


Cardiac Beliefs

One of the main drivers for the first development of the Heart Manual was the
realisation that patient beliefs about their heart attack (or cardiac beliefs) can have a

major impact on individual recovery, both physical and psychological.

Since the initial introduction of the Heart Manual there has also been systematic
research and a build up of evidence to support the impact of health beliefs on
emotional health and coping with chronic illness, including heart disease ((Auer et al.,
2016; Winfriend et al., 2017; Foxwell et al. 2013).

There is now evidence that it is possible to influence recovery outcomes post Ml or
revascularisation by changing person’s beliefs, notably by addressing false or
inaccurate beliefs such as cardiac misconceptions or perceptions of personal control,
changability or consequence (Sigurdardottir et al. 2017). More research needs to be
carried out to identify the most effective method e.g., counselling, educational or
cognitive behavioural (Goulding et al. 2010), however The Heart Manual programme
uses a combination of these methods. Our research outcomes and ongoing patient
feedback data support the focus on addressing cardiac misconceptions to improve

psychological and physical well-being in this population (Ranaldi et al 2018)

As mentioned in the HM training, the way people think about iliness is fairly
consistent whether we are considering a minor ailment such as a cold, or more

serious conditions such as heart disease or cancer.

Faulty beliefs or cardiac misconceptions are also very common. Our experience of
working in cardiac rehabilitation shows us that they tend to follow a pattern. For
example, many people have misconceptions regarding: the cause and consequence
of coronary heart disease; the extent to which the disease can be managed, and the
timeline of the disease. Also many people have dismissed cardiac symptoms and
misidentified them as non cardiac, e.g., symptoms of indigestion. Vice versa, others
may mistakenly attribute non cardiac symptoms to a cardiac problem. Addressing
cardiac beliefs therefore is an important step in reassuring cardiac patients and

guiding individuals to cope and successfully self manage their condition.
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Cognitive behavioural theory describes how people’s thoughts and perceptions
influence their behaviour. This can explain why someone changes their behaviour
(actions), even if their thoughts (cognitions) are based on mistaken beliefs or
misconceptions. For example, if a patient mistakenly believes they are continually at
risk of sudden death because of their diagnosis of coronary heart disease, they may
try to reduce their chance of this happening by changing their behaviour. This is
usually resting and being careful not to ‘overdo things’. They may give up enjoyable
things, such as playing boisterous games with grandchildren, sporting activities, or
they may take early retirement unnecessarily. Patients are often aware that they
could do these things and may want to do them, but regard them as too risky. This
can lead to a poor quality of life and even depression. Families often have the same
misconceptions and perpetuate this unhelpful behaviour.

Patients who believe that they are very ill tend to monitor bodily sensations more
closely than they did before in an attempt to spot and avert any new problems.
Feelings of fatigue, breathlessness on exercise, or minor non-cardiac sensations
from the chest, may be interpreted as a further deterioration in health. This often
leads to a reduction in social and physical activity and an increased preoccupation
with symptoms. This can become a vicious circle, especially if the patient becomes

so unfit that they develop increasing symptoms of fatigue or angina.

Faulty attributions may lead to some activities being dropped whilst others are
maintained or increased. For example, if a patient regards their work as the main
cause of stress, and stress as the main cause of the heart attack, the obvious thing
to do is to stop working. They may not regard smoking as dangerous as stress.
Indeed they may regard the stress of trying to quit and the domestic rows it causes

as more dangerous than smoking and therefore continue to smoke.

Of course, avoiding stress often has other consequences. For example, giving up
work may lead to financial problems and a perceived loss of power within the family

and feelings of guilt at the family’s deteriorating circumstances.
Where possible, the role of the facilitator is to spot the patient’s unhelpful thoughts

and coping attempts and try to help change them to more useful ones. This is called

a cognitive (thoughts) behavioural (actions) approach.

The Heart Manual Training Resource © The Heart Manual and NHS Lothian, September 2019 3



Re-framing

How do we go about this? Well, to take the first belief that heart attacks are caused
by the heart being worn out by work, stress or worry. In developing the Heart Manual
material with small groups of patients it became obvious that many of them regarded
their hearts as being rather like batteries. They believe that you are born with enough
charge to get through a normal life, but if you live too fast or if you over use the
battery, it runs down too quickly and the heart attack is the first sign that there is very
little left. If you believe this, the obvious thing to do is to economise by slowing right

down and avoiding anything that might use it up.

If you want to change a person’s idea it is no good simply contradicting them, this
often strengthens the belief the person has. The best way to do it is to graft a new
idea onto one that the person already holds — this is called re-framing. In this case,
the battery idea can be re-framed as: ‘Your heart may be like a battery but it is a
rechargeable one.’

Before the HM After the HM

| can recharge it with

i | . .
My heart is worn out! exercise and enjoyment!

We spent a year working with small groups of patients to find out how to do this. The

result is the Heart Manual and its relaxation programme. The research showed that
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the HM reduced invalidism, anxiety and depression and that those patients who had
used the HM rated themselves as much more recovered than those who had the

control treatment.

Other cardiac misconceptions

‘Part of my heart is dead now’

‘The scar may burst’

Answer: Point out that scar tissue is not dead and it is stronger than normal tissue.
Ask them if they have any other scars, tell them it is just like that. Only a small part of
the surface of the heart was affected (if true). The rest of the heart quickly takes over.
The heart is the strongest muscle in the body. The heart could pump for 20 lifetimes
if necessary. The problem is in the arteries, not the heart. Within a few weeks the
heart will be pumping as well as before the MI, unless you are avoiding activity.

‘My arteries are all blocked up’

Answer: Not true, usually only one or two small patches are affected.

‘My heart is worn out’

‘Like an old person’s now’

‘Very little “juice” left’

Answer: You can’t wear a heart out because exercise makes it stronger, just like any

other muscle.
‘If you’ve had one you’ll have more until one kills you’
‘Heart disease is always fatal’

Answer: The majority of people never have more than one. Many people, especially

if they stop smoking and make changes, live a normal life span and die of something
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else entirely. Lots of people have coronary artery disease. Your next door neighbour
probably has it but they are worse off because they don’t know. A whole series of

heart attacks is very unusual. Each day that passes makes it less likely.

‘Stress and excitement kill’

‘Stress can kill’

‘Shocks can cause heart attacks’

‘Sex is dangerous after MI’

Answer: Point out that heart attacks after acute stress or sex are very rare. Normal
levels of excitement are good for you. People have worn heart monitors during sex,
which is no more stressful than cutting the grass or walking up two flights of stairs. It

is good exercise and the pleasure reduces stress.

There are many more of these cardiac misconceptions and many more answers.
Studying the Heart Manual and being familiar with the advice it gives will enable you

to re-frame most of the patient’s (and their families) worries.

‘My work could kill me’

‘My family could kill me’

Answer: Another belief that prevents patients getting on with life is that it was their
work or stress in the family that caused the heart attack. If these patients continue to
believe this then they may try to cope by withdrawing emotionally from the family or
their partner, giving up work, or not putting their usual level of effort in if they do go
back to work. Doing this often leads the family to believe that the patient is ‘still not

right’ or to feel rejected. If they avoid work they feel guilty and miserable.
This is where the relaxation and stress management is so useful; it can help the

patient to feel that they can now control this stress so that it doesn’t get to them and

therefore is not dangerous any more.
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Misconceptions relating to revascularisation

People who have had revascularisation may overestimate its benefits. Rothberg et al
(2010) found that patients over estimate the benefits of PCI in stable angina, as such,
patients mistakenly think that PCI in stable angina lowers the risk of heart attack or
associated mortality. According to the study, patients do not realise that PCI in stable
angina does not reduce risk of MI or mortality, where there is a fixed obstruction and
stable symptoms. By contrast, in the setting of acute coronary syndrome in which a
cholesterol plaque ruptures and the artery is acutely occluded by thrombus, PCI
offers a clear benefit over medical therapy in terms of mortality and reinfarction. This
confusion suggests that the benefits of the revascularisation are neither well
explained nor understood.

Revascularisation misconceptions can make lifestyle change more difficult to
achieve. For example, people will be less motivated to change if they believe are
cured or ‘fixed’ from the revascularisation. For the same reason they may also have
less incentive to take medication on a regular basis.

‘m fixed’

‘Now I’'ve had my angioplasty | can go on as | have before, | don’t need to make

any lifestyle changes’

‘I don’t see the point of taking this medication now I’ve had this procedure’
Answer: It's important to look after your arteries so they do not get blocked or
narrowed in the future. Taking any prescribed medication regularly and making
lifestyle changes will help lower your risk of having any future problems.

Plus if the patient previously had angina it is important to highlight: having your
arteries fixed does not guarantee you for the rest of your life but the majority of
people who help themselves, by changing some of the things they do, get rid of
angina for good.

Some questions you can ask to help identify cardiac misconceptions:

e Would you like to tell me, in your own words what happened?
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¢ What do you think caused your heart attack?

e What do you think is the most important change you can make to reduce your

future risk?
e What do you know about heart disease?

e What did your consultant recommend that you do to get better now that you

are home?
e What do your family think caused your heart attack?

¢ What concerns you the most about what's happened?

Behaviour and the Heart Manual programme

One of the key aims of the Heart Manual programme is to promote behaviour that will
help the patient manage their coronary heart disease and bring about both physical
and psychological improvements. Behaviour change may be a large component of
the person’s rehabilitation particularly if they have a number of risk factors to

address.

Encouraging patients to approach activities they may be avoiding is known as a
technique called behavioural activation. The paced approach advocated in the Heart
Manual supports this as it encourage patients to initiate action, despite feelings of low
mood and counteracts the natural feeling to withdraw or avoid an activity (Addis et al.
2004). The goal setting and pacing elements of the Heart Manual programme are
discussed in the Health Behaviour Change chapter. However, it is important to
recognise the powerful influence people’s cognitions have on how well they can

manage their condition in addition to behavioural approaches alone.
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Beliefs & the Heart Manual Programme

Beliefs/cognitions about health and iliness can determine how we behave and also

how we cope psychologically.

Levanthal's Self-Regulation Model (Leventhal et al. 1980) provides a framework to
understand how people make sense of illness and proposes two types of processes;
cognitive and emotional responses which influence how a person copes with the
illness.

The cognitive response (which are known as iliness representations) is formed from
the knowledge an individual has about an iliness or from their own experience of the

illness.

The emotional response may be directly from the initial perception of the symptom or

as a result of the illness representations.
It is interesting to know that we tend to think about health and illness according to a
consistent pattern. According to Levanthal’s model of illness representations
(Leventhal et al. 1980) there are five clear domains underpinning the way we make
sense of iliness. These fall into the following areas:

1. Identity - What is the illness

2. Cause - What caused the illness?

3. Timeline - How long will it last? Is it chronic or acute

4. Consequences - What will happen to me? How will this affect my life?

5. Curability or controllability - Is the iliness curable or can it be controlled?
The overall model is illustrated in Figure 1. Here is an example of how the model is

operationalised for a person we know has experienced cardiac symptoms that are

later diagnosed as a heart attack:
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A person experiences illness stimuli, for example, symptoms, which are chest pain,
racing heart, sweating. These symptoms trigger thoughts about the symptoms in

terms of ‘what do these mean or represent?’ For example:

1. “What is it? A heart attack?” (Identity)

2. “What has caused this? Smoking, stress?” (Cause)
3. “How long is this pain going to go on for?” (Timeline)
4. “Am | going to die?” (Consequence)

5. “Can | get this treated with medication or other treatment?” (Curability or

controllability)

lliness
Representations:
e |dentity
Timeline

Consequence Coping _
Cause Procedures Appraisal
Control/Cure

Stimulus or l
Situation t

Emotional
Response COplng '
= Procedures » Appraisal
Fear/distress

Figure 1 Leventhal’s Self Regulation Model

The illness representation will then initiate a coping response, for example, seeking

medical attention or taking medication.
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At the same time, the person will be responding emotionally to the stimuli/chest pain
e.g., fear or worry. The emotional representation will influence the type of coping
behaviour for managing the emotion. This may involve expressing ones feelings,

e.g., telling others how they feel scared or suppressing — “I’'m alright, it's nothing”.

The self-regulation component of the model involves the coping behaviour and the
appraisal of that coping behaviour: the person reflects on whether or not the adopted

coping behaviour was successful or not and changes or ‘regulates’ this accordingly.

Coping
The Heart Manual and supporting effective coping

There is scope to intervene at all stages in order to help somebody cope successfully
with a diagnosis of iliness. The Heart Manual, with the assistance of the facilitator,
can help the patient interpret symptoms more accurately and help the patient cope

with a CHD diagnosis.

In the illness representation stage, accurate information on what coronary heart
disease is, what caused it, what are the consequences, that it is a chronic disease,
and that it is not curable but is controllable — all will help the patient cope more
effectively.

At the coping stage, patients can be helped in a number of ways through goal-
setting, challenging negative thoughts and relaxation exercises to help with the
anxiety or low mood as a result of the emotional response (see the Anxiety &

Depression chapter where this is discussed in more detail).

The facilitator can also help at the appraisal stage when reviewing the efforts and

targets. Interventions based on this model have been shown to be effective.

Stress

Stress can be described as a transactional process (Lazarus and Folkman 1987)

where a person is faced with a stressor e.g. a life event such as a heart attack. The
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person appraises this situation as a threat that they either have the resources to cope
with it or not. If the person perceives that they cannot cope with the threat then stress
occurs. The Heart Manual programme can help the person have a more positive
appraisal of their situation and support them to cope with it. Stress management is
part of the weekly programme, starting with introduction to relaxation in weeks one
and two and further ways of dealing with stress from week three onwards. Please
see the chapter on relaxation for reducing stress in this training resource.

Relationships

Social support in the form of friends, family and work colleagues is an important
influence on coping with stress and iliness. However, it is the quality of the social
support that is important. In other words, individuals need to be satisfied with the
support they receive in order to benefit. At times it may be difficult for partners and
families to understand what a patient who has had an Ml or recent diagnosis of a
CHD condition is going through, both psychologically and physically. Also, partners
and families may have their own beliefs and misconceptions which may help or

hinder the way a patient cope.

For example, at the coping stage of Levanthal’s model, a partner or member of the
family may want to ‘wrap the patient up in cotton wool’. By doing so they discourage
the patient to actively cope with their CHD and reduce risk factors, in the many ways
outlined in the Heart Manual. For this reason, partners and families should be
encouraged to read the manual as hopefully this will reassure them and address

misconceptions that they hold.
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