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ABSTRACT

The general aim of the study was to provide an analysis of certain
psychological characteristics and processes exhibited by male coronary
patients during their recovery from a heart attack in a Coronary Care
Unit. This analysis was conducted within the theoretical framework
provided by Richard Lazarus‘ psychological stress model. The central
construct of the model is that of threat, defined as the‘anticipation of
future harm. This definition leads to a concern with: the appraisal
of threat stimuli, threat reactions, coping processes, and the multiple
determinants of these various phenomena. Using these theoretical
categories, a review of the psychological literature on the recovering
_coronary patient was carried out.

A pilot study of 40 patients' appraisals of and reactions to their
Coronary Care Unit was first conducted. The qualitative data cbtained
indicated that social contact was of prime importance to patients.
Adverse reactions to various aspects of the Unit, such as the monitoring
equipment, witnessing cardiac arrests and transfer from the Unit, were
strikingly infrequent.

In the main investigation, variables from each of the theoretical
categories listed above were assessed in a group of 50 male patients who
had suffered a heart attack four to eight days previously. The
particular variables measured were: appraisals of the Coronary Care Unit,
the future, the patient's job and a heart attack; : the threat reactions
of anxiety, depression and hostility; the coping processes of denial,
inaction and anxiety; and possible determinants including: the Type A
Behaviour Pattern, trait denial, recent life changes, medical history and
psychosocial characteristics. To obtain comparable data from a group of
healthy subjects,»a stratified random sample of 50 miners was also assessed

on most of the above variables.
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The data obtained allowed the investigation of three types of
question or hypothesis: questions as to the prevalence of the study
variables in the two groups; hypotheses concerning expected differences
between the groups; and hypotheses concerning the relationships between
the variables measured in the coronary group, derived from the
theoretical model.

The coronary patients saw both the Unit and their future in a
very positive light, but displayed a very negative appraisal of a heart
attack. In comparison to the miners, they found their jobs ;ignificéntly
more boring, and generally less attractive. The patients were
significantly more anxious and depressed than either the miners or US
normafive groups, exhibiting levels of affect of psychiatric significance.
Hostility scores in the coronary group were also significantly higher
than in US samples, again approaching psychiatric significance.

Type A behaviour was significantly less Prevalent and intense in
both groups, compared to US data. No difference was found between the
coronary and miners groups. Trait denial was significantly more intense
in the coronary sample than in a us normative group.

On the psychosocial variables the coronary and miners groups
differed in only two respects. The coronary patients were significantly
older and included significantiy more affiliates éf the Church of England.
Patients reported significantly more recent.life changes than did comparison
subjects, especially concerning their work.

There was some very limited evidence of a positive correlation
between patients' view of their CCU and that of the future and a heart
attack. The coping processes of denial, inaction and anxiety were all
detected. With the exception of the cognitive repudiation component of
denial, which was strikingly rare, the prevalence rates of the coping
processes were similar to those found in other studies. Anxiety was

less prevalent than denial, but occurred as frequently as inaction.



Anxiety levels did not appear to vary significantly between the fourth
and eighth days after admission, but depression scores declined
significantly over time.

Type A behaviour was not a determinant of threat behaviour, nor
did trait denial or a psychiatric history correlate with the use of state
denial. With the exception of a positive association between social
class and being reassured by the Coronary Care Unit, no psychosocial
variables appeared to influence threat behaviour. There was a slight
tendency for patients with a coronary history to be more depressed and
hostile than were patients without such a history, but no clear conclusion
could be drawn. Recent life changes and depression were not significantly
associated, but there was some indication of a negative correlation
between life changes and appraisal of the future, and a positive correlation
between life changes and appraisal of a heart attack.

These results were compared with those from other studies, and
discussed in the context of the Lazarus model. In general the data were
found to be either supportive of Lazarus' theoretical principles, or
insufficient;y precise to warrant a conclusion. Finally, doubts were
expressed as fo whether the analytic power and Precision which the model

seems to promise, are in fact realisable.



CHAPTER 1

In the days following a heart attack the coronary patient is exposed
to various real and imagined threats to his physical and psychological
well-being. The following study may be seen as an attempt to map part of
the complex field of psychological forces which obtains in this early
recovery period. The participants in the study had all suffered a heart
attack four.to eight days previously, and were all recovering in a
specially equipped coronary care unit. It will be helpful to begin by
' uexplaining in brief why this particular group of subjects should be of
interest to the psychologist.

The main aim of treatment in the early recovery period is to ensure
that minimal demands are made on the patient's cardiovascular system. It
is essential that this be achieved if potentially lethal complications of
the patient's condition are to be avoided. When‘it is appreciated that
heightened cardiovascular activity may result from psychological as well
as physical stimulation, the importance of gathering knowledge about
psychological processes exhibited by the recovering coronary patient
becoﬁes apparent. Such knowledge may ultimately be used to formulate
patient management. procedures which may reduce distress, and may thereby
save lives. |

A second practical reason for a psychological study of the coronary
patient is to provide information which will be of use in designing long-
term rehabilitation programmes. It has been suggested that the basic
elements of the patient's reaction to his illness, which is in itself a
major determinant of his rehabilitation prospects, are established in
the early recovery period (1). An understanding of the dynamics of
these early stages of recovery is therefore a prerequisite for effectively
helping the patient to adjust to the many changes necessitated by his

illness.



Apart from these important practical applications, data concerning
psychological processes exhibited by the coronary patient are of great
theoretical value. Any major changé in health status faces the individual
with the problem of adjusting to changed circumstances to some degree.

It will be argued that the coronary experience precipitates many patients
into a situation which makes éreat demands on their coping abilities.

The recovering coronary patient therefore provides the investigator with
an excellentifield opportunity to test out hypotheses derived from
psychological theories concerned with processes of coping and adjustment.

Faced with the alarming complexity of the coronary patient's
psychological predicament, an obvious strategy for choosing study variables
of possible importance was to turn to the existing literature on the
subject. As wil; become clear in Chapter 3, most of the work which has
been done is deficient in two closely related ways. Firstly, investigat-
oré have tended to be atomistic in their approach to the patient, studying
variables such as anxiety or depression with>1itt1e regard for the intra-
personal and environmental complex in which the variables are embedded.
Sec0nd1y,‘with the exception of psychoanalytic investigators, workers
have tended to neglect explicit theoretical formulation, seeming to prefer
a piecemeal analysis of the phenomena which interest them. The result
has been a collection of findings valuable in themselveg but notable for
their lack of organisation and for certain omissions. To take two
examples, clinical impression and common sense suggest that both personality
factors and the recent life history of fhe individual will affect his
reaction to a heart attack. Yet there are virtually no data available
which throw light on the inter-relation between these variables.

It seems unlikely that a coherent and comprehensive picture of the
psychology of the coronary patient will emerge from a summation of findings
donafed by numerous stgdies of affectiﬁe reactions, persona}ity factors,
psychosocial characteristics and so forth, each studied in comparative

isolation. In the following study an attempt was made to gain a more



holistic and integrated picturé of the coronary patient than has so far
been provided. A particular theoretical approach, namely Richard Lazarus'
coping model (2) was used as a framework. The details of the model will be
given in Chapter 2 with a justification for its use. For the moment it is
important'to point out that Lazarus' model does not constitute a developed
theory.. Its primary functions were: to suggest classes of phenomena
which should be included in a comprehensive account of the coronary patient;
to generate particula; hypotheses relating the actual variables which were
selected for study on the basis of established findings; and to integrate
the results df the study. Apart from using the model to structure,
generate and integrate the present study, an attempt was also made tor
organisé data from existing studies in terms of the model.

Two fasksAremain.in‘this chapter. Firstly a brief account of the
coronary patient's physical state will be given. Some knowledge of this
is necessary for an understanding of the resultant psychological reactions.
Secondly, as a bridge to the next chapter on psychological theory, those
~general characteristics of the patient's predicament which suggest the
applicability of an analysis based on the construct of coping will be
discussed.

The terms "heart attack", "coronary" or "myocardial infarction"
(m.i.) are used synonymously to describe the death and consequent scarring
of an area of tissue in the coronary arterial system. Tissue death occurs
usually bécause the local blood supply has been reduced or terminated by
a blockage upstream in the coronary artery. Any such disruption of the
coronary circulation is potentially serious since it is the coronary
"arteries which carry the heart's own blood supply. The heart has little
capacity for building up an oxygen debt, so a continuous supply of
oxygenated blood is essential.

| How and why a heart attack occurs is pot fully understood. However,
it is clear thaﬁ a major contributory factor is the common state of

arterial degeneration called atherosclerosis. The ageing artery becomes



increasingly "furred up" with fatty deposits, notably atheroma, thereby
decreasing the size of the bore or lumen. Total occlusion of the lumen
and subsequent infarction may then result in various ways which need not
be discussed here. Perhaps the most well known to the layman, but

by no means the most common, is when the narrowed lumen is blocked by

a clot or thrombus. Hence the expression "coronary thrombosis".

The occurrence of an m.i. may have a number of possible outcomes.
In the case of a "silent” infarction the sufferer is aware of nothing
other than perhaps a slight transitory twinge of pain, often mistaken
for indigestion. At the other extreme the individual may literally drop
dead, usually the victim of abnormal heart rhythms evoked by the patch of
dead tissue. But, most commonly, the sufferer experiences extreme
enduriqg pain, sometimes radiating from the chest into the arms, back and
neck. Other common symptoms include sweating, breathlessness and some-
times loss of consciousness.

The survivor of a heart attack, to which medical attention has been
drawn, will be treated either at home, in the case of a mild attack, or now
with increasiﬁg-frequenéy in hospital. There is some variation in the
type of hospital care afforded, but it will usually take place in a
specialised coronary care unit (CCU).‘ The dangers to which the coronary
patient is prone during the early recovery period include: .cardiac |
arrhythmias, which cause the heart to function inadequately or to cease
_functioning altogether; an extension of the onginal infarction, associated
with disruption in the formation of the scar tissue; or a further new
infarction.

Accordingly, as indicatgd earlier, the prime concern of coronary care
is to keep thevcardiovascular workload to a minimum by restricting physical
activity and preventing emotional disturbance. Complete or near complete
rest is enforced for anything from 8 to.14 days. During this time
anticoagulant drugs are usually given to prevent blood clotting, and

diuretics to reduce blood pressure. Medication is also given to remove



pain, to improve heart action, and sometimes to promote sleep and reduce
anxiety. After this acute phase of recovery the patient is transferred,
either to a general medical ward or to his home. During the following

6 - 8 weeks he gradually increases his physical acti?ity, by the end of
which time, if no complications have ensued, he is usually fit enough to
return to work. A good non-technical account of the nature of a heart
attack is given by Donald Longmore in a recent book (3). For a more
detailed exposition of the aetiology, symptoms and treatment of myocardial
infarction, Chaptgr 8 of Desmond Julian's "Cardiology" text book provides
an excellent source (4).

Finally, to antiqipate the next chapter, what characteristics of
the recovering coronary patient's state suggest that his coping abilities
are likely to be tested? First and foremost, his situation is life-
threatening. He feels, often rightly, that he has been near to death;
he has been confronted with the fact of his own vulnerability. This
confrontation has two aspects which render it more potent. It is
usually sudden, marking.a sharp dysijunction with preceding events.
Further, it is frequently premature. Most of the recent increase in
deaths from ischaemic heart disease, of which myocardial infarction is a
major manifestation, has been in the age group of 35 - 55 years (5).
Thus many coronary patients have been threatened with death well before
their expected span of life has been achieved.

Thi§ experience now informs the patient's primary fear, namely that
a second heart attack will follow with a less fortunate outcome. He is
thus exposed to a whole compiex of threats. The coordinating element
in this complex is personal death with its many ramifications, both
personal - further pain, unfulfilled aims, and interpersonal, notably the
fate of his family. A further set of threats is attached to the
possibility of continuing to live as a complete or partial invalid. bAgain
many aspects of the individual's personal and interpersonal life are

threatened.



The threatening nature of the patient's state is heightened in various
ways . His prognosis is inevitably uncertain. Understanding of the
mechanisms underlying an m.i. is still too slight to allow accurate
predictions of individual pPrognoses. Although the patient will doubtless
be told that "everything is going to be alright", he will quickly learn,
if he does not already know, that his future cannot be foretold. His
situation is therefore eharacterized by its ambiguity.

For several reasonsvthere is little that the patient can actually
do about his predicament. Standard copiﬁg devices of fighting or fleeing
are clearly inappropriate. This limitation leaves little alternative
but to attempt a cognitive restructuring of his situation, a fact which
makes the coronary patient a particularly interesting problem for the
psychological theorist., Besides the obvious limitations provided by the
patient's‘physical state, his repertoire of appropriate coping devices is
iikely to be restricted by his inevitable lack of experience of the
particuiar problems he now faces. But overshadowing all these
considerations is the simple fact that there is nothing that the patient
can do to avoid with certainty that which he fears. Certainly he can
reduce the risk of future harm by following advice on smoking, exercise
and so forth, but he is powerless to remove totally the fundamental threat.

4Finally, the patient's treatment and the context in which it is given
serve to accentuate thevseriousness of his condition. Impressive
machinery, enforced inactivity;.a variety of medications - all emphasize
the patient's precarious state. Frequently there are long periods during
which there is little to distract the patient from exploring various
aspects of his particular problem, Thus, altﬁough the care which the
patient receives is undoubtedly beneficial physically, it may serve to
emphasise his psychological problems.

The foregoing account is derived from a combination of the writer's
own observations and a sample of the impressionistic literature on the

coronary patient reviewed by Croog, Levine and Lurie (6). It is not



suggested that the description applies to all coronary patients.

Rather that their predicament has sufficient characteristics to make it
an appropriate and promising area for an analysis based on the notion of
coping. In the following chapter the primary task will be to describe

the particular theoretical ‘model which was adopted.



CHAPTER 2

"Phenomena are often labelled stress for what appear to be purely
arbitrary reasons. If one ignores the labels and looks only at
what is being studied, ..... the nonessentiality of the term stress

in understanding the phenomena becomes apparent" (7 p.54 ).

Had the preceding chapter been written in the early stages of the
present investigation instead of several years later, the word "stress"
would have been notable for its frequent appearance. In the preliminary
search for an appropriate theoretical framework, the concept of
psychological stress was an obvious starting point since the coronary
patient's state seemed intuitively so patently stressful. However,
examination of the literature on the construct of psychological stress
quickly evoked the sentiment expressed in the above quotation. Before
examining Lazarus' theoretical model it will be helpful to discuss why
the construct of psychological stress’was excluded from the present study.
The followingvdiscussion owes much to Gordon Moss' treatment of the
subject (7).

Since its introduction ipto the life sciences by Selye in the
1930s (8), the term "stress" has been applied to many diverse phenomena,
and acquired multiple definitions. This lack of'a generally accepted
definition has been noted byAvarious writers (7, 9, 10). Selye himself
began a tradition of designating status of the organism as stress: a
complete reversal of its earlier uég by engineers to describe the stimulus
conditions which produce strain. The Selye convention has been adopted
by various physiological, psychological and sociological theorists who
have conceived of stfess as the product of the action of certain stressors
(11, 12, 13, 14). 4Others have defined stress as those conditions which
impinge on the organism (15, 16).

Examination of these various definitions indicates certain



characteristics in common. For example, Appley & Trumbull have noted

a concentration by stress theorists on ‘extreme’ environments and
responses (9). But such characteristics can hardly be seen as hecessary
or sufficient criteria for the applicability of the term 'stress'. In
other words, in no way do they provide the basis for a definition of the
term. These comments have been made about the general term 'stress', but
also refer specifically to the concept of psychological or psychosocial
stress.

Lack of a generally accepted definition has led to a state of
semantic near-anarchy and thence to conceptual confusion. Doubtless much
of this confusion stems from the idiosyncratic everyday usage of the
ekpression. in practice there seem to be few restrictions on the
phenomena to which the word "stressful" can be applied. Perhaps the
only characteristic common to the diverse applications of the word is
its negative evaluative tone. Yet even this comment seems unsafe since
it appears that certain individuals actuélly create "stressful”
situations and enjoy the pressures they seek out for themselves. These
"Type A" individuals will be discussed in detail in Chapter 5.

The use of psychological stress as a hypothetical construct was
rejected on the basis of two considerations. First, the term suggests
a unified set of phenomena and thus provides a good example of the "unum
nomen, unum res" fallacy. That is to say, it does not follow that,
because one expression can apparently be applied to diverse phenomena,
then similar explgnations will account for those phenomena. They are
not necessarily all aspects of the same "thing", Adherence to this
fallacy leads quickly to oversimplification, blinkering one to the true
complexity of the situations being studied.

Second, the use of the notion "psychological stress" focuses
attention on those phenomena which the researcher suspects are "stressful",
in the everyday sense of the word. A commonplace finding in stress

research has been the enormous inter-individual variation in reactions to
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"stressful"situations (9), To select stress situations or responses
for study according to commonsense criteria is thus a dangerously narrow
and potentially misleading procedure, if not supplemented by empirical

" investigation of subjects' appraisal of the expe;imental or field
situation. Too often stréss research implicitly involves circular
explanations of the form: situation X is stressful because subjects
exhibit stress reactions; subjects exhibit stress reactions because

situation X is stressful.

The Lazarus Model

To avoid these pitfalls, the theoretical model developed by Richard
Lazarus was adopted in the present study. The bulk of this chapter is
taken up with an account‘of the model, and its applicability to the
behaviour of the recovering coronary patient. The account is based
entirely on Lazarus' 1966 monograph "Psychological Stress and the Coping
Process" (2), since in more recent writings he has made no significant
changes or additions to this detailed work (17-22). All page references
in the following refer to the 1966 monograph.

Before going into the details of the model, certain of its general

merits should be briefly mentioned. It ig primarily a psychological

model, as opposed to a sociological or physiological one. Thus it is
intended for the analysis of the béychological functioning of the
individual, and accofdingkyappropriate for the study of coronary patients.
The notion of 'psy;£olpgical stress' is not a component of the model, bu£
is reserVediby Lazarus as a generic term to describe loosely a field of
diverse research activities. Further, one of the model's central
constructs, that of appraisal, takes explicit account both of the idio-
syncracies ahd the complexities of stress behaviour. Finally, the model
focuses attention on cognitive processes, and is therefore particularly

suitable for the analysis of situations where direct action is precluded

as a form of coping with stress - a Primary characteristic of the coronary
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patient's predicament.

Threat

The concept around which Lazarusfs model is organised is that of
threat. It has the status of an intervening variable, inferred from
patterns of observable phenomena. By threat Lazarus means the anticipation
of harm triggered by appropriate stimulus cues. Thus the concept has two
primary characteristics: firstly, it is future orieﬁted, in contrast with

the actual confrontation of harm. Secondly, threat is the result of

cognitive processes. For the purposes of this psychological model Lazarus

defines harm as anything motive-thwarting, Thus much of the theory is

concerned with the cognitive appraisal of those stimuli which have motive-
thwarting potential.

It follows ffom these general definitions that the degree of threat
experienced will depend on the number and strength of the individual's
motives which be feels are jeopardised. In this respect the coronary
patient provides an excellent opportunity to examine Lazarus's notion of
threat. Since a myocardial infarction (m.i.) is, in a very real sense,
life-threatening, there canbbe little doubt about the strength of the
motive which may be under at;ack and hence the high degree of threat which
>maz be experienced by at least some patients. An important point to bear
in mind about his state is that it is 'post-confrontation'; that is, the
patient has in a sense faced a majér threat, namely his attack, and now
is threatened with a recurfence of the event. This experience is of some
importancé in the patient's appraisal of his‘future.

Not only does the coronary patient's situation imply the potential
thwarting of a very strong motive, namely to stay alive; it also throws
a great number of motives into jeopardy. Assuming the patient survives,
he islfaced with a reorientation of his life. His reduced physical
capaéity makes it likely that his work load may have to be lightened, which

could mean a reduction in salary and status. In more serious cases,
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premature retirepent may be enforced. Recreational and perhaps social
activities will probably need curtailing. The patient's ability to
maintain his homg,vto play with his children, his sexual activity may

all be adversely affected. It is important £o realise that major
changes may be made by the patient despite his doctor's assurance that
only slight modification of his behaviour is advisable. Thus the amount
of change thought necessafy by the patient may well be independent of the
severity of his physical condition. It should be clear from the above

that many motives may be threatened in the case of the coronary patient.

Primary Appraisal and its Determinants

of fundameﬁtal importance in this cognitive model is the notion of
appraisal. Appraisal is a judgement or an inference concerning certain
stimulus»configurations, and is seen as a necessary conéition for a state
of threat to occur. The nature of the appraisal is determined by the
- interplay between the propeities of the individual and those of the
gituation, that is, it chara;terises the transaction between the individual
and his situation. Lazarus distinguishes two types of appraisal =~
primary and secondary. Primary appraisal concerns thé.identification of
particular stimulus configurations as threatening. Secondary appraisal
conéists of the subsequent evaluation of those fgctors‘relevant to coping
with the perceived threat. |

According td‘Lazarus three main considerations are relevant to the
ways in which stimulus factors determine primary threat appraisal,
conside;ations which concern various aspects of the nature of the threatened
harmful confrontation.

1) Balance of power

The degree of threat appraised is determined by the balance of power
between the threat stimulus and the counterharm resources of the individual
and of his environment.  "When the balance favours the harm-producing

stimulus threat is increased up to the limits set by the strength of the
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motive being threatened. When the balance favours the counterharm
resources, threat is reduced" (p.89). ‘This balance of power type of
analysis is well suited to the coronary patients situation, since the
conscituent elements are relatively well-defined and identifiable, yet in
no way contrived, as in so many laboratory situations. At one end of the
balance is the perceived potency of harm-producing stimuli. It has been
argued that the coronary patient'e predicament is notable for the potential
number‘and strength of motives which may be under attack. It follows
from this that the perceived potency of the threat stimuli should show a
wide range of variation between individuals. Such a range is conducive
to measuring differences and thus to testing relevant, specific hypotheses.
At the other end of the balance of power lie the rescurces available
to the individual from within or without himself. As Lazarus points out,
a case of particula; interest is where individual resources are low or
non-existent, thac is, where the person is helpless. He cites various
studies of both field and laboratory settings which indicate that where
the individual has little or no control over his situation threat is
heightened {(p.93-). More recently Averill (23) has arguedvthat no general
statements can be ma@e about the relationship between degree of personal
control and potency of threat. He distinguishes three types of control -
behavicural, cognitive and decisional - and provides evidence to show that
all have‘highly comnlex relationships to threat, depending primarily on
the meaning of the control response for the individual. The apparent
inconsistency between these two positions is resolved when it is realised
that Lazarus is discussing the determination of primary appraisal, whereas
Averill is describing the final degree of threat experienced, as shown
by threat reactions, after coping has occurred. Lazarus arrives at the
same degree of complexity.by later introducing the ideas of threat
reactions, secondary.appraisal and coping processes. This apparent in-
consistency is worth ncting, however, since it highlights the problem of

deciding which stage of the process of coping with threat is being described
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at any one time. This central problem of operational differentiation
of Lazarus' theoretical constructs will be taken up later.

As suggested in Chapter 1, the coronary patient has little or no
personal control over the conditions which threaten him. Bearing in
mind Averill's distinctions, it is perhaps more accurate to say that the
patient's control is likely to be severely restricted, since behavioural
and decisional control are, for the most part, irrelevant to his problems,
at .least during the early part of his recovery. The important point to
be made is that the Lazarus model is an appropriate analytic tool since
it takes explicit. account of an important aspect of the coronary patient's
behaviour, namely his relative helplessness.

Acting in combination with and in opposition to this lack of personal
control are the resources provided by the.patient's environment. The
patieht‘may be seen as surrounded by concentric circles of resources,
starting with those provided by the coronary care unit (CCU) and moving
out through those represented by immediate family, friends and organiza-
tions. During the first few days of recovery the resources provided by
the CCU are of paramount importance. The patient has little contact with
people other than those caring for him. The CCU is the most important
part if not all of hisiworld. Once again an important set of variables
in the theoretical model - environmental resources = are clearly relevant
to and easiiy identifiable for the recovering coronary patient. Relevant
since they are no léss than a life-support system, and easily identifiable
since they are'the product of an organised, rational analysis of the

patient's needs.

2) Imminence of anticipated confrontation

Interacting with the potency of the threat stimulus in determining
appraisal is the temporal proximity of the anticipated confrontation.
Thus Lazarus writes "When the potency for harmvis_great, nearness of the

confrontation increases the threat to the maximum provided by the strength
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of the motive to be’thwarted" (p.111). This particular determinant of
threat appraisal has no obvious application to the recovering coronary
patient §ince the one thing he certainly cannot know is the timing of
future events related to his illness. Undoubtedly this consideration

is relevant at the time of a coronary attack. Patients often report

that ;hey have felt on the point of death and suffered acute psychological
distress. But, in the posﬁ—confrontation state, degree of threat is
unlikely to be affected by considerations of the imminence of the feared

event, except perhaps where a recurrence of cardiac symptoms is experienced.

3) Ambiguity of Stimulus Cues

of great rqlevance in the analysis of the recovering patient is the
ambiguity of the threat‘stimuli. "Ambiguity concerning the significance
of a stimulus configuration will usually intensify threat because it
1imits the individual's sense of control or increases his sense of
,hélplegsness over the danger" (p.117). In the case where the primary
threat stimulus is a future myocardial infarction, great ambiguity is
introduced by the fact that the patient cannot be given clear, definite
knowledge on how totavoid the confrontation. = From the medical staff he
will receive epidemiolpgical_information in probabilistic form. For
example, he will probably be told that by giving up smokiﬁg he can halve
his risk of a further infarction. Or he may be advised that his chances
of another coronary will be markedly reduced by joining an exercise
programme. These and other siﬁilar statements derived from epidemio-
logical studies are true, but they are, of course, étatements about
trends within populations, and thus carry no guarantee of efficacy for the
_individual. He can only ever truthfully be told, "this may help in your
case", not "this will help"”.

Further ambiguity is éaused by the patient's exposure to "theories"
about coronary disease found in the news media and popular literature.

These generally take the form "the cause of coronary disease is...."
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Putative "causes" havé ranged from diet, through hard water, to creases

in the ear lobe. fhe continuing pervasiveness of the germ theory model
of disease in the public mind has invegted these aetiological "theories"
of coronary disease with surprising power and durability. When the
individual coronary patient's private theories,‘based on his own
experience, are added to ideas derived from medical and popular sources,
his resulting view of ways of avoiding another coronary cannot help but be
ambiguous.

Other potential threa£ stimuli concerning the patient's future life
may also be ambiguous both in the sense that ways to alleviate future
threats of job changes, fo; example, may not be clear; and in that the
actual forms in which the life changes will manifest themselves are not
obvious.

Where there is great ambiguity concerning the stimulus cues in a
_given situation, threat appraisal is strongly determined by the
psychological structure of the individual and his resulting world picture.
In the next sectiop there follpws an outline of Lazarus' account of
éersonality factoré that determine threat appraisal and a consideration

of its application to the coronary patient.

Personality Factors which determine threat appraisal

Lazarus. distinguishes three groups of individual characteristics
which are relevant to threat appraisal: motivational characteristics,
belief systems concerning environmental transactions, and intellectual

rYesources.

a) Motivational Characteristics

The basic principle postulated by Lazarus in this respect is:
"The upper limits of the degree of threat are set by the strength of the
motive engaged" (p.121). It was suggested earlier that the motives

threatened in the case of the coronary patient are potentially both numerous
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and powerful. It also seems likely that the threat of death will loom
large amongst these. However, even in the case of death a warning given
by Appley & Trumbull must be noted: "Often the experimenter merely assumes

that the situation should have been threatening or would have been

threatening had he been the subject. +++. the first necessary step ....
is to determine how the subject perceives the stimulus or situation
presented" (9 p.8 emphasis theirs).

The important and necessary role played by threat appraisal and thus
by its determinants is exemplified by Lazarus' review of the evidence
concerning the variability of individual reactions to the threat of death -
a variability due for the most part to the multi-facetted nature of the
phenomenon.  Variations in appraisal of such an apparently all-powerful
threat can only be understood by taking into account the idiosyncratic
motive patterns of the appraiser. As will be shown in the literature
review individual motives have been unfortunately neglected in studies

of the coronary patient.

b) Belief systems concerning environmental transactions

Closely related to the pattern of individual motives are the
beliefs held by the individual about his relationship with the world.
As indicated above, the influence of these general beliefs on threat
appraisal will vary directly with the ambiguity of the threat stimulus
cues. Once again variation in appraisal of the threat of death may be
partially understood in terms of differences in beliefs about death - a
suggestion for which Lazarus gives some empirical support (pp 134-6).
He also presents evidence concerning the ways in which two other types
of belief system - Davids' alienation syndrome and trait anxiety -
determine threat appraisal. Trait anxiety is of particular interest here
since Lazarus argues that it can be seen as a disposition to interpret the
environment as threatening, due to high perceived threat and low personal

counter-harm resources.
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Once again little work has been done on the belief systems of the
recovering coronary patient and thus much of the variability in reactions
to threat remains unexplained. Despite the evergrowing complexity of the
Lazarus model, it seems that belief systems must be taken into account in

any comprehensive analysis of coping with threat.

c) Intellectual resources, education and sophistication

In the Lazarus model the individual's intellectual resources,
education and sophisticatioh play'a nondirectional role in threat appraisal.
If better intellectual resources allow more accurate perception of the
threat stimuli, logically they should also permit a clearer picture of
counterharm strategies. This sort of relationship does not generate
predictions as to whether more or less threat will be experienced. However,
there does appear to be some evidence, reviewed by Lazarus (p.l147), that
low resources do increase the degree of threat experienced. . The only
relevant information available on coronary patients concerns the effect
of educational experience on threat appraisal, evidence which is reviewed

in Chapter 3.

Coping and Secondary Appraisal

Subsequent to the appfaisal of threat come patterns of threat
reactions. These responses may be: affective, such as reports of
anxiety or depression; behavioral, such as speech disturbances or patterns
of motor behaviour; or physiological, such as heart rate or galvanic
skin respénse.

The remaining major concept to be introduced by Laiarus is that of
coping, which he defines as "strategies for dealing with threat" (p.151).
Two basic statements tie in this notion of coping with the account of
primary threat appraisal and reactions to that appraisal. "Observable
threat and stress reactions are reflections or consequences of coping
processes intended to reduce threat" and "these coping processes (and

hence the reactions themselves) depend on cognitive activity very similar
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in kind to primary appraisal ... (called) ... secondary appraisal” (p.152).

In Lazarus' view the appraisal of threat inevitably leads to the
mobilisation of coping processes., Thus threat appraisal is both a
necessary and sufficient condition for coping strategies to be activated.
Clearly the next important question is why a particular coping strategy,
manifest in a particular pattern of threat ;eactions, should folloﬁ a
particular set of appraisals. Lazarus' answer is based on the idea of
secondary appraisal - the cognitive process which determines the particular
form of coping. That is, "secondary appraisal intervenes between threat
and the coping process" (p.1l55).

In discussing the relationship between primary and secondary
appraisal Lazarus notes that, although the latter depends on the former, it
need not necessarily follow it in time (p.159). 1Information relevant to
coping processes may be collected at any time: for example, noting the
position of escape doors when boarding an aircraft. But the use of this
information in a seéondary appraisal of conditions leading to the use of a
particular coping process will depend on primary appraisal of a relevant

threat.

Determinants of Secondary Appraisal and Coping

Since secondary appraisal is also dependent on cognitive activity,
it is possible to specify the factors which may determine the form of the
appraisal and thus of the coping process. Unlike primary appraisal,
secondary appraisal cues concern "the estimated consequences of any action
tendency generated to cope with the threat" (p.160). The relevant factors
listed by Lazarus are: degree of threat, the location of the agent of harm,
the viability of alternative coping actions and situational constraints;
and the intrapsychic characteristics of motive strength and pattern, ego
resources and coping dispositions. Once again the applicability of each of
these factors to an analysis of the coronary patient will be sketched in

brief.
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1) Degree of Threat

The hypothesised relationship between degree of threat and coping
is expressed as follows: "More adaptive and reality-oriented forms of
coping are most likely when the threat is comparatively mild; under
severe threat, pathological extremes become more prominent” (p.162).

In reviewing the relevant literature Lazarus notes various difficulties

in testing this hypothesis, especially the severe probleﬁs of scaling
degree of threat and adaptiveness of coping processes. He concludes that
the evidence points towards strong threat being a necessary but not a
sufficient condition for the adoption of primitive coping processes.

The co;onary patient provides a case where serious threat is likely
and hence the use of coping processes which are not "reality-oriented"
might be expected. In fact there is growing evidence to support the idea
that denial is much—uséd as a coping process by coronary patients. A
review of this evidence will be found in Chapter 3. suffice it to say

here that the evidence gives some limited support to Lazarus' hypothesis.

2) Location of Agent of Harm

"Unless an agent of harm is identified, direct forms of coping such
as avoidance or attack are not possible" (p.174). This restriction on
the type of coping process available to the individual is clearly applicable
to the coronary patient. Since there is, strictly speaking, no agent of
harm it clearly cannot be located and hence dealt with in some direct way.
This point is obviously related to the role of ambiguous stimulus cues in
determining primary appraisal. But in that‘case the issue was one of
whether threat was appraised or not, rather than the present concern with

what to do about an existing threat.

3) viability of Alternative Actions

"other things being equal, the person or animal chooses strategies

from its available repertoire on the basis of the apparent viability of

the action" (p.179), where 'viable" means capable of eliminating or reducing
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the threat. It has already been stressed that the coronary patient can do
nothing to eliminate the threats which he faces, In the post-hospital
phase of his recovery and from then on he has a variety of actions from
which to choose which may serve to reduce threat. But during his hospital
stay he is encouraged to pursue one course of reducing threat - inactivity.
Thus, although a choice of actions exist only one is seen as viable.

It is interesting to note in passing the not uncommon exceptions to
Lazarus' postulate. Most striking in the CCU is the phenomenon of
patients continuing to smoke despite assurances that such behaviour actually
increases the risk of a further coronary.  They thus choose an action
which actually increases threat. In less dramatic forms this type of
risk-taking is a commonplace of human behaviour.and has been the object of
much theorising, for example, in terms of long-term versus short-term
~gains. Presumably Lazarus would invoke his usefully comprehensive
phrase "other things being equal" to account for behaviour which has

powerful short-term threat~reducing potential or for addictive behaviour.

4) gsituational Constraints

"gituational constraints make the action tendencies unacceptable
because the exprgssion of the latter exposes the individual to threat from
a different source" (p.197). These constraints are seen as embodied in
social norms which either discourage or encourage certain ways of coping.
Perhaps the most obvious example of the former is that of physical attack,
which in most situations in Western society is a totally unacceptable
method of reducing threat. The most important point which Lazarus makes
concerning situational constraints is that they influence the expression
of a coping process. Thus the conflict between a coping impulse and an
opposing social dictate may be resolved by covert use of the desired coping
strategy, but apparent conformity to the social norm.

Lazarus himself cites an interesting example from Hackett & Weisman's

work on coronary patients (p.201), where patients were observed to be
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trapped between the impulse to cope by discussing their illness with
visitors, and the powerful social norm of avoiding discussion of serious
illness and death communicated by the visitors. To resolve this conflict
patients took refuge in what the investigators called "middle knowledge™:
in effect, an overt acceptance of the norm of avoiding the subject, but a
covert concern with it, as evidenced by certain "cracks" in the facade.

The influence of situational constraints on the expression of coping
strategies is an important aspect of coronary patients' behaviour in
general. The male coronary patient in particular can be exposed to many
subtle influences concerning the appropriate behaviour of a man. Conflictsg
may arise, for example, between "good patient™ behaviour, based on
inactivity, passivity and acceptance, and socially encouraged 'male’
behaviour, based on ideas of strength, action and fighting adversity. This
type of conflict is not, of course, restricted to the patient in the CCU,
but it is in his case that the problem is likely to appear in extreme form.

The factors which influence coping and secondary appraisal so far
discussed have been, for the most part, characteristics of the threat
situation. = But to understand why particular coping strategies are used,
it is clearly necessary to take into account the psychological
characteristics of the individual, and the ways in which these interact

with the situational factors.

5) " Pattern of Motivation

"The patternlof motivation determines whether additional threats
will be mounted by the expression of coping impulses" (p.212). "A
consideration of individual motives is clearly complementary to the
foregoing discussion of situational constraints. That is to say, the
influence of social pressures on the expression of a particular coping
strategy will be minimal unless the individual's needs are sensitive to
these particular social pressures. For example, if a person has a

generalised desire for social approval, his expression of coping impulses
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will be influenced by a very wide range of social pressures. In making
what Lazarus calls his "psychoeconomic decision" he will always be biased
towards coping strategies which are socially acceptable. Following what
was said about the coronary patient in the preceding section, the relevance
of pattern of motivation to his case is clear, and needs no further

comment at this point.

6) Ego Resources

By ego resources Lazarus means those personality traits which "reduce
vulnerability to threat and facilitate healthy ér adaptive forms of coping"
(p.225). In one of the weaker sections of his account, Lazarus cites ego
strength and impulse control as two examples of ego resources which seem to
affect the use of coping strategies. As he admits, both the definition
and measurement of these variables have been poor, so that the role of ego

resources, whilst theoretically reasonable, remains untested.

7) ‘Coping Dispositions

The notion of a coping disposition stems from the hypothesis that
an individual's use of a coping strategy is not situation-specific. In
other words the individual is to some extent predisposed to use a
particular method of coping regardless of the demand characteristics of a
~given situation. Lazarus points out that most of the work in this area
has been done on defence strategies, a particular subcategory of coping
strategies, and restricts himself to a consideration of this evidence
(p.233-). He concludes that whilst coping dispositions have been
demonstrated, the complete generality of their use is not supported by the
evidence. As the later review will show, coping dispositions are another
relatively neglected aspect in psychological studies of the coronary
patient; despite their potential theoretical importance.

Finally; of general importance in the determination of coping are
the individual's beliefs about his environment and his own resources,

"Beliefs about what is morally wrong or right, effective or ineffective,
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or how the environment will respond to certain kinds of action shape
both the coping process and its behavioural expression” (p.245). Lazarus
quotes the variable of self-esteem as an example of a particular
influential belief about one's own resources which is likely to play a
part in the selection and expression of ways of coping with threat. Again
the general evidence on this hypothesised relationship is only suggestive,
whilst the felevant data concerning coronary patients is non-existent.
Most of the remainder of Lazarus' account of his model concerns the
configurations of particular coping reaction patterns and ways to measure
indicators of thrgat. Two tasks remain in the present chapter: firstly
to describe the coping reaction patterns relevant to the coronary
patient's situation; and secondly, to discuss some of the problems which

Lazarus' model encounters.

Coping Reaction Patterns and their Appraisals

Lazarus distinguishes two general categories of coping: “action
tendencies aimed at,eliminating or mitigating the anticipated harmful
“confrontation” and "purely cognitive manoeuvres through which appraisal
is altered without action directed at changing the objective situation"
(pp.258-259) .  Strategies in the first category are called direct-action
tendencies, those in the second, defensive reappraisals.

As . suggested earlier, there seems to be little that the coronary
patient can actively do to reduce threat, at least whilst he remains in
hospital. . The only direct-action tendency considered by Lazarus which
has obvious relevance is that of inaction. This strategy, if strategy
is the word, appears when the individual "is totally resigned that there
are no direct ways of preventing the harm or when he makes a successful
defensive reappraisal that there is no danger" (p.263). The state of
inaction follows a secondary appraisa} of helplessness and is manifest in
the threatvreaction of depression. There is indeed evidence which

indicates the presence of depression in recovering coronary patients -
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evidence to be reviewed in Chapter 3.

In the second category of defensive reappraisals, Lazarus attempts
to specify the appraisals and reactions which underlie the general ‘
strategy of defensive reappraisal rather than specific examples of it.

The pattern is as follows:

1) "Threat is appraised.
2) The threat is very great. The more intense the threat, the more

likely is defence, and the more likely is a primitive version of

defence.
3) No direct form of coping is viable ....
4) -If an agent of harm cannot be located, defence is also likely,

since without éuch an agent,vneither attack nor avoidance nor
any other direct action is possible ... Ambiguity concerning the
agent of harm is tantamount to the failure to locate one.
5) When social norms favour or produce pressure towards defensive
. reappraisal, they‘increase the likelihood of such forms of coéing.
6)  Stimulus information that supports a defensive reappraisal makes

it more likely ....".(p.309).

This particular coping reaction pattern has been quoted in detail
since much of the research on coronary patients has been concerned with
denial - a particular form of defensive reappraisal. Denial was also
one of the major variables studied in the present investigation and will
thus be the object of discussion in much of what follows.

One final reaction pattern which also has been much studied ana
figured strongly in the present investigation is that of anxiety. For
Lazarus, "anxiety is a threat reaction when no clear action tendency is
 generated" (p.310). If a coping process is brought into action and is
successful, anxiety will be supplanted by other affective patterns.

But if a coping strategy is not attempted or proves unsuccessful, anxiety
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will remain the dominant affective‘response.

The underlying configuration is as follows:

1) "Threat is appraised.
2) No agent of harm is located, or it is ambiguous.
3) Since there is no basis at the moment for either attack, avoidance,

or an estimate of hopelessness, no affect supplants the anxiety.
4) In some instances, anxiety occurs when a previously successful
defensive reappraisal breaks down, and threat is again appraised..."

(P . 311"12) .

Comment

The foregoing account of Lazarus' model provides a rich source of
hypotheses for analysing the behaviour of the recovering coronary patient.
In the following chapters existing findings will be reviewed with reference
to the model, and the particular research hypotheses, which were derived
from the model and then investigated in the present study will be specified.

A great déal of space has been devoted‘to an uncritical account of
Lazarus' theory. Apart from straightforward exposition, the aim has been
to show the close similarity between the researqh problems to which
Lazarus addresses himself and those to be found in the coronary care unit.
The model was considered a highl? suitable analytic tool for the present
investigation. But, to end an already overlong chapter it is important
to consider some of the model's deficiencies.

Two typés of questions may be asked about the strength of the model:
firstly, does the model provide a source of testable hypotheses about
the phenomena of interest; secondly, what empirical support have these
hypotheses received?

A first, and not uncommon, reaction to Lazarus' model is to wonder
whether its primary strength is not also igs primary weakness. The
model rests heavily 6n the’cognitive process 6f appraisal and, by virtue

of this, generates multiple hypotheses concerning individual variation
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in threat behaviour. It has been objected that Lazarus has overemphasised
the rational, decision-making capacity of the individual. But Lazarus

has forestalled this criticism by stating that "appraisal does not imply
_awarengss,_good reality testing, oi good adaptation" (p.250).

If this is the case, there seem to be serious problems raised
concerning the formulation of hypotheses which can be unambiguously tested.
. (A fact which Lazarﬁs recognises throughout his account). If we cannot
‘actuallyb"get at" the individual's appraisals we are forced to infer them,
along with the particular coping process being used, all from an
observable pattern of threat reactions. Firstly, this seems to place
an undue burden of inferred "findings" on a necessarily limited sample
_of responses. Secondly, it is difficult to see how conflicts between
‘élternafive interpretations of the same or similér response patterns
could ever be resolved.

A good example of this type of conflict is mentioned by Lazarus
when he dis;usses the problems of distinguishing between a true acceptance
of a threatening situation associated with benign affect, and a defensive
reappraisal, perhaps denial, of that same situation (p.265). The
threai'reactions may be identical, yet two opposing interpretations are
possible. " This particular proble@ of measuring denial and'distinguishing
it from positive affect will be taken up again.

In the present investigation an attempt was made to measure
appraisals independently of threat reactions. But this created two
problems_that seem fundamental to Lazarus' model. The first of these
was that it proved very difficult in practice to separate appraisals
from self-report threat reactions. The suspic%on remained that the same
phenomena were being measured under two different headings. This problem
is clearly highlighted when self-report measures of threat reactions are
used, but there seems to be a general problem of empirically differentiat-
ing threat appraisals and threat reactions, even assuming the former are

accessible for measurement at all.
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The second pfoblem concerns the role of time in the model. Clearly,
this type of analysis involves 'freezing' the flow of events in the
appraisal and coping processes. Lazarus' quellcontains a multitude of
variables, many»of which may appear and disappear with great'rapidity.
This raises the question of whether, in practical terms, the action can

“be stopped either by the subject or the experimenter. For example, can
we interpose between primary'appraisal and coping process to examine
secondary appraisal? If the answer is no, then ét bes; we are left with
retrospective reports to disentangle, or more likely, no indication at

~all of earlier events other than the 'final' pattern of threat reactions.

Even if the flow of events can be interrupted, how can we tell at
what point we have stopped the action? Here we return to the problem of

‘differentiation. For example, if an anxiety pattern is detected, is
this the result of an unsuccessful coping strategy or of no strategy at
all?z If we detect no anxiety, have we a case of successful defensive
reappraisal or one where a primary‘appraisal of threat has yet to be made?
To resoive tﬁese problems by resorting to an 'objective' account of the
subject's situation and inferring his likely. reactions so far, is to
undermine the power of the model to account fof-individual éifferences.
The daher alternative is to.monitor subjects' state over time and
attempt to map the ongoing processes - a task of pa;alysing magnitude.

Returnipg to the initigl question‘of whether testable hypotheses
can be derived from the model, this is seen as a question itself open to
vempirical test. Indeed, one of the implicit‘aims of the present
investigation was to examine this question. Although the model presents
severe difficulties in this respect, their solution appears to be
contingent on investigators' ingenuity, r;ther than being precluded on
logical grounds.

It may be argued that the excellent and comprehensive review of the

psychological stress literature provided by Lazarus constitutes support
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for the model, and hence resolves the problem of its testability. It is

inappropriate and unnecessary to attempt here a detailed critique of
lLazarus' use of evidence to support his theory. Particularly since the
evidence he cites does exactly that. But there is an important difference
between giving general support to a theory and rigorously testing out
hypotheses derived from it. As Lazafué acknowledges, much of the evidence
he draws fromwa‘phenomenally wide literature is deficient in various ways.
virtually every variable of interest has been‘defined differently by
_different inVestigators, and it is thus rarely'safe to assume that a
variety of findings are in fact concerned with the same phenomenon just
because the same name is used. Not only are different definitions
assigned, but also different procedures are used to measure nominally
the same phenomenon. Moreover, some of these measures, notably
projective techniqges; are noted for their unreliability and poor validity.
On the basis of the evidence reviewed by Lazarus in his 1966 work
it would Qe fair to conclude that, whilst the existing evidence was in
accord with his basic tenets, specific hypotheses derived from'the model
were, for the most part, untested. It would be a maﬁmoth £ask, and far
outside the scope of this thesis, to attempt an evaluation of the model
in the light of subsequent research. A general impression of current
psychological stress literatureindicates that the model has yet to be

surpassed as an attempt to integrate and explain the diverse phenomena

of psychological stress, and remains a useful analytic tocl. 1In the
following chapter the more manageable task of reviewing the literature
on the recovering coronary patient, from the standpoint of Lazarus'

model, will be undertaken.
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CHAPTER 3

The psychological literature on the coronary patient may usefully
be divided into four categories, using time as the principle of
classification. Thus, thg first category focuses on the question:
what psychological factors increase the risk of prematurely becoming
a coronary patient? This first caiegory includes the large numbe; of
studies comparing the stable psychological characteristiés of coronary
patients with those of appropriately matched éroups. The second category
is concerned with the behaviour exhibited by subjects between the time of

overt disease onset, usually of myoéardial infarction, and the receipt
of medical care. Psychological proéesses which are ménifest during the
early recovery period, usually in a coronary care unit (CCU), form

the substance of the third category. The final category is concerned
Qith psychological aspects of the coronary patient's long-term recovery
and rehabilitation. |

The aim of this chapter is to review ohly the literature in the
third category, that coﬁcerning the early recovery period in the CCU.
This period corresponds with the WHO's "first phase" (24), Kehoe's "acute
phase" (25), or Imboden's "middle period" (26). It is not intended to
provide a Cqmprehensive catalogue of the psychological literature on the
récovering'coronary‘patient. A notable omission is the impressionistic

~genre of reports exemplified by Lenzner and Aronson's “Psychiatric
Vignettes from a Coronary Care Unit" (27). Clinical impressions are,
of course, vital ;o the scientific enterprise. But their primary function
is to generate hypotheses. lThe emphasis in this review is on studies
which have systematically tested hypotheses using quantitative methods.
Much of the more insightful, impressionistic work has been reviewed by
Croog, Levine and Lurie (6).

| It was suggested in Chapter 1 that work in this area has displayed

two general weaknesses: an absence of theoretical structure, and a
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" tendency to study isolated elements of the total situation. Accordingly,
the review attempts to bring tpgether'existing findings within the
theoretical framework provided by Lazarus' modei.

In the finai éection of Chapter 2 the problem of empirically
differentiating between threat‘appraisals and self-report threat regctions
was raised. This conceptual distinction has not generally been made by
investigators ofAcorona;y patients. Terms such as reaction,-attitude,
response, perception and status are used interchangeably. Thus, for
the purposé of this review, threat appraisals will not be treated as a
separate category of phenomena. All se}f-report data provided by
pétients wiil be included in the class of threat reactions. Findings
will be considered under the three; headings of (1) threat reactions,

(2) coping processes, and (3) their possible determinants. Where
appropriate, the extent to which findings support or refute the general
principles enunciated by Lazarus will be discussed. The problem of the
appraisal/reaction conflation will be taken up in the final discussion of

the results from the present study.

1. Threat Reactions

" All three categories of threat reaction - affective, behavioural
and physiological - have been studied in the recovering coronary patient.
The bulk of this section will be concerned with anxiety and depression,
certainly the most studied reactions in the first two categories. Two
 general questions may be posed about threat reactions as such. Firstly,
to what degree is a particular reaction exhibiﬁed by coronary patients?
Secondly, does the prevalence or'intensity of the threat reaction‘show
any systematic variation over time?

Various features of the ;eported work make it difficult to give
clear answers to these questioﬁs. A meaningful answer to the first

question necessarily involves the use of comparative data from some non-
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coronary group. The use of comparison groups has been the exception,
not the rule. The less arduous task of assessing threat reactions of
coronary patients with well-established psychological tests, for which
normative data are available, has only been undertaken comparatively
recently.

A second problematic feature is the variety of measuring
techniques which investigators have used. These range from psychiatric
diagnoses, thréugh_nurse and investigatof ratings of patients' behaviour,
to pafienfs' reports on standardised questionnaires and rating scales.
such a variety of measures often makes comparison of prevalence rates a
meaningless exercise, the only sure common ground being the investigators'
use of the words "anxiety" or "depression".

Measuring techniques are far from the only source of variation
between studies. The physical layout of the unit, management procedurés,
nursing regime, medication practices, length of stay, and perhaps most
importantly, the personal‘characteristics of unit staff - all differ
;idely. Thus, to say that the subjects of interest are patients in
coronary care units is to provide an extremely broad classification.

This point necessitatés great caution in comparing results from different
units, or in generalising on the basis of findings from one unit.

There is one important exception in this catalogue of
dissimilérities. Almost ail investigators héve t_aken pains to ensure
thét their subjects have in fact suffered a recent myocardial infarction
(m.i.). At the very least then, subjects in different inves#igations
form a homogeneous