

rehabiiitation, especlally in the areas of dietary and acti.

vity control, were minutel” and precisely defined, VWhere ape

plicable each patient was given printed outlines of the above

measures and encouraged to contact members of the project team

for followeup consultation if questions arose in the post-

discharge period. Ample time and opportunity were provided

for discussion so that both the staff and patients were satise

fied that the message was fully comprehensible,

(a)

(b)

(e)

(4)

Briefly, the content of the instructions related to:

explanation of the coronary heart attack -

anatony of coronary arteries; atheroma and factors
associated with 1ts production; coronary thrombosis
and its effect on the myocardium; healing processes;
benefits of rest followed by convalescent exercise,
convalescent activity regime (after leaving hospital) e
objectives; types of exercise; activity levels;
warning symptoms; cardiac pain and its control.
post-convalescent activity regime -

objectives; types of activity; activity levels;
activity response checks, Y,M,C.A., reconditioning
prograns,

tobacco addictione-

rationale for avoidance of tobacco; suppressal

of withdrawal symptoms; methods of overcoming and
controlling addietion,
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(e) welght reduction and maintenance ee
prineiples and methods; rationale; practical
Ainstruetions for preparation of food,
(f) dietary regime ==
rationale for preseription; fatecontrolled diets;
carbohydrate-controlled diets; practical instructions
regarding buying and preparing foods,
() learning to live with coronary heart disease ==
reducing predisposing factors associated with heart
disease; review of presoriptions and rationale;
modification of life style to reduce stress and
strain and to incorporate health recommendations,
kEach patient in the treatment group was also given
in'ividual direction by his own physieian, In view of the
small size of the study population and the real life situation,
it is anticipated that differences in the treatment given would
be less marked than in a laboratory situation where a relative
absence of the experimental effect could be assured and more

controls on patient charscteristies achleved,

COLLECTION OF DATA

Data for the study were obtained through personal
interviews using a structured questionnaire (see Appendix I).
In order to find and interview patients for the comparison
group, visits were made to the hospitals and written and telee
phone communications were used to contact physicians, patients,
and their families, A period  two to four weeks had elapsed
between discharge from the hospital and initisl contact,

From those selected as possible subjeets, five were

excluded by their physielans, In three cases, the reason for



exclusion was fear of untoward reactions from patients who
were thought to be "unstable", "neurotic", or "overly ane
xious®, Of the remaining two cases, one appeared to be ree-
lated to untoward physician reaction, while in the other ine
stance no reason was offered, Four patients were hesitant
about participating and were considered as refusals, Five
persons were eliminated on the basis of distance, while five
could not be contacted, One patient suffered another acute
episode and was readmitted to hospital, while one patient
died en route to the emergency department, Nineteen male
subjects were finally obtalned for the study., All inter-
views were conducted by the writer at the patient's home on
an appointment basis,

Treatment subjects, nineteen in number to match
the comparison group size, were located by the researcher
shortly after thelr transfer from the intensive coronary care
unit to a subeacute ward or were directly referred by physie
elans, Of those selected for partiecipation in the study three
were excluded by thelr physiclan because of complicating me-
dical problems, and one patient refused to participate, The
initial interview occurred, on the average, approximately
twelve to fourteen days following admission to hospital., At
this time the questions for measuring alienation were asked
and the patient's demographic characteristics were obtalned,
A further interview was done following completion of the teache
ing program usually the day prior to discharge, Treatment sube
Jects were contacted by telephone for the final interview, ape-
proximately three weeks following discharge, with the exception
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of the last five subjects whose followsup interview occurred
within one week of discharge due to limitatlions of time,

From the above discussion it is apparent that a
falrly high degree of self-selection was operating in the come
parison group. The higher number of physieian and patient re-
fusals to participate in the study may suggest that more patients
high in slienation, by our definition, were systematically ex-
eluded, Also the time factor is important in the sense that
these subjects had a longer period of recovery and hence moti-
vation for participation was less urgent since no direct advane
tage would be gained by their participation, It was felt that
several subjects had received personal encouragement from their
own physician to be interviewed while in some cases of refusal
th: lack of personal acquaintance with the researcher, viewed
a8 a stranger, may have been partially responsible for their
lack of interest.

In addition, the longer lapse of time between dise
charge and interview in the comparison group mey have worked
to their disadvantage in terms of the scores they obtained on
knowledge and compliance indices, A number of detalls may
have been forgotten during this time lapse and their level of
compliance may have gradually decreased in proportion to level
of recovery, It could be anticipated that their level of post-
coronary disability would be lower than those in the “reatment
group since these latter subjects were interviewed sooner after
discharge, The factors of distance and unavailability may ine
dicate that in fact those subjects who were most readily availe

able were those whose degree of cardiac impalrment was highest,
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In the treatment group, the patients approached were
still in hospital and presumably their motivation for learning
and for aids to recovery would be at its highest level, This
group had more to gain from their participation in the progrem
and furthermore were personally contacted in face-to-face ine
teractions by the project team, who were more likely to be pere
ceived and accepted on the basis of their therapeutic role.
Most of the subjects strongly supported the research goals and
were keenly interested in pari.cipating and supplying desired
information to complete questionnalires,

These subjects had the decided advantage of being
tested while the information was still fresh in their minds
having had numerous opportunities for reinforcement of learne-
ing, elarification of questions, support from the staff and a
close bond of identification, all of which would be expected
to be reflected in higher knowledge scores and in higher com-
pliance scores., The degree of cardiac impairment was more dife
ficult to assess since most patients were interviewed for the
last time while still convalescing. The effect of returning
to their former occupation could not therefore be taken into
account, The above differences in approaching subjects, proe-
cedures used and time of interview relative to hospital dis-
charge suggest limitations which will likely be reflected in
the data.

Lt Following is a presentation of hypotheses to be

tested and a @iscussion of major variables;
: !
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Hypothesis One
Subjects higher in alienation will show less knowledge

about their illness and its management than those lower
in allienation,
Hypothesis Two
Subjects having greater knowledge about their illness and
its management will show higher compliance to the pre-
seribed health regimen than those having less knowledge,
Hypothesis Three
Subjects who show higher levels of compliance to the
preseribed health regimen will show less post-coionary
disability than those showing lower compliance,

diec [}

For purposes of this study alienation, the independent
variable, was defined as "perceived powerlessness to ¢ ntrol
events in the oritical situation of an acute cardlac illness”,
it was measured by seven forced-choice items (See Appendix I,
Items 5, 18, 19, 20, 29, 30, 51).8 An example of items used
is the following: "Do you believe that becoming a success is
primarily a matter of luck or strictly hard work?" (Item 5)
"Hard vork" was considered an index of low alienation and as-
signed a score of 0, while belief in luck was considered an exe
pression of high alienation and was assigned a seore of 1, All
alienation items were scored in similar fashion,

As an extension of the above theme two items relating
spee&tfaally to health were included, the first dealing with
"hog;ih in general™ and the second being directed to the pre.

scn{’illﬁo@s (see Appendix I, Items 16, 50), The guestions

i
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were included in an attempt to see whether feelings of aliena-
tion were generalized to health matters and to what extent these
feelings would be modified after exposure to the instruction
progrem. The comparison group enswered the first question at
the beginning of the interview and the second question toward
the end of the interview, while the treatment group answered
the first question in the initial interview and the second ques-
tion following completion of the treatment program,
The questions and aaswers are presented for compari-
sons
Question 16: "How much control do you think people
have over their own health?"
Responses were scored as follows: great deal of control (ine
dicating low alienation) was assigned 1 point; 2 points were
given for "some control”; and 3 points were assigned to the
"no control"” responses. The same scoring method was used in:
Question 50: "How muech do you think you can control
what happens to your own health from
now on?"
The comparison group obtained a mean score of 1.73 on question
16, and 1,79 on question 50, while the treatment group's mean
score was l.l11 for question 16 end 1,06 for guestion 50. These
responses correspond with the generally higher alienation scores
of the comparison group, & slight increase being observed for
the question dealing with their own illness while the contrary
is true of the treatment group who showed a slight decrease in
elienation in relation to their current illness following syse

tematic instruction.
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Three oategories of dependent variables were measured:
(a) knowledge regarding the nature of coronary heart
disease, the factors associaeted with it, end the
rationale for specific presoriptions;
(b) level of compliance to prescribed regimen relating
to rest and activity, smoking, dlet, medications and
stress;

(e) level of post-coronary disability.

indices of Knowledge

Knowledge items were derived from many sources and
ineluded information considered desirable for an adequate un-
derstanding of the illness and its menagement, (See Appendix
II.) They also included clearly defined prescriptions for all
aspects of health management and printed directions where appli-
cable, The total maximal knowledge score was 66,

Both groups were subjected to the same test and in
both groups lack of dearly defined prescriptions resulted in
lower scores. This occurred particularly in the case of pre-
seription for control of activity., An example of a low-scoring
preseription would be "Take it easy for a few weeks", while a
high-scoring preseription specified the graduated levels of ac-
tivity. The latter program was not uniformly accepted by all
physicians for treatment subjects even though the latter re-
ceived general instructions about activity and exercise, These
treatment subjects recelived lower knowledge scores than those
who partieipated in the preseribed activity program.

Knowledge of pathology and etiology of coronary heart
disease was assessed by means of indirect gquestions and probing.

For example:
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"People say that if you've had one heart attack
you're bound to have another. Do you think this
is true?" (Appendix I, Item 15)

Probing was required in order to assess the basis for a posie
tive or negative answer, i.,e. whether the respondent's opinion
was based on factual information or a hunch or hearsay. Know-
ledge of the rationale for the preseribed health regimen was
measured by direct questions about individual preseriptions

where applicable, otherwise by indireet guestion~ and probing,

indices of Complisnce to Heelth Regimen

Compliance scores were based on the knowledge items
on the assumption that where preseriptions were clearly defined
compliance could be assessed more accurately. One would then
expect a proportionate correspondence between knowledge and come
plliance scores, Since in the comparison group some preseripe
tions were less clearly specified, there may have been high
compliance as defined by the patient and based on his percepe-
tion of the presori tion, However, in the study, compliance
based upon vague prescriptions was assigned a lower score than
compliance based on specific presoriptions, It would be ex-
pected therefore that compliance scores for the comparison
group would be considerably lower than those of the treatment
group.

All compliance items (Appendix II) were scored as
follows: never or seldom = 0; some time = 1; complied most
of the time = 2; complied all the time = 3, Responses were
in some cases substantiated by the spouse though the subject's

reported compliance was accepted at face value, No attempt
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was made to verlfy the nature of specific presceriptions with
attending physiclans since it is felt that the patient's bee-
haviour is a response to his perceptions rather than what may

have actually been recommended by the dooctor,

8 0 8t- 1sabilit

The outcome of the illness was measured by an assess-
ment of impailrment in the fulfilment of usual family, oceupa-
tional, recreational and social roles, A second measure of
disabllity was obtained by expressions of self-feelings (phy-
sical and psychologicel) after the illness as compared to the
period preceding the acute episode. (See Appendix II)

Arbitrary Judgments were made and scores were sssigned
as follows: no change or improvement in post-coronary disabie
lity = 0; slight impairment = 1; moderate impairment = 2, se-
vere impalrment - 3; very severe ‘ipairment = 4,

it would seem reasonable that varying degrees of
residual heart damage would likely be reflected in the poste
corcpary outcome an® hence one might expect difficulty in se-
parating the effects of allenation, knowledge and compliance
from those of pathology.

It was not possible to control for extent of pathe
ology due to the limited size of the study population; ho.ever,
& record was kept of final dlagnosis, previous my&cnrdlnl ine
farctions, and complications arising from the current illness,
Group comparisons on these variables will be presented later.

A further limitation of the study is that it is cone
cerned only with short-term outcomes. It is recognized that

in the long run various other factors may operate to alter the
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relationship among the variables being tested here. The time
factor, for example, is significant in that subjects in the
comparison group will heve had a longer period of recovery and
survival than those in the treatment group at the time of ine
terviewing and completion of the study.

Control variables inecluded in the questionaire con-
gist of demographie, epidemiologicel snd medically significant
data., Variables considered relevant to the present study are

presented below,

Characteristics of the Study Population
no [+] Soe Vi bles

Age, educational level, and ocecupational level are
thought to be of special importance in relation to the present
study as differences are more likely to be reflected in the
date on alienation, knowledge, compliance, and post-coronary
disablility.

Characteristics of the two groups are presented bee

low fer comparison,
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TABLE 1

Demographic and Soclal Characteristics
of Comperison and Treatment Groups

Age cj T | Education c] TT][ ocoupation | C | T
35«39 ] 1 1 | 08 years 41 9| unskilled 2|2
Lo-l9 | 4 3 | 9«11 years 6] 3] semieskilled 21 5
50«56 | 6 | 10 | 12 yeers 41 3] skilled and

foremen s {4

60«66 | 8 5 | over 12 years | 5| 4 ] elerks and kind
dred prorietors
and managers L | 2

professionals 1 3

legend: C « Comparison Group N = 19
T -« Treatment Group N = 19

Members of the eomparison group were slightly older
than those of the treatment group, the majority of whom were in
the 50-59 age group. This slight increase in age may be reflec-
ted in higher post-coronary disablility scores sinece several of
these eomparison subjects would be elose to retirement, Thus
impairment in their ococupational role especially, may be higher.
The younger average age of the treatment group may be reflected
in more extensive pathology being at this time presumably at
the peak of thelr ecareer and under more stress,

There were mcre treatment subjeets who had not
achieved a high school level of education, On the whole, com-
parison subjects had a slightly higher educational attainment
whieh is reflected also in theilr proportionately higher levels

of occupation execept in the professional catepory. The above
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differences would be expected to influence knowledge scores to
some extent slthough the program was modified to suit the level

of educational achievement by treatment subjects.

It is expected that differences in the type and degree
of factors thought to be associated with coronary heart disease
would influence to & large extent the variable pathology occure
ring in the groups, the nature of prescribed medical regimens
and hence of compliance problems and the prospects for rehable
litation., The following table presents the epidemiological
characteristics of both groups,

TABLE 2

Epldemiological Characteristiocs
of Comparison and Treatment Croups

Risk Faoctors
Commonly Associated with C,H.D, c T
Heredity 81 12
Hypertension 3 6
Diabetes 3 1
leck of Regular physical exercise 13 § 12
Sudden excessive physical exertion é 7
Cigarette smoking - less than 1 pack per day 2
« more than 1 pack per day 16 9
Excessive ingestion of high fat and CHO foods 19 | 13
Overwelght 19 13
Continued high stress level 17 17
legend: C « Comparison Group
T - Treatment group
C.H.D. - coromr, Heart mﬂ."’
CHO « Carbohydrate



The presence of coronary heart disease in the pa-
vaent!s immediate family is thought to inecrease his chances of
having it also, eilther through genetic or cultural transmission.
Subjects were directly questioned on this and the heredity fac-
tor appears more frequently 12:8 in the treatment group,

Hypertension (high blood pressure) and diabetes are
frequently associated with coronary heart disease, Confirmse
tioc:r ¢f the above conditions came from the patient's record,

The treatment group shows a higher 6:3 ineildence of hyperten-
sion, while diabetes was more frequently found 3:1 in the come
parison group.

The relationship between sedentary living and the high
ineidence of coronary heart disease in western countries has been
repeatedly observed, Study subjects showed a high proportion of
general physical insctivity, while sudden excessive exertion was
mentioned about as frequently by each group as a possible pre-
eipiteting fector in the current acute episode,

Excessive and prolonged cigarette smoking has been
felt to increase the probability of coronary heart disease oCe
eurring by 20 to 50 percent, The comparison group smoked ex-
cessively 16:9 as compared to the treatment group who seemed
to limit themselves 8:2 to less than 20 cigarettes per day.

A high intake of foods rich in fas (especlally animal
fat) and carbohydrate reflected in inecressed blood levels, cone
firmed by laboratory tests and nu*ritional history, was found
to be a factor in the 19 comparison subjects, and 13 of the
treatment subjects,
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Overwelight, defined as an excess of 10 pounds above
the desirable weight for height and body frame occurred in di-
rect proportion to food habits.9 In this respect the comparison
group tended to eat richer foods end suffer more from obesity
then did treatment subjects, High cholesterol and triglyceride
blood levels are felt to contribute directly to the underlying
disease process of atheroselerosis (deposits of fatty plaques
on the inner lining of the arteries) while excessive welight
causes excessive heart strain, .

The function of stress in relation to heart disease
has ﬁ.en suspected for a long time, though physiologicelly it
is more diffléult to identify preecisely (see pp. 5-6)for a
discussion of psychological variables),

Responses concerning levels of stress as possibly ase
sociated with the pfolcnt illness were drswn from Item 4 b,
occupational stress (see Appendix I); item 14, dealing with
etiologys item 23, concerning economical situation; and item
47, which indireetly measured family responsibility, From
these responses it seems that 17:19 in both groups experienced
felrly high levels of stress.

Differential distribution of multiple epldemioclogical
factors oceurring simultaneously 1s observed in the two groups.
Among comparison subjects, two show the presence of four ric-
tors, fourteen show the presence of five and six factors, while
seven factors are present in three of the subjects, In the
treatment group, five subjects show the presence of four or
less factors, five and six factors are present in nine of the

subjeets, and seven factors are observed in five subjecots,
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Thus it appears that a falrly high inecidence of face
tors thought to be associsted with coronary heart disease is
obgerved in both study groups. (See Table 2)

TABLE 3

Pathology in
Comparison and Treatment Groups

A+ Pinal Diagnotis c T

Acute Myoecardial Infaretion 8 10
(Asute Myoeardial Infarction

with Compliecations) (5) ‘5).

Hoderate Myocardial Infaretion 0 &

Acute Ischemia - pending M.I. 11 5

B. Previous Myocardial Infaretion Y 7

Table 3 shows that an equal number in both groups,
717, have iurrercd one or more previous heart attacks, When
one compares this data with risk factors deserided earlier, the
questlon is ralsed whether some of these recurrent attacks might
have been prevented by lntonﬁxva instruction and *!~heor levels
of complimnce by the patient, Several of the ‘ubjects expressed
regret that the present information was elther not made avalle
able or not stressed sufficlently to convinee them of the need
for modification of life style.

The seme applies to the 16 patients whose underlying
disease process (atherosclerosis) has been progressing to the
extent that they have suffered ascute ischemia (inadequate blood



supply to the heart muscle) which may possibly result in en
lnfaret in the near future. Data reveals that more patients
in the treatment group have suffered acute or moderate myocar-
diel infarctions (damaged area of heart musele Tue to bloock-
age of blood supply) 14:8, though complications have developed
in an equal number of comparison and treatment subjects,
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CHAPTER IV
FINDINGS AND DISCUSSIONS

A comparison of alienation scores in the two groups
will be first introduced to provide continuity with an earlier
description of the Characteristics of the two groups. Then data
pertaining to each of the hypotheses will be analyzed and dise
cussed, followed by a brief concluding statement on the findings,

TABLE &
tweene Com 8 on n
High Low
Comparison Group : 13 6
Treatment Group 6 13
N = 38
X2 = 5,15
p > .05

Scores were dichotomized at the medien and analyzed
using the Chi Square Test. Skewed scores in both groups, Obe
served in Table 4, may be related to differences in demographic
and soclal characteristics. It will be recalled that the com-
parison group were somewhat older on the average, a factor which
may account for their feeling more powerless to eontrol their
fate, GSome degree of selection may have operated among treate
ment subjects whose physician referred them because of their ase
sumed amenablility to learning about their 1llness, Another pose
sible explanation is the limited alienation scale used in the
study. A more refined measure might have resulted in a differe
ent pattern of distribution.
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The purpose of the study was to compare two groups of
patients, having differing experiences, in terms of the hypothe-
sized relationship between lower alienation and higher knowledge,
between higher knowledge and higher compliance, and between
higher complience and lower post-coronary disability. Having
indicated statistically significant differences (>.05) in ali-
enation among comparison and treatment subjects, the question
is raised whether these differences are sufficiently great to
account for differences in knowledge, compliance and poste
coronary disability? Or, given these differences in allena-
tion is it likely that even treatment subjects high in aliena-
tion will benefit from the experimental program?

The hypotheses are based on the assumption that the
deterministic outlook of the more hishly alienated persons may
lead them to disregard the value of factual information and to
minimize the importance of compliance to preseriptions since
thoir'pouer to influence outcomes may be percelved as limited,
Persons lower in alienation may tend to seek more factual infore
mation and be more likely to comply to e medical regimen and
thus to experience less postecoronary role disabllity. It is
further assumed that such efforts may be frustrated by the pere
ceived or real inaccessibility to the required information,
Hence the introduction of a systematic program of coronary
health education will presumably reinforce the existing tene
deney of those lower in alienation to seek and act upon such
learnings. Thus treatment subjects low in alienation would be
expected to show the greatest knowledge and compliance and the
best outcomes, (For discussion of the possible effeets of the
program on those subjects higher in allenation see Note 10).
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The level of measurement obtained on e¢ach variabdle
is ordinal, and since each group contalned only nineteen men,
the non-paremetrie Kendall Rank Correlation Coefficient (r)
was chosen to measure the relationship between variables. (The
tables below present the mean correlation coefficient for each
of the two groups.) The probabllity (P) associated with the
ocourrence of a correlation as large as the one observed in
each of the two groups under the null hypothesis that the vae
riables are unrelated was also computed and is presented for
each of the coefficient (Slegel, 1956:195),

gis One
Subjects higher in alienation will show less knowledge
about their illness end its management than those lower

in alienation,

TABLE §
Mean Rank Correlation between Allenation
wied t tudy Crou
Comparison Group Treatment Group
tau | »p | tau P
‘0.23 .076 -0.06 . 36?

While the results in Table 5 show for both groups a
negative relationship between alienation and knowledge, it is
the comparison group which shows the stronger negative correla-
tion. That is, among comparison subjects those higher in ali-
nation tend to be lower in knowledge. Thie is slight evidence
in support of the hypothesis. However for the treatment group
it might be suggested that an intervening variable, i.e. the
instruction program may be operating to minimize the expected
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correlation between these two variables, In other words, alle-
enation may be less important than systematiec instruction as a
determinant of knowledge regarding illness and its management,

Eypothesis Two
Subjects having greater knowledge about thﬁir illness

and its management will show higher compliance to the
presoribed health regimen than those having less knowe
1.&89 .

TABLE 6
nnan Rlnk gorrultt20¥ hobuoon Kng;icdg.

Comparison Group Treatment Group
tau P tau P
0,44 <004 0.14 186

Though both groups show a positive relationship bee
tween knowledge and compliance, it is only in the comparison
group that the correlation is strong enough to suggest support
for the hypothesis. In the treatment subjects this reletlione
ship does not apparently obtain to any great extent which is
contrary to expectations., There is no apparent explanation
for this finding.

Subjeots showing higher compliance to the preseribed
health regimen will experience less post-coronary
disabllity than those showing lower compliance,
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TABLE 7
Mean Rank Correlation between
Compliance and PosteCoronary Disability
B paCh @ . Two Study Groups

Comparison Group Treatment Group
tau P tau P

0.01 1468 «0,16 | (178

While there is really no relationship between complie
ance and poste-coronary disabllity emong comparisen subjects,
there 1s a slight negative correlation between the two varie
ables among treatment subjects, 5Such a weak relationship does
not permit us to conclude that the hypothesis is supported by
the data.

Withinegroup comparisons reveal only weak support for
the assumed negative relationship between alienation and knowe
ledge, the positive relationship between knowledge snd complie
ance, and the negative relationship between compliance and poste
coronary disability. This might bdbe interpreted to mean that
the influence of the experimental program is more important in
effecting differences in knowledge, compliance and post-coronary
disabllity between the two groups, AS an extension of the three
hypotheses presented above, a fourth hypothesis will now be fore
mulated and tested,

Hypothesis Four
Regardless of allenatlon, subjects exposed to systeme

atic coronary health instruction (i.,e, the treatment group)
will show greater knowledge, higher compliance and less poste
coronary disability then subjeets not so exposed (i.e, the

comparison group).



Seores are dichotomized at the median and between-group dife
ferences analyzed using the Chi Square Test,

TABLE 8

Comparison Group - 19
Treatment Group 19 -
N = 38
xz = 38
p = +05
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Here one is confronted with results that obviously re-

flect circumstances, indices and procedures used, and the role
of the project team., Among circumstances, time is probably
the main factor in that a longer period had elapsed between
discharge from hospital and interview of comparison subjects
than wase the case for treatment subjects who were interviewed
initially wh' o still in hospital, Some attempt was made to
compensate for the memory lapse among comparison subjects by
more intensive probing for knowledge, Difficulties expressed
by these subjects related to their fallure to understand some
of the medical terminology used by their physician, or where
snatomical models had been used to illustrate pathology, some
patients could not recall details, In other instances the
problem appeared to be related to lack of clearly defined ine
structions, especially in regard to activity and dietary pre-
soriptions, This latter factor, in some cases, accounted for

lower scores in knowledge even though patients had been
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carefully instructed and appeared to understand their health
problem and vhe rationale for econtrol measures,

Indices of knowledge were derived from meny sources
and ineluded information considered important for a satisface
tory understanding of coronary heart disease and its management,
In most cases scores for the treatment subjects were positively
boosted by the carefully defined graduated program of activity
developed by the chief cardiologist in the service., Physio-
therapists assisted each patient to interpret and impliment the
various preseriptions, Printed directions for continuing the
program during the normal period of home convalescence were
given to each subject. Another significant factor was the ine
volvement of a professional dietitian who worked intensively
with the patient and his family in teaching and preseribing
dietary and weight control measures using printed materials
where applicable., The remalning teaching and counselling was
done by the researcher who performed the role of nursing ine
struetor,

The above factors may account, at least in part, for
the noticeably higher scores of treatment subjeets, Information
considered necessary for their management of post-hospital cone
valescence could be reinforced repeatedly, Ideally, the role
of instructor and researcher would be separste snd a propore
tionate amount of time allowed between discharge from hospital
and final interview for both groups. In spite of these methoe
dological limitations, it is anticipated that where instruce-
tion is comprehensive and prescriptions clearly defined the

impact would be considerabdle in terms of outeomes.
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Comparison Group 3 16
Treatment Group 16 3
N = 38
X2 = 17.78
P - .05

Results in Table 8 and Table 9 show a falrly high de-
gree of correspondence between knowledge and compliance scores
especially in the treatment group., This is probably due to
compliance being assessed on the basis of specifically defined
preseriptions., For example if postedischarge activity was pree-
soeribed only in general terms, arbitrary Jjudgments were made
and scores tended to be lower than when activity was speeified,
Where preseriptions were speecifie, 1.e, for drugs, compliance
appeared high in both groups., This seemed to apply, in some
cases in relation to smoking, where compliance was high only
if the physicilan issued a definite order,

Compliance to recommendations for controlling stress
was problematiec, Considerable time was spent with treatment
subjects in assisting them to identify the sources of stress
in their life and in encouraging them to plan constructively
eilther to reduce it or to cope with it in a2 more positive way,
Scores were assigned on the basis of this proposed plan and
the patient's apparent motivagtion to carry it out, It was not
possible to work through this process with comparison subjects
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and in some cases compliance was difficult to assess, Some of
these persons had resumed thelr previous occupations and were
already exposed to familiar stresses whereas compliance for
treatment subjects had to be assessed on the basis of projected
planning rather than on actual control of stress, Time differe
ences in interviewing the two groups distorted to some extent
the compliance scores as 1t did those of knowledge and poste
coronary disability.

TABLE 10
Between-group Comparisons
n __Postecoronary Disabilit:
High Low
Comparison Group 16 b
Treatment Group 3 15
N = 38
X% = 15,20
P > 005

Poctiwcoronary disabllity was defined as impeirment
in role performance and reported self-feelings, Marked dife
ferences observed between the two groups may reflect the empha-
gls on gradusl but early resumption of activity in the experi-
mental program, Cardiac impalrment accounts, in part, for the
high scores obtained by some treatment subjects as it does
emong comparison subjects., The greater number of comparison
subjects over sixty may have increased the average higher scores
for their group., Thelir illness may have precipitated an antie
¢ipated retirement from work and some active recreational actie

vities, thus resulting in higher role impairment scores.
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Reported selfe-feelings were difficult to score and
erbitrary judgments had to be made, Physical wellebeing may
have depended to a large extent on cardiac impairment and ree-
covery time at final interview rather than on compliance, Psye
chological wellebeing was reported more frequently by treatment
subjects who seemed greatly reassured about their illness and
their ability to control it and to enjoy life within the limi-
tations of cardiac impairment,

Conelusion

The question is raised whether the present study supe
ports Melvin Seeman's proposed theory that a negative relatione
ship obtains between alienation end soeial learning in contiole
relevant areas of eritical life experience, Nore specifically,
the proposition holds that for the highly alienated person mo-
tivated avoidance of learning occurs in some range of specifiable
circumstances i.e,, hendth, parole, protection against nuclear
war, '

When patients who experienced an acute heaslth erigis
(eoronary heart disease) were tested, only weak support for the
proposed relationship between alienation and learning was obe
served, The study results suggest that a comprehensive coronary
health instruction program positively affected patients low or
high in alienation and this was reflected in their obtalning
higher knowledge and ocompliance scores with lower post=coronary
disability scores. Exceptions to these findings occurred in
some subjects who gave indications of lower motivetion for ree
covery. Meaninglessness, another dimension of alienation, might

be tested in relation to motivation for learning and compliance,



Methodological limitations of the study have been
indicated throughout the discussion on findings, A longitue
dinal study using a multi-dimensional alienation scale and more
controls on patient characteristics would be required to evalue
ate both short-term and long term effects of the experimental
program,

60
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CHAPTER ¥
SUMMARY AND CONCLUSIONS

The problem under study was prompted by the observa-
tion that given relatively similar diagnoses and comparable op-
portunities for expert medical and hospltal care, persons with
acute coronary heart disease progress to different kinds of
prognoses and posteillness adjustment,

An attempt to explain varying outcomes in knowledge
obtained about coronary heart disease, and subsequently in come
pliance to a medicel regimen and in post-coronary role disablie-
1ity was made by reference to the slienstion theme developed by
Melvin Seeman, When personal allenation is defined as percelved
powerlessness to control one's fate in ecritical 1life situations
it is presumed to act as a deterrent to relevant social learne
ing and hence to active control of events, The question is
raised whether differential feelings of powerlessness charace
terizing persons with acute coronary heart disease act as a
deterrent to their learning the information about their illness
which would enable them to exercise more control over their
health status in the future., Presumably, persons who achieve
2 higher degree of knowledge would be better able to comply to
2 prescribed medical regimen and hence experience more favoure
able outecomes,

Thirty-eight male patients under the apge of sixty-
five with a disgnosis of acute myocardial ischemias and/or ine-
faretion participated in the study, There were an equal number
in both the comparison group who received varying but essentially
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incidental health teaching and the treatment group who were
involved in the experimental coronary health education program
while in hospital, Data were collected by means of personal
interviews using a structured schedule of questions, Comparie
son subjects were interviewed at their home between two and
four weeks following diascharge from hospital, while treatment
subjects were interviewed upon completion of the instruction
program, and once by telephone to assess compliance between

one to three weeks poste-discharge. Variebles measured inclue
ded alienation, knowledge, complience, post-coronary disability
and selected demographic, epidemiological and medical variables.

A preliminary survey of group characteristics indi-
cated that treatment subjects were lower in allienation (=.05)
than were comparison subjects, The treatment group tended to
be slightly younger on the average, achieved somewhat lower
educational and occupational levels, and experienced more se-
vere ocardiac impairment than did the comparison group. A come
parable number of epidemiological factors appeared to be present
in both groups,

It was hypothesized that persons lower in alienation
would obtain higher knowledge scores, would be better able to
comply to a medical regimen and hence would experience less
post-coronary role disability.

Data were first analyzed using the Kendall Rank Core
relation Coefficient (r) to assess the degree of association
between alienation and knowledge, knowledge and compliance, and
between compliance and postecoronary disability in each of the
two groups separately. The results indicate a stronger nega-
tive relationship (not statistically significant) between
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alienation and knowledge in the comparison group. This weak
negative correlation observed in the comparison subjects lends
some support for the hypothesis, while the even weaker negative
association between these two varlables in treatment subjects
may indicate that some intervening factor, i.e., systematic in-
struction is negating the influence of alienation, A positive
relationship obtalned between knowledge and compliance, but only
in the comparison group is the relationship strong enough to sup-
port the hypothesis. This finding is contrary to expectations,
and while treatment subjects higher in knowledge may not have
complied accordingly the results may indicate the presence of
unknown variables operating in this group as a result of, or un-
related to the experimental program. A weak negative relation-
ship between compliance and post-coronary disability is evident
only in the treatment group, while no association obtains for
corparison subjects, This does not permit us to conclude that
the hypothesized relationship between compliance and poste
coronary disability is supported by the data. It may be ex-
pected that some other variable such as degree of cardiac im-
peirment 1s more important in this respect,

In view of the results discussed above, it was further
hypothesized that the influence of the experimental program is
greater than that of alienation in effecting differences in know-
ledge, compliance and post-coronary disablility. Scores were dl-
chotomized at the median for the two groups combined and the Chi
Square Test was used to analyze between-group differences. Re-
sults showing the treatment group to fare better on all three

variables: knowledge, compliance and postecoronary disabllity,
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were all statistically significant (>.05). Methodologicel limi-
tations are thought to esccount, at least in part, for the marked
differences observed between these two groups of patients, How-
ever since findings indicate the minimal influence of eliena-
tion in withinegroup comparisons for the treatment group, one
may conelude that when health instruction is comprehensive and
preseriptions clearly defined patients will tend to learn more
about their illness and comply more readily to sugzested con-
trol measures regardless of feelings of powerlessness (1.e.
alienation).

A multidimensional alienation scale, separation of the
role of researcher from that of instructor and more comparable
time lapse between discharge from hospital and final interview
for the two groups may have shown stronger support for the hy-
potheses., Further, the powerlessness version of alienation may
not be adequate to explain differences in receptivity to teach-
ing and resultent comp__ance. Meaninglessness, isclation and
self-estrangement may all play a role in deterring recovery and
rehabilitation in cardiee patients., A more comprehensive and
longitudinal study would be required to evaluate the effects of

the tesching program in relation to outcomes,
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NOTES
> A condition in whiech a portion of the myocardium has become
anaemic due to partial obstruction of the local circulation,

2 Neerosis with ensuing fibrosis of a macroscopic, circumseri-
bed area of the myocardium due to obstruetion of the coronary
eirculation,

zhunivurslty of Vermont, Burlington, Vermont, August 24.28,
1964,

4 Health Education Center of Victoria, 3019 Shakespeare St.

5 Reference 1s here being made to Merton's (1957) typologies
of soclal structure, i.e., local versus cosmopolitan, which ac-
cording to Pope et al., (1969) was extended to the study of
health and medical care initially by Friedson (1961) and more
recently by Suchman (1964, 1965 a.,b. 1966) who applied the ty-
pologles to the health orientation of individuals, distinsulshe
ing between what he called the sclentific and popular orienta-
tions and relating these to cosmopolitan versus parochial forms
of soclal organization,

6 A measure of powerlessness was obtained by the use of the
'Alienation Scale' - an instrument composed of twelve forced-
choice items adapted from the I-E (internal-external control)
Seale developed by Professor Shepard Liverant of Ohio State
University.

7 The alienation measure in this case was obtained from a 40
forced-cholce item scale offering a contrast between internal
and external control covering a wide range of behaviors. The
scale was adapted from the I-E Scale mentioned above.

8 Alienation items were adapted from the "Anomia Scale 0=5
agree-disagree questions" by Leo Srole in "Soclan Integration
and Certain Corollaries: An Exploratory Study”, A.S.R., Dec,
1956 (Vol. 21) pp. 709-716.

9 "Desirable Welghts for Men and Women aged 25 and over® (in
pounds according to height and frame, in indoor clothing).
Adapted from Metropolitan Life Insurance Company, New York,
New Welght Standards for men and women, Statistical Bulletin
""033. Nov.=Dec, v 1959.

10 For those high in alienation two possible outcomes may ob-
tain: firstly, the alienation relating to thelr illness may be
increased as these anxious people find re-inforcement for their
worst expectations, In this case, the consequences such as ex-
treme behavioural reactions would be highly unde irable; se-
condly, the sense of alienation could effectively block their
receptivity to the information presented so that the experimen-
tal effect would be minimal. The exploration of these possi-
billities is beyond the scope of this study.
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APPENDIX I
QUESTIONN ! POST-CORONARY P sNT.

Age 2, Sex

Before your last i1llness were you working __? retired __ 7

(a) If employed, what was your job title?

73

(b) What specifically were  your duties and responsibilities?

(¢) FEow long have you had this job?

Do you believe that becoming a success is primarily a
matter of luck or strictly hard work?

If retired, what specifically have you done since retire-
ment (rest, general inactivity or what)?

Have you been active in clubs or groups? If yes, state
speciflc duties, responsibilities, esctivities,

Were you active in sports, hobbles or other interests?

How many years of (a) formal schooling (b) special

education did you have?

What is your height » bresent weight s usual

weight , body bulld: slight ¢+ medium y heavy .

Has your blood pressure been raised in

(a) the past? Yes No Don't know "

(b) If yes, do you think this had anything to do with
your illness, or is it not very important?

(a) Are you s diabetic? Yes No .

(b) If yes, do you think this might have increased
your chances of having heart disease, or is it
Just incidental?
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14,

15.

16,

17.

18.

19.

20,

21,

22,
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(a) Is there a history of the following in your family?

1) heart disease Yes __ No __ Don't know __
2) diabetes Yes __ No __ Don't know __
3) high blood pressure Yes __ No __ Don't know __

(b) If yes, do you think this might have had something to
do with your getting these same conditions or not?

Looking back over the past years and months, have you any
idea what might have helped to bring on your illness?
(Probe for knowledge of any known risk factors associated
with coronary heart disease and which may be present in
this situation)

People say that if you've had one heart attack you're
bound to have another., Do you think this is true?
(Probe for basis of opinion given, 1.,e,, knowledge of
the nature of coronary heart disease and myocardial ine
faretion, or hunch, hearsay, experience.)

How muech control do you think people have over their own
health?

Are you a regular church goer? Yes No

By and large, are you a person who has mostly good luck
or do you seem to get more than your share of bad luck?

Have things usually worked out in your life the way you
wanted them to or have things usually gone wrong somehow?

When things have gone wrong for you do you feel you were
usually to blame for it, or did they usually go wrong
through no real ruult of your own?

Looking ahead to the next six months, do you expect to
make any changes in your life routine, say, in work or
social activities?

How long a convalescence at home do you expect before ree
turning to work?

Full time ? Part time ?
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24,

25,

26,

27.

28,

29,

30.

31.

33.

3k,
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Is your income the sole income of the family?

(a) Yes No

(b) If no, does your spouse children cone
tribute to the family income?
(a) Do you have any dependents at the moment?

(b) How old are they approximately? Wife
Children Ay

(sex, age of each child)

Did you ask your doctor whether or not sexual activity
would be harmful during convalescence?

Did your doctor prescridbe any speeific activity program
for the first four weeks after discharge from the hospi-
tal? (probe for details,)

Do you have any plans for some form of regular activity
program when convalescence is complete? (Probe for details)

How will you know when or if you are over-exercising?
(Probe for knowledge of healing process following heart
injury and role of exercise in the recovery process.,)

In general, would you say you are the kind of person who
usually plans things ahead or do you usually take things
as they come?

When you make plens ahead do you usually stick to your
plang or does something usually come up to make you change
them?

Do you intend to take steps to reduce some of the tensions
that have bothered you?

Did you ever regularly smoke cigarettes? Yes No

(a) Ifdyou gtill smoke cigarettes, how many do you smoke
a day?

(b) Under what circumstances do you smoke cigarettes?

How many years have you or did you regularly smoke
cigarettes?
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36.

37.

38.

41,

uz.

k3.

‘&u.

ks,

Do you now or did you ever smoke a pipe and/or cigars?
Are you definitely planning to quit smoking?

Is there any place in Victoria where a person can go
for help in quitting smoking? Yes No
Don't know

Would it help to stop smoking now that you've had a
heart attack? (Probe for knowledge of relationship
between cigarette smoking and heart disease,)

(a) Was a special diet preseribed for you when you left
hospital? Yes No

76

(b) If yes, can you tell me about it? (Probe for details)

What was the reason for the prescribed diet? (Probe for
knowledge of the relationship between blood cholesterol,
blood fatty acids and coronary heart disease,)

Was your special diet and the reason why you need it ex-
plained to your wife? Yes ___  No

Would you say you manage to follow your diet accurately
Most of the time, some of the time, or never?

(a) Are you presently taking any medications for your
heart condition? Yes No
(b) If yes, what do you take? (Probe for knowledge of
type of drugs,.)

(e) Why was it prescribed? (Probe for knowledge of
effects of drugs,)

(d) Do you take it exactly as prescribed or do you somee
times forget to take it or what?

How do you feel physically as compared with the way you
felt before your illness?

How do you know how much rest you should have now and
after convalescence? (Probe for knowledge of role of
rest and exercise following acute episode of coronary
heart disease,)
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48,

50.

51

52,

53.

How do you feel generally in your attitudes about youre
self as compared with how you felt before your illnecs?
(lack of confidence, different approach to life, ete,)

(a) Who makes most of the decisions most of the time
in your home? 1) you 2) you and
your wife 3) your wife ___

(b) HBas this changed in eny way sinee your illness?

Who disciplines the ochildren (Af any) usually? (a) you __

(b) you and your wife __ (e) your wife __
When will you be seeing your doctor again?

How much do you think you can control what happens to
your own health from now on?

Do you believe that what happens to you is mostly your
own doing, or do you believe that you don't have much
to do with the way your life is going?

You seem to have a good deal of information about your
illness; how would you say you came about this informa-
tion? (Probe for sources of information.)

Do you have eny suggestions on how doctors and other
treatment personnel could provide more or better infor-
mation to heart patients?

Date of Interview .
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APPENDIX II

INDICES OF LEARNING,
COMPLIANCE AND POST-CORONARY DISABILITY

LEABNING
A, Factors issoclated with Coronary Jeart isease

1. hypertension (Q 1ll(a))

2, diabetes (Q 12(a))

3. heredity (Q 13(a))
Knowledge of the presence of the above factors was rated |,
and uncertainty was rated 0.
Knowledge of the possible relationship between the presence
of these factors and present illness was rated from O to 3
for no idea, some idea, good idea. (Q 11(b), 12(b), 13(bv))

4, 1lack of regular physical exercise,

5. sudden strenuous physical or mental stress or asctivity.

6. prolonged stress, tensions or anxieties,

7. tobacco smoking.

8. abnormal triglycerides and/or cholesterol blood levels,

9. overweight,
Awareness of the remaining factors thought to be associated
with the occurrence of CHD in each subject was assigned 1
point for each item mentioned out of the possible total of
9. (Q 14) The resulting ratio was weighed and scaled from
0 to 3 as follows: O Af no factor was mentioned, 1 for a
score below the median, 2 for a score at the median, and 3

for a score above the median,
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B. Pathology of Coronary Heart Disease (Q 15)
One point was assigned for each of six possible items men-
tioned, (Range 7 = 6)
1. coronary arteries and their funetion,
2. hardening of arterial walls with process of aging,
and accumulation of 1lipid and cholesterol deposits caus-
ing narrowing of the lumen and diminished blood supply
to the myocardium.
3. acelidental obstruction of coronary artery with throme
bus, csusing injury to area of myocardium (infarect).
4, healing of infarct, scar formation, development of
collateral vessels,
5. underlying disease (atherosclerosis) still present,
6. possibllity of recurrence of infaret unless careful

management of atherosclerosis,

C. Management of Health Following Coronary Hear: Disease
1. control of activity during convalescence (Q 26).
Involves prescription of speecific activities and pa-
tient's awareness of limitations imposed, One point
given for each of four items mentioned, (Range 0 « 4)

a. self care activities,

b. general activities about home.

¢, warmeup and taperinge-off calisthenies,

d, graduated walking (speed and distance) and

stalr climbing,
2, control of activity following convalescence (Q 27),
Involves prescription of specific activities and exer-
cises and patient's understanding of prineciples of phye
sical fitness, including beneficlal or harmful effects
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of various exercises and activities. OCne point was ase
signed for each of four items mentioned, (Range 0 « 4)
a, assessment of post-coronary status,
b warmeup and taperinge-off calisthenies,
¢, graduated walking and stair eclimbing,
d, wetralning by means of serobies, jogging, ine
terval training; 1.e., physical reconditioning proe
gramg@.
3. Knowledge of Relationship between Activity-Exercise
and Recovery from Myocardial Infarction., (Q 28)
Controlled graduated activity is required to
a, stimulate general circulation.
b. prevent complications due to stasis of circula-
tion and lung secretions,
¢, promote the development of collaterals,
Symptoms indicating excessive strain during exercise are:
d. chest pain and shortness of breath,
e, undue fatigue,
One point was given for each of five items mentioned,
(Range 0 - 5)
4, B8Sexual Activity during Convalescence (Q 25),
Discussion with physiclan was assigned one point, while
lack of advice was assigned zero,
5. Control of Stress Following Acute Coronary Heart
Disease (Q 31).
Involves knowledge of the relationship between stress
and present illness, One point was given for each of
four items. (Range 0 - 5)
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a., strong emotiong influence the autonomic nervous
system which leads to

b. Aincrcased seeretion of @inephrine and norepine-
phrine which results in

¢. inoreased cardiac activity, constriction of coro=-
nary arteries and elevation of blood pressure, thus
d, straining an elready injured heart and further
interfering with its blood supply.

Avoidance of Tobacco Smoking following Myocardial

Infaretion, (Q 38)
Includes knowledge of the relationship between tobacco

emoking and its effects on the respiratory and cardio-

vascular systems, One point assigned for each of five
items, (m 0 =« 5)

a, nicotine in tobacco stimulates secretion of
epinephrine and norepinephrine which causes

be incresmsed heart action, constriction of coronary
arteries and an elevation of blood pressure.

e. ¢arbon monoxide, carbon deposits and other ime
purities cause diseases such as chronic bronchitis
and emphysema which in turn interfere with proper
aeration and efficiency of the lungs;

d, resulting in edditional strain on damaged heart,
possibly leading to enlargement and fallure,

e, smoking appears to interfere with the metabolism
of lipids and cholesterol resulting in higher blood

levels,
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7. Avoidance of Foods Rich in Carbchydrates, Saturated
Pats and Cholesterol., (Q 39, 40, 41)
mmeludes knowledge of the relationship between these
substances and the coronary artries and between excess
welght and the cardiovasecular system, A score of one
was assirned for knowledge of typ: of dlet preseribed,
(Q 39, 40)
A score of one wae assigned for each of six items cone
cerning purpose of diet where applicable, The resulting
ratio score was then scaled from 0 to 3, (See Q 14 -
etiology)

a, welght reduction and control,

b. control of triglyceride blood levels,

¢. ocontrol of cholestercl blood levels.

d, ocontrol of disbetes,

e, oontrol of hypertension.

f« reduction of cardise strain from obesity..
8. Nediestions Following Aocute Episodes of Coronary
Heart Disease. (Q 43 (a), (b), (¢))
A score of one was assigned for knowledge of type,
neme and purpose,
9. Rest Pollowing Illness, (Q 45 (a))
Involves knowledge of releationship between rest and myo-
cardial injury and recovery. One point was given for
each of four items mentioned, (Range 0 - 4)

8. mneximal rest required during healing phase 4 - 6

weeks,

b, activity presceribed and contrelled during this

period,



¢, avoidance of excessive activity and harmful type
of exercises until post-coronary status is deter-
mined,
d, regular short rest periods between various ace
tivities, mideday rest periods and restful night
sleep,

10, Follow-up Visit with Physiclan. (Q 49)

A score of one was given for definite appointment and

zero for unspecified visits,

Total maximum learning score = 66,

II COMPLIANCE

Scores on compliance to medical prescriptions were obtalned

by direct questioning and values assigned as follows:

never or seldom - 0; some time « 1l; most of the time - 2;

all the time - 3,

Items of compliance included:

A,
Be
Ce
D,
Ee
F.

Activity (Q 26 (b))

Control of Stress Factors (Q 31 (b))
Smoking (Q 36)

Diet (Q 41)

Drugs (2 43)

Rest (Q 45 (b))

Total maximum score = 18,

Individual scores were variable depending on applicabllity

of prescription, The final score was obtained by calculate

ing ratio of compliance to possible total and percenting
the results,
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II1I POST-CORONARY DISABILITY
This was measured according to relative degree of impairment
in the fulfillment of family, occupational and soelal roles.
Arbitrary judgments were made and scores assigned as follows:
no change « 03 slight impairment « 1; moderate impalrment -
2; severe imnalrment - 3; very severe impalrment < 4,
ltems of postecoronary disabllity ineluded:
A. Pemily roles - decislonemaking (Q 47)
- diseipline to chiidren (Q 48)
B. Ocecupational role -~ return to previous occupation or
other (Q 22)
« full time or part time (Q 22)
« change of activities in case of
retivement (Q 6)
C, Socisl roles - participation in clubs, groups (Q 7, 21)
- participation in active sports and hobe
bies (Q 8)

Total maximum score = 24,
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