“Watchful Insecurity”: a grounded theory to explain

the meaning of recovery after a heart attack.

Volume 2

By

Angela M. Tod

A thesis submitted to the University of Sheffield for the degree of

Doctor of Philosophy

School of Health and Related Research

University of Sheffield

September 2005




Chapter 9. Discussion

“l think you look at life different” (Group participant P3.1).
“You've always got it in the back of your mind now that it's going

to happen again, this heart attack’s going to happen again’.
(Individual interview 1).

9.1. Introduction

The grounded theory of Watchful Insecurity has been developed from the
results of this study. Watchful Insecurity provides a new theoretical perspective
on the phenomenon of heart attack recovery experience. In the literature

review it was identified that the meaning of recovery after a heart attack was

relatively unexplored. This research makes a contribution towards filling that

gap.

The purpose of this chapter is to discuss the contribution of the theory of
Watchful Insecurity to existing knowledge. With regard to the theoretical
contribution of the research, this will be discussed first by considering
conceptual links between the results of this study and what is already known
about heart attack and iliness recovery. Following this, the ways in which
Watchful Insecurity makes an innovative theoretical contribution to the

understanding of heart attack recovery is then considered.

The methodological considerations regarding the study are deliberated with
reference to the researcher’s reflections upon the research process, the

adequacy of the methodology, and potential limitations of the theory. The
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chapter concludes by proposing and justifying a number of recommendations

for future research and for health care and its delivery.

In the following discussion, reference is made to additional literature, not
referenced in Chapters 2 and 3. Examples include that of Radley (1998) and
Frank (1995, 2002). For the most part this literature was identified towards the
end of the study as the emerging concepts and theoretical propositions were
directing theory development. This is in line with the recommendation
regarding the role of the literature review within grounded theory. Glaser
(1978a) advocated not consulting the literature prior to a study. The more
pragmatic and constructive stance, adopted here, is to undertake a limited
preliminary literature review to enhance theoretical sensitivity and at the end of
the study conduct a review to verify and test the emerging theory (McCann &
Clark 2003a; Strauss & Corbin 1990). The literature identified at this later stage

is integrated into the discussion.

9.2. Watchful Insecurity: theoretical contribution

9.2.1. Conceptual links

As discussed in earlier chapters, previous qualitative research addressed
general iliness experience or the impact of a heart attack. It did not overtly
address the concept of recovery. By undertaking a study that focuses explicitly

on recovery, it has been possible to challenge previous assumptions regarding

318



the concept. One example is, the assumption that recovery is linear or staged,

or that it is conceptually similar to adjustment and adaptation.

This study did reveal some conceptual overlap between heart attack recovery
and iliness experience. Many of the same concepts emerged from participants’
representations of recovery that have been reported in research on iliness
experience. The theory of Watchful Insecurity provides a framework to explain
this overlap in relation to concepts, examples of which include control (Johnson
& Morse, 1990), making sense (Kerr & Fothergill-Bourbonnais, 1990), living with
loss and change (Sutherland & Jensen, 2000; Helpard & Meagher-Stewart,
1998; Marris, 1993), confidence (Jackson et al, 2000) and adjustment (Tobin,

2000; Ben-Sira & Eliezer, 2000; Radley & Green, 1985).

The theory of Watchful Insecurity makes it possible to establish links between
such concepts in relation to recovery rather than, as previous studies have
done, general iliness experience or living with chronic illness.

To some degree the findings of this study complement and reinforce knowledge
of these concepts derived from earlier research. What this study offers is the
consideration of these concepts within a new theoretical structure that explicitly
addresses recovery. How the results echo and expand upon those of previous
illness experience research is now briefly examined. Reference is made to how

these concepts fit into the theoretical framework of Watchful Insecurity. This is
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followed by a discussion of ways Watchful Insecurity makes a novel contribution

to theoretical knowledge.

9.2.1.1. The nature and impact of the heart attack experience

The experiences of participants of this study resonate strongly with the results
of previous studies on heart attack impact in terms of the degree of threat and
disruption experienced during and after illness like a heart attack. Feelings
such as fear and vulnerability were universally experienced. The extreme
nature of the heart attack, and its impact, reflect the findings in the studies
detailed in Table 2 (page 77). In this study, the extreme nature of the heart
attack provides a backdrop to recovery. This helps to explain and understand

| the difference that is experienced as a result of the heart attack. It is this

concept of difference that is fundamental to Watchful Insecurity.

9.2.1.2. Threat and Disruption

The feelings of disruption and chaos that are experienced following iliness have
previously been described and theorized (Asbring & Narvanen, 2004; Corbin,
2003; Asbring, 2001; Bury, 1982; Bury, 1991: Cowie,1981). Previous theories
recognise how illness can impact upon people psychologically and upon an
individual’'s predicted biography. Radley (1999) discusses how narrative
research on illness experience displays disruption as displacement and

disintegration. lliness displaces work and social capacity, but also ‘the person's
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dreams, wishes and fancies” (Radley, 1999. p781). Disintegration emerges

from the,

“altered significance of everything in life where every fragment is
drained of the totality of meaning that is the taken-for-
grantedness’™ (Radley, 1999. p781).

Disruption of this kind is integral to the theory of Watchful Insecurity. The
concept of difference, central to Watchful Insecurity, encompasses disruption,

displacement and disintegration. The result of experiencing such difference,

and the associated loss and change, is depicted as aggravated Watchful

Insecurty.

As part of the theory of Watchful Insecurity a number of tools are identified to
help people manage Watchful Insecurity. The tools used to generate meaning
and reprioritise Watchful Insecurity reflect the reconstruction of narrative that
Cowie (1981) and Bury (1982, 1991) identify as necessary to move forward in
life after illness. Narrative reconstruction helps to make sense of the heart

attack and its associated disruption. By reconstructing narrative, the difference

is incorporated into future life.

0.2.1.3. Threat to coherence

An extension of the concepts of disruption and difference is the threat this has
on the perceived coherence of life. Antonovsky (1979, 1993a, 1993b)

suggested that someone’s ability to cope with a stressor such as iliness was
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related to his or her sense of coherence. This was depicted as a person’s
ability to see life as comprehensible, manageable and meaningful.
Antonovsky’s theory is not disease specific. It relates to people’s ability to cope

with stressors and stimuli in general.

In this study, the various levels and trajectories of Watchful Insecurity reflected
a range of ability in terms of integrating the heart attack into future life; that is
seeing life as coherent. It is possible to speculate that the extent to which
participants were able to learn to live with and manage Watchful Insecurity may

well have a relationship to their sense of coherence. This would, however,

have to be tested in future research. The theoretical proposition that this is so,
is supported by the conceptual overlap between the components of sense of
coherence (how comprehensible, manageable and meaningful life is perceived)
and the tools that are identified to manage Watchful Insecurity. To generate
meaning makes life after a heart attack comprehensible. By redefining, life can
become more meaningful and by taking control, life can be experienced as

more manageable.

9.2.1.4. Control

Control, and the loss of control, is a concept that is ever present in research into
the impact of life after iliness (Corbin, 2003; Johnson & Morse, 1990). In this
study, loss of control contributes to the difference that is experienced and

reported as a result of the heart attack. Watchful Insecurity theory provides a
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framework to consider the issue of control in relation to heart attack recovery.
To take control, becomes key to learning to manage the Watchful Insecurity that

dominates recovery.

The lack of confidence that is a consequence of loss of control was an enduring
theme in participants’ stories and again emphasises the importance of regaining
control. Loss of control can have extremely negative connotations. The
implication is that control is irretrievable. By locating control into a theory on
recovery, and incorporating “taking control” as a tool to manage Watchful

Insecurity, a way forward is conceptualised.

0.2.1.5. Loss

A concern related to control is that of loss. The earlier literature review
demonstrated that it is not just loss in relation to control that is experienced.
After illness, loss of physical and social function is also reported, as well as loss
of psychological well being (Corbin, 2003; Corbin & Strauss, 1987; Levy, 1981).
Some descriptions of loss after iliness are fundamental. For example Charmaz
(1983) talks of “loss of self” following illness and Radley (1999) of the loss of

certainty and the mundane and ability to “take things for granted”.

Prior to an event that induces loss, such as illness, Marris (1993) refers to an

assumptive world. In the same way as Bury (1982) proposes in his theory of
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biographical disruption, the suggestion here is that illness brings about a loss of

that assumptive world.

The experiences of participants of this current study reflect and verify aspects of
the above theories and research findings. They demonstrate how a heart
attack can “bring you up short” in such a way that your assumptive world is
challenged. Once again, the theory of Watchful Insecurity provides a
theoretical framework to explain this in relation to heart attack recovery.
Watchful Insecurity explains the difference that people experience as a result of

a heart attack and the state (Watchful Insecurity) that is induced by that

difference. That is, they see themselves as a different person because of the

heart attack and the loss that results.

In a number of ways, therefore, the theory of Watchful Insecurity resonates with
other theories and findings related to the iliness experience. As demonstrated,
the theory of Watchful Insecurity provides an alternative framework to locate

these concepts and enable them to be regarded and applied explicitly in relation

to recovery rather than iliness in general.
9.2.2. Theoretical contribution of Watchful Insecurity

The aim of this section of the discussion is to consider the ways in which the

theory of Watchful Insecurity adds to, rather than reflects, existing knowledge.
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The theory explains the experience of the recovery as a process that is
dominated by the state of Watchful Insecurity. This theory provides a different
way to view heart attack recovery, and potentially recovery from other sudden,
fnghtening events. The innovative elements of the theory are considered under
the following sub-headings, difference, recovery as an enduring state, the

undulating nature of the recovery pathway and the tools to manage Watchful

Insecunty.

9.2.2.1. Difference and Watchful Insecurity

Watchful Insecurity as a concept and a theory provides new insight into heart
attack recovery. As a core concept, Watchful Insecurity emerges from an
acknowledgment of the difference that is felt as a result of a heart attack. As
previously stated, research into iliness experience has referred to the issue of
difference, but either obliquely or in reference to iliness experience (especially

chronic iliness). Difference has not previously been considered as key to

understanding the meaning of recovery. Acknowledging difference, resulting

from loss and change after a heart attack, is essential to understanding

Watchful Insecurity and the meaning of heart attack recovery.

For example, Frank (2002, 1995) writes with great beauty, honesty and
generosity of his experiences after a cancer diagnosis and a heart attack. He

makes reference, in his narrative studies to difference, loss and change

experienced after illness.
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“Serious illness is a loss of the “destination and map” that had
previously guided the ill person’s life: ill people have to learn ‘to

think differently”. (Frank, 1995. p1)

But Frank (1995) does not theoretically expand on the concept of difference in
relation to his narrative theories on chronic iliness. In comparison, Watchful
Insecurity does provide a new theoretical framework to consider the iliness
experience described in narrative research. This framework makes it possible

to consider what this experience means for recovery.

The researcher discovered the following quote from Frank (2002) after the
theory of Watchful Insecurity had been developed. It perfectly illustrates
Watchful Insecurity and how people describe and talk of themselves as
fundamentally different after a sudden, frightening event such as a heart attack.
The extent of its resonance with the data and findings of this grounded theory
study add validity to the theory of Watchful Insecurity. The theory of Watchful

Insecurity also adds another dimension and meaning to the words of Frank
(2002) as these can now be applied to theory related to recovery as well as

iliness experience.

‘Heart problems teach you how quickly life can go out of the body.
My fear was that | would go to sleep and not wake up again.
Having a heart attack is falling over the edge of a chasm and then
being pulled back. Why | was pulled back made no more sense
than why [ fell in the first place. Afterward | felt always at risk of
one false step, or heart beat, plunging me over the side again. |
will never lose that immanence of nothingness, the certainty of
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mortality. A heart attack is a moment of death. Once the body
has known death, it never lives the same again” (Frank, 2002.

pP16).
Watchful Insecurity helps to explain the findings of other research and also to

apply these findings to heart attack recovery. Other examples of this include

the work of Dinos et al (2005) who suggest iliness creates a new baseline In
life. If conceptualised as difference, this new baseline means that people
perceive their past and present differently after the onset of symptoms. In
relation to heart disease, Angus et al (2005) talks about a new vulnerability after
iliness, again implying difference and Watchful Insecurity. Participants in his
study saw heart disease as a “sneaky disease”. Prior to having a heart attack it
was invisible and therefore, not a threat. After the heart attack, they are made
aware of their heart and how it works. This awareness results in a vulnerability

that didn’t exist before and denotes difference.

The experiences of participants of these previous studies echo those of this
current study. What the theory of Watchful Insecurity contributes is that
difference is revealed to be a fundamental issue in heart attack recovery and a
theoretical framework is developed to explain this. Difference, induced by
iliness, emerges as an instigator from which loss, change, vulnerability, and
Watchful Insecurity are triggered. In order to proceed with a successful
recovery, and learn to live with Watchful Insecurity, this difference needs to be

acknowledged. People need to recognise and accept the person they were

before, are now and will be in the future.
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Acknowledging the importance of difference also emphasises the
inappropriateness of defining recovery as “returning to normal”. This phrase
has been ubiquitous in patient education and health professional literature. If
someone is different, “returning to normal” (if normal is life prior to the heart
attack) is clearly an unachievable goal. Before the heart attack one isn't aware
of the heart or health. Afterwards, one can't return to that same sense of
security. This again emphasises the importance of acknowledging difference,
and nurturing acceptance of that difference in order that the level of Watchful

Insecurity is diminished.

9.2.2.2. Recovery as an enduring state

According to the theory created from the study findings, Watchful Insecurity is
conceptualised an enduring state that dominates heart attack recovery. The
enduring nature of Watchful Insecurity is evidenced by the vigilance,
uncertainty, and precariousness that are reported. Recovery is therefore -

understood as an ongoing process. Success in recovery is then interpreted as

learning to manage and live with Watchful Insecurity.

This is a novel way of conceptualising recovery. In contrast, the implication
from previous research is that recovery is time limited, that is, after a specific
time, one is said to have recovered. The tendency to perceive recovery as

time-limited is reflected in the structure of cardiac rehabilitation services. The
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four phases of cardiac rehabilitation reflect a physical recovery pathway. They

do not account for the multidimensional and complex aspects of recovery, for

example social, cultural, psychological and environmental aspects.

If recovery is understood as a social process, dominated by an enduring state
of Watchful Insecurity, this liberates conceptual and theoretical interpretation.
Different types and levels of Watchful Insecurity can then be identified that
explain the huge variations in recovery representations and experience. The
theory of Watchful insecurity suggests that the nearest one gets to a state of
being “recovered” is stable, affirming Watchful Insecurity. Feelings associated
with Watchful Insecurity are enduring but experienced subliminally. This means
they can always be aggravated again. The aggravated state of Watchful

Insecurity, therefore, describes the state of people struggling with Watchful

Insecurity and recovery.

The existence of different types and levels of Watchful Insecurity indicates a
wide range of different factors and experiences that can potentially influence
them, for example social, environmental and physical. This suggests that
different people will experience different types and intensities of Watchful
Insecurity at different time points from their heart attack. The variation in
experience will depend on the individual's social context as well as medical
condition. This helps to explain contradictions in results of quantitative studies

discussed in previous chapters. For example, it explains why different people
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reveal different levels of anxiety or coping at different times from their heart

attack, despite interventions to address this (Frasure-Sinith et al, 2002;

Frasure-Smith et al, 1997).

Even though it is an enduring state Watchful Insecurity is not necessarily
negative. It can be managed, controlled and affirming. The affirming
component of Watchful Insecurity is an essential component of the theory. It
encompass the positive growth that can emerge from an iliness experience. |t

is the very fact that Watchful Insecurity is experienced that prompts affirmation

of life. The feelings of vulnerability, fear and loss heighten awareness of what

was good about life, what is good now and what benefits have resulted. Whilst
the heart attack experience and Watchful Insecurity can be devastating and
disrupting, the suffering and lack of control can contribute in some way to a
renewed sense of meaning in life. Again, Frank (2002) reinforces this by

describing the new insight that he ascribes to his suffering and vulnerability.

“liness prepared me to pay attention to the world around me,
because neither I nor it is going to last”. (Frank, 2002. 154)

To theorise that Watchful Insecurity and recovery is an enduring state,

therefore, provides new freedom to explore recovery as a concept.
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9.2.2.3. The undulating nature of the recovery pathway
The theory of Watchful Insecurity is also innovative in conceptualising recovery
as undulating rather than linear, Again, this feature allows the theory to

encompass the variations in individual recovery experience. The theory claims
that people will have different recovery trajectories that will depend on individual
and social circumstances and characteristics. Physical influences on their
recovery pathway are mediated by social and cultural factors (Radley, 1997,
Blaxter, 1990 & 1979). A linear trajectory would assume that recovery starts
with illness and moves in a unidirectional way towards a fixed point where
recovery is said to have occurred. With this model, measurement of outcomes
used to denote recovery can imply that recovery is dichotomous. A score
indicates recovery has occurred or it has not. Alternatively this linear pathway
may be broken down into stages or phases and classified as a typology of
iliness (Rolland, 1987). This classification is then applied to recovery. The
problem with such classification is that there is an expectation that people will
conform to such predetermined pathways and classifications (Wellard, 1998). If

they do not they may be viewed as not conforming or failing medically.

In contrast, the theory of Watchful Insecurity depicts recovery as an ongoing
process and an undulating pathway. It is a journey of peaks and troughs. There
are as many trajectories as people. Each will depend on the complex network
of influences any one individual is exposed to over the period of their life.

Managing the recovery process well means learning to live with and manage
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Watchful Insecurity. According to the theory of Watchful Insecurity individual's
set their own recovery goals and indicators, they are not derived from a
biomedical agenda. Ability to do this will depend on mobilizing the appropriate

tools.

9.2.2.4. Tools to manage Watchful Insecurity

By depicting recovery as enduring and undulating, the theory of Watchful
Insecurity is able to highlight the range of triggers of Watchful Insecurity and

facilitators of recovery. The facilitators of recovery are conceptualised as tools

that people use to manage and learn to live with Watchful Insecurity. The tools

identified are “taking control”, “generating meaning”, and “redefining”.

The nature of these tools has conceptual echoes with other theories that relate
to adjustment and response to illness threat, such as survivorship theory
(Hassey Dow et al, 1999; Dow et al, 1999), Antonovsky’s sense of coherence
model (Antonovsky ,1979; Antonovsky, 1987) and the theory of cognitive

adaptation following threatening events (Taylor, 1983). lllustrations of the way

in which these theories conceptually overlap are indicated in Table 9.
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Table 9. Theories on response to threat

Cognitive

Survivorship

Watchful Sense of

Insecurity Coherence Theory Adaptation

Tools to learn to Components of a Themes denofting Themes of

manage Watchful sense of coherence | quality of life in adjustment and

Insecurity and with life cancer survivorship | cognitive adaptation

facilitate recovery to threatening events

v Takingcontrol”, | v Manageable v Having control v Regaining

v “‘Generatng | v Comprehensible | v Meaning of mastery
meaning” health B Searching for

v “Redefining v Meaningful v Reclaiming life meaning

v Restoring self

esteem

These theories differ in how they explain issues related to response to threat
and illness but they do demonstrate some common conceptual characteristics.
The conceptual replication across the theories adds validity to the themes
identified as tools to manage Watchful Insecurity in heart attack recovery. It
also indicates that these tools may well apply in facilitating recovery in other

iliness or after other threatening events.
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The findings of this study indicate that people will differ in their level of intensity
of Watchful Insecurity, their trajectory and their ability to mobilize tools. The
network of influences on an individuals’ heart attack recovery can be complex
and multi-factorial. One of the great advantages of the theory of Watchful
Insecurity is its capacity to encompass and explain variations in experience
regarding heart attack recovery. To illustrate this, the theory can be applied in
order help to explain an apparent contradiction in the literature. Bury (1982) and
Cowie (1976) both suggest that people have to redefine their life and reframe
themselves in order to accommodate an illness experience and to generate
meaning. The theories they generated to explain these processes are

biographical disruption and narrative reconstruction.

Whilst these theories have developed great credence in medical sociology over
the years they have been exposed to challenge. Pound et al (1998) failed to
uncover biographical disruption amongst stroke survivors in an English East
end community. Instead, the participants appeared to have normalized the
illness and demonstrated stoicism and a sense of coherence. Similarly, Killoran
et al, (2002) also revealed stoicism and a normalizing of metastatic cancer
amongst participants who were long-term survivors. The theory of Watchful
Insecurity allows the results of these two research studies to come together with
those of Bury (1982) and Cowie (1976). The apparent contradiction is
explained by Watchful Insecurity theory. Participants in both the stroke and

cancer sample were long-term survivors. They were demonstrating signs of
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being in a state of subliminal affirming Watchful Insecurity. The experience of
aggravated Watchful Insecurity was behind them, although could potentially be
reactivated at any time. The trajectory depicted was one of declining and stable

Watchful Insecurity. They had clearly had time and ability to mobilize the
necessary tools to move away from the disruption of the acute event and had
taken control, redefined and generated meaning regarding the illness and their

life.

This example demonstrates the capacity of the theory of Watchful Insecurity to
explain the meaning of recovery at various time points after a heart attack but

also, potentially, other iliness or threat.

9.2.3. Theoretical dualities

Recovery is a complex and multifaceted experience. The theory of Watchful
Insecurity acknowledges this by encompassing a number of conceptual
dualities that emerge related to heart attack recovery and illness experience.
These are highlighted below and help to explain the contribution the theory

makes to understanding recovery.

9.2.3.1. Physical and mental distress

As Charmaz (1999) notes, when one thinks of suffering in chronic illness, it is
often the physical dimension that predominates. Symptoms range from fatigue

to pain and discomfort. They can be sudden, incremental or relentless in
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nature. For some, the same applies to symptoms experienced in recovery after
a heart attack. However, the participants in this study indicated that the
emotional and psychological suffering after a heart attack could be just as

distressing:

“I think the mental side of it is worse” (Individual interview 2).

The theory of Watchful Insecurity addresses the multiple dimensions of the
heart attack impact. It encompasses the “mental side”, acknowledges how

physical symptoms can trigger Watchful Insecurity and how being proactive in

resuming physical activity can help overcome Watchful insecurity.

0.2.3.2. Stable and aggravated Watchful Insecurity

The theory of Watchful Insecurity acknowledges a range and variation in
recovery experience. The extremes are represented as stable and aggravated
Watchful Insecurity. Those who are successful in recovery achieve a state of
stable Watchful Insecurity whilst those who struggle continue to experience
aggravated Watchful Insecurity to a greater or lesser extent. Whilst
acknowledging these two extremes of recovery experience, Watchful Insecurity
does not linger exclusively at either end of a recovery spectrum. Watchful
Insecurity is depicted instead as an enduring state that will be experienced in an
undulating way over a lifetime after the heart attack. Recovery takes on a
profile of peaks and troughs to reflect periods where Watchful Insecurity is

provoked.

336



0.2.3.3. Acute and chronic

A key feature of a heart attack that impacts upon recovery experience is that it
is both an acute and chronic iliness experience. People have to move on from
the acute event and learn to live with a chronic condition, coronary heart
disease (often newly diagnosed). This is complicated by the fact that, whilst
CHD may be symptomatic, physically limiting and emotionally distressing for
some, it is not always so. For others, it can be invisible, un-symptomatic, either
an unacknowledged or insidious threat, a “sneaky disease”. The theory of
Watchful Insecurity incorporates all these variations of experience. It depicts
the differences and changes in recovery experience that take place between

individuals but also for each individual within their lifetime.

9.2.3.4. Control and coping

Previous research has suggested that recovery requires adequate coping
strategies (Chalfont & Bennett, 1999; Bennet et al, 1999; Lazarus, 1991;
Lazarus & Folkman, 1984) or regaining control (Johnson & Morse, 1990). The
theory of Watchful Insecurity encapsulates both coping and regaining control. It
explains the experience of loss of control, the meaning of this to patients’

recovery and the necessity to be proactive and mobilize tools to regain control.

The tools identified reflect both problem and emotion —focused coping

strategies.
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9.2.3.5. Loss and gain

The extent to which loss is associated with illness recovery is discussed above.
Many aspects of loss are possible, including loss of control, physical function,
self-esteem, identity and also loss of certainty (Frank, 2002; Charmaz, 1999).
The ability to explain this impact of lack of certainty, and the ability to take
health and the future for granted is fundamental to the theory of Watchful
Insecurity. However, the theory also acknowledges that iliness recovery is not
dominated by loss. There is also the positive, affirming coroliary from iliness
that can prevail during recovery. Watchful Insecurity therefore encompasses

the dual components of loss and gain in relation to heart attack recovery.

9.2.3.6. Self as subject and object

As a theory, Watchful Insecurity is able to assimilate the concept of self as both
object and subject in relation to recovery. “Self as object” is self-concept
viewed as the “organisation of attributes, values and characteristics through
which people see themselves” (Charmaz, 1999. p367). Self as object is how
one sees oneself, acknowledging the boundaries one sets for aspects of the
self. In contrast “self as subject” refers to subjective experience and, in keeping
with a symbolic interactionist epistemology, acknowledges the self as always in
process. The self as process is continually influenced by experience. ltis
possible to see that experience, such as iliness experience, can change more
rapidly than self-concept. A heart attack can be sudden and frightening, “like an

explosion in your life” (Clark, 2003). It can take time to restructure self-concept
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in response to such threat and to incorporate and make sense of sudden iliness

such as a heart attack (Charmaz, 1999; Bury, 1982; Cowie, 1976).

This gap between experience and change in self-concept helps to explain why
Watchful Insecunty is triggered by a heart attack. It provides a reason for the

disorientation, vulnerability and threat to self-image. Watchful Insecurity as a
state incorporates the “self as subject’ during the heart attack recovery. The
tools identified within the theory as necessary to manage Watchful Insecurity all

potentially contribute to the rebuilding of self-concept, therefore incorporating

“self as object”.

0.2.3.7. Patient and partner

Another duality encompassed by the theory of Watchful Insecurity is the
interrelated experience of the person with the heart attack and their partner.
Previous research has commented on the distress of partners after a heart
attack, and the overprotection that can emerge as a result of the anxiety
(Stewart et al, 2000; Daly et al, 1998; Clarke, Walker & Cudy, 1996; Thompson,
Ersser & Webster,1995; Marsden & Dracup, 1991; Thompson, 1990; Thompson
& Cordle, 1988). Participants in this study similarly described the psychological
impact for the partner and the implications of overprotection. Watchful Insecurity
provides an explanaﬁon of both of these experiences. Interviewees described
overprotection to be both irritating but also obstructive to recovery. By applying

Watchful Insecurity theory it is possible to see how the partners protective
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response can prevent rather than help the person adopting tools to manage
Watchful Insecurity and to progress with recovery. The concept of Proxy
Watchful Insecurity explains the experience from the partners’ perspective. It
provides a context to understand a partners’ distress (O’'Farrell, Murray & Hotz,
2000), and why this distress may result in overprotection. The theory can help
to highlight what support is required for partners in learning to live with Proxy

Watchful Insecurity.

In summary, Watchful Insecurity provides a new theoretical and conceptual
context and explanation within which to consider the meaning of heart attack
recovery. It encompasses individual variations and differences. It explains
recovery as a process and addresses a number of dualities that exist relating to

the heart attack recovery experience.

9.3. Reflection on the research paradigm and process

This section of the thesis aims to reflect upon the adequacy of the research
paradigm in meeting the aims of the study. The study can be described
paradigmatically as a modified constructivist grounded theory study

underpinned by critical realist ontology. Epistemologically the study

encompasses symbolic interactionism theory and the social model of health.

A reflexive account of conducting a grounded theory study has already been

given in Chapter five, where some limitations of the study were considered.
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This component of the thesis will comprise a personal reflection on the part of
the researcher. It concentrates on considerations regarding the adequacy of
the overall paradigm, some of the ongoing dilemmas that confronted the
researcher during the process and how these were resolved. This is divided
into three parts, reflections on the research process itself, reflections on the

ontology and epistemology and, finally, reflection on the methodology and

methods.

9.3.1. Reflections on the research process
As a doctoral study the expectation is that the research provides a training

experience for the person conducting it. In terms of the research process itself,
it provided an opportunity to acquire the practical skills required to conduct a
qualitative, interview-based study. These were widespread and varied from
research design skills to the identification and recruitment of participants
through to the actual conduct of data collection and analysis. Skills also
included those necessary to obtain ethical approval for the study. Reflections on
this ethical process, in the ever-changing policy world, are found elsewhere

(Tod, Nicolson & Allmark, 2002).

The researcher development that occurred during the study was not, however,
restricted to acquiring practical skills. Advances were made in relation to two,
more nebulous, aspects of the research process. Reflection on both of these

dominated the research experience. The first issue is explaining the



serendipitous nature of “real world” research. The second concerns explaining
the intangible in qualitative research analysis and theory development. These

issues will now be considered in turn

9.3.1.1. The serendipitous nature of ‘real world” research

Glaser and Strauss (1967) and Strauss & Corbin (1990) all agree that in a
grounded theory study the researcher does not bring preconceived concepts to
a study. The justification for this restriction is that it may bias the study. The
experience of conducting this study revealed that this is often impossible and

even impractical of research to follow this tenet to the letter in “real world”

research.

In this case, the research was conducted in the current climate of health
services practice and prolific policy. The researcher commenced this study with
a clear purpose of exploring the meaning of heart attack recovery. During the
preliminary study on cardiac rehabilitation access, a question was raised of
whether the concept and experience of “difference” was significant in relation to
recovery (Tod, Lacey & McNeill, 2002). The doctoral study therefore

commenced with a preconceived concept of difference.

It was always the intention that the initial study would provide the context for the

doctoral study in terms of generating a research question and data. Research

ethics approval for the doctoral study had been incorporated into that of the
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preliminary work. In this regard, the grounded theory requirement not to have
preconceived concepts was not followed. The interrelation between the two
research studies created an ongoing dilemma for the researcher. The root of
the dilemma lay in the following questions. Was it valid to enter the study with a
preconceived concept, that is, “difference? Was it valid to use data from the

preliminary study in this research, these are, the individual interviews that were

selected using theoretical sampling?

Resolution of this dilemma was supported by reference to Charmaz, (1999,
1990), whose experiences reflect those of the researcher. First, ideas for
health services research have to come from somewhere. If they are to be
useful and applicable to future practice and service delivery, ideas from
research have to be driven to some extent from previous evidence and heaith
care experience. In this case the researcher’s previous experience, as a nurse
and health service researcher, influenced the construction of this study. To
some degree, this is, and has to be, serendipitous. What is important, however,

is that methods and techniques are in place to ensure that researcher

experience does not unreasonably bias the research in progress.

The concept of difference was not preconceived at the outset of the initial
research (Tod, Lacey & McNeill, 2002). Its identification was unanticipated,

unexpected but also to some extent opportune.
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The concept of difference provided a useful hook, upon which to hang the initial
stages of research. To ignore the concept because of a directive not to bring
preconceived ideas to a study would have been to miss a potential opportunity
to develop a theory that had practical application to a health care setting. It was
therefore justified on those grounds. However, the use of standard grounded
theory techniques ensured that, if it was not supported by the emerging data
and analysis, the concept of difference would be dropped in relation to

recovery.

A second question about use of data from the preliminary study in the doctoral
study was also a matter of continuous reflection throughout this study. Ethical
agreement was obtained to collect individual and group data on patient
experiences of recovery after a heart attack. It was always the intention that
this data would be sufficient for the study on cardiac rehabilitation access
barriers and for this grounded theory study. The initial study was completed
within a year, written up and published (Tod, Lacey & McNeill, 2002). It formed
a platform for this subsequent study and identified the concept of difference.
Group interview data was collected in line with the ethics committee approval.
Analysis of this data along with that of informal interviews and the initial
individual interview data continued for the next three years in order to generate

a grounded theory to explain the meaning of recovery.
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The interrelation of the two studies was a concern because of an aspiration that
the doctoral study should be seen to be substantial, unique and generating
innovative results, independent of the initial study. The previous discussion has
clarified a number of ways in which the grounded theory offers new knowledge
and a new perspective on heart attack recovery. In addition, upon reflection at
the end of the study, the interrelation of the two studies is supported for other
reasons. First, the grounding of the doctoral study in a health policy driven
piece of research, contributed to its potential to be of relevance to patients,
health professionals and those involved in service planning. In addition, the

integration of the individual data into both studies ensured maximum use of

data, avoided duplication of effort and reduced the risk of collecting further

unnecessary data and creating a situation where a specific patient group feel

“over-researched’.

Commencing this study with a preconceived concept and using data from the
initial study merited ongoing consideration during the study. In the final analysis
these issues are resolved as they add to the potential relevance of the study.
Awareness of these issues also made the researcher vigilant in the use of
grounded theory techniques that helped to ensure the theory development was
grounded in the data. Finally, both issues reflect the opportune and
serendipitous nature of health service research, where the research focus is

inevitably guided by an interaction between researcher experience, current
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policy priority, previous research findings and, to a certain extent, the right

person, being in the right place at the right time.

9.3.1.2. Explaining the intangible in qualitative research analysis

The second enduring concern throughout the research process revolved around
the challenge to explain ongoing interpretation, and the conceptual and
theoretical leaps that occur during qualitative analysis. An honest response to
this challenge, made at the end of the study, is that you cannot explain the
intangible. Resolution of the dilemma therefore lies, in part, in accepting that

one can never clearly depict the mental processes that take place during

qualitative analysis. Themes emerged, codes and concepts become apparent
and theoretical propositions surfaced as if from nowhere. To accept this without
any attempt at explanation is clearly insufficient. However, it seems wise to
acknowledge that to some extent aspects of qualitative analysis are intangible

and elusive.

Qualitative methods, and the systematic processes they offer, exist in order to
ensure that results are data driven and not researcher driven. These methods

are required, in part, due to the intangible nature of qualitative analysis.
Grounded theory is no different. Techniques such as constant comparison,
negative case analysis and memo writing help to illustrate and test emerging

inductive results. The adequacy of these is discussed in chapter five.
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One final point of reflection at the end of this study is the value of illustrative
quotes in making the intangible, tangible. There is no doubt that illustrative
quotes have great power and value. In conducting policy related work, the
researcher has found them invaluable in displaying the patient experience and
suffering behind the policy and service rhetoric, figures and targets. In
conducting this study, the researcher has become aware of additional benefits

in using patients’ words.

It remains impossible to depict clearly those invisible conceptual steps that take

place during qualitative analysis. However, illustrative quotes can be used to

ensure the theoretical and conceptual claims of the study have a basis and
grounding in patient experience and the data collected. It facilitates a human
connection with the results but also validates the research process and
analysis. In the numerous discussions that have been held between the
researcher and colleagues (academic and clinical) the use of quotes have
forged a connection between the audience of the research and its participants.

They provide, in some limited way, a tool to make the intangible, tangible.

In summary, conducting a grounded theory study proved a challenging
experience and a road of discovery. Some aspects of this are considered in
earlier chapters (Chapter 4 and 5). What is illustrated here is that it is not
always possible to have all the answers to the various dilemmas that emerge

during the research experience. What is important is to remain flexible,
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reflexive and where possible validate and verify processes and techniques used
and decisions that are made. It is also necessary to be honest and accept that

to some extent aspects of the research process remain ethereal and elusive.

9.3.2. Reflections on the ontology and epistemology

The paradigm of the study was established in order to meet the four dimensions
of the research purpose (Chapter 4). These were to acknowledge social and
cultural influences, encompass variations and similarities in experience, explore
recovery as a process and move towards second level truth (that is theory, not
just description). Critical realist ontology aligned with an epistemology
embedded in symbolic interactionism and a social model of health was adopted.

The adequacy of this approach in meeting the research dimensions is now

considered in relation to the findings and theory of Watchful Insecurity.

9.3.2.1. Social influences and Individual variations

The critical realist “lens™ maintains the perspective that there will be as many
experiences and representations of heart attack recovery as there are people
going through that process. This variety of human experience acknowledges
the influence of social and cultural influences on health, illness and recovery.
Symbolic interactionism assumes that action and behaviour is guided by the
meanings people construct to their situations as they are exposed to different

social interactions. This view has been debated (Hammersley, 1989).
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Symbolic interactionism has been criticised for considering interaction in a
vacuum with little consideration of historical and social context (Haralambos &

Holbom, 1991). The micro view is considered in the absence of a macro

context. Two aspects of this study reduce the force of this criticism. First, as a
grounded theory study, the emphasis is on social process. Therefore
experiences and behaviour of individual participants are considered within their
social context. Itis possible to speculate that different levels and trajectories of
Watchful Insecurity will be experienced according to social, cultural and other

influences. The exact nature of this influence is the subject of future research.

A second factor that helps maintain a macro as well as micro perspective is the
adherence to a social model of health. Continual consideration was given to
how social and cultural factors exert their influence on the cause and impact of

illness and recovery.

The theory of Watchful Insecurity that was derived from the study reflects the

epistemological premises. The theory provides a framework that is universal in
that it embraces the experience of all. Where individuals are located within the
theory will depend on the individual experience and the social experiences they

are exposed to.

To consider some examples of this the theory suggests that Watchful Insecurity

is a state experienced by everyone after a heart attack. The type and level of
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intensity will vary for each individual for the length of the recovery trajectory.
The ability of people to mobilize tools to facilitate recovery will also be, in part,

socially driven. Consideration of some of the social influences on accessing

cardiac rehabilitation illustrates this. Take the example of people from
traditional working class communities, where a stoical social expectation “to put
a brave face on things” is the norm (Tod, Lacey & McNeill, 2002). People from
these communities may be less able to undertake some of the actions
necessary to facilitate recovery. For example, their stoicism may encourage

denial and impede the ability to “take control” or “generate meaning”.

In addition to stoicism, women report restrictions in their recovery because of
expectations to resume traditional household responsibilities and childminding
for grandchildren. Again, this may obstruct the ability to acknowledge and
reflect upon difference, reconstruct their narrative and generate meaning. Itis
possible to speculate that Watchful Insecurity may be experienced in a more
aggravated way according to certain social situations, adding to existing heaith

inequalities.

The variety of individual heart attack recovery experiences can be
accommodated by the theory of Watchful Insecurity. This will not just be
explained by social differences and inequalities. Other factors will be at play.
These include, psychological profiles, coping strategies and, in keeping with a

symbolic interactionist approach, past experiences and interactions. The extent
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and nature of these influences on the pattern of Watchful Insecurity will need to

be tested in future research.

0.3.2.2. Generating theory about recovery as a process

The study did have the capacity to generate a theory where recovery was
perceived as a process. This is in keeping with all grounded theory studies,
which focus on understanding social processes. The goal of the study was to
bring new meaning to the heart attack recovery process by capturing the
experience of those who had had a heart attack. By focusing on process,
rather than bio-medically derived outcome measures, the state of Watchful

Insecurity was able to come into focus.

Glaser & Strauss (1967) claim that a grounded theory study should generate
theories that explain social processes but also help to predict or explain
behaviour and be applicable in some way. The components of the theory of
Watchful Insecurity do this. For example the theory explains how certain
triggers may prompt people to move between different levels of Watchful

Insecurity or have the capacity to adopt tools to manage Watchful Insecurity.

One goal of the study was to capture the subjective element of experience and
make this central to the theory that was developed. The epistemology and
ontology underlying the study supported the development of a theory that

achieved this aim. lt distinguishes the objective from the subjective. The ability
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of the theory of Watchful Insecurity to distinguish the subjective from the
objective can be illustrated by comparing the findings with those of studies
using other methodologies, for example, studies involving quality of life

measurement.

A critique of quality of life studies was presented in Chapter Four. In
comparison to reducing patient experience to a quality of life score, the theory
of Watchful Insecurity reflects the complex nature of a social process such as
heart attack recovery and variation in subjective human experience. This is
evidenced by comparing the theory of Watchful Insecurity with a quality of life
study that identified insecurity as one of seven categories to be integrated into
measurement of quality of life after a heart attack (Roebuck, Furze &
Thompson, 2001). As commented upon elsewhere, the qualitative work
conducted to identify the quality of life domains is broad based, superficial and
lacking in conceptual depth (Nicolson & Anderson, 2001). The material is
narrowed down so that a reported measure of insecurity should be obtained.

Understanding of what insecurity means in the context of heart attack recovery
is not deepened by quality of life studies. In contrast, the theory of Watchful

Insecurity does help to contribute to a new and deeper understanding of the

meaning of recovery and all its complexity and variation.

The capabilities of the ontological and epistemological basis underlying this

study is also illustrated by contrasting the theory of Watchful Insecurity with the
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findings of work driven by the recent policy initiative to use experiential
knowledge of patients as a resource to influence health care delivery (Caron-
Flinterman et al, 2005; Department of Health, 2003; Boote, Telford & Cooper,
2002). One example of work driven by this policy is that of the Coronary Heart
Disease Collaborative, a component of the Modernisation Agency (Coronary
Heart Disease Collaborative, 2003). The CHD collaborative undertook
“discovery interviews” of patients asking them to retell their experiences. Key
experiences and themes were identified with the intention of NHS service
providers using these to redesign services. Whilst well intentioned and
interesting, this work can only ever be cursory. It lacks the theoretical depth of
a study such as the one presented here. The superficiality is in part explained
by the lack of epistemological basis for “discovery interviews”. The results say
more about health service structure and process than the social process of

illness recovery.

In comparison, the theory of Watchful Insecurity has more substance and is
successful in generating additional understanding of the meaning of recovery.
That it is able to do this is because of the ontological and epistemological gaze
of the research. It enables the researcher, and those reading the research, to
put themselves in the shoes of the person who has had a heart attack. One is
able to consider what their experience actually was like. In this way the study

and the theory that it generated is “people-centred”. It is able to capture and
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recreate ‘users’ views on what precisely the problem is within their own unique

situation” and their social context (Williams & Grant, 1998).

It is possible to suggest that a more “in-depth” view of the patient experience
would have been possible by adopting narrative methods and a pure social
constructionist approach. However, as with discourse analysis, the risk here is
that emphasis tends to move away from experience of social process and more
towards language, its use and meaning. An extreme social constructionist
epistemology would have meant rejecting the critical realist ontology in favour of
a more relativist approach. Such an ontological view accepts the existence of
multiple realities rather than multiple representations and experiences of the
same reality. It would not, therefore, have lent itself so well to looking for
similarities in experiences, but rather the individual lived experience. This was

not appropriate to this study, the purpose of which was to generate a theory to

explain the meaning of a social process, heart attack recovery.

In summary the ontological and epistemological underpinning for this study
provided the ability to capture individual subjective experience, and the
similarities and variations within those experiences. The approach taken was
sufficient to examine and generate new understanding of the meaning of
recovery as a social process. In addition, the theory that was generated offered

greater depth and insight about heart attack recovery experiences than
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alternative research approaches, such as quality of life surveys or “discovery

interviews”.

9.3.3. Reflections on the methodology and methods.

The adequacy of the study methodology and methods has been examined
previously (Chapter 4). The steps taken to ensure the research met the criteria
of “Trustworthiness™ (Lincoln & Guba, 1985) and “fit" (Glaser & Strauss, 1967)

have been reviewed. The discussion here therefore concentrates on the issue

of methodological creativity and ingenuity.

Both Charmaz (1999, 1990) and Chamberlain (1999) recommend
methodological flexibility in grounded theory. They argue against accepting the
earlier instructions, rules and procedures as being “set in stone” (Glaser &
Strauss, 1967; Strauss & Corbin, 1990). Charmaz (1990) and Chamberlain
(1990) propose that the researcher should bring their own experience, values,

philosophy and methodological proclivities to grounded theory.

The ways in which this study used a more flexible and creative approach to
grounded theory are examined here. Some of the more atypical interpretations
and actions in terms of grounded theory methods have already been discussed
earlier in this chapter. For example, having a pre-determined theoretical

concept and proposition that people feel like a different person after a heart
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attack. As discussed earlier, this concept was only retained and upheld

because new data justified it.

This component of the discussion is, therefore, focused upon the use of group
as opposed to individual interviews and semi-structured rather than
unstructured interviews. The use of both of these techniques is not standard to .
grounded theory and so could open the study up to criticism. To conclude, the
adequacy of the methodology and the methods used are reflected upon with
reference to the theory of Watchful Insecurity and whether it meets the

interrelated criteria for a grounded theory (Glaser & Strauss, 1967).

9.3.3.1. Group interviews

Following on from the original grounded theory research, most studies have
used similar data collection methods, that is, individual interviews and
observation (Glaser & Strauss, 1967). However, justification for these methods
is scant. Detail on the techniques and accuracy of data collection in grounded
theory studies is generally lacking (Charmaz, 1990). Therefore, continued use
of the same data collection methods may be a reflection of lack of creativity

rather than good practice.

In this study, group interviews were conducted, before theoretically sampling

ten individual interviews from the “platform” study (Tod, Lacey & McNeill, 2002).

The use of group interviews was justified on the following grounds, despite the
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fact they are not common practice in grounded theory. First, it was possible to
capture a wider variety of complete accounts of the heart attack recovery

process. In addition, it was possible to talk to a broader range of people at

different times from their heart attack. This gave the opportunity to explore the
concept of difference at different time points. Finally, the interaction between
the group members meant that variations and similarities in recovery
experience were raised by the participants themselves, and not just from the
analysis of concepts. On reflection at the end of the study, it was this
combination of factors (variety of recovery accounts, time from the heart attack
and participant interaction) that helped to raise and test the notion that Watchful

Insecurity was an enduring state.

It has been proposed that iongitudinal interviews provide data of better quality
(Charmaz, 1999). This is because the researcher is able to build trust and
rapport with the respondent over time. If time and resources had allowed
conducting longitudinal interview may have been a preferable approach. It
would have been possible to trace people's experiences over time and develop
a better relationship with the interviewees. However, this was not possible.
Conducting group interviews seemed the best alternative to get views from

people at different time points from their heart attack and at different places in

terms of recovery.
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Data collected from the group interviews may well have been sufficient to
develop the theory of Watchful Insecurity. However, mindful that this is not the
most common or accepted grounded theory data collection method, additional
data was required. The individual and informal interviews allowed the theory
components to be expanded and explored in more depth. They also allowed for
additional theory validation. The experience of using group interviews In
grounded theory was both positive and productive. The groups did provide the
rich, detailed data required and facilitated the theory development. It would be
interesting to witness more creative approaches to data collection in grounded

theory and test their capacity within the methodological requirements.

0.3.3.2. Semi-structured interviews

Another expectation amongst grounded theorists is that data should be
collected using unstructured interviews. This is because to have an interview
schedule implies the existence of prior knowledge and preconceived ideas. As
explained earlier, this study did commence with prior knowledge and
experience on the part of a researcher. The social process of heart attack
recovery was pre-selected and the concept of difference was identified for
exploration. To conduct an unstructured interview in this situation would have
been unnecessary. Again reflecting the views of Charmaz (1990) and
Chamberlain (1999), the previous experience and knowledge was seen to be
an advantage and reinforced theoretical sensitivity. Semi-structured interviews

were therefore the most appropriate format. What was important was that they
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were conducted in such a way that different experiences and new concepts

were allowed to emerge, and existing concepts challenged.

Both the individual and group interviews were conducted as “directed
conversations” (Lofland & Lofland, 1983). It was necessary to guide discussion,
but not be overly directive. The interview éched ule helped to prevent the
researcher from asking leading questions and inadvertently influencing
participants in reinforcing emerging conceptual and theoretical propositions.
Open questions were asked to allow the interviewees occasion to present their

unique experience. The prompts facilitated deeper inquiry into aspects of

recovery.

On reflection, therefore, semi-structured interviews provided the most suitable
approach to data collection. Achieving the right balance of openness and
direction was the ongoing challenge. The nature of the interview schedule, the
demeanour of the researcher and the combination of three strands of data

collection helped to maintain this balance.

9.3.3.3. Interrelated jobs of theory
Glaser & Strauss (1967) proclaim that a grounded theory should be able to

perform a number of interrelated tasks. It should:

e Predict and explain behaviour

e Advance theory
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e Be applicable by helping to understand and control certain situations

e Guide and provide a style of research on that particular process and

related behaviour.

The theory of Watchful Insecurity is able to meet these demands. For example,

the levels and trajectories of Watchful Insecurity that are experienced by
individuals will influence behaviour. An illustration of this is in people’s ability or
preference in mobilizing the tools to manage Watchful Insecurity. The ways in
which the theory of Watchful Insecurity advances theoretical and conceptual

understanding of recovery has been described above. Examples include the

way the theory i) challenges the concept of recovery as linear, ii) asserts that
Watchful Insecurity is an enduring state that dominates recovery and iii) shows
that there are as many recovery trajectories as there are individuals with a heart
attack. It should be stated, however, that the theory of Watchful Insecurity

remains a substantive, not a formal theory. That is the theory is grounded in

one substantive area, heart attack recovery.

Further research would be required in order to test and verify the grounded
theory of Watchful Insecurity as a formal theory. This would seek to understand

how it operates and is experienced in other fields of recovery.
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The application of the theory of Watchful Insecurity to clinical and health servicé
settings and its capacity to influence the direction of future research is

discussed in more detail in the final component of this chapter.

To summarize, the methodology and methods proved to be adequate to
generate a substantive grounded theory. The selection of some of the methods
was driven in part by constraints of the study context. However, despite the
slightly unconventional use of data collection methods, the study had the
capacity to provide a fresh perspective on heart attack recovery. On reflection

they proved to be the best methods available to get depth and range of data

required and support the call for more methodological creativity in grounded

theory studies.

9.4 Recommendations for future research and health care
The intention in this final section of the discussion is to consider the implications
of the results of the study and theory of Watchful Insecurity on future research

and health care delivery.

9.4.1. Implications for future research
0.4.1.1. Developing a formative theory
The purpose of this study was to develop a grounded theory to explain the

experience and meaning of heart attack recovery. This has been achieved.
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However the limited scope of the theory need to be acknowiedged in terms of

the sample it is derived from and the theory type.

The sample used for this study was socially discrete. Although the sample
contained a range in terms of age, gender and socio-economic status,
participants were drawn from areas of social deprivation in the South Yorkshire
Coalfields. The communities have a strong British working class history and
culture. The population is strongly homogeneous in terms of ethnicity and there
is a tendency for people to remain close to their place of biﬁh. It is not a
transitory population. These factors add to the socially distinct nature of the
communities. Caution therefore needs to be taken in assuming the theory
applies to people who have had a heart attack from other populations.
Research that explores the relevance of the theory of Watchful insecurity in a
broader population would be informative. The resonance of the data from this
study with those of others, suggests that the theory of Watchful Insecurity may

well apply to wider populations. However, this needs to be tested and cannot

be assumed.

In addition, the conduct of culturally sensitive research to apply the theory of
Watchful Insecurity in black and ethnic minority populations would also be
helpful. Research to explore the relevance of Watchful Insecurity to people of
South Asian origin would be particularly useful in a UK context. This is because

of evidence of high levels of coronary heart disease, poorer outcomes after
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cardiac events and low uptake of cardiac rehabilitation services amongst South
Asian communities (Tod et al, 2001). There are also indications that people

from different ethnic backgrounds interpret and respond to symptoms

differently. Whether and how Watchful Insecurity is experienced by Asian

patients, may also be affected by cultural influences on health beliefs, for
example, fatalism and illness causation (Fox, 2004; Chaturvedi, Raj & Ben-

Shlomo, 1997; Orwin, 1996).

In keeping with this study’s aims, the theory of Watchful Insecurity has so far
only been applied to heart attack recovery. In order to develop this theory and
establish it as a formative theory it is necessary to explore Watchful Insecurity,
its presence and nature, in other recovery situations. Consideration of recovery
from other iliness, accident, bereavement, crime and redundancy was
integrated into the theory generation, especially when reflecting upon the
triggers of Watchful Insecurity. Research that explores the relevance of the
theory to other recovery situations, compares Watchful Insecurity between such
situations, and expands on understanding of the variations in experience would
help to establish Watchful Insecurity as a more robust and formative theory.
One line of inquiry that has received positive interest amongst the researcher's
academic and clinical colleagues is to conduct further qualitative research
exploring similarities and differences in Watchful Insecurity experienced in

patients with cancer, CHD and patients who fall into a high risk group.

Examples of the latter include women with a strong family history of breast
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cancer who are candidates for mastectomy as a primary prevention measure,
and people with a strong family history of CHD alongside exceptionally raised

cholesterol and blood pressure.

Further research exploring the application of Watchful Insecurity to broader
populations will help to expand understanding of recovery theoretically.
However, it will also help to generate practical ways in which people can be
supported through recovery. [f it is possible to establish that certain people
experience Watchful Insecurity in a certain way, at certain times and respond to

certain strategies to manage Watchful Insecurity, then services can be

developed and targeted more effectively and efficiently.

9.4.1.2. Characteristics influencing Watchful Insecurity

When discussing the theory of Watchful Insecurity or when presenting the
theory at conferences, one question is always raised. Do certain people, with
certain characteristics experience Watchful Insecurity differently? That is, do
men or women, the young or old, experience different patterns of Watchful
Insecurity after a heart attack? Exploring such difference and variation was not
the purpose of this study. The purpose here was to develop the theory.
However, having derived the theory of Watchful Insecurity from this study,

future research could investigate different patterns of Watchful Insecurity

experience.
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Further research need not be limited to examining the influence of certain
characteristics on Watchful Insecurity. Studies can also be conducted to look
into potential correlations between Watchful Insecurity and psychological
profiles. This work could be approached from any manner of theoretical
perspectives. Examples include exploring correlations between Watchful
Insecurity in people with different coping styles (Smith & Lazarus, 1993, Carver,
Scheier & Weintraub, 1989), those who adopt different modes of adjustment
(Radley & Green,1985) or those who have a different sense of coherence
(Antonovsky, 1979; Antonovsky, 2003a). Research of this nature would help to

explore the psychological influence on Watchful Insecurity and has the potential

to inform psychological strategies to support people in recovery.

9.4.1.3. Quantitative measurement

The conduct of this study has been embedded in a desire to understand
people’s experiences from a qualitative perspective. It, therefore, differs in
paradigm from the more reductionist research that measures of biomedical and
clinical markers in people after a heart attack. This does not mean, however,
that in the future the theory of Watchful Insecurity could not be usefully adopted
and used within that research domain. There is the possibility that the basic
theory of Watchful Insecurity and its components could form the basis of an
assessment tool that could measure the nature and level of people’s Watchful
Insecurity. This has a huge potential benefit and application to health care

delivery.
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If a psychometrically tested tool can be developed to measure levels of
Watchful insecurity it will be possible to conduct research to examine the

prescription of recovery support interventions. An assessment tool could
determine the type and level of intensity of Watchful Insecurity a person is
currently experiencing and whether the trajectory is accelerating or declining.
Support services can therefore be delivered to those who are best placed to
receive them. If people are in a state of aggravated Watchful Insecurity they
will require intervention of a different nature to those in a more stable state. For
example, it may be that people in an aggravated state of Watchful Insecurity
need more “talking and listening” therapy, aimed at helping a person
understand the difference, loss and change experienced as a result of the heart
attack. Someone in a more stable state may require more information and
practical help in “taking control”, “resuming activities” and “getting on with it".
This approach has the potential to be more accessible, acceptable and
appropriate than current cardiac rehabilitation services that are bio-medically
driven. Cardiac rehabilitation is currently organised and allocated on the basis
that someone will be ready to attend a service or resume an activity because a

predetermined number of weeks passed since the heart attack.

The development of an assessment tool would be essential in conducting

research to explore correlations between Watchful Insecurity and other
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psychological and social profiles, such as sense of coherence (Schumann et al,

2003; Antonovsky, 1979).

There are numerous avenues for future research expanding and developing the
theory of Watchful insecurity. However, as indicated above, the theory has
great clinical application and could form the basis of future interventional

studies evaluating services allocated according to the level and nature of

Watchful Insecurity experienced.

9.4.2. Recommendations for health care

Cardiac rehabilitation is the main contribution health services make in
supporting recovery after a heart attack. In Chapter two, the low levels of
access, uptake and adherence to cardiac rehabilitation services after a heart
attack were noted (Beswick et al, 2005; Beswick et al, 2004). Incomplete and
inconsistent service provision has been held responsible (Bethell et al, 2001;
Bethell, 2000). Up to 63% of patients are not referred to or offered cardiac

rehabilitation services (Healthcare Commission, 2005).

The quality as well as quantity of services has been criticised (Thompson, 2002;
Thompson et al, 1997). Research into currently underserved and high risk
communities revealed that low uptake may be partly explained by the fact that
people do not see services, as currently delivered, appropriate, accessible or

acceptable (Beswick et al, 2004; Tod, Lacey &McNeill, 2002). This situation has
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been identified as a policy and healthcare priority. There has been a call for
more places on cardiac rehabilitation programmes that are more acceptable
and offer patients more choices (Healthcare Commission, 2005). However, a
recent review of the literature has revealed little evidence of interventions to
improve uptake and adherence in cardiac rehabilitation (Beswick et al, 2005).
There Is a lack of research, therefore, to inform the expansion and redesign of

services necessary to increase acceptability and access.

The theory of Watchful Insecurity can provide some insight and answers to the

current problem of poor access to and uptake of recovery support services after

a heart attack. lt is possible to theorize that, even if offered, cardiac
rehabilitation services are not seen to be acceptable because they do not
acknowledge Watchful Insecurity and the meaning of recovery from the
patients’ perspective. As stated above, the phases of cardiac rehabilitation are
derived and developed to reflect the physical recovery of the heart muscle,
rather than the complex interaction of social and psychological factors that
actually influence recovery. The theory of Watchful Insecurity can provides an
alternative perspective to the biomedical one. Key issues of note to health

service professionals and planners are as follows:

o People feel differently after a heart attack. That difference must be

acknowledged and understood in order for people to progress with heart

attack recovery. [t shouldn’t be ignored as is implied by currently
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misguided cardiac rehabilitation services that emphasise “returning to
normal”. Patient assessment in cardiac rehabilitation needs to

acknowledge that difference as it establishes a new baseline for people

in their lives. What this means for individuals in terms of their recovery
requirements and aspirations can only be identified if difference is
acknowledged.

Recovery is ongoing and Watchful Insecurity as a state is enduring.
People need time to learn to live with and manage Watchful Insecurity.
People will respond in different ways and at different times after a heart
attack. It is possible, therefore, that if people are being referred to
cardiac rehabilitation at all, they may be being referred to the wrong
service at the wrong time for them.

Consideration of Watchful Insecurity could enlighten the development of
new content and structure for cardiac rehabilitation. Examples could be
the integration of cognitive behavioural therapy techniques to prevent
aggravated Watchful Insecurity spiralling into a more extreme state, and
move to a point where they can start to take action and learn to live with
Watchful Insecurity. Motivational interviewing techniques could be used
to support people in accepting change, reprioritising and resuming
activity. These examples do not necessarily require additional staff and
services, but may require retraining of staff and the redesign and better

targeting of existing services.
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o As stated above, assessment of Watchful Insecurity could provide an
additional mechanism to identify the type and level of Watchful Insecurity
currently being experienced and the type and nature of service required

to promote recovery.

o People move in and out of types and levels of Watchful Insecurity over
the years. This requires services to be flexible and have open routes of
referral back into support. Watchful Insecurity can be reactivated by
exposure to triggers at any time in life after a heart attack. This needs to
be recognised in order for access to appropriate care to be provided.

o The content of cardiac rehabilitation could be adapted to incorporate

services that facilitate people in adopting the tools and strategies to
manage and learn to live with Watchful Insecurity. Again this does not
necessarily require additional services but may be a redesign or change
In emphasis in existing services. For example, Watchful Insecurity
provides a framework to explain and promote the psychological as well

as the physical benefits of exercise cardiac rehabilitation services.

The provision of health care to promote recovery is poorly understood and

delivered. Services are structured and driven by biomedical approaches to

care. The theory of Watchful Insecurity provides a patient perspective to help
redesign services to make them more acceptable as well as more accessible.
The theory integrates physical, social, cultural and environmental factors that

influence recovery and the complexity and variations of experience. The
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provision of menu-based cardiac rehabilitation has been discussed for many

years (Coats et al, 1995) but to provide such an individualized service has
proved to be impossible logistically, financially and professionally. The theory

of Watchful Insecurity can play a role in providing a framework within which to

understand recovery and redesign services accordingly.

9.5. Conclusion

In this discussion of the study, it has been established that the theory of
Watchful Insecurity mirrors findings of other studies related to illness
experience. In addition, it makes a unique contribution to theoretical
understanding of recovery. The methods adopted proved to be capable of
meeting the aims of the study, despite the flexible and creative approach taken
to grounded theory. The study provides a sound basis for further research to
verify and expand the theory of Watchful Insecurity in other groups and

contexts. It also has application to practice and health care delivery.
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Chapter 10. Conclusion

“You've only got to get a twinge, it doesn’t matter where it is on
your torso sort of thing. You're straightaway thinking, “God, I'm
going to get it”l You know? And | know you've got to get over it

and carry on with your life, but it takes some getting over that
hurdle, you know”? (Individual Interview 2)

10.1. Introduction

In conclusion, this chapter will pull together the main strands of the research.

This is done briefly under the headings of the research findings, the research

paradigm and recommendations.

10.2. The research findings

This research commenced with the realisation that empirical understanding of
recovery is limited. Little research exists to illustrate what recovery means and
how it is experienced, in relation to a heart attack but also other illness. Much
research is based upon assumptions that recovery can be explained by

exploring illness impact and experience. To an extent this is true. However, this

route of inquiry does not illuminate the meaning of recovery after a heart attack

for those who have experienced one.

The results of this study do demonstrate conceptual links to the resuits of
previous research on illness impact and experience. It adds to their
interpretation of heart attack recovery experience and offers additional

dimensions to previous studies. Importantly, the theory generated in the
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research presented here provides a new theory to explain the meaning and
experience of heart attack recovery. Watchful Insecurity, the theory that has

been generated, provides a theoretical framework and a new perspective on

recovery.

Key innovative aspects of the theory are that recovery is a process that is
dominated by the state of Watchful Insecurity. Watchful Insecurity emerges
from a sense of difference after a heart attack. The state (and therefore
recovery) is enduring in nature. Recovery is not, therefore conceptualised as a

linear process. This both liberates, but also adds to the complexity of,

understanding of the meaning of recovery. A number of tools and strategies

have also been identified that help people to learn to live with and manage

Watchful Insecurity.

10.3. The research paradigm

Despite a number of unconventional interpretations of grounded theory
methods, the methodology adopted proved to be adequate to generate a theory
and meet the aims of the study. The experience supports the claims of others

that health services researchers should be more creative and flexible in their
use of grounded theory methods and techniques. In this way researchers can

rise to the “real world” challenges of conducting health services research.
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The underlying epistemology and ontology contributed to the paradigm by
allowing the range and variation in individual subjective experience of heart

attack recovery to be given recognition. It facilitated the identification of

similarities as well as differences in experiences.

10.4. Recommendations

Whilst the study did succeed in developing a theory, further research will add to
the robustness and range of the theory and to develop it from a substantive into
a formative theory. Glaser & Strauss (1967) accept that theories developed
using grounded theory are set in time, reflecting the symbolic interactionist
stance that life and self are process. This does not need to be seen as a
limiting factor of grounded theories, rather the opposite. A new, grounded
theory can provide a foundation for future research that will expound and

develop it as new components are added and its relevance is explored in

different populations.

In the case of Watchful Insecurity, there is potential for future evaluative studies
exploring the effectiveness of new cardiac rehabilitation interventions that have

been developed with reference to Watchful Insecurity.
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