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{(iii)

THE MANAGEMENT AND COST OF THE STUDY

This study has been undertaken within the rehabilitration research programme

of the Health Services Research init.

It has been directed by Professor

Warren and under the day-to-day management of Mr. Lee. #r. Lee has bsen the

member of the rescarch staff with the greatest involvement in the study; he

has probably spent about cne-third of his time between 1373 and wid-1878 on it.

Between these years he has also worked on the Princess Hary's Hospltal Study

{H.S5.R.U. Report Ho. 5}, the simple fracture study, the fractursd femur study,

and other aspects of the H.5.R.1L's programme gencrally.

The timetable of the corcenary study has been as follows.

June 1872

Jan., 1873
onwands

Sept./Oct.

Jan. 1974
April 1974
Feb. 1975

July 1873
July 1976

Sept. 1876
onwards

Jan, 1877
onwards
July 1977
Feb., 1978
Bapt, 1878

Because of the involvement of staff in different aveas of work, it is difficult
to produce sn accurate, detailed statement of the cost of the study.

Proposals for hespital follow-up study submitted to DLH.S.S.
as part of 1972/73 presearch programms.

Discussion and design of hospital follow-up study.

Indtial literaturs veview. Decision to focus first study on
coronary patients.

First and second drafts of interview schedules.
for Fieldwork.

Preparation

Pilot interviews.

Start of first interviews with main series of patients.
Decision to reduce number of pationts to be included in
the series,

End of first interviews with patients.

End of follow-up Interviews with patients,

Data processing.

Datz analysis. Detailsd review of coronary rehabilitation
literature.

Cutline and rough draft of report preparsd,

Intermal discussion draft of report prepared.

Final Report.

it secems

reasonable to estinmate the cost of the study to D.H.S.8., at current prices,

to be approximately as follows.
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Year Expenditure

£

Oot.1972 - Sept.i973 1,660
Oct,1973 ~ Deg.l874 3,160
13875 3,300

1376 3,470

1377 3,070

1978 2,000

Total 16,660
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SUMMARY AND MAIN CONCLUSICHS

Introduction

In recent years there hasg bsen a growth in programmes of physical exsrcise
in coronary rehabilitation and, to some extent, an increase in interest among
doctors in educating patients about the implications of coropary heart disease
for their dzsily lives. At the same time, incressing attention has been paid to
the perscnal and social aspectsz of vecovery after myoccardisl infarction, especi-
ally to the sufferers' psychological state and their work experience. But there
ig little evidence to show whather or not different methods of rehabilitation
are effective in improving these broad persconal and social aspects of recovery.

Aimg and Hethoeds of the Study

The present study was established to examine patients' needs for and use
of rehabilitation and aftercare gervices after myocsrdial infarption. ¥We have
data about a consecutive serips of 52 infarct patisnts, agsd 59 or lessg, treated
at the Kent and Canterbury Hespital. The main sowrcs of data was a series of
five interviews held with each respondent at specified times Jduring the vasp
after the infarct. Examination of various medical and social cheracteristics
suggested that the respondents were likely to be similar to other seriss of
British hospital-treated Infarct patients of the same age.

Findings

The main findings of the study were as follows.

(1) Work and income. One £ifth of the series experienced wmemployment
associated with their illness. On average the present serics of patients
returned to work later than is considered desirvable, slthough 2n acceptable
proportion eventusally returned. Two~thirds of the serdes reported they
experienced problems with their work; they were concerned especially about
their physical capacity to du thelir jobs. Half the series reported problems
because ¢f the effect of their illness on their income, at some time during the
year after their infarct. This is 2 set of problems thet is more varied and
more frequent than is sometimes thought to ocour after myscardial infarction.

(ii) Life at home, Nearly all the respondents reported restrictions in
their domestic activities and recreation in the months after the acute infarct.
Some restriction continued for much of the subsequent yesr. Thase difficulties
have not previocusly been studied closely among infaret patients.

(iii) The lsvel and nature of incapacity., The respondents were moderately
incapacitated during the first wesks after thelr infarct, Most respondents
experienced s small amount of incapacity for the whole of the year after their
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infaret; the illngss has more varded and longer-lasting effects than has
sometimes been thought. The present stuly is the first to have made systematic
compariscns of the effect of myccardial infarction on differsnt aspects of the
sufferers® daily lives. Work was the aspect most frequently and most signifi-
cantly affected by the illness. Recreation, sexual agtivity and sleep were
other aspects of the respondents’ daily lives frequently and significantly
affected by the lllness, anc many peopls alsy sald that the illness caused
them worry and phyaical discomfort.

(iv) Use of and neads For services. The main sarvices received were

routine medical care from hospital and general practiticners. Few respondents

received much rehabilitation. 4 gquarter of the respondents said they needed
extra help in returning to work, but few said they needed any help from other
rehabilitation services,

(v} Advice and information, Hearly all the ruspondents seid they
received advice from medical sources shout exercise, rest, sex and, whoere
appropriate, smoking; most sald it was useful advice. Ho stuiies have
previously examined infarct patients’ needs for information and advice.

Nearly all the respondents said they wanted more information or advice; about
exeroise, rest, sex, the nature of their illness, thelr freatment or rasovery,
or the effects of their illness on their work or life at home.

Conelusiong and Recommendations

{1} The research conclusions. The personal and soclal after-effects of
myccardial infarction are more widespread and parsistent than has frequently
been thought. This implies that coronary rehabilitation services should have
the objectives of restoring patients to as full a state of health and well-being

as possible, and returning them to az full a ranpe of dally activities as

possibla.  Paysical vehabilitation is unlikely to achieve these objectives by
itself, and should be part of a comprehensive progeamme of rebabiiitation.
Within the programme of comprehensive rehabilitation, more smphasis should be
placed on the patients’® own experience and knowlaedge of their illness, and on
their perfommance of daily activitiss at work and at home.

{(11) Recommendations for thz development of rehabilitation and aftercare

soyvices.

{a} Specific problems,

Work . There were a nwaber of work-related problems - unemployment,
delayed return, difficulties at work, - that could be solved more effectivaly,
perhaps by therapeutic measures in medical rehabilitaticn to make the patients
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more fit, ur by routine vocational regettlemant to help adjust patients' jobs ov

Fingd them new onss.

Activities at home, Rehabilitation staff should pay more attention to
vatients’ activitics at bome after discharge from hospital, in order to raige
the level and improve the timing of recovery.

Information and advice. Health service staff should provide patients with
more information and advice about the illmess and its effects, both because
patients desire this and because it might help improve other aspects of recovery.

Emotional distress. In order to relieve the high lovels of emotional
distress experienced by coronary patients, it may be most appropriate for
health service staff to help the patients understand their illness better and
orisntate them more towards recovery and the resumption of daily activities.

{(b) General implications for coronary rehabilitation.

Objectives. Thae objectives of corovnary rehabilitation are often seen in,
terms of the restoration of physical fitness or functional capacity. Dootors
and other rehabilitation staff should see the overall rehabilitation objectives
in terms of patients’ daily lives and circumstances.

Individualised services. The varlety of problems and needs experienced
by coremary patients means that rehabilization and after~care should not simply
be a standard programme of treatment in hospital or immediately afterwards.
Inatead rehabilitation should be based on asssssments of the particular needs
of individual patients, wherever they arise,

The doctor’s role. Cardiclogists and other physicians should be mora
deeply involved in the personal and social aspects of coronary rehabilitation.
They could help patients wnderstand thoir illness and its effects better,
attempt to overcoms more of the distress felt by patients, identify and take
early action on possible employment problems, and encourage patients to undap-
take more activity at howme during their recovery. This would mean that the
gpecialist would be taking a broader view of recovery and rehabilitarion than
previously. It would involve him in new relationships with staff and
agencies both inside and outside hogpital, particulerly general practitioners,
social workers and employment staff.

(1ii) Further research. Research is needed in four main areas: the
nature and causes of particular problems experienced by coronary patients;
the eriteria different people use to assess the existence of needs for
rghabilitation; the way in which rehabilitation and after-care services work
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at present; and the effects and effectivensss of different methods of coronary
rehabilitation in changing the personzl and social aspects of patients' recovery.
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CHAPTER 1 INTRODUCTION

MYOCARDIAL INFARCTION

Myocardial infarction is an acutz episods of a serious illness that may
rosult in physical disability and many persconal and social problems for the
sufferers. 7Ths main purpose of rehabilitation services for peoples with
myccardial infarction is to eliminate this disability and to sclve these
problems.  Although doctors and health services in Britain are orientated
primarily towards the prevention and treatment of disease, they inevitably arve
concarned also to reduce the sufferdng and incapacity that results from disease.
They contribute to these broad aspects of rscovery both by spscific wedical and
paramedical activities and by cooperating with other specialist rehabilitation
and resettlenent agencies. & major issue, thot perenniaslly Ffaces the health
service in relaticn to rehabilitation, is to identify the appropriate contribu~
tions of doctors, remedial professions and others invelved in pehabilitetion to
the solution of problems that may contain physiological, psychological, scononic
and sceial components.

& myccardial infavetion is an interrvupticon of the hlood supply to part of
the heart muscle, through & Llockage of a coronary artery. A variety of
factors ~ including smcking, insufficient exerciss, a3 high level of consumption
of dairy products, and stress - may be contributory causes of ths disease.

Acute myccardial infarcticon is fatal in 2 substantial mincrity of cases. In

ona community-based study in Bast London, Pedoe et al (1878) peported a 35 par
cent fatality rate szmong men by 28 days after the onset, In another commmity-
based study, on Teesside, Colling et al {1978) reported 2 51 per cent fatality
rate by 28 days. The majerity of survivors have a relatively uncomplicated |
eourse of recovery after the initial attack, but some of them experience compli~
eations affecting the alectrical activity or hasmodynamic performance of ths
heart, and some suffer z further infarctiocn, Myscardial inferction is more
frequent in men than in wowmen, and is primarily a disesse of middie-aged and
slderly men. According to the Hospital In-patient Enquiry (D.H.8.8., 1977a}
there were about 93,000 hospital discharges or deaths of people with scuts
myocardial infargtion in England and Wales in 1973, Of thess, about 43,000
were pecpld aged less than 85 and were discharged alive - the zroup on whom
rahabilitation has temded tu focus.

There have been two developments in the hospital treatment of myccardial
infarction, in recent years, that have had substantial implications for the
subsequent rehalilitation of patients. The First has been the abandonment of
prolonged rest as the standard form of treatment. Forty years age medical
textbooks advocated strict hed rest for sir weeks after myocardial infarction
and recommended that patients should avold unnecessary exertion thereafter.
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During the 19803 Levine (1944, 1351) came to guestion the value of bed rest
in coronary heart disecase and to point to the possible dangers. Since then,
the amount of rest prescribed hae fallen dramatically, and has been replaced

by sarly mobilisation and active convalescence.

The second development has been the growth of cardiclogy as a distinet
specialty durding the last twenty years, and the associated growth of coronary
care waits. This has resulted In an increase in the sxpertise and rasources
devoted to the hospital~based diagnosis and treatment of acute myocardial
infarction., This in turn may have produced a rise in the proportion of cases
receiving hospital, as opposed tc home, treatment, and 2 rise in the proportion
of survivors., Both of these factors might increase the number of patisnts for
whem hospital rehabilitation might be appropriste. A further consequence has
heen the development of specialist interest in myscardial infarcticon which was
then extendable to pehabilitation.

LITERATURE REVIEW

The purpose of this literaturs revisw is to bring together in a single
place what has begen written about the perscnal and scclial aspects of recovery
and rehabilitation after myoccardial infarcticn, Ths Joint Working Party of
the Royal College of Physicians and the British Cardiac Soelety (1975) and
Doehrman {1977} have recently reviewed parts of this subject. The value of
the present review iiles in the attempt to relate what is known about different
rehabilitation methods tu different aspects of recovery. For the reader who
prefers to go straight to the individual aspects of recovery and rshabiliitation,
some of the materisl from the literature is raecapitulated in the later chapters
of this report,

{a) Coronary Rehabilitation

(i) Definitions of Rehabilitation General notions of what constitutes

rehabilitation in relatlon to coronary heari discase are vague and ill-defined,
The Joint Working Party of the Royal College of Physicians and the British
Cardiac Society (1873) quoted the definition of rehabilitaticon suggested by

the World Health Organization Expert Committee on the Rehabilitation of Patients
with Cardiovascular Disease in 1964, The W,H.0. committse defined the rehabili-
tation of corcnary patients as "the sum of activity regquired to ensure them the
best possible physical, mental and soeial conditions so that they may by their
pwn efforts regain as normal as possible a place in the community and lead an
active and productive life", Definitions are sometimes implicit vather than
explicit; according to Semple (1970), "Rehabilitatiun of patlents after acute
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myocardial infarction extends from the first nursing and medical care until they
ave established in full~time employment or returnad to mexisum physical and
mental activity advisable, Some would include the mapagemsnt of thedr future
way of life and activities." And definiticns are sometimes very wide-ranging,
as in the statement of Groden et al {1971z), "The whole process to complets
recovery, known by the rather unattractive term 'rehsbilitarion', is much more
comprehansive than (diagnosis and dpug therapy).”

A similar breadth of appreoach to the coneept of rebabilitation is present
when the word is used in rslation to cother kinds of diseass and 4isability.
According to the World Health Organizatisn {1358}, "As applied to disability,
{rehabilitation) is the combined amd co~crdinated use of medical, soecial,
educatiopal and vocational measures for training or re-training the individual
to the highest possible level of functional ability.” In the words of the
Tunbridge Committee (D.H.8.8., 19722), "The sssential featuves of any mehebili-
tation programme are that in addition to restoring the individual patient to
the highest level of functional activity, both mental and physiczl, in the
shortest possible time it is necessary to consider the programme in terms of
the individuzl's morale, wmotivation and relationship to the society in which
he lives and to which he will returan,"  According to¢ Geble and Nichols (1871},
"Rehabilitation in its widest sense signifies the whole process of restoring

the disabled person to a condition in which he is able to resume an active 1ife,”

The main theme in these definitiens is that rehabilitaticn is a servics or
form of treatment designed to restore patisnts to activity., This activity may
be perceived or medified In wvarious ways, Rehabiliration goals may be avticu-
lated in terms of previcus levels of activity, maximum or optimum levels of
activity, or normal activity. Emphasis may be placed on the capacity to under-
take activitles, on functiomal capacity in the abstract, or on the actual
performance of different activities, Also the activities may bas ranpged along
a spectrum from the physilclogical, through the individual, to the sccilal, At
the physiological and of the spectoum, one might be Interested in restoring,
for example, the functional capacity of the heart to nump Llood sround ths body,
or the range of movement in an artheitic hip., At the individual point un the
spectrum one might be concermed to restore, for sxample, the zility of the
individual to climb stairs. At the sccial and of the spectrum one might attempt
to restore the individual's ability t¢ clind particular flights of stairvs
{leading perhaps to his flat), or o return the individual to his dob or to a
particular kind of job. The characteristics of the physiclogmical and individual
range of the spectrum are that these are wmore or less physical activities, that
are isclated from everyday soeial valuses and meanings, and may be capabls of
being oLserved in test conditions. It is at this end of the spectrum that the
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medical eomtribution to rehabilitation is strongest., The characteristic of

the social end of the spectrum is that thesg asctivities are undertaken in
particular ways by specific individuals, not simply Decauss of the individual's
physiclogical capacity and biclogical drives, Lut because of a wide range of
peychological and scvecial influences. In this case, the restoraticn of physio-
logical or functional capacity by doctors or paremedical staff may be a necessary
but not a sufficient condition for the resumption of social activities.  Purther-
more the patient's feelings about ¢r reaction tn, the sccial activities at which
rehabilitaticn is alming mey oreats an actual borrier to the restovation of
functional capacity. Ia such circumstances, the contribution of docters and
paramedical staff to pehabilitatrion is not complete in itself, but has tou be
related to the contributions of othar sgencies,  But, whether the medical
centribution stands alone op is part of o lapger whole, the essential sterting
point of medical rehabilitation is that it Is an attampt to change the function-
ing of a particular body-system or of the individual as ¢ whole, in order tc

raise his level of activity.

Argpund the cantral core of mediesl pehabilitation there are a variety of
other treatments or services that may be quite closely related in different
ways. The whole range of medical treatments to cure Jdisease and relieve
suffering may well have the effact of restoring potients to their previous
levels of activity, without heing designed grimarily to do sc,  Converssly,
some treatments that are designed at least in part t© restere functional
capacity may not conventicnally be called "rehabilitetion®, avthroplasty of
the hip in cases of ostecarthritis is mn example. A third kind of service,
the provision of aids or equipment, as aids to mobliity or activitiss of daily
iiving, are perhaps on the borderline of pehabilitation; thay do not change the
individual’s physioclogical status but they do change his ability to undertake
Aifferent gsoeial tesks. A fourth kind of service, of direct hensfit to the
inddvidual, may or may not further rehabilitation aims; soeial work interven-~
tion to relieve distress after myccardial infarction mey be seen 3s gn end In
itself or as an attempt tc eliminate psycholingical barriers to the rasumption
of full activity; social security sickness hensfits may make it gasier for
individuals to seek medical care that will rveturn them to full health and
capaclty, or they may provide a disinesantive to individuals to return to work,
A fifth kind of service, which includes msnipulation of the Individuzl's
environment by, for example, rehousing or soeial work intervention with the
family, may or may not have direct lmplications for the level of activity that
ig achieved by tha patient, In this comtext, pehabilitatisn is one service
among many that range from the acute treatment of disease, through rehabilita-
tion and resettlement, to care and aftercare. In sach of these there may La
a difference of emphasis and obiectives that complicates relationshiss with
the rehabilitation process,
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(i1} Comprehensive Rehabilitation  In accordance with this broad concep-

tion of the rehabilitation process, there have Leen a number of attempts to
develop and describe comprehensive rehabllitation programmes.  Huch of the
professicnal literature in this arsa consists of discussion or review pagebs.
Theze papers contain a sometimes inextricable mixture of what does happen, of
what is considered good professional practice, and of what the author thinks
should happen.,  Much of the discussion literature on corcnary rehabilitation
is American, but a little Is British., One thens in this literature is the
growing specificlty of the diseases which successive authors discuss; the
trend is from cardicvoscular disease, through cardisc and coronary diseass, to
myscardlal infarction., Another theme is the varietlon through time in the
specificity and the breadth of the rehebllitatisn orogrammes that ave discussed,

One of the major featurgs of the forslygn - primardly American - professional
literature ¢f the last 25 years has Zeon the parsistence of the theme of compre~
hensive rehabilitation, Hewman et al (1952) cutlined a programee of physical
medicine and rehabilitation in scute myocardial infaretion. They included
physictherapy and occupational therapy as aids to mebilisation, advice and
education as part of psycholugical rehabilitation, and vocational advice and
guidance., In two papers, Benton and Rusk (1952, 1953) discussed mobilisation
in bhospital, and physiecal treining and assessment in relation te future
employment and housework, In 2 major paper, Hellerstein and Goldston {1954%)
emphasized strongly the themes of comprehensive vehabilitation and the team
appreoach, that had been developed in the cardiac pehabilitation programmes st
Cleveland, Chic,  They discussed clinical treatment, physical activation,
emotional and psychological assessments, education about diet and activity,
and vocational rehabilitation. A number of discussions over the next ten
years or more in America contained a similar Ihreadth of pehabilitation objec—
tives, but emphasized & more limited rangs of wehabilitation methods and treat-
ments {Mewman et al, 1956; Hellerstein and Ford, 1957; Hollerstein, 18583
Hellepsteln and Hernsten, 1966).  Other authors reviewed bhroad rehabilitation
progeanmes - concarned fop example with smeking, diet, physical aetivity, work
and family velationships - but without the vigour and specificity of detail of
the early Hellerstein (Lee and BHryner, 19573 Les, L3858; Kahn, 1558)., & similap
breadth of approach can sometimes be found in later discussions. Seldon (1988),
in descrilbing the work of @ cardiac rehabilitation unit in Australia, highlightsd
the contpibutions of doctors, psychiatrists, social workers and ccoupational
therapists in the restoration of patients to activity and work. Naughton et
al (1969) and Naughton (1973} also treated rehabilitation broadly, reviewing
mobilisation, axercise programmes, counselling, self-care at home, sexual
adjustment and return to work, More recently Wenger (1975a, 1976) has
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identified two major aspects of corcnary rehabilitation: physical activity
and patient and family education.  All these discussicns reveal verlability
of emphasis between different aspects of pshabilitation programmes, but eacgh

is concerned with comprehensive rehahilitstion.

Within the overall framework of comprehensive rehabilitation programmes,
a number of changing emphases and trends cen be detected. In the first place,
mobilisation and physical exervcise tock an increasingly important place in
discussions of the owverall rehabilitaticn programme during the 1950s and 1860s,
The growing emphasis on exercise and the measurement of cardiac capacity is
most apparent in the work of Hellersteln (Hellevstein amd Ford, 1957; Heller-
stein, 1953; Hellerstein and Hornsten, 1966), but can be sean elsewhere,
(Newman et al, 19563 Weada, 1871). During the late 1360s and early 1370s
there was an emphasis, in a number of discussions, on exercise and wvocational
rehabilitation 25 equal components of the whole (World Health Opganization, 136%:
Naughton et al, 1969 Harris, 1870; Horgan, 1973; 6Goldbarg, 1873). A parti-
cular interest in psychologleal aspects of rehabilitation developed durdng the
late 1360s, although It had bhsen menticned earlier (Hellerstein and Goldston,
1954; Seldon, 195%; Naughton et al, 1969; Wesda, 187i., Horgan, 1973),
During the 1370s, there has been a particular emphasis on counselling, education
and advice as part of the rehabilitation process, although, zgain, there ware
forerunners (Hellerstain and Goldston, 19543 Jefferson, 13663 Naughton, 1973,
Borpman, 1375; Wenger 197%a, 1378).

Recent British discussions of comprehensive cardisc rehabilitaticon can be
sot againgt this background. Semple (1970) emphasised physlcal exercise as the
major part of the vehabilitation programme, but alsc developed the argument
that doctors, with the increased Xnowledge about tha safety of exerclse, should
communicate more effectively with patisnts to reduce anxiety and invalidism.
Groden et al (1971s) discussed pghabilitation in terme of mobilisaticn and
convalescence, vucaticnal rehabilitation and secondary prevention, but not in
terms of exercise programmes. The Joint Workinp Party of the Royal CGollege
of Physicians and the British Cardiac Scciety (1875) emphasized exercise and
gxercise testing, mnd vocational pehabilitation.  They paid some attentiom to
peychological factors and to educaticn and advice, as subsidiary featuwres.

In editorials after the Joint Werking Party report, The Lancat (1975) and the
British Medical Jourmal (1373) both endorsed the report's cautiocus support for
exercise programmes, The B.i.J. alse criticized the report's failure to
congider what advice doctors should give to patients about driving and sexual
activity after myccardizl infarction. Greden et al (19716) commented that
British cardiclogzists had been less active than their foreipn collsagues in

exploring the figld of cardisc rehabilitation. The thinking of the Joint
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Working Party reflects a great deal of earlier American exploration. British
discussions of comprehensive rehabilitation do not contaln the breadth of

approach of sume American ¢nes.

There has not been a great deal of empirical research examining comprehen-
sive cardiac rehabilitation programmes, A& numbgr of studies describe the
different components of the rehabllitation preogramme and the characterdstics
of the patients at the start snd the end of the programms, Torkelson (1564)
described a programms, ccnsisting of exercise, physistherapy, cccupaticnal
therapy and art therapy In mobilisation, and observed several clinical and
functional parameters in a small number of patients.  Askansas et al (1573)
examined a comprehensive paychic, somatie, cccupational and social rehalilita-
tion programme in thres Polish sanatoria, and made subjective clinical and
functional assessments of the patients' subsequent condition., Stijas et al
(1975) described a not very extensive programme of mobilisation, exsrcise and
convalescence, and observed varicus aspects of patients' return to work.
Naso(1975) described a programme of mobilisation in zctivities of daily living
and occupational therapy and physiotherapy, and assessed cutcome in terms of
timing of progress throuzh the programme and of complisations, Monzigo and
Medina (1976} described an exercise and advice programme, and assessed the
patients in reletion to exercise tolsrance and cardiovascular function,

In none of these studies were there any controls, Although the patients in each
study tended to show improvemsnt in their condition and otherwise satisfactory
levels of cutcome, it is impossible tc say how far these improvements ware due
to the rehabilitation prograsmmes, or how far they were due to a natural process
of raccvery that would have occurred anyhow,

There have been very few studies that have examined mehabilitation programmes
congisting of several methods of trsatment, and that have used controls to
facilitate evaluation of the programme, Singh et al (1970), in a study of
Indian armed forces nerscnnel, showed that a higher proportion of these
rehabilitated by & comprehensive programme than of those pehabilitated by advice
only returned to¢ high grades of fitness for duty. Kavanagh et al (1570)
compared the effects of exercise and hypnotherspy on a small number of patlsnts,
hut wers unaLle to attribute improvements to the effects of the therapy.
Thockloth et al (1973) wndeptock 3 randomised comtrsl trial of rehabilitaticn
after acute myocardial infarction. The treatment proup of patients recelved
regular assessment and treetment from an occcupational therapist, 2 soccial
worker, an employment adviser and the rehabilitation physician, The contrel
sroup received soclal work or occcupaticonal therapy only if thelr physicians
referred then. Thockloth et 1)l found that the freatmssni croup retwned to

work at the same time, on average, as the contrel sroup (12 to 13 weeks), but
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that they wers much more closely bunched in the timing. They alse found that
patients in the treatment pgroup subjectively felt better than did those in the
control group.  These studies suggest that thers are benefits o be gained
from a comprehensive rehabilitation programme, but Jo not tell vz a great deal
about how much beneflt might Le expected from a comprehensive progranme, as

e

cpposed to a single programme of advice cr exercise.

(iii) Programmes of Physical Exercise The moat prominent development in

rehabilitation after myoccardial infarction in pecent years has been the intro~
duction of progrommes of physical exercise,  Thase developed sut of progress-~
ively organised programmes of webilisation and sctivities of daily living, suc
ag thoss describad by Newman et al (1958) and Cain et al (1961).  Ths major
impetus to narrow the focus on to exercise was the development of techmiques

of messuring cardisc capacity and reserve (Hellepstein and Fopd, 19587),  The
initial develcpment of exercise programmes appears to have baen underisken by
Hellerstein and his colleagues at Uleveland, Okio, in the early 1960s (Haller-
stein and Hornsten, 1966).,  The mein ides of pestoring patients! physical
fitness and physical work capacity wes widely acoapted quite wapidly, and in
1868 the World Health Organization cutlined suitable sxercise proprammas fop
patients with myocardial infarction. During the late 1980s and early 1970s,

a large nunber of papers discussing and advocating exercisce programmes were
published, mainly in Nooth American medical journals (Brunner, 19683 Tobis, 1369,
Wenger, 1969; Wenger et al, 19703 Enselberg, 18703 Cohen and Grant, 19713
Kavanagh and Shephard, 13%73; Wenger, 1373). Grodan et al (1971h) reported tha
very few hospitals in Britain at that time pogsessed exavcise programmes for
mycecardial infarction patients. Thers have been some developments since then
{(Carson et al, 1873), and the report of the Jolnt Working Party {1975) has

stimulatad the introduction of others.

At the same time, there was an encrmous growth in the number of published
American papers rveporting smpirical research into the effwcts of exercise
programmes, The exercise programmes studied ranged from those concerned with
mobilisation in a coronary gare unlt, through those aiming to reactivate
patients and restore them to physical fitness durinz the weeks or first few
months after the initial infarction, to those concerned with long-term mainten~
ance of function and secondary preventisn for months or years after the initiel
infarction, The studies varied in the definition of the patients imcluded in
the resesrch: some Including only those with myocardial infapction and some
including cocronary heart disease more broadly; some taking general hospital
series of patients and some taking these referred for rehabilitation., A
variety of parameters of recovery have been studled, including the physiclogleal,
the clinical, the functiconal, the psychclogical and the sccio-sconomic. The
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number of subjects included in studies has ranged between four, in one
picnearing effort, and 300 or mors. There has been no standard practlce
concerning the inclusion or adsquacy of controls.

The general conclusion of these studies has been that patients, who
undertake a programme of physical exercise after myocardial infarction,
experience improvement in several different aspects of their recovery.
According to the Joint Working Party (1975) " ...... it is belisved that
the beneflts of (physical conditioning} for cardiac patients dapend largaly
on the effects on the peripheral circulation and muscles rather than on the
heart itself," Some studies have found that patients who have undertaken
axercise programmes after myocsrdial infarstion experience improvement in
various aspects of cardlac function at specified levels of physical activity
{Rechnitzer et al, 1965; Kellermanm et al, 138673 Hellerstein, 1988, 1973;
Clausen et al, 19593 Samne, 1873), It has bean claimed {Hellerstein st al,
1967; Hellerstein, 1968) that electrocardicpraphic abnormalitises improve in
the course of an exercise programme, but Barvry et al (1956) reported no overall
changes. A number of authurs have peported improvement in ¢linical festures,
particularly asngina, during exercise programmes after myccardial infarction
{Heller, 1987, 1969b; Clausen et al, 1969; Rigner and Wilhelmssom, 1370), and
others have reported no increase in complications among those undertaking
grarcise (DeBusk ot al, 1871; Carson ot al, 13973}, The main thrust of the
research has shown increases in exercise tolerance, physical fitness and
physical work performance among those who have completed exercise programmss
{Rechnitzer at al, 1965; Naughton et al, 19683 Heller, 1967, 1863, 1969a,
1969b; Kellermsn et al, 19673 C{lausen et al, 19693 Rigner and Wilhelmsson,
1970; Bjorntop et al, 1972; Xellerman, 1873). One study by Kavanagh et al
(1978) found that around half the petients in the programme did not benefit
from it in terms of increased physical fitness, Varicus asthors have found
that patients, who have undertaken a programme of physical exervcise after
myocardial infarction, achieve satisfactory levels of return to werk
(Haughten et al, 19663 Kellerman et al, 1967; Kellerman, 1973; Tobis and
Zohman, 1968; Jackson, 18733 Carscn et al, 1973), And wvaricus authors have
shown that these patients also exuerisnce improvements in mood, well-being and

confidence (Hellerstein et al, 1867; Heller, 1959b; Rigner and Wilhelmsson,
1870; Carson et al, 13973; Sanne, 1973).

The evidence availsble from studies using controls shows that many of
these improvements Iin the condition of patients are associated with or caused
by the physical exeveise programmes. Naughton et al {19568) and Ressl et al
(197%} found improvements in cardiovasculay Function amens fairly snall

numbers of post-corsnary patients who undertook exercise programmes, but no
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such improvements among groups whe 4id not.  Two studies have found reductions
in complications and angina associated with exercise programmes (Heller, 1969a;
Brunner and Meshulsm, 1969}, One has reported that exercise is associated
with a reduction in the nusber of subsequent infarcts (Brunner and Meshulam,
1969}, and cne with a reduction in mortality (Gottheiner, 1968), Several
studies have reported increases in fitness and physical work capacity associatad
with exercise programmes (Rechnitzer et aly 1967; Crant and Cohen, 15733
Kellermsn, 1873; Kirchheiner and Pedarsen-Bjergaard, 1373; Ressl et al, 1975},
There have been no studies that demonstrate the effect of programmes of physical
exsroise on patients' ability to return to work. One study (McPherson et al,
1367} has found 2n exercise progremme to he associated with improvements in
patients' psychological statug, but other studies {Rechnitzer et al, 1967;
Naughton et al, 1968) have not found a statistically sipnificant association,

In summary, there iz good evidence that programmes of physical exsrcise
increase the degree of physical Fitness achiewed by natients after myocardial
infaretion, But, in the words of the Joint Working Party (1875}, "...e» the
information that has emerged neithor strongly supports nor denies a bensficlal
affect on worbidity and mortality.," Ror is there much evidence one way or the
other about the effect cn patients' psychological status or scciceconomic
functioning, The Joint Working Party cautiously concluded that ™..... even
although proocf is lacking, we fael that there are adequate grounds, bhased on
physiclogical and collateral evidence, for advising physical conditioning."
The evidence reviewed here suggests that such conditioning would improwve
physical fitness but would be unlikely to solve all the personal and social

problems experienced by patients after myocardial infarction.

{(iv) Early Mobilisation and Discharge Assoceiated with the change from

rest to exercise in the treatwent of myocardial infarotion has been an increase
in the popularity of sarly mobilisation and discharge from hospital,  British
doctors have taken more of 2 lead in exploring this area. Data from the
Hospital In-patient Engquiry show that the average length of stay in hospltals

in Dngland and Wales for patients under &5 with acute myocardial infavetion

fell from 23 days in 1968 to 15 days in 1973 {(D.H.8.8., 1972, 18773). The
following table reveals something of the variationsg in clinical policies between
different centres at different times. The table shows the number of days after
admission, at which discharse was plamned, in studies of serly and late mebilis-
ation and discharge,
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!
Author g Discharge: Days after Admission
i Barly Late
Groden st al {1957) 22 36
Harpur et al {1371) i5 28
Medical Division, Royal
Infirnary, Glasgow {1873) 23 28
Hayes et al {1874} q 18

The speed of change in outlock a few yesrs ago may be illustrated by two
aeditorials from Tha Lancet. In the Ffipst (1969) three weeks bed rest was
regarded ss the optimum; in the second (1971a) the likelihood of increasingly
widespread acceptance of pericds as short as aight days in bed and of dischargs
at 15 days was noted. The curvent belief iz that a total length of stay in
hospital of just over one waek is safe for pstients with uncomplicatsd myocérdial

infarcition and may be all that is needed for them

Tha empirical research has consistently shown that sarly mobilisation and
discharge after myocardial infarction is a8 safe as more sxtendsd hospital
care, In an sarly study without controls, Brummer st al (1358) in Finland
examined mortality, complications and recurrences and concluded that thevre were
no Immediate hazards to patients wobilised after 15 days in bed.,  Subsegqusnt
British studles without contruls, but with shorter pericds of bed rest and
hospitalisation, hava examined similar parametsrs and have alsc concluded that
sarly discharge is not hermful {Royston, 13723 Bayle et al, 1972; Tucker at al,
1973},  Furthermore, o number of foreipn studies (Brummer et al, 1966; Talkkunen
et al, 1970; Lemers et al, 1%73) and British ones {Groden et al, 19867; Harpur
et al, 1871; Hedical Division, Royal Infirmary, Glasgow, 1373; Hayes et al,
1874) have examined mortality, complications, recurrence and return to work in
controlled studies of sarly and late mobilisation, and have found no significant
differences between patients mobillised sarly and those mobilised late. Ome stuldy
{Broden and Brown, 1970, 1971) found a lower lavel of neurcticism at the time of
discharpe among those mebilised sarly than among those mobilised late, but also
found that this difference had dissppeared one vear later.

This evllence has shown that sarly mobilisation and discharpgs is safe. Other
pressures, such as the rigks of bed rest and the demand for hospital beds, have
reduced the length of stay in hospital after myocardial infarction. The longer-
term implication for the rehabilitation of these patients is that reconditioning
should be aimed less now than formerly at overcoming the debilitating effects
sf prolonged inactivity and the psychological eonsequences of extended dependsncy.
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To what extent this change reduces all needs for rehabilitation has not been

examined in the literature,

(v) Vocational Rahabilitation Althoush achieving satisfactory levels of
return to work after myccardial infarcticn iz one of the major peals of corcnary

rehahilitation, thepre ig relatively little discussion of or research ints vecas
ticnal rehebilitation in the literature.

The particular problems of vocational rehabilitation for heart patisnts have
roceived more attention in the United States than elsewhere, largely at the
initiative of the American Heart Assoclation, The A.H.A. spuasored the develop-
ment of Cardisc Work Evaluation Units in ths 1940s and 1850s.  Abosut 50 such
units were in existence by the late 19603, MHuch of the profesaicnmal literaturse
analysed thelr functions (assessment, physical retraining, placement) and
discussed their advantages {Jezer and Hochhauser, 1954; Clark and Altman, 189603
Pinner and Altman, 19663 whitehouse, 1866; Jazer, 1968)., Originally these
Units were largely concernsd with chronic besrt disease, but by the late 1980s
the changing pattern of heart Jdisgease and the inerease in the incidence of nyo-
cardial inferction was causing uncertainty about the future of the Units
{Hellmuth, 196%8), In addition to discussion of Caprdisc Work Evaluation Units,
there has been some literature stressing the importance of cecupational health
nurses and pehabilitation counsellors in the rehabilitation of capdiac patients
(Bissonnette, 13686; Nichols, 1986),

In Britain, the Joint Working Party (1975) reviewel the provision of voca-
ticnal rehabilitation, They said that return to work was an important milestone
in veccovery and emphasised the need to aveid unduly prolonged invalidism. They
continued: “Despita the size of the problem and the need for improvement, it
seems that our national veturn to work record is no worse, and often better, than
that of the other countries, This might suggest that the more laissez-faire
attitude of British physicismns is not wholly detrimentzl."  They made a variety
of sugpestions about doctors encouraging positive attitudes towards work, about
the early identification of problems, about the need for instituting rehabillite-
tion and cooperation, and about the importance of reviswing continued sickaess
abgence, Although the Joint Working Party did not emphesize this area particu-
larly stronply, it is in the performance of these tasks that consultants and
general practiticners make their major contributions to the wocational rehabilita-
tion of most patients with myccardisl infarction,  The Jednt Working Party then
reviewed the facilities available in Britain for late rehabilitaticn: work
assessment teams, disablement resettlement officers, the Employment Medical
Advisory Services, industrial rehebilitation umits, the disabled persuons' register,
and the cccupational medical services.  They expressed no strong views about the
valug of these services and 4ld not advocate particularly strongly their devaelop-

ment in one way or another,
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A small amount of empirical research has examinad some aspects of vocatiomal
rehabilitetion of cardiac patilents in different countries, The studies have
simply described the patients in differant kinds of rehabilitation units and what
has happened to the patients subssquently. They include studies of an industpial
rehabilitation undt in England (Wilkinscn snd Mattingly, 1973), of separate
cardiac rehabilitation units in Australiz and the United States (Seldon, 1963
Seldon et al, 1966; Aldes et al, 1968), and of hespital rebabilitation clinics
in the United States and Seotland (Tobis and Zohman, 1370; Groden and Cheyne, 1872},
Because these sgtudies included no data on untreated patlents, it is impossible to
assess the value of the vocational rehabilitation., The only general conclusions
that might possibly be drawn from these studies is that if the rehabilitation
unit deliberately seeks out problem cases, very few patients return to work
(Aldes et al); if it iz a separate vehabilitation unit accepting referrals from
elsevwhere, almost two-thirds of the patients return to work (Seldon}; 4if it is a
bospital-based clinic, over two-thirds of the patients roturn to work {(Groden
and Cheynel,

A zecond group of research studies about vocatisnal rehabilitation have
examined employers' policies towards cardiac cases. Several American survays,
mainly in the 1950s, found that smployers generally retained existing employees
who developed cardiac disease, but wers reluctant tc hire new employees with
existing cardiac disease (Kline, 1354; Olshansky et al, 1955; Lee et al 1957;
Resder, 1965), The two main kinds of reasons fur their reluctance, given by
employers, were, on the ong hand, thelr lack of suitable jobs and their need for
physically wersatile employees, and, <n the cther hand, the importance of minimi«
sing the possible costs to the company of workmen's compensation and of company
financed benefits. There appears to have been no comparable ressarch in Britsin,

{vi} Psycho-sccial &spects of Rehabilitation  An increasing smount of

attention has been pald in recent years to psycho~social aspects of rehabilitation
after myocardial infarction, A considerable number of people have emphasized

the importance of counsslling, educating and advising coronary patients and thelr
familiszs, The professional discussions of these aspects of rehabilitation often
treat them as parts of 2 single spectrum, but the reseapreh litsrature handles thenm

more distinetly.

¥ost of the professional discussions advocate better snd more effective
communication with patdents. They cover a wide range of things to do with the
iliness and its effects., They exhort health service staff to advise or sducate
patients about the causes and naturs of the lliness, about their work and their
pattern of dally living, about anxiety, and sbout exercise, diet, smoking, sex,
aleohol and travel (de la Chapelle and Commow, 1964; Sibley, 1965; Parsons, 1974

Ochen et al, 1976).  Other discussions emphasize not so much the contents of the
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advice, but the staff who provide the therapy or rehabilitation. Some emphasize
the doctors! confridbuticn {(Harrison and Reeves, 19653 Parsons, 1974), some the
nurses' {Morgan, 19763 Stockwell and Tada, 1976}, and some the svecisl workers!
(Jeffoerson, 1966},  Other discussitns emphasize the method, whether this is based
on hypnotherapy(Nuland, 1968) the honesty of discussion (Harrison and Reeves, 1965)
or explicit educational principles (Wenger, 1975b}.

The empirical ressavch has been somewhat less varied then this. Thres
exploratory studies, in which patients were interviewad while in hospital and
at home afterwards, concluded that there was a need for a programme of education
and advice about a varisty of aspects of the illness and the patient's life
{Toone, 1972; Mullen, 1873; HMayou et al, 1976s). Two social work projects and
one group psychotherapy project were designed {implicitly) as action research,
in which a therapeutic service wos delivered and the contents of sessiocus were
neted {MeGpath and Robinson, 1973; Clarke, 1974; Adsett and Bruhn, 1988), In
thes: studies the main emphasis was on the relief of anwisty. In another set of
studies controls were used in order to evaluate the therapy or advice. Rahe et al
{1973) found that patients treated in group therapy sessions had less complications,
and knew slightly more about the nature of coropnary hsart disease and psychological
factors in it, than did patients who were not so treated. In 3 small-scale
British study, Shaw and Moiven {1974) found that a higher proportion of patlents,
who recelved frequent follow-up visits and advice, then of controls returned to
work by three months and stopped smoking cigarettes, In another small-scale
study, Woodwark and Gauthier {(1972) reported that a programms of education by the
nurse and family physicien increased patients! knowledge of the illness and
compliance with treatment, and lowersd thelr post—-covonary disability., Inm e
largev-scale study, Burt et al (1974) founl that a much higher propurtion of
patients given intensive advice about smoking, than those given conventionsal
advice, stopped smoking after their myscardial infarct. These studies suggest
that programmes of education and advice may be effective in changing quite a wide
range of bohavicur and events after myccardial infarction,  They do not Indicate
how much benefit might be expected, or whether advica should complement or replace
exercise as a form of rehabilitation.

{vii) Discussion During the last 25 years there have been many impulses
to the development of corsnavy pehabilitation, These impulsss have occurred in
different places at different times, and have not been part of a planned strategic
development. They have led to different kinds of vehabilitstion service, whose
relationships to each other have rarely beesn examined, No siagle pattern of
coronary rehabilitation has been authoritatively established. New forms of
treatment, aimed at sclwving sifferant aspsots of patients' problems continue to

bg developed and discussad,
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On the whole, there is very little evidencs that shows that the differvent
kinds of rehabilitation are effective in solving patients' problems.  The best
gvidence relatss to programmes of physical exercise, Exercise has been shown
to be associated with improvements in patients' cardicvascular functicn, clinical
condition and physical fitness. It is believed to be asscciated with imprcﬁe—
ments in patients! mocd and with satisfactory work performence, but this has aot
besn adequately demonstrated. Programmes of education and adviece appear to
affect patients' knowledge and everyday activities, but this has been Jdemonstrated
adequately only in relation to swcking., Comprehensive rehabilitation programses
may affect a variety of aspects of patlents' recovery, but so little research has
been done thet it is impossible to be cartain., Programmes of vocational rehabili-
tation and of uysychological or sccial therapy, have not been evaluated adaguately
at all,

On the basis of this evidence, it is impossible to be certain that any of
these forms of rehabilitation would improve infaret patients! performance of their
gveryday activities or solve their porsonal and social problsmg, It is with
these activities and problems that we are most concernad in this study. With the
exception of physical incapacity, the identifiecation of particular difficulties or
problems should not lead to automatic recommendations for the development of par-
ticular rehabilitation services. Not encugh is known about the effectivensss o
rehabilitaticon to allew us to specify needs for rehabilitation with certainty.

(3} Recovery after Hyccardial Infarcticn

{i) Conceptz of Recovery In these research and Zdiscussion papers about

rehabilitation, 2 great Jdeal has been said asbout those aspects of the patient's
recovery to which rehabilitation relates. Hoticns of, and data about, recovery
are handled in many different ways.  Authors may be move or less explicit in the
way they view recovery, and in the extent to which they identify the promotion of
particular sspects of recovery as the actual or proper geals of pehabilitation
services. Some authors have emphasized the need to take a holistic view of
chronic disabling illness (Feldman, 1974} ~ that is, to pay attention to

"the whels man®.  Groden et al (1971a) discussed "the whole process of recovery'.
The attempt to handle recoveyy in such broad tepms leads, however, to difficultiss.
It may lead to vagusness, or to the selection of a single easily measured
indicator of recovery such as timing of returm to work, that unduly narrows the
focus of attention, In 2 major review article ten years ago, Croog et al (1968)
discussed various medical, psychological, social and professional influsnces on
racovery, but tended to treat recovery itself as a single undifferentiated process.
In 2 recent review, Doehrman (1977) has distinguished more clearly Letween
psychological, social and vecational aspects of recovery. Hellerstein and Gold-

ston (1954} identified the physical, mental, social, vocational and economic
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usefulness of cardiac patients as aspects of their recovery that are important
in rehabilitation., Stated in thess terms, it is cbvious that recovery can be
seen as a multifaceted process. It is possible to study either several aspects

of recovery simultaneously, or individusl aspects singly.

(ii) Physical Capecity The primary purpose of medical rshabilitation, and

particularly of exercise programmes, after myocardial infarction is the restora~
tion of patients' physical capacity. At one level, attention has been focussed
en the effects of exercise on the heart itself (Hellerstein, 1%68; Merriman, 1$70).
Exercise programmes for cardisc petients are belisved to increase the patients'
maximun Oxygen intake and improve their exercise tolsersncs, with lesser increases
in heart rats, respirestory rate and systolic blosd sressure {Joint Working Party,
1875). ‘These are aspects of recovery of great significance to cardiologists.
ardiac impairment and performance are not the only eontributors to physical
Fitness., Research bas exanined the effects of exercise progrommes on broader
aspects of physical functioming., In the words of the Jeint Working Party,
"Tha main emphasis in these invastigatinns has been placed con training the oxygen
transport system, and it is belisved that the henefits of such training for cardiac
patients depend largely on the effects cn the peripheral circulation and muscles
rather than on the heart itself .......". The restoration of physiclogical
performancs and physical capacity is the end towards which much medical rehsbiliita-
tion is devotsd. This mwey be a major factor influencing personal, sccial and
vogational aspects of recovery, On the other hand, many patients may return to
work, for example, without having achieved complete physical fltness.  Similarly,
restovation of physical fitness is not a sufficient condition to ensure that
patients return to work. It is necessary, therefore, to examins each aspect of
recovery separately, to woeigh their importance and to ccnsider their inter~
relationships.

{1fi)} Return to Work Patients' retumm to work after myocardial inforcetion

is often felt to be the most important aspect of thalr recowvery; it is certainly
the most studied, The Joint Working Party (1975} expressed the view that, "For
many patients after myoccardial infarctisn, successful return to work will be the
crowning achievewent, signifying restoration to independence and intsgration in
the life of the commmity. With few exceptions the doctor should present this
concept from the start of the illness as the prime terget."  There have baen
subatential changes in emphasis and achievement during the last %0 years, In
the 1830s, "...... it was generally believed thaet the grest majority of persous
who had coropary heart disease with myccardial infarction were no longer able to
work and could expect 2 drastic curtailment of their asctivities.” (Crain et al,
1950). Much of the professicnal and research litersture of 30 to 40 years ago
was concermed to egtablish that corcnary heart disease 4id not necessarily lead

to permanent disability among survivers (White, 183%; Master and Dack, 18403
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Magter et al, 1954}, As data heave accumulated it has become widely expected
that the large majordity of survivers achlsve a substantial degrse of recovary.
The veport of the Joint Working Party (1975), for example, veviews 2 serles of
British studies that shuw that 30 per cent of survivors of myocardial infarcticn
gvantually return to work without specizal rehabilitation measurss. The report
then identifies delay in returm to work as the problem to Le overcome: "These
studies show that the Droportion returning to work by three momthe is variable,
but commonly this is only 50 to 60 per cent and it appears that there is a
considerable amount of unnecessary and unduly prolonged invalidism following
infarction.” The change has bzen from acceptsnce of high levals of permanent
disability, through attempts to reduce the level of permanent disability, 1o
concarn to reduce the length of time of sickness absence from work.,

Detailz of the propurtion of patients returning to work after myccardial
infarction, and the proporticns returning by different times after the acute
episcde, have been reported in numerous studies,  Vuopals (1872) veviewed
guite 2 lot of the earlier literature. In 14 studisg, with publication dates
batween 1930 and 1959, from which he extracted data, the propertisn of survivors
whoe had returned to work by various follow-up times ranged betwsen 50 and 90 per
cent. In nine studics, with publicatisn dotes In the 196808, the proportion of
survivors who had returned to work by varizus follow-up times was grouped much
more consistently between 80 and 99 per cant. In a review of 1l more recent
studies, with publication dates betwsen 1967 and 1873, Doehrman (1877) coneluded
that 85% of patients, who survived a myccardial infarction and who had been
previously employed, retwrned to work by one year.  As noted, the Joint Working
Party {1975} said that British studies showad 80 per ceat of survivors returnsd to
work eventually, without special help. The following table shows the propurtions
of patlents reported in different studiess te¢ have returned to work Ly the specifiad
follow-up dates. These figures are based on the total number of patients, who
vere employed hefors admissicn to hospital, and whe were discharged live (or
survived to follow up).  The first part of the table includes receat foreign
gtudies not covered by Duehrman's review. The second part includes a longsr
series of British studies,
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% Returned Pollow-up
Study to York interval ;
i

Wigle st al (1971) Omtaxio : B c. 2% y»
Stijng et al (1975} Leuven | 59 not stated
Kjoller {1976) Copenhagen 80 average 26 mnth
Wilhelmason et al (1978) Goteburg £9 not stated
Stern st &l (1976) Washington D.C. 83 1 ye
Sharland (1964) Londen 86 1yp ‘
Wincott & Caird (1966) Oxford 88 1y _
Groden (1867) Glasgow 15 1 yre :
Harpur et al (1971) Chelmsford 82 73 mnth ;
Royston (1872) Barnet 80 & mnth i
Cay et al (1973) Edinburgh 78 1y ;‘
Shaw & HMcMiven (1974) Glasgow 79 9 mnth ;
Kushnir st al (18755} Hull 73 10 mmth :
Finlayson & MecEwen (1977} Dundee 72 1yr %
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The impression that emerges from this table is that statements of 80 to 20 per
cent return to work are a little too optimistic. In Britain, at least, anything

between 70 per cent and 90 per cent should he expected.

Good data ave alsc avallable thet show the proportisns of patients who have
raturned to work at different times efter thelr infapet. As a falrly stolle
total Figure has been reached, the aitention of the rehsbilitatiin services has
turned to minimising the duretion of incapacity and avoiding unnecessary delays
in return to work., Table 1.1 shows the proportions of patients foumd, in nine
different British studies, to have returned to work by varlous Intervals after
their myocardial Infarcticn., These proporticns ape shown graphically in
Pigure 1. A very high proportion of Foyston's {1372} serias returned wunusually
sarly to work. The other eight studiss may indicate tha normal British pattemrn
in the timing of veturn to work, In Figure 1, the possible boundaries of this
pattarn have been drawn In.  These Loundaries indicats the ranges in the propop-
tions of patients we might novmally expect to have returned to work at ddfferent
times after thalr admission to hospital. These proportions are shown in the
following table,

7
I Months after i Propovtion of Patients

i Admission to ;  Returned to Work

; Hospital i row %  Bigh §

H

Ca j 0 5

g p 10 50

3 35 55

4 50 80

5 P 50 85

6 : 65 85 7

k]

The greatest differences betwsen series occurred when ratients first started
retuming t& work et about the second menth,  From the table we can ses that the
Joint Working Party's statement that “only 50 to §0 pepr cent® returm by thres
menths iz too high; in fect, anything Letwesen 80 and &0 por cent seems to be the
usual figure., Between thrae and six months, the differences between the studiss
gradually narpow, The proportion of patients who had returned to work ¢id not

increass substantially in any of the series after seven months.

A mumber of studies have examined patisnts’ work experience in more detail
than the simple fact of returning o werk, Doehmman (1877) suggested that
Hperhaps 20% of all work returners either change jobs or raduce thelr hours”,

Some British studies have Fooussed en tha howrs worked. Sherland (1984%) found
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that 20 per cent of all patients were working part~time three months after their
infarct, and that this figure fell t2 nine per cent at six months and two per
cent at one year. This plcture was confirmed by Royston (1972}, who found geven
per cent of patients working part-time at six menths, snd by Wincott and Caifrd
(1966), who found that 18 per cent of patients worked part-time when they first
returned.,  Recently, however, Kushnir et al {1975b) found that 19 per cent of
patients were working less than 90 per gent of their pre-morbid hours at both
four months and ten months after their infarct, Finlayson and MeBwen (1377)
found that 36 per cent of patlents were working less hours at six months than
baefore their infarct. These figures suggest that it is iwportant to look at the
total number of hours worked, rather then simply at full-time or part-time work,
to assess the impact of the infarct, It ssams likely that the hours of work of
betwaen one guarter and one half of patients may be affected by the infarct at
some time in the subsequent menths,

A certain amount of British data is alse available to show changes in
employment or in the type of work after myscardial infarction.  Bome poople
change jobs after their infarct,  Sharland (1864) found thet seven per cent
of his sevies were employed in dobs that wepe not their ususl ones thres months
after their Infarect; +this figure had risen to 15 per cent by 8ix wonths and
19 per cent by one yeer., Finlayson and MeBwen {(1877) found that five per cent
of their series were working st six menths in employment different from that
which they held before their infarct. Royston {1972) found that thrse per cent
of his seriss bad returned to different work by six months, A certain proportion
of these changes iz presumably related to the Infarct, but thers is no way of
telling how much, directly from the statistics quoted,

Som: indication of the kinds of changes produced by the infavct is given by
studies that show alteraticms in the nature of patients' work., Wincott and
Caird (1966} reported that 19 per cent of their serdes retumed to work via
light work, Royston (1872} reported that 15 per cent of his series had returned
to medified work at six months,  Cay et al (18738) reported that 24 per cent of
their patients wepre not fully active on their previcus, or a comparabla, job at
four months, and that five per cent had moved to a less demanding job. Kushnip
et al (1975L) veported that 27 per cent of their series were wndlertaking less
than 90 per cent of thelr previosus physical load four menths after their infarct
and that this figure had risen to 37 per cent hy 10 months.  These studies
suggest a falrly consistent picture of about one~guarter to ona-third of patients
undertaking reduced levels of activity at work at some time during the year
after their infarct.

As Doebrman (1977) wnoted, theve is little empirical information avallabls

about the more subjective aspects of patients' experience of work after myocardial
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infarction, Two British studies contain data about patients' expectatisms,
about their future work and about their actual difficulties, Cay et al (1872)
reported that 30 per cent of thelr corcnary heart disease saeries would have
employient problems facing them on discharge from hospital.  Finlayson and
McEwen (1977} veported that 35 per cent of their series of myccardial infarction
patients in hospital anticipated specific difficulties in relation to employment
{concerned with physical inability t¢ manage their work, discontent with their
work, cr difficulty with Their fellow-workers}; they also reportad that 15 per
cent experienced general anxigty about their return to work, These twoe studies
are In broad agreement that about cpe-third of hospital patients anticigate
problems in relation to their work.

Their findings abeut difficultiss actually experienced at work are less
easy to compare. Cay et al (1873) reported that seven per cent of patients
followed=up at four months had some problems in returndng to work or finding a
new job, and 28 per cent had seriocus preblems; they alss found at one year that
six per cent and 28 per cent had soms problems and sevare problems, respectively.
In cther words, they found, on vach cccasion, that about 35 per cent of patients
had (or had had) problens. Finlayson and Mebwen (1377) Followed up patients at
six months, Thay found that 41 per cent of patients experienced difficulties
when they first returned to work, and that nost were not serleus.  They alsc
found that a further 13 per cent of patients had continuing bhut intermittent
difficulties, and that five per cemt hed had difficulties leading to them giving
up work, In reporting about 4O per cent of patients to have initial difficulties
only and a further 30 per cent of patients to have longer-term difficulties,
Finlayson and HeEwen found more frgguent problems than Cay et al. In neither
study, however, was the nature of the difficulties reported in much detall,

(iv) Personal and Social Aspects of Recovery  Although patients' work

exparience after myocardial infaretion has heen much studied, it is not the only
kind of activity that is important. In pecont years some attention has besn paid
to a varisty of personzl and scoial consequences of coronary heart disease. These
include the impact on recreation, family 1ife, sexuel asctivity and driving.
Attention has been paid not simply 0 the activities involved, but also to the
social relstionships based wpon them,  The luvolvemgnt in these srcas stems,
perhaps, from concern with the problems of the seversly disabled and the old, for
whom pald employment may not be s feasibhle rehabilitation obiective (Goblae and
Nichols, 1871; Office of Population Censusos and Supveys, 1971a and b) and from

changes in the perception of the natwre of coronapy patients' needs,

There has been little professisnal discusaion of these perscnal and social
activitisg, Master (1351} concentrated on the importance of work rehabilitation,
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because of the borgdom and dangers of inasctivity =nd excessive leisure. In
contrast, Thompson (1966) emphasized the potential of mecreational activities
in rebuilding the patient's life, and Jdiscussed in some dotail the kinds of
activities that were suitable and the rescurces availsble. Williams and White
(1961) discussed the implications of cardiac diseass not only for work, physical
activity and personal adjustment, but alsc for smoking habits, Ziet and sexual
activity; they stressed the importance of the physician-patient relationship,
crgonised rehabilitation, and sducation in sscondary prevention. A number of
authors have discussed problams of sexual activity, both from the physiclogleal
and personal points of view., They have usually emphesized the safety of sexusl
activity after myccardial infarction and the need for better communication
petween. dootors and patients about sex. (Naughton, 1973; Kent, 1875; Creen, 1975).

More research data relate to sexual activity than to other aspects of daily
living after myccardial infarction. & varisty of definiticns and measures have
been used.,  Although the broad dirsction of the findings is claar, thers are
conglderable differences botween studiss., In some studies {Pinlaysen and teBwen,
1977}, the data are suspect, becsuss of low pesponse rates for the questions asbout
sexual activity. The following table shows the proporticn of each series who
ware sexually inactive hefore the infaret. It also shows the patients, who were
sexually active bhafore the infaret and who returned to full or reduced levels of
activity, as proportions of the totel patients in each series,

r - : :
; : Proportion of Patients ! ;
; Study and Follow-up : Inactive Level of Activity
Interval iPre M1, Post ®.1. _
; Reducad Mull/More Total
Skelton and Dominian {(3973)
12 momthsa 37 25 37 100
Kushnir et al {(1375L} :
10 months 1 10 35 55 100
| Bloch @t al (1975) :
% 1l months 15 62 23 ¢ 100
: Stern et al {1376)
; 100

12 months 18 28 58

s e

The general conclusiomss to he drawn from this table ave that perhaps cie-guarter
to one-half of the patients have reduced levels of sexual activity cne year
after their infarct, and that perhaps cne-quarter to one~half have returnsed to
their pre-infarct levels, Stern et -al {1378) reported that the vast majority
of those who returned to normal 4id so bgtween six and 12 weeks after their
infaret. Kushair et al (1975L) found that there was no increass in the
proportion returning to full activity between four and 10 months, The pattern
of recovery seems therefore ¢ be established by four months after the infavct.
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In these studiss, there is no way of distinguishing betweon the effects of the

infarct and the effects of ageing., Hellerstein and Friedman (1970) attempted
to isclate the effects of the 1llness, They fouwnd that in 2 series of men
with arteriosclerotic heart disease the average number of orgasms per week
£21l from 2.1 ¢ne year before the first coronary event to 1.8 one year after
it, and that, in 2 series of coromavy-prone controls, the average number of
orgasms par week ingreased from 1.9 to 2.0 after participstion in & programms
of physical conditioning. They alsc concludad that over 80 per cent of post-
poronary patients can fulfil the physiolegical demands of sexual activity
without symptoms or evidence of significant strain.  Although the hroad
plcture of a reduction in the level of sexual activity after auyocardizal infare-
tion is olear enough, more rasedrch would be nesded to establish the exact

leval and the causes.

It would bhe expected that myosardial infarction would have a substential
effect on family life. Cay et al (1872} found that 20 par cent of all coronary
heart disease patients had family or marital problems, when interviewsd nins
days after admission to hospital. Finlayson and McEwen (1977) found, 12 months
after the infarction, that the respinsibilities of U7 per cent of the patients’
wivaes had increased substantially, and that 62 per cent of the wives had taken
over their husband's household tasgks.  Skelton and Dominian (1872) found the
infarct had an emotisnal impact on all patients' wives, and that it had a
considerable effect on family lifa.

There is some svidence that myccardial infarction is also asscoiated with
financial problems. Hay and Turbuott (1970a) found In New Zealand that 3 peb
cent of their patients wers no longer savning a living when followed up, that
the income of 10 per cent of the patients was redused to 1:8s than half its
previcus level, and that the income of 12 per cent was raduced but was still
more than half lts previous level. Cay at al {1972) in Scotland found that
12 per cent of infarct patients had financial problems nine days after
admission to hospital., Finlayson and McEwen (1977) found, at 12 months, thst
money wias a major problem for 25 par cent of their series and a problem of
iptermediate severity for 20 por cent. The dafinition of what is accounted a
problem presumably varies bhetween studises, and affects the proportion of

patients recorded as having financial problems.

It has been suggested that recreationzl activities ars an important part
of the daily life of post-infarct patients, but there are very few research
data in this area. Martin (1967) reported that the outcome at three months of
leisure rehabilitation was a fallure In 48 per cent of patients; fallurs was
agsessed in terms of not resuming or not suitably modifying previous activities,
or not finding alternative activities., Hay and Turbott (1970a) found that, at
14 months, 36 per cent of thelr ssries were gardening, 38 per cent had one or
more outdoor interesta, and that 26 per cent had no cutdoor interests.
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Finlayson and MeBwen (1977) found that, at six months, 15 per cent of their series
were undertaking more ghysicél activity in their spare time than before their
infarct (gensrally walking and golf), that 44 sar cent wers undertaking the same
amount, and that 41 per cent were undertaking less (sport, houschold repairs and
decoration, gardeningl, Thay alsc found that three per cent of their series
were undertaking more soclal setivities than before the infarct, 60 per cent the
same amount, and 37 per cent less, Kushnir et al (1%75h) found that 18 per cent
of their series were undertaking reduced levels of private driving four months
after their infarct and 12 per cent reduced levels at 10 months.  Frop these
data, it seems reascmable to suggest that the recreational activity of at least
half the myccardial infarction patients is affected by thelr illness in the months
after the acute event. There are no data to show the changing pattern over time.
As with the effect of the illiness on family life, the impact on recreation is
mere lmportant than suggested by these studies, because of the lapge number of
people over retirement age who have a wyocardial infarct, and becauge »f the
long-term tendencies to reduce the age of retirement and to reduce the length of
the working week., In these circumstances, activitises other then work will be

increasingly important aspects of recovery after myoccardial infawction,

One othar activity that has been quits closely studied is smoking, though
this is of more concern in prevention than in vehasbilitaticn, Several studies
have produced gulte detsiled data on patienta' smoking habits after myocardial
infapctism, as shown in the following table,

Study and Follow-up % of . e
Interval % Series % of Smokers
: Non= : Ra~
: Smokers 1 Stopped duced Changed Same Hore Total!
Hay and Turbott{1370h) ;
6~24% months 28 4 35 5 21 0 100
Shaw and McNiven (1974)
9 months 24 40O 3G o 20 10 106
Burt et al (1974) ‘
12 months plus {22 63 18 3 159 100
Finlayson and McEwen (1377) :
& monthe 5 - ug o FUB 100

This suggests that about one-half the smokers stop smoking after their infaret,
and that & further third reduce the amount that they smeke. It is alse known
that a substantial number of smckers stsy smoking temporarily st the time of their
infarct, but resume again later. Hay and Turbott (1970h) found the proportion

of smokers who stopped and then restarted was 44 per cent, Finlayson and McEwen
(1977) found it was 29 per cent.
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{v) Pgychological Aspects of Recovery Personal and psychological aspects of

recovery after mycecardial infarction have received a considerabls zmount of atten-
tion in the literature, both iIn professional discussion papers and ln reports of
empirical research, Ones line of approsch has been to view the §sycholmgicai
factors 28 an influencs on pecovery, zs measured in terms of resumpiion of
physical activity or retwn to work, Frequently, psychological factors have

been seen by doctors as barriers to successful recovery {World Health Organization,
1969b; Wishnic et al, 1971; Lancet, 1971L; Joint Yorking Party, 18753
Dellipiani et al, 1976). Within this general approach, some authors (Klein et
al, 1865; Wynn, 1967) have attompted to identify patients with unwarranted
invalidism - patients whe fail to resume ncrmal activity in the absance of any
detectable physiological incapacity.

The second main approach to psycholopical aspects of recovery has Dheen to
treat them, not as influences on physical recovery, but as ends in themselves.
Such factors as anxisty and depression have been seoen and studied as psrt of
patients’ overall persunality or well-being, and have beesn made the oblectives
of intervention. A number of pecple have discussed the psychologically-defined
impact of the illness, such as <dependency, depressicn, anxiety, regression and
neuroticism (Whitehouse, 1960; Braecelsnd, 1968; Josten, 1970; Hackstt et al,
1973},  Others have 4iscussed psychological stratezies for coping with the
illness, such as dJenial and vacillatvion {Sullivan and hackett, 1953; Josten, 137G).
Some authors have concentrated not so much on purely psychological reactions, but
on the meaning of the iliness for the sufferer. Thay have usually seen the
myceardial infarct as a threat to the sufferer's integrity, body~imsge or self-
esteem {Braceland, 1966; Smith; 1972; Cook, 1876}, Hany of these authors have
urged the development of the caring or therapeutic services, in order to improve
these psychological or persomal aspscts of recovery.

The smpirical ressarch into psvchological aspects of recovery may be divided
Inte four main gooups.,  First, there are studies that have attempted o make &
fairly general assessment of patients' well-being or morale. Thockloth et al
(1973} made subjective assessments of patients' sense of well-being with &
variable follow-up interval between three and 18 months; they reported that
31 per cent of patients felt better than previously, 21 per cent felt the same,
33 per cent felt less well and 15 per cent were not sure. Gareity (1373)
found that patients' smployment, level of activity and (especially} health
perception were related to morale six months after the Infarct; but he did
not veport the overall level of morals achieved,

& considerable amount of resesrch has fooussed on emotional distress,

particularly anxiety and depression, after myoecardial infarction, The studies
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have used a variety of definitions and measures, and, not surprisingly, have
produced & variety of results. In none of the studies has there heen any
attempt to distinguish between distress caused by the infarct and anxiety
that was part of the patient’s pre-morbid persomality. In addition, it
should be noted that the much quoted study by HWynn (1967) was based on a
cardisc work-evaluation centre, to which patients were referred from hospitals
and elsewhere; the proportion of patients found in Wynn's study to be
experiencing distress or other prablems is likely to have been higher than the
proportions in hospital-based serlss. The table below is an atltempt to present
systematically the Findings of five studies of series of hospital patisnts.

It shows the proportion of each seriesz experiencing varicus kinds of emotional

or psychelogical problems at the spscifisd times after the inTarct,

B e

Tine Propop~
i St after tien of
: e Admission  Patients Problen Assessop :
F %
L rCay et al (1972) G days 32%  Anxiety Psychiatrist |
26%  Deprassion :
McGrath and Robingon In 100%  Anxicus HMedical
(1973} hospital Secondary (inappro~  Social Worker
priate} anxiety
31% Deprasaed
Wishnie et al (1871) During lst 88% Anxious or distressed Patlents
month after
discharga
Martin (1967) 3 months 54%  Not successfully Hedical i
aceapted or adjusted Secial Worker |
te 1llness and its i
affacts ;
. Finlayson and McBwen Before > % nifficult to adapt, Patients |
{(1$77) B months feelings of uncer-
tzinty, fear or
frustration
HMoGrath and Robinson & months 27%  Secondary {(inappro-~ Medical
(1973) prizte) anziety Social Workep
40%  Depressed
Finlayson and McEwen & menths Nearly Tears about recurr- Patlents
(1977} 1/3  ence or ability to
cope in future
Martin (1967) & months 52% Mot successfully Madical
accepted o adjusted Social Worker
to filness and its
effects
Pinlayson and McEwen 12 sonths 62% lasting changes in Hives

(1977)

nersonality,
inereased irritab-
ility, dependency or
pottling things up
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The impression from this table is of a considerable variety of personal problems.
These problems are experienced by nearly all patisnts during the first weaks
after their infarct. They ssem to persist among about helf the patients for

the rest of the first vear aftsr the infarct.

Following the work of Cassem mnd Hackett (1971) attention hes been paid to
the changing pattern of distress through time. Delliplani et al (1978) found
that patients' anxiety scorves fell substantially following the first few days
after the infarct, They alsc found some variation in anxiety levels over the
next few wecks, but that falrly low lavels of anxiwty had been achieved by
thrae or four months. Dochrman (1977) says that the litevature shows a dacline
with time in the proportion of patients experiencing distress, from 88 per cent
at two months, 10 69 per cent at six months and 20 per cent at twe ysars. In
fact, the 20 per cent he quotes la not the proportion of patients ewperiencing
distress at tws years, but the proeportion of patisnts in which delayed rehahili~
tation was thought {at a two-year assessment) to be attributable to anxiety
{Hinohara, 18970). The best single set of data about the changing prevalence
of anxiety and depression during the year after myccardial infarction is
presented hy Stern et al (1976) from Washington, D.C.

{
; Time after Proportion of patients with
i Admission ? i :
; ' Anwiety b Depression i
% i % !
@ ;
6 days : 42 29 :
& weeks 30 ; 15
3 months i 1l ‘ 1z é
6 munths i 22 | 10
; 1 year : 17 g 13 5
i

Stern et al mads use of psychiatric vating scales in their study. Their
findings are close to those of Cay et al (1972) and MeGrath and Robinson {1973)
for anxiety and depression in hospital.,  Thay are also close to HMeGrath and
Rebinson for ansxiety at six momths, but much lowsr than them for Jepression.
They found guite high levels of mnxiety and depression in hospital, and that
these fell during the first thrse months but not subsequently. Allowing for
gome overlap, it ssems that alivut 50 per cent of patients expericncer psychia~
trically identifiable anxiety or depression in the first few days after myo~
cardlal infarction, that this falls to about 25 per cont by three wmonthz, and
pergists at that level fur the next nine momths.  This pattern is cimsistent
with the suggestion, made in the previous paragraph, that nearly =1l patients
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experience broadly defined personal or emotional problems in the initial
gtages after their infaret and that one half continue to do so durding the
rest of the first year.

A third set of studies has employed a more technically psychological
approach, using standard pepsonality inventoriss. In Britain, Groden and
Brown (1371) used the Eysenck Personality Inventory to assess psycholcgical
changes in patients treated by sarly wobilisation and in conmtrols; Cay et al
(1972) used a Symptom Sign Inventory to assess patients' psychiatric status
about 9 days after admission.. Doehymen {1977} says that the publishsad
studies show that post-hospital infarct patients differ from controls or the
published norms particularly in the neurotic triad (hypochondriasis, depression

and hysteria) and also in anxiety.

A fourth set of studies has fucussed not so wmuch on purely paychological
varisbles as on the contents of patients' personal heliefs or percepticns.
Cowie {1878) explored the way in which patients engage in retrospective
construction of their own biograghiss, and in comparison of themselvas with
other people, in order to help themselves understand and typify their heart
attack, Cowie focused on thoe soute episode.  Im an unpublished paper,
MeMullen {1375} exomined patients' comparisons of themselves with cthers and
perceptions of thelr progress through time, to help thomselvss understand the
process of their own recovery. In an American study, Croog and Levine (1872)
found no changes in men's religlous behaviour op cutlock after a myseardial
infaretion. In raporting a series of therapeutic group discussicns, Adsett
and Bruhn (1968) outlined the themes which engaged the group; these included
the expression of emotions, relations with cthers, dependency, sexual sctivity,
and personal problems, among others.  Clsarly, empirical research has hardly
begun to sovatch the surfmce of the contents of the beliefs and ideas of

patients Jduring thelr recovery after myocardial infarction.

(vi) Discussion The vesearch literature allows u2 to assemble a Faivly
clear picture of some of the restrictiocns and prollems experienced Ly survivers
of myceardial infarcticn. We can make quite good sssessments of the changes
during the months after thy infarct in the proportions of people with certain
difficulties. The proportiom of people who are off work falls from 100 pe
cent one month after the intial attsck to about 20 per cent seven monthes
after it. Most people experience restriction in sexual activity immedistely
after the infsrct and perhaps about 30 per cent do so four months after it.
Nearly everycne experiatices broadly defined emotional distrsss in the First
weeks after the infarct; perhaps 50 per cent do so six months end cne year
after it. The proportlon of pecple experiencing these difficulties declines
substantially during the months after the infaret.
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For other difficultiss and problems, we have less complets data. In

scme instances we can cnly establiish the Ffrequency with which difficulties

oceur at particular points in time; thePfe are not sufficient data for us to
establish the changes through time in the fregquency with which they occcur.
Thus, we know that about 30 per cent of hospital patients anticipate problems
in returning tc their work, emd that about 40 per cent have reduced leisure
agtivities gix months aftepr the infurct. In other instances, such ag the
actual experience of problems at work, within the family, or in money matters,
the data are not adequate for us to get a clear idea even of the freguency

¢f the preblems at particular points in time.

Consideration of these different aspects of recovery raise issues relsvant

to further researpch.

(i) In some aspects of peuple'’s lives after myccardial infarction,
e.g, difficulties at work, family relationships, the literature suggests that
there may be certain unresolved difficulties or problems; but these are not
clearly ldentified, nor is the freguency with which they ccocur firmly
establighed.

(ii) Even when the overall frequency with which problems occcur is known,
we do not know whether it is the same pecple or different pecple who experdence
them at any one point in time, It is important to know whether many people
experience one or two problems sach or whether a few pacple axperience
multiple problems.  fn assessment of the overall lmpact of the infarct in

this way has implications for the delivery of rehabilitation services., If
many people ewperdence a single problem each, then services may opsrate
succressfully on their own; if individuals experience multiple problems, then

services will need to he coordinated closely arcund the individual patients.

{iii) Even when the changing freguency with which problems occur is known,
we do not always know whethey it is ths azme people ov different people who
axperience them at different polnts in time.  Again there are implications for
the delivery of rehabilitation services. If it is the same people experiencing
problems at different points in time, then intervention by the services may
gliminate the problems completsly. IF it is different panpls, then the
implication may be that the preblems resolve themselves and intervention is
unnecessary; or it may be that even successful interventicn at one point in
time would not remeve the nesd Ffor more intervention later with different
patients.

Examination of these igsues would require the repentad collsction of
data abeout a single series of Infarct patlents at specified times after tha

acute infarct.
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There are no astablished criterda for translating the difficulties
which patients expordence inte needs for pehabilitation. This review has shown
that sufferars from myocardial infarction subsequently may experience a variety
of parsonal or sceial problems. These may include delayed return to work,
limitations or difficulties at work, resitrictions in recreation or sexual
activity, family problems, financial loss, and anxiety or depression. Although
many of these prohlems are cbhyiously agscciated with and caussd by the infarct
or other aspects of the diseass, in some ¢ases they may be the result of
external facters to do with the patilent's previous life ¢r circumstances.
There is a large practical and academic literature analysing the notion of
neads. An explicit analysls of thé needs to which the problems of coronary
patients give rise would involve many things: an examinaticn of the causes,
nature and severity of the prcblems, and of who dsfines them as problems; a2
study of the aporopriatencss and effectiveness of different services in solving
the problems; and an assessment of the costs of providing diffeprent guantities
of gervices and the benefits of doing seo . (Forder 19745 Culyer 1976). The
difficulty of undertaking all this in a single piece of resesrch is cbvious.
A first step in the right directlon consists of the identification of particu-
lar preblems and the consideration of what services may be appropriate to thair

golution,

AIMS OF THE STUDY

This study was egtablished with the overall aim of exploring patients?
needs for rehablilitation after myccardial infarction.,  ¥Within this broad

arsa a nunber of more specific obiectives were articulated.  They wers:

(i} to explore patisnts' needs for and use of pehabilitaticon and

aftercares servicas;

{11) to examine how far the srganisation and dslivery of the services

are appropriate to the needs to bs met
{(iii) tc =xamine staff vecommendations about natients? use of services; and

{iv}) to test the value of certain "predictors™ of cutocome.

x

The aims of this study were estadiished, and the fielidwork carpied out,
before the deteiled review of the literature waz undertaken. The study was
established In the context of uncertainty about the direction of the future
development of the rehabilitaticn servicses, arcund the time of the publication
of the Tunbridge Report {(DLH.S5.5., 1972a). It was based on broader examples
of hospital follow-up studies (e.g. Ferguson and McPhail, 1954; MeKenzie
et al, 1962}, wn 2 broad conesption of the possible effects of {ll-health on
the sufferer {eo.g. Grogono and Woodgate, 1971), and on discussions hased on
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perscnal and cliniecal experience about possible arsas of interest. Therafore
tha aims of the study have a certain Dreadth, but the deaign of the study was
not as specific as it might have been. Instead the literature review has
heen used to suide the analysis of the deta and the writing of the report,
with the aim of firmly pelating the findings and conclusions to current

knowledge and issues.

The study has concentrated primsrily on the first and second of the
objectives. We have qollected data about the personal and social aspects of
patients' recovery and problens and about patlents’ use of rehabilitation
sarvices. These data allow us to mske some assessament of the anpropriateness
of the services, and to indicate whers lmpruvements may be nseded. The
obvjective relating to staff recommendations was based on the idaa thst health
service staff might know what services patlents nesded, but Le unable to
obtain them, In the event, data alsut what staff rmecommended were only
obtained through interviews with patients and have not proved jparticularly
productive,  The cbisctive relating to predictors of outeome was based on
work showing that the severity of infarct is related to subsequent mortality
(Peel et al, 1962; Norris et al, 196%; Chapman and Gray, 1973). It was
hypothesized that clinleally assessed severity would algoe be relstad to
outcoms measured in social terms. Data relating to this cbiective have been
collected, and are examined later. A further review of the literature and
snalysis of the data would be needed to examine fully factors that might
explain or predict veriations in recovery.

Thig study is one of a series, within the Health Sgrvices Ressarch Unit,
that are examining needs for rvebabilitation ameng hospital patients. It is
complemented by a study underteaken with the wivas of some of the men in this
series, which is designed tc explore the wives' views of the impact of the
illness on thelr hughands and the family. It is also related to twe parallsl
studies of patients® nseds for pehabilitarion. & study of patients treated
on an outpatient basis for frastures is fousussing largely on the shorter-term
problems of retuwrn to work among younger patients than those covered in this
study. Ancther study, of o1ld people with fractures of the neck of femur, is
examining the factors that cause the high levels of disability and dependency
axperisnced by those patients. In these studies, we are developing our under~
standing of the variety of rvehabilitation problems faced hy hospital patients.
This knowledge is pelevant both to future involvement of differant medical
speeialties in rehabilitation and to the development of comprzhensive rshabili-
tation departments in peneral hospitals (D.H.S.8., 1372a; Lee, 1975),

As this was sstablished ag an exploratory study, some terms were not
defined as narrowly in the prepopatory stages of the research as thay might
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otherwise have been. We have seen earlier in this chapter the breadth and -
vapiability that pertains to definitions of "rehabilitstion®. In this

report we will continue to use the word with all its breadth and variety

to refer to the whole range of services and treatments that are used to return
patients to activity and well-beinz after thelr illness. We will alsc use
the word “recovery" in 2 very Lbroiad sense, relating it not only to improve-
ments in patients’ physical condition after myoccardial infarction, but also
to improvements in the broad range of personal, scclal and economic problems
they experience. 4 similar zpproach is taken towawrds the word needs”,

As we saw in the pravious secticn, technical analyses of the nature of needs
may be very complicated. But again, these imply an excessive scphistication
for an exploratory study. What we have produced is 2 broad ranging study
that explores sevepal cdifferent aspscts of patients’® recovery and attempts

to identify whers unsolved problems exist, This is the essential first step

in sny specification of the services that are neaded.

%, METHODS

This study has besn designed as a simpls follow-up study of satlents
during the year after their myccardial infarction., Five intepviews wers
held with each patient, at specified times during the year.,  This design
allowed us to trace the natupral history of the sersonal and soeial aspects of
patients? recovery in the year after their Infarct, in considerably more
detall than has been dome before. It has allowed us to compars different
agpects of the patients’ recovery at any one point in time.  And it has
allowed us to draw o systematic picture of the changing pattern of recovery

through time.  Both these elements are necessary, 1f practical conclusions
are to e drawn and recommendatisng mads about the arveas in which rehabilita-
tion services ars most nesded.

The patients admitted to the study were defined in respect of several
characteristics, It was a study of 8 consecutive seriss of patients, whos
{1) were admitted to the Kent and Canterbury Hospital,

(ii} with proven diagnosis of mycesrdial infaretion, using the
eriteria of Norris et al (1969),

{(iii} who were aged 59 or less on admission,
{(iv) and who were said by the responsible clinician to be fir for intepview.
It was thought that very few, if any, patients under 60 in the hospitel's

eatchment area, who survived long encugh after their infarct, would not b
admitted to the hospital. An age limit of 59 was chosen in order to focus
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on patients who would be expected to return to work, and to avold those who
would be more likely to retire.  There were nc deaths in the series hetwegen

the first interview in hospital and discharge from hospital.

There were no systematic exclusions from the series as defined. Two
patients were deliberately excluded. One was sxcluded becauszse he was known
to the research staff because of his job at the University. The other was
gxeluded because the consultant physicisn considered that the patient's
problems would be exacerbated by contzet with ancther agsncey. Thers were
alsc a number of accidential omisaions and non-pespondents, described below,

The original intention wag to take 200 patients into the series. It was
realised, however, after fleldwork had begun, that ths number of parscne under
80, admitted to the Kent and Canterbury Hospital with myocardial infavction,
was much lower than had besn expectad. t would have taken an impracticably
long time to collect the full series. It was decided to reduce the number
of patients to mbout 50 to 80.  This meant that the scops for oress-tabula-
tions and explaining variations in recovery has been much more limited than
was originally intended,

Five ‘other patients are known to have been omitted from the sorles.
One refused to participate in ths study. One moved away from Canterbury
immedistely after discherge frowm hospital.  Thres patlents should heve Laen
inclu:led in the serles, but difficultiss of communication betwean the hospital
and research staff meant that the interviewer was unable to contact them in
time for the first interview. These owmissicns have meant that the final
number of patients in the saries, for whom data are available and who are
included in the analyses, is 52,

The main scurce of data in this study was a series of five Interviusws
with each patient. Interviews were intendel to be held one week after
admission to hospital, and again &t five wesks, thres: months, six months and
one year, The first interview was relatively short and intended in part to
gain the respundent's cooperation. The second interview was the longest of
the series, covering the respondent’s life Loth bafore and after the infape~
ticn., Five wesks was chosen for the time of the second intervisw, becauss
this would be fairly cloge to the cutpatient attendance for most patients,
thus allowing the clinicilans te relate the research findings to their
impressions of patients’ progress at that time., Three months, six months
and one year were chosen, in order to concantrate attention in the sarly
part of the year when most changes in the patients’ circumstances would be
taking place, and bscauss these wers follow-up intervals used guite frequently
in the vesearch literaturs. Ome of the most important features of this
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stuly is that systematic chservations of a wide range of personal and social
events were made on five nccasions after the infarct, so that we are able To
provide a more detailed picture of the changing pattern of recovery than has

been available befora.

The data were collectesd by means of structured interviews. Ong
experienced and trained Interviewer undertook nearly all the interviews. Ths
interview schedule contained the precise form of words to be used in each
question. Hany of the questions were closed and precoded, Bome of the
questions - particularly those concerped with the nature of respondents’
personal or soclal problems and those asking for their reasons for a particular
statement or oomments about a service -~ wers open-ended, with the interviewer
being required to prcbe extensively. The main topies coverad in each inter-
view ware the respondent’s generel health, uss of and comments about health and
rehabilitation gervices, advice received about variouns activities of daily
living, and the effect of the illness on a range of different aspects of
personal life, with particular detail about spare~time activities, homs 1ife,
work and money. In this way, we hoped both te cover a wide range of material
systematically and to ohtain as much as possible of the respondents! own views
about the problemg they faced.

Clinical data, about the patient's medical condition in hospital, wera
recorded for the study on & specially designed form. The forms were fillaed
in by senior house officers In the hospital with specific respensibilities
relating to the research. The data covered the presence of pre-existing
heart disemse and other disease, the severity of infarction and the cccurrencs
of complicationg, and varicous items about skinfolsd thickness and smoking
habits., Written instructions were gprovided in order to standardise these
data as far as possible., These instructions wepre Lased on publishsed work
and covered the criteria for diagnoesis and the various classifications that
were usad. Twe items required that the doctors uss their judgement in
recopding them; they were whether any pre-existing non-corcnary disease or

any complicstions were likely to affect the paticnt's pehabilitation,

The series of patients was csllected for this study between Aprdl 1874
and June 1875,  This meant, with 2 one-year follow-up, that the fieldwork
continued wtil June 1976.

As has been mentioned, %2 pespondents have heen included in ths serics
for the purpose of analysing the data. for a varisty of reasons, a complete
sat of data (consisting of Five intepviews and a clinical data form) is not
avallable for sach of thess %2 respondents. The total nunber of respondents,

for whom each item of data is availabls, is shown in the following table.
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! ¥o. of Respondents for
Itam : ¥hom Item is Availalle
First interview 52
Sacond interview 52 !
Third interview 683 §
Fourth interview 47 ;
Fifth interview Lg ;
Clinleal data u5 i

Thase fipures represent the total number of respondents at eash interview, on
whom the results contained In this report are based. The reasons for the non-
availability of interview data are as follows: one pespondent died after the
second interview; one respondent moved away after the sscond interwview; for
one respondent the second interview was so late (on the general practitioner's
requirement) that the third interview wag omitted; +two interview schedulas
relating to one respendent ware lost during the dats processing;  four
respondants were either not contacted or not avallable at particular interviews.
The gaps in the clinical data appoar to have been dus to uwncertzinties and
misinterpretations, whan juior hospitel doctors wers on leave or wlien new

appointments were being mada.

There was some vapistion in the time st which each set of interviews was
agtually held. The first interviews were plapned for about ons week after
admission. In fact, they were held batween four days and 23 days after
admission., Half the interviews wers held betwsen seven and nine days, with
the mean 2t 10 days. Thay will be referred to in tiis report as taking place
at 10 days. The second intarviews were plammed for five weeks after
admission. They were held between four weeks and nine weeks.  Half the
interviews were held at five weeks, with the mean at six weeks. They will be
referped to as taking place at six weeks. The third interviews wsre planned
for three months after admission. They were held between 12 weusks and
1% weeks. Half the inturviews were held betwsen 13 and 14 weeks, with the
mean at 14 weeks.  They will be referved to in this report as taking placs
ot three months. The fourth interviews wore plamned for six months after
admigsion.  They were held betwsan 28 wesks mnd 35 wesks.  Just under half
the interviews wepre held between 27 and 28 weaks, with the mean at 29 wesks.
They will be referred to in this report as taking place at seven months., The
£1fth interviews were plannsd for one year after admission.  They were held
batween 51 weeke and 73 weeks., The interviews wers more widely spread then
the others, with half bedng held between 53 and 57 wasks., The mean was
57 weeks., They are referred tou in this report as taking place at one year;

in making detailed comparisonsg with other studies the peader should remember
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that the average time of interview was 13 months, and that many interviews
took place in the following weeks, This Infermation is sumarised in ths
following table.

| Time of Interviaw after Admissiosn
Interview Average Time
Planaed Actually Held

First 1 wagk 10 days

Second 5 weeka & weeks

Third 3 months 3 months

Fourth & menths 7 monthsg :
! Fifth 1 year 13 mouths

Because of the small number of respopdents In this study, the rasults are
vsually presented as whole numbers or as fractions of the total. Peprcentages
are only ugsed when direct comparison with the findings of cother studies is
desired. Where tests of statistical significance have not been used, these
percentages should not be taken as implying precision; they are presented only

to facilitete comparison.
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CHAPTER 2 THE RESPONDERTS

This chapter presents some introductory medical and social data about the
respondenta and some data about the services they used. It has two purposes.
The first is to provide the reader with a background teo the followiag chapters,
that focus more specifically on recovery and rehabilitation. The second is to
compare the patients included in this study with these included in other studies.
If the patients in this study appsar to be similar to those in other series, in
relation to those characteristics for which comparisons can be made, then
conclusions and recommendations based on this study can be treated as more

generally applicahble than would otherwige be possible.

PERSONAL AMD SOCIAL CHARACTERISTICS

The demographic characteristics of respondents are easily reported and
compared to those of patients in other studizs, In this study 47 respondents
weve men and flve were women. As shown in Tsble 2.1, 16 respondents were aged
between 40 and 49, and 35 between 50 and 58, This age distridbution is very
similar to that shown for survivors by Norris et al (1888} and Finlayson and
McBwen {1877).

Some of the social characteristics of the respondents may bs skstched in
brigfly, The distributions of respondents' family and household circumstances
appear to be similar to those of the general population of about the same ags
in Kent. In the present study 30 of the 52 respondents were married. One was
single and one was widowed. In Xent as & whole 86 por cent of the population
between the ages of 40 and 5% in 1971 were married {0.P.C.S5., 3873a). In the
present study 20 respondents lived with a spouse only and 27 lived with a spouse
plus children, as shown In Table 2.%2. Table 2.3 shows the relationship betwesn
house~ownership and type of house among the respondents. The majority of
respondents were owner occupiers, which corresponds to the general situation
in Kent (0.P.C.3., 1873b} but differs from that among Finlayson and MeEwen's
(1977} seriss of patients. The majority lived in semi-detached houses, terraced
houses or bungalows. This distribution contains more semi-detached houses and
bungelows then are found in the outer geuth-sast reglon generally (0.P.C.8.,
1973¢), but is perhaps typical of the locality in which the study was bhased.

In all of these respects the respondents ssem reasonably typical of the area
in which they live.

Data about the respondents’ educational background and sociogconomic status
have besn obteined from interviews. Respondents were asked in the second
interview about the age at which they left scheol, and about thelr educational
or occupational qualifications. Table 2.4 shows that two-thirds of the
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respondents left school 2t the minimum school-leaving age. Tabdble 2.5

shows that the majority had no formal educational or oscupational gqualifications,
but that one third did have & craft or technical qualification. Table 2.6

shows the soclal class distribution of respondents, wmaking use of the Registrear
General's Clagsification of Oceupatiens (0.P.C.S., 1270). (nemployed men were
classified according to thelr previous job and wowen according to thelr hushand's
job.  The respondents were distridbuted mainly among the managerial, skilled and
partly-skilled classes. This is less of a3 bunching in the skilled manual class
than is found among male heads of household of working age in Britain as 2 whole
{Q.P.C.§., 1976). A higher proportion of respondents was in the highsr social
ciasses, and a lower proportion in the lower clagses, than was found in two
recent Scottish studies with compargble data {(Cay et al, 1373; Finlayson and
MeEwen, 19773,  As @ pgreater proportion of patients in the lower social classes,
than of those in the higher classes, experience difficulty in returning to work
after myocardial infarction (Finlayson and #eBwen), it seems likely that the
sociceconomic composition of the present series would mean that the series
experienced no more werk-adjustment probiems than would be found among infaret

patients in Britain ag a whole.

Data about respondents’ economic position at the time of the infaretr have
been obtained from the second interview. Table 2.7 shows that, st the time of
the Infarct, 47 of the 52 respondents were employses or self-employed, two were
housewives, and three were not emploved.  Those not employed comstitute six
per cent of the total, this is the same level of wemployment as found in other
British studies of myocardial infarction. Cay ot al (1873} foumd eight per
cent of their series to be uwemployed before admission; Finlayson and McEwen

(1977} found six per cent of their seriss to be unemploved.

MEDICAL CONDITION

{a) Praviocus Illnsss

In the present study, data have been obtained sbout respondents’® wedical
condition bafore the acute infarct, from the c¢linical data form and from
Interviows. Data sbout the existence of heart disease prior to the onset of
the myocardial infarction have been obiained from the clinical data forms.

Ten of the #5 respondents, for whom clinical data ars available, were preported

to have had ischaemic¢ heart disease prior to the onset of the acute myocardial
infarction. tne of those was clessified as New York Heart Association Grade ITI,
as having marked limitation of physical activity and sxperiencing symptoms with
mild levels of activity. One was classifled as Grade IT, as having slight

Limitation of physicial activity and exporiencing symptoms only with the mors
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strenuous grades of ordinary activity. Hone of the others wers reported
to have iimitations of physical activity or to experience symptoms on
wndertaking activity. Clinically identifiable ischaemic heart discase
was reported in almost one-quarter of the respondents, but vary little
disability resulted from it.

In the first intervisw, respondents were asked whether, in the four
wagks before thelr admission to hespital, they were suffering from any illoesses
or disabilities. Sixteen of the 52 respendents replied that they wore, and
ldentifised symptoms or an illness that related to their hsart. These reports
varied from hypertension, shortness of breath and tiredness, *o jains in the
chest, anginz and the after-affeets of a previous infarct. In addition,
another two respondents said, in reply to 2 latepr question thet they had seen
their general practitioners in comnection with their heart. This mekes a
total of just over one-third of the rsspondonts reporting symptoms oy illnesses
before the onset of the infarct, that may be associated, retrospestivaly by the
research worker, with the heart. Finlayson and McBwen (1877) found that 17
per cent of their series had had symptoms that were reconguised at that tims by
tha respondent as svidence of heapt diseasa. In view of ths minor nature of
meny of the symptoms that often precede myocardial infavction, and in view of
the process of normzlisation of symptoms (28 discussed by Finlayscon and MeBwen),
there is a modevately close degree of similarity betwoen the findings of the
twe studies.

Data ware also collected in the prosent study asbout the presence of other

pre~existing disease. Ten of the 45 respondsnts, for whom olinical data are

available, were reported to have such pro-cxisting dissase.  Four respondents
ware reported to havs hypertension, two diabetes, and four other diseases. In
only two cases - one of asthma md one of ducdenal ulecer - was the condition
said to be likely to affect the respondent's rehabilitetion.  Again, we have

a picture of just under 2 guarter of the respondents suffering from cliniczlly
identifiable illness, but of very little incapacity or disability resulting
from it.

In reply to the guestion in the first interview, asbout illness or digability
in the month before admission to hospital, 18 of the 52 respondents identified
en illness that did not sppear to be relsted to the heart, ix of these
mentioned minor illnesses, such as a cold or 'flu, Othemmenticned 2 wvariety
of conditions, such as bronchitis, herniag, dishetes, varicose veins,
arthritis or diarrvhoesz. In addition, a further five respondants sald that
they had seen their general practiticners about some illnesz in the breceding
month,  In total, therefors, almost one half of the respondents identified
some kind of illness, not directly related to their heart, From which they
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suffered bafore thelr infarct. Much of this fllness appeared to be
minor, and would not have a significant impact on the patient's subsequent
recovery or rehabilitation.

There was only a small amount of overlap hetwsen different kinds of
pre-existing disease in the present series of patients. Of the 45 respondents,
for whom c¢linical data are avallable, 10 were reported to have ischsemic heart
dissase and 10 other diseases. Only ons respondent fell into both categories,
so that 18 of the 4% (two-fifths of the total) were reported to have had a
dissase prior to the onset of their infevetion. Four of these respondents
were veported to have experdenced significant disability or to have a disease
likely to affect their rehabilitation. OFf the 52 respondsnts whoe ware
interviewed, 18 identified symptoms related to their heart (many of them
associated with the onset of the Infarction}, and 24 identified other symptoms
or ilinesses. TFour respondents fell into both categories, zo that 38 of the
52 (three-gquarters of the total) identified some symptom or illness in the
month before tholr admission to hospital. The overall picturs is cue of a
considerahls amount of minor illness, or symptoms associated with the onset of
the infarct, a fairly smsll amount of mowe serious illness, and a very small

amount of illness that might affect subsequent vecovery or rehapllitation.

(b} Severity of Infarct

Data are available that shou the meveprlity of the infarct in the present
series of patients. The method of measuring severity is that devweloped by
Rorpis et sl (1950}, Horris ot 2l identified and welighted five factors, that
they found to he related to mertality in a hespital series of infarct patients.
The five factors were ags, position of infarct, systolie blood-pressure on
admissicn, heart size, pulmonary congestion, and the existencs of previous

iachaemia. The scoring system was such that any one patient might have a

scope between 1.62 and 21.9 points.  About 70 per cent of their patients
scored between four and 10 points. Reading off from the graphs in the Norris
gt al paper, it Is possible to estimate the preportion of survivors with sach
score. This is ghown in Table 2.8.  The distpibution in Table 2.3. will
be weighted towands the higher scores compared to the present sardes, bhecause
two~thirds of the Horrvis et el soeries wore zged 60 or more, and therefore
auytomatically attracted higher scores.

In the present study, data for measuring the severity of infarct were
recorded on the clinjcal data foyms of 4 subieets. Table 2.9 shows that 18

had a score of less than four points, snd that 18 had a score of betwsen four

and 5,93 points. It i clear that the present series contains fow patients
with relativaly severe infapcts, as measured by the Norris Coronary Prognostic
Indax.
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The distribution of scores contains more subjects with low scores than there
were among the survivers in the Horrls st al series. The difference between
the two ssries would be explained in part by the exclusion of older patients
from the present study, given the association between apge and mortality found by
Norris. 'The comparability of ths serizs might be increaselby extracting the
age-component from the Noprris Index.  This would necsssitate re-running Noris's
discriminant analysis to obtain new values for each of the Ffactors centributing
to the Index, and then applying the reconstructed index to the present series
of patients. Glven the complexity of this, it scems worth examining the
predictive capacity of the wmadjusted Norris Index in rpelation to the personal
and social parameters of recovery included in the present study. This wilil be

done latar.

{e} Symptoms and Illnesses after the Infarct

Data were collected in the present study about the complications patients
experienced while in hospital. Eleven of the 45 subiects (one-quarter of the
total}, for whom clinical data ape available, were reported to have experienced
one complication, snd three of them experienced two complications. Four subjects
experianced cardiac failure, threse pericarditis and the others a variety of

different complications.

Only cne persen in the series died betwesn dischargs from hospital and the
one year follow up. Bhe was @& 42 year old woman, who had a Corcnaxy Frognostic
Index score of 5.58 when first admitted to hospital. She died about twe months
after her first infarct.

Some of the main Featurss of the respondents' medical condition after
discharge from hospital may be identified from interview data. FRespondents were
asked in each of the follow-up interviews whather they bad had a recurrence of
their 1llness, and whether they had had anything else wrong with them, singe the
last interview. Information contained in the replies has been classified into
three broad groups. Symptoms or illnesses, ranging from heart attacks, angina
and palpitations to breathlesgness,tiredness and weakmess, have been classified
as directly connected with the heart. A vardety of conditions such as giddiness,
blackouts, depressicn, snxlety and thromdi have besn classified as related to the
heart or trestment.  (Other conditions, including colds, sore throats, headaches and
a variety of other, usually minor, ailments, have bean classified as “other®,

The items identified are ohviously not as detalled or complste as thoge that

would be reported by a doctor making a comprshensive clinical examination.  They

probably represent those medical events of most significance to the respondents.

Tables 2.10 to 2.13 show the number of respondents who reported differont
illnesses oy symptoms. Between half and thres-guarters of the respondents at

each interview identified some illness or symptom. Three-quarters of the
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respondents identified symptoms that appearsd to be directly cennected with
their heart condition, at scme time during the follow-up periocd.  Thesa
included pains in the chest, breathlessness, tiredness and a variety of other
mora or less sericus eveants.  Just over a thied of the vespondents identified
problems that may have besn related to their heart condition or treatment, such
as giddiness or blackouts, or heavy or aching legs. And two-thirds of the
respondents identifisd other illnesses, rapging from colds, "Flu and sore
throats to such things as rheupatism, pnoumoniz and colitis.  Overnll, thess
data sugpest a fairly high level of illness during the months after the acute
infarct. We have no way of zssessing from the interviews the clinical
importance of the episodes reported. Presumably some of them were significant
encugh to bave an impact on the overall lewel of the respondent’s wellbeing and

activities, but others ware not.

In addition to data about specific symptoms and events, the interviews
yislded information about the respondents® feolings about their prograss more
generally. At the beginning of each interview, the respondents were askad
"In general. how do you feel you are coming along now?’  The guestion has two
aspects: it asked nbout the respondents’ feelings; and it asked about their
progress. Gareity (1873) found that patients' perceptions of their health were
strongly related to their morale after a heart attack. It is likely that the
responses given in this study reflect both morals and medical progress.  The
answers to the guostions in this study were written down by the intarviewer
who then coded the reply as “well”, "average™, or "peor'. (learly, these arc

broad categories for classifying the repliss to 2 multifeacated questican.

Table 2.14 shows that, at each interview, half the respondents or more
were coded as feeling that they were making good progress. BSsiween one-tenth
and one-third of the respondents 2t each interviow wers coded ag fecling they
were making pocr progress. The number making poor progress increased appreciably
between the time of discharge from hospital and the third interview st three
monthe. There was a positive association between respondsnts' ldentification
of specific symptoms or events directly coonected with thelr heart and their being
coded a5 making average or poop progress. In genersl, there was no consistent
pattarn of recovery through time, with some people ilmproving at one intsyview and
deteriorating again subssquently.  About half the respondents exporienced
gsymptems directly related to their heart, and appesred to be meking less than

good propress in their recovery, six months or more after their acute infaret.

USE OF SLRVICES

A variety of data have been obtained in the present study that show
respondents’ use of health services arouwmd the time of their infarct. These
data are important as the baseline of current practice, in the light of which
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respondents 'problems and needs for other services have to be assessed. They

are also important because, in describing the naturs and amcunt of rehabilitation
and after-care services used by respondents at the time of the study, they will
allow those with expeplence of working in this field the opportunity of comparing
the services available in different places and at different times, and of relating

these differsnces to variations In outcome and in wmet nesds.

Respondents were asked, in the Ffiprst interview, whether, in the four weeks
before their admission to hospital, they had had sny contact with a vardety of
health or seprsonal soclal services for any veason.  They were alsc asked the
reasen for contact with sach servics., Table 2.15 shows the number of respondents
who had contact with the differsnt services, and the reason for the contact.
8ix respondents hac been hospital outrpatients, mainly for illnesses other than
their heart. Twenty-four (almost half the total) had seen their gmeneral
practiticner; 11 of them for something to do with thelr beart and 13 of tham for
other illnesses. The proportion who had seen their general practitioner is
siightly higher than that found by Finlaysen and MeBwen (31977), who reportad that
31 per cent of their series had been attending their general practitionsr in
the few wagks prior tc the infarction. In the nresent series, three regpondents
reported contact with other community health services.

Information obtained in the interviews allow us to huild up a pleturs of
respondenta’ movements apcund hospital, the time of their discharge and their
subseguent povements. Pifty of the 52 respondents were admitted styraight to
the Corongry Care Unit of the Xent and Cepterbury hospital. The mean length
of stay in the Undit was six days. The range was from cne day to 20 days.  After
transfer out of the Coronary Care Unit to other medical wards in the hospital,

44 of the respondents were discharged home. Six resguondents were readmitted 1o
the C.C.U. Half the respondents staysed in hospital between 1) and 16 days, but a
few stayed for four wecks or more o3 shown in Teble 2.18. The average length

of stay of 18 days was veyy close to the naticnal figure for petiants under 65
with scute myoeardial infavetion {(DLH.8.5., 1877a). The time of discharge In

the present Series ls &8 early as that reported in some studies of eariy discharge
(Harpur et al, 1271%; Royston, 1872) but not as early as that in others (Boyle

et al, 1972; Tucker et a3l, 1973; Hayes et al, 1974},

In sach of the follow-up interviews, the respundents were asked about
thelr contacts with the health and rehabilitation services sines the previous
interview. Tables 2.17 to 2,18 show that the pattern of health care after
digcharge Ffrom hospital wes mainly one of contacts with general practitionsrs
and visits to hospital ocut-patient clinies. Hearly all the respondents saw
thair &.P.8 about their heart in the sarly weeks after discharge, znd two-thirds

continud to do so subsequently.
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Somewhat fewer respondents continued to have hospital out-patient
appointments during the year after their infarer. There was less contact
with other rehabilitation or resettlement services. At the time of the
study in 1874/5 there was no  exercise programme for cardiac patients at the
Kent and Centerbury Hospital; the sarly contacts with physictherapists were
mainly for breathing exercises. Om¢ cuarter of the respondents said that
they had contact with a soclal worker at some time durdng the year after thelr
infarct, and a guartsr had contact with the smployment services or works' doctor
about returning to work. In totzl, two-fifths of the respondents were in
contact with either a social worker or the emuloyment services, or with both,
at some time during the year after thelr infarct. Nevertheless, hospital
doctors and nuyses, and gensral practitionsrs, were the main professional

scurces of advice and aftercare.

DISCUSSION

In concluding this chapter, 1t may be useful to rsview the waterial, by
which the comparability of this seriss of myccardial infaction paticnts with
other seriss may be assessed. A number of factors sugrest that the present
series is similar to other series. Thew includs the age distributicn of
respondents, the number reporting hesrt symptoms bafors the onset of the
infarct, the number reporting contact with their G.P. before the infarct, the
pattern of hespital use and the pattern of aftercare. Two factors sugsest that
the present series wmight have exparisnced less frequent or less severe problems
aftor thelr Infarct than other series. Thess are the high sociseconomie status
of the present series snd, apparently, the relative mild infarct they suffered.
one factor - the lack of a rehabilitative programme of physical exercise -
suggests that the present series may have experienced a preater nunber of
residual problems than patients successfully completing such & programme. On
balance, it seems likely that the present series would be fairly similar to
other series of hespital-treated myocardial infarction satients of the same

age. There are no obvious reasons for assuming that they differ greatly.
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CHAPTER 3 WORK &HD INCOME AFTER MYOQCARDIAL INFARCTICH

"after discharge from hospital, return to work is the most important
milegtone on the patisnt's way to full rocowvery. Not only does he thereby
become economically independent but, in mogt cases, he resumes his accustomed
pattern of life and role in society.”  {Joint Working Party, 1975). 1In
this statement, the Joint Working Party made three points: the importance
of return to work; its implications for economic independence; and its
implications for normality. In this chapter, we shall throy light on each
of these matters, by presenting Ffindings about respondents’ return to work,
about their experiences and problems related to thely work, and about their

incoms,

In Chapter Two, we presented some background material sbout the respondents?
social and economic status at the time of the dinfarct. Two-thirds of the
respondents left school at the minimum scheol-leaving ape, and the majority had
no formal educational or occupatlenal qualificdtions.  The respondents were
fairly evenly distributed among the manaperial, skilled and partiy-skilied social
classes. The relatively high proportion of respondents in the higher social
classes might have tendsd to reduce the Ffrequency of work adjustment problems
sxperienced by the prosent ssries of respondents. Hine-tonths of the respondents
were smplovess or self-employed at the time of the infarct; the remainder being

housewives or not employed.

EMPLOYMENT AND INEMPLOVHENT

Although mueh sttention has been paid to the timing of returmm to work
after myocardial infavction, there are prior guestions about whether people
are employed or uwnenmployed. There appear to bz no detailsd dats on this
subject in the British literaturs. Tabls 3.1 shows the nurber of respondents
in the present study who were smploysid or not employed.  There was a declins
in the proportion of respondents who wers self-employed or emplovees, from
nine-tenths of the total at the time of the infaret to four-fifths at the Ffourth
and £ifth interviews. There was a gorragponding rise in the proportions who
wers retired or not employed. One guarter of the ruspondents were not smploysd
at some time during the year after thelr infarct. Meocardial infarction
appears to be assccilated with an apprecisble increase in the chances of moving
aut of employment.

Table 3.2 shows the work position of the respondents at sach interview.
Nene of the respondents had retuwrned to work at the time of the second interview,
and the number at work rose slowly during the subsequent wesks.  Corvespondingly.

the number of people on sick leave fell slowly. Eventually most respondents
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returned to work. Of those who did not, more became unemploved or

retired than continued on sick leave.

Changes in the economic position of individuals, particularly the
unemployed, during the year after their infarct yere more complex than shown
in Tabls 3.1, Three men were unemployed at the time of their infarct;
only one of them subsequently returnsd to work.  Another three were
employess at the time of their inferet, spent some time off sick, and
then were wnemployad for the rest of the follow-up period. Iour ware
wnemployed temporzrily after their infarct, but had found work again by
the fifth interview. And three retwroned to work after thelyr infaret,
but subsequently becams wnamployed. There was no uwniform pattern of un~
employment during the year after the infarvet.

In 10 cases, the unemployment appeared to be related to the respondent’s
hezvt conditien. One man was unesployed, whaen he entsred this study, because
of a previous infarct. Five men became unemployed after their Infarct,
without having returtied to work.,  They had been employed in heavy manual
jobs such ss pipelaying or labouring oo building sites. Thres of thewm said
in interviews that they wanted lighter work.,  The other two e€ald they were
made redundant by their employers because of thely health. One person; a
salesman, bocame temporarily unesployed bscause he had given in his notice
just before his infarct and was delayed in starting his new jcb,  Three men
-~ twe of them in heavy manual jobs - returnmed to their previous werk, but
beeame wemployed after a penewal of theilr illness: two suffered further
heart attacks and one severe apgina. In all of these cases the illness
appaared tc be 3 significant cause of the unemployment, particulawrly when
agsociated with heavy manual work.

In only three instances did wnemployment appesr net to be associated
with the respondent's heart condition., Twe werc men unemployed before their
infarct. The other was 2 men who lost his job when the family business closed.
Thare is ne way of knowing whether these people would have found work Iif it
had not been for thelr infarcts.

The wmemployed regpondents were zsked in each interview what were the
main preblems thet not having 2 job was making for them.  Tabls 3.3 shows
that all of them identified one or more problems.  Table 3.4 shows that
all of them said that their lack ¢f money was 2 problem. Some of them
simply said they had Financial preblems; others elaborated a little. In
some cases, domestic and recpreational spending had been reduced or dabts had
bagin to acoumulate. In other cases the lack of money was a2 definite source
of worey. In total, three-guarters of the wnemployed people identified sonme
kind of mental distress ~ worry, frustration, depression or boredonm ~ as a
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problem. In the words of a man who had been a painter and decovateor until

kis first heart attack:

“Rot having a job at a1l is problemstic.  You can®z
earn encugh money to advance woupr standard of living.
It’s soul destroying just sitting here not able 1
do things that you are capabls of.”

Similar financlal and ewotimmal preblems are frequent ameng 21l kinds of
unemploved people, not just those who have bsen 111,  But freguently ths
unemployment and resulting difficulties stemmed directly from the respondents’
heart conditions, adding substantially to the physical and medical problems
they faced.

The work of housewives was affected by their Illness. There were
two women in the series who were housewives hefore thedr infarct. Cne warrdied
woman gave up hep part-time job 23 & shep assistant because of her infarct and
becams a full-time housewife. She was the person who subsequently dled. The
housewives were asked at sach intarview whether thsy were doing all their
normal housework again vet. Ome started doing it 2l baefore the sccond
interview at six wesks, and the othepr two botween six wasks and thrse wonths.
They ware alsce asked whether they had any problems with their housework
because of their illness. Dne weman sald on thres occasloms that she had
problems. she found difficulty with specific tasks, such »s cleaning, cooking

and bedmaking.

Hone of the respondents was retired at the time of their infarct., Two
people retired subsequently, betwssn thres months and seven months after theip
infarct, bzeause of their illness. One was 2 man of 58, who had previously
computed each day from East Kent to his administrative job in Lomdon.  The
othey was 2 acllege lecturer of H3,whe had had a previous infarct, and who
made a slow physical recovery during the follow-up period.  The opportunity
for giving up work altogether ssemed to be greater for these people than it

did for the manual workers whoe experisnced pericds of wnemployment.

TIMING OF RETURN T WORK

Huch of the medico-social research jinto rehabilitation after myocardial
infarction has focused on the timing of retuwrn to work., We saw in Chopter
fne that the majordity of British studies reported between 15 and 46 per cent
of patients returned to work by two monithe after the infepet, and that hatwesn
70 znd 86 per cent returned by six mmths.  These studics have tended to
concentrate upon the proportion of 'eligible' respondents, i.¢. thuose whe wers
in employment and at work before thz infaret. In the present study, 45

respondents have besn included in & return~to-work sybseries; that is the
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whole series minus five people who were housewives or unemployed before

the infarct, and wminus two people for whom the relevant date were not
avallable. The date of return to work was established by detailed
questioning in the interview immediately following the first return.

This gives us a set of data comparsble to that contained in the tables

en pages 17 and 1B,  Table 3.% shows that 31 per cent of the eligible
respondents had returmed to work thres months after their infarct and

69 per cent by six months. The average time of return to work was

20 weeks ~ four and a half months.  The numbers In this series are

small, and toc much rellance should not bz placed on the percentages.

4t three monthe and siy months, the provertions of the pressnt series

who had returned to work weve lower than in othar series, and considerably
lowsr than the targets advocated by the Joint Working Party. By nine
months and ope year the proportions whe had returned were more in line with
other series. The timing of return to work in the first few months after
the infarct was later among the present series of patients than it has been

among other British series,

The Joint Working Party (1975) reviewsd several factors that they con-
sidered might be associated with deleys in returning to work after myocardial
infarction.,  The most important, they thought, was psychological: "Fear of
reinfarction and sudden death on the part of the patient, his relatives, family
doctor and employers, sncourages overprotection and is still the main stumbling
block to early return to work.”  They consideved that the physical condition
of a small number of patients, and tho risky or arduous nature of the work
of a small number, might also result in later returns. They also considered
that a varisty of soclal and cconomic factors, associated particularly with
the adverse trends in social classes IV and ¥V, might be significant.  These
included difficulties in renrranging duties, small differsnces betwsen sick
pay and normal earnings, high unemployment and the sbsence of cccupational
medical officers.

In the pressut study, several factors were related to vapiations in the
timing of return to work. The first was the respondents’ asszessments of the
physical demands of their jobs. Three men, who had previcusly held physically
heavy jobs and who were temporarily unerployed after their infaret, returned
to work on average 51 weeks after the infarct. iAnother six men with physically
heavy jobs returned on average 24 weeks after thely infarct, The 29 respondsnis
who said they had medium or light jobs, returned on averapgs 17 wesks after
their infarct. 4 second factor that may have buen related to veriations in
the timing of return to work was the pespondents’ medical condition.  Among
these pecple who had not returned to work st the time of their third interview,
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those who identified some symptom or event directly connscted with their

heart returned to work on averags seven weeks later than those who <id mot.
However, this relationship is compiicated by ths fact that more pedple with
physically heavy jobs than with other jobs reported heart symptoms at this
time., A third factor was the respondents’ attitude towards their jobs, After
complating the Gropomo Index of Health {sse Chapter Five), the regpondents wers
asksd which item was the most important to them. The 24 pecple, who sald at
the second interview that their work was wmost ipportant, returned on average

17 weeks after their infarct, the others returned 23 weeks after it.  Further-
more, among the people who thought their work most important, those whe expressaed
a positive interest or lavolvement in it returned earlisr then thosa who simply
identified monsy as the important feature. Thess findings suggest that the
physical nature of patients’ jobs, and patients' attitudes towards their work,

nay be more important than the Joint Working Party considered.

Soveral othar factors were examined, but were not found to be related to
variationg in the timing of peturn to work.,  Thess included the lavel of
disability from ischaemic heart diseass befors the infarct and the presence of
medical copditions thought likely to affect rehabilitation, as recordsd on the
clinical data form. The severity of the acute infarct, as measured by the
Norris Copchawy Propmostic Index, was not melatad to the timing of vetumn to
work. Nor were the socio-esconomic factors examined: sococial class, respondents'
being sngaged in rmanuil or non-menual work, or the difference between thelr
pre-infaret earnings and their income while off work, Hor did respondents’
feelings of worry or unbappiness, in so fapr as these wore expressed in general
terms or in relation to death, recurrence or prognosis, appear to be related to
timing of return to work.  Although this study did not set out toekamine
causes of variations In the timing of recovery, it appears that respindents’
fears of reinfarction may not be the most Important stumbiing biogk to eariy

return to work, as the Joint Working Party suggested they wers.

Data were collected in the present study on the respondents' views about
their return to work. At each interview, all respondents on sick leave ware
asked whethar they felt they were ready to go beck to work st that tims.  Those
who sald that they di2 feel ready were asked why they had not gong back, Table
3.6 shows that about ope-third of those on sick leave at the time of each inter-
vigw said that they were ready to go back te work., Table 3.7 shows that the
large majority of those, who said they were ready to ;v back to work, said that
the reason they had not dong 8o was that the doctor had said not to. A number
of guestions of interpretation surrsund these Findings. The respondents’

assessments of their readiness may have been unrealistic. Fow of them identifis

&

the doctor invelssd, It is not clear whother the statemsnts arve an acourate

reflection of events as they happened, or whether thsy vepresent a rationalisation
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after the event. TFurther resszarch would be needed to resclve these questions.
In any event, it is clear that, for a substantial minority of the respondants
on sick leavs between six weeks and three months after the infarct, the doctor
was seen as cautioning against return %o work rather than positively encouraging
it.

In the Interview immediately following thelr first returm to work,
regpondents were asked whether they felt they had retumed to work earlier
than they should have done, at about the vight tims, or later than they need
have done. Table 3.8 shows that, of the X0 respondents wio returned to work
at some time durdng the follow-up perioed, 30 felt that they had done so at about
the right time. Seven of the remaining 10 felt that they had returned szarlier
than they sheuld have done, most of these wers identified in the third or fourth
interview. Only three rvespondents said that they eeturned to work later than
they need have done.  Although respondents who were off sick may have felt rveady
to return to work, once they had returned to work they did not fecl that they
should have gone hack earlier than they sctually did. The experience of working

may have presentsd more difficulties thopn had been anticipatad.

CHANCGES AND DIFFICULTIES AT WORK

The research literature reviswed in Chapter One revealed a varlety of
aiterations and Jifficulties asscciated with work after myocardizal dnfarction,
in additien to the simple fact of the timing of return to work. Various British
studies have found that between five and 20 per cent of patients sve working
part-time at different points in time after the infarvet (Shavrland, 196%; Wingetrt
and Caird, 196%; Roystons, 1972). Others nave found that between 20 and 40 per
cant work significantly fuwer hours after thelr infaret than before it (Kushnir
et al, 197%b; Finlayscn and MeBwen, 1977). In the present study, respondents
were asked how many hours par wesk they wers working iust bsfore admission to
hospital with their infarct, and how many focurs they wers workiny at the time
of gach of the follow-up interviews. Before the infarct, the majority of
respondents were working hatween 35 and 50 hours pepr week; five were working
lzss hours, and 10 more. Table 3.9 shows the number of respondents working
different proportions of their pye-infaret hours at the time of cach of the
follow-up interviews. The table shows that, although appreciable pumbers were
not at work st the time of sach interview, relatively few were working sub-
stantially reduced hours.  Just cver one-tenth of the respondents at the
fourth and fifth interviews were working less than 90 per cent of their pre-
merblid hours, This 18 less reduction in wovking hours than veported in other
studies. Very fow respondents worked aporsciably lonper hours after their
infarct than before it.




50

Previcus studies have found that aspects of patisnts' work, besides the
hours, are frequently modified after myocardizl infapctlon. Perhaps one-fifth
of the sufferers return initially to s modified job {Hincott and Caipd, 1966;
Roysten, 1872). 4t any one point in time, betwesn four months and one year
after ths infarct, perhaps one-gquartsr to one-third of sufferers undertake less
physical activity in their work than before the infarct (Cay et al, 18973;
Kushnir et al, 1975b). In the presont study, those respondents who were at
work at the time of sach interview were asked whether their job had baen
altered in any way because of their iliness, since the previcus intepviaw,
Those whe said it had been altered were then asked whether it was still altered
or had retwmed tc normal. Table 3.10 shows the number of respondents who said
their job had been altersd since the previous intervisw.  Just under one-fifth
of the respondents 2t the third and subseguent interviews sald that their job
had been alteres and was still altered. Several more sald it had besn alterad,
but was now back to neormal. These fipmures may well underrepresent the true tetal
of alterations at the fourth and Ffifth intsrview. &t thoss interviews, regpon-
dents whose jobs had been altered before the preceding interview and were still
altered, should properly have answered that there had been no alterations sinece
the preceding interview.  The mespondents identified a variety of alterations,
including physicial lightening of their work, less responsibility, changed
pace of work, shortsr hours, #nd othsr pecple helping them. TIn meking these
replies the respondents identified as changes both the formal alterations in
the work that was expected of tham, and the changes in theiyr own behaviour
within the job. Hore specifie questioning about informal aldaptations within

the dob might heve elucidated a greater nurber of the latisy kinds of changs.

Twe British research studies have reported data on more subjective aspec
of patients’ experiences of returmning to work after myocardial infarction. They
ware in broad agreemﬁngﬁggﬂut cpe~third of hogpital patients anticipate problems
in relation to thelr returm to work, The problems were both genspal anxisty
and specific concerns with, for example, physical capzelty to manage the job,
their dislike of the job, wr their relationship with their $follow-workers (Qay
et al, 1%72; Finlayson and MeBwen, 1377). In the longer term, Coy et al found
that about 35 psr cent of their seriss experienced problems at one year, most of
them sericus. Tinlayson and MeBwen found that 20 pey cont of their ssries had
continuing problems, and again most of them wers serious.  In ths pressnt study,
those respondents wiho were in employment were asked in each of the follew-up
interviews whether they had any problems with their job because of thelir illness.
Thogse who sald yes were asked what the problems were.  From the replies it has
been possible to ascertain whether the contents of the problem relatsd to the
time of the interview or to some future tim:, o.g. 2 problem that would have to

=

be faced afrer thae vespondent had retumed to work.
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Table 3.11 shows that half the respondents on sick leave said that

they had problems with their jobs. Most of these velated to the Ffuture,
in the sense For sxample of pecple worrying whether they would be able to
cope with thelr job when they got back to it. But some weras of more
immediate concern, as with pecple who were worried about losing thelr jobs
becaugse of their illness. Table 3.12 shows ths variety of problems
experienced or anticipated by people who were off sick. IHine or ten
peoplz, at each of the second and third interviews, said they would have
problems with lifting or heavy work. For example, one shop assistant and
delivery man, whon asked whether he had any problems with his job, said:

YHot now, but I will d>. I won't be able to 1ift

and carry things. And I do deliveries, which

means lifting.”
Slightly smaller pumbers of people who wers off sick fasred that they would
not be able to do their job or that they might lose it., Often this wag
ralated to the physical demands of the job. For example, thae mamapsr of
an off~licence said at his thivd interview:

“I ean't go back to that job. The dectors have

told me that.  The work is far ftoo heavy.”

At the second interview several pecple ldentified & variety of other problems:
some were worried about travelling to work, espseially computing svery day to
London; others with the stress and the strain of their work, which they folt

they would not be able to stand again.

Syt

Tha preblems ldentified hy the peonle who were off work sick ars
important, not only for the immediate distress they caused; but also because
of their relationship to future eventsz. OFf the 1% respondents, who said at
the gecond op third interview that they anticipated problems in relation to
their work, and for whom a somplete set of interview data is aveilable, 12
said at a subsequent interview, that they were actually experiencing some
problem. Of thase 12, three wers 111 off sick but wore facing more urgent
prohlams about what they would he able to do; four had returned to work, but
were having difficulties performing particular tasks; and five had becomsuncmp-~
loyed. RNeasrly sveryone, who was off slck and anticipated problems in relation

to their work, experignced them subsequently.

Table 3.17 shows that a quarter of the respondents who were at work sald
at ona of the follow-up intervisws that they had problems with their <abs.
The number with problems increased from twe at the third interviow to nine at
the fifth. Table 3.1% shows that a few respondents who wers at work at the
time of the fourth or f£ifth intervizws sald that they had probiems with
lifting or other physically heavy tasks. One man, who was a Faomworksr in
an opchard., sald:
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>

T can't do the jobs that I would ncrmally have

done, like digging and planting. The boss

won't send me on those johs .t
5 few people said, in general terms, that they were unable to do thair job.
The only clearly identifiable group of problews experienced by thoge at work
were exprassed In psychological tevme. Five people mentioned worry, stress
or irpitability at work. For example, & foreman mains layer, who had returned
to work four months after his infarct, said st the fifth interview:

11 get a bit fed up when something goes wrong.

It gets on top of me and Ifly off again. I

don't geem to have the patisnce with the job

now. Everything seems too much trouble. I'm

just anot interested anymore - I just go there.”
With these exceptions few problems wers identified by the respondents who had

actually wetwned to work.

THE OVERALL LEVEL OQF WORK PROBLEWS

By relating the data about the unemployed, the sick and those at work,
we may reach an assessment of the overall level of problems experienced by
the present series of coronary patients. Table 3.15 shows that 37 of the
52 pespondents (over twe-thirds of the tetal) said at some stage during the
follow-up period that they had a problem with their job or employment.  fAbout
half the respondents sald they had a problem, at the sccond interview sixy weeks
after the infarct. This is a somewhat higher level of work-related problems
than reported by Cay et ai(1272) and Finlayson and MeEwen (1877) in thelr
hospital based studies. This might be expected as 1life and death problems
recede in the patient's mind and work problems smerge, during recowvery. The
table also shows that just over ome-third of the respondents at zach of the
subsequent Interviews said that they had a work-related problem. This figure is
practically ldenticsl with that reported hy Cay =t al for one year after the in-
farct, and Ly Finlayson and McEwen for 'continuing problems’.

The present study provides clearer deta about the neture of infaret
patients’® work problems than has heen veported in the British literature.
Hore peopls who wers off sick than who bed returned to work sald they had,
or would have, a problem. Altogether 18 respondents (onz-third of the total)
idaentified a problem with their worl, because of the physical demands of their
job, because It was a heavy joh, or becauge of the lifting involved., Twelve
respondents (one-quarter of the total) axpressed a fear that they would not
be able to do thelir job or that they would lese their job because of their
illness. And six poople wePs concerned about the mental stress and distress
they cxperienced in their jobs. In addition to these problems of gickness

absence and work, 13 respondents {one-guarter of the total) experisnced
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unenployment at some time after their infarct. In 10 cases, the

unemployment appeared to be caused by their illpess. These psopls
experienced financizl proplems and suffered from wental distress in
a way that is known to occur among the unemployed, bhut which has not

been documented previocusly smong infarct patients.

Wi have shown in Table 3.15 that there Is quite a high freguency
of work related problems at each polnt In time after the original infarct.
But the table does not make it clear whether it is the same peopls who
experienced problems at each point in time, or whether it is different people
at each point in time. In order to examine this guestion more closely, it
is necessary to study those 45 respondents for whom a complete set of five
interviews is available. Table 3.18 shows the number of respondents who
identified work-related problems at different interviews and combinations
of interviews. The first impression that emerges from this tabls is one
of varigty and differences between individuals. Ten vespondents reported
problems at one interview only, but seven reported them a2t 211 four intervieuws.
Fifteen respondents reported prohlems at consecutive sequences of interviaws,
but aight reported tham at two or three separate intevrviews. It is clear
that there is no wmiform pattern in the tims at which individuals experienca
work related problews after myscardial infarciion. The sccond main peint
to he learnt from the table is that 20 of the 24 vegpondents who idarteified
problems at the third or fourth interview had previously done so at the second.
For these people an early vocationsl assessment should ke feasible, The third
point is that, although most of the paople whe i{dentified a probliem at the
fifth interview had previcusly done se, thers was no consistency in the %ipe
at which this had occcurred. From all this material it may be concluded that
early vogationzl assessment might detect most work-related problems in covonary
patients, but that it would not detect them all. This study has raised guestions
about the variations in the time at which individuals experience problems, but
gore ressarch would be neaded to clarify the plcture further and explain thoss

variationsg.

INCOME

In each of the follow-up interviews, the respondents were asked about the
effocts of their Illness on their income. This appears to be the first time
that such data have been reported from a British study. In cach interview, the
respondents were asked what their own income, after deducting tax and national
inguranca, was at that time. Table 3.17 shows that just under half the
respondents at each of the interviews had incomes of bhetween £20 and £40 per
week. The number of people with low incomes fell slightly between the infarct
and the second interview. Most of this fall was regained by the Fifth interview,
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at one year, but not garlier. Table 3.18 paints a more detailed picture.

More than a third of the respondents at the second and third interviews had
incomas which were less than 90 per cent of their pre~infarct level. INineteen
respondents (one third of the total) reported inceomes that wers less than 70
per cent of their pre-infaret level, at some stage during the fellow up pericd,
At the fourth and fifth interviews a substantial number of people reported
higher incomes than they had earned hefore thelr infarct., Most of thase
appearsed to be wage increases paid at a time of high inflation.

Unemployment wag the factor most clsarly related to reductions in income.
Eight of the nineteen people with substantially reduced incemes wepe Wemployed
at the time. In each of these eight, their heart condition appearsd to be ths
cauge of their wnemployment and thus of their loss of income.  Six of them had
incomes of less than half thelr pre-infaret level, sometimes preduced to around
£1¢ per week, near the basic rate of unemployment benefit, Four of the un-
employed men did not experience reduced levels of income after thelr infarct;
three of them because they had been unempleyed previously, and one bzcause his
income had been only £11 per week., Unemployment after myocardial infarction

was almost invariably associated with low or reduced incomes.

pependence on national insupance sickness benefit, in the abzence of an
cogupational sick pay scheme, was the ssecond factor that was relsted to reductions
in income, At the second interview, fur example, the income of cmployees
receiving sick pay from their employers was on average 90 per cent of its
pre-infarct lavel. The income of those not receiving sick pay was 68 per cent
of its pre-infarct lavel. Twenty-four of the 28 smployees receiving occupationsl
sick pay at the second interview had incomes of 70 per cent or more of their
pre~infarct level; five of the eight not receiving such sick pay had incomes of
legs than 70 per cent of their pre~infact level. A few people receiving sick
pay from their employer has substantially reduced incomes, aznd a few not
receiving it maintained their incoms. TFor the majority the presence or
absence of an occupational sick pay schems was the decisive factor in determining
whether or not their income durding thelr sickness absence stayed at its pre-
infaret lavel or not.

After belng ssked the amount of their income, the respondents were asked
in gach Interview whether they had any problems or difficulties because of the
effect of their illness on their income. Table 3.19 shows that half the
respondents sald at one of the interviews that they currently had a problem of
this kind, and that several more saild they would have in the future. About one
guarter ©f the respondents sald at each intevview that they curpently had a
problem or difficulty because of the effect of the illness on their income.

This is & substantial number of people.
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Several facteres wore related 1o the presence of current problems with
income. Tho most important was the relationship bstween the respondents’
pre~infarct income and their income at the time of the interview., TFor example,
six of the eleven people, whose Income at the thind interview was less than
70 per cent of its pre-infarct level, said they had problems. Four of the
28 people, whose income at the third interview was 90 per cent or more of its
pre-infarct level, sald they had problems. Half of the 18 people whose income
was substantially reduced at any peint in time sald they had problems at that
time. TFour-fifths of the people, whose income was 890 per cent or more of its
previous level, said that they did not have 3 problem. Reductions in Income,
themselves rglated to unemployment and the absence of cccupational sickness
benefit schemes, accounted for many of the respondents’ financial difficulties
and problems.

A number of respondents had substantially reduced Incomes at particular
interviews, but said that they did not currently have any difficulties or
problems. Fourteen people had incomes of less than 70 per cent of thelr
pre-infarct level at some time during the follow-up period but no current
problems.  This appeared largely to be a question of timing. Eight of them
gither said that they would have problems in the future, or actually said at
a subsequent intervisw that they did have problems. Two psople identifisd
problems they had experienced previcusiy. Three-quarters of the respondents
with substantially reduced incomes, thervefore, ldemtified difficulties or
problems, caused by the effect of their illness on their income, either at or
around the time at which they reported the reduction in thelr incoms,

Four other respondents reported substantially reduced incomes but said
they digd not have any difficulties hecunss of thie. Thras of these people
reported reduced incomes at the second Interview omly. It may be, therefors,
that the impact of the reduction In income for 2 fow weeks after the acute
infarct was not great encugh to osuse aay problems.

Fourteen respondents said at some time during the follow-up period
that they did have problems, because of the effect of the illness on thelr
incomes, although
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their incomes at the time were 30 per cent or more of their pre-infarct
level. Several factors appeaved to be relatsd to the existence of problems
in the absence of a reduction in income. Thres people reported a reduction
in their cwn income at an ipterview held eaprlier or later than that which they
said thay had difficulties., Unemployment, and particularly, a low level of
inceme hefors the infarct scemed to he factors that predisposed respondents to
identify problems subseguently. Eight of the 13 respendents with pre-infarct
net incomes of less than £30 per weck subseguently said they had preblems although
their own incomes had not been reduced. Thrae respendents’ wives had stopped
work, apparently to look afier their husbands, causing @ drep in the bousehoid
income.  Three respondents felt they had problems, in comparing their incoms
to something other than the immediate pre~infarct level; two refuorred to their
incomes before they became 11l at all, and one to what he would have besn
earning if he had not had tov give up his previous job. Two vespondents felt
they had problems because they had increassd expenses because of their illness,
and twe simply because their incomes were not great enough to meet all theirp
requirements. We can see thervefore that, although most people's financial
difficuities were caused by a stralghtforward reduction in thelr income, in
some cases there existed a more complex relatiomship betwszen the total level of
income, changes in it, expectations and expenditure, that caused the resgpondents

1o experience problems.

Table 3.20 shows the difficultiss opr problems identified by those
respondents who though that they would experience them In the future. Some

of these were rather general or vague statements, sayving, for example, that

the person did not have problems now but might have If the illness went on

much longer. One small group of people thought that they would have problems
because they had used up or wers using up their savings. A few people mentioned
cther items, such as the prospect of reduced sick pay, or difficulty with
particular bills. OF the 1% respondents at the second or third intervisw who
identified a problem that might arlss in the future, six said at some later
interview that they had a current prcblem, Although we may not have identifizd
all the people who did actually experience financial difficulties, this sugpests
that some respondents may have felt concern that 4id not materialise in the Fform
of practical difficulties.

Table 3.21 shows the current difficulties or problems identified by
respondents at each interview. Many respondents identified more than one item,
In compariscn with those whe anticipsted problems in the futurs, those who wers

axperisncing them at the time of the Interview focused not so much on their
reduced income and rescurces as on thelr reduced expenditure and consumption.
More than one third of the respondents made general comments about the kinds
of difficulties they were experisncing: that they were Finding it difficult
to manage or that they had had to reduce thelyr standard of living, In the
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words of one unemployed man, whose wife worked part~time:

"It's a strain, but we are not destituts yet.
Things are tight. We just about manage.”

Or in the words of another man, who had been a heavy goods vehicle drivar
and was unable to return to his job:

“The money is insufficient. You can't 1ive

on it. The earnings related has finishel.

I had that while I was off sick ... Thers’s

net encugh to live on, we have to draw on cwr

savings. They don't glve you encugh.
With rising costs you just can't manage."

More than a quarter of the respondents were more specific, and identified
particular aveas of expepditure that had been affected: cars, sccial aetivi-
ties and normal household bills,  One man, who had been off work for nine
menths and had returned to his low-paid job in an off-license, salid at the
Fifth interview:

"We don't sat as we'd like te. We have to wear o1d
shoes instead of buying new ones. HNo new clothes -
we have to make do with what we've got., Jumble
sales come In useful, you just don't have to be
proud.  All the bills have to be kept to a ninimum,
We use the minimum of electricity and we can't use
ecoal on the fire yet.”

¢ ancther man, who had become unemployed and suffered a severe reduction in

income after his heart asttack, commented:

“The T.V. and 'phone ars cut off. VWe can't pay
the bills. I can't pay for my life insurances,
but T can't cancel them edither, becauge after
this attack I'd never get any firm to give me
another one. Generally everything. He can't
use the car very often.”

Before he returned to work he had caznoelled his life insurance. Besides
these reductions in expenditure a few respondents identified Adifficulries
caused by the fact that they were incurving greater expenses than previcusly.
Some of these expensas were assoclated with changes in diet, others with
rigsing recreationzl expenditure Juring convalsscence befora retwrn to work.
None of this range of problems appeared to ba 8o ssvere as to constltute
destitution., Rather the reductions of Income and expenditure interfered
with well-established and accepted patterns of liviang. In this scnee they
added to the persomal or emctional problems of a few respondents, and were
felt o be an unpleasant consequencs of the illness by about half af the

whole series.

Wa saw In Table 3.19 that about che quarter of the respondents at gach
interview said that they currently had a problem because of the effect of their

illness on their incoms. This doss not tell us whether it is the same or
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different individuals at each interview weporting problems. The simplest
pattern that might possibly underlie the distribution of Tabls 3.19 is that
each of the prespondents who reported a problem did so at two interviews.

In fact, as Table 3.22 shows, there was no clsar pattern in the numbar op
distribution of interviews at which individuals reported preblems. The
variety of factors, to do with the 1liness, employment, incoms and expenditure,
that result in finencial difficulties, seemsio be so complicated that the pro-~
blems do not cccur in a uniform or reguler pattern through time.

6.  CONCLUSIONS

The findings pressnted in this chapter consolidate and extend those
from other studies. The data about timing of retwrn to work and alterations
at work are broadly consistent with those of other British studies. But data,
about unemployment, problems comnescted with work, and income, have not been
reported previously in this detall., In addition the importance of the
findings lies in the fact that they bring tegether data about a vardety of
different sspects of patients' work experience after myccardial infarcticon.
Previous studies have usually focused only on one or two aspects. The
importance alse lies in the fact that we have been able to present dats that
relate systematically to different points in time after the infarct. This
allows us to identify the changing nature of patients' experience and problems.

Some of the findings of the present study illustrate’ ways iIn which the
respondents’ experience after myocardial infarction appeared to be reasonably
satisfactory.,  Over four-fifths of the eligible respondents had returned to
work by cne yesr., This is in line with the findings of other studies and
with the recommendations of the Joint Working Party. When they were inter-~
viewed after their return to work, the large majority of respondents felt that
they had returned at about the right time. Once they had returned to work,

about one-fifth of the respondants at each interview ware working less than

90 per cent of their pre-infarct hours. This is in the middle of the range

of findings of British studies on this matter. Similarly, just under one~fifth
of the respondents at sagh of the third and subsequent interviews, held hetwaen
three months and one year, said that thelr jobs had been altered hecause of
their illness. Although the data are not dirvectly comparable, this is perhaps

a lower proportion than that found in other British studies. These data suggest
that the majordty of respondents veturned satisfactorily to work.

In other ways, the findings of the present study revesl unresclved
problems. Much of the emphasis in recent medical dizcussions has been on
the timing of return to work after myocardial infarction. In the present
series a substantially lower proportion of the eligible vespondents had returmed
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to work three wonths after the infarct than has been reported in any other
recent British study; this is also lower then the proportion advecated by the
Joint Working Party. A slightly lower proportion had returnsd to work by six
menths, than found in most gther studies.  About ong~third of the respondents
whe were on sick leave at the time of the six weeks and thrze months inter-
views said that they were ready to go hack to work. Hearly ail said that the
dector's advice was the reason they had not done so.  Nevertheless, most of
these pecple said later that they felt they had returned to work at about the
right time. It seems likely that s substantial proportion of the present
series could have returned to work eariler than they did.  Medical attitudes

apd advice would be an important factor in influencing earlier return to work.

4 second area of unresoclved difficulties concerns the pespondents’
subjective experience of problems connected with work,  Over two-thirds of the
respondents reported such problems at some time after their infaprct. In the
gariler Interviews these were mostly pecple who were off sick, many of them
anticipating difficulties in the future. In these interviews respondents
were mainly concerned with their physicsl incapacity to do their jobs, although
a number also mentloned mental problems or the fear of losing thedr jobs
altogether. In the later interviews respondents at work reported problems
with the physical demsmds of their jobs or arising from mental stress. 4z
mest of the respondents who anticipated that they would have problems did
experience them later, the issue is not simply one of initial anxiety provoked
by the illness. In many cases, the apprapriaste course of action would appear
te consist of both a2 programme of activity to restore physical capacity, and
an assessment of the demands of the patient's jeb Followed, if necessary, by
voeational readjustment measures. These would not necessarily consist of a
whole programme of retraining and resettloment, as mipght be needed for a
severely disabled person. Instead, it is a question of restoring the indivi-
dual to as full a degres of fitness ag may be attained and ansuring that the
tasks he undertakes match his capacity.

A third area of unresclved difficulties was unemployment. One quartep
¢f the present series ware unemploysd at some time during the year after their
infarct., Most of them became unenployed because of their illness and the
physically heavy demands of their johks. The financial preblems and the
losa of self-esteem experdenced by these people mekes them a high priority
for further attention from the health and employment services., Thewve would
not seem to be any great barrier to the early identification of the possibility
Gf unemployment. Farlier active job-seeking might prevent tha drift inte

wemployment at the end of the initial period of sickness.
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A fourth area of difficulty was money. One third of the respondents
in the present series reported that their income was less than 70 per cent
of its pre-infarct level at some time during the year after the infarct.
Half the series reported that they had curvent problems because of the effect
of the illness on their income. Bome of these problems appeared not to be
very serious; they were difficulties of adjusting to reduced income and
expenditure. In some cases of substantially reduced income or of pesrsis-
tently low income - particularly when assoclated with unemployment or low levels
of sickness benefit - the problews were more seriocus. They lad to substantial
reductions in standards of living or increased the levels of emoticnal and
social distress experienced by the respondents. Financial difficulties
added to the medical rehabilitation problems experienced by the present series
of patients.

The research that has been reviewed in this chapter and the findings of
the present study provide a2 fairly consistent picture of patients’ work-experignce
after myccardial infareticn.  Statistieal data about the Fraguency and timing of
vaturm to work are well established. To a somewhat lesser extent, 8o To0 are
data about the frequency of changes in the hours worked and of changes in the
tagks performed. Similarly, one begins to see a comsistent picture smerging
about the frequency of subjectively experienced difficulties and problems. All
these aspects of work would chvicusly be subject to variationg due to loecal
¢ircumstances, but the broad picture In Britain sewms clear encugh.

Turther research is needed in two related areas. Tirst more research
is needed intc the causes of variations in the pattern of work experience and
intc the causes of prchblems. Why do some pecple return to work earlier than
others? Why do some pecple become unemployed or retire, but not othars? Why
do some pecple anticipate problems in returning to werk but not others?  These
causes may range from physiclogleal, through the psychelogical, to the sccial and
gconomic; or they may be a mixture of them all. When the causes of difficulties
and problems are understood more fully, then it will be possible to specify and
pian developments In the treatments and services more vaticnally.  Sccondly,
more research is needed inte the sppropriateness and effeativensas of particular
treatments and services in the sclution of these variocus problsems. At present
much of the development of services ls based only on the intuition of practitioners.
Ap we gaw in Chapter One, thers has been virtually no vesearch that has demmstpa-
ted the effectiveness of rehabilitation progremmes on patisents?! wopk experience
after myocardial infaretion.  Research of both kinds, into the causes and
solution of problems, is required in order to promote the morve effective planmming
and development of rehabilitation serviges.
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CHAPTER U LIFE AT HOME AFTER MYOCARDIAL INFARCTION

This chapter examines the patterm of respondents' lives at home after
the myocardial infarction. It presents data about the respondents’ expecta-
tions while in hospital of what fhay would be able to do at home, and then
examines the actual activities undertaken and difficulties experienced at home.
It examines in move detail the impact of the illness on the respondents' spare
time activities, And it then widens the perspective a little from the
respondents themselves, to describe. the impact of the illness on their family
and friends. In all of this material we shall be concerned to describe the
effect of the illness on the respondents' day-to-day life at home, to identify
the difficulties and unresolved problems they experienced, and to begin to
specify their unmet needs for services.

By way of Introduction, we may recapitulate briefly some of the data,
presented in Chapter Two, about respondents' domestic circumstances at the
time of their heart attack. Forty-seven of the respondents were men and five
women. All but one were aged between 40 and 59. Forty-seven were employees
or self-employed, two were housewives and three were not employved. At home,
20 lived with their spouse only and 27 lived with their spouse and children.
Rearly all of the respondents lived in ownar-occupled or local authority
rented houses or bungalows. The majority of respondents were middle-aged men,
living at home with theiy families in Canterbury or the surrounding area, and
going out to work each day.

1. DOMESYTIC ACTIVITY

During the last twenty years or more, there has been a steady growth of
medical interest in early mobilisation and progressive re-activisation after
myocardial infarction. The authors of numercus British studies have concluded
that early mobilisation is both safe and desireble, Similarly, a considerable
amount of research and professional discussion has stressed the advantages of
active exercise as a method of vehsbilitating patients. In this context there
has been a certain amount of research examining the amount of different kinds
of activities that patients undertake after infarction, but very little about
patlents! expectations about what they will de or should do. Patients' expect-~
ations are Iimportant, becasuse it may be that medical staff and therapists
believe in the value of exercisze and an active life, and that patients believe
that there are dangers attached to doing too much end that they should there-
fore do little.
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Although the respondents in the present study were not gquestioned syste-
matically about their beliefs sbout the advantages or disadvantages of exer—
cise, they were asked in the first intevview, what they expected to do when
they first left hospital. This was an open-ended question; many respondents
mentioned more than one item. The overwhelming majority of respondents gave
replies that included a mention of a ninimum activity., Forty-six of the
fifty-twe respondents mentioned such things as "Do nothing”,"Sit about",
"Rest" or "Take it easy". These peuple were not opdentated towards reactiva~
tion. A pumber of respondents also mentioned specific activities that they
expected to undertake. These are shown in Table %.1. Eleven respondents
mentioned jobs around the house; mogt of them said they would be doing only
a little of such activity. Sixteen respondents mentioned exercise; again the
large wajority indicated that it would only be a littie. Five respondents
menticned physical recreation and eight other kinds of recreation; in these
instances the majority envisaged that they would be deing guite a lot of the
activities mentioned. Seventeen respondents said that what they would do at
home would depend on the advice they were given by the doctors or other staff.
From these data we can see that many respondents did not have very clear
expectations shout what they would be able to do at home and many expected to
do very little. Among those who d4id have expectations of doing things, more
were orientated towards doing a little work around the house or a lirtle
exercise than a lot., More were orisentated towards doing quite a lot of
recreational activities than a little., This suggests that recreational activ-
ities may be a useful point arcound which to build reactivation at home after
myocardial infarction. Doctors and others may bhe able to encourage patients
to look forward to and resume pleasurable recreational activities, which could
form part of a programme of progressive reactivation.

It 18 to be expected that many people would experience substantial vestric-
tions on their daily asctivities at home after myccardial infarction., Although
there has been no research that has examined the frequency or nature of diffi-
culties that ave experienced, the level of incapacity that has been peported
in relation to work, recreation and sexual activity indicates that many cother
activities would also be affected. In each of the fellow-up interviews, the
respondents were asked whether they had difficulty doing things round the
house because of their iliness. Table 4.2 shows that nearly all the pespond-
ents said that they had difficulty at some time after their infarct., At
least half the respondents at each interview said they had some difficulty.

In addition, a gquarter of the vespondents at the second interview said they
had no difficulties around the house because they were not doing anything yet.
For many people the effects of their illness lasted & long time after the
initial infarct.
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Although just over half the respondents at the third and subsequent inter-
views sald they had difficulty around the house, it was not always the same
people at each interview who had difficulty. Table 4.3 shows that 18 respond-
ents reported difficulties, or that they were not doing anything around the
house, at all four follow-up interviews., Four people reported difficulties
at no interviews at all and six at the first interview only. Otherwise there
was great variability in the pattern of interviews at which difficulties were
reported, with respondents veporting difficulties at different times hoth
early and late in the follow~up period.

Those respondents, who said that they did have difficulty doing things
around the house beecause of theip illness, wers asked to identify the activi-
ties they found difficult. Some people may not have ideptified particular
activities as difficult becsuse they were not undertaking them at all., This
question followed one #bout recreational activities, which may explain the
fact that very few people identified recreation in this question. Table &.4
shows that almost half the pespondents seid they had difficulty with every~
thing. The sctivities wost frequently Identified were house repairs and decora-
tion, outdoor activities such as gardening, 1ifting things, and other physical
activities such as bending, stretching or climbing steps. Fvom the data, two
points may be noted, The first is the variety of activities identified as
diffieult. These were identified both in functiomal terms - lifting, climbing,
bending ~ and In terms of activities of daily living - making beds, digging
the garden. The second is the absence of a very clear pattern in the number
of respondents reporting difficulties in sach activity in each interview: for
sone activities the numbeprs fell with time, for some they rose, and for some
they were variable,

After being asked in peneral terms about thelr difficulties around the
house, the respondents were asked specifically whether they had difficulty
going up stairs. Those who replied that they did have difficulty were then
asked what problems this caused. In consldering the answers to these questions
it should be noted that 16 of the respondents lived in bungalows and two in
other accommodation without stairs. Table 4.5 shows that about one-guarter
of the vespondents at each interview said that they d4id have difficulty with
stairs, Only arfew of these respondents sald, when asked, that their 4iffi-
culty with stairs caused any problems., OF those who did have problems, each
mentioned twoe or three things, such as physical distress, emotional upset,
restriction of activities or diasruption of the family routine. Although an
appreciable number of respondents reported difficulty with going upstairs,
many had found ways of coping with the stairs or with the difficulties.
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Table #.6 shows the number of respondents who, when asked whether they had
difficuity with stairs, made spontansocus comments about how they coped with
them., The most frequently mentioned methed was that of going slowly, but
severdl people sald that they did not use the stairs as much as previously,
especially during the day. In summary, it can be seen that half the respon-
dents reported difficulty with stairs at some time during the follow-up period
and that most had found ways of coping with this difficulty. For a few people,
however, the difficulties with stairs were associated with a variety of
personal problems.

RECREATION

There has, in vecent years, been a certain amount of interest in recrea-
tional aspects of recovery and rehabilitation after myocardial infarction.
Although there has been a movement among occupational therapists sway from the
view that they should provide diversional therapy, scme individuals have empha-
sized the importance of recreational activities, both as a means of rehabilita-
tien and as an end towards which rehabllitation should be aimed (Thompson,
1966). Research studies have found that the recreational activities of perhaps
one half of the survivors of myecardial infarction are affected at any one
point in time several months after the infarct (Martin, 1967; Finlayson and
McEwen, 1977). The only information in the research literature about the kinds

- of recreational activities affected was presented by Finlayson and McEwen, who

found that 41 per cent of their series were undertaking less physical activity
at six months than before thelr infarct, and that 37 per cent were undertaking
less soclal activity.

In the second interview, the respondents were asked what hobbies and spave-
time activities they did before they became ill, and what they were doing at the
time of the interview. In each of the subsequent interviews, they were asked
again what they were doing currently. These were open-ended questions, and
presumably resulted in some varisbility between pespondents in the nature and
amount of information they produced. The respondents varied considerably in
the number of activities they mentioned and in what they identified as distinct
activities. One person might have mentioned for example, cricket and tennis,
while another might simply have wentioned sport, but be playing the same amcunt
of the same two games. This has caused difficulties in comparing the replies
of different respondents. The solution adopted was as follows. The replies
of a sample of respondents were scrutinised, and a1l the individual items
listed. These items were then classified into 28 fairly distinct activities
or groups of activities (as shown in Table 4.9). In the data processing, six
varigbles were allocated to each respondent. In each variable, any one of the
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24 activities could be coded, Each activity could only be recorded once for
any one respondent, even though two items {e.g. cricket and tennis) might have
been mentioned. If any respondent identifisd more than six activities, only
the First six were vecorded. In the data analysis, the gix variables were
conbiined, to produce a comsolidated list of the number of prespondents who
mentioned each activity. The activities were also grouped together, according
to whether they took place in the home, around the home or away from the home.
We are therefore shle to count the total number of spare time activities under-
taken by respondents at different times, and to identify those activities.

Table 4.7 shows the number of respondents who identified different num-
bers of spare~time activities at different times. The modal number of activi~
ties reported as being undertaken prior to the infarct was three. Before the
infarct there was a considevable variation in the number of activities under-
taken; sixz respondents undertook one activity only end six undertook six or
more,. At the time of the second interview there was an appreciable reduction
in the overall number of sctivities. By the time of the third interview, the
number of activitiss had returned to the pre-infaret lewvel, but it showed
another decline in the fourth and f£ifth interviews, It seems possible that
this rise and subsequent fall is associated with a resumption of activity at
about three months, before returning to work, and with a subsequent reduction
in the amount of time zvailable for spare-time activities after returning to

work.

Table 4.8 shows the number of respondents who identified different num—
bers of spare-time activities that they undertook inside their homes, around
their homes and away from their homes. The number of activities in the howe
rose between the time before the illiness and the time of the second interview,
and it fell again between the third and the fifth interview. The number
of activities undertaken in the immediate vicinity of the home fell appreci-
ahly between the time before the illness and the second interview, and
it returned to its previous level by the fourth interview. The number of
activities undertaken away from the home fell very substantially between the
+ime before the illness and the time of the second interview, and it
increased again a little at the third and fourth interviews, but never to the
previcus level. The owerall picture, therefore is one of an increase in the
nupber of spare~time activitles within the home during the first three months
after the Infaret, with a subseguent reduction to just above the pre-infaret
level; of an initial reduction in the number of spare-time activities around
the home, that had returned almost to the pre~infarct level by six months; and
of a substantial veduction iIn the number of sctivities away from home, that
had not returned to its pre-infarct level one year later.
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Teble 4.9 shows the number of respondents who said at each interview that
they were undertaking different spare-~time aetivities. Even within the home
or avound the home, different activities wepe taken up or relinquished by diff-~
erent numbers of people at different times, Within the home, there was a group
of activities, which were undertaken by very few people before the infarct, by
an incressed number at the time of the infarct, and a gradually reduced number
subsequently, These activities included veading {which was the most frequently
mentioned single activity), listening to music or watching television, letter-
writing or telephoning, and playing gemes. ALl of these require little physical
exertion., Within the home, the mumber of people undertaking do-it~yourself
activities, such as home repairs or decorations, showed systematic variations.
The number of people undertaking these more strenuous activitles fell between
the time of the illness and the time of the second interview, and then rose
again, but not to the previous level. The activities undertaken around the
home varied in similar ways. The number of people undertaking do-it-yourself
activities, such as car maintenance and outside house repairs, and gardening
fell substantially between the time before the illness and the second interview
and then rose again. The number of people taking walks, however, rose up to
the time of the thixd Interview and Ffell subsequently; In this, walks were an
activity of convalescence, Away from home, the numbers of people undertaking
each activity fell between the time before the illness and the time of the
second interview, The numbers rose agaln subseguently, but never to their pre-
infarct level.

It is net so much the number of spare~time sctivities that are affected by
myccardial infarction as their nature. The effect of the iliness was to reduce
the amount of physically strenuous activity in and around the home and of ail
activity away from the home, in the months immedistely following the infarct.
These activities were replaced, during convalescence, by less demanding ones,
such as reading or listening to music. From the third sonth onwards, there
was a gradual resumption of the more strenuous activities and a relinquishing
of the less strenuous ones,

A further understanding of the activity of convalescence can be obtained
from & variety of unsolicited comments made by tha respondents in reply to the
guestions about their spave-time activities. Table 4.10 shows the pumber of
respondents who made vardous comments that reflected the level or nature of
their spare~time activities. The main feature of this table is the fairly high
number of pecple, who said that they were doing nothing at the time of the
follow~up interviews. A comparison with Teble 4.9 shows that most of these
peocple also identified one or more spare-time activity. Presumably, therefore,
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these replies should be interpreted zs meaning that the respondents 4id not

have a great deal to do in their spare time. If we added the number of those
who said they were doing nothing to those who reported that their activities
were restricted or that they were not doing much, we find that between one-
guarter and two-fifths of the respondents at each interview made comments indi-
cating diminished activities. TFurthermore, the table shows that a number of
respondents {11 in the second interview, diminishing to four in the fifth)
identified relaxing or just sitting among thelr spare~time activitles. <{learly,
many pecple saw the months after the infarct as a time of substantial diminution
of activity.

Table %.11 shows the number of respondents who made comments that revealed
something of their attitude towards or their view of their spare-time activi-
ties. Overall, only a few pespondents made such comments. At the second intep-
view, five respondents revealed boredom or dislike of their spare time, and
three said that they were unshle to concentrate on their spare-time activities.
At each of the third and subseguent interviews, a few respondents commented
that they could not do much, becauge of their iliness, or that they avoided
strenuous activities. These comments, which were unsolicited responses to a
specific question, suggest that recreation poses a significant personal problen
for a fairly small minority of patients after myocardial infarction. Although
the infarct appreciably affected the nature and amount of spave~time activities
of a majority of respondents, and although the majority said that this was
important to them, the evidence as to whether this conatituted an important
problem is incomplete.

EFFTECT ON THE FAMILY

The final aspect of the pattern of life at home to be examined in this
chapter concerns the effect of the infarct on other people. Logically, this
topic might be divided into two parts: the effect of the respondent's illness
on other people, and what other people did in oprder to adapt to the illmess op
help the respondent. In this study we report both of these subjects together,
as the data were obtained in a single set of questions in the follow-up inter—
views. The emphasis here is on the practical aspprangements made by the family
and other people, More detailed data, from the spouse’s point of view, about
the personal and psycho-social effects of the illness, are available in the
complementary study of the wives of some of the men in this study.

In each Interwview the pespondents wepre asked a series of questions about
the effect of the illness on their family or other people: whether anyone had
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come to stay; whether anyone had been coming in to help; whether anyone had

been staying off work or going out to work, who would not otherwise have been
doing so; and whether they had made any other alterations or rearrangements
because of the illness. Table 4.12 shows the number of respondents who identi-
fied various domestic altepations or rearvangements that had been made at home
because of their illness. The most frequent effect was someone - usually the
wife ~ staying off work or vearrvanging their work, because of the illness. A
number of people said that there had heen alterations to the household's
domestic arrangements, either people coming to stay or coming in to help, or
moving a bed downstairs. Nearly all these changes and alterations were reported
at the first or second interviews. A substantial minority of respondents identi-
fied changes at home that occurred because of their illiness;  these

changes were concentrated around the time of the respondents' return home after
discharge from hospital.

After being asked about the alterations that had been made, the respondents
were asked in each follow-up interview whether there were any alterations or
rearrangements that needed to be made at home because of their illness. Table
4.13 shows that very few respondents identified such needs. The only distinc-
tive items were concerned with stalrg or access to teilet facilities, which
were mentioned by two or three respondents in each interview. There did not
appear to be a high level of unmet needs for practical domestic arrangements.

%,  CONCLUSIONS

Myocardial infarction caused substantial restrictions of activity among
the respondents; these pestrictions persisted for many respondents for much
of the subsequent year. More than half the respondents at each interview
reported difficulty with househald activities, and a wide variety of activi-
tiee were implicated. There were substential reductions in the numbers of
people undertaking the more strenmuous spare-time actlvities in and around the
home, and in the numbers undertaking all kinds of spare time activities away
from home. There was only a gradual amd incomplete resumption of these activi-
ties during the year after the infarct. Corresponding with the inactivity, a
substantial minority of respondents identified alterations or chamges In their
family's routine that were caused by the illness, mainly around the time of
discharge from hospital.

Although we have evidence about the sxtent of respondents' inecapacity, we
have less data %o show that this incapacity constitutes problems severe epough
to warrant attention from the health or seviazl services. Although sbout a




quarter of the respondents said they had difficulty with stairs, most had
developed ways of coping with this (by going slowly or avoiding using them),
and very few stated that the difficulty caused them problems. Although worse
than half the respondents at easch interview sald they had difficulty in various
activities arcund the house, very few identified amy alterations or rearrange-
ments that were needed. The data therefore de not constitute an immediate
case for the development of services to improve the domestic circumstances of

patients with myocardisl Infaprction.

Argument in favour of the Ffurther development of sepvices in this area
might be based on one or more of Ffour considerations. First, it might be
thought that more systematic investigation of the personal and emotional prob-
lems associated with incapacity and inactivity at home might reveal unmet needs
felt hy the respondents themselves., Second, it might be argusd that an increass
in the domestic and recreational activity of patients would in itself contribute
to an increase in their welfare, even though they themselves might not realise
that such an increase was feasible, Thiwd, it might be argued the rehabilita-
tion process is an indivisible whole, and that an increase in the level of
patients' activity at home would have beneficial effects on their medical con-
dition, their morale and their working capabilities. Fourth, evidence may
become availsble to show that, although incapacity may not cause severe per-
sonal problems for the incapacitated indlvidual, it does cause appreciable
problems and costs for other people, whether they be family wmembers, relatives
por friends. The health and rehabilitation services are not closely involved in
patients! daily life at home after his heart attack. Further study might show
that a closer invelvement might preduce substantial benefits to patients during

their recovery.
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CHAPTER 5 THE LEVEL OF INCAPACITY

This chapter examines the overall level and the changing pattern of the
respondents’ personal incapacity during the year after their infaret., The
first section reports an attempt to messure systematically the effects of the
illness at different times after the infarct. Thiz is the first time this
kind of systematic measurement has been undertaken in relation to infarct
patients. The intestion ls to obtein mn indicator of the extent and severity
of incapacity, that is broader than the wsual return-to~work data, snd that
shows where problems may exist mnd where intervention may be needed. The
second section of this chapter examines in more detall the individual items
of incapacity identified by the respondents. This will allow us to focus
on different kinds of problems in turn, and to discuss what kind of rehabili-
tation and aftercare services, if any, may be appropriate. Mest of the
material on incapacity that is included In this chapter has been drawn from
2 single set of questions in sach interview., It will set the specific data
on work, income and 1ife at home in a broader context than was possible in the
lzst two chapters.

THE OVERALL LEVEL OF INCAPACITY

In Chapter One we reviewsd the literature on recovery after myccardial
infarction. Although a certain amount of emphasis has been placed on the
importance of comprehensive rehabilitaticn (Hellerstein and Goeldston, 19543
Groden et al, 1971a; Naughton, 1973), virtually no empiricel vesearch has
made use of correspondingly comprehensive measures of recovery.  Spelman
and Ley (1966) measured recovery in terms of the level of actlvity revealed
in patisnts’ accounts of a usual day in their lives. They found that 61 per
cent of their subjects had returned to 90 per cent or more of their pre-infarct
level of activity six months after their infarct. This seems to be the only
study that has exemined the affect of the infarct on a combined set of patients’
activities. There have not heen any chgervations of the changes in the pattern

of recovery, 2s measured in this way, through time.

Many studies have examinad the impact of myccardial infarction on one or
more individual aspects of patients’ activities. These studies allow us to
predict something of the pattern of cverall incgpscity. The Joint Working
Party {1975) suggested that return to work is the best available Indicator of
recovery, On page 18 of this report we saw that most British studies had found
that betwean 10 and 50 per cent of infarct patients had returned to work by tweo
monthe, between 35 and #5 per cent by three¢ wmonths, and betwsen 65 and BS per
cent by six months. There tends to be a small decline in the proportion




7L

subsequantly st work at any one time. This suggests something of the total
pattern of weturming capacity that might be expected. Other factors suggest
that a somewhat flatter curve would be found for total capacity than for retwum
to work. Return to work is the resumption of a single activity and incapacity
scales are based on numercus different activitles. Therefore, it is ¥o be
expected that patients will have resumed some activities before they have
returned to work. Similarly, many people who have returped tc work will not
have resumed all their activities and will be still affected by the iliness

in many ways. Mony examples can be given, from the literature reviewed in
Chapter One. Kushnir et al {1375h) found that 18 per cent of thelr serdes
were working shorter hours at ten months than before the infarct, and Cay et al
(1973) found that 3% per cent of thelr series had problems at work at cne year.
Three of the four studies menticned on page 21 found that betwsen 23 and 35

per cent of patients had reduced levels of sexual activity at about one yaar,
Finlayson snd HMcEwen (1977) found at one year that there had been long-term
alterations in the family responsibilities of 50 per cent of their series.

And it was suggested, on page 28, that about ocne half of myoccardial infarction
patients experience emctional distress for most of the first year after the
infarct. All this evidence sugsests that the simplicity of the vetum to work
figures may be misleading, and that we should expest the Infarct te have an
appreciable and varied impact on many aspects of many patients' lives for at

least one year after the infarct.

There has been a substantial amount of research literature in recent
years that has reported attempts to measure the impact of illness on sick
people's activities and well-being. These have iIncluded the assessment of
motor impairment (Jefferys ot al, 198%), of disability in activities of dally
living {Katz et &l, 1963; Garrad and Bennett, 1871; OC.P.C.8., 1971a), and of
the comprehensive pattern of daily life (Grogeno and Woodgate, 1971). In the
present study it was decided to use the last-mentioned of these scales - the
Grogene Index -~ te provide data about patients' incapacity, This was one of
the broadest-based scales, that had been published at that time, covering
such items a3s physical suffering, mental suffering and communication, as well
as the more frequently studied sctivities of dally living, The Grogouo Index
was included in the study, both for the sake of the substantive information
that it would provide and to assess its potential usefulness in evaluzting
rehabilitation services. The decision te include it was particularly valuable,
in the light of the subsequent ztatement by the Joint Working Party (1873} of
the difficulty of finding a suitable measure of reghabilitation cutcoms cther
than return to wonk,

The Grogono Index originated in an attempt by Grogono and Woodgate to £ind

an index for measuring health. The index they publiszhed was concerned not so
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much with health as with the impact of 111 hsalth upen the sufferer. They
identified ten aspects of daily 1ife, which they thought were comprehensive but

commmicati
mental suffering,/sleep, dependency on cthars, feeding, excretion and sexual

without obviocus reaundanﬁg Thass were work, recpeation, physical suffering,
T,

activity., Each patient received a score for each item, according to whether

his illness had a substantial or partial (harmful) impact. The total scomrs

for each patient could then be caleulated by simple addition. Grogono and

Woodgate argued that the index could be used to assess priorities for treatment

or to examine the efficazcy of treatment.

The scale has been used with very little modificaticn in the present study.
The main change was that the items in the scale were completed in writing by the
respondents during each intervisw, rather than by the patient's doctor. This
should have reduced Inaccuracies dus to lack of information, but may have
increassd varisbility due to differences of Interpretation. Twe other changes
stemmed from the first. Ong relsted to the clasgification of each item.
Grogenoe and Woodgate based their system on whether the patient was incapscitated,
impaired or normal; in the present study we askad whether the illness or
anything to do with it interfered completely, slipghtly or not at all with each
activity., The second change related to the wording: malaise, micturition
and defaescation were phrased in everyday language. A further change related
to the arithmetical manipulation of each respondent's score.  Grogono and
Woodgate scored each item O, 3 or 1, added the total, and divided by 10 to give
each patlent a score of betwsen € and 1. In the present study we have scored
gach item 0, 1 or 2, and added the total, to give sach respondent a sooprs of
between O and 20,  Despite these minor changes, the contents of the scale and
the handling of the data are basieally the same as in the original publication,

The opportunity has been taken to add certain Features to the scale, to
help assess its value and to increase its usefulness. Grogono and Woodgate felt
that the scale covered the main asspects and activities of daily living, while
avoiding the difficultles of trying to make use of the all~encompassing Woprld
Health Urganisation definition of hsalth, as a stzte of complete physical, mentsl
and social well~being. From the social sclentist's poaint of view, however, the
scale iz inclined towards the pevformance of personsl activities and bicloglceal
functions, and away from such areas #s family activities, sccial relationships
and finance, cn all of which illness and disability may have a major impeot
(Blaxter, 19763 Cumningham, }%77; Finlaysom and MeEwen, 1977). In the
present study, after completing the scale, respondents were asked whather
there was anything else about thelr illness that was particularly important to
them or werried them.  The answers to this gquestion, and others in the inter-
view, allow us to make some assessment of the claim to comprshensivensss and
to consider whether other items ghould be included in the scale.
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The second major addition to the scale has been an attempt to weight the
different items according to their importance. As Culyer (1976} has pointed
out, the scoring procedure devised by Grogono and Woodgate allocates an equal
score for incapacity in each item. Yet it may be that a person's work is far
more important than his vecreation, or vice versa. In the present study, one
step has been taken towards gstablishing whether the system of equal weights
is a defect and, if so, towards remedying it. Respondents wepe asked whether
their illness interfered with each item in the scale. Those whe said that it
did interfere, for any particulsr item, were then asked how important it was to
them. This guestion was deliberately phrased sc that the respondent did not
have to make a fine distinction as to whether it was the item {e.g. work} or
the interference of the illness with the item, that was important. Those who
sald it was very important have had twoe points added to their acore for that
item, those who said it was important have had one point added, and those who
said it was not important have had ne points added. This leads to a second
scale, ranging frem nought to 40 points, which can be compared toc the original.
A further addition, relevant to the weighting of the scale, was a questicn,
immediately after it had been completed, which asked the respondent which of
the things about the illness was most important. This information could be
uged to provide an additional weighting for different items; in the present
report it is used to provide supplementaxry rather than madificatery information,

Table 5.1 shows respondents' scores on the Grogono Index at each intevview.

These scores take account only of the amount of interference with each activity,

and not of the respondents' assessments of the importance of each item.  The
scores could range from no points, indicating no incepacity, tc 20 points,
indicating complete incapacity. The scores have been greuped into classes for
ease of presentation, and the classes labslled "no incapacity™, "little incapacity”,
"moderate incapacity", "severe incapacity”, and “very severe incapacity”. The
maan score at the first and second interviews was sight points ~ moderate incapa-
city. At the third Interview, the mean score waz six points, and, at each of
the subsequent cnes, it was five points ~ on the borderline between light and
noderate incapacity. The scores of the respondents were falrly closaly dis-
tributed arcund the mean. Most people experienced modsrate, but not very saverpe,
effects of their illness at the time of the first interview 10 davs after their
infarct. The effects diminished gradually =nd slightly over the following weeks.
Seven months after admission most respondents experienced little or no incapacity,

but sbout ope~third experienced a moderate amount. (ne year after admission

the level of incapacity of a fow respondents had risen again, so that the average
level was slightly higher than it had been at seven months. The illness had

more long-term effects than would be shown by the simple use of return-to-work
as indicator of incapacity. The findings are consistent with the continued
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problems and restrictions of activity at work and at home, thet we examined
in the previous twe chapters. In many cases, some effects of the illness
persist for many months after the acute infarct.

There appedarsd to be very little relationghip between respondents’
modical condition and their scors on the Grogomo Index.  There was no rela-
tionship at all hetween the severity of the infarct, as measured by the Norris
Coronary Prognostic Index, and the scores on the Crogonc Index at any of the
five interviews. The severity of the initial infarct was not related to the
later personal and social effects of the illness. There was very little

relationship between medical symptoms or events, connected with or related to
the heart, which the respondents reported as having occcurved since the previous
interview, and the scores on the Grogono Index at each follow-up interview.
The only exception to thie was that the majority of those with a score of 11
sr pmore points on the Grogono Index reported symptoms or events directly
connected with their heart; only a minority of people with such symptoms wers
severely incapacitated. We have no data to show z clear positive relationship
between the respendents' medical condition and the broader cffects of their
illness.

The Joint Working Party (1978) asserted its belisf In the importance of
retuming to work as a3 milestone on the way to full recovery. By comparing
the respondents' work position with their scores on the Grogono Index, we can
see whether return to work is clegely related to other aspects of recovery.
Table 5.2 shows that those people at work had, on average, lower scores than
people who were off sick, To soms extent, thepsfore, rsturn to work is a
gocd indicator of broader aspects of recovery. It is, however, an incouplete
indicator. At each of the interviews, mopre than a quarter of the respondents
at work had scorez of s8ix or more - moderate incapacity. And at the first and
second interviews about a quarter of the respundents who werse off sick had scores
of less than six points ~ little incapacity. Some people have substantially
recovered before they return to work:; others continue to feel the effects of

their illness after they have retwrned to work. This is enough tco show that
it is not a single, clear-cut group of pecople who experience all the problems
at any <ne time after myocerdial infarction. §o single indicator of recovery
will identify all the problems and other effects of the illness.

Table 5.1 shows that, on avarage, the respondents® level of incapacity
tended to improve with time.  This masks variations in the pattern of individuals®
racovery. In fact, 21 of the 45 respondents, for vhom a complete set of intor-
view data is availsble, showed a straightforward sattern of improvement between
the interviews. They reported, for enxample, modsrate levels of ineapacity at
the first twe interviews, and little incepacity subseguently. Ancther eight
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respondents stayed at about the same level of incapacity at all five inter—
views; they showed little improvement or detericration during the follow-up
pericd.  Six respondents showed adeterioration between the first and sseond
interviews, and a subseguent improvement. Thisz suggests that they may have
made an unrealistically low evaluation ¢f the effects of their illness while
they were Iin hospital., Iour respondents improved batween the first and fourth
interviews, but deteriorated again by the fifth interview, one year after their
infaret. And a further six people deteriorated at one other, or at more than
one, of the follow-up interviews, for sxample at the third or at the fourth and
Fifth interviews. We osm see, therefore, that the conditiszn of two-thirds of
the respondents improved or stayed the same during the follow-up pericd. And
the condition of one~fifth of the respondents deteriorated at scme point in time

aftar the second interview at six wesks.

This far, we have been considering the scores on the Grogens Index,
unwelighted for the importance that the respondents attributed to sach item,
Table 5.3 shows the effect of adding in scores for respondents’ assessments
of the importance of sach item. For sach item where the ilipess was =zeid to
have some impact, respondents scored two points if they said it was very Important,
one point if they said it was important, and no points if they said it was not
important. This gives a theoretically possible range of scores from nought to
40 points. These scorss have been grouped in the same way as previously,
indicating nc, little, mederate, severs or very severe incapacity. Table 5.3
shows that there was very little modification to the overall distribution of
incapacity scores, resulting from the introduction of weighting for importance.
The cnly differences were a slight lowering of scores In the first two interviews
and a slight paising of seorves in the third and fourth interviews.  This sugpests
that, when the Index is being used to assess the overall laevel of Incapacity
among & series of patients, it mey not be worth allegating different weights to
the separats items in the scale,

THE INDIVIDUAL ACTIVITIES AND ITEMS OF INCAPACITY

The respondents experienced a considerable amount of 111 health and
incapacity during the yesr after thelr infaret. The illness affescted the work,
income, recrestion and life at home, and resulted in moderately severe lavels of
incapacity for many people.  This secticn of the chapter will use the information
ezllected systematically in the Srogont Index to examing the individual items of
incapacity identifisd by the respondemts, arnd to discuss their reletive importance.
This will allow us to focus on the different kinds of problems experienced,and
so to consider tho nature of any unmet needs For rehabilitation or aftereave.
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The research literature reviewed in Chapter One of this report gives us
some indications of the personzl activities that are most frequemtly sffected
by myocardial infarction. The moust obvious activity is work. The British
studies quoted cn page 18 (Sharland, 1964; Wincett and Caird, 1966; Groden,
1367; Harpur et al, 1871; Cay et al, 1973; Shaw and McNiven, 19745 Kushnir
st al, 197%a; Finlayson and McEwen, 1877} suggested that sbout half the
eligible patients have not vetwrned t¢ work three months after their infaret,
and that one gquarter have not returned six menths affter it.  Studies quoted
an page 1% showed that some patients who had returned to wurk were undertaking
reduced levels of activity at different times. Cay ot al (1973} found that
29 per cent were undertaking reduced lsvals of activity at six months; Kushoir
et al (1975} found that 37 per cent were undertaking reduced levels of activity
at 10 months.  The studies quoted on page 20 suggested that a substantial
ninopity of patients experienced problems at work: Cay et al (19723) reported
a figure of 35 pur cent for six months and for sne year; Finlayson and McEwen {1877)
found that 40 per cent had experienced continuing difficulties when followsd up
at six months.,  Adding these figures together, and meking some allowances for
overlap, we might expect to find that the work of three-guarters or more of
infarct patients would be affected by their illness three menths after the
infarct, that the work of two-thirds would be affected at six months, and that
the work of half would be affected at one yzar,

The research data about the effect of the illness on other activities is
much less complete. The recreation of a substantial number of patients is
affected. Martin (1967) reported that the cutcome at three menths of leisure

rehabilitation was a failure in 48 per cent of patients. Finlayscn and McEwen
{1977) found that 41 per cent of thelr series said that they were undertaking
less physical activity at six months than before their infarct, and that 37
per cent were undertaking less social activity. The sexual activity of a
minority of pstients is affected. Studies guoted on page 21 {Skelton and
Dominian, 1973; Kushnir et al 1975b; Sterm et al 1976) suggest that between

25 md 35 per cent of patientg have reduced levels of sexual activity about one

yerp after the infavet. The studies quoted on page 22 indicated that patients’

Family and finmncizl circumstances are affected by the illness, but the proportion
of patients so affected verded considersbly between the studiles. The emotional
and payehelogical condition of & larce number of patisnts may be affectad by

the infarcet. Studies quoted on pages 29 and Z6 {MeGrath end Rebinson, 1973,

Wishnie et al, 1971, Martin, 1967; Finlayson and McBwen, 1977) suggested that
all patients experienced some. broadly-defined emoticnal distress in the perdcd
immediately after the infaret, and that about half the patients experienced
distress at any one point in time betwesn three months and one year. Similarly,
it was suggested (Cay et a1, 1872; MeGrath and Robinson, 198733 Stern et al, 19768}
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that perhaps half the patients experienced more narrowly-defined anxiety

or depression in the period immediately after the infarct, and that perhaps
one quarter experienced anxiety or depression at any point in time after

three months., Taking all these data together, we might expect to find that
work and emotional distress ave the aspects of personal life most frequently
affected by the infarct, that recreation and psychological status are the next
most fraguantly affected, and that famlly life, sexual activity and finance
are less frequently affected.

Table 5.4% shows the offect of the infaret on the various aspects mnd
activities of daily life that were included in the Grogeno Index.  Tha regpon-
dents were asked whether their ilinesses ov anything to do with it interfered
with the different activities, or causad dependence or physical or mental
suffering. They were asked whether the affect was one of complete, slight
or no interference. A small number of respondents, who identified an effect
as being more than nona, or less than complete, have been coded as “slight".

The table shows that the work and recreation of the large majority of respondents

were affected by their illness for the vear after their infarct. Many people’s
sexual activity was affected to some extent during the follow-up period. More
than half the respondents at each of the interviews sald their iliness caused
then physical discomfort, and more than half said it caused worry or unhappiness.
Between one guarter and a half of the respondents at each interview said that
their illness interfered with their sleep. Most people experisnced a variety
of effects of their illness during the vear after the acute Infarct.

These findings suggest that the effects of the illness are more varied
and more frequent than has been reported in the research literature. For soms
of the aspects of daily life, sleeping, sating and physical discomfort, there
are no comparable data avallable. The only item, for which there was a lower
frequency in the present study than in cther studies, was mental distress, at
the time of the first interview iIn hospital. At the firet and second interviews
the proportions of respondents who said that their fllness affected thelr work
or thelr recreation were about the same as found elesewheve. At the third and
subsequent interviews, hetween three months and one vear after the infarct,
mere pecple than might have been expected reported interference with their
work and recreation. Similarly, at the feurth and £ifth interviews, more
people than would have been expectad said that their iliness caused worry or
unhappiness or that it interfered with sexual activity., The persomal and
sceial zfter-effects of myocaridsl infarction are more persistent and more

widespread than had often heen appreciated.

In each intervisw, those vespondents, who said that thedir illnmess had zn
impact on any item in the Grogone Scale, were asked to say hew important it was



78

to them. Table 5.5 shows the number of respondents who reported sach item
to be very important, important or not important. Because the number of
people who identified an item as imporiant is dependent upon the number who
said that the item was affected by thelr illpess in the first place, it is
necessary to set the numbers in the context of the total whe said that the
item was affected. On the whole, the number of pecple who said that each
item was important was a straightforward reflection of the number who identi-
fied some interference in the first place. But there were some exceptions.
The progportions of people who sald that physical discomfort, sleep or sex
were important to them were lower than the proporticns whoe said other items
were important. These items tanded to be less significant than the amount
of interference indicated. Tha proportions of pecple who said that their
work or the worry were impovtant to them wers higher than the proportions who
said other items were important, Interfovence with work and existence of
worry are the most gignificant after-effects of myocardial infaretion,

So far in this section we have used date from the Grogenc Index to identify
those aspects of the respondents' lives that were most affected by their illness.
We have ssen that work, recreation and sex were the activitiles most Freguently
affected during the year after the infarct, and that many psople experdenced
physical discomfort and mental distress during that time.  After the respondents
had completed the Index in each interview, they were asked several questions that
elaborated on the information provided and set it in a broader context. First,
they were asked which of the Items in the Index was most important to them: next
they were asked to say a bit more about it.  And then they were asked if there
was anything else about their illness that was particularly important to them or
worried them.

Table 5.6 ghows the number of respondents at each interview whe said that
gach item on the Grogono Index was the megt important thing te them about their
illness. The predominant festure of the table is the significance of work.

&% each interview, around half of the respondents gsaid that thair work or usual
daily tasks was the mest important thing., VWork was identifisd as the most
important aspect of the illuness much more frequently than any other single item.
The only other item to be identified in each intsvview as the most Importmnt by
cne~tenth or more of the respondents was worry or unhappiness. The significence
of these dota is that they vraise the importasnce of these items, in comparison
with others in the Grogone Index.  Although congidersble numbers of peupondents
said that their recreation, sexusl activity and physical comfort were affected

by their illness, very few sald that thess were the most important items. The
major areas on which attenticn should be focused are work and, to a lesser autent,

mental distress.
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After the respendents had identified the most important item on the
Grogono Index, they were asked tomy a bit more about it. This was a completely
open~ended question, that was intended to let the respondents express whatever
views they wished about the subject they had mentioned. A great variety of

views were expressed.

Table 5.7 shows the number of respondents who identified their work as
the most important item and who wade different comments sbout it. Hore than
one~third of those who identified work as the most important item made some
comment indicating that they had a positive attitude te work; they sald they
1iked working, that everyone needed to work, that they were actually thinking
sbout what they had to do at work, or somgthing similar. These people showed
what appears to he a desive to return to or continue at work for its own sake.
A further group of respondents made other comments directly ahout their work.
Several respondents st each interview made comments expressing uncertainty
about when they would he able to return teo work, comments revealing anxiety
about the insecurity of their jobs, or comments about some change in their job,
tasks, responsibilities or hours of work. & third group of respondents men-
ticned money or their standard of living. The number whe mentioned money was
slightly smaller than the number who evpressed a positive attitude to work
itself. A final group of vespondents made comments that reflected the
significance of their work in the context of the wider personal and social
aspects of thelr lives., They wondered, for example, whether they would ever
gat back to normal; they commented on the effect of being off work on their
family 1ife; or they mentioned the worry asscciated with being off work.
Often one person would revaal different attitudes during one answer. In the
words of a foreman paint-spraysr in a garage, who was off sick at the second
interview:

TI've never been one for being sway from work
unnecgssarily. I like being 2t woprk -~ I don't
want to stay at home.  Alse it's & necessity
for income. I know you pay in for social
security but that’s for emergencies when you

need it. You must have it but you shouldn't
claim it for longer than is necessary.”

And similarly, from a newspaper typesetter:

*I've got to get back tu work to live. You get
8 certaln anount from the National Health but
you've gotto get back. T worrles me because

1 want to get back and do something. I don't
like this inactivity. I don't like hanging
about,®
There was a strong pesitive involvement in work, both for its own sake, and

because they financial and perscnal conssquences of inactivity were unpleasant,
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Table 5.8 shows the number of respondents who ldentified worry as
the most important item and who made different comments about it., As
a small number of respondents identified worry in the first place, it is
necessary to be very cautious in the interpretation of this table. VWhat
seems to emerge is that there was a tendency among this group of respondents
to mention the more immediately personal aspects of their illness. Some
made comments about their illness itself, some zbout their prospects of
recovering or dying, and some about their family. The emphasis on perscnal
matters differs somewhat from the more outward orientation of many of those
whe identified work as the most important item.

Table 5.9 shows the number of respondents who identified items cther
than work and worry as the most important, and who made different comments
about them. The vapiety of items that were said to be the most important
~ ranging from recreation, through depending on others, to physical discomfort
- is reflected in the variety of comments made. Four main groups of comments
may be distingunished. First, there were comments ccncerning the resumption
of astivity, a number of respondents expressing a desire to be active again
in things besides their work. Second, there were ccuments (mainly in the
first interview) concerned with the effect »F the illness on the respondent's
family or heme life. Third, there were comments about the illmess or
recovery. And fourth, there were respondents who mentiocned some kind of worry
or mental distress; when added to the number of respondents who identified
worry as the most important item, these replies increased further the signifi-
cance of mental distress after myocardial infarcticon.

After being asked to complete the Grogono Index and to idantify the most
importamt item, the respondents were asked whether anything else about their
iliness was particulary important to them or worried them. This question
appears in retrospect to have contalned an element of ambiguity. Some
respondents may have interpreted as refsrrdng to anything other than the items
contained within the Grogono Index, and some as referring to anything other
than the items they identified as the wost important or mentioned in thelr
comments.  Tablg 5.10 shows the number of respondents who said thers was
something else important, and the number who identified different items. A
substantial number of vespondents felt that there wag something else about
their iliness that was important to them or worrisd them - between a third and
a half of the respondents at each interview. A considerable variety cof
different items were mentioned in relatively small numbers. These Items
ranged from the illness itself, its future course and the possibility of a
recurrance, through ite effects on work, other activities and family 1ife, to
worry and distress.  The most frequently mentionad pair of items were recur-
rence and prognosis; the figures suggest that they should be considered
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alongside work and worry as the most freguently significant to the survivors
of myocardial infarction. We will return to the respondents’ knowledge
and concérn about their illness in Chspter Seven.

CONCLUSIONS

The impact of the illness on respondents® daily iives and activities
was measured by the CGrogono Index of Health. The majority scored between
iz and 10 points on the scale at the first and second interviews; this
may be interpreted as a moderate level of incapacitv. By the fourth and
fifth interviews the scores of the majority of respondents wore between one
and five points; this may be interpreted as low levels of incapadity. Few
respondents suffered from severe effects of their illness in the first months
after their infarct. 5light to moderate effects pevsisted for nearly sll
respondents for one whole year afterwards. The picture seems to be one of
moderote incapacity at first, followed by slighu, but persistent disability.

There are no data from other studies that are directly comparable with
these findings about incapeity, but the interpretation mzy be guided by studies
in which findings sbout particular aspects of incapacity have been reported.
First, the finding of moderate levels of incapcity at the time of the first
interview is intuitively reasonable in the context of the programme of active
mobilisation through which the respondents were passing. But it does modify
the picture that tends to emorge from studies which employ return to work as
the primery indicator of capacity and recovery (Jeint Working Party, 18785).
Because thess studies tend to uze return to work as an all-or-nothing measure,
they may leave the reader with the impressicn of higher levels of incapzality
in the early waeks after the infarct than those reported here.  Second, the
persistence of 2 smell amount of incapacity among many patients during the
subsequent months may not be revealed by the use of retwn to work as the only
criterion of cutcome; but it is consistent with the findings of studies that
have used other measures. It is widely accepted that about 20 per cent of
survivorsg of myoccardial infarction have not returned to work at one year after
the infaret (Jeint Working Party, 1975).  Other studies have shown that a
further 20 to 30 per esnt or more of Infarct patientes have returned to work,
but experisnce changes or problems at work at about ohe year {(Cay et al, 1973;
Kushnir et al, 197%k}., This corvesponds with the finding of Pinlayson and
McEwen (1977) that 50 per cent of their éubjeats at one year had sxperienced
long-term alterations in their family responsibilities. In this context,
the fiadings of the present study, that two-fifths of the respondents experi-
enced moderate or severe incapacity at oneg yeer, and that mest of the remainder
experience a little incapacity, appear to be securely founded.
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The use of the Grogeno Index to measure the effects of illness on daily
life in this way has both sdvantages and disadvantages. The main advantage is
that it is a composite index, composed of different activities and aspects of
daily 1ife. It results in a very different picture of incapacity, from that
which emerges from the use of a gsingle Indicator, such as cardiovascular capa-
eity or return to work. It may prove to bs of greater value than a single
indicator in assessing the needs for or effects of a comprehensive rehabilite-
ticn programme. One major guery that is unanswered is whether the scale, be-
cause of its breadth of coverage, would be sensitive enough to relatively
small changes in patients' comdition that might be of importance to providers
of particular rehabilitation programmes. The experience in the present study
suggests that certain modifications to the scale as published would improve it,
First, there are ambiguities in some of the items as included. Some respondents,
for example, indicsted that they depended on other people for help in meving
about but not in washing, feeding or dressing. Seccond, there were difficulties
in that some respondents wished to indicate an effsct of an intensity that lay
between the altermatives avajilable to them. With these comsiderations in
mind, the scale as published seems to be both workable and valuable,

The modifications to the Grogono Index introduced in the pressnt study
also deserve some comment. Fiest, the szcale was completed by the respindent
rather than by their doctors.  This change appearsd to cause a small number of
unexpacted interpretations, such as respondents in hespital saying that thein
illness interfered slightly hut not completely with thelr work, But these
drawbacks would probably be cutweighed by the greater accuracy of informetion
in other respects. The second medification of the scale was the introducticn
of the system of weighting the scores according to the importance the respondents
attached to each item. This made little difference to the overall distribution
of the scores, and therefore appeared to be of little value in that respect.

But it was of considersble use in helping to clarify the relative significance
of each of the items included in the index. The third medification was the
introduction of subsidiary questicns and opportunity for comment, that allows
an assessment of whether additionsl aspects of daily life should be included

in the Index. Three such items - money, the effect on family relationships,
and the patient's perception of bis {llness and its future course -~ were iden-
tified. Systematic explovetion would presumably identify others.  From these
considerations, we can see that the Grogono Index is 3 workable took, that is
capable of being improved, and that is potentially of great value for a variety

of purposes In research znd the running of rehabilitation services,

The use of a scale to measure the effects of the 1liness in this way
sugpests a varlaty of research studies that misht be needed. The first guestion
that arises iz whether the overall levels of incapacity, at different times
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after the infarct, that bave been reported in this study, would be found in
other series. Then there are possible studies that would develop the materdal
presented here. In what way is the severity of patients' medical condition
related to the level of incapacity they experience? Why are the effects of
the illness so much more severe In some people than in others? Finally, the
use of a brosdly based index of the impact of the ilimess on the individual
provides a potentially valuable topl for evaluating the effectiveness of
reahabilitation programmes. Do exercise programmes improve the quality of life
of patients as well as improving their cardipvascular function?

Two areas of interest in relation to the development of services are
emerging from the data about the overall impact of the illness. The first
concerns the question of who are the mwost appropriate persons to deliver the
care or services that may be required. This in turn depends om the terms in
which the problems of the patients are identified, defined and explained. ¥We
have seen that many of the respondents identified medical symptoms of different
kinds. Many of these are of primary concern to the patient’s dootor; he will
assess theip significance and provide the treatment. We have 21s0 seen that
most of the respondents reported the illnsss or something to do with it o have
appreciable and lasting effects on a varlety of aspects of their daily lives.
The nature and level of sick people's dally activities and persconal well-being
are & product net only of their medical condition, but also their perspnal and
peychological make~up, and of their external physical and scecial clrcumstances.
The rescluticn of these difficulties and problems may depsnd upon help from
people with personal and social knowledge and expertise, as well as with
medical skills. Rehabillitation is not simply a medical process.

The second area of concern in the development of services is connected
with the time at which services are available. Ths 1llness and its effects
continue long after the acute episode of myocardial infarction and the
patient's dischargs from hospital.  Thers are many problems of iii-health and
incapmcity during the year after the infarct. It may be that more offective
madical care and rehabilitation during the early wesks and wonths would lessen
the subsequent problems. O the other hand, the condition of some of the
respondents detericrated at soms point during the year after the infarct.

For this kind of person additional later interventicn, whether medical or
social, might bs appropriate. '

The second set of data prasentad in this chapter showed the numbers of
respondents who reported that their illness affectsd different aspects of their
daily lives. Data were collected through the Grogono Index and subsidiary
questions. The findings showed the great significance of work in this context.
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The work or usual daily tasks of all respcndents were affected by their illness
at the time of the second interviesw, and the work of three-guarters of
then was still affected one year after the infaret. Nine-tenths of the
regpondents sald that this was important to them at the second interview, and
ong~half said at one year that it was Impoprtant. Furthermore, twe-fifths or
more of the respondents said that work was the most important single item in
the Index. These Findings suggest that myocardial infarction is associated
with long-term problems at work among a higher proportion of patients than has
previcusly been indicated (Cay et al, 1973; Kushnir at al, 1975b; TFinlayscn
and MeBwen, 1977). Heve, we have amphasized the frequency with which work is
affectsd by the iliness, and the importance of this to respondenis. Ho cther
studies have systematically compared the effects of myocardial infarction on
work with its effects on other aspects of daily life. Nevertheless, the
findings of this study (of patients of working age) awe in accopd with the
amphasis placed op work (though not simply return to work) in the professional
literature (Joint Working Party, 1975). The effects of myocardial infarction
on the sufferer's work are of the highest priority.

Two aspects of dally life, hegides work, were {dentified in this study as
Seing frequently affected by the illiness and as being important to the respondenis.
Of these, hobbles and recreational activitiass wepe the most fregquently affectad.
A certain degree of mental distress was also vreported by mere than half of the
respondents during the year after the infarct. A substantial proportion of
these pecple maid that their distress was very important to them. Magh of the
worry appeared to focus on the illness itself - particularly on the prognosis
and the prospects of a recurrence, but some of it was less clearly defined,
Recreation and worry appear, therefore, after work, to be the most Important
aspsots of daily 1ife that are affected by myccardial infarction. This
conelusion agrees with the findings of Martin (1867) and Finlsyson and McEwen
(1877} that the vecreation of a substantial number of patients is affected by
myceardial infarction, but also suggests that it cught to receive moye attention
than it has previously done. The conclusion alse agrees with the findings of
numerous studles about the extent and importance of emctional distress duving
the y.ar after the iInfarct (Martin, 1967; Wishnle et al, 1971; Mctrath and

Robinson, 1973; Tinlayscon and MoBwen, 1877). It reinforces the view that
emotlional well-baing is not simply scwmething to be mamnipulated in order to
promcte physical recovery, but iz alse an aspect »f the patientfs condition
that should be attended to as important in its own right.

Three cther aspects of daily life - physical discomfort, sexual activity

and sleep -~ stood out as being affected by the illness among an appreciable

nugber of respondents and as being imgortant to them.  Physical discomfort is
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obviously pelated to experience of ill-health and symptoms. In the present
study, 1t was found that the sexual activity of almost half the respondents
was affected seven months and one year after the infarct. This is a higher
proportion than that found in three of the studiss guoted carlier (Skalton
and Dominian, 1873; Kushnir et al, 1975b; Stern et &l, 1876), but appreciably
lower than the fourth (Bloch et al, 197%).  Although the prevalence of physical
discomfort and emotional distress mske it likely that patlents’' slsep would be
disturbed after infarct, and although sleep disturbance has besn reported among
patients' wives {Skelton and Dominian, 1873), the present study appears 1o be
the first in which the prevalence of this particular problem has been reported.
Phyaical discomfort, sex and sleep are all areas in which docters may be abl
to incprease their contributions fo patients' well-being.

This has been the fipst study that has attempted to meke systematic
comparisons of the effects of myccardial infarction on several different aspects
of patients' lives. The potential importance of this research, in ldentifying
problem areas and, hence, the relative pricrity of unmet needs, is such that
the work should be developed and extended. First, there should be 2 more
thorough search for itewms not included in the Grogono Index - monay, the effect
on the family, and the illness itself are obviocus examples.  Second, there
should be work to develop better messurements of the severity of the impact
of the illness on sach item for each individual.  With these improvements,
this kind of systematic comparison of the effects of the illness on different
aspects of personal life could become a major tool in the identifiecation of
wnmet needs and the development of asrvices.

On the basis of this material, it is possible to make supgestions about the

directions in which services might develop.

{i} The fairly high proporticns of respondents, whe experienced symptoms
and ill-health, or who reported physieal discomfort, in the months after the
acute infarction, suggests that there may be a case for incresased medical
attention during these months., Purther wirk would be needed to sstablish
whether this might best be provided by specialists or general practitioners,
whethar it should consist of clinizal wedical care or pehabilitation, and
whather the needs are greatest zmong those already in contact with a dogtor op
those cut of cuntact,

{ii) There ave prcblems that are less cleaprly medical in nature. Those
include the interference of the 1liness with sexual activity and with sleep.
Perhaps they are problems with dirsct physical causes in which medical advice
or drug therapy would Lo appropriate.  Alternatively, the restoraticn of
physical capseity and well-being, through programmes of physical exercise,
may e the most effective cowrse of action.
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(iii) Emctional and perscnal problems might warrant the intervention of a
social worker., Casework may be neseded for the rescletion of personal anxieties,
such as the faar of dying. ind it might belp alleviate emoticnal distress,

slsep-interference wr reduction in sewual agtivity.

{iv} The illness affected many vespondents® daily activities, particularly
their work, recreation and jobs arcund the home. There are varicus possible

ways of improving patients' performance in thesc areas. On the one hand it
might be arpued that lmproved medical care leading to improved health would

solve these problems. Alternatively, it could be argued that a rehabilitation
programme of physical exercise would improve patients’ physical fitness (Rechnit-
ey et 2k, 1367; Grant and Cohen, 1973; Kellerman, 1973; Kirchheiner and
Pedersen-Bisrgaard, 1973; Ressl et al, 1375} and perhaps their emptional status

{(McPherson et al, 1367); it might be expected that it would lead to improve-
ments in their ability to undertake working and recreational activities, but
there is no evidence to show that it would lead to improvements in actusl
performance,  As z further possibility, it could be argued that emotional and
cecupational problems are not primerily medical concerns. In this case, the
increased involvemant of such stnff as psychiatrists, sccial wurkers, Depart-
ment of Employment officisls, employment medical staff, and cocupational there-

ists hecomes a Dossibility,
A

In examining these possililities, issues fundsmental to the provision of
rehabilitation services arise. How ean we clavify the Doundaries of compotence
between doctors and cther professgicns? Whan are nersonal or social problems
gserious enough to justify the invelvament of another profession?  How effective
are these professions in solving thelr clients® or patients' problems?  How
should the medical care be coordinated with that of the other professions?t The
aftermath of myocardial infarction is associated with a whols range of problems
- physiclogloal, personal and sccic-sconomic; 1t may be necessary to develop
further not only medical rehabilitation, but alsc s vardety of psychnlogical,

sgeial and economic services, to solve them.
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CHAPTER &  USE OF AND NEEDS FOR HEALTH AND REHABILITATION SERVICES

In this chapter, the focus of attention moves away from the personal
aspects of the respondents! recovery. In the preceding chapters we have exam-
ined the respondents' i1l health, incapacity, life at home and work experience,
as aspects of their recovery and well-being after myocardial infarction. These
are the aspects of patients' 1lives that the health and rehabilitation services
attempt to improve. In the next two chapters, we will sxamine the levels of
different kinds of services used by the respondents, their comments about the
usefuiness of these seyrvices, and their statements about needs for additional
seyvices. In this chapter we will examine data about patients' use of hogpital
services, about their contacts with thelr geneval practitiopers, and about
their use of a variety of medical, vocational and social rehabilitation and

resettlement services.

HOSPITAL CARE

In presenting data about the respondents' receipt of hospital care, we
have two purposes. The first is simply to prowvide information about the use of
services, as background for the subsequent material. The second is to examine
more specific material, about itreatments, services and communications, that is
directly related to the personal and social aspects of recovery, or has impli-
cations for them. The intention is not to comment on the acute hospital treat-
ment per Se, except insofar as actions then prepare the patient for his recovery
and subsequent life. Mucn of what is dome for and sald to the patient in the
coronary care unit, in the medical wards and in outpatients, affects his cutlook
and behaviour subsequently.

Data about the respondents' stays in hospital were presented in Chapter
Tuo, Fifty of the 52 respcnﬁants were admitted to the Coronavy Care Unit of
the Kent and Canterbury Hosplital. The mean length of stay in the Unit was six
days. The resPandentsf total length of stay in the hospital ranged between
eight and 53 days; the modal length of stay was 12 days. This was a typical
length of stay in hospital for patients with acute myocardial infarction in
19748/5, but was not as short as that reported in some studies of early mobili-
sation (Bogle A972; Tucker et al., 1973; Hayes et al., 1974). On discharge
from hospital all but one of the respondents returned directly to their owm
homes. The other person went to a convalescent home.

In the first interview, the respondents were asked about special arrvange-
ments for the way they would manage when they left hospital, Seven people said
that special arvangements had been made, 5ix identified their spouse-or other
family member as making the arrangements, and one his employer. Four of these
pecple identified ways in which the family had been organising practical ﬁélp
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for them, by changing their own work patterns, or by enlisting the aild of
neighbours or friends., Two said that beds and toilets had been installed down-
stairs for when they returned home. All the respondents were also agked
whether they were expecting to see anyone about the way they would manage when
they left hospital. Eleven people said that they were, Five of these identi-
fied members of the hospital staff; four of them said that they wers expecting
to be told what they could and could not do when they went home. Three said
that they were expecting to see people sbout problems to do with their work,
and one each identified their general practitioner, their landlord and the
British Legion. All the respondents were then asked whether there was anything
glse that needed to be done to improve the way they would manage when they left
hospital. Eleven people said that there was. Five of these said that they
needed a change in job or lighter work. Two said that they needed someons ito
help with family problems. fTwo said that they needed advice about the activi~
ties they could undertake at home, and two identified other problems,

During the year after the infarct 11 respondents (one fifth of the total)
were readmitted to the Kent and Canterbury Hospital because of thelr heart.
Four of these people were admitted during the first month after theipr initial
discharge, and four more during the subsequent two months., During the year,
two othepr respondents were admitted to hospital for other conditions,

Data were presented in Chapter Two about the respondents' outpatient
consultations. ALl respendents had at least one outpatient consultation after
their discharge from hospital; the large majority had two or three consulta-
tiong. The consultations were spread widely in time after the initial infarct,
but were held most frequently in the thinrd and fourth months. No data were
collected sbout the contents of the consultations.

GENERAL PRACTITIONERS

Data were collected in each of the follow-up interviews about respondents’
contacts with their general practitioners. The general practitioner may well
be an important person during recovery and yrehabilitation after myocardial
infaprction. Mayou et al. (1876b} found that 90 per cent of their series of
infarct patients saw a pgeneral practitioner after discharge from hespital,

They concluded that "General practitioners may have grest opportunities for
organizing & graded programme of rehabilitation and may often commmicete ideas
more easily to their patients than hospital staff." The generval practitioner
is well placed to keep an eye on changes in the patient's physical condition
on a week-to-week basls. He may be the most appropriate person to provide ewmo-
tional support to the patient and his family. And he may be the best person
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to discuss the illness with the patient and advise him about its effects on

his normal daily activities, such as work and rvecreation. It has sometimes
been felt, by cardiclogists and others, that some general practitioners have
not been sufficiently aware of the growth of active exercise in coronary rehab-
tlitation, and that they have therefore delayed the patient's recovery umecess~
arily {Joint Working Party, 1875}). Despite the potential importance of these
ideas, there haz been little research that has examined systematically the con-
tributions of general practitioners to recovery and rehsbilitation after
myocardial infarction.

The respondents were asked in each of the follow-up interviews about their
contacts with their general practitioners., Table 2.17 shows that 45 respondents
{(nine-tenths of the total) saw thelr general practitioner about their heart
betwgen their discharge from hospital and the second Interview. These people
were also asked when they first saw him. Fourteen said they first saw him on
the day of their discharge or cne day later; 15 fipst saw him two op three days
afterwards; seven first saw him four or five days afterwards; four saw him six
or seven days afterwards; and five first saw him elght or more days afterwards.
Table 2.17 alsc shows that the majority of respondents at the third and subse-
quent interviews had seen thelr G.P. about their heart, More people had seen
their G.P. than had had cutpatient consultations.

At each of the follow~up interviews respondents were asked how frequently
they had been seeing their genersl practitioner. Some of the respondents
replied in terms of the frequency within a specified time period. Others
simply gave the total number of times they had geen him, Table 6.1 shows the
number of respondents who reported different frequencies of contact with their
general practitioner. Without relating the reported freguency to the actual
times after the infarct of discharge and of each iInterview for each respondent,
it is only possible to provide only a very broad and tentative pleture of the
amount of contact with general pracititioners., Three respondents said at the
second interview that they had seen their G.P. once per week since their dis-
charge, and three had seen him three or more times. The large majority of
respondents saw their G.P. once or twice only, or relatively infrequently at
this time. Between the second inteprview and third interview a total of 10
respondents said that they had seen their G.P. more than once a month or three
or wore times in total., Again, the large majority gave replies indicating that
they had seen him less frequently: once a month; or once or twice in total.
After the third interview, the freguency of contact was reduced still further,
with very few respondents seeing their G.P. more than once per month. The
genepal practitioner is more readily accessible to the patient than are hospital
medical staff, and is seen wore frequently hy the patient than they are.
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Nevertheleas, for the large majority of respondents contacts with the G.P.
occcurred at intervals of weeks or months, rather than days.

In each of the follow-up interviews respondents who had seen their general
practitioners wepe asked what the G.P, had been doing for them. Table 6.2
shows the number of respondents who identified different activities; it refers
not only to those respondents who consulted their G.F. about their heart only,
but also to those few respondents who consulted about their heart and another
illness. The activities most Frequently identified were physical examination
and the prescription of drugs. $Slightly smaller numbers of respondents said
that their G.P. had discussed their illness or recovery with them, or had taken
some action in relation to sicknezs absence certification. In the second and
third interviews nearly all of these were the provision of sick notes, but at
the third interview, most said that their G.P. had certified them as fit to
return to work. & small number of respondents said that their 8.P. bad given
them advice about some aspect of their daily activities. Physical examination,
prescription of dyugs, sickness absence certification and discussion of the
illness are the tasks undertaken by general practitioners with the greatest
numher of patients after myocardial infarction.

Table 6.3 shows in some detall the subjects that the respondents said
their general practitioners had discussed with them. The most frequently ident~
ified subject was the nature of the iliness or the progress being made by the
respondent in his recovery. The discussions varied from quite detailed explana-
tions by the G.P. about the infarct to brief comments after an examination
sbout the patient's progress. Many of the comments seemed to be assurances by
the G.P. that satisfactory progress was being made. The second wost frequently
identified subject was that the G.P. had asked the respondent about his progress.

Table 6.4 shows the subjects about which the respondents said they had
received advice from their genepsl practitionsers. The mpain impression that
emevges from the table is of the variety of different subjects mentioned by
one or two respondents each; they included exercise, rest, diet, travel and
work. Four respondents at the second interview saild that they had been advised
by their G.P. to rest or take it easy. This was more than had been encouraged
to take more exercise, but still was z very small number in total. General
practitioners did not usually provide systematie advice about the resumption
of activities that would contribute to g graded programme of rehabilitation.

REMEDIAL THERAPY

The major development over the last 30 years in medical rvehabilitation
after myocardial infarction has been the increasing acceptance of physical
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exercise, This has taken the form both of specific exercise programmes and of
general encoursgement to patients to reactivate themselves. The reseavrch
studies quoted in Chapter One have shown that properly run programmes of exer-
cise are safe for infarct patients, and that they are associated with improve-
ments in a vardiety of aspects of the patient's physical condition: cardiovas-
cular function, complications, Fitness and physical work capacity. There is
very little evidence resulting from controlled studies to show that exercise
programmes have any effect on patients' psychological status, work or other
daily activities, Neverthelessz it is widely believed that they are beneficial
in these areas. At the time of the fieldwork of the present study, no programme
of physical exercise, desipned specifically for cardiac patients, was provided
In the Kent and Canterbury Hospital, although one has been introduced since.
Nor was occupational therapy avallsgble In the hospital. Medical rehabilitation
was undertaken by doctors and nursing staff, in the normal clinical context,
and occasionally by the use of physiotherapy.

In each interview, the respondents were asked whether they had had any
contact at all with z physiotherapist. Those who reported any contact were
then asked subsidiary questions about the amount and nature of the physio-
therapy. Table 6.5 shows the number of respondents whe had received differsnt
physiotherapy treatments. Ten respondents at the first interview and four at
the second said that they had had breathing exercises. Only one or two vespon-
dents at each interview said that they had received other forms of physictherapy;
not all of these were directly related to the heart or cardicovascular system.
In each interview the respondents, who had not received any physiotherapy, were
asked whether they had needed any. One respondent at each of the first three
interviews sald that they had needed some physiotherapy to help their remebili-
sation or recovery after the heart attack. Apart, therefors, from breathing
exercises, few respondents had received any physliotherapy and few expressed
any nead for it.

TIn each interview, the respondents were asked whether they had had any
coptact with an occupational therapist. YNone had done so. They were also
asked whether they had needed any occupational thevapy. Two respondents at
each of the first two interviews, one at the third and three at the fourth
said that they had needed opcupational therapy, because of boredom or lack of
anything to do, One vespondent at the Fifth interview zaid he needed advice
about what activities he could do, because his 6.P. would not give him any
decisions. As with physiotherapy, very few people expressed unmet nee&ﬁ for
occupaticnal therapy.
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SOCIAL WORK

The growth of interest in patients' emotional and social problems after
myocardial infarction has been accompanied by increasing attention paid to
social work for these patients. McGrath and Robinson {1973) and Clarke (1374)
reported studies in which specialist social workers worked in coronary care
upits. They noted the different tasks undertaken by the social workers:
reducing anxiety, dealing with marital and family problems, assistance with
employment , discussing the nsture of the iliness and the pattern of recovery,
and ensuring that the treatment was understood. Both these studies, and an
earlier article by Jefferson (1966}, concluded by emphasizing the Importance
and necessity of social workers in the care and rehabilitation of myocardial

infarction patients.

In the present study, the respondents were asked in each interview whether
they had had any contact with a social worker. Those who reported any contact
were asked subsidiary questions about the amount of contact and what was being
done, Fourteen respondents reported contact with a social worker. Table 6.6
shows the number of respondents who reported contact with different kinds of
social workers. The social workers were employed in & variety of contexts in
hospital, in socisl services area teams, and as works' welfare officers.

Nearliy all the respondents, who said that they had been in contact with the
social worker, reported one contact only. They identified a considerable
variety of tasks undertaken by the social workers. One or two respondents said
that the social worker had simply asked them if they had any problems or had
aaked them questions. Four mentioned woney: in two cases the soclal worker
provided a form for claiming benefits; in the other two the respondents reported
only an intention to help with money. Eight respondents mentioned things to

do with their work: in two cases, the social worker offered to hely with work
problems; in Five cases the social worker said he would help in a particular
way, by arranging training, seeing the employer or finding a new job. Two
respondents said that the social worker had offered them home helps; they found
this reassuring, but had not wanted the home helps. Two others mentioned other
aspects of their home life; one had wanted a telephone and another had wanted
help in dealing with his children; these were not provided., Two respondents
mentioned discussions about becoming registered as disabled persons. One said
the scocial worker had made arrangements for him To go to a convalescent home.
From these findings two points stand out. First, the respondents reported that
their ccntactgﬁﬁghcial workews wers primarily concerned with practical arrange-
ments, particularly to do with work and money., Thiz contrasts guite strongly
with the emphasis placed in other studies on dealing with emotional problems
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and helping the patient to come to terms with the illness. Second, the respon-
dents reported the contacts primarily in terms of their own requests for help,
the social workers' offers of help, or the soclal workers' statements of inten--
tion to help. Very few identified specific ways in which the social workers

had actually helped them.

After being asked what the social worker was doing for them, the respond-
ents were asked if it had been useful, and why. Two respondents at the first
interview, and one at each of the second and third interviews, sald that they
did not know, or that the question was not applicable, because the social
worker had not done anything yet. Three respondents at the first interview,
two at each of the second and third, and one at the fourth interview said that
the contact with the social worker was very useful. One of these identified
a specific practical arrangement that was useful; all the others said the offer
of help was appreciated, or that they had obtained reassurance or emotional
support from the contact. 0ne or two of the respondents at each of the follow-
up interviews said that the contact was partly useful or not useful. A1l but
one of these people identified specific items, with which they had wanted help,
or with which the social worker had said she could help them, and with which
no help had in fact been provided, These items included the payment of
expenses connected with the fllness, help with children, and finding work.
Offers of help or reassurance couched in general terms are felt to be useful,
but failure to provide specific items of help causes dissatisfaction among

clients.

The respondents were asked in each interview about their needs for social
work, Those who had been In contact with a sccial worker were asked whether
they needed the social worker to help them with anything else, in addition to
what she had been doing. Those who had not been in contact were asked whethey
they were waiting to see a secial worker; two respondents at the second inter-
view said that they were waiting to see one. Those not waiting were then asked
whether they had needed to see a social worker end, if so, why. Table 5:&_
shows that between one and five respondents at each interview said that they
needed social work or mors social work. Seven psople altogether said they
needed some help. They identified a wide variety of different problems: how
to cope financially on 2 reduced income; information about social security
benefits; how to find a new job; how to have a downstales lavatory and bath-
room installed; difficulty with children; "someone to cheer me up", These
regpondents were on the whole pealistic shout the advice that s social worker
might provide. The level of expressed need for social work among the present

series was as high as the level of successful social work interventiom.
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VOCATIONAL REHABILITATION AND RUSETTLEMENT

The health services in Britain contribute in many ways to the wocational
rehabilitation of patients after myocardial infsretion. The attitudes and out-
lock of doctors and gthers help determine the patient's own view about veturn-
ing to work. The existence of programmes of physical exercise, and the whole
pace of recovery, may affect the extent of residual disability and the timing
of return to work, and hence the need for specific measures of vocational
pehabilitation. The Joint Working Party (1975) suggested thdat doctors should
encourage positive attitudes towards work, idenmtify problems early on in the
illness, institute rehabilitation and cooperate with other services, and review
continued sickness absence, We saw earlier in this chapter that sickness
absence certification was one of the tasks undertaken most frequently by general
practitioners for the present series of infarct patients. There has been little
empirical research in Britain into vocational pehabilitation after myocardial
infarction. Studies {Groden and Cheyne, 1972; Wilkinson and Mattingly, 1973)
have described the different kinds of patients treated in different institutions,
and have shown the proportions returning successfully to work. There appears
to have been no general descriptions of the nature and range of vocational
rehabllitation sewvices used by myscardial infarction patients.

In each of the follow-up interviews in the present study, the respondents
were asked about vocational rehabilitation. Those who were employed or unem-
ployed were asked whether they had been in contact with anyone asbout training
wr other special help in getting back To work., Table 6.9 shows that four
respondents at the second interview sald that they had received help. Ten
respondents at the third interview and 12 at the fourth said that they had’
received help since the previous interview, as did five at the fifth. Table
€.16 shows the sources of the help received. Emplovers were the earliest and
the most frequent source identified. They helped their employees in two ways.
In the earlier stages of the illness they enquired about thelr health and made
them feel that they had not been forgotten. Later they discussed and agreed
such aspects of rveturning to work as the nature of the job, the hours to be
worked, and the timing of the return. Al but one of these respondents said
that they found the help that they received from their employer completely use-
ful. Some said that they found the employer's concern for their welfare
reassuring; others said that the practical arrangements made their return to
work easier than it would otherwise have been.

Five respondents said that they had seen a disablement resettlement
officer., Two of the respondents said that the D.R.0. had discussed the'possiw
bilities of work, rehabilitation, retraining and registering as disabled.
Apother said that the D.R.0. had sent him back to the labour exchange. Three
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had seen a D.R.0. in commection with attending an Industrial Rehabilitation
Unit. In one case, the D.R.0. had suggested an I.R.U., but the respondent had
refused, on the grounds that he had bheen before and not settled. In another
case, the D.R.0. arranged sttendance at an I.R.U., but the respondent said he
collapsed after four days and spent the next three months in bed., In the third,
the respondent was attending sn I.R.U. while in contact with the D.R.0. None
of these respondents said that the help they had received from the D.R.O. was
completely useful. Those who said it was partly useful exylaine& this by say-
ing that he had not yet finished helping them, so that they did not really know
yet if it was going to be useful. Two of the four who said this help was not
useful explained by saying that his sugpestions for pehabllitation or retrain-
ing were not appropriate for themselves. The other twe said that, although
they had followed his suggestions, this had not resulted in a successful return
to work for them. This very small number of cases appears to conform to the
pattern discussed earlier in relation to the yesearch literature. People with-
out severe employment problems are coped with routinely by the health services
and employers and are satisfied with the services they receive, Those with
moye severe problems may receive help from speclalised rehabilitation agenciles,
but these agencies frequently do not produce satisfactory outcomes,

In the follow-up interviews, the respondents were asked about their needs
for vocational rehabilitation. Those people, who sald that they had recelwved
some help in getting back to work, were agked if they had needed any extra help
of this kind. Those, who had not received any, were asked whether they were
waiting to see anyone of this kind. Four respondents at the second interview
and one at the fourth said that they were waiting. Those, who were not waiting
to see anyone, were then asked whether they had needed any help at all in gett~
ing back to work. Table 6,11 shows that between four and six respondents at
each interview said that they had needed some help, or some extra help, in gett~
ing back to work. Thirteen people altogether said they needed help. They
expressed a variety of different needs., Some bad wanted help from their employ-
ers to find a new job suited to their capacity. Some said they needed to be
assessed, in order to find out what they could do. Some said that they needed
help from the employment services, for vetraining or to find a lighter job.

Some said they needed jobs with less travelling. And some said that they simply
needed a pew job, or help from someone in getting back to work. The respondents?
needs aprose from their illnesses, from jobs that had become unsuitable, and from
unemployment. Focusing simply on the individuals involved, rather than their
economic environment, the problems would not seem to present insurmpuntabls
difficulties, When we consider the lavel of unmet needs for help in returning
to work and the cautious assessments of the usefulness of the vocational
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rehabilitation services, it is apparvent that further consideration should be
given to the relationship between the contributions of the health and the
employment services to the rehabilitation of coronary patients.

CONCLUSIONS

In this chapter, we have seen that the main item of care received by the
vespondents was their treatmsnt as hospital in-patients. This episode, which
usually lasted between one and two weeks, was oriented more towards the acute
treatment of the infarct, than towards rehabilitation or aftercare. The
respondents were mobilised fairly quickly after their infarct. They were given
a sheet, advising them about the activities they should be undertaking at diff-
eprent points in time, by the hospital staff, but did not undergo a Formal pro-
gramne of physical rehabilitation. After their discharge from hospital, very
nearly all the respondents had one or more out-patient appointments and saw
their general practitioners one or wore times. Few respondents had any contact
with physiotherapists, social workers or the vocational rehabilitation services.
The emphasis was clearly on medical care rather than vehabilitation, In this
respect, the services were probably typical of the situation in England in
1974 and 1975, though there has probably been a growth of physical rehabilita-
tion programses since then.

In general, the respondents expressed a low level of unmet needs for
personal or domestic help from rehabilitation or aftercare services. Despite
the emotional distress and the effect of the illness on the regpondents' home
iife and recrestion, the large majority of people appearsd to accept their
situation. Very few identified improvements that might be achieved, or con-
sidered that they needed anything more in the way of rehabilitation onr affer-

care services to improve thelr life at home,

A quarter of the respondents said that they needed help or extra help in
returning to work. We have seen that the present series of patients was, on
average, slower to return to work than others in Britain. In addition, one-
fifth of the series experienced unemployment after thelr infarct that was
associated with their illness. VYhen considered together, those factors suggest
an appreciable level of work-velated difficulties and problems, that might
be solved more satisfactorily.

There is a need to review the ways in which doctors are involved in
activities which ave not purely medical. This is a problem fundamental to
medical rehabilitation, It concemms general practitioners and hospital speci-
alists, At its most restricted, medicine is concerned with the elucidation
and treatment of disease processes in the anatomy and physiology of the body.
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The issues concern the location of the boundaries of the intellectual model
that doctors bring to their work, and of the boundaries of the actions that
doctors take in diagnosing and treating patients. These questlons arise in
many contexts: sickness absence certification; advising patients about the
nature of work for which they may be fit; advice sbout recreation, sex, house-
work and other activities; psychological treatment and emotional reassurance;
family difficulties, and housing or financial problems. There has recently
been some discussion and official poliey on this question, in so far as it is
concernad with the relationship between doctors and the remedisl professions
(Brunel Institute of Organisation and Social Studies, 1977; D.H.5.8., 1977h).
The question is not simply one of professional autonomy or interprofessional
relationships. Rather, it is a question of the nature and definition of mediecal
tasks in rehabilitation in the National Health Servica.

There is also a need to develop further the organisation of yehabilitation
services, In the present study we could observe two routine systems, relevant
to the after-care and rehabilitation of patients. The first system wag centred
around medical care. It involved discharge from hospital, communication and
contact with the general practitioner, and visits to out-patients. This system
was concerned largely with monitoping the patient’s medical condition and pro-
viding the appropriate treatment. The second system was centred around absence
from work., It involved sickness absence certification, payment of social
security benefits, and certification of fitness to return to work, These two
systems operated routinely for the majority of respondents; the major decisions
were about the nature of treatment and timing of action. In other aspects of
recovery, however, there was less evidence of poutine procedures and systems to
identify and tackle particular problems. Patients were given notes advising
them about daily activities by the hospital, end many also discussed their
illness and activities with their general practitioner; but information from
these two sources was not coordinated. Respondents who experienced particularly
severe vocational problems did not have these assessed early in thelr illness,
and many problems persisted for months. There was little regular assessment
of emotional or family problems by social workers. Little consideration was
given to the possibility of therapy te overcome inactivity at home after dis-
charge from hospital. These are 2ll prcblems-whimh are difficult to pin down
and quantify. The disorganisation, lack of coordination and lack of leadership
of rehabilitation sexvices at the local level were problems about which the
Tunbridge Committee felt strongly (D.H.8.8., 1372a, Chapters 3 and 6). Since
the non-scceptance of the Tunbridge Committee's recommendations, no new, sub-
stantial national policies about the local organisation of rehabilitation ser-
vices as a whole have heen published., The problems remain, and the local
organisation of pehabilitation services =till needs to be developed.
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Prom this material we may indicate two areas in which further research
may be desirable.

First, there are questions about the nature of needs for services. This
is a topic on which there is a substentiazl social administration literaturs.
The points that are of particular importance here are "On what criteria do
people judge unmet needs to exist?" and "In what ways, and why, do different
groups of people make differing Jjudgements about the existence and nature of
unmet needs?" These quesiicns underlie problems such as "Why is it that
cardiologists see 2 need to develop programmes of physical exercise as part
of the vehabilitation of coronary patients, but that very few patients feel a
need for the improved recovery that such programes might produce?” and "Why
is it that the patient can identify substantial restrictions of activity and
well-being following a&n illness, but does not tpranslate these into Yproblems™
that could be solved or into "needs" for services?” A fuller understanding of
these igsues is essential if the planning and development of health and rehab-
ilitation services is to proceed rationally rather than on the basis of clinical

intnition or political strength.

Second, there are guestions about variations in and the development of
professional practice in rehasbilitation. Huch of Chapter One of this report
has demonstrated that different emphases within coronary rehabilitatlion have
held the stage in different places and et diffepent times: comprehensive rehab-
ilitation centres, physical sxercise, sarly mobilization and vocational rehab-
ilitation. It is easy to see that other programmes could come to he equally
strongly advocated and developed: work placement schemes, psycholegical treat-
ment, social work counselling, recreatiomal therapy, education for self-care.
Prom the literature reviewed it is very difficult to tell bow far these differ—
ent activities are actually carried out in different places at different times.
Nor do we know why these variations and developments occur. In a market
economy or & privately organised health service these questions may only be of
academic interest. But in a publicly provided health service, they have impli-
cations for professional education, for the relationship of the K.H.S. with
other services, for the allocation of resources to meet professional commitments,
and for the very nature of health service cbjectives and the efficient use of
resources in achleving them. For these reasons, research into the development
and diffusion of profesaional practices in the health services is of great
practical importance.




a3

CHAPTER 7 ADVICE AND INFORMATIGN AFTER MYQCARDIAL INFARCTION

In this chapter we examine in some detail one aspect of the services and
care received by the respondents: education and advice about activities of
daily living. The raspondents were asked a serdes of guestions about the
advice they had peceived after their infarct about exercise, rest, sex and
smoking. Exercise, rest and sexual activity sre considered malnly as of
concern in recovery and rehabilitation.,  Advics about smoking is significant
in terms of the prevention of further corcnary -episodes.

During the last twenty-five years there has bsen a substantial amount of
professional interest in the advice given to patients after myocardial
infaretion, but much less empirical resesrch. Hany physicians (e.g. Heller-
stein and Goldston, 1954; Naughton et al, 1869; Semple, 1370; Wenger, 1976)
have identified the advice givan to patients about exsrcise or other activitles
as an importaant part of a hroader rehabilitation programme. In discussions of
physical exercise programmes, advice is sometimes sesn as an Implicit adjunct
to the physical training, and in vocational rehabilitation it is = necessary
component,  Some authors have argusd that better advice should be given to
patients and their families about various daily activities, such as exercise,
diet, smoking and sex {de la Chappells, 1964; Sibley, 1965; Parsons, 1974,
Cohen &t al, 1876).

The main line of research into education and advice has been to describs
the contents of the programmes from the staff point of view, and to oxamine its
effectivencss in terms of the patient's recovery. Advice given in 2 variety
of contexts is effective in lmproving patlents' work performance, and in reducing
disability and smoking (Shaw and McNiven, 1974; Woodwark and Gauthier, 1972
Burt et al, 1974)., advice on its owm is not as effective as a comprehensive
rehabilitation programme in promoting patients' fitness for work (Singh et al,
1870). In the yesearch, there has bzen very little systematic study of the
exact nature of the advice given o patients by differing people, both profess-
icnal and lay, and how the patients react to that advice. These data are
important, because they would allow us to develop programmes of advice with
knowledge of what the patients ldentify as significant, and of what they feel
that they need to lnow.

I the present study, the respondents wers asked in each of the follow-up
inteprviews a series of gquestions about the advice they had received about
exercise, rest, smoking and sex. Thay were asked whether any health service.
staff had given them any advice about each item, If they had received any

advice, they wers asked who had given it, what advice had been given, whether
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they had followed it, and why. Each respondent was asked whether any frisnds,
relatives or other people had given them any advice about each item and, if so,
who and what advice. 211 ware then asked whether they would like any (more)
advice about each item. At the end of the saquence of guastions, all the
reégonﬁents were asked whether there was anything else to do with their illness
about which they would have liked any mora advice,

It was medical policy in the Kent and Canterbury Hospital at the time of
the study to give each infarct patient & stencilled advice sheet, at about the
time of their discharge. This was a brisf guide Intended to help patients
plan their activities during the weeks after their discharge. It covered
auch items as daily routdine at home, exerciss, recreatiosn and work, It
suggested that the level of activity should be gradually increased during the
First few weeks, and implisd that normal activity should be resumed at about
three monthe after digecherge. A copy of the advice sheet is reproduced in
Appendix A.

1. EXERCISE

Cardiologists in Britain believe that corcnary patients should be
encouraged to take sctive exercise in osrder to promote a full recovery.
Semple (1970) argued that dcctors should emphasize the safety of exarcise to
patients, in order to reduce theilr anxisty and invaelidism. The Joint Working
Party (197%) stressed the importance of physical conditioning after myocardial
infarction and the need for advice and educatiosn to overcome over-protective

attitudes and delayed pacovery. In these circumstances, it Is important to
know whether patients are, in fact, encouraged to take sxercise and how they

react to such sncouragement.

The respondents were agked in each ianterview whether they had been given
any advice by health service staff about taking exercise, and, 1f so, who had
given them it. Table 7.1 shows that nearly all the respondents said they had

been given some advice about exerciss. The most frequent sources of advice
were the advice sheet, general practiticners and hogpital doctoprs., Tables

7.2(a) to {3) show the nature of the advice received from each health

saervice source, The most frequent advice was to take some exerciss, to take
more exercise, or to incremse the amount of exercise taken. This was tpue

of all the maln sources of advice at each of the interviews. A few respondents

at sach interview said that they had heen adviged to take no exerciss or a
little exercise, to take less exercise, or to take it easy. Several respondents
at sach interview said that they had been given other advicae. This included
ltems such as to take gentle exerveise and nut to overds it, or to use thair
comECh Sense, Or to take short walks but otherwise take it easy. The overall
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impression thet emerges from these data is that the majurity of vespondents at
the second and third interviews felt that thay had heen encouraged to Increase
the amount of physical exercise they wers taking, but that this was to be a

gradual process,

In each interview, the respondents were asked whether they had followed
the advice that they had been given about taking exercise. The cverwhelming
majority in each instance sald that they bad followed it completely. Very
few sald that they had only partly followed it, or had not followed it at all.
These includeld ome respondent at the second interview, twe at the third and
cne at the £fifth who said that they had not follewed advice to take more
exercise.

It is sometimes believed that =n over-csuticus appreach to the patient’s
illness, by his family or other lay pecpls, is a major cause of delayed recovery
and failure to resume full activities {(Joint Working Party, 1975). In the
centext of the present study, it was thought that the advice the respondents
received from lay pecple about exercise and rest might influence their reactisn
tu advice from health service staff. The vespondents were asked what advice
friends, relatives or cother people had given them about taking exerciss.

Table 7.3 phows that far fewer pespondents received adviece absut emercise from
lay people than from health service staff.  About cne-guarter of the respondents
at each of the second and third interviews had recsived advice from cne or more
lay sources., They ldentifizd quite a varlety of different advice. Approxi-
mately equal numbars were encouraged to take more exerclse, discouraged from
taking exercise, or advised to undertake or not to undertake particular
sctivities, According to the respondents’ testimeny, the advice they received
from lay scurces did not have the effect that they did not follow the advice

they received from health service sisff.

In each interview, those respondents who had not received any sdvice abont
exercise were asked If they would have liked any; those who had recelved some
were asked if they would have liked any more.  Exactly balf the respondents
sald at some time during the fullow-up period that they would have liked more
advice zbout exercise, Table 7.4 shows that most »F them sald that they
wanted more detailed or specific guidance. They wanted preciss information
about the activities that thay should or should net undertake, or advice that

was not sterectyped but was appliceble to their particular circumstances or

state of recovery.

2,  REST

Thirty or more years ago prolonged rest was the standard treatment for
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myccardial infarction. It was felt, in developing this study, that the advice
that the respondents received, from professicmal and, especially, lay sources,
encouraging them tu vest, might ccunteract any advice encouraging them to take

more exercise. The respondents were therefore asked a series of gquestions

about the advice about resting that they had been given.

Table 7.5 shows that nearly all the respondents at the second interview
sald that they bad received some advice from health service staff about taking
rest. The madjority of thess said thevy had obtalned it from the advice sheet,
but apprecisble numbsrg had alsc been advised by a hospital doctor or their
general practitioner. A minority of respondents said at the later interviews

that they had received any advice about resting, On these cccasions the
general practitioner was the most freguent source of advice. Tables 7.6 (a)
to {d) show the aatuee of the advice received. The piace of advice reportad
most frequently was to take a rest, ¢ither ir bed or in a chair, for a defined
pericd during the day. Advice to take a defined perisd of rest is compatible

with advice to take exercise at cther times of the day or to increase the

amount of exercise taken., Relatively few respondents in the second interview,
and haxdly any subsequently, said that they had been zdvised to rest generally
during the day or to take it easy. This advice, given only o a minority of
respondents, might be inconsistent with advice to increase tha amount of

axarcise or activity.

In each interview, the respondents were askad whether they had followed

the advice that they had bsen given about taking rest. Very nearly all the
respondents sald that they had followed it completely. On only three occasions
did a respondent say thet he had partly followed the advice; on snly two
occasions did scweome say he had net follewed it., Heazrly all the respondents
said that they had followed the advice they had been given.

Lay people's advice about rest may be a significant influence on patients’
behaviour. In each interview, the rospondents were asked what advice frionds,
relatives or other people had given them abcut taking rest. Table 7.7 shows
that fewer respondents received advice about rest from lay pecple than from
health service staff. The advice sometimes tended to be in cenflict with
that given by health service staff.  ibout balf ths respondents whoe had been
given lay advice about rest said that they had heen advised to rest generally,
to take it easy, or not to overds 1t.  These people constituted about one~Fifth
of the total respondents at the second interviaw, but fewer subsequently. Thoy
received the advice in almost egual numbers from their spouses, sther relatives
and friends. Most of the other advice about resting was concermed with taking
a rest during the day; this appeared to reinforce what had been said by the

health service staff, The need to provide education for patients® relatives
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and other people, about rest and exerclse after myscardial infarction
appears to be relevant only for a minority of patients, In the large majority
of cases lay people’s advice was consistent with the professicnals? advice,
and the respendents said that they had followed the professionals’ advice,

In each interview, those respondents who had not peceived any advice about
raest were asked if they would have liked any; thosz who had received some
were asked if they would have liked any more. Fifteen respondents said that
they would have liked more advice. The small number, compared with those
saying they wanted more advice about exercise, presumably reflects the
ralatively straightforward advice to take a daily rest, and the fact that
resting dues not give pise to immediate cardiac symptoms in the same way as
axercise may. Table 7.8 shows that the majority said that they wanted more
detailed or specific information: how long should their daily rest be? If
they were supposed to rest, how such were they allowed to do?  As with
exercise, it appears that it is not the patient's illness and recuvery them-
selves that generate questions zhout the nrower regime to be followed. Instead,
the provigion of a certain amount of advice and guidance appears to stimulate

a desire for more specific instruction.

SEXUAL ACTIVITY

¥We saw in Chapter Five that about half the respondents in the present
series said that their illness interfered to some extent with thelr sexusl
activity during the year after their infarct. Varicus other studies have
found that sne-guarter or mors of infarct casss experiencs reduced levels of
sexual activity about one year after the infarct (see page 21). A number
of authors (Haughton, 1873; Kent, 1975; Green, 1975) have emphasized the need
for better commmication betuwsen doctors and patients about sex, but there du
not appear te have been any previocus studies of the nature of the communication
that doss ceceur, or of patients' reactions to it.

In the prasent study, the respondents were asked in each of the follow-up
interviews whether anybody had given them any advice about their illnesz and
sexual activity. These, who said that they had, were then asksd who had
advised them, what advice they had lbeen given and whether it was useful sdvice.
Table 7.9 shows that just over two-thirds of the respondents at the second
interview sald that they had Leen given advice about sex. All of these pecple
said they had obtained advice from the advice shest., A few raspondents at
the sscond and third interviews said that they had obtained advice from other
health service sources, mainly from a hospital doctor or from theip gengral

practitioner. When asked what advice they had heen given, some of those who




10%

identified the advice sheet a2 the sturce replied that they should resume sex
when they were back to normal;  others simply said that they had been given
the aldvice contained in the advice sheet. The respondents whe identified
other sources ldentified a comsidersble varisty of kinds of advice, Two or
three pacple said that they had been advised to resume sexual activity when
they were back to normal, to do what they felt like doing, not to undertake
anything that caused symptoms or distress, or to limit thelr sexual activity.
With the exception of une bLrief sentence in the advice sheet, only a few
regpoadents were given any advice zbout gsexual zctivity, and what they were

plven varied considerably In naturve.

In each interview, the respondents were asked whether the advige they
had received was useful. Very nearly all the respondents who had Leen given
advice parsonally by the health service staff said that it was completely
useful, Only cne person said that theilr G.P.'s advice was not useful, and
osne sach ssid that a hospitsl doctoer's and a G.P.'s alvice was partly useful.
Many more respondents sald that the advice coptalned in the advice sheet was
less than useful. Nineteen respondents at the second interview sald it was
completely useful, 11 said it was partly useful and ssven said it was not
usaful., Scme of those who found it useful expressed acceptance or
satisfaction.

"I think it's sensilble enough tc know.™

"It's not really troubled me, If it's all part of the recovery
progess, then I'1l accept it."

Those who found the advice conly partly useful madle a varisty of conments.
Four said that it was just common sense, or that they could use their owm

knowledge or judzement about what to do or not to do.
“I suppese sc¢. I ghould think on this one you know yourself what to do.”

Tw: said that the advice was only partly useful hecause of their age:

Bl'm 85, so I don't koow., I don't chase sex Like I would 1£f I

was 30."
Others commented that they wouldn 't have known what to du without the advics,
that the advice was vague, o they Just followed the advice. Five of the
regpondents who sald that the advice sheet was uot useful commented that it

wag vague, imgsrsonal or inappropviate to thenm.

"It's a bit ambiguous - what i3 normal physical activity?
I assume it's going hack to work.®
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Some of them reacted quite strompgly to it:

"Ir's so nebulous that you czn put whatever construction on 1t
that you choose. Useless advice. Negative advicel™

Others commented that the advice was not useful, hecause they would net

Lother with sex anyway, whether because of their age or their illness. It is
clear that advice about sexual activity after myocardial infarction is
appreciated by many patients, But, if the advice is so brlef that it is
jmpersonal and vague, then it may not be appreciated by a significant minority.

It each interview, the respondents were asked about the advice they had
receivaed, from lay people, about sexual activity. In the second interview,
two people said that they had had advice from their spouse, one from a brother,
and one from a friend. In the third interview, only wno person said he had
recaived lay advice, from a friend., Very little advice is provided from lay
sources about sex to coronary patients.

In sach of the interviews, the respondents were asked whether they would
have liked any advice, or any more advice about their lllness and sexual
activity. Iwenty-one respondents said that they wanted more advice about sex.
Table 7.10 shows the nature of the advice that was desired. Five pedple at
the second interview said that they wanted zome elaboration on the advice sheet:
how did it apply to them?  When was "back to normal?

"More specific advies., That advice goes to everybody.

You don't know if it applies to you.  They say go hack to normal
when you have returned to your normal physieal activities, hut we
don't know whan that is. We dem't know what applies to us or
others who've had a different type of heart attack.®

Host of the queries at all of the interviews seemed to be concerned with the
fundamental question of whather or not to have sexual intercourse. The gueries
wara phrased in a number of ways; they related to the time at which sexual
activity should be resumed, whether or not to have sexual intercowrse, and
what to de or not to do. Cne man who had not been given an advice sheet said
at the second Interview:

"The last twe times I've had intercourse, I've had a pain in my chest.

So I think I should have been told something about it. They've told
me nuthing.”

Another, whe had found the advice sheost ambigucus said he wanted to know:

“$hat the limitations on sexusl activity are. How long before you
stayt again,®
In this way, a fairly substaptial minority of the respondents wanted more
guidance about sexual activity. As with exercise, they wanted ¢ know more

precisely what they should have been deing at different stages of thelr recovery.




%,  SMOKING

In recent years much attention has been paild to the dangers of smoking
and to metheds of persuading pecple to stop smoking.  Smoking in general, and
heavy cigarette smoking in particular, is strongly assoclated with high mortality
from covonary heart dizease (Joint Working Party, 1975).  Recently attention
has been paid to the usefulness of stopping smoking as 2 measure of secondary
prevention after ryocardial infarction. The aim is to reduce the incidence
of further infarcts and prolong the Lives of people with established corcnary
heart disease. Two studies (Mulcahy et al, 187%; Wilhelmsson et al, 1975)

have shown that peopls who continue smoking after myocardial infarction

experisnce higher mortality reates than those who stop.  There iz tharefore a3
substantial case for the provisgion of anti-smoking advice, as advocated by the
Joint Working Party {(1875). This i= reinforced by the work of Burt et al
(1974}, who found that 63 per cent of their pest-infaret males who had been
given intensive anti-swoking advice, and only 27 per cent of those who had
been glven conventional advice, no longer smeked one year or mere later, With
this evidence, it is reastnable to belisve that advice apainst smoking is a

valuahle methed of secondary prevention after myocardial infaretion.

In the present study detailed questions were asked about the respyondents’
smoking habits and the advice they had received asbout smoking. In each of the
follow~uy interviews the respondents were askel whother they were smoking at
that time, and, if so, how much they smoked a day., Table 7.11 shows the
nymber of pecpls who smoked and the fopm in which they smoked,  Thirty-six
respondents smoked before their infarct. Twenty-six stopped swoking at some
time betwsen thelr infarct and the time of thelr second inteoview. Two more

. gave up smoking hetween three months and one year after their infarct. The

large majority of those who gave up smoking 4id so in the immediate aftermath

of their infarct rather than in the subsaegquent months,.  An anpreciable mmbey
of respondents rosumed smoking, after they hal given it up. Eight, of the

26 who hail stopped smoking at the time of the second interview, resumed later,
The problem is therefore not only one of stopoing smoking, but alss ong of

mreventing people from starting again. These changes meant that, at the time
of the fifth interview, 13 of the 36 original swmokers still smoked. Twenbty-
three (two-thirds of the smokers) were not smoking at one year, This is very

cloge to the proportion of those patients in Burt's saries, who received

intensive anti-smoking alvice and then stopned.

There were changes in the form in which the tebacco was smokad, and 3n
the amount. Table 7.11 shows that there was an ipitial fall in the overall

number of pecple who smoked manufactured cimaroties, and that the numbers fell
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slightly in the later interviews. There were alsc falls in the number of
respondents smoking self-rolled cigarettes and cigars, followed subsequently
by a small increasc. The number of people who smoked a pipe fell between
the time of the Infarct and the second interview, and rose sgain subseguently
to its previous level. There were similar variations in the amount of
tobacce smoked.  Before theitr infarct, most smokers of manufactured cigarettes
smoked 20 or more per day. At the time of the second interview, most of the
cigarette-smokers had reduced to between cne and nine a day, but the amount
subgequently rose again to around 20. Similarly, there were reductions,
followed by small increases, In the amcunts of tobaces consumed by smikers

in other forms,

From these data, it can be seen that advice about smoking should be aimed
net only at persuading pecple €0 stop, but also at helping them not to start
again. In the present study, the respondents were asked about the advice
about smoking they had received. In sach follow-up interview, those respon-
dents, who had been identified as smoking bafore their illness or at the time
of the previous interview, weras zsked whether any health service staff had
given them any advice about smoking.  Those who sald they bal been given any
advice were then asked who had given it, and what advice was given. Table 7.12
shows that, at the second Interview, 31 of the 36 respondents whoe had smoked
previcusly said that they had been given advice about smoking.,  The mest
fraguently ideptified sources of advice were hospital Adocters, faollowed by
general practiticoners and the advice sheet.  Thirteen respondents said they
had been given advice from one source only, nine from two, and nine from
three or more. ALl respondents sald they had been advised to stop smoking.
At the third and the fifth interviews, well over half the respondsnts who had
smoked at the time of the previocus intervisw, saldl that they had Leen advised
about smoking. At the fourth interview, cne-third of the smokers said they
had been glven any advice. On vary nearly all scecasions, hospital doctors
or general practitioners had advised the respondents o stop smeking. Very
littie other advice was identifiad by the respondents. Hsarly all the

respondents who smoked recelved clsar medicel advice to stup swmoking.

The respondents wesve also agked In esch interview whether sny friends,
relatives or other people had given them any adwvice about smoking., Table 7,13
shows that, at the second interview, cne-third of the respondents who had
previcusly smcked, had been given advice by some lay perscn.  Bstween
cne~third and two-thirvrds of the respondents who had previously smcked said
in each of the subsequent intarviews that they had been given some advice by
2 lay persen. The respondants'® wives, and thelr Lrothers and sisters, were

the main sources of advice. Again, alwmost all the advice was to gtop smoking.
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It is likely therefore, that the advice given Ly health service staff and by
lay people was mutually reinforcing for the majordity of respondents who
raceived it.

Tha data, about respondents' smoking habits and the advice they were
given, have been examined to se¢d whether any relationship bLetwesn the two
could be found. There is nc evidence that varlations in the pattern of advice,
from health service or lay scurces, wers assoclated with varisticns in stopping
o resuming smoking. This suggests that specially established intensive
orogrammes of advice are not necessary in order to persuade the majority of
people To stup smoking after myocardial infaretion. It alse sugpests that
it is insufficient simply to increase the amount or frequency of advice, in

order to persuade those who continue smoking to stop.

In each interviaw, all the respondents who had smoked at the previcus
interview wers asked whethar they would have liked any advice, or any more
advice, about smoking. Ten poocple altogether said they wanted more advice
about smoking. As suggested In Talle 7.13, most weps people whs accepted the
need to stop smoking, and wanted to know how to stop, The simple advice to
stop smoking was not, in itself, encughi  they wanted more help to manage it,
A& few respondents wanted advice albout other matters. Twoe sald they wanted

to know whether changinz from cigarettes to a pipe would be satisfactory.

§. NEEDS FOR OTHER INTORMATION AND ADVICE

It is well established that people in Britain are generally satisfied
by the care they receive from the health services, Lut that they s)perience
a considerable amount of dissatisfaction about information and communication
relating to their lllnesses. Cartweight (1964} found that 42 per cent of her
sample of hospital patients reported dissatisfaction with the information they
had received in hospital. Half of these wers upalle to find cut all they
wanted to know about their condition, their treatment or thelr progress, but
many gave only general indications of dissatisfaction. Carstairs (1970)

also found that most patients were satisfied with thely hospiral care. She
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found that the physical environment attracted most comments indicating
dissatisfaction, and that nine per cent of in-patients and four per cent of
cut-patients were dissatisfied with information and communication. Comments
were mads both about the lack of information and the lack of cpportunity to
obtain it. From these findings we would expect that a considerable proporticn
of covonary patients might be dissatisfied with the information they had

received about their illness, or would wish to know more about it.

In each interview, after being asked about their ccntact with the health
and prehabilitation ssyvices, the respondents were asked whether there was
anything at all to do with their illness or treatment that they would like to
have been told more about. In each of the follow-up interviews, after being
asked azbout the advice they had received, the respondents were asked whether
there was anything else to do with their illness, that they would have liked
mere advice about. The replies o these two guestions have been consolidated
into Table 7.14, Mere than three-guarters of the respondsnts said they
wanted move advice or information about their illness or its sffects. It
may not be possible to satisfy this desire, when medical knowlsdge, akbout the
causes of coronary heart disease for example, is limited.  But the wish for
more information was the most frequently expressed unmet need identified in
the present study.

Two~thirds of the respondsnts wanted to know nore about thelr illoess or

recovery.  Some wanted to kaow about the causes of the heart attack.

"I would like to know what bad caused it., I thought that it might
have been the gardening.”

Others wanted to know about the natura of their illness:
1 want to know what it's all about, what's sctually happened.”
Y1f somsone could explain exactly what the trouble is. All I know

is that I've got heart trcuble and low blood pressure. No one has
actually told me what's wrong."

Mogt peopls knew what was the matter with them, but some wanted to know about
the severity of their illness:

"Just about how severe it was, how much damage was done,"

"You are never told the amount of damage that has hesen done or whether
it will have any lasting effect.”

later on during recovery, attenticn shifted from the severity of the initial

infarct to current symptsms and problems:
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"Why it should have an effect on me one day and not another.
One day I can go upstairs and nothing happens, and another day
under the same circumstances I get a tightness In my chest.”

"What pains to expect and put up with, or whoat pains should causa
me concern (sc that I should) do something about them.®

There was a clear and substantial desire among the majority of respondents to

know mope about thelr illness, its causes and its medical conseguences.

A second group of respondents, espacially at the second and third

Cinterviews, wanted advice not so much about the nature or severity of their

iliness as about their future prospects. They wanted to know more about

the possibility of a recurrence of the heart attack. Host of these people
ware concerned to know whether they would get better or gt worse; how long it
it would take to pget better or whether their illness would lsst fer the rest
of their life.

¥I felt very weak after my discharge. How long is it before I'm
normally strong again? How much care am I going to need?”

"Do you get any better as time goes on? Dogs your heart get better
or does it deterdicpate?™

"About the heart part. If it heals up or if it's going to keep me
down all the time.®

These people seemsd €5 assums they would carry on living; they wented to

know more about how their i1liness would affect them in future.

Two~fifths of the respondents wanted more information about their treat-
ment. Some pecple did not know much abosut thelr treatment at ally; others

wanted to know why they ware given a particular tresimant.

"In hospital, why one bottle was dextrose and the next bottle insulin?
Why they were alternated.?

"Also I'm on six different drugs and it would be nice to know what
each one is for.™

£y

Gome people wantsd to know how long their treatment would last; this prelated

o theip prospects of recovery,

"I'd like to know if it's 2 cure or a part cure. They said these
tablets were for the Jdamage to the heart wall., I don'’t know if
it's cured or if I have to keep taking the tablets for the regt of
my life."

And soms wanted advice about how to get treatment IF they nseded it.
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“What to do if I had a recurrence? What's the quickest way of
getting help?"

Some of these people wanted Inforsmstion about past or present trestment,
some wanted to know about their future treatment, and some wanted advice
sbout what to do in the future.

A quarter of the vespondents sald they wanted more advice or information
shout their werk.  Some people wanted to know if they would be able to return

to theip own jobs. A farm tractor-driver said:

"Can I go back to my job? It is sometimas a heavy job, but I
like it. Is it advisable? That's what I would like to know."

At the later interviews, pecple wanted advice mbout the kind of wirk they
would be abls to do, or should be deing., A foreman gas-mains layer said
at the fourth interview.

stuck in and 4o tha

"There are times at work when I have to get
I don't know if this is

work as there are only two in my gang.
all right."
And some pecple wanted more advice about the timing of thelr return to work.
A post office tulegraph operator zaid, three months after his initial heart
attack:

"alsc my doctor says he thinks I might go back to work In five weeks.
Ha must be mad. He dossn't even know where I work.®

Most of these respondents wanted spaclfic advigs about their worky thay wanted
advice that related their illness to the clrcumstances of the particular job
that they might be doing.

Two-fifths of the respondents said that they wanted more information
zhout the effects of the illnsss on their dailly activities other than work,
or advice about what they should be doing.  About half these pecple identified

»

specific activitiss,

I want to know if I can have & bath., I'11 ask my dector when he
comas nhaxt,”

"Iz it going to last for ever? For instance, I've taken up
sailing and I don't know if I can still 4o that.”

The others d4id not identify specific activities, but said they wanted advice,

for example about:

"Everything, They bhaven't told me anything.  Just eveprything
that I should and should not do.®
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"A list of what I can do to use as & "yardstick" as to what I will
be able to do. The specialist said I'd only had a slight heart
attack, and yet I'm not adble %o do thils or that. Sc if anyone
had a bad attack, they must he frightened to wmove."
Many of these comments revealad considerable wmcertainty on the part of the
respendents, as to what they should be doing, and a correspinding dependence

on the doctors' advice.

4 few respondents said that they wanted advice about their diet. It was
medical policy in the Kent and Canterbury Hospital at the time of the study
not to give dietary advice wumtil the results of bleod chemistry tests were
available. Some respondents simply sald they wanted some advice about
what they should eat.

"Diet. I don't know if I ghould be om a dist or not. They haven't
said what I can or can't sat.”

“Just the diet. Knewing what type of food it's advisable not to eat.”

Some people had bean given some advice, but wantsd more specific or detailed

guidanes.

“The doctors say I'w too fat, but they don't say how., I don't eat
much, I don't eat bread, cakes, potateves anything 1ikes that., I
don't eat much at all. They just say eat less. I can't eat
much less.  They should give you 2 diet sheet.”

"Just diet. I thought it might be useful to know what to eat.
The only thing I've baen told is to lay off animal fats. But

I don't koow, Itid be useful to have s diet gheet. & that Il
really know what to eat.  They are pretty vapgue about it,*™

Others had been given advice or put on & 4Aigt, and then found that this

caused them 4Alfficultiss.

"Diet. Much more advics. I'm on two diets. One -~ low cholestarol.
Twe - 750 calorigs a day dist. What I can have cn one diet I can't
have on the other. I don’t really know enough about the Jdiets to
know what I can eat, I'm just eating what I think is right, cottage
chegse, lettucs, tomatoes, Very limited,'

"The <iet shest, I'm on 500 calordes but I don't want 2 diet sheet
but a list of ealorific values of each Food.,  But T have just been

glven a diet shest which is useless, as I Awn't intend to sach fish

and that's the first thing on the list.  They alse tell you what

to have for tea. I 2on’t bave tea.  Just ddnner ot night. A1l

I wanted was 2 list of the calorific values =f sach feod.?

As with other items, the provision of some advice to respondents had the
result that some of them wanted further advice that was more snecific or more

closely suited to their personal, specific needs,
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A final group of respondents identified other ways in which they wanted
more advice. A few people identified specific topies on which they wanted

more advice.,

"Is there anything I can do or take, - or sse someone about -
this ireitability I'm getting? I'm driving people mad., I just
want to get away from people. I worry too much, I know."

"It would De a help if there was some way you could find ocut what

sort of wmoney you will get when you retire. You just don't know
where to go to £find out.®

Others made more general comments about the advice they had received cr wanted.

BT don't even know what I've had. I don't know what advice I nead
or where to get it."

"If they zave you a card telling you where you went for advice on
all different things."
As with many of the spacific areas In which advice was desired, different

individuaie had vafferent neecs.

B, CONCLUSIONS

Many dectors have argued that the educatlion and advice given to corenary
patients is an importont part of thelr rehabilitation programmas.  Many have
also argued that there is a need for better adviece to be given to patients
and their families. There have baeen & few studies that have shown that the
speclal provision of advice and guildance can be effective in promoting patients!
racovery or changing their behaviour.  But there have nst bheen any previcus
attempts, reported in the research literature, to describe the nature and
amount of advice given to corenary patients, and to use this as a baseline
for identifying uwnmet needs, The present study is the Ffivst to provide
systematic data of this kind.

Nearly all the respondents in the present study received advice abicut
axercise from health service staff., HMost said that they had baen advised to
increase the amount of exercise they tock during the weeks after their
discharge from hospital. In gensral, they appeared to feel that they should
be taking moderats, rather than vigorous, exercise. Nearly all the respondents
sald that they had followed the advice they had been given bv health service
staff, even though, on some cccasions, advice from lay sourcss had confiicted
with it. Half the respeondents sale that they wanted more advice about
exercise; most of these pecple wanted more detailed or specific advice
about what they should or should not de,
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Nearly all the respondents also received advice from health service staff
about taking rest. Most sald that they had been advised to take a rast during
tha day, but a few said that they had been told to rest more generally, Nearly
all said that they had followed the advice they had been given. A number of
respondents alsc sald that they had received advice from lay scurces about
resting. HMuch of this lay advice was to rest generally cor take it easy.
Just over a guartsr of the respondents said that they wanted mors advice asout

resting.

We have little direct evidence on the relstionship between the advice
about rest and that about exercise. A few respondents said that they had been
advised to take it easy or not to Jo too much exerciss, but that this had not
dissuaded them from following medical advice to increase thelr activity.

In genepal, one may only speculate whether the general tone of advice to people
to take a rest during the day or to rest in other ways reduced the amount of
activity that was undertaken. This kind of effect wmight cceur as the direct
product of conflicting advice, or as a by-preduct for example of the patient
still considering himself an invalid if he has to rest during the day. In
general, the result seems to have besn that the raspondents felt that they
should pursue a moderate, or gradual, resumpticn of activity, but not a

vigorous one.

Most of the respondents said that they had keen given advice about sexual
activity., The main scurce was the advice sheet, distributed by the hospital
gtaff, This advised the patients that sexual intercourse might be resumed
normally when they had returned to thedr normal physical activity. Two-fifths
of the respondents said that they would have liked wmore advice about resuming
saxual activity. On this tople, there appears t0 Le an appreciable nesd for

more personal advice, suited to the particular circumstances of individuals.

Thirty-siz ¢f the respondents smokad Lefore their infarcet. Hearly all
of them were given advice, from a variety of health service and lay sources,
to stop smoking.,  Two-thirds of them 2id so. Thes: constitute the same
propertion as those who stopped after being given intunsive anti-smoking
advice in the research study reported by Burt ot al (1974},  There was no
avidenos in the present study that different intensities or amcunts of advice
had different effects on smoking behavicur. Thers is no case for the
immgdiate widespread introductieon of intensive antiusﬁsking programms after
myocardial infarction. Instead the advice should e meintained at its present
levels. Research is needed on three toples. Vhether intensiwve advice
raises the proporticn of pesple whe stop smeking still further? Why some
people stop smoking and others do not?  And why some people, who have stopped,

resume smoking Lut others do not?
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Nearly all the respundents identified other subjects about which they
wanted more or information.  They wanted to know more about a considerable
variety of subjects: the nature and severity of their illness, their pros-
pects of future recovery, their treatment, what they should be doing in the

way of work and other daily activitiss, and their diet. Even within these
broad areas, most of the respondents brought their cwn individual query or
approach to the subject. This suggests that standardised packages of advice
or information would not be wholly successful in meeting patisnts’ needs.
Instead, it would bLe necessary for a member of the staff to talk to sach
patisnt individually, to find cut his particular problems or queries, and to

answer them taking into account both the patient’s medical condition anc the
eircumstances of his daily life. & number ¢f benefits might flow from
improved educatisn and advice: expectations of higher standards of sarvics,
reduced anziety and uncertainty ehout the illinsss; greater repport hetween
doctors and patients; more and better decision-making by the sick person

about their own activities and resettlement; reduced dependency on services,

and hence less need for formal rehabilitstion servises anl the consequent

gxpenditure. But these are untested hypotheses; at present we are simply
faced with the strong desire cf coronary patients to know mors about the

illness and its possille effects.

We may now draw together some ideas alout the more gensral development
of programmes of education anc advice after myoccardial Infargtion. In Brditain,
there is probably not much in the way of formal programmes of advice after
myocardial infarction. Some Jdostors emphasize this side of their work more
than others. A few developments have Leen reportszd in the reseavrch literatumw.
Advice must be guite widely given in the ward, clinic and surgery. Some
doctore provide written advice, and osthers presumably tell patients what they
should e dodng, in the courss of physical exrercise rehabllitation programmes.
Beside all thie, there is a tradition in British medicine of concern with the
overall well-Leing of patients, This twin Lase, of a varisty of sducaticnal
and advisory activitiss, and-of concern with patients as individuals, is of

great importance to the futurs Jevelopment of advize.

Professional involvement in this area should develsn in twe ways. Fiprst
mach of the advice should be suited to Individual needs and presented individ~
ually. It sheould take account of the individual characteristics f the
patient's dlluness and of his dally 1ife at work and at home.  And it should be
presented in such o way that the patient can ses and fesl that it is based on
his individual needs. Second, thers may be areas in which the dnctor wants
the patient to pursue a definite m~r prenlanned course of action. Thess could

include the vesumption of physical activity or stopping smoking. In these
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eircumstances patients seem to want advice thot is guite detailed and specifie,
even though this increases the chances that some particular detall will be
inappropriate op irrvitating for any given individual. It is alsc necessary
that, once the adviser has given the advice, he should keep in quits c¢lose
contact with the patient. He would then know what the patient is actually

doing, and would be able to relnforce or adjust his advice apprepriately,

Thare are no chvicus indications as to which is the most appropriate
profession or part of a profession to give this kind of advies to corcnary
patients. General practitiopners sometimes claim preatest knowledge of the
patient's perscnal life, but they may be little involved in the management of
the acute episvile or the subsequent physical rehabilitation. The consultant
physician is well-placed ts dirset the programme from the cardiaslogical point
of view, but frequently might not bave the time o Lecome personally involved
in assessing and advising about the perscnal life of sach patient. Jundor
hospital doctors might be able to provide this kind of perscnal advice, but
it seems likely that the demands of professicnal exams, and the pressures on
them to focus on the organic aspects of disease, would absorl the attention of
most. Nurses in Britain are ususlly restricted to giving care and treatment;
they may assist in rehabilitation but rarely take primary responsibility for a
part of 2 rehabilitation progeamme. Health visitors have a major educational
role in primary care, but have not been greatly invelved in rehabilitatioa.
Tha provision of education and advice is not central to the work of the
remedial professions, although they might well have contributions to make in
discussing the functional implications of the discase. From the point of
view of medical rehalllitation, meny of the problems about which the patients
require advice are too closely relatad to their continuing illness or treat~
ment, or tos small, to justify the invelvement of = specialist in medical
rehabilitation. It has been argued that hospital social workers are the best
people to give this kind of advice. But from the evidence presented here,
it seems that nmuch of the desired information is about the illness itself ov
the effects of the illness on daily activities., This suggests that the best
person would bhave a professional education and Lackground concerned primarily
with disease and health., Thers is no single, cutstanding candidate for the

job of providing advice and edusation to corocnary patients.

If it is agreed that there are unmet needs for advice an? education, and
if it is decided that these activities should be developed Ffurther, then there
are 24 series of consequent issues 1o be faced., Is it dssirable fur a single
professicnal group to take the lead in this develspment, or is it sufficient

for different people to give thelir advice at different times, as at present?
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If different contributions are acceptable, is it desirable to coordinate them
at local level, as the Tunbridge Committee (D.H.3.5,, 1972a) argued, and to
exchange ideas at a policy level about the way they relate? If these
questicns about ceordipation and inter-professiocnal relationships should be
discussed, should the initiative bhe left to the professions themselves op
should the Department of Health encourage a particular profession to identify
its contribution in this area? In considering these issues, it is open o the
Department to determine whethsr to take 2 more or less active role in
encouraging the development of services to meet the nesds, among coronary
patients, for advice and information, that have been described in this chapter.

&t the same time 1t is cleszr thot the problems give rise to a wide range
ofc research questions, that are relevant to the development of services and
thevefore of concern to the Depsrtment. From the present study, we begin to
have soume understanding of the advice that people are given, the way they react
to it, and of what wors they want. It would De wseful to know, from further
ressarch or from informed comment, whether the present findings ars unique
to one hospital only cr typical of the country more widely. In sddition

thers are a number of further issues.

{1} We have studled what advice patlents are given. But what
knowledge do patients have about thedir illness and about what they
should be doing in the Ffivst place? Where 4o they get this knowledge
from? Way do some people know more than others?  This understanding,
of patients' knowledge about their illness and what they should do,
should be the basis of any raticnal attempt to provide them with

mepe knowledge or advice.

(ii} The knowledge that patients have and the advice they are given

are impertant largely because of the ways In which they =zffect behaviocur.
But we know virtually nothing of the way in which patients translates
this kind of advice intc acticn. We know little for example of the
amount of exercise, rest or activity that peonle take while recovering
from a heart attack, and 1little about what stimulates them to stop ov

restart smcking, to resume sexual activity or te chenge their diet.

*

{131} The present study, in common with others, has reported high levels
of unmet needs for information and advice. Why does this occur? Do
patients fail to express thelr needs during consultations? Or de
health service staff faill to respond when the needs are expressed?

Op is it that, by providing some advice, staff somchow stimulate the
desire for more? Or is it that the social researcher, Ly reguiring

his respondents to articulate ideas asbout the illness and information,
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raises questions in the respondent's mind for the first time and

thus stimulates the desive for more information?

(iv) While the answers to the previcus guesticns are being sought,

it will even s5 be possible to orocsed with the experimental development
and evaluation of services. Properly crsanised randemized control
trials of giving advice to coronary patilents are nesded. Thers are
many aspects of the advice (i.e. the treatment) that conld be gramined:
the subject matter (exercise, smoking or dlet); who gives the advice
{specialist, G.P., or therapist); how the advice ls given {verbally

or in writing; individually or in 2 standard programme; dicdactically

or informally); tu whom the advice is given (patient, family or others}.
It would be necessary to asssss the outcoma of sueh interventions in
terms of the patient's knowledge about his illness and what he should

Jo, the unmet neads he expresses, and his actual behaviour.

There are substantial programmes of resszarch walting to e done.
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CHAPTER 8 CONCLUSIONS ANT RECOMMENDATIONS

In this chapter we willi draw together some of the main material and

themes from the preceding pages. In so deing, we will organize ocur concluzions
into three main areas. Tirst, we will review the findings of the present study
in the context of other pe¢ple'’s reseaprch and ideas about recovery and rehabi;i*
tation after myoccardisl inferction. Second we will examine the implications of
cur findings for the develogment of rehabllitation and after-care services for
coronary patients. Thipd, we will examine what further research, relevant to
the develepment of prehsbilitation and after-care services for coronary patients,
may he needed,

THE RESEARCH FINDINGS AND COMCLUSIONS

Myocardial infarction is an acute episcde of a physical illness, that
resulte in physical incapacity and many persmnal and social problems for the
sufferers, Just as the patient may recover from the illness in a physical
sensa, SO0 may he resover from the personal and soeial damage it has caused,
There are many different aspects of recovery. This fact leads to two sets of
guestizns. The first set is directly about recovery. Which aspects of
recovery are most important? Do patients recover more satisfactorily in some
ways than ip others? If g0, in what ways do they make the most successful,
and the least successful, recovery? The sscond set of questions ls about
the relationship of ealth services o vrecovery. In what ways do different
aspects of medical tragatment and rehabliitation relate to different aspects
of reccvery? How appropriate ape Jifferent kinds of pehebilitation ¢o the
differsnt kinds of problems that occur durdng the minths aftsr myccardial
infarction? These two sets of questions form the themes of this section of
the chapter.

Recovery after myccarndial infarction is a multi-faceted process. The
present study has been ong of the first to collect systematic Jata over a wide
range of the personal and s0cisl aspects of recovary. We have shown that
myocardial inferction affects many aspects of the sufferer's daily life for
many months after the acute infarct. Thase agpects zan be sxamined in terms
of the number of peeple afffected, the length of time invelved, znd the severity
of the impact.

The resesarch studies gquoted in Chapter Ome of this vevurt showed that
myccardial infarction affects many Jifferent aspects of the sufferers’ daily
lives end personal well-being.  They showed that ths work, home 1ifs and
emotional ststus of most, if not all, sufferers were affected in the pefisﬂ

immediately after the infaret. They zlso showed that perhans half of the
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sufferers continued to experience the effects of the illness not only on these
agpects of their lives, but alsgsc on thelr recreation and sexual activity,
during much of the year after the infarct. Host of these studies have
concenirated on single aspects of the fllmess; they have not attempted to
assess the overall impact of the 1llness on the sufferers. The present

study, by collecting systematic data in the Grogono Index about the effect

of the illness on different aspects of the respondents' daily lives, has made
an assessment of changlng overall impact of the illness. The Index made use
of a scale that rangsd between nought peints, indicating no incapacity, to

20 points, indicating complete incapaecity., The mean score of the respondents
fell gradually from eight points at the first interview (Indicating moderate
incapacity) to five points at the £ifth (littis incapacity), The effects of
the infarct are moderately, but not overwhalmingly, severe for the majority

of people 10 days after the acute eplssde, Some offects persist for most
pecple for most of the following vear. These findings provide an indicator of
the broad effects of myocardial infarcticn upon the survivors., They awe a
baseline against which the needs for, ard the effectiveness of, a comgrehensive

coronary rehabilitation programme should be assossed.

Previous ressarch studies have provided data about different aspects of
recovery at different points in time, but have not ovrovided sufficiently
comparable data to allow us o assess which aspeets of patients' daily lives
are affected most frequently and most significantly. We can see, for exampls,
that all patients work and emotional status are probably affected in the
immediate aftermath of the Infaret, but it is impossible tc tell which is
most frequently affected ono year later, or how important these effects are
then. In the present study we can begin to assess the relative significance
of the effects ¢f the illness on the respendents' daily lives. We have scen
that the effects on respondents’ work are at the most sipnificant. A1l the
respondents at the first two interviews, and three-guarters at the fourth and
fifth, said that their illness sffected their work - wmore than sall any othep
individual item was affected. The offects were preater than in other areas,
both in keeping pecple off work and in the limitaticns imposed after they had
raturned to work.  And more pecple sald that their work and the effect «f the
illness on it woere very impartant to them, than sall that other items wers
Impeortant. Although work emerged as ths most Important single aspect of
recovery, @ number of others were not far behind. They Included recreation
and the performance of other activities arcund the house, which are quite
closely related to sach other, These were followed by the regpondents’t
emocticnal state and a Jesire for more information or advice about the illness
ov its effects. These, in turn, were followed by the effects of the iliness
on the respondents’® physical well-being, sexusl activity and sleep, This
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attempt to assess the relative freguency and importance of the different
consequences of myccardial infarction confirms some of the broad trends that
were emerging in the professional literature and from previous ressarch, It
alse adds new items to the list and, for the flvst time, provides an explicit
ordering of them. In these ways, it may be useful in suggesting where the
attention and priorities of those concerned with rehabllitation and after-care

might be focused,

These widespread and persistent effects hava implications for the way we
consider rehabilitation services. The first, and most important, point
concerns the objective of the vehabilitation services for patients, The
objectives, whether explicitly formulated in policy-statements or implicit
in the minds of practiticners, should take account of the whole range of the

effects of the illness. The cbjectives might be exprsssed in such ferma as:

"to restore patients to as full a state of health and well-haing
as possible, and to return them to as full a range of activities
as possible,”

Because ‘thers are many aspects of recovery, the shiectives should be stated

in comprohensive terms.

Although no data were collected in the present study, about the ways in
which health service sgtaff thought about the recovery of patients or sxpressad
the objectives of their actions, we do have soma data about the kinds of
treatments and sgrvices provided. Theve is a lack of comparable data, about
the services that are generally used by corcnary patients, either in the
research literature oz in routine health service statistics. Our findings
showed that health service staff, besiles thelr primary concern with the
patients' illness and physical progress, were most involved in advising
patients about exercise and the rasumption of physical activity. These
concerns are similar to the emphasis in the Jolint Working Party report on
coronary rehabilitation. Other aspscts of recovery wers discussed, but
apparently either infrequently, such as dict or emction, or impersonally,
such as sex. Despite the comtact of some of the respondents with social
workers, employers or the employment services, thers appeared to be ralatively
1ittle penetration of the health or rehabilitation services intc the actual

daily activities, difficulities or problems of the respondsnts at work or home,

If the objectives of relabllitation services ave expressel in comorshen-
sive terms, the next issue to be cmsidered iz what kind of services ars
needed to achieve those shjectives, Does the existence of comprehensive

objectives mean that we should consider the establisbment of a full range of
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gservices, with ons particular service for each aspect of the patient's

recovery that we wish tc affect? Or is it possible that the development of

one kind of service (e.g. graded exercisses s 2 programme of physical rehabili-
tation) would improve sc many aspects of the patients' recovery that a multi-
plicity of sevvices are unnecessary. The answers to these questions depend in
turn on the answers to others. If we want to plan our intorventions rationally,

s

we need to know the causes of the problems we are facing. Is, fur example,
delayed return to work caused by physical incapacity, psychologicael fears,
patients! dislike of thelr work, a low demanl for labour, or some combination
of these and other factcors? Many professionals and politicians have bellafs
about these matters, but there is not a great deal of evidemee about causes
of variations in Jifforent aspects of patients’ progress and recovery.
Additionally, we nesd to kmow more about the effectivensss of different kinds
of treatments and services Iin promoting recovery in different ways., As we
saw in Chapter One, much of the evidence is inconclusive. t is likely that
different kinds of rehabilitation programpes promote different aspects of
patients’ recovery. For example, an exercise programme may Improve fitness
and bhave a lesser effect on morale and working performance; or an educatioml
programme may improve patients' cutlosk and level of knowledpe, and thus
inerease thelr level of activity and fitmess. If this is corvect, it is most
unlikely that any single kind of rehabilitation programme will come close to
promoting complets recovery, in all its physical, personal, social and
economic aspects. It would be necessary, therefore, to have a comprehensive
rehabilitation service, consisting of different kinds of treatments to deal
with different kinds of problems,

From the multiplicity of the aspects of recovery and from the noticn of
comprehensive rehabilitation, we may turn to z number of the individual aspects

and the related services.

The subjective aspects of the physical illness were important to many of
the respondents in the present study. We found thet Letween one~third and
one~half of the respondents at each interview reported that they had
gxperienced sinca the previous interview Scme syrptom or event, directly
related to their heart. These wape usually gains in the chest cr arm,
brgsthlesaness on tiredness. The respondents ldenmtifisd the suljective
aspatts of their illness as important in other ways, Irom the seoond inter-
view cnwards, arcumd half the respondents at any one time felt that they were
not meking very good progress, OF those people, who identified worry or
unhappiness as the most important item in the Grogono index, more relataed this
to their illness, recovery or possible death than to any sther item.  When

agked at each interview whether there was anything else besides tha items




123

contained in the Srogono index that was important to them, wore people ldentified
their prospects of recovery or the possibility of a recurrence than

anything else. When asked whether there were other items, about which they
wanted morve information or advice, more people identified their illness or
present state of recovery than any other item, and an appreciable number said
that they wanted to know more about their future prospects of recovery.

There appears te be relatively little research that has besn undertaken
wrr patients' subjective experience of their illngss and recovery after myocur-
dial infarction. Whet patients experiencs perscnally and what they understand
about their illness may be important in the context of their recovery and
rehabilitation.  These factors will influence the way patients sesk medical
care, and hence their continued dependence on, or their growing independence of,
the health services. They will influsnce what patients think it is safe or
desirable to do; and hence they will affsct the whola range of daily activities,
at work, at home, with the family and in pecrsation. And they will influence
the patients' morale and emotional status, both directly, and indivectly through
thair effect on the patients' daily liwes.

If this emphasls, on the patients’ own experience and knowledge of their
illness is correct, then there are lmplications for the development of health
and rehabilitation sorvices. At present there ars two relevant trends in
cardiac rehabilitaticn. The first is the emphasis on the psychologiecal nature
of patients' problems, as defined in terms of =nxiety or depressicn. This
leads to the argument that psychiatric interventicon is needed to alleviate
these symptoms. If instead, we accept Garrity’s (1973) evidence about the
close velationship of patients' perception of their health to their morala,
and focus cn what the patients are worrled or anxicus about, then we are
concernad with the Iinterpratation of medical symptoms or events, The second
trend is the emphasis on advice about practical activitvies, such as exerclse,
work or sex. The efforts of the doctor »r adviser are directsd towands
telling the patient in some detail as to what he should or should not do 2
particular stages of his recovery. And, ag we have seen, many of the patlients
want more personal advice or more dstalled advigce. Neow, it may be that the
need for thess two divergent trends, towards psychiatric intervention on the
one hand and practical advice on the other, could be reduced substantially by
attempting first to educate the patient more fully about his illness and its
effects, An educational activity of this kind would provide the patient with
factual knowledge about his illness, its causes and its 1likely effects. And,
most lmportantly, it would teach the patient how to uwnderstand the symptoms he

experiences, and then to relate them to the progress of his illness o the sne
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hand and his daily activities en the other. If this was successful, it would
be a programme that educated patients in self-management and helped them to
achieve the independence that is one of the goals of rehsbilitation. As
Wenger (1975b) has argued: Fuoue.... educational programmes nust be desigped

to enable {coronary patients) to fulfil an optimal role as participants in the

health carse team.™

The second main aspect of the mecovery process is the patients' performancs
of daily activities. The most substantially affected activity was work, Half
the respondents were off work for four months or longer.  Even after they had
returned to work many continued to feel the effects of their illness, in terms
of limitations of the tasks they could do or the hours they worked.  These
things have been studied before; the prasent stuly gives a new signlficance
tu them, because it demonstrates the imporiance attached to their work by the
majority of respondents and the extent of their positive involvement in their
work,  COther activities were affected among a4 substantial number of respondents.
Recreation was affected dramatically during the first thres months or 8o and
fairly substantially frnr the whole of the year after the infarct. This was
to be expecte:d, from cther research studdes; we have detailed the reduction
in physically demanding activitics around the house, such as gardening and
home paintsnance and inprovements, and In all kinds of activities away from
home,  Similardy, we hawe sgen many aspects of daily life at home, such zs

getting upstairs and lifting things, were affected, as was sexual activity.

AlL of those activities are, firat of all, important in themselves. They
were things that thz respondents felt wers important, and things that they
liked dodng. Many of the respondents said that they liked working or that
they liked to be active, Others said that they felt chiigations to work or
be independent. And others, though off aick, were actively involved in
thinking about their work.  Sinllarly, many of the problems anticipated by
regpondents revilved arcund their pessible inability to do thedr job op
particular tasks., But these activities are not only important for themselves.
Work is cbhyvicusly a determipant of many other aspects of daily life, relation-
ships with famlly, workmates and other people; income, hence consumption,
household expenditwe and its concerns and status. Similarly, recreaticn,
sexual activity and the performance of daily tasks at home all are the
chamels through which sccial relaticuships with other peaple are constructsed
and altered. Alterations in these vhysical activities woull have substantial
social effects. Additionally, sach kind of activity would have effects on
the iplividual himself. The performance of enjoyable and worthwhile

activities presumably raises people's worals, their Feelings of well-being and
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their self-ggteem, thus helping overcome some of the psychological prohlems we
have discussed. Furthermore, insofar as these activities ave physically
demanding, the performance of them may increase natienmts’ fitness, thereby
reducing the frequency of symptoms and, perhazs morbidity. In many raspects,
therefors, it is appropriate to consider the performance of everyday activities
a8 an important and central aspect of recovery after myocardial infarction.

In the present study, we can identify a mumber of ways in which the Jdoctors
and cther health service staff presumably influenced the patients’ resumption of
daily activities., First, 2 substantial amount of information will have been
comveyed, both In hospital and afterwards, about the patient's illness and
progress. This will have had both direct and indirect implications for how
the patient is getting on and what he could expect to do. Second, the
progeanme of mobilisation in hospital, and the oversight provided by the
general practitioner afterwards, will have affected the rate of progress.

Third, 2 fairly substantial amount of direct advice was provided, both through
the advice shest and by porsonal contact with hogpital doctors and general
practitioners. This advice covared the amount of exercise to be taken, the
daily routine to be followad, and the kind of activities tc be undlertaken.

The staff were telling the patients directly, but in general terms, what

and what not to do. Fowthly, there will presumably have bsen a certain
amount of more gpeecific diseussion about the patients!' return to work, if only
in the context of signing sick notes. TFor the majority of the respondents
these four activitiss seem likely to have constitutsd the main part of their
trostment infivencing their resumption of dally activities.

If the emphasis on the patients' resumption of everyday activitiass is
correct, then there are implications for the development of health and rehabili-~
tation services. In Chapter One we discussed definitions of rehabilitation in
tarms of the restoratiszn of patients to aetivity. If the focus Alscusssd hare
is appropriste, then the 2Ljectives of rehabilitation should he expressed, mt
primarily in terms of the rastovatisn of physical Ffitness, functional capacity
or the ability to undertake certain levels of asctivity. Rather, the cbjectives
should be expressed in terms of enabling the patient to resume, satisfactorily,
certain specified activities, such as work, houszehold tasks, recreation, sex.
This, however, raises questions about the methods of pehabilitation that are
most appropriate, and hence about the knowledge and skills of those rnroviding
the rehabilitaticn. The dilemma emerpges in the following terms: if a doetor,
or remgdial therapist, wants to return a patient %o a partizular kind of
activity, such as mending his car or going swimming, does that msan that the
doctor has to guide the patismt as to the specific level of exertion and tha
tasks that he should bo undertaking at each point in time?  IFf s, the docter
presumably has to know quite a lot about aach of the everylay activitiaes that
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may be significant in the patient’s recovery, and the way in which the patient
performs than in 4iffsrent civcoumstances. I not, then the doctcr has to find
some morc general way of pguiding the parients, that is based on his medical
knowledge, rather than on inevitably incomplete information absut all kinds of
everylay jobs and activities. In these circumstances, we can identify three

main strategies for the involvement of health service staff in rehabilitation,

(1) Hedical rehabilitation coull focus on the restoration of physical
capacity. This is the primery target of exercise projramumes in ooronary
rehabilitation and much of physiotherapy. The working assumption behind this
kind of therapy is that the restoration of functiomal capacity is usually
a sufficient condition for the resumption of daily activities such as work
and recreation. This may be coppect, but, as we paw in Chagter One, there is
ne evidence avallable to support it.,  Indeed, it is rossomable to argue that
as performance of the astivities of daily living i¢ dinfluenced Ly & variety
of psychoulogical, sucial and economic factors a rehabilitation programme with

a broader base than the restoration of physical fitmess will bs nscessary.

(ii) The rehabilitation could foous on the resuwmption of particular daily
activities. The madel here would be the training of 0ld people, in activitics
of daily living, that is undertaken in cwupational therapy departments, or the
restoration of the capacity to 4o particular kinds of jobs that is undertaken
In industrial rehabilitation units, It is at this point that cardiac rehabili-
tation units, staffed by doctors, remedial therapists and other professions,
coms inty wasideration. A rehabllitation orogeamme, in which the doctor op
theraplst velated his knowledg® of the patient's mediecal condition to detailed
information about the patient's work, home 1if and recreaticon, end used both
% plan the patient’s progress seems in principle feasille. It might however,

be sxpensiva, in terms of staff time zvd attentlicn, in relation to thse benefits.

(i11) Medical rehabilitation would be based not snly on the restoraticn of
physical fitness, but also on the education of the patient, At present,
patients relate information about thelr illness and its e ffects to idsas
akout Whiat thay should be doing, Put only ome susnects with uncertainty and
without much guidance from doctors or therapists as to what thst relationship
should be. The sducatimal programme could aim o help the patient undepstand
the natwe of his particular illness and the principles that should sovern the
relationship betwden his illness and the mumerous aspects of his daily life.

The patient would be the person to apply his understanding in his daily life.
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It is at this point that the two aspects of recovery, which we have
been discussing, come into a close relationship with each other. 0On the
ene hand we have been considering the subjective aspects of the physical
iliness: what the patient experiences in the way of symptoms and what he
knows about its causes, severity and effects. On the other hand we have
been considering the effects of the illness on the patient's daily activities,
and have argued that they are a major aspect of his recovery. In this report
we have been examining recovery after wyocardial infarction largely in terms
of the sufferer's perception of his condition and his activities in his daily
life. If this is & viable model, we presume that the sufferer bases his
actions in his daily life on his perception of his illness, and that his
actions and activities in turn affect both his pervcsption of his state of
health and his "objective" condition., We are, therefore, advancing a model,
that is not simply medical such as doctors ape sometimes saild to hold; nor
iz it simply psychological or sociological; nor does the emphasis fall
exclusively on work and vocational rehabilitation. Oupr emphasis on pecple's
perceptions of their illness. requires contributicns from medicine, psycho-
logy and sociology, and our emphasis on the physical performance of everyday
activities is potentially the subject matter of many scilences and professions.
The focus of the rehabilitation services should be on patients? understanding
of their illnesses and the ways in which they translate this into actien, in

their everyday activities and lives.

However we define a model of recovery after myocardial infarction, and
however we develop the implicationsg for rehabilitation, there will inevitably
be limitations to the effectiveness of rehabilitation services based ot a
gingle medel of recovery or on a2 single objective. VWe have emphasized the
preblems of understanding and the limitations in the performance of daily
activities, experienced by the respondents in the present study. These
were the most significant aspects of pecovery to emepge from our data.
Nevertheless, it ghould not be forgotten that many respendents experienced
cther problems, medical, psychological, social and econcmic. In whatever
form health service rehabilitation is cast, health ssrvice staff must remailn
aware of other problems that their patients experdience, and must he prepared
to communicate and colleborate with other rehabilitation and resettlement
agencies, Whatever model of pecovery and rehabilitation is used in the
health service, doctors and the remedial professions can only contribute

to 8 comprehansive rehabilitation servics.

THE DEVELOPMENT OF REHABILITATION AND AFTERCARE SERVICES FOR COROHARY
PATIENTS - Al :

In the earlier chapters of this report.we have mede a number of specific
suggestions about the development of rehabilitation and aftercare services for
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coronary patients. In the previous section of this chapter, we attempted to
develop some mope general ideas about ths significant aspects of the recovery
process for coronary patients, and began to explore the Implications of these
ideas for the development of services, In this section we will draw this
material together, and attempt to present systematically our conclusions on
the main objective of the study: the exploration of coronary patients' needs
for rehabilitation and aftercare services. We will present our conclusions
gbout the ways in which these services might develop &t the professional level
of the Hational Health Service. First we will review the particular areas

in which developments may be needed, and then we will discuss some more

general implications.

The first area, in which there may be 2 need for the development of
services, iz work. ‘The respondents experdenced a varlety of difficulties
and problems. As a whole, the seriss returned to work later than is con~
sidered desirable. A& fow people falled to return to work at all. Some
became wmemployed. Many people expected that they would have difficulties
in their werk and actually experienced them; these related to the physical
and mental aspacts of thelr jobs. 4 few experienced mlteraticns in their
jobs, such as reducticns in the number of hours worked cr in the tasks under-
taken. And a number experdisnced fairly substantial reductions in their
incomes. In general, it seems likely that these kinds of experience are
typleal of coronary patients in the country as a whole. The problems were
rarely of overwhelming severity for any ope individual., Usually, they did
not seer to demand the full range of intensive, specialised voeational rehab~
ilitation measures. Rather, it seems that there was an aggregation of problems
of secondary importance, which, when teken cumulatively, probably would have
had an appreciable impact on the patient's well-being and econcmic performance.
There was some scope for the development of services to deal with these problems.
This might take the form either of more aggressive medical management in
relation to work, or of the institutiun of routine therapsutic measures in

medical rehabilitation or vocational resettlement.

Second, the respondents experienced many difficulties in the performance
of a wide range of daily activities at home in the eavly months after the
infarct. These activities include going upstairs, lifting, housework,
recreation and sexual intercourse. While the rehabilitation services have
concentrated mainly on prablems of returning patientes to work, these other
activities are also important. FPipst, they are important to the patients,
and contribute significantly to their personal welfare and family life.
Second, they are the activities through which the patisnt builds up his
strength in preparation for his retum to work. These activities have been
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inappropriately neglected by the rehabilitation serviges. While not wishing
that the health service should run patients' daily lives for them, we can
suggest that, if more attention were paid to these daily activities, there

might be substantial benefits In terms of patients' overall racovery.

Third, w¢ have seen that many of the respondents would have liked more
informaticn or a2dvige about their illness or Its =ffects. A large number of
topics were identified: the causes, nature =nd severity of the heart attack:
progrosis; treatment; exercise; vwork; and other daily activities at home.
These were direct requests for information by the respomdents. It is not clear
that the provision of this information would necessarily improve their recovery
as measured in medical or functional terms. But, 1f the right information and
advice was provided in the right way, then it might increase the patients’ capa-
city for self-management, reduce their dependency on the health services, and
enable them to make the most of their own state of haalth.

Fourth, many of the patients experienced some emotional distress.  This
was revealed partly through feelings that they were making poor progress in
their recovery, and partly in response to direct questioning about worry and
unhappiness. On the whole, the distress was focused around the illness and
prospects of recovery. More study is needad in this area, but it is at least
arguabls that a psychiatric interpretation of those preblems as "anxiety™ or
"depression” is inappropriate. If this is correct, e three-pronged attack might
be the most effective: more effective medical treatment of the symptoms and
other after-effects of the heart attack; helping the patient to understand
his heart attack better; orlentating the patient more towards recovery and
the resumpticn of dally activities. In these terms, medical care and the

rehabilitation services may help deal with problems of emotional distress.

In addition to these particular areas in which some development of

services may be needsd, there are some more general implicatioms.

First, there is the guestion of the chbiectives of pehabilitation, We
saw in Chapter One that the cbjectives of medical rehabilitation tend to
be aexpressed in terms of the restoration of physical Ffltness or functiomal
ezpacity.  And yet doctors and therapists are often equally involved in
patients’ performance of particular activities of daily living, such as work
and housework. The emphasis in this report has been on the resumption of
particular activities and the restoration of patients' well-being. Because
the restoration of physical fitness is no guarantee of a full recovery in
this wider sense, it is essential that doctors and others invoived see the
averall objectives of rehabilitation in terms of patients' daily lives and
circumstances., Only if they de so.will thelr own contributions be effective

and their relationships with other staff satisfactory.
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Second, we may note several aspects of vecovery which complicate the
rehabilitation task, First, we may recall the variety of people's needs
and problems. In discussing their work, lives at home, their worries and
their needs for advice and information, the respondents all had individual
concerns that related to their particular circumstances.  Second, many of
these problems emerged not in the acute stage of the illness, but later when
the patients had returned home and wers facing real-life situations and demands.
Third, many of the difficulties either persisted for several months after the
acute spisode or emerged later on with variations in the patient's medical
condition, All of these faectors make it essential that these providing
pehabilitation and aftercare do not simply provide a standard programme of
services, but assess, and respond 1o, the needs of individual patients wherever
they arise,

Finally, we may comsider the implications for the work of the professional
staff involved. Corenary rehabdbilitation programmes are probably usually provided
directly by doctors at present. The main lead has come from cardiclogists,
with considerable attention being paid to the monitoring and assessment of
physiclogical aspects of patients' cardiac performance. Thers has heen a
growing interest among cardiologists in rehabilitation during the last few years,
and some are closely invelved in the personal and social aspects of recovery. If
this trend continues, it would be sensible to huild on this position of strength
and develop doetors' involvement in coreonary rehabilitation. In this report
we have discussed the extension of ideas about coronary pehabilitation from con-
cern with functional capacity to concern with the activities of everyday life,
and from programmes of physical exercise to programmes of exercise and education.
In these circumstances cardiologists, and other physicians whe provide the medical

care after the acute infarct, may wish to develop their work in several ways.

(1) By helping patients understand their illness and its likely

effects better.

{ii) By attempting to overcome more of the worry and distress felt by
patients.

{iii) By early identification and discussion of possible employment
problems, and early referral to the appropriate agencies.

(iv) By encouraging patients to undertake more activity at home
during their recovery.

All of fhis would imply that doctors should see recovery not only in terms

of physioclogical processes inside the body but also in terms of the patient's
outlock and performance in his normal daily environment. It would mean that
cardiologists would need to develop expertise in the psychological and social

aspects of illness and recovery.
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%3 cardiologisfs take more oFf 2 lead in developing broader aspects
of coronary rehabilitation, this would affect their relationships with other
staff and agencies, Perhaps the most sensitive area would be relationships
with general practitioners. Specialists sometimes feel that G.P.s are out
of touch with current trends in a specialty and that they do not complement
specialists' work satisfactorily. General practitioners gsometimes feel that
they know more than hospital doctors about the patients’ home lives and that
they are best placed to provide care for the whole person. Discussion of
these problems should precede developments in corcnary rehabilitation. Equally
important are the relationships betwsen wedical staff on the one hand and social
workers and employment sgencies on the other. The need is for the early ident-
ification and assessment of problems, easy and quick referral, and ready
co~operation. These contacts may be provided by hoespital social workers and
hospital resettlement officers, but the effectiveness of these staff in rehabi-
litation has not been proven. In any case, hospital is only the starting point
of the recovery for corcnary patients; the need for collaboration extends also
into patients' home and working enviromment. The development of comprehensive
coronary rehabilitation would involve cardiclogists more with other staff and
agencies, both inslde and outside hospital.

FURTHER RESEARCH

In thiz section we shall consider what further research may be neaded.
It is obviocus that a multitude of particular questions arise from a research
study of this kind. & simple list of research questions would overwhelm the
reader and provide no help with assessing the relative priority of the different
items. There are four maln areas in vhich research, of interest to D.H.5.5.,
could be developed.

First, there are questions azbout the different aspscts of recovery after
myceardial infarction and the causes of particular problems.  These guestions
are very important in the development of coronary rehabilitation services,
because the answers will help us understand more about the difficulties and
problems which patients face and with which the rehabilitation and aftercare
services have to deal.

(i) There are guestions about the symptoms and other medical events
that occur in the months following a heart attack, How does the classification
uged in this study, and the prevalence reported here, compare with other studies?
To what extent does the occurrence of symptoms and other events account for
patients’ incapacity, low morale and feelingsof lack of progress?  How would
doctors asgsess the significance of these events? Do these symptoms constitute

a nead for more medical care?
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(i1} Questions about patients' emotional status after myocardial
infarction. What is the relationship between worry and unhappiness, defined
in broad terms ag in this study, and more navvowly defined psychiatric disorder?
Why do some people experience emotional distress and others nct?  Why does the

prevalence change through time?

{111) Questions about patients' knowledge and understanding of their
illness and vecovery., More research is required te establish what, in fact,
pecple do know and believe about thelr illness.  Then quastions will arise
about why some kunow more than others and why pecple believe different things;
and about the ways people use their knowledge and the ways in which they
translate it into action and activities, such as taking exercise or returning

to work.

(iv} Questions sbout patisnts' resumption of work after myccardlal
infarction., What is an apprepriate target, in terms of the proportion of
patients returned to work by say two or three months after the infarct?

What are the causes of variations in work experience - the patient's medical
condition, his psychological state and perscnal sutlock, his mocial relationships

at home and work, his economic environment?

{v) Questions about life at home after myocardial infarection. If we
have reasonable data about the difficulties exwperienced and the resumption of
activities at home, questions arise about the relationship of these with other
aspects of the patient's recovery. Does the resumptlon of activities help or
hinder improvements in the patient’s medical condition and mental state?  Does
it help or hinder an early return to work? If these activities are significant,

why do some people mzke bhetter progress than others?

{vi) We have a Ffairly good idea of the prevalence of particular problems
and difficulties, nmuch less work has been done to examine the causes. In
particular, when we are considering recovery in its broad persenal and social
aspects, studies are needed to examine the relationships between moedical,
psychological, social and economic factors that cause particular problems.

Is it possible to develop coherent models of the recovery process, that identify
the interrelationships between differant aspects of racovery? Only when we
have knowledge about the causes of problems can rehabilitation services be
planned rationally.

The second main area for research concerns not so much particular diffi-
culties or recovery in themselves, but the relationship between these difficulties
and "needs" for rehabilitation. These guestions constitute the logical
foundation on which all proposals and plans for the development of rehabilitation

seyvices are bullt.
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(i) There are questiong about the nature of corenary patients® needs.
Would, for example, 2 broader more systemetic search for particular effects of
the illness identify unsolved problems that were not identified by the Grogono
Index? Is it possible te obtain a deeper un&erstanding of the relative
importance of different problems and hence of the relative priority of different
needs? If people have such individual problems, and such varied combinations
of needs, as seems possible from the present research, how do we best plan the

provision of services to meet those needs most sensitively and most efficlently?

(i1} There are crucial gquestions sbout the definition of needs, i.e. questions
about the procedures and rationales used to translate statements about particular
difficulties or problems into statements about the skills and tasks needed to
solve the problems. There are gquestions zbout how this is done at present by
laymen and by professional staff., Why, for exemple, do many patients express
a desire for more knowledge or advice, and others do not? Why do a few patients
express a desire for more help in returning to work but others do not? Why do
doctors, by contrast, ses veturning to work as a priority area? If returning
to work is & problem, what kind of services ars needed to deal with it -~ medical,
physical rehabilitation, psychiatric, vocational resettlement - and how do we
judge which is needed? Underlying these issues there are guestions about the
knowledge and beliefs of different pecple about the nature of the problems they
are facing and the effectiveness of particular remsdies in dealing with them,
When we have more knowledge about the ways in which these judgements are made
at present, it should be possible to Indicate with more realism the criteria
on which needs should be judged in Ffutuve,

The third main area for research concerns the nature of the rehabilitation
and aftercare services. The main lack is of basic descriptive and gquantitative
naterial, on which to build our understanding of how the services work at present.
It is only on the basis of 2 clear knowledge of current practice that sensible
plans and policies, whether they be for example to increase the role of the
remedial professions, or to shift the emphasis from physical exercise to advice
and education, can bae created. And it Iz only when we know in detail what
services and treatments are provided that we can say which it is most important
to evaluate in terms of their effectiveness in promoting patients' recovery.

Two main sets of questions arise from the present study.

(i)} There are questions about the contributions of different kinds of
staff to the recovery process. In what ways doesg the routine medical and
nurging care provided for coronary patients contribute to their yehabilitation?
In what ways are general practitioners involved in the solution of medical,
personal and social problems after patients' discharge from hospital?  What
13 the relationship between the emoticnal and interpretative role claimed by
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social workers, and patients' and docters' views of what scclal workers do?

(ii) There are particular questions zbout the extent to which doctors,
and others, contribute to aspects of rehabilitation and recovery that arise
from but are not exclusively concerned with disease, illiness and health. Do
doctors believe that they should know and be concerned about aspects of
patients' daily lives, such as work, recreation, and family relationships?
What do doctors and other people do about problems in this kind of area, both
in terms of the general attitudes they convey to patients, and in terms of

specific advice they give or theraples that they provide or recommend?

It is only with this kind of knowledge that professional policles and

health service plang can be developed coherently.

The fourth main area for research is the effects and the effectiveness
of rehabilitation services., If the services do not achieve thelr chicctives
they are not worth having. If we know mere about the ways in which the
services promote patients' well-bsing and recovery, then we can say which
services should be developed Further and whers there are likely to he gaps

remaining, There are three sets of gquestions.

(1) There are questions sbout the ways in which patients react to and
take action upen what is provided in the form of rehabllitation services.
Patients may undertake strenuous physical activity under the direct guidance
of remedial staff, but do they transfer it tc their everday lives and continue
it after the rehabillitation programme has ended? Patients may receive advice
about taking exercise and acknowledge that it is useful, but do they follow it

in practice?

{ii} There are questions abcut patients' satisfaction with the services.
It is known that people in Britain are gonmerally satisfied with health services;
but we have shown that pecple may be dissatisfisd with particular aspects of
their care, such as certain items of advice and information, social work,
disablement resettlement officers. Why is there satisfaction in some areas
but dissstisfaction in others? Is there scope for more systematic use of
patients’ assessments of services to help identify problem arsas and develop
priorities in new developnents?

(iii) There is a clear need for thorough evaluations of a whole range of
rehabilitation treatments and services. The coronapy rehabilitstion programmes
that need to be evaluated include programmes of physical exercise, education
and advice, psychological or social work intervention, vocational rehabilitation
and comprehensive rehabilitation. In each evsluation it is important that

recovery is measured in a number of different ways: the patient's mediesl
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condition, as assessed by a doctor, and as assessed subjectively by the patient
in terms of his symptoms and progress; physical fitness and functional
capacity; the patient's well-being and emotional or psychological status;

and the patient's performance of daily activities, such as work, recreation

and housshold taske, and his subjective experience of problems in these
activities.
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APPENDIX A

Advice Sheet Distpibuted to Mvocardizl Infarct
Patients In Xent and Lanterbury Hospital

Az a result of your heart attack a part of the heart muscle has been damaged
temporarily. This has already healed but it is prefergble not to make any undus
demand on the heart for the next fow waeks.

This guide is to help you plan your activity when you leawe hospital.

It has been suggested that the first two weeks following your discharge
from the hospital be an extension of your hospital routine, i.e. you should rest
following breakfast and two hours following lunch. You may clivd one flight of
stalrs par day, but on the whole you should take things gently snd relax at home,
preferably wearing your nipght attire.

e

In the third week you can move about freely in the house and if feeling

well you may go for short walks.

In the fourth week the amcamt of exercise may by increased gradually,

i.e. you may take longer walks, but at a gentle, sven pace,

The fifth and sixth weeks should be geared towards preparing yoursalf for
a return to your normil reutine, sc if pessible, may wa suggest that you take

a relaxing holiday.

It shouwld be emphasised that if you are a smoker you ghould stop smoking
altogether., If you arse overweighf the doctor in charge of you will instruct
you regarding welght reduction.  Alechol may be consumed in modevation. For
the first three months it is not advisable to subject yourself to the stress of

driving. Sexual intercourse may be resumed normally vwhen you have returned to
your normal physical activity.

A1l patients are encouwraged te rveturn to their previous ccoupatieons, or in
the case of a housewife to normal household activity, but obviously there are
some exceptions. The dootor in charzs of you and your own general practitioner
will be sble to mrovide further guidance on this oint.

Exercise is gpoouraged but gshould be kept within personal Yimitation., You
should st go beyond the first signs of fatigus; exercise such as swimming,

cyeling, golf and walking are recommanded, whereas lifting heavy static obiects

is discouraged. This exsrcise should of gowrse be in moderation, commensurats

with youwr physical welli~being and should be regular.
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TABLES

Table 1.1 {(a=~i) Time of Return tc Work after

Myocardial Infapction, British Studies

{a) Eharland (1984) London

Months after Proportion of Series
K1 At Work

3 55

73

| 82
: 12 86
! ;
i i

{b) Wincstt and Caird (1956} Oxford

Hesks after Proportion of Series
Admission Returned to Work
%
6 3
13 58
2L 78
27 83
52 ; 88
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(2} OGroden (1967) Glasgow

Honths after Proportion of Series
Raturned to YWork
M.I.

%
3 as
L 56
5 581
& T3
7 75
iz % 75

H

i

{4} Harpur et,al, (1371} Chelmsford

Weeks after | Proportion of Series
Admigssicn Returned to Work

%

4 1

24

12 L

16 73

24 7

28 81

32 g2




158

(e} Royston (13972) Baruet

Months after i Proportion of Berxdes
Admigsion Returnad to ¥Work
%
1 23
2 77
3 90

{(f} Cay et.al. (1973) Edinburgh

Time of Tropertion of Series
Follow=-up Raturned o Work
%
i
4 months &3
12 months 78 i
;

{g) Shaw and McNiven (1974) Glasgow

Months after Pooportion of Series
Raturned €5 Work
I,E‘I.

%
523
b

| - - - -

! 3 74 E




(h) Xushnir et,sl, (19753)
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Hull

Months after Proporticon of Series
Digcharge Returned to Work
%
1 X
2 24
3 52
4 % 55
5

(i} Finlayson and MeBwan (1577) Dundes

Honths aftap

Proportion of Series

i Admission at Work
f 3

& 77

12 H
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Table 2.1 Sex and Age

. Heo, of Hespondents
Ags
Mala Female
tndar 40 k1 o
BO - Ly L 3
£8 -~ 4§ 12 O
50 -~ 88 15 2
5% « 5% 17 &
Total 87 )
Table 2.2 Household Composition
Housghold N,
Composition Regpondents
Lives alone 1

Lives with:

Spuuse only 20
Spouse + 1 child g
Spousa + 2 children 11
Spouse + 2 or more children 7
Spouse + others 3
Sibling 1

Total ' 52
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Table 2.3 House Ownership and Type cof House

Ownsrship i
Typa . . 3
Qv L&, Private Tied to :
P oecupied rental rental employment  Other Total
Detached house 1 0 G 0 5
Semi~detached house 7 0 O 0 15
Terraced house 4 O 1 8] 1L
Bungalow 15 0 G 1 i 18
Flat G 0 2 1 0 3
other o a o i 1 2
|
Total ; 33 12 2 g 1 54
Tahle 2.4 Behocl-lsaving Age
hge : oo Respondants
:
Less than 1 3
14 it
15 &
156
17+ 4
Tutal ; 52
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Table 2.5 Educatiznal and Occupational Qualifications

I
s ot . : Ka,
Qualification g Respondents
Fducaticnsl
A~laval or less
Mopre than A-level i
Qoeupational
Craft or technical 15
Profussiconal 3
§ Hone 3z
Total 52
Table 2.8 Soccial Class
Social Cluss Respondents
No. %
¥ Precfessicnal a )
1Y} Intermediate 13 25
ITIN Skilled, non-manual 8 15
ITIH Skilled, menual 14 27
IV Partly skilled 12 23
; Y Unskilled ; 2 i
i
Total 52 100
H
1
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Table 2.7 Econemic Position at Time of Infarct

Econcmic Ho.
Position Respondents
Self~employed 5
Employee §2
Hougsewife 2
Hot employed 3
‘ Total 82
i
Table 2.8 Estimate of Proporticn of Survivors with

Different Copopary Prognostic Index Scores

(Norpis et al, 198%)

. o
Score Ko, ‘ Hcrta;ity in Survivors
Cases Each Group E No. %
< n '% 1o 3 128 23
4 - 5,99 200 g L1os 34
& - 7,99 159 23 122 22
8 - 9,99 130 i 39 79 14
10 ~ 11,89 58 i 65 22
12+ ; 72 ; 78 5 3
: T
Total 757 * 519 100

Table 2.9 Coronary Propmostic Index Scores

Subiects

Senre Ho, ' 4
< 4 16 36
- 7,99 g 20

8 - 9499 l
10 - 11,99 & 0
L3+ 0 O
Total i L4 160
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Taple 2,10 Symptoms and Illness since Previous Interview

Symptom ov N¢. Respondents
Lliness 2nd 3pd Wth 5th At any
interview interview intepview interview intepview

Heort 19 22 24 25 34

Felaoted to heart & 11 3 6 20

or tregtment k

Other 10 12 17 14 ] 3y

Toral with any

of these 28 31 a5 35 g7

Total Respsndents 52 ke &7 L ! -~ 1
; :

Tahle 2,11 Number of Ressondents Reporting Symotoms op Bvents,

Dirvectly Connected with Heart, Experianced since Crevicus Interview

No. Respondents
Symptom op Znd 3rd 4th 5th At any
Event interview interview interview intesrview interview
Heart sttack 2 1 3 2 1
Cardiac arrest 1 o] 0 0 1 1
Angina; '
Pain in chest, ars B 13 g 1y 25
Palpitations;
Heart "flutter”,
racing o 3 1 1 2 6
Braathless;
Short of breath L 7 7 7 17
Tired : 4 5 3 & 19
1
Weak 2 1 1 1 | 5
- %
Ill~defined ! 2 2 1 g ; 5 ¢
Total with any of these 19 22 24 25 34
' :
Tetal Respondents _ 52 48 LY 44 -
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Table 2.12 Number of Respondents, Ideptifying Illnesses or Symptoms,

Related to the Heart or Treatment, Exnerdienced since Previcus Interview

No, Hespondents

Iliness or
Symptom 2nd 3rd 4th 5th &t any
interview Iinterview dinterview Iinterview | interview
Giddy; Blackouts; Collapsed 2 3 1 2 &
Legs heavy, achs, swollsn 1 i 1 2 )
Thrombi 1 2 O 1 i
Depressed 1 2 o 4
Worrded; anxious;
lack confidence 2 1 5
Tensa, Irrvitable ¢
Othey 1 0
.
Total with any of these f 1l 3 8 20
Total Pespondents : 52 &p 57 44 - 1
: £

Table 2.13 Humber of Respondents, Identifying Symptoms on Illnesses,

Not Related to Heart or Trestment, Experienced Since Previous Interview

o, Respondents

Symptom o
Iilness nd 3rd Leth 5¢th At any
interviaw  interview  interview interview ; interview

Coldy Fluj Scre threat 1 5 18
Headaches 4 2 O i
Othep & & 11 17 28
Total with any of these 10 iz 17 13 3u
Total Respondents 52 L &7 3] -

PR
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Table 2,14 umber pf Respondents Showing Different Peelings

about their Rate of Progress

Progress ¥o. Respondents

lat 2nd Jrd ith 5th At any

interviegw interview  interview  intervis interview interview

Wall 38 27 22 22 22 37
Average ! o 18 1 13 e as
Poorly : 4 9 15 i2 17 32
Total
Respondents E 52 52 ug 7 48 -

Table 2,15 Contact with Baalth Services in Foup Weaks

Before Admission to Hospital

E Reason for Contact
. T Gthep
service Illness Total
Hospital inpatient 1 & i
Hogpital outpatien 4
; General practitioner 13 24
% Other 2 3

Table 2,16 Lensth of Stay in Hospital

No. Ho.
Days Raespondents

8 - 10 8
11~ 13 18
i - 15 9
17 - 19 &
20 ~ 22 2

23 - 25 0

26 - 28 1 ;
23 = 31 4

32+ 3 :

;

Total 52 g
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Teble 2,17 Contact with General Practitioner, After

Discharge from Hossital and Sines Previous Interview

S i
Contact and No. Respondants !
Rgason i
2nd 3rd ith 5th &Y any {
interview interview interview  interview | interview !
!
Heart only 42 43 33 28 52 |
Heart and othar !
illness 3 1 Yy 3 10 1
GOther illnesc only 0 2 1 6 E
1
No contact 7 2 g 11 !
;
j
Total 52 48 47 48 - §
_ ] _ , _ ;
Table 2.18 Outpatient Consultations, After Discharge
from Hospital and Since Previous Interview
Consultation No. Raspondenhis
and Reason
2nd 3rd 4th 5th At any
interview interviaw interview interview 1 interview
Consultation: Heart 1l 39 27 18 80
Consultation: Other
Illness 2 1 3 2 &
Total Respondents 52 48 57 48 -
4 :

Tabla 2.1% Contagt with Rehabilitation Sexvices

Since Previous Interview

I
Sepvice : Ho, Respondents !
; lst nd 3rd lyth Sth At any i
;_interview interview interview interview interview:interview s
Physiotherapy hal ) 0 2 2 12
Social work 5 5 i 3 1 1
Employment services - 1 4 & § i iz E
T
Total Respondents 52 54 Lg 47 48 -




168

Tabls 3.1 Econcmic Position of Respondents at Bach Interview
Ho. Respondents
Eoonomic
Pozition Before 2nd 3rd th Sth At any
illness interviev interview interview interview | interview

Belf-amployed 5 4 4 2 4 &
Employes L2 39 37 34 33 45
Housewife 2 3 i ;3 3
Ratired 2 0 0 2 2
Hot employed 3 & 8 8 13

Total 52 52 48 w7 ng ; -

Table 3.2 Work Positicn of Respondents at Bach Interviaw

;
Work No. Respondents
Position
Befure 2nd 3rd Wit Sth &t any
illness  interview interview interview intevview interview
L.
Self-employed
or employse
: At wopk 40 8] 1z 27 a5 _ 46
i Holiday g 9] 2 3 1 | il
Sick leave 1 43 26 5 1 43
Othar leave U i 1 o i
Housewife P a 2 1 5
Retired E 3 2 2 2
; Not employed 3 6 5 g8 13
Total i 52 52 La 47 48 -
i ;
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Humber of Respondents, Who Said They had Problems

Bacause of Unemplovrant

b1 et

A r” I >
Preblem No AespJndgnts _
Znd Jrd Ltk 53th AT any
interview interview interview interview interview
Ainy problems 8 4 8 13
fo problens O o 0
Total not empleyed 6 5 g 8 13 i
Total Respondents 52 53 u 48 -
Tabls 3.4 Number of Respondents Identifving Different
Problems Associated with Unemsloyment
to. Respondants
Problem 2nd ard Hth S5th At any
interview interviogw interview interview ! interview
E
Lack of money & 4 F g 13
Mentnl distrsss 2 3 5 ]
Future work i G 1 1 §
Othexr o 0 L 1 .
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Table 3.5 Humber of Elisinle Respondents Who Had Returned

to Work after Myecapdiszl Infarction

Respondents

Months zftver Infarct Ne g

3 14 31

& 31 59

g 35 78

12 37 H2

Wot returned by 12 mooths 3 18
Total Eligible Respondents 45 100

Table 3.& Humber of Respondents op 8ick Leave Indicating

Readiness to Heturn to Work

No. Hespondents

Feadiness
nd 3l 4th 5th
intarview intepview interview interview
Ready 13 10 3 5
Not ready 298 16 3

Total on sick leave L2 25 £ 1




Table 3,7

Humbaep of
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Respondents, on Sick Leave but

‘Taady 10

Return to Work, Giving Differont Reasons for Fot Having Returned

Mo, Respondsnta

Haason
_ 2ud . 3rd yrh 5th
interview interview iInterpview intarview
Dogtor says not i2 } G G
Other 1 ¥
Total ready to return 13 kR 3 a

b o e, oMY, A

Table 3.8 Number of Respondents, Glving Different Assessments

2f the Appropriateness of the Timing of thelr Return to Work

Appropriateness of
Timing of Return

M¥o. Respondents

e Work and Apd ik 5th &t =ny
interview intsrvisw  Interview interview [interview

Earlier than should

have done 3 3 1 7
About rvight tims 11 13 & as
Later than nzed have i

done 0 3 1 2 ] 3
Total returned fop

First time 0 1k 17 3 40
Tetal Respondents 2 W3 w7 4 -
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Table 3.8 Number of FMescondents at Each Follow-up Interview
t

Working Different Propovtions of their Pre-Infarct Working Week

Froportion of Pre-Infarct Ho. Fespondents
Hours . 2nd Ird Bt 5th At any
interview interviaw interview interview |interview
Mot at work 52 3 20 1 | 52
- 59% D 3 2 5
70% ~ B9% G o 3 2 4
0% - 1039% 8] 5 18 24 28
110% - 128% ¢ O 1 1 2
130% + g 0 o
! Don't know/
: Kot available | o 3 g 3 8
Total Respondents % 52 48 47 43 -

Table 3.10 Number f Respondents at Work who Identified Alteratioms

in their Jobs since Previous Interview

H¥o. Respondents
Altevaticn
2nd 3nd 4th 8tk
interview interview dintervisw  interview
Alteration - atill altered o 8 g g
Alteration -~ back to normal iy 4] ) 2
Ho alteration G i i3 25
Totsl at work o 12 27 35 ]
i
: i
i
Total RBaspondents 52 48 w7 48
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Tabla 3,11 Number of Respondents, on Sick or Other Leave,
Who Szaid They had Problems with thedr Job

o, Respondents
Problems with Job
¢ nd 3rd th 5th At any
! interview interview interview iaterview : interview
?fabl&ms
In past &) ¢ 0 o
How g 6 2 L 19
Expscted in
future 16 & 3 G 19
Total with problems 21 o 12 5 i 23
Ho problems _ 22 15 1 G 23
g
Total on leave : 43 27 3] i 43
i
E .
Total Respondents 52 45 $7 Ly -
: “

Table 3.172 Number of Reswondents, on Sick sy Other Leave,

Identifyine Different Problems with their Jubs

¥o. Respondents

Problem
nd 3rd §th 5th | At any
interview Interview interview intervisw ] intervieow
Lifting 7 5 i Q 10
Heavy wurk 3 3 2 O 7 §
Hot able to 4o job, §
may lose job 7 H 1 i2 i
Need lighter job 2 3 G 3 g
Travel 3 1 i G i ?
Horpy, stress, %
irritability 3 0 ¢ a 3 ';
Depends on doctors 1 2 3 G 1 ;
Employer's medical exam. | 3 J i 1 3 é
Other i 1 9 & 2
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Table 3.12 Number of Resnondents, at Jork or on Hollday,

Who Said They had Problems with thedr Job

f>. Respondents
Problams with Job ! esponcent
2né 3pd yth 5th &t any
interview intervisw  interview interview |interview
Problems
In past Q 1 9 L i
Wow 1 9 3! 12
Expzcted in future + o o 3 > §
:
Total with problems 9] 2 & g 13
No oroblems 3 12 24 27 33
Total at work op
on holidey & 1u 37 35 45
Totzl Respondents 52 H& 47 we - ;
Table 3.14% HNumber of Resgondents, at Work or on Holidav,
ldentifying Different Problems with their Job
No. Respondents “g
Froblem f
2nd 3rd Lth 5th At any
Uinterview  intewview interview  interview iinterview]
T
!
Lifting 0 2 o ]
Heavy work @ ¥ 2 2 4 E
ot able to do job,
may lose job 0 i o 1
Haed lighter Hob G L Q 1 1
Traval 3 o G
Worry , stress,
drpitability o o 1 5 5 -
Depends on doctors . ¢ 3 3] D i i
Employer's medical exam! o o 3 o o ;
Gther 5 1 1 ) s o2
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Table 3.15 Total Number of Bespondents Identifying Problems

with their Jobs or Emplovyment

Ho. Regpondents

Problem :

2nd 3rd wth 5th At any

interview interview  Interview  interview interview :

In past 6 1 0 1 L '
Now Pl 11 16 17 ¢ A
Expscted in future | 16 5 3 5 19
Total with problems 27 ig 18 i8 37
Ho problens 23 30 28 20 15

Totali Hespondents B2 ug Wy HE -
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Table 2.15 Hupber of Respondents Identifying Any Problems with their

Jobs or Emcloyment at Different Combinations of Interviews

Interviaw
Problems N
Reported at 0.
P Znd 3rd 4th 5th respondents
He intepviews
Sub~total 12
One intervisw only & I
% 9]
% 1
® 5
Sub-total 10
Two interviews only # 2
% * 3
* &
% ] G
# 2
#* % 1
Sub~total 8
Three interviews conly * * & 5
5 * 1
% & 9
# £ 3
Sub~total o
A1l four interviews
Sub-total # #* % ® 7
Total 24 17 19 15 L5

Note: An asterisk in this table and in similar subsequent tablas indicatss

an interview in which a positive reply was given.
table shows that four respondents identifised a problem with their jzb

For swxample, tha

at the second interview only, sad that seven 4id so at all four
follow-up interviews.
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Table 3,17 Number of Respondents with Different Levels of

Personal Income (after deduction of ¢ax and national insurance)

Ho,. Respondents

Incoma
Pounds per week Befube 2nd 3pd Hth 5th
illness interview interview interview interview

Not answered, don't know 3 5 4 & 5

Housswlfe 2 3 2 1 1

More than £0, but less then £20 & 9 ] 8 5

£290, © ¢ "£u0 24 25 20 i3 18

g, 09 o £B0 11 7 10 11 1z

£60 or more 7 3 i 2 &

Total Respondents 52 52 48 47 42

Talle 3.10 Bumbar of Respondents Whose Post-Infarct Income was

Differsat Proportion of its Pre~Infarct lLavel

Post-infarct Income Ho. Respandents

as % of .
i o ng Jrd th $th At any
Pre-infarct Income interview intervisw intsrview Interview ‘interviaw ;
- BY & 3 3 1l

50 ~ 89 <) 3 14
70 « 438 i 5 5 1L
g0 -~ 108 24 21 1a 11 a3
110 - 12% 1 2 6 18 17
130 ~ 149 i
150+ o 2 2 3 i
Total for whom
data availlable 44 42 Ity 432 -
Total Respondsnts ; 52 4E wy We -
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Table 3.19 RNumber Of Rsspondents Who Sald They had Problems

because of the Effsct of their Illness on their Income

No. Respondents

Problem nd 3rd 4th Bth it any
interviaow  interview  interview interview [intarview
In past g 0 3 o 3
Now ic 12 12 13 24
Expected in futurs 1% b 2 i 17
Total with prollems 26 16 17 17 32 :
He problems 32 32 30 31 20
Total Respondents 52 48 57 48 -
Table 3.20 Humber of Respondents Identifying Future
Preblems with Incoms
llo. Raspondents
Froblem 2nd ard 4th Sth | At any
interview Interview iInterview iInterview linterview

Reduced sick pay 0 2 O : 3
Using, used up savings 0 Vi
¥ot encugh to live on,

difficult to menags

in peneral & o o o i 3

!

Reduced expenditure, i
consumption 1 0 o Q 1
Difficulty with specific

items, bills o 0 1 i
Hore axpense i g a G i3
Worry, stress g A 1
Other, not cleardy

specifisd & 1 G 2 f

i i




Table 3.21
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Humber of Raapondents Identifying Current

Probhlems with Income

Ho. Respondants

Problem
2nd ard 4th Bth At any
interview intervisw interview interview interview
Reduced sick pay 0 0 0 ¥ 0
Using, used up savings A 2 1
Not encugh to live on,
difficult to manage
in general 2 i 2 3 7
Raduced expenditure,
consumption 5 & 5 g 18
Difficulty with speci-
fic items, bills 7 5 b 7 15
More expense 3 3 2 2
Worpy, stress 2 Q 0 0 2
1 i 1 Q 2

Other, not clearly specified
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Table 3.22 Number of Respondents Identifying Current Problams

with thelr Income ot Different Combinations of Interviews

Froblems with Interview !

Incone ! No.
Reported at 2nd drd 4th 5tk | Respondents

¥o interviews, Sub~tutal _ 23

One interview only * ; 1

" ’ o

" i

3 8

Onz interviesw Sub-total i 8

Tuo interviews only L # ; 2

£ & O

% # 1

% ] ; 1

¥
.
B £

# %

Two interviews Sub~tctal ; 6
Thres interviews only % i % 5 3
it % 3 1

) % % 1

14 o 3 2

A A H

Three intepviews Sub-~total 7
Four interviaws # # # & ; 1

Total 10 10 iz 13 ! 45
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Table 4.1 Number of Respondents, at Fipst Interview, who said
They Expected to Undertske Specific sctivities
When They First Left Hospital

Activity g No.Regpendents Saying
A little Some or 2 Lot
Jobs around house | 7 i
Exercise : 12 & !
Physical recreation i i
Other recreation 7

Table 4.2 Number of Respondents Repcrting
Difficulties around the House

? Ho. Respondents

~ Difficulty 2nd 3rd ith 5th | At any

} interview Intervisw interview interview iinterview
gﬁespondent nat at hﬂm&§ 2 Q 0 a % 2

| any difficulty 28 26 25 27 [ouy

%ﬁa difficulty - ? :

- not doing anything | 13 3 2 i S &

| Ro difficulty ! g 19 20 26 .28

Total Respondunts 52 44 47 Lg
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Table 4.3 Humber of Respoendents Reporting Difficuities around

tha House, or that they were not Doing Apything arcund the House,

at Different Combinations of Interviews

Intapview j Yo
d A []
Reportec at Regspondents
2nd ard Yih Sth

Ho interviews, Sub~total y
One interview only * i 8
* ; o

# ' 1

& 1

One interview Sub-total 3
Two interviews only & # t 2
% : s

# & 2

£ 3 1

# % O

5 & § 1

Two interviews, Sub-total % &
Three interviews only % # # : b
& % 5

& E I 3

# o 5| 1

Three intervigws, Sub-total % 113
Four interviews & % ® * é 14
Total 36 27 25 27 1 45
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Table 4.4 Number of Respondents Identifving Difficulty in

Different Activitiass Around the Houss

Kind of Difficulty

No. Respopdents

2nd Ird uih 3th At any
interview Iintervisw interview interviaw jinterview
Everything 13 6 7 23
¥Must things 3 1 1
Staips 2 1 2 2
Lifting 3 10 8 i 18
Other functionzl sotlvities 3 3 5 ¢ 15
Housewsrk : ) 4 1 2 g
House pepairs, etc. 12 12 g 24
Other cutside activities 5 11 7 13 23
Cther 1 2 2 2 7
Total Respondents 52 48 47 48 -
Table 4.5 HNumber of Respondents Peporting Difficulty
and Problems with Staive
No. Respondentis
Difficulty with Staivs 2ad ard th 5th | At any
¢ interview interview interview interview ginterview
i
Difficulty but nos problems iz 9 i 3 § 17
Prohlems arising frowm
difficulty 3 2 2 5 § 9
Total with Jifficulty 15 11 12 1w 26
Total Respondents 52 L] 87 43 -

arakanp ue
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Table 4.6 Humber of Respondents Reporting Different

Ways of Coping with Stairs

Method of Coping

¥o. Ressondents

2nd 3rd hth Sth
interview interview Interview  interview

Go slowly 11 5 12 1
Feduce use :
Don't usea [ 11 :
Moved bed dowmstalrs 2 2 G ;
Beught bed for down- :
stairs 1 :
Othar 1 %
Other 2 o 0 0 i

Tatal Respondents 32 43 47 44

Tabla 4.7 Humber

of Regpondents who Identified Different

Humbers of Srpare~time Activities

Humber of Spare-time Ho. Respondents
Aetivities Before 2nd ard Bth 5th
iliness interview interview intervisw intepview

@ 3 L G 3

1 15 6 10 7

2 § 16 6 10 5

3 Y 12 15 13 19

: b § 10 9
§ 5 I 4 4 3
g £ Or morse 8 2
Tetal Respondents 52 52 Wa W7 48
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Table 4,8 Nusbar of Bsooondents whe Identifisd Different

Numbers of Spare-time Activities Undertzken in Diffsrent Places

Location and 5 ¥o. Respondents %
Hupmber of : :
Aetivities i Baefore ptel 3rd ith 5th ;
¢ illness  interview interview intarview  interview ;
In the home § %
0 on 13 18 15 17 ]
1 I £ 12 15 1 12 ,
2 : 18 12 10 11 §
* 3 | 7 1 1 B :
4 2 1 ¢
Around the bome :
o 13 30 18 13 15 %
1 27 20 17 29 25 ;
2 12 2 10 6 j
3 0 3 0 1 §
H o o o o §
Away from home
O 9 46 23 22 23
1 2% § 1l 15 Iu
2 15 Q B g 3
3 5 o S 2 2
L 2 0 G
Total Respondents 52 52 B4 17 ug
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Tablo 4.9 HNumber of Respondents Undertaking

Different Spare-time Activities

No. Respondents

Aetivity Befere 2nd ara bth 5th
illness interview interview interview interview
Hene O 3 1 a 3
In the bome
Housework i 3 g 3 3 ;
Do~it-yourself é
{e.g. decorating) ¢ 18 1 8 13 13
Crafts {e.g. sewing, knitting) E 3 5 5 1 3 E
Avts (e.g. music, painting) i 2 3
Games (e.g. Jjigsaws, cards) ; 5 3 1
Other pastimes (e.g. cposswords, ? é
pets) : 4 b Y ) 4 :
Reading 5 32 23 14 W
Listen toc music, T.V., padio 3 1 18 11 12
Eat, drink 2 0 G o a
lettars, telaphons i 6 6 P 1
Visiters, family G 2 O 1 1
Gthers in the home 2 1 1 i
Apownd the home
po-it-yourself {e.g. cars,
outside repains) 11 2 7 & %
Gardening 27 5 1g 1z 24
Halks : 13 1s 22 21 12
Other arcund the home L0 1 1 o 1
%
Away from homa
Volumtary work & 0 Z 3 2
Arts (e.g. dance, sing) o o 2 3
Sports: participate 18 1 6 8 3
Sports: watch : 1 3 1 3 §
Games ; & 1 3 " ;
Other hobbies (e.g. collect, i
nature study) ‘ U 8] 1 * 2
Drive, trips é 14 hi 145 o
Clubs, pubs, drink E iz 2 1 3 4
Other away from home ? 3 1 3 7 &
Total Respondents L 52 52 o u7 45
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Table 4.10 Number of Respondents Commenting upon the Nature
or Leval of theiy Spare-timg Activities

¥o. Respondents %

Level or Hature %
of Activity ! Bafore 2nd ard 4th Sth i
illness interview interview interview interview

Making progress, getting

back 1o nermal ¥ 4 i
Relax 4 4 3 2
sitting C 0 7 4 3 2
Restricted activity, taking% , ;
it easy, not dolng much | o ) g :
Doing nothing 2 15 g g 3
Total Respondents : 52 52 | 48 7 47

Table 4.11 Number of Respondents Making Copments that Showed

thelr Attitude towards or View of their Spare-time Activities

No. Respondents
frritude Befove 20d 20 Wh Sth %
illness interview intervisw interview interview {
; | |
L Enthusiastic : o o 2 E
Bored, dislike activities : 3 1 L
What should I do 1 G o i

Unable to concentrate, | é
can't be bothered : & 3 1 o 0 *

Can't do much, illness
ragtricts activities,

nothing too energetic | s 1 ) 3 5
Not allowed o do speci- |
fic items : * 1 1 o 1

H

| Tetal Respondents P52 52 ks

pwe

47 Bg

;
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Table 4,12 HNugber of Respondents who Identified Different

Domestic Alteraticns or Dearrensements duse to their Illness

§ Ho. Rasoondents
Alteration ; ist 7nd 3rd 4th 5th .
interview interview interview interview intervigw

Cthers staying off work f g L7 1 2 1l
Interfered with others' work | 0 - 0 0
Tthers going out to work 1 2 O
More work for others é 3 $ 0 ¥
Othere come in to help E‘ 2 2 0 3
Others come to stay § 2 3 1 0 2
Moved Led downstairvs ‘ G g L i G
Installed ¥W.C, or bathroom

on different floor G 0 O 2
Other physical alteration 0 2 0
Jther 1 o 1 1 G
Total Respondents i B2 52 i 47 42

Table 4.13 Number of Respondents who Identified Unmet Needs for
Domestic Alteraticns or Resrrangements due to their Illness
K. Respondsnis
:"; 141 Toaodad
Alteration Heode 20 ad yth Sth
interview Iaterview  dinterview interview

W.C. e bathroom on different flocr § 2 1 G o
Lift, no stalrs cr bungalow : S G 3
Help with specific activities 1 0 1
Other 2 1 o 3 ’

Total Raspondents 52 ug 47 48
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Table 5.1 Respondents' Scopes on Grogons Index

Seore and Lavel No. Raspondﬁnts
of Incapacity 1st 2nc ard Sth 5th j
interview interview interview interview Interview }
3 Hone _ s 5 2 3 i ;
1-5  Little , 9 12 2 27 25 :
5-10 Mederate 33 32 24 15 L g
11-15  Severe 15 B 2 1 §
15-20 Very severe g 8 G { %
Total Respondents 52 52 50 g7 §g ;
¥ean Score 0 g & 5 5 %
Table 5.2 Respundents' Work Positiun and Scores
“n Brocons Index
Hork nd interview § 3rd interview 4th interviaw | 5th interview
Fosition No.reg- Av, i No.res~ Av. [Ho.pes- Av. | No.res~  Av. |
pondents scove | pordents score. pondents score | pondents score |
Self-employed or
employee
At wark Q - 12 ) 27 3 35 g
Holiday 0 - z & 3 4 G -
Sick leave 43 7 26 7 5 7 1 13
Uther leave ; & - g 1 2 E Q - -
Housewlfe E 3 8 g 5 % b 1 8
Retired L0 - 0 -z g 7
Not employed : 6 7 7 8 6 10
! ! 1 i

R |
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Table 5.3 Respondents’ Scores on Grogono Index

Heighted for Importance

Secore and Level of

Ho. Respomsients

Incapacity lst Z2nd 3nd Uth Sth
interview intorview interview interview interview
0 Home Q o 2 3 b
1~ 10 Littls 12 15 15 23 24
1l - 20 Modgpate 539 2g 26 20 15
21 ~ 30 GSevers a 8
31 ~ 40 Very severg 0 G
Total Respondsnisz 32 52 48 b7 48
Mean Score 14 hE: 11 ] 1G
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19d
sSurber of Respondents Identifying Different Levels

=f LEifect of TNOLP LLINess on LSpects of

Personal Life Includsd in Srozono Index

Item

iavel of Effsct

lst

No. Respondents
2nd ard

4th

Sth

interview interview interview Intepview intervisw

Work or Usual %COmQEEYE interfarence 47 W7 24 12 11
Daily Tasks  s1ight interference 5 20 22 24
No Interference o 0 b 13 13

Complete interforence a7 32 19 9 10

Recreation Slight interference 9 16 19 27 25
He interferonce 8 4 10 11 13

" Sleep | Complete interference 8 3 i 0 p)
| Slight interference 16 22 22 13 20

‘No interference 30 27 25 34 25

Eat and Enjoy | Complete interference | 5 3 3 0 1
Food Siight interference 15 13 9 10 11
No interference 32 36 36 37 36

¢ Pass Water or Complate interfersnce | o 2 2 e o
Hove Bawals | 5light interference | 20 5 3 3 Iy

: No interference 32 us 43 Wi Hhiy

Communicate i Complete interference 0 0 G 0 1

with People ' Slight interference 4 i 8

No interference i 83 44 3% 42

:;Depend on Others Complete dependence & 1 0 G 1
: for Washing, . . .
| Feeding, Moving Siight dependence 22 11 O R
| or Dressing No depandence 24 4o 45 47 45
Sex Complete interference 33 28 12 & )
Slight interference i 16 is 14 18

No interfersnce 18 14 21 27 26

i Discomfort Savers 2 3 3 3 &
{ Pain or . - \
 suffering :Slzght 20 26 26 23 2%
 Home 30 25 19 21 21

Horey op Severa pES g 5 5 L)
Unbappiness  lgiignt 17 24 2 26 22
‘None 25 20 19 17 21

Tetal Respondents 52 52 48 L7 Lé
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Table 5.5 Number of Respondents, Identifying thedir Iliness as Having a
Complete op Slight Bffect on Bach Ttem in The Grogono Index,
Who Baid it was of Different Leovels of Importance

Item Level of Ho. Respondents
Importauce T 1st 3rd 4th 5¢h
interview interview interview interview interview
Work or Usual Very important | 27 36 26 15 15
Dally Tasks Important 15 12 18 13 11
Kot important 10 b W 5 2
Total identifying some effect 52 52 i 34 35
Hobbies or Vepry important 18 20 12 g 10
Recreation Important 13 14 17 17 15
Not importantg iy 14 g 1 10
Total identifying some effact . us 48 38 36 35
Sleep Vary important ] 8 5 ) 10
Important _ 9 10 g & 7
Hot important { 7 7 9 1 5
Total identifying some affect j 22 25 23 13 22
Bat apd Enjoy | Very important : 6 5 5
Food i Important % 7 5 ) 2 i
| Not important : g 5 4 7 4 §
Total identifying some effect S 20 16 12 0 12 §
;‘
Pass Water or | Very important 5 2 G 0 G
Move Bowels | Important | 3 1
| Not important 7 3 2 2 3
| Toral identifying soms effect . 20 7 5 3 y
| Communicate Very important : 0 2 1 1 :
with People Tmportant 3 5 "
Nat important 5 2 2 3
% Totznld identifying some effect 8 3 b 2 &
i
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Ho. Respondents

Iten Level of Effect
lst 2nd 3rd 4th 5th
interview interview intearview interview Interview

Depend on Very important 8 3 o 2
Gthera for
Yashing, Important 1l 2
Feeding, Hot inmportant 3 b i G
Moving o
Dressing
Total identifying some effect 28 12 3 0 2
Sex E Very impcriant 12 12 9 1

g Important g 18 7

| Hot important 17 11 11 7
Total identifying some gifect a7 28 27 20 22

:r.
piscomfort | Very importent & 13 6 1z
Pain © Important 11 10 13 8 :
Suffering é Yot Important ‘ 11 3 ) 7 7 5
Total identifying some effwct 22 28 29 28 27
Woroy op Yory important 11 18 1 1 13
Unbappiness| o rtant Pog 15 14 15

| Not important | 7 1 1 5
Total identifying some affect 27 32 29 30 27 ;
Total Respondents 52 52 ug 47 4g ‘




Table 5.6 Number of Respondents Who Said that each Iteém on

194

tha Crogone Index was the Most Tmportant to Them

Item

oo coeeespee. - vod

ist

2ng

Ne. Respondsnts

drd

Lth

5th

interview interview interview intervisw interview

i

Hork or usual daily tasks 24 32 23 21 20
Hebbies or recreation 2 3 2 7 3
Sleep 1 Q 8] 1 1
Eat and enjoy food. 1 ¢ 1 0 2
Pass water or move bowels Q Q 0 D Q
Communicate with people 0 0 0 1 1
Depend on others for washing

feeding, moving or i o o 0 1

dressing
Sex 1 2 2 1 2
Bscomfort, pain op

suffering ¢ L 5 1 2

Worry or unhappiness 6 6 8 T 10
Other 2 4 1 3 2
Combinaticns 7 H 6 ] 3
Bone imporiant 2 0 0 o) 0
Don 't know ; 2 O s 0 G
Total 52 52 48 L7 48
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Table 5.7 MNupber of Respondents Who Identified Work as

the most Important Item, and Who Made Different Comments

No. Respondents

Comment
lst Znd 3rd th 5th
interview interview Interview interview interview
' Positive attitude to wark 16 20 15 1 7
When will I get back to work? o 2 1 2 ¥
Ingecure joh 6 X g 1 2
Change in jobs, tasks, hours,
et . 4
I need o like t0 be active i 3
When will I rezume activities?
What will I be able to do? #] 2 0 0 0
It affects my whole life.
¥Wiil T get back 1¢ normal? 1 5 3 2 3
Money 1% 1y & & 8
Accommodation 2 1 0 0 o
Family, home 1ife S i 3 2 3
Illness o recovery 1 O 2 3 3
Daath 0 [ O G o
Warry, distress 3 5 & 5 6
Othay 1 7 3 i 1
Total eespondents
identifying work 24 32 23 21 20
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Table 5,8 Number of Regpendents Who Identified Worry as the

most Important Item, snd Who Made Different Comments

Comment

1st

2nd

<. Respondents

3rd

4th 5th

intervier dinterview interview interview Intsrview

| Positive attitude to work 0 o 1 1 0
 When will I get back to work? 0 0 1 0 o
%Insecure job 1 8] 0 1 0
;change in job, tasks, hours, 1 0 0 2 a
: ete,
éI need or like to be active i Q 0 0 1
§When will I resume activi-
i tles? What will I be
: able o do? 1 1 C o 0
' 1t affects my whola life.
i Will I get back to
[ normal? 1 0 0 O o
I
i
! Honay 2 2 2 0 0
:
{ Accommodation 0 1 o 1 o
| Family, home 1ife 1 1 2 2 3
Illness or racovery 1 3 3 b 4 :
Death 1 3 1 1 2
Horyy, distress 2 3 1 3 1
P Gther G 8] O O 3
Tutal respondents
identifying worry & ) 8 7 10
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Table 5.9 Hugber of Respondents Who Identified Items other then

Work wop ¥orry as the most Importaot, and ¥Who made

Different Comments

¥o. Respondants

Commant
lat 2nd 3 th Bth
interview iInterview Interview interview intarview‘
Positive attitude to work 3 2 1 2 i
When will I get back ts work? G G 1 0 1
Insecure job 0 1 1 0 O
Change in job, tasks, hours, G 1 1 Q 2
ato.

I nead or like to be zotive : 2 & 1 4 5

H

When will I resume activities? |

What will I Le able to 3427 2 3 0 1 2

It affects my whole life, E
Will I get back t2 normal? 2 0 2 2 1
Money 2 G 2 1 4]
Accommudation ; 0 G Z O Q
Family, home 1ife é 8 i 2 2 1
Illness or recovery 4 4 7 7 2
Death 1 1 O O 0O
Horry, distress b 6 7 g i
& s

Other ;3 3 3

Total respondents identifying
items other than work or worry 22 14 17 19 18
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Table 5.10 Number of Respondents, Who Identified asdditional
Lspects of thedir Illness as being Particularly Important

t¢ them or as Worrving them

No. Respondents

Aspects of Illness lst 2nd 3rd 4th Sth
intepview interview interview interview intewview

Iliness 3 0 0 3 y
Treatment 0 1 o 8 1
Daath 2 i O o G
Recurrence 6 15 5 8 5
Prognosis 3 8 & p 2
Effect on life generally 5 4 5 X 3

g Hork 2 7 2 2 i
Other activities 5 4 3 2 2
Family 4 1 4 3 1
Money 2 1 0 1 O
Yorry, distress i 3 3 2 5 %
Other : 3 4 L 2 2 %

Total identifying

something important 29 25 19 19 17
Number nst identifying
anything important 23 27 29 28 3

Total Respendents 52 52 48 w7 48




Table 6.1 Number of Resspondents, Reporting Different Frequencies

of Contact with their General Practitioner about Their Hesrt

Frequency of Contact Since
Last Interview

No. Respondents

Table 6.2 Number of Raspondents Reporting Different Actions Taken

by their Geneprsl Practitioner

nd 3rd th 5th
interview interview interview interview
5 Hore than snce per waek 0 4}
Unce pey week: 3 3 o 3
Lass than once per week, but
more than once per month 4 5 4 i
fnce per month or less freguently 2 7 18 20
Three or more times 3 2 1 0 ;
. Tulce only 18 5 6 i i
Once cnly 18 12 8 2 i
Total with contact about heart 45 44 37 31
Without contact about hesrt 7 4 16 17
Total Respondents 52 48 47 48

No. Respondents

Action 2nd 3rd ith 5th §
interview interview  interview  interviaw ‘
Examination 30 25 21 19
Discussed illness, receverny 19 12 14 8
Prascription 28 25 22 21
Advice g & 7 3
Referral to, communication with
other part of N.H.S. 0 L 2
fickness absencs certification 18 206 17 ?
Gthep 1 C 1 0
Total with contact about heart L5 HIS a7 31 :
#@ithout contact about heart 7 4 10 17 E
Total Respondents 52 &8 &7 43 5
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Table 5.3 HNumber of Raspondents, Identifying Different Itemsz in

Discussions with General Practitioner about Illness or Recovery

¥o. Respondents

Item 2nd ard 4th 5th
intervisw  interview  interview  inteywview

G3.P. asked about progress 7 § 4 2
G.P. commented on illness, recovery

oY Progress NES 5 7 L
G.P. provided encouragement or

reaABBUrANCe 1 2 O 2
G.P. told respondent about treatment 2 0 2
{Other quastions or discussion about

treatment X o 1 1
G.P. gald to come back at specific

time, or if nesded 2 2 ¥

QOther o 0 §) i
Toetal discussing iliness or recovery 14 iz 14 8

Table 8.4 Number of Respondents, Identifying pifferent Subjects

about Which Thay were Advised by Their Seneral Practiticner

Ho. Respondents
Subject na ard ath sth |
intorview Interview interview intervi@wg
Increase activity, take move exerciss 1 Z 1 L
Rest, take it sasy Y 1 2 o
Hot to do specific activiriss O e 1 1
Diet, reduce intake, keep welght down 1 1 2 0
Travel, driving & 2 o o
Ratire, stay off work o 1 & 1
Jrher, general, not specified 3 O 1 2
Tetal reporting advice from G.P. 8 & 7 3
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Table 6.5 Number of Respondents, Reporting Contact with Physiotherapist

Ho. Respondents
Physictherapy 1st ond 3rd th Eth
interview interview inteprview Iinterview interview
Sreathing ayercises 10 4 & 5 O
Other rejiated to
capdiovascular system 3 & U 1
Jther O 0
None 4] 56 vy 45 46
Total Respondents 52 52 48 w7 48
Tabla 6.6 Numbsr of Respondepts, Reporting Contact with
Different Winds of Saoeial ¥Workers
Kind of Sculal Worken He. Respondents
ist nd Fed Lth 5th
interview interviaw interview interview intepview
Hospital 4 3 1 o e
Social Services Department 0 2 2 D o
Rehabilitation Centre 0 o 0 L 0
| Work ‘ 1 o 1 2 o
Total with contact 5 5 i 2 1
No eontact with social
workey W7 By f§i 44 47
Total Respondents 82 52 48 Y7 48
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Table 6,7 Number of Respondents, Reporting Diffgrent Degrees

of Usafulness of their Contzet with Boclial ¥orkers

Usefulness of Contact
with Social Worker

Ho. Respondents

lst nd drd 4th # bth
interview interview interview interview  interview

Not applicable, don't

know yet 2 3 1 0
Completely 3 2 2 1
Partly g 1 i o
Not useful 0 1 2
Total with contact 5 5 4 3

Table 6.8 Number of Rescondents Whe Said They Needed Social

Work or More Bocial Work

Neads

No. Respondents
ist 2nd ed th 5th

interview interview interview Interview interview

social work or more

social work needed Z 5 i 2 3
Social work not needed 50 47 u7 L5 HE
Total Eespondents 52 &2 44 g7 L
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Table 6.9 HNumber of Respondents Receiving Special Help in

-

Returaing tc Work

Ho. Respondents
Help 2nd 3pd 4th 5t
interview intsywiew  dintervier  interview
Help received i o 32 5
No help recaived 55 38 32 40
Total employed or wemiloyed 45 45 Ly u5
Housewife or retired 3 2 3 3
Total Respondents 52 48 L7 48
Table 6.10 Number f Respondents [dentifying Differant Ssurcses
of Help in Returning to Work
Nn. Respondents
Source of Help
2nad 3rd 4th Sth

interview  intsoview  interview  interview

Employer i i 4 3
Horks medical officer 2
Works welfzre officer 0 L 0
bPepartment of Employment
loezl gffice 0 1 Z G
Disablement Resettlement Ufficer 3 i 2 4
- Industrisl Hehabilitation Unit > 0 1 1
Training Centre { 1 0 0
Fther 9] " 1 ]

Total receiving help 4 10 1z E
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Table 6.11 Number of Respondents Heedins Help in Returning

s
o Work
T,

He. Regpondants
Help Needed
2nd 3rd 4th 5th
interview Interview Interview Interview

Some help needed 3 5 3 3 1
{ Extra halp needed 1 3
Waiting to sec someone O O
No hely needed Bl 34 38 39
Total employed or umemployed 43 48 Wy 45
Housewife or retired 3 2 3 3
Tatal Raspondents 52 &8 §7 kg

Table 7.1 Gouprces of Advice from Health Service Staff about Ezxercise

-
No, Respondents

2nd Ird Hth Sth
interview interview  interview  interview

Source of Advice

Hospital doctor i3 13 2 3
General practitioner 17 25 5! &
Nurse ) o 0 O
Advice sheet 31 1 O 0
Other 2 o i L
Total receiving advice 48 28 11 9
Not received advice & 25 38 39

Total Respondents 52 48 47 48
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Table 7.2(a) Nature of Advies about Exercise Recelvad from

Health Ssrvice Staff, Reported at Second Interview

% ¥o. Respondents Recelving Advice From
Nature of Advice
Hoapital General Advice
doctor practitioner Hurse sheet Other

Take no/less exercise 2 2 1 1 0

Take some/more exercise & 7 1 28 1 :
Other 5 7 3 i
Combinations of advice 0 1 1 o) 0 %
Total receiving advice 13 17 5 31 2 %
Not received advice 34 35 46 2% 50 E

Table 7.2(b)} Hature of Advice about Exerciss Recelwvad from
Health Sepvice Staff, Reportsd at Thipd Interview

Ho. Regpondents Recsilving Advics From §

Rature of Advics z

Hospital Goneral Advice ;

doctor practiticuer Nurse sheet Other |

Take no/less sxerciss 4% 1 0 o 0 §

Take some/more exercise 5 14 0 1 o 5
Other I C 0 O
Combinations of advice O i 0 0 0

Tetal receiving advice i3 25 Y 1 0 i
Hot received advice 3% 23 48 47 Le
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Table 7.2{c) Natwrs of Adviecs sbout Exerciss Recsived from

Health Service Staff, Reported at Fourth Interview

Hature of Advice

No. Respondents Feceiving Advice From

Hospital General Advice
doctor practitioney Hurse  sheet Other
Take no/less exercise o i 0 ¢ 8]
Take some/more exercise 1 5 O 0 O
Other 1 1 0 G 1
Combinationg of advice 0 1 D & O
Total receiving advice 2 8 O 0 1
Hot veceived advice 45 39 117 47 LG
Table 7.2(d) Hature of Advice about Exerciss Received from
Health Service Stafif, Reported at Fifth Interviow
Ho. Respondents Recalving Advice From
Hature of Advice
Hospital Genaral Advice
doctor  practiticner Hurse sheet gther

Take no/less exercise 0 1 0 8] 0
Take gsome /mopre exercise 2 3 0 o 0
Othan 1 2 0 G 1l
Combinations of advice 0 0 G 0 0
Total receiving advice 3 & 0 0 1
Hot received advics 58 42 &g &9 47
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Table 7.3  Scurces of Advics from Lay People about Exercise

Source of Advice

Ho. Respondents

2na Apd 4th th
interview  Interview  intesrview  interviaew
Spouse 7 B 3 1
Gther relative 8 & 1 4}
Friemd, neighbour & 5 0 1
Other 1 3 0 4}
Total recelving advice 12 i1 3 2
Hot received advice 80 a7 B u5
Total Ragpondents 52 48 u7 L8
Table 7.4 Desire for Advice op Hore Advice about Exercise
Ho. Respondents
Desire for Advice
2nd It Yth 51}
interview interview interview  interview
Yes - more detailsd or
spacific 16 8 16
Yes ~ other 2 pi
No 34 35 34 %1
Total Respondents 52 48 7 38
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Table 7.5 Sources of Advice from Health Service Staff
;bcut Rest

Ho. Hespondents
Source of Advice
nd 3pd 4th Sth
interview interview  interview  interview

Hospital doctor 18 7 5 2
General practiticnen 18 10 9 &
Hurse 8 2 L ¥
Advwice sheet 33 1 1 i
Othep 2 o 1 g
Total receiving advice 48 14 il 8
Fot received advics i 3y 38 40
Total Respondents 52 48 57 4g

Tahle 7.8{a}) Hature of Advice about Rest Received from
Health Service Staff, Reported at Second Intervisw

Ho. Respondents Receiving Advice From
Hature of Advice
Hospital Seneral &lvice
doctor  practitioner  Hurse gheet Othey
Take & rest during the day 10 4 5 28 1
Rise later, retire emplier 0 1 i 1 O
Rest generally, take it esasy 1 4 o ¥ 0
Othern i 2 0 o o
Combinations of adviocs & 7 2 3 1
| Total recaiving advice 13 18 8 33 2
ot recelived advice 34 3y Ly 1% 53
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Table 7.6(b} Hature of Advice about Rest Received from

Health Servics Staff, Heoorted at Third Interview

o, Respondents Recelving Advice From

Nature of Advige Hospital General Advice

doctor practitiongr Hurse sheet Other

Take a yast during the day 4 2 G & 2
Rise later, retire earlier 0 0 o 1 0
Rest generally, take it easy 2 2 G 0 0
Uther 0 5 2 G 0
Combinations of advice 1 1 G £ 0
Total receiving advics 7 10 2 1 Q
Not received advice 41 38 LB 47 48

Tzhie 7.6{p} HNature of Advice asbout Rest Received from

Health Sarvice Btaff, Reportsd at Fourth Interview

No. Respondents Recsiving advice From
Nature of Advice Heospital General Advice
dogtor practitioner Hurss sheet Uther
Take & rast during the day g 1 i i ¥
Rise later, retire earlier 1 o O 2 2
Rest generally, take it sasgy 2 Y 0 0 G
Gther 2 3 i 2 1
Combination of advice o 1 o o 0
i Total receiving advice 5 9 1 1 1
{ Hot received advice 42 a8 48 45 ug
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Table 7.6{(3) Hature of idvice about Rest Received from

Hzalth Service Staff, Rencrted at Fifth Interview

Mo, of Respondents Receiving Advice From
i Rature of Advice
: Hospital General Advice
doaton vractitionsr Hursce  sheet Other

Take a rest during the day % 1 3 ' 1 0
Rise later, retire sariier o " 0 8]
Rest generally, take it easy g 2 3 U
Other 1 0 o O
Combination of advice 0 & 2 & G
Total recelving advice 2 & 3 1 s
Net received advics 45 42 48 y7 HE

Table 7.7 Sources of Advice from Lay Paople about Rest

Ho. Respondents

Sowwce of Advics

2nd 3rd 4th 5th
interview interview interview  Interview

Spouse % 18 L 5 2
Cthar relative 1z 4 2 2
Friend, neighbowr 1x g 2 2
Cther o 1 o 3
Total receiving advice 1% g 5 3
Kot receiving advice 33 39 K2 L5
Twtal Respondents 52 48 g7 43
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Table 7.8 Degire for Advice or Mors Advice about Rest

No. Respondents
Desire for advice
2nd 3rd th 5th
intervipw interview intarview interview

Yes - more dotailed or

specific 7 4 2 L
Yas -~ gther 3
No Hly iy B2 g
Total Respondents 5% 48 W7 L8

Table 7.9 Sources of Advice from Health Service Staff about

Sexual Activity

Ho. Respondents

Source of Advies

2rel 3rd 4th 5th

intervigw interview interviaw intervigw

Hospital doctor 5 4 0 i
General practitioner 4 3 0 i
Nurse 2 G G 4]
Advice sheet 37 1 1 o
other 1 0 ¢ 0
Total receiving advice 37 8 1 2
Bot reoceived advice 15 40 R 8465
Total Respondents 52 ' L8 w7 48
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Table 7.10 Desire for Advice or More Advice about Sexual Activity

¥No. Regpondents
Nature of Advice
Desired and ard 4th 5th
interview interview interview interview
When is Yhack to mwoymalh? 5 L o 0
When t¢ start sex? § 3 G 0
Whether tc have sex ur not? & 2 2 0
What to do/not to do? 0 2 3 2
Is sex good for you? 0 2 2 1
Other 3 1 1 1
Tatal desiring adveice 18 3 8 4
No advice required 36 34 41 44
Total Raspondents 52 48 57 kg
Tabie 7,11 Smoking Habits
i i
i
fo. Respondents
Smoked Before 2n2 ad ith 5tk
illness  interview  interview  interview  interview
Mamufactured cigarettes 17 g 8 5 o
Self-rolled cigarettes 10 1 3 ) 3
Pipa 4 1 2 3 5
Cigars 4 G 3 2 1
Not specifisd 1 O G 1 0
Total smuking 35 10 L4 15 13
Hot smoking 18 42 3k 32 35
Total e spondents 52 §2 Hy 47 &3
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Table 7.12 Advice about Smcking from Health Service Staff

Ho. Respondents
Spurce of Advice 2nd 3nd weh Sth
interview interview  interview interview
Bogpital doctor 23 5 L4 )
Gencral practitioner 12 3 2 8
Nurse & 0 0 i
Advice sheet 12 8] 8] G
Other 3 1 S E
Total pveceiving advice 31 7 5 9
Table 7.13 Desire for Advige or More Advice about Smoking
%o, Respondents
Desire for Advice
2nd Il 4th Sth
interview dintepview interview  interview
Yes = how to sto 3 g 3 3 ;
Yes ~ cther 4 #] 1 2
Ho 29 L 10 i
Total smoking at
previous imterview 35 10 14 18
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Bespondents' Desires for More Information o

Ldvics abpout theipr Illness

Aspect of Illness

i
No. Respondents ;

et gy an s bk o o e T e A7 g R e - m e e b - (T o s PR e ML T e i Y. e S e et

¥

; T
i3t Ml Ird #th 5th i At any |
interview intervisw dnterview interview interview?interview;

Iliness, recovery is 20 17 5 il 37
Prognosis 4 10 10 7 3 22
Treatment 2 t 10 L 3 19
Work i B e 2 i 12
Other daily activites 2 13 5 5 & ; 2%
iet ! 5 B 1 3 1
Other 0 7 4 2 T R
]
Toral wanting more 18 3y 20 18 20 44
¥ot wanting more 34 18 20 23 28 8
Total Respondents 52 52 48 47 Lg -
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