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ABSTRACT

Background: Misconceptions about coronary heart disease (CHD) are correlated with
poorer physical functioning and psychological status. Research suggests that cognitive
behavioural methods of changing misconceptions are most promising, however, despite
guidelines advising cardiac rehabilitation clinicians to dispel cardiac misconceptions,

there is a lack of advice regarding how best to go about this.

Purpose of the study and setting: To develop interventions to dispel cardiac
misconceptions that are acceptable to people with CHD who are attending a Stage 4

cardiac rehabilitation centre.

Intervention design: Using Medical Research Council guidelines for developing
complex interventions as a guide, an initial design phase identified Leventhal’s
Common-Sense Model of illness behaviour as a theoretical basis. An individual and

group intervention were drafted, and a booklet, with input from an expert panel.

Study design and methods: A pragmatic qualitative study using semi-structured
interviews and a focus group was used. A convenience sample of people with CHD
was recruited from two different Stage 4 cardiac rehabilitation centres. Six people (4
men, 2 women), mean age 61 years, received the individual intervention and completed
a semi-structured interview. Eight participants from the second cardiac rehabilitation
centre received the group intervention and 5 people (4 men, 1 woman), mean age 54
years, took part in a focus group. One staff member took part in a semi-structured

interview about the group intervention.
Data analysis: data were analysed thematically using Framework Analysis.

Findings: Generally, the study found that both interventions were acceptable and
regarded as being of benefit to people with CHD. The process of tailoring the
individual intervention was acceptable, however, the findings identified that some
people may feel anxious and need reassurance that they are not being ‘tested’. The
individual intervention was valued for its personal focus and viewed as helpful for
enhancing people’s understanding of CHD. The group intervention was viewed as
useful and well-received by the member of staff and participants valued being with

others who had experienced a heart event. The booklet was viewed as being helpful as
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an intervention in itself and could be received by patients and/or their family members
soon after a heart event. Challenges to the group intervention included some people’s
experience of poor concentration and memory which should be taken into account when
delivering a future intervention. Overall, participants thought the intervention and
booklet would be best received soon after a heart event as this is when people would be
more motivated and have more time to engage with an intervention to understand their

illness.

Conclusion: The findings of the study were used to further refine the interventions;
changes included making the content of the booklet more acceptable to people with
disabilities. While the study found that the interventions were acceptable, it is unknown
if the interventions would be experienced differently by people who are not already
attending cardiac rehabilitation, therefore, the interventions would benefit from further
pilot testing with people who are less motivated to attend or make health behaviour
changes. The study did not explore if changing misconceptions led to changes in
behaviour, however, focusing on the ‘patient’s perspective’ has enabled interventions to
be produced that are more fully developed and acceptable to the people intended to
receive them and optimally developed interventions are more likely to be efficacious. A
future trial can explore how effective the interventions are at changing behaviour which
will also help identify how important a determinant of behaviour change cardiac

misconceptions are.
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CHAPTER 1. INTRODUCTION

1.1 Overview

This chapter provides an overview of coronary heart disease (CHD) and the importance
of secondary prevention measures. The connection between cardiac misconceptions
and poor outcomes is explained and current guidelines to manage cardiac beliefs are
outlined, providing a rationale for the study. Systematic development of health
behaviour interventions is presented and the aims and objectives of the study are
outlined. Finally, the structure of the dissertation is explained. All abbreviations are

explained on pages 9 and 10.

1.2 Coronary heart disease

Coronary heart disease is the umbrella term for a condition where arteries supplying
blood to the heart become hardened and narrowed. CHD is caused by a gradual
accumulation of plaque (fatty-deposits) on the inner walls of the blood vessels, a
process called atherosclerosis. As a result, the flow of blood is impaired reducing the
movement of oxygen and other vital nutrients to the heart muscle and can result in chest
pain (angina). A myocardial infarction (MI) usually occurs when a blood clot forms
around a fissure in a plaque and suddenly cuts off the blood supply to an area of heart

muscle which can cause permanent damage to those muscle cells.

Treatments to restore or improve blood flow to the heart muscle include coronary artery
bypass graft surgery (CABG) and percutaneous coronary intervention (PCI). CABG
involves taking a blood vessel from another part of the body and grafting it from the
aorta to a point in the coronary artery that bypasses the atherosclerotic blockage. One or
more grafts may be needed depending on the number of blocked blood vessels. PCl is a
procedure that involves inserting a balloon catheter into the coronary artery to widen the
narrowed artery. A metal stent is usually placed in the artery to maintain dilation and
anti-platelet drugs are used to prevent a clot forming around the stent.

Revascularisation procedures undertaken immediately following M1 (termed primary

PCI or PPCI) restore adequate blood flow to the heart muscle which can reduce the

13



potential damage to the heart. Revascularisation can relieve angina and may reduce the
risk of M1 or further MI. Patients with CHD are also prescribed medication, alongside
or instead of surgical interventions, to reduce their risk of further atherosclerosis or Ml,
for example, aspirin or Clopidogrel, antiplatelet agents to reduce blood clotting. Whilst
medical and surgical interventions are important and development of these have
contributed to a significant reduction in mortality rates over the years, it is
acknowledged that changing unhealthy behaviours, particularly smoking cessation, has

had as significant a role.

The British Heart Foundation (BHF) report that CHD is the principle cause of mortality
in the UK with over 80,000 deaths a year and is the most common cause of premature
death in men and women; the incidence of M1 in the UK is high with around 103,000
heart attacks estimated to occur each year (Townsend et al. 2012). Prevalence of CHD
is also high; it is the second most prevalent chronic illness in the UK with over 2 million
people living with angina and over 1.5 million people who have had an MI (Townsend
et al. 2012). Whilst overall CHD mortality rates have decreased significantly since the
1970s due to medical and behavioural interventions, the UK suffers higher death rates
than other Western European countries (Townsend et al. 2012). There are also concerns
that the decreasing trend in mortality from CHD is slowing due to higher rates, in recent
years, of the prevalence of medical risk factors for CHD, for example, obesity and Type
2 diabetes (Townsend et al. 2012). Additionally, the death rate of younger people from
CHD is reducing at a slower rate than for older people and socioeconomically
disadvantaged people the UK are increasingly more likely to suffer with CHD and die
from an MI (Pearson-Stuttard et al. 2012, Townsend et al. 2012).

The cost of CHD to the UK economy is considerable in terms of health care costs, loss
of productivity and informal care of people with CHD. Due to high incidence and
prevalence, treating CHD is costly to the National Health Service (NHS). Overall,
CHD is estimated to cost the economy £6.7 billion a year (Townsend et al. 2012). The
increasing prevalence of obesity and Type 2 diabetes in the UK is likely to lead to more

CHD and increased burden to the NHS, the individual and society.
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1.3 Coronary heart disease management

The World Health Organisation (WHO) report that CHD is related to a number of risk
factors relating to lifestyle and is, therefore, a largely preventable disease (WHO 2011).
Risk factors contribute to the development of atherosclerosis and are classed as being
either modifiable or non-modifiable. Non-modifiable factors include age, sex, ethnicity
and genetics; these cannot be addressed by intervention. The impact of ethnicity as a
risk factor, however, can be reduced if predisposing health conditions prevalent in
certain ethnic backgrounds are better managed, for example, better management of

diabetes, which is more prevalent in South Asians.

Modifiable risk factors are those which can be addressed by behaviour change and
include high blood pressure, high cholesterol, smoking, high alcohol intake, sedentary
lifestyle, poor diet, stress and obesity (Perk et al. 2012). These risk factors can be
addressed by adopting health behaviours which may include the following: adhering to
a medication regime, consuming a heart healthy diet, increasing physical activity,
smoking cessation, alcohol reduction, weight loss and stress management. Behaviour
change directly addresses people’s risk factors for CHD, therefore, the adoption and
maintenance of these changes contributes significantly towards preventing and
managing CHD.

Guidelines for the secondary prevention of CHD recommend that patients are supported
to make lifestyle changes in order to reduce their identified risk factors (NICE 2007).
Cardiac rehabilitation services are tasked with supporting patients with CHD to adopt
health behaviour changes, as recommended in the UK by the National Institute for
Health and Care Excellence (NICE). Cardiac rehabilitation (CR) has significant
benefits for people with CHD, as confirmed by a number of systematic reviews (Clark,
Hartling, Vandermeer et al. 2005, Heran et al. 2011, Lawler, Filion and Eisenberg
2011), and includes reduced mortality, reduced disability, improved quality of life and
quicker return to work after an acute cardiac event. Despite these benefits, low uptake
of CR in the UK led the National Service Framework for Coronary Heart Disease (NSF)
for England to set a target to increase the offer of CR from 34% to 85% of patients by
2013 (Department of Health 2000). This target was not achieved, with mean uptake in
people following M1 only reaching 43% in 2012 (National Audit of Cardiac
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Rehabilitation 2013). The NSF has since been superseded by the new ‘Cardiovascular
Disease Outcomes Strategy for England’ which states that uptake of CR (as opposed to
the offer of CR) should be at least 65% of eligible patients (Department of Health
2013).

Multiple factors have been found to influence people’s attendance of CR, these include
medical, psychological and sociodemographic factors (Beswick et al. 2005, Taylor,
Wilson and Sharp 2011). Psychological factors that can negatively impact uptake of
CR include incorrect beliefs about CHD and about CR (Baigi et al. 2011, Cooper 2004,
Cooper et al. 2007, French, Cooper and Weinman 2006). Peoples’ thoughts, beliefs and
attitudes towards their illness have a strong influence on the adoption and maintenance
of health behaviour changes which are important for secondary prevention of CHD
(Michie et al. 2005).

1.4 Cardiac misconceptions

Cardiac misconceptions are inaccurate and maladaptive thoughts, ideas or beliefs about
CHD. The negative influence of cardiac misconceptions was identified over 3 decades
ago by Wynn (1967) who detected that people with cardiac misconceptions were more
likely to have higher levels of anxiety and were more likely to adopt an overly cautious
lifestyle, for example, avoiding physical exertion and not returning to work. Maeland

and Havik (1987b) and Petrie et al. (1996) similarly found that cardiac misconceptions

were predictive of delayed return to work and higher psychological distress.

Misconceptions about CHD are common and come from a variety of sources including
the media, family members (Furze et al. 2002, Petrie et al. 1996) and even healthcare
workers themselves (Angus et al. 2012). An example of a common cardiac
misconception is a belief that stress is a major cause or trigger of Ml, to the detriment of
more clinically important factors such as smoking or sedentary lifestyle (Clark 2003,
Furze and Lewin 2000). People who believe that stress was responsible for their Ml are
less likely to engage in lifestyle change and reduce their risk factors (Petrie and
Weinman 1997, Weinman et al. 2000) and are more likely to engage in maladaptive
coping strategies including avoidance of physical activity and delaying return to work

(Furze et al. 2005, Petrie et al. 1996). Research shows that cardiac misconceptions are
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correlated with levels of functional disability, anxiety and depression in people with
CHD, and are more predictive than symptom severity of physical functioning a year
later (Furze et al. 2005).

Using the newly developed Iliness Perception Questionnaire (IPQ) (Weinman et al.
1996) Petrie and colleagues (1996) demonstrated that people who believed their CHD
was amenable to cure or control were more likely to attend CR, and those who
perceived their illness as having serious consequences were more likely to delay their
return to work (Petrie et al. 1996). Although the Petrie et al. (1996) study was unable to
explain the link between illness perceptions and subsequent behaviour, it suggested that
people’s understanding of MI was resistant to change despite the provision of new,
more accurate, information. The study highlighted that education alone is inadequate
for changing cardiac beliefs and identified the importance of considering patients’

ilIness perceptions before providing them with health information (Petrie et al. 1996).

As previously mentioned, despite the proven benefits of CR for people with CHD, there
is poor uptake and adherence to CR, not just in the UK but worldwide (Bjarnason-
Wehrens et al. 2010, Davies et al. 2010). Research has found that negative illness
beliefs and misconceptions about CHD are correlated to low uptake of CR (French,
Cooper and Weinman 2006), and treatment beliefs, for example, misconceptions about
what CR entails also contribute to non-attendance (Cooper et al. 2005, French, Cooper
and Weinman 2006, McCorry et al. 2009). Changing negative illness beliefs and
dispelling misconceptions may improve uptake of CR (French, Cooper and Weinman
2006) and has been a focus of a number of interventions (Cooper 2004, Cossette et al.
2012, Taylor 2009).

While negative illness perceptions are problematic; cardiac misconceptions that result in
an overly optimistic view of CHD are also maladaptive; for example, the belief that
one’s heart event is not serious is linked to patients viewing risk factor reduction or
attendance at CR as unnecessary (French, Cooper and Weinman 2006). Similarly,
patients who view themselves as having been cured as a result of hospital treatment may
view their illness as an acute episode rather than as a chronic condition and be less
likely to make lifestyle changes or attend CR (Astin and Jones 2006). In particular,
patients who undergo PCI, a relatively quick and less invasive treatment compared to
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CABG, have been found to regard their illness experience as an acute event and their
treatment as being a cure (Astin and Jones 2006, Astin et al. 2009, Sampson, O'Cathain
and Goodacre 2009).

Levels of depression and anxiety are known to be higher in people with CHD compared
to the general population (Leong, Molassiotis and Marsh 2004, Swardfager et al. 2011).
Iliness perceptions appear to contribute towards the risk of CHD patients suffering
depression; Dickens et al. (2008) found that patients with negative illness perceptions in
the days after having an MI were more likely to develop subsequent depression. It is
important to consider the impact of illness perceptions on psychological outcomes
because depression is a known predictor of non-adherence to health behaviours,
medication adherence and of worse cardiac outcomes (Bekke-Hansen et al. 2012).
Identifying and changing negative illness beliefs and cardiac misconceptions may
therefore play an important role in preventing or reducing depression and improving
health outcomes in patients with CHD (Stafford, Berk and Jackson 2009).

1.5 Rationale for the study

It has been established that negative illness perceptions and cardiac misconceptions are
predictive of poor outcomes for CHD patients. Guidelines for managing CHD and for
cardiac rehabilitation state that cardiac misconceptions should be identified and
dispelled. The 2013 update of the NICE guideline for the secondary prevention of Ml
expands on earlier advice for healthcare professionals to “establish people’s health
beliefs” (NICE 2007) and states that people's health beliefs and their specific illness
perceptions should be established before offering them lifestyle advice and encouraging
attendance of CR (NICE 2013). The British Association for Cardiovascular Prevention
and Rehabilitation (BACPR) ‘Standards and Core Components for cardiovascular
disease prevention and rehabilitation” advise cardiac rehabilitation staff to “address any
cardiac or other misconceptions (including any about cardiac rehabilitation) and illness
perceptions that lead to increased disability and distress” (BACPR 2012: 13).

Despite these guidelines there is a lack of advice for health professionals and patients
regarding how best to manage negative illness perceptions and cardiac misconceptions.

Simply providing information is not an effective strategy as illness beliefs can be
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resistant to change (Donovan and Ward 2001). Changing illness perceptions in people
with CHD has been successful, for example, a three session intervention delivered by
clinical psychologists (Petrie et al. 2002) led to improvements in illness perceptions and
return to work, however, the intervention is not practical to deliver as hospital stay has
reduced considerably over the decade and clinical psychology is a scarce resource in the
NHS. Interventions need developing that can be effectively delivered by cardiac
professionals without specialised psychology training. A systematic review by
Goulding, Furze and Birks (2010) of 13 randomised controlled trials (RCTs) of
psychological interventions aimed at changing maladaptive illness beliefs in people
with CHD found that while beliefs could be changed it was unclear if changing illness
beliefs had any effect on outcome. The authors did, however, conclude that
interventions that used a cognitive behavioural approach were the most promising and

advised that further good quality trials were needed (Goulding, Furze and Birks 2010).

Cognitive behaviour therapy (CBT) is a psychological approach that aims to teach
people skills to change the way they think, act and feel (Bennett-Levy et al. 2010).
Cognitive therapy includes techniques such as cognitive restructuring to help people
identify and change their unhelpful thinking. Behaviour therapy applies theory of
behaviour to address unhelpful behaviour and includes techniques such as goal setting
and pacing to improve activity levels and graded exposure to tackle avoidance
behaviour. CBT may have either a cognitive or behavioural focus or may combine both

approaches.

1.6 Intervention development

In the context of health research, an intervention is defined as any programme or
strategy that intends to influence health or health behaviour in a positive way by
promoting healthy behaviour and discouraging unhealthy behaviour (Glanz and Bishop
2010). Complex interventions are defined by the Medical Research Council (MRC) as
being “interventions with several interacting components such as occur in health
service, public health and social policy” (MRC 2008: 6). The interventions being

developed as part of this study are thus classed as being complex interventions.
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Increasing evidence shows that health behaviour interventions developed with a
theoretical basis are more effective than those without a theoretical basis; theories can
improve understanding and explanation of behaviour thus providing insight into factors
that may lead to behaviour change (Glanz and Bishop 2010). The MRC framework for
designing and evaluating complex interventions to improve health (Craig et al. 2008)
emphasises an iterative process of intervention development to help ensure that
interventions are optimised to improve the likelihood that the intervention will be
successful in an RCT to test its efficacy and cost-effectiveness (Campbell et al. 2007).
The MRC framework includes 4 main phases, as illustrated in Figure 1:

This item has been removed due to 3rd Party Copyright. The unabridged version of the thesis can be viewed
in the Lanchester Library Coventry University.

Figure 1: Key elements of the development and evaluation process of the MRC
Framework (Craig et al. 2008: 8)

Phase 1, the development phase, includes identifying the evidence-base and appropriate
theory on which to base the intervention (Campbell et al. 2000, Campbell et al. 2007).
Interventions developed with clearly identifiable components, such as psychological
techniques, are also more easily evaluated, replicated and implemented into practice
(Michie et al. 2009). Consolidated Standards of Reporting Trials (CONSORT)
guidelines for reporting trials emphasise the need for interventions to be reported in

sufficient detail so that the components of interventions are clearly identifiable,
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providing insight into an intervention’s mechanism of action and enabling others to

make use of this information in clinical practice or further research (Schulz et al. 2010).

1.7 Aims of the research

This study aims to develop evidence and theory-based interventions to dispel cardiac
misconceptions that are acceptable to people with CHD and can be delivered by a non-
psychologist. Acceptability refers to the extent to which an intervention is well
received and liked by the target population and includes perceptions of the
appropriateness of the content, format and delivery (Ayala and Elder 2011). It is
important to explore intervention acceptability from the perspectives of the intended
recipients because their views are more likely to result in an intervention that will be

successful and one that people will engage with (Zauszniewski 2012).
The aim of the research will be achieved through the following objectives:

1. Explore the evidence base to identify an appropriate theoretical basis for the
intervention and appropriate cognitive behavioural techniques and components for
changing illness perceptions and cardiac misconceptions.

2. Design draft interventions and explore the acceptability of these with CHD patients.
3. Develop final versions of the draft interventions which are suitable for future

feasibility and efficacy testing.

These objectives were approached by following guidelines from Phase 1 of the MRC
guidelines for designing and evaluating complex interventions to improve health (Craig

at al. 2008). The study has two main parts:

Part 1: The initial intervention design phase, which included a review of the literature
conducted in a systematic way in order to produce an optimally designed intervention
for dispelling cardiac misconceptions.

Part 2: The modelling phase where participants ‘tested’ the interventions and took part
in a qualitative study that explored their experiences and perceptions of the
interventions. The qualitative findings were used to further refine the interventions to

result in final draft versions.
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This study is only applicable to people with heart problems as a result of CHD; other
heart problems such as congenital heart disease, cardiac arrest and heart failure have
different aetiologies and physiology to CHD and involve different illness perceptions

and cardiac misconceptions.

1.8 Dissertation structure

This introductory chapter establishes the context of this Master’s research study by
providing an overview of the burden of CHD, the benefits of health behaviour change
and attendance of CR. The impact of negative illness perceptions and cardiac
misconceptions on behaviour change, CR and patient outcomes is discussed and
presented as a rationale for the need to develop interventions to change inaccurate
beliefs. The importance of structured intervention development is highlighted and the

overall aims and objectives of the research presented.

Chapter 2 is concerned with the design of the interventions and provides a
systematically undertaken narrative literature review of existing research exploring
interventions to change cardiac misconceptions. An overview of the draft interventions
are presented at the end of Chapter 2. Chapter 3 describes the modelling phase where
participants tried the interventions and fed back their experiences and perspectives of it
in a qualitative study. This chapter begins with a discussion of the methodological
approach and epistemological assumptions of the study and explanation of the data
analysis approach. The method section describes the semi-structured interview and
focus group study design that was used to explore the acceptability of the interventions.
Chapter 4 presents the qualitative findings; participants’ views and experiences of the
interventions. Chapter 5 discusses the findings and explains how the findings were used
to further refine the interventions and discusses the study’s strengths and limitations,
implications, future recommendations and conclusion. The References section and

Appendices conclude this work.
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CHAPTER 2. DESIGN OF THE INTERVENTIONS

2.1 Introduction

As discussed in Chapter 1, cardiac misconceptions are problematic and predict poorer
physical, psychological and socioeconomic outcomes for CHD patients. This study
aims to develop cognitive-behavioural interventions to dispel these unhelpful
cognitions. This chapter provides a review of the literature that informed the
development of the draft interventions. The chapter concludes with an overview of the

draft individual and group intervention.

2.2 Rationale for the literature review

The importance of systematic intervention development was discussed in Chapter 1 and
the rationale to follow guidance from the MRC Framework to develop the study
interventions was given (Craig et al. 2008). Phase 1 of the MRC Framework includes:
1) identifying existing evidence and 2) identifying and developing theory; this can only
be achieved through a systematic review of the literature. A formal systematic review,
however, is beyond the scope of this study and is less crucial because a systematic
review of interventions to change maladaptive beliefs in people with CHD has been
published (Goulding, Furze and Birks 2010). As non-systematic reviews are criticised
for lacking a rigorous scientific methodology, allowing bias to influence findings, this
review will manage such methodological limitations by employing a systematic
approach including using a comprehensive and transparent search strategy (Bettany-
Saltikov 2012).

2.3  Review questions

1) On which psychological theories are interventions based and which are the most
appropriate?

2) What format do interventions take, where do they take place and who are the
interventions delivered by?

3) What components, strategies or techniques are used in interventions to dispel

misconceptions?
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2.4 Review objectives
The review has three objectives, described below:

Obijective 1: Identify a relevant theoretical basis

Identify relevant theory to underpin the interventions to be developed in this study in
terms of an overall theoretical framework to provide a rationale for the choice of
components and to explain their intended mechanism of action.

Obijective 2: Identify relevant intervention components

Intervention components or techniques to change cardiac beliefs are to be identified
from the literature. Behaviour change techniques (BCTs) are specific intervention
components aimed at increasing a person’s healthy behaviour and/or decreasing
unhealthy behaviour. Work to standardise definitions of BCTs, for example, Abraham
and Michie’s (2008) taxonomy of behaviour change techniques, has enabled more
thorough and clarified reporting of interventions thus enabling researchers to more
easily identify the ‘active ingredients’ of effective interventions. Improved reporting of
interventions, including standardised BCTSs, also increases the likelihood that successful
interventions are implemented in the manner by which they are intended, optimising
their success in clinical practice (Michie et al. 2011). BCTs from the Abraham and
Michie (2008) taxonomy may be appropriate for changing cardiac beliefs and a coding
manual developed by the authors will be utilised to help identify BCTs in the literature.
Although BCTs are focused on behaviour rather than cognitive change, a person’s
thinking and thought processes can be viewed as a form of covert behaviour (Beck
1987). This view is supported by Gochman’s definition of health behaviour which
includes beliefs, perceptions and “other cognitive elements” (1997: 3). Thus techniques

aimed at changing behaviours may also be appropriate for changing cognitions.

Obijective 3: Use findings to design interventions
The review findings are to inform the design of the draft interventions, in addition to
input from an expert panel which includes four CR peer support volunteers and

professionals from CR, health psychology, psychological therapies and research.
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2.5 Literature review method

2.5.1 Study inclusion and exclusion criteria

The search strategy followed the Patient Intervention Comparison Outcome Study
(PICOS) framework as this is a structured and evidence-based approach and is
recommended by the Cochrane Collaboration in their guidelines for conducting

systematic reviews (Higgins and Green 2008).

The criteria for inclusion or exclusion in the review are outlined below:

2.5.2 Participants

Studies were included where participants were over 18 years old with a diagnosis of one
of the following: angina, MI, acute Ml (AMI), CHD, Acute Coronary Syndrome (ACS),
eligible for or recently received revascularisation through PCI or CABG. Participants
were included from any setting: in-hospital, home, CR or specialist centres such as a
Rapid Access Chest Pain Clinic (RACPC). Studies were excluded if participants were
under 18 years old, had a congenital heart defect, heart failure not caused by CHD or

other major co-morbid illnesses, for example, terminal illness or dementia.

2.5.3 Interventions

Studies were included if the intervention had a focus or component aimed at changing
cardiac misconceptions, incorrect, maladaptive or negative illness beliefs or cognitions
or perceptions about angina, MI, CHD or PCI/ CABG. These beliefs could be about the
physiology of angina, MI, CHD or PCI/ CABG or include beliefs about living with or
managing these conditions and treatments. Studies were excluded if the intervention
did not include a component to change cardiac misconceptions or illness beliefs.
Interventions could be educational, psychological or a combination.

2.5.4 Comparisons

Studies were included where the intervention was compared with a different
intervention or to usual care. Studies were also included if the intervention had no

comparison.
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2.5.5 Outcomes

Studies were only included where a primary or secondary outcome was a change in

cardiac misconceptions, illness perceptions or beliefs measured by any one or more of

the following: the Cardiac Misconceptions Scale (Maeland and Havik 1987a), the York

Cardiac Beliefs Questionnaire (Furze et al. 2009), the York Angina Beliefs

Questionnaire (Furze et al. 2003), the IPQ (Weinman et al. 1996), IPQ-R (Moss-Morris

et al. 2002) or Brief IPQ (Broadbent et al. 2006). Studies were excluded if illness
perceptions or belief outcomes were measured using the Short Form-36 or the Seattle
Angina Scale as these were considered to be measuring perceptions of health-related
quality of life rather than beliefs about CHD.

2.5.6 Study design

Due to the nature of this review only intervention studies were included. Quantitative
studies with a randomised controlled design are considered the gold standard for
intervention studies but as this review is not a systematic review, quasi-experimental

studies were included, as were studies employing mixed methods.
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2.6 Search strategy

The following databases were searched for relevant literature: AHMED, CINAHL,
MED-LINE and PsycINFO. Google Scholar was used to track citations of the Petrie et
al. (2002) paper as this is a key study likely to be referenced by relevant studies.
Reference list checks of relevant articles were made and additional papers obtained if
they provided more detail about an intervention. In order to keep the review
manageable the search was limited to articles published between 1996 and March 2013.
The year 1996 was chosen because this is when the first recognised questionnaire for
measuring illness perceptions, the IPQ, was published (Weinman et al. 1996) and the
studies previously identified by Goulding, Furze and Birks (2010) which were
published before 1996 predominantly measured knowledge rather than beliefs. Where
only an abstract was available an author was contacted to provide further information on
the study. The review included grey literature and unpublished PhD theses. Only
English language papers were included in the review as translation was beyond the

scope of this study. Full details of the literature search can be found in Appendix I.

2.7 Search outcome

The search provided 4021 citations; after review this was reduced to 205. A review of
abstracts identified 26 papers to retrieve in full. A further 7 papers were identified from
reference checks and one author was contacted to provide further information about an
unpublished study which resulted in being provided with a PhD thesis. In total, 11
studies were included in the review. Nine studies were published journal articles and
two were part of PhD theses. The researcher alone was responsible for the choice of
papers that were included in the review; nobody from the supervisory team or
independent researcher checked the citations as this was not deemed necessary for a
non-systematic review. The flowchart shown in Figure 2 documents the study selection

process.
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Potentially relevant citations identified by electronic
search: n = 4021

Citations excluded following
initial screen: n = 3998
Duplicates excluded: n = 23

Abstracts reviewed: n =205

Abstracts not meeting
inclusion criteria: 7 =179
Reasons for exclusion:

* Not English language: 7
* Abstract only: 14

» Participants: 52

* Intervention: 44

* Outcome measure: 43

* No results: 11

* Paper unobtainable: 8

Studies retrieved in full from electronic
search: n =26

Further studies identified through reference
search » =7 and author contact n = 1:

Excluded after evaluation of
full text: n =23

Reasons for exclusion:

» Participants: 4

* Intervention: 9

* Outcome measure: 5

* Repeat data: 2

* Protocol only: 1

Studies included in the
literature review: n= 11

Figure 2: Study selection flow chart
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2.8 Results

Eleven studies were found which satisfied the inclusion criteria (Broadbent et al. 2009,
Broadbent et al. 2013, Cooper 2004, Cossette et al. 2012, Furze et al. 2009, Furze et al.
2012, Gould 2011, Lewin, Thompson and Elton 2002, Petrie et al. 2002, Taylor 2009,
Zetta et al. 2011). All of the studies were RCTs which is not surprising as they were all
testing the efficacy of an intervention. Table 1 provides a summary of the
characteristics of included studies and includes information to put the studies into
context in terms of where each study took place (country), the setting (for example,
inpatient), number of participants and their diagnosis. An overview of each study
intervention is given including its theoretical basis, who administered the intervention,
the format, number and length of intervention sessions. Where details were available,
an overview of the control condition is given. In the majority of cases this was
‘standard care’. Primary and secondary outcome aims and the tools used to measure
these are given, along with the follow-up schedule and in the final column a summary

of the findings is given.

The components and techniques that were identified from the reviewed studies are
presented in a chart in Appendix I. This chart was developed to organise the identified
intervention techniques according to the illness representation of the CSM (see below) it
was targeting and the intended effect on cardiac beliefs, for example, improve belief in
personal control of CHD. Techniques included: cognitive restructuring, action

planning, goal setting, and motivational interviewing.
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Table 1: Summary of study characteristics

First author Participant, Intervention / Control Outcomes (primary |[Follow-up Findings
(year & setting and outcome in bold)
country)and |intervention Beliefs outcome
study design. | facilitator measure
Broadbent et al. [ 108 MI Intervention: 4 x 30 minute Return to work. Discharge, 3 & |At 3 & 6 months the intervention group
(2009, New inpatients. face-to-face sessions based on  |Illness perceptions, |6 months. was more likely to be back in full-time
Zealand) RCT. CSM (as Petrie et al. 2002) with |readiness for leaving work compared to the control group.
Health additional spouse session to hospital, intentions Intervention group had greater intention
psychologist address spouses’ understanding |to attend CR, to attend CR but difference in attendance
facilitated. and illness perceptions. Patients |attendance at CR, not statistically significant.
given audio-taping of sessions | health behaviours, Intervention group more likely than
(n=52). contact with GP / control group to attribute cause of their
hospital. MI to high cholesterol and lack of
Control: Standard care — cardiac exercise. No changes to illness
rehabilitation nurse visit and Brief IPQ; causal perceptions for consequences, timeline or
educational materials (n=51). scale from IPQ-R. control.
Broadbent et al. [ 106 patients Intervention: One 30 minute Risk perceptions |Discharge & 3 [No difference in risk perception between
(2013, New hospitalised face-to-face session using and illness months. groups.
Zealand) RCT. [with ACS. computerised risk and decision |perceptions. Intervention group’s illness perceptions
support tool to communicate were significantly higher in areas of
Nurse risk and risk factor management |Brief IPQ. perceived control, controllability. At
facilitated. strategies (n=52). discharge the control group had higher

Control: Standard care cardiac
rehabilitation nurse visit and
educational materials (n=54).

perceptions of consequences. No
differences at follow-up.
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First author Participant, Intervention/ Control Outcomes (primary |Follow-up Findings
(year & country) |setting and outcome in bold)
and study intervention Beliefs outcome
design. facilitator measure
Cooper (2004, |81 patients Intervention: One hour face-to- |Attendanceat CR, |3 & 6 months. [No differencein CR attendance or
United hospitalised with | face CBT session, based on illness perceptions, significant differences in illness
Kingdom) RCT. | AML. CSM, to change illness symptoms, contact perceptions.
Unpublished perceptions and encourage CR with healthcare
PhD thesis. Researcher attendance. Tailored according to | services, work status.

facilitated answers to IPQ-R (n=40).

(Physio- IPQ-R.

therapist). Control: Standard care — CR

nurse visit (n=41).

Cossette etal. | 242 patients Intervention: 3 face-to-face Enrolment CR 6 weeks. Significantly increased enrolment

(2012, Canada)
RCT.

hospitalised with
ACS (MI or
unstable angina).

Nurse
facilitated.

sessions up to 25 minutes each,
based on CSM, to improve illness
perceptions and attendance at CR.
First session face-to-face pre-
discharge. Second session via
telephone at 1-3 days post-
discharge.

Third session via telephone or
face-to-face at 8-10 days post-
discharge (n=121).

Control: Standard care (n=121).

program, illness
perceptions, family
support, anxiety,
medication
adherence, cardiac
risk factors.

IPQ-R.

onto CR: 45% (intervention)
compared to 24% (control)
(p=0.001).

Improved perceptions of personal
control of heart disease the only
significant change in illness
perceptions.
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First author Participant, Intervention/ Control Outcomes (primary  |Follow-up Findings
(year & country) |setting and outcome in bold)
and study intervention Beliefs outcome
design. facilitator measure
Furze et al. 204 patients Intervention: HeartOp Programme | Anxiety, length of |8 weeks post The HeartOp programme
(2009, United waiting for - home-based cognitive- hospital stay, intervention significantly reduced misconceptions
Kingdom) RCT. |elective CABG |behavioural programme with depression, physical |(preop); 6 weeks, | and reduced preop depression and
surgery. booklet (HeartOp Plan), CD, goal |functioning, cardiac |3 and 6 months |improved physical functioning. No
setting and pacing, telephone misconceptions, cost |(postop). difference in anxiety, or postop
Outpatient clinic | follow-up (n=100). uftility. depression, physical functioning or
and home-based. hospital stay.
Control: Nurse education and YCBQ.
Nurse facilitated. |counselling with telephone follow-
up (n=104).
Furze et al. 142 patients with |Intervention: The Angina Plan - |Angina frequency. |3 & 6 months. |No difference in reports of angina
(2012, United new onset angina | angina self-management various including symptoms at 6 months. A cost
Kingdom) RCT. [froma RACPC. |programme including workbook [angina effective intervention which led to
and relaxation CD, delivered by a |misconceptions. significant improvement in anxiety,
Home-based. lay facilitator. Initial 45 minute misconceptions and exercise levels at
session then 10-15 minute phone |YABQ. 3 months and anxiety, depression and
Lay person calls or visits up to 3 months misconceptions and 6 months.
facilitated. (n=70).

Control: Standard care — angina
nurse specialist (n=72).
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First author Participant, Intervention / Control Outcomes (primary  |Follow-up Findings
(year & country) |setting and outcome in bold)
and study intervention Beliefs outcome
design. facilitator measure
Gould. (2011, |129 CVD Intervention: Discharge nursing | Utilization of urgent |24-72 hours. Intervention group more likely to
United States of |[patients intervention, based on CSM, care, illness have a chronic view of their condition
America) RCT. |undergoing PCI. |promoting self-regulation of perceptions. than the control group (p=.006). No
illness at home. Written discharge other significant finding.
In-hospital. materials and telephone follow-up [IPQ-R.
within 24 hrs. (n=54)
Nurse facilitated.
Control: Standard care — routine
discharge materials (n=52).
Lewin, 243 acute MI Intervention: Two 30 minute Misconceptions, 3 days and Significant difference in favour of
Thompsonand |inpatients. cassette tapes (one specifically for |anxiety, depression, |6 months intervention for changing
Elton (2002, partner) with advice and health related quality misconceptions. No differences in
United In-hospital. relaxation to address of life. anxiety, depression or health related
Kingdom) RCT. misconceptions, concerns and quality of life.
Self- worries (n=114). CMS.
administered.
Control: Music tape (n=129).
Petrie et al. 65 firsttime MI |Intervention: Three 30-40 minute (Illness perceptions [Discharge & 3 Intervention led to positive changes
(2002, New patients. tailored cognitive behavioural distress, preparation |months to perceptions of illness
Zealand) RCT. sessions, based on CSM - targeted |for leaving hospital, consequences (p <.05), timeline (p

In-hospital.

Clinical
Psychologist
facilitated.

at highly negative perceptions and
aimed to alter perceptions of
timeline and consequences.

return to work, angina
symptoms and
attendance at CR.

<.001), cure/control (p <.01) at
discharge. Intervention group felt
more prepared to leave hospital and
returned to work quicker (p <.05).
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First author Participant, Intervention/ Control Outcomes (primary  |Follow-up Findings
(year & country) |setting and outcome in bold)
and study intervention Beliefs outcome
design. facilitator measure
Petrie et al. Written action plan for patients IPQ. Discharge & 3 Intervention group experienced
(2002) reviewed in final session (n=31). months fewer angina symptoms than the
continued. control group at 3 months (p <.03).
Control: Standard care — cardiac More people from the intervention
rehabilitation in-hospital visit and group attended rehabilitation at 3
educational materials (n=34). months compared to the control, but
not a significant difference.
Taylor (2009, 31 patients Intervention: One 60 minute face- | Number of CR 10 weeks Patients in the intervention group
United attending first to-face session based on CSM and | sessions attended, |(medical records |were found to attend significantly
Kingdom) RCT. |Phase IIICR Motivational Interviewing (n=18). | illness perceptions for CR more CR classes than the control
session. attendance), 3 group (p <.05). No differences in
Control: Standard care (n=13). IPQ-R. months. illness perceptions between groups at
Researcher three-month follow up.
(trainee
DClinPsy)
facilitated.
Zetta et al. 218 in-patients  |Intervention: Standard care plus |Effectiveness of 6 months. Intervention group had significantly
(2011, United with angina. Angina Plan (as Furze et al. 2012) | Angina Plan improved knowledge,
Kingdom) RCT. with initial 45 min session in (multiple outcomes), misconceptions (p < .000), cardiac

Hospital and
home-based.

Nurse facilitated.

hospital (n=116).

Control: Standard care —
identified risk factors, provided
advice on angina and risk factor
reduction (n=117).

misconceptions /
knowledge.

YABQ.

risk factors, physical limitation,
general health perceptions and social
and leisure activities. No reliable
effects on anxiety and depression.
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2.9 Discussion

This section begins with a discussion of the theoretical basis of the reviewed studies and
the appropriateness of these theories for underpinning the interventions being developed
as part of the current project. The section following on from this will discuss the
identified intervention techniques and components and their relevance to the current

project.

2.9.1 Theoretical basis of interventions

Seven studies (Broadbent et al. 2009, Broadbent et al. 2013, Cooper et al. 2004,
Cossette et al. 2012, Gould 2011, Petrie et al. 2002, Taylor, 2009) were based on
Leventhal’s Common-Sense Model (CSM) of health and illness behaviour (Leventhal,
Meyer and Nerenz 1980, Leventhal, Nerenz and Steele 1984). One study did not cite
the CSM as the theoretical basis for the intervention but discussed the findings in
relation to the constructs of the CSM (Furze et al. 2009). Two studies did not explicitly
cite a theoretical basis but described a cognitive behavioural approach as the basis for
the intervention (Furze et al. 2012, Zetta et al. 2011); both of these studies were of the
Angina Plan, originally developed and tested by Lewin et al. (2002), and which was
excluded from the review as it did not measure change in beliefs. The Angina Plan is a
multi-faceted angina self-management programme which includes behaviour change
techniques to encourage physical activity and has a focus on dispelling misconceptions
about angina. The study by Lewin, Thompson and Elton (2002) was an educational
intervention of audio-taped information and advice about M1 and CHD and instructions

for relaxation techniques.

Overall, the CSM was the most widely utilised theoretical basis, however, the degree to
which theory was utilised in each study varied; theory provided an overall framework,
provided a rationale for the intervention components or was used to explain findings.
Studies tended to cite a theoretical basis or framework for the overall intervention rather
than link the individual intervention components to psychological theories of cognitive
or behaviour change. Lack of detail and rationale for the theoretical basis of
interventions prevents researchers and clinicians from understanding and making
optimal use of findings thus restricting the progression of health intervention science
(Montgomery et al. 2013).
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2.9.1.1 Leventhal’s CSM of health and illness behaviour

The CSM, otherwise known as the self-regulatory model (Leventhal, Meyer and Nerenz
1980, Leventhal, Nerenz and Steele 1984), is a psychological model that examines

illness cognitions relating to coping with illness, illustrated below in Figure 3.

Representation of

health threat

- Identity

- Cause

/ - Consequences \

- Timeline
Stage 1: - Cure/control Stage 2: Stage 3:
Interpretation Coping behaviour Appraisal
- Symptoms -e.g. Approachor ([, .| -eg Wasmy

perception avoidance coping D coping strategy

- Social messages effective?

Emotional

\ response to health /
threat

-e.g. Fear, anxiety,
depression

Figure 3: Leventhal's common-sense model of illness behaviour.

The CSM proposes that illness representations provide a framework that helps patients
to understand and manage their illness, including responding appropriately to warning
signs indicative of an illness or health condition. According to the CSM, when
individuals are confronted with a threat to health they build up cognitive representations
to make sense of it (which rely on the individual’s common-sense and lay beliefs).
These cognitive representations inform the individual’s coping strategy aimed at
managing the health threat and to return to a previous or better state of health. Coping
strategies include ‘approach coping’, such as making required lifestyle changes or
‘avoidance coping’, such as denial (Leventhal, Meyer and Nerenz 1980, Leventhal,
Nerenz and Steele 1984).

The CSM proposes that cognitive representations cover five domains: beliefs about
identity, cause, timeline, cure or control and consequences of an illness (Leventhal,
Meyer and Nerenz 1980, Leventhal, Nerenz and Steele 1984). An extended CSM
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includes dimensions relating to beliefs about treatment and medication (Horne 1997,
Horne and Weinman 1999) and illness coherence (Leventhal et al. 1997). Identity
representations refers to the label the individual associates with the symptoms of the

illness; cause refers to beliefs about what started the illness, timeline relates to beliefs

about the illness duration and trajectory; consequences are beliefs about the impact of
the illness on the individual’s life and cure or control refers to beliefs regarding the
illness’ potential to be cured or controlled, including beliefs about the degree of
personal control over the illness. Treatment representations refer to beliefs about
treatment and include perceptions of the benefits and risks of taking medication (Horne
1997). Finally, illness coherence refers to the extent to which the individual

understands and can make sense of their illness experience and was added as a subscale
to a measure of illness perceptions by Moss-Morris et al. (2002). Research across
different cultures and illness types suggests that patients’ illness representations do
consistently correspond to the five main dimensions of the CSM (Hagger and Orbell
2003).

Another attribute of the CSM is its dynamic nature; illness representations and coping
strategies are modifiable through a process of appraisal and feedback. The CSM asserts
that individuals appraise their coping strategies in terms of whether or not the expected
health benefits were achieved (Leventhal, Meyer and Nerenz 1980, Leventhal, Nerenz
and Steele 1984). This appraisal process facilitates the adjustment of inappropriate
cognitive representations that will result in a more effective coping strategy and return
to health. The CSM demonstrates why is it is important for patients to have accurate
beliefs about CHD as appropriate coping strategies for managing CHD depend on the

beliefs people have about their illness.

A unique aspect of the CSM is that patients’ emotional response to an illness threat and
emotional coping strategies are taken into account. The CSM proposes that emotional
representations, which occur alongside and interact with cognitive representations,
guide actions aimed at reducing unwanted emotions, for example, fear, and these
actions are similarly appraised for their ability to reduce unwanted emotions (Leventhal,
Meyer and Nerenz 1980). Misconceptions about CHD can lead to higher levels of

emotional distress which can then result in maladaptive coping strategies, such as
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avoidance of exercise (Day, Freedland and Carney 2005, Leong, Molassiotis and Marsh
2004, Ziegelstein et al. 2000).

2.9.1.2 Motivational interviewing

Motivational interviewing was utilised in the CSM-based study by Taylor (2009) to
explore its efficacy for improving attendance at CR. Although not based on theory,
motivational interviewing is aligned with the transtheoretical model of behaviour
change which purports that individuals go through different stages when changing
behaviour, from ‘pre-contemplation’ through to ‘maintenance’ of the behaviour; the
motivational interviewing approach aims to help individuals move from ambivalence
about change to thinking about and making a change (Prochaska and DiClemente 1992).
Additionally, motivational interviewing is consistent with the principles of self-
determination theory (SDT) (Ryan and Deci 2000) and it has been suggested that SDT
can provide a theoretical framework for motivational interviewing (Markland et al.
2005). Miller and Rose (2009) have started to develop a theory to explain motivational
interviewing’s mechanism of action and its active ingredients. Their work has
identified two main factors; relational and technical components. The relational aspect
relates to common factors such as showing empathy and the technical aspect is
concerned with the methods used to elicit ‘change talk’ (Miller and Rose 2009).

2.9.1.3 Theoretical framework summary

Leventhal’s CSM provides a theoretical framework on which to base the interventions
being developed in this study. Cardiac beliefs and misconceptions correspond to the
domains of the CSM, for example, the misconception “it is dangerous for people who
have heart disease to argue” (Furze et al. 2003) corresponds with ‘consequence’
representations. The CSM helps to understand the interaction between illness
cognitions and behaviour and demonstrates how an appraisal process can lead to
changes in both cognitive representations and behaviours. The CSM also considers
people’s emotional representations and their attempts to manage unwanted emotions
thus providing another explanation for why maladaptive coping occurs. The
interventions were developed to provide patients with a simple overview of the CSM, to

provide a rationale for engaging in the intervention and for identifying and challenging
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cardiac misconceptions.

2.9.2 Intervention components and techniques

Strategies used for identifying cardiac beliefs and tailoring interventions are discussed
first and then techniques are examined in relation to which CSM illness representation

they were targeted towards changing, as most interventions were based on the CSM.

2.9.2.1 Identifying cardiac beliefs and misconceptions
Use of questionnaires

A number of interventions used patients’ responses to a questionnaire to identify their
illness representations, beliefs or misconceptions before or at the start of the
intervention. Questionnaires included the Iliness Perception Questionnaire (IPQ)
(Petrie et al. 2002), the Revised Illness Perception Questionnaire (IPQ-R) (Cooper
2004), Brief IlIness Perception Questionnaire (Brief IPQ) and the causal scale from the
IPQ-R (Broadbent et al. 2009), York Angina Beliefs Questionnaire (YABQ) (Furze et
al. 2012, Zetta et al. 2011) and York Cardiac Beliefs Questionnaire (YCBQ) (Furze et
al. 2009). For reasons not reported, the Petrie et al. (2002) study did not require patients
to complete the causal beliefs section of the IPQ thus these beliefs were not identified or

measured at follow-up.

Broadbent at al. (2009) in their further developed version of the Petrie et al. (2002)
intervention instead used the shortened version of the 80-item IPQ, the Brief IPQ,
developed by Broadbent et al. (2006) to overcome the hindrance of asking unwell
patients to complete a lengthy questionnaire such as IPQ-R. Additionally, the brevity of
the Brief IPQ makes it more feasible in clinical practice as it is quicker for clinicians to
interpret scores. The supposedly robust psychometrics of the Brief IPQ, however, have
been questioned by van Oort, Schroder and French (2011) who state that the Brief IPQ
has poor content validity and suggest it requires further development. While this has
been refuted by Broadbent, Kaptein and Petrie (2011), questions remain about the
validity of the Brief IPQ as an outcome measure; however, it may be useful as a clinical

tool to promptly identify incorrect or negative cardiac beliefs.

39



Cossette et al. (2012) administered the IPQ-R as part of the baseline interview but
participants’ responses do not appear to have been utilised alongside the intervention
unlike other studies (Broadbent et al. 2009, Cooper 2004, Petrie et al. 2002). Cossette
et al. (2012) only addressed causal beliefs in the third, final, intervention session if
patients indicated that they were not planning on attending CR but is unclear from the
intervention description how these beliefs were identified.

Furze et al. (2009, 2012) and Zetta et al. (2011) used questionnaires that have been
developed specifically to identify common misconceptions about CHD, including
physiology and living with heart disease. Items from the YABQ (Furze et al. 2003) and
YCBQ (Furze 2011) covered most of the CSM constructs: cause, consequences,
cure/control and treatment representations. The YABQ and YCBQ are easy to interpret
and reverse scored items are highlighted for ease of identification. The limitation with
these questionnaires is that while they have been developed to identify common cardiac
misconceptions it cannot be assumed that they will identify every misconception a
person holds. The 5-point Likert scale of the research version of the YCBQ allows
patients to answer “I don’t know” rather than guess a correct response which enables the
clinician to identify any areas of insufficient knowledge and potential misconceptions.
Furthermore, the Likert scale allows strongly held beliefs to be differentiated from more
moderately held beliefs which may allow the clinician to identify where a patient’s
belief, though correct, may be uncertain due to inadequate knowledge or confusion — or
the patient may just require reassurance that they have the correct ideas. Additionally,
as strongly held incorrect beliefs can also be identified, it enables the clinician to focus
attention where it may be needed most as these beliefs may be more resistant to change.

Use of open questions

In addition to identifying patients’ illness perceptions using the IPQ-R, Cooper (2004)
also posed open questions to patients during the intervention, relevant to the constructs
of the CSM, for example, “What do you think caused your heart attack?” and referred
back to the causes the patient had indicated in the questionnaire. Cooper (2004) did not
always use open questions; the illness coherence construct was explored with the
following closed question, “Do you understand what has happened to your heart?”
Closed questions invite one word answers that restrict exploration of a topic whereas

open questions invite elaboration and promote reflection; asking open questions is a key

40



aspect of motivational interviewing (Rollnick, Miller and Butler 2008). Unsurprisingly,
open questions formed a significant role in the motivational interviewing intervention
delivered by Taylor (2009); open questions were used to identify patients’ illness
beliefs, understanding of their cardiac event and beliefs about treatment, specifically,

about attending cardiac rehabilitation.

Other studies appeared to ask open questions as an intervention strategy but in most
cases the intervention detail was insufficient to understand what questions were asked.
Petrie et al. (2002) and Broadbent et al. (2009) state that patients were asked to identify
causal factors other than ‘stress’ in the first session, but the aim of this was not to
identify patients’ beliefs but to expand their ideas about causal factors. Illness beliefs
were only measured as an outcome of the intervention by Broadbent et al (2013) rather

than as part of the intervention.

Tailoring interventions

Interventions that identified individuals’ illness perceptions using questionnaires were
more likely to tailor the intervention to the needs of patients. Petrie et al. (2002),
Cooper (2004), and Broadbent et al. (2009) tailored the intervention to the individual by
eliciting patients’ beliefs about their cardiac event prior to the intervention commencing,
from patients’ responses to the baseline IPQ, IPQ-R or Brief IPQ. This enabled the
intervention facilitators to focus on changing problematic illness perceptions. Cooper
(2004) also tailored the patient-held intervention booklet according to patients’
responses to the IPQ-R; this enabled the written information to be more relevant to each
individual, for example, timeline perceptions were recorded in the booklet according to
the patient’s original response in the IPQ-R and a paragraph followed that either
supported their belief, if correct, or, if incorrect, provided an alternative perspective.
The disadvantage of tailoring written materials is that this may be burdensome and

impractical in the clinical setting.

The manual-based interventions explored by Furze et al. (2009, 2012), and Zetta et al.
(2009) did not report an emphasis on tailoring but these interventions focus on changing
misconceptions identified by questionnaires and quizzes at the start of and throughout
the patient-held workbooks. The HeartOp Plan (Furze et al. 2009) includes a checklist
for patients to identify their unhealthy behaviours and where in the manual to find
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information relevant to addressing these. Patients are supported to develop
individualised goals and plans to achieve these, for example, activity pacing.

Taylor (2009), whilst following a standard intervention structure, tailored his
intervention mid-way into the session according to individuals’ willingness to change
their health behaviours, rated using the readiness ruler (Berg-Smith et al. 1999); the
following goal setting component of the intervention used techniques appropriate to the
individual’s perceived ‘stage of change’, in keeping with the motivational interviewing

approach.

Broadbent et al. (2013) used a computerised cardiovascular risk assessment tool to tailor
the intervention according to patients’ assessed level of risk. As the study participants
had all experienced a cardiac event they were all deemed high risk and, therefore,
received identical risk information. The nurse individualised the intervention by
emphasising the lifestyle factors relevant for each individual to change. Not enough
detail is provided about the intervention to fully understand the interaction between the
nurse and patient beyond the exchange of risk information. It appears that the
intervention provided information about which behaviour changes were required, for
example, increasing exercise, but the intervention description did not expand any further
to clarify whether or not information was given on the rationale for making the lifestyle
change or how to make the required behaviour change. The study outcomes were
focused on perception of cardiac risk and illness perception change, not behaviour
change and the authors suggest that research is needed to explore if the intervention’s
effect on risk perception translates into behaviour change (Broadbent et al. 2013). Itis
unlikely, however, that significant behaviour change will occur as a result of this
intervention unless proven behaviour change techniques such as goal setting and action
planning are included (or if it is part of a treatment programme which includes such

techniques).

The advantage of identifying illness representations, cardiac beliefs and misconceptions
before or at the beginning of an intervention is that this allows it to be tailored to the
individual’s need, namely, their incorrect beliefs and misconceptions. Tailored
interventions, as opposed to a one-size-fits-all approach, are advantageous as they have
been found to be more successful at facilitating behaviour change and are preferred by
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patients (Noar, Benac and Harris 2007, Suhonen, Vélimaki and Leino-Kilpi 2008).
Tailoring, however, reduces intervention fidelity which may result in biased research
findings; this is discussed later on.

2.9.2.2 Changing ‘identity’ beliefs
Strengthen identity beliefs

The overall aim of interventions appeared to be to strengthen patients’ cognitive
representation of the symptoms of Ml and CHD. The rationale being that improved
identity of symptoms would lead to a more appropriate response, in the case of Ml, for
example, a quicker response to seek emergency care. It is also important that normal
symptoms of recovery or non-cardiac symptoms are interpreted by patients as such so
that these sensations do not lead to maladaptive behaviour such as avoidance of physical

activity.
Explain CHD/MI, common symptoms and terminology

Providing information to educate patients about their illness, including an explanation
of the commonly used medical terminology and symptoms of CHD and M1 was a
feature of a number of studies (Broadbent et al. 2009, Furze et al. 2012, Petrie et al.
2002, Taylor 2009, Zetta et al. 2011). Explanations were facilitated by the use of
written materials or drawings to provide a concrete image of patients’ heart problem —
discussed next. Taylor (2009) did not use these aids but during the discussion about Ml
with the patient open questions were used to elicit the extent of the patients’

comprehension of the information.
Provide a concrete image of CHD / Ml

Having a concrete image of one’s illness and symptoms is beneficial as it can improve
illness comprehension, reduce anxiety, and improve medication adherence (Leventhal).
Petrie et al. (2002) used drawings to provide patients with a concrete image of Ml,
however, details of what these drawings included is not given. The updated

intervention by Broadbent et al. (2009) does not describe using drawings but colour
diagrams were included in the take-home written materials, again, the content of these is

not detailed. A diagram of the heart was used by Cooper (2004) to facilitate the
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accurate understanding of the physiology of the heart and coronary arteries and was also
included in the intervention booklet. The Heart Op (Furze et al. 2009) and Angina Plan
interventions (Zetta et al. 2011, Furze et al. 2012) provided a manual for patients to
follow, within these are drawings and pictures explaining the physiology of the heart.
The use of pictures can improve patients’ understanding and recall of information,

especially in patients who have lower literacy levels (Houts et al. 2005).
Distinguish between cardiac and non-cardiac related symptoms

Patients commonly misattribute physical symptoms to their illness which can impede
their recovery and quality of life. Petrie et al. (2006) found that people who associate a
larger number of symptoms to their illness are more likely to suffer with sexual
dysfunction. Thus, Petrie et al. (2002) and Broadbent et al. (2009) provided patients
with information about typical and atypical symptoms of MI with the aim that this
would led to them being less likely to misattribute symptoms to their heart problem.
Identity perceptions did not significantly alter as a result of the intervention but patients
reported fewer angina symptoms at 3 months compared to the control group (Petrie et
al. 2002). Broadbent et al. (2009) did not report the effect of the intervention on

identity perceptions; it is assumed there were no significant findings.

A number of interventions were concerned with changing patients’ identity perceptions
(relating to) in order to improve patients’ recognition of future MI symptoms
(Broadbent et al. 2009, Cossette et al. 2012, Furze et al. 2009, Furze et al. 2012, Petrie
et al. 2002). Petrie et al. (2002) discussed the difference between normal symptoms of
recovery and MI symptoms in the third and final session, whereas, Broadbent et al.
(2009), discussed symptoms of MI in the third session attended by the patient’s spouse;
normal symptoms of recovery were discussed in the fourth session. The Angina Plan
(Furze et al. 2012 and Zetta et al. 2011) and the Heart Op Plan (Furze et al. 2009)
included a section on normal symptoms of angina and of recovery, respectively. Both
manuals also include a page with instructions for how to respond to MI symptoms.
Cossette et al. (2012) asked patients the following question in the first, pre-discharge,
session: “For which symptoms should you go to the emergency department?” so that

patients understood when to seek emergency care.
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Ideally, people should seek emergency treatment for M1 as quickly as possible as this
decreases the risk of complications and reduces mortality. One of the factors associated
with pre-hospital delay is lack of knowledge about symptoms and mismatch between
expected and experienced symptoms; people who recognise the symptoms of Ml are
more likely to respond quicker (Horne et al. 2000). Even patients who have
experienced MI previously have been found to misattribute Ml symptoms to other
causes, such as indigestion, which highlights the importance of efforts to ensure that
patients can distinguish between cardiac and non-cardiac symptoms, symptoms of

recovery and MI symptoms.

2.9.2.3 Changing causal attributions

Previous research has shown that patients’ perceptions of the cause of their CHD or MI
determine subsequent behaviour and outcomes (Furze et al. 2005, Weinman et al.
2000). Incorrect causal attributions can remain despite attendance at CR (Reges et al.
2011) and typically focus on non-modifiable causes and the belief that stress is the main

contributing factor (French, Maissi and Marteau 2005).

The identified aims of the interventions, in addition to identifying causal perceptions,
were: Expand causal beliefs; Strengthen link between causal factors and health
behaviours; Debunk myths about causes and recovery.

Expand causal beliefs
The following intervention components were utilised to expand patients beliefs about
the causes of CHD and MI:

Provide information
Prompt to consider other causes

Socratic questioning

The majority of interventions targeted causal representations by providing information
regarding the causes of CHD and MI and to address misconceptions that stress is a main
cause. This was facilitated through a discussion of causes (Taylor 2009), a combination
of discussion and written materials (Broadbent et al. 2009, Cooper 2004, Furze et al.
2009, Furze et al. 2012, Petrie et al. 2002, Zetta et al. 2011) and advice on an audio tape

(Lewin, Thompson and Elton 2002). Interventions also encouraged patients to expand
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their beliefs about the causes of their MI by prompting to consider other causes, for
example, being asked to think of other factors that may have contributed to their Ml
(Broadbent et al. 2009, Petrie et al 2002, Taylor 2009). Cooper (2004) listed and
discussed the causes previously given by patients (from the IPQ-R) and added other
relevant causes not mentioned. It appears that while Cossette et al. (2012) gave
information on risk factors, patients beliefs about what they believed had caused their
MI were not discussed. Causal beliefs were only discussed with patients in the final
session if they had indicated that they were not planning on attending CR, in which case
the nurse focused on reframing patients’ beliefs towards modifiable causes in effect to
persuade patients of the importance of CR, as described by Cossette et al. (2009).
Reframing is a component of cognitive restructuring from CBT and involves presenting
an alternative, often more positive, explanation for an event in order to change a
person’s beliefs, emotions or behaviour relating to it. It is unknown how often Cossette
et al. (2012) utilised reframing to address patients’ causal beliefs or its success at doing
so. Furthermore, the reframing technique appeared to focus on the didactic giving of
information to patients, requiring the nurse to assume an expert stance, known to be less

effective and less desired by patients (Britt, Hudson and Blampied 2004).

Cooper (2004) and Taylor (2009) used Socratic questioning, for example, “why do you
think these might have caused your heart attack? ” to explore patients’ beliefs about
why their identified causes had caused their CHD or MI. These questions naturally led
on to discussing behaviour change, as discussed further, below. Using the motivational
interviewing approach, Taylor (2009), asked patients, “Do you plan on making any

changes in your life as a result?”

Giving information about important causal factors may have conflicted with the
patients’ beliefs and together with asking patients to think of which factors, other than
stress, may have been responsible for their own illness is likely to have resulted in

cognitive dissonance.

Cognitive dissonance is where individuals hold conflicting thoughts or beliefs causing a
feeling of discomfort that is alleviated by altering the beliefs and/or changing behaviour.
Cognitive dissonance can be induced in psychological interventions to help people
make behaviour change by facilitating a change in beliefs and attitudes about the
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behaviour, motivating people to make behaviour changes (Miller 2010). Utilising
cognitive dissonance is a feature of Motivational Interviewing, an approach that
facilitates behaviour change and works through patients’ ambivalence to change. Petrie
et al. (2002) do not mention Motivational Interviewing as an approach used in their

ilIness perception intervention although it is evidently used.

Strengthen link between causal factors and health behaviours

After identifying and expanding patients’ beliefs about the causes of their illness, a
number of interventions aimed to strengthen the link between causal factors and health
behaviours, such as smoking or high cholesterol; this is important because patients are
less likely to make health behaviour changes and attend CR if they do not believe their
illness was caused by factors modifiable through behaviour change (Cooper et al. 1999,
French, Cooper and Weinman 2006). Cooper (2004) utilised a responsibility pie chart,
a cognitive behavioural technique traditionally used to challenge distorted cognitions
and emotions about responsibility for events. Cooper (2004) completed a pie chart with
each patient to demonstrate how their relevant causes were responsible for their Ml, this
served as a bridge to discuss behaviour change as patients were then asked to point to
which factors they could address.

French, Maissi and Marteau (2005) highlight a number of concerns regarding
identifying and changing patients’ causal attributions. Firstly, the researchers identified
that when patients speak about what caused their Ml they tend to think in terms of
single causes for what triggered their M1 rather than the chronic underlying causes.
This finding questions the validity of research into patients’ causal attributions as
patients may be answering a different question to the one posed by the researcher
(French, Maissi and Marteau 2005). Additionally, it highlights that health
professionals, when talking to patients about causes of M1 and CHD, should
acknowledge that patients may be thinking in terms of acute triggers and clarification of
this could ensure that patient and health professional are discussing the same issue; this

is likely to help focus patients towards behavioural causes such as sedentary behaviour.

Secondly, patients’ causal attributions may serve an adaptive purpose and it may not be

beneficial to address these too early. French, Maissi and Marteau (2005) suggest that
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patients focus on attributions that avoid blame and assert control; explaining that stress
may be a popular cited cause of MI because ‘stress’ is a flexible concept and is usually
viewed as controllable. Viewing stress as the cause, therefore, may serve as a protective
factor against poor emotional adjustment following MI, more commonly associated
with blame attributions and reduced sense of control (French, Maissi and Marteau
2005). These findings question the benefit of interventions that focus on changing
patients’ causal attributions of stress, in particular Broadbent et al. (2009) and Petrie et
al. (2002) whose interventions are delivered to patients before discharge from hospital.
Indeed, French, Maissi and Marteau (2005) suggest that attempts to change patients’
causal attributions of stress may be harmful and further research is required to

understand more about the role and purpose of causal attributions.

2.9.2.4 Changing ‘timeline’ beliefs
Shorten timeline beliefs

Petrie et al. (2002) and Broadbent et al. (2009) aimed to change patients’ perceptions
towards viewing their illness as being of short duration. This was as a result of the
researchers’ earlier findings that longer timeline perceptions were associated with
perceptions of more severe consequences and delayed return to work (Petrie et al.
1996). Both interventions discussed appropriate timelines to normal recovery with
patients and linked timeline to consequences by explaining that as recovery progressed
patients would be able to return to normal activities. Timeline beliefs were discussed

alongside consequences beliefs.

Change timeline beliefs to ‘chronic’

Other interventions (Cooper 2004, Furze et al. 2012, Zetta et al. 2011) focussed on
encouraging patients’ to view their illness as being chronic in duration. This was
achieved by explaining that while M1 was an acute event, it is part of CHD, a chronic
condition (emphasising short-term & long-term nature of MI/CHD). Cossette et al.
(2012) found, when developing the intervention, that patients were not aware of the
chronic nature of atherosclerosis but report that this belief was not addressed in the first

session; it is unclear how the intervention encouraged a more chronic view of CHD.
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The benefits to patients of viewing their heart condition as being less serious and less
long lasting, as per the interventions by Broadbent et al. (2009) and Petrie et al. (2002),
is questionable. Shorter timeline beliefs may help patients feel more optimistic about
their illness, helping to prevent depression (Sanjuan, Arranz and Castro 2011) but may
mean that patients do not understand the importance of attending CR or of making
lifestyle changes (French, Cooper and Weinman 2006). While longer timeline
representations have been found to be associated with psychological distress and
depression this is where patients also hold negative views about the control and
curability of their illness (Dickens et al. 2008, Hagger and Orbell 2003). A chronic
timeline representation of CHD is preferable as this predicts greater adherence to
medication (Byrne, Walsh and Murphy 2005) and other risk modification behaviours
important for secondary prevention of CHD, including attendance at CR (French,

Cooper and Weinman 2006).

2.9.2.5 Changing ‘consequence’ beliefs
Challenge negative belief that activities will need to be reduced long-term

The second session of the Petrie et al (2002) and Broadbent et al. (2009) intervention
focused on reducing negative beliefs patients had about the consequences of MI,
particularly relating to activities they believed would have to reduce or cease. Cooper
(2004) addressed consequence beliefs by asking patients of their intention to return to
work; it is unclear how negative responses were managed or how consequences were

addressed for people not in employment.

2.9.2.6 Changing ‘control / cure’ beliefs

While it is known that patients are less likely to attend CR if they have a weak belief in
the cure/controllability of their illness (Cooper et al. 1999, Petrie et al. 1996) people
who believe they have been cured as a result of treatment (and have an acute model of
CHD) are also less likely to attend CR or change their risk factors. Interventions were
focused towards strengthening patients’ belief in the potential for their illness to be

controlled as opposed to cured. Cossette et al. (2009) interviewed patients as part of a
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needs assessment when developing their intervention and found that patients commonly
viewed their hospital treatment as having been a cure and lacked understanding about
the chronic nature of CHD; the authors report this finding was incorporated into their
intervention but insufficient detail about the intervention components means the
strategy used cannot be identified (Cossette et al. 2012). Furze et al. (2009) addressed
patients’ misconceptions that surgery would cure their heart disease by providing
information in a ‘myths’ section in the patient manual that encouraged a chronic but

manageable view of heart disease.

Provide personalised information illustrating how behaviour change can reduce risk

The computerised decision support tool used in the intervention by Broadbent et al.
(2013) gave patients a personalised print out including a graph showing their risk of Ml
and stroke and how their risk could increasingly reduce if 1, 2 or 3 behaviour changes
were made. The nurse facilitator recorded on the sheet which lifestyle changes would
be beneficial for the patient; this is not in keeping with a collaborative patient-centred
approach and may have resulted in minimal behaviour change although this is unknown
as it was not an outcome measure. The intervention led to a short-term improvement in
patients’ sense of personal control and increased their belief that improving diet and
exercise could control their CHD but these changes were not evident at 3 months
follow-up showing that further support is required to maintain control beliefs;
Broadbent et al. (2013) did not measure attendance at community CR classes so it is

unclear what support patients received after discharge.

Promote idea of a control continuum

Cooper (2004) showed patients a continuum line with ‘no control, down to fate or
chance’ at one end and ‘high personal control — what | do will definitely make a
difference’ at the other end. Patients were prompted to indicate their belief in personal
control by marking this on the continuum line. The rationale for the continuum line was
to emphasise that control is not an all or nothing concept and to highlight that control
could be increased by managing risk factors and attending CR. The intervention could

have been enhanced by using the same method to explore patients’ treatment control
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perception, their level of belief that treatment, for example, CR, has the potential to cure
/ control their illness (Horne and Weinman 1999), particularly as the intervention was

aimed at encouraging patients to attend CR.

Discuss methods of health behaviour change/ encourage behaviour change

All interventions emphasised the need to make lifestyle changes in order to manage
CHD and to protect from further MI. A smaller number of interventions encouraged
patients to increase their sense of personal control over their CHD and supported them
to make the relevant behaviour changes. These interventions used methods that are
recognised ‘behaviour change techniques’ (BCTs) for behaviours relating to smoking
cessation, exercise and physical activity (Abraham and Michie 2008, Michie et al.
2011).

Action planning

Petrie et al. (2002) and Broadbent et al. (2009) used a written ‘personal action recovery
plan’ which included a tailored plan of exercise, dietary change and return to work —
this BCT is known as action planning (Michie et al. 2011). Action planning involves
making a detailed plan of what behaviour is to be carried out, where, when and how
many times a day/week or duration (Michie et al. 2011).

The theory of reasoned action (TRA) (Ajzen and Fishbein 1980) and the theory of
planned behaviour (TPB) (Ajzen 1991) posit that intentions to perform behaviour
predict behaviour. Despite being a relatively strong predictor of behaviour, behavioural
intentions do not necessarily translate to behaviour change and there can be a
discrepancy between stated intentions and behaviour (Orbell and Sheeran 1998, Sutton
1998). Action planning is believed to ‘bridge the gap’ between intentions and
behaviour and has proven its worth across a wide range of behaviour domains
(Abraham et al. 1999) and, importantly, is successful at increasing physical activity in

cardiac patients (Ferrier et al. 2011).

Goal setting and pacing
Furze et al. (2009, 2012) and Zetta et al. (2011) discuss the importance of goal setting
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and pacing with patients and explain how this can prevent them getting into an
overactivity-underactivity cycle that leads to problems including physical
deconditioning. Activity pacing was first developed as a self-management technique for
chronic pain patients; it aims to improve activity levels through planned tasks of
gradually increasing duration or intensity (Birkholtz, Aylwin and Harman 2004). Lewin
et al. (1995) developed the goal setting and pacing method for the Angina Plan
intervention (Furze et al. 2012, Zetta et al. 2011) and a similar format is followed in the
HeartOp Plan (Furze et al. 2009); it appears that goal setting and pacing is similar to the
BCT ‘set graded tasks (Abraham and Michie 2008).

The goal setting and pacing elements of the Angina Plan and HeartOp Plan supports
patients to, firstly, set behavioural goals and, secondly, to plan activities which begin at
their baseline level of intensity and gradually increases as tasks are experienced as easy.
The manuals included record sheets (Furze et al. 2012 and Zetta et al. 2011) or a diary
(Furze et al. 2009) for patients to record progress towards achieving their behavioural
goals —a BCT known as ‘prompt self-monitoring of behaviour’ and is effective for
improving physical activity and healthy eating (Michie et al. 2009). Additionally,
follow-ups reviewed patients’ progress with their goals and enabled facilitators to give
feedback on goals; these techniques are known as: ‘prompt review of behavioural goals’
and ‘Provide feedback on performance’ and have empirical support (Michie et al. 2009,
Michie et al. 2011). Follow-up was conducted by 10-15 minute telephone calls at 3
weekly intervals for about 6 weeks (Furze et al. 2009), 4 weekly intervals for 12 weeks
(Zetta et al. 2011) or a negotiable number of follow-ups over 12 weeks by telephone or
home visit (Furze et al. 2012). Unfortunately, Furze et al. (2012) did not report on the
quantity, duration or nature of follow-ups so the overall ‘dose’ of received support is

unknown.

Goal setting, self-monitoring of behaviour, review of previously set goals and feedback
on performance are self-management techniques originating from the discrepancy-
reducing feedback loop of control theory; the theory posits that goals will be more
successfully achieved if people receive feedback on the discrepancy between their
behaviour and their goal (Carver 1981, Carver and Scheier 1982). Evidence to support
control theory techniques shows that goal setting on its own is insufficient (Michie et al.

2009). The other interventions do not encourage self-monitoring or review goals over a
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meaningful timeline, for example, Petrie et al. — goals are reviewed in the final session
but as this is only 3 days since the first session and the patient has not get been
discharged performance towards goals has not been possible therefore feedback cannot

be given.

While only two interventions mention self-efficacy (Cooper 2004 and Taylor 2009) it is
assumed that an illness perception intervention would benefit from addressing
cognitions and behaviours associated with self-efficacy. Self-efficacy is “the belief in
one’s capabilities to organise and execute the courses of action required to produce
given attainments” and is a construct of social cognitive theory (Bandura 1977).
Improving self-efficacy is important as it is a key determinant of behaviour and is
linked with the adoption and maintenance of physical activity (Sallis et al. 1986). Goal
setting and pacing or ‘set graded tasks’ are techniques that break a goal into smaller,
more achievable, steps which enables people to attain a level of mastery leading to
improved self-efficacy for reaching the end goal. Improving patients’ self-efficacy for
performing behaviours associated with risk factor reduction can help patients increase
their sense of control over their condition. The evidence for ‘set graded tasks’,
however, is mixed. Recent reviews and meta-analyses by Ashford, Edmonds and
French (2010) and Olander et al. (2013) have found that ‘set graded tasks’ is associated
with significantly lower self-efficacy for physical activity. These findings, however, are
for ‘healthy’ people and, therefore, may be less relevant to cardiac patients as their

health condition dictates that a gradual increase in activity is followed.

Prompt barrier Identification

Broadbent et al. (2009) discussed the benefits and problems of changing behaviour but
it is unclear whether this was from the patients’ perceptive or how perceived problems
were addressed or incorporated into the action plan. Cooper (2004) asked patients to
identify any difficulties that may prevent them from carrying out behaviour change and
ways to overcome them, this is a common strategy termed prompt barrier identification
by Abraham and Michie (2008). Cossette et al. (2012) similarly discussed patients
anticipated difficulties with changing their risk factors but it is unclear if problem
solving was involved as the intervention strategy appears to have focused on persuading

patients of the benefits of attending CR. Patients who received the intervention by
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Cossette et al. (2012) had a significantly greater sense of personal control over their
illness (p = 0.041) and were more likely to attend CR compared to the control group (p
= 0.001), whereas, the intervention by Cooper (2004) did not lead to any changes in CR
enrolment. The reasons for these, and the other reviewed interventions’ successes and
failures, however, cannot be attributed to particular intervention components or
mechanisms of action as they do not provide adequate detail about the intervention.
Cossette et al. (2012) have recognised this limitation and state an intention to analyse
additional data concerning the description of the intervention to understand any links

between the content of the intervention and changes in illness perceptions.

As an intervention component, prompt barrier identification may not be useful,
although commonly used in behaviour change interventions it is associated with
decreased self-efficacy (Ashford, Edmunds and French 2010). Work by Sniehotta,
Scholz and Schwarzwer (2006) on improving patients’ adherence to physical activity
after attending a CR programme suggests that barrier identification is beneficial when it
is used to construct a coping plan and only when used in conjunction with an action
plan. Taylor (2009) asked patients who were ambivalent about change about their
views on the benefits of change and the costs of not changing, whereas patients who
indicated a readiness to change were asked to voice their views on what changes are
needed and ideas for change; all patients, regardless of readiness for change were
encouraged to set goals for the action plan. Ashford, Edmunds and French (2010)
suggest that the motivational interviewing (Miller and Rollnick 2002) approach of
focusing on reasons to change may be more appropriate than having patients voice their
barriers or reasons not to change. Practical barriers to attending CR (Cooper et al.

2005), such as transport, however, may be useful to identify and problem solve.

2.9.2.7 Improve belief in treatment control
Discuss concerns and provide information about taking prescribed medication

Beliefs about medication were addressed by Petrie et al. (2002) and Broadbent et al.
(2009) by discussing the benefits of medication and any concerns patients had about
their medication. Petrie et al. (2002) describe explaining to patients the importance of
taking medication regularly and not relying on symptoms to guide medication use; it is
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unclear if taking medication was added to the action plan or if this discussion also took
place in the updated version by Broadbent et al. (2009). Cossette et al. (2012) provided
information about medication and inquired about patients’ views on adherence to their
medication regime. Broadbent et al. (2013) emphasised the importance of taking
medication to reduce risk of further M1 and Cooper (2004) presents taking medication
as one aspect of taking control of CHD.

Strengthen belief in CR as a treatment

In addition to components aimed at changing patients’ perceptions about the identity,
cause, timeline, consequences and personal control of CHD, a number of interventions
addressed treatment control perceptions directly. It appears necessary for interventions
to manage any cognitive barriers to attending CR, such as misconceptions about the
need for CR or of what CR entails (French, Cooper and Weinman 2006). A number of
interventions included enrolment or adherence to CR as a primary (Cooper 2004,
Cossette et al. 2012, Taylor 2009) or secondary (Broadbent et al. 2009, Petrie et al.
2002) outcome measure. The Angina Plan intervention (Furze et al. 2012, Zetta et al.
2011) did not encourage enrolment onto a CR programme because CR is not routinely
provided to angina patients and the intervention is a home-based CR in its own right.
The HeartOp Plan (Furze et al. 2009) did encourage CR participation by providing
information about what CR involves but attendance was not included as an outcome

measure.

Petrie et al. (2002) and Broadbent et al. (2009) do not mention CR to patients from the
intervention description so it is unknown whether this was discussed, a part of patients’
action plan or as part of usual care. Patients receiving either intervention had higher
intentions to attend CR but although more people did attend CR, attendance was not
significantly different compared to the control group. The primary aim of the
interventions was quicker return to work, which was achieved; it may be that a bias
towards encouraging work meant patients were less likely to attend CR. While return to
work has social and economic benefits for patients it may be more detrimental in the
long-term for patients to miss CR in favour of work. It is also possible that due to the

interventions providing patients with an action plan for reducing risk factors (Broadbent
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et al. 2009, Petrie et al. 2002) and having increased patients’ perceptions of personal
control over their illness (Petrie et al. 2002) that patients believed they had the

resources to manage without CR; the long-term effects of this is unknown.

The intervention by Cooper (2004) had no impact on attendance at CR; however, both
groups had a higher than average attendance (68%) which was suggested to have been
as a result of recent positive changes to improve CR both locally and nationally (Cooper
2004).

The intervention by Taylor (2009) was delivered to patients who were already attending
their first CR class so the focus was on encouraging adherence to CR. Taylor (2009)
discussed the CR programme with each patient and elicited their perceptions of
treatment by asking questions, including, “What do you think of attending for these
sessions?”, “Do you think this programme is going to help you to recover?” and
corrected any misconceptions about CR using a motivational interviewing style. The
intervention group attended significantly more sessions than the control group (p=
0.043) but, in contrast to Petrie et al. (2002), illness perceptions relating to
consequences, control or treatment were not changed. Whilst the study was limited by
its small numbers it appears that factors other than illness perceptions led to increased
adherence. Taylor (2009) suggests that the goal setting and action planning components
of the intervention may have strengthened patients’ ‘implementation intentions’, a
construct from the TPB that is related to putting goals into action (Gollwitzer 1999), or
that the motivational approach moved patients towards the ‘action’ and ‘maintenance’
phases of the TTM (Prochaska and DiClemente 1992). As the intervention was devised
to improve patients’ self-efficacy this may have contributed to improved CR adherence
but as the researcher did not measure self-efficacy the effect of the intervention on this

construct is unknown.

2.9.2.8 Emotional representations

Secondary analysis of the data from the Petrie et al. (2002) study found that patients
were less likely to benefit from the intervention if they displayed higher trait negative
affect, such as low mood or anxiety (Cameron et al. 2005). The authors suggest that the

addition of an emotion-focused approach may improve outcomes for patients with low
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mood or anxiety (Cameron et al. 2005). The updated intervention (Broadbent et al.
2009) was delivered before these findings could be incorporated as data was collected
between 2002 and 2003. However, Broadbent et al. (2009) included an extra session for
patients with a participating spouse that could be seen to have explored emotional
representations by exploring and normalizing concerns regarding patients’ return home.
It is not uncommon for the MI patient’s spouse to experience psychological distress in
response to the patient’s MI and this distress can have an adverse effect on patients’
recovery (Moser and Dracup 2004). Exploring and correcting illness perceptions and
cardiac misconceptions of patients and their spouse enables them to have similarly
aligned perceptions of M1 and CHD which has been found to be beneficial for patients’
recovery (Figueiras and Weinman 2003). Cooper (2004) did not include specific stress
management techniques but provided information about common mood changes after

MI to normalise the experience of low mood and provided brief practical advice.

Stress management/ emotional control training

Michie et al. (2011) state that the BCT ‘stress management /emotional control training’,
which includes specific techniques such as progressive relaxation, does not directly
target behaviour but may facilitate it as a result of reduced anxiety and stress. Patients’
cardiac misconceptions can maintain negative affect and make them less likely to
engage in behaviour that will improve their outcomes, including, their emotional and

physical wellbeing (Furze et al. 2005).

The Angina Plan and HeartOp Plan have sections dedicated to patients’ emotional
response to their illness; cognitive behavioural strategies are utilised to manage negative
emotions and both interventions include a relaxation CD. The workbooks explain
techniques which include: progressive muscular relaxation, positive imagery, breathing
techniques, distraction, positive thinking and changing stress related behaviour. The
Plans detail how negative thinking is linked to extra production of adrenaline leading to
further stress and advice is given on how to deal with negative thoughts; the HeartOp
Plan provides more advice on how to change negative automatic thoughts using a brief
form of cognitive restructuring. The advice for changing negative thinking, however,
does not include writing thoughts down on paper and there is no place in the patients’

57



Angina Plan weekly record sheet or HeartOp diary to record or challenge unhelpful
thinking. The act of writing down thoughts is known to help people identify and make
sense of negative thoughts and the use of thought diaries and worksheets is a key part of
cognitive restructuring. Interventions aiming to change negative or unhelpful thinking
about CHD would benefit from providing a resource to allow and encourage patients to
write down and challenge thoughts.

Lewin et al. (2002) aimed to address patients’ fears about dying from MI by providing
reassurance on the audio tape that this was unlikely as they were now receiving
treatment. Cossette et al. (2012) purport to have addressed patients’ concerns and
worries and state that emotional support was provided depending on patient need and
included: normalisation, legitimisation, listening, and reassurance. Details about these
aspects of emotional support, however, are not given. Neither of these interventions led
to improvements in levels of anxiety or low mood experienced by patients at follow-up
which indicates that different or additional methods may be required. Additionally,
providing reassurance can be unhelpful for patients who are overly anxious about their
health as it increases reassurance seeking behaviour and anxiety (Salkovskis and
Warwick 1986).

2.9.2.9 Intervention format

All of the reviewed studies were of interventions that were delivered on an individual
basis, either entirely in person (Broadbent el. 2009, Broadbent et al. 2013, Cooper 2004,
Petrie et al. 2002, Taylor 2009) or with an initial session in person followed on by
telephone sessions (Cossette et al. 2012, Furze et al. 2002, Furze et al. 2012, Zetta et al.
2011). The tape study intervention was entirely self-administered by the patient (Lewin
et al. 2002). No relevant studies were identified that utilised a group format whereas the
review by Goulding, Furze and Birks (2010) included a study that had a group-based
arm (Barnason and Zimmerman 1995). All but 3 studies (Furze et al. 2009, Furze et al.
2012, Taylor 2009) were delivered to people hospitalised due to their cardiac event and
the intervention completed prior to discharge from hospital, apart from the Angina Plan
intervention which continued as the patient returned home. Possibly, it is more

appropriate to deliver a one-to-one intervention to people who are in hospital due in part
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to the practicality and logistics of delivering a group intervention in hospital to patients
who are likely to be requiring ongoing machine monitoring. As in-patients may receive
an individual session with a CR nurse, to identify risk factors and discuss necessary
lifestyle changes, the addition of additional methods to identify and manage cardiac

misconceptions is likely to fit within this format.

Group-based interventions do exist in the literature but were not included in this review
as outcomes did not include illness perceptions or cardiac misconceptions (for example,
Moore et al. 2005) and/or they were multifaceted cardiac rehabilitation (for example,
Lidell and Fridlund 1996), psycho-education programme (for example, McGillion et al.
2008) or lifestyle change programmes (for example, Frattaroli et al. 2008) making it
difficult to identify which components of these interventions were aimed at changing
cardiac beliefs. The social context of group-based interventions has been found to
facilitate behaviour change and self-management of chronic illnesses and improves self-
efficacy via social support, modelling, social persuasion and social comparison (Gallant
2003, Lorig et al. 2001). Furthermore, patients value the social aspect of group-based
CR programmes (Clark, Whelan, Barber et al. 2005). Group-based interventions are
also more cost-effective but it is unknown how acceptable a group intervention will be
to people because the session cannot be personalised to their individual illness
perceptions. Furthermore, as it is not feasible to tailor a group intervention to

individuals, this is likely to reduce efficacy.

2.10 Quality of reviewed studies

2.10.1 Ethical considerations

All studies reported that they received ethical approval before proceeding with the

study.

2.10.2 Extent of intervention development

As previously discussed, systematic development of an intervention is important for a
number of reasons; primarily so that the best components are chosen so to increase the
likelihood that an intervention is efficacious and also that the intervention’s mechanism

of action is understood. Systematic intervention development allows an intervention to
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be refined in terms of its content and delivery, optimising its acceptability and
feasibility to patients, healthcare staff and services prior to a definitive evaluation of its
efficacy and cost effectiveness (Medical Research Council 2008). While the MRC
guidelines have been used by researchers worldwide to inform the development of
healthcare interventions, other frameworks and guidelines provide more detailed advice
for intervention development, these include: Intervention Mapping (Bartholomew,
Parcel and Kok 1998, Bartholomew et al. 2011), the PRECEDE-PROCEDE approach
(Green and Kreuter 2005) and the Behaviour Change Wheel approach (Michie, van
Stralen and West 2011). Intervention mapping is a tool for planning and developing
health promotion interventions through a series of iterative steps (Bartholomew et al.
2011).

PRECEDE-PROCEED is a planning model that is also used for developing health
promotion interventions that works from an idea of the desired end point and working
back to identify objectives that will achieve that goal (Crosby and Noar 2011). The
Behaviour Change Wheel is a theory and evidence-based tool that improves
understanding of behaviour and enables the design and selection of interventions and
policies that consider a range of factors including people’s internal motivating factors
and external factors such as time (Michie, van Stralen and West 2011). Whilst these
models of intervention development could have been chosen for the current project their
focus on behavioural outcomes and health promotion made them less relevant for this
study which is focused, at this stage of the research, on changing cognitions not
behaviour. It was decided that the MRC framework for developing complex
interventions are appropriate guidelines to follow because of its focus on modelling and
pilot testing to fully develop interventions. A drawback of the MRC framework is that
it provides fewer guidelines for developing the content of the intervention than models

such as the Behaviour Change Wheel.

Cossette and colleagues followed American guidelines proposed by Whittemore and
Grey (2002), similar to the UK’s MRC guidelines, to develop their intervention and is
detailed in a separate paper (Cossette et al. 2009). However, the use of qualitative
methods to develop the intervention was limited to an assessment of 23 patients’ illness
perceptions and their openness to modify risk factors rather than exploring patients’

views regarding potential intervention components, although, it did establish that a
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telephone follow-up was preferred. The use of qualitative methods, instead of or in
addition to the patient satisfaction questionnaire, to explore intervention acceptability
would have enabled a deeper understanding of patients’ experiences of the intervention
and provided useful data to improve the intervention (Lewin, Glenton and Oxman
2009).

Lewin, Thompson and Elton (2002) briefly explain that the tape intervention was
developed as a result of a literature search and interviews with patients. The Angina
Plan (Furze et al. 2012, Zetta et al. 2011) reports to be a systematically developed
intervention with further details about the Plan provided by Lewin et al. (2002),
however, the process of the development is not fully explained. The remaining studies
did not report on any attempts to explore the acceptability and feasibility of the
interventions prior to their efficacy testing, thus, the degree to which interventions were

optimally designed is questionable.

2.10.3 Extent of process evaluation: patient experience and satisfaction

Whilst an RCT can conclude if an intervention appears to be effective or not, its scope
is limited in terms of explaining why the intervention worked or didn’t work. Process
evaluations are one way of exploring the factors which contributed to an intervention’s
success or failure, including, the intervention’s content, its application and the context
of the setting in which it was delivered (Medical Research Council 2008). Process
evaluations require mixed methods to provide a detailed and more complete
understanding of multiple factors impacting the intervention, for example, the extent to
which participants received the full ‘dose’ of the intervention, the extent to which the
intervention was delivered as planned and exploration of potential barriers to the
intervention’s implementation in the clinical setting (Craig et al. 2008). Process
evaluation provides a richer understanding of the intervention as a whole, enhancing
researchers’ ability to further improve and develop similar interventions. Furthermore,
process evaluation provides information that allows clinicians to implement
interventions outside of the research setting in a way that will optimise success (May et
al. 2007).
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The reviewed studies reported zero to minimal process evaluation. Broadbent et al.
(2009) and Petrie et al. (2002) measured patient satisfaction with the intervention using
a brief questionnaire and Zetta et al. (2011) used the treatment satisfaction aspect of the
SAQ. The use of brief quantitative methods to explore patient satisfaction and
perceptions of an intervention limits the depth of understanding that can be learnt from
participants’ experiences. Patient satisfaction surveys have been criticised on a number
of levels; the lack of consensus regarding the definition of ‘satisfaction’ and disregard
of other factors which influence satisfaction, such as demographics, health status and
social-psychological factors which can all hide patient dissatisfaction (Hekkert et al.
2009, Williams, Coyle and Healy 1998). Surveys, in their nature, ask a set of pre-
determined questions posed from the researcher’s point of view. This inevitably limits
patients’ responses resulting in findings which may not capture the full picture of
peoples’ views and experiences (Sitzia and Wood 1997). Furthermore, the timing of a
satisfaction survey is important; patients require time to reflect on their experience but
over two weeks may increase recall bias (as well as decreasing response rates) (Stevens
et al. 2006). Participants in the study by Broadbent et al. (2009) were posted the
satisfaction questionnaire at 3 months post-intervention. Consequently, it is quite
possible that responses to this questionnaire were affected by recall bias, especially
because the intervention was relatively brief and the time lag may have made the

intervention harder to separate from other treatment received since.

The only study to use qualitative methods to understand patient experience of the
intervention was Furze et al. (2012), who nested a qualitative study alongside their
RCT, reported in a separate paper by Nelson et al. (2013). Nelson et al. (2013) found
that while patients were accepting of lay-workers’ support, their need for information
about medication, which cannot be given by a lay-worker, indicated that an entirely lay-
supported programme was not practical and an element of nursing support would be
needed. Lewin, Glenton and Oxman (2009) report that qualitative methods to help
understand the findings of complex interventions are underutilised, as found in this
review. Efforts to improve the development, evaluation and reporting of complex
interventions will require more researchers to include qualitative methodologies (Craig
et al. 2008, Schulz et al. 2010)
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2.10.4 Extent of process evaluation: intervention fidelity

The extent to which an intervention was delivered as planned is vital for researchers to
measure and report because it informs the reliability and validity of the findings and
accuracy by which the findings are interpreted and used for further research or clinical
practice (Mars et al. 2013). Fidelity can be monitored and enhanced in a number of
ways, for example, by audio-recording sessions and checking a random selection,
following a treatment manual or completing a treatment checklist (Spillane et al. 2007).
Only a small number of the reviewed studies appeared to make attempts to enhance
fidelity, reflecting findings that fidelity is under-evaluated (Craig et al. 2008). Cooper
(2004) was the only researcher to audio-record and check intervention sessions,
although this appears to have been for supervisory purposes with the emphasis on
quality of delivery as opposed to fidelity per se. Taylor (2009) describes following a
structured session guide for the purpose of enhancing fidelity to the intervention
protocol and provides a detailed copy of this guide. The interventions reported by Furze
et al. (2009), Furze et al. (2012) and Zetta et al. (2011) utilised a treatment manual and
patient-held treatment booklets so were, therefore, more likely to adhere to the treatment
protocol. Other studies described a pre-determined focus for each session but the exact
content depended on patients’ individual perceived needs (Broadbent et al. 2009,
Cossette et al. 2012, Petrie et al. 2002). Cossette et al. (2012), for example, describe

flexible use of the intervention components depending on perceived patient need:

“Based on the nurse’s clinical judgment, interventions included teaching, emotional
support (normalization, legitimization, listening, and reassurance), cognitive support
(reframing, clinical advice, warnings, and suggestions), reinforcement of internal and

external resources/strengths, and referral to external health resources when needed.”

(Cossette et al. 2012 p:116)

Flexible delivery of a tailored intervention can enhance the intervention’s efficacy as the
content can be made more relevant to the individual or the setting and can facilitate the
success of an intervention when it is implemented outside of the research setting (Cohen
et al. 2008). However, the studies that have utilised a more flexible intervention
approach are limited regarding the above benefits as there is a lack of clarity regarding
which aspects of the intervention should be used in which circumstances. As Cossette
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et al. (2012) relied on the nurses’ clinical judgement in deciding which techniques to
use during the intervention, rather than following a set protocol, makes it more difficult
to distinguish whether the findings were as a result of the intervention components or

the personal characteristics of the deliverer.

The studies would have benefited from keeping a record of techniques used in each
intervention session; this would provide a measure to report intervention fidelity, clarify
which techniques were used in which circumstances and enabled a more complete

process evaluation.

2.10.5 Contamination with confounding factors

Two studies considered the influence of intervention contamination and attempted to
limit this through the use of an intervention prompt sheet and checklist for nurses (Furze
et al. 2009), and instructions to participants not to share the intervention with other
patients (Lewin et al. 2002). Other studies did not report attempts to reduce
contamination between experimental groups which questions the validity of these
studies’ findings. Intervention contamination is likely to be more problematic for those
studies where the intervention was delivered solely or partially in a hospital setting, due
to the close proximity of control group participants and the fact that these studies do not
report on attempts to reduce contamination (Broadbent et al. 2009, Cossette et al. 2012,
Petrie et al. 2002, Zetta et al. 2011).

2.11 Review strengths and Limitations

This review aimed to explore the theoretical basis of illness perception interventions in
a CHD population so that relevant theory could be identified and utilised for the
intervention being developed in this project. Unfortunately, overall, the theoretical
basis of interventions was inadequately explained especially in terms of explaining why
intervention components were chosen and explaining interventions’ intended
mechanism of action. This demonstrates the need for researchers to more adequately
detail and explain their use of theory, as identified by Michie and Prestwich (2010).
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The review also aimed to explore the components of the identified interventions so that
relevant methods and techniques could be identified and utilised in the development of
the current intervention. The behaviour change technique taxonomy (Abraham and
Michie 2008) was not found to include relevant techniques for changing illness
perceptions so this review developed a unique system to identify and class intervention
techniques according to the illness representation the technique was said or perceived to
be targeting. A number of techniques were identical to BCTs, for example, goal setting,
but these were able to be grouped according to the illness representation(s) they were
likely to affect. Since this review, an updated version of the BCT taxonomy has been
published which now includes 93 techniques and may be of more relevance to
interventions aimed at changing illness perceptions (Michie et al. 2013). Classifying
intervention components according to their illness representation target is a strength of
this review as it became clear that the CSM was the most relevant theoretical basis thus
linking techniques to illness representations was logical. It is hoped that this will result
in a more effective intervention, but this remains unknown until a future trial of the

fully developed intervention is completed.

This review only included studies of a CHD population; while this enhances the
relevance of the identified theory and intervention techniques, excluding studies from
other illness populations, for example, diabetes (Keogh et al. 2011), prevents additional
techniques and intervention formats from being identified. It is also important to note
that multi-morbidity of long-term conditions is on the increase (Salive 2013) and an
intervention aimed at illness perceptions of one illness may be less effective than an
intervention that takes into account other illnesses.

Due to time and resource limitations the review was restricted to papers published in the
English language, although it is possible that studies were missed, no non-English
language studies were identified. Whereas Goulding, Furze and Birks (2010) reviewed
only RCTs, this review also included non RCTs which helped to limit publication bias
as unpublished work, including one with negative findings, was identified (Cooper
2004). None of the studies were able to explain how or why the intervention led to any
changes in illness perception, beliefs or other outcomes and were not able to attribute
individual components to the success or failure of the intervention. This is due to the

‘black box’ nature of complex interventions; this issue is starting to improve with the
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publishing of various intervention development guidelines and intervention reporting

guidelines.

2.12 Conclusion: The draft interventions

This final section outlines the draft interventions; their theoretical basis and

components.

2.12.1 Theoretical basis

e Leventhal’s CSM is a relevant theoretical model on which to structure the
intervention, therefore, the Representational Approach to patient education which
combines the CSM and the Conceptual Change Model is of particular relevance to
the aim of changing cardiac misconceptions.

e A motivational interviewing style is appropriate for supporting belief change and
also considers what action to take if patients are unwilling to let go of
misconceptions, for example, ‘rolling with resistance’ (Rollnick, Miller and Butler
2008).

e Social cognitive theory — increasing individual’s self-efficacy is important for
health behaviour change and effective self-management of chronic health
conditions (Bandura 1982). Changing cognitions is useful for improving self-
efficacy but is inadequate without the addition of experiential challenge, for
example, trying a new physical exercise (Lau-Walker 2006).

e Theory of planned behaviour — goal setting and action planning strategies can be
employed to improve behaviour change (Taylor et al. 2006). In the case of this
intervention, behaviour change may strengthen replaced misconceptions, for
example, a goal and action plan to ‘have the whole family around for lunch’ may
strengthen a belief that “busy family time is good for my health” and help manage

anxiety that was previously dealt with through avoidance behaviour.

2.12.2 Intervention format

It was decided to develop both an individual and a group-based intervention because

ultimately one or both formats may be most effective or appropriate in clinical practice.
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All of the reviewed studies were of individual interventions; one advantage of an
individual format is that this enables sessions to be tailored to the individual (Noar,
Benac and Harris 2007).

While no group-based interventions were identified, there is evidence in favour of
group-based self-management programmes for people with long-term conditions;
including CHD (Lorig et al. 2001, Warsi et al. 2004) and CR classes are usually
delivered to groups of patients. Compared to individual-based approaches, group-
based approaches typically involve greater interaction and thus provide an
environment that is conducive for educational activities, such as social modelling or
problem-based learning better than the individual setting (Tang, Funnell and
Anderson 2006).

A standalone group session aimed specifically at changing cardiac misconceptions
or illness beliefs has not been reported in the literature but may be an acceptable
and potentially cost effective method that is easily integrated into group-based CR
programmes. Developing both types of intervention means that the acceptability of
both approaches can be explored, from the patients’ point of view, which may

identify the potential advantages or disadvantages of each approach.

2.12.3 Intervention booklet

Both draft interventions will include an identical patient booklet that explains the
importance of correct cardiac beliefs and the common misconceptions. Providing
written materials is necessary to facilitate retention of information and enables
patients to refer back to information, this may be especially important to maintain
belief change (Donovan and Ward 2001).

Additionally, the booklet allows for aspects of the intervention to be shared with the
patient’s spouse or significant others, whom may benefit from identifying and
changing their inaccurate beliefs about CHD. This may help towards aligning
patients’ and their significant other’s beliefs, as similarly aligned perspectives of

CHD are beneficial (Figueiras and Weinman 2003).
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2.12.4 The individual intervention

Below is an overview of the individual intervention, a detailed intervention guide is

presented in Appendix II:

Throughout the intervention the addition of simple CBT-based strategies such as
checking patients’ attitude towards the information or discussion (Furze, Donnison and
Lewin 2008) and the ‘teach-back’ technique, where patients summarise their
understanding of the intervention or information will be employed. These techniques
could positively impact the acceptability (and success) of the interventions especially
for people with sub-optimal health literacy (Bennett-Levy et al. 2010, Schwartzberg et
al. 2007).

Step 1) Introduce and explain the rationale for the intervention

Following patient-centred care principles, the intervention is delivered within a
collaborative patient -healthcare professional relationship, rather than the patient being
the passive recipient of information. A brief introduction and rationale for the
intervention provides the patient with an overview of what is involved and thus enables

them to take an active part in engaging with the intervention.

Step 2) Identify the individual’s beliefs and cardiac misconceptions

Patients’ cardiac misconceptions will initially be identified using the YCBQ prior to the
start of the intervention. Identifying the individual’s cardiac misconceptions enables the
intervention to be tailored to and thus concentrate on those beliefs that require
modification, making the intervention more patient-centred and of relevance to the
individual (Morgan and Yoder 2012).

Step 3) Identify the individual’s ‘control’ belief

Before discussing the individual’s misconceptions, their belief in the controllability of
their CHD will be elicited because people are more likely to change their views about
their illness if they have higher perceived control over their illness (Hagger and Orbell
2003).
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A control continuum will be referred to and people will be asked to rate their perceived
level of control from O per cent to 100 per cent. A motivational interviewing approach
will be employed to challenge low perceived control by helping people to identify
situations, thoughts or behaviours that could help raise their level of control. People
who are satisfied with their level of control will be encouraged and asked what might
help them maintain this level of control.

Step 4) Exploring misconceptions

The individual’s answers to the YCBQ are looked at together and a discussion about
experiences that have led to these beliefs encouraged. The importance of these beliefs

is evaluated, including how strongly the patient believes in them.

Step 5) Creating conditions for conceptual change

The individual’s misconceptions are discussed in terms of how they may negatively
impact health and quality of life. Links between misconceptions, confusion or gaps in
knowledge will be made to the recovery process, secondary prevention and quality of
life.

Step 6) Clarifying misconceptions

New information is presented to fill in gaps in knowledge, clarify confusions, and
replace misconceptions. Individuals will play an active role in coming up with
personalised statements that involve the replaced misconception. The benefits of
modified beliefs will be explored and individuals will be asked to rate their belief in the
replaced misconceptions, out of 10, to identify any barriers that may cast doubt on the
replaced misconception, for example, beliefs of other people, mixed information from

professionals.

Step 7) Acting on the replaced misconceptions

This step involves identifying behaviours that will reinforce the replaced misconception,

for example, correcting other people’s misconceptions, tackling avoidance, continuing
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attendance of CR. Individuals will be encouraged to write a brief action plan in the
booklet regarding setting a small behavioural goal and how they can go about achieving

it, this may be continuing with CR.

Step 8) Summary and feedback

The intervention is briefly summarised and the individual is asked to give brief

feedback and ask any questions.

2.12.5 The group-based intervention

The group-based intervention is to be delivered with the visual aid of a PowerPoint
presentation, slide hand-outs and booklet. A detailed description of the group

intervention is provided in Appendix Il, an overview is provided below:

Step 1) Introduce and explain the rationale for the intervention

Similar to the individual intervention the aim is to maintain a collaborative relationship
between the intervention facilitator and patients and promote interaction. A brief
introduction and rationale for the intervention provides the group with an overview of
what the session is covering and thus enables individuals to take an active part in

engaging with the intervention.

Step 2) Identify and explore common cardiac misconceptions

IlIness representations of the CSM are explored, beginning with ‘identity’ beliefs.
Questions from the B-IPQ are presented, relevant to the illness representation being
discussed to encourage participants to reflect and interact with the group, especially in
the case of ‘control’ beliefs. Examples of common misconceptions are presented and
their negative consequences highlighted. Group members are invited to ask questions,

comment and offer their own examples.

70



Step 3) Creating conditions for conceptual change

General, rather than individual misconceptions are discussed in terms of how they may
negatively impact health and quality of life. Links between misconceptions, confusion
or gaps in knowledge will be made to the recovery process, secondary prevention and

quality of life.

Step 4) Clarifying misconceptions

New information is presented to fill in gaps in knowledge, clarify confusions, and
replace general misconceptions. Group participants will play an active role in coming
up with example statements that involve the replaced misconception. The benefits of
modified beliefs will be explored and the group will be invited to rate their belief in the

replaced misconceptions.

Step 5) Acting on the replaced misconceptions

This step involves identifying behaviours that will reinforce the replaced misconception,
for example, correcting other people’s misconceptions, tackling avoidance, continuing
attendance of CR. Participants will be encouraged to write a brief action plan in the
booklet regarding setting a small behavioural goal.

Step 6) Summary and feedback
The intervention is briefly summarised and the participants are invited to give brief

feedback and ask any final questions.

The following chapter discusses how these interventions were ‘tested’ by people with

CHD and how their views were explored.
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CHAPTER 3. METHODOLOGY AND METHODS

3.1 Introduction

This chapter provides an overview of the philosophical underpinnings of this research

project and begins with a definition and discussion of the philosophical underpinnings.

This research study uses semi-structured interviews and focus groups as a research
method and Framework Analysis as a tool to analyse and interpret the data (Ritchie and
Spencer 1994). The literature review presented in Chapter 2 discussed how
interventions to change cardiac beliefs have shown some success but these interventions
are limited because few have been systematically developed to optimise the
acceptability of the interventions to patients. This study thus uses a qualitative
methodology to explore the acceptability of the draft interventions from the perspectives
of people who have CHD, who are the intended recipient of the intervention. The
qualitative study is used to inform the further testing and refinement of the interventions

to develop final versions.

3.2 Qualitative Approach to Research

The qualitative research paradigm focuses on gaining a deeper understanding of
peoples’ lived experience, including their beliefs and opinions, and is concerned with
mostly linguistic rather than numerical data in order to explore meaning (Green and
Thorogood 2004). Unlike in quantitative research, the eliciting of social realities and
meaning enables findings to be put into context. While qualitative research can add to
the understanding of a phenomenon or theory, ‘applied’ qualitative research “strives to
improve our understanding of a ‘problem’, with the intent of contributing to the solution
of that problem” (Bickman and Rog 1998: x). Furthermore, Morse (2012) argues that
qualitative research that focuses on issues of health and illness should be termed as
‘qualitative health research’ (QHR), defined as, “an inductive research approach used
for exploring health and illness, interested in peoples’ experience or perceptions of
health and illness” (Morse 2012: 147). Morse (2010) argues that QHR is different to
other health research and to qualitative research of other disciplines, for example,

sociology, because they have a different focus and methods; methods used by
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qualitative health researchers often need adapting to accommodate the needs of unwell
patients, the boundaries of the healthcare setting and realities of healthcare services.
The aim of QHR, in addition to providing greater understanding, is for the findings to
provide practical recommendations which can be applied to real-life health and illness
issues (Morse 2010, Thorne 2011). As this study aims to understand CHD patients’
experience of the interventions, and to apply this knowledge to further refine the

interventions for eventual use in cardiac rehabilitation, QHR is an appropriate approach.

3.3 Philosophical considerations

It is considered essential for qualitative researchers to clarify the epistemological and
ontological stance taken in their research as this information enables others to
understand and determine the validity of findings (Savin-Baden and Major 2013).
Ontology refers to the study of what exists; a researcher’s ontological beliefs include
their perceptions about the nature of reality. Two contrasting views of reality are
realism and relativism. Qualitative researchers take a relativist view of reality and are
interested in exploring meaning as they believe there are multiple ‘truths’, that truth is
subjective and dependent on multiple factors, on context, and is dynamic in nature.
Qualitative researchers’ perspectives of reality will lie along an objective-subjective
continuum depending on their philosophical beliefs and the nature of the research
question. A researcher subscribing to Pragmatism, for example, will view reality as
being that which is useful, whereas a social constructivist will have a more subjective

view of reality.

Epistemology is the theory of knowledge; a researcher’s epistemological viewpoint
includes their assumptions about constitutes knowledge, whether something can be
known and how it can be known. These assumptions dictate the relationship between
the researcher and the people or phenomena being researched. In contrast to
guantitative researchers, qualitative researchers do not prioritise objectivity and thus do
not distance themselves from participants, however, the degree of ‘closeness’ depends

on the research approach.

Methodology refers to how researchers discover knowledge in a systematic way;
methods are the procedures or tools used to achieve the aims of the research. As
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different research methods infer varying degrees of objectivity the chosen
methodological approach is driven by researchers’ epistemological and ontological
beliefs. It is important that a study’s epistemology, methodology and methods are
coherent; Carter and Little (2007) state that coherence is used by others to judge a
study’s quality. The appropriateness of the choice of methodology and methods in this
study will be examined.

3.4 Positionality

The nature of QHR is that the results are expected to provide answers, a ‘truth’ which
can be put to practical use and solve problems; this can imply a post-positivist
philosophy. The post-positivist perspective positions the researcher and participant as
separate from one another, as objectivity and minimising bias is valued, but it also takes
into account that the researcher has an unavoidable influence on the findings (Rehm
2009). Post-positivism, however, is usually confined to the quantitative tradition and
has limited use in qualitative research (Savin-Baden and Major 2013). This study could
have taken a post-positivist approach by using quantitative methodology, for example, a
questionnaire to measure participants’ views and opinions of the intervention. The
quantitative research approach assumes that findings are objective and ‘truth’ can be
discovered, however, as people construct and interpret their own meanings of an
experience this means findings cannot be representative of all people (Silverman 2010).
Quantitative data may provide objectivity but qualitative data is able to provide a rich
and detailed insight into personal experiences and perceptions of individuals (Silverman
2010). This study aimed to gain more than a superficial understanding of participants’
experiences and opinions of the intervention, therefore, a qualitative approach was

deemed more adequate and appropriate than a quantitative approach.

As qualitative research aims to gain an understanding of an individual or group’s world,
a relativist ontology, where reality is viewed as people’s interpretation of a socially
constructed reality, is a logical stance as opposed to a realist viewpoint (Green and
Thorogood 2004). A relativist view of reality, however, is at odds with the aim of this
study and the assumption that the findings reflect a certain amount of ‘truth’ which can

be applied to the interventions and result in a more acceptable and feasible methods for
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managing cardiac beliefs. To balance the aim of exploring and understanding
participants’ experiences and views of the interventions with the aim of applying this
knowledge to develop the interventions led to the conclusion that the study is best

placed within the philosophy of pragmatism.

The philosophy of pragmatism suggests that researchers should use the most appropriate
approach as required by the research question and research should take place within the
natural context (Savin-Baden and Major 2013). Maxcy (2003) describes pragmatic
research as that in which the methods are determined according to ‘what works’.
Pragmatism was founded by the American philosopher and scientist Charles Peirce
(1839-1914), along with other scholars, to challenge traditional views of science and led
them to explore the subjective experience of the social world (Strauss and Corbin 1998,
Savin-Baden and Major 2013).

The ontological assumption of pragmatism is an acceptance that there is an external
world independent of our minds but we cannot be sure if we can accurately “read the
world” (Cherryholmes 1992). Over the years pragmatists have disagreed about the
nature of physical reality but generally view ‘truth’ in terms of its ability to produce a
practical consequence (DeForge and Shaw 2012). The epistemological assumptions of
pragmatism are an acceptance of both the objective and subjective and that claims of
knowledge of an external reality is possible but difficult to “pin down” (Tashakkori and
Teddlie 1998). Ergo, causal relationships are accepted but are dependent on context and
are liable to change over time. Finally, when it comes to interpreting research findings,
pragmatic researchers view bias as inevitable but can be ‘managed’ through reflexivity

as the researcher can make their values known (Tashakkori and Teddlie 1998).

Pragmatists are able to use a range of qualitative approaches to suit the research
question; however, the pragmatic qualitative research approach has an eclectic range of
methods available for data collection and analysis (Thorne, Kirkham and MacDonald-
Emes 1997). Pragmatic qualitative research can “offer a comprehensive summary of an
event in everyday terms of those events” (Sandelowski 2000: 336) and is widely used in
health research because of its practical focus and ability to provide a close account of
the patients’ perspective (Neergaard et al. 2009). Pragmatic studies do not aim for thick
description, theory development or phenomenological interpretative understanding but
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aim instead to describe the event or experience as interpreted by the researcher while
staying close to the data — the voice of the participants (Neergaard et al. 2009). Savin-
Baden and Major (2013) position pragmatic qualitative research midway between
descriptive and interpretative positions, as shown in Figure 4, but point out that a more
subjective or objective approach might be taken by researchers, in keeping with the
philosophy of doing ‘what works’.

Figure 4: The objective-subjective continuum of pragmatic qualitative research (Savin-
Baden and Major 2013:172).

This item has been removed due to 3rd Party Copyright. The unabridged version of the thesis can be
viewed in the Lanchester Library Coventry University.

One view of pragmatic qualitative research is that it is ‘a-paradigmatic’, which is either
a positive or a negative depending on one’s philosophical viewpoint (Merriam 1998).
Savin-Baden and Major (2013) argue that it is unrealistic for any researcher to operate
in a ‘philosophical void’; therefore, ‘a-paradigmatic’ qualitative researchers

automatically adopt the philosophical tenets of pragmatism.

Qualitative researchers need to be explicit when stating their theoretical location and
methodological orientation otherwise their work can be seen to lack validity (Pope and
Mays 2006). Researchers can limit the negative influence of bias on the credibility of
their findings by acknowledging how their assumptions and preconceptions have shaped
their research choices - this reflexivity can be achieved by keeping a journal throughout

the research process (Bradbury-Jones 2007, Pope and Mays 2006).
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In order to achieve the aims of this pragmatic qualitative health study, an ontological
stance was taken which asserts that reality is to some extent knowable and unknowable
- objective and subjective (Silverman 2010). The methods used in the study were
viewed as tools which could uncover patient and staff views of the interventions and the
analysis and interpretation of these views could be used to improve the interventions
and gain a greater understanding of when and where the interventions are best placed.
The focus of the study was on optimally developing the interventions in preparation for

applying for funds for a future study to test their efficacy.

3.5 Reflection

Although I am a healthcare worker familiar with the pressures of balancing workload
and patient care, this is in an NHS primary care mental health setting, therefore | saw
myself as an ‘outsider’ in the cardiac rehabilitation setting, but less so than a researcher
without a clinical background (Morse 2010). Trying to retain an objective position was
not practical nor desirable as it was considered more useful to the research aim to
become familiar with the ‘process’ of CR and for the staff and patients to become
familiar with my presence. As the study progressed it was inevitable that | moved
slightly closer towards an ‘insider’ position; this facilitated a greater understanding of
the context in which I would interpret the findings. The nature of the study required
that | learnt about the physiology and management of CHD in order to confidently talk
to CR staff about the study and to deliver the interventions to participants without
inadvertently missing or reinforcing misconceptions. In order to put the patient
experience into context and identify the opportunities that CR staff may or may not
already take to dispel misconceptions a visit was made to a hospital for a CR nurse-
guided tour through the patients’ journey. Education sessions at one CR service were
attended to get an insight into any attempts by staff to dispel misconceptions, to

understand where the interventions might fit into CR programmes.
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3.6 Methods

3.6.1 Overview of methods

This section provides an overview of the methods used for the study, discussion of the

research setting, access to participants and approvals.

An overview of the methods and procedures in relation to the aims of the study (Phase

1) is given in Figure 5 and includes an overview of proposed future research (Phases 2

and 3) to show how the current study relates to this.

Figure 5: Overview of methods

Fully developed
mndividual
intervention.

3.6.2 Setting

Phase 1

Aim
Explore the acceptability and feasibility of the
interventions with patients and staff to further
develop mterventions.

Approach
Qualitative

Methods
Semu-structured interviews and focus group
with up to 10 people in each. Semi-structured
mterviews with CR staff.

Phases2 & 3

Aims
Pilot test interventions for feasibility and a
multicentre trial to test efficacy

Fully developed
group intervention.

Initially the research took place at one site; however, an additional site was added later

on, reasons for this are discussed in the next section. Overall, the research took place at

two CR programmes (CRP1 and CRP2) in the West Midlands region. These services

were chosen for convenience as they were the nearest geographically to the researcher.
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Each setting hosted a different intervention: The site where the individual intervention
was delivered served a population of 312,800 people (CRP1) whereas the group
intervention site served a population of 250,000 people (CRP2) (ONS website 2012).

The similarities and differences of the CRPs at the two sites are compared in Table 2.

Table 2: Comparison of the two cardiac rehabilitation services

CRP1 (individual intervention) CRP 2 (group intervention)

Community based Hospital based

Four exercise classes a week over 2 days Four exercise classes a week over 4 days
Ongoing bi-weekly education sessions Education sessions every 8 weeks
Exercise classes led by nurses, exercise Exercise classes led by physiotherapists
physiologists, physiotherapists and peer-support

volunteers

The two CRPs differ in terms of setting, provision of education sessions, number and
variety of staff. Rather than being a hindrance, differences between the two services
were positive as it aided the researcher’s understanding of how the interventions might
fit within different CR settings; it was considered that this could improve the external
validity of the study findings to other CR programmes. While external validity is not an
appropriate priority for qualitative research it is a consideration for this study because
the findings will be used to inform interventions which may then be delivered in other

CR settings.

3.6.3 Permissions and access to participants

Prior to seeking ethical approval and permissions, the researcher met with the manager,
nursing lead and Clinical Psychologist at CRP1 to discuss the proposed interventions,
the research protocol and requirements in terms of recruitment strategy, rooms for

delivering the interventions and other logistical matters.
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Ethical approval for the study protocol and documents was initially sought from the
sponsor, Coventry University, through an online peer review system. Once approval
was granted from Coventry University (Appendix 1) the researcher sought ethical
approval for the study from the National Research Ethics Service (NRES) local
committee and approval was granted following a number of clarifications regarding
procedures (Appendix I11). A Research and Development (R&D) application and
research passport form were submitted to the locality’s Research Management and
Governance (RM&G) office and permission for the research to take place at the cardiac

rehabilitation service was duly granted (Appendix I11).

Once permissions had been granted the researcher met again with CRP1 to present the
study to the wider staff group (and new Clinical Psychologist as the previous
Psychologist had left) to introduce myself as the researcher and to provide information

about what the study involved and to explain the recruitment process.

Over the course of the study CRP1 underwent a major change; the service moved to a
new venue and availability of patient education sessions was increased from two-
weekly every six weeks to twice a week, nearly every week. Whilst very positive for
the CR service, these changes and a delay in opening at the new venue made
recruitment and availability of space to deliver the group intervention more difficult. It
was, therefore, decided to recruit patients for the group intervention from an additional
CRP. The additional site was chosen due to its convenient location and the fact that as
regular educational sessions did not occur this would enable the group intervention to fit
into the programme more easily. As the researcher had already met with the Clinical
Psychologist at CRP2, from their time at CRP1, it was agreed that they would act as
Local Collaborator. The researcher was put in touch with the physiotherapists who run
CRP2 to discuss the study protocol. Satisfied that the study was appropriate for CRP2
and that there was a suitable group room available, the researcher gained approval from
the sponsor to add an additional site. The RM&G team for the locality of the additional
site was contacted to gain permission and the researcher’s research passport was

updated.
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Prior to the start of the study the researcher attended mandatory Good Clinical Practice
(GCP) training and attended RM&G and Site File training in order to understand the

guidelines and frameworks which govern research with NHS patients.

3.6.4 Sampling and recruitment

All patients with CHD, registered with CRP1 or 2 were the population from which the
sample was drawn. A diagnosis of CHD had either been made by the patients’ GP or by
the hospital consultant. Patients had either experienced an MI and/or had undergone
revascularisation procedures (PCIl or CABG). Patients with congenital heart problems
and valve problems were not included as the physiology of these conditions is very
different to CHD. Patients were included irrespective of whether they had previously

experienced a cardiac event.

A convenience sampling strategy was used as individuals were selected on the basis that
they were attending a CRP that is in close proximity to the researcher. Qualitative
research has no set rules for determining sample size and instead a number of different
recommendations exist, depending on the research aim and methodology, and take into
account time constraints and the concept of data saturation (Green and Thorogood
2004). For this study a sample size of between six and twelve people for each
intervention was considered sufficient. Morse (1991) suggests that at least six
participants are sufficient for research that aims to understand experience of a
phenomena; the phenomena in this study being the experience of the interventions.
Furthermore, Guest, Bunce and Johnson (2006) provide an evidence-based guideline,
based on their own research, that a sample size of between six and twelve people
includes sufficiently different viewpoints. As the sample is relatively homogenous, as
all participants had experience of CHD, a sample of at least six people for each
intervention was considered adequate. This a priori sample size was chosen rather than
continuing until data saturation was achieved because the concept of data saturation,
common in grounded theory, is a contentious issue and was inconsistent with the

philosophical position of the researcher.
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Study participants were recruited from people attending a stage 4 CRP rather than from
in-hospital for two main reasons. Firstly, it was considered more ethical to involve
participants at a stage when they had had some time to process the distress of their
cardiac event. Secondly, it was assumed that people attending a CRP, having had some
time to reflect on their illness, were best placed to experience the interventions and
express their views on them. It was considered that people attending CR may be more
open to providing critical feedback about the interventions as their dependence on

healthcare professionals was decreasing (Nisbett and Wilson 1977).

Exclusion criteria were applied to those unable to read or speak English as the study
could not provide translated materials or for the interventions and interviews to be
conducted in other languages. This was unavoidable due to the complexities of
providing accurately translated materials and use of an interpreter for interviews within

the constraints of student research.

At CRP1 staff gave out the study flyer and participant information leaflet (Appendix
IV) to patients attending exercise classes but no response was received using this
method. Personal introduction (De Vaus 2002) is useful for improving response rates; a
more positive response was gained when the researcher was introduced by a CR nurse
to give a brief talk about the study at the beginning of patients’ group education
sessions. At CRP2 the researcher was introduced by staff to a group of patients

attending an exercise class and a brief explanation of the study was given.

3.6.5 Measures

The demographics questionnaire (Appendix V) had 7 questions to identify age, gender,
marital status, ethnicity, educational background and work status. A final, tick-box,
section asked participants to identify their specific heart problem and any treatment
received in hospital. This questionnaire was adapted from the baseline questionnaire

used in a previous CR study (Furze et al. 2012).

Following the completion of the demographics questionnaire, the 22-item York Cardiac
Beliefs Questionnaire (YCBQ) was administered which includes statements about heart
attacks, angina and living with heart disease (Appendix V). The YCBQ, developed
from patient interviews by researchers at The University of York, has been used to
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explore CHD patients’ cardiac beliefs (Furze et al. 2009, Furze 2011, Lin et al. 2012)
and the beliefs of healthcare workers (Angus et al. 2012). The YCBQ has two versions:
the YCBQ-clinprac has a simple ‘agree’ or ‘disagree’ tick box and is thus easier to use
in clinical practice, whereas the YCBQ-Res has a 5-point Likert-type scale and is a

more sensitive tool for research.

The YCBQ-Res version was chosen, not because it is a more sensitive tool for
measuring differences in misconceptions, as this was not the aim of this study, but
because it was viewed as being more useful for tailoring the intervention and as an
intervention tool in its own right. The Likert scale of the YCBQ-Res helps to identify
how strongly a belief is held or if people are unsure of an answer and could be a
valuable tool to initiate Socratic dialogue with the individual, an approach fundamental
to cognitive behavioural therapy, and would allow people’s responses to the YCBQ to
be explored in more depth. The opportunity to explore people’s cardiac beliefs from the
responses given by completing the YCBQ would be limited if the YCBQ-clinprac

version was used.

Participants’ cardiac beliefs were measured once only because the primary reason for
using the YCBQ was to assist with tailoring the individual intervention, as an
intervention tool and to gain an overall picture of the level of cardiac misconceptions

held by participants at the two sites, rather than to test the interventions’ efficacy.

3.7 Recruitment and intervention procedures

The individual intervention took place at CRP1 and the group intervention took place at

CRP2. A summary of the procedures is given in Figure 6.
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1. Sampling and

recruitment

Convenience sampling: All
patients attending classes at
the 2 CR programimes.
Researcher introduced by CR
staff and provides patients
with participant information
sheets.

At least 24hows later, willing
participants complete consent
form, demographics and

YCBQ.

Y

2. Intervention delivery
Participants experience
individual or group

intervention.

l

3. Data collection

Individual intervention
participants and staff:

Semi-structured, audio-

taped interviews conducted.

Group mtervention
participants: Focus group,

audio-recorded.

Y

4. Data analysis

Interview and focus
group audio transcribed
and data analysed
thematically using

Framework Analysis.

Y

5. Refinement of
interventions

Study findings applied to
improve inferventions.

Figure 6: Summary of procedures

3.7.1

Individual Intervention — CRP1

People attending CR who were interested in taking part in the research study took a

participant information sheet (Appendix V) and were given the option of leaving their

contact details with the researcher to be contacted at least 24 hours later. Where contact

details were left, the researcher telephoned to check people’s understanding of the

requirements of the study and answer any questions. A meeting was then arranged, if

agreed, to obtain written consent and to complete the demographics questionnaire and

YCBQ. This brief meeting took place just before or after participants’ scheduled CR

education or exercise class in order to reduce extra burden with regards to participants’

time and parking costs. Three consent forms (Appendix V) were completed: 1 for the

participant, 1 for the researcher and 1 for CR. The demographics questionnaire

(Appendix V) was then completed.

A convenient time was arranged with participants for them to receive the individual

intervention; either the CR centre or their home. Four participants received the

intervention at their home and two people met with the researcher in a room at the CR

centre suitable for an individual consultation. The draft individual intervention protocol
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was followed (Appendix I1); each participant also received the draft intervention
booklet (Appendix Il) and was encouraged to write in it and ‘test’ their family or friends
on their cardiac beliefs. At the end of the intervention an appointment was made at least
one week later to complete the interview to discuss the intervention. The researcher
audio-recorded and wrote notes about the delivery of the intervention to aid reflection
on the process.

3.7.2 Group-based intervention — CRP2

The physiotherapist running the exercise class introduced the researcher to give people
attending a brief overview of the study and the date of the proposed draft group
intervention. The researcher provided participant information leaflets (Appendix V)
and attended the following exercise session 2 days later to obtain written consent from
people wishing to take part. As participants were seen in a group rather than individual
context it was not feasible for them all to complete the demographics questionnaire and
YCBQ at the same time, therefore, people were given the option to return these at the
start of the group intervention. The physiotherapists running the exercise classes at
CRP 2 advised that the best time to deliver the group-based intervention would be
before an exercise class. The session took place in the sports hall where exercise classes
are held. The group intervention protocol was followed (Appendix I1) and began with
reminding participants about keeping group discussion confidential, as per the consent
form. Participants were given a plastic wallet with a colour hand-out of the PowerPoint
presentation (Appendix Il1) and a copy of the draft intervention booklet. Appropriate
group interaction was encouraged but managed so that the session did not run over time.
At the end of the session, once any questions were answered, the group was reminded
about attending the focus group. The date and time of the focus group was set at

exactly one week after the group intervention.

3.8 Data Collection Methods

Two methods of data collection were used to explore participants’ experience of the
intervention and views on the booklet: individual semi-structured interviews and a focus
group. The two methods were utilised to reflect the different formats of the

intervention, to get the benefits of both methods, and for practical reasons. All
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participants were given a £10 voucher for taking part in the interventions and
interview/focus group to reflect their time and additional parking costs.

3.8.1 Semi-structured individual interview

One-to-one interviews were considered an appropriate method to explore the
experiences and views of participants who had tried the individual intervention, rather
than a group interview, for a number of reasons. Firstly, as individual interviews allow
in-depth examination of the lived experience of people (Silverman 2010), they enable
an in-depth understanding to be gained of participants’ personal experience of the
intervention, which could not be achieved in a group interview. As confidentiality is
more easily maintained, individual interviews allow participants to discuss personal
views more openly (Green and Thorogood 2004). Additionally, the time constraints of
a focus group would not enable in-depth discussion of each person’s experience of the

intervention thus limiting the depth of the data.

It was also more practical to collect data via individual interviews rather than a focus
group. As recruitment ran over a number of weeks, arranging individual interviews
with participants was more practical rather than waiting for a focus group at the end;
this meant all participants had a similar time gap between receiving the intervention and
being interviewed. Interviews were scheduled one week after the participant received
the intervention to allow them enough time to reflect on their experience but not too

long that so that they might have difficulty recalling their experience.

A semi-structured interview format was used as it allowed the views and experiences of
participants to be explored in-depth while maintaining a focus on answering the
research question (Silverman 2010). Participants were given the option of completing
the interview either in a room at the CRP or in their own home, depending on what was
more convenient or comfortable for them. An interview schedule (Appendix VI) was
developed to explore participants’ experience and views regarding cardiac beliefs and
the intervention, which included the booklet (Appendix Il). The interview schedule
helped to ensure all relevant areas were addressed with participants to facilitate
adequate cross-case analysis. The interview schedule began by reiterating the aim of
the interview, to check consent for audio-recording and included a statement to remind

participants that their data would be treated confidentially, and recordings destroyed at
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the end of the study. Once the researcher had answered any questions and the
participant was happy to continue, the audio-recorder (Olympus Digital VVoice Recorder
DM-450) was turned on and the interview commenced with open questions relating to
the participant’s experience of their heart event aimed at helping participants become
comfortable with talking, being recorded and to enable them to ‘tell their story’ (Savin-
Baden and Major 2013).

Open questions followed an order congruent with participants’ ‘journey’ from
experiencing symptoms, getting treatment, attending CR and, finally, to experiencing
the intervention. Probing questions were used to expand participants’ responses to
questions, as advocated by Legard, Keegan and Ward (2003), for example, ‘What did
you think was going on at that point?’ prompted a participant to expand on their
response which enabled a deeper level of meaning to be uncovered. Probing can also be
used to seek clarity on a topic, for example, ‘And was that in a talk when you learnt
about that?’ helped clarify how the participant learnt about cholesterol when they had
said “...[ learnt it here’. Participants’ experiences were explored in order to identify if
and when their cardiac knowledge and beliefs had been explored by CR staff or how
misconceptions had been addressed, for example, ‘Did anyone ask you about your ideas

or your knowledge about heart attacks?’

Perceptions of the intervention and the booklet explored areas that the participant
viewed to be useful and not useful, for example, ‘Was there anything about it that you
thought wasn’t helpful?’, including the readability and understanding of the written
materials, ‘Is there anything about the booklet that you would change?’ and views on
the potential benefits to other people of receiving the intervention and booklet and

timing of the intervention.

The interview schedule was used to help guide the order of topics but deviations from
the topic or order was deemed necessary in order to maintain rapport with the
participant and keep a conversational style (Silverman 2010). One interview did
introduce a new topic to allow the participant to talk more about their experience of
physical disability as the researcher felt that not asking more about this could have been
perceived by the participant as ignoring the importance of their disability. As it was not
directly relevant to answering the research question it was not transcribed but it helped
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put the participant’s experience into context and enabled a more natural conversational
style to continue as opposed to feeling that an experience important to the participant

was being ignored.

At the end of the interview participants were thanked for taking part and were reminded
that their audio-file would be deleted once the study was finished and that data would be

anonymised.

3.8.2 Focus group

Participants from the group intervention attended a focus group one week later. For the
convenience of participants the focus group was held at the CRP before the start of their

exercise class and refreshments were provided.

While a focus group cannot explore participants’ views and experiences of the
intervention in the same depth, the focus group method has a number of benefits.
Firstly, the interaction between the researcher and focus group participants can be
viewed as more ‘natural’ compared to the one-to-one situation of an individual
interview and thus participants’ accounts can be seen as more ‘authentic’ (Barbour
2007). Furthermore, the key feature of a focus group is the ability to observe interaction
between people in the group; Barbour (2007) suggests that the group environment aids
openness to expressing criticism. It is possible, therefore, that the focus group
participants may feel less pressure to make positive comments about the intervention,
which may not be representative of their private opinions. Group dynamics, however,
have the potential to limit openness, for example, a group member voicing strong
opinions may lead to other people feeling unable to voice contrasting views, which,
unmanaged, can result in an incomplete representation of overall opinions (Krueger
2000).

A focus group was considered appropriate for exploring participants’ views of the group
intervention because their shared experience could be explored through instigating and
observing conversation between group members, something that an individual interview
is unable to do. Although the focus group and individual interview participants had

experienced a different intervention everyone had received the same intervention
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booklet. It was, therefore, viewed that the focus group data would complement data
collected from the individual interviews and provide a different perspective on
participants’ views of the booklet, enhanced by potential interaction between group

participants (Kitzinger 2006).

At the beginning of the focus group a brief introduction was given to attune the
participants to its intended aims, to re-check consent for audio-recording and to reiterate
confidentiality and data protection. The group was given a copy of the group
intervention hand-out as an aide memoire, if required. The focus group was audio-
recorded (as before) and was transcribed verbatim by a professional transcriber. An
initial round-robin, asking people to give their name and favourite piece of gym
equipment, aimed to help people feel comfortable about talking and, later, to help

identify people on the audio-recording.

The focus group schedule (Appendix V1) served as a guide for the researcher to follow
although the aim was to allow people to talk as freely as possible. Where it was felt that
one person was dominating the conversation the researcher asked about other people’s
opinions. For both the individual interviews and focus group, an enthusiastic but

neutral stance was taken to avoid influencing people’s responses to questions.

A reflexive account of the focus group from the researcher’s perspective was written up

soon as possible.

3.8.3 Use of multiple data sets and multiple methods

This study used multiple data sets and multiple methods. Participants who tested the
individual intervention were interviewed on a one-to-one basis as their individual
beliefs and experiences were the focus of the research whereas a focus group allowed
the collective responses of the group-based participants to be explored. Combining
these two qualitative methods was done with the aim of gaining a greater insight into
participants’ experiences and perceptions of the interventions as well as for practical
reasons. Individual interviews and focus groups can be used together as a way of
triangulating methods to increase the validity of qualitative research findings (Lambert
and Loiselle 2008). The choice of methods in this study, however, was based primarily

on what was most practical and appropriate for the participants, the researcher and the
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study. It was assumed that the interviews and focus groups would produce parallel data
sets (Barbour 2007) and that combining the methods would add value by enabling the
views of the individuals to be compared with those of the group. Comparing the data
sets was not done to confirm the validity of the findings as this is not in keeping with a

qualitative paradigm; rather, they were used to highlight similarities and differences.

3.9 Data analysis and interpretation

Framework Analysis, developed by Ritchie and Spencer (1994), was chosen to analyse
the semi-structured interview and focus group data. Richie and Spencer (1994)
developed the framework approach for use in applied qualitative research where
research objectives are to produce outcomes that can be put to practical use.

Framework provides a more deductive approach to analysis because it starts from the
aims already set out by the study, for this reason it is an appropriate method of analysis
for healthcare research (Pope and Mays 2006). Framework analysis is congruent with a
pragmatic position as it is flexible and not aligned with a particular theory or

epistemological position.

The framework approach to managing data enables the researcher to analyse the data in
a systematic way whilst still exploring the data in depth. Framework produces a
transparent audit trail from the construction of charts which describe the themes in a
matrix format, enhancing the rigour and credibility of the findings (Ritchie and Spencer
2002)

The key features of Framework are summarised overleaf in Table 3:
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This item has been removed due to 3rd Party Copyright. The unabridged version of the thesis can
be viewed in the Lanchester Library Coventry University.

Table 3: The key features of Framework Analysis (Srivastava and Thomson 2009).
The framework approach has five stages of data analysis:

1. Familiarisation

2. ldentifying a thematic framework
3. Indexing

4. Charting

5. Mapping and interpretation

Below is a description of each stage and how it was followed:

3.9.1 Familiarisation

This involved reading though the transcripts again and again to become familiar with
the range and diversity of responses (Ritchie and Spencer 2002). The audio- recordings

were also listened to again to make sure they had been transcribed accurately.
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3.9.2 Identifying a thematic framework

The transcripts were revisited to identify issues and themes that could be used to
examine the data. The initial list was long and the process was repeated and judgements
made about meaning and the relevance of issues to make the list more concise. Index

categories were assigned numbers.

3.9.3 Indexing

The thematic framework was applied to the data and involved making judgements about
which concepts in the data were assigned which indices.

3.9.4 Charting

Devising charts was the next step and involved ‘lifting’ data from the transcripts, their
original context, and arranging them according to the themes they are in reference to
(Ritchie and Spencer 2002). The Framework approach facilitates interpreting and
synthesizing the data, compared to other methods of qualitative analysis, because rather
than ‘cutting and pasting’ chunks of verbatim text, summaries of the data are made and

inserted into the chart along with page references (Ritchie and Spencer 1994)

3.9.5 Mapping and interpretation

This final stage was influenced by the identified themes and the influence of the original
research objectives. The charts were used to map the range and nature of the findings
and to find associations between themes and between the participant groups.

The analysis was not checked by another person as it was not deemed necessary for

Masters research.

3.10 Summary

This chapter introduced a qualitative research methodology and presented a discussion
and rationale for the pragmatic qualitative research approach. An overview of the
methods was given and the rationale for choice of methods presented. The procedures
for data collection were explained including issues relating to sampling, research setting

and validity. The framework analysis approach was presented and an outline of the
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process given. The results of the data collection and analysis are presented in the next
chapter.
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CHAPTER 4. RESULTS

4.1 Introduction

This chapter has two main objectives: to report on participant recruitment and to report
on patient experiences of the interventions. The study recruitment and flow of
participants through the study will be described including challenges with the data
collection. This is followed by an outline of participant characteristics and baseline

measures. The qualitative study findings will then be presented.

4.2  Summary of method

Participants were recruited from two CR services to try either the individual or group
intervention, along with the booklet. Participants’ views regarding the acceptability of
the interventions were examined by conducting semi-structured interviews with the
individual intervention participants and a focus group with the group intervention
participants. These methods allowed an in-depth examination of participants’
experiences of the interventions and booklet, resulting in suggestions to further improve
the interventions. The interviews and focus group were analysed using framework

analysis (Ritchie and Spencer 1994), as described in Chapter 3, section 3.9.

4.3 Participants

The demographic characteristics of the participants from both research sites are outlined
in Table 4. Demographic details, including cardiac diagnosis and treatment, are
summarised in Table 5 for participants who took part in the individual intervention and
in Table 6 for the group intervention participants. Participants have been assigned a

pseudonym to protect anonymity.
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Demographic Individual Group Intervention

Characteristic Intervention

Age (years)? 61 (43 -76) 54 (36-77)

Male 4 4

Female 2 1

Ethnicity White British — 5 White British — 5
Black (other) —1 Black (other) - 0

Marital status Partner — 1 Partner — 1
Single — 0 Single — 1
Married — 1 Married — 3
Divorced —2 Divorced — 0
Widowed - 2 Widowed — 0

Employment Employed — 2 Employed — 4
Retired - 4 Retired - 1

Education Degree —2 Degree — 1

Diagnosis MI -5 MI-5
ACS-1

Treatment PCI-5 PCI-14
CABG-1 CABG-1

2 Values are mean (range)

Table 4: Overview of demographic characteristics of participants

Participant Ag Sex Post 16yrs Diagnosis Treatment
Education

Steve 43 M No NSTEMI PCI
John 70 M Yes NSTEMI PCI
Bob 45 M No ACS PCI
June 71 F No STEMI PPCI
Mandy 62 F Yes NSTEMI PCI
David 76 M No STEMI CABG

Table 5: Individual intervention participant demographics



Participant Post 16yrs Diagnosis Treatment
Education

Sam 36 M Yes NSTEMI PCI

Graeme 47 M No STEMI PPCI

Matthew 77 M No NSTEMI PCI

Alison 55 F Yes NSTEMI PCI

George 73 M No STEMI CABG

Table 6: Group intervention participant demographics

Of 18 patients directly approached at CRP1 to participate in the individual intervention,

6 people consented to take part. All participants who tried the individual intervention

completed the individual semi-structured interview. On average the interview duration

was 58 minutes (range 40 minutes to 80 minutes).

Of 10 patients approached at CRP2 about taking part in the group intervention, 8 people

consented to take part; 2 patients declined due to unavailability. Of the 8 participants

who attended the group intervention 5 attended the focus group the following week; 1

person was away on holiday and the other 2 people were unable to attend for unknown

reasons. The focus group duration was 30 minutes.

The median scores for the three sections of the YCBQ (heart attack, heart disease and

angina) are shown separately in Table 7 to give an overview of participants’ cardiac

misconceptions before receiving the intervention. Higher scores indicate more

misconceptions and a stronger belief towards these misconceptions.

York Cardiac Beliefs Questionnaire

Individual Intervention

Group Intervention

Heart disease score overall (0-48) 26 (11-44) 38 (12-41)
Heart attack score overall (0-20) 10 (7-15) 13 (0-16)
Angina score overall (0-20) 10 (8-17) 13 (3-14)

Table 7: Participants’ YCBQ scores, values are median (range)

Individuals at both research sites varied in their responses to the YCBQ items, for

example, the heart attack section received scores ranging from 0 (‘no’ misconceptions)
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to 16. The standard deviation of overall mean YCBQ scores was 19 for the individual
intervention participants and 23 for the group intervention participants. As the sample
is not powered to detect significance differences in scores, these have not been explored
further, however, the range of scores shows that some people had a better understanding
of their illness than others which lends further support to the need to tailor interventions
to individual needs.

The YCBQ required people to respond on a 5-point Likert-type scale; due to factors
such as social desirability, people can be reluctant to answer towards the extreme ends
(Ogden and Lo 2012). The majority of participants in this study answered ‘agree’ or
‘disagree’ and feedback from the individual intervention participants was that were not
confident enough in their knowledge and beliefs to admit to strongly agreeing or
disagreeing with the statements. This indicates that whilst some participants had mostly
correct cardiac beliefs there was still scope to strengthen these beliefs. Strengthening
correct beliefs could prevent them from being altered as a result of coming into contact

with incorrect information, for example, from family, friends or the media.

In terms of the feasibility of utilising the YCBQ to tailor the intervention, a few
practical issues meant that some people required more time and support to complete it.
Four participants struggled to answer the questionnaire, one person due to literacy
issues and three people due to poor eyesight and not having their reading glasses with
them. The researcher therefore read the questions aloud to three of these participants
and one participant completed the YCBQ two days after completing the demographics
questionnaire (but before the intervention). Reading out the questions to participants
may affect their responses and increases the potential for response bias — an important
limitation for future efficacy testing of the intervention. Considerations for a future
study would be to have a large-print version of the YCBQ readily available to enable
those with poorer eyesight to complete the measure more easily. In this study, reading
the YCBQ aloud to people was not seen to bias the findings as the measure was not
used to explore the efficacy of the intervention on changing cardiac misconceptions
because 1) this was not the study’s aim and 2) the study was not powered to detect

statistical significance.
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Unfortunately, it was not possible to interview staff at CRP1 about the interventions due
to their lack of availability. At CRP2, a semi-structured interview was carried out with

a member of the team who observed the group intervention.

4.4 Qualitative findings

The individual intervention and group intervention data were analysed separately; the

analyses regarding the intervention booklet were compared and brought together.

The following sections will describe and illustrate each theme using quotes from the

individual interviews and focus groups.

4.5 Individual interview findings
Four main themes were generated from the analysis of the individual interviews:

1. Acceptability of tailoring the intervention
2. Acceptability of intervention components
3. Acceptability of the intervention format and delivery

4. Timing of the intervention

4.5.1 Acceptability of tailoring the intervention

Participants’ responses to the YCBQ were utilised to tailor the individual intervention.

It was expected that responses would differ, with some participants scoring higher for
misconceptions than others, depending on how many weeks they had already attended
at the CRP. It was anticipated that people who had attended for longer would have
fewer misconceptions than the new starters. Participants who were further along in their
CRP reported that they might have answered the YCBQ differently had they been given
it at the start, however, one person identified that, despite being at the end of his CRP
there were still parts of the questionnaire that he had been unsure of:

John: “Changed by the fact that I've been to all the lectures at the rehab centre.
So it’s difficult to say what my thoughts were beforehand. | have been through

this [YCBQ] and there were one or two things that I wasn’t sure of.”

Steven: “As they go on, you learn more about it. At the beginning, a lot of them,

you would probably ‘disagree’ but you weren’t too sure to ‘disagree’ but now I
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think you’d know more about the symptoms or just a lot more about things so

’

you’d probably have different answers to what you had five weeks ago.’

June: “yeah it was ok, the questions, some of the questions you thought ‘yes,

people do say that’ and I was silly to think that.”

One participant reported to have had less confidence completing the angina section of
the YCBQ; this section received the most ‘not sure’ responses compared to the other
sections of the YCBQ. Participants explained that they knew less about angina as it was

not discussed in the education sessions at CR:

John: “I don’t remember them saying anything about angina. And that was

)

basically the questions I was unsure of, were regarding angina.’

This participant felt that as he did not experience angina it was not so important for him

to understand:

Interviewer: And do you think it would be important; it would be useful for them
to talk about angina?
John: “Well, if you suffer from it, absolutely. I don’t and, therefore, I'm not so

concerned about it. Just that when the questions came, I wasn't sure.”
Another participant found it reassuring to learn that angina did not damage the heart:

Steven: “you always would have thought angina was damaging...at least that’s

one good thing.”

Participants conveyed that they sometimes found the YCBQ confusing, including the
version in the booklet; however, reviewing their answers in the intervention session

helped them gain understanding.

Bob: “A4 couple of questions, you know, if you read them quickly you could build
something in your mind that gave you a different vision of what the question
actually was. But then, when you spoke to me one-to-one about it instead of just
reading it from the booklet, you made me understand it more. And definitely,
you know, some of the questions | would have put different answers to with not
fully understanding the question, rather than explaining to me what the question

actually meant.”
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One person did not find completing the YCBQ difficult as they were already familiar

with the correct responses:

Wendy: “Well I found, from my point of view there probably wasn’t a lot of

’

things on that questionnaire that I, I didn’t know.’

For one participant, David, completing the YCBQ was described as a daunting
experience. Due to problems with his eyesight, and not having the right glasses with
him, he agreed to have the questionnaire read to him. Despite being conscious of
making sure that David did not feel pressure to get the ‘right” answer, it appears that he
still felt anxious; this issue was only highlighted afterwards, in the interview. This
person also felt that there were too many questions and that they were too personal,
however, he went on to explain that after answering a few questions he felt more

comfortable with continuing.

David: “I found it a bit strange to say the least...and she’s asking me these
questions that she’s already probably read and understood ‘em better than
me...and I found it a bit daunting, to say the least...you asking me questions”
Interviewer: “How difficult did you find it answering those questions and those
statements?

David: “there was too many — there was questions there and | thought, you
know, yeah, I'll answer them. I’'ve got to be honest with myself. If I'm not
honest with myself and I'm wasting her time and my time...And I found some of
the questions that you asked a bit personal, if you want to put it that way”
Interviewer: “So, with the questions, did you find that maybe some of them, well
you said, were too personal, were maybe a bit too personal?”

David: “But at the same time...they had to be answered...They were questions
that you were asking me and | had to answer them to be honest with myself. And
to be honest with you, that was it, once I'd got that registered in my brain...it
gave me, well, you could ask me twenty-one questions then, once | had that

registered, that was it.”

4.5.2 Acceptability of the individual intervention components

The use of Socratic questioning to explore patients’ beliefs was found to be acceptable

and viewed as a helpful way to gain better understanding:
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Bob: “you asked me to explain what I meant by “This condition’s for life and [
strongly agree”...You could relax and talk about it rather than be questioned
like, you know, you go to court and you’re being questioned on something that
you shouldn’t have done. But it was more about helping you to understand your
condition and it was really good...I understood exactly what you were putting
over to me. And if I didn’t understand a question, you made sure that not
knowing what I was trying to say in that way, you asked me questions to try and

understand where I was coming from...it was really good. It was helpful.”

Of note was this participant’s reflection on their experience of exploring his belief that
“these are the cards I've been dealt”, which indicated a fatalistic view of the cause and
control of his heart problem. By exploring this belief further, in the intervention, the
participant was able to explain what he meant by “these are the cards I've been dealt”

and this uncovered an adaptive rather than maladaptive attitude towards his heart event.

Bob: “I'm not saying ‘it’s the cards you 're dealt and it’s going to happen
anyway’. Like we said last time, it’s just a case of, “Right, I've got it but what I

do now to maintain it, or prevent it from happening again is now up to me.”

John reflected that the misconceptions he had had before experiencing his MI, namely
that his exercise and diet was sufficiently healthy, were not identified by staff at his GP
surgery and he felt that his MI could have been avoided if he had had more knowledge.

John: “Before my heart attack...I thought the golfing I was doing was doing me
some good, and my varied diet with fruit and vegetables was managing me ok.
So that was my misconception. My exercise was not sufficient...Yeah, and
although I was eating my five a day, | was ruining it by all the red meat and all
the bad stuff. So if you ask me beforehand, | thought, in fact, we used to go for a
quarterly check-up at our doctors for blood pressure check and other
things...And they said, “Diet?” And I said, “Yeah, definitely have our five a
day, if not more. Everything we have is fresh cooked.” So I thought my diet was

okay.”

John’s experience highlights the problem of assuming that someone has full

understanding of a topic; if a little more time had been spent, for example, to question

101



John further about his diet it would have uncovered that he ate high fat foods and red
meat every day.

The intervention resonated with participants’ attitudes towards the importance of

making lifestyle changes and taking responsibility for their own health:

John: “Because you're saying, “Now I know | need to take care of my heart, I'm
less likely to have another heart attack, as long as | change my behaviour.” And

I've realised that. I’'ve got to change my lifestyle.”

David: “You can take me to the front door, but I've got to open it and that’s the
only way to explain it to you. I’ve got to open that door...Not you, me...I 've got
to be able to say “no, no, it’s me; I've got to open it.” You've done enough for
me. If you've done 25% for somebody, I'm sure the person does 75% by
himself, and if he doesn 't, you 're wasting your time...1 just think it’s fair 1

should pull my own weight”
The intervention was viewed favourably as it was believed to be grounded in ‘fact’:

Interviewer: “Was there anything it that you thought wasn 't very helpful?”’
Bob: “no, not really, because it was all fact, you know it was all sort of factual
and there’s nothing in there that you could have said, “That’s a load of
rubbish.” It was all just looking at facts”

The goal setting part of the interventions was not utilised fully as participants were all
engaging in CR and had goals already set that they were working towards. The benefits
of having goals for exercise were identified as an aid to motivation and to help start

doing exercise while waiting to attend CR exercise classes:

Bob: “and it does make it something you can achieve. But when you don’t even
think about it, or nobody gives you a target, you probably just think to yourself,
“oh well, I'll get around to that.” Or, “I’ll wait till I start cardio classes and

then I'll start doing it.” Whereas then, you 've just lost four to five weeks.”

Participants reported finding the individual intervention and booklet informative and

that they learnt something from taking part and reading the booklet:

Bob: “But it was, again, really informative, and sometimes made you think a

little bit more about your condition rather than, you know, there’s stuff in there I
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didn’t even know...it makes you more aware of how to counteract things, and

it’s really good in that way.”

4.5.3 Acceptability of the intervention format and delivery

The intervention was delivered in a style that was liked and facilitated people to feel

relaxed and able to talk:

Bob: “we were chatting about a serious subject without making it feel

serious...you could relax and talk...”

David: “I thought it was excellent, the way you put everything... You explained
everything in there, what’s this and what’s that, and the difference in opinions

and whatnot”

The one-to-one approach was liked and participants thought personal input was

necessary as opposed to the idea of receiving the booklet alone:

Bob: “one-to-ones like this is the way it needs to be done. If you have this as a
booklet and you didn 't have anybody giving you support, it’d be harder to
read.”

June: “I think the personal input is always better, always. Some people haven'’t
got the concentration to sit there very long and take something from paper
whereas they will sit and talk...Something will always stop in, something will

always stay there. So | think the two, the personal impact and the booklet”
Participants had views about who they thought would not engage with the intervention:

June: “The ones who are going to throw it in the bin straight away are the ones -
they’re going to do that anyway. They re the ones whose attitudes you’ll never

be able to change. ”

David: “you 're wasting your time on them people when there 're other people
out there that want you, they appreciate you more and know quite well that
you 're helping them, or you want to help them...I’ll take all the help I can to get

myself put right — I’m not too proud. I'm not.”

June and David thought that it was not worth trying to help change people who

displayed a negative attitude towards accepting help and making change. Whereas my
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view is that people with a negative attitude were in greater need of an intervention as
they might be more likely to have misconceptions and be engaging in maladaptive

behaviour.

4.5.4 Timing of the intervention

Most participants reported that they thought the intervention should be given as early as
possible after a heart event. In particular, people thought that the booklet could be
given to patients soon after their admission into hospital and the intervention session
delivered at some point thereafter.

One participant thought that the booklet could be used as a primary preventative

measure:
John “Before you’ve had it. I mean, prevention’s better than cure”

To put John’s comment into context, he had previously conveyed that he thought his
cardiac event could have been avoided had he been made aware that his lifestyle was
not as healthy as he had thought, for example, he was unaware that his exercise was of

little cardiovascular benefit because it did not raise his heart rate sufficiently.

Some participants thought it would be useful to receive the booklet while still in
hospital, before discharge, to help make sense of their heart condition and combat any

negative feelings surrounding it:

David: “The sooner the better... think what you should do is try to get them in

people’s hands, especially when they re lying in hospital”

Bob: “..whilst you 're sat in hospital and grasping everything that’s happened to
you at that stage, where your mind’s got all these things going on that you're
unsure of, if I'd have read that and was in a negative way about the condition in

hospital, it would have put me on the right track a lot quicker”

It was also thought that while on the ward, patients had time to read the booklet and

would be able to check any uncertainties with staff:

Wendy: “I think, possibly, when they 're still in hospital, really. Because they 've
got time on their hands...and anything they re not too sure of, they 've got people

there to ask.”
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June also felt that patients should receive the booklet as soon as possible, irrespective of

how mild or severe their condition:

June: “as soon as you can. Whether they 've gone in there because of severe
angina and they re sort of being monitored for that or even the ones that have

’

the bypasses. 1'd say as soon as, as soon as possible after admission.’

One participant felt that the best time to receive the intervention was at discharge,
before attending Stage 4 CR, because people would be motivated to learn more about

their condition and they have time at home, whilst recovering, to read:

Interviewer: “At what point do you think would be the best time?”

Steven: “Coming out of hospital.”

Interviewer: “Right, okay.”

Steven: “Because that’s what you want...Because you 've had something happen
to you, you're more aware, “hang on I want to know more about it,”...So 1
wouldn’t do that at the end of doing this [stage 4 CR], you want it at the

beginning when they 've got more time sitting at home to read.”

4.6 Focus group findings
Three main themes were generated from analysis of the focus group data:

1. Acceptability of intervention components
2. Acceptability of, format and delivery
3. Timing of the intervention

4.6.1 Acceptability of the group intervention components

The cognitive behavioural model was acceptable to patients and they were comfortable

with the concept that thoughts, feelings and behaviour are connected:

Sam: “I think it’s very true, I do think if you hear something it goes into your

head then your body reacts to what you re thinking. Yeah, most definitely”

The intervention highlighted that participants understood more about their experience of
other people telling them they should be ‘taking it easy’ — that this was due to people’s

misconceptions about heart disease:
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Sam: “I mean talking to people in general their misconception is generally ‘oh
should you be doing this’? I get that all the time ‘should you really be doing

that?’”

Matthew: “Same here, I think people believe I need to be sat at home, but I’'ve
always been an active person. I’'m not happy sitting around and [ keep telling
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people “it’s ok, ['m going to exercise classes, I'm allowed to be active.

The youngest participant, Sam, who was 36 years old, found that that the information he
received in hospital was tailored to older people, which frustrated him as lead to him

feeling confused about the level of activity that was right for him:

Sam: “Everything was tailor made for an older generation ...they re forever

telling me to ‘turn it down, turn it down, don’t ..." and I don’t know if I should.”

Participants from the group intervention reported problems with poor concentration; this
was not mentioned by the individual intervention participants. Group participants found
it difficult to concentrate on the session and the PowerPoint sides; they thought this
might be due in part to their overall poor concentration and memory since having had

their heart event, rather than due to the intervention.

Sam: “since my heart attack I have no concentration. So, although they were

there, I just drifted off”

Despite finding the group intervention difficult to concentrate on, one participant
thought that more could be done in the intervention to dispel misconceptions if the

‘reality’ of more misconceptions was uncovered.

Sam: “But there’s a lot more misconceptions out there to do with heart disease,
a lot lot more. I think being able to say a misconception is ‘this’ but the reality
is ‘this’ - | think a large piece on that would be more beneficial for people with

heart disease because it will get rid of our misconceptions.”

4.6.2 Acceptability of the group format

The group intervention participants liked the group format and found being with other
people who had been through a similar experience reassuring. A group member
reported that he did not feel prepared for what to expect after being discharged from
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hospital and felt that being told what to do and what not to do was insufficient. This
view was supported by other members of the group:

Sam: “I think it’s quite useful to sit in a group and discuss, because weve all
got ‘a heart something’, each one of us has had something whether it’s a heart
attack or people have had bypasses and stuff. | think, to sit and get rid of any
misconceptions that you 've got would be good because I don’t think anybody
really tells you what to expect afterwards, they tell you that you should do this,
this, this, and this, and that’s pretty much all you get told. So you do listen to a

’

lot of other people and it fills your head with misconceptions.’

Matthew: “People are thinking here the same as yourself, it ain’t like being on
your own and thinking ‘Oh God what do | do here?’ but with other people

around me it’s better.”

Alison: “Group dynamics, you get a lot out of groups.”

4.7 Intervention booklet

The focus group and individual interview data were combined, as all participants had
been given the booklet. Themes identified were:

1. The benefits of the intervention booklet
2. Barriers to making use of the booklet

3. When to receive the booklet

4.7.1 The benefits of the intervention booklet

Incorporating the YCBQ in the booklet, along with a page towards the back to explain

the myths and truths for each question was viewed favourably by participants.

Interviewer: “were there any bits you thought were more useful than others?”
June (Individual): “I think the myths and the truths and the myths. Yeah because
it sort of shortens it a bit... everything that you 've got here, you come to that, the
myths... and the answers, you know, the truth and the myth is there beside it so

you can, you can compare straight away, and so that is very useful.”
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Interviewer: “Is there anything about the booklet that you didn 't like, or would

change?”

Wendy (Individual): “No. No I don’t honestly think there is. | liked the, sort of
like, little quizzes and, and that, you know. And also as well, to be able to go
and find out if you were right or wrong, to have that information, | think, is

important.”

Participants found the YCBQ-clinprac version of the YCBQ in the booklet useful and

found that being required to choose a definite answer made them think more about the

their answer.

Steven (Individual): “The questionnaire, disagreeing and agreeing sort of thing
because | think when you did the one before you had, like, three answers but it
can be...you can always go for the middle one, but with two you...you ve got to

make a decision sort of thing.”

June (Individual): “...it makes you think before you say you agree or disagree, if

that’s the only choice that you’ve got, to agree or disagree, it makes you think.”

Participants had been encouraged to write in their copy of the booklet during and/or
after their intervention; this was seen to be a useful way to engage with reading the
booklet, help make sense of the information and as a way to demonstrate their

understanding.

Bob (Individual) : “And how would you know if somebody picked that up, if they
didn’t write anything, you wouldn’t know whether they'd read it or not. And |
think the text side of it and actually physically writing on it, forces the person to
want to read it, and secondly, understand what they re reading. And give you

that information back to know that they understand what they ’re reading”
Having the booklet to keep meant that for one participant he had time to reread it and
this helped him absorb the information.

David (Indiviudal): “I didn’t realise some of them at the time. It’s only now I
realise when reading it about it. And that’s being honest again. You know |

could’ve said to you, ‘oh well, yeah, it was, | understand everything’and you

don’t, not at the time.”
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Interviewer: “So do you feel you needed a bit of time to reflect and think about
it?”

David: “You need time to absorb it all.”

“There’s a lot of stuff in there, I'll read it no end of times now — now I’ve got

one I'’ll read it more and more and more”

Participants were accepting of the booklet — one participant highlighted that he saw the

content of the booklet to be factual:

Interviewer: “Was there anything in the booklet you didn’t agree with?”’
Bob: “No, not really. It’s all factual, so if it’s fact you can’t sort of disagree

with it really.”

4.7.2 Barriers to using the booklet

Group participants’ poor concentration and memory also highlighted problems with
engaging with the booklet. Unfortunately only one participant had had a proper look at
the booklet as the others said they had forgotten. However, this identified the barriers
patients may have with regards to engaging with the booklet, including views that it was

too long:

Graeme (Group): “It’s too large, I think there could be too much information in
there, as Sam said, I've noticed myself my concentration span is not very good
at the moment since I’ve had the heart attack. If all you re seeing is loads of
words, you'll just end up throwing it away”

Sam (Group): “not only that. Idon’t know if anyone else is, but my memory’s
quite bad as well and I find if it’s a big piece of paperwork that I've got to read
by the time I’ve got to the bottom of it I 've generally forgotten some part, then it
doesn’t make sense to me anymore because I don’t know what it’s equating itself

12

to

Individual intervention participants, in contrast, did not report finding the booklet too

long:

Interviewer: “in terms of the amount of writing and the amount of text, how did

you feel about that?”
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Bob (Individual): “That was okay, because, unless you did do that, how would

you interact with it?

A possible reason for the apparent non-engagement by group participants with the
booklet was given by an individual intervention participant. He thought that a group
version of the intervention would not be sufficient to engage people or encourage them
to read the booklet:

Bob: “Or if you were in a class and someone put on a presentation and no-one
spoke to you, you’d skip through that and not read it; you’d read it very
vaguely.”

Although Bob had not experienced the group intervention, he could relate the group

intervention to his experience of attending the CR education classes.

John identified that parts of the booklet needed to be more inclusive to people with
disabilities and that, as a disabled person, he found that much of the advice given at CR

excluded the needs of disabled people:
John: “And I put here, “Still ignoring the disabled”
John: “...all the lectures we 've had, nobody’s ever mentioned disabled people”

John thought that the booklet could mention disabled people and reinforce that

cardiovascular exercise important:

John: “I think a section on disabled and the importance of people who are

disabled still doing exercise, finding some exercise they can do”

John: “I mean, in here, you 've put about walking and I put to the side of it, “But

at a pace to increase your heart rate”

4.7.3 When to receive the booklet

Discussing the best time to give out the booklet in the focus group, the group

intervention participants reported to have felt that they were lacking in information
either in hospital or after discharge and would have found the booklet useful. The
group participants also had to wait longer (between 6 to 10 weeks) to begin stage 4

cardiac rehabilitation and reported to have received little input in the meantime.
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Graeme: “That’s the thing you get no guidance in the meantime... | got another
date but got readmitted again, but in those times that | was readmitted and let

’

out there was nothing, nothing whatsoever to get the information.’

Alison: “Yeah that would be good because I was completely ignorant to
everything; I didn’t physically get diagnosed for 5 days. Absolutely nothing was
in my head, so if I'd have had something to read and then you go home for 4
weeks because you can’t drive and do everything it’s an horrendous time, you
shouldn’t be left that long, absolutely no way, it just saps your confidence

enormously.”

In the discussion, one person thought that it would be confusing to receive the booklet
in hospital due to the amount of other information being given at the same time.
However, another participant interjected that the booklet would be beneficial for

relatives to read:

Interviewer: “...at what point do you think would be the best time for them to
receive a booklet like this?”

Sam: “I wouldn’t say directly afterwards because you’ve got the cardiac rehab
team in hospital and they 're telling you so much information then if you whack a
load of other information on top of it I think you 're just going to get so confused
with all this information that nothing’s going to make sort of a lot of sense to
anybody. That’s how I feel anyway”

Graeme: “Even if not for you at that precise moment, it could be for relatives,

family, kind of thing, so they have a better insight. ”

4.8 Staff interview

4.8.1 Benefits to patients

The intervention was viewed as being useful and well-received by participants,

particularly the group aspect:

“Everyone was interested and interacted well with the session. | think they
really value the opportunity to sit down together as a group — the education

’

sessions here only run every 6 weeks, so not everyone is around to attend them.’
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The booklet was viewed as being particularly useful for patients and their family

members to have while the patient was waiting to attend the CRP:

“I think the booklet would be really useful for patients to receive just before they
go home from the hospital or soon after they get home. Especially for the
patients who are waiting to come here, unfortunately our waiting times are
longer than they should be. Working through the booklet, reading it and going
through the questions would help them and definitely give their family, or

whoever, some help with better understanding.”

4.8.2 Views of patient beliefs

During the intervention, when people were asked to think about how much control they
believe they have over their heart problem one participant voiced that he felt like he had
no control. The staff member interjected and told the participant that they did have
control. Reflecting on their experience of observing the intervention, the staff member
noted some frustration that this participant was unable to accept that he had some

control of his heart problem:

“It was frustrating when that patient said he had no control because, of course,
he has control, he should know that. He's actually changed his diet quite

drastically and stopped smoking,”

4.9 Summary

Overall, the individual intervention participants favoured a one-to-one format whereas
the group intervention participants favoured a group format. This could be due to their
experiences of the intervention but also due to the differences in the cardiac
rehabilitation programmes they attend. Individual intervention participants had already
taken part in, or were due to take part in, bi-weekly group education sessions whereas
the group participants had less opportunity to attend an education class as one ran only
every 6-8 weeks, therefore, the group participants were more likely to appreciate being

able to talk in a group.
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CHAPTER 5. DISCUSSION

5.1 Introduction

This chapter discusses the findings of the qualitative study and links the findings to the
theoretical basis of the intervention and intervention components. Modifications to the
draft interventions, as a consequence of the qualitative findings, will be explained. The
strengths and weakness of the intervention will be highlighted in addition to the
strengths and limitations of the study as a whole. The chapter will end with an overall
conclusion and suggestions for further study.

5.2 Study findings

5.2.1 Individual intervention

The first theme outlined was ‘acceptability of tailoring the intervention’. This theme
reflects that the process used to tailor the intervention was a significant part of the
intervention experience. The original aim of completing the YCBQ was to identify if
and where people held common cardiac misconceptions which could then be addressed
through tailoring the intervention to these areas. Compared to other studies of tailored
interventions to change cardiac beliefs (Broadbent et al. 2009, Cooper 2004, Petrie et al.
2002), the current study utilised a questionnaire that asked people to consider direct
statements about heart disease, for example, “Your heart is like a battery, the more you
do the faster it runs down ”, whereas the other studies utilised the IPQ, IPQ-R or Brief-
IPQ, which include more ambiguous statements than the YCBQ, for example, “My

illness is a serious condition ”.

Participants’ experiences highlighted that completing the YCBQ had benefits beyond its
use as a tool for tailoring, in that the process of going through the questionnaire
appeared to stimulate people’s thinking about heart disease and an interest in finding out
the correct responses, therefore, the YCBQ appears to be a useful intervention tool, in
addition to its use as a measure of common cardiac misconceptions. As the other
studies did not seek the views of participants’ experiences, through qualitative research,
it is unknown how people found completing the IPQ, or its other versions, especially in

view of the questionable content validity of these measures and concerns that people

113



completing the Brief-IPQ can misinterpret questions (van Oort, Schroder and French
2011).

The findings provide evidence that completing the YCBQ was accepted by all
participants, but the experience and feedback from interviews identified that people had
differing reactions to the questionnaire. Problems with completing the questionnaire
related to poor eyesight and being slow at reading which were overcome by the
researcher reading the questions aloud to two participants. This experience highlighted
that barriers to completing the intervention can arise but also can be managed. One
person, who had the questions read aloud, reported to have felt self-conscious about
responding to someone who already knew the ‘answers’, despite being reassured that it
was not a test. This finding indicates a need to provide an introduction to the
questionnaire and rationale for it use, including reassurance that it is not a test; reduce
anxiety and reduce the likelihood of social desirability bias affecting people’s responses
to the YCBQ that might be contrary to their actual beliefs.

The findings suggest that the intervention could be enhanced by completing the YCBQ
as part of the intervention, at the beginning, rather than completing it before the
intervention is scheduled, this is feasible as the YCBQ is straightforward to score,
particularly for a cardiac nurse. Although this would increase the length of the
intervention by 5 or 10 minutes it would reduce the need for the pre-session meeting
and may, therefore, be less burdensome to patients and staff if used in clinical practice.
Furthermore, participants reported that the version of the YCBQ in the booklet, which
restricted responses to ‘agree’ or ‘disagree’, triggered them to think more about their
answers because they were required to make a more definite choice with no middle
ground option. Substituting the research version of the YCBQ with the YCBQ-clinprac
is an option but it requires further exploration in terms of outcome measures needed if

the intervention is efficacy tested in a future RCT.

The second theme illustrated that the intervention components were perceived to be
acceptable to participants. The guided discovery approach using Socratic questioning
was perceived by participants to be beneficial for both the person providing the
intervention and the person receiving the intervention, to clarify understanding and

minimise misunderstandings in communication. Some participants appeared to
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interpret the questioning, where the facilitator takes a naive stance, as being required by
the student researcher due to their lack of expertise on the subject. While people
willingly responded to the questions it is unknown how they would have responded to
similar questioning from an experienced CR professional. Better communication with
people about what to expect from the intervention, for example, that they may find the
style of questioning different, may help people accept the guided discovery approach
more readily. Acceptance of the treatment rationale is important as evidence shows it is

linked to better outcomes (Bennett-Levy et al. 2010).

The content of the intervention was perceived to be grounded on factual information
and that facts are reliable and speak ‘truth’. While this is a positive view of the
intervention, believing that information, presented as fact, is a solid ‘truth’ may be
unhelpful if it means that the person is less inclined to change their beliefs in response
to the provision of more up-to-date knowledge that may refute the original ‘fact’.
Encouraging an open-minded approach, that knowledge of a topic is based on current
evidence and new research evidence may bring alternative perspectives may help people
adapt their cardiac beliefs more readily. Also, that seemingly factual information needs
to be viewed critically when it is garnered from less reliable sources, for example, on

the internet.

The goal setting element was not utilised in the intervention because participants
already had goals set at CR. However, goal setting was viewed as a helpful aid to
building physical activity if the intervention was being provided to people while they

were waiting to begin exercise classes.

The third theme ‘acceptability of intervention format and delivery’ illustrated that
people liked the individual approach and the style of delivery. The individual format
was liked for providing personal support to go through the booklet. It was felt that
people might struggle to complete the booklet without personal support; therefore just
giving out the booklet without additional input is unlikely to be satisfactory to people.
Participants talked positively about the collaborative and conversational style of the
intervention and highlighted that it helped them to feel able to relax and talk openly

during the intervention.
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The final theme related to participants views on when they thought the intervention was
best delivered, the ‘timing’. Views on the optimum timing varied but providing the
intervention as soon as possible was perceived as being the preferred course. One
participant thought that he would have benefited from the intervention prior to his heart
event — he thought if he had been aware of his misconceptions this could have prompted
him to change his unhealthy behaviour and perhaps prevented his heart attack.

People perceived that the intervention was best delivered when they had ‘time” — for
some people this was when they were still in hospital and for others this was after
discharge. The period between leaving hospital and beginning exercise classes was
highlighted as an ideal time to receive the intervention as people reported having time at
home to read and were motivated to improve their knowledge and understanding.
Circumstances where people need to have a longer hospital stay was identified as a
reason to deliver the intervention in-hospital. These findings support the findings of
Astin at al. (2008); that individual preferences should be taken into account when
planning the optimum timing of the intervention because people spend different lengths
of time in hospital and have different reactions in terms of their ability to concentrate on

taking in information.

5.2.2 Group intervention

Similar themes were identified from the focus group findings. As the intervention was
group-based it was not tailored to individual needs, however, people still completed the
YCBQ after consenting to take part and completing the demographics questionnaire.
No difficulties with completing the YCBQ were identified by the researcher or
participants. The first theme ‘acceptability of the group intervention components’
found that people accepted the cognitive-behavioural model in terms of viewing that

thoughts are connected to feelings and behaviours.

The interactivity of the intervention was well received, as observed in the session by the
CR staff member, through questions taken from the Brief-1PQ, for example, to rate from
0 to 10, “How much control do you feel you have over your heart disease?” Following
on from this, the response that one person had about his feelings of lack of control
invited other group members to discuss their views on this. If a guided discovery

approach had been used at this point it then the person could have defined what ‘control
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of my heart problem’ meant to them, what actions or situations would constitute
‘control’, what they could do to improve control and a re-evaluation of their current
situation. This may have led the patient to discover that on some level their heart
disease is controllable and that they themselves had a role in this control though their
adherence to medication, CR and healthy lifestyle. The group situation, however,
meant that it was not appropriate to explore this issue further in the session whereas an

individual session would have accommodated this.

The group format of the intervention was viewed positively by participants and they
thought the opportunity to talk as a group, with people who have had and are having
similar experiences, was helpful. Without the group participants experiencing the
individual intervention is unknown whether they would have valued the individual
intervention as highly as the group version. The frustrations of waiting to start CR
classes and feeling bored and isolated were experiences the participants shared whereas
the individual participants did not voice these issues as strongly. The fact that the group
participants had not yet attended any group education sessions may have influenced
their enthusiasm about the intervention. It is unknown how participants would have

perceived the intervention if they had had the opportunity to attend education classes.

Similar to the individual participant’s views on the timing of the intervention, earlier
was perceived to be better. The value of having an early intervention reflects the group
participants’ frustration about their experience of waiting for CR; compared to the
individual participants they waited 4 to 6 weeks longer to start stage 4 CR, despite

BACPR guidelines for patients to begin within two weeks of discharge.

The optimum timing of the intervention was viewed to be that which balanced people’s
information needs and their capacity to take on that information at that time. The
optimum time was seen as being when people had returned home as they had a lot of
time and a desire to have support and more information. Participants thought that the
intervention booklet would be useful to have access to straight away rather than waiting
for a group. It was seen as something people could engage with at their own pace
during their time at home. It may not be feasible to provide a group or for people to
attend a group in the early weeks after discharge at this CR centre; providing people
with the booklet first would be a compromise. Although people thought they needed
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some time to concentrate on reading, they recognised that their family would have
benefitted from reading the booklet. It was perceived that if family members reduced
their misconceptions then this would be helpful; it was identified that some family
members had concerns about the patient doing too much which frustrated them as they

were following the advice of CR professionals.

5.2.3 The booklet

The booklet was viewed as an important and necessary part of the intervention, a view
held more strongly by the individual intervention participants who valued it as a tool for
gaining understanding through repeated reading and interaction. Additionally, the
booklet was perceived as being a component that could be separated from the individual
or group intervention, to enable people to make use of the booklet as soon as possible.
Participants viewed that it would be helpful to receive the booklet in hospital or upon
discharge as this was a time when they wanted to read information and had time.

People who thought they would not read the booklet until they were settled back home
still valued the idea of receiving it as they recognised that family members would
benefit from reading it.

Group participants had barriers to reading the booklet which centred on lack of
concentration whereas individual participants did not report problems interacting with
the material. It may be that the individual nature of the individual intervention
motivated people to read through the booklet or it might be that other factors were
involved, such as, the group participants’ dissatisfaction with their experience of
waiting for CR. Despite perceptions that the booklet could be provided separately to the
intervention, it was viewed that the intervention was still necessary in order to fully
understand the material. Similar to the findings of Astin et al. (2008), people viewed
the written information in the booklet as being useful to support the delivery of the
intervention and that the booklet enabled people to take on the information at their own

pace.

As discussed in Chapter 2, previous studies of interventions aimed at changing cardiac
beliefs have been limited in not using a qualitative approach to explore the patients’
perspective before testing the intervention in an RCT. Where patient satisfaction with

the intervention was sought, this was through a brief patient satisfaction survey
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(Cossette et al. 2012, Petrie et al. 2002). The angina plan interventions (Furze et al.
Zetta et al. 2011) and tape intervention (Lewin et al. 2002) were developed in
conjunction with patient input but the details of this have not been published. Exploring
the patients’ perspective has been recognised as being a vital part of intervention
development rather than confining this to intervention evaluation. Involving patients in
the development of interventions ensures that, in addition to the intervention being
composed of effective components, patients are willing and able to engage with. This
study did not explore patient need for the intervention as the literature already provided
information regarding common misconceptions. Input from CR volunteers provided

insight into the patient perspective when developing the draft intervention.

Other studies aimed at a cardiac population that have followed MRC guidelines and
integrated qualitative research into the design and development of interventions include
the SPHERE study, a comprehensive secondary prevention intervention by Corrigan et
al. (2006) which included development of an educational booklet (Leathem et al. 2009)
and the UPBEAT study, a primary care intervention for managing depression and CHD
(Barley et al. 2012). Whilst these studies did not focus on changing cardiac beliefs or
illness perceptions, their findings can be compared with this study because factors such

as tailoring the intervention are relevant.

5.3 Study Limitations

There are a number of limitations to this study. Firstly, the research setting may not be
typical of other settings around the UK. An intervention that works in one clinical
setting may not necessarily work in another due to a range of differences including the
characteristics of the population, the CR service and the staff (Campbell et al. 2007). It
is necessary to understand how the context influences the intervention. This study was
able to explore two very different CR settings; one hospital-based and one community-
based. Other than all participants receiving the same booklet, only one type of
intervention was delivered to participants at each site. With more time, both
interventions could have been delivered allowing for the acceptability of both
interventions being explored at both sites. The group intervention was not delivered at

CRP 1 due to the logistical problem of fitting it around the education sessions already
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delivered at the setting. Although the context of this CR meant it was not feasible to
deliver the intervention in the time constraints of the study, in practice, outside of the
research context, the intervention could be placed into the education class schedule.
Another option, taking into account participants’ views that there are many more
cardiac misconceptions than were covered in the session is to discuss misconceptions at
the beginning of each talk to help explain the importance of having correct and adaptive
beliefs about the topic in question. In the context of CRP 2, where the provision of
education classes is less regular, the group intervention was easily delivered as there
was adequate time and space available. The patients at CRP 2 were keen to attend the
group intervention, perhaps due to a need for more group sessions; however, staff report
that when classes are offered, attendance levels are poor. The reasons for poor
attendance are unclear but may be due to the irregular nature of the sessions, hospital
setting, and parking charges. It is not known if patients at CRP 2 would be as keen to
attend the group intervention if it was outside of a research context, where parking
charges are not reimbursed. It was observed that a number of patients at CRP 2
attended exercise classes up to 30 minutes early and waited together in the waiting
room. Providing short, 15 minute sessions at the beginning of each exercise class to
discuss different misconceptions using the booklet as a guide and facilitated by a
physiotherapist may be more acceptable to patients who have poor concentration and
concerns about parking costs. This suggestion was acceptable to the physiotherapists at
CRP 2.

As these sites only received one of the interventions, due to time constraints, it is not
known how well the intervention that was not tried would be viewed by patients at these

settings. ldeally, both settings would have received both interventions.

The researcher had multiple roles in study which means that interviewer bias cannot be
excluded. The fact that the researcher was involved in recruiting participants, providing
the intervention and interviewing could have meant that participants were influenced to
provide desired answers. Having multiple roles in this study was unavoidable as it was
a student research project, however, attempts to decrease the influence of interviewer
bias were made at the beginning of interviews by reassuring participants that negative
feedback was welcome and would be as useful for developing the interventions as

positive viewpoints. Conversely, having the same person provide the intervention and
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conduct the interviews and focus group was positive as rapport had already been
established allowing for more in-depth discussion of the intervention and the insight the
interviewer had into the delivery of the intervention aided the interpretation of the

findings.

The participants were all motivated individuals, were attending CR and having made
health behaviour changes as a result of their heart event; they spoke about the
importance of having the right attitude to health and illness and some thought that
unmotivated individuals would not engage with the intervention. It is unknown how
less highly motivated individuals might interact with the intervention, such as people
who do not attend CR. This is important because negative illness beliefs and cardiac
misconceptions are associated with non-attendance at CR and maladaptive coping
behaviour (Furze et al. 2005, Petrie et al. 1996). Piloting the interventions further, with
a different sample, could help to understand the experience of people who are not
attending a CRP or who may be ambivalent about attending as they may have different

needs.

This study did not set out to explore whether dispelling people’s cardiac misconceptions
actually led to positive health behaviour change or any other positive health outcome.
Furthermore, the study focuses on cardiac misconceptions which relates to only one
determinant of health behaviour; changing cardiac misconceptions alone may not lead
to sufficient behaviour change which is important for effective secondary prevention of
CHD. This study, however, by developing the interventions, provides acceptable
methods of changing cardiac misconceptions that can go on to be evaluated to
determine their effectiveness which will also help identify how important a determinant

of behaviour change cardiac beliefs and misconceptions are.

5.4 Conclusion

This study has followed MRC guidelines (Craig et al. 2008) to develop an individual
and group intervention to dispel cardiac misconceptions that are predictive of poor
outcomes in people with coronary heart disease. The systematically conducted
literature review found that Leventhal’s CSM (Leventhal, Meyer and Nerenz 1980) was

an appropriate theoretical basis on which to base the interventions. Intervention
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components were based on the cognitive-behavioural approach. Exploring the
experiences of people who tried the interventions has yielded valuable feedback
regarding the acceptability of the interventions. Historically, intervention studies have
often not explored the ‘patients’ perspective’; this study has ensured that the
interventions have been developed optimally before going to the expense of testing their
efficacy in an RCT. A refined version of the intervention booklet, which has taken into
account feedback from participants’ and members of the expert panel, can be found in

Appendix VIII.
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Search strateqy

S1 Heart disease or exp Heart Diseases/

S2 Coronary heart disease or exp Coronary Disease/

S3 Myocardial infarction or exp Myocardial Infarction/

S4 Exp Microvascular Angina/ or exp Angina Pectoris, Variant/ or exp Angina
Pectoris/ or exp Angina, Unstable/ or angina

S5 (revascularization or revascularization)

S6 Exp Angioplasty, Transluminal, Percutaneous Coronary/ or exp Angioplasty,
Balloon/ or exp Angioplasty, Laser/ or exp Angioplasty/ or exp Angioplasty,
Balloon, Laser-Assisted/ or angioplasty

S7 Percutaneous coronary intervention

S8 Exp Coronary Artery Bypass/ or coronary artery bypass graft. or exp
Myocardial Revascularization/

S9 S10OR S2 OR S3 OR S4 OR S5 OR S6 OR S7 OR S8

S10 | Exp Health Knowledge, Attitudes, Practice/ or misconception*

S11 Belief*

S12 | (negative thought$ or negative thinking)

S13 | IlIness perception*

S14 | lliness cognition*

S15 | Exp Attitude to Health/ or exp Perception/ or exp Sick Role/

S16 | (maladaptive thoughts or maladaptive thinking)

S17 | S10 OR S11 OR S12 OR S13 OR S14 OR S15 OR S16

S18 | S9 AND S17

S19 | Cognitive or exp Cognitive Therapy/

S20 | Cogni*

S21 | Cognitive behavioural therapy or exp Treatment Outcome/

S22 | Exp Behaviour Therapy/ or behavioural therapy

S23 Behavio*

S24 | Exp Health Behaviour/

S25 | Psychotherapy or exp Psychotherapy, Multiple/ or exp Psychotherapy/ or exp
Psychotherapy, Group/ or exp Psychotherapy, Brief/ or exp Psychotherapy,
Rational-Emotive/
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S26 | Exp Adaptation, Psychological/ or psychosocial intervention$.

S27 | Rehabilitation or exp Rehabilitation/

S28 | Cardiac rehabilitation.

S29 | Exp Self-Help Devices/ or exp Self-Help Groups/ or self-help

S30 | Disease management or exp Disease Management/

S31 | Health education or exp Health Education/

S32 | S19 OR S20 OR S21 OR S22 OR S23 OR S24 OR S25 OR S26 OR S27 OR
S28 OR S29 OR S30 OR S31

S33 RANDOMI?ED CONTROLLED TRIAL*

S34 | CONTROLLED CLINICAL TRIAL

S35 SU RANDOMI?ED CONTROLLED TRIAL*

S36 | SURANDOM ALLOCATION

S37 | SUDOUBLE BLIND METHOD

S38 SU SINGLE BLIND METHOD

S39 | SU QUASI EXPERIMENTAL

S40 | S33 OR S34 OR S35 OR S36 OR S37 OR S38 OR S39

S41 | SU (ANIMALS NOT HUMANS)

S42 S40 NOT S41

S43 CLINICAL TRIAL

S44 | CLINICAL TRIALS or exp Clinical Trial/

S45 | SU PLACEBOS

S46 | AB Placebo* OR TI Placebo*

S47 | AB (((single or double or treble or triple) AND (blind* or mask*)) ) OR TI (
((single or double or treble or triple) AND (blind* or mask*)) )

S48 | AB (clin* trial*) OR TI (clin* trial*)

S49 | AB Random* OR Tl Random*

S50 | SU RESEARCH DESIGN.

S51 | S43 OR S44 OR S45 OR S46 OR S47 OR S48 OR S49 OR S50

S52 | S51 NOT S41

S53 | S52 NOT S42

S54 | S18 AND S32 AND S53
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c c
Aizse Intervention Focus Strategy / Techniques S S o £ =
representation gy q CBol 8wl 29|l 8l 8o 8alSalB®al 80 8 a
°co|lod 83|44 58| 529 29 s9| zel B84
0RQ oQOK| ORI IR IR CR|+-I|INS
Questionnaire/ quiz v v v v v
Identify causal beliefs
Open questions v v
Provide information v v v v
Expand causal beliefs List Refr
Causal Prompt to consider other v | ame v v v
causes v
Improve perception of Goal setting — risk reduction v v v v
link between causal .
v
factors and health Pie chart
behaviours Readiness ruler v
Debunk myths about Action planning (written) v ? v v v
causes and recovery
Identify beliefs relating | Questionnaire/ quiz v f f
to symptoms Open questions v
Provide information of typical
7 . v v v
Identity and atypical symptoms & onset
Strengthen identity _Prowde concrete image of v v v
illness
Explain symptoms and v v v v v v

terminology

Coding chart showing technigues used in selected interventions
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Distinguish between cardiac v v v
) (continued) and non-cardiac cognitions
Identity . )
Strengthen identity Discuss normal symptoms of v v | v
recovery
Identify timeline Questionnaire/ quiz v v v v v
representations Open questions v
Appropriate timeline to v v
Timeli Change timeline to ‘normal’ discussed
Imetine ‘short” duration .
Link to consequences v v
Emphasise short-term & long- v v v v
“chronic” duration Provide personalised risk info v
— high risk of AMI
Identify timeline Questionnaire/ quiz v v v
representations Open questions
Consequences  change consequences | Challenge beliefs related to P sl vl v
to ‘less severe’ reducing activities
Change consequences | Inform what may happen if
to ‘more severe’ behaviour not changed
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Iiness Intervention Focus Strategy / Techniques é é = £ —
representation 9y q 2ol Bo 8_<r §N ol 8l Eal @l S0l 84
°colodl 89| gd 59| 52 8g9lg2g| 28l g8
N R OKJ O IR IS I8 & FQINS
Ide_ntlfy cure / control | Questionnaire/ quiz v v v v v
beliefs
Increase belief of Personalised information on v
cardiac risk factors how BC can reduce risk
Likert scale to identify control
belief & illustrate idea of v
control continuum
Emphasise n_nportance of v v v v v v
health behaviour change
Dlscugs methods of health v v v v
behaviour change
Cure feontrol | ncrease belief in Pros and cons of change v v
personal control of discussed
CHD i
Goal setting _ v v v v v v
Or link to goal setting
Action plan physical activity v v v v
Self-monitor physical activity v v v
Review behaviour goals and v v v
feedback
Decrease belief in Emphasise need to manage v
‘cure’ CHD despite surgery
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Dlscus_s concerns apout taking v v v
] . prescribed medication
Beliefs about specific _
medications Explain need to take meds as
prescribed & not be guided by v
Treatment symptoms
ést about intentions to attend v v
Beliefs about CR i i
strengthened Discuss what CR involves 4 ? 4
Action plan v | v | v v | v
Reduce emotional Relaxation CD v v v v
distress
Normalise worries about v
symptoms
Worry about experiencing v v
Emotional discussed Concerns about going home v | v v v | v
discussed
Create dissonance to instigate v
belief change
Improve social support | Spouse attends session to
discuss their understanding v
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support (continued) | SPOUS¢
Discuss/ inform spouse of
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role in patients’ recovery
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Draft Individual Intervention to Manage Cardiac Misconceptions Manual

[y

Pre-session
Score YCBQ and tick off which areas to address.

2. Introduction

Introduced yourself to the participant as a reminder

Inform the participant of the expected length of time needed to go through
the intervention and check that the participant still has time.

Encourage the participant to ask any questions they may have at any time
during and after the intervention.

“Thank you for agreeing to review this session, it will take around 30 minutes —
is that okay? Please do feel free to ask any questions as we go along, you don 't
have to wait until the end”

3. Explain purpose and aim of the intervention

* Give out common cardiac misconceptions leaflet (will refer to throughout
session)

» Explain what cardiac misconceptions are:

“Today we're looking at your thoughts and beliefs to do with your heart attack
and heart disease. Misconceptions are inaccurate or muddled beliefs. There
are a number of common misconceptions about heart disease, what we call
cardiac misconceptions andlots of people, even health professionals have
them.”

» Explain link between beliefs/thoughts, feelings and behaviour (and cognitive
behavioural approach) - illustrate the role of thoughts and beliefs on
subsequent behaviour:

Belief - Thought — Action / Behaviour

* Introduce problem of having cardiac misconceptions:
“Unfortunately cardiac misconceptions are not very helpful because having the
wrong ideas can get in the way of recovery and feeling well.”

* Aim of session: to help patient identify and change unhelpful thoughts and
beliefs about heart disease:

“The aim of today is to show you how to identify your own cardiac
misconceptions, we can look at some of the common misconceptions and look
at ways to get rid of any unhelpful misconceptions so that you can make the best

of your recovery.”

Any questions? Ok to carry on?
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4. Identifying misconceptions
» The first step is to identify thoughts and beliefs about heart disease.

“You completed this questionnaire before our session today. Thiswas to

help us identify any misconceptions. It's common for people to have these. It's
useful to check if friends and family have misconceptions too because their
thoughts and beliefs about heart problems can affect you too. There’s a copy in
the booklet so if you'd like someone else to go through it, you can”

» Feedback outcome of YCBQ (being careful not to sound negative if
participant has many incorrect beliefs). Where a participant has few or no

misconceptions (as identified by the YCBQ) then offer to explain the common

misconceptions and suggest information in leaflet may be useful for family
member, etc.

S. Challenge

» The booklet explains the common misconceptions, “you can keep andwrite in

P

it
* In collaboration with participant, pick a misconception to address.
» E.g. belief that “Stress is the main cause of my heart problem™:
» Use white board or paper, and refer participant to page in booklet to
demonstrate unhelpfulness of worrying about stress being ‘bad’:
» Picture of person worrying about stress, affect on behaviour,
impact on physical well-being - vicious circle.

» Show illustration of person who has adaptive belief “stress isn’t dangerous and

I can manage it”. Show stress line (i.e. no such thing as 0% stress)

» Show how to challenge an unhelpful belief by weighing up evidence for and
against the belief (use separate piece of paper and show page in leaflet). Use
participant’s chosen misconception.

5. Changing misconceptions

* Encourage participant to come up with an alternative belief (which is a correct

one) and, if they can, encourage them to write it down.
» Explain importance of believing in the ‘new’ belief — rate out of 10

» Discuss ways they can strengthen new beliefs, e.g. written prompts, reminders,

doing things to strengthen belief like challenging any avoidance behaviour.
* Any questions?
* Summarise session.
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Draft Group Intervention Presentation

Covent
Umvers%

Helen Fletcher — Masters by Research
Coventry University

Managing cardiac misconceptions

What are Cardiac Misconceptions?

Thoughts, ideas or beliefs:
* Incorrect

+ Muddled /ﬁ

“People who have heart
disease should always
avoid stress”

Where our illness beliefs come from?

Thoughts matter!

What you think...

and what you do... @
. f

affects how you feel

4

Feelings

Actions

David

David has chest pain (angina)

If | take it easy
it will stop

12 months later...David is getting more
angina. Why?

His tests show nothing has changed?

“angina is damaging
my heart”

Life? reduce activity
to avoid angina
and prevent

damage to
less fit - ‘ heartg
get more
angina

Identity? Timeline?

e thipainsmy g longterm
heart peoblem short-term

Cause? Managing What now?
e.5. high cholesteral, heart g mylife has
e problems changed
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Beliefs about symptoms

David % Jaspreet
“This cannot be heart “Oh .no! There goes my
related —it’s heart burn” heart problem again!”

Avoid seeking help? Feels anxious and on edge

How much do you experience symptoms from your heart disease?
0 1 2 3 4 5 6 7 8 9 10

No symptoms Allof

atall the time

Beliefs about causes

your heart problem.

The mostimportantcouses far me:-

L

2.

Mary

% Jaspreet

=

* Family history

* Stress
* Family history * Exercise
* Smoking « Diet

Myths
“Stress is very bad for the heart” %

“Stress caused my heart attack” | 3

y

Facts

* Stress is not a main cause
* Unhealthy behaviours?
 Life with no stress?

How long will it last? ;},qf‘

David

* “Along time” « “Ashort time”

How long do you think your heart problem will continue?
[ 1 2 3 4 5 6 7 8 9 10
avery forever

short time

¥ A heart attack lasts a short time

v  Heart disease is a long-term condition

How much control do you feel you have over your heart disease?
6 1 2 3 4 5 & 7 & 9 10

absolutaly extrame amount
o contrel of contral

I'min the hands
of the
doctors now

...is David right to think like this?

You can take control of heart disease by:
« Taking medication

« Eating healthily

* Exercising.

How much do you think your treatment can help your heart disease?

0o 1 2 3 4 5 5 7 B 8 MW
notat extremely
ait

“I don’t see how cardiac rehab
can help me now. My stent has
cured me anyway.”

...is Mary right to think like this?
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How much does your illness affect your life? H H
hdoss yourHiness ety e o Having helpful beliefs

1. Catch unhelpful beliefs
* What do | think about...?
* Is it helpful or unhelpful?

My life is
over now

&
2. Challenge

* Is this belief a myth or a fact?
* What is the evidence? — check it out

...is Jaspreet right to think like this?

Summary
3. Change

* Whatisamore helpful way to think about this? « Beliefs about health conditions are important
* Remind yourself (and others)

* It’s common to have misconceptions
4. Aware « Beliefs can be changed

. i ?
Is that a myth or a fact (or a bit of both)? « You need to be on guard to spot myths.

Booklet - explains some common
misconceptions.
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Draft Intervention Booklet

- Qg et ,
Coventt — .
Universi SniCmnnimeytns | §
Section 3 Changing msconceptions o
Questioonaire srmwen »
- Rasources v
Notes "
Explaining common
beliefs about heart
Introduction
dlsease Thank you for agreeing to take part in this study. This booklet will help
exphain the common miscon eptions people have about heart disease.
Why hove | Deen given this workdook”
perceptlonsmam S S S
Jbeliefsi===
cardlac re a tati%%" thoughts Whet i ths worsbook about?
This workbook 3 o belp you idently any uahelplel belie sad misconcaptions
_ ess about haart dsesse. K wil show you how w0 deal with these snheizful Sougha so
o © exercuse s a—— V
.C-g This item has been
Whot are cargioc misconceptions”  removed due to 3rd
Ry sttamas Party Copyright. The
_— unabridged version of
the thesis can be
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Cardiac -d

expertences, friends and family, and often from the media

Having correct beiels about heart desse belps eeple | IS iteM

* Manage hewt disease better

Pipees:. er-erepn i has been
* Return o actviGes quicher removed

* Experience less sndety and depression

 Hove o bettar quality of We. due to 3rd

I0s important © get rid of any snbelplul beliefs snd misconceptions
abost

ry e blocking your peth y

TR booslet o § main sectons - [%:f_:
1 Wit are ilines bauis? '
2 Ewpimsing e common -

maconcesCons >
3 How to change urbepll balets

As you go through this guide you wil be asked 1o rete how you feel
aout Sfferent sspects of your heert dsease. Orcie the rumber which
fouis right for you. This may help you identily any orees where you
could banefit from support. Messe do wrlly bn this guide, X's yours to
keep. Thare blank of e bookiet 1o meks
vy wxire notes.

Cardiac misconceptions can get In the wity of your recovery.
This s because the things you do to manage your beart problem depend on your
houghts and bellefs abowt it.

[ o e |

[ Jmp|z= e[ |

The flrst stap s to Identify your beliets and abot

SECTION 1: iiness beliefs

a8 Thoght sbout you st

Mesmy
P as Belhs o T e,
Timaline

-~ lorg-term

S Bl PR

Cure /[ Contral | n.g Beli
whather of Aot you can contrel it

Tresrrant 6 What you think sbont teking medication

Jane has these micon epGons end Incorra? belf sbout her heart disense

Cause Temeline
Identity .

Wi chest pain u;::“h::d "My heart
& o sign of my o ’ drene s
heart grobem” o _ shorterm*

This Control /
My fife is ; -
item 2 con't contrel
over now” my hoart
has doease”
heen
The thoughts you have

Your thoughts end bellefs sbout hewrt Snesse belp you make sense of your
liness wnd help you manage your iliness in the short snd long-term.

Jectior 2 OQuecticar a:ut bear smack

ooooo §
noooo

S K G E G

hesrt Gisense. You cin do this sow by completing the York Cardisc Beliefs
Questionnaire below.

Tick whether you agree or disagree with the following tatessents. You may

|
i
{

Ooooo0ooOooOoooo
OoOo0oo0oDoOOoOOoOO0OO0O0O0O

Zection 3 Quertiont bsut anginy
18 Argine it 3 kine ot eval heam wmack
»

20 Tecple wh ngina thoudks e e 12 the tul

ooooo §
ooooo !

22 Peozie att angima IUe ekt bemg aahe.

Yoo can chack pour aumwen on pagee 1648

This item How dd you do?
has been

Let's now ook at thse comimon candia: misoncaptions s more detsll

SECTION 2: Common misconceptions

of the bouilet will explain the and tmbiefs pecple
have about heart disesse.
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Ablg part of mansggag beart problems 1s b manage the factors which have caused It

It helpful If your belefs and thoughts sbout the causes of your heart disesse are sccurste.
Thts will help you tackle ail of the relevant factors which may tave cassed your heart
damae.

Lock st Alan's misconceptions sbout what caused his beart sack to understead how it
affects him.

This item has been
removed due to
3rd Party
Copyright. The

hinks t's the
maen cause of h feart dseme.
See what ths belef dom 5 the wey Alen fees and how he scta.

Baliet / thought:
Strest i 2as for the
heart
808 ot etrens
matte / \ &=
Py et an
s —— Ermoticnsi Sesiing- tendte
B sz e aml " perte
[beravioar| Tecice sniter ity focing
pas— Taras, pocrsisey | e and
prenny Sezrewoad
.
Ma f baart dine

How much does your iiness effect your e’
o 1 2 3 4 35 ¢ 7T 8 9 10
o whez wera
wat aacm g e

Jsxpreet thinks that he sends to rext sad be carefil. He b the minzoception that argas
Is dsmaging bis heset. But resting more sakes him foel worse:

Jeapreet thinks thet If he
evouds phydcs
" REDUCE ACTMITY TO n-mm-lle::':v'
m AVOID ANGINA for bl heart. s he right?
* IMCREASINGLY RESTRICTED
This item has -
been removed SRLEE T
MORE ANGINA

due to 3rd Party

Redicing actvity domart work wel for Jasgreet. He Snch he gets angine more often|
Te cope ha reduces M ectivity sven more. Japreet now feels fed up end bored. He Sinks
there's nothing e for him now. What can he do?

The medis often portrsys stress s betag the maln tigger for heart sttacks.
FACT: Stress can contrbute to heart dissase But it s not & mals chase

Researchers thisk this finding could be due ts stressed people dolng moee
unhealthy things like having & pooe diet, not exercising, smokdag or driskisy.

Strex s normal and nothing to be fesred. We all have stress In our bves. Would you
enjoy life weth staclatmly 20 strem whatoeves?

This iteMm
smmmsgen 1185 DEEN [
forme bz |
e TEMOVEd [ NSSS—
heas It try ane
e due to 3rd
Sessvet.. Party FACT: Some sress b not
\ bad for you. Stress can
. Copyright. e
The

Good to know: Learning to manege your stem better can hels you manege your heart
protiem. Ifs essier to mate Hestyle changes and stick to them ¥ you feel more
relaxed. Going % cardiac rehabiRation cames wil give you the skl o relex more
sasly ¥ you feel you need more help with ths hen www glasgowste. com b & good
place o go for heip, or speek to your nune o doctor.

This item has been
removed due to
3rd Party
Copyright. The
unabridged version

Jsne takes regular exercise. She his the correct bellel tut angina does no lasting
Barm w0 her heart.

“angine
fote S e acve
horm™
| LIVING LIFE TO THE FULL
This item has
DECREASING FREQUENCY
been removed OFANGRA O
due to 3rd Party COLLATERAL
Copyright. The pcomrbmiphoiog

Tha b correct!

e kcwn '3 better for her heart If she eserchies regularly. As Jane hea got ft she has
found her argine ocouns len cllen.

Jarwe foah more In control of her heart dasese and b Bving her e 1o the Al

Jspreet can fesl physically better and happier Il he gets more sctive Iramad of svolding
tvity.

Cardisc rebubilitation exercise clisses are ideal for getting buck into exercise
wfter buving 4 heart attack or hesrt surgery. The clisses cam help you even If
you have never exercised much before or been o & gys. Your exercise
sessions are gulded by trained stall who can help you find altersative
exercises If you have any disalilities.

This item has been removed
due to 3rd Party Copyright.

The unabridged version of
. + the thecic ran he viewed in
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0.3 2 36 5 s 3 8 9 B
»oy ermar

Luxy believes ber ness 3 3 shert-mrm problem She felt dreadfal before goig It
heapital and sow feels fire since her Ueatreant. Lacy babeves her problers bas been ‘ficed”
by the medical team. Lucy 3 inking that sde wor't bother with cardia: rebabditazon .
she already foss better. b Lucy right to think tha?

removed due t0 3rd | . e s o o o serm

This item has been
Party Copyright. The | e J

It can be 2 for people to th dt 132 lorg-term
health condtion. Heart disesse 3 2 chronk condition, K needs lorg-term muragement.
™ ot 2ad maki 2g bong-mrm featyle changm Gr betar haalth

[ Life-style changes need to be for life! ]

Lucy dectded to g xorg to 2 cordisc rehab clax xrywary and learst that slthcugh she's ro
longer in pain, she sl has beart disexse The good sews b that Lucy found cut sbout the
different thrgs she can &3 o 3€'p pravert her heart daemoe from getting worse.

For some pacpie. 2 bex-t ataach meema to come cut of the blue. However, becsuse you
can't see K heart dissase has boen lurkos Jtcun feel ke
contral over your baart disease and G potancial for ancher beart sitack. You might
ever baleve €3 op o fals whather o 20t you bave move probiems.

There s & lot YOU can do your your diseare

This item has been
removed due to
3rd Party
Copyright. The
unabridged version
of the thesis can
be viewed in the
Lanchester Library [ s e
Coventry

This item has
been removed
due to 3rd
mmeorae Party

Take your medication as prescribed

et Buzer. Your hesrt will
secome more efMcent.

i mapteyencm e wapeinNARridged
version of the
thesis can be

Get balp with ull of this from your cardiec rehabilitacion wam

Copyright. The

(Zom 1o R Py R R N Xl ) R 0
No syrrgeame Nt
- thetie

1t 13 common for pecple to take more notice of thelr body sessstiors sfter havirg s beart
sttack. Oftms, ‘sormal’ body b sign of » problem which can
Quse people to become srccious Andety Gn crase many of these body sympicms
Anlety be re net darge indude
Increased beart rats and difficulty breathing. You cen learn how 1o mansge anxiety
toardine i ™ poge 350 has sedf-Selp Information.

symptoms are sormal sad purt of recovery, 4nd bow o beatify

Golag to cardisc rebabilitatios will help teach you which
when snd bow you showhd get belp.

Havisg & strosg sense of control over your llness can
belp you feel better and more able to get on with life.

Now you've hed & ook et some of

ffecting you? Try Shing in the boes:

This item has been

ol
removed due to 3rd s
Party Copyright. The
toplg e,
Actons / bebwviouns

Wit aew o Saing s of or maee of7 £ reeTing.
worrying,
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The next ¥2p b 10 changs these mixoncaptions and untaph beleh atout feart disesel

Now weigh up the evidence. Are you right to huve this thought? How helpfil b 1t to yos?
Whit s 2 more helpfal thought or bellef o have sbout this? You may want o ask your
ardac rehsbdltation tase or yosr family for Urelr Idess.

Soretimes, beirg gven the Aght nformation Is e20:gh o charge andisc mismnceptions.
But oftes belefs are mers SMau't to change beceue you bave bad thers for » ‘g Ume.

Oace yos are sware of your cardiac misconaeptons yos ain chalenge them and replace ther

with more belzful Bosght.

/ Cordhac Write & hare
€ “Stem might set off another Aeart attack”

This item has been

New ared rproved thought or belet. wrte 1 here
“Strem B 0ot 20 bad for my beart, &' the streagel Bhings | &0 ~ BV 1 cam work on”™

removed due to 3rd
Party Copyright. The

unabridaed version of

This item has been
removed due to 3rd

012 3435¢78%0

My Sriancs ot foenly el me | work 90 Navd
end stress coused evy hoort stect
“When | foel sressed | con el vy heert
becting frams *

“The imprrratioe from the @ eEioc AN P Sor mase
e w3lse M reas st ieg me 03 Fe on umbeamy
emyia 30 X 1 more sbowt making chenges B Ty
Aee”

“Newe | nnow | nwed 1o take core af my heort I'ee leax
Banty 10 howe oncther Awort cesack - ax Jong a1 | henge
my Setaviner.*

Nee Czergiaen
Party Copyright. The
this new thought? ‘Wre 1t hee
_I'f-' y
Who with
g waiking group

This item has been

Whars? removed due to 3rd

S Party Copyright. The

Whea? Do unabridged version of
Tona: 'the thesis can be

On the next pages are the anvwers Lo the York Cardisc Belefs Questionnaire. It will be

helpfal If yos save 2 resd thrusgh o uaderatand the my@s and traths about heart 2aeoe

33 | voar has 2 Hew 3 Bwmacy, S more

YOU 20, the fager it e Sown

NI eIy rectarges e Nea

Bacaune of worry In Sher Fe

The Myths The Trusy
1 | Peapie who tave heas shaste Ute s Sormgl
U NeVe” Ut saTRes OF LDIet ‘won't hert you. If you often get angry and upeet,
lanne tak 12 youT D SEC TehAS taary o pracrice
Lo - ™oy Miay te a2 %o Paip.
3 |Pecpe seveios teart Seeme N woy SoeeT T Cate heac dueane, Tk Scise o

Buz, ¥ pos ae worriad of mremed you Bhould do
tomething sbost B Ast f2r advice Som the rehab
team or pracrics rume.

5| Pacpie who tave heas seane

R

B |1 dangersun for pecple whs have

N2 weoiding thinge thae ay be fun Decaae o  fear
of mreer a0 land £ dereenion. # you nead heis ts
o0 Wit avarydey strees, tak 5 your cardin: rebab
team or pracics rume.

Na providing ssecie it Ul D grazialy The

i Belng 9=ve rechicee the *ik of rore beart
rosemt.

3 | Rent i the bart macicine for heart

N, rmet & not 3 radicne 150 TIICh ree makes your
lancde 2o 8 inch of erengy
BN cxame even more Srotleme.

4 | One ot mhe main cuaes of hast

Doarydmy Mo rtrem 2ot one of the major cause of

| Pacpie who tave hat 3 haa amack
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e terter thar Setore Tetabimamon, WAkt faducer The Nence f aaty
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Vo, the 1oar Samse which forme after s Seart emack it
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7 e ves,
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T | Heart problemss ae 8 wign taat you
Pave 3 worm ou heart

Tour heat doeen’t wesr out. Fou AR Make It mronges
Sy baing more scve.

B | ngirn i a kind of sreal hears amack

B | Anyeon of auckement it bad for

| peapie win angine
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On the nest pages are the aavwers to the York Cardisc Belefs Questionnaire. It will be
helptal If yos 2ave 3 resd throags 1 urderatand the mys and ratss stust heart 2amoe

| |1|-.- The Trum
1 | Pecpie who tave haa Sheste Ute ws Bormgl
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This item has been removed
due to 3rd Party Copyright. The
unabridged version of the
thesis can be viewed in the
Lanchester Library Coventry

University.

This booklet was developed with support and advice from members of
Coventry Healthy Hearts group and others attending the Contre for Exercise

and Health in Coventy.
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NRES ethical approval
NHS approval - CRP1
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Coventry University ethical approval

Cm‘leJntry lUniversity é\))//_—:/é
cleih Covent
Professor lan M Marshall U n |Ve rSIty

Pro-Vice-Chancellor (Research)

TO WHOM IT MAY CONCER RRU/Ethics/Sponsorlet

16 November 2012

Dear Sir/Madam

Researcher’s name: Helen Fletcher
Project Title: Managing misconceptions about heart disease

The above named researcher has successfully completed the Coventry University Ethical Approval
process for her project to proceed (ref: 1496).

| should like to confirm that Coventry University is happy to act as the sole sponsor for this researcher
and attach details of our Public Liability Insurance documentation.

With kind regards

//7 Lt

Professor lan Marshall

Deputy Vice-Chancellor, Academic

Enc

Pro-Vice-Chancellor’s Office

THE QUEEN'S
rect L

ANNIVERSARY PRIZES

For HiGrzs axp Fummms EDUCATION

ntrv.ac.uk 2007
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NRES Favourable ethical opinion

NHS!

Health Research Authority

NRES Committee West Midlands - South Birmingham
The Cld Chapel

Royal Standard Place

Nottingham

NG1 6FS

Telephone: 0115 8838428
Facsimile: 0116 §123300

22 January 2013

Miss Helen L Fletcher

Applied Research Centre for Health and Lifestyle Interventions
Whitefriars Building, Coventry University

Priory Street

CV1 5FB

Dear Miss Fletcher

Study title: Development of a CBT based intervention to manage
cardiac patients' misconceptions about heart disease
that are predictive of poor outcomes.

REC reference: 12/WIN/0412

IRAS project ID: 89492

Thank you for your letter of 15 January 2013, responding to the Committee’s request for further
information on the above research and submitting revised documentation.

The further information has been considered on behalf of the Committee by the Chair.

We plan to publish your research summary wording for the above study on the NRES website,
together with your contact details, unless you expressly withhold permission to do so.
Publication will be no earlier than three months from the date of this favourable opinion letter.
Should you wish to provide a substitute contact point, require further information, or wish to
withhold permission to publish, please contact the Co-ordinator Miss Heather Harrison,
nrescommittee westmidlands-southbirmingham@nhs.net.

Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above
research on the basis described in the application form, protocol and supporting documentation
as revised, subject to the conditions specified balow.

Ethical review of research sites

NHS sites

The favourable opinion applies to all NHS sites taking part in the study, subject to management

permission being obtained from the NHS/HSC R&D cffice prior to the start of the study (see
"Conditions of the favourable opinion” below).

A Research Ethics Committee established by the Health Research Authority
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Non-NHS sites
Conditions of the favourable opinion

The favourable opinion is subject to the following conditions being met prior to the start of the
study.

Management permission or approval must be obtained from each host organisation prior to the
start of the study at the site concerned.

Management permission (“R&D approval”) shouid be sought from all NHS organisations
involved in the studly in accordance with NHS research governance arrangements.

Guidance on applying for NHS permissicn for research is available in the Integrated Research
Application System or at http.//www.rdferum.nhs. uk.

Where a NHS organisation’s role in the study is limited to identifying and referring potential
participants to research sitas ("participant identification cenfre"), guidance should be soughi
from the R&D office on the information it requires to give permission for this aclivily.

For non-NHS sites, site management permission should be obfained in accordance with the
procedures of the relevant host organisation.

Sponsors are not required fo notify the Committee of approvals from host organisations

1. The regulatory paragraph sheuld be added to the consent form: ‘l understand that
relevant sections of my medical notes and data collected during the study, may be
looked at by authorised individuals from the research team, from the Sponsor of the
study, from regulatory authorities and from the NHS Trust, where it is relevant to my
taking part in this research. | give permission for these individuals 1o have access to my
records.’

It is the responsibility of the sponsor te ensure that all the conditions are complied with
before the start of the study or its initiation at a particular site (as applicable).

You should notify the REC in writing once all conditions have been met (except for site
approvals from host organisations) and provide copies of any revised documentation
with updated version numbers. The REC will acknowledge receipt and provide a final list
of the approved documentation for the study, which can be made available to host
organisations to facilitate their permission for the study. Failure to provide the final
versions to the REC may cause delay in obtaining permissions,

Approved documents

The final list of documents reviewed and approved by the Committee is as follows:

Covering Letter Letter from Helen Fletcher |23 November 2012
Evidence of insurance or indemnity Alliahz 01 August 2012
Evidence of insurance or indemnity AON 01 August 2012
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GP/Consultant Infermation Sheets

Phase 1 letter - v2

15 August 2012

GP/Consultant Information Shests

Pilot Study - v2

18 August 2012

Interview Schedules/Topic Guides

Focus Group Schedule - v2

10 November 2012

Interview Schedules/Topic Guides

Nurses Interview Schedule -
vl

10 November 2012

Interview Schedules/Topic Guides

2 - Individual Interview
Schedule

07 January 2013

Investigator CV

Professor Gill Furze

23 November 2012

Investigator CV

Miss Helen L Fletcher

23 November 2012

Letter from Sponsor

Letter from Professor lan
Marshall, Coventry
University

18 November 2012

Lstter of invitation to participant

Group Interventicn Invitation
-vi

15 November 2012

L etter of invitation to participant

Focus Group Invitation

15 November 2012

Cther: West Midlands CLRN Research Mentorship
|Programme Letter

Signed by Julie Norris

25 March 2011

Other: Flow Diagram lllustrating Study Design

2

28 August 2012

Other: Patient Reply Slip and Advert

Patient Reply Slip and
Advert

27 November 2012

Questionnaire

Other: Draft Individual Intarvention Manual 5 15 November 2012
Other: Draft Group Infervention Manual 4 12 November 2012
Other: Common Cardiac Misconceptions Explained 10 November 2012
Participant Consent Form: Development Phase 1.3 09 January 2013

Participant Consent Ferm; Pilot Study 2.1 09 January 2013

Participant Information Sheet: Pilot Study 1.5 21 December 2012
Participant Information Sheet: Developmant Phase |1.7 21 December 2012
Protocol 5 14 January 2013

Questionnaire Dartmouth Coop Sczles 27 November 2012
Questionnaire Brief lllness Perception 27 November 2012

Questionnaire GAD-7 27 November 2012
Questionnaire PHQ-8 27 November 2012
Questionnaire YCBQ-Res 27 November 2012
Questionnaire: Development Phase Questicnnaire |2 20 Ncvember 2012
tQuestionnaire: Pilot Study Baseline Questionnaire |2 12 September 2012
Questionnaire: Satisfaction Questichnaire 2 20 November 2012
REC application 89482/388017/1/665 26 Nevembsr 2012
Response to Request for Further Information 15 January 2013

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for Research
Ethics Commitiees and complies fully with the Standard Operating Procedures for Research

Ethics Committees in the UK.
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After ethical review

Reporting requirements

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinicn, including:

Notifying substantial amendments

Adding new sites and investigators
Notification of serious breaches of the protocol
Progress and safety reports

Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.

Feedback

You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views known
please use the feedback form available on the website.

Further information is available at National Research Ethics Service wehsite > After Review

[ 12rwvm70412 Please quote this number on all correspondence

We are pleased to welcome researchers and R & D staff at our NRES committee members’

training days - see details at hitp://wwyr.hra.nhs.uk/hra-fraining/

With the Committee's best wishes for the success of this project.

Yours sincerely

PO

Professor Simon Bo
Chair

Email:nrescommittee.westmidlands-southbirmingham@nhs.net

Enclosures: “After ethical review — guidance for
researchers”
Copy fo: - Spensor - Professor lan Marshall

Ci - Professor Gill Furze, Coventry University
Care organisation - Mrs Ceri Jones, Research & Devefopment University
Hospitals Coventry & Warwickshire NHS Trust
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NHS Approval — CRP1

University Hospitals m

Coventry and Warwickshire
MHS Trust

Resanrch, Develapmaent and Innovation Bapartment

Director of B, DAL Professor Chris Imiay - Tel 02476 96 5222

Head of B D&ER Ceri Jonas - Tal: 024 7608 6108

Divisioral Finance Manager; Chiis Moars - Tel: 024 7353 8138

Dieputy Divislonal Financa hanagar: Joarme Treadwesll - Tel 02476 963790

R, D& Buslness Marager: Natashe Wiloman - Teb 02470 BGE107

Resaarch Associake - Govarnancs: lsaballa Petde - Tel 2476 S66202

R,D&) Adminisiraton Specialis!: joanna Geraghly - Tel 02475 954985
Hasaarch Potfedio Davalopmant Masager: Deborah Griggs - Tel 02475 98 §185

&" March 2013

Mizs Halan Flatcher
ARG HLI
Whitefriars Building
Coventry University
Friory Street
Coventry

C\1 5B

Dear Miss Flatcher,

University Hospital

Clitford Bridge Road

Wakagrave
Cowentry
W 20

Tel: 024 Te96 4000
Fax: 024 7696 6056
wawvi L owsnhis,uk

Study Title: Development of a CBT based intervention to manage cardiac
patient’s misconceptions about heart disease that are predictive of poor

outcomes

Thank you for submitting the abowe study for consideration by the Research &
Development Office. | am pleased to inform you that your study has been approved.

The documeants approved for use in this study ars!

R T

R&D Refarence: HF119113
MREC Number; 12/WMI0412

Varsion 4, 01,11.2012 Page 10f3

Chiet Executive: Andrew Hardy

Chalrman; Philip Townihend

[DoEumant: b e e Veraion ateiiE
Protocel § 14.01.13
Pariicipant Consoni Form: Piloi Study 22 | 2813
Participant Consent Form: Development Phase 1.4 28.01.13 |
Participant Infarmation Sheet: Pilot Study 1.5 ~ 211212

| Participant Information Sheel. Development Phasa 1.7 21.12.12 |

| (3PY Consultant Information Sheet = Phase 1 lefter 2 15.08.12
GPY Cansultant Infarmation Sheet — Pilat Study 2 15.08.12
Interview Schedules/ Topic Guides — Focus Group 2 101112

| Interview Schedules/ Topic Guides — Nursas o 1 10.11.12

| Interview Schedules! Topic Guides — Individual 2 07.01.13
Questionnaire Dartmouth | 27.11.12

Coop
Scales
Cuestionnalre Brief [liness | 27.11.12
Perception | i
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Questionnaire - | GAD-7 |27.11.42
Questionnaire _ _ | PHQ8 [27.11.12
Questionnaire YCBG-Res | 27.11.12
Questionnaire: Davelopment Phase Questionnairs | 2 20,1112
Questionnaire: Pilot Study Baseline Questionnaire po 2 12,09.12
Questionnaire; Satisfaction Questionnair | 2 20.11.12

« Should you wish to make any changes to the documents listed above, you
must obtain RED approval prior to use.

s An Annual Progress Report (APR) should be submittzd to the main research
afhies committes (REC) once a year throughout the trial or on request by
R&D. The first report is due on 8™ March 20M4. In addition, for CTIMF
studies, a Development Safety Updata Report (DSUR) should be submitted to
the MHRA and the REC once a year. Guidance on the DSUR can be found
in S0P 41 *Preparation and Submisslon of Annual Progress Reports and
Development Safety Update Reporis”,

+ Motification of any serious breaches of GCP or the trial protocol must be
reportad to the R&D Department and a DATIX Clinical Adverse Event form

completed within 24 hours of any suspected breach being identified and
confirmed,

Your research sponsorship & Indemnity is provided by Coventry University.

Your project may be subject to ad hoo audit by our department to ensure these
standards are being met.

May | take this opporunity to remind you that, as a researcher, you must ensure that
your research is conducted in a way that protects the dignity, rights, safely and well-
being of pardicipants.  Trust R&D Approval assumes that vou have read and
understand the Research Governance Framework and acecept that your
responsibilities as a researcher are to comply with it, the Data Profection and Health
& Safely Acts,

The Trust wishas you avery succass with your project.

Yours sinceraly

Mata
R,D&l Business Manager

R&D Reference: HF119112
MREC Mumber: 1200412

Version 4, 11.11.2012 Page 2 of 3
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NHS Approval Letter — CRP2

George Eliot Hospital NHS'

NHS Trust

West Midlands (South) Comprehensive Local Research Network
Fourth Floor, West Wing (ACF40002)

University Hospitals Coventry & Warwickshire NHS Trust
University Hospital

Clifford Bridge Road

Coventry

CV2 2DX

315 July 2013

Miss H Fletcher
ARC HLI

White friars Building
Priory Street
Coventry

CV15FB

Dear Miss Fletcher

Project Title: Managing Misconceptions of Heart Disease
R&D Ref: GEH280613

REC Ref: 12/WM/0412

| am pleased to inform you that the R&D review of the above project is complete, and
NHS permission has been granted for the study at George Eliot Hospital NHS Trust.

The permission has been granted on the basis described in the application form,
protocol and supporting documentation. The documents reviewed were:

Document '  |Nersionn 2 |pDate
Participant Information Shee 1.8 25.06.2013
Development Phase

Consent Form Development Phase | 1.4 28.01.2013
Flyer 4.0 14.01.2013
SSi Form 89482/469387/476/211371/75368 | 26.06.2013
R and D Form 89482/474398/14/465 05.07.2013

All research must be managed in accordance with the requirements of the
Department of Health’'s Research Governance Framework (RGF), to ICH-GCP
standards (if applicable) and to NHS Trust policies and procedures. Permission is
only granted for the activities agreed by the relevant authorities.

All amendments (including changes to the local research team and status of the
project) need to be submitted to the REC and the R&D office in accordance with the
guidance in IRAS. Any urgent safety measures required to protect research
participants against immediate harm can be implemented immediately. You should
notify the R&D Office within the same time frame as any other regulatory bodies.

It is your responsibility to keep the R&D Office and Sponsor informed of all Serious
Adverse Events and to ensure that they are reported according to the Trust Clinical
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Incident policy, where required. All SAEs must be reported within the timeframes
detailed within ICH-GCP statutory instruments and EU directives.

In order to ensure that research is carried out to the highest governance standards,
the Trust employs the services of an external monitoring organisation to provide
assurance. Your study may be randomly selected for audit at any time, and you must
co-operate with the auditors. Action may be taken to suspend Trust approval if the
research is not run in accordance with RGF or ICH-GCP standards, or following
recommendations from the auditors.

You will be sent an annual progress report which must be completed in order to
ensure that the information we hold on our database remains up to date, in line with
RGF requirements.

| wish you well with your project. Please do not hesitate to contact me should you
need any guidance or assistance.

Yours sincerely

Natassia Embury
R&D Facilitator

Enc: PiAgreement
Cc:  Julie Highfield, Local Collaborator

Professor Gill Furze, Academic Supervisor. Coventry University
lan Marshall, Sponsor Representative, Coventry University
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Study Flyer
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Study Flyer

C &
ovent
Unwers@

RESEARCH STUDY: Helping people to understand their
heart disease

W, P ke Eualle

Have you recently started cardiac rehabilitation?

You may be eligible to take part in this research study. The purpose of the study is
to develop methods for helping people to understand their heart disease better.

The study is being run at Coventry University and the Cardiac Rehabilitation Centre.

For more information about what is involved in taking part in this study please read
the Participant Information Leaflet. Please contact me if you would like to know
maore about the study or if you have any questions.

You may wish to fill out the tear-off slip below for me to contact you.

Thank you for reading this.
Yo ne Helen Fetcher

Applied Research Centre in Health and Lifestyle Interventions
Whitefriars Building, Coventry University, Priory Street, CV1 5FB.

024 7BEV17S [ 07852 010182

abl747 @ coventry.acuk

Contact details:
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Univers

Information abouwt the research

Helping people to understand their heart disease

We would like to invite you to take part in owr research study. It is important
that you understand what the study is about and what it will involve. |f you
wish, one of the research team will go through this information with you and
answer any guestions you may have. This study is being undertaken as a
klasters degree project for Helen Fletcher, and will also help to design a larger
study im the future.

The information sheet explains the purpose of the study and what will happen
if you take pari

Ask us if anything is not clear. You may wish to talk to a friend or family
member about the study.

What is the purpose of the study?

Cardiac misconceplions are incomect or muddled beliefs about living with
coronary heart disease. There are common cardiac misconceptions that can
cause people with heart disease to cope with their condition in a way which
results in poor physical and psychological health. Cardiac rehabilitation
guidelimes recommend that misconceptions are dispelled; however, we do niot
Enow the most effective way to do this.

We have developed two methods (called interventions) to tackle
misconceptions. These have been developed in collaboration with members
of a cardiac suppori group, the cardiac rehabilitation t2am and a panel of
experts. The interventions are:

* a one-to-one session with a health professional (the researcher)
# 3 group education session facilitated by a health professional (the
researcher)
These are both backed up with a leaflet about common cardiac

misconceptions.

We want to find ouwt if people like the interventions before testing them to see
hiowr weell they work.

Parficipant Information Sheet {development phase) v1.7 21.12.2012
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Your care with the cardiac rehabilitation team will not be affected.

Why have | been chosen?

The interventions have been developed for use in cardiac rehabilitation
programmes. You have besn invited because youw attend cardias rehabilitation
and have experience of coronary heart disease.

Do | have to take part?

Mo, Itis up to you to decide to take part. If you agree to take part, we will then
ask you to sign a consent form. You are free to withdraw at any time, without
giving & reascn. Mot taking part or leaving the study will not affect the
standard of care you receive.

What will happen to me if | take part?

You will be contacted by the researcher who will check if you can take part by
asking you some brief guestions.

At this point you can ask more guestions you might have about the study. You
do not have to take part unless you feel completely happy with the study.

If you are happy to take part then you will be offered either the 30 minute one-
fo-ome session or the group-based session. At one of these sessions the
researcher will discuss the common cardiac misconceptions and their effects
and provide a booklet for you to keep. You will have fime to ask guestions. We

will arrange a time for you to complete the consent forms and receive the draft
intervantion.

After you have received either the group-based or the individual intervention |
wiould like to find out more about your experience of it, for example, what you
thimk was helpful or unhelpful about it. People taking part in the group-based
intervention will be asked to attend a focus group. . The focus group will be
held at Coventry University and will be audio recorded so that the points raised
in the group are recorded. Your travel expenses will be reimbursed and
refreshments will be available at the focus group.

If you recened the individual intervention you will be asked to hawve an
individual interview with the researcher. You can choose to meet face-to-face
at a venue of your choice or to complete the interview by telephone. The
individual interview will also be audio recorded.

ALdid recordings from the feus groups and Individual Intendews will B2 listenad to and fransenbed
word fior word by the research team. This will enable themes 1o be Kentified from what has been

Participant Information Sheet (development phase) v1.7 21.12.2012
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galt In the Interviews and focus groups and will go towards Improving the Interventions. Audio
recordings will be destroyed at the end of the study [September 2013).

What are the possible disadvantages and risks associated with taking
part?

& risk assessment has been completed which showed there are no significant
risks to you in taking part. The enly disadvantage will be the takimg up of your
personal time. At any point during the study you can stop without having to
give a reasocn why.

What are the benefits to taking part?

There may be mo direct benefits to you by taking part in the study. Your views
and opinions will help make sure the intervention is developed to be as
patient-friendly as possible.

What if scmething goes wrong?

It is wery unlikely that amy harm should come to you as result of taking part in
this study. However, if you have any concerns about the way you have been
approached or treated during this study, in the first instance can contact the
study co-ordinator Helen Fletcher (tel: 024 T8 887 175) or the primcipal
investigator Gill Furze (tel: 024 TG TA5204) who will do their best to answer
your questions. Altematively, you can contact the Patient Advice and Liaisons
Service (PALS), which is a service providing independent advice, information
and support to patients. Telephone numbers can be found at the end of this
leaflet

Data protection and confidentiality

All the imformation you provide will be held securely and in strict confidence.
Information that you give about yourself will be kept separate from your name
and address to maintain confidentiality. Computer files will be held on securs
password protected servers at the Faculty of Health and Life Sciences,
Coveniry University. Only members of the research team will have access to
this information. The research team will not have access to your NHS records.
All audio recordings will be destroyed cnce the project is finished (Seplember
2013). Al information that could be used to identify you will be removed in
reports of the study. [f you do decide to withdraw from the study then all your
data will be destroyed amd will not ke used in the study.

Participant Information Sheet {development phase) vi.7 21.12.2012
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Involvement of your GP

We will tell your GP that you are taking part in the study. Mo other
results will ke given to your GP.

What will happen to the results of the research study?

Your suggestions for improvement will be used to help make the interventicns
better and easier to use. The results will also be used to highlight your views
and experences as users of the interventions. The fully developed
interventions will then be tried with octher paricipants in order to test how well
the interventions work. The results will be written up as part of my Masters by
Research final project. The resulis will also be presented at academic
conferences and written up for publication in peer reviewed academic journals.
| will provide you with a copy of the written report and an explanation of the
findings.

Who is organising and funding the research study?

The research is arganised by Helen Fletcher, a Masters student at Coventry
University. Helen Fletcher is also a Fsychological Well-being Fractiticner with
the Improving Access o Psychological Therapies servige, The research is
being fumded by the Comprehensive Local Research Metwork West Midlands
(South) www.cmec.nihr.ac.uk

Who has reviewed this study?

All research in the NHS is looked at by independent group of people, called a
Research Ethics Commitiee, to protect your interests. This study has been
reviewsd and given favourable opimion by Sowth Birmingham FHesearch Ethics
Committee (Ref. 120WWMD412).

Contact for further information:
If you would like any further information about this study please get in touch
with me at the address below:

Helen Fletcher M5c Research Student

Applied Resesarch Centre Email:

in Health and Lifestyle Interventions

Faculty of Health and Life Sciences helen fleichen@coventry.ac.uk
Whitefriars 105, Whitefriars Street

Cowentry University Tel: 024 76 BET17E

Coventry

CW1 5FB 07852 010182

Participant Information Sheset {development phasa) vi.7 21.12.2012
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Research supervisor:

Frofessor Gill Furze
Faculty of Health and Life Sciences
Tel: 024 76 785204

Patient Advice amd Liaisons Service (PALS):

woanei pals.nhs.uk

You may ring either of these numbers:

University Hospitals Coventry and Warwickshire (UHCW): 024706 2680G61.

Coventry and Warwickshire Parinership Trust; 0247653 G6204.

Thank you for taking the time to read this information sheet.

Participant Information Shest {developmeant phasa) w17 21.12.2012
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APPENDIX V

Consent form
GP letter

Demographics and baseline questionnaire
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Cardiac Misconception Intervention Study
Helping people to understand their heart disease

ovent

Research participant consent form: Phase | niversl

If you wish to take part, please initial each of the boxes, then sign and date this form.

=

=

v

1y

{

XL

Please INITIAL box

| confirm that | have read and understand the Participant Information Leaflet dated 21.12.12
{version .7} for the above study. | have had the opportunity to consider the information, ask
questions about the study and have had these answered satisfactorily.

| understand that my participation is voluntary and that | am free to withdraw at any time
without giving any reason, without my medical care or legal rights being affected.

| agree to the research team holding my name and contact details to allow for the day to day
running of the study.

| give consent for the research team to contact me by telephone.

If | take part in the group-based intervention | understand that people may share personal
information. | agree to keep the group discussion confidential.

| understand that | will be asked to take part in a focus group or an individual interview as part
of the study. | understand that these will be audio-recorded and transcribed word-for-word
and that all recordings will be destroyed at the end of the study {September 201 3).

If | take part in the focus group | agree to keep discussions and comments made by other
people confidential.

| understand that quotations from the focus groups and interviews may be used in reports and
journal articles, but all aspects of these quotations that could be used to identify me will be
altered to maintain anonymity. | agree to the use of quotations in this way.

| understand that relevant sections of my medical notes and data collected during the study
may be looked at by authorised individuals from the research team, from the Sponsor of the
study, from regulatory authorities and from the NHS Trust, where it is relevant to my taking
part in this research. | give permission for these individuals to have access to my records.

| agree to my GP being informed of my participation in the study.

| agree to take part in the above study.

Mame of participant Date Signature
(BLOCK CAPITALS)

Mame of person taking consent Date Signature
(BLOCK CAPITALS)

PARTICIPANTID: | | [ |

Consent form development phasze version 1.4 28.01.13
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Covent
university

Helen Fletcher

Applied Research Centre for

Health and Lifestyle Interventions
Whitefriars Building, Coventry University
Priory Street, Coventry, CV1 5FB

024 76 88 7175 / 07852 010182

Helen.fletcher@coventry.ac.uk

[DATE]
Dear [GP NAME]
Re: Name - [PARTICIPANT'S NAME] DOB- [PARTICIPANT’S DATE OF BIRTH]

| am writing to inform you that your patient named above has consented to take part in a research
project. The project is aiming to develop interventions to dispel cardiac misconceptions in people
with coronary heart disease. Your patient has agreed to review the draft interventions and feedback
their views in a focus group. This will lead to further refinement of the interventions to be tested in
a pilot feasibility randomised controlled trial.

This study is a student project for fulfilment of a Masters by Research and is being funded through
the CLRN West Midlands (South) Research Mentorship programme. Please do not hesitate to get in
touch if you have any questions regarding the study.

Kind regards,

Helen Fletcher

CLRN West Midlands (South) Research Mentee

GP Letter_Development phase_v1.1_15/08/12
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Participant ID:
Please tell us a little about yourself:

1. What is your age in years?

2. Are you? Male D1 Female D 2

3. What is your marital status? (please tick one)

Single |j 1
Married IE

Permanent partnership E
Divorced [ ]a
Widowed | s
4. Which of the following best describes your main activity?
In employment or self-employment 1
Retired 2
Housework 3
Student 4
Seeking work 5
Other (Please specify 6
5. Did your education continue after the minimum school Yes ’ No 0
leaving age?
6. Do you have a degree or equivalent professional Yes | No 0
education?

Please turn the page

Development phase questionnaire v2 20.11.12

182



What is your ethnic group?

British 01
Irish 02
Any other White background a3
..........................................................
White and Black Caribbean 04
White and Black African a5
White and Asian 06
Any other Mixed background a7
..........................................................
Indian s
Pakistani a9
Bangladeshi 0o10
Any other Asian background a1
..........................................................
Caribbean 012
African 013
Any other Black background 014
............................................................
Chinese 015
6 Anyother ... ... ... 016

Please give date(s) (month and year)
when you were told by the doctor that
you had this problem

Heart Attack (Myocardial Infarction)

Angina

Acute Coronary Syndrome

Bypass surgery

Angioplasty and stent

Other heart surgery

Development phase questionnaire v2 20.11.12
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Please can you let me know who your GP is?

GP Name:
Surgery:

Would you like to choose your own pseudonym (fake name)? This will be
used instead of your real name when | write up the study.

Yes

No, choose one for me.

Please turn the page

Development phase questionnaire v2 20.11.12
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YCBQ-Res

We want to know your views and beliefs about why people get heart disease (angina and heart

attack) and what they should do about it. It is important that you answer every question.

For each question please tick one box. Please don't leave any out.

10

"

12

People who have heart disease should never get excited or upset
People develop heart disease because of worry in their life

Rest is the best medicine for heart conditions

One of the main causes of heart disease is stress

It is dangerous for people who have heart disease to argue

Doing exercise can strengthen the heart muscle

Heart disease is often caused by people’s lifestyle

Heart problems are a sign that you have a worn out heart

People with heart disease should take life easy

Any sort of excitement could be bad if you have heart disease
Your heart is like a battery, the more you do the faster it runs down

People who have heart disease should always avoid stress

Strongly
agree

Don’t
Agree  know

a 0O

Strongly

Disagree disagree

O

O

13

14

15

16

17

It is dangerous for people who have had a heart attack to exercise
People who have had a heart attack must be protected from stress

After a heart attack life can sometimes be better than before

A heart attack makes a weak area in the heart wall that can easily
rupture

Once you have had a heart attack you are bound to have ancther

18

19

20

21

22

Angina is a kind of small heart attack

Any sort of excitement is bad for people with angina

People with angina should live life to the full

Every bout of angina causes permanent damage to the heart

People with angina should avoid being active

N I I I Ay I

OoooooD 0o ouooooooooogd
I [ o I o oy

I e B 1 Y I I Y

OoooooD 0o uouoooooood

Development phase questionnaire v2 20.11.12
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APPENDIX VI

Semi-structured interview guide

Focus group guide
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Individual Semi-structured Interview Schedule

Aim: to explore participant’s experiences of receiving the individual intervention

Objectives:

- to explore experiences and perceptions of the intervention and booklet
- to explore changes which could improve the intervention
- to explore how the intervention affected participants including any impact on their

cardiac misconceptions / beliefs

1. Introduction
Check that there are no objections to the use of the audio recorder; then switch it on. Read

out the statement on confidentiality:

Opinions expressed will be treated in confidence among project staff for the
purpose of developing the intervention for managing cardiac misconceptions and in

the production of the project report. All responses will remain anonymous.

Begin by reiterating the purpose of the interview, using the following statement as a guide:

I'm very grateful to you for sparing time to talk about the intervention and the booklet
which you have gone through with me. Today I would like to find out about your views
on it. There are no right or wrong opinions; I would like you to feel comfortable saying

what you really think and how vou really feel.

2. Experience of CHD and misconceptions
Can I start off by asking you to tell me a little bit about yourself and what brought you to
cardiac rehabilitation?
Before you tried the intervention what did you think about the idea that
misconceptions about heart problems could affect people?
What experiences have you had of health professionals talking to you about/

correcting misconceptions?

Individual Interview Schedule v2 07.01.13
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3.

n

Experience of intervention and booklet
Can you tell me about your experience of the intervention?
What was your reaction when you completed the cardiac misconceptions
questionnaire?
Can you tell me more about any parts of the intervention which you were unsure
about / disagreed with / felt not needed?
Can you tell me more about parts of the intervention which you thought were good /
useful?
What are your thoughts on the intervention being 1:1, as you experienced, or being
group-based?
What do you think about the booklet?
We can make changes to the intervention and the booklet. Can you tell me about any
changes, big or small, which you would think may be helpful? Has the intervention /

booklet missed anything out?

Impact on individual misconceptions
Has the intervention / booklet had an effect on you or your family and in which ways?
(Thoughts, beliefs, feelings and behaviour)
Do you think your awareness of cardiac misconceptions has changed?
Despite the intervention / booklet are there any thoughts or beliefs about heart disease
which you are not 100% sure about. Was there anything you find/found hard to

believe?

Ending
Thank you for your responses to these questions. Is there anything else you would like to

add which I may not have covered?

This interview will now be transcribed and analysed to look at things like the different
themes people have mentioned. Your personal information will be removed from the
transcript and in the write-up of study I will use your chosen pseudonym for any quotes. I
will destroy the audio-recording at the end of the study (September 2013). Do you have

any questions about this?

Individual Interview Schedule v2 07.01.13
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Focus group interview schedule

Purpose
To explore participants’ perceptions of the intervention (individual or group) they received
which aimed to dispel their cardiac misconceptions.

Objectives
To find out:
» Elements of the intervention which are liked or disliked
e FElements of the intervention booklet which are liked or disliked
o Ifthe intervention was useful and in which ways
e If the intervention was sufficient
e Ideas to improve the intervention and booklet

Introduction
Orientate participants to facilities, fire-alarm procedures and offer refreshments. Check
that there are no objections to the use of the audio recorder; then switch it on.
Read out the statement on confidentiality:

Opinions expressed will be treated in confidence among project staff for the
purpose of developing the intervention for managing cardiac misconceptions and in
the production of the project report. All responses will remain anonymous.

Begin by reiterating the purpose of the focus group meeting, using the following statement as
a guide:

I’m very grateful to you all for sparing time to talk about the intervention you
received. Today I want to concentrate on discussing your experience of receiving
the intervention and I'd particularly like to hear from you about what you liked
about it and what you didn’t like about it. Or, what you found helpful or unhelpful
about it. There are no right or wrong opinions; I would like you to feel comfortable
saying what you really think and how you really feel.

Explain ground rules:
Before we begin I'd like to share some ground rules with you.

a. Please feel free to speak.

b. Itis important to speak up clearly and if only one person could talk at a time.
This is so that I don’t miss any of your comments when I listen to the tape.

¢. Please note that all of your contributions will be anonymised and your
identity will not be associated with transcriptions. Your chosen pseudonym
will be used for any quotes used in the study write-up.

The meeting will take approximately 1 hour.

Opening question:

Focus group schedule v2 10.11.12
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All of you here tried the individual / group intervention. I'd like to explore what things
you liked and disliked about it.

Were there any elements of the intervention which you found to be unhelpful?

Were there any elements of the intervention which you found to be helpful or useful?
Key questions:

What are your thoughts on the length of time the intervention took?

What are your views on receiving the intervention 1:1 /in a group?

The intervention you received included a booklet explaining the commeon cardiac

misconceptions and ways to dispel misconceptions. What do you think about the booklet,

for example, was it easy or hard to understand?

Can you put forward any ideas for improving the intervention booklet, for example, the
content or way it looks?

Ending questions:
The aim of today’s meeting was to find out your opinions and perspectives of the
mdividual/group intervention your received which aimed to explain and dispel cardiac
misconceptions in people attending cardiac rehabilitation. From the issues discussed

is there anything else to add, anything we have forgotten to mention?

Thank participants for attending and ask if anyone has any questions.

Focus group schedule v2 10.11.12

190



APPENDIX VII

Qualitative analysis

191



Indexing Chart

1. Beliefs before heart event

1.1 Previous symptoms gone unrecognised
1.2 Awareness of CHD

1.3 Beliefs about MI symptoms

1.4 Carry on with symptoms

2. Heart event experience

2.1 Responding to symptoms
2.12 Seeking help

2.2 Coping mechanisms

2.3 Treatment experience

2.31 Having procedures explained
2.32 Awareness and understanding
2.33 Accepting

2.33 Emotions

2.4 Learning in hospital

2.41 Getting information

2.5 Quick

3. Cardiac rehabilitation
3.1 Invitation to attend

3.2 Deciding to attend CR
3.21 Wake-up call

3.22 View of attending gym
3.23 Away from hospital
3.24 Personal benefits of CR
3.25 Making progress

3.26 Making lifestyle changes
3.3 Support from staff

3.4 Benefits of CR to others
3.5 Tailored programme

4. Iliness beliefs

4.1 Beliefs about causes

4.2 Identify of symptoms

4.3 Wanting to learn and understand
4.4 Attitude to life

4.5 Leading a better life

4.6 Feeling lucky

4.7 Taking personal responsibility
4.8 Changing timeline beliefs

4.9 Changing view on consequences
4.91 Changes to emotional regulation

5. Views of intervention

5.1 Easy to understand

5.12 User friendly

5.13 Personal input to discuss and check
understanding

5.14 Different viewpoints

5.15 Myth and facts with answers

5.2 Questions asked

5.3 Being honest with yourself

5.4 Give to patients early

5.5 Some people won’t change

5.6 Make examples relevant to disabled
people

5.7 More on medication

5.8 Accessible language

5.9 Taking time
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1. Beliefs before heart event

Chart 1

Participant

1.1 Identifying MI symptoms

1.2 Responding to symptoms

1.3 Coping mechanisms

John Confused with indigestion: Took blood pressure:

“I thought it was trapped wind” 62 “two “I took my blood pressure and it was
hours from the start, still thinking its high "68-9

trapped wind " 65 Still thought it was trapped wind but
Concern increased when pain moved down | called 111 for advice:

arms: “I still think it’s trapped wind, and I
“I noticed the pain was going down the top | called 111" 69-70
part of my arms, so I'was getting a bit On being taken to hospital:
concerned then” 66-8 “Iwas happy something was going to
Identifies angina and indigestion as separate | happen and, therefore, I'd be told by
but occurring together: experts that it was trapped wind " 83-
“a pain in my chest and indigestion” 61 “ar | 4

home, two occasions when I've had that

tightness in my chest and slight indigestion”

142-3

Found out pain experienced a few years ago

had been a heart attack:

“This bit down here is from a previous heart

attack’ - because I had had similar

symptoms before - which I had attributed to

wind” 134-9

Steven Confused with indigestion Sought help from neighbour when

“I just felt bad pains in my chest and funny
pains down my arms and my jaw, just
thought I was cold”

234

Had not been feeling himself for a while.
attributed to feeling low

“I hadn't felt vight __through the winter I

pains came back
“.I just thought that something s not
right, I don’t feel right” 31-2
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was so lethargic, no go in me” 38-40

Thinks if he had the knowledge he’d have
been able to prevent his MIL:

“If I'd listened and knew what I know now I
would probably have saved myself having a
heart attack™ 42-4

Bob

Confused with acid reflux
“I was getting like a burning in my chest,
and I thought it was acid” 32-3

Delayed seeking help with symptoms
for 3 weeks:

“It was about three weeks before I
actually went to A&E " 31-2

Not feeling ‘right” spurred him on to
seek help:

“I thought, ‘this doesn 't feel right..We
need to go to A&KE, I don’t feel vight”
63-4

Went to see GP for advice. 33

Mandy

Experience of pain not congruent with
expectations of heart pain:

“I didn 't think the pains that I was
experiencing had anything to do with my
heart”

“because I hadn’t actually got pains going
down my arm.. It was just in the centre of
my chest.” 220-222

Now realises had been experiencing angina
despite daughter suggesting it at the time:
“my daughter did say to me at the time, ‘do
vou think you 've got angina, mum?’, and I
said oh no, don’t be silly.” 216-18

Delayed secking help:

“I suppose I'd had the chest pain on
and off for about. four weeks™ 7-8
“it may have been six weeks™ 13
Painful experience one night led to
secking help from GP next day
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June Had been advised by opticians to get Family member got help Pain a distraction from fear
cholesterol checked but didn’t “I'm so glad my daughter-in-law was | “while it’s happening the pain is
Sudden pain but unsure what it was: there, because I could not have phone | too great for you to have any
“I didn 't know whether it was my lungs, my | myself because I couldn 't physically | fear” 41-2
heart, I just didn’t know.” 76-77 hold the phone” Tried to manage pain to see if it
“I was getting some of the angina pains in would go away
my throat previously but that put down to “I sort of tried to relax I
my hay fever” 33-34 couldn’t stop the pain and it just

got worse and worse '64-5
Had been told by daughter-in-law (a cardiac “I thought, ooo if I lie down on
student nurse) a year ago that she might my bed I'll be able to relax
have angina but June didn’t think she knew more” 109-10
what she was talking about (session notes) Believes not knowing what was
happening helped:
“I think that if I'd thought “gosh
I'm having a heart attack”™ — I
might have died” 78
“if I'd have put a name to what
was happening to me, if I could
have said I'm having a heart
attack maybe the fear of having a
heart attack would have made it
worse” §8-91
David Felt unwell but didn’t attribute to heart Delayed secking help as called Wanted to get cleaned up before

attack:

“T didn 't know where [ was or what I was,..
or what was going on at first"115-18

Didn’t think he was at risk of a heart attack
despite having suffered a stroke the previous
year.

brother first to help:
“I rang up my young brother, told him
to come get and get me.”

72-3

going into hospital:
“stripped me, cleaned me up”’
73-4
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Chart 3

Participant | 3.1 Positive perceptions of intervention 3.3 Impact on beliefs 3.4 Intervention booklet 3.5 Timing / delivery
3.2 Negative aspects of intervention
John Intervention highlighted his gaps in Had less awareness of Pointed out CR hasn’t helped | Ideally before heart event as
knowledge “the questions I was unsure of, | angina: him with relaxation as it says | a preventative measure:
were regarding angina.” 10 “I just didn’t know what | in booklet: “I don’t
_ angina was, relative fo a | remember any relaxation “Before you've had it. I
Agreed with message of self-management | jegrt artack” classes” 636 mean, prevention’s better
of heart disease through lifestyle change: than cure” 871
“Because you're saying, “Now I kmow I Previously thought he was | Booklet needs to be mclusive
need to take care of my heart...” And I've | living healthily- to disabled people: “I can’t
realised that. I've got fo change my “Well, I was definitely do...say in here ‘walking’, I
lifestyle. ” 861-63 having 5 a day, but I was think a section on.. the
also having importance of disabled
people still doing exercise”
230-32
“Still ignoring the disabled”
647
Steven Thought lus answers were mfluenced by Learning that angina Liked the booklet Give intervention at
attendance at CR. — = you'd probably have | doesn’t damage the heart | “it's very good, it’s nearly discharge, people have time
different answers” 321-8 was reassuring — “you perfect” 266 and want to learn:

Preferred the agree/disagree version of
YCBQ - “you’ve got to make a decision”
200 - 298

Found the reading was useful
“Just all the reading _..it’s like a learning”
264

always would have
thought angina was
damaging...at least that’s
one good thing.. "343-49

Preferred the true/false
YCBQ as 1t makes you make
a decision — “you 've got to
make a decision...” 291-8

As he has some problems
reading he felt a few more
pictures would help —
“probably could do with
some more pictures... " 377

“Coming out of
hospital..that’s when you
want...I wouldn 't do thar at
the end of doing this (CR),
Yyou want if at the beginning
when they ‘ve got more time
sitting at home to read..that
would be something to start
on..you want to know
everything” 581-95




Bob

Nothing missing from intervention or
booklet: “T think everything’s there. And
what I've read from I've learnt. But no, it
was great " 900-1

Agreed with information in booklet as he
believes facts cannot be disagreed with:
“It's all fact” 590

“it's all factual, so ifit’s fact you can't
sort of disagree with it, really. If you did
disagree with it then you 're obviously
wrong to disagree with it. " 906-12

Helpful:
“it was really good. It was helpful ” 585

Helped with understanding and was
understandable:

“helping you understand” 575

“I understood exactly...” 577

Clanfymg what was meant was
appreciated:

“you asked me questions to try and
understand ”

Interaction enabled understanding:
“When you spoke to me...made me
understand more” 608-9

Could misread some questions: “if you
read them quickly...a different vision of
what the question actually was” 603-6

Broadened perspectives

“there was answers that
made me look at it
differently” 582-3

“really informative and
made you think a bit more
about your
condition...there’s stuff in
there I didn’t even know”
620-2

“ it makes you more
aware of how to
counteract things... "629-
30

“what I've read fiom it,
I've learnt” 901

Layout good: “it was laid out
well” 604

Includes enough information:
“I think everything's there”
900

Thinks writing in the booklet
should be encouraged — “if
they didn 't write anything,
you wouldn’t know whether
they'dread it” 1167-8

In hospital a useful time as
you are unsure of what is
going on: “.__your mind’s got
all these things that you're
unsure of... " 654- 656

Thinks 1:1 approach is best
“one-to-ones like this is the
way it needs to be done”

667-8

The 1ntervention made it easy
to discuss a serious subject
“we were chatting abour a
serious subject without
making it feel serious...you
could relax and talk... " 570-
2

Thinks a group would not
engage: “Or if you were in a
class and someone put on a
presentation and no-one
spoke to you, you'd skip
through that and not read it;
you’d read it very vaguely.”
672-674
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Molly Felt confident answering the YCBQ “there Positive message from the Giving the intervention in
probably wasn’t a lot of things.. I didn’t booklet “after a heart attack, | hospital “when they 're in
frnow ™ 376-7 but thinks 1t’s harder to put life can sometimes be better” | hospital..because they 've got
this understanding into practice -379. 569 time...they 've got people
there to ask” 766-71

Liked the ‘quiz’ and being able to find out “not that you want

the answers — “to have that information is bombardfng with

important” 0662-4 stuff...understanding your
condifion fiom the outset is
important"778-81

Tune The mtervention made sense and found the | “The guestions you were | The intervention made sense | Thinks you need personal
mryths/truths section and having answers to | asking made me think. 4 and found the myths/truths wnput not just the booklet —
check was useful “__you can compare lot of them are common section and having answers “Follow through with the
sraight away, and so that is very useful " — | sense but you can still get | to check was useful “..you conversation, you can then
380-1 them wrong. So the can compare straight away, | talk about it” 335 “I think

questions were good” and so that is very usefil " — | the two, the personal impact
264-5 380-1 and the bookler” 427-30
“It makes you think before Thinks people should receive
Yyou say you agree or the booklet as soon as
disagree” possible “as soon as possible
after admission” 343
David Found answering the questions was Learnt from going Positive experience: “J Give the booklet to people as

daunting:

“I found it a bit strange..and I found it a
bit daunting to say the least.. you asking
me questions ”592-604

Confused about purpose of completing
YCBQ - he thought I should know the

through the YCBQ and
then having time to read
and absorb information
from booklet “T didn’t
realise some of them at
the time, it’s only now I

thought it was excellent” 711

“There’s a lot of stuff in
there, I'll read it no end of
times now — now I've got one
I'll read it more and more

soon as possible: “The
sooner the better..I think
what you should do is try to
get them in people’s hands,
especially when they 're lying
in hospital” 792-801
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David
continued

answers “it weren 't until I got home..and I
thought, that girl’s only doing her job and
she’s learning all the time... " 612-14

Too many questions and personal: “There
was too many.. found some of the
guestions a bit personal” 638

But thinks the questions were valid “Bur ar
the same time — they had to be
answered..and I had to answer them to be
honest with myself™

Needed time to register the questions:
“Once I'd got that registered in my
brain..you could ask me 21 questions
then..” 677-80

Intervention well explamed: “7 thought it
was excellent, the way you put
everything ... You explained everything in
there, what’s this and what’s that, and the
difference in opinions and whatnot” 716-9

realise when reading
about it..you need time fo
absorb it all” 690-700

The intervention has
helped him accept
limutations:

“I've got fo live within my
means..you 've got o
adjust yourself to what
vyou are and not what
vou've been..” 745-762

Living a balanced life to
reduce stress: “What’s the
point of causing myself
another heart

attack?.. Whatever the
Siress or strain___it

doesn 't bother me, to that
extent. I've changed a
lot,” 93749

and more” 780-2

“I think everyone who's had
a heart problem should get
one™ 827-8

Having the booklet means
you can read 1f over and gain
understanding

“that part I didn’t
understand right away. So I
read it again and again..now
I understand” 734-38
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Introduction 1
section 1 liness beliefs 2
Section 2 Common misconceptions 5
section 3 Changing misconceptions 13
Uiz answers 17
Resources 19
Introduction

Thank you for agreeing to take part in this study. This boolklet will help
explain the common misconceptions people have about heart disease,

Why have | been given this workbook?

This workbook is for you and amyone close to you to help make sure that vou make
the best recovery from your heart problem.

What is this workbook about?

This workbook is to help you identify any unhelpful beliefs and misconceptions
about heart disease. It will show you how to deal with these unhelpful thoughts so
that you can make the best of your recovery.

e B!

. . . ",
What are cardiac misconceptions? 0, What does this %,
mean for me? |

]

Cardiac misconceptions are incorrect or This item has been
muddled thoughts and beliefs sbout heart  removed due to 3rd Party /
dis Copyright. The unabridged .-"'Ir.
2358, ) .
version of the thesis can be
viewed in the Lanchester
Library Coventry University.
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Cardiac misconceptions are common and can come from previous
experiences, friends and family, and often from the media

This item has been removed due

Having correct beliefs about heart disease helps people: to 3rd Party Copyright. The

) i unabridged version of the thesis
* Manage heart disease d can be viewed in the Lanchester
+ Experience fewer angina symptoms Library Coventry University.

& Return to activities quicker
# Experience less ancdety and depression
# Have 3 better guality of life.

It"s important to get rid of any unhelphol beliefs and misconceptions
about heart disease that may be blocking your path to recovery.

This item has been removed
This booklet has 3 main sections: due to 3rd Party Copyright. The
unabridged version of the thesis

1. What are illmess belefs? can be viewed in the Lanchester
' Library Coventry University.

2. Explaiming the common
misconceptions
3. How to change unhelpful beliefs
&5 you go through this guide you will be asked to rate how you feel
about different aspects of your heart disease. Circle the number which
feels right for you. This may help you identify any areas where you
could benefit from support. Please do write in this guide, it's yours to

keap. There are some blanks pages at the end of the booklet to make
any extra notes.

Yiou may wish to show this booklet to your cardiac rehabilitation nurse,
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SECTION 1: Beliefs about having a heart problem

People's thoughts and beliefs about heart problems or any other illness generally fall into the
following categories:

Identity Beliefs you have about your physical symptoms.
Cause Your beliefs about what caused your heart problem.
Timeline Your beliefs about how long your heart problem may last.

Consequences | Beliefs you have about how your heart problem will affect your life.

Cure / Control | Your beliefs about how well your heart probiem can be cured or
controlled and how much you can control it.

Beliefs you have about your medical treatment, including cardiac

i rehabilitation.

Jane, below, has these misconceptions and incorrect beliefs about her heart disease:

u Y +
| Identity “Strca o p Timeline
“All chestpain | mesi‘;?:e My heart
isasignofmy - a’t’tack” /. diseaseis
~ heart problem™ . 4 g short-term
. _/This item has been S » =
“._ ./  ‘removed due to 3rd N =N
| Consequences Party Copyright. The Control /
My life is unabridged version of - cure
L '" the thesis can be viewed | “Ican’t control
over now _in the Lanchester Library - my heart

N ~ Coventry University. ‘ di 2
Isease

The thoughts and beliefs you have about heart disease are very important.
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Tour thoughts and beliefs about heart disease help youn make sense of your
illness and help you manage your illness in the short and long-term

Cardiac misconceptions can get in the way of your recovery.

This is because the things you do to manage your heart problem depend on your
thoughts and beligfs about it

Correct beliefs He|pful coping Best possible
absourt your heart ‘ behaviour

‘ recowe
prablem "

The first step is to identify your own unhelpfol belisfs and misconceptions about
heart disease. You can do this now by completing the quiz below - the York Cardiac
Beliefs Questionnaire. This questionnaire looks at beliefs about heart attacks and
living with heart disease,

It cam be really useful for friends and family to have a go too — what they believe
about heart problems is important for you too.

Tick whether you agree or disagree with the following statements.
Don't worry if yon are not sure if you agree or disagree - just answer what feels
right to you.

Questions about hesrt sttacks Agree  Disagree

1 It is damgerous for people wha hawve had & heart attack to exercise
2 People who have had s keart attack must b= protectzd from stress
3 Aftera heart sttack ife can sometimes be better then before

4 A heart sttack makes a weak sres in the Besrt wall that can sasily rupture

O 0O0004d
O 0O00a04d

J Omoz you have had 3 heart 2ttack you are bound to have anotbzr
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Questions sbout living with heart disease Agres

7

in

i1

iz

i3

iB

i7

Peoole who have heart disease should never g2t exdted or upset
Feople dewelop heart diseace because of worry in their e

Rest is the best medidne for heart conditions

Ome of the main causes of heart dissaze is stress

It is dangerous for people wha have heart disease to argue
Doing exercse cun strengthen the heart muscle

Heart disease is often caused by peopie’s lifestyle

Heart problems ans & sign thet you have 8 wom out heart
People with heart dizease should take life samy

Amy sort of encbement could be bad i you have heart disease
Your hieart is ke a battery, the more you do the faster it nans down

Feople who have heart disease should always avoid stress

N [ I [ I I I I o Oy

Disagres

O

OO0O0O0OO0O0OO0OO0OO0O0OO0

Yo can check your anseers on pages 17 & 18

This item has been removed due to 3rd
Party Copyright. The unabridged version
of the thesis can be viewed in the
Lanchester Library Coventry University.

Let’s mow look at some of these common cardiac misconceptions in more detail.

_{R‘I\ How did vou do?
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SECTIOM 2° Common misconceptions

This part of the booklet will explain the common misconceptions and beliefs people
have sbout heart disease,

Misconceptions about the causes of heart disease

Heve 8 go af writing down the three most important factors theat gou think caused your hesrt
[probiem.

The most important couses for me:-

i

Z

A big part of managing a heart problem is to manage the factors that may have caused it
These factars are knewn as your risk factors.

It iz helpful if your beliefs and thoughts about the causes of your heart problem, or your risk
factors, are accurate, This will help vou tackle all of the relevant factors that may have
caused your heart problem. It's comman to have misconceptons about the canses of heart
attacks and heart disease,

Lok at Alan's misconcepdons about what caused his heart attack to see how his thinking

This item has been zffaets his kife,
removed due to 3rd

Party Copyright. flam: “1 think stress was the main cuse of my heart attack; my family
The unabridged

version of the sy 50 too. "we heard stress is bad for the heart so | am going to be
thesis can be careful shout getting stressed now™

viewed in the
Lanchester Library

Coventry \ .
University. On the mext page see how Alan’s belief changes how he behaves and

b b femls.
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Thinkine that
stress is bad for
the heart can
lead to people
domng unhelpful
things to avoid
sTess,

Beliet / thought:
“Stress iz Dad for the

powt: Worrying that stressis
bad for the heart can

éf* ’*‘% lead to people feeling

4

anxious and depressed.

Behaviour:
Avoig stress
Reduce activities

Emotional ft -
Anvious and low
Physical feeling:

Tense, poor sleep

Alan has cut down on activities, even seeing his friends, in order to keep his stress
levels as low as possible. But he is now feeling bored and low in mood. Alan is also
feeling quite anxious about facing situations that may cause him stress,

Is it helpful for Alan to avoid stress and reduce his actvities?

A

*l know smoking isn't
£ood for me but | worry
that stress is bad for my

smoking | worry I'll get
too ztressed and this
won't be goog for me...~”

This item has been removed

due to 3rd Party Copyright.

The unabridged version of the

thesis can be viewed in the FACT: Rizk factors like

Lanchester Library Coventr o b =
neart. It try and give LB iversity Yy Y family history, high

cholesterol anc ifestyle
factors, e.g., smoking,
cause heart disease.

Newspapers and TV often portray stress as being the main cause of heart attacks,
FACT: Stress can contribute to heart disease but it is not a main cause, Other risk factors
like family history and smoking are more important.

Too much stress can be bad if it leads to people doing more unhealthy things like
having a poor diet, not exercising, smoking or drinking,
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Siress is a normal part of life and can be managed most of the time, We all have siress in
our lives. Would vou enjoy kife with absolately no stress whatsoever?

Good to know: Lezarning to manage your siress better can help you manage your heart
problem. It's easier to make lifestyle changes and stick to them if you feel more

relamed. Going to cardizc rehabilitztion dasses @n give you the skills to relax mone
easily. If you feel you need more help with this then wwew. glasgow steps.oom is 3 good
plzc= to go for help, or speak to your nurse or doctor.

This item has been
removed due to 3rd
Party Copyright. The
unabridged version of
the thesis can be
viewed in the e treat you any differenthy.

Lanchester Library
Coventry University.

lt's safe to get excited or
upset. Prople don't have to

Howr much do you believe your risk factors cansed your heart problem?

o i z 3 4 3 & 7 B 5 pila]

Mot at all Definitely

Are there amy risk factors vou are unsure about?

Blizconcepticns about the conseqguences of heart dis=aze

How much does your heart problem affect your life?

o 1 z 3 4 3 B 7 -3 5 10
reo affect SEvErely
atall affects my life

209



o rest RisCon an is
Jaspreet thinks that he needs and be careful. He has the mizconcephon that angina i
. damaging his heart, But resting more only makes him feel worse:

;['nwnmgr;n: . REDUCE ACTIVITY TD
ing AVOID ANGINA - -
my heart” Jaspreet thinks that if he
awvoids physical activity

L then this will be batter

This item h § IHEHEAEIHEHLTEHEFI'HIEI'ED fior his heart. Is this

is item has

been removed helpful?

due to 3rd Party

Copyright. The GET LESS FIT

unabridged =

version of the MORE ANGINA
thesis can be

viewed in the

Reducing activity doesn't work well for Jaspreet. He finds he gets angina maore often!
To cope he reduces his activity even more. Jaspreet now feels fed wp and bored. He thinks
there's nothing left for him now. What can he do?

Jane — 7 " takes regular exercise. She has the correct belief that
| “angina | angina does no lasting harm to her
doesn'tdo | ‘ KEEP ACTIVE =™
any lasting
Y h H_ E
A LIVING LIFE TO THE FULL

This item has been
removed due to 3rd Party

Copyright. The unabridged DECREASING FREQUENCY
version of the thesis can OF ANGINA

be viewed in the
Lanchester Library
Coventry University.

DEVELOPMENT OF
COLLATERAL

BLOOD SUPPLY TO
G ooty
Heart is batter at pumping
blood arcund the body.
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Increasing physicl activity is helpful.

Jane knows it's bether for her heart if she exercises regularly. &s Jane has got fitter she has
found her sngina ocours bess often. Jane now feels more in control of her heart disease znd

this is helping her to lfee life to the full.

Get more active!
Trying to avoid angina pam or another heart attack by doimg less activity is unhelpfal
because this reduces fitmess levels. This makes angina come on more guickly because
unfit muscles are less eficient.
Exercise is also important for many other reasons including helping to kower your
blood pressure and maintaining a healthy weight. Exercise can boost your mood too!

This item has been removed due
to 3rd Party Copyright. The
unabridged version of the thesis
can be viewed in the Lanchester
Library Coventry University.

Jaspreet can feel physically better and happier if he too gets more active instead of
avoiding activity,

'\-H‘.'.
f/fﬂardiac rehabilitation exercise classes are ideal for getting back into |
exercize after having a heart attack or heart surgery. The classes can
help you even if you have never exercised nmch before or been to a gym.

Your exercise sessions are guided by trained staff

If you have any disabilities then the team can find alternative exercises
for you to do.

AN vy

L]
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Misconceptions about how long heart disease will last

How long do you think your heart problem will contimue?
0 i 2 E 4 3 E T = £ iz
a vEry Torewer
short time

Lucy believes her illness is a short-term problem. She felt dreadful before going into
hospital and now feels fine since her treatment. Lucy believes her problem has been fixed'
by the medical team. Lucy is thinking that she won't bother with cardiac rehabilitaGon as
she already feels better. 15 Lucy right te think this?

This item has been
removed due to 3rd at
Party Copyright. The  FACT: A heart attack is an acute event but it is due to

unabridged version of ) i
the thesis can be coronary heart disease - a chronic or long-term

viewed in the caondition
Lanchester Library . A
Coventry University.

It can be difficalt sometimes for people to understand that heart disease is a long-term
health condition, Preventing heart disease from getting worse or having another heart
artack needs longz-term management. This means taking prescribed medication and
making lifestyle changes for better health. Cardiac Rehabilitation can teach you the
different ways pou can self-manage vour heart problem.

Life-style changes need to be for life!

Lucy derided to go along to a cardiac rehab class amyrway and learnt that although she's no
longer in pain, she 5@l has heart disease, The good news is that Lucy found out about the
different things she can do to help prevent her heart disease from getting worse

11
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Misconceptions sbout symiptoms of heart dis=aze

How much do you sxperience symiptoms from your heart disease?
0 i Z 3 4 3 5 T B g in

Hiz symplosms Al of
ot all thee time

It iz commeon for people to take more notee of their body sensatons after having a heart
attack. Often, ‘normal” body sensations are believed to e a sipn of 3 problem which can

cause people to become andous Angiety can canse many of these body symptoms.

Andety symptoms can be unpleasant but are not dangerous. Symptoms include
mereased heart rate and difficulty breathing, Tou can learn how to manage anxiety
symptoms at cardiae rehabilitadon. The resources page also has self-help informaton

Going to cardiac rehabilitation will help teach youn which
symptoms are normal and part of recovery, and how to identify

when and how yon should gat help,
.,

Misconceptions about controlling heart disease

Hows much control do you feel you hewe over your heart dissase?

(e} i 3 3 4 3 B r g 9 10

absplstely Ewiresme amourt
mo conkrod off coanbral

How much do you think your treatment can help your heart disease?

a i 2 3 4 3 B ¥ g 9 i0
mok &t =xiremely
all

Having a strong sense of control over your illness can
help you feel better and more able to gat on with life.
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For some peaple, a heart aftack seems to come out of the bloe, However, becanse you
can't see it, heart disease has been lurking unno@eed. It can feel like you have ltde

controd over your heart disease. Tou might even believe it's up to fate whether or not you

have more heart problems. Itis more helpfol for managing yvour heart problem if you
have a strong belief that you have control,

There is a lot YOU can do to take conirol of your health and manage your heart diseasea,

This item has

been removed o
dueto 3rd Party ~ Take your medication as prescribed

Copyright. The 1. 1 a1 important tiat you take all of

unabridged o
version %f the your medications. Talk to your nurse, GP

thesis can be or pharmaci st if yon have any concerns.
viewed in the
panchester Cet fitter! Your heart will get
ary Coventry
University. stronger and a fitter body takes less

work

Tou can get an exercise plan at

Cardiac Eehahilitation classes
If you smoke, get help to This item has been
become a non-smoker removed due to 3rd Party

Copyright. The unabridged
Eat 5 fruit and version of the thesis can be
veg a day viewed in the Lanchester

Library Coventry University.

et help with all of this from your cardiac rehabilitation team

This item has been removed due to
3rd Party Copyright. The unabridged
version of the thesis can be viewed in
the Lanchester Library Coventry
University.
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Mow you've had 3 look at some of the most common misconceptions sbout heart disease.

fre thoughts and beliefs about things you can and can’t do since your heart problem
affecting you? Try filling in the boxes:

This item has been
removed due to 3rd
Party Copyright. The
unabridged version of
the thesis can be
viewed in the
Lanchester Library
Coventry University.

£ Dirad, mestiass.

Thoughts [ beliefs
£.r T mustat gt workad op”

Ementional feelings

EE. QIgTY. SO0, SFILT.
Actions |/ behaviours
What ar= you doing less of or more of? £g9. reshng,
NCIETAY.
14
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The mext step is to change these misconceptions and unbelpful beliefs about heart disease!

SECTION 3: Changing misconceptions into helpful thoughts and beliefs

Sometmes, being piven the right mformation is enough to change cardiac misconceptions.
But often beliefs are more difficult to change because pou have had them for 3 long time,

Ooee you are aware of your cardiae miseonceptions you can challenge them and replace them

with more helpful thoughts.

This item has been

Unhelpful belief / Cardisc misconception: Write it here removed due to 3rd

&.g. siress might set off ancineT hedrt atimok

Party Copyright. The
unabridged version of
the thesis can be
viewed in the
Lanchester Library
Coventry University.

Evidence that this thought or belief is true

Evidence that this thought or belief is false

Afy frends oo famdy tel me I work foo oo
o stress cousad my hieart attock.
Whar | feel stressad | con s my heart

Tha mformation from b corgioc rehold shofihor mocks
ma regiise thirt fress fas ied me o éve on wnhactiy
festyie. 5o is more obout makimg changes te my
Festyle. ”

“Now | krmow | nead fo toke cone of may feart M'm iass
jiaiy ho hove anodher heart ottook — oF Jeng as | chamge

M DR N GeToAT.
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HNiow wedigh up the evidenee, Are vou right to have this belisf? How helpfial is it to you? What
15 a more helpful thought or belief to have about this? You may want to ask your cardiac

rehabilitation team or wour family for their ideas,

Mew and improved thought or belief: write it here

Stress is not 5o bod for my heort, it's the stresgwl things | do — this | con work on

How much dio you believe this new thought is true?
b0 1 2 3 4 3 8 7 8 8 10

Hot Comapletely
uta

This item has been
removed due to 3rd
Party Copyright. The
unabridged version of
the thesis can be
viewed in the
Lanchester Library
Coventry University.

=5 =n Action Plan:

How) what?

&£ start walking
every day for 30 mins
Who with?

e g walking group

Where?
e.g. the park if it's nice

How can you test out this new and improved thought? Write it here

This item has
been removed due
fo 3rd Party
Copyright. The
Linabridged
version of the
thesis can be
viewed in the

| anchester Library
Coventry
Iniversitv
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e last question:

0 i 2 -

dont understand
at all

How well do you understand your heart disease?

3 & T =3 5 i

understand
wery clearly

Do vou think you understand enowgh about your heart problem? Perhaps people aroand you

wiould benefit from Enowing more?

If you would hke to know more about your illness then ask your cardiac rehabilitation team -
they will be happy to answer your questions and give out information,

o the next pages are the answers to the York Cardiac Beliefs Questonnaire. It will be

helpful if you have a read through to understand the myths and truths about heart disease.

The Myths

1 | People who heve neart disenss
should mever met exdted or upset

The Truth

Lite with no exctement” Bonng® Mormal sxcibements
wion't hart you. H you oft=n get angry and upsst,
plense talk to your cardisc rehain tesm or practios
nurse — thiey may be abée o help.

ool develoo heart disease
pecause of woimy in their life

3 Rmst iz tha bect madicine for haart
oroblems.

Wo, woirry doesnt cause heart disssse, risk factors do.
Hut, iff you are worried or sbressed you shouwld do
something about it. Ask for advice from the nehab
femem oF practios Rurse.

Mo, rest is mot 8 medidre; too much rest mskes your
heart uniit, b=ads to 2 ladk of erergy and staming and
AN CAUSE &N Mare proolems.

4 one of the main causes of heart
diseass is shress,

Everycay life stress isn't one of the major causes of
heart diseass, afthowsh it may play = part- But it on
make you misemble and lead to bad habits like
smaolking and nok exsncising snough which do cause
heart diseass,

3 It is dengercus for people whao have
heart diseass to srgue.

Mo, cnos agEin most pecple showld 2im to live &
niormrisl life. Disagresments sre part of ensrydey life.
Bottling things up can make them waorse.
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Daing exercse mn strensthen the
heart muscls

Wims, particularty im the safi= way that hesith
professionals can sdvise you about.

7 Heart disease is often cawsed by g, AN wnheaithy lifestyle is the main cawse of heart
people’s lifestyle. diseass.
g Heart probdems are a sign that you | Your heart doesa't wear out. You an make it stronger
heve & worn out heart by bEinE more active.
= Feople with heart diseass shauld o, live a5 active a life a5 you oan — it will heldp to
tnke life ensy prevent more prodlems
10 | Any sort of escitement could be bad | Mo, mormal evels of fun and exctement helo to make
if you hiewve hieart diseass if'e workh liwing.
11 | wour heart is like & battery, the more | Mo, actiity rechangss the heart
you do, the Taster it runs dosn
12 | People whno heve neart diseaze Mo, avoiding things that may be fun beomuese of & fear
showld alweys avoid stress of stress can bead to depression. I you reed kel to
Cope with everydey sbress, talk to your cardisc rehan
femm oF practios rurse.
13 | #is dengerous for people who have | Mo, providing exerciss is Dui® up gradually. The
hed a keart attack to exeross cardiac rehab team or practice purse can sdvise about
thiis. Bsiing mckive reduces e sk of more heart
problems.
13 | People who have hisd 8 heart attack | This can lesd to them being excluced from normal
must be protected from stress socad life and waork, and may lead to depression. If
shress is a prodiem, then hene sne ways to reduce its
impact.
13 | after heart sttack e can sometimes | Particularly if they have attended cardiac
of batter tham Defore refsbilitation, which reduces the chance of sarty
death.
18 | & pamrt mtteck mimkes & Ko, thie soar tissue which forms after s heart sttack is
wieak area in thes heart stromg and wery unlikely to cause any prodlems.
wall that can easily
rupture
iy

Once you hisee hed one heart atteck
you are bourd to have another one

No, most people who have had one heart stizck never
hienve mnother.
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Below s a list of nsefal resources.

Resources

British Heart Foundation www.bhf.org.uk
Heart Heldpline - 0300 330 2311 Monday — Friday  9am to Spm.

Fanaging anxiety and relaxation: wanw.glasgowsteps.com
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This item has been removed due to 3rd Party
Copyright. The unabridged version of the thesis can be
viewed in the Lanchester Library Coventry University.

This booklet was developed with support and advice from members of
Coventry Healthy Hearts group and others attending the Centre for Exercise
and Health in Coventry.
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