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Every affection of the mind that is attended with either 
pain or pleasure, hope or fear, is the cause of an agitation 
whose influence extends to the heart (William Harvey, in 
Jordaan, 1994).

Each man contemplates in his own personal way the stream 
of events upon which he finds himself so swiftly borne 
(Kelly, 1955, p.3).

Abstract
The issue of why people do not always make appropriate 
lifestyle changes in response to a cardiac event has and 
continues to be of central importance to health practition
ers. This paper addresses this issue from the perspective 
of the lived experience of persons who have suffered an 
acute myocardial infarction (AMI). The experiences of 
10 persons admitted to the coronary care unit (CCU) of a

South African clinic were richly described, making use of 
the grounded theory methodology. These descriptions were 
then used as a basis for the development of a contextualist 
theory of the experience of heart attacks. A central feature 
of the results was that the disease was mainly attributed to 
stress by the participants. This was in contrast to the ex
planations offered by the medical profession, who attribute 
this more to other modifiable risk factors such as smok
ing, high blood cholesterol, high blood pressure, and lack 
of exercise. This tension between lay and professional 
constructions of the aetiology of the condition is deemed 
to be of import in the recovery process. The paper further 
alludes to the goodness of fit which exists between the 
proposed grounded theory and the personal construct 
theory of George Kelly. The importance of personal con
structions of the event is then used as the basis for a pro
posed intervention process aimed at addressing the diffi
culties AMI patients’ experience in making and sustain
ing lifestyle changes.

Introduction
It is well accepted that coronary heart disease (CHD) is largely 
a disease of lifestyle (Elford, ei al. 1994; Steyn and Buch, 1992; 
Wyndham, 1982). A wealth of scientific evidence points to a 
concurrent reduction in morbidity and mortality with a reduc
tion in the risk factors, giving overwhelming support to the 
importance of reducing risk factors in all patients with CHD 
(Suter,etal. 1996; Wood, 1996; Wood, et al. 1998).

The common idea is that changing one’s lifestyle is simply 
dependent on following medical advice. When patients fail to 
follow this well-intentioned advice, discouragement may be 
experienced by medical personnel involved in that patients are 
perceived to not be receiving the full benefit of their treatment 
due to persistence of risk factors (Elford, et al. 1994; Eraker, et 
al. 1984). Over 450 publications confirm people’s apparent dis
regard for their doctor’s advice (Reichman, 1987). Despite this, 
recent literature confirms that risk factor management is an 
integral part of the optimal care of the patient with CHD (Fuster, 
19%).

fessional advice, cannot be taken for granted.

The study described in this paper was primarily concerned 
with developing a psychological theory of the subjective ex
perience of a heart attack. Furthermore it demonstrated how 
patients’ constructions of cardiac events affected their subse
quent recovery and motivation to make lifestyle changes. This 
is based on the widely-held view that perceptions of events 
importantly impact on the effect which such events have on 
people (Blumenthal, e/ al. 1982, Richardson, etal. 1987,Surridge, 
et al. 1984, in Frasure-Smith, et al. 1995; Carney, et al. 1997; 
Connell and Bennett, 1997; Ewart, etal., 1986, Mishel, 1980, 
Peel, etal. 1962, in Hawthorne, 1994; Keckeisen andNyamathi, 
1990; Kelly, 1955; Pick, et al. 1994; Silverstone, 1987). As a 
result of the above-mentioned focus on the constructed na
ture of the experience relating to cardiac events, this paper 
contributes uniquely by contextually exploring the participants’ 
lived experiences of a cardiac event and how these construc
tions affected subsequent motivations to modify their lifestyles.

The idea that people make lifestyle changes in response to 
doctors’ advice (if given) has long been considered naive. 
The nature of the relationship between behaviour and atti
tudes is complex, with numerous studies indicating, at best, 
spurious links between behaviour and attitudes. Furthermore, 
the idea that attitudes change significantly in response to pro-

In order to reduce the high morbidity and mortality from coro
nary heart disease, it is necessary for people to make and sus
tain lifestyle changes, particularly after a cardiac event. Fur
ther to this, the study aimed to better understand why this is 
seldom done, and to suggest alternatives to better patient care. 
The issue of why people do not make lifestyle changes in re
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sponse to doctors’ advice, even though they may hold adap
tive attitudes towards health, has been much debated within 
the literature. The biomedical model tends to underestimate 
the importance of people’s own theories of a cardiac event, 
and how these influence subsequent management of the risk 
factors (Broome and Llewelyn, 1995; Schlebusch, 1996). A re
sponse to this dilemma has been the development of a series of 
models which seek to account for the complex nature of health- 
related behaviour. Some of the more commonly used models 
are: Health Belief Model (Becker, 1974), the Health Decision 
Model (Eraker, etal. 1984), Theory of Reasoned Action (Ajzen 
andFishbein, 1977), Theory of Planned Behaviour (Ajzen, 1988), 
Protection Motivation Theory (Rogers, 1975), and the Health 
Action Process Approach (Schwarzer, 1992).

Thinking beyond the social 
cognition models of health 
behaviour change
Harris and Middleton (1995) characterise all of the above-men- 
tioned models as being “social cognition models of health be
haviour (p. 107)”, in that they attempt to explain social behav
iour in terms of cognitive processes. Health behaviour change 
is thus viewed almost exclusively from a cognitive perspec
tive, in which individual decision-making processes are em
phasised. These models are useful in that they identify central 
factors involved in decision-making around health behaviour. 
However, these models fail to take account of other crucial 
factors such as the subjective nature of the disease experi
ence, economics, the importance of environmental context, and 
the role of language in influencing behaviour.

Although the social cognition models represent a progression 
away from unidimensional biomedically-based understandings 
of health behaviour change, they do not fully encapsulate a 
more holistic perspective as represented by the notion of the 
biopsychosocial approach. This notion has gained increas
ing acceptance within psychology over the last two decades, 
in that it argues that psychological phenomena should be un
derstood in terms of their composite biological, psychological 
and social dimensions. Furthermore the biopsychosocial ap
proach is congruent with the World Health Organisation’s 
(1958, in Stanhope and Lancaster, 1984, p. 32-33) definition of 
health as not merely constituting the absence of disease, but a 
complete state of physical, psychological and social well-be- 
ing.

Although this paper does not attempt to provide a comprehen
sive biopsychosocial explanation of the experience of heart 
attacks, it does take into account the importance of subjective 
experience in health behaviour change. It is our contention 
that this is important because this type of information cannot 
readily be accommodated within the traditional social cogni
tion models.

The heart a tta c k  study
This paper presents findings and issues relating to a grounded 
theory investigation of the experiences of persons diagnosed 
as having acute myocardial infarction (AMI). The persons who 
participated in the study had all been admitted to the coronary 
care unit of a well-established private clinic in Johannesburg,

South Africa. In keeping with the commitment of qualitative 
research to context, authenticity, and cultural meaning, 
purposive (non-random) sampling was employed (Durrheim, 
1999; Neuman, 1997). Given the infrequent nature of admis
sions relating to AMI, it was decided that every person admit
ted to the coronary care unit from February 1998 onwards until 
there was a total of ten participants, would be interviewed. The 
intensive nature of data collection, and more especially data 
analysis in grounded theory, limited us to ten persons. We 
could have chosen to interview fewer, but wished to have a 
data pool which would contribute meaningfully in the later 
theory-building stages of the project. It was necessary to ex
clude five persons who were either scheduled for immediate 
surgery, who were adjudged to be too ill, or who were not 
sufficiently fluent in English. Each of the participants were 
interviewed between February and June 1998.

According to Pidgeon and Henwood (1996) the data collection 
and data analysis phases of grounded theory are iterative and 
often occur simultaneously. More practically, this meant that 
data analysis began at the same time as data collection, but 
that as the study developed the type of analyses being con
ducted became more complex in response to the emerging “heart 
attack” theory. As the theory developed, theoretical sampling 
data was also collected by means of two semi-structured inter
views and two focus groups (Glaser and Strauss, 1967; Pidgeon, 
1996).

Constructing healthy people
George Kelly (1955) proposes the view that all people are ‘sci
entists’ in that we seek to describe, explain, predict and control 
events within our experience. Consequently, we will develop 
construct systems that enable us to more effectively predict 
events. In making sense of the thoughts, feelings and actions 
of persons, Kelly advocated a position of constructive 
alternativism. This position is based on the assumption that 
“all of our present interpretations of the universe are subject to 
revision or replacement (Kelly, 1955, p. 15)”. In this way we 
attempt to construe our world, and in so doing try to interpret 
and explain it. This is achieved cognitively by means of deduc
tions, interpretations, conclusions, etc. This “private logic” 
(Phares, 1991, p. 175) is at the heart of what Kelly refers to as 
personal construct theory (PCT).

The importance of the construction of experience is not ad
equately accounted for in the discourses related to the social 
cognition models. The healthy-unhealthy construct as well as 
being dichotomous, is also permeable and pre-emptive. It seems 
that it was very difficult for any of the participants in the study 
to characterise themselves as being “unhealthy” per se. Fur
thermore, as a result of the permeability of the construct 
“healthy”, most lifestyles could be described by the concept 
at specific times.
In attempting to describe the experience of AMI we have 
adopted a two-stage approach. Firstly, descriptions available 
from the literature will be discussed. Secondly, and building on 
the first step, we will then go on to describe how the partici
pants themselves experienced the event. The reason for adopt
ing this strategy is to acknowledge the extent to which AMI 
patients do not develop understandings of what they have 
gone through independently of forms of knowledge associ
ated with the professional culture of medicine.
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The experience of an Acute 
M yocardial Infarction (A M I) - 
some notes from the literature
The crisis that ensues when people’s lives are threatened by a 
cardiac event or intervention is an extremely stressful experi
ence wherein they describe a range of intense negative psy
chological and physical experiences, and a sense of shattered 
identity (Carney, eta l 1997; Connell and Bennett, 1997; Crowe, 
etal, 1996; Fielding, 1991; Ford, 1989; Gross, 1994; McNamee, 
1992; Wilde McCormick, 1984).

The first response often appears to be a reactive “why me?” 
followed by an attributional search to regain some sense of 
control (Cowie, 1976; Ducette and Keane, 1984; Frazier and 
Garvin, 1996; Jacobsen, etal. 1992; Scherk, 1992). Avoidance 
strategies are also employed in order to assist in coping (Johnson 
and Morse, 1990; Lawrence and Lawrence, 1987/8; Lowery, et 
al, 1992; Rudy, 1980; Wiklund, etal, 1985). It should be noted 
that at least one group of researchers (Jacobsen et al., 1992) 
consider evidence of this strategy to be inconclusive. Cowie 
(1976) suggests the tendency to relate the history of events 
leading up to the hospitalisation as a means of structuring 
events in such a way as to reduce feelings of anxiety relating 
to the unpredictable nature of the event.

Patients’ realities are structured to fit with their perceptions 
(Kelly, 1950; Sykes, 1994). The most common attribution for 
the event is ‘stress’-either at work or home (Rudy, 1980). This 
attribution plays a complex role and contributes to increasing 
anxiety and decreasing self-blame. In this way the need to ad
dress medically accepted risk factors is also overlooked (Faller, 
1990). Meanings from past events help ‘normalise’ the present 
and reconstruct the future (Cowie, 1976).

The process of regaining a sense of control continues over the 
next few months, during which period losses are mourned 
(Gross, 1994) and priorities and identities re-structured (Johnson 
and Morse, 1990; Wiklund, et al, 1985; Younger, 1991).

According to West (1998) there is a paucity of valid studies 
that link increased morbidity and mortality to psychological 
distress, though many researchers consider these factors to 
be implicated (Cay, 1972, Lloyd, 1983, in Pell, 1997; Connell and 
Bennett, 1997; Scherk, 1992). However, increased morbidity and 
mortality contributed to by the persistence of medically ac
cepted risk factors is well substantiated (Digenio and Joughin, 
1997; Sawa, etal, 1991; Suter, etal, 1996; Wood, 1996; Wood, 
et al, 1998). Addressing the psychological distress contrib
utes to regaining a sense of control. This includes a growing 
awareness of the need for some sort of lifestyle change (Connell 
and Bennett, 1997; Fielding, 1987; Ford. 1989; Frasure-Smith, 
et al, 1993; Gross, 1994; Linden, et al, 1996; Li vneh and Sher- 
wood-Hawes, 1993; Moser and Dracup, 1995; Murray, 1989; 
Raleigh and Odtohan, 1987; Scherk, 1992; Schindler, et al, 1989; 
Sykes, 1994; Thompson, et al, 1996). Necessary lifestyle 
changes include a healthy diet, exercise, cessation of smoking 
and so on (Ornish, 1990). However, international and local stud
ies abound with evidence of these remaining relatively 
unaddressed (McKibbin, 1994). If changes are attempted, they 
are not sustained (McSweeney, 1993). Attributions, percep

tions, co-constructions, defences have been considered influ
ential for over six decades (Ben-Sira and Eliezer, 1990; Carney, 
etal, 1997; Connell and Bennett. 1997; Cowie, 1976; Faller, 
1990; Fielding, 1987;Fleury, 1991,1996; Frasure-Smith. et al, 
1995; Frazier and Garvin, 1996; Johnson and Morse, 1990; 
Ladwig, et al, 1992; Lozano, et al, 1989; McSweeney, 1993; 
Pell, 1997; Pick, et al, 1994; Pill and Stott. 1982; Scherk. 1992; 
Silverstone, 1987; Thompson, 1995). Despite this, little is done 
to assist people in their plight, particularly in our healthcare 
system (Digenio and Joughin, 1997; Fielding, 1987;Sykes, 1994) 
and people’s perceptions go largely ignored (Frazier and Garvin. 
1996; Guiry, etal, 1987). Thus, the period of dependency at the 
time of the event or intervention offers a ‘window of opportu
nity’ to assist people at this time (Emmons and Goldstein. 1992, 
p. 262).

Personal constructions of the 
heart atta ck experience
The story of how the participants made sense of their cardiac 
event traces how they moved through the stages of struggling 
to acknowledge that they were experiencing an AMI, disbelief, 
shock, excruciating pain, anxiety regarding their immediate sur
vival and longer-term fears of its implications. Throughout these 
stages, they progressively made sense of the event as they 
experienced emotions ranging from denial, confusion, remorse, 
disbelief, shock, anger, disappointment, grief, frustration, guilt 
and fear (cf. Johnson and Morse, 1990; Lawrence and Law
rence, 1987/8; Lowery, et al, 1992; Rudy, 1980; Wiklund, etal, 
1985).

The path to hospitalization was guided by the experience and 
intensity of the pain, with many participants going to hospital 
only when the pain was intolerable. As the pain increased in 
intensity, participants were involved in a complex decision
making process relating to what their response to this pain 
should be. The pain was seen as a harbinger of possible death. 
In the words of one participant “ I was waiting to - upstairs for 
the angels to start singing...well I thought this was one of 
those things - either you make it or you don’t. Your number’s 
up - so it be.”

Though there were different responses, most perceived the 
severity realistically. They were stunned by the ‘below-the- 
belt' nature of the event, describing it in detail. They sought 
for reasons as to “why me?”, struggling to give explanations 
where sometimes there were none. Throughout the period of 
hospitalisation they sought attributions, and affirmed stress 
to be a major one (cf. Rudy, 1980). They acknowledged risk 
factors for CHD, but believed that these generally did not ap
ply to them personally, or totally.

Participants acknowledged some kind of change was neces
sary, but this pertained mostly to stress. In “storying”, they 
selected aspects of their lived experiences and organised events 
in such a way as to give meaning to their experiences (White 
and Epston, 1990).

On experiencing increasing intensity of pain, the participants 
were confused as to the cause. They described in detail events 
(mowing the lawn, cycling, rushing to go out. and so on) lead
ing up to the onset of pain. Their initial sense-making strategy
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sometimes included attributing the pain and related symptoms 
to a previously occurring condition which had been success
fully treated. As one participant said: “About 04h30 on Friday 
the 13lh I woke up with some mild chest pains which I thought 
were indigestion because I’ve had gastritis and I’m on Lanzor 
tablets on a maintenance basis.” Similarly, another participant 
remarked: “Well, on Friday I was mowing the lawn. I’ve got 
some gastric problems you know. And as I was mowing the 
lawn I felt something pressing me here (indicating his chest), 
but I just kept on going”. Another person who had previously 
experienced a myocardial infarction (MI) and subsequent car
diac intervention (in the form of percutaneous transluminal 
coronary angioplasty(PTCA)) attributed the onset of pain to 
indigestion - “Fortunately, I didn’t tell the wife and kept quiet 
for a while, and took half an anisec and try and dissolve it...I 
got dressed to do my normal pottering around, as I always do, 
and I felt this pain is getting - still there. And it was sore!”

A feature of the heart attack was the nature and meaning of the 
experience of pain. This pain was spoken about openly, but it 
does seem that the significance of the experience is sometimes 
not fully acknowledged. “’Ell it was terrible! Really, it was 
terrible! It was terrible!” The participant went on to say later in 
the interview “Terrible! No this is terrible! I tell you what, my 
biggest enemy I wouldn’t let him have a heart attack. It’s terri
ble! Really it is!”

The sentiments expressed in the following quotations demon
strate the difficulty which people experience in attempting to 
put into words the meaning of their pain. “I had terrible pain on 
the chest - it was agonising! And all I remember, I was saying 
please help me! Please help me!” “Ooh, but the pain is unbe
lievable.” “But this one has shook me, it shook me badly. I 
never realised you could come that close to death, as what I 
did with this one.” The participant here gives an example of the 
sometimes anxiety-provoking thoughts and feelings associ
ated with the contemplation of mortality. The quotation cap
tures the central feature of participants’ talk about death - shock 
and disbelief that it could happen to them. Similarly another 
participant stated: “I’m still in shock because I never thought it 
could happen to me. I thought I was on my way out! You think 
you can control your life”.

Another issue here is that the expression of the belief that 
exercising control over lifestyle of necessity means that mor
tality is somehow “managed”. In addition to all the partici
pants being shocked that this could happen to them, there was 
also a widely held belief that they were not the “type of per
son” to whom it should happen. This has direct relevance to 
the notion of lifestyle change. Generally held views of subjec
tivity associated with lifestyle change tend to centre around 
the concept of the person as a “unitary rational subject”. The 
lived contradictions of the participants’ lives were often 
smoothed over. Participants did not actually view themselves 
as living unhealthy lifestyles. They offered up modes of living, 
such as “walking a few k’s every day” which could be associ
ated with health. From this it can be seen that lifestyle change 
can only be made with great difficulty, if the person attempting 
to make them does not feel that they are warranted. The irony 
here is that it is a constricted conception of personal identity 
which presents the problem and not more common-sense ex
planations such as “lack of motivation”, “sloth”, and so on. 
This tension can be seen in the following quotation: “Me? A

heart attack? Where could I ever have - Could it be a minor or 
a major - Never a heart attack! And it didn’t need - It’s never 
even entered my head because I’m a perfectly healthy per
son.” The important issue here is that the participants per
ceived themselves as being “healthy”, and indeed one would 
not really expect anyone to describe themselves as being “un
healthy”.

The behaviour of people is best understood by focussing on 
present constructions. It follows that any expressed intentions 
to make lifestyle changes would pertain to stress. Several of 
the participants expressed such ideas: “I think that I ’ve got to 
realise that I’ve got to now look after me, and my wife after me 
- where I’ve been trying to look after everybody else’s prob
lems. I’ve got my own problems that I have to look after. More 
carefree type of life”.

Stress was described in relation to job and personal circum
stances. The hard-driving, perfectionist nature of the patient 
and/or his or her boss were believed to contribute to CHD, as 
did the sense of unfairness of having been taken advantage of. 
People described being “stretched beyond the limits”.

Financial pressure impacted on family circumstances which 
they believed contributed to CHD. These life events often in
cluded loss of some sort (a spouse, a job), and the course their 
lives took as a result, sometimes resulting in disappointing or 
anxiety-provoking relationships.

Follow up meetings with participants confirmed a continuation 
of dominant issues, aggravated by impaired health. This not 
only affected motivations for lifestyle changes, but often the 
coping strategies they used were the very factors needing to 
be modified. Even at this stage participants continued to seek 
out other causes of the event.

The participants were apprehensive, but hopeful that this event 
could act as a springboard for better things to come. “But...in a 
sense it’s bad pains and that, but it may be the best thing in the 
end. It’s a warning - a warning...But I feel that something good 
is going to come out of it...”

A  grounded theory of heart 
a tta c k s
George Kelly’s (1955) idea of people being scientists and there
fore seeking to describe, explain, predict and control their life- 
worlds, relates to grounded theory’s concern with the genera
tion of context-specific theory . In a reflexive manner we, as 
researchers, were seeking to make sense of the experiences of 
the “other” - in this case, persons who experienced heart at
tacks. Thus, some of the separation between “researcher” and 
“researched” was called into question. Furthermore, the 
grounded theory methodologist and their “subjects” are in
volved in ostensibly the same process of meaning-making. This, 
once again, hints at the goodness of fit between PCT, as the 
theoretical framework, and grounded theory, as the methodol
ogy. The grounded theory then, becomes an expression of the 
manner in which personal constructs are configured in a par
ticular context.

The participants’ psychological processes were “channelized”
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by present and future anticipations based on recurrent themes 
in their lives. ‘Stress’ as the superordinate concept, encom
passed themes of immediate stress (which precipitated the 
event), chronic job stress (which lay the foundations for the 
event) and difficult or painful personal circumstances (which 
compounded the effects). Thus, stress was overwhelmingly 
construed as the “obvious” cause of the cardiac event.

At this stage the participants, though angry at the unfairness 
of it all, considered they had been given a second chance. 
Motivations to make lifestyle changes pertained to stress, not 
diet, lack of exercise, being overweight, smoking, high blood 
pressure, and other traditional risk factors.

PCT accommodates a variety of construction systems, as well 
as the possibility of extending constructs. It offers opportuni
ties for reflection and reconstruction. There are many indica
tions from the afore-mentioned dialogue between Kelly’s ideas 
and the participants’ stories, that this stage of the patient’s 
treatment presents a ‘window of opportunity’ for an interven
tion to facilitate reconstructions of past events.

Drawing on the work of White and Epston (1990) the present 
study was able to re-interpret why people with CHD do not 
readily modify their risk factors and make relevant lifestyle 
changes. Kelly (1963) claims it is the meaning given to an event 
that is influential, not the event itself. Personal meanings are 
the basis of individual theories through which current experi
ences are filtered and interpreted, anticipated and responded 
to, as a consequence of anticipations. Experiencing a cardiac 
event, and attributing personal meanings to it made the partici
pants’ subsequent motivations understandable and predict
able. Kelly’s (1963, p. 46) entire theory is based on this con
cept, expressed by the Fundamental Postulate which states, 
‘A person’s processes are psychologically channelized by the 
ways in which he anticipates events’. As stated by the partici
pants; “I’m sure stress is the cause;...my lifestyle is under 
pressure;...I put it down to stress;...I think stress in my 
business;...it comes to trying to stretch myself;...it’s possibly 
more stress than anything else;...I think pressure of work be
cause I am a perfectionist”.

Even the most unusual of events are anticipated in terms of 
replicative past themes, as stated in Kelly’s (1963, p. 56) ‘Or
ganization Corollary’: ‘Each person characteristically evolves, 
for his convenience in anticipating events, a construction sys
tem embracing ordinal relationships between constructs’. The 
participants’ personal constructions and the way they were 
organised were developed to make sense of the event and 
transcend any future contradictions. In their search for mean
ing, the participants looked at choices in multidimensional ways, 
and then selected, or did not select, certain constructs accord
ing to their repetitive nature within their lived experience. This 
decision-making cycle is likened by Kelly (1955, pp. 514-517) to 
mounting a horse which you can’t then ride off in all direc
tions.

How ‘stress’ affected the participants’ lives differed, and this 
demonstrated the permeability of the ‘stress’ construct. Pro
gressive variations took place independently as participants 
related deeper personal meanings of ‘stress’. The ‘stress’ con
struct supported these alterations and thus qualified as a theory 
(Kelly, 1963). Theoretical limitations are imposed in Kelly’s (1963,

p. 77) Modulation Corollary, which states,‘The variation in a 
person’s construction system is limited by the permeability of 
the constructs within whose range of convenience the vari
ants lie’. It would be a truism to state that oftentimes life is 
difficult. Superimpose a forceful, underhand and unexpected 
blow such as a cardiac event, and the participants are left seek
ing new constructions of the event to make subsequent 
anticipations more realistic (Kelly, 1963).

A  contextually-based 
intervention model
The theory that emerged from the developing constructs af
firmed that stress, past, present and future, played a major role 
in contributing to the cardiac event. This, in turn, contributed 
insights into how necessary lifestyle changes were perceived 
in the light of such theories.

The meaning given to the cardiac event was intensely per
sonal, and participants experienced a sense of indignation at 
the injustice of it all. According to Kelly, if we really want to 
play a part in helping people change, we need to understand 
and accept their different constructions of a cardiac event, as 
stated in the Sociality Corollary (Kelly, 1963, p. 95), ‘To the 
extent that one person construes the construction process of 
another, he may play a role in a social process involving the 
other person’.

Kelly (1955) affirms, the focus of convenience which we have 
chosen for our own theory-building efforts is the psychologi
cal reconstruction of life. We are concerned with finding better 
ways to help a person reconstrue his life so that he need not be 
the victim of his past (p.23).

Confirmation of ‘stress’ as the dominant construct may lead 
people into more reconstruing than disconfirmation, in order 
to maximise the extent to which the world can be predicted 
(Kelly, 1966, in Bannister, 1970), further directing their 
motivations. However, it has been shown that ‘stress’ is a per
meable enough construct to accommodate competing construc
tions.

Step 1 :  Telling the story
The telling of the story is deemed to be a basic yet essential 
first step in that a person who has experienced an AMI will 
most probably be struggling to make meaning of the event. All 
attempts at meaningful lifestyle change are based on the cen
trality of the story within the lived idiosyncratic experience of 
the “AMI patient.” By story we mean a subjective telling of 
what happened and how that event was interpreted. The rela
tionship between the story of the event and the event itself is 
complex. The story does not merely represent that which has 
happened, but, we would argue, is also in some way constitu
tive of conditions of possibility such as change and/or recov
ery. Furthermore the story also reflects aspects of the identity 
of the story-teller. According to White (1995) we live by the 
stories that “we have about our lives, that these stories actu
ally shape our lives, constitute our lives, and that they ‘em
brace’ our lives (p. 14).”

It was evident in the interviews and the focus groups that 
participants wished to engage in a detailed discussion of their
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experience of the AMI. It was also evident that the limited time 
available was not sufficient for an adequate telling of the story. 
It seemed that it was difficult for participants to move on to a 
discussion of lifestyle change until they had adequately and 
spontaneously described/worked through the experience.

One of the aims of this initial step is to facilitate persons de
scribing their understanding of the cause/s of the AMI. Frazier 
and Garvin (1996) identified finding cause as a key theme in the 
naturally occurring conversations of MI patients. The thera
peutic value of such “exploration of cause” - type conversa
tions cannot be underestimated, as the search for attributions 
is an important aspect of the “working through” of the event. 
Stated differently, the aspects of the event which have the 
capacity to undermine or threaten the identity of the MI pa
tient need to be “made sense o f ’ in an experience-near manner. 
Similarly, Johnson and Morse (1990) identified making sense 
as an important part of the process of coming to terms with 
what has happened. In discussing possible causes, sense is 
made. This is not a finite process, in that the life-threatening 
nature of the MI means that people who experience it will prob
ably not just ‘get over it’.

The “exploration of cause” conversation would also involve a 
deconstruction of the notion of “risk factors”, the idea being 
that lack of exercise, smoking, and so on, are not only “risk 
factors” but also behavioural choices which people have made. 
Smoking, quite apart, from being an obvious health risk, could 
also be a method of coping. The acknowledgment of the fact 
that lifestyle choices such as smoking or lack of exercise are 
not aberrant, per se, but also have “gains” for the persons 
engaging in such behaviour , is seen to be an important step 
on the journey to successful lifestyle change. Within the study 
one participant remarked: “Smoking - I’m not going to do [that]! 
I think when I get out of here it will be very hard, but I’ve never 
had to smoke in company. I smoke more by myself because I 
was using it as a companion.”

For Frazier and Garvin (1996) a further theme that emerged from 
the naturally occurring conversations of MI patients was that 
of acting normally (p.30). This theme incorporated “partici
pants’ attempts to preserve their normal patterns or habits, to 
resume normal activities and to maintain accustomed levels of 
personal control (p.30).” Keeping this in mind, it can be seen 
that there is a fundamental problem in traditional attempts at 
bringing about lifestyle change in that they do not acknowl
edge the extent to which people have an investment in main
taining their usual lifestyle. In terms of this, it does not seem 
surprising that calls from medical personnel to “just change” 
are often not heeded. Indeed, paradoxically, if MI patients were 
to make suggested lifestyle changes they could in fact be un
dermining their own sense of self.

Changing one’s lifestyle is also stressful, in that smoking could 
be an attempt to deal with stress in the first place, so that when 
a person stops smoking it has the obvious, but experience- 
distant effect of prolonging life. The other side of this lifestyle 
change could be that the daily felt experience of stress is height
ened. This becomes even more important, if we take into ac
count the ‘privileged’ nature of stress in accounting for the 
cause/s of the MI.

Step 2 : Retelling the story
The aim of the first step is to facilitate the telling of peoples’ 
stories. In doing this the general therapeutic imperative of “work
ing through” is addressed by means of exploring cause and 
generally attempting to make sense of what has happened. 
The focus in the first step then is on generating comprehen
sive descriptions of what has happened. In the second step 
the focus moves to these descriptions being taken up and 
deconstructed, by means of the story being retold.

The “retelling the story” step is made up of the following com
ponents:
Generating rich and experience-near descriptions o f the per
son’s lifestyle - This should be done in a non-judgmental and 
value-neutral manner. We feel that it is important for the per
son’s lifestyle to be acknowledged, as well as to be accurately 
understood.

Remembering change - This involves richly describing times 
in the person’s past when they have changed an aspect of 
their lifestyle. This would also include the telling of how that 
was accomplished. This sets the scene for the development of 
an alternative account of the MI patient’s ability to make 
changes. White (1990) posits that in identifying previously 
neglected accounts “persons can be encouraged to engage in 
performances of new meaning in relation to these (p.41)”.

Separating the act o f change from the identity o f the person 
who wishes to make changes - Making meaningful lifestyle 
changes is a difficult process. When MI patients attempt to 
make changes, and are somehow unable to, it is likely that they 
may feel dismayed and become discouraged from persevering 
with their plans to make and sustain changes. As a result of 
this, it is important that the person is in a position to take a 
stand against the problem without taking a stand against her/ 
him self. This is achieved by means of engaging the person in 
an ‘externalising conversation’ (cf. White, 1990). Here the prob
lem and its influence is clearly defined, and then the person’s 
relationship to the problem is discussed, in order that possi
bilities of action and change can be explored.

Deconstructing change - Change is often viewed as a simplis
tic process in which a person merely ‘decides’ to change and 
then ‘just does it’. Making sustained and meaningful lifestyle 
changes is a difficult and ongoing process. This fact needs to 
be acknowledged and taken seriously by health care workers. 
It is therefore useful to join with the patient in some discussion 
of the meaning and value of change. The idea here is to locate 
the change process within the terms of reference of the patient 
her/himself. In this way ‘change’ is constructed not as a rari- 
fied goal, but rather as a series of steps which fit with the 
person’s plans for his or her life after the AMI.

Developing and persisting with the plan fo r  change - The 
important point is not to try to persuade or cajole the patient 
into making lifestyle changes but rather to fully understand 
her/his preferred ways of living. This is very important as it 
links the cardiac event to the person’s history, and in so doing 
asks open questions about how the future could be. This can 
be also be furthered by identifying what are seen as barriers to 
change, and anticipating how these may influence the plan for 
change.
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Conclusion health behaviour. Thorofare, NJ: Slack.

The ‘window of opportunity’ that exists is to offer patients in 
hospital with a cardiac event or intervention, an opportunity to 
explore personal constructions, particularly ‘stress’ within a 
group context.

The findings indicate that people will not make adequate life
style changes in response to a cardiac event if it is not part of 
their construal systems. They are motivated to make changes 
according to their psychological processes which are 
“...channelized by the ways in which [they] anticipate events 
(Kelly, 1963, p. 46)”. How they make sense of a cardiac event 
has far-reaching implications for subsequent motivations to 
alter lifestyle.

The participants attributed ‘stress’ to be the main contributor 
to the cardiac event. This construct spanned many areas of 
their lives, and had particular meaning for each individual. This 
became their dominant story, based on present constructions 
of past events and future anticipations. It also predicted 
motivations for successful lifestyle changes.

The period of hospitalisation offers a ‘window of opportunity’ 
to harness the motivations towards better lifestyle manage
ment, and provides an opportunity for reconstructions of the 
cardiac event, and in so doing challenges the dominant, but 
unhelpful stress story. In order to better meet the needs of 
cardiac patients, greater attention must be given to their per
sonal theories.

Personal Construct Theory provides a valuable tool to reflect 
on past and present constructions and future anticipations, all 
of which are open to reconstructions in the quest for better 
alternatives. It is proposed that patients be offered the oppor
tunity, prior to discharge, to share their reconstructions and 
explore alternate possibilities in a supportive group setting. In 
so doing, they become empowered to examine choices, based 
on values and goals. Changing risk factors can then be ex
plored in this context. In this way we can continue to “ .. .break 
links in the chain of causation [of coronary heart disease] - at 
every accessible link in the chain (Stamler, 1985, p. 1055)”.
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