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ABSTRACT
Understanding the process of risk mitigation is an essential component in cardiac care
delivery pathways. However, our understanding about the process of risk mitigation
remains fragmented . This information gap widens when challenged to identify gender
based differences in the process of risk mitigation, paiiicularly during the acute to
community transition period among survivors of an acute coronary syndrome event. The
purpose of this study was to address this gap by explicating the stages, strategies and
overall process of risk mitigation for mid-life men and women during the early recovery
period following an ACS event. Using grounded theory, midlife women and men were
interviewed up to 3 times during the first few months following a first ACS event.
Critical phases in gender based risk mitigation processes were identified and explained.
The results of this study will inform cardiac care delivery models for improved risk
mitigation support among mid-life men and women.
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CHAPTER 1 - INTRODUCTION
Cardiovascular disease (CVD) is posed to become the leading cause of death and
disability globally within this decade (Gaziano, 2005; MacKay & Mensah, 2004; The
Heart and Stroke Foundation of Canada, 2003b ). In Canada, coronary artery disease
(CAD) accounts for more than half of the morbidity and mortality rates associated with
CVD (The Heaii and Stroke Foundation of Canada, 2003b; Thom et al., 2006c) .
Diagnosis of CAD is most commonly made in the context of an acute coronary syndrome
(ACS) event in which blood flow through a coronary artery has become severely
restricted or occluded as the result of a disruption and/or progression of plaque deposits
within the lining of the coronary artery (Luepker et al. , 2003). Treatments such as
thrombolytics, which break apart blood clots commonly associated with a ruptured
coronary plaque, or revascularization techniques such as either coronary artery bypass
grafting (CABG) or percutaneous coronary intervention (PCI) which surgically or
mechanically re-establish blood flow to circulatory compromised heart tissue, are
clinically effective in minimizing the extent of damage associated with an ACS event
(Gaziano, 2005; McGovern et al., 2001).
However, acute treatment alone is insufficient in managing the underlying chronic
disease process associated with this insidious disease. Despite significant improvements
in treatments offered during the acute phase of this disease which have resulted in
improved in-hospital patient outcomes following an acute coronary syndrome (ACS)
event (Unal et al. , 2004; Ford et al. , 2007; Rosamond et al., 2008), overall, CAD related
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mortality rates have remained relatively constant for more than four decades (Gaziano,
2005; Rasalingam & Pearson, 2002; Stone, 2001a; The Heart and Stroke Foundation of
Canada, 2003a; Thom et al. , 2006a) . However, epidemiological studies have contributed
a substantial among of evidence which unequivocally links reduced rates of cardiac
related events and death following an ACS event with effective mitigation of a small
number of modifiable risk factors.
Modifiable risk factors which reduce the morbidity and mortality associated with
CAD include effectively managed blood pressure, diabetes, and lipid profiles as well as
adequate aerobic exercise; abstinence of cigarette smoking; moderation of alcohol intake;
consumption of a diet high in fruits and vegetables and low in saturated fats; stress
management; prescribed cardiac medication use; and management of depression and
anxiety (Rosamond et al. , 2008; Ford et al., 2007; Thom et al., 2006c).Without effective
treatment that includes mitigation of cardiac risk factors, individuals with coronary artery
disease remain at high risk for subsequent cardiac events (Ford et al., 2007; Khot et al.,
2003; Maron et al., 2004b).
Although the underlying process (CAD) is the same irrespective of these
treatment modalities, the care of individuals treated medically, surgically or through
angioplasty is diverse. Influencing characteristics such as hospitalization length
(Edwardson, 1999), discharge planning activities, communication of risk, availability to
resources (MacKay & Mensah, 2004; sadi-Lari et al. , 2003), physical symptoms of CAD,
follow-up care, mobility restrictions, stress, perceived recovery time and subsequent
return to work or resumption of role activities differ based on the clinical treatment
selected for ACS victims at time of their clinical presentation of their cardiac event
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(Wagner et al., 2002; Tod et al., 2001; Stewaii et al., 2000; Robinson, 1999). Despite the
marked contrasts between treatment selection and patients acute care experiences with
CAD, few studies have provided insight into how these differences may shape patients
understanding and mitigation of risk following an ACS event.

Prevention Strategies in Coronary Artery Disease

Management of coronary a1iery disease risk can be categorized into either
primary or secondary prevention initiatives. Primary prevention strategies are focused at
reducing the presence of risk factors known to contribute to a chronic disease process
prior to the manifestation of the disease (Khot et al. , 2003; Jolliffe et al. , 2006b; Gaziano,
2005). Intuitively, primary prevention strategies are the preferred model of risk reduction
in that effective risk mitigation would reduce the incidence and prevalence and thus
associated burden of disease at a population level. In contemporary settings, however,
little attention has been directed at CAD primary prevention strategies.
In Canada, as an example, less than 3% of the annual health care budget is
devoted to developing and implementing primary prevention strategies for cardiovascular
disease (Public Health Agency of Canada, 2005). In contrast, 30% of the national annual
health care expenditures are directed towards the treatment of acute cardiovascular care
(Health Canada, 2009). Not surprisingly, the effectiveness of primary prevention
programming within this country has been largely ineffective.
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In the majority of individuals diagnosed with CAD, their post event risk profile
closely approximates their pre-event risk burden underscoring the secondary prevention
neglect that contributes to the burden of this chronic disease. Many gaps in our cmTent
understanding of lifestyle modification following an acute cardiac event remain
unaddressed. In our risk adverse society, it is illogical to assume that an individual at
high risk for a recurrent CAD event would both knowingly and purposely engage in
activities that would increase their likelihood of having future life threatening events. It
is therefore inappropriate to assume that this risk-treatment paradox is but a phenomenon
of non-compliance. Studies designed to explicate ACS survivors early recovery risk
mitigation activities within the context (structural, dimensional, and processes) that these
behaviours occur, are needed to address the gaps which would otherwise contribute to our
understanding of contemporary risk mitigation process among ACS survivors.
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CHAPTER 2: REVIEW OF THE LITERATURE
Purpose:

To provide a comprehensive review and synthesis of the literature as it pertains to
risk factor mitigation influences and processes among women and men following an ACS
event. The review will be focused on how mid-life women and men who received a
percutaneous coronary intervention (PCI) for a first acute coronary syndrome (ACS)
event mitigate their CAD risk within the first three months following their hospitalization
period.

Keywords: coronary artery disease risk, modifiable risk factors, secondary prevention,
lifestyle changes, chronic disease management, acute coronary syndrome event,
myocardial infarction and recovery, percutaneous coronary intervention, angioplasty,
interview, mid-life, gender, experience, descriptive research, qualitative

Methods:
The electronic bibliographic databases CINAHL, Ovid Medline, Psychlnfo, and
EMBASE, were searched using the aforementioned keywords. A similar search was
conducted on ProQuest dissertations and theses to include a review of the grey literature.
The search strategy was further restricted to primary sources published in the English
language, and included any abstracts or full text articles published between Jan 01 , 1988
and August 04, 2008.
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An additional search was made to include review articles of qualitative research
studies conducted in the field of coronary a1iery disease. Through this approach, a total
of 804 publications were identified. A review of the publication title and or electronic
abstract was then conducted to assess the study focus and content relevance. Publications
were excluded if they did not include one or more of the following criterion 1) risk factor
management following a diagnosis of coronary artery disease, 2) experiences related to
an acute coronary syndrome (ACS) event, 3) the process of recovery following an ACS
event 4) gender and coronary artery disease, or 5) qualitative or descriptive research
methods.

The quality of each remaining publication was then critically appraised and the
references hand searched for additional seminal studies not identifies through the initial,
computer database, literature search. A total of 62 studies met the described conditions
of this literature review. From these studies, enough detail about the research focus,
methods, sample characteristics, temporal characteristics and research results was found
among 21 of these papers to allow for tabulation so that contrasts and comparisons
among results could be fully explored. The constructed table was then used to better
explore the scope and breadth of information relevant to this area of inquiry, as well as to
illuminate the gaps that exist around the phenomenon of early CAD risk mitigation in this
population.
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•

The Early Recovery Period - Influences on Lifestyle Changes
A grounded theory study (Johnson & Morse, 1990) was conducted to explore the
adjustment period of women and men engaged in cardiac rehabilitation programming
following a first event myocardial infarction. Interviews were conducted between 1 and
45 months following the participants CAD event. Success in making lifestyle changes
was influenced by the participants struggle to regain a sense of control over their life
again, a struggle which was initiated within days of the CAD event. A similar theme of
regaining lost control following an ACS event was reported by Gulanick and colleauges
(1998). In this qualitative study using focus groups interviews among 45 participants at
3-18 months after treatment with percutaneous coronary intervention (PCI) for a CAD
event, participants described a sense of powerlessness and frustration during their
recovery period as they attempted to make lifestyle changes often in the absence of any
structured secondary prevention programming. A similar lack of supp01i and sense of
re-establishing control over ones' life was also reported by Kristofferzon and colleagues
(2007) from their qualitative study conducted using individual interviews among 39
participants at 4-6 weeks post MI. Here, participants describe their event as a perceived
threat to their normal life, a threat intensified by the challenges of make desired lifestyle
changes in the absence of additional support, despite the observation that 40 % of
participants were connected with CR programming.
Wingham, Hasnain, Sweeney & Evans (2006) using a phenomenological
approach to data analysis echoed the participants experience of stress and loss of control
during the first few weeks of the event. The recovery period was further described as a
vulnerable time characterized by sense of loss, apprehension, fear and anxiety. Uptake of
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risk mitigation activities was supp01ied by family support as well as oppo1iunities in
which control over lifestyle changes was made possible. In each of these studies,
however, contextual linkages between structural and process based dimensions were not
explored in connection with the reported early recovery experiences. Without reference to
the contextual risk mitigation background, the pragmatic fit of these study results is
limited. As well, the majority of experiences described were explored among individuals
already connected with effective risk mitigation programming, and thus does not inform
how individuals outside of a CR program manage their CAD risk.
These results are similarly reported by Decker, Garavalia, Chen, Buchanan,
Nugent, Shipman, & Spertus (2007), however, in this study, introduction of patient based
decision making in the form of selecting risk reduction programming had positive effects
on participants lifestyle modification behaviours. Similarly, in an Irish study
investigating patients decision making changes following a MI among predominately
male participants (Condon & McCarthy, 2006) found that, although a stressful time
among paiiicipants, if supported , participants described the early recovery period as an
important motivator for making needed lifestyle changes.
Positive lifestyle changes in the early recovery period following a myocardial
infarct have been reported in other studies (Bergman & Bertero, 2003; Norekvcrl et al.,
2008; Petrie et al. , 1999). In contrast to traditional secondary prevention models which
do not recognize a benefit in early risk factor programming and support (Stone, 2001b),
these studies provide evidence of a "honeymoon" phase in which pa1iicipants describe
heightened need for an motivation to be supported in engaging in lifestyle changes. In
summary, the early recovery period is described ~s a difficult time among ACS survivors
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in which a perceived lack of control and identification of access barriers to supp011s
negatively affects their risk mitigation activities. Enhanced levels of agency and access
have been shown to improve patient's ability to manage their health following an ACS
event, particularly during the early phase of their ACS recovery. However, beyond the
fact that the majority of these studies included participants already engaged in risk
mitigation programming, non of these studies provided sufficient detail regarding the
contextual environment from which their experiences where shaped. Gender based
analysis was not considered in any of these studies to contrast the experiences of women
and men in relation to the risk mitigation process.

Illness Perception - Understanding and Responding to Risk
Using a grounded theory approach (Wiles, 1998) including equal numbers of
men and women aged 34-80, to investigate how individuals understanding and beliefs
about myocardial infarction (MI) and recovery influence the process of lifestyle changes
following a myocardial infarction. Miles presented 4 interesting results from this
seminal study. First, that patients understanding of their event influenced their early
recovery lifestyle changes. Second, that their understanding of their acute event and need
for long term lifestyle change behaviours changed over time and paralleled a shift from
epidemiological information received from health care professionals (HCP), to more
colloquial and experimental beliefs constructed during their later recovery period. Third,
a reluctance to engage in risk reduction activities was influenced by the perceived
temporal characteristics of their myocardial infarction in that they believe their illness to
be the result of an acute and random event in contrast to a chronic and progressive
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disease. Finally, the perception of disease severity was a factor in paiiicipant' s lifestyle
change behaviours in which those that made a full recovery viewed their disease severity
as mild and long te1m lifestyle modification therefore unwarranted. In contrast, those
that did not achieve predicted recovery status believed the need to make lifestyle changes
unnecessary as fu1iher improvements in their health status were unlikely to be achieved.

Drawing from a subgroup analysis of the SHIP study (1999), which was a
national initiative conducted in England as a means to better inform secondary prevention
programming, linkages between illness perception and risk mitigation activities were also
identified (Wiles & Kinmonth, 2001). Brink and colleagues (2006), using similar
methods, concurred that illness perception negatively influences the individuals
motivation to change lifestyle behaviours. As with previous researchers, these
researchers determined that paiiicipants construct of CAD was perceived as an acute
event, and one in which prolonged risk modification was deemed unnecessary.
Koch (2004) postulated that HCP transfer an objectified view of a chronic illness
onto the patient. The result of which may lend to a loss of self control and restricted
abilities for individuals to self manage their health needs. This researcher illustrated how
hcp's may undermine the ACS survivor's ability to manage CAD by creating a
relationship in which the patient, by way of having a comorbid condition, is positioned in
a subordinate role to hep for the long te1m management of their disease. This finding is
supported by a growing number ofresearchers (Rosenfeld, 2006; Crinson et al., 2007;
Hildingh et al., 2007; Taylor & Bury, 2007), who argue that a medical dependency results
in an expansion of the treatment risk paradox by creating additional baITiers between

Page 19 of 122

ACS survivors and their access to timely and patient specific supports, pa1iicularly
among women.
In summary, common hep language used to disseminate inf01mation to ACS
survivors and family members includes te1ms such as "recovery", "back to no1mal", and
"fixed" following treatment for a CAD related event is misleading and likely acute care
treatment dependant. It has been identified that our health care system is effective in
managing acute illnesses and is quite inadequate in meeting the challenges associated
with long te1m chronic disease (Corbin, 1998; Gaziano, 2005; The Heaii and Stroke
Foundation of Canada, 2003b ). Factors which have been cited to contribute to poor
design of chronic disease management reflect our reliance on traditional health care
modeling over a more progressive self care management design (Bodenheimer et al. ,
2002; Boutin-Foster, 2005; Gaziano, 2005). As such, barriers to patient defined timely
access to resources and disease related decision making responsibilities are held
predominately by hep. The result of which positions the patient in a dependant and thus
subordinate relationship with the health care providers. In order to fully understand the
influences associated with risk mitigation, it is imperative that individual experiences be
placed within the contextual backdrop of structural and process based factors in order for
the process of risk mitigation to be accurately described.
Gender Differences in Cardiac Risk
Several studies have reported differences in recovery experiences between men
and women. For purposes of this discussion, gender is further defined as "the array of
society-determined roles, personality traits, attitudes, behaviours, values, relative power
& influence that society ascribes to the two sexes on a differential basis"(Public Health
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Agency of Canada, 2004). In the context of our understanding and treatment of CAD, the
needs and barriers associated with the gendered norms of being female are not taken into
account within the information used to manage cardiovascular disease to the extent that
the dominant male paradigm is valued. (Johnson & Morse, 1990; King et al. , 2006).
These inequities in health are mitigated by how health is defined, what information is
used to model health, and how and to whom we deliver and manage health. Through
these criteria, women are consistently undervalued, under-represented and under-cared
for in the context of CAD prevention (King & Arthur, 2003a).

Of further interest, women reported less control over their cardiac event recovery
than did men. This may be explained in part by the perceived cause of the initial cardiac
event. (Aalto et al., 2005) and Wiles (1998) found that women more often believe that the
cause of their cardiac event to be from factors such as heredity and stress, factors which
they described as having little control over. Men, in contrast, attributed their cardiac
event as a result of modifiable risk factors and subsequent risk behaviours of which they
believed they would have more control over. In addition, women have poorer outcomes
following their event, including higher levels of prolonged depression, hopelessness and
anxiety compared to their male counter parts. Disturbances within psychological
dimensions are associated with poorer CAD related outcomes and have a negative impact
of lifestyle modification activities (Emslie, 2005 ; Jenson et al. , 2003; Norris et al. , 2004;
Todd, 2000).
A lack of awareness of CAD risk in women is demonstrated in a recent national
cross sectional study in which only 20% ofN01ih American family physicians correctly
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identified coronary heart disease (CHD) as the leading contributor of death among
women (Davidson et al., 2003; Keil et al., 2004; Doyle et al., 2005; Rosenfeld, 2006;
Thom et al., 2006c). This, despite the fact that women have poorer outcomes compared to
men following their initial CAD event (NoITis et al., 2004; Emslie, 2005). Young women
with heart disease represent the most vulnerable sub group as they are less likely to
receive a timely diagnosis and thus experience pronounced delays in their treatment
(Gaziano, 2005; Thom et al., 2006c; Ford et al., 2007; Rosamond et al., 2008).
Subsequently, they also have the highest rates of recu1Tent cardiac events and disability
following their initial CAD diagnosis. (The Heart and Stroke Foundation of Canada,
2003a; Thom et al., 2006b ).
As well, several studies have provided convincing evidence that the actual
incidence and prevalence of CAD in women under the age of 60 years is 40% higher than
those numbers cu1Tently reported among European and North American populations
(Jonsdottir et al., 1998; Pilote et al., 2007). With contributing pandemics of obesity and
diabetes, as well as an increase in the prevalence of tobacco use among teenage girls
(Pilote et al., 2007), an increase of the incidence and prevalence of heart disease in young
women is predictable. It is critical that our understanding of risk mitigation be improved
among mid-life women in particular as one of the highest at-risk and inadequately
researched CAD sub population.
In consideration that the dominant view of CAD management supports effective
risk factor strategies, striking contrasts in the treatment and prevention of disease in
relation to gender is apparent. In a recent review of the literature on women's risk
perception and treatment of heart disease, Hart (2005) identified three major challenges
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specific to women which negatively influence CAD risk reduction behaviours. First,
n01mative constraints exist which contribute to both women's underestimation of their
CHD risks, and necessity to participate in health promotion behaviors, and that
communication barriers exist between women and their healthcare providers. The
consequence of these factors is more pronounced inequities in women for CAD
management activities.
Despite well documented benefits of cardiac rehabilitation (CR) as the most
effective secondary prevention program for CAD patients (Jolliffe et al., 2006a; Oldridge,
1997; Stone, 2001c; Gaziano, 2005; Mathur-Marchesani, 1998; Rasalingam & Pearson,
2002), the majority of participants in CR remain middle aged, Caucasian men (Jolliffe et
al., 2006a). Women in relation to heart health status are more likely to be under
diagnosed, under treated, under researched and under prevented from recurrent CAD
events than men(Gaziano, 2005; Jolliffe et al., 2006a; King et al. , 2004; King, 1997;
Rasalingam & Pearson, 2002; The Heart and Stroke Foundation of Canada, 2003a).
Women more so than men are likely to be unpaid caregivers for their family, with
less resources to devote to financial cost and out of home activities associated with
management of their disease compared to men (King et al., 2001a; King et al., 2001b;
Mathur-Marchesani, 1998; Raphael, 2004) . In consideration for the advanced age at
which women develop CAD events and the overwhelming evidence that female gender is
an independent predictor of poorer CAD related outcomes (Jenson et al. , 2003; Johnson
& Morse, 1990; King et al., 2001a; King, 1997; Mathur-Marchesani, 1998; Rosenfeld &
Gilkeson, 2000), stronger argument on the need to address gender related health
inequities exists.
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Additional studies conducted by Arthur, Smith, Kodis & McKelvie (2002)
reported similar success in paiiicipation and adherence rates when womens' needs are
addressed in CR programming. Arthur and colleagues found that access to CR
programming could be addressed by offering in home CR support. This intervention
offers improved access and quality of health for rural women who often due not
paiiicipate in CR programming due to lack of access and transportation issues.
Timing of CR programming may also present inequities in participation rates
between men and women as women are more likely to develop role resumption activities
shortly after their initial ACS event (King, Humen, & Teo, 1999; King et al., 2001b) . In
a cohort study of 304 men and women in Alberta who experienced an acute myocardial
infarction with/without CABG treatment, King and colleagues (2001 b, 1999) identified
activities within the recovery period of their cardiac event that impacted on CR
attendance. Women where more likely to resume household roles sooner and with less
support than their male counter parts. Both role resumption behaviours and lack of
supp01i where inversely related to CR attendance. Individuals that developed health
maintenance behaviours, in contrast, where more likely to be men, and were more likely
to experience family support in their secondary prevention behaviours.
Summary
Despite the significant impact that adopting effective risk reduction activities has
on improved health outcomes (Rosengren et al. , 2004; Ford et al., 2007) a comprehensive
understanding of risk mitigation has not yet been articulated. An information gap exists
within the first weeks following the ACS diagnosis with respect to CAD risk mitigation.
This is particularly true among individuals treated with PCI for their CAD event as well
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as among mid-life women, despite an increasing prevalence of CAD risk factors among
younger women compared to men of the same age group. Additionally, women under the
age of 60 years represent thi1iy percent of the total number of ACS events and are more
likely than men of the same age group to have poorer health outcomes as a result of their
cardiac event (Thom et al. , 2006c; The Heaii and Stroke Foundation of Canada, 2003b;
Norris et al., 2004; Maxwell et al., 2005b; Jensen & King, 1997; Agewall et al., 2004).
Surviving a life threatening event may provide sufficient motivation to mitigate
risk for future heart attacks. In the absence of formal risk mitigation support, however,
the heart attack survivor is left to assess and address their level of risk independently.
Given the sub-optimal utilization of cardiac rehabilitation programming, in which
reported attendance ranges between 20-40% of eligible participants despite the
unequivocal evidence linking improved CAD outcomes among participant compared to
non-participants (Lisspers et al., 2005; Thom et al., 2006c), it is imperative that we learn
more about how individuals respond to an acute cardiac event in the absence of
f01malized risk reduction programming for improved risk mitigation activities and thus
enhanced health outcomes among CAD survivors are to be realized.
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CHAPTER 3 - METHODS
Research Questions
1) What is the experience of mid-life men and women in the early recovery period
following PCI treatment for a "first time" ACS event?

2) What factors influence how mid-life men and women manage their CAD risk in the
early recovery period following treatment with PCI for a " first episode" ACS event?

Research Design
A qualitative design (Denzin & Lincoln, 2005 ; Lincoln & Guba, 1985) was used
for this study to supp01i an in-depth exploration of the phenomenon of interest (risk
mitigation in the early recovery period following an ACS event among patients treated
with PCI). Qualitative design permits a greater understanding of the factors that
influence PCI patients' CAD risk management as they relate to motivational, behavioural
and support system factors within their natural settings (the places where risk occurs).
Since few studies have explored how ACS patients mitigate CAD risk in the early
recovery period following a PCI, qualitative research will allow for a broad exploration
of the phenomenon. Unlike studies in which quantitative designs (which aim to test a
theory or expand a base of information) are utilized, qualitative research acts to create a
foundation of information when little is known about a particular phenomenon (Richards
& Morse, 2007). Thus, the use of a qualitative design will inform later research and
interventions related to CAD risk in PCI treated ACS patients.
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The early recovery period following an ACS event is a time of transition and
change, as patients perform actions (i.e. behaviours associated with mitigating CAD risk)
related to their ACS event. Grounded theory, a particular qualitative method, is well
suited to areas of research that involve a trajectory period characterized by changes,
phases and processes, and in which actions or responses are anticipated to occur (Strauss
& Corbin, 1998a). The aim of grounded theory is to " describe the process of human
behaviour through inductive generation of explanatory models" (Morse, 2001). Using
this method will result in information that is generated both inductively (themes that are
identified from the data) and deductively (testing of identified themes through: similar and
dissimilar data sources) through the use of constant comparison analysis (Morse, 2001).
The resulting grounded theory will represent a useful guide for subsequent research and
activities that relate to PCI patient discharge planning activities and CAD risk
management follow-up programming.

Recruitment and Sampling
Ethical approval was obtained from the University of Calgary Ethics Review
Board prior to the implementation of this study. Participants from the Cardiac Intensive
Care Unit (CICU) at the Foothills Hospital, Calgary, Alberta, Canada were screened and
recruited from July 2007 to August 2008. The CICU nurse clinician or bedside nurse
assisted with screening of participants. Eligible participants were provided with
information about the research in both verbal and written fo1m during their CCU
hospitalization period. Participants that expressed an interested in learning more about the
study were then introduced to the nurse researcher by the CCU nurse clinician or bedside
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nurse. Informed consent was obtained while paiiicipants were in hospital. An interview
was tentatively scheduled with participants at this time. Participants were contacted by
phone within two days of their hospital discharge to confirm interview date(s) and time.
Theoretical sampling techniques were used to select for potential participants.
Research participant selection was based on the presence of characteristics which where
perceived to be both theoretically representative (allowing for a variability of social
characteristics and acute care experiences which may affect individuals early recovery
experience) of the groups being studied, and will enhance the development of grounded
theory (Strauss & Corbin, 1990; Miles & Huberman, 1994; Morse, 2001). Consistent
with qualitative methods, the researcher sought out paiiicipants that appeared articulate,
interested and eager to share information about their ACS experience in a level of detail
and reflection that was conceptually rich and descriptive (Morse, 200 I; Roper & Shapira,
2000).
Demographic and clinical info1mation including age, gender, risk factors , socioeconomic level, co-morbidities, hospitalization length, ethnicity, marital status, living
arrangements, and an indicator of CAD disease burden (Left Ventricular Ejection
Fraction and Duke Inventory Index) were also collected from the participants and their
hospital chart following attainment of their consent. This inf01mation provided both
gender and clinical characteristics of the study participants (see Chapter 4). As this study
was focused on mid-life women and men's experiences following an ACS event,
additional criteria was used to guide sampling methods.

Page 28 of 122

Inclusion Criteria - Men and women between the age of 45-60 years, presenting
with their first ACS event, who received revascularization with PCI only, who speak
I

English well, have more than one CAD risk factor (e.g. smoking, sedentary lifestyle,
elevated blood sugar, elevated blood pressure), live within the city limits, are expected to
be discharged within one week of hospitalization post-ACS event, will be considered for
participation in the study.

Exclusion Criteria - Patients who are unable to give informed consent will not be
considered for study paiiicipation. Further, patients who do not agree to be audio
recorded, or are planning to move outside of Calgary within three months of their ACS
event, do not have a fixed address, are not accessible by phone, require staged
revascularization such as further PCI or CABG surgery, are awaiting additional
procedures that will require hospitalization within three months of their ACS event,
experience a procedural related myocardial infarction, have a debilitating or concomitant
life threatening illness, chronic renal patients that require renal dialysis, or have a
psychiatric disease (e.g. severe depression, bi-polar disease, schizophrenia) or
neurological condition with significant cognitive deficits (e.g. Alzheimer' s disease,
traumatic brain injury, stroke) will not be considered for this study.
Participants were recmited until theoretical saturation occurred (Strauss & Corbin,
1990). Theoretical saturation was determined by the researcher when, despite new
participants being added, no new concepts or categories were identified in the interview
data.
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Data Collection Strategy

All interviews were held in the paiiicipants home setting, or a mutually agreed
upon location that was conducive to digital recording. Participants were interviewed
between 1 and 3 times during a five month post ACS period to allow for both prospective
and retrospective narratives of the first three months of their ACS event. Theoretical
sampling and constant comparative analysis guided interview timing. In this way,
saturation of developed categories associated with the process of mitigating risk in the
early recovery period could be achieved. As the interviewer, I began each interview by
explaining to the participant, the reason for the interview and the types of questions that
may be asked. The goal of each interview was to develop a comfo1iable dialogue with the
paiiicipant that was organized as a series of friendly conversations.
Next, open-ended questions were introduced to assist the paiiicipant in sharing
their experiences. Initially, "grand tour" (Spradley, 1979) descriptive questions such as
"I am interested in learning about what kinds of things you have done since returning
home from the hospital. Tell me about what your typical day has been like since your
hospital discharge" or "I am interested in hearing about the things you have been doing to
look after your health. What can you tell me about this?" were asked. Descriptive
questions are used to familiarize the interviewer with participants 'in vivo' language
through identification of their terminology.
"Mini-tour" (Spradley, 1979) questions were then posed to solicit more detailed
information about an event or activity. Questions such as "I would like to learn more
about the types of information you use to look after your health. What information have
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you used most in looking after things since you have come home?" or "You mentioned
that your wife has taken care of you since you came home from the hospital. In what
way does she do this?" and "Who do you ask for information about how to look after
yourself since corning home from the hospital?" were asked. Additional descriptive
questions that address "when", "who", "where", and "how" questions usually followed.
From the use of these techniques, conceptual denseness of the developing
concepts and themes was achieved. Framing questions to address action over meaning,
such as "What kind of things did you do when you got back into your home after you
where discharged from the hospital?" provided more detailed descriptions about the
practical aspects of participants life following their hospital discharge, compared to a
question which asked participants to respond to a question phrased as "What do you
mean when you say you took it easy when you returned home?"
Structural questions were also used to develop of a framework of the responses or
human behaviours that are influenced by the participants' understanding of their
experiences. Structural questions provide inf01mation about 'domains' (the basic units of
the participants' language). Identification of paiiicipants' common terms or 'domains'
provide insight into how the participant organizes their information. For example, one
participant may use terms such as 'going for a walk', 'puttering around the house', 'going
to the mall', and 'going out for fresh air' to describe 'physical activities'. In contrast,
another participant may use 'going for a walk and 'going out for fresh air' to describe
activities related to 'smoking ' . Structural questions are focused on eliciting connections
between patients understanding and consequence. Hence, structural questions provide a
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focus for the interviewer (researcher) to elicit descriptive information about the
behaviours that are linked to the participants understanding of their experience.
Comparison questions were then used to further explore the meaning that ce1iain
terms held for the participants. Gaining an understanding of the meaning of certain terms
used by participants allowed for the contextual development of the domains (or
categories) identified through the use of structural questioning. Comparison questions
enabled the researcher to develop the dimensions and properties of paiiicipants terms and
aid the researcher in "distinguishing the objects and events in their world" (Spradley,
1979). An example of comparison questioning would be "What is the difference between
'puttering around the house ' and 'cleaning house?"
At the completion of each interview, closing questions such as "What advice
would you have for someone who is about to return home after having a heart attack and
angioplasty like you have experienced?" or "Is there something I should know about your
experience since coming home from the hospital that I didn't ask?" (Schrieber, 2001;
Meadows, 2006) were posed to the paiiicipant. Field notes (e.g. information recorded by
the interviewer about observations made in the field such as participants body language
during the interview, recording of secondary source notes, and additional areas to
investigate in subsequent interviews), and analytical memo's (a data collection and
analysis strategy to make explicit the researchers perceived assumptions, speculations of
the data, and methodological decisions arrived at during the study) were included as
secondary sources of data to aid in the data analysis process (Schrieber, 2001).
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Data Analysis

Analysis of data was conducted using Strauss and Corbin's (1998) iterative
coding process which includes open, axial and selective coding strategies. Data analysis
was stratified by gender, as it was determined early on in the analysis work that there
. were marked differences between how men and women mitigated risk following their
ACS event. Although the analysis is an iterative process through which movement
between open, axial and selective coding is considered to occur in a non-linear and often
simultaneous fashion, for purposes of describing these distinct analysis steps, they will be
described independently.
Initially, transcripts were coded by hand while the researcher listened to the
interview audio file. This allowed for a level of quality assurance in the integrity of the
transcription, as well as allowing the researcher to identify points of emphasis or
additional emotions being expressed by the participant during the interview. Once the
initial hand coding analysis was completed, the open and axial level coding of the raw
data was then transfeffed into a coding template. At this time, field notes, coding notes
and coding memos were added to the analysis columns to provide both an audit trail of
how codes were developed and how selective coding and theory generation was formed.
Constant comparative analysis was used to both to enhance theoretical sensitivity
of the data and to guide theoretical sampling of participants (Strauss & Corbin, 1990). In
this way, data collection and analyses was develop and emerging hypothesis tested by
narrowing the sampling lens to select for similar participants. Paradoxically, techniques
used to broadening the sampling lens to include participants with dissimilar experiences
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(i.e. longer length of hospital stay), were also used to extend and strengthen an emergent
theory (Yin, 1989).

Open Coding
The objective of the open coding is to conduct a word by word or line by line
analysis of the typed transcripts (Strauss & Corbin, 1998a). To do so, each line of
transcribed text interview data was interrogated to identify emerging concepts. During
this process, pieces of text (words or phrases) within the sentences were coded (a te1m
used to describe how text data is organized under common labels). For instance, in the
sentence "I never expected this to happen to me, I have always been so healthy" the
concepts of disbelief, and shock can be used to code never expected this to happen , and
always healthy and health belief can be used to code have always been so healthy. As
illustrated here, the pieces of text may be coded in one or more ways, depending on the
context of the data (Strauss & Corbin, 1998a).
Although these pieces of text could be coded differently, the original "pieces of
text" will remain intact as raw data within the coding template that was used to a1Tange
and organize the data and coding levels that emerged for each interview. Retaining of the
raw data beside the data labels (codes) provided transparency of the coding process to
others, and served as a useful guide in re-coding of material as more interviews and
abstraction of the data progressed throughout the study. Visually, one may think of each
label that has been created through this process as a piece of a puzzle. These pieces may
have similarities with some other pieces such as shape, size, pattern, or colour, but at this
stage of analysis, these pieces remain distinct from each other. Open coding represents
the first stage of data analysis (identification and connecting of puzzle pieces) and it is
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necessary to guide theoretical sampling and constant comparative analysis methods . As
such, open coding represents the first layer of "conceptual ordering" (Strauss and Corbin,

1998) or 'puzzle piece organizing', upon which the subsequent layers of analysis and data
collection were developed.

Axial coding
The next process of analysis involves the categorizing, re-organizing and
condensing of the first layer categories created in the open coding analysis. Through this
process, data that were fragmented during the open coding process were now recombined
and reorganized based on (dis) similarities with one another. Using the puzzle analogy,
pieces of the puzzle (coded pieces of text from open coding) were then arranged into
sections which could be organized by shape, or colour, or pattern (creates categories of
the data based on identification of (dis) similarities) to help connect some of the pieces
together in meaningful ways (categories). Through this process, the picture of the puzzle
begins to emerge (broad categories that will be used in the development of theory). At
this level of analysis, more abstract ways of looking at and linking concepts and themes
that emerged from the data resulted.

Selective coding
The final stage in data analysis involved the integration of categories to identify
the emerging gender based core concept. Quite simply, the integrating of the main puzzle
blocks (categories of axial coding) was connected to show the whole picture of the puzzle
(the development of a core category). During this process, data was reconstructed in new
ways, allowing for connections between previously developed concepts and categories to
be abstractly fo1med and tested (Schreiber, 2001). Through the use of constant
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comparative analysis, it is possible to see how the emergent theory remained grounded to
the data from which the core category(s) or concept(s) (puzzle picture) emerged (Strauss
& Corbin, 1990). At the end of each coding template, the researcher/ theorist included a
theoretical note as a way of summarizing the transcribed interview and showing in what
ways the interview data may have extended, supported or refuted the developing
hypothesis and theoretical constructs. In this manner, the theoretical notes were used to
strengthen the researcher/theorists level of theoretical sensitivity. These notes were used
to compare and contrast themes that were identified in previous transcripts which
enhanced the researcher's ability to potentially recode text from earlier transcriptions to
ensure recurring concepts were retained in the analysis.
Significant disruptions to an individual's physical, psycho-social and emotional
dimensions occur as a consequence of surviving a heart attack. These disruptions occur
across structural, process, and dimensional levels and therefore have the capacity to alter
individuals' perception of level of interaction with the world. Using the tenants of
symbolic interactionism, individuals will form new understandings about themselves and
their socially constructed view of the world (MacDonald & Schreiber, 2001 p.46).
These understandings then shape their actions which in the context of risk mitigation
form the strategies used by participants during their early recovery period in response to
the life disturbances they experienced during their early recovery period. To further
explicate the process of risk mitigation, the dimensional and structural characteristics
associated with the development and implementation of these strategies will be presented.
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Fi-om this process on developing connections among identified categories,
abstraction of these concepts and the patterning among them illuminated an over arching
core category for women and men in the context of early risk mitigation following an
ACS event. A contextual diagram was developed to illustrate the similarities and
dissimilarities of the process ofrisk mitigation between women and men. To further aid
in the transfer of this information into practice, contextual features of the risk mitigation
process which include the temporal and dimensional relationships associated with the
action/interaction linkages between process, structure and consequences, are illustrated.

Position of Researcher and Participant

Using the grounded theory method (Strauss & Corbin, 1990), the role of the
researcher/theorist is regarded as an essential instrument in the data making and analysis
process (Schreiber, 2001). From my clinical cardiovascular nursing experience, I have
brought to this research a solid understanding about the acute care practice setting, the
health care delivery system, and the assumptions as a hep about the need for patients to
engage in CAD risk mitigation. This position allows me as a researcher to better situate
both health care providers and participant information within a larger construct of the
health care system to see both patient and care giver sides of risk mitigation. However,
more specifically drawing from the philosophy of a nursing educational background, I am
interested in the emic perspectives associated with a holistic level of care over that of the
dominant reductionist level of care that is often practiced within an acute care setting.
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Rigor
Rigor is a term used to evaluate the validity and reliability of studies conducted
using qualitative research methods. To aid in assessing this studies rigor, Lincoln and
Guba ' s (2005) criteria (refened to as confomability) will be used. Further,
confirmability (rigor) will be achieved by demonstrating that through the research
process, credibility, fittingness and auditability were maintained (Ken & FothergillBourbonnais, 2002).
Credibility refers to the ability of the researcher to be both ' sensitive to the data'
(Strauss & Corbin, 1990), a quality that the researcher brings to the study as a product of
professional and personal experiences as well as appropriate integration of extant
literature to allow for insightful analysis of the data, and adhere nce to the constant
comparison method. Credibility will be supported through: multiple participant
interviewing which includes interviewing some participants multiple times to confirm
'meaning ' of collected data; independent review of coding practices (by a researcher
experienced in grounded theory methods); the use of the constant comparative methods
during data collection/analysis (Strauss & Corbin, 1990); theoretical sensitivity of the
researcher which will be made explicit in the field and analytic memos; and through
quality assurance activities maintained throughout the study (i.e. audio checking for
accuracy of interview transcriptions).
Morse & Singleton (2001) p .841 argue that "the concept of fit is central to data
analysis, theory construction, the validation of results and the generalization and
utilization of qualitative research" . As such, " fit" is an integral component of qualitative
inquiry as it is used to assess congruency between methodological, procedural, and
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analytical components to dete1mine the overall integrity and resulting uptake of study
results into practice. As identified in the preceding paragraph, care was taken throughout
this study to maintain the linkages between methodological, analytical and procedural fit.
Congruence between the methodological approach (Strauss & Corbin, 1998b),
procedural application of symbolic interactionism, and the use of constant comparative
method were integrated into the interviewing and analysis process. Data was coded and
recoded throughout the analytical process to refine and expand upon developed
categories. The coding work was audited by expert qualitative researchers to enhance
coding and category development, refinement and abstraction. Refinement of categories
and concepts occurred as more data was introduced into the analysis. With each concept
the model was expanded, if required, to explicate the phenomenon of study. Maximum
variation of participant in-hospital experiences was pursued to strengthen the "pragmatic
fit" of the results.
Theory generation remained grounded in the data through its foundation of
categories that reached theoretical saturation in which no new properties, dimensions,
conditions, actions/interactions or consequences were observed in the data (Strauss and
Corbin, 1998, p.136) despite addition of new participants to the study. This ensured that
the core category or overarching theme that was abstracted from the data was
conceptually dense, such that the core category included conceptual patterns and
relationships and explicated the variations found within the data (Strauss & Corbin,
1998b). As described by Morse & Singleton (2001), the researcher determined if
" analytic fit" had occurred, such that "the researcher is able to describe the
commonalities of the entities, whether they are a paii of a whole (as a relationship of a
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datum to a category or concept) or they are equivalent in meaning"(p.843). Auditability,
or the translucency of how decisions pertaining to data analysis (including development
of categories or themes) were achieved, was ensured through the use of analytical
memoing, field notes, and the proper storage and handling of transcribed and digitally
recorded interviews.
The next chapter provides the results of the data summaiy, analysis and
interpretation that were supported through the study design and methods.
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CHAPTER4-RESULTS-PART 1
A total of twenty three f01mal , prospective, individual, face to face, unstructured
interactive interviews were conducted aver a five month period following the ACS event.
Twelve paiiicipants (6 women, 6 men) were interviewed 1-3 times during this follow-up
period. All of the men and four of the women were employed full time outside of the
home. One woman was employed on a paii time basis and the remaining woman was not
employed at the time of her ACS event. Three of the participants were not married (2
women, 1 man), of which one participant was a single mother raising 2 teenage
daughters. The remaining participants were maiTied with grown children.
Each interview took approximately 30-90 minutes to complete. Interviews with
women were longer then those conducted with men. A total of 453 pages of single
spaced transcribed interviews were used in the analysis (267 pages for women / 185
pages for men). A total of 374 pages of single spaced coding notes (including memos
and analytical notes) were developed from these transcribed interviews (253 pages for
women I 121 pages for men).
The results from this study will be presented in three results chapters. The first
two chapters will discuss and explicate the stages, sub stages, strategies and dimensional
associations that influence the process in mid-life women and men in the early recovery
period following an ACS event. During early data collection and analysis activities it was
apparent that the developing stages and strategies of risk mitigation were different
between women and men. Given the evidence in this study and others of the influence of
gender on illness experiences and determinants of health (Jenson et al., 2003; Doyle et
al. , 2005; Kristofferzon et al. , 2003; Agewall et al., 2004; Kristofferzon et al. , 2007; sadi-
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Lari et al. , 2003; Emslie, 2005), distinctions between how women and men mitigated risk
were retained in the analysis. Similarly, the components of the risk mitigation process
will be described and explicated first for women and then for men.
The first two results chapters will follow the same organizational scheme. First,
the core category will be presented. Next, descriptions of the stages and sub-stages that
were identified along the early recovery period trajectory will be discussed. A conceptual
map illustrating the gender based core category, stages and dimensional aspects of risk
mitigation will also be presented (Figure 1). Although risk mitigation was found to be an
iterative process within the early recovery period, in which individuals may move
through the stages in a linear or non-linear pattern and may in fact revisit earlier stages of
risk mitigation, for purposes of explicating the risk mitigation process, these stages will
be presented in a linear sequence.
In the third part of the results chapter a gender based comparison will be
presented to further compare and contrast how women and men mitigate risk differently
during this informative phase of their post ACS trajectory. A conceptual framework will
be presented to illustrate the ways in which the process of risk mitigation is modulated by
gender (Figure 2).
Participant's statements have been incorporated within the presented results to
fmiher contextualize their influences, interpretations and consequences relating to risk
mitigation. Identifying characteristics were removed or otherwise altered as a means of
protecting the anonymity of the study participants. As the first participant reflected
during her final interview
(F-01) "Until you actually live it, it's hard, really hard to
understand it. It, it's almost like data until you live it and

"
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feel it and that's when I feel that sometimes its kind of hard
to explain how you feel as being an active middle-aged
working individual having a hea1i attack and having to just
get back in the saddle and ride again and just get on with it"
Canons of Grounded Theory - Straussian Approach

In using the procedures of grounded theory as a means to develop a theoretical
construct of the process of CAD risk mitigation, the practical utility of grounded theory
can be extended to the point at which it explains, describes and to a degree predicts the
phenomenon within the te1ms of the conditions it occurred. At this point a distinction
needs to be made with regards to the interplay between condition and response that
influences CAD risk mitigation and how the researcher addressed this interplay. This
distinction relates primarily to the acceptance of the principle of determinism as a
fundamental underpinning of grounded theory.

According to Corbin and Strauss (1990) p.5, "Strict dete1minism is rejected, as is
non-dete1minism. Actors are seen as having, though not always utilizing, the means of
controlling their destinies by the responses to conditions. They are able to make choices
according to their perceptions, which are often accurate, about the options they
encounter". The assumption being that, although influenced by the conditions within
their environment, the process of risk mitigation resides at strictly a formative level, and
that power to mitigate risk ultimately resides within the individual.

In CAD risk mitigation, the dominant view held among hep is that MI survivors
are autonomous beings who ultimately are in control of their health and risk mitigation
activities upon returning to their home environment. As such, the station of a heai1 attack
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survivor is similar to that of a health care consumer, in which choices and decision
making strategies are believed to reside with the individual and that all individuals have
the same abilities to make rationale decisions over their health care activities.
Adherence to prescribed medication, participation in secondary prevention
programming, adoption of heart healthy lifestyle changes including; diet modifications,
effective management of stress, engaging in regular exercise, and cessation of smoking
are all ways in which ACS survivors are expected to mitigate their risk for subsequent
heart related events. However, there remain several examples in which this assumption is
held in question, all of which relate to the loci of control that a survivor of a life
threatening event has over their ability to mitigate modifiable risks. Particularly in the
context of nicotine addiction research, there is a growing body of literature refuting this
position.
Furthermore, there is evidence that certain structural components exist in care
delivery pathways which restrict or remove the agency of control that an individual has
on how they mitigate CAD risk and thus outside of Corbin and Strauss' construct of
determinism. For example not having access timely treatment, not being refe1Ted into
secondary prevention programming, or being discharged from hospital prior to receiving
adequate discharge follow-up information will all impact on the abilities that a MI
survivor will have in mitigating risk following a MI.
Formative and structural mechanisms at play in the process of CAD risk
mitigation can be compared to the strategy one develops to play a game and the rules of
the board game one is playing respectively. The formative mechanisms of CAD risk mitigation
address how participants respond in an effort to address CAD risk mitigation (i.e. strategy of
CAD risk mitigation). Structural mechanisms in contrast represent the framework from which the
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participants work within that influence their CAD risk mitigation activities, (i.e. timeline, access
to care, restrictions) constituting what board game format and rules exist in the context of
developing CAD risk mitigation activities. As such, both formative and structural mechanisms
will be clearly described to fully contextualize the process through which CAD risk mitigation is
developed.

Early Risk Mitigation in Mid-life Women

The core category Being Resilient, Re-forging Life was the overarching concept
within the process of early risk mitigation for women. For women, Being Resilient, Reforging Life aptly described the interplay between the dimensional, stmctural and process
based constmcts that they experienced throughout their recovery. Despite visible gaps in
the access and duration of supports which coincide with vulnerable times in their ACS
management trajectory, women show resilience and determination as they take on the
task of learning how to mitigate risks during the early recovery period. In the absence of
supp01is, these women actively developed risk management support systems as a strategy
not only to supp01i their own risk reduction activities, but those around them as well.
They reconstmcted their priorities and re-forged their life patterns to integrate risk
mitigation activities across their environments and routines.
During the early recovery period, women's risk mitigation process was comprised
of three main stages: Protecting Oneself; Supporting Self and Others; and Re-designing
Life. Each of these stages was connected by the core category of Being Resilient, Reforging Life (Figure 1). In the first stage of risk mitigation, women actively buffered
themselves from perceived threats to their health. This stage of risk mitigation
commenced when women contacted medical services and extended throughout the early
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recovery period. Women' s construct of risk was influenced by innate structural
conditions such as disturbances to their physical, psycho-social, and emotional
dimensions as well as their level of independence and access to supports.

Figure 1 Core category and phases of risk mitigation during the early recovery
period among mid-life women following an ACS event

Core Category
Being Resilient,
Re-forging Life
Stages of Risk Mitigation
(Structure I Process Interplay)

Protecting Oneself

Supporting Self
& Others
Re-designing Life

I

;I

Dimensions

Protecting Oneself
Protecting oneself was a composite of 3 interrelated sub-stages: facing challenges,
being changed and managing change. Within each of these sub-stages, women used three
common strategies as a means to protect themselves from risk: asking for help, avoiding
threats, and restricting activities. These strategies were influenced by women' s ability to
access supports and their level of agency, determinism and independence. These
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strategies will be described first as they appear within each of the sub-stages or risk
mitigation. Then each of the sub-stages will be discussed and explained in the context of
influencing micro and macro level dimensions within the early recovery period.
Strategies in Protecting Oneself
Asking for help was the first strategy women used to mitigate their risk in the
context of an ACS event. Although none of these women associated their symptoms with
having a heart attack, they activated emergency medical services once they had
determined that their symptoms were significant and they were unable to mitigate the
symptoms on their own. Asking for help was used as a strategy to mitigate risk when the
perceived risks to their immediate health condition were high. In each case, these women
had activated EMS services within 30 minutes of their ACS symptom onset. Asking for
help was associated with a dimensional shift in power which positioned women in a
dependant position to others. This strategy was used during the first few weeks of
following the ACS event, but had limited application after this phase of the early
recovery period.

A voiding threats and restricting activities were more common strategies that
women engaged in when the immediate threats to their health were considered low.
Women retained their level of control when engaging in these strategies. A voiding
threats was a strategy used throughout the early recovery period as women often made
radical changes to their lifestyle as a means to protect themselves from as many risks to
their health and their life as possible. Access to risk mitigation supports were uncommon
within the first weeks to months of recovery. Within this context, women took on an
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increased level of agency, determinism and independence to make and sustain risk
mitigation activities. Often, through this strategy, women were able to maintain
comprehensive risk mitigation independent of structural or dimensional barriers that
would otherwise impair risk mitigation activities.

Restricting activities was another common strategy used by women during the
first few months of their recovery period. Structural conditions such as interpretation of
driving and activity restrictions communicated by health care providers in the hospital, as
well as physical and psychological disruptions experienced commonly experienced
following a heart attack contributed to the perception that engaging in activity may
increase the immediate risk of heart damage. In the absence of experienced support,
women were reluctant to engage in physical activities during this early recovery and were
more likely to remain inactive until appropriate supports were made available (i.e. access
to cardiac rehabilitation).

Facing Challenges
A heart attack is a life changing event which is often characterized by an
immediate life threatening phase and a lifestyle changing, chronic disease management
phase. Thus, survivors of a heart attack face changes to their life that extend far beyond
their acute hospitalization process. The process of risk mitigation encompasses the
trajectory of their heart attack, from symptom onset to long term management.
Women are often described in the literature to delay seeking medical attention for
their heart symptoms. With a heart attack, time delays can result in permanent tissue
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damage that may weaken the heart and increase the risk for disease related morbidity and
death. Thus delay in seeking medical support increases an individuals risk for current or
future health problems and is an important phase in risk mitigation.
Although all of the six women in this study activated emergency medical services
(EMS) within the first half an hour of their heart attack symptoms, half of these women
experienced significant delays in their STEM! diagnosis and treatment. This was an
unexpected finding in a city with a well established emergency care pathway for the
identification and primary PCI treatment protocol for STEM! patients. In two cases,
these women describe their EMS encounter as a traumatic event and were concerned that
a result of this encounter, delays in treatment for their heart attack had contributed to their
extent of heart damage and subsequent risk for poorer health outcomes. These women
clearly demonstrated an interest in protecting themselves from their efforts to activate
early medical attention. However, within this strategy of asking for help, they were not
always able to succeed in their risk mitigation efforts due to barriers they experienced in
accessing medical treatment.
Not only do delay' s in acute care treatment during the ACS event position these
mid-life women at a higher risk for heart damage, but their experiences in early risk
mitigation were traumatic. This trauma left them vulnerable for future health risks as
their trust in the emergency services was damaged as a result of how tlieir initial call for
help was addressed.
(F-05) "When I told the guys (EMS) when they came um
and I was hyperventilating at the time which I didn't know,
but I know they were telling me to, to calm down and then
they told (my husband) that she's probably got a bad, (then
to me) you probably have a bad sore throat! And I looked
at them so oddly because I thought there' s, there was
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nothing wrong with my throat this morning. Nothing
wrong with my swallowing, but that's what they thought.
So they said you, you know we can take you to the hospital
now, but you ' ll have an eight hour wait in the waiting room
or what was my other option? Oh phone your family
doctor and see if you can get in and she ' 11 give you an
antibiotic for your sore throat_and in the meantime take
some painkillers. Well they talked to (my husband) and I
both. Kind of directed more of their comments to (my
husband). And they left ... "
(F-03) "They said (rate your pain) on a scale from 1 - 10. I
said 10. 10. I said you've got to help me. They wanted to
press there I said "No, please don' t! Please don ' t! " It just
hurt so bad. I didn't want anybody to even, you know
touching that area and they got kind of sniffy with me.
Um, they hooked me up to some kind of a monitor I guess
to check my heart and at that time it must of looked good
still. So they said basically to each other one said to the
other, should we get the stretcher? (the other one said) No
she can walk to the ambulance. And my mother was trying
to put a housecoat on me because that was one of the days
that it had snowed and I was in nothing but pajamas and ah
they said no she doesn't need it. And they each grabbed
me, one, by one arm and I have quite a bruise on one elbow
from one ah and they marched me down my, the hill on my
lawn. And he had me climb up into the back with my
slippers on, in the snow. I was in so much pain and I don't
think when you 're having a heart attack that that's probably
what you should be doing. Then on the way there (to the
hospital) my heart started doing some really funny stuff I
told the, the attendant you, you better look at this
something is going wrong cause I could feel it and then it
was like I'd caught them completely off guard and I felt
that way. I knew that they were like he even said to me at
one point ... "You've surprised me and then he told me very
few people stay awake through that" - whatever happened
and that made me feel even like more panicky like
whatever's happening obviously is serious because most
people don 't even, even stay conscious through it. ... there
wasn't any comfort or reassurance at all from them."

As a means to protect themselves, these women put their trust into the hands of
the attending hep. In all cases, women ultimately found themselves relinquishing their
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control to their health care providers in order that their immediate life-threatening
condition could be addressed. Once women relinquished risk mitigation activities to their
health care providers, they remained dependant upon others to have their early recovery
period needs addressed. However, these women soon identified gaps between their
perceived hospital and home needs as part of their way of protecting themselves
following a heart attack. Women expressed that they did not feel that adequate attention
was being directed into helping women to recovery once back into their home
environment.
(F-01) "At no time, anyone ever asked ifl was going home
to a house full of little children. A house, where I was
going to be by myself like nobody asked me like they
might of had that information through incidental
conversation, but nobody said to me when you go home,
are you going to have seven loads of laundry and three
children under the age of five or something like that .... I
couldn't believe that like they just sent me home, and they
didn't even ask if there is going to be anybody at home to
help you out, what support systems do you have or are you
going to have to do everything for yourself that really,
really surprised me .... Nobody who was treating my heart
attack treated my life ... the bigger picture of my life."

From an early point in their recovery period, often even before hospital discharge,
women were making arrangements with family members or friends to manage the first
week or two of domestic activities such as laundry, grocery shopping, light house
cleaning, childcare, yard work and cooking. Anticipating the challenges that
accompanied surviving a heart attack, women commonly asked for help from their social
network and delegated role related activities to others in anticipation of their discharge.
Asking for help and being dependant on others was considered a necessity during the
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early weeks and represented an important stage in facing challenges once back in their
home environment.
Common among these women was their recognition that, in facing challenges,
they would need to recruit support from others to accommodate the changes to their
normal routines and activities of daily living. Making a plan was a key stage within the
sub phase of facing challenges which allowed participants to maintain a level of control
over their recovery and risk mitigation activities will recruiting some additional support
to maintain activities of daily living. Making a plan represented a mental preparation for
adjusting to the physical, emotional, psychological and structural challenges that they
faced in the early weeks at home after their hospital discharge. This sub-phase extended
throughout the first four week period following their event. Risk mitigation activities
were influenced by innate structural barriers such as imposed driving restrictions and
medical leave from work. These barriers were sources of stress as they limited women' s
ability to access services, resulted in women being dependant on others for transportation,
and resulted in a reduced income state.
(F-02) it took, probably took about a week when I got
home, suddenly realized okay ... what do I do. Um, and I
remember sitting down and just kind of trying to get passed
the whole feeling sorry for myself.... Once I got passed
that, it was okay, fine, what do I do. Have to get organized
with the money, I have to call work, find out what my
reduced income on short-term disability is going to be and
how long can I get short disability, what happens next, the
other, getting, getting all the financial things in place
because you have to keep a roof over your head. So you
need to alleviate some of your stresses, so the, the, the
normal stuff, I felt had to be dealt with first. Am I going to
be okay paying the rent on time, am I getting my utilities
paid on time, um, better find out how much do I owe
everybody, um, just all the practical stuff first. . .I think if
you don' t have the practical things in place, um, you, you
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gonna worry yourself into the ground. Um, and I didn't
want to be doing that. Um, again, its not just about me, it's
the fact that I'm looking after these kids. So, I have to
make sure I can do all that. So I spent the first day or so
um, sitting down the calculator working out the worst
possible scenarios. Okay, if this happens, can I do this, if
this happens can I do this, what happens if the insurance
money doesn't kick in, ... all these things .. . . And I felt
like there is nothing else I can do ... .I've got all the
insurance documents. You have to wait for 31 days to
claim any, most of your insurance. Which I didn't know.
Which I thought was rather hysterical, right. I've got, got
the documents, I know who to go to for all the supporting
documents, that side I don't, you just wait. That's out of
the way. Short-term disability is in place through work.
Fine. That' s okay. That' s dealt with. I can pay the rent.
That's off the list. Because I knew the to-do-list of things
that I had to do"
Making a plan included activities such as delegating activities to others and
subsequently orchestrating social support systems to look after domestic activities
(including care of dependants), negotiating with employer for short term disability
coverage and return to work planning, arranging for transportation to health care support
services. Although role activities were redistributed among support systems during this
phase of recovery, having a plan secured a level of control among these women which
sustained their connectedness with their pre-heart attack roles.

Although women tried to anticipate their early recovery needs, once they were
discharged from hospital they reflected on how surprised they were about the changes
they appreciated both on a physical and psychological level. As such, women identified
that the hospitalization period was neither an appropriate time nor setting in which to
conceptualize and address their risk mitigation needs.
(F-01) "I was absolutely shocked because I was feeling
quite invincible when I was in the hospital. Once I came
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out ofICU and I thought I would have to come up to the
hospital for some appointments about well, I can just walk
up the hill. There's no way I can walk up the hill I am just
blown away by this I I'm not kidding."
Women' s environment was important part of their recovery process. They valued
the protection that being back in their own home afforded them. The women described
the hospital environment as difficult place to recover. Despite having access to acute
care treatments, the context of the hospital was not conducive to recovery or meeting risk
mitigation needs of these women. Once discharged, they actualized new strategies to
minimize perceived threats to their recovery and overall health. Their home provided
comfort and security as a structural barrier which protected them against risks that
jeopardized their recovery during the first two weeks following their hospital discharge.
(F-06) "You need that time alone when you come out of
the hospital. You just, the, the quiet because so much is
going on ah and they ' re doing so much with you and
there's always nurses and of course you 've got your
roommate
(F-01) "You just, the, the quiet you almost want to be left
alone for awhile ... .It' s you know it' s, it' s a part of healing
process and, and kind of look for night time so that you
know, you can, you can sleep and be alone."

Disruptions in their physical, psycho-social and emotional dimensions were
interpreted to be related to their heart attack experience, and reinforced the changes and
need for changes to occur as a means to protect themselves from further disruptions in
their life. Most of these women described the first few days to weeks from their
discharge as overwhelming and felt feelings of fragility, apprehension, anxiety and
vulnerability given their recent health event. They interpreted the first few weeks
following their hospital discharge as the most difficult time in their recovery period. In
Page 54 of 122

appreciation of the changes and challenges they were experiencing, they presumed that
they would receive early access from specialized health care providers to support them
through this difficult period.
For some, the changes and instructions received from the hospital were difficult to
interpret. In the absence of early follow-up, some women found the changes
overwhelming and where unable to construct meaning from these instructions.
(F-05) "I can't really read those x-rays clearly. I'm just
assuming that this is the artery. I think it's very good thing
to do (have angioplasty) ... .. I don't remember, but it's not
impo1iant anyway with the medications and stuff, like how
am I supposed to remember the papers. Yeah there's a lot
things."
More commonly, women interpreted gaps in their understanding of hep
communications in more extreme ways which resulted in radical changes to perceived
lifestyle risk activities. These interpretations often maximized the threat to self resulting
in increased stress and psychological disruptions.
(F-03) "Yeah, you they don ' t explain that to you why
you're not allowed to drive. They just tell you your not
allowed to drive. So you think to yourself and it leaves you
to think thoughts like oh maybe they don't want me to
drive because they think I'm gonna have another heart
attack maybe and they don't want me on the road when I'm
having it. You, you start reading things into everything that
nurses or doctors have told you."

Women identified the first weeks following their event as a critical phase in their
recovery. During this phase of recovery, women were making dramatic changes to their
life and were often struggling to cope with the feelings that they had been changed as a
result of having survived a heart attack. Despite their lack access to timely supports
which they believed would provide them with much needed direction through this abrupt
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change period, these women displayed resilience and perseverance in trying to do
everything right to protect themselves from further problems with their health.
Citing a lack of specialized support when they most expected it to be made
available to them, women quickly assumed mor control into their risk mitigation
activities. Women shifted from their dependant illness role to a more autonomous self
care role usually within the first one to two weeks of returning home. They used avoiding
threats and restricting activities as their main strategies in risk mitigation. These women
were committed to doing everything right to protect themselves from an increased risk of
future heart attacks.
(F-01) "If you've been told that the (cardiac rehabilitation)
clinic is your resource for learning and, and accelerating
your activity level and all this kind of thing, well then I
want to be there and be doing it or I want some kind of
input from it. So I'm still I'm waiting like it's hurry up and
wait. Yah, go home, get discharged from the hospital as
soon as possible and then go home and sit and wait for
everything to happen, and apparently things didn't really
happen .... so you have to be in charge of yourself
apparently."

Being Changed
Survivors of a heart attack experience often profound disruptions in many aspects
of their lives. These disruptions change the context in which survivors understand and
interact with the world and subsequently their sense of identity within the world. In this
was, the women in the study described changes from who they identified themselves as
being before the heart attack, to who they had become as a consequence of having
survived the heart attack. Being changed is identified both as a sub-phase of protecting
oneself in that through being changed, allowed these women to see themselves differently
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in their world. This in tum modified their action/interaction with their world in a way
that guided their ability to identify and mitigate risk.

These women felt changed through the act of having a heart attack. Their life had
changed and they no longer felt that they were the same person that they had been before
the heart attack. Being changed was likely influenced by the composite of the women's '
ACS experiences as they provided very rich descriptions of their heart attack symptoms,
hospitalization period and early recovery during their transition to home which often
preceded them making comparisons between whom they were and who they had become.
Often, these comparisons emphasised the abruptness and stark contrasts associated with
this change.
(F-05) "I was fine one day and then all of a sudden the next
day life changes ... I'm still just a little amazed by that you
know like I say I was fine the day before, I was fine that
MORNING .... and then everything changed. And then
everything just went ppfff just like black and white."

The women in the study expressed a heighted awareness of potential threats to
their health and wellbeing at the early stages of the recovery period. In the in vivo
concepts of "old but new" women describe how they felt changed as a consequence of
their heart attack experience. Through this process, women saw their routines and
conditions of their pre-heart attack life with a heightened perception of risk. Although
this is associated with feelings of vulnerability, apprehension and anxiety, through this
process they appraise the choices they had made in the past in the context of the possible
causality associated with having a heart attack.
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(F-06) "Everything has this different um look a different
feel to it. Everything is sharper, everything is different, do
you know what I mean? Everything is old, but new."
Thus the concept of "old but new" included the deliberate weighing of choices in
the context of their sensitivity to protect themselves from subsequent heart damage. The
result of this process was a formal re-patterning of life choices as a dimension of their
Re-forging Life. Resilience is demonstrated as women move outside of their comfort
zone to re-learn and re-pattern the activities of this Re-forging of Life process. From this
re-forging, they re-emerge from their early recovery period with a desire and ability to
support themselves and others in risk mitigation activities in a variety of environments.
These feelings placed limits on the types and activities that the women were
comfortable engaging in and contributed to their need to protect themselves. Often, these
feelings of anxiety and vulnerability were heightened in situations outside of the
participants' home setting. As such, there exists a potential for women to become
isolated during this period of recovery as they delineate or create protect a certain
comfort level that they re-establish in their home environment but have not yet expanded
to outside networks. To protect themselves, women actively limited the physical,
emotional and social activities which they engage in compared to their pre-MI routines.
This buffering process acted to shrink their social, emotional and physical world into a
more manageable size.
(F-0l)"You know it's .. to me it seems like this fragile thing
that I'm protecting right now, and I know I have to do
that ... I would say that in the last three days I really need
some distance."
(F-02) "You got to do the work. You got to be conscious
of what you are doing. You have to be conscious of the
situations that you put yourself in. Um, for me, because my
children are 13 ½ months apart, when those two go to bat its
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like war and I acted (like) a referee the last year 18 months
because they are in the probably the worst elements of the
teens that you can get. Um, and I have backed out of it
now. I have absolutely no choice. It' s either that or I get
wound up and war ensues verbally and its my God don ' t go
there."
In most cases, there was a sense of loss for the self that they had been prior to the
heart attack. In some cases, the sense of loss was profound as some of the women
struggled with feeling depressed as a consequence of their heart attack.
(F-03)" I think sometimes that maybe some of the reasons
why you get depressed if you have been an independent
person and um all of a sudden your this timid little
dependent person who, who you realize that's not who you
are. That's not who you've been your entire life. And all of
a sudden your, you have all these terrible feelings and, and
worries and anxieties that you've never had before .And
you start to wonder am I, is this who I'm going to be for the
rest of my life because I sure hope not because I don ' t like
this person."
This loss of self, however, was balanced by a new appreciation for life and
gratitude for having survived a life threatening event. Being aware of and needing to
mitigate their perceived health risk was a point of comparison women made to
distinguish who they were before and how they had changed as a result of the heart
attack.
(F-05)"I was so blue today, but just thinking about
everything you know like suddenly I, I have to quit
smoking .... But, well you know you k:ind of take one for the
other, at least, I survived this heart attack. "
(F-03) "They have to do that to save your life and its not
that I'm not grateful I'm totally grateful to them but it isn 't
just physical trauma, its emotional trauma and I think in
some ways it, that' s the hardest part on you and it wears
you down just as much as the physical and that's what I
think um maybe isn't addressed as much as it should be."
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Care was taken to avoid situations or activities which are perceived to impede the
healing of their heaii (i.e. withdrawing from stressful situations, refraining from aerobic
activity). As well as actively avoiding perceived risks women actively engaged in new
behaviours which they believed would aid in the healing of their heart. Changes to diet,
smoking cessation, taking medications and avoiding stressors were frequently cited
activities that these women engaged in to mitigate their risk.
This down-sizing of their life was necessary during a time of their life that seemed
overwhelming. Normal activities such as grocery shopping, or going for a walk around
the neighbourhood seemed like an insurmountable task. Everything that they knew
before seemed different; like it was being performed for the first time. This sense of old
but new cross cuts between the concepts of protecting oneself and re-forging life and is

thus was an important component in the development of the core category Being
Resilient and Re-forging Life. Through this interaction in which, having changed as a
condition of having a heart attack, women re-pattern their life in an attempt at mitigating
their health risks.

Managing Changes
Managing changes represents the final sub-stage in protecting oneself. In this
stage, the women actively engage in behaviours which they believe are important for
their heaii health. Often, they make extreme changes in their lifestyle as a means to
protect themselves from recurrent heart attacks. This stage for most of the women
coincided with their return from hospital and provided the foundation for future
sustainable risk mitigation activities. This stage is further innervated with wanting to do
everything right and being motivated to making changes. Wanting to do everything right
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relates to the interplay between following the directions from their cardiologist and
feeling grateful for having survived the heart attack. In this sub-stage, women engage in a
number of heart health management strategies. During this sub stage or risk mitigation,
women introduce into their daily activities approaches which they believe will enhance
their control over their health and thus mitigate the possibility of worsening health
conditions.
For most women, family supports diminished after the first two weeks during
their home recovery period. This stage of recovery and risk mitigation also incorporates
an information gathering component in which participants are anticipating early support
and guidance among cardiac care experts such as cardiologists and cardiac rehabilitation
programming. Although wanting access to support is identified within protecting oneself,
none of the participants were afforded access to these supports during a time in their
recovery when they most expected it to be available.
(F-01) "It's a long time from the time you have your heart
attack right (to when you see your cardiologist). Three
months later,- I just think they'd want to see you before
three month but I guess they know right or you assume they
in that time frame I guess they figure that' s the time frame
right? So I called him (the cardiologist) and told them that
I was home, but like that Rehab thing I mean I haven' t been
called about that at all or anything right? Nobody has called
me so I just kind of (have a) heart attack and come home
and you're here."
In the absence of supports, women assume a greater degree of agency over their
efforts to mitigate risk early after their heart attack. Achieving control in their ability to
resume their roles may provide the additional training which lends itself to a more
successful transitioning between home and work environments with respect to sustaining
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risk mitigation activities. This process reflects more of an awareness of managing a
chronic disease condition
(F-01)" If it's going to be it's up to me I think that's how it

goes. And so that's seems how it is."

In the context of physical activities, however, the women were reluctant to push
themselves physically as the perception of feeling fragile and not knowing what their
boundaries where, and not having a measuring stick by which to gauge their progress. As
such, women were more likely to err on the side of caution and remain inactive or less
active than they had been previous to their heart attack.
(F-03)"I'm constantly aware if I'm starting to hit you know
loose my breath and then I want to sit down for a few
minutes I'm scared to push myself. I'm scared to find out
what it would take before I'd have any chest pain. I don't
ever want to feel that again."
Motivated to making changes is a consequence of women's heart attack
experience, specifically their pain experience from symptom onset to angioplasty,
directions given to them by their cardiologist, their understanding of residual narrowing's
in their coronary blood vessels and their overall belief that, having survived a heart
attack, they had been re-gifted with life.
The women's reflections on having survived a life threatening event served as
profound motivators of making changes. These motivators were further characterised as
having either negative or positive qualities. Negative motivators primarily were
associated with the pre-MI treatment phase. For some of these women the heart attack
experience was described as a traumatic event which they would do anything not to have
repeated.
(F-03) "You know if they said we're going to amputate
your foot and, and that will make sure that you' 11 never
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have another heart attack I'd say here you go take her off. I
never want to do it again and I will do what I have to do to,
to increase the odds that I won't. I really will if, if that's a
heart attack is a pretty life-changing event and if it, if it
isn't then I think you've got a real death wish."
In each case, women also expressed gratitude in being given a second chance at
life and used this experience to make positive changes to their life. Women commonly
expressed an interest in modifying their life risks not just for themselves but as a
responsibility they have to their family. Having adopted a more active role in their life
and having resumed more control in their decision making activities in association with
their household roles, they were more inclined to see management of their health as their
responsibility and appreciated that they needed to invest the time and energy into
managing their health.
Although women perceived their heart attack to be a once in a life time event and
as such did not believe they would ever have another heart attack, they often made
extreme changes to their lifestyle in response to having survived a heart attack. Women
commonly believed that the angioplasty procedure fixed the diseased blood vessel, thus
providing them with protection from future heart attacks in that area of their heart
vasculature. Women's interpretation of the angiogram diagram varied, which made it
difficult to understand whether these women were able to appreciate that their heart
attack was a sequelae of a broader chronic disease process.
All participants in this study received angioplasty as a treatment for their heart
attack. The process of risk mitigation appears to be primarily driven from the heart attack
experience and not from having had an angioplasty procedure. In contrast, the structural
conditions and dimensional influences associated with risk mitigation activities such as
accessibility to cardiac care systems and the loci of control in accessing these supports,
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does appear to be influenced by both ACS classification (i.e. mobility restrictions differ
between STEMI, and NSTEMI) and treatment selection (i.e. length of hospitalization
following medical management only versus PCI or CABG).
(F-03 )"The medical professional did their part in trying to
educate me. I don't know if I did my part as well, but I will,
I will get to it"
Additional structural barriers created challenges in women' s interest to mitigate
risk. Lack of timely supports, unmanaged addictions, generic instruction on activity
levels, fragmented follow-up care, inadequate assessment of women's risk management
needs in hospital, barriers to accessing cardiac services, mechanisms which position
women in a dependant role in the management of their health, perceptions of having
experienced a traumatic event, and disruptions in psychological and emotional
dimensions were associated with a more challenging recovery period. Surviving a life
threatening event was a powerful motivator of change in the process of risk mitigation.
This agency to change was enhanced through women' s interpretations of physician
directions during their hospitalization period and a desire to do everything right.

Supporting Self and Others
The middle stage of risk mitigation in women commenced between four to six
weeks into the heart attack recovery period. This stage was characterized by increasing
levels of independence and access to supports that were associated with the women
resuming driving privileges and returning to work. This increasing level of control
marked a transitioning point for women in two important ways.
First, women moved from the boundaries of their protective comfort zone that
they had established during their initial phase of their recovery period to reconnect with
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the outside world. Second, they developed strategies to sustain risk mitigation activities
their expanded environments as part of their reconstructed identity. This stage of risk
mitigation was further contextualized by two sub-stages: Going from Zero to One
Hundred; and Reflecting Back - Moving Forward. Dimensional features identified
within this stage included expanded roles and increased loci of control.

Strategies of Risk Mitigation During the Middle Phase of Recovery:
As these women progressed through their recovery period they became more
aware of the need to reintegrate into their pre heart attack life. In addition to their
returned symbols of an independent life (ability to drive and return to work), by four
weeks into the recovery period, women were motivated to reconnect with their supp01i
groups and move forward with their new life. Moving outside of the comfort zone: doing
the work (taking the bull by the horns): and developing new support structures strategies
that these women employed to move from protecting oneself to supporting self and
others.
Going from Zero to One Hundred
At 4 weeks post event, driving restrictions were lifted and for most of these
women, they were being re-introduced into their employment roles. The resumption of
"normal" activities, howev~r did not seem to correspond to improved accessibility to
CAD risk reduction programming.
(F-01) " It just didn't make sense to me that I would be off
work for four weeks and not be going and utilizing that
resource (CR)."
In the absence of catered return to work guidelines from their cardiac specialist,
the beginning of this phase of recovery was described as going from zero to one hundred,
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in that everything they couldn' t do 29 days after their heart attack was now permissible
30 days after their event.
(F-01 )"Like do you go from zero to a hundred in all of a
sudden, like for four weeks to do nothing and all of a
sudden boom, the day comes you can do everything. You
can drive, you can go to work, you can vacuum, you can do
everything. Like who, who sets the rules?"
Returning to n01mal activities including work meant that they would need to
extend the safe boundaries of their home setting and subject themselves to unfamiliar
situations all over again. After four weeks, women found that they were now expected to
expose themselves to those situations and experiences that they had tried to protect
themselves from during their early recovery phase. As well, these women reported that
the return to work instructions given to them during their hospitalization period lacked
assessment of either their recovery status, or their work environment activities.
(F-Ol)"They say that you can't work for four weeks, but at
no time did they discuss with you like, would you go back
half days, would you go back two or three days in a week.
They don't discuss an amended work week or anything they
just say okay your off work for weeks, but when you do
you actually have that discussion?"
A coordination gap between hospital and structured CAD risk programming (CR)
and a lack of responsiveness in assessing mid-life heart attack survivors needs resulted in
the commencement of CR during a time when these women were transitioning back into
their work setting. For some, this conflict between choosing between work and
paiiicipating in risk management programming adding an additional layer of unwelcomed
complexity during the second transitioning phase they experienced following their heart
attack.
(F-04)" (I don 't know when I can) go to rehab because if
they' re going to call me when I get back to work I can' t do
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it then, because I'm at work so you know if they say well
this is important, which I'm sure it probably is I mean you
need to do this well, but I need to work too so I don' t know
you know how that's going to work right cause I mean
they' ve got me going back to work."
Reflecting Back - Moving Forward
In the second sub-stage of supporting self and others, the women were constantly
constructing and reconstructing their identity in the context of their home setting. The
transition between their home base recovery setting to their return to work setting was
compared to their transitioning between their hospital and home environment, and
similarly, renewed feelings of vulnerability, fragility and anxiety.
(F-01) "I'm probably creating more anxiety than I need
because I'm seeing, that is going to be a big transition going
back to work. In the same way that coming home from the
hospital was a big transition. And I felt great, I felt
invincible in the hospital and I got home and found out that
that I was quite the opposite ... and so I'm fully aware that
even though you're at home and your functioning fine and
you're feeling good okay." I can go to work now and do a
full day's work". That's not going to be the case, I know
100% that the energy that you have at home isn't going to
be the same as soon as you get out of the house and you
have to deal with all of things."
For some, they were trying to prepare themselves for their return to work by
focusing on how much change they had experienced during the first few weeks following
their heart attack. One woman who was finding it difficult to maintain risk mitigation
activities alone was eager to return to the social support system at her work.
(F-05)"But I just noticed it today cause I do have a desire to
go back to work, a big urge to go back, just to be with the
people. I don't like being at home."
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For those women who were not employed prior to her heart attack, they both
described the need to move outside of their protection of their house. In each case, these
women focused on the positive aspects of reconnecting with the outside.
(F-06) "It, it's, it's like um you don't take things for
granted anymore. You do take life for granted anymore,
you appreciate a lot of just, just going ah for a short walk
and sitting on the bench and watching the world go by.
You know taking a minute um to take what, smelling the
flowers and I'm learning to be very good at that. "
A few of the women interpreted this lack of access to follow-up care as a message
that they were not in danger of having another heart attack. Despite this interpretation a
need for support remained and commonly, women actively pursued an interest in
developing social support systems that would assist them and others in sustaining risk
mitigation activities in their work environment. In this way they developed strategies to
not only support themselves, but others in mitigating risk.
(F-03)"I've made a friend, a friend of mine who was really,
he was, he quit smoking with, with me. He was a really
heavy smoker and I made him promise me the other day to
go for a cholesterol check ... .I had one son who smoked.
He's quit smoking."
In moving through another difficult transition period, these women again
demonstrated resilience and fortitude I their "take the bull by the horns" and do the work
approach to re-forging life following a heart attack.

Re-designing life
In the final stage or risk mitigation during the early recovery period, women
redesign their life as a means to sustain risk mitigation activities. The priority among
these women was to in achieving a balance between their roles, responsibilities and risk
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mitigation activities. This stage is further deconstructed into two inter-related sub-stages:
Prioritizing Life/Sustaining Changes. The strategy used to accomplish this final stage of
risk mitigation was finding balance. Finding a balance was a strategy used during the
final weeks of the first 3 month recovery period when access to cardiac follow-up
activities such as the CR program and cardiology visits occurred.
For most women in the study, access to these services was value added. Although
access to these services came at a lower needs time in their recovery period and
interrupted with their work or home roles, these women took the opportunity to connect
with additional risk mitigation supports as a way to sustain balance between work and
health. This strategy supported and enhanced women's ability to sustain risk mitigation
activities months after their heart attack. For some, it provided the first opportunity in
months to resume activities. Although most of the women had resumed their work roles
months before, they were reluctant to engage in strenuous physical activities they until
they had received sufficient direction and support from a cardiac specialist.
For others, finding a balance provided the necessary guidance in re-patterning
their activities to accommodate their roles and responsibilities.
(F-06) "I have to make sure I remember bags in my car
when I go grocery shopping so that ,the bags aren't too
heavy for me. Again I' 11 think I will I can leave them until
(husband) get' s home from work because he has offered to
bring the groceries in, but um so I ah you know make sure I
have enough bags it means I take more trips back and forth
but .. yeah you modify it (activities), yeah you do."
Once they were able to access a cardiac rehabilitation program, they commented
on how this may have been better positioned to coordinate with vulnerable times in their
recovery period, having lived through these stages with minimal social support.
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(F-03)"1 thought that there really could have been maybe
some sort of a group like um that the Cardiac Center should
offer some kind of group therapy because there ' s nothing
that does, does you more good is to know that you're not
the only one in that commune .... sometimes it's just more
reassuring to know okay, so, so they're afraid to go out and
drive the first time too."
Prioritizing Life / Sustaining Changes
As described earlier, changes to lifestyle were motivated by a sense of gratitude
for having been re-gifted with life following their heart attack experience. A reminder of
this gift of life was never far and continued to promote and sustain daily risk mitigation
practices throughout the first 3 months of their recovery period. This demonstrates the
sustained motivation to make and sustain risk mitigation activities months after the heart
attack experience has occurred.
(F-06) "In some ways I, I'm grateful for my heart attack
and that 's something new on my, I'd say it started maybe
two months after my heart attack. I'm grateful for it
because it's made me realize how precious it is and how
fragile it can be sometimes."
(F-03)"Going for a walk with my dog on a nice day and
feeling so much pleasure just enjoying that moment and,
and feeling the wind on your face, seeing the sun hitting the
leaves and thinking my God I almost didn't get this. This is
something I wouldn't have and sometimes when you're
having a really good day it hits you and you think if those
doctors hadn't been so sharp, if they hadn't done this, if
they hadn't done that, I wouldn't be here and I wouldn't be
having that and it makes you very grateful."
One of the women had sustained disruptions to her life as a consequence of self
reported depression. Despite her significant challenges, she continues to demonstrate
resilience and termination in her efforts to sustain risk mitigation activities after five
months following her heart attack.
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(F-03)"1t's the hardest I've even gone through. No doubt
about it. I mean I think that if I could wish one thing that
spends more money on research it would be the depression
aspect of it. I mean I've spoken to so many people now
that have heart attacks and men, big tough men who've told
me how they've sat there and blabbered like, like babies
and just literally felt like they would never pick up the
pieces and some of them you know it was a good year
before they did. Um and that just can't be good for your
health in general. You're trying to get over your heart
attack .. .build up your strength, do all these things, and you
have this just this, just this weight crushing you down.
Valentines when you say the heart you know and you'd
always just think that's sort of just symbolic, but then you
have a heart attack and you wonder if there isn't some
connection between your heart and emotions because
nothing else could ever I don't think could made me so
emotional, so saaaad."
In the following chapter, the early risk processes of men will be described and
explained.
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CHAPTER 5 - RESULTS - PART 2
Risk mitigation among men during the early recovery period

For men, the core category of early risk mitigation was Re-affirming Life Course.
For men, surviving a heart attack was associated with significant disruptions to their life.
These disruptions related to their impaired or suspended roles, activities and
responsibilities during their early recovery phases and interfered with their ability to
visualize how their life may have changed as a consequence of having had a heart attack.
More specifically, having experienced a heart attack, they experienced a loss of
independence, a loss of activity and a loss of control over many aspects of their life.
As they transitioned through their recovery period, their understanding of risk was
determined to expand not only towards their risk from a health focus , but more-over as it
related to their life course. The strategies and construct of self that they developed during
their early recovery placed emphasis on achieving independence, resuming activity, and
returning to their roles and responsibilities. Through this approach, risk mitigation was
achieved if men were successful in reaffirming their life course.
The process of risk mitigation in men was comprised of three main stages: Being
Protected; Reclaiming Roles; and Taking Care of Business (Figure 2). Men found the
early phase of the recovery period difficult due to the loss of independence inter related
suspension of roles and responsibilities. Disruptions in their dimensional level of control
impacted not only on their view of themselves within the present and future context, but
also impaired their ability to mitigate stress as a common coping strategy used prior to
the ACS event was to keep active.
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Figure 2 Core category and stages of risk mitigation in men during the first three
months following an ACS event
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During their recovery period men focused on mitigating the risks that otherwise
impaired their degree of control over their life. This included developing strategies that
would result in a greater degree of independence, and a higher probability in reaffirm
their roles, responsibilities and life course. Specifically, these strategies were referred to
as: moving through the sick role; testing out the engines; calculating risks; and resuming
control.
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Being Protected
The initial stages of risk mitigation in the early recovery period reflect a more
passive approach to lifestyle changes and if supported, parallels qualities of adopting a
sick role. Men experienced profound disruptions in their life during the first 4 weeks of
their recovery period. Most notably, they experienced a loss of self, activity and
independence as a consequence of their heart attack. Although they often felt physically
stronger after their angioplasty, they were deterred from resuming activity and pre-ACS
event roles. Being inactive and unproductive was an added stress during their recovery
period as it symbolized their sense of loss and prevented them from constructing a picture
of what their future may look like following their ACS event.
Commonly, if the participant was married, their spouse assumed the primary role
of initiating lifestyle changes following hospital discharge. Over the course of the four
week period, however, there is evidence of a power struggle as these men engaged "their
protectors" for their right to reassume responsibility regarding their early recovery
activities and decisions. In the absence this spousal protector, direction on activity and
lifestyle modifications were deferred to family physicians as they were considered expert
sources of information among these men.
Going with the Flow and, Challenging for Control, are sub-stages within this early
process of risk mitigation. These sub-stages are modulated by the dimensional levels of
loci of control. In particular, the change from these sub-stages of risk mitigation reflected
a shift in their level of independence from loss of independence to regaining
independence. Most notably, this shift coincides with the 4 week mark, when medical
driving restrictions are removed.
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Going with the Flow
From the onset of the ACS event to approximately 2 weeks post discharge, risk
mitigation activities were primarily orchestrated through the efforts of their spouse, if
they were married, or through follow-up instructions received from their family
physician, if they were not married. During this time, men were often restricted in their
physical activities and instructed to relax. Similar direction was communicated by the
family physician and thus men became passive participators in their early recovery risk
mitigation activities.
This stage is further contextualized by participants' perceptions of being
restricted, in which activity, role and decision making responsibilities have been
suspended as an expectation of their adoption of a·sick role Men found being restricted a
source of frustration and stress. Being restricted disrupted their sense of independence,
as well as their level of determinism and agency. Being restricted in activity was
described as a deleterious activity as being active was viewed as a coping mechanism to
stress. As such, it was difficult for men, given these restrictions, to construct a picture of
their future. Being restricted impaired their ability to predict how there life course had
been altered as a result of experiencing an ACS event.
(F-06) "I haven't done any work in my garage ah but I've
sat and done some models and maybe done the dusting
around here once and other than that I haven' t done a lot
and that's not me .... Not that I can't, it's that I'm supposed
to take it easy according to the you know the doctors and
my wife so I'm trying to please them and you know okay
yeah I'll just take it easy."

Page 75 of 122

The changes imposed on their lifestyle through diet, activity guidelines, and
access to resources was heavily influenced by the strategies employed by their spouse.
Lifestyle changes were often extreme and were implemented based on the spouses
interpretation of risk. These often extreme changes in lifestyle amplified men's sense of
loss.
(M-06) "I get the feeling that I've lost a lot, like I mean
some for the good. Some, I mean, I couldn't drive for a
month, like today was the first time I've driven and only
going up the street and back. Um, I haven't smoked since I
had the heart attack. Ah I haven't had hardly any beer at
all. I like my beer you know, but don't have any of that.
Ah were, eating habits ah completely change and you know
my wife won't let me do anything, at all so you know. It
just feels like you, like your life, my life has totally
changed."
They complained of being unsatisfied with the changes that were being imposed
on them. They had little control over these changes and were subsequently not confident
that they would be able to sustain these changes.
(M-06) "Yeah she just wants me to get better like I
constantly feel hungry because you know I don't eat
anything anymore. You have vegetables, fruit and I eat
more, but I constantly feel hungry. And she said, she keeps
telling me well you have to get used to it. Well, no, I get, I
can get used to eating different. I'm looking at all the
labels on there, but everything you look at has fat in it.
Everything! Well how do you keep your fat intake down?"

Challenging for control - Tug of War
The experiences of loss of independence, loss of control and loss of activity as a
consequence of surviving a heart attack become increasingly difficult to sustain,
particularly when the men often returned home feeling physically stronger than they had
before they had their ACS event. These men became more vocal to their spouses about
Page 76 of 122

needing to be useful and wanting to be productive again around the house. The men
were eager to move into a more active role by resuming yard work activities, helping out
more around the house and planning return to work timelines.
Although there was apprehension within the first few days from returning home
from hospital with respect to engaging in activities often within one to two weeks post
hospital discharge, these men were more inclined to perceive doing exercise and physical
activities as an important step in assessing readiness to return to work as well as a means
to determine how if at all, their life course had been dismpted. Remaining inactive, and
restricted in their roles was perceived as being counter productive to their recovery as it
was believed to increase psychological stress during the recovery period.
(M-01) "Like youjust, just so tired just sitting there doing
nothing and not being allowed to do anything. Whereas if
you could be active and doing something that, it would, it
would also take your mind off everything because you are
sitting there thinking about it and eve1ything else."
Another man commented that being inactive was abnormal, signifying that it was a
further departure for him to take on these unfamiliar qualities as part of his recovery
process as they were not used as a strategy to cope with challenges in the past.
(M-05) "If I just sit and ah a lets say watch TV or just do
nothing, I feel like I get too lazy and I don't know. I'm
type of guy that I like go, go, go do something, do - don't
sit on one place and [ah] that's my - I think that it is better
for me"
At this time, they were more comfortable in testing out their engine and focused
more on conversations about ways in which they were interested in being more active.
As such, testing out their engine was a valuable measure of regaining a sense of normalcy
and control over their life. Testing the engines was an important part of their recovery
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period as it was seen as a point at which the participant could better identify with the
consequences or successes associate with their heart attack and treatment respectively.
(M-05) "Before if I walk little faster like ah 5 minutes first
day now even after 10 minutes everything is normal. What
I feel but if feel some problem that means something it's
wrong, but if I feel good I think that is one kind of sign that
goes better."
For one man, although the interest in testing out the engine was described, when
calculating risks, this individual was apprehensive in engaging in strenuous physical
activity without the support of cardiac specialists. His decision was further explicated by
his more isolated home location and the disturbances in physical, psycho-social and
emotional dimensions that he continued to experience following his heart attack.
(M-03) "I want to have the stress test done so you know,
have some idea what your limits are or where your
limitations are and how far you can really push yourself,
otherwise you may tend to be guarded with what you do, a
little bit more than push yourself a little bit more than what
might be recommended."
Testing the engines was an important strategy men used to construct their
understanding of themselves and their interaction with their world. Testing the engines
provided them with the information they needed to be able to anticipate how their life and
livelihood may have been affected as a result of having a MI.
(M-05)"I'm just was like a after week and a half, middle of
the last week, I just want to try walk that I see what
happened if my heart start going a little faster or that my
blood pressure go higher because I just do something like
exercise .... I do the machine and just go. So I, if
something wrong I- I will just stop and after 10 minutes
everything ' s okay. I get sweat, but no pain. Nothing. God
give me a little bit of strength to say yeah maybe you're
going to be okay."
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In preparation for initiating this strategy, men calculated the risks and constructed
an emergency plan to use in the event that they experienced ill effects of their increasing
activity level, in this way they were prepared to deal with possible physical limitations
and ill effects associated with having had a heart attack as a strategy to increase their
independence, roles and responsibilities.
(M-Ol)"Just like doing yard work, like its to go out there
and just cut the lawn, its no big deal, like I know what I can
handle and what I can't. If I get short of breath, or I get
tired, well then I quit,"
However, in a few cases the spouse disagreed with men's interest to test out the engines,
this acted as a deterrent for the participant to follow through with the plan to test out the
engmes. These competing perspectives were described by this participant:
(M-01) " She doesn ' t want me to do anything and it, its gets
kind of edgy .. .. and we get into a few disagreements and
everything else .... Just uh, like doing yard work and stuff
like that. I feel, I feel that I can feel myself, I know what I
can handle, what I can' t, but she is still is, says no you can't
do this."

Although for some men there employment setting was perceived to have
increased their risk of having had a heart attack, they commonly reflected on their work
roles during the interviews, possibly as a point of comparison between how productive
they were prior to their heart attack. Being productive was an important sub-stage in
their risR mitigation activities, not from a health management context but rather in an
ability to resume their roles and responsibilities application.
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The men perceived risk not just as a consequence just to themselves, but a
consequence to their family in the event that they were unable to maintain their role as a
financial and social contributor to their family.
(M-05) " It is gonna be a little bit problem because now its
ifl lose the money, I'm a journeyman and welder and ifl
loose that, that somebody like a doctor or somebody said
from today "You can't do that job! " What I am I going to
do? Be homeless? You know everything have to be cut
down like and from my first day that I came here I, I staiied
working until today. I don' t want to be, even if I would ah
(get) sick or I don ' t want to be homeless.
That's why I worry."

Having successfully transitioned through the early phases of their recovery
period, men were eager to resume a productive life again and felt strong enough to
successfully transition back into their work activities.
(M-03) "I was ready to go back to work and had a need to
go back to work. Ah, its, its nice to have some free time to
do some other things and catch up on some reading and
whatnot, but you still need to feel useful, so work was an
important factor in that so I went, went back to work about
two weeks ago"

Reclaiming Roles & Taking Care of Business
The last phases of risk mitigation are inter-related concepts since reclaiming roles
were understood in the context of their professional or employment setting. However,
the properties and structural attributes identified between these two concepts was
sufficiently different to warrant there distinction as 2 different categories. In particular,
the differences were noted based on the strategies men used within each of these stages of
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risk mitigation. For purposes of explicating these stages, it is necessary to show how
they differ by comparing them together in the same discussion.

Reclaiming Roles
Depending on the return to work guidelines they received from their physician,
this part of their risk mitigation process occurred between 4 to 12 months into their
recovery phase. Reclaiming roles represents a vulnerable period in men's risk mitigation
process. Having transitioned out of their illness roles, they were now expected to have
completed their recovery course and be able to perform in their employment roles to the
same level as they had done prior to their heart attack.
(M-03) "Its easier I think when you have the time to do it
yourself and you have those habits more engrained um
when you go back to work it seems to, its tough to fight the
old habits and they've, they're there the expectation is there
from your colleagues, but that's the way he, he is so that's
what we, that's what they would anticipate and its
understandable because that's how they know you. So, it's
a, it's a little bit of a- a tough struggle to try and change
other people's perceptions as well of your life-style."
Men found it difficult to transition lifestyle changes from their home to work
environments. Within days to weeks of being back in their work setting, most of the men
that had been protected during their early recovery period, now where re-engaging in the
activities that they had previously attributed to increasing the risk of their initial heart
attack.
(M-03) "I have lung vice still, I quit smoking all the time I
was away and then I ended up starting again two days after
I was back in the office not to the same extent but its just,
its totally illogical. I mean its it's a waste of money, I
mean you smell terrible, your clothes smell bad, you're, in
my opinion you're kind of a second class person if you're a
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smoker I mean it is just totally illogical, but I think it's the
bad habit and association (I) wasn't strong enough"
Although access to additional supports had been offered in most cases before their
return to work, the priority for men was to reclaim their pre-ACS roles. If they had
already successfully tested out their engines, there was less of a need to engage in formal
risk mitigation activities at this time in their recovery period.
Strategies used during this phase of recovery highlight a shift in the weighing of
their priorities. Risk was now calculated based on a composite of factors that relate to
their ability to perform their professional roles. Men's actions shift from passively
incorporate lifestyle changes into their home routines to a regained level of independence
in which resuming role responsibilities are place over cardiac risk factor management.
With their return to work, there construct of identify includes their regaining of control and
independence and provides them with the sense of meaning and worth that they had lost during
the first few weeks of their recovery period.

The priority then, is to reaffirm their role at work and to demonstrate to others
that, despite having had a heart attack, they are capable, autonomous and can continue to
be a productive member of their work environment. Within this approach, trade-offs are
made with an understanding that their priority while at work is to do work instead of
making adjustments to accommodate future health risk management strategies.
It is through this distinction between process and structure that the interconnected

stage of Taking Care of Business is defined. In Taking Care of Business, structural
features of the work setting create an imbalance in men's integration of lifestyle risk
mitigation activities. The work environment is a culture of work, a pattern of work, not a
pattern of health promotion or disease prevention.

Page 82 of 122

(M-03) "The expectation is that you ' ll be there to work so
there ' s not an awful lot of support to say if you need to go
for two hours for some physiotherapy ... its not open."
As such, to integrate process based roles that provide men with a sense of worth,
capability, and productivity ( the stage of Reclaiming Roles) which is an impo1iant phase
ofreconstructing identify, men make trades-offs which affect their health because to
have a role, one must position that role within an existing culture of work. In contrast,
two of the men that reported higher levels of independence once home from hospital had
sustained lifestyle changes in their work setting. In both cases, these men described their
work environment as a setting which was flexible to accommodating the strategies they
had developed to mitigate risk. In both cases, they were active participants in cardiac
rehabilitation programming at the time of the interviews.
(M-02) " (I) changed (my) eating, I'm exercising and I've
seen a nutritionist and I say I'm trying to stay in the 2000
calories, which could be a little bit too much for me, but it' s
a start. I've seen results. I have to see results or I don ' t
stick with it. I've been on, I went on a diet before and did,
did the exercise but not the, not the food. I didn 't see
results. I said "To heck with this. I'm not doing this."
Right Now I'm seeing results but ah it' s a combination. Its
not one thing. Right. It' s not just the eating, it' s not just
the exercise it's a little both of both right."
To compensate, men fit their risk mitigation priorities with their settings. When
men are at work, their priorities are to fulfill their role obligations within that particular
work structure. When they are at home, they fulfil the roles set out for them by their
family in accommodate lifestyle changes in the context of their home environment.
As such, they struggle to achieve a balance between work and health is illuminated. In
these cases, home is the setting in which disease risk management occurs. Although they
are aware that their work environment and home environment are at odds in their efforts
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to mitigate risk, they feel stuck and are unable to redesign their work environment to
improve their secondary prevention activities.
(M-Ol)"I'm pushing myself harder now than ah even
before, well I'm right back to right where I started from
before the heart attack and its just ah its, its sta1iing to
wear. ... Right now its at the point where I got to sit back
and really think ah is this, do I want to keep doing this
because I have, its, its gonna put me right back ·in again.
Yep, so its, its added pressure between ah trying to do your
job and trying to think of what you want to do to benefit
yourself you know what I mean."
(M-04) "Just trying to look after things, yeah, get a handle
on health and job situation and everything else to so,
because if you get a handle on the job situation that will
just go right to the health situation too"
Reclaiming Roles and Taking Care of Business represent a critical time in men ' s
risk mitigation process. Patterning of work and the work culture influence a shift
between risk mitigation of individual health to supporting and sustaining the role
obligations assigned to them in employment activities. The concept of risk becomes
dualistic depending on the strncture and process attributes of their roles. Taking Care of
Business in a work environment emphasizes the priorities of roles assigned to that setting.
In the next chapter, comparisons between women and men' s early risk mitigation
process will be made.

Page 84 of 122

CHAPTER 6 - RESULTS - PART 3
Gender based comparisons of risk mitigation in the early recovery period

Defining Risk
Health care professions and ACS survivors interpret risk in different ways. This
understanding of and modulation of risk is also influenced by gender. Among cardiac
specific hep, risk is used to describe and manage a set of well identified risk factors that
predict the progression of and thus risk of future CAD related events. Survivors of an
ACS event, in contrast understand risk within the broader context of their life, and
attribute risk as a force which acts to interfere or threaten one or many aspects of their
life. This interpretation of risk and motivators associated with mitigating risk is further
influenced by gender.
Women survivors of an ACS event act to diminish all potential or real threats that
are perceived to jeopardize their present or future health state. There understanding of
risk is primarily influenced by information they received by their physician during the
hospital period. Additional assessment and identification of risk is expanded upon
through data collection activities and a heightened awareness to threats they perceive in
their environment following the heart attack. The strategy taken by women to mitigate
risks was often an all at once or shotgun approach in which their objective was to reduce
or eliminate all perceived threats to their health.
Men who survived an ACS event, in contrast, calculate risk based on the interplay
between their health state, their recommended health management strategy and how both
of these concepts combine to affect their daily activities, their quality of life and more
importantly, their livelihood. Weighing of risk occurred along a temporal construct in
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which they determined how their activities may impact on their present and future roles
and responsibilities with an emphasis on wanting to protect their present roles and
responsibilities. Men were less inclined to make and maintain extreme changes in their
lives, paiiicularly once they resumed their pre-illness roles. However, as part of their
responsibilities associated with taking on a sick role during the first few weeks after their
ACS event, men were willing to accommodate the lifestyle changes that were often
initiated by their social supports.
Men's risk management strategies parallel that of the sick role in which recovery
is a condition which leads to being back to normal and thus being capable of resuming
their pre-illness roles and responsibilities. The priority of recovery and risk mitigation
for men is therefore to get back to the position where they can take care of business. For
men, mitigation or lifestyle risk and mitigation of risk that would impair their ability to
resume their life course competed with each other. In the context of cardiac risk
mitigation, their trajectory appears to be self limiting with few linkages to a chronic
disease management model.
Gender based differences were observed across support structures and process
during the early recovery (Figure 3). These differences influenced the way in which
women and men mitigated risk following an ACS event. Narrow support bases (Figure 3)
illustrate vulnerable times in ACS survivors risk mitigation process. During these
phases, risk mitigation needs are high and supports available to reduce the risks are low.
For women, this is represented as the early stages in ACS management and recovery
(described as the pre-hospitalization, hospitalization and transition to home).
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Figure 3 Comparison of gender based needs and supports in the context of early risk mitigation

Lack of timely access to supports at the onset of their ACS symptoms and a lack
of transitional supports during their return home provided additional challenges in
women's ability to reduce event related risks. In response to a lack of support, women
develop suppo1i systems and become more independent in managing their risk as to
compensate for the identified gaps in care representing a widening support base as they
move through their recovery period. In this way, the features of the risk mitigation
structure for women parallel a chronic disease management model.
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In contrast, the shape of the men's risk mitigation structure is broad at the early
stages of the ACS event and recovery period. This suggests that, for men, their early
recovery needs are well supported compared to women. However, as men move along
the trajectory of their recovery period, there ability to sustain risk mitigation activities is
reduced. Critical transition periods are identified as coinciding with their resumption of
roles and return to work. This suggests that the transition from home to work is a critical
juncture in their ability to sustain risk mitigation activities. If left unsupported, men's
cardiac risk mitigation strategies are compromised once they return to their work setting.
The model of risk mitigation for men parallels the trajectory of a sick role.

Men and women both reported or experienced a noticeable lack of structured
support via cardiac specific follow-up during this high needs time in their recovery
period. The way in which they interpreted this gap, however was strikingly different.
Women found this lack of support frustrating and ill positioned as it occurred in a
vulnerable, high needs time of their recovery period. Men, appeared to be more
accepting of this care gap, and in some cases, interpreted it as a sign that they were doing
alright. In either case, participants were left to their own devices, in isolation, to develop,
implement and manage their CAD risk strategies. As one woman commented (F-01) "I really have been very frustrated because I just feel
that this has huge gap of nothing that happens when you
have an M.I. which in itself is a fairly dramatic thing for an
individual I realize for the people working with patients the
same old same old day in and day out, but for me it was a
big deal and everything is great while you're in the hospital
and then they send you home, and there's this huge gap of
time. Where you are without any kind of support or contact
from the medical community, and I'm not saying it's not
available because I know that there's health link line, you
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can always call your doctor's office, but they tell you
repeatedly, you're going to the cardiac wellness clinic
you're going to do that and that's your big lifeline. And
then three weeks has come and gone and I didn't hear from
them. I called them on my own, I find out that I'm not even
in their system that my referral hasn't even gone through."

Differences were noted between how women and men perceived the severity of
there heart attack. Women described dimensional disturbances in their life as
consequences of having survived a heart attack, and focused on ways in which to protect
themselves from additional risks that may fm1her impair their functional status. In
contrast, men were more inclined to report that they felt physically stronger as a result of
having their angioplasty procedure. They reasoned that they were likely to have
improved physical function as a result of receiving this treatment, and were more eager to
test the engines as part of their early recovery activities. Women viewed engaging in
physical activity as a potential threat to their recovery and were unlikely to engage in this
strenuous exercise without the suppo11 of a cardiac specialist.
Women experienced significant disruptions in their ability to access supports
during the early phases of their recovery period. To compensate, they became more
forceful in their quest to gain access to resources to ensure their recovery needs were met.
Men in contrast, were more likely to experience disruptions in their levels of
independence as a consequence of surviving an ACS event. This loss of independence
was fm1her disrupted by national motor vehicle guidelines which prevented them from
driving their car for the first month of their recovery. Men were forced into a more
passive and dependant role through these disruptions and reported that these restriction
increased their stress and limited their ability to engage in normal coping strategies
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(being active). The strategies used to modify lifestyle risks were often implemented by
others (spouse) which undermined men's ability to take control of their life and recovery
management. Men identified that their lifestyles were being modified in a manner which was not
responsive to their perceived priorities, often using strategies that were not perceived by them as a
sustainable solution to their coping styles.

Figure 4. Gender differences associated with the process of risk mitigation
during the first three months following an ACS event

Core Category
Being Resilient,
Re~forging Life

Reaffirming
Life Course
Stages of Risk Mitigation
(Structure I Process Interplay)

Stages of Risk Mitigation
(Structure / Process Interplay)

Protecting Oneself

Supporting Self
& Others
Re-designing Life

I
I

·~

Being Protected

Reclaiming Roles
Taking Care of
Business

Early Recovery Risk Mitigation Strategies
Disruptions in physical, emotional, and psycho-social dimensions are common
following a heart attack and negatively influence patients ' health outcomes (Hofer et al. ,
2005). It has been proposed that the association between disruptions in dimensional
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aspects of ones life and resultant health outcomes may modulate a patients understanding
and management of risk (Dempster & Donnelly, 2000; Ribera et al. , 2006; Dixon et al.,
2001; Dixon et al., 2002; Cherrington, 2001; King et al., 2001 b; Heid & Schmelzer,
2004; Argulian et al., 2006; Arthur, 2006; King & Arthur, 2003b; Maxwell et al. , 2005a;
Maron et al., 2004a). It has also been argued that the experiences of having survived a
heart attack provide sufficient motivation during the early recovery period to evoke and
sustain risk mitigation activities (Bergman & Bertero, 2003; Boutin-Foster, 2005; Daly et
al., 1999; Fleury et al., 2001; Fleury & Sedikides, 2007).
Cigarette smoking is a nicotine addiction and remains the leading modifiable risk
factor following among individuals with heart disease. Continuing to smoke with a
diagnosis of CAD increased the risk of subsequent ACS events and death by up to fifteen
fold. (Gaziano, 2005) Despite this ala1ming statistic, nicotine addictions remain a deadly
but under managed chronic disease by the majority ofhcp. (Benowitz, 2008) Managing a
nicotine addiction in the absence of supports or access to supports is a testimony to the
challenges and resiliencies women in particular faced once they returned home.
Women in the study who were smoking at time of their ACS event all described a
powerful connection with smoking. They explained that they loved smoking and would
have chosen cigarettes over food if they were forced to make such a trade-off. Smoking
was described as a large part of who they were prior to their ACS event. Smoking
cessation likely contributed to their sense of loss of self as a consequence of their cardiac
event. Men described a greater level of control over the choice to smoke, yet were more
often offered and prescribed smoking cessation aids during the early course of their
recovery compared to women. Both men and women had a difficult time abstracting the
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connection between smoking and heart disease as evidenced by the description of
smoking as a (M03)"lung vise". None of the smokers believed that smoking caused their
heart attack, but rather took a more pragmatic view of the connection explaining that it
may have been a factor but likely the heart attack was a consequence from a number of
conditions which they may have had little control over. Regardless of their perception of
causality or risk for future cardiac events, all individuals that were active smokers at time
of their ACS event made successful quit attempts during the early recovery period
attributing this behaviour to the direction they received from their cardiologist and
supporting health care providers as well as familial and social support systems.

Loci of Control
At the most basic level, the extent to which individuals can mitigate risk is
dependant upon their relationship with real and perceived sources of control in their life.
Following an ACS event, however, individuals experience profound disruptions within
the multi-dimensional loci of control. Often these disruptions commence once the
individual experiencing the heart attack submits their body over to others for treatment,
thus assuming a patient role. A main condition associated with the assumption of a
patient role is that decision making activities that relate to their health care needs will be
orchestrate by those that hold a higher level of knowledge and skill than that of the
patient.
This places individuals who have survived an ACS in a dependant role with
respect to managing their health and subsequently mitigating their risks. Information is
constructed in a way that emphasises the perspectives of hep over the assessed needs of
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patients. Women and men experience differences in the extent to which the dimensional
aspects of control are disrupted (women are more independent and have less access to
supports compared to men who have less independence and more access to supports).
These differences influence their eventual understanding and mitigation of risk and shape
the course of their risk mitigation process.

Structure and Risk Mitigation
During the hospitalization period, ACS survivor's initial perception of their risk
reduction management is that they are situated within a collaborative network of hep that
will be orchestrating supports that address many aspects of their post MI recovery. They
identify their cardiologist as the conductor of this network and rely heavily on their
recommendations and follow up activities as a mechanism through which their post MI
recovery is contingent. However, within the first month follow ing discharge, it becomes
evident, particularly among women, that they are situated in a gap of health care support.
Survivors of a heart attack are positioned between a network of health care provider silos
that are replete with communication gaps, access barriers, and wait times which preclude
their accessing timely and patient need responsive supports.
Contemporary care gaps exist between acute and community based care settings
which pose unique challenges to patients, families and heath care professionals in their
ability to assess and manage CAD risk. Following an ACS event, this care gap is'
positioned between acute and chronic disease management supports. It becomes apparent
to these individuals (although it is a population experience) are left responsible for
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bridging the gap between acute and chronic disease models often in the absence of
transitional supports.
The next chapter will summarize the results in the context of the existing
literature and offer application of the theoretical model into practice. Limitations and
strengths of the study will also be addressed.
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CHAPTER 7 - DISCUSSION
Coronary artery disease is a complex disease process with distinct acute and
chronic management phases. In this study, the structural and process based factors, such
as power differentials between ACS survivors and their hep and access to acute and
community based cardiac care services, influenced the ACS survivors ability to manage
their health and risk profile. The positioning of structured risk management
programming was observed to occur several weeks to months after the heart attack
experience. In most cases, ACS survivors have already transitioned through the
vulnerable phases of their recovery period on their own and may no longer perceive the
same level of benefit from these services or be unwilling to move backwards in their risk
mitigation trajectory due to competing activities such as financial concerns, and resuming
family and work roles. A realigning of risk mitigation programming during a high needs
time in the recovery period is needed to better support and mitigate risk activities among
this high risk population. By improving utilization of these effective risk factor
management programs, improvements in disease related outcomes will result.(Rosamond
et al., 2008)
A common conclusion reported within epidemiological studies that have
identified this risk - management disconnection is that patients are determined to be in
denial about their underlying chronic disease and/or they are labelled as being noncompliant, thus assuming that these individuals are aware of their risks yet choose to
manage their health in a manner that is in opposition to medical advice (Khot et al., 2003;
The Heart and Stroke Foundation of Canada, 2003b; Gaziano, 2005; Rosenfeld, 2006;
Crinson et al. , 2007; Rosamond et al. , 2008). In reality, however, lifestyle modification
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is a complex process and one that is influenced by a composite of factors, some of which
may lie outside of the ACS survivors' control.
The results of this study suggest that the timing of cun-ent risk management
support is ill positioned to meet the needs of most ACS survivors. Among the studies
conducted to include the early recovery period, survivors of an ACS event appear
receptive to lifestyle changes soon after their event. Significant reductions in smoking
rates have been documented to occur within 3 months of a life threatening event.
However, in the absence of supports, these lifestyle changes have been difficult to sustain
over a longer period._For women, early risk mitigation support that wo~ld include prehospital discharge CR programming is important and desired. For men, support staiiing
within the first week to two weeks is indicated to bolster independence and support
engagement in safe exercise. As well, it would appear that support during the transition
between home and work would enhance risk mitigation activities. It is conceivable that
work-based CR programming would be ideal in enhancing secondary prevention
strategies, providing a balance between engaging in health and work behaviours.
Few connections could be made between patients discussion of risk, their
treatment strategy in hospital and their behaviours associated with mitigating risks. For
women, their heart attack was the motivation for lifestyle change. Among men, a
discordance exists between their perception of the heart attack and subsequent language
used around treatment (PCI = fixed = not to worry

= good as new / better than before)

and their actions with respect to trying to address their lifestyle risks. Men did not refer
to having coronary aiiery disease as such, but referenced the heart view diagram as a
piece of information they used to connect this heart attack with possible subsequent hea1i
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attacks. Much of the direction men received on activities to engage in after a heart attack
was based on their physicians' directions in hospital.
For men, these hospital based comments tended to be perceived as positive, and
often the physician was rep01iedly surprised that the paiiicipant had had a MI. However,
little information about CAD was used to describe the process through which the
participant had developed an MI; rather there was an emphasis on treating the post MI
period with medications as a now second line of defence to "prevent" subsequent heart
attacks. The language used was final - prevent instead of reducing the risk for a future
event. This over inflation of loci of control in managing post MI conditions and the
disassociation between the heart attack and the underlying disease process is confusing
for patients, and especially men. Certainly, the participants did not want to assume a
subnormal life and perhaps this overly simplistic view of post MI care was a more
manageable way of looking at their long term risks.
In part, due to a lack of information about the risk mitigation needs and process,
hep are ill positioned to properly address the risk mitigation needs of ACS survivors. The
established medical dependency based approach to chronic disease management may in
fact limit ACS survivors' control over their ability to access effective risk mitigation
services and meet their CAD risk management needs (Johnson et al., 2004; Crinson et al.,
2007; Taylor & Bury, 2007). Studies designed to explicate the process of risk mitigation
from the ACS survivors' experiences as they move from their acute setting to their
community/chronic disease setting, will likely inform clinical practice for improved
uptake of effective risk mitigation activities.
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On a population level, survivors of an ACS event have been described in the
literature as neglectful of managing their CAD. The onus has been placed squarely on
their shoulders to effectively manage a chronic disease and, in particular, if survivors
resume cigarette smoking, or remain inactive, or stop their medications, or fail to attend
CR, they have been labeled as risk takers or as being non-compliant. However, as hep,
we have not sufficiently evaluated our ability to help patients understand the difference
between an acute event and the underlying disease process for which risk mitigation is
necessary. We continue to treat nicotine addictions as a lifestyle choice instead of a comorbid chronic disease. We lack a basic understanding of ACS survivors needs during
vulnerable times in their recovery periods and are inadequately prepared to deliver timely
services and customized education to assist in engaging in safe exercise following a
cardiac event.
The emphasis for hep has remained on addressing the acute care phase of a
chronic disease process without providing necessary attention and suppo1i to prevention
strategies. Our ability to communicate risk is limited and rarely evaluated once the ACS
survivors is discharged from hospital. Despite the pressing need to protect those
individuals at high risk for future CAD related events few studies have been done to date
which inform us on how ACS survivors transition between an acute to chronic disease
management model if they are not connected with structured CR programming. Finally,
since we have commonly overlooked the influences of gender as a determinant to health,
we have been inadequately prepared to challenge the assumptions about why despite a
changing landscape in the age of enhances acute care services. The consequence that
results from this lack of awareness to gender differences in cardiac care delivery models
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is that women continue to fall behind men in observed improvements in health outcomes,
particularly younger women. As a result, we are left ill informed on ways in which care
delivery models may be modified to become more responsive to the needs of the ACS
population (i.e. customizing CR programs, or narrowing the gaps between health care
services). We have become complacent about risk mitigation in CAD and thus have not
identified what other influences may shape health outcomes.
This study extends our understanding of risk mitigation by contributing a
theoretical model which explicates differences in risk mitigation patterns based on
gender. From this framework, dimensional, structural and process based features have
been presented to demonstrate barriers and resiliencies associated with risk mitigation in
the early recovery period. Contextualization of the early recovery period is necessary to
more adeptly understand how ACS survivors transition between an acute care and
community based chronic disease management setting, as it bridges current gaps in our
understanding of the risk treatment paradox by providing alternative explanations to the
well accepted concepts of non-compliance and denial.
Results from this study support the position that a CAD event, because of its life
threatening characteristics, is a powerful motivator for making lifestyle changes. Women
were vigilant in making often extreme lifestyle changes during the early recovery phase,
despite a noticeable absence of supports. Men, in comparison, were less likely to make
dramatic lifestyle changes independently during their home recovery period. For men,
they were often supported by their family and friends in their risk mitigation activities in
a role that positioned them in a dependant position to their caregivers. All paiiicipants in
the study reported that they were not likely to have another cardiac event, but heeded the
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cautions provided to them by their cardiologist and complied with the lifestyle changes
following their hospital discharge.

Limitations
This study was limited by the local context and scope of a Masters study,
however, experiences of the participants were commonly reported in the literature
suggesting a pragmatic fit between the study results and other urban based primary PCI
centre's.

As a novice researcher, the interviewing and analysis skills were less

developed than that of an experienced qualitative research. To address this limitation,
transcripts, and analysis work were overseen by an expert qualitative researcher as a
means of maintaining a high level of quality of the research process.

Strengths
The results of this study have addressed a gap in the literature in the following
four ways. First, this study provides clinically relevant information about gender
differences associated with early risk mitigation activities. This information is useful in
developing gender sensitive interventions with the attention of customizing and
maximizing risk mitigation supports following an ACS event. Second, the focus of this
study was on the process of risk mitigation specifically. Care was taken to both include a
contextual background of the factors that influence risk mitigation activities. This
allowed for alternative explanations about risk mitigation activities or non-activities to be
fully explored. The result of this study will inform process and structural based barriers
that limit the ACS survivor' s ability to manage their risk burden. Third, since the theory
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generative process was tested and re-tested within the data collected from ACS
participant, the theoretical model derived from this study can be introduced into practice
without the need for additional testing. Finally the observations made in these study
present divergent hypotheses about the mechanisms which influence women's delay in
accessing early health care services, such as the dominant masculinized emergency care
processes that inadequately meet the acute care needs of mid-life women' s ACS
symptoms.
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CHAPTER 8 - CONCLUSION
The first three months following and ACS event represent a critical adjustment
period for mid-life women and men. Disruptions in physical, psycho-social and
emotional dimensions create additional challenges to ACS survivors in their ability to
mitigate risk. Mitigation of risk is further influenced by gender and reflected in the ways
women and men understand and respond to perceived risk.
Vulnerable periods in mid-life women and men's risk mitigation process are
identified when there is a mismatch between early recovery needs, the severity of
dimensional health disturbances, and the available of timely supports. For women, these
vulnerable periods are characterized by reduced access to supports. The transition phase
encompassing their first ACS symptoms through to their treatment and transition back to
home are characterized by a high needs, low support ratio. In contrast, men experience
high suppo1is during their initial phases of ACS recovery and low levels of support as
they transition back into their work setting.
Implementing risk management supports during critical phases of the early
recovery period are needed to enhance and improve risk mitigation activities among mid
life men and women following an ACS event. For women, early support to manage role
activities within the transitioning phase between hospital and home is indicated. A predischarge home needs assessment for women would likely aid clinicians and families in
identify and address the ACS survivors' early recovery support areas. As well, predischarge linkages to early cardiac follow-up support services is warranted as a means to
reduce barriers to effective risk mitigation programming including comprehensive
smoking cessation support and customized instructions on exercise and activity. Early
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cardiac follow-up would provide a vehicle in which women could connect with
experiential support groups as well as receiving assistance with leave from work financial
coverage and return to work support. CR programming that remains responsive to the
needs of women will include self managed care pathways and customized suppo1i
systems early after the ACS event.

Finally, since half of the women who participated in

this study experienced significant delays in accessing acute care services despite a city
wide expedited protocol to minimize delays in the treatment of STEMI, further inquiry
into this phenomenon is warranted.
In contrast, for men, early access to cardiac follow-up prior to their expected
return to work would likely support men during their vulnerable return to work
transitioning phase. This early access to cardiac rehabilitation would allow for
supervised exercise to safely support men' s needs to "test their engines" and thus assist
them in constructing a realistic life course following their ACS event prior to their
scheduled return to work. It is likely that early cardiac rehabilitation would
accommodate the needs of spouses, to provide comprehensive and manageable goal
setting and education about caring for a spouse with a chronic disease.
This study provides insight into the gendered experiences of early recovery from
an acute cardiac event. It is hoped that the know ledge generated through this research
will inform practice as well as be a base upon which future research can build.
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APPENDIX 1
Definition of Terms

Acronyms
CAD - Coronary Artery Disease - a progressive, inflammatory mediated disease that
leads to a narrowing of one or more of the coronary arteries. Coronary arteries are blood
vessels that supply the heart tissue with blood.
ACS -Acute Coronary Syndrome - An abrupt, life threatening event resulting in
myocardial ischemia. The most common cause of this ischemia is from a narrowing or
blockage of a coronary artery.
PCI - Percutaneous Coronary Intervention - the mechanical dilation of a coronary artery
using a balloon tipped catheter with or without stent deployment.
CR - Cardiac Rehabilitation - A comprehensive risk management program designed to
provide survivors of a CAD event with supp01i and heart health surveillance to reduce
morbidity and mortality associated with CAD.
HCP - Health care provider(s) - Employed members of a health profession entrusted to
provide essential health care services among individuals or groups affected by an illness.

Terminology
CAD Risk- Factors known to modulate the probability of developing a recurrent CAD
related event. Factors are modified through behaviours that can either increase or
decrease the likelihood of a recurrent CAD related event. Activities or behaviours known
to increase CAD risk include: smoking, sedentary lifestyle, high fat diet, discontinuation
of effective CAD management medications, non-participation in cardiac rehabilitation or
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recommended secondary prevention programming, excessive alcohol consumption,
ineffective stress management, elevated blood sugar levels, uncontrolled hypertension
and dyslipidemia. Factors associated in reduced CAD reflect the antithesis of those
factors previously described, such as non-smoking, moderate exercise level, and low fat
diet.
Constant Comparative Analysis - The process in data analysis where each new piece of
data is scrutinized against pieces of data that have already been analyzed. The researcher
asks questions about the data to bring out both similarities and differences among the
analyzed data.
Early Recovery Period - The phase of recovery associated with an ACS event from
onset of event to the first twelve weeks post hospital discharge.
Structure - Characteristics that comprise the contextual landscape of a phenomenon in
which the individual can respond to but not directly modify.
Symbolic Interactionism - A theoretical perspective used to connect an individuals'
behaviours and responses of an experience to the constructed meaning of the experience
as evidenced through their use of words, phrases, and non-verbal cues. The use of this
process supports the belief that knowledge is socially constructed and changes over time.
It is as result of the individuals experiences to which meaning and responses are
constructed, and the sharing of this meaning is made through the use of verbal (words,
phrases) and non-verbal (body language, pictures, objects) cues.
Theoretical Sampling - Selection of participants based on certain characteristics or
experiences which are used to further explore or test emerging themes identified during
the data analysis process.
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