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Abatraot 

When personal alienation 1s defined as perceived power­

lessness to control one ' s ra•e 1n or1t1oal life a1tuat1ons, 1t 

1s presumed to act as a deterrent to relevant social learning 

and hence to active control or events. The p-resent study a";, .. 

tempts to relate the d1rterent1al feelings or powerlessness of 

patients w1th acute coronary heart disease to their learning 

about thelr illness and the influence of this knowledge on their 

compliance to a medical regimen and on the1r post~1llness adjust­

m.ent. 

Thirty-eight male patients with acute coronary heart 

d1seas• part1c1pated 1n the study. Data were collected by means 

or personal interviews using a structured schedule ot questions . 

N1reteen subjects (the comparison group) received varying but 

essentially 1no1dental health 1nstruot1on. They were 1nter­

v1ewed two to four weeks follow1ng discharge trom hospital . 

The remaining nineteen treatment subjects were exposed while 

1n hosp1 t~l to an . exper1me~1tal heal th education · program and 

subsequently 1nterv1.ewed at the t1me of discharge and aga1n 

from one to three weeks later. 

It ••s hypothesized that subjects lower in alienation 

would have greater knowledge about the1r illness and 1ts unage­

ment. would show cr:eater compliance to the medical regimen and 

hence would experience less post-coronary d1sab1'.'.1t7. 

Results were first analyzed using the Kendall Rank 

Correlation Coeft1o1ent (r) which indicated a stronger negative 
\ 
\ 
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relationship between alienation and m.. ·iledge 1n the comparlaon 

groups and 11kew1se between compl1anoe and post- coronary d1sa­

b111ty 1n the treatment group . A stronger posltlve relat1on­

sh1p between knowledge and compliance obtained tor the compari­

son group . While lend1ns some aupport tor the proposed hypo­

thes•1s. none of the correlat1ona was atat1at1cally a1gn1t'1cant. 

Thus 1t was further h71>othes1zed that the eXper1mental program 

rather than alienation waa more influential 1n errect1ng posi­

tive increases ln knowledge and compliance, while reducing poet­

coronary d1sab111ty 1n the treatment subjects . Scores tor both 

groups were dlohotomlzed at the median for the combined groups , 

and between- group d1ffereuces were analyzed using the Chi Square 

Teat . Differences ;etween the two groups on the three var1~bles 

were all stat1at1oally 11gn1tioant (i<:. 05) ln favour of the treat­

ment group. Methodolog1oal l1m1tat1ons suoh as a un1d1mens1onal 

al1enat1on aoale , time d1fterenoes 1n oolleoting data rrom the 

two groups, and the ao~\ve part1c1pat1on or the researcher ln 

the experimental project are t hought to acoount. at least 1n 

part , tor the marked d1rrerenoea observed between comparison 

and treatment groups . 

Results or the study do not lend strong support for 

the proposed 1nfluenoe o~ al1enat 1on on social learning 1n th1a 

group of patients, but there 1a stronger evidence that when co­

ronary health 1nstruot1on 1a comprehens1ve and presor1pt1ons 

clearly defined , patlenta tend to learn more about their 111-

ness, comply more readily to recommended control measures and 

exper1enoe less poet- cor onary role d1aab111ty. 
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CHAPTER I 

CORONARY HEART DISEASE AND THE RESEARCH PROBLEM 

Coronary heart disease, North Amerioa •a number one 

killer, 1s currently the object of focussed attention from the 

world or so1ent1f1o medicine. Despite 1noreaa1ngly soph1at1-

oated treatment methods and fao111t1e• and a growing array ot 

apeolsllats, the incidence of the disease continues to r1se 

unabated. The resulting dllemna la suco1nctl7 expressed 1n 

the following notation by the Subcommittee on Commun1oat1ons, 

the Presldent•a Commlsalon on Heart Disease, Cancer and stroke 

The prevention and control or heart disease begins not 
with the doctor, the bosp1tal or the medical center. 
It beglna with the 1nd1v1dual himself, on the dec1s1ons 
he makes and moat of all on the state of his knowledge 
about health matters. 

Researchers 1n medical sociology have been prompted to seek 

out and explicate the various social factors which 1nfluenoe 

persons to make differential deols1one regarding illness. 

Basic to the sooiolog1oal perspective 1a the premise that sick 

people are engaged in networks or social relations that can ad­

vance or deter their recovery and eventual rehabilitation. 

l 

This study seeks to clarify the variants of a cardiac 

pat1ent•s acquired learnings about h1a illness and the possible 

effects or this knowledge on his recovery. The concern 1s with 

the sick person's perceived power to influence the course of 

events in his lite. The spec1t1c question posed ls whether a 

generalized sense of powerlessness 1s reflected in a person's 

response to an acute episode ot coronary heart disease including 



the extent to which h1a learning about his illness la affected. 

It 1• assumed that the qualit:, of learning will influence his 

compliance to the medical regimen and consequentl:, the actual 

outcome ot the illness. The stud:, 1a linked theoretioall:, to 

the al1enat1ou-aoo1al learning theme developed b7 Melvin See­

man (1959, 1962, 196,, 1967). 

According to the latest available statistics (1966), 
1 

iaohemio heart d1~eaae claims more than 40,000 lives :,early 

1n Canada and over 500,000 1n the United States. It 1a esti­

mated that approxilllately r1rty percent ot these deaths are •pre­

mature •, that la , ooourrlng before the age or 65 1ears. Trends 
I 

1n world wide death rates due to heart disease for the period 

1950 to 1966 1noreaaed from 178 per thousand to 251 per thou­

sand , w1 th a range of )6 1n S1nga.pore to 41J 1n West Berlin 

2 

(World Health Stat1st1oa Report , 1969). Thus 1achem1c heart / 

disease ls a phenomenon or 1npreaaingl7 aer1oue proportions 

.nd appears linked with aoc1et1ea most advanced in 1ndustr1-

al1zat1on, urbanization and attluenoe. 

The basic disease procee1 atteoting the coronary ar­

teries 1s called atherosclerosis where ratty materials deposit 

as plaques along the inner lining or these vessels thus narrow­

ing the lumen. It the lumen 1a narrowed to the point where ar­

terial blood flow becomes 1naurt101ent tor the demands of the 

heart muscle (myocardium), then coronary artery disease 1s said 

to ex1st. Only two small arteries and their branches supply the 

heart muaole wlth blood, therefore any s1gn1t1oant 1nterterence 

•1th the flow through these vessels oan impa1rrthe entire func­

t i on or the heart. 



No specific cause ot coronary atherosoleros1a haa 

been diacovered though 1t 18 the objeot or much speculation. 

There are at present two main theories attempting to explain 

the d1seaae (Meltzer et al., 1969). First, there are some who 

believe lt la a retlection ot the atreases or our soc1et1. In 

some unexplained manner these tensions are thought to 1nd.uce 

certain biochemical or physical changes wh1oh ultimately re­

sult 1n atherosclerosis. It valid this theory could account 

for the higher rates ot coronary artery disease in the United 

States, Canada and Western European countries as compared to 

leas 1nd.ustr1alized nations auoh •• Korea and Malaysia. Se­

condly, there are thoae who believe that these differences may 

be better explained on the basis or variations in the diet be­

tween these aoo1et1ea with special reference to ani mal fats . 

Thu• the richer the country, the larger the tat consumption, 

the higher the serum cholesterol levele, the greater the 1nc1-

denoe of atheroaoleroa1a and coronary artery disease. 

Both these theor1ea are essentially unproven being 

towided as they are on o1roumetant1al evidence. However the 

rollow1ng observat1ons regarding atherosclerosis and coronary 

artery disease have been aubatant1ated repeatedl71 

(a) Persona with diabetes, Ngardleas or the degree ot con­

trol, have at least a tourfold increase in the incidence 

or coronary artery diaeaae. Thia evidence suggests that 

a b1oohem1oal disturbance may be central to the background 

or atheroaoleroslsa 

(b) Coronary artery disease 1e uncommon 1n women during the 

childbearing rears but once the menopaus~ 1a reached the 

1no1dence r1sea rapidly and then equals the r a te for men. 



Th1s pattern 1s quite unlike that or males 1n whom gross 

evidence or a therosclerosis may exist at young - 18 to 25 -

ages. Such an age- sex d1eorepanoy allows speculat1on that 

a hormonal influence may be important 1n the disease • 

.Furthermore. a ser1ea ot taotors have been identi fied 

•• common to moat but not all persons with oorona17 a r tery di­

sease. While there la no speottlo evidence that any or these 

taotors cause atheroacleros1a. persone who have some or most of 

these cond1t1ons are high risk Candidates tor the diseases and 

oonversel7 the absence of these risk taotora pred1ota little 

likelihood or developing oorona17 artery disease. 

Variables aaaoo1ated with a high incidence or coro­

nary heart disease fall into three categories - phys1olog1oal. 

ps7cholog1oal and cultural - with f.airly substantial &v1dence 

that heredity plays an 1r:tportaut role. 

Data 1n aupport ot the ram111al nature of the d1~ 

sease. for example , were obtained troa the Coronary Beaearoh 

projeot at the Massaohusetta General Roap1tal (Gertler & Whiter. 

1966). Positive tam111 h1stor1es were 11e:n1r1oantl7 greater in 

the parents and siblings or the men in the ooronar:,-prone group 

than in the parents and siblings ot the men 1n the non-coronary ... 

prone group. Suoh data. however. do not d1fterent1ate between 

genetic and cultural transm1as1on. Por example. hn,er11p1dem1a 

(exoess1Ye quantity or fat in the blood) found very frequently 

1n persona •1th coronary artery disease can be either heredi• 

tar:, or culturally related to dieta high 1n animal rats. Cla­

r1t1oat1on ot the above d1st1notton 1e progressing w1th current 

researoh into the various type~ of h:,perl1pidem1as. 



A second notable heredity- based variable 1s body 

bui ld. The Massachusetts atudJ , tor example. demonstrated 

that the young "pure"' oo'C"onary 1nd1v1dual 1s predol!l1nantly 

meaomorphlc . Be weighs approximately the eame ae his non-

, coronary counterpart but 1a short er and henoe a more compact 

1nd1vidual or d1tterent body build (Ger tler and. Whiter, 1966 ). 

Ettorts to 1dent1ty purely ps7cholog1oal correlates 

of coronar, ·hear t disease have met with unequal success. The 
2 poas1b111t y that patient• With aoute myooal"d1al 1nfar ct1on 

W1ll d1aplay certain personsl1t y oharaoter 1st1os that can be 

used to distinguish them trom non-cardiacs was nveetlgated 

by Norman R. Atland (1965). A selected group ot patients, 

utehed ror e1ght control variables, were tested by means of 

a special 90. 1tem form 1ncorporat1ng the GR & E factors or the 

Gu1ltor4.Z1nmerman Temper ament Survey. The anal1s1s failed t o 

produce evidence 1n support of the hypothes1e. 

However some 011n101ana possibly inspired by Hans 

Sel1e •s (1956) now olass1o thesis on the ?'Ole ot stress 1n the 

et1oloa or disease have att empted t o relate the stress theory 

speo1t1oally to coronary heart disease . Pr1edman and Rosenman 

(1966) upon review or the ep1dem1olog1Cal literature and a re­

exam1nat1on ot their own pati ent s have round that the, younger 

and middle- aged v1ot1ms or corona1;7 heart disease very fre­

quently exh1b1ted a personality structure wh1oh the1 have since 

defined as •rBebav1or Pattem Type A" . This overt behavior pat­

tern 18 pr1mar1ly characterized b7 certain personality tra1ts 

1nclud1ng aggressiveness, amb1t1on, drive, compet1t1veness and 

a profound sense or time urgency . The man with Pattern A thus 

exhibits trait s present 1n most normal men but he possesses 

5 
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them to an exceaa1ve degree . He also frequently ezh1b1ts cer­

tain t7p1cal muscular or motor phenomena including toTeetul, 

rather rapid and often explosively uneven speeoh, sudden gea. 

tures such as t1st-clench1ns, desk-pounding, taut facial gri­

maces and rap1d movement• and locomotion refleot1ng his chronic 

sense ot restleasnoas and 1mpat1ence. In particular the man 

with Pattern A appears often to be excessively driven to achieve 

and to get th1nga done while be1ng unable to overcome the in­

flexible factor or time 1taelt and frequently struggling aga1n1t 

the oompet1ng and obstructing 1nt'luenoes or other persons and 

th1nga. Thia latter phenomenon has been aptly termed by another 

cl1n1oian as "The Nutcracker Syndrome" (Wolffe, 1966) . Pattern 

A 1s seen bJ the authors aa an interplay of certain personality 

and certa1n environmental factors ex1at1ng in our mod~rn urban 

milieu and its soo1oeconom10 stresses. Pattern B has been de­

signated as the relative a~senoe 1n excessive degrees or the 

character1st1os described tor the coronary- prone personality. 

There 1a a good deal ot speculat1on that further as­

pects of modem affluent l1v1ng DlaY have negative effects on 

card1o,·ascular healths tor example, patterns ot relative phy­

sical 1nact1v1ty, consumption ot roods rloh 1n animal rata and 

proteins, high consumption or alcohol1o beverages and coffee, 

and, above all the h1gh 1notdence ot exooss1ve cigarette .smok­

ing. Stud1es 1n Canada, Great Br1ta1n and the Un1te4 States 

have shown that on the average the total death rate 1s about 

10% higher among male cigarette smokers than non-smokers (Be­

souroe Gulde on Smok1ng. 1966) . Samuel Bellet (1966) in a ser­

ies of well-documented exper1~9nts us1ng dogs and human subjects 



round that smoking in humans and n1cot1ne 1njeot1ona 1n dogs 

caused a rap14 and. oona1stent rise 1n serum tree tatty acids. 

Pat1ents with myooard1al lntarct1on developed n.n elevation 

more than tw1oe that of normal subjects and non-coronary pa• 

tients. s1noe smoking and n1oot1ne change the normal pattern 

ot some aspects er lipid metabolism, the author oonoludea that 

theae ma, have causative a1gn1t1canoe 1n atheroseleroa1s and 

thus 1n coronarJ' arterJ' 41■ease . 

Present knowledge about the genea1a of coronary ar­

tery disease suggests that some oomb1natlon of these faotora 

or all of them oolleot1vely result 1n the d1eeaee a or perhaps 

that a totally unsuspected source ex1•t• and has not yet been 

1dent1t1ed. current thinking seems to favour the first two 

al ternat1 ves. 

Thoughtful perusal ot the variables related to Coro­

nar:- Heart D1sease reTeale that moat of them With the exception 

or genet1oally transm1 tted hy'perl1p1dem1aa, se.s and age tall 

w1thln the realm. ot pose1ble oontrol bJ an individual or groups 

ot 1nd1T1duala and benoe or prevention. Ep1dem1olog1oal data 

1s now surr101entl7 preo1se to permit oonatruct1on or a Mooro­

nar7 prot1le" rrom whloh can be derived some pred1ct1ve value 

in tema ot preventing tirat heart attacks and. to some extent 

control of the 41••••• and prennt1on or turther 1nfarct1on. 

It la proposed here ~hat the key Tarlablea in pre­

vent1on8lllt public lmo•ledge and aot1'Ye awareness or the nature 

or coronary heart disease, its assumed causative factors and 

1ts management. Some reaearoh efforts are our:rently being di­

rected at primary prevention. The u.s •• for enmple, hosted 

7 



ita t1rat Internat1onal Conterenoe-:-. on Preventive Catd1ology 

1n 1964.3 For the general publ1o, eduoat1onal programs are 
4 

be1ng orrered through local Health Eduoat1on Centers . 

S1gn1f1oant atr1dea have been made 1n the 11e41oal 

management or acute coronary heart disease. Generally about 

so-60$ or patient• w1th myooal'41al 1nfarot1ons d1e before 

reaoh1ng the hoap1tal, uaual.17 w1tb1n the tlrat hour after 

onset ot aymptome. In the past about ,0% ot boapltal~tNated 

patient• died •1th1n the flrst torty--e1ght hours or so after 

admission. However a1noe the e1tabl1etm•nt ot eorona'!'J' care 

unite tb1a aortal1ty rate has 4eoreued to about 15% (Andreoli 

et al., 1968). For the moat part this euooeaa 1a attributed 

to eleotrooard1ograph1o mon1tor1ng techn1quea designed tor in­

stant detection ot rhythm diaturbanoee and by the ~,a1lab111ty 

ot a ak1lled team to correct euob arrythlll1ae 1med1ately and to 

1n1t1ate reeuso1ta.t1on. A turther extene1on or such llte saving 

methods has baen ru1de possible b7 the 1nstallat1on of monltor1ng 

equ1pment in ambulanoes (Woodwark and G1llesp1e. 1970) . 

'l'hus 1t is that a oona1derable number ot peraone are 

being i-e•ouod trom posa1ble demise to become 1mplloated 1n the 

proo.sa or recovery about wh1oh ver, little 1a known, at least 

trom a pay-ohoaooiologioal point or T1ew. Aouto oplsode• ot 

1sohemla and edpeo1ally Qooard.1al 1nfaret1on can be viewed 

as a phenomenon wh1oh disrupts the ueual 11~e pattern or an 

1nd1Yidual and pre01p1tatea a aer1ea ot redet1n1t1ons o~ hie 

self and hie life situation. 

Thia study t'oouasee on psyohosoo1olog1oal factors 

operat1'!• 1n the procesa ot recove?7 rt-om an acute episode or 

8 
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coronary heart disea se. 8pec1t1cally it deals with the tollow-

1ng questions . later to be incorporated 1nto testable hypotheses1 

1. Row does the subject perceive and define hi s illness? 

Does he aee lt aa 1nev1table, as predetermined by fate 

or some higher Power? Or does he see 1t as the end re­

sult of a life style which he has, oonac1ously or uncon­

so1ously, chosen tor h1maelt? 

2, How doee the subject define h1s •aelt• in relation to 

h1s illness? 

Does he paa■ivel7 accept the hand of fate or does he 

conoelve ot h1maelt as an active agent 1n command ot 

h1a o1fll destiny? 

), What are the 1mpl1oat1ona of det1n1t1on• of hla illness 

and his Self ror recovery aud eventual outcome? 

By •recovery• ls meant (a) ach1evement of a return 

to the premorb1d state particularly 1n the phys1oal, psycholo­

gical and soo1al spheres, and/or (b) achievement of caK1mal 

funotion1ng 1n the social and psychologloal spheres within the 

11m1ts of phys1cal capac1t1 (Croog et al . , 1968) . E:xplor1ng 

the metm1ns of such a critical episode f'or the subject may 

yield valuable 1ne1gbts upon wh1oh to base the therapeutic re­

let1onsh1p 1n t he post-corona~y period, Th1s approach seems 

promising, since in the eud the outcome or heart disease may 

depend to a large e:xtent on the attitude a1ld aotions of the 

patient notwithstandl!.lS the expertise and ded1oat1on or cardiac 

spec1allats, associated professionals and p&rsme41cal personnel 

and the ava1labi11ty of the most advanced teohnolog1cal re­

souroea , 
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Current llterature on heart disease reveals three 

d1at1nct lines of 1nqu1ey. The r1rst and moat voluminous deals 

with the problem or the etiology and ep1dem1ology of the 41-

aeasea the second ls concerned w1th the therapeutic management• 

and the third seeks to explicate the factors associated with 

the prooeas of recovery from heart disease, 

Numerous 1nvest1gatore from d1tterent d1eo1pl1nes 

have contributed eutf'1c1ent emp1rlcal data so that at least 

the pare.meter• or variables asaoolated with etiology are be~ 

ginning to emerge. Untortunately the literature on therapy 

and rehab1l1tat1on does not yet retleot comparable development 

1n regard to the reoonry prooess. There are or course various 

cl1n1cal report·• of apec1tlo modes or treatment wh1oh praot1-

t1onere have teated and found e:rtect1ve. However 1!:UCh of' the 

writing concerned with therapy and rehab111tat1on consists or 
1mpreas1on1•t1o oase m.-ter1als. outlines or therapeut1o pro­

grams, and arguments 1n favor of one or another therapeutic 

technique or phlloaophy or treat~"lent . Thus far rew 1nvest1-

gators have carried out controlled stud1ea testing the relation­

ship of specific. well .. deflned variables to long-term outcome 

from hoart disease(' oog. 1Av1ne and Lurie, 1968). 

In tho absenoe ot apeG1t1c studies concerned with 

the recovery process 1n heart disease from the perspective of' 

the present study an attempt 11 made here to review selected 

materials 1n related areas. In order to provide an organized. 

framework, the mater1als being reviewed are grouped into three 

sections corre$pond1ng to the three questions posed earlier. 

namely, the subject• s peroi.iptlons or the 1llneas, det'1n1t1ona 

of the Self in relation to the 1lln~ss, and the 1mpl1cat1ona 

or these perceptions and det1n1t1one for recovery. 
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Research and theortzlng on raotors associated wlth 

differential perceptions of illness have been concerned w1th 

problems other than the recovery process . Nevertheless this 

body of knowledge ls useful for understanding the behavior or 
patients who are 1n the process or recovering from coronary 

heart disease . The ways 1n which the patient perceives his 

illness and hls attitudes toward the phya1c1an and medical care 

may all help to determine the way he behaves during his illness. 

his mood level, hls use of medical and oommw11ty services. and 

h1s level of compliance wlth medical edv1ce . Por example, lf 

the patient perceives his illness as probably fatal h1s chances 

of reoovel"J may be substantially reduced . Thus far 1nveetiga­

tors have not made systematic attempts to contl"Ol tor a parti­

cular illness pattern and then examined the difterentlal out­

comes 1n recovery in the case ot patient having d1ffer1ng 

conceptions of' the disease . 

Some suggestive evidence on the relationship between 

perceptions or the disease and the oourse of recovery may be 

found in reports on illnesses other than heart disease . Por 

example, fllark Zborowsk1 (1952) 1n a case study of a small popu­

lation of patients in a New York Veterans• Hospital found sub­

stantial d1fterenoes between men of various ethnic orlgina ln 

attitudes toward their disease, expression of symptoms. and re­

sponse to phys1c1ans . The importance ot the role or cultural 

factors in responses to pain was indicated 1n this study but 

no attempts were made to relate these culturally determined 

differences to the outcome or their illness. 
' 

Along similar lines. Zola (1962) oompe.ring patients 

with matching ailments seeking treatment 1n the outpatient cltn1c 
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or a large urban h sp1tal toWld that those of Ir1sh or1g1ns 

tended to deny thelr illnesses and otter minimal descriptive 

detail to their physiolans, who ln turn considered these pa­

tients nnormal" . Italian patients, on the other hand , tended 

to be viewed as "neurotlo" because they described and complained 

about more SY'IJlptoms, 

enced more malaise. 

d more bodily areas affected, and experl-

In both these studies d1fterent1al perception of ill­

ness were found to be related to ethnic origins. It can onl1 

be interred that phya1e1ans responded differently to those two 

groups or patients but whether treatment actually differed and 

whether the course of recovel'7 was s1gn1f1cantly affected by 

these differing responses ls not known. 

A study by Walter L. Johnson (196)) offers lndlreot 

evidence or another kind on relat1onsh1ps between recovery pro-
--.,, 

ceases ana social and cultural factors . As part of a larger 

study of family reactions to cardiac d1sease , Johnson studied 

a population of urban men who had suffered a first ayocard1al 

1nfarct1on. The 1ntormat1on collected related to the degree to 

which they complied with medical advice 1n the therapeutic regi­

men. He reports that compliance was not markedly affected by 

aub-group norms insofar ae they are directly measured by soc1o­

cul~ural variables . Level or education seemed to be related to 

compliance with advice on use of tobacco , and rel1g1ous aff1l1-

at1on was associated w1th~conform1ty to advice on avo1d1ng stress 

and strain. However 1n regard to all other areas or advice stu­

died , 1 . e . , sleep, rest, activity, medication, diet, job adjust­

ment, alcohol and sexual relations, Johnson found that there was 



no d1fterenoe between patients of variable age, sex, religion, 

nativity, occupation, education, social class, or tam11Y s1ze 

(Oroog et al., 1968) . If 1t 1s inferred that patients do vary 

1n their perception or disease 1n line with any ot these vari­

ables then 1t would appear that such variation ls not s1gn1t1-

oant 1n determining compliance . Once again the data ere not 

directly concerned with tho outoome of recovery unless this can 

be related to level or oompllance. 

This last stud1 SU8Sests that demographic variables 

ma1 have limited value 1n explaining •.llnesa behaviour 1n s oc1-

et1ea characterized bJ a s oient1f1o health or1entat1on.5 If 

this ls the case future researchers will need to roous on vari­

ables of a different nature to explain the observed variations 

in the outcome or similar illnesses. 

Acute coronary heart disease represents a serious 

threat to the patient as a selt-sutfiolent intact individual 

and the wa1 he peroe1vea h1a Self may have much to do with the 

course and outcome or his illness. Such perceptions cannot be 

ignored as the1 may spell the ditrerenoe between success and 

failure ot both therapeutic and rehab111tat1on programs. Few 

emp1rioal studies have been 41rected to an exam1nat1on or the 

relation between self- conception and response to illness. 

Though not concerned w1th heart 41aeaae, other studies or per­

sons with visible physical 1njur1ea can 1ield valuable 1na1ghts. 

Fishman (1949) found that the selr-ooncept ~?nst1tuted 

one or the factors which determined adjustment to leg prosthesis 

in forty-eight patients with above-the-knee amputations. 

In another study of one hundred hospitalized service 

amputees and plastic surgery eases, White et al . , (1948) noted 
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that the following self-teel1ngs were associated with d1sabi• 

11t11 (a) rear that it is not "me as a person but my injury'' 

that 1s of primary 1mportanoe to others; (b) tear that the in­

jury devaluates him as a persona (c) guilt connected •1th the 

feeling or be1ng a burdens (d) conflict between the desire tor 

dependence and 1ndepe~encec (e) feelings of self- pity. 

A further study ot differential etfecta of d1ss1m1lar 

d1sab1l1t1ea upon self- perception led Shelsky (1957) to conclude 

thats (a) an overt or v1a1ble lnjur7 does not neceasarlly have 

more of an erreot upon the aelt- conoept than a non- visible in­

jury or 11lnesss (b) amputees oan more readily evaluate their 

ab111t1es and. d1sab1l1t1es than the tuberculous, (c) a physi­

cal lose seems to be incorporated into the self- concept more 

adequately and with less general damage than an all-pervasive 

illness such as tuberouloa1a . 

The above studies serve to demonstrate the integral 

relat1onsh1p between self-conoept1on and physical injury and 

disease , and lead to further questions about the relat1onah1p 

between aelf-oonoept1on and the pat1ent•a response to rehab111-

tation programs. In a study or one hw1dred orthoped1o patlenta, 

Theodore J . Litman (1962) proposed and found support for two 

basic hypothesess (a) that there 1s a direct relat1onsh1p be­

tween a person•• conception ot Self and his response to a pro­

gram of physical rehab111tat1on; and (b) that lt an 1nd1vldual 

has been able to accept his d1sab111ty and lts 11m1tat1ons re­

al1at1cally he will more likely ma1nta1n a favourable ooncep­

t1on or Self. 

In heart disease the real1st1c acceptance of the ill­

ness and the l1m1tat1ons it imposes ls considered by olin1c1ana 
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to be an 1mportant cr1ter1on or adjustment 1n the recovery pe­

riod . Failure to do so 11 thought to be a major reason for one 

of the problemat1o outcomes termed cardlao neurosis .. 1n which 

the patlent becomes obsessed w1th hls heart s1111ptoma and thus 

becomes a selr- fult1lled 1nval1d. Whlle no emplr1cal study ha~ 

concerned itself' with th1s problem reference le made to a theory 

or neurosis proposed by Arnold Bose (1962) . Neuroa1s la here 

defined as ,.the 1nab111t1 to act reasonably ettect1vely W1th111 

the material mean• and 11m1tat1ons present, for the achievement 

of aoo1ally acceptable and personally accepted goals, beoause 

of anxiety or because ot oompuls1one Which camouflage anxiety" 

(Bose , 19621 539) . The theory 1s based on the social psycho­

logy ore. a. Cooley and o. B. Mead. who held that a "self" re­

flecting the reaotlons of others toward it la an important 1nter­

ven1ng var1able 1n human conduct. Bose thus proposes the hypo­

thesis that a ttdepreo1ated" self or "mutilated" self 1s a major 

taotor 1n tho development of a neuros~s because an 1ndlv1dual•s 

ability to accept strongly held values ot any kind and to act 

ettect1vel1 to achieve those values 1s a tunot1on of his con­

ception or himself • that he 1a an adequate. worthwhile . effec­

tive , and appreciated person. 

Since an a cute episode ot coronary heart disease 1a 

generally ex:per1enoed as a shattering event 1n which the 1nd1-

v1dual•a very existence la threatened 1t is assumed that var1-

at1ona 1n the eelt- conoept will feature s1gn1f1cant!r 1n the 

process or reoovery and final outcome of the illness. It may 

also help to explain such polar behavioural aberrations as car­

diac neurosis and complete denial ot 11m1tat1ona imposed by the 

illness. 
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D1fteren~1al perceptions or def1n1t1ons of illness 1n 

a tolk-or1ented population have been thought to be a function 

ot cultural var1at1011e. However 1n a s001et1 charaoter1zed by 

a gradual blurring or cultural traits in respect to illness or 

1llnes• behavior flnd a predom1nanoe of cosmopolitan orientation, 

1t seems that a raato~ ot key s1gn1f1canoe might be the extent 

ot knowledge about and the degree or understanding an 1n41v1dual 

has about his illness, its etiology and management. The patient's 

compliance to h1s phys1o1an's adv1oe and thus the long.term out­

come or the illness mar depend to a large extent on how well the 

rationale behind prescriptions are understood . 

Wh1le the doctor- patient relationship may be an impor­

tant feature in determining level or compliance, other variables 

also of a sociological and psychological nature are often hypo­

thes1zed aa related to the degree to wh1oh 1nd1v1duals follow 

med1oal 1netruct1ons. 

A study by Milton I . Davia (1962) offers 1nd1rect evi­

dence of a relat1onah1p between coronary patients• cognitive 

knowledge and perception ot their illness and subsequent com­

pliance to a medical regimen. He round that h1a subjects chose 

among the various prescriptions (restr1ct1ons in diet .work. per­

sonal habits) wh1oh thoy accept and their choice is made to mi­

nimize the magnitude of cogn1t1ve dissonance. The dec1s1on 1s 

a function of several ractorss (a) dootor-pat1ent relat1onsh1pi 

1. e • • a formal or bus1ness-11ke relat1onah1p resulted 1n a greater 

degree ot oompl1anoea (b) values 1n eonfliot with those con­

cerned with health resulted 1n dissonance and consequent non­

oompl1ances (c) whether or not the family and fl1ends supported 
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the doctor•s advice affected the card1ac pat1ent•s behavior. 

This study indicates a w1ll1ngnese to comply with prescrlp• 

t1ons as long as these do not interfere with the subjeot•s per­

sonal values. 

Two major 1nvest1gat1ona also dealing 1n part w1th 

the problem or compl1au1oe are the Purdue Parm Cardiac Project 

(195~). and. the stud1 by Walter L. Johnson (196)) to which ear­

lier reference was made. In both studies carc11ac patients who 

experienced a first myocardial 1ntarot1on were asked to report 

on the advice which the7 remembered reoe1v1ng rrom their phya1-

c1ana. The aoouraoy of their reports was not validated through 

check1~ with the physicians themselves . The ke7 variable 1n 

determ1n1ng reported compliance was the nature or the advice 1 ◄:­

self. Thus the Purdue 1nvest1gators round patients reporting 

hlgh oompl1anoe w1th d1etaey recomm.endat1ona and low compliance 

in regard to changes recommended 1n what the authors term "per­

sonal habltan . 

Johnson 1"ound h1gh oomplianoe 1n regard to use ot me­

dications but that subject• reported most d1rr1cult7 1n follow­

ing 1nstruct1ons to avoid "Stress and strain". Level or com­

pliance 1n the Purdue Project was thought to be related to 

charaoter1st1cs auoh as compuls1venese toward. work and certain 

bel1ets regarding the nature ot heart disease and medloal prac­

tice (Croog et al., 1968) . John•c~. only found a poa1t1ve cor­

relation between compliance regard.1ng the avoidance or tobacco 

and educational level, and oompl1ance in avo141ng stress and 

strain and rel1g1oua att111at1on. A series of' soc1olog1oal 

variable• - age, sex, nat1v1ty, oocupat1on, social class and 



household s1ze - were not associated with d1tterent1al levels 

of compl1anco. 
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These three studies, all exploratory 1n nature, ofter 

useful clues tor developing future research on the problem ot 

com?l1anoe, speolt1oall7 to determine more accurately the vari­

ables aasoc1ated w1th compliance and the degree to wh1ch d1t­

terent1al levels or suc,n oompl1anoe are assoc lated w1 th a favor­

able course or recovery. 

A further s1gn1t1oant raotor 1nterven1ng between the 

doctor-pat1ent relat1onsh1p and level of compliance by the heart 

patient 1s the nature or coaun1oat1on - both 1ta substantive 

content and adequacy. Little research has been done to analyze 

dU"te;rentlal degree of commun1oat1on v~• understanding between 

doctor and cardiac patient, and those elements asaoc1ated with 

varying degrees or oompl1anoe. However research oonoern1ng com­

mun1cat1on problems 1n other illnesses renal that 1n fact com­

mun1oat1on gaps exist and that they are mediated by Tar1ous klnds 

or social and oultural tactora. 

Samora et al . (1961) 1n a atud1 ot patients in age. 

neral hospital asked these subjects the meaning ot ke1 medical 

terms commonly ,used 1n d1souss1on between doctors and patients . 

They tonnd that level ot knowledge varled in terms or amount or 

education and membership 1n a part1ou1ar ethnic group. Pati­

ents of Spanlsh-Amer1can origins had lower scores than Ne«roes 

on Anglo-American patients even when education was held oon• 

stant. It •a• oonoluded that much of what was oommunioated by 

doctors to patients was not clearly understood by a oons1der­

able port1on or patients. 
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Further ev14ence ot a commun1cat1on gap between doc­

tors and pat1enta was row1d 1n a 11tud1 by Pratt. Se11gmfln and 

Deader (1957) . A population ot patients was asked to complete 

a quest1onna1re 1nd1oat1ng knowledge about the etiology and 

treatment ot a aer1ea ot common diseases . A group ot doctors 

was then asked to 1nd1cate what the1 thought pat1ents should 

know and what theyle11eved patients aetually 41d know. Although 

the indicated level ot patient knowledge was oomparat1vely low. 

the maJorlt7 ot doctors tende4 to undereetlmate the actual lenl 

ot patient knowledge . The phys1o1ans 1nd1oated that they be­

lieved the patients should be espeote~ to know more than they 

did. Thus 1t 1s seen that doctors and patients may respond to 

one another 1n terms ot disparate perceptions (Croog et al • • 

1968) . 

One mat then look to patterns or commun1oat1on between 

phya1c1ans and their patients tor possible clues 1n expla1n1ng 

ditterences in kno•ledge and understanding ot 1llnesa as an im­

portant factor 1n both oompliance and outcome. 

In rev1ew1ng the pertinent 11te1"ature, an attempt has 

been made to to~u• on a aeleotton or variables telt to play a 

s1gn1t1cant role 1n explaining dttterent outcomes of coronary 

heart dleease, namely, perceptions ot illness an4 perceptions 

of the Selt in relation to 1llnees1 both or wh10h at"e coms1dered 

1n part a function or knowledge and bel1eta acquired durlng com­

mun1oat1ons with phya1c1ans and other treatment personnel . 



CHAPTER II 

TBEOBBTICAL PRAMEWOBK 

The problem under study 1s prompted by the observa­

tion that g1 ven relat1 vely similar diagnose.a and comparable op. 

portw11t1ea tor expert medical and hospital care persons wlth 

acute episodes ot coronary heart disease will progress to dit­

terent kinds or prognoses and adjustment to that oond1t1on. 

Gu1del1nes tor sucoeaatul rehab111tat1on are emerging with 

greater oont1dence and clarity yet the process ot recov~y 

rrom heart disease remains problematic. Bence a search ls 

being made to 1dent1fy some or the factors wh1oh aid or deter 

a positive prognosis . 
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An attempt to espla1n d1tter1ng outcomes ls made by 

reference to the concept or alienation as 1t relates to social 

learning. This theme has been ~eveloped by Melvin Seeman in a 

theoretical paper (1961) and a series ot empirical studies (1962, 

196J, 1967). When personal alienation 1s defined as perceived 

powerlessness to control one•s fate 1n critical life situations 

1t ls presumed to act as a deterrent to relevant social learn­

ing and hence to active control of events. The quest1on is 

raised whether d1tterent1al feelings ot powerlessness charac­

ter1z1ng persona esper1eno1ng the crisis of acute coronary 

heart disease will act ae a deterrent to their learning the 

1ntormat1on about their illness which would enable them to 

exercise more control ot their health status 1n the future . 

This stud7 18 designed to measure the eff ects ot per­

ceived powerlessness 1n relation to relevant social learning 1n 

two groups or coronary patients, one group being exposed to 
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variable but essentially 1nc1dental health teaching and the other 

to an experimental coronary health e4uoat1on program. 

Al1enat1on 1s an all- pervasive concept 1n both con­

temporary literature and 1n the h1stor7 of soc1olog1cal thought . 

It la a oentral theme 1n the olass1cs or Marx and Durkheim and 

oont1nues to predominate 1n a large number or contemporary worke 

explicating the supposed oonaequenoes of alienat.ion. 

However as Seeman points out (Seeman, 1959), the con­

cept has many dimensions. Re identit1es t1ve, powerlessness, 

meaninglessness, normleaaneaa, 1solat1on and self-estrangement. 

In hls t1rst three al1enat1on atud1ea, Seeman chooses to utilize 

the powerlessness version. He ola1ma that this 1s the notion of 

al1enat1on as 1t or1g1nated in the Marxian view or the worker•s 

oond1t1on 1n oapltal1st ~~clety, and used by contemporaries like 

c. Wright Mills. Thia variant of alienation can be conoe1ved as 

"the expectancy or probability held by the 1nd1v1dual that his 

own behavior cannot determine the ocourrenoe or the outcomes or 
re1uforcements he needs" (Beeman, 1959s784) . 

seemax1 then spec1t1es the l1m1ta or tbls conoept1on. 

Ftrst~ 1t 1s a d1st1notly soo1al- ps7cholog1oal view. It does 

not treat poverleasne■a trom the standpoint ot the objeot1ve 

cond1t1onA in soc1et71 but th1a does not mean that these con­

d1t1ona need be ignored in research dealing with this variety 

of alienation. 'fhese obJeotive oond1t1ona are relevant tor 

example 1n determining the degree of realism involved 1n the 

1nd1v1dual•e response to h1s s1tuat1on. 

Further. 1n this veralon or alienation the 1nd1v1dual•s 

expectancy tor control or events 1s dlearly d1st1ngu1she4 troms 



(a) the objeot1ve a1tuat1on ot powerlessness as seen by 

some observers 

(b) the observer• a judgme,it ot that a1 tuat1on against 

some ethical -standards and 

(c) the 1nd1v14ual•a sense of a d1aorepano7 between hie 

expectations tor control and hla dee1re tor control. 

The use or powerleaaneas as an expeotano7 means . ac­

cording to Seeman, that this version ot al1enat!?n 1a ver, 

oloaelJ related to the notion developed by- Rotter ot "internal 

VERSUS ezternal control of re1ntoroementa" , 'l'he latter :>on­

struct reters to the 1nd1v1dual'• ••nae ot personal control 

over the relnt~roement a1tuatlon •• Oontraated With h1e view 

that the occurrence of re1ntoroement 1a dependent upon exter­

nal cond1t1ona euoh a• ohanoe, luok, or tbe man1pulat1on or 

others. Seeman reels that the congruence •1n these formulations 

provides the link between leam1ilg theory and that of aliena­

tion. 

Beeman felt 1n1t1ally that the appl1Cab111ty ot thls 

oonoept of alienation should be 11m1ted to the arena of man' s 

relation to the largtir soo1al order. Nevertheless he acoepted 

the posa1b1l1ty that euoh an operational oouoept ot alienation 

would also be related to eXpeotanolea for control 1n more inti­

mate area■ such as health and rehab111tat1on. He has hlmaelt 

tested hie theory 1n a ser1ea ot stud.lee dealing nth the same 

theme 1n a variety or a1tuat1ona. 

The t1rst study. "Al1enat1on and Learning 1n a Hospi­

tal Sett1ngn (Seeman and Evans, 1962) tests the h71>0thea1s that 

"differences 1n alienation (1 . e . powerlessness) are associated 

with d1tferent1al learning of behavior- relevant 1ntormat1onP. 
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Comparing patients who d1ftered 1n t heir degree of al1enat1on 

but who were matched for soc1o- econora1c backgrounds and tor 

health and hospital hist ories 1t was shown that the more ali­

enated patients seored lower on an objective test of kno111edge 

about tuberculosis. Thus it was clear that pat1ente• perceived 

powerlessness was a factor atfeot1ng their response to oritlcal 

01roUUl~ tances 111 their health career. 1. e . aoqu1s1t1on or know ... 

ledge and subsequent behavior. Furthermore these d1tterences 

were reflected 1n· l'X>th the start' • desor1pt1on ot the patients 

and 1n the pat1enta• attit udes about the 1ntormat1on prooeas. 

'nle authors concluded that the patient•• general sense or power­

lessness or personal oontrol 1ntluences h1• learning about tuber­

ouloa1a wlth h1gb alienation being oonduo1ve to poor learning. 

Alt hough t he d1tterenoes 1n knowledge on the object1ve 

test were atat1st1call7 e\gn1t1oant the writers raised the poa­

alb111t7 that these may ln tact be a function ot hidden d1tter• 

ences 1n feelings of powerlessness. The study also provoked 

an important question about the causal chain of' events, 1. e . 

was the poor learning produced b7 powerless• •• OB did the 

powerlessness result from inadequate knowledge? Furthermore 

tbe study made .no 41st1not1on among kinds of knowledge, henoe 

one 1• left wondering how generalized the learn1ng t1e W1th 

po•erlesa~esa may be and , indeed , whether the poor health 

knowledge shown by the alienated. patients would be parallelled 

1n almost any domain. The results eoulc! suggest a number or 

concluslone, 1. e . a highly generalised. withdrawal or interest 

on the1r part or fundamental dltterenoes in I , Q. or oapac1ty 

to learn. 
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An attempt was made to olarit7 some or these questions 

1n a turther teat of the al1enat1on-soo1al eam1ng theo1"7 u•lng 

a Retormator, setting (See1hA?l• 196)) . The tollowlng hyPOthee1s 

was proposed1 ns1noe the alienated inmates hold low expeo. 

tancles tor oontrol they Wlll learn less and preewnably exh1b1 , 

less 1nterest 1n 1ntormat1on that is objectively quite relevant 

to their careers. but 1mpl1es planning or faking active steps 

to control future contingencies." Three kinda ,:.,f 1ntormat1on 

differing oh1efly 1n their usefulness tor managing their own 

dest1rq were presented to the priaoners. Speo1t1cally the 1n­

tormat1on related to (l) the 1mmed1ate reformatory s1tuat1on, 

(2) ach1ev1ng sucoesstul paroles ()) long- range prospects tor 

a non- or1m1nal career. It••• predicted that inmates scoring 

low 1n powerlessness 1t0uld ahow superior retention of the pa?'Ole 

mater1•1 since this material most clearl11mpl1es the poaa1b111ty 
7 

of personal control over events. The t1nd1ngs confirmed the 

predlctton. Aocordlng to Seeman exam1nat1on ot the aoclal 

background of the 1nmatea shows that these results camiot be 

attributed to differences 1n 1ntell1gence or cr1m1nal history. 

Further, the superior learning of the una11enated prisoners 1s 

shown to be aesoolatod w1th aOh1eveme~t- or1ented behavior w1th1n 

the prison and 1n their QUt&1de e1 tuat!.ons. 

There now remains the problem ot explor1ng the degree 

of general1t7 or the l1m1tat1ons that hold tor the thesis pro­

posed b7 Seeman that an 1nd1V14ual•• generaitzed expectancy 

tor control of bis outcomes (1 . e ., sense or powe~lesaneas) 

govema his attent1on to and acqu1a1tton of 1nformat1on avail• 

able 1n the environment. Support tor the thea1s is round also 

1n mass aoclety theories, 1n the arg\Ulent that structural 
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conditions or mass aoo1et7 (1noreas1ng mob111t1, rat1ona11za­

t1on ot industrial proceasea, bureauorat1zat1on) encourage a 

sense ot powerlessness which leads the 1nd1v14ual to be 1nsen­

e1t1ve to and unintormed .al?C)ut an environment over which h~ 

believes he has 11ttle 1ntluence. The findings or the a11ena­

t1on studies tend to prov1de cont1rmat1on ot the thesis 1n 

various control.relevant s1tuat1ons and aleo to 11m1ts or the 

assoo1at1on be~ween powerleeaness and poor learnings for neither 

learning theor1 nor mass soo1ety theory neoessar117 1mply that 

the po1rerless will be leas knowledgeable 1n all domains . The 

pr1no1ple at atake, according to S•eman, ls not so much that 

peraonal1t7 or response patterns or an overall character emorges 

1t is rather that in some range of spec1t1able .o1rcumatanoes 

motivated avo1danoe ot learning occurs. The repeated demonstra­

tion that the poor learning wh1ch powerlessness encourages ls 

apeott1c to control-relevant 1nform.atton would establish a 

theoret1oall7-der1ved principle the~ 1s broadly appl1oable y¢t 

1s capable of generating d1scr1m1nat1ng pred1ct1ons (Seeman, 

1967) . 

Thus tor purposes or re-cont1rmat1on or h1s thesis and 

added depth ot demonatra,t1on Seeman conducted a thlrd atud7 using 

Swedish data obtained from students at Lund University (Seeman, 

1967) . Two major hypotheses were testeds (a) that those who 

are hlgh in powerlessness will have 1nfer1or knowledge 1n control­

relevant area• ot the1r experlencea and (b) that the sense or 
I 

powerlessness leads to behavioral avoidance when the 1nd1 vtdual •·s 

anxieties about cont~ol are ~nTOked. Subjects were rated on 

their performance 1n two knowledge tests, one on cultural 



atta1ra, and one on nuclear attalra. Beaults or the study 

reveal that h1gh powerlessness goes with poor nuclear know­

ledge while alienated and unal1enated students do not differ 

1n cultural 1ntormat1on. 

The toous upon differential learning aenea to 

clarity the kind ot construct and the klnd or theoretical 

der1vat1ons involved 1n the typical ps7chologioal and soo1o­

log10al asaert1ons about a person's sense ot ett1oacy. compe­

tence or mastery. Seeman reels that the data obtained 1n th1a 

last atud7 re1nrorce the obsenat1on that when we speak ot 

powerlessness and mastery we are dealing with eXpeotanoiee ror 

control which govern the 1ndiV1dual•s learning 1n determinate 

yet 41sor1m1nat1ng wa,e. People Who believe that the environ­

ment 1a one they can have an errect upon show that they are 

sensitive to potentially helpful clues about that environment 

whether those clues ooncem matters ot health, parole or poli• 

tlos, and conversely, knowledge aoqu1s1t1on ls irrelevant tor 

those Who believe that tate , luck, chance or external toroes 

control the outoo•e or events. 

'l'he proposed theory ot al1enat1on 1n relation to 

social learning 1n control- relevant lite s1tuat1ona as de­

veloped b7 Melvin Seeman would seem to have special appl1ca­

b111ty 1n the caee or coronary patients whose recovery and 

continued well-being may depend to suoh a large e%tent on 1 

their understanding of their illness and the rationale tor 

the oaref ully apeo1t1ed health regt11en. For those who be­

lieve that the illness and lta outcome 1a predetermined by 

heredity, fate, or some higher power (1. e • • those high 1n 

alienation. and powerless to control their fate) there 1s 
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obv1oual1 little need tor lean11ng the possible causes or 

the illness and the means ot controlling the consequences. 

It is ant1o1pated that mot1vat1on tor compliance to medical 

presor1pt1ons would be less strong since the outcome, favour­

able or unfavourable, 1s already decided. One might also 

speculate that two or the extreme patterns or behavioral re­

sponse encountered among coronar1 patients, 1. e . cr1ppl1ng 

obseaa1on with heart symptoms or total denial ot phya1oal 

l1m1tat1one, 1a related to the degree or personal al1enat1on. 

In each oase the long term outcome ot the illness would be 

atteoted b7 suoh behavioural responses. It can be assumed 

that an Wlduly h1gh degree or tear and anxiety would underlie 

both the cardiac neurosis 1n wh1oh an 1nd1v1dual becomes an 

1nval1d whose life 1a dominated bJ the eXpeotancy ot a recur­

rent and possibly fatal m1ooardlal 1nfarot1on, and likewise 

the qu1et despair ot him who has ettecttvely denied h1s limi­

tations 1n an effort to experience llte 1n the utmost before 

the final blow strikes. Fortunately such extreme reactions 

are the exoeptlona rather than the rule but 1n relative de­

grees they are more frequently encountered and thus nay act 

as a deterrent to eucoesstul rehab1l1tat1on. 

On the contrary it la expected that persone low 1n 

alienation who feel, w1tb1n 11m1ta, to be 1n oontrol or their 

own destiny would be more likely to recognize that the1r 111-

neas la 1n part the reault or personal habits, attitudes, or 

l1te style ot their own making and hence would accept greater 

respons1b1l1ty tor controlling these things . It .ieemanta 

thesis ls v~l14, one would hypothesize that such persons 

would seek and ut111ze 1ntormat1on about their illness. lts 

2? 
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et1olo,a and management as would enable them to assume rational 

oontrol . Compliance to med1oal prescrlpt1ona would be higher 

and oonaequentl1 1t could be expected that more favourable 

outcomes would ensue. However, the heart patient 1s by det1-

n1t1on somewhat 11m1ted 1n that h1a knowledge or pathophy81ology 

may be m1n1mal and the heart 1njury 1s not v1s1ble even on x-ray 

films. Bence he must to a large extent depend upon 1nformat1on 

communicated to him by phya101ana and other treatment personnel . 

In the medical literature on the rehab111tat1on or 

the eard1ac patlent a factor frequently cited as an important 

element 1s eXplanat1on by the phys1c1an to patient and family 

about the nature of the disease and the projected treatment. 

Communication between doctor and patient on these 1aeues serves 

to reduce rear and m1a1nformat1on, reduces card.1ao d1sab111ty, 

and encourages the patient to follow the regimen prescribed _by 

the phys1c1an (Oroog et al, , 1968) . This Y1ewpo1nt regarding 

the 1mportanoe ot adequate eXplanatlon appears 1n a large 

number ot articles by phys1o1ans reviewing programs of treat­

ment. Williams et al. conducted a 11m1ted survey 1n wh1ch 

oard1olog1ste and general pract1t1oners were asked tor their 

views concerning how rehab111tat1on of oardlao patients mlght 

be aost erteot1vel7 acoompl1shed . Listed most frequently was 

neducatlon ot patient and famllJ by the phys1o1an" as a means 

ot dealing •1th "the maJor problems taoed by the physician in 

his eftorta to rehab111tate 1nd1v1duals with heart disease" 

(Croog et al., 1968,1)2) . 

In view ot the widespread assumptions regarding the 

importance ot adequate education of patient by ph1a101an, lt 

1a interesting to note that not one slngle example 1n the 
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l1terature can be round ln wh1ch thls the81S has been tested, 

Research 1n which uee is made or beth eZper1men al and control 

groups 1n regal'd to the 41rterent1al erteots or phya1olan ap­

proaohes to explanat1on are 41tt1oult to t1n4. Thul one hee1 ... 

tatea to state with oont14enoe that part1eular typee ot patterns 

ot 0011D1unioatlon or that apeo1r10 content 1n commun1oat1on 1e 

more clearly linked to ta•ourable outoome. 

Elements 1ntlueno1ng the nature of OOl!lmtn1oat1011 

between doctor and patient are •arled and complex. ,Or example, 

by the tra7 1n whloh the role relations between dootor and pa• 

t1ent are structured. by the baokarcnmd and orlentatlon or the 

pby'slolan. by the locus in Which the oom.mun1cat1on tak•• place 

•• well as tbe c1roumatanoea, b7 the peraonal1t7 ot the doctor, 

an4 probably by other taotora •• well. 

Variable phya101an approaohea to explanation ma, be 

es.mined 1n the light ot theoretical ao4ela ot pat1ent-phya1oJan 

relat1onah1pa. szaez and Hollender (Croog et al • • 19681133) 

tor e%811ple desor1bed three types, t1rat. the activity~ 

paaa1T1ty model 1n Wh1ob the phya101an 1a the aot1ve -«9nt 

while the pat1ent 18 paaslve. 'ftlla model ls appropriate ror 

acutely 111 persons when the phye1e1an la 1n a position or 
autbor1ty and oontrol. A second tn,e 1• the Guidanoe­

Cooperat1on Model 1n whloh the patient 1• oapable or following 

d1rect1oll8 and 1a gulded by the phya1c1an 1n a thert1peut10 re­

giun. Tho tbll'd. 1• the Mutual Part1o1pat1on Model, also termed 

the Educational Model, 1n Wb1oh the pbyalo1an, by means ot edu­

oat1on. helps the patlent to help hlmeelt. 

Eaoh model 1• moat appropriate to a particular phase 

ot reoovol"J' and all three models are l1ke.ly ut111zed 1n vamtne 



degrees by most phJ's1o1ana. Bowe-rer 1r any one mod.el becomes 

the preferred method charaoter1z1ng ph7a101a11- pat1ent relat1on­

ab1pa ~hen one might expect dlfterenoe■ ln outcome. For example 

1n a •pure• case where models one and Two pNdomlnate a person 

wlth heart 41aeaae will rece1n a aet ot 41not1ona wlth vary­

ing amounts or explanation and exhortation. Whereas lt the 

Mutual- Part1o1pat1on or Educational model are the preferred 

mode ot doctor- pat1ent relationship one would expect to see a 

syatemat1o education ot the patient 1n all aapeot• or his 111-

nees and its management. 

Two major determinants or recover, from heart disease -

personal alienation and inadequate 1ntormat1on about the lllnesa 

- are being postulated aa deterrents to eucoeaatul rehab1l1tat1on 

ot cardiac patients. 



CHAPTER III 

RESEARCH DESI GN 
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The objeot1Te 1n the present study 1s to observe the 

erreota ot al1enat1on on relevant social learning among pa­

tients with acute coronary heart disease . Purther we wish to 

see whether increased knowledge w1ll result in greater compli­

ance to a medical regimen and hence 1n more favourable outcomes 

1n terms of rehab111tat1on. Using a modified control­

experimental design the research 1nvolvea two groups of card1ao 

patients who were exposed to ditterent experiences. The com­

parison group reoe1ved variable but esaent1ally 1no1dental 1n­

struot1on about their illness and 1ta management while the 

treatment group were exposed to an experimental program of 

coronary health education. Part1olpat1ng in the project were 

the chter cardiologist or the service. a proteas1onal d1et1• 

t1an, several phys1otherap1ste and th• writer who performed 

the dual role or n~rs1ng 1natruotor and researcher. 

TBE STUDY POPULATION 

Comparison subjects were all those persons meeting 

the criteria who were admitted to the coronary care unit of 

two local general hospitals between April and October. 1970 . 

Treatment subjects were all those meeting the cr1ter1a who 

were admitted to only one ot the hospitals between December, 

1970 and April , 1971. Cr1ter1a tor selection 1n both groups 

weres 

(1) diecharge d1agnoa1a or acute myocardial tsc~~m1a 

and/or myocardial 1ntaret1ona 



(2) malea 

()) age 65 years and under. 

lnolud1ng pat1enta with both diagnoses waa considered useful 

s1noe the underly1ng disease process 1• a1m1lar except 1n de­

gree of' cardiac impairment . Pat1enta ln both oategorles require 

s1m1lar treatment and would equally protlt trom systematlo coro­

nary health education. Lastly 1t was neoessary 1n order to in­

crease the size or the study population. The dec1s1on to ex­

clude persons over 65 years was based on several oons1derat1ons. 

These people are more likely to be retired from the1r usual oo- · 

oupat1on and hence faoe d1tterent k1rlds or problemss their 11t'e 

style and personal habits are more firmly establ1ahed making 

oompllance to a medloal regimen more dlft1culta and finally the 

process ot ag1ng 1s superimposed on other factors thought to be 

aasoc1ated with coronary heart disease . Females were excluded 

from the atudJ because t he1 are less llkel1 to be atfeoted with 

the d1eeaae under the age ot 6.S and 1t ao , they are faoed wlth 

dttterent problems ot adjustment 1n the recovery period. 

Once the coronary health education program was intro­

duced, 1t was to be made available to all patients, hence 1t 

was necessary that the comparison group be ma4e up ot pat1ents 

hosp1tal1zed dur1ng a five- month period prior to the 1n1t1at1on 

of the p?'Ogram. These subjects were presumably glven 1n41v1dual 

1nstruot1ona bf their phys101ans acoordins to the preferred or1-

entat1on of those pract1t1onera and subject to the uaual 11m1ta­

t1on• ot time and locus or communioatlon. 

The treatment group oona1ated ot patients hospitalized 

during a three-month period tollow1ng the inception or a planned 

program or health 1nstruct1on and presor1pt1on tor rehab111tat1on. 



SubJoots were asked to listen to a series or taped 1nstruct1ons 

and/or do selected illustrated readings . Presor1pt1ons tor 

~ehab1l1tat1on, eepeo1all1 1n the areas or dteta17 and act1. 

v1t1 control, were m1nutel? an4 preo1aely det1ned, Where ap­

pl1oable eaoh patient was given printed outlines or the above 

measure• and encouraged to contact members of the proJeet team 

tor t'ollow-up oonsultat1on 1r questions arose 1n the post­

discharge period. Ample t1me and opportunity were provided 

tor d1souss1on so that both the atatr and patients were satis­

fied that the message was fully oomprehena1ble, 

Briefly, the content or the 1natruct1ons related to, 

(a) explanation or the coronary heart attack --

anatomy ot coronary arteries, atheroma and factors 

assoo1ated w1tb 1ta produot1ons coronary thrombosis 

and 1ta ettect on the 1DY'OOard1uma heal1ng processes, 

benefits or rest tollowed bJ oonvaleaoent exercise. 

(b) convalescent act1v1t1 reglme (after leaving hospital) -­

objeot1vea, t7pea of exercise, act1v1t7 levels1 

warning s,mptomss oard1ao pain and. 1ta control . 

(o) post-convalescent aot1v1t1 regime --

objectives, t1pes or aot1v1t11 activity levelas 

aot1v1t7 response checks, Y. M.C. A, recond1t1on1ng 

programs. 

(d) tobacco add1otlon--

rat1onale tor avoidance or tobacooa suppreaaal 

of withdrawal s7111ptoma1 methods or overcoming and. 

oontrolllng addlctlon. 



(e) weight reduction and maintenance -­

principles and methodsa rationales practical 

1natruot1ona tor preparation ot tood. 

(t) dietary regime --

rationale tor preecr1pt1on1 tat-controlled dietas 

carbohydrate.controlled d1etas praot1oal instructions 

regarding buying and preparing foods . 

(g) learning to 11ve with coronary heart disease - ­

reducing pred1spos1ng tactora aasoo1ated with heart 

diseases review or preser1pt1ona and rationales 

modification ot lite style to reduce stress and 

strain and to incorporate health recommendations. 

hach patient 1n the treatment group was also given 

iD~ivldual direction b7 h1s own phyalotan. In vtew of the 

small size ot the study population and the real 11te situation, 

1t 1s ant1C1pated that d1tferencea in the treatment given would 

be leas marked than 1n a laboratory situation where a relative 

absence or the e%})er1mental etteot could be assured and more 

controls on patient charaoter1st1cs achieved. 

COLLECTION OP DATA 

Data tor the study were obtained through personal 

1nterv1ews using a structured queat1onna1re (see Appendix I) . 

In order to tlnd and 1nterv1ew patients for the comparison 

group, v1s1ts were made to the hospitals and written and tele­

phone conmwi1cat1ons were used to contact physicians, patients, 

and. their families . A period d two to four weeks had elapsed 

between diaoharge rrom the hoapltal and 1n1t1al contact . 

From those selected as poae1ble subjects, five were 

exoluded by their physlolans. In three oases, the reason for 



exclus1on waa tear ot untoward reaction• from patients who 

were thought to be "unatable", "neurotic~, or "overl1 an­

x1ou•" • ot the rema1n1ng two oases, one appeared to be re­

late~ to untoward ph1s101an reaot1on, while 1n the other 1n­

atanoe no reason was ottered. Pour patients were hesitant 

about part1o1pat1ng and were considered as refusals , P1ve 

persons were eliminated on the basis of distance, while t1ve 

oould not be contacted, one patient suffered another acute 

episode and was readmitted to hospital, While one patient 

41.ed en route to the emergency department. Nineteen male 

subjects were finally obtained for the stud7, All inter­

views were conducted by the writer at the pat1ent•a home on 

an appointment basis. 

Treatment eubjeota, nineteen in number to match 

the oompar1son group size, were located by the researcher 

shortly atter their t:ranafer from the intensive coronary care 

unit to a aub-aoute ward or were directly referred bJ phye1-

c1ans. or those selected tor part1c1pat1on ln the study three 

were excluded by their phfe1o1an because or compl1cat1ng me­

dical problems, and one patient refused. to partlo1pate. The 

1n1t1al 1nterv1ew occurred , on the average, approximately 

twelve to fourteen days rollow1ng adm1as1on to hospital . At 

th18 time the questions tor measuring alienation were asked 

and the pat1ent•s demographic character1st1cs were obtained, 

A further interview was done rollow1ng completion or the teach­

ing program usuallf the daJ pr1or to discharge . Treatment aub­

Jeota were contacted bJ telephone for the t1nal 1nterv1ew, ap­

prox1matelJ three weeks following 41■oharge, w1th the exception 
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of the last t1ve subjects whose tollow-up 1ntorv1ew occurred 

within one week ot 41soharge due to l1m1tat1on• ot t1me . 

Prom the above 41souas1on 1t 1& apparent that a 

tairl7 high degree ot selt- aeleet1on was operating in ~he oom­

par1aon group. Th• higher number or ph7s101an aild patient re­

fusals to part1o1pate in t he study may suggest that more paUenta 

high 1n al1enat1on, b7 our det1n1t1on, were a1stemat1cally ex­

cluded. Aleo the time tactor 18 important 1n the sense that 

these subjects had a longer period ot recovery and henoe mot1-

vat1on for part1o1pat1on was leas urgent a1noe no direct advan­

tage would 'be gained by their partto1pat1on. It was felt that 

several subjects had rece1ved personal encouragement from their 

own ph7s101an to be interviewed while 1n some oases of refusal 

th~ laok or personal acquaintance •1th the researcher, v1ewed 

as a stranger, may have been part1all7 responsible for their 

lack ot interest. 

In add1t1on, the longer lapse or t1me between dis­

charge and interview 1n the oomparlson group may have worked 
' to the1r disadvantage 1n terms of the scores they obtained on 

knowledge and compliance 1nd1ces. A number or details mar 

have been forgotten during th1s time lapse and thelr level of 

compliance may have gradually decreased 1n proportion to level 

ot recovery. It could be ant1o1pated that their level or post­

ooronaey d1sab111ty would be lower than those 1n the ~reatment 

group s1nce these latter subjects were interviewed sooner after 

discharge. The factors or distance and unava1lab1l1tf may 1n­

d1cate that 1n fact those subjects who were most readily avail­

able were those whose degree or card1ao 1mpa1rment was highest . 



In the treatment group, the patients approached were 

still 1n hospital and presumably thelr mot1vat1on for learn1ng 

and for aids to recovery would be at 1ta highest leYel. Thls 

group had more to gain from their part1o1pat1on ln the program 

and furthermore were personall1 oontaoted 1n taoe- to-taoe 1n­

teraot1ons by the project team, Who •re more likely to be per­

ceived and accepted on the baa1s of the1r therapeut1o i-ole . 

Most or the subjects strongly supported the reseal"oh goals and 

were keenly interested 1~ pa?t.: o1pat1ng and supplying desired 

1nfonat1on to complete ;ueat1onna1res. 

These subjects had the deo1ded advantage of being 

tested while the 1nt'ormatlon was at1ll fresh 1n their minds 

having had numerous opportun1t1ea tor reinforcement of learn­

ing, olar1t1oat1on of questions, support rrom the etatr and a 

olose bond or 1dent1t1cat1on, allot which woUld be ex~eoted 

to be re~leoted 1n higher knowledge acorea and in hlgher com-
, 

pl1ance scores. The degree ot oard1ao 1mpa1rment was more dif• 

tloult to assess s1noe most pat1ent1 •re 1nten1ewed tor the 

last time while st111 convaleso1ng. The etteot or returning 

to their former oooupatlon could not therefore be taken into 

account . The above d1tterences 1n approaoh1ng subjects, pro• 
I cedures uiled and t1me or 1nterv1ew relative to hospital dis-

charge Jugpst l1m1tat1ona which will likel7 be reflected 1n 
/ ' 

the da••• 
I I ( 

Fol:loWing 1s a presentation ot h7potheses to be 
' ', 

tested an« a i1souso1on ot major variables, 
~ , l 

I ' ,i 
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\ 
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1TFothes1s One 

Subjects b1gher in a11enat1011 will ahov less knowledge 

about their illness and 1ts management than those lower' 

1n allenat1on. 

HYpothes1s Two 

Subjects having greater knowledge about their illness and 

1ta management will show higher compliance to the pre­

sor1bed health regimen than those i.v1ng less knowledge . 

BYpothes1s Three 

Subjects who show higher levels ot oomp11ance to the 

presor1bed health regimen w111 show less post-001'<>nar1 

disability than those showing lower compliance. 

Indloeg or A11enat1gn 

For purposes ot th1a study alienation, the independent 

variable, was detlned as "peroe1ved. powerleaenese to c-·ntrol 

event• 1n the or1t1oal a1tuat1on ot an aoute cardiac illness~ . 

lt was measured by seven toroed- oho1ce 1tems ( see Append.ix I ,, 
8 Items 5. 18, 19, 20, 29, Jo. Sl). An example or 1teme used 

la the tollow1ng, "Do you belie~e that beeom1ng a suooess ls 

pr1u.r1ly a matter ot luck or atrlotly hard work?"' (Item S) 

t\Bai'd. wi,rk" was oone1dered an 1ndex or low al1enat1on and as• 

signed a aoore ot o, 1'h1le bel1ef in luck was oonsldered an ex­

preaston or high al1enat1on and was assigned a score or 1 . All 
r 
I/ 

alienation items were aoored in a1m1lar rash1on. 
• l • 

AS an extension ot the above theme two items relating 

spe.clfitcally to heal th were included• the first dealing vi th 
I, 

"he~th 1n general" and the second being directed to the pre-
,.\ • l 

sen~ 111~~8 ( see Appendix I , Items 16 , SO) • The queet1ons 
I; l f 

I 
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were included 1n an attempt to see whether feelings of al1ena­

t1on were generalized to health matters and to what extent these 

feelings would be modified after exposure to the 1nstruct1on 

program. The comparison group answered the first question at 

the beginning of the 1nterv1ew and the second question toward 

the end or the 1nterv1ew, wh1le the treatment group answered 

the first question in the 1n1t1al interview and the second ques­

tion following completion or the treatment program. 

The questions and auawera are presented for compar1-

sons 

Question 16s ~Row much cont rol do 1ou think people 

have over their own health?" 

Response• were aoored aa f ollows, great deal or control (1n­

d1~at1ng low alienation) was assigned 1 po1nt1 2 points were 

given for 0 aome control"; and 3 points were assigned to the 

"no control" responses . The same scoring method was used ins 

Quest1on 501 "Bow muoh do you think 1ou can control 

what happens to your own health rrom 

now on?• 

The comparison group obtained a mean score or 1. 73 on question 

16, and 1. 79 on question SO, wh1le the treatment group•s mean 

aoore was 1 . 11 tor question 16 and 1. 06 tor question so. These 

responses correspond with the generallT h1gher alienation scores 

or the comparison group, a slight increase being observed for 

the question dealing with their own illness while the contrary 

1s true or the treatment group who showed a slight decrease in 

al1enat1on in relation to their current 1llneas following sys­

tematic instruction. 
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Three oategor1es ot dependent variables were measured, 

(a) knowledge regarding the nature of coronary heart 

disease, the factors assoo1ated with lt, and the 

rationale tor spec1r1c preeor1pt1ons, 

(b) level of compliance to prescribed regimen relating 

to reat and act1v1ty, smoking, diet, med1oat1ons and 

stress, 

(o) level or post- ooronar1 d1aab111ty. 

Ind1oes of Knowledse 
Knowledge items were der1ved from m&n7 sources and 

included 1nf'ormat1on considered desirable tor an adequate un .. 

4erstand1ng ot the 1lln!•• and its management. (See Appendix 

II . ) They also included clearly defined prescr1pt1ona ror all 

aspects or health management and printed d1rectlons where appli­

cable , The total maximal knowledge score was 66. 

Both groups were subjected to the same test and in 

both groups lack of' clearly de tined preaor1pt1ona resulted 1n 

lower soorei. Thla occurred part1ou1arly 1n the caae or pre­

sor1pt1on tor oontrol ot act1v1ty. An example or a low-scor1ng 

presor1pt1on would be "Take 1t easy for a rew weeks", while a 

high-scoring preaor1ption apeo1t1ed the graduated level• of ao­

t1v1t~. The latter program waa not uniformly aooepted by all 

pbya1c1ans tor treatment subjeeta even though the latter re­

ceived general instructions about aot1v1ty &nd exercise. These 

treatment subjects received lower knowledge scores than those 

Who part1o1pated 1n the preacrtbed activity program. 

Knowledge or pathology and etiology or coronary heart 

disease was assessed by means ot 1nd1reot questions and probing. 

For example 1 



~People say that 1r 7ou••e had one heart attack 

you•re bound to have another. Do 7ou thlnk this 

1s true?" (Appendix I, Item 15) 
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Probing was required 1n order to assess the basis tor a pos1-

t1ve or negative answer, 1. e . Whether the reapondent•a op1n1on 

was based on factual information or a hunch or hearsay. Know­

ledge or the rationale for the preaor1bed health reg1aen was 

measured by direct questions about 1ndlv1dual prescr1pt1ons 

where appltoable, otherwise by 1nd1reot question~ and probing. 

Indioea or Comgl1pce to Health Regimen 

Comp11ance aoores were baaed on the knowledge 1tema 

on the assumption that where prescriptions were clearly defined 

compliance oould be assessed more accurately. One would then 

expect a proportionate correspondence between knowledge and com­

pliance scores. Since 1n the comparison group some presor1p­

t1ons were less olearl7 speo1f1ed, there ma7 have been high 

compliance as defined by the patient and baaed on h1a percep­

tion of the prescr11.,tion. However, 1n the atud7, compl1ance 

based upon vague preacr1ptlona was assigned a lower score than 

oompl1anoe based on speo1t1~ presor1pt1ons. It would be ex­

pected therefore that compliance scores tor the comparison 

group would be oona1derabl7 lower than thoae of the treatment 

group. 

All eompl1anoe items (Appendix I I) were scored as 

follows, never or seldom• Os some time• ls complied most 

of the time• 2, complied all the time•). Besponses were 

1n some oases substantiated by the spouse though the subject •s 

reported compliance waa accepted at race value . No attempt 



was made to verity the nature of specific prescriptions with 

attending physio1ans since it is telt that the pat1ent*s be­

haviour 1a a response to his perceptions rather than what may 

have actually been recommended b7 the doctor. 

Ipd1ces of Post-coroneu D1sabil1ti 
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The outcome or the illness was measured by an assess­

ment of impairment 1n the fultllment of usual family . occupa­

tional, recreational and social roles. A second measure of 

d1Rab111ty was obtained by expressions of self- feelings {phy­

s1cal and psyoholog1oal) after the illness as compared to the 

period preceding the acute episode. (See Appendix II) 

Arbitrary Judgments were made and scores were assigned 

as follows, no change or improvement 1n post-coronary d1sab1-

l1ty • o, el1ght 1mpa1rment • la moderate impairment• 2. se­

vere impairment - )a very severe :-J ,palrment • 4 . 

lt would seem reaaon,able that varying degrees of 

residual hear t damage would likely be reflected ln the poet­

coranar1 outcome an~ hence one might expect d1t'f1culty 1n se­

parating the effects of alienation, knowledge and compliance 

from those of pathology. 

It was not possible to control for e%tent of path­

oloS7 due to the limited size or the study populations ho·. ·ever, 
I 

a record was kept of f1nal d1agnos1a . previous myocardial 1n-

tarct1ons, and complications arising from the current illness. 

Group comparisons on these variables w1ll be presented later. 

A further 11m1tat1on ot the etud7 1s that 1t ls con­

cerned onl7 with short- term outcomes. It 1s recognized that 

in the long run various other factors may operate to alter the 



relationship among the variables be!ng tested here . The tlme 

factor, for example, 1s s1gn1f1cant 1n that subJects 1n the 

comparison group will have had a longer period ot recovery and 

survival than those 1n the treatment group at tho t1me of in­

terviewing and completion or the stud7. 

Control variables included 1n the quest1ona1re con­

sist or demographic, ep1dem1olog1cal and medically s1gnif1oant 

data. Variables considered relevant to the present study a.re 

presented below. 

Character1st1cs of the Study Population 

Demograph1o and Sool!l Vatlables 

Ase. educational level, and occupational level are 

thought to be of special importance 1n relation to the present 

atudy as d1t'f'erenoes are more likely to be reflected 1n the 

data on al1enat1on, knowledge , oompl1anoe , and poat-co-ronary 

d1sab111ty. 

Charaoterlstlcs of the two groups are presented be­

low to~ compar1aon. 

4J 



Age C 

3.S-39 l 

40-49 4 

50- 59 6 

60-66 8 

TABLE 1 

Demograph1o and Soolal Character1at1os 
or Comparison and. 'l'reatment Groupe 

T Education C T oecupat1on 

1 o-8 yeara 4 9 unsk111ed 

' 9- 11 years 6 3 semt- akilled 

10 12 years 4 3 skilled and 
foremen 

s over 12 years .s 4 clerks and k1n• 
dred p~ 
and managers 

professlonala 

Legend, C - Compar1 aon Group N • 19 

T - Treatment Group N • 19 
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C T 

2 2 

2 5 

5 4 

4 2 

1 3 

Members or the comparison group were sl1~htly older 

than those ot the treatment group, tho majority of whom were 1n 

the 50- 59 age group. '1'h1s alight inoreaae ln •~ ma7 be reflec­

ted 1n higher poet-coronary 41aab1lit7 scores slnoe several ot 

these comparison subjects would be close to retirement . Thus 

impairment 1n their occupational role eapeolall7, may be higher. 

'l'he rounger average age ot the treatment group ma7 be reflected 

1n more ertenelYe pathology being at th1s time presumably at 

the peak or their career an4 un4er more stress. 

Ther e were more tree~m•nt eu'ojeota Who had not 

aob1eYe4 a hlgh school level or eduoat1on. On the Whole , com­

parison subjects had a slightly higher eduoat1onal attalnment 

which 1s rerleoted a1so 1n t heir proportionately hlsber levels 

of oooupat1on except 1n the profe•a1ona1 oategoey. The above 
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d1tterenoes would be expeoted to 1ntluenoe knowledge scores to 

some extent although the program was mod1t1ed to suit the level 

ot educat1onal achievement bJ treatment aubJeota . 

Bp1dep10,05121l v,r&ables 
It ts expected that 41.tterences 1n the type and degree 

of taetors thought to be associated wlth coronary heart disease 

would influence t o a large extent the variable pathology oocur­

r1ng 1n the groups, the nature or preacrlbed medical regl~ene 

and honoe of compl1anoe problems and the prospects tor rehab1-

l1tat1on. The following table presents the ep1dem1olog1cal 

oharaoter 1at1oe or both groupe . 

TABLB 2 

Ep1dem1olog1oal Charaoter1st1oa 
ot Comparison and Treatment Croups 

B1ak Paotor• 
Commonl7 Aa■oo1ate4 with C,B. D. 

Berec11ty 

U,pertenslon 

Diabetes 

I.eek or Regular ptiyslcal exercise 

Sudden excees1v& ph1s1cal exertton 

cigarette smoking • less tl'lan l pack per day 

• more than l paok per da1 

lixoeaa1ve 1ngest1on ot h1gh rat and CBO foods 

overwe1ght 

Co11t1nued h1gh stress level 

Legend , C 
T 
C.H. D. 
CHO 

- Comparison Group 
• Treatment group 
- Col'Onary Heart D1seaee 
- Ca.J'bohydrate 

0 T 

8 12 

:, 6 

) l 

l) 12 

6 ? 

2 8 

16 9 

19 13 

19 13 

17 17 
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The preaenoe of coronary heart disease 1n the pa­

'"''.i.'-nt • s 1mmed1ate family ls thought to 1noreaee h1s chances or 

hav1ng 1t also , e1ther through genet1o or cultural transm1ss1on. 

SubJeots were d1reotly questioned on th1s and the heNd1ty fac­

tor appears mon frequently 1218 _1n the treatment group. 

Hypertension (high blood pressure) and diabetes are 

tre,uently aasoo1ated w1th coronary heart 41sease. Conf1rma­

t101, cf the above conditions oame trom the pat1ent•s record . 

The treatment group shows a higher 61) 1no1denoe of hyperten­

sion, while diabetes was more frequently found ) al 1n the oom­

par111on group . 

The Nlat1on1h1p between aedentaey 11v1ng and the high 

1no1dence of' coronary heart disease 1n western countries has been 

repeatedly observed. Study subjects showed a high proportion of 

general physical 1nact1v1t1, while sudden excessive exertion was 

mentioned about as trequentl7 by each group aa a possible pre­

o1p1tat1ng taotor 1n the current acute episode. 

Exoeea1ve and prolonged o1garette smoking has been 

felt to increase the probability ot ooronaey heart disease oo­

curr1ng by 20 to SO percent. The oompar1aon group smoked ex­

oess1Tely 16,9 as compared to the treatment group who seem~ 

to l1m1t themselves 8,2 to le•• than 20 cigarettes per day . 

A h1gh intake ot foods rich 1n tao (especially animal 

tat) and carbobyd.rate reflected 1n increased blood levels, con­

firmed by laboratory tests and ntt~r1t1onal history, was found 

to be a taotor 1n the 19 comparison subjects, and 13 ot the 

treatment subjects. 



overwe1ght, detl.ned aa an excess or 10 pounds above 

the des1rable 1"t1ght tor height and body trame oeourred in dt­

reot proportion to toed hab1ta.9 1n th1s respect the oompar1aon 

sroup tended to eat r1ober foods and aurter more from obesity 

than 414 treatment aub3ecte . H1gh oholesterol and tr1glycer1de 

blood levels are telt to contribute directly to the underlying 

dtaeaae prooeaa ot atheroaoleroa1a (deposits of tatty plaques 

on the inner 11ru.ng ot the arterlei9) whlle exeea111ve weight 

causes exoeee1ft heart etra1n. 

The r-unot1on ot atreaa 1n relation to heart d1seaee 

has been euapected tor a lons t1me, though pbyalolog1call7 it 

18 more dltt1oult to 1dent1fy p:reo1ael1 <••• PP• 5-6)tor ~ 

d1acuss1on ot pa7oholos1oa1 varlablea) . 

Besponaea concern1ng lenl• or stress as possibly as­

sociated with the present llln•s• "" 4ra1fll t:rom Item 4 b, 

oooupat1onal stress (see Appendix 111 ltem 14, dealing •1th 

et1oloo, 1te11. 23, ooncem1ng eoonom1oal a1tuat1ona and item 

47, wb10h 1n41reet1J measured tam117 napona1b111t7. Prom 

these reapon•e• lt aeeme that l? sl9 in both groups ezperlenoe4 

ta1rly b1gh levels of atreaa. 

D1tterent1al 41str1but1on or multiple ep14em1olog1oal 

taotore oaourr1ng aimultaneoualy 18 observed 1n the two groups. 

Among oompar1aon subjeota, two abow the presence ot tour tao~ 

tora, fourteen show the pre•enoe or t1ve and e1x factors, while 

seven taotora are present 1n three ot the subjects. In the 

treatment group, t1ve aubjeot• show the presence ot tour or 

less taotora, t1ve and e1x taotora aN present 1n nine ot the 

subjeet•, and seven factors are observed 1n r1ve subjeots. 



Thus 1t appears t hat a ta1rl7 high 1nc14enoe ot tac­

tors thought to be assoe1ated trith coronary heattt disease 1s 

obsened in both study groups . (See Table 2) 

A. 

B. 

Pinal 

'!'ABLE 3 

Pathology 1n 
Comparison and Treatment Groups 

Dlago.o t , 1 !'J 

Acute PJyocard1a1 Infarction 

(Acute tuocard1al Intarot1on 
w1th Oompl1oat1ons) 

Hoderaie M1ocardlal Inrarotlon 

Acute Ischem1a ... pend.1ng K. I. 

Previous Myoeard.1al Intarot1on 

C 'l' 

8 10 

(5) (5) 

0 4 

11 5 

1 7 
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Table 3 shows that an equal number in both groups, 

7,7, have suttered o~e or more previous heart attacks. When 

one eom~area th18 data wlth r1ek taetora described earlier, the 

quest1on ls raised. whether some ot these recurrent attacks might 

have been pn,vented by 1ntens1ve 1nstruot1on and ~~?l°i?r levels 

of compliance by the patient. Several or the ,rubjecte expressed 

regret that the present 1ntormat1on was either not made aTa1l• 

able or not stressed auttlc1ently to oonv1noe them ot the need 

tor mod1t1cat1on ot 11te style . 

The same appl1ea to the 16 patients Whose underlylng 

disease process (atherosclerosis) has been progressing to the 

extent that they have suffered acute 1achem1a (inadequate blood 



suppl7 to the heart musole) wh10h may poaslbl:, result 1n an 

:.1\•"'arct 1n the near tuture . Data renal• that more patients 

1n the treatment group have su:ttered aoute or moderate m,ocar-

41al 1ntarot1ons (damaged area ot heart muscle 1ue to block­

age ot blood euppl-7") 1418. though oompl1oat1.om have developed 

in an equal number ot comparison and treatment subjects. 



CHAPTER IV 

PINDINGS AND DISCUSSIONS 
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A compar1aon ot al1enat1on scores 1n the two groups 

will be r1rst introduced to provide cont1nu1ty w1th an earlier 

desor1pt19n or the Character1st1.cs ot the two groups. Then data 

perta1n1ng to each of the hJpotheses will be analyzed and d1s­

ousaed, followed by a brief conolud1ng •~atement on the f1nd1ngs . 

TABLE 4 

Between-goup Comparisons on Al1enat1on 

. High Low 

Comparison Group 13 6 

Treatment Group 6 1:3 

N • ,a 
x2 • s.1s 
p > . 05 

Scores were dichotomized at the median end anal1zed 

using the Ch1 Square Test. Skewed scores 1n both groups, ob­

served in Table 4, may be related to d1tferenoes 1n demographic 

and social oharacterlst1ca. It will be recalled that the com­

parison group were somewhat older on the average, a taotor which 

may ~ccount for their feeling more powerless to control tbelr 

rate. Some degree of selection may have operated among treat­

ment subjects whose ph7s1clan referred them beoause ot their as­

sumed amenability to learning about their illness. Another pos­

sible explanation 1a the 11m1ted alienation scale used 1n the 

study. A more refined measure might have resulted 1n a differ­

ent pattern of d1str1but1on. 
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The purpose or the study was to compare two groups or 

patients, having d1tter1ng experiences, 1n terms or the bypothe­

s1zed relationship between lower al1enat1on and higher knowledge , 

between h1gher knowledge and higher eompl1anoe , and between 

higher compliance and lower post-corouary d1sab1l1ty. Having 

indicated stat1st1oally s1gn1r1caat d1tterenoes (;::. . OS) 1n ali­

enation among comparison and treatment subjects, the question 

1s raised whether these d1tterenoes are aurr101entl7 great to 

account for d1fterenoes 1n knowledge , oomp11anoe and post­

coronary d1sab111ty? Or, g1ven ·these d1fterenoes in aliena­

tion 1s it likely that even treatment subJeots high ln aliena­

tion will benefit from the experimental program? 

The hypotheses are based on the assumption that the 

determ1n1st1o outlook of the more highly alienated persons may 

lead them to disregard the value or tactual 1nt'ormat1on and to 

m1n1m1ze the importance or compliance to presor1pt1ona since 

their power to influence outcomes may be perceived as 11m1ted. 

Persona lower in al1enat1on may tend to seek more factual 1nfor• 

matlon and be more likely to comply to a medical regimen and 

thus to experience leas post- coronary role d1eab111ty. It ls 

further assumed that suoh ertorta ma7 be frustrated by the per­

oe1ved or real 1naooeea1b1llty to the required 1nformat1on. 

Hence the 1ntroduot1on or a ayatemat1e pro~m or coronary 

health education will presumably reinforce the existing ten­

dency or those lower 1n alienation to seek and act upon such 

learnings. Thus treatment aubJecta low in alienation would be 

expected to ahow the greatest knowledge and compliance and the 

best outcomes. (For discuea1on or the possible ettects or the 

program on those subjeota higher 1n al1enat1or1 see Note 10) . 



The level ot measurement obta1ned on eaoh Tar1able 

1s ordinal , and s1noe eaoh group oonta1ned only nineteen men, 

the non-parametric Kendall Barut Correlation Coettlolent (r) 

was ohoaen to measure the relationship between Tar1ablea . (The 

tables below present the mean correlation coert101ent tor eaoh 

ot the two groups . ) The pro'bab111t7 (P) associated wlth the 

ooour:renoe or a correlation as large a• the one obsened 1n 

eaoh or the two groups Wlder the null h1pothea1s that the••­

:r1ablea are unrelated was aleo computed and 1s presented tor 

eaoh ot the ooett1o1ent (Siegel, 1956,195) . · 

Bzyothes1s one 

Subjects higher ln alienation Will show less knowledge 

about the1r 1llnesa and 1te management than those lower 

in allenat1on. 

TABLES 

Mean Bank Correlation between A11enat1on 
f!l4 Jn.o•ltdg tor each of the Twg Study Groups 

Comparison Gl'Oup T'reatment Group 
tau p tau P 

-0. 23 -0. 06 

While the results in Table S ahov tor both groups a 

negative relat1onah1p bet"9en alienation and knowledge, 1t 1• 

the oompar1aon group wh1oh shows the stronger negatl•e correla­

tion. 'l'bat ts. among oompar1aon subjects those higher 1n al1-

nat1on tend to be lower in knowledge . Th1s 18 slight evidence 

ln support ot the hypothes1e. BoweTer tor the treatment group 

1t m1ght be suggested that an lntervenlng variable. 1. e . the 

instruction program may be operating -to minimize the e%peated 
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correlation between these two variables. In other word.e, al1-

enat1on may be lees important than systematic 1natruct1on as a 

determinant or knowledge regard1ng 1llness and 1ts management. 

§leoth•flS Two 

Subjects bavlng greater knowledge about their illness 

and its manag«,ment will ahow higher compliance to the 

pre1cr1bed health regimen than those having less know­

ledge. 

TABLE 6 

Mean aank Correlation between Knowledge 
Md Cgmpl1apCf! fgr each 2t the Two Studf Groups 

Oompar1aon Group Treatment Group 

tau p tau p 

o.44 .oo4 0. 14 . 186 

Though both groups show a pos1t1ve relat1oneh1p be­

tween knowledge and comp11ance, it 1a only 1n the comparison , 

group that the oorrelat1on ls strong enough to suggest support 

tor the hypothesis . In t~e treatment subjeota this Nlat1on­

sh1p does not apparcmtly obtain to any great extent wh1ch 1a 

contrary to expeotations. There ls no apparent explanation 

tor th1s tindlng. 

filp9thes1s Three 

subjeots abo1f1na h1gher compliance to the preeer1bed 

health reg1men will experlenoe leas post-coronary 

d1sab111ty than those showing lower compliance . 



TABLE? 

Mean Bank Correlation between 
Comp11anoo and Post- coronary 01sab111t7 

tqr each gr the Tm St::gdY 8i!PYR! 

Compar1son Group Treatment Gr oup 

tan p tau p 

0. 01 

Whlle there 1a really no relationship between oompl1• 

anoe and poat-coronar 7 d1sab111ty among comparison subjects. 

there 1s a sl1ght negative correiat1on between the two vari­

ables among treatment subje-ota . such a weak relat1onah1p does 

not perm1t us to oonolude that tbe hypothesis 1s supported b1 

the data. 

.S4 

W1th1n- aroup oompar 1aone reveal only nak support tor 

the assumed negative relat1onah1p between al1enat1on and kno•­

ledge , the pos1t1ve relat1onsh1p bet•een knowledge and compli­

ance . and the negative relat1onsh1p between compl1anee and post­

coronary d1aab111ty. This mlght be interpreted to mean that 

the 1nr1uenae or the experimental program 1s more important 1n 

erreot1ng d1trerenoes 1n knowledge , co~pllance and post- coronary 

d1sab1l1t7 between the two groups. As an ext&nelon or the three 

h,ypotheseJ presented above , a fourth h7pothea1s Will now be for­

mulated and tested. 

BYpotbesis Pgur 

Begardleas ot al1enat1on, subJeots ezpoeed to s7stem-

at10 coronary health lnstruotlon (1 . _. . the treatment group) 

w1ll abow greater .lmcnrledge , higher oompl1anoe and. less po1t­

corona17 d1sab1l1t7 than su'bjea-ta not so eXpOaed (1 . e . the 

oompar1son group ) . 



score• are 41ohotom1zed at the med:tan and between .. group dU"• 

ferencea anal7ced using the Chi Square Teat. 

TABLE 8 

Betwesn-mup Comparts9n• on Knowledge 

Comparison Group 

Treatment GJrOup 

N • :3l) 
x2 • :,a 
p > .os 

Bigh Low 

19 

19 -

ss 

Here one 1s contronted wlth %'e•ulta t».t obv1oualy re­

flect 01rcumstancea, 1nd1cee and procedures used, and the role 

ot the projeot team • .Among 01roU111tancea, time 1s probably 

the main factor 1n that a longer period had elapsed between 

d1scha~ge from hospital and interview ot compar1aon aubjects 

than was the caae tor treatment aubjeots who were lnterv1ewed 

1n1t1al17 wh" :' ,, at111 1n hoap1tal, Some attempt was made to 

compensate tor the memory lapse among com~r1son subJecta by 

more 1ntena1ve probing tor knowledge. D1tf'1cult1es expressed 

bJ those ttubjeots related to their ra1lure to under1tand some 

ot the medical terminology used by their ph7s1c1an, or Where 

anatom1oal models had been uaed to illustrate patholoa, aome 

patients could not reoall deta1la. In other instance• the 

problem appeared to be related to lack or clearl1 det1ned 1n­

struot1ons, especially 1n regard to aot1T1t1 and dietar, pre­

acr1pt1ona. 'thls latter taotor, in some oases , accounted tor 

l.ower soorea 1n knowledge even though pat1enta had been 



carefully instructed and appeared to understand the.ir heal th 

problem and. ~t he rationale tor control meaaurea. 
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Ind1oea ot knowledge were derived trom many sources 

and included 1nrormation considered important for a sat1sf'ac­

tory understanding ot coronary heart disease and 1ta management. 

In most cases scores tor the treatment sub3eota were positively 

boosted by the caretull7 defined graduated program ot aot1v1ty 

developed by the ohiet card.1olog1st 1n the aerv1oe. Phya1o­

therap1ats asa1ete4 eaoh patient t o interpret and 1mplnment the 

various prescriptions. Printed d1rect1ons tor continuing the 

progitam during the normal period or home convalescence were 

given to eaoh subject. Another e1gn1t1cant factor was the in­

volvement of a protees1onal 41et1t1an who worked 1ntene1vely 

"1th the patient and his tam1ly 1n teaob1ng and prescribing 

dietary and. weight control measures using printed materials 

where applicable. The rema1n1ng teaching and counselling waa 

done by the researcher who performed the role or nursing 1n­

stTUOtor. 

The above taotere may account, at least 1n part, tor 

the not1oeabl7 higher score• ot treatment aubjeots. Intormat1on 

oons1dered necessary tor their management ot p0st-hosp1tal oon­

nlescenoe could be re1ntoroed repeatedly. Ideally, the role 

or instructor and researcher would be separate and a propor­

tionate amount ot t1me allo•d between discharge rrom hospital 

and tlnal interview tor both groups. In spite ot these metho• 

dologioal l1m1tat1ona, it 1s anticipated that where instruc­

tion 1s comprehensive and preacr1pt1ons clearly defined the 

impact would be considerable 1n terms ot outcomes. 



TABLE 9 

Between-poup Coropar1sons 9D Compliance 

High ~• 

Comparison Group 

Treatment Group 

N • 38 r = 11.1a 
p > .os 
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Beaulta 1n Table 8 and Table 9 show a ta1rly h1gh de­

gree or correspondenoe between knowledge and compliance scores 

especially in the treatment group. Th1a 1s probably due to 

oompl1ance be1ng assessed on the basis or apeo1t1cally detlned 

presor1pt1ons. For example 1t post-41soharge aot1v1t1 ••• pre­

scribed only 1n general terms, arb1trar1 judgments were made 

and soores tended to be lower than when aot1v1ty was spec1t1ed. 

Where presoript1ons were apeo1tlo, 1. e. for drugs, compliance 

appeared h1gh 1n both groups. Th1s seemed to applJ, in some 

caaes in relation to smoking, where compliance wee h1gh only 

1t the phya1o1an 1asued a det1n1te order. 

Compliance to reoommendat1ons tor controlling stress 

was probJ4'mat1c. Considerable time was spent with treatment 

subjects in assisting them to identity the, sources or stress 

in their lite and 1n encouraging them to plan constructively 

either to reduce 1t or to cope with it 1n a more poa1t1ve way. 

Scores were assigned on the baa1■ ot thta proposed plan and 

the patlent•s apparent mot1v:«',t1on to carry 1t out. It ft& not 

possible to work through th1a proo••• with oompar1son subjects 
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and ln some cases compl1anoe was ditt1cult to assess. Some ot 

these person.s had reeumed their previous occupations and were 

already exposed to tam111ar stresses whereas compliance tor 

treatment subjects had to be aseeased on the basis of projeo.ted 

planning rather than on actual oontrol of stress. T1me d1tfer­

encea in 1nterv1elf1ng the two groups distorted to some extent 

the oompl1anoe soorea as 1t d1d those of knoWledge and post* 

coronary disability. 

TABIE 10 

Bet ween~group Compar1eons 
on foat-oo,;gnan D),8fb&3,1tl 

B1gh 

Comparison' Group 16 

Treatment Croup 3 

M - 38 
x2 • 15. 20 
p > . 05 

U>W 

4 

15 

P0'1;'..;-ooronar, d1aab111 ty was de1'1ned as 1mpa1rment 

1n role performance and reported aelt- teelings. Marked dit­

terenoes observed. between the t wo groups may reflect the empha­

sis on gradual but early N81.1Dlpt1en of activity 1n the experi• 

mental program. Cardiac impairment aoco@ts, 1n part, tor the 

high scores obtained by some treatment subjects as 1t does 

among oompar1son aubjects. 'l'he greater number ot comparison 

subjects over sixty ma7 have 1noreased the average higher scores 

tor their group. Their illness may have prec1p1tated an anti• 

olpated retirement from work and some active recreational act1-

v1t1ea, thus resulting 1n hlgher role impairment scores. 
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Reported aelr-reel1np were ditt1oult to score and 

arb1tt-ar, Judgments had to be made. Phys1cal well-be1ng may 

have depended to a large eztent on oarcU,ao 1mpa1rment and re­

covery time at final interview rather than on oompl1anoe. Ps1-

oliol.og1oal well-being waa reported more frequently by treatment 

subjects who seemed greatly reassured about their illness and 

their ab111t7 to control 1t and to en3oy. lite within the 11mi­

tat1ons or oa1'<11ao 1mpa1rmeut. 

Conolusign 

The quest1on la raised whether the present study sup• 

ports Melvin Seeman•s proposed theory that a negative relat1on­

sh1p obtains between allenatlon and soo1al learning 1n oont;'Ol­

relevant areas or or1t1oal lite experience . More speo1t1oally, 

the proposlt1on holds that tor the highly alienated person mo­

tivated avoidance ot learning occurs 1n some range or speo1t1able 

01roumstanoes 1. e . , he~!.lth, parole, proteot1on against nuclear 

war. 

When patients Who exper1e.nced an acute health cr1sls 

(oorona17 heart disease) were tested, only weak support ror the 

pJ"Opoaed relat1onsh1p between alienation an4 learning was ob­

served. 'l'he study results suggest that a comprehene1ve coronary 

health 1nstruot1on program po81t1vely atteoted patients low or 

h1gh 1n alienation and th1s •as reflected 1n the1r obtaining 

higher knowledge and compliance scores •1th lower post- coronary 

disability scores. Exceptions to these t1nd1ngs oocurred 1n 

some subjects who gave 1nd1oat1ons ot lower motivation for re­

oo~ery. Mean1nglesaneaa, another dimension ot alienation, might 

be tested 1n relation to motivation tor learning and compl1anee . 



Methodological 11m1tat1ona ot the atud7 haft been 

1ndioated throughout the d1acuaa1on on t1nd1nga. A long1tu-

41nal atud7 ua1ng a mult1-41meneional alienation aoal• and more 

oontrole on patient oharaoteriat1oa would be required to evalu­

ate both abort- term and lons term etteot■ or the eXperimental 

program. 
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The problem under study was prompted b7 the obserYa­

t1on that given relatively s1m1lar d1agnoaes and comparable op­

portunities tor expert med1eal and hospital care, persons with 

acute coronary heart disease progress to d1tterent kinds or 
prognoses and post-1llnesa adjustment. 

An attempt to explain 'f'ary1ng outcomes 1n knowledge 

obta1ned about coronary heart disease, and subsequently in com­

pliance to a medical regimen and 1n post- coronary role d1sab1-

11ty was made by reference to the alienation theme developed by 

Kelvin Seeman. When personal el1enat1on 1s det1ned as peroe1ved 

powerlessness to control one•• fate 1n cr1t1oal lite a}tuat1ons 

it 1s presumed to act as a deterrent to relevant social learn­

ing and hence to aot1ve control or eTents. 'l'he question ls 

raised whether differential feelings ot powerlessness oharao­

ter1z1ng persons nth acute coronary heart d1sease act as a 

detenent to thelr learning the 1ntormat1on about their illness 

which would enable them to exercise mot-e control over their · 

health status 1n the tuture. Presumably. persons who achieve 

a higher degree ot knowledge would be better able to comply to 

a prescribed medical regimen and hence experience more favour­

able outcomea. 

Th1rty-e1ght male ~at1ents under the age ot a12ty­

r1ve •1th a diagnosis ot acute 117ooardial 1aohem1a and/or 1n­

farot1on partloipated in the study. '!'here were an equal number 

1n both the comparison group who received varying but esaent1all_v 
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1no1dental health teaching and the treatment group who were 

involved 1n the ex,erimental ooronar1 health education program 

wh1le 1n hospital. Dat,a were Collected by means of personal 

1ntorv1ews using a structured schedule ot questions. Compari­

son subjects were interviewed at their home between two and 

tour weeks following discharge trom hoaplt al, while treatment 

subjects were 1ntervlewed upon completion ot the i nst ruction 

program, and onoe by telephone to assess oompl1anoe between 

one to three wee~a post-d1scha,rge. Variables measured inclu­

ded alienation, knowledge, compliance, post-coronary d1sab1lit7 

and selected demographic, ep1dem1olog1cal and medical variables. 

A preliminary survey ot group oharacter1st1cs 1nd1-

oated that treatment subjects were lower 1n al1enat1on (;>.OS) 

than were oomp~ison subjects. The treatment group tended to 

be al1gbtl:, 7ounger on the average , aoh1eved somewhat lower 

educational and occupational levels , and exper1enoed more se­

vere oard.iac 1mpa1rment than did the oompar~son group. A com­

parable number or ep1dem1olog1cal taotora appeared to be present 

1n both groups . 

It was h~thes1zed that persons lower 1n alienation 

would obtain higher lmowledge scores, would be better able to 

comply to a medical ~eg1men and hence would experience less 

post- coronary role d1sab111ty. 

Data were t1rst analyzed us1ns the Kendall Bank Cor­

relation Coerr101ent (r) to assess the degree ot aesoc1at1on 

between alienation and knowledge , knowledge and compliance. and 

between compliance and post- coronary d1sab111ty in eaoh of the 

two groups separat ely. The results 1ndloate a stronger nega­

tive relationship (not stat1st1oall7 s1gn1t1cant) between 



allenatlon and knowledge ln the comparison group. Th1s weak 

negative correlation observed ln the comparison subjects lends 

some support for the hypothesis. while the even weaker negative 

assoc1at 1on between these two variables 1n treatment subjects 

may 1nd1cate that some 1nter~en1ng taetor, 1 . e . systematic 1n­

struot1on 18 negating the influence or alienation. A positive 

relationship obtained between knowledge and compl1anoe , but only 

1n the comparison group 1s the relationship strong enough to sup­

port the hypothesis . This finding 1s oontrary to expectations, 

and while treatment subjects higher 1.n knowledge may not have 

complied acoordingly the results may indicate the presence of 

unknown variables operating 1n this group as a result or, or un­

related to the experiment al program. A weak negative relat1on­

sh1p between compliance and post- coronary disab111ty 1s evident 

only in the treatment group, while no aasoo1at1on obtains for 

oon:pari.son subjects . Thia does not penn1 t us to conclude that 

the hypothesized relat1onsh1p between compliance and post­

coronary d1sab111ty ls supported bJ the data. It may be ex­

pected that some other variable such as degree or cardiac im­

pairment is more important 1n this respect . 

In view of the results discussed above , it was rurther 

hypothesized that the influence of the experimental program is 

greater than that of alienation 1n errect1ng differences in know­

ledge , compliance and post- coronary disability . Scores were di­

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 tare better on all three 

variables: knowledge , compl1anoe and post-coronary disability, 
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were all stat1st1cally s1gnif1oant (> . 05) . Methodological llm1-

tat1ons are thought to account, at least ln part , for the marked 

d ifferences observed between these two groups or patients. How­

ever since t1nd1nga indicate the m1n1mal influence of aliena­

tion in within- group comparisons tor the treatment group. one 

may conclude that when health instruction 1s comprehensive and 

prescr1pt1ons clearly detlned patients w111 tend to learn more 

about their illness and comply more readily to suggested con­

trol measures r~gardless or teel1ngs of powerlessness (i . e"! 

alienation) . 

A mµlt1d1mena1onal alienation scale, separation of the 

role or researcher f rom that or instructor and more comparable 

time lapse between discharge from hospital and final intervi ew 

tor the two groups may have shown stronger support for the hy­

potheses. Further, the powerlessness version or al1en&tlon may 

not be adequate to exp~aln differences 1n recept1v1ty to teach­

ing and resultant comp:~ance . Meaninglessness, 1solat1on and 

aelt- estrangement may all play a role in deterring recovery and 

rehab111tat1on 1n oard1ac patients. A more comprehensive and 

longitudinal study would be required to evaluate the effects or 
the teaching program 1n relat1on to outcomes. 
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NOTES 

1 
A condition 1n which a portion or tho m7ocardlum has become 

anaemlc due to partial obstruction of the looel circulation. 

2 Necrosis with ensuing fibrosis or a macroaoop1c. 01rcumacr1-
bed area or the m7ocardium due to obstruotlon or the coronary 
c1rculatlon. 

3 un1vers1t1 ot Vermont . Burlington. Vermont, August 24-28. 
1964. 

4 Health Education Center or Victoria. )019 Shakespeare St . 

5 Reference ls here being made to Merton's (1957) typologies 
ot social structure. 1. e, , local versus ooamopol1tan, which ac­
cording to Pope et al •• (1969) was extended to the study ot 
health and medical oare inlt1ally by Fr1edson (1961) and mor 
recently by Suohman (1964, 1965 a . b . 1966) who applied the ty­
pologies to the health orlentatlon ot individuals. dlat1ruttt1ah-
1ng between what he called the aclent1f1o and popular orlenta­
tlons and relating these to cosmopolitan versus parochial forms 
ot social organization. 

6 A measure ot powerlessness••• obtained by the use of the 
' Alienation Scale • - an instrument compoaed ot twelve torced­
cbolce items adapted trom the 1-E (internal-external control) 
Scale developed by Proteeaor Shepard L1verant ot Oh1o State 
Un1 vers1 t7. 

7 The al1enatlon measure ln this case was obtained from a 40 
torced-oho1ce item scale ottering a contrast between internal 
and external control covering a Wide range of behaviors . The 
scale was adapted rrom the I - E Scale mentioned above . 

8 Alienation items were adapted from the "Anomia Scale 0-5 
agree-disagree questions" by Leo Srole 1n ttSoo1an Integration 
and Certain Corollaries, An Exploratory stud1 ... A.s.R. Dec. 
1956 (Vol. 21) PP• 709-716. 

9 "Desirable Weights for Men and Women aged 25 and over" (1n 
pounds aooord1ng to height and frame . 1n indoor clothing ) . 
Adapted from Metropolitan Lite Insurance Compan1. New York, 
New Weight Standards tor men and women. Stat1at1cal Bulletin 
40a3, Nov.-Deo •• 1959. 

10 For those high 1n alienation two possible outcomes ma1 ob­
tains firstly. the alienation relating to their 1llness mar be 
increased aa these an.nous people t1nd re- 1ntorcement tor their 
worst expeotatlona. In this case. the oonsequencea such as ex­
treme behavioural reactions would be blghl1 undet",irable, se­
condly, the sense or alienation oould ettect1vel1 block their 
receptivity to the information presented so that the experimen­
tal erreot would be minimal. The exploration or these possi­
bil1t1es 1a beyond the scope of this study. 
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APPENDIX I 

QUESTIONNAIRE FOR PQST-COBONARY PATIENTS 

l. Age ------
2. Sex ______ _ 

Before your last 1llneaa were you work1ng _? retired ? -
4. (a) It employed, what was your job title? 

(b) What apec1f1oally were your duties and respons1b111t1ea? 

{o) .Bow long have you had th1s job? 

s. Do you believe that becoming a success is pr1mar111 a 
matter or luck or strictly hard work? 

6. It retired, what apeo1r1cally have you done since retire­
ment (rest, general 1nact1v1t7 or what)? 

1. Have 1ou been aot1ve 1n clubs or groups? Ir 1es, state 
speo1f1o duties, reapona1b111ties, aot1v1t1es. 

8. Were you aot1ve 1n sports, hobb1ea or other interests? 

9. Bow many years or (a) formal aehool1ng _, (b) s pecial 
education _ did you have? 

10 . What 1a your height ___ , present weight , usual 
weight _, body builds alight _ _. medium-=, heavy _. 

11. Has your blood pressure been raised in 

(a) the past? Yes No Don• t know_. 

(b) It yes , do you think this had anything to do w1th 
your illness, or 1s it not very important? 

12. (a) Are 1ou a diabetic? Yea No • - -
(b) It yes. do you th1~ this might have increased 

your ohanoea or having heart disease , or 1a it 
just 1no1dental? 



13. (a) Is there a hi s tory ot the tollow1ng in your family? 

l) heart disease 
2) diabetes 
J) h1gh blood pressure 

Yes No Don•t know 
Yes - No - Don•t know -
Yea - No - Don•t know -- - -

(b) If yes, do Jou think th1a might have had something to 
do •1th your getting these same conditions or not? 

14 • .u.>ok1ng beek over the past years and months, have you •%17 
idea what might have helped to bring on your illness? 
(Probe tor knowled.ge of' any known risk factors assooiate~ 
with coronary heart disease and which may be present 1n 
this el tuat1o~ 

15. People say that 1t you•ve had one heart attack you•re 
bound to have another. Do you think thls 1e true? 
(Probe tor basis or op1nlon given, i.e., knowled.ge or 
the nature of' coronary heart disease and 1DJ'OOard1al 1n­
rarct1on, or hunch, hearsay, e:rper1e11ce.) 

16. How muoh control do you think people have over their own 
health? 

17. Are you a regular church goer? Yea - No 

18. By and large, are Jou a person who haa mostly good luck 
or do you seem to get more than your •hare or bad l uck? 

19. Have things usually worked out 1n your llte the way you 
wanted them to or have thing• u1uall1 gone wrong somehow? 

20. When things have gone wrong tor you do you reel you were 
uaually to blame tor 1t1 or did they usually go wrong 
through no real fault ot your own? 

21 . Looking ahead to the next els months, do you espect to 
m.ake any changes ln your 11re routine, say, 1n work or 
social act1v1t1es? 

22. How long a convalescence at home do you e2:peot before re­
turning to work? 

Pull t1me _________ ? Part time _______ ? 

?4 



2J. Is your 1ncome the sole 1ncome ot the family? 

(a) Yes No - -
(b) It no, does your spouse_ children_ con­

tribute to the tam1ly income? 

24. (a) Do you have any dependents at the moment? 

(b) Bow old are they approximately? W1te _ Children __________________ _ 

(sex, age of each oh1ld) 

25. D1d you ask your doctor Whether or not sexual aot1 T1 ty 
would be harmtul during oonvaleaoenoe? 

26. Did your doctor prescribe a117 spec1t10 aot1T1ty program 
tor the r1rst rour weeks atter discharge from the hospi­
tal? (probe tor details.) 
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27. Do you have any plans tor some form or regular activity 
program when convalescence 1.s complete? (Probe tor details) 

28. Bow will 7ou know when or it you are over-exero1s1ng? 
(Probe tor knowledge or healing process following heart 
injury and role or exero1ae in the recovery process.) 

29. In general, would. you say you are the k1n4 ot person who 
usually plana things ahead or do you usually take thing• 
as they come? 

)O. When you make plans ahead do 7ou usually stick to your 
plans or do•• eomethlng usually come up to make 1ou change 
them? 

Jl . Do you intend to take steps to reduce some or the tensions 
that have bothered you? 

D1d you ever regularly smoke cigarettes? Yea _ No_ 

33. (a) If you at1ll amoke cigarettes , how many do you ftoke 
a day? 

(b) Under what circumstances do you smoke o1garettes? 

)4. How many pars have you or did you regularly smoke 
cigarettes? 



Do you now or d1d you ever smoke a pi pe and/or cigars? 

Are you det1n1tely planning to quit smoking? 

Is there an1 place in V1otor1a where a person can go 
tor help 1n quitting smoking? Yes No _ 

Don•1 TTnow -
Would 1t help to stop smoking now that you•ve had a 
heart attack? (Probe t or knowledge of relat1onsh1p 
between cigarette smoking and heart disease.) 

(a) Was a dpec1al diet preaoribed ror you when you lett 
hospital? Yea_ No_ 

?6 

(b) If' yes . ean you tell me about it? (Probe t or details) 

4o. What was the reason tor the presor1'bed diet? (Probe tor 
knowledge or the relationsh1p between blood cholesterol, 
blood tatty acids and coronary heart disease.) 

41. Was your special diet and the reason why you need it ex­
plained to your wlte? Yea_ No _ 

42. Would you aay you manage to follow your diet accurately 
Most or the time , some or the tlme, or never? 

4:,. (a) Are you presently taking any med1oat1ons t or your 
heart condition? Yes _ No _ 

(b) If yes, what do you take? (Probe tor knowledge of 
type or drugs. ) 

(o) Why was 1t prescribed? (Probe tor knowledge or 
ettects or drugs.) 

(d) Do 1ou take 1t exactly as prescribed or do you some­
times forget to take 1t or what? 

44. How do you reel phya1cally aa oo•pared with the w•y you 
felt betore your illness? 

45. How do you know how muoh re•t you should have now and 
after oonvaleaoence? (Probe tor knowledge of' role of' 
rest am exercise following aaute ep1aode or coronary 
h.eart disease.) 



46. How do Jou reel generall11n your attitudes about your~ 
self as compared w1th how 7ou telt before your 1llne~s7 
(lack of oontldence, dU'terent approach to 11re, eto. ) 

47. (a) Who makes most ot the deo1a1uns moat or the time 
1n ,our home? 1) 7ou 2) you and 
7our Wite _ 3) your wffi' _ 

?7 

(b) Baa th1a changed 1n an, way s1noe your 1llneaa? 

48. Who d1ao1pl1nes the children (it any) usually? (a) you _ 
(b) you and your w1te _ (o) 7our Wife _ 

49. When Will 1ou be seeing your doctor again? 

so. Row much do you think you oan control what happens to 
your own health trom now on? 

51. Do Jou believe that what happens to 7ou 1a mo1tl1 your 
own do1ng, or do :,ou believe that Jou don•t have much 
to do with t he way your lite 1s going? 

52. You seem to haYe a good deal or 1ntormat1on about your 
illnoass how would 7ou say 7011 oame about th1s 1nforma­
t1on? (Probe tor souroea or 1ntormat1on.) 

53. Do you have any auggeat1ona on how doctors and oth•r 
treatment personnel could provide more or better 1ntor­
mat1on to heart patients? 

Dnte of Interv1ew ----------• 



APPENDIX II 

I NDICES OF LEARNI NG, 
COMPLIANCE AND POST-CORONARY DISABILITY 

I LEARNING 

A. Factors Associated with oronary eart Disease 

l. hypertension ( Q ll(a)) 

2. diabetes ( Q 12(a)) 

3. heredity ( Q l)(a)) 
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Knowledge of the preaenee ot the above taotora was r ated l , 

and wioerta1nty waa rated o. 
Knowledge ot the poaa1ble relationship between the presence 

or these raotore and present illness was rated from Oto 3 

tor no idea, some idea, good idea. ( Q ll(b), 12(b), l)(b)) 

4. laok or regular phyaioal exercise • 

.5, sudden strenuous phya1cal or mental stress or aot1v1ty. 

6. prolonged stress, tena1ona or anx1et1es. 

7. tobacco smoking. 

8 . abnol'lllal tr1glyoer1dea and/or cholesterol blood levels. 

9 . overweight. 

Awareness or the remaining factors thought to be asaoo1ated 

•1th the ooourrenoe of CHD 1n each subject was assigned l 

point for each item mentioned out ot the possible total or 

9. ( Q 14) The resulting ratio was weighed and scaled from 

Oto 3 as follows, o 1f no taotor was mentioned, 1 tor a 

score below the median, 2 tor a score at the median, and 3 

for a aoore above the median. 



B. Pathology or Coronary Heart Disease ( Q 15) 

One point vas assigned tor eaoh or six possible items men­

tioned. (Range O • 6) 

1. coronary arteries and their tunot1on. 
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2. hardening ot arterial walls w1th prooess ot •&1ng, 

and aocumulat1on ot llpid and cholesterol deposits caus­

ing narrowing ot the lumen and d1m1n1ahed blood supply 

to the Bt.7ooa:rd1um. 

). aeo1dental obstruot1on ot coronary artery with throm­

bus, causing injury to area of myooard1UlZl (infarct ). 

4. healing ot infarct, scar tonaat1on, deTelopment of 

collateral Teasels. 

5. underlying disease (atheroaclerosla) still present . 

6. poaa1b111ty or recurrence or infarct unless careful 

management of atheroacleros1a. 

o. Management or Health Follow1ng Coronary Hea1t Disease 

1. contr ol or aot1T1ty dur ing conTaleeoenoe ( Q 26) . 

Involves preaor1pt1on or apeo1t1c aot1v1t1ea and pa. 

t 1ent•a awareness o f 11m1t at1ona imposed. 

g1ven t or eaoh or tour i t em• mentioned . 

a . 1elt oare aot1v1t1••• 

b. gener al aot1Tit1ea about home. 

One point 

(Range O • 4) 

c . warm- up a.nd t aper1ng-of't' oal1athen1os. 

d . graduat ed walking ( speed and d.1stanoe) and 

stair climbing. 

2. cont rol or act ivity rollow1ng convaleaoenoe ( Q 27) . 

Involves preacr1pt1on or spec1t'1c aot1v1t1es and exer­

cises and pat1ent•s underst anding of pr 1nc1ples or phy­

sical fitness , including benet1o1al or harmful etreots 
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ot var1ous exercises and aot1v1t1es. One po1nt was as­

s1gned for each of tour 1tema mentioned . ( Range O - 4) 

a. assessment of post-coronary s tatus. 

b. warm-up and taper1ng-otf oal1sthen1cs. 

o. graduated walking and eta1r cl1mb1ng. 

d. ~etra1n1ng b7 mean• ot aeroblos. jogging, 1n­

tenal trainings 1 . e . , phys1oal reoond1t1on1ng pro­

gram,. 
3. Knowledge ot Belat1onsh1p between Activ1t1-Exero1ae 

and Becover7 trom M7ocard1al Infarction. ( Q 28) 

Controlled graduated activity la required to 

a . stimulate general c1roulat1on. 

b. prevent oompl1oat1ona due to stasis ot o1roula­

t1on and lung seoret1ona, 

o . promote the development ot collaterals. 

Symptoms 1nd1oat1ng exce1111ve strain during exercise area 

d. ohest pain and shortness ot breath, 

• • undue fatigue . 

One point••• given tor each ot f1Te 1tema mentioned. 

(Range o - S) 

4. Sexual Aot1v1ty during Convalescence ( Q 25). 

D1aouss1on with phys1o1an was assigned one po1nt. while 

laok of advice was assigned zero. 

5, Control ot Stress Following Acute Coronar1 Heart 

Disease ( Q )1) . 

Involves knowledge ot the relat1onsh1p betwee.n stress 

and present illness. One point was given tor each of' 

four 1tema. (Range O - 5) 



a. strong emotions influence the autonomic nervous 

system which leads to 
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b. 1ncr,t.:ased. secretion ot ep1nephr1ne and norep1ne­

phr1ne wh1oh results in 

o. 1noreaaed oard1a o a.et1v1ty, ooustr1ct1on ot eoro• 

nary arteries and elevation of blood pressure. thus 

d . straining an already injured heart and further 

1nterrer1ns With 1t• blood. supply. 

6. Avoidance ot Tobaoeo Smoking f ollowing Myocardial 

Intarct1on. ( Q 38) 

Includes knowledge of the relationship between tobacco 

smoking and its ettecta on the respiratory and card.10-

vascular systems. One point assigned for each of r1ve 

items. (Bange O • S) 

a. n1oot1no 111 tobacco stimulates seeret1on or 

epinephrine and norep1nephr1ne wh1Ch causes 

b. increased heart action, oonatr1ot1on of coronary 

arter1es and an elevation ot blood pressure . 

o. carbon monoxide, carbon deposits and other 1m­

pur1t1es cause diseases such a• chronic bronchitis 

and emphysema wh1oh 1n turn interfere with proper 

aeration and ett101enoy or the lungs, 

d,. resulting 1.n additional stra1n on damaged heart, 

possibly leading to enlargement and failure . 

e. smoklng appears to inte:.tere with the metabolism 

of lipids and cholesterol resulting 1n higher blood. 

levels. 
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?. Avoidance of Poo4s Rich 1n Carboh7drates, Saturated 

Fats and Cholesterol . ( Q 39. 40, 41) 

i ncludes knowledge ot the relat1onsh1p between these 

subatanoes and the coronary arw1es and between exoess 

wo1ght and the card1oTascula?' system. A score or one 

was aas1rned for knowled{l'e ot t yp,~ ot d~"et prescribed. 

( Q 39, 40) 

A score or one wae aaa1gned tor eaob or a1x 1tema eon.,. 

cerning purpose or diet Where applicable . The resulting 

rat1o score was then scaled trom Oto 3. (See Q 14 -

etiology) 

a. weight reduction and control. 

b. control or tr1gl7eer14e blood levels. 

e. control ot cholesterol blood leTele. 

d~ oontt'Ol ot diabetes. 

e. control or h7pertens1on. 

t. reduott.on ot oard1ao strain f"rom obesit,a •• 

a. Hed1cat1ons Pollowlng Aaute Ep1aodea ot Coronary 

Hear t D1 sease. ( Q 4 :3 (a) • ( b) , ( o)) 

A aoore ot one was ase1gned tor knowledge of type , 

name and purpose. 

9. Rest Polloving Illness, ( Q 45 (a) ) 

Involves knowledge ot relationship between rest and myo­

oard.1al 1njuey and recover7. One polnt was g1ven ror 

each of four 1teme mentioned. (Range o - 4) 

a . maximal rest required during heal1ng phase 4 - 6 

weeks. 

b. activity prescribed and controlled during thls 

period.. 



c. avoidance or excessive aot1v1ty and harmtul type 

or oxero1ses until post-coronary status 1s deter­

mined. 

d. regUJ.ar short rest periods betwea11 var1ous ac• 

t1v1t1es. m1d-day rest periods and resttul n1ght 

sleep. 

10. Follow--up V1s1t v1th Pbys101an. ( Q 49) 

A aoore ot one was given tor det1n1te appo1ntment and 

zero tor unspec1t1ed visits. 

Total maximum learning score• 66. 

II COMPLIANCE 

scores on oompl1ance to medical prescr1pt1ons were obtained 

by direct quest1on1ng and values assigned as tollowss 

never or seldom - 01 some time - l a most ot the tlme - 21 

all the time - J. 
Items or compliance 1noluded1 

A. Act1v1t1 ( Q 26 (b)) 

B. Couti-ol ot Stress Pao tors ( Q 31 ( b) ) 

c. smoking ( Q J6) 

D. D1et (Q 41) 

E. Drugs (2 43) 

F. Best ( Q 45 (b)) 

Total maz1mum score• 18. 

Ind1'9'1dual scores were variable depending on appl1cab111ty 

of prescr1pt1on. 'fhe final score was obtained by calculat­

ing ratio of compliance to possible total and perc,ent1ng 

tho results. 
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III POST-CORONARY DISABILITY 

This was measured according to relative degree or impai rment 

1n tne fulfillment or t"am117, oocupat1onal and social roles. 

Arbitrary judgments were made and seores assigned as tollows1 

no change"" Os slight 1mpa1rment • l s moderate 1mpa1rment -

21 severe 1m~a1ment - 31 very severe 1mpa1l'ment • 4. 

Items ot post-coronary d1sab111ty included, 

A. Famll:, roles• deo1s1on-mak1ng ( Q 47) 

- d1sc1pl1ne to chlidren ( Q 48) 

B. oceupat1onal role - return to previous occupation or 

other (Q 22) 

""full t1me or part time (Q 22) 

• change or act1v1t1es in case of 

~et1rement ( Q 6) 

c. Soc1a,l roles ... part1c1pat1on 1n clubs, groups ( Q 7. 21) 

- part1c1pat1on 1n active sports and hob­

bles ( Q 8) 

Total maximum score• 24. 
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