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A qualitative study investigating patients’ beliefs
about cardiac rehabilitation
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Background: The opportunity to attend a cardiac rehabilitation course is usually
offered to patients who have suffered a myocardial infarction. However, despite

referral, many patients fail to attend.

Objective: To elicit patients’ beliefs about the role of the cardiac rehabilitation course

following myocardial infarction.

Design: Qualitative study using in-depth semi-structured interviews.

Setting: London Teaching Hospital.

Subjects: Thirteen patients were interviewed after discharge from hospital following
myocardial infarction, but prior to attendance at cardiac rehabilitation.
Main outcome measures: Patients’ beliefs about cardiac rehabilitation that may act

as barriers to attendance.

Results: Themes identified included: the content of cardiac rehabilitation,
perceptions of exercise, benefits of cardiac rehabilitation, explicit barriers to
attendance and cardiac knowledge. Whilst some patients viewed cardiac

rehabilitation as an important and necessary part of recovery others expressed doubt
that it was appropriate for them. Some patients were uncertain of the course content
and misunderstood the role of exercise and its perceived effects. Misconceptions
with regard to cardiac knowledge were also apparent. The combination of erroneous
beliefs about cardiac rehabilitation and cardiac misconceptions seemed to result in
doubts regarding attendance.

Conclusions: Prior to course attendance some patients hold erroneous beliefs about
the course content, especially the exercise component. Co-existent cardiac
misconceptions are also apparent. Further research is needed to clarify the extent to

which these beliefs may contribute to the decision not to attend cardiac

rehabilitation.
Introduction

Participation in a cardiac rehabilitation course
is usually offered to patients who have suffered a
coronary event such as acute myocardial infarction
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in order to promote psychological and physical
recovery and facilitate secondary prevention.
Cardiac rehabilitation involves educational talks,
instruction in physical activity and relaxation/
stress management sessions. Overviews of rando-
mized controlled trials have demonstrated proven
clinical benefit following acute myocardial
infarction,'> however, many patients (typically
30-60%) decline to attend a single session.’> >
Nonattendance may be a result of referral failure
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or attendance failure — nonadherence to recom-
mended advice.

Leventhal’s self-regulatory model®’ of illness
behaviour attempts to provide a rationale for
nonadherence and proposes that patients hold
key illness beliefs which direct the way in which
they cope with or manage their illness (i.e., by
taking medication or attending cardiac rehabilita-
tion). In two studies involving patients who
suffered myocardial infarction, beliefs about the
heart condition elicited during hospitalization were
independently predictive of attendance at cardiac
rehabilitation.* Patients who felt they had a
degree of control over the course of their heart
condition and who acknowledged the role of
lifestyle factors in causing their heart attack were
more likely to attend.

An extension of this model® outlines the role
of patients’ beliefs about the necessity and possible
adverse effects of their treatment or medication
with regard to their adherence (the necessity—
concerns framework). Treatment perceptions
of patients with a range of chronic illnesses
have been shown to explain more variance in
treatment adherence than illness perceptions
alone.” Although we know that patients’ illness
beliefs influence attendance at cardiac rehabilita-
tion, the nature of the beliefs held by patients
with coronary heart disease about cardiac rehabi-
litation and the extent to which these may influ-
ence attendance behaviour is less clear. Previous
studies have addressed this question but to date
such studies have been distinguished either
by community setting (e.g., rural Australia,'® a
South Yorkshire Coalfield Community'') or
gender (focus group interviews with 10 women).'
In general, studies have been conducted at least
several months after the cardiac event and follow-
ing completion of cardiac rehabilitation by some of
the study participants.'?

This qualitative study was conducted in the first
few weeks following myocardial infarction in a
London Teaching Hospital. Interviews were con-
ducted soon after discharge from hospital but prior
to course attendance in the hope that we could
fully capture the beliefs of the patient regarding the
cardiac rehabilitation course that may be salient to
their decision to attend or not. By conducting
interviews prior to attendance we could be sure our
findings were not a reflection of knowledge or

experience gained through participation in the
course itself.

Methods

The study received local research ethical commit-
tee approval.

Semi-structured interviews were conducted be-
cause this method affords the interviewee the
freedom to provide their own account of a topic.
Qualitative analysis (interpretative phenomenolo-
gical analysis) was subsequently used to capture
the fullness of the interviewees’ responses. Inter-
pretative phenomenological analysis is concerned
with attempting to understand the beliefs or
account of the participant about a topic or event'*
and accepts that verbal reports may be mapped
onto underlying beliefs or cognitions, hence the
term ‘phenomenological’. It is ‘interpretative’
because although it is purported that the patient’s
verbal dialogue may represent their personal
perceptions or beliefs, it is acknowledged that
this is determined through interpretation of a
transcription of the interview by the researcher.

Participants

Recruitment

Patients from southern England who had been
admitted to a regional cardiothoracic centre with
an acute myocardial infarction were identified
through liaison with the cardiac rehabilitation
nursing team.

Patient selection

Interviews were to be conducted within a specific
time frame (i.e., after hospital discharge but before
attendance at cardiac rehabilitation). Opportunity
for purposive sampling was limited to those
patients currently waiting to begin their cardiac
rehabilitation course during an eight-week period
when the interviews were to take place. Seven
women and 13 men were selected, representing a
broad age range: 37-82 years, with equal numbers
of employed (manual and office workers) and
retired patients.

Patients were sent a letter by the researcher
inviting them to participate in a research project



involving a discussion concerning their heart
attack and the cardiac rehabilitation course. It
was made clear that this project was unrelated to
the medical care they were receiving and the
researcher was independent from the cardiac
rehabilitation team staff. Fifteen patients agreed
to participate. Reasons for mnonparticipation
included: no response to the initial letter, patient
not available due to convalescence out of the area
or feeling too unwell to be interviewed.

One female interviewee was not included in the
final analysis because she did not have coronary
heart disease. One interviewee arrived on the
wrong day and was not willing to attend a second
appointment. Thus the final sample consisted of 13
patients, with nine men and four women. The age
range was 37 years to 79 years (mean age 56 years).
Seven patients were retired and six patients were
employed.

Prior knowledge of the cardiac rehabilitation course
As part of usual care during hospitalization
patients had been visited by a cardiac rehabilita-
tion nurse. Causes of their heart attack, the nature
of coronary heart disease, the content and role of
the cardiac rehabilitation course were discussed.
Patients were invited to attend the course.

Procedure

Face to face in-depth semi-structured interviews
were carried out either at the hospital or the
participant’s home, according to patient prefer-
ence. Interviews were tape-recorded with permis-
sion of the participant. Interviews lasted on
average 45 min. All audiotapes were transcribed
in full.

Interview schedule

Previous research has shown cardiac rehabilita-
tion attendance to be associated with causal
attributions to heart attack and interviews began
with general questions such as possible causes for
heart attack and whether the patient felt there was
anything they could do to help the health of their
heart in the future. Where participants did not
independently raise the issue of cardiac rehabilita-
tion, they were asked whether they had heard
about it and what they thought about the idea in
general, before more specific prompts were used if
necessary (e.g., What might it involve? Do you
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think you will go?). The order of topics on the
interview schedule was not always adhered to, but
it was used as a guide to ensure the same topics
were covered in all interviews.

Analysis of interviews

The author read transcripts of all interviews and
listed themes that emerged from each. As new
themes emerged in some transcripts, these were
tested against earlier transcripts. Emerging themes
that appeared to be related or associated with each
other within each transcript were grouped to-
gether. From the initial reading of individual
transcripts a list of common key themes and
subordinate themes between participants were
generated. The patterns of relationship between
the themes was then considered.

Two other researchers (JM) and (VC) second-
read randomly selected transcripts and identified
key themes and associated themes as detailed
above. All reading and analysis of transcripts by
the researchers took place independently.

Themes and groupings identified by the second
readers were compared with those identified by the
author. Discussion between all readers took place
with regard to clarification of key themes and
identification of links between them.

Results

Key themes

Key themes fall under the categories of cardiac
rehabilitation course and cardiac knowledge and
are shown in Table 1 with associated subordinate
themes.

The themes can be summarized in relation to
patients’ perceived necessity and concerns regard-
ing cardiac rehabilitation and this is shown in
Figure 1.

Beliefs regarding the content of cardiac
rehabilitation

Despite prior contact with cardiac rehabilitation
nursing staff, and receiving an invitation to attend,
11 patients appeared uncertain as to what it would
involve, suggesting exercise or ‘gym’ but little else.

I don’t know what they do there, well, somebody
said they do exercises. (Patient 5)



90 AF Cooper et al.

Table 1 Themes identified from the interview transcripts

Key themes Subordinate themes

Cardiac rehabilitation course:

Content of course Exercise
Type of exercise
Self-image
Reassurance

General — Part of overall
treatment

Specific — Return to
work

— Psychological

recovery

Perceived benefits

Practical barriers
Social interaction

Explicit barriers to attendance

Cardiac knowledge:
Causal attributions for heart
attack

Unaware of possible
causes

Stress

Over activity/exertion

Traditional risk factors

Heart attack as a
discrete event

Nature of coronary heart
disease

Only one person (with previous knowledge of
physical rehabilitation for a knee injury) specifi-
cally mentioned the multidisciplinary aspect of
cardiac rehabilitation.

Cardiac rehabilitation and exercise

For patients who associated cardiac rehabilita-
tion with exercise, the reassurance provided by
supervision, the type of exercise and the image
evoked by exercise were prevalent issues.

Positive associations between exercise and
cardiac rehabilitation included the opportunity to
learn about exercise, the social aspect of group
participation and the reassurance of exercis-
ing within a safe environment. However, two men
who perceived cardiac rehabilitation as mainly
‘gym-work’ felt they could undertake this indepen-
dently by joining a local gym or exercising at
home. Attending the cardiac rehabilitation course
did not appear to be necessary with one man
stating:

...because I have got it at home, I ain’t telling
lies. I have got the stairs, I have got the weights.
(Patient 14)

This patient’s intention to use ‘weights’ during
exercise shows a possible misunderstanding regard-
ing the importance of aerobic exercise in their
recovery. This was apparent in other transcripts
and is discussed further below. Use of weights may
be recommended in tailored exercise regimens to
improve muscle strength in the elderly cardiac
population but the main emphasis is on aerobic
activity.

The image of exercising was a focal point for two
female patients. One stated:

If you have got to take trainers or plimsols you
have got to do some exercises or something, that
is not me. (Patient 5)

Exercise was viewed as a potential source of
embarrassment and worry through drawing nega-
tive comparisons between themselves and young,
fit people who exercised regularly and attended
private gyms:

I thought I would see how far I could do with
the exercise. I thought I would look a bit of a
lemon if there are all these fit, healthy people
...my son-in-law goes to the gym and walks
so many times a week and so does my daughter,
and I thought, well, all these fit people.
(Patient 4)

Both mentioned ‘poor’ performance on the ex-
ercise tolerance test prior to discharge from
hospital and one expressed bewilderment at how
quickly she had to stop the test, especially in
comparison to people she had seen exercising on
television.

Despite a willingness to try cardiac rehabili-
tation expressed by the patient quoted below,
the possibility of getting out of breath was
seen as something to be avoided and perhaps a
source of apprehension. Her previous experience
of breathlessness may have been a result
of ischaemia prior to her myocardial infarction.
If the patient was to increase previous activity
levels some degree of breathlessness may be
expected.

I would like to try the rehab. I don’t know
how well I'll do on the exercises, as I said, you
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Figure 1 Summary of themes within a necessity—concern framework.

know, I have never been very athletic but I will
try. As long as I don’t get too out of breath. I do
tend to get a bit out of breath sometimes.
(Patient 4)

Failure to associate physical activity and aerobic
exercise with recovery may have influenced the
second female patient who did not consider herself
fit enough to attend cardiac rehabilitation despite
referral:

Well, I don’t know if I want to go and do
exercises. I can’t walk around the house prop-
erly, let alone do exercises, so I might give them
a ring and cancel it out. (Patient 5)

Perceived potential benefits of attending cardiac
rehabilitation

In contrast to the specific concerns and worries
expressed above, some patients perceived general
and specific potential benefits of attending cardiac
rehabilitation that were unrelated to exercise. Four

patients viewed cardiac rehabilitation as a form of
treatment in its own right and felt that generally it
was a ‘good idea’ but did not mention specific
components.

I can assure you now, I do want to go because 1
view that as part of the treatment. I have had
the medication, fine, now I view the rehab as a
continuation of that treatment. I want to do it.
(Patient 10)

Yes, I think really from my point of view it is a
necessary follow up. . .it is all part of the get well
process. You know. (Patient 11)

Three patients suggested that attendance at
cardiac rehabilitation would help them return to
work, one could not suggest exactly what it may
involve but was keen to attend believing it would
be of benefit:

Yes, otherwise they would not do it. You know.
It is very important to me. You know, the quicker
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I am fit for work the better it is for me because 1
am self-employed. (Patient 3)

Comments made by two patients suggested they
sought not just physical recovery, but also emo-
tional or psychological support following their
heart attack.

Well, I would see it as being two-fold, primarily
to get the heart back, yeh, that is physical but
Jjust as important is getting your head straight
so you don’t get yourself into that position
again, and it does go hand in hand. (Patient 8)

The second patient suggested that cardiac rehabi-
litation may help him to regain something he had
lost through the illness experience, in particular his
confidence, so he could replace the fear he
currently felt.

It will bring me back into the world again
because you feel a little bit different to other
people. You don’t feel quite the same. . .it makes
you afraid to go out on your own. It does, and 1
think with this rehab, this will at least almost
bring me back into the world again. (Patient 10)

Barriers to attendance

Practical barriers were evident and difficulty
with transport was mentioned by two women.
One attended other outpatient hospital appoint-
ments regularly for which she was willing to pay
for a taxi but was not prepared to do this for
cardiac rehabilitation. This may reflect a difference
in its perceived importance, perhaps because she
associated it solely with exercises, relative to other
treatment interventions.

Well, the only thing that was putting me off was
the transport. . .well, otherwise I don’t think I'd
do it. I mean, I would miss the exercises. I never
miss, never miss anything with my eyes, and
diabetic clinic, things like that, I am usually
good for appointments, if I can at all, T will
(Patient 2)

Several patients were concerned about taking
more time off work following their hospitalization
and recovery period in order to attend the cardiac
rehabilitation sessions. One felt this would act as a
potential stressor and best avoided at the current
time.

Work is a factor you see, because you see if I do
have to go to something like that, you see, my
company at the moment, they are getting very,
very strict. You see. That does not help any-
body, all it does is create more stress for the
person involved, that is what it does you see.
(Patient 12)

Another clearly felt conflict between returning
to, and keeping, a job which provided great
satisfaction but also looking after his health. He
talked of the consequences of living on social
security income should he lose his job through
taking time out to attend the cardiac rehabilitation
sessions.

Well, hopefully I am going back to work Monday,
and because of the hours, at 9.45 am, it is
trying to get time back off.. .unfortunately it is
one of those cases where I only get paid for six
weeks, so I have got to get back to work. .. I want
to look after my job, because I absolutely love my
job, I mean everything has changed in my life
since I had this job.

But later the same patient commented

Since I have had the heart attack, I have literally
gone in... well... my health comes before
anything, money, job, I mean, I don’t give a
damn about none of that, my health comes first.
If they turn round and say you can’t go I just
say, keep your job. If I have to go on the dole
I have, My health comes first, it is not nice to
be living on £57.00 a week but ...you know.
(Patient 6)

Finally, two patients expressed doubt about
attending due to the social interaction. One felt
he would rather read information than attend
sessions where he would interact and talk with
other patients, whilst another expressed concerns
about meeting people who were ill.

Cardiac knowledge

Causal attributions for heart attack and
understanding coronary heart disease

During the interviews all patients referred to or
appeared to be seeking possible causal attributions



for the heart attack. None of the patients explicity
referred to the underlying nature of coronary
heart disease. Risk factors such as smoking
and high cholesterol were present in all but two
of the patients but seven expressed feelings
of mystification or showed misunderstanding
when seeking to explain the cause of their heart
attack.

One patient did make reference to worry being a
factor, it having been mentioned by significant
others:

Not the faintest idea. . .they said worry might
have brought it on. (Patient 2)

This was a common theme, with seven patients
mentioning stress as a causal factor for their
heart attack, sometimes work related or stress
caused by personal difficulties, suggesting they
perceived that long-term stress may be responsible.
However, although endorsing stress as a causal
attribution, one study participant mentioned
the lack of perceived stress at the time of his
heart attack:

Work had only just started and I had not done
much and I was laughing and talking with my
friend next door so I can’t really say I was really
under stress. (Patient 12)

Similarly, four patients erroneously associated
the occurrence of heart attack with exercise or
immediate activity. The uncertainty these patients
felt as to the cause of their heart attack was
exacerbated by the fact their heart attack occurred
when they were at rest or relatively relaxed. When
asked whether she had any idea about what caused
her heart attack one woman replied:

None at all, right, I wasn't doing anything, 1
was just sitting in the chair, no idea. (Patient 5)

It appeared that those patients who perceived
little causal explanation for their heart attack were
less likely to see how they could be helped through
cardiac rehabilitation attendance. Asked whether
she felt cardiac rehabilitation might help her
recovery one woman could not suggest any poten-
tial benefit of attending.

Yes, but how can it? What can they do now? Not
a lot. I am taking tablets. And I am not eating
much. (Patient 5)
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Patient follow-up: attendance at cardiac
rehabilitation

It is not possible to firmly establish links
between participants’ beliefs, their expressions of
intention to attend and actual attendance beha-
viour within the context of this study. This is firstly
due to the small number of interviewees and
secondly the interview could have served as a
reminder or prompt to attendance. However,
attendance at cardiac rehabilitation was obtained
from hospital records at follow-up. Patients 5, 12
and 14 did not attend. Patient 6 completed half the
course but left in order to return to work.
Although some of the views regarding heart
disease and cardiac rehabilitation expressed by
the participants fit into the lower half of Figure
1, those of the nonparticipants seemed to be
summarized exclusively in the lower half of Figure
1. These patients were unaware of the course
content, the causes of heart attack and the nature
of coronary heart disease. They did not understand
the role of acrobic exercise and expressed concerns
about taking time off work to attend.

Discussion

Study participants appeared to hold misconcep-
tions regarding the nature of cardiac rehabilitation
as well as coronary heart disease and myocardial
infarction. They were mostly unaware of the
course content, assuming it was exercise only, but
often misunderstanding the role of exercise in their
recovery. Combined with erroneous beliefs about
causal attributions for myocardial infarction and
apparent lack of cardiac knowledge this appeared
to lead some to express doubt about the necessity
or appropriateness of the course. The themes
apparent from the transcript analysis of this study
and their suggested association with subsequent
attendance are consistent with findings from
studies conducted after cardiac rehabilitation at-
tendance with nonparticipants and participants.
This commonality of findings will be highlighted
and possible implications discussed further.

Lack of awareness of course content is not a
centre-based issue but is in accordance with other
published studies. Ten women participating in
group interviews'? reported that prior to participa-
tion they had no idea what to expect, although our
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results and others suggest that this is not a gender-
specific issue. In a rural-based population of eight
men and eight women who had suffered a myo-
cardial infarction, nonattenders who felt cardiac
rehabilitation was inappropriate for them were
more likely to have misunderstood the content.'”
Finally, in a study of four women and 17 men who
had suffered a myocardial infarction!' a lack of
understanding of the content of cardiac rehabilita-
tion emerged as one of several themes that acted as
barriers to attendance.

Participants in this latter study also thought
cardiac rehabilitation would consist of exercise
only and would be suitable for those who are
previously fit but in others could be harmful
following a heart attack. Likewise, in our study
participants who viewed cardiac rehabilitation as
unnecessary and subsequently did not attend had
expressed inaccuracies regarding the type of ex-
ercise carried out during cardiac rehabilitation or
expressed doubts about their fitness. Wyer et al. >
also found that misconceptions regarding rest
and not exerting themselves was a commonly
expressed theme of nonattenders. Failure to attach
importance to aerobic exercise in recovery from
heart attack may act as a barrier to attendance but
misconceptions regarding exercise/activity as a
cause of heart attack could also lead to
symptom-limited behaviour, which in severe cases
can lead to cardiac invalidism.

Misconceptions regarding the role of physical
activity in recovery from heart attack leads to a
second major theme from the analysis, namely that
of cardiac knowledge and understanding the
nature of coronary heart disease.

Thornhill and Stevens found a difference in the
level of cardiac knowledge between attenders and
nonattenders of cardiac rehabilitation courses.'”
Similarly, Wyer er al'® found that attenders
understood the need for lifestyle changes and
addressing risk factors. In these studies attendance
at cardiac rehabilitation could have led to the
differences. However, our findings were similar,
lending support to these findings. Lack of cardiac
knowledge on behalf of those who felt cardiac
rehabilitation was unnecessary or inappropriate
cannot be attributed to the fact that patients had
not attended a course as all patients were inter-
viewed prior to course attendance. Several patients
appeared mystified as to the cause of their heart

attack. Their experience of myocardial infarction,
occurring when they were at rest, was not compa-
tible with their personal model of heart attack
which they saw as typically striking during heigh-
tened physical or emotional states. The key fact
here is that these patients seemed to view myocar-
dial infarction as an isolated, discrete event
unconnected with an underlying disease process
or associated with traditional risk factors such as
smoking, or high cholesterol. It is not surprising
that those patients who do not know that their
heart attack is a manifestation of underlying
coronary heart disease do not understand the
need to make lifestyle behaviour changes.

Thus, for cardiac rehabilitation to be perceived
as a credible treatment option, it needs to be seen
as necessary through offering help with the lifestyle
changes necessary to enable successful secondary
prevention. If patients acknowledge the role that
lifestyle behaviours play in maintaining coronary
heart disease, which can lead to heart attack, it is
feasible they can be helped to understand that they
have personal control over these behaviours but
that changing them may also require support and
expert advice. Importantly, few patients seemed to
view cardiac rehabilitation as providing such sup-
port and advice. During hospitalization patients
who do understand the role of lifestyle factors
often show great optimism and confidence in being
able to make necessary changes, perhaps spurred
on by the emotional impact of finding themselves
in the alien technological environment of the
coronary care unit. However, they may face
difficulties in making or sustaining changes once
returned to their usual social and work environ-
ment.

Previous reviews of cardiac rehabilitation atten-
dance behaviours suggest that there may be
gender-specific barriers to attendance and empha-
size the need to explore these issues in greater
depth."®! The image related to exercising in a gym
led two of the women to draw negative social
comparisons between themselves and people who
were fit and healthy, pointing to a possible source
of embarrassment at performing badly when
undertaking exercise. The issue of gender differ-
ences in relation to exercise and image could be
further explored. The waiting time to begin cardiac
rehabilitation may be a deterrent to some women
because they resume their domestic role quite



quickly."" This was not an issue in this study
although the number of women included was
small. However, a relevant issue for some patients
in our study was that cardiac rehabilitation atten-
dance coincides with the period at which the
patient is considered fit to return to work. Employ-
ers, as well as patients, find difficulty in under-
standing why further time away from work is
necessary. Patients who wish to protect their jobs
may be unwilling to address this issue with their
employers and will miss the cardiac rehabilitation
sessions causing personal conflict for them at a
time when they most need support and emotional
stability. Employers should be aware of the role of
cardiac rehabilitation in recovery from heart attack
and in the secondary prevention of coronary heart
disease. Likewise, access to cardiac rehabilitation
should be tailored to suit the individual’s needs.

Patients who were unsure of how exactly cardiac
rehabilitation could help were more likely to cite
possible barriers to attendance such as difficulty
with transport, even though these difficulties were
surmountable in the context of other hospital
visits. However access problems related to trans-
port have been reported elsewhere.'%!!

This study has provided insight to patients’
beliefs regarding cardiac rehabilitation, their pos-
sible association with some illness beliefs and
actual attendance behaviour. This study was con-
ducted in a small number of patients at one site
and the results are not generalizable but the
consistency with results from other studies men-
tioned above allows us to draw certain implica-
tions.

UK guidelines and audit standards for cardiac
rehabilitation'® stress the need to address miscon-
ceptions that patients and their relatives may have
regarding coronary heart disease. The results of
this study suggest that this is a current real and
pressing need. Misconceptions regarding the role
of cardiac rehabilitation in the short-term recovery
and long-term management of their heart condi-
tion should also be addressed.

Despite study participants receiving counselling
by staff prior to discharge from hospital many held
misconceptions regarding coronary heart disease
and the cardiac rehabilitation course. It is unclear
how easily information is absorbed following, what
is for many, a physically and psychologically
devastating experience. The effect of emotions on
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short-term memory, and subsequent shaping of
illness and treatment beliefs in this medical con-
text, are, as far as we are aware, uninvestigated.
Thus, the timing of delivery of information re-
mains an issue to be further explored. Accurate
information regarding the role of cardiac rehabili-
tation should be provided at a time and in such a
way that it may be incorporated into the patient’s
implicit model of heart attack.

This is especially relevant in those patients who
may choose not to attend because they do not see
cardiac rehabilitation as helping their heart condi-
tion but as exacerbating it.

It has been stated previously in literature that
patients’ treatment beliefs are not necessarily
isolated from their illness beliefs.!” With regard
to views of cardiac rehabilitation this statement
seems to be supported not only from the results of
this study but also others — the belief that cardiac
rehabilitation could potentially be harmful and as
such should be avoided because participation in
exercise did not fit in with the patient’s model of
heart attack and recovery, is a common theme.

Although the interpretation and discussion of
the themes generated would appear to support the
necessity—concerns framework® of treatment be-
liefs, this will remain speculative unless tested in a
larger sample representative of the cardiac popula-
tion.

Similarly the strength of association between
treatment beliefs and illness perceptions and their
power in predicting behaviour should be ascer-
tained in larger patient samples. If it is demon-
strated that patients do hold beliefs about cardiac

Clinical messages

o Despite information provision following
myocardial infarction, some patients hold
misconceptions regarding the content and
nature of cardiac rehabilitation.

e Interaction between cardiac misconcep-
tions and erroneous beliefs about cardiac
rehabilitation may act as barriers to atten-
dance.

e The role of exercise in secondary preven-
tion may be misunderstood and be a source
of concern for some patients.
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rehabilitation which are shown to influence atten-
dance behaviour and may be linked with their
illness beliefs, misconceptions should be addressed
through the development and assessment of tar-
geted interventions.
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